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Abstract: Chronic pain has a high prevalence rate and is difficult to treat because 
it is associated with personality, socio-psychological problems as well as physical 
pain, and thereby degrades one’s quality of life. This study aimed to determine 
whether psychosocial factors are associated with quality of life among outpatients 
with chronic pain. The subjects were selected from patients with chronic pain who 
were receiving outpatient treatment at the mental health department of a university 
hospital in Seoul, Korea. The participants were 100 patients and the data were 
collected using structured questionnaires. Patients’ quality of life was significantly 
positively correlated with pain acceptance and spirituality, and negatively 
associated with catastrophizing and neuroticism. Multiple regression showed that 
catastrophizing, spirituality, pain acceptance, neuroticism, and number of pain 
sites were significant predictors of quality of life. These variables explained 59.0% 
of quality of life. Therefore, to improve quality of life in patients with chronic pain, 
it may be necessary to develop their spirituality and pain acceptance, and to reduce 
their catastrophizing and neuroticism. 
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1 Introduction 
The prevalence of chronic pain in Canada, the United States and the UK is 18.9%, 20.5%, and 35% 

respectively, a percentage higher than that for major chronic diseases such as heart disease, cancer, and 
diabetes [1–3]. The cost of treating chronic pain is estimated to be on the order of $600 billion each year. 
This huge economic loss is incurred from excessive medical spending undertaken to alleviate this pain [4–
6]. The International Association for the Study of Pain (IASP) defines pain as an unpleasant sensation 
caused by actual and potential damage, and explains that each person’s subjective experience of pain is 
different [7]. Pain is divided into acute and chronic pain. Acute pain is caused by trauma, illness, and 
inflammation. It is relatively easy to diagnose and treat, but if it is not effectively treated at this stage, it 
will eventually lead to chronic pain.  

Chronic pain means pain that lasts for more than three months [8,9]. Chronic pain is often known to 
include complex site pain syndrome, back pain, fibromyalgia, migraine, chronic pelvic pain, multiple 
sclerosis, shingles, phantom pain, rheumatoid arthritis, tertiary neuralgia, and peripheral neuropathy [10]. 
If the pain persists, it causes biological changes in the body. The neural circuit involved in the pain is 
deformed and the ability to control pain is reduced. As a result, the patient complains of severe pain in 
response to a weak stimulus, and when reminded of a painful scene, the pain sensation is activated and pain 
is felt. The area of the brain responsible for pain, emotion, and cognition is also anatomically transformed, 
and the patient experiences pain and negative emotions such as anxiety and depression [11].  

That being said, persistent pain or chronic pain leads to physical and emotional changes and 
consequently has a negative impact on the individual’s life. Patients have difficulty performing simple 
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activities such as walking, housework, etc., their self-esteem is reduced, and they feel helpless when they 
need help with their daily activities [12]. Pain is also accompanied by mental problems such as depression, 
anger, anxiety, and sleep disturbance [13]. These problems are secondary to interpersonal unemployment 
and social functions, as well as disabilities [14], and patients have a two to three times higher suicide rate 
[15]. Hence, chronic pain patients need to take an active interest in and make efforts to increase their quality 
of life. In particular, it has been reported that 75% of patients with chronic pain are vulnerable to mental 
health such as depression, anxiety disorder, and drug addiction and are more affected by social and 
psychological factors [16,17]. However, relatively little attention was paid to study psychiatric outpatients 
suffering from chronic pain. 

Traditionally, pain management has focused on biomedical aspects such as neuroprotection and 
medication, although recently it has been emphasized that a human is defined as a whole being in which 
body and mind are connected, and therefore the cognitive aspects of pain are important [18]. People with 
chronic pain often have dysfunctional thoughts, especially those that are associated with catastrophizing 
[19]. In psychological terms, catastrophizing is a cognitive distortion in which the person predicts extreme 
negative consequences and accepts them as facts [20]. It is important to understand the concept of 
catastrophizing in patients with pain because it negatively affects their quality of life by making the sense 
of pain excessively negative. Catastrophic thinking in patients with pain causes depression and anxiety, 
causing psychological stress [21]. When pain is considered a disaster, it is found that the pain-induced 
activities are avoided and the pain-free safe activities are only performed, which eventually leads to the 
disability of individual ability and function, thereby lowering the quality of life [22,23].  

In addition, as the pain becomes more chronic, the patient's personality becomes more likely to change 
into a negative personality trait [24]. Personality traits affect the psychological aspects of pain patients; 
most notably, the personality trait that is most prominent in pain patients is known as neuroticism. 
Neuroticism has been reported to increase anxiety about discomfort and pain sensations, which causes an 
over-reaction to the pain. In contrast, extroversion among personality traits has been found to be a protective 
factor to reduce catastrophic thinking, and openness was identified as a personality trait to control anxiety 
about pain in chronic pain patients [25].  

Patients with chronic pain do not have only negative responses to pain. They may also have positive 
attitudes and adaptive responses to pain, that enable them to overcome fear and help them to accept their 
condition [26]. Accepting pain refers to an active willingness to experience pain without effort to reduce or 
control it [27]. Willingness to experience pain without avoiding it leads to engagement in valued, realistic 
activities or focusing on one’s goals, which eventually leads one toward one’s desired life [28]. The effects 
of acceptance in patients with chronic pain were found to have positive psychosocial effects, such as 
reduced psychological distress and disability, increased self-efficacy and participation in activities, and 
reduced catastrophizing [29–31]. In relation to other positive reactions, recent pain management approaches 
find value in spirituality. Spirituality relies on a transcendent power to help one to cope effectively with 
one’s problems [32]. In addition, healthy spirituality increases patience with pain and increases satisfaction 
with life even in the presence of pain, so a comprehensive view including spirituality as well as physical 
well-being is needed to improve quality of life in chronic pain patients [33].  

If patients are to recover from chronic pain attention, there is a need to focus more on addressing the 
patient’s decreased quality of life over an extended period and less on simply lowering pain intensity [34]. 
In addition, since the quality of life of chronic pain patients has been reported to have more influence on 
psychosocial factors than even the pain itself [35], it may be important to identify the various aspects and 
related factors in play so as to improve their quality of life. 

