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Abstract  

Self-management forms an essential part of the management of chronic pain.  It affects 

approximately 7.8 million people in the UK with older people more likely to suffer chronic pain.  In 

the UK, the National Health Service is committed to providing patient centred care, which embraces 

the religious and spiritual needs of patients.   This aspect of care is governed by uncertainly and 

there is a lack of understanding about the influence of religious faith on illness and no clear guidance 

on how faith needs are best addressed.  This study explored the inter-relationships between chronic 

pain and religious faith amongst older people.  
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Introduction/Background 

Self-management forms an essential part of the management of long -term conditions and is actively 

promoted both at an individual and policy level (Leontowitsch et al 2010).  In the UK supporting and 

promoting the self-management of long-term conditions is a key policy initiative.  It involves a shift 

away from clinicianƐ ƚĂŬŝŶŐ ƚŚĞ ůŝŽŶ͛Ɛ ƐŚĂƌĞ ŽĨ responsibility, to a more collaborative approach where 

patients are actively encouraged to self-manage their condition (Coulter et al 2013).  Chronic pain 

(pain lasting more than three months) is regarded as long-term condition in its own right and it 

affects approximately 7.8 million people in the UK (Price et al. 2013).  The incidence of chronic pain 

increases with age and older people are more likely to be affected (Price et al. 2013).  Self-

management forms an essential part of the management of chronic pain.  It may be defined as 
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strategies people undertake to promote health and well-being (Audulv et al. 2012) or the 

management of symptoms, treatment and psychosocial effects of living with chronic conditions 

(Blair et al. 2009).   

 In the UK there has been a shift towards a more holistic, person focused approach to the treatment 

of people with long-term conditions, involving the promotion of diversity.  One aspect of this is the 

need for religious expression.  The National Health Service is committed to providing patient centred 

and holistic care, which embraces diversity.  As part of this holistic approach health professionals are 

expected to take into consideration the religious and spiritual needs of patients.  Evidence suggests 

that assessing the spiritual and/or religious needs of patients is challenging for health professionals 

(Royal College of Nursing 2011).  It is an area governed by uncertainly and hesitancy in terms of how 

the topic should be broached with patients and how patients who require support can be best 

supported. There appears to be a lack of understanding about the influence of religious faith on 

illness and no clear guidance on how faith needs are best addressed.  Disentangling social, faith and 

cultural influences is not straightforward, but perhaps reflects the complexity of how people express 

their religious belief in their everyday lives.  This makes it an important consideration, when 

developing holistic care (Atkin et al., 2008). 

How older people express and manage their pain is not well understood.  Older people are 

frequently reluctant to report pain, not wishing to be a nuisance, believing that nothing can be done 

or that complaining aboƵƚ ƉĂŝŶ ŝƐ ĂŶ ƵŶĂĐĐĞƉƚĂďůĞ ĐŚĂůůĞŶŐĞ ƚŽ ƚŚĞŝƌ ĚŽĐƚŽƌ͛Ɛ ĞǆƉĞƌƚŝƐĞ ;CůŽƐƐ ĂŶĚ 

Briggs 2002; Schofield and Reid 2006). Three quarters of the UK population identify with a religious 

belief (Office of National Statistics 2001), yet little is known about its influence on pain.  In 

comparison with the volume of research examining ethnicity and pain, there is little research which 

has explored how faith may influence issues related to pain and its management. To date, ethnicity 

has been the main cultural lens through which disparities in healthcare have been viewed and little 
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attention has been given to how different faiths may induce differences in the self-management of 

pain.   

In this study we applied a broad meaning to self-management, to include anything participants did 

themselves to manage their own pain.  This included self-administration of prescribed analgesics and 

other treatments.  The aim of the research was to explore the relationships between chronic pain 

and religious faith amongst older people from five different faith groups. We were interested  to find 

out how older people self-managed their pain and whether their religious faith had any bearing on 

how they chose to manage it.  

Methods  

Study design 

Semi-structured qualitative interviews were undertaken with a purposive sample of people aged 65+ 

who identified with one of the five most common faith groups in England, namely Christians, Hindus, 

Sikhs, Jews and Muslims.    

Inclusion criteria 

People were included in the study if they were 65 years and over and had chronic pain and identified 

with one of the five faith groups. 

Recruitment of participants 

Purposive sampling was used to recruit a diverse sample of participants across the five faiths.  The 

aim was to get approximately equal numbers in each faith group and approximately equal numbers 

of men and women within each of these.   ‘ĞĐƌƵŝƚŵĞŶƚ ĨƌŽŵ ƚŚŝƐ ͚ŚĂƌĚ ƚŽ ƌĞĂĐŚ͛ ƉŽƉƵůĂƚŝŽŶ ǁĂƐ 

extremely challenging.  Therefore snowball sampling was the main approach employed.  This 

method involves asking participants to referral others, whom they know or associate with, to the 

study.  This method can provide access to a hard to reach participants but has the potential to add 
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bias to a sample͘  WŚŝůĞ ŽďƚĂŝŶŝŶŐ Ă ͚ƌĞƉƌĞƐĞŶƚĂƚŝǀĞ͛ ƐĂŵƉůĞ ŝƐ ŶŽƚ ƚŚĞ Ăŝŵ ŝŶ ƋƵĂůŝƚĂƚŝǀĞ ƌĞƐĞĂƌĐŚ͕ 

the potential for participants to be recruited with similar views is increased by this method (Atkinson 

and Flint 2001).  To reduce this potential bias and obtain a diversity of opinions,  participants were 

recruited through a range of different people and organisations.  These included faith leaders such 

as Church of England ministers and Rabbis or individuals who had a connection with one of the five 

faith groups through their work in the community.  Numerous meetings were attended (by 

invitation) including lunch clubs, friendship groups and activity groups), held in places of worship and 

run by people associated with one of the five faith groups, to recruit participants.   

Recruitment of participants was labour intensive and required contact with over 70 community 

groups and individuals to obtain diverse sample of 44 participants across the five faith groups (see 

table 1).    Participants spoke a range of languages including English, Hindi, Bengali, Urdu, Punjabi, 

Sylheti and Gujarati and were aged from 65 to 91. 

Table 1: Breakdown of participants by gender, faith group and ages. 

Ethical issues 

The study was approved by the National Research Ethics Service Committee, Yorkshire and the 

Humber, Ref: 09/H1313/64.  A participant information sheet and consent form was given to 

participants in advance of being contacted by the researcher. Written, informed consent was 

obtained from all participants prior to the interview. Where appropriate, language interpreters were 

used to read through the consent forms and ensure the participants fully understood the purpose of 

the study.  Participants were given assurance about how confidentiality and anonymity of data 

would be maintained throughout the study.  

Data collection 

Data collection was undertaken using semi-structured, face to face qualitative interviews. A thematic 

topic guide containing questions and probes that functioned as triggers to encourage participants to 
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talk was used.  Whilst all topic areas were covered in each interview, there was some variation in the 

order and phrasing of questions and the level of probing required.  The majority of the interviews 

were completed in the homes of participants or in a location of their choice, usually at a group they 

attended.  All interviews were completed by the researcher (JE) and lasted between 20- 60 minutes.  

