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ABSTRACT 

The purpose of this research was to investigate the 

relationships among Rheumatoid Arthritis (RA) disease 

activity, emotional depression and the chronic pain 

experience. Twenty-five patients with a confirmed diagnosis 

of RA completed a demographic information sheet, the 

Arthritis Index of Disease Activity, the Center for 

Epidemiological Studies Depression Scale and the Chronic 

Pain Experience Instrument. Pearson's product-moment 

correlations revealed a statistically significant positive 

correlation between the chronic pain experience and 

depression (r = .66; p = .00). Regression analysis revealed 

that the components of the chronic pain experience including 

the perceived effects on functioning, distress and 

helplessness accounted for 43% of the variance in 

depression. These data suggest that interventions designed 

to alleviate the chronic pain experience may reduce 

emotional depression in persons with RA. 



CHAPTER ONE 

Introduction 
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Chronic diseases are highly prevalent, but none is more 

widespread and disabling than arthritis. The National 

Arthritis Foundation reported that .approximately 37 million 

of the 227 million people in the United States are afflicted 

with some type of arthritis (Metropolitan Washington Chapter 

of the Arthrtis Foundation [MWCAF], 1986). Of these 

individuals, approximately 8 million have rheumatoid 

arthritis (RA), 18 million have osteoarthritis, 2.5 million 

have gout, and 8.5 million have various other types of 

arthritis and arthritis-related afflictions (i.e., 

ankylosing spondylitis, psoratic arthritis, scleroderma and 

systemic lupus erythematosus) (MWCAF). 

Arthritis not only affects a great many people but the 

financial implications are also staggering. Each year 26.6 

billion work days are lost, $4.8 billion in wages are lost, 

$5 billion is spent on medical costs, and $1 billion is 

spent on disability aid and insurance (MWCAF, 1986). 

The etiology of rheumatoid arthritis is still unknown. 

A current hypothesis is that ... "RA occurs in the setting of 

a genetically predisposed individual in response to a 

pathogenic agent or antigen" (Miller-Blair & Robbins, 1993, 

p. 30). Triggers thought to play a role in the development 
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of RA include infectious agents (bacterial antigens, 

viruses, mycoplasma) and endogenous antigens (collagens, 

mucopolysacharrides and rheumatoid factor) (Wortman, 1991). 

While the etiology remains unknown, the manifestations 

of this chronic disease are clear and include restricted 

mobility, joint disfigurement, physical pain and emotional 

depression (Mooney, 1983). However, the attribution of the 

relationships between these variables has not been clearly 

documented. Several authors have attempted to explain the 

relationship between chronic pain and depression (Brown, 

Nicassio, & Wallston, 1989; Lefebvre, 1981; Nicassio & 

Wallston, 1992; Serbo & Jajic, 1991; von Knorring, Perris, 

Eisemann, Eriksson, & Perris, 1983; Williamson & Schulz, 

1992). Unfortunately, the results have been conflicting. 

For example, in a prospective, cross-sectional study 

involving 287 patients with RA, Brown, Nicassio and Wallston 

(1989) concluded that people with chronic pain are more 

likely to be depressed than those without chronic pain. 

Alternately, a study by Lefebvre (1981) involving four 

groups of depressed subjects (N = 89) revealed that 

individuals who are depressed simply report experiencing 

more pain than those who are not depressed. 

Others have examined the relationships between RA 

disease activity and various psychological factors (Crosby, 

1993; Lambert & Lambert, 1987; Parker et al., 1988; Parker 
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et al., 1992). Important questions as to how RA disease 

activity impacts depression and relates to pain remain 

unanswered, as discrepancies among these variables have 

again been reported. For example, Parker et al. (1992) 

found that disease activity had a significant correlation 

with depression (p = .004). Yet it was noted that previous 

studies have not necessarily focused on the same measure of 

disease activity, and none was found that documented the 

relationship of the subjective view of disease activity of 

persons with RA with depression. Parker et al. (1988) also 

studied the relationship of pain to medical variables, 

including disease activity, and reported that disease 

activity was not strongly related to the pain intensity. 