In previous studies, the factors affecting the quality of life of chronic pain patients were reported as 
being pain intensity [36,37], depression and anxiety [38–40], neurotic personality characteristics [41], pain-
related fear-avoidance [42], pain-related complaints [40], and pain catastrophizing [43]. However, a 
limitation of previous studies is that they have examined the emotional, cognitive, and personality aspects 
in isolation. It is therefore necessary to undertake a comprehensive study of multidimensional factors, such 
as personal characteristics, psychological characteristics, and spiritual characteristics, if the quality of life 
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of chronic pain sufferers is to be significantly understood. Therefore, this study aims to investigate diverse 
factors affecting the quality of life of chronic pain among psychiatric outpatients. 

2 Method 
2.1 Participants and Procedure  

For this study, participants were recruited from among psychiatric outpatients suffering from chronic 
pain in South Korea. The inclusion criteria were 1) Psychiatric outpatients suffering with chronic pain, 2) 
pain lasting more than 3 months, and 3) an adult between 19 and 65 years of age. In total 100 participants 
completed the whole questionnaire. This study was approved by the Seoul National University Hospital 
Institutional Review Board (IRB) (No. 1504-088-665). The patients were given information on the purpose 
and method of the study. It was explained to them that they could withdraw from the study at any time and 
that their confidentiality would be maintained. Written informed consent was obtained from each of the 
participants. After obtaining their formal permission, the data collection process and application began. 
Data were collected in the outpatient interview room of the mental health department, using structured 
questionnaires. A total of 102 patients were interviewed, of which 100 were included in the analysis. Two 
participants were excluded owing to untruthful responses. 

2.2 Measures  
Quality of Life (QoL). The Quality of Life (QoL) was assessed by using the World Health 

Organization Quality of Life Scale (WHOQOLBREF), which measures physical health, psychological 
health, social relations and the environment [44]. n this study, QoL was measured by using the revised 
Korean version of the WHOQOL-BREF [45]. This version consists of 26 items, and is a 5-point Likert 
scale ranging from 1 (not at all) to 5 (very much). The scale is calculated as the average score, and the 
possible score is from 4 to 20 points. Higher scores indicate higher level of quality of life. In the current 
study, the scale had good internal consistency reliability, with a Cronbach’s α of 0.93. 

Catastrophizing. Catastrophizing was assessed using the Pain Catastrophizing Scale (PCS), which 
was originally developed by Sullivan et al. [46]. The scale has 13 items, and the Korean version was revised 
by Cho et al. [47]. The items are rated on a 5-point Likert scale ranging from 0 (not at all) to 4 (always). 
The higher the total score, the greater the degree to which the pain is perceived as excessively negative. In 
the current study, the scale has good internal consistency reliability, with a Cronbach’s α of 0.94. 

Spirituality. This was measured using the Spiritual Perspective Scale (SPS) by Reed [48]. This scale 
was translated into Korean and validated by Kim et al. [49]. This tool consists of a total of 10 questions, 
including spiritual perspectives and spiritual practice. Each item is measured on a 6-point Likert scale 
ranging from 1 (‘Not at all’ or ‘I do not agree at all’) to 6 (‘Once a day’ or ‘I strongly agree’), with higher 
scores indicating higher spirituality. The reliability (Cronbach’s α) of the scale was 0.95 in the present study. 

Pain Acceptance. Pain acceptance was assessed using a Korean version of the 22-item Chronic Pain 
Acceptance Questionnaire (CPAQ), which was originally developed by McCracken et al. [50], and 
modified by Cho et al. [51]. This version consists of 20 items, and it is a 7-point Likert scale ranging from 
0 (not at all) to 6 (always). The higher the score, the higher the participation in daily activities and the higher 
the willingness to refrain from trying to control or avoid pain sensation. The reliability (Cronbach’s α) of 
the scale was 0.78 in the present study. 

Big Five Personality Traits. The Big Five Personality traits were assessed using an instrument based 
on the Big Five Inventory developed by Pervin et al. [52], which was shortened from 44 to 10 items by 
Rammstedt et al. [53]. This study used the Korean version of the tool, which was verified by Kim et al. 
[54]. This instrument assesses five characteristics—extroversion, conscientiousness, agreeableness, 
neuroticism, and openness–and consists of a total of 10 questions with 2 items for each personality trait. 
This is a useful tool when applied to patients with physical disabilities who have difficulty in interviewing, 
because of the small number of questions [54].  
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2.3 Data Analysis  
The data was analyzed using SPSS 21.0. Descriptive statistics were used to present the sample’s 

demographic and pain-related characteristics. T-tests and ANOVA were used to check for relationships 
among catastrophizing, spirituality, pain acceptance, personality traits, and quality of life according to the 
general and pain-related characteristics. A Scheffé test was used for post hoc testing. Correlations between 
the research variables and the quality of life were analyzed by Pearson’s correlation coefficient. The 
influence of these variables on quality of life was analyzed using multiple regression analysis. 

3 Results  
3.1 General and Pain-Related Characteristics 

The general characteristics of the subjects are shown in Tab. 1. There were 100 subjects, comprised of 
48 men (48%) and 52 women (52%). The average age was 45 years, and the largest age-group was in their 
forties, represented by 36 people (36%). Sixty-two people (62%) had a religion, and 38 (38%) did not. In 
more than half of cases, the cause of pain was a traffic accident (56%). Pain sites, the location of pain 
experienced by the subjects, were feet and leg (64%), head and neck (61%), shoulder (53%), arms and 
finger (52%), abdomen and back (51%), pelvis (31%), and other (25%). 

