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Abstract

Pain is a multidimensional, complex experience. There are many challenges in identifying and
meeting the needs of patients experiencing pain. Evaluation of pain from a bio-psycho-social-
spiritual framework is particularly germane for patients approaching the end of life. This review
explores the relation between the psychospiritual dimensions of suffering and the experience of
physical pain, and how to assess and treat pain in a multidimensional framework. A review of
empirical data on the relation between pain and suffering as well as interdisciplinary evidence-
based approaches to alleviate suffering are provided.
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The human experience of pain is complex, encompassing all aspects of personhood—
physical, psychological, social connectedness and spiritual aspects.! As such, adequate
treatment of a patient’s pain requires an approach that addresses each of these components.
Clinicians who cannot perceive and assess these elements are likely to have greater difficulty
optimizing treatment. Each step of understanding the multidimensionality of pain is a critical

To purchase a single copy of this article, visit sma.org/southern-medical-journal. To purchase larger reprint quantities, please contact
reprints@wolterskluwer.com.

Correspondence to Dr Amy Wachholtz, Department of Psychiatry, University of Massachusetts Medical School, 55 Lake Ave N,
Worcester, MA 01545. amy.wachholtz@umassmemorial.org..

The remaining authors have no financial relationships to disclose and no conflicts of interest to report.


http://sma.org/southern-medical-journal

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Wachholtz et al.

Page 2

component to providing the best pain management possible to patients, especially at the end
of life.

Although the assessment and management of physical, psychological, and spiritual suffering
faced by patients with life-limiting conditions are clinical skills central to the subspecialty of
hospice and palliative medicine,? the supply of palliative medicine specialists is inadequate
to meet clinical demand.3 Nonspecialists usually are trained exclusively in the more
traditional biologic model of pain assessment and treatment. Because pain treatment remains
inadequate for many patients with life-limiting illness,*® the goal of this study was to
present the use and application of a multidimensional pain assessment framework for all
clinicians caring for populations of seriously ill individuals. Our framework begins by
examining the concept of total pain and continues by addressing the roles of suffering and
meaning making; it concludes by exploring both adaptive and maladaptive examples of
coping with pain.

Multiple Dimensions of Pain

Concept of Total Pain

Dame Cicely Saunders, a physician, nurse, social worker, and founder of the modern hospice
movement, coined the term “total pain” to describe the bio-psycho-social-spiritual
phenomenon of a pain experience. She reviewed patients’ pain reports and found qualities of
the pain experience that existed beyond physiologic descriptors such as intensity, location,
nociceptive, or neuropathic. She began to integrate the concept of the indivisibility of
physical and mental pain into her academic writings and clinical practice. Saunders noted
that patients’ anxiety, depression, fear, concerns for their soon-to-be-bereaved family, and
need for “meaning finding” influence the pain experience at the end of life.”:8 Saunders’s
work highlighted the limitations of appropriate use of opioids and the potential role of
patient narratives in the total pain experience.8

Meaning and Suffering

Overcoming suffering through meaning making is gaining recognition in the empirical
literature.%:10 Viktor Frankl, a psychiatrist and Holocaust survivor, was perhaps the first to
study meaning making in the context of modern medicine. Frankl outlined three types of
suffering: physical (pain, somatic diseases), psychological (emotional hardship,
psychological disorders), and spiritual (lack of a meaningful life, moral dilemmas). During
his imprisonment in Nazi concentration camps, Frankl noted that those who held on to their
sense of meaning were able to maintain their physical and psychological resilience.1! This
theoretical foundation has since been supported by longitudinal research showing that
individuals with high levels of meaning in their lives are less likely to experience pain.10

Max Harvey Chochinov, a palliative psychiatrist, made early observations from his research
with the Patient Dignity Inventory, which assessed the spiritual “landscape of distress in the
terminally ill.” He found an inverse relation between “sense of meaning” and “intensity of
distress.”12:13 Chochinov encouraged clinicians to assess the whole person when treating
patients in palliative care.
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Research on Spiritual Pain

Meaning making can affect the pain experience, can decrease inflammation, and can
improve the ability to cope with pain.%:10.14 The psychospiritual process of meaning making
can reduce stress on the body. Conversely, spiritual struggles increase physiological stress
and promote increased morbidity and mortality.1> For some patients, the use of religious
rubrics can be used to assist with meaning making in the context of an organized religion.16
For patients with a faith background, integrating these practices into their pain management
strategies may be effective in reducing pain.1’-22