This does not correlate with a telephone survey involving 20 

persons with RA who identified joint pain as the most 

important indicator of their disease activity (Crosby, 

1993). 

Furthermore, the "chronic pain experience" has received 

little attention. Most studies have focused on the 

pathophysiological mechanisms of pain or the perceived pain 

intensity. Research investigating the personal response to 

the pain's perceived effects, including the frustration with 

one's ability or inability to carry out responsibilities, 

interference with how well activities are performed, and 

frustration with not being able to do what one wants to do, 
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has significant implications for the person with RA (Davis, 

1989). 

statement of the Problem 

The incidence of RA in the United States is 

overwhelming. Furthermore, the costs including financial, 

physical, and emotional are devastating. The relationships 

among RA disease activity, emotional depression and the 

chronic pain experience have not been clearly defined. 

Additional research is needed to assist nurses in becoming 

more aware of those factors that influence the life of RA 

patients. 

Purpose 

The purpos of this study was to describe the direction 

and strength of the relationships among the concepts of RA 

disease activity, emotional depression and the chronic pain 

experience in persons with RA. 

Research Questions 

1. Is there a statistically significant relationship 

between RA disease activity and the chronic pain experience 

in persons with RA? 

2. Is there a statistically significant relationship 

between RA disease activity and emotional depression in 

persons with RA? 
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3. Is there a statistically significant relationship 

between the chronic pain experience and emotional depression 

in persons with RA? 

Definition of Terms 

For the purpose of this study the following general 

definition was used: 

Rheumatoid Arthritis: A chronic systemic inflammatory 

disease predominantly affecting diarthrodial joints. The 

etiology of the disease is unknown but current research has 

implicated host genetic factors, immunoregulatory 

abnormalities, autoimmunity and a triggering or persisting 

microbial infection (Arnett, 1992, p. 1508). 

For the purpose of this study the following theoretical 

and operational definitions were used: 

Chronic Pain Experience: 

Theoretical ~ The personal response to pain's perceived 

effects including the frustration with ability to carry out 

responsibilities, interference with how well activites are 

performed, and frustration with not being able to do what 

one wants to do (Davis, 1989). 

Operational - The summed score on the Chronic Pain 

Experience Instrument (CPEI) including the three subscales: 

1) the perceived effects on functioning subscale, 2) the 

distress subscale and 3) the helplessness subscale (Davis, 

1989) . 



Depression: 

Theoretical - A mood disturbance characterized by 

sadness, dispair and discouragement, that may also be 

expressed in a wide spectrum of affective, physiologic, 

cognitive and behavioral manifestations (Mosby, 1986). 

Operational - The summed score on the Center of 

Epidemiological studies Depression Scale (CES-D) (Radloff, 

1977). 

Disease Activity: 

Theoretical - The patient's subjective perception of 

rheumatoid disease activity, as characterized by level of 

joint pain, stiffness, mobility and energy level (Crosby, 

1993). 

Operational - The summed score on the Arthritis Index 

of Disease Activity {AIDA) (Crosby, 1993). 

siqnificance of Research 
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Nurses in almost every area of clinical practice are 

providing care to individuals with arthritis. Thus, nurses 

need to be prepared to treat an individual's response to 

arthritis at any point on the health-illness continuum. 

Two of the most frequently encountered adverse effects of RA 

are chronic pain and emotional depression. Yet the 

relationships between these variables and the additional 

relationship with RA disease activity have not been clearly 

shown. An understanding of these relationships could help 
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nurses to develop realistic goals with their clients and to 

better plan interventions to enhance the quality of life of 

a person with RA. "Is it not vital to let patients teach us 

the nature of suffering so that we in turn may help them to 

cope with it?" (Copp, 1974, p. 495). 