Table 1: General and pain-related characteristics of the subjects (N = 100) 

Characteristic Categories n (%) M ± SD 
Gender  Male 48 (48.0)  

Female 52 (52.0) 
Age (Year)  20–29 12 (12.0) 44.9 ± 10.91 

30–39 12 (12.0) 
40–49 36 (36.0) 
50–59 33 (33.0) 
60–65 7 (7.0) 

Religion Yes 62 (62.0)  
No 38 (38.0) 

Job Yes 23 (23.0) 
No 77 (77.0) 

Cause of pain Traffic Accident  56 (56.0) 
Industrial accident 8 (8.0) 
Operation 7 (7.0) 
Physical illness 10 (10.0) 
Other 19 (19.0) 

Pain sites a  

  

Feet and legs 64 (64.0) 
61 (61.0) 
53 (53.0) 
52 (52.0) 
51 (51.0) 
31 (31.0) 
25 (25.0) 

 
Head and neck  
Shoulder  
Arms and fingers  
Abdomen and back  
Pelvis  
Other  

Number of pain sites 0–1 31 (31.0)  
2–3 28 (28.0)  
4–7 41 (41.0)  

Note: M = Mean; SD = standard deviation; a = multiple responses. 
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3.2 Differences in Each Variable According to Subjects’ General and Pain-Related Characteristics 
Tab. 2 shows quality of life, catastrophizing, spirituality, pain acceptance of pain, and personality 

according to the subjects’ general characteristics. There were significant differences in quality of life (t = 
3.77, p < 0.001), spirituality (t = 4.49, p < 0.001), pain acceptance (t = 2.75, p < 0.01), and neuroticism (t = 
–2.28, p < 0.05) according to religion. There were significant differences in quality of life (F = 3.83, p < 
0.01), catastrophizing (F = 4.07, p < 0.05), and pain acceptance (F = 3.23, p < 0.05). 

 The results of post hoc tests provided three findings. First, that quality of life was lower in the industrial 
accident group than in the physical disease and “other” groups. Second, that catastrophizing was higher in the 
industrial accident group than in the “other” group. Third, that pain acceptance was lower in the industrial 
accident group than in the traffic accidents and “other” groups. In other words, quality of life and acceptance 
of pain were lower in the industrial accident group, as compared to other groups, and catastrophizing was 
higher. Quality of life (F = 6.87, p < 0.001), catastrophizing (F = 6.32, p < 0.01), and pain acceptance of pain 
(F = 4.12, p < 0.05) were significantly different according to the number of pain sites. 

 The results of a post hoc test showed that quality of life was higher and the level of catastrophizing 
was lower in subjects who had one pain site compared to those who had 4–7 pain sites. In addition, subjects 
with 4–7 pain areas were less accepting of pain than those with 2–3 pain areas. In other words, the higher 
the pain level, the lower the quality of life and acceptance of pain, and the higher the degree of 
catastrophizing. 

Table 2: Differences in variables according to subjects’ general and pain-related characteristics 

3.3 Correlations between Each Variable 
Tab. 3 shows the correlations among the subjects’ quality of life, catastrophizing, spirituality, pain 

acceptance, and personality. Quality of life had positive correlations with pain acceptance (r = 0.544, p < 
0.01) and spirituality (r = 0.417, p < 0.01), but negative correlations with catastrophizing (r = –0.584, p < 
0.01) and neuroticism (r = –0.420, p < 0.01). 

 

Categories 
Quality of Life Catastrophizing Spiritualty Pain Acceptance Neuroticism 

M ± SD t/F M ± SD t/F M ± SD t/F M ± SD t/F M ± SD t/F 

Religion 
Yes 2.4 ± 0.65 

3.77*** 
34.3 ± 12.47 

–1.80 
3.6 ± 1.40 

4.49*** 
36.4 ± 15.56 

2.75** 
3.4 ± 0.90 

–2.28* 

No 1.9 ± 0.63 38.8 ± 11.78 2.3 ± 1.26 28.0 ± 13.87 3.8 ± 0.94 

Cause of  
pain 

Traffic 
accidenta 2.2 ± 0.65  

3.83** 
b < d, e 

36.3 ± 11.63  

4.07** 

b < e 

3.3 ± 1.47  

1.83 

33.8 ± 15.47  

3.23* 

b < a, e 

3.5 ± 0.90 

0.28 

Industrial 
accidentb 1.5 ± 0.44  46.0 ± 4.63 2.4 ± 0.98  15.7 ± 11.85  3.8 ± 1.28 

Operationc 1.8 ± 0.62  44.7 ± 4.61  2.2 ± 1.41  35.5 ± 11.96  3.7 ± 1.35 

Physical 
illnessᵈ 2.5 ± 0.58  30.4 ± 14.49  3.5 ± 1.28  34.8 ± 14.09  3.6 ± 0.66 

Othere 2.4 ± 0.72  30.5 ± 13.53 2.9 ± 1.61  37.2 ± 14.86  3.4 ± 0.89 

Number  
of pain 
sites 

0–1a 2.5 ± 0.64 

6.87** 

a > c 

31.5 ± 12.97  

6.32** 

a < c 

3.2 ± 1.47  

0.37 
 

36.1 ± 18.28  

4.12** 

b > c 

3.2 ± 0.94 

3.09 2–3b 2.1 ± 0.69 33.8 ± 12.92  2.9 ± 1.43  37.5 ± 13.92  3.6 ± 0.84 

4–7c 1.9 ± 0.62 40.9 ± 9.75 3.1 ± 1.53  28.1 ± 12.74  3.7 ± 0.94 

Note: M = Mean; SD = standard deviation; 
1
Post Hoc: Scheffé test, * p < 0.05, ** p < 0.01, *** p < 0.001. 
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3.4 Factors Associated with Quality of Life of Psychiatric Outpatients with Chronic Pain 
In this study, multiple regression analysis was performed to examine the effects of catastrophizing, 

spirituality, pain acceptance, and personality on quality of life in 100 chronic pain patients who visited a 
mental health department. The results are shown in Tab. 4. Specifically, religion, cause of pain, and number 
of pain sites, which showed statistically significant differences in the general characteristics of the study 
subjects, were changed to dummy variables and used as independent variables. In addition, catastrophizing, 
spirituality, pain acceptance, and neuroticism, which showed a significant relationship with quality of life 
in correlation analysis, were used as independent variables, and quality of life was used as a dependent 
variable, and then multiple regression analysis was conducted. Among the personality traits, only 
neuroticism showed a significant correlation with quality of life; therefore, only neuroticism was introduced 
as an independent variable. In order to examine the appropriateness of the regression analysis, we examined 
the correlations, tolerance, and variance inflation factor (VIF) between the independent variables to see if 
there were problems with multicollinearity among predictors. As a result of the correlation analysis between 
each independent variable, the correlation coefficient was less than 0.8, the tolerance was 0.5~0.9, and more 
than 0.1, and the variance inflation factor value was 1.0~2.0, which was smaller than 10, so all variables 
had no problem of multicollinearity. Durbin-Watson value was also 2.466, indicating that the regression 
model was suitable.  