TŚĞ ŝŶƚĞƌǀŝĞǁƐ ĞǆƉůŽƌĞĚ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ĞǆƉĞƌŝĞŶĐĞƐ ŽĨ ƉĂŝŶ͕ ƚŚĞŝƌ ƐĞůĨ-management and interaction 

with health professionals and whether their faith influenced the way they managed their pain. The 

qualitative data collection and analysis were undertaken concurrently, as this allowed for emerging 

themes to be explored in consecutive interviews. After a number of interviews had been completed 

(N=7) additional questions were added to the interview schedule. Whilst participants (n=3) did 

mention discussions with religious leaders, these discussions tended to focus on practical issues such 

as taking medication when fasting rather than descriptions of pain.    

Participants whose first language was not English, were offered the support of an interpreter.  While 

most participants in the study could speak and understand some English, the level of English and 

available vocabulary was not always sufficient to answer specific questions.  Under these 

circumstances the presence of the interpreter had to be offered sensitively to participants prior to 

the interview to avoid offence or risk undermining the participant.  Interviews with people who 

preferred (requested themselves) to have a language interpreter present during the interview were 

conducted in real time, where the interpreter simultaneously translated the interview questions and 

responses.  Interviews were audio recorded and the English dialogue transcribed verbatim.   

Data Analysis 

The analysis of the interviews was undertaken using a modified Framework approach.  The 

Framework approach provides a systematic, transparent and rigorous approach to analysis, which 

involves a structured process of sifting, charting and grouping data according to themes observed in 

the transcribed data (Ward 2013; Clarke 2012).  We chose Framework analysis as we wanted a 
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method that ǁŽƵůĚ ͚ĨĂĐŝůŝƚĂƚĞ ĐŽŶƐƚĂŶƚ ĐŽŵƉĂƌŝƐŽŶ ƚĞĐŚŶŝƋƵĞƐ ƚŚƌŽƵŐŚ ƚŚĞ ƌĞǀŝĞǁ ŽĨ ĚĂƚĂ͛ ;GĂůĞ Ğƚ 

al 2013: 119).  The initial aim of analysis was to understand the broad experience of pain for this 

group of older people and avoid any assumption that faŝƚŚ ĚŽŵŝŶĂƚĞĚ Ă ƉĞƌƐŽŶ͛Ɛ ůŝĨĞ͘   The analysis 

began prior to the completion of the final interviews and the stages of the Framework approach 

(Richie and Lewis 2003) guided the analysis iteratively.  

Interview analysis procedure 

The approach to the analysis of the final sample of 44 participants is briefly described below.  

Familiarisation, coding and thematic coding frame development 

The research fellow (JE) read and re-read a sub-sample of the transcripts to familiarise herself with 

the data and identify recurrent and significant themes in the accounts. Notes from the transcripts 

were taken, and along with reference to the aims and objectives of the research, were used to 

inform the creation of a thematic coding frame.  The thematic coding frame was then discussed with 

other members of the research team (SJC, MB) who independently read through a sub-sample of 

transcripts and applied the thematic coding frame to them prior to the discussion.  The remainder of 

the transcripts were then coded (indexed) by the research fellow using the software programme 

NVivo 8.  During this process JE, SJC and MB met regularly to discuss the on-going indexing and to 

refine the coding.   

Charting of data, mapping and interpretation 

Using the final coding index, JE charted the data into 20 separate charts which represented each of 

the initial four themes by each of the five faith groups.  The four themes were: the nature of pain, 

ƉĂƚŝĞŶƚƐ͛ ƌĞƐƉŽŶƐĞ ƚŽ ƉĂŝŶ͕ ŝŶƚĞƌĂĐƚŝŽŶ ǁŝƚŚ ŚĞĂůƚŚ ƉƌŽĨĞƐƐŝŽŶĂůƐ͕ ĂŶĚ faith and pain.   At various 

stages these four themes were discussed with the research Steering group, Advisory group, and SJC 

and MB changes made in accordance with these discussions.  As a result the four themes were 

reconfigured into five new themes representing an analytical framework through which the 



7 

 

interaction of pain and faith could be understood.   Interpretation of the data was informed by the 

wider literature (pain, faith, culture, ethnicity and older people) to expand on the descriptive 

accoƵŶƚƐ͕ ƉĂƌƚŝĐƵůĂƌůǇ ǁŚĞƌĞ ƚŚĞ ĚĂƚĂ ůĂĐŬĞĚ ͚ƌŝĐŚŶĞƐƐ͛͘   

Findings  

In the context of self-management we found that participants drew on their religious faith and 

association with religious groups as additional tools to self-manage their pain.  Selfʹmanagement 

strategies were frequently sought out of concerns about the side effects of medicines and simply to 

obtain relief from their pain.  Self-management came under the theme ͚ƉĂƚŝĞŶƚ͛Ɛ ƌĞƐƉŽŶƐĞ ƚŽ ƉĂŝŶ͛ 

and incorporated the following subthemes described below. 

 Adjusting the mind: positive framing of pain 

This involved thinking more positively about their pain with participants embracing their pain in an 

attempt to prevent it defining who they were and enabling them to control their pain when it 

became intense.  Through their faith or belief in a God, participants found strength to manage and 

cope with their pain.  Sometimes this came through the indirect effects participants reported their 

ďĞůŝĞĨƐ ŚĂĚ ŝŶ ƚĞƌŵƐ ŽĨ ŵĂŬŝŶŐ ƚŚĞŵ Ă ͚ƉŽƐŝƚŝǀĞ ƉĞƌƐŽŶ͛͘  This adoption of a positive attitude towards 

pain appeared to enable participants to live with their pain more readily and was grounded in a 

combination of psychological and practical strategies.  A Christian participant considered that the 

strength gained through faitŚ ǁĂƐ ͚ƉƐǇĐŚŽůŽŐŝĐĂůůǇ ƵƉůŝĨƚŝŶŐ͛ ĂŶĚ ŝŶĚŝƌĞĐƚůǇ ŝŵƉĂĐƚĞĚ ƵƉŽŶ ŵĞŶƚĂů 

well-being.  Participants could not predict how they might manage pain without their faith, but felt it 

would be potentially harmful.  One Christian participant predicted that depression would be the 

likely outcome of no faith. 

 I think it would be probably a good deal worse because I think one would be more liable to, if 

ŶŽƚ ĐůŝŶŝĐĂů ĚĞƉƌĞƐƐŝŽŶ͕ ͚ĚŝƐ-ƐƉŝƌŝƚŵĞŶƚ͛ ǁŚŝĐŚ ŝƐ ƚŚĞ ŶĞǆƚ ǁŽƌƐĞ ƚŚŝŶŐ͘  YŽƵ ŬŶŽǁ ŝĨ ǇŽƵ ŐĞƚ ŝŶ 

that cycle of being low, dispirited and depressed, pain tends to get worse and I think that if I 
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ĚŝĚŶ͛ƚ ŚĂǀĞ ƚŚĞ ƐƵƉƉŽƌƚ ŽĨ ŵǇ ĨĂŝƚŚ ĂŶĚ ƚŚĞ CŚƌŝƐƚŝĂŶ ĐŽŵŵƵŶŝƚǇ͕ ďƵƚ I ŬŶŽǁ ŵǇƐĞůĨ ǀĞƌǇ ǁĞůů 

and I could easily be a depressive, you know. None the less and this could become uppermost 

and you would get a cycle that goes down and exacerbates the pain (01 Christian Male). 