Summary 

This chapter provided an introduction to and the 

background of the widespread prevalence and problems 

identified in persons with rheumatoid arthritis. The 

purpose of this study was to describe the direction and 

strength of the relationships among the concepts of RA 

disease activity, emotional depression and the chronic pain 

experience. Previous research has produced conflicting 

results in examining these relationships. This study is 

significant in that it will provide descriptive information 

that can assist nurses in becoming more aware of factors 

that influence the life of the patient with RA. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

Within this chapter, the conceptual model will be 

discussed as it relates to the research. In addition, the 

critical literature associated with RA disease activity, 

emotional depression and the chronic pain experience will be 

reviewed. 

conceptual Model 

The conceptual model (Figure 1) illustrates the primary 

concepts investigated in the research. Inflammatory 

disease, emotional response and physiological response have 

been identified as the overall constructs. Inflammatory 

disease has been conceptualized as the degree of patient

reported RA disease activity, measured at the operational 

level with the Arthritis Index of Disease Activity (AIDA) 

(Crosby, 1993). Emotional response has been conceptualized 

as depression that often accompanies RA, measured at the 

operational level with the Center for Epidemiological 

Studies Depression Scale (CES-D) (Radloff, 1977). 

Physiologic response was conceptualized in terms of the 

chronic disease pain experience, measured at the operational 

level with the Chronic Pain Experience Instrument (CPEI) 

(Davis, 1987). 
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Rheumatoid Arthritis Disease Activity. Depression, 
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Relevance of the conceptual Model 

The conceptual model (Figure 1) was developed to 

illustrate an integrated set of relationships among concepts 

that have not been satisfactorily addressed in a substantive 

theory. The measures of the concepts of the ch~onic pain 

experience (as measured by the CPEI) (Davis, 1989) and RA 

disease activity (as measured by the AIDA) (Crosby, 1993) are 

newly introduced to help explain the experience of the 

person with RA. Thus, the conceptual model provides a 

conceptual map for the study of the concepts of interest. 

Literature Review 

Inflammatory Disease 

Rheumatoid arthritis (RA) is a chronic, destructive, 

sometimes deforming, inflammatory disease that has an 

autoimmune component (Mosby, 1986). It affects 

approximately one percent of the world's population, two to 

four times as many women as men, and has an incidence that 

increases with advancing age (Miller-Blair & Robbins, 1993). 

This chronic inflammatory disease has been studied 

extensively in attempts to uncover an etiologic agent. 

Credit for the first description of RA is usually given to 

A. J. Landre'-Beauvais (1772-1840), who wrote his thesis in 

1800 describing nine women who had a disease he considered a 

variant of gout and therefore called goutte asthenique 

primitive (Schumacker, Klippel, & Robinson, 1988). He 
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hypothesized that this disease had been in existence for 

many years, but had probably been misdiagnosed as gout. The 

term rheumatoid arthritis was not coined until 1858, by A. 

G. Garrod (Schumacker, Klippel, & Robinson). 

Rheumatoid arthritis affects the diarthrodial (synovial 

lined) joints, and because of its systemic nature affects 

many systems, including the pulmonary, cardiac, nervous, 

integumentary, and reticuloendothelial systems (Bullock & 

Rosendahl, 1988}. It is a heterogeneous disease, with 

variable clinical manifestations, serologies, and genetic 

patterns (Miller-Blair & Robbins, 1993}. The American 

Rheumatism Association has identified 11 criteria for the 

diagnosis of RA. These include: (1) morning stiffness; (2) 

pain on motion or tenderness in at least one joint; (3) 

swelling in at least one joint; (4) swelling of at least one 

other joint; (5) symmetric joint swelling with simultaneous 

involvement of the same joint on both sides of . the body; (6) 

subcutaneous nodules over bony prominences, on extensor 

surfaces, or in juxta-articular regions; (7) 

roentgenographic changes typical of rheumatoid arthritis; 