In this study, factors that had a significant effect on the quality of life of psychiatric outpatients with 
chronic pain were catastrophizing (β = –0.262, p < 0.01), pain acceptance (β = 0.229, p < 0.05), spirituality 
(β = 0.206, p < 0.05), neuroticism (β = –0.203, p < 0.01), number of pain sites (4–7) (β = –0.190, p < 0.05), 
and number of pain sites (2–3) (β = –0.180, p < 0.05) in order, and the explanation power of these variables 
was 59.0%. Religion and causes of pain were found to have no significant effect on quality of life. 

Table 4: Factors associated with quality of life of psychiatric outpatients with chronic pain 

 B SE β t p 

Catastrophizing –0.014 0.005 –0.262 –2.830 0.006** 

Pain acceptance 0.010 0.004 0.229 2.474 0.015* 

Spirituality 0.095 0.037 0.206 2.593 0.011* 

Neuroticism –0.148 0.054 –0.203 –2.746 0.007** 

Number of pain sites (4–7) –0.262 0.126 –0.190 –2.076 0.041* 

Number of pain sites (2–3) –0.272 0.126 –0.180 –2.161 0.033* 

Religion (yes) 0.113 0.111 0.081 1.016 0.312 

Table 3:  Correlations among QoL, catastrophizing, spirituality, pain acceptance, neuroticism 

 QoL Catastrophizing Spirituality Pain acceptance Neuroticism 

QoL 1     

Catastrophizing –0.584 ** 1    

Spirituality 0.417 ** –0.162 1   

Pain acceptance 0.544 ** –0.582 ** 0.229 * 1  

Neuroticism –0.420 ** 0.226 * –0.217* –0.177 1 

Note: QoL = Quality of Life; * p < 0.05, ** p < 0.01, *** p < 0.001. 
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Cause of pain 
(industrial accident) 

–0.290 0.215 –0.116 –1.351 0.180 

Cause of 
pain (operation) 

–0.189 0.218 –0.071 –0.868 0.388 

Cause of 
pain (physical illness) 

0.125 0.185 0.056 0.677 0.500 

Cause of pain 
(traffic accident) 

–0.069 0.129 –0.050 –0.535 0.594 

Note: F = 11.495; R2 = 0.590; Adj. R2 = 0.538; * p < 0.05, ** p < 0.01. 

4 Discussion  
The purpose of this study was to investigate the psychosocial factors affecting the quality of life of 

patients with chronic pain who visited a department of mental health medicine. The results of this study 
showed that the quality of life of psychiatric outpatients with chronic pain was affected by catastrophizing, 
spirituality, pain acceptance, the personality trait of neuroticism, and number of pain sites. 

First, catastrophizing was the most influential factor in the quality of life of psychiatric outpatients 
with chronic pain. Catastrophizing is one of the cognitive distortions, which has meant excessively negative 
recognition of pain, and catastrophizing is a factor that decreases the functional level of patients by 
increasing pain and deepening depression [55]. Indeed, studies of patients with chronic pain reported that 
catastrophizing had the most negative impact on the quality of life of mental health [40,56]. Catastrophizing 
was associated with negative emotions and was known to be a major factor affecting the progression of 
acute pain into chronic pain [57]. Therefore, catastrophizing could lead to negative effects on the quality of 
life by making patients more focused in the sense of pain, increasing pain, anxiety, and depression, and 
lowering the level of function needed for an individual to live [55,58]. Thus, cognitive interventions are 
needed to assess and reduce catastrophic thinking about pain at the early stage of treatment of patients with 
pain. In other words, this result means that the nature of catastrophizing experienced by patients with 
chronic pain requires more attention, and active care for the cognitive aspects of the patients is needed. In 
clinical settings, it is anticipated that catastrophizing may appear in patients with chronic pain, and an 
assessment of catastrophizing should be included in the initial assessment phase. In doing so, it can be 
suggested to approach the patient in advance considering the catastrophizing to improve the quality of life 
of the patients with chronic pain. 

Pain acceptance was a factor that positively affects the quality of life of patients with chronic pain. 
Accepting pain indicated the willingness to experience pain without trying to reduce or control it [50]. In 
previous studies, pain acceptance was reported as a factor affecting daily activities and improving the 
quality of life, which was consistent with the results of this study [27,59,60], pain acceptance was confirmed 
as an index for predicting quality of life [59]. The role of acceptance of chronic pain reduced feelings of 
pain and physical discomfort, and protected against mental problems such as depression even with physical 
limitations, and helped mental health so that they could live a valuable life while struggling with one’s 
current disease [61]. Acceptance of pain was also a psychological factor that has an important impact on 
maintaining activities to achieve important goals in life [62]. Such willingness to accept pain is a necessary 
factor in maintaining well-being for patients with chronic pain [60]. Despite the many advantages of pain 
acceptance, it can be a difficult problem for patients with chronic pain to take and apply it. Based on these 
results, it is believed that patients with chronic pain will be helped to develop and apply related educational 
program so that they can know and use pain acceptance as one of coping methods for controlling the pain. 
Thus, they should be encouraged to practice pain acceptance in everyday life. 