In a Christian context, the existence of chronic pain and coping with it was frequently rationalised, 

justified and measured against the suffering of Jesus Christ.  Although experiencing pain was seen as 

an inevitable consequence of progression through the life course, suffering in itself was regarded a 

necessary part of being a Christian, and almost an expectation in this faith group.   

In our study religious belief provided a framework in which the meaning and purpose of pain could 

ďĞ ĂƉƉƌĂŝƐĞĚ͘  HĂŵĞů ĂŶĚ LǇƐĂƵŐŚƚ ;ϭϵϵϰ͗ϲϮͿ ƉŽŝŶƚĞĚ ŽƵƚ ŚŽǁ ƌĞůŝŐŝŽƵƐ ƚƌĂĚŝƚŝŽŶƐ ͚ĐĂŶ ďĞ ĞƐƉĞĐŝĂůůǇ 

integral to the process of interpreting identity, existence, and experience because they are by nature 

ƐŽƵƌĐĞƐ ŽĨ ŵĞĂŶŝŶŐ͛͘  A ďĞůŝĞĨ ŝŶ Ă ƚƌĂŶƐĐĞŶĚĞŶƚ ƌĞĂůŝƚǇ ĂŶĚ ƚŚĞ ĞǆŝƐƚĞŶĐĞ ŽĨ Ă ĚŝǀŝŶĞ ďĞŝŶŐ ƉƌŽvided 

participants with a purpose and meaning for the existence of pain which was insufficiently addressed 

by other factors, including reasoning.  Belief in a transcendent being appeared to help many 

participants through positive appraisal and framing of their pain experience.  Having a reason for 

pain helped some participants through a reduction in the likelihood of feeling depressed or isolated. 

Koenig (2012: 7) noted how religious beliefs can provide answers to difficult existential questions 

and influence the cognitive appraisal of circumstances making them feel less distressing, reducing 

ĂŶǆŝĞƚǇ ĂŶĚ ŝŶĐƌĞĂƐŝŶŐ Ă ƉĞƌƐŽŶ͛Ɛ ƐĞŶƐĞ ŽĨ ĐŽŶƚƌŽů ŽǀĞƌ them.   

Distraction: individual and collective 

Distraction was a common method used by participants across all faiths to focus their mind away 

from their pain.  A dual purpose sometimes underpinned this activity: on the one hand reading in 

itself was used as a means of distraction and on the other hand reciting passages from the Quran or 

BŝďůĞ ĚƌĞǁ ŽŶ ŝŶĚŝǀŝĚƵĂůƐ͛ ďĞůŝĞĨƐ ƚŚĂƚ ŝŶ ƌĞĐŝƚŝŶŐ ƚŚĞƐĞ ƉĂƐƐĂŐĞƐ ƌĞůŝĞĨ ĨƌŽŵ ƉĂŝŶ ǁŽƵůĚ ďĞ 

forthcoming through the connection with their experience of God.   
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If I read thĞ QƵƌĂŶ ŵǇ ŵŝŶĚ ĚŝǀĞƌƚƐ ƐŽŵĞǁŚĞƌĞ ĞůƐĞ ĂŶĚ ƚŚĂƚ͛Ɛ ůŝŬĞ ǇŽƵ ĨŽƌŐĞƚ ĂďŽƵƚ ǇŽƵƌ 

pain for that time being (17 Muslim female, speaking through interpreter).   

Other methods of distraction were used including meditation combined with yoga.  For Hindus the 

use of meditation and yoga created a sense of calmness.  The strength of association between these 

methods and religious faith varied across participants but in general the creation of inner calmness 

impacted on the management of their pain.  This method tended to be used by Hindus and it 

ƌĞĨůĞĐƚĞĚ ŝŶ HŝŶĚƵŝƐŵ ǁŚĞƌĞ ƚŚĞ ƉƌĂĐƚŝĐĞ ŽĨ ͚ǇŽŐŝŶ͛ ŝƐ ĚŝƐĐƵƐƐĞĚ ŝŶ ƚŚĞ ƐŝǆƚŚ ĐŚĂƉƚĞƌ ŽĨ ƚŚĞ ͚BŚĂŐĂǀĂĚ-

ŐŝƚĂ͕͛ Ă ƌĞůŝŐŝŽƵƐ ďŽŽŬ ;KŶŽƚƚ ϭϵϵϴ͗ϯϵͿ.  Through the practise of this form of meditative yoga, which 

differs from the more physical forms (hatha and siddha yoga) the pathway to the liberation of and 

transformation of the self from personal actions is achievable.  It is said to allow an individual to 

disappear and achieve the ability to withstand pain (Knott 1998). 

More widely, places of worship provided social activities, which acted as forums for the exchange of 

information and strategies how managing chronic pain.  Places of worship became influential in 

encouraging participation in collective activities and acting an access point to exercise and yoga 

session and other social activities such as luncheon clubs.  

Praying when in pain 

Praying is an inherent part of most, if not all religions (Hinnells 2010).  Therefore it is not surprising 

that many participants prayed when in pain.  Participants felt that praying or talking to God helped 

their general well-being and acted to facilitate an ongoing relationship with their experience of God.  

Generally, praying when in pain appeared to help participants deal with their pain and was 

underpinned by beliefs that God would provide them with the tools to cope and accept their pain.  

DŝĨĨĞƌĞŶĐĞƐ ǁĞƌĞ ŽďƐĞƌǀĞĚ ŝŶ ƚĞƌŵƐ ŽĨ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ĞǆƉĞĐƚĂƚŝŽŶƐ ŽĨ ƉƌĂǇŝŶŐ͘  CŚƌŝƐƚŝĂŶ ĂŶĚ Muslim 

participants were more inclined than Hindus, Sikhs and Jewish participants to focus their prayers on 

asking God to help them cope with their pain rather than asking him to take it away. 



10 

 

YĞƐ͕ ƐŚĞ͛Ɛ ƐĂǇŝŶŐ ƚŚĂƚ͕ ǇŽƵ ŬŶŽǁ͕ Ƶŵ ďĞĐĂƵƐĞ I ĚŽ ƉƌĂǇ ƚŽ GŽĚ ƉƌŽďĂďůǇ ŚĞ͛Ɛ ŬĞƉƚ ŵĞ ůŝŬĞ 

this, it could have been a worse condition.  I mean there are a lot more people who are (in a) 

ǁŽƌƐĞ ĐŽŶĚŝƚŝŽŶ ƚŚĂŶ I Ăŵ ƐŽ I͛ŵ ũƵƐƚ ŐƌĂƚĞĨƵů ;ϯϭ MƵƐůŝŵ ĨĞŵĂůĞ͕ ƐƉĞĂŬŝŶŐ ƚŚƌŽƵŐŚ 

interpreter).   

Beliefs were held that if God was going to take away their pain he would have done so already.  

Therefore there were no strong expectations that praying would remove their pain.  The focus of 

prayer was on asking God for strength to endure pain.   

While not disagreeing with praying, participants who followed the Sikh and Hindu faiths were less 

inclined to pray when in pain to ask for relief from their own pain.  It was considered selfish to pray 

about ŽŶĞ͛s own pain, though it was acceptable to pray for other people.  Praying for others was not 

exclusive to Hindus or Sikhs and was expressed in Christian accounts.   