As societies become increasingly secular, these traditional religious frameworks are less
accessible to many patients. The lack of preestablished routes to meaning making leads
some individuals to maladaptive approaches for interpreting suffering that can negatively
affect their quality of life. Ironically, maladaptive searches for meaning, or lacking current
meaning, may cause more psychophysiological stress than not searching at all.1 Among
medically ill individuals who do not have an established religious framework to approach
the concept of meaning making, better psychophysiological outcomes may occur if a
psychotherapist can guide the search for meaning.19 For individuals who already experience
high levels of personal meaning in their lives, however, continuing to search for new outlets
of meaning may create additional psychophysiological stress and negative health outcomes
among medically ill individuals.10

Bio-Psycho-Social-Spiritual Model of Pain

George Engel was the first to formally describe the bio-psycho-social model of disease.23
This model quickly became the gold standard through which mental health clinicians
conceptualized and treated their patients?4; however, the process of adoption was
significantly slower among biomedical clinicians.2%26 The model goes beyond the Cartesian
dualism that separates the “physical” from the “mental” experience. Conceptualizations that
incorporate the bio-psycho-social model can explain how individuals may experience pain
without an identified physiologic etiology or how they may experience differing pain levels
compared with other individuals within the context of a recognized disease or injury process.
The bio-psycho-social model encompasses interactions among medical, mental health
(including the patient’s cognitive appraisals of his or her medical status), and sociological
factors and how these affect a patient’s general well-being.

The gate control/neuromatrix theory of pain?-28 builds upon the bio-psycho-social model
with direct application to the pain experience. It describes the bidirectional relation among
the biological, psychological, and social aspects of the pain experience (Fig.). It examines
how each domain may increase or decrease the pain experience via descending pathways
from the brain modulating the ascending pain pathways.29 Multidisciplinary pain
management continues to be informed by this theory of pain.

Over time the empirical research evidence has supported the bio-psycho-social and gate
control/neuromatrix models’ thesis that psychological status affects the level of pain
experienced by the individual 3% Some of the psychological factors mediating the pain
experience that have been identified include negative mood, anxiety, amount of social
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support, sense of self-efficacy and control, and adaptive coping strategies.31-34 These factors
still fail to completely explain the observed variability across individuals’ experiences with
pain, however.1:35.36

The bio-psycho-social-spiritual model recognizes the potential impact of spiritual and
religious variables in mediating the biological and psychological experience of pain.2°
Although religious and spiritual influences on a person’s experience of pain at the end of life
are highly individualized and nongeneralizable in many ways, it is important for clinicians to
understand key differences in the conceptualizations of pain and suffering in the context of
the world’s major religions. Table 1 briefly summarizes the role of spiritual suffering, using
potential cultural symbols of suffering in each of the five major world religions. This tool
elucidates cultural and religious themes that may inform a clinician about a patient’s beliefs
about death, dying, and the meaning of suffering.

Adaptive and Maladaptive Religious and Spiritual Coping

Spirituality and religion are powerful forces, and their effects may be positive or negative.
Positive (adaptive) spiritual practices positively influence the descending/central modulating
pain pathways.3” Empirically validated manifestations of positive effects are stress and pain
reduction, sense of support by a higher power, or feeling connected within a supportive
social environment. Negative (maladaptive) spiritual practices (eg, interpretation of the pain
experience as “God is punishing me”) increase pain sensitivity and reduce pain tolerance.38
There is evidence that serotonin receptor densities are correlated with spiritual tendencies,
which suggests that engaging in spiritual practices may influence the serotonin pathways
that regulate both mood and pain.3°

Spiritual coping cannot be reduced simply to a variety of biological, psychological, and
social elements.0 Spiritual coping can cause changes within a constellation of other factors
that have been shown to affect pain tolerance. Specifically, research has identified three
forms of religious coping related to locus of control, each with a unique adaptive or
maladaptive impact.#1 The first form of religious coping is “deferred” coping, in which the
patient defers all aspects of his or her health to a higher power (eg, “I’m leaving it in God’s
hands”). The second form is “collaborative,” in which the patient shares responsibility for
his or her health with a higher power (eg, “God and I will get through this together/God will
watch over me and it’s my responsibility to go to my doctor’s appointments/check blood
sugars/get annual mammograms™). The third type is “self-directed,” in which the patient
does not rely on a higher power at all (eg, “I’m on my own to make sure | stay healthy”). A
fourth form of coping, identified by Phillips and colleagues,*? is the “abandoned” subtype,
in which the person must take care of his or her own health because a higher power has
abandoned the person (eg, “God won’t help me because I’m a bad person so | have to deal
with it on my own”).