Spirituality was identified as a positive influence on quality of life. Spirituality was a factor not only 
in life satisfaction but also in quality of life [63], and spirituality in chronic pain was known to help patients 
find meaning in their disease, interpret pain positively, and use internal adaptive coping strategies [60]. 
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Patients with chronic pain showed stronger spiritual beliefs than the general population, and spirituality 
served as a mechanism to cope with weakened physical functions and to protect against lowered mental 
health. Spirituality is of great value as a cost-effective resource for chronic pain patients [64]. In particular, 
one’s evaluation of subjective perceptions of one’s life was closely related to one’s internal experience [63], 
so spirituality has been an essential element for living a better life in patients with chronic pain. This study 
is meaningful in that it has confirmed the importance of by expanding not only psychological but also 
spiritual aspects as factors affecting the quality of life of patients with chronic pain. In other words, it 
suggests an approach that takes into consideration the spiritual aspect of the patient with chronic pain. In 
addition, spirituality showed a significant positive correlation with pain acceptance, but not with 
catastrophizing. Therefore, it can be assumed that spirituality can reinforce or help positive coping in the 
process of cognitively treating pain. Therefore, it is necessary to recognize the importance of the spiritual 
aspect of the patient and to prepare and apply a plan to help the spiritual aspect be strengthened. Since the 
role of spirituality between chronic pain and pain acceptance is still unknown, on the basis of this study, it 
is meaningful to develop a program that can apply spirituality after examining the mediating or moderating 
effect of spirituality for effective pain management of the patients. 

The results of this study confirmed that, among personality traits, neuroticism negatively affected 
quality of life. Emotional features such as high depression, anxiety, hostility, and impulsivity in neuroticism 
are known to harm an individual’s subjective well-being. Emotional features such as high depression, 
anxiety, hostility, and impulsivity, which were characteristic of neuroticism, were known to undermine 
subjective well-being [25]. This is consistent with previous studies that reported patients with high neurotic 
responses had poor treatment response, increased depression, and low quality of life [41,65]. In addition, 
this study showed a positive correlation between neurosis and catastrophizing, and a negative correlation 
between neurosis and spirituality, which is an interesting result in confirming the relationship between 
personality traits and spirituality. It suggests that patients with a high tendency to neurosis perceive pains 
negatively, are more likely to select and use ineffective cognitive coping strategies and inhibit spiritual 
development. Therefore, it is suggested that cognitive therapy that promotes an optimistic attitude toward 
pain in persons with high neuroticism may be effective. Although it is difficult to say that personality traits 
change in a short period of time, Fishbain’s study shows that personality traits change as the pain condition 
improved [66]. Therefore, in the group of patients with a high tendency of neurosis, it is necessary to help 
to alleviate the negative personality by more aggressively treating pain and simultaneously applying an 
optimistic attitude and a positive coping strategy. 

It was confirmed that the number of pain sites was a factor influencing the quality of life. In this study, 
the more pain sites, the lower the quality of life was measured. Studies that have confirmed the quality of 
life according to the nature of pain are the location of pain, such as a headache [67] and pain period [37]. It 
is similar to the fact that Sullivan et al. have an increased experience of pain or the severity of pain is related 
to catastrophizing [68]. In the difference between each variable according to the general characteristics, the 
quality of life was lower than in the case of 1 in 4–7 pain sites, and the catastrophizing was higher in contrast. 
It can be interpreted that this is related to the psychosocial factors according to the range of pain. Since 
there are few studies that have confirmed the quality of life by dividing the pain by the number of pain, it 
is likely that a study on the psychosocial factors will be needed for each subject with extensive pain and 
local pain in the future. 

In this study, although spirituality was an influencing factor for quality of life, religion was not an 
influencing factor for quality of life. This means that having religion and being spiritual are not the same 
and there is a difference. Nevertheless, many patients with chronic pain were said to use religion as a way 
to deal with their suffering [69], and they had the effect of increasing patience by participating in prayer, 
forgiveness, and church communities [60]. In addition, when the degree of pain is high, they become more 
engaged in religious activities, and these religious activities have the effect of reducing depression and 
anxiety [70]. In chronic pain patients, religion can be a necessary resource to deal effectively with pain, and 
how to use it is considered important. Therefore, it is thought that having healthy religious beliefs and doing 
healthy religious activities can serve as a factor to improve the quality of life of patients with chronic pain. 
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It was also found that the cause of the pain did not affect the quality of life of the patient with chronic pain. 
Chronic pain can be caused by a variety of factors, and the meaning of pain perceived by a patient may be 
different depending on the factors causing pain. Therefore, the cause of pain in this study is not an 
influencing factor in quality of life, but since it showed significant differences in the quality of life, 
catastrophizing, and pain acceptance according to the cause of pain, it is considered that the related research 
needs to be continuously conducted. 

In this study, factors affecting the quality of life of psychiatric outpatients with chronic pain were 
catastrophizing, spirituality, pain acceptance, neuroticism, and the number of pain sites. This study is 
significant in that it has been confirmed that pain acceptance and spirituality are positive factors for the 
quality of life of patients with chronic pain, and that catastrophizing and neurosis are negative factors. In 
order to improve the quality of life of patients with chronic pain, pain acceptance and spirituality should be 
increased, and catastrophizing and neurosis should be tried to lower. Mental health practitioners need to 
recognize the importance of psychosocial factors in patients with chronic pain and need to develop a variety 
of strategies to improve the quality of life for them.  

5 Conclusions 
This was a descriptive study that identified psychosocial factors that affect the quality of life of 

psychiatric outpatients suffering chronic pain. Based on these results, this study aimed to provide basic data 
for developing various interventions that would improve the quality of life of chronic pain patients. 

In conclusion, in order to improve the quality of life of patients with chronic pain, various strategies to 
help sufferers accept pain, and accept it positively, are needed rather than accepting pain negatively. 
Specifically, there is a need for a variety of interventions, such as optimism-enhancing programs to increase 
pain acceptance and to alleviate the negative characteristics of neuroticism. In addition, a spiritually-oriented 
approach is required if spirituality, one of the essential elements of humanity, is to be manifested in a healthy 
way in one’s life. It is necessary to apply several interventions such as meditation, image therapy, etc., to 
reduce the level of catastrophizing and to express spirituality in a healthy one’s way in the clinical settings. 
Lastly, personality has characteristics that change according to the environment and the situation, so individual 
care should take a patient’s personality into consideration so that patients can change their negative personality 
traits into positive traits. For this, it is suggested to apply cognitive education programs. 