The notion that praying for oneself is a selfish act may be influenced by religious doctrines which 

ĞŶĐŽƵƌĂŐĞ ƚŚŝŶŬŝŶŐ ďĞǇŽŶĚ ƚŚĞ ͚ƐĞůĨ͛ and encourage supporting and showing companionship for 

ŽƚŚĞƌƐ ;KŽĞŶŝŐ ϮϬϭϮͿ͘  IŶĚĞĞĚ ĐŽŶƐŝĚĞƌŝŶŐ ŽƚŚĞƌƐ ĂďŽǀĞ ͚ƐĞůĨ͛ ŝƐ Ă ĚŽŵŝŶĂnt principle reflected in all 

the five faiths included in this study (Hinnells 2010). Although participants were asked whether they 

prayed, attended their place of worship, observed festivals associated with their faith group and 

how often they engaged in such activities, their impact was not made explicit.  AŶ ŝŶĚŝǀŝĚƵĂů͛Ɛ 

identity is shaped by a whole host of factors, for example, the geographical area where a person is 

brought up, parental occupations, types of schools attended, health and friends and family who the 

person associates with throughout their lives.  In turn, these influence and shape how individual 

responses in different situations and circumstances and it not possible to disentangle these 

influential and complex social and cultural influences associated with daily life beyond religion 

doctrines.   (Jenkins, 2003; Aktins et al 2008).  
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When asked if they felt praying worked, many participants felt they gained some relief from it but 

some participants questioned whether the response they gained from praying was directly from God 

or a psychological response created by praying.  

To be honest I never think about that at all.  I am sure that there are people in other religions 

including Judaism who think that by being good and praying you would help to relieve it I 

ĚŽŶ͛ƚ ŬŶŽǁ͘  IƐ ƚŚĂƚ ŶŽƚ Ă ƉƐǇĐŚŽůŽŐŝĐĂů ƐŝƚƵĂƚŝŽŶ͍ ;ϬϮ JĞǁŝƐŚ ŵĂůĞͿ͘ 

The data implied that the perceived level of devotion to their faith may have influenced how 

participants framed the outcome of prayer and its impact on pain.  Participants who expressed a 

ƐƚƌŽŶŐ ĐŽŵŵŝƚŵĞŶƚ ƚŽ ƚŚĞŝƌ ĨĂŝƚŚ ǁĞƌĞ ůĞƐƐ ůŝŬĞůǇ ƚŽ ĨƌĂŵĞ ƚŚĞ ŽƵƚĐŽŵĞ ŽĨ ƉƌĂǇĞƌ ĂƐ ͚ƉƐǇĐŚŽůŽŐŝĐĂů͛ 

ĂŶĚ ƐĂǁ ĂŶǇ ďĞŶĞĨŝƚƐ ĂƐ GŽĚ͛Ɛ ƌĞƐƉŽŶƐĞ ƚŽ ƚŚĞŝƌ ƌĞƋƵĞƐƚ ĨŽƌ ƐƵƉƉŽƌƚ͘  TŚŝƐ ŵŝŐŚƚ ďĞ ĞǆƉĞĐƚĞĚ ĂƐ 

people with a stronger commitment to their faith may want to believe that relief comes directly 

ĨƌŽŵ GŽĚ͘  DƌĂǁŝŶŐ ŽŶ BƵƌǇ͛Ɛ ;ϭϵϴϮ͗ ϭϲϵͿ ĐŽŶĐĞƉƚƵĂůŝƐĂƚŝŽŶ ŽĨ ĐŚƌŽŶŝĐ ŝůůŶĞƐƐ ĂƐ ͚ďŝŽŐƌĂƉŚŝĐĂů 

ĚŝƐƌƵƉƚŝŽŶ͛ ǁŚĞƌĞ ĚĂŝůǇ ůŝĨĞ ƌŽƵƚŝŶĞƐ ĂŶĚ ƚŚĞ ͚ŶŽƌŵĂů ƌƵůĞƐ ŽĨ ƌĞĐŝƉƌŽĐŝƚǇ ĂŶĚ ŵƵƚƵĂů ƐƵƉƉŽƌƚ͛ 

become disrupted by illness, the existence of chronic pain may be challenging to the relationship 

participants had developed with a God prior to the onset of their pain.  The ongoing and fluctuating 

nature of pain may create uncertainty over their relationship with God which has to be managed in 

the same way as other disruptions to their lives.  No participant openly blamed their understanding 

of God for the pain they were personally experiencing, but some believed that pain and suffering 

were consequences of human deviance providing a rationalisation in ƉĂƌƚŝĐŝƉĂŶƚƐ͛ search for a 

meaning and purpose for pain.  

Herbal preparations 

The complexity associated with disentangling social, faith and cultural influences become apparent 

in the use of herbal preparations and complementary medicines and therapies.  Many participants, 

particularly Hindus, Sikh and Muslims employed a range of herbal preparations to treat their pain. 
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Underpinning the use of these resources to manage pain was a strong link to the cultural heritage of 

the participants.  However, cultural heritage often went hand in hand with religious heritage.  

Examples of these herbal remedies included homemade teas, preparations brought in India for 

massage, olive oil and almond oil and salt baths.  These were often used to relieve pain when it was 

particularly uncomfortable, 

BƵƚ ǁŚĞŶ I͛ŵ ƐŽŵĞƚŝŵĞƐ ĨĞĞůŝŶŐ ƚŽŽ ŵƵĐŚ ƉĂŝŶ ĂŶĚ ĨĞĞůŝng uncomfortable have Indian 

herbals.  In a tea I will make a special tea with ginger and saffron and all those things mixed 

together in boiling water and make a special tea and then drink it before I go to sleep (04 

Hindu female). 

With the exception of ŽŶĞ ƉĂƌƚŝĐŝƉĂŶƚ ǁŚŽ ƐƉŽŬĞ ĂďŽƵƚ ĚƌŝŶŬŝŶŐ Ă ͚ŚŽůǇ ǁĂƚĞƌ͕͛ ƚŚĞƐĞ ƉƌĞƉĂƌĂƚŝŽŶƐ 

ǁĞƌĞ ůŝŶŬĞĚ ƚŽ ƉĂƌƚŝĐŝƉĂŶƚ͛Ɛ ĐƵůƚƵƌĂů ŚĞƌŝƚĂŐĞ ƌĂƚŚĞƌ ƚŚĂŶ ƌĞůŝŐŝŽƵƐ ďĞůŝĞĨƐ ďǇ ƉĂƌƚŝĐŝƉĂŶƚƐ͘   IŶ ƚŚĞ 

ĐŽŶƚĞǆƚ ŽĨ ƚŚŝƐ ƐƚƵĚǇ ͚ĐƵůƚƵƌĂů ŚĞƌŝƚĂŐĞ͛ ŽĨƚĞŶ ĚƌĞǁ ŽŶ ĐƵůƚƵƌĂů ŝŶĨůƵĞŶĐĞƐ Žriginated from the 

customs and practises they experience whilst growing up. One example of this cultural heritage can 

be seen in the account of a Sikh participant who spoke about how using salt baths was common 

practice in India (where he had grown up) and a practice he had been brought up with.  For him the 

use of salt baths to treat pain had no religious association but was a remedy used by many people 

through the generations in India. In other words the practise of having salt baths was a cultural 

norm. 