(8) positive agglutination test; (9) poor mucin precipitate 

from synovial fluid; (10) characteristic histological 

changes in synovial membrane; and (11) characteristic 

histologic changes in nodules (Vollertsen & Hunder, 1985). 
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The exact etiology of RA is still unknown. The current 

preliminary explanations for causation is that ... "RA occurs 

in the setting of a genetically predisposed individual in 

response to a pathogenic agent or antigen" (Miller-Blair & 

Robbins, 1993, p. 30). Triggers thought to play a role in 

the development of RA include infectious agents (bacterial 

antigens, viruses, mycoplasma) and endogenous antigens 

(collagens, mucopolysacharrides and RF) (Wortmann, 1991). 

Treatment of RA involves the combination of medication, 

rest and/or exercise, heat and/or cold therapy, surgery, and 

rehabilitation, with the purposes of relieving pain, 

reducing joint inflammation, preventing joint damage, 

preventing deformities, and keeping joints movable and 

functional (Lambert & Lambert, 1987). Many of the newer 

treatments being studied involve blocking cytokine-mediated 

interactions between cells of the synovium (Miller-Blair & 

Robbins, 1993; Sternberg, Chrousos, Wilder, & Gold, 1992). 

Other standard treatment protocols can be divided into 

two categories of medication regimens (Freundlich, 1988). 

First-line medications include the use of aspirin and/or 

non-steroidal anti-inflammatory drugs (NSAIDs) including 

Indomethacin, Tolmetin, Sulindac, Ibuprofen, Naproxen, 

Fenoprofen, Ketoprofen, Meclofenamate, and Piroxicam. If 

these medications do not control the pain or stiffness 

and/or erosive changes are suspected after four to eight 
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weeks of optimal dosage, a second line agent is begun. 

These medications include antiinflammatory medications such 

as Prednisone, and disease modifying medications such as 

gold, Chloroquine, Hydroxychloroquine, Penicillamine, and 

Methotrexate. Combinations of these first and second line 

medications are prescribed (Freundlich)e 

Rheumatoid Arthritis Disease Activity 

Rheumatoid arthritis disease activity is characterized 

by joint pain, stiffness and swelling (Crosby, 1993). At 

times there is joint effusion and the erythrocyte 

sedimentation rate (ESR) may be increased (Crosby, 1991; 

Schumacker, Klippel, & Robinson, 1988). 

The American Rheumatism Association (ARA) has 

identified four grades of RA, depending upon the number of 

the 11 ARA criteria for the diagnosis of RA and the length 

of duration of these signs and symptoms that a person 

exp~riences (Lambert & Lambert, 1987). Classical RA is 

diagnosed if at least seven of the 11 ARA criteria are 

present and if the total duration of joint symptoms, 

including swelling, has been continuous for at least six 

weeks (Vollertsen & Hunder, 1985). Definitive RA is 

diagnosed when at least five of the 11 ARA criteria are 

present for a total duration of at least six weeks 

(Vollertsen & Hunder). Probable RA is diagnosed when at 

least three of the 11 ARA criteria are present for at least 
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a six-week duration of joint symptoms (Vollertsen & Hunder). 

And finally, possible RA is diagnosed when two of the 11 

criteria are present with a three-week duration of joint 

symptoms (Vollertsen & Hunder) . 

In addition, four stages of progression of RA have been 

identified (Steinbrocker, Traeger & Betterman, 1949). Stage 

I, early RA, is characterized by no destructive changes on 

roentgenographic examination and no evidence of 

osteoporosis; stage II, moderate RA, is characterized by 

roentgenologic evidence of osteoporosis, no joint 

deformities, adjacent muscle atrophy and extraarticular soft 

tissue lesions; stage III, severe RA, is characterized by 

roentgenologic evidence of cartilage and bone destruction in 

addition to osteoporosis, joint deformity, extensive muscle 

atrophy and extraarticular soft tissue lesions; and stage 

IV, terminal RA, is characterized by fibrous or bony 

ankylosis along with the criteria from stage III 

(Steinbrocker, Traeger, & Batterman). 