In general, the collaborative form of coping is associated with better mental and physical
health outcomes.#143-45 Although the self-directed coping group has been shown to have
mixed results, those whose experience is aligned with the abandoned subtype often have
strong negative outcomes.*2 The deferred coping style is generally associated with more
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negative outcomes; however, at end of life, when there is limited control over the ultimate
outcome, deferred coping is correlated with less agitation and a greater sense of peace.46-48

Pain Severity Versus Pain Tolerance

Generally speaking, religion and spirituality do not wipe away the experience of physical
pain. Research shows that religious and spiritual practices have a greater influence on pain
tolerance than on pain sensitivity.19:21.34 |n other words, although the patient may not report
a lower pain level, his or her spiritual resources allow engagement in more daily activities
with his or her current pain level, and perhaps even require less pain medication while doing
s0. This is true across multiple dimensions of the pain spectrum. Positive spiritual practices
increase tolerance in both chronic pain3449 and acute pain situations.1®

Clinical Assessment of Spirituality and Pain

Although a number of spiritual assessment tools exist for use in a clinical setting, few have
been validated empirically. This list is far from complete, but it does provide a brief
overview of available tools to identify how pain may be related to spiritual distress and
where interdisciplinary interventions may be helpful for patients with chronic pain and in
palliative care populations. In the context of a spiritual assessment, the physician is not
expected to be a spiritual director or a psychologist; rather, the care provider is responsible
for assessing these needs and consulting with appropriate professionals to ensure that the
patient receives the support needed. Although physicians are not expected to meet a patient’s
spiritual needs, they can facilitate access to services that the patient requires, just as they
would make referrals to psychologists, physical therapists, dietitians, or other specialty
providers.

Qualitative Spiritual Assessments and Pain

Many qualitative spiritual screening tools allow clinicians to make assessments that
contribute to stronger consults with spiritual advisors, including HOPE (Hope, Organized
Religion, Personal Spirituality Effects), FICA (Faith, Importance, Community, Application),
and OASIS (Oncologist-Assisted Spiritual Intervention Study) (Table 2).

The HOPE survey uses an acronym to help providers with the four-step spiritual interview.>0
Although the language of this survey may be more comfortable for some clinicians because
it does not assume a belief system, some clinicians believe the questions are too vague, the
measure is not explicitly spiritual, and therefore the outcome is not really a “spiritual
assessment.” There are no validation studies for this measure, only limited, empirically
validated recommendations based on the results of the interview.59 Conceptually and
structurally the HOPE survey is similar to the FICA®L (Table 2). This formal framework for
spiritual history taking is empirically validated against quantitative assessments of spiritual
quality of life in palliative care patients.52

The OASIS project is a seven-step assessment of patient spirituality that has been evaluated
for the ease of use among physicians as well as patients®3 (Table 2). It is one of the few
qualitative spiritual assessments empirically validated in both oncologists and patients. This
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format allows physicians to gain a further understanding of the patient’s religious and
spiritual coping mechanisms and to provide structure to the conversation to make a timely
assessment.23 Patients and physicians, even those who did not have a faith belief system,
reported positive experiences with the tool.

Quantitative Spiritual Assessments and Pain

Quantitative tools also may be useful to assess patient coping in a clinical setting. Some of
the most empirically validated and widely used tools include the Religious/Spiritual Coping-
Long Form (RCOPE), the Religious/Spiritual Coping-Short Form (Brief RCOPE), and the
Functional Assessment of Chronic IlIness Therapy-Spiritual Well-Being (FACIT-SP).

The RCOPE®* identifies the four methods of religious/spiritual coping that were described
earlier in this review. Because this >100-question survey is somewhat time-consuming for
patients, the Brief RCOPE, " a 14-item version, was developed. It does not provide as much
detail, but it can indicate whether a patient is using positive or negative spiritual/religious
coping techniques. Negative strategies have been shown to increase medical morbidity and
mortality rates. The FACIT-SP% is a 12-item survey, validated in cross-cultural populations,
that can be used to assess a patient’s spiritual well-being specifically in relation to his or her
illness and quality of life.5’

Research based on three of the quantitative questionnaires (RCOPE, Brief RCOPE, FACIT)
indicates a strong connection between spiritual coping and patients’ pain experience.1:16
Additional evidence using the Patient Dignity Inventory shows that dignity, an important
aspect of end-of-life care, and pain are strongly correlated when age is not a factor.58
Additional research using both qualitative and quantitative methods is required to better
understand the association among spirituality, dignity, and pain.