Iƚ͛Ɛ ĂŶ ŽůĚ ƌĞŵĞĚǇ͘  Iƚ͛Ɛ ĨƌŽŵ IŶĚŝĂ͕ ǇŽƵ ŬŶŽǁ͕ ǁĞ ƵƐĞ ŝŶ IŶĚŝĂ͕ ƉĞŽƉůĞ ƐĂǇ͕ ŚŽǁ ĐĂŶ ǇŽƵ ŐĞƚ 

ƐŽĂŬĞĚ ŝŶ͙ ƚŚĞƌĞ͛Ɛ ŶŽ ďĂƚŚ ŝŶ IŶĚŝĂ͕ ďƵƚ ƉĞŽƉůĞ ĚŽŶ͛ƚ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞƌĞ ŝƐ ǁĂǇƐ ŽĨ ŚĂǀŝŶŐ Ă 

proper bath, and they have their own ways of having a bath (36 Sikh male). 

Similarly a Hindu participant explained that the herbal medication he took was cultural and 

comprised of ingredients used in cooking, particular Indian cuisine, 
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NŽ ŝƚ͛Ɛ ũƵƐƚ ĐƵůƚƵƌĂů͕ ďĞĐĂƵƐĞ ůŝŬĞ ƚŚĞ ŚĞƌďĂů ŵĞĚŝĐĂƚŝŽŶ ǁŚĂƚ ŚĞ͛Ɛ ƚĂŬŝŶŐ͕ ƚƵƌŵĞƌŝĐ ƚŚĞǇ ƵƐe it 

all in the cooking.  This is nothing coming out of any shops or pharmacy, and all this stuff is 

used in cooking every day (35 Hindu Male).  

Although participants took these herbal preparations alongside their prescribed medications, there 

was a sense that these herbal remedies were considered ŵŽƌĞ ͚ŶĂƚƵƌĂů͛ ƚŚĂŶ ƉƌĞƐĐƌŝďĞĚ ŵĞĚŝĐĂƚŝŽŶ 

and less likely to have intolerable side effects.  While the concerns expressed about pain medicine 

may provide one reason why participants took these remedies, a further explanation may be rooted 

in a belief system that equates natural products with God.  Indeed, alternative and complementary 

ŵĞĚŝĐŝŶĞ ŝƐ ƐŽŵĞƚŝŵĞƐ ĂƐƐŽĐŝĂƚĞĚ ǁŝƚŚ ͚ŶĂƚƵƌĂů ŚĞĂůŝŶŐ͛ ;LŝƉƚŽŶ ϮϬϬϯ͖ NŝŶŐ ϮϬϭϯͿ͘  TŚŝƐ ďĞůŝĞĨ ƐǇƐƚĞŵ 

might be accentuated in faiths whose largest presence is in less developed economies whose 

populations are less exposed to mass advertising of pharmacological medications, have different 

expectations about medication and no, or limited access to welfare provision.  However, in some 

countries such as India and China biomedicine and complementary, alternative medicine have co-

ĞǆŝƐƚĞĚ ĨŽƌ ŵĂŶǇ ǇĞĂƌƐ ;NŝŶŐ ϮϬϭϯͿ͘  FŽƌ ĞǆĂŵƉůĞ͕ ŝŶ IŶĚŝĂ ƚŚĞ ͚AǇƵƌǀĞĚĂ͛ ŵĞĚŝĐŝŶĞ ƐǇƐƚĞŵ ŝƐ ͚ǁŝĚĞůǇ 

ƌĞƐƉĞĐƚĞĚ ĂŶĚ ƌĞĐŽŐŶŝƐĞĚ ďǇ ƚŚĞ MŝŶŝƐƚƌǇ ŽĨ HĞĂůƚŚ͛ ;LĂŝƌĚ ϮϬϬϴ͗ 67).   Using these complementary 

and alternative medicines in combination with biomedicine is seen as a cultural norm in these 

countries, forming ƉĂƌƚ ŽĨ ĂŶ ŝŶĚŝǀŝĚƵĂů͛Ɛ ĐƵůƚƵƌĂů ďĞůŝĞĨƐ͕ ŶŽƌŵƐ ĂŶĚ ƉƌĂĐƚŝĐĞƐ ;NŝŶŐ ϮϬϭϯͿ͘  Iƚ ŝƐ ŽŶůǇ 

when they are evaluated in countries where there is a clearer dichotomy between them that their 

use becomes less accepted and understood (Ning 2013).  According to Hill (2006; 59) herbal 

preparations and medicine are commonly used in South Asian communities.  In our study the use of 

herbal preparations to ease pain was particularly prevalent amongst Hindus, Muslims and Sikhs and 

when analysed in the context of their use being a cultural norm the use of them is likely to be 

viewed differently in these communities (Laird 2008).   

Most of our participants using herbal and complementary medicines did not explicitly link the use of 

these remedies with their religion and instead talked about them in the context of cultural heritage.  
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However, the subtle influence of religion cannot be ruled out as, for example, the Indian Ayurvedic  

ŵĞĚŝĐŝŶĞ ƐǇƐƚĞŵ ŝƐ ĂƌŐƵĞĚ ƚŽ ƌĞĨůĞĐƚ ͚HŝŶĚƵ ǁŽƌůĚ ǀŝĞǁƐ͛ ĂŶĚ ŽƚŚĞƌ ĂůƚĞƌŶĂƚŝǀĞ ƐǇƐƚĞŵƐ ĂƌĞ ůŝŶŬĞĚ ƚŽ 

͚ŝŶĚŝŐĞŶŽƵƐ ƌĞůŝŐŝŽƵƐ ďĞůŝĞĨƐ͛ ;NŝŶŐ ϮϬϭϯ͗ ϭϰϰͿ͘  Although individual belief systems did play a role in 

how these medicines were perceived, this was not universal.  One participant originating from India 

ĚŝĚ ŶŽƚ ƉƵƚ ŵƵĐŚ ĨĂŝƚŚ ŝŶ ƚŚĞƐĞ ƉƌĞƉĂƌĂƚŝŽŶƐ ĂŶĚ ƉƌĞĨĞƌƌĞĚ ǁŚĂƚ ƐŚĞ ĐĂůůĞĚ ͚ǁĞƐƚĞƌŶ͛ ŵĞĚŝĐŝŶĞ͘   

This preference for western medicine (e.g. biomedical preparations such as analgesics) was 

sometimes embedded in a belief that medicine from India would not work outside that country and 

on other occasions it was simply driven by the experience of finding these preparations less effective 

than pharmaceutically produced painkillers (analgesics).   

Actually I wanted to consult with Indian doctor in India and wanted to buy some medicine 

from there. But my husband said as long as I am in the UK, Indian medicine will not work 

properly here, he believes. So he suggested (to) me to forget about Indian medicine. It might 

happen that the medicine of that region will not work here because there are environmental 

ĚŝĨĨĞƌĞŶĐĞƐ ďĞƚǁĞĞŶ ƚǁŽ ĐŽƵŶƚƌŝĞƐ͘ AƐ I͛ŵ ŝŶ ƚŚĞ UK͕ I͛ǀĞ ƚŽ ƚƌǇ ǁŝƚŚ ƉƌŽĚƵĐƚƐ ǁŚŝĐŚ ĂƌĞ 

manufactured here.  So I didŶ͛ƚ ƚƌǇ ǁŝƚŚ IŶĚŝĂŶ ŵĞĚŝĐŝŶĞ ;ϭϵ SŝŬŚ ĨĞŵĂůĞ͕ ƐƉĞĂŬŝŶŐ ƚŚƌŽƵŐŚ 

interpreter). 