Currently, methods used to measure RA disease activity 

include the ESR, a joint count of swollen and tender joints, 

and an assessment of disability/functional status. Examples 

of instruments used to quantify these disease parameters 

include the Lansbury Scale for joint counts (Lansbury, 

1958), the Ritchie Scale for disease activity (Ritchie, 

Boyle, Mcinnes, et al, 1968), the Joint Alignment and Motion 
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Scale (JAMS) (Spiegel, Spiegel & Paulus, 1987), 

Schaumacker's (1988) functional capacity classification 

systems, the Arthritis Impact Measurement Scales (AIMS) 

(Mason, Anderson, Meenan, 1986), and the Rapid Assessment of 

Disease Activity in Rheumatology (RADAR) (Mason, Anderson & 

Meenan, 1986). Some problems identified with these 

instruments are lack of sensitivity, inability to address 

the periodicity of remission/exacerbation phases which 

accompany RA disease activity on a daily basis, and 

evaluator bias (Crosby, 1993). 

Thus, the use of a reliable and valid, non-invasive 

instrument to measure the current disease activity of RA is 

warranted. The Arthritis Index of Disease Activity (AIDA) 

(Crosby, 1993) is a newly developed instrument that is based 

upon the symptoms identified by RA patients as those 

considered important in evaluating their disease activity. 

The items include morning and evening joint pain, joint 

stiffness, mobility and energy level. This nine-item visual 

analogue scale has advantages in its ease of administration, 

clinical applicability for measuring RA disease activity and 

its subjective focus that diminishes evaluator bias (Crosby, 

1993) . 

Emotional Response 

The emotional responses of RA have a long history in 

their clinical appearance and also their possible 
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significance as an etiological component of RA. 

In 1937 and 1942 L. Halliday, a well-known English 

internist, published articles on this subject. He offered a 

five-point formula for the predisposition of arthritis: (1) 

emotion (prevalence of upsetting external events), (2) 

personality (RA patients show definite emotional 

limitations, self-restrictions, tend to be independent, 

self-sufficient and have obsessive-compulsive 

characteristics), (3) sex (incidence being 3-5 times more 

common in females, (4) associated affections (psoriasis and 

iridocyclitis), and (5) family history (positive family 

history in 30-40 percent of the cases) (Geist, 1966). 

During the 1950s and 1960s several reports were written 

suggesting that patients with RA share a specific premorbid 

personality characterized by rigidity, self-punitive 

behavior, passivity and difficulty dealing with hostility 

and aggression (Potts, 1984). However, these reports 

present conflicting results. Some of these studies reported 

suppressed hostility and heighten~d aggressive tendencies as 

being characteristic of the rheumatoid personality; whereas 

others indicated that passivity is typical (Ehrlich, 1965). 

The methodology of these studies has been questioned since 

data supporting the rheumatoid personality are based 

primarily on retrospective rather than prospective studies 

that did not include adequate comparison groups. 



Furthermore, these studies often failed to control for 

items that relate to physical symptoms that elevate scores 

for persons with RA (Spergel, Ehrlich & Glass, 1978). 
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Thus, research has failed to support the hypothesis 

that personality factors can cause RA. On the contrary, the 

characteristics of the "rheumatoid personality" may be 

results of the pain and disability of the disease itself 

(Spergel, Ehrlich & Glass, 1978). 

Some have suggested that genetic factors and 

psychologic stressors, such as the death of a spouse, 

conflict at work, or family disruption, may interact and 

contribute to the development of RA in some individuals 

(Baker & Brewerton, 1981; Henoch, Batson & Baum, 1978). In 

a study involving the comparison of women with RA with 

healthy matched controls, Baker and Brewerton found that 

significantly more women with RA experienced an emotionally 

threatening event in the year prior to disease onset. 