The limitations of this study are that a convenience sample was used, consisting of chronic pain 
patients who visited the mental health department of a university hospital in Seoul. Therefore, care should 
be taken before applying the results of this study to general patients with chronic pain. In addition, since 
the sample size is small and cross sectional research, it is difficult to confirm the causal relationship, so it 
is necessary to expand the number of subjects and check the moderating effect and mediating effect of the 
factors affecting the quality of life of the subjects with chronic pain. Finally, in order to obtain more 
clinically meaningful results, it is necessary to further subdivide according to the duration of pain, duration 
of treatment, and intensity of pain to check the impact of their quality of life. 

Funding Statement: The author received no specific funding for this study. 

Conflicts of Interest: The authors declare that they have no conflicts of interest to report regarding the 
present study. 

References 
1.  Dahlhamer, J., Lucas, J., Zelaya, C., Nahin, R., Mackey, S. et al. (2018). Prevalence of chronic pain and high-impact 

chronic pain among adults—United States, 2016. Morbidity and Mortality Weekly Report, 67(36), 1001–1006.  
2.  Fayaz, A., Croft, P., Langford, R. M., Donaldson, L. J., Jones, G. T. (2016). Prevalence of chronic pain in the 

UK: a systematic review and meta-analysis of population studies. BMJ Open, 6(6), e010364.  
3.  Schopflocher, D., Taenzer, P., Jovey, R. (2011). The prevalence of chronic pain in Canada. Pain Research and 

Management, 16(6), 445–450.  



 
 
102                                                                                                                                           IJMHP, 2020, vol.22, no.2   

4.  Simon, L. S. (2012). Relieving pain in America: a blueprint for transforming prevention, care, education, and 
research. Journal of Pain & Palliative Care Pharmacotherapy, 26(2), 197–198.  

5.  Leadley, R. M., Armstrong, N., Lee, Y. C., Allen, A.,  Kleijnen, J. (2012). Chronic diseases in the European 
Union: the prevalence and health cost implications of chronic pain. Journal of Pain & Palliative Care 
Pharmacotherapy, 26(4), 310–325.  

6.  Gore, M., Sadosky, A., Stacey, B. R., Tai, K. S., Leslie, D. (2012). The burden of chronic low back pain: clinical 
comorbidities, treatment patterns, and health care costs in usual care settings. Spine, 37(11), E668–E677.  

7.  Lindblom, U. (1986). Pain terms: a current list with definitions and notes on usage. Pain Supplment, 3, S215–
S221.  

8.  Siddall, P. J., Cousins, M. J. (2004). Persistent pain as a disease entity: implications for clinical 
management. Anesthesia & Analgesia, 99(2), 510–520.  

9.  Treede, R. D., Rief, W., Barke, A., Aziz, Q., Bennett, M. I. et al. (2019). Chronic pain as a symptom or a disease: 
the IASP classification of chronic pain for the: international classification of diseases: (ICD–11). Pain, 160(1), 
19–27. 

10.  Sirianni, J., Ibrahim, M., Patwardhan, A. (2015). Chronic pain syndromes, mechanisms, and current treatments. 
In progress in molecular biology and translational science. Academic Press, UK. 

11.  Bushnell, M. C., Čeko, M., Low, L. A. (2013). Cognitive and emotional control of pain and its disruption in 
chronic pain. Nature Reviews Neuroscience, 14(7), 502–511. 

12.  Breivik, H., Collett, B., Ventafridda, V., Cohen, R., Gallacher, D. (2006). Survey of chronic pain in Europe: 
prevalence, impact on daily life, and treatment. European Journal of Pain, 10(4), 287–287. 

13.  Craig, A., Tran, Y., Siddall, P., Wijesuriya, N., Lovas, J. et al. (2013). Developing a model of associations 
between chronic pain, depressive mood, chronic fatigue, and self-efficacy in people with spinal cord injury. The 
Journal of Pain, 14(9), 911–920. 

14.  Nakamura, M., Nishiwaki, Y., Ushida, T., Toyama, Y. (2011). Prevalence and characteristics of chronic 
musculoskeletal pain in Japan. Journal of Orthopaedic Science, 16(4), 424–432. 

15.  Campbell, G., Darke, S., Bruno, R., Degenhardt, L. (2015). The prevalence and correlates of chronic pain and 
suicidality in a nationally representative sample. Australian & New Zealand Journal of Psychiatry, 49(9), 803–811. 

16.  Ferreira, M. S., Pereira, M. G. (2014). The mediator role of psychological morbidity in patients with chronic low 
back pain in differentiated treatments. Journal of Health Psychology, 19(9), 1197–1207. 

17.  Knaster, P., Karlsson, H., Estlander, A. M., Kalso, E. (2012). Psychiatric disorders as assessed with SCID in chronic 
pain patients: the anxiety disorders precede the onset of pain. General Hospital Psychiatry, 34(1), 46–52. 

18.  Hayes, C., Naylor, R., Egger, G. (2012). Understanding chronic pain in a lifestyle context: the emergence of a 
whole-person approach. American Journal of Lifestyle Medicine, 6(5), 421–428. 

19.  Ciccone, D. S., Grzesiak, R. C. (1984). Cognitive dimensions of chronic pain. Social Science & Medicine, 19(12), 
1339–1345. 