There was no evidence that the use of herbal medicine was linked to the level of acculturation into 

western society as several participants used herbal preparations alongside prescribed medication.  

This appeared to be merely an attempt to self-manage pain by drawing on those cultural resources 

available to these particular participants.   Access to NHS services or cost did not seem to play any 

role in the use of these preparations.  Although there is evidence that Muslim participants in 

particular experienced more difficulties accessing NHS services, they did not resort to herbal or 

complementary therapies/medicines as a consequence.  In these circumstances the participants 

tended to seek conventional private treatment such as physiotherapy.   
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Discussion 

 Our study revealed that religious beliefs, practices and activities played varying roles in the 

management of pain in older people across these five faith groups.  They provided an additional tool 

set for participants to manage their pain both directly and indirectly.  It is important to bear in mind 

ƚŚĂƚ Ă ƉĞƌƐŽŶ͛Ɛ ĨĂŝƚŚ ďĞůŝĞĨ ŝƐ ĂƌƚŝĐƵůĂƚĞĚ ǁŝƚŚŝŶ ƚŚĞ ĐŽŶƚĞǆƚ ŽĨ ŽƚŚĞƌ ĂƐƉĞĐƚƐ ŽĨ ƚŚĞŝƌ ŝĚĞŶƚŝƚǇ ĂŶĚ ŝŶ 

response to their experience of pain.  As a result, irrespective of faith, common themes occurred but 

not in an essentialised, reductionist way.  That is to say, faith was used as a personal and individual 

expression of identity by participants, rather than in a collective way, which reflected the doctrines 

and/or attributes associated with their religious faith.  

The coping and self-management strategies participants employed were embedded directly in their 

religious beliefs and indirectly through support they received through their religious community.  

Participants used a range of self-management strategies.  The use of multiple strategies to manage 

pain has been demonstrated in other studies.  Crowe et al (2010) found the most common self- 

management strategies used by participants with back pain were medication, exercise and the 

application of heat.  Similarly, Traska at al. (2011) found that distraction techniques, taking baths, 

and avoiding activities which might aggravate pain were commonly used by women with 

fibromyalgia.   Shariff et al (2009) reported the use of mind and body management of pain which 

included distraction and pacing strategies.  Participants in our study adopted similar strategies and 

these were not exclusively embedded in their religious beliefs (i.e. they were not dominated by their 

religious beliefs) but sometimes drew on them.  This is exemplified by the use of distraction such as 

reading which on occasions included ƚŚĞ BŝďůĞ Žƌ Q͛ƌĂŶ ĂůŽŶŐƐŝĚĞ ŽƚŚĞƌ ƌĞĂĚŝŶŐ ŵĂƚĞƌŝĂůƐ ƐƵĐŚ ĂƐ 

novels.    

The direct use of religious activities was apparent in the use of prayer, which formed an important 

part of their self-management of pain. It appears to serve several functions.  It was a means of 

maintaining a relationship with God at a time of uncertainly and induced a calming effect which 
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assisted participants in coping with their pain.  Research into the effects of prayer has shown a 

similar effect to the placebo response, by stimulating the release of endorphins which calm patients 

and promote wellbeing (Benedetti and Amanzio 2011).  Dezutter et al (2011) showed how prayer 

was used as a tool to manage pain and how its use was related more to pain tolerance than pain 

severity.  Our findings suggest that severity of pain was sometimes the trigger for participants to ask 

for help via prayer, to cope with their pain and tolerance of it appeared to result through the effects 

of engaging in prayer.  Not all participants reported relief from prayer and this might be explained in 

Ă ƐŝŵŝůĂƌ ǁĂǇ ƚŽ ƚŚĞ ŝŶĨůƵĞŶĐĞ ĂŶ ŝŶĚŝǀŝĚƵĂů͛Ɛ ĞǆƉĞĐƚĂtions and characteristics can have on responses 

to placebos (Andrade and Radhakrishnan 2009; Crow et al 1999).  Indeed, studies have shown that 

ĂŶ ŝŶĚŝǀŝĚƵĂů͛Ɛ ĞǆƉĞĐƚĂƚŝŽŶƐ ŽĨ ƉƌĂǇĞƌ ĂŶĚ ĚĞƐŝƌĞ ĨŽƌ ƉĂŝŶ ƌĞůŝĞĨ ŚĂǀĞ ďĞĂƌŝŶŐ ŽŶ ƚŚĞ ŽƵƚĐŽŵĞ 

(Krause, 2004; Jegindo et al 2013).  Jegindo et al (2013: 422) compared the expectations and desire 

for pain relief between religious and non-religious participants.  Personal expectations of the pain 

reducing effects of prayer were shown to reduce subjective ratings of pain intensity and 

unpleasantness for the religious participants in comparison with the non-religious participants who 

were aƐŬĞĚ ƚŽ ƉƌĂǇ ƚŽ Ă ͚Mƌ HĂŶƐŽŶ͛͘ The relief these participants gained from praying for peace of 

mind rather than asking for direct relief of their pain might be explained by physiological changes 

similar to those demonstrated by the placebo induced analgesia described above. It may be 

concluded that even in the case of placebos, if something works, it works whatever the underlying 

mechanism.  

 In the context of the adoption of complementary and herbal preparations, we found that the use of 

these strategies appeared to be underpinned by cultural beliefs and practices originating from 

participants countries of origin.  This is in contrast to evidence that religious and spiritual identity 

predict the use of complementary and alternative medicine (Ellison et al 2012).  Given the complex 

interplay between cultural and religious heritages, it is impossible to rule out any potential religious 

influence, as many of these medicines have their roots in religions (Ning 2013). As noted, the use of 

these self-management strategies alongside biomedicine is a cultural norm in countries such as India 
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and is used widely in south Asian communities outside India. Other studies have shown that health 

belief, cultural background and attitudes towards complementary and alternative medicine are 

stronger predictors of their use than demographic characteristics (Chang et al 2011).  Similarly we 

ĨŽƵŶĚ ƚŚĂƚ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ďĞůŝĞĨ ŝŶ ĐŽŵƉůĞŵĞŶƚĂƌǇ ŵĞĚŝĐŝŶĞƐ ǁĂƐ Ă ĚĞƚĞƌŵŝŶŝŶŐ ĨĂĐƚŽƌ ŝŶ ƚŚĞŝƌ ƵƐĞ͕ 

though the impact of socioeconomic status on long term use cannot be ruled out as cost did feature 

in the accounts of some participants.  Although complementary therapies had been used by 

participants without a South Asian background, they were widely used by Hindu, Sikh and Muslim 

participants.   