Likewise, Crosby (1988) investigated the relationship 

between stress factors, emotional stress and RA disease 

activity using a correlational design that involved 101 

subjects with RA. Statistically significant positive 

correlations were found between RA disease activity and 

measures of emotional stress. The investigator utilized a 

psychophysiological feedback loop model to explain the 

hypothesis that as emotional stress levels increased, RA 
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symptoms intensified; and alternately that as RA symptoms 

intensified emotional stress levels increased (Crosby, 

1988). Regardless of the role of psychological aspects in 

the onset of rheumatic disease, an understanding of these 

issues is crucial in the management of this chronic illness 

(Potts, 1984; Zeitlin, 1977). 

The impact of a chronic disease such as RA affects not 

only the physical realm, but also the socioeconomic and 

psychological areas of life. Pain, stiffness, swelling, 

chronic fatigue, deformity and loss of physical function may 

lead to loss of independence and loss of self-esteem. 

Emotional responses such as depression, or the five 

sequential stages of emotional response to terminal illness 

described by Kubler-Ross (denial, anger, bargaining, 

depression, and acceptance) (Zeitlin, 1977) are frequent 

manifestations. Because RA disease activity can vary from 

hou+ to hour, day to day, ... "the fluidity between the 

stages of emotional response is more marked in individuals 

with arthritis than in most terminally ill people" (Gross, 

1981). 

Depression 

The most common and debilitating psychological symptom 

associated with RA is emotional depression (Beckham et al., 

1992). The Primer on the Rheumatic Diseases (1988) lists 

depression as one of the clinical features of RA. 
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Researchers at the Arthritis Institute have found that this 

emotional response frequently accompanying RA usually comes 

in very short episodes, lasting from just a few hours to a 

few days, and that the depression clears up as the disease 

goes into remission (Brown & Scammell, 1988). The 

prevalence of depression among persons with RA ranges from 

19% to nearly 50% (Beckham et al.). 

Depression is characterized by feelings of sadness, 

helplessness, isolation, loss of self-worth and loss of 

interest in others (Schumacher, Klippel, & Robinson, 1988). 

Manifestations of it in the general population often include 

loss of appetite and poor sleep habits, among others, but in 

the person with RA, these symptoms may be attributed to the 

physical symptoms of the disease. 

The determinants of depression in RA are complex and 

multifaceted. Many clinicians regard depression either as a 

forerunner of the disease, or as an aspect of stress that 

would be natural with any chronic, progressive problem 

(Brown & Scammell, 1988). It has also been hypothesized to 

be a reaction to the loss of function, loss of self-esteem, 

pain or anticipated losses in the future (Schumacher, 

Klippel, & Robinson, 1988). Some have even stated that 

depression may actually be a component of the disease 

process itself (Brown & Scammell). 
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In an outpatient, convenience sample of 34 patients who 

were diagnosed with classic or definite RA, Beckham et al. 

(1992) examined the degree to which depression is related to 

physical and psychosocial dysfunction. Along with 

demographic variables, responses to the Beck Depression 

Inventory (Beck & Steer, 1987) and to the Sickness Impact 

Profile (Bergner, Bobbitt, Carter, & Gilson, 1981), data 

related to the duration of disease and functional 

classifications were collected for each patient. Regression 

analysis revealed that depression was an important predictor 

of overall behavioral, physical and psychosocial 

dysfunction. The proportion of variance attributed to 

depression was moderate to large and was significant even 

after controlling for important demographic and medical 

status variables. The results of this study have 

limitations in that it included only one measure of the 

severity of the disease (functional classification), failed 

to include multiple measures of level of functioning, and 

used a small sample. Despite these caveats, the results 

suggest that depression is an important factor to be 

considered when evaluating the clinical significance of 

physical and psychosocial dysfunction in patients with 

rheumatoid arthritis (Beckham et al.). 