Applying the Bio-Psycho-Social-Spiritual Framework

Palliative care providers are the clinicians who most frequently use the bio-psycho-social-
spiritual framework in the assessment of pain. In the context of the palliative care
consultation, whether in the inpatient or the outpatient setting, spiritual assessment by the
clinician provider could be relegated easily to the lowest priority of the visit. The HOPE
survey or other qualitative assessment flows more naturally within a conversation about the
goals of medical care, rather than a focused consult to assess pain. Inquiry concerning a
patient and a patient’s caregiver’s worldview, sources of strength, and the inherent meaning
making that these lifelong patterns of thought have provided can serve several purposes for
palliative care practitioners. The first goal is to support realignment of the patient in his or
her accepted roles and views. Serious illness and pain, whether acute or chronic, can tear
asunder a person’s sense of self and purpose. By eliciting and refocusing the patient to his or
her previously trusted areas of solace, suffering can be relieved. The secondary benefit of
taking the time to address the patient’s spirituality, either quantitatively or qualitatively, is
that patients may believe that their provider truly has compassion for their situation and
recognizes that suffering is an all-encompassing experience of their personhood. This
recognition on the part of the patient that he or she is being cared for in ways that are not so
clinically objective and sterile and dispassionate can truly strengthen the therapeutic
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relationship. Clinicians’ fears that patients will feel that either their pain is being whittled
down to only an emotional experience (eg, “it’s all in your head™) or that exploring the role
of their spirituality in alleviating suffering may seem too personal has not come to fruition.2°

It is essential to emphasize that coming to the interview or survey questions concerning
spirituality with an innate curiosity and lack of assumption is key to forming that hoped-for
clinical connection. When asking patients if spirituality is important to them, a frequent
answer is that they are “not a churchgoer,” artificially focusing the answer to organized
religion, when the question was meant to be much broader. Spirituality and religion are
sometimes incorrectly considered to be interchangeable. By initiating the questions with
words such as “hope” or “connectedness” rather than “faith” or “beliefs,” patients can be
assisted in taking a broader view of their spirituality and in not feeling judged by their
provider.

Conclusions

In the Western biomedical model, there much focus on the biological aspects of pain
management at the expense of the psychosocial or spiritual aspects of the experience.?6 As a
consequence, there has been a tendency to underassess and undertreat other areas that
contribute to the experience of pain and related suffering. For the benefit of our patients, we
need to broaden the challenge against the rigid Cartesian dualism approach to the
management of pain and suffering that has ruled health care for so long and instead begin to
reintegrate science with the aesthetic, the spiritual, and the philosophical aspects of
humanity. By improving awareness of how to identify the multiple potential sources of pain
in our patients, we have a new opportunity to alleviate some of that suffering, fulfilling the
three As of multidimensional pain treatment: awareness, assessment, and alleviation.>® By
integrating the resources of a multidimensional treatment team into palliative care practice,
we will be able to provide a higher level of service to our patients and improve pain
management at the end of life.

As palliative care experts of all disciplines increase in hospitals and other healthcare
settings, evaluation of a patient’s total pain should become more common in the care of
patients with pain and suffering at the end of life. With increasing focus on spirituality and
meaning making in the management of pain and suffering, we expect that qualitative and
quantitative research will further explore the impact of early assessment and intervention,
best practices for intervention, and roles that different disciplines play in addressing and
alleviating all causes of suffering.
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Key Points

At the end of life, multiple psychological, social, physical, and spiritual factors
may affect the experience of pain.

Assessment of all aspects of a patient’s personhood is important in the treatment
of total pain.

There are negative and positive spiritual coping mechanisms that influence a
patient’s pain experience and illness trajectory.

Key qualitative and quantitative assessment tools are identified with information
on how to use these tools clinically and in research.
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Thoughts

Emotions Behaviors

Fig.
Bidirectional pain pathways based on the gate control/neuromatrix pain theory.
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