The psychosocial dimensions of pain management are recognised as essential to the effective 

management of pain (Jenson 2011). These were very apparent in our findings, frequently due to 

social contact with their faith group.  In keeping with the findings of other studies, we found that 

perceived social support, actual social support and opportunities to engage with others had a 

positive impact on well-being and perceived ability to manage pain. Other studies have 

demonstrated the benefits of collective religious activities on wellbeing.  Howsepian and Merluzzi 

(2009) found that cancer patients experienced an enhanced sense of perceived social support which 

indirectly impacted on their adjustment to cancer.   Similarly to the findings of Howsepain and 

Merluzzi (2009) our participants gained a sense of enhanced well-being through contact with people 

who shared their religious beliefs and provided practical assistance when required.   In the general 

population of older people and in those with chronic conditions, social engagement has been found 

to have a buffering effect on the symptoms of disease.  Levin (1994) reported that religious 

association may buffer the effects of stress, lift self-esteem and provide a sense of purpose and 

Golden et al (2009) found that higher levels of social engagement of any form had some impact on 

depression.  Other studies have demonstrated a positive effect on blood pressure and quality of life 

in general (Schulz et al 2008).  It is likely that engaging in activities provided by their places of 

worship mitigated participants͛ experiences of isolation and depression, indirectly increasing their 

ability to cope with their pain.   
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In our study these activities and association with a religious faith also provided a forum where 

experiences of pain management, particularly self-management strategies could be shared.  This 

ĂƉƉĞĂƌĞĚ ƚŽ ŝŶĚŝƌĞĐƚůǇ ŚĞůƉ ƉĂƌƚŝĐŝƉĂŶƚƐ͛ ƉĂŝŶ ƚŚƌŽƵŐŚ ĞŶĐŽƵƌĂŐĞŵĞŶƚ ŽĨ ŚĞĂůƚŚǇ ůŝĨĞƐƚǇůĞƐ ĂŶĚ Ă 

positive outlook, in keeping with other studies.  It has been shown that association with a religious 

faith can promote well-being and general life satisfaction through encouragement of healthy 

lifestyles such as healthy diets, physical activity and promotion of positive outlooks (Levin 1994; 

Hinnells 2010; Koenig 2012; Park 2012).  Participants in our study, particularly, Hindus, Muslims and 

Sikhs, were influenced by their faith group to engage in physical exercise and had invited speakers to 

to discuss healthy lifestyles.  Whilst healthy diets and engagement in physical activity may not 

directly impact on pain, they may reduce the potential of co-morbidity.    There is evidence that 

group attendance is associated with greater adherence to exercise (Fraser and Spink 2002) and it is 

well established that the presence of multiple conditions can complicate the management of long 

term conditions, such as chronic pain (Taylor et al 2014). 

Conclusion 

Overall, we found that association with a faith group for most participants in our study facilitated 

well-being and provided an additional tool to self-manage pain.  TŚĞƌĞ ǁĂƐ Ă ƐĞŶƐĞ ŽĨ ƚŚĞ ͚ĐŽůůĞĐƚŝǀĞ͛ 

in terms of how the social aspects of belonging to all faith groups helped in day-to-day living with 

pain, and the wide use of complementary and alternative therapies.  In addition, collective traits 

associated with each faith group were emphasised by participants (for example, Christians talked 

about the suffering of Jesus and Hindus and Sikhs mentioned Karma).  However, there were also 

individual interpretations of religious scripture/doctrine and its underlying principles which played a 

significant role in its application.  These interpretations were further enmeshed in personal 

judgements (religious and otherwise) of how pain should be understood within the framework of 

each specific religious faith.  Since we only included older people in our study it is not possible to 



19 

 

report whether age had any impact on the way the participants chose to manage their pain in this 

context and whether our findings are unique to older people with chronic pain.   

This study has demonstrated the complexity inherent in exploring the influence of religious faith and 

religious identity on pain expression.   Indeed, religious identity is both shaped and informed by a 

complex interplay of a host of factors, for example, family, culture, ethnicity, race, age, socio-

economic position, community, gender and age (Hamel and Lysaught 1994; Jenkins 2003).  

Nevertheless, we have shown that there are aspects of the self-management of pain which are 

common across faiths (e.g. distraction, social support and alternative therapies) as well as unique to 

particular faiths (e.g. prayer, the meanings of suffering and Karma). The factors common to each 

faith tended to be practical, while the specific ones were based on beliefs.  While health 

professionals tend to consider faith groups as having their own very separate requirements, it is 

important to remember that they have many common needs as well. This has the potential to 

inform how pain clinicians advise patients in the self-management of pain, considering factors both 

unique and common to diverse religious faiths.  Further research is needed to explore how these 

findings could be used by clinicians to support patients of differing age manage their pain in their 

day to day lives.  In particularly, how clinicians could best approach patients in consultations to find 

out whether and how their religious faith may play a role in their pain management given the 

sensitive nature of religious faith.  

 

References 

Atkin K, Ahmed S, Green J, Hewison J, (2008) Decision making and antenatal screening for sickle cell 

and thalassaemia disorders: to what extent do faith and religious identity mediate choice? Current 

Sociology, 56, 1: 77-98 



20 

 

Atkinson R and Flint J (2001) Accessing hidden and hard to research populations: snowball research 

strategies, Social Research Update, Issue 33, Department of Sociology, University of Surrey, 

sru.soc.surrey.ac.uk 

Andrade C and Radhakrishnan R (2009) Prayer and healing: a medical scientific perspective on 

randomized control trials, Indian Journal of Psychiatry, 51, 4: 247-253. 

Audulv A, Asplund K and Norbergh KG (2012) The integration of chronic illness self ʹmanagement, 

Qualitative Health Research, 22 (3), 332-345. 

Benedetti F and Amanzio M (2011) The placebo response: how words and rituals change the 

ƉĂƚŝĞŶƚ͛Ɛ ďƌĂŝŶ͕ Patient Education and Counseling, 84, 413-419. 

Blair M J, Matthias M S, Nyland K A, Huffman M A, Tubbs D L, Kroenke K and Damush T M (2009) 

Barriers and facilitators to chronic pain self-management: a qualitative study of primary care 

patients with comorbid musculoskeletal pain and depression, Pain Medicine, 10 (7), 1280-1290. 

Bury M (1982) Chronic illness as biographical disruption, Sociology of Health and Illness, 4 (2), 167-

182. 

CůĂƌŬĞ A͕ AŶƚŚŽŶǇ G͕ GƌĂǇ D͕ JŽŶĞƐ D͕ MĐNĂŵĞĞ͕ “ĐŚŽĨŝĞůĚ P͕ “ŵŝƚŚ B H ĂŶĚ MĂƌƚŝŶ D ;ϮϬϭϮͿ ͞I ĨĞĞů 

ƐŽ ƐƚƵƉŝĚ ďĞĐĂƵƐĞ I ĐĂŶ͛ƚ ŐŝǀĞ Ă ƉƌŽƉĞƌ ĂŶƐǁĞƌ͘͟ HŽǁ ŽůĚĞƌ ĂĚƵůƚƐ ĚĞƐĐƌŝďĞ ĐŚƌŽŶŝĐ ƉĂŝŶ͗ Ă ƋƵĂůŝƚĂƚŝǀĞ 

study, BMC Geriatrics, Http://www.biomedcentral/147-2318/12/78  

Coulter A, Roberts S and Dixon A (2013) Delivering better services for people with long-term 

ĐŽŶĚŝƚŝŽŶƐ͗ ďƵŝůĚŝŶŐ ƚŚĞ ŚŽƵƐĞ ŽĨ ĐĂƌĞ͕ ƌĞƉŽƌƚ͕ LŽŶĚŽŶ͗ TŚĞ KŝŶŐ͛Ɛ FƵŶĚ͘ 

CůŽƐƐ “J ĂŶĚ BƌŝŐŐƐ M ;ϮϬϬϮͿ PĂƚŝĞŶƚƐ͛ ǀĞƌďĂů ĚĞƐĐƌŝƉƚŝŽŶƐ ŽĨ ƉĂŝŶ ĂŶĚ ĚŝƐĐomfort following 

orthopaedic surgery, International Journal of Nursing studies, 39 : 563-572. 