In a study exploring the effects of cognitive 

distortion and depression on disability in RA, Clough (1991) 
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interviewed RA patients (N = 165) using the Sickness Impact 

Profile (Bergner, 1978), two Cognitive Error Questionnaires, 

the Symptom Questionnaire (Kellner, 1987), and the ARA 

Disease Severity staging list (Rodnan, Schumacher, & 

Zvaifler, 1983). Multiple statistical methods were used to 

analyze the results. Findings indicated that distortion and 

depression best explained total disability in Stage II (R2 = 

.60 using general distortion; R2 = .58 using arthritis 

distortion). However, there were no significant differences 

in mean scores between the other three stages for the 

following variables: disability, general distortion, 

arthritis distortion, depression or level of pain. Thus, 

nursing interventions designed to decrease or prevent 

congitive distortion may decrease disability as well as 

depression. 

Rehabilitation experts have ascertained that it is 

important for persons with RA and their family _members to 

recognize depression as a normal aspect of coping with 

chronic illness (Potts, 1984). Thus, the person with RA 

will not experience the extra burden of self-guilt for being 

depressed and their significant others may be more willing 

to provide needed emotional support. 

The Center for Epidemiological Studies Depression Scale 

(Radloff, 1977) is a widely-used scale that assesses the 

existence of depressive symptoms during the past week, 
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positive mood and vegetative symptoms. 

Physiologic Response 
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In spite of being such a universally appreciated 

physiological response, pain remains a largely elusive 

entity due in part to its highly subjective nature. Pain 

defies simple characterization or quantification (Lee & 

Rowlingson, 1990). A group of individuals concerned with 

the consistent use of terminology related to pain worked 

from 1976 to 1978 to arrive at a taxonomy that could provide 

a common operational framework and a basis for further 

development. This Subcommittee of the Association for the 

Study of Pain (IASP Subcommittee on Taxonomy, 1979) defined 

pain as "an unpleasant sensory and emotional experience 

associated with actual or potential damage, or described in 

terms of such damage" (p. 250). 

McCaffery offers another simple and useful definition 

of pain (1972, p. 8): "Pain is whatever the experiencing 

person says it is and exists whenever he says it does." 

This definition can be beneficial to both the nurse and the 

patient because it focuses on the subjective approach, which 

is congruent with the idea that the patient is the only one 

who knows how it feels and what sjhe feels. 
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Chronic Pain Experience 

"Alteration in Comfort: Pain" was identified as a 

nursing diagnostic category in 1978 by the National 

Conference for Classification of Nursing Diagnosis, and was 

accepted in 1980 (Kim & Moritz, 1982). This nursing 

diagnostic category has further been divided into the 

categories of acute and chronic pain (Carroll-Johnson, 

1989). Carpenito (1983) makes working definitions of the 

differences in these types of pain that are useful for 

clinical practice. Acute pain is defined as "pain that can 

last from one second to as long as six months. It subsides 

with healing or when the stimulus is removed" (p. 117). 

Alternately, chronic pain is defined as "persistent or 

intermittent pain that lasts for more than six months" (p. 

122). These definitions emphasize the differences in length 

of duration, but chronic pain is a much more complex entity 

than time. This type of pain that "exists without a known 

time limit ... becomes a constant companion, to be controlled 

if possible but always to be lived with" (Johnson, 1977, p. 

141) . 

Few persons suffer as much intense pain and discomfort 

over prolonged periods as those with arthritis (Hart & 

Huskisson, 1972). The pain associated with RA is at times 

. nondescript, at times chronic, but most arthritics will 

agree that it is present in some form for most of their 
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lives (Mooney, 1983). Even though pain is such a universal 

phenomena, there is a lack of information in the literature 

about actual patient accounts of the chronic pain 

experience. 