20.  Beck, A. T. (1979). Cognitive therapy and the emotional disorders. Penguin. UK. 
21.  Fuss, I., Angst, F., Lehmann, S., Michel, B. A., Aeschlimann, A. (2014). Prognostic factors for pain relief and 

functional improvement in chronic pain after inpatient rehabilitation. The Clinical Journal of Pain, 30(4), 279–285. 
22.  Tang, N. K., Wright, K. J.,  Salkovskis, P. M. (2007). Prevalence and correlates of clinical insomnia co‐

occurring with chronic back pain. Journal of Sleep Research, 16(1), 85–95. 
23.  Vlaeyen, J. W., Linton, S. J. (2000). Fear-avoidance and its consequences in chronic musculoskeletal pain: a 

state of the art. Pain, 85(3), 317–332. 
24.  Conrad, R., Schilling, G., Bausch, C., Nadstawek, J., Wartenberg, H. C. et al. (2007). Temperament and character 

personality profiles and personality disorders in chronic pain patients. Pain®, 133(1–3), 197–209. 
25.  Martínez, M. P., Sánchez, A. I., Miró, E., Medina, A., Lami, M. J. (2011). The relationship between the fear-

avoidance model of pain and personality traits in fibromyalgia patients. Journal of Clinical Psychology in 
Medical Settings, 18(4), 380–391. 

26.  West, C., Buettner, P., Stewart, L., Foster, K., Usher, K. (2012). Resilience in families with a member with 
chronic pain: a mixed methods study. Journal of Clinical Nursing, 21(23–24), 3532–3545. 



 
 
IJMHP, 2020, vol.22, no.2                                                                                                                                                103 

 

27.  McCracken, L. M., Spertus, I. L., Janeck, A. S., Sinclair, D., Wetzel, F. T. (1999). Behavioral dimensions of 
adjustment in persons with chronic pain: pain-related anxiety and acceptance. Pain, 80(1–2), 283–289. 

28.  McCracken, L. M., Vowles, K. E.,  Eccleston, C. (2004). Acceptance of chronic pain: component analysis and a 
revised assessment method. Pain, 107(1–2), 159–166. 

29.  Gillanders, D. T., Ferreira, N. B., Bose, S., Esrich, T. (2013). The relationship between acceptance, 
catastrophizing and illness representations in chronic pain. European Journal of Pain, 17(6), 893–902. 

30.  Viane, I., Crombez, G., Eccleston, C., Devulder, J., De Corte, W. (2004). Acceptance of the unpleasant reality 
of chronic pain: effects upon attention to pain and engagement with daily activities. Pain, 112(3), 282–288. 

31.  Wright, M. A., Wren, A. A., Somers, T. J., Goetz, M. C., Fras, A. M. et al. (2011). Pain acceptance, hope, and 
optimism: relationships to pain and adjustment in patients with chronic musculoskeletal pain. The Journal of 
Pain, 12(11), 1155–1162. 

32.  Park, S. Y., Lee, S. J., Ho, H. M. (2016). The relationship between loneliness, spirituality and depression: focused 
on Korean immigrant women in Vietnam. Korean Journal of Health Psychology, 21(6), 339–356.  

33.  Siddall, P. J., Lovell, M., MacLeod, R. (2015). Spirituality: what is its role in pain medicine? Pain 
Medicine, 16(1), 51–60. 

34.  Dysvik, E., Sommerseth, R., Jacobsen, F. F. (2011). Living a meaningful life with chronic pain from a nursing 
perspective. Narrative approach to a case story. International Journal of Nursing Practice, 17(1), 36–42. 

35.  Scholich, S. L., Hallner, D., Wittenberg, R. H., Hasenbring, M. I.,  Rusu, A. C. (2012). The relationship between 
pain, disability, quality of life and cognitive-behavioural factors in chronic back pain. Disability and 
Rehabilitation, 34(23), 1993–2000. 

36.  Cocito, D., Paolasso, I., Pazzaglia, C., Tavella, A., Poglio, F. et al. (2006). Pain affects the quality of life of 
neuropathic patients. Neurological Sciences, 27(3), 155–160. 

37.  Kalia, L. V., OConnor, P. W. (2005). Severity of chronic pain and its relationship to quality of life in multiple 
sclerosis. Multiple Sclerosis Journal, 11(3), 322–327. 

38.  Autret, A., Roux, S., Rimbaux-Lepage, S., Valade, D., Debiais, S. et al. (2010). Psychopathology and quality of 
life burden in chronic daily headache: influence of migraine symptoms. The Journal of Headache and 
Pain, 11(3), 247–253. 

39.  Elliott, T. E., Renier, C. M., Palcher, J. A. (2003). Chronic pain, depression, and quality of life: correlations and 
predictive value of the SF-36. Pain Medicine, 4(4), 331–339. 

40.  Chung, K. F., Tso, K. C., Yeung, W. F., Li, W. H. (2012). Quality of life in major depressive disorder: the role 
of pain and pain catastrophizing cognition. Comprehensive Psychiatry, 53(4), 387–395. 

41.  Cvijetic, S., Bobic, J., Grazio, S., Uremovic, M., Nemcic, T. et al. (2014). Quality of life, personality and use of 
pain medication in patients with chronic back pain. Applied Research in Quality of Life, 9(2), 401–411. 

42.  Vincent, H. K., Omli, M. R., Day, T., Hodges, M., Vincent, K. R. et al. (2011). Fear of movement, quality of 
life, and self-reported disability in obese patients with chronic lumbar pain. Pain Medicine, 12(1), 154–164. 

43.  Lamé, I. E., Peters, M. L., Vlaeyen, J. W., Kleef, M. V., Patijn, J. (2005). Quality of life in chronic pain is more 
associated with beliefs about pain, than with pain intensity. European Journal of Pain, 9(1), 15–24. 

44.  Whoqol Group. (1995). The World Health Organization quality of life assessment (WHOQOL): position paper 
from the World Health Organization. Social Science & Medicine, 41(10), 1403–1409. 

45.  Min, S. K., Lee, C. I., Kim, K. I., Suh, S. Y., Kim, D. K. (2000). Development of Korean version of WHO quality 
of life scale abbreviated version (WHOQOL-BREF). Journal of Korean Neuropsychiatric Association, 39(3), 
571–579. 

46.  Sullivan, M. J., Bishop, S. R., Pivik, J. (1995). The pain catastrophizing scale: development and 
validation. Psychological Assessment, 7(4), 524. 