Chang H A, Wallis M and Tiralongo E (2011) predictors of complementary and alternative medicine 

use by people with type 2 diabetes, Journal of Advanced Nursing, 68 (6), 1256-1266. 



21 

 

Crow R, Gage H, Hampson S, Hart J, Kimber A, Thomas H. (1999) the role of expectancies in the 

placebo effect and their use in the delivery of healthcare: a systematic review, Health Technology 

Assess, 3: 1-96. 

Crowe M, Whitehead L, Gagan M J, Baxter D and Panckhurst A (2010) Self-management and chronic 

low back pain: a qualitative study, Journal of Advance Nursing, 66 (7), 1478-1486. 

Dezutter J, Wachholtz A and Corveleyn J (2011) Prayer and pain: the mediating role of positive re-

appraisal, Journal of Behavioural medicine, online DOI 10.1007/s10865-011-9348-2. 

Ellison CG, Bradshaw M and Roberts CA (2012) Spiritual and religious identities predict the use of 

complementary and alternative medicine among US adults, Preventative Medicine, 54, 9-12. 

Fraser S N and Spink K S (2002) Examining the role of social support and group cohesion in exercise-

compliance, Journal of Behavioural Medicine, 25, 233-249. 

Gale N, Health G, Cameron E, Rashid S and Redwood S (2013) Using the Framework method for the 

analysis of qualitative data in multi-disciplinary health research, BMC Medical Research 

Methodology, 13, 117-124, open access http://www.biomedcentral.com/1471-2288/13/117 

Golden J, Conroy R M and Lawlor B A (2009) social support network structure in older people: 

underlying dimensions and association with psychological and physical health, Psychology, Health 

and Medicine, 14, 3, 280-290). 

Hill J (2006) Management of diabetes in South Asian communities in the UK, Nursing Standard, 20, 

25: 57-64. 

Hamel R P and Lysaught M T (1994) Choosing palliative care: do religious beliefs make a difference?  

Journal of Palliative Care, 10, 3: 61-66. 

HŝŶŶĞůůƐ J‘ ;ϮϬϭϬͿ ;ĞĚͿ TŚĞ ƉĞŶŐƵŝŶ ŚĂŶĚďŽŽŬ ŽĨ ƚŚĞ ǁŽƌůĚ͛Ɛ ůŝǀŝŶŐ ƌĞůŝŐŝŽŶƐ͕ LŽŶĚŽŶ͗ PĞŶŐƵŝŶ ďŽŽŬƐ͘ 



22 

 

Howsepain B A and Merluzzi T V (2009) Religious beliefs, social support, self-efficacy and adjustment 

to cancer, Psycho-Oncology, 18, 1069-1079. 

Jegindo E M E, Vase L, Skewes J C, Terkelsen A J, Hansen J, Geertz A W, Roepstorff A and Jenson T S 

(2013) Expectations contribute to reduced pain levels during prayer in highly religious participants, 

Journal of Behavioural Medicine, 36, 413-426. 

Jenkins R (2003) (second edition) Social Identity, London: Routledge. 

Jenson M P (2011) Psychosocial approaches to pain management: an organizational framework, Pain 

152, 717-725. 

Krause N (2004) Asessing the relationship among prayer expectancies, race and self-esteem in late 

life, Journal for the Scientific Study of Religion, 43, 395-408. 

Knott K (1998) Hinduism: a very short introduction, Oxford: Oxford University Press. 

KŽĞŶŝŐ H G ;ϮϬϭϮͿ ͞‘ĞůŝŐŝŽŶ͕ “ƉŝƌŝƚƵĂůŝƚǇ͕ ĂŶĚ HĞĂůƚŚ͗ TŚĞ ‘ĞƐĞĂƌĐŚ ĂŶĚ CůŝŶŝĐĂů IŵƉůŝĐĂƚŝŽŶƐ͕͟ I“‘N 

Psychiatry, vol. 2012, Article ID 278730. doi:10.5402/2012/278730 accessed 02.09.2013. 

Laird S E (2008) Anti-oppressive social work: a guide for developing cultural competence, London: 

Sage publications.  

Leontowitsch M, Higgs P, Stevenson F and Jones I R (2010) Review: taking care of yourself in later 

life: a qualitative study into the use of non-prescription medicines by people aged 60+, Health, 14:2, 

213-230. 

Levin J S (1994) Religion and Health: is there an association, is it valid and is it causal? Social Science 

and Medicine, 38, 11: 1475-1482. 

Lipton D (2003) (second edition) Medicine as culture, London: Sage publications. 



23 

 

Ning A N (2013) how alternative is CAM? Rethinking conventional dichotomies between biomedicine 

and complementary/alternative medicine, Health, 17:2, 135-158. 

Office of National Statistics (2001) Census 2001, Leeds-the big picture, www.statistics.gov.uk 

Ritchie J and Lewis J (eds) (2003) Qualitative Research Practice: a guide for social science students 

and researchers, London: Sage publications. 

Royal College of Nursing (2011) RCN spirituality survey 2010: A report by the Royal College of 

NƵƌƐŝŶŐ ŽŶ ŵĞŵďĞƌƐ͛ ǀŝĞǁƐ ŽŶ ƐƉŝƌŝƚƵĂůŝƚǇ ĂŶĚ ƐƉŝƌŝƚƵĂů ĐĂƌĞ ŝŶ ŶƵƌƐŝŶŐ ƉƌĂĐƚŝĐĞ͗ LŽŶĚŽŶ͘  

Shariff F, Carter J, Dow C, Polley M, Salinas M and Ridge D (2009) Mind and body management for 

chronic pain and rheumatoid arthritis, Qualitative Health Research, 19, 1037-1049. 

Schofield PA and Reid D (2006) The assessment and management of pain in older people: a 

systematic review of the literature, International Journal of Disability and Human Development, 5 1: 

9-15. 

Schulz U, Pischke C R, Weidner G, Daubenmier J, Elliot-Eller M, Scherwitz L, Bullinger M and Ornish D 

(2008) Social support group attendance is related to blood pressure, health behaviours, and quality 

of life in the Multicenter lifestyle demonstration project, Psychology, Health and Medicine, 13, 4: 

423-437. 

Taylor SJC, Pinnock H, Epiphaniou E, Pearce G, Parke HL, Schwappach A, et al.  (2014) A rapid 

synthesis of the evidence on interventions supporting self-management for people with long-term 

conditions: PRISMS ʹ Practical systematic Review of Self-Management Support for long-term 

conditions, Health Service Delivery Research, 2,53 

Park J, Roh S and Yeo Y (2012) Religiosity, social support and life satisfaction among elderly Korean 

immigrants, The Gerontologist, 52, 5: 641-649. 



24 

 

Price C, Hoggart B, Olukoga O, Williams A and Bottle A (2013) Guidelines for pain management 

programmes for adults: an evidence-based review prepared on behalf of the British pain Society, The 

British Pain Society: London. 

Traska T K, Rutledge D N, Mouttapa, M Weiss J and Aquino J (2011) Strategies used for managing 

symptoms by women with fibromyalgia, Journal of Clinical nursing, 21, 626-635. 

Ward D, Furber C, Tierney S and Swallow V (2013) Using Framework analysis in nursing research: a 

worked example, Journal of Advanced Nursing, 00 (0). Doi:10.1111/jan.12127 

 