"Although doctors and nurses work at the bedside, few 
have studied what John Murray calls the pain 
experience. The cause and process of pain have been 
investigated through technology, pharmacology, 
physiology, and anesthesiology. The religious and the 
existentialist have described and attempted to account 
for the place of pain in life. But no one, including 
the anthropologist, sociologist and psychologist, has 
markedly enriched our awareness of the phenomenon of 
suffering. The course is almost uncharted, though we 
are indebted to a few patient-authors." (Copp, 1974, p. 
491) 

Persons with RA have consistently reported that pain 

relief is their primary objective in seeking medical care. 

Gibson and Clark (1985) reported that 47% of their sample of 

patients with RA rated pain relief as the most important 

objective of treatment. Likewise, McKenna and Wright (1985) 

found that 66% of patients with RA ranked pain as the most 

important symptom. 

Furthermore, pain has been shown to have a significant 

' 

impact on other adverse effects of RA. In a survey of 100 

persons with RA asking them to identify the factors that 

they believed contributed to their fatigue, RA disease 

activity as described by "joint pain" was one of the three 

most frequently identified factors (Crosby, 1991). Further 

descriptive correlational investigation involving 
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electroencephalographic (EEG) sleep studies and other 

measures of pain and physical ability revealed that pain was 

significantly (p = .03) related to the number of awakenings 

during sleep, and was positively, although not significantly 

related to fatigue (r = .62; p = .26) (Crosby, 1991). 

How are persons with RA currently managing their 

chronic pain? Davis, Cortez, and Rubin (1990) investigated 

the pain management of the older adult with rheumatic 

disease. Using a purposive nonrandom sample (N = 82) of 

persons with RA and osteoarthritis (OA), the results of five 

paper-and-pencil instruments were statistically compared 

between those >65 and those <65 years of age. Medication, 

rest, heat, distraction, exercise and talking with others 

were methods most often used by older adults (N = 31). 

Methods identified by them as most helpful included 

medication, rest and heat. When the pain management 

techniques of those adults under 65 (N = 51) were compared 

with the older adults using the two-tailed t test (p < .05) 

several differences were noted. This group combined a 

greater number of methods, and rated relaxation techniques 

as being significantly more helpful, specifically 

biofeedback (t = 6.00, p = .001). 

In addition to the above methods of dealing with the 

chronic pain of RA, additional coping strategies have been 

identified. In a longitudinal study involving 223 RA 



34 

patients, the maladaptive coping strategy of catastrophizing 

was investigated (Keefe, Brown, Wallston, & Caldwell, 1989). 

catastrophizing is a method of cognitively coping with pain 

characterized by negative self-statements and overly 

negative thoughts and ideas about the future (Gross, 1986). 

A t test for dependent samples was carried out comparing 

catastrophizing at time 1 and at time 2, but revealed no 

significant changes in catastrophizing occurring over 6 

months (t = .81). But, correlational analyses revealed that 

catastrophizing at time 1 was positively correlated with 

pain ratings, physical disability on the AIMS, and 

depression on the CES-D at time 2. The authors suggest that 

these results indicate that catastrophizing is a maladaptive 

coping strategy in RA patients (Keefe, Brown, Wallston, & 

Caldwell). 

The relationship of coping strategies and affect to 

both concurrent and 18-month follow-up pain and disability 

was studied in 60 women with rheumatoid or psoriatic 

arthritis of <8 years' duration (Stewart & Knight, 1991). 

Besides demographic variables, the ESR, articular index 

(AI), functional status using the AIMS (Meenan, Gertman, & 

Mason, 1980), pain using the McGill Pain Questionnarie 

(MPQ) (Melzack, 1987) and the pain subscale of the AIMS, mood 

using the depression and anxiety subscales of the AIMS, 

coping using the Coping Strategies Questionnaire 
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(CSQ) (Rosenstiel