47.  Cho, S., Kim, H. Y., Lee, J. H. (2013). Validation of the Korean version of the pain catastrophizing scale in 
patients with chronic non-cancer pain. Quality of Life Research, 22(7), 1767–1772. 

48.  Reed, P. G. (1987). Spirituality and well‐being in terminally ill hospitalized adults. Research in Nursing & 
Health, 10(5), 335–344. 



 
 
104                                                                                                                                           IJMHP, 2020, vol.22, no.2   

49.  Kim, S. S., Reed, P. G., Kang, Y., Oh, J. (2012). Translation and psychometric testing of the Korean versions of 
the spiritual perspective scale and the self-transcendence scale in Korean elders. Journal of Korean Academy of 
Nursing, 42(7), 974–983. 

50.  McCracken, L. M. (1999). Behavioral constituents of chronic pain acceptance: results from factor analysis of the 
Chronic Pain Acceptance Questionnaire. Journal of Back and Musculoskeletal Rehabilitation, 13(2–3), 93–100. 

51.  Cho, S., Heiby, E. M., McCracken, L. M., Moon, D. E.,  Lee, J. H. (2012). Psychometric properties of a Korean 
version of the chronic pain acceptance questionnaire in chronic pain patients. Quality of Life Research, 21(6), 
1059–1064. 

52.  Pervin, L. A.,  John, O. P. (Eds.). (1999). Handbook of personality: theory and research. Elsevier. Dutch. 
53.  Rammstedt, B., John, O. P. (2007). Measuring personality in one minute or less: a 10-item short version of the 

big five inventory in English and German. Journal of Research in Personality, 41(1), 203–212. 
54.   Kim, S. Y., Kim, J. M., Yoo, J. A., Bae, K. Y., Kim, S. W. et al. (2010). Standardization and validation of big 

five inventory-Korean version (BFI-K) in elders. Korean Journal of Biological Psychiatry, 17(1), 15–25. 
55.  Block, C. K., Brock, J. (2008). The relationship of pain catastrophizing to heightened feelings of distress. Pain 

Management Nursing, 9(2), 73–80. 
56.  Viggers, L. C., Caltabiano, M. L. (2012). Factors affecting the psychological functioning of a ustralian adults 

with chronic pain. Nursing & Health Sciences, 14(4), 508–513. 
57.  Buer, N., Linton, S. J. (2002). Fear-avoidance beliefs and catastrophizing: occurrence and risk factor in back 

pain and ADL in the general population. Pain, 99(3), 485–491. 
58.  Krsmanovic, A., Tripp, D. A., Nickel, J. C., Shoskes, D. A., Pontari, M. et al. (2014). Psychosocial mechanisms 

of the pain and quality of life relationship for chronic prostatitis/chronic pelvic pain syndrome 
(CP/CPPS). Canadian Urological Association Journal, 8(11–12), 403–408. 

59 Feinstein, A. B., Forman, E. M., Masuda, A., Cohen, L. L., Herbert, J. D. et al. (2011). Pain intensity, psychological 
inflexibility, and acceptance of pain as predictors of functioning in adolescents with juvenile idiopathic arthritis: a 
preliminary investigation. Journal of Clinical Psychology in Medical Settings, 18(3), 291–298. 

60.  Büssing, A., Michalsen, A., Balzat, H. J., Grünther, R. A., Ostermann, T. et al. (2009). Are spirituality and 
religiosity resources for patients with chronic pain conditions? Pain Medicine, 10(2), 327–339. 

61.  Pinto-Gouveia, J., Costa, J., Marôco, J. (2015). The first 2 years of rheumatoid arthritis: the influence of 
acceptance on pain, physical limitation and depression. Journal of Health Psychology, 20(1), 102–112. 

62.  Gillanders, D. T., Ferreira, N. B., Bose, S., Esrich, T. (2013). The relationship between acceptance, 
catastrophizing and illness representations in chronic pain. European Journal of Pain, 17(6), 893–902. 

63.  Tate, D. G., Forchheimer, M. (2002). Quality of life, life satisfaction, and spirituality: comparing outcomes 
between rehabilitation and cancer patients. American Journal of Physical Medicine & Rehabilitation, 81(6), 
400–410. 

64.  Rippentrop, A. E., Altmaier, E. M., Chen, J. J., Found, E. M., Keffala, V. J. (2005). The relationship between 
religion/spirituality and physical health, mental health, and pain in a chronic pain population. Pain, 116(3), 311–321. 

65.  Koh, J. S., Ko, H. J., Wang, S. M., Cho, K. J., Kim, J. C. et al. (2014). The association of personality trait on 
treatment outcomes in patients with chronic prostatitis/chronic pelvic pain syndrome: an exploratory 
study. Journal of Psychosomatic Research, 76(2), 127–133. 

66.  Fishbain, D. A., Cole, B., Cutler, R. B., Lewis, J., Rosomoff, H. L. et al. (2006). Chronic pain and the 
measurement of personality: do states influence traits? Pain Medicine, 7(6), 509–529. 

67.   Hunfeld, J. A. M., Passchier, J., Perquin, C. W., Hazebroek-Kampschreur, A. A. J. M., van Suijlekom-Smit, L. 
W. A. et al. (2001). Quality of life in adolescents with chronic pain in the head or at other locations. Cephalalgia, 
21(3), 201–206. 

68.   Sullivan, M. J., Thorn, B., Haythornthwaite, J. A., Keefe, F., Martin, M. et al. (2001). Theoretical perspectives 
on the relation between catastrophizing and pain. The Clinical Journal of Pain, 17(1), 52–64. 

69. Rippentrop, A. E. (2005). A review of the role of religion and spirituality in chronic pain 
populations. Rehabilitation Psychology, 50(3), 278. 

70.   Andersson, G. (2008). Chronic pain and praying to a higher power: useful or useless? Journal of Religion and 
Health, 47(2), 176–187. 


	Eun-Joo Choi1 and So Yeon Yoo2,*
	Received: 18 April, 2020; Accepted: 19 May, 2020
	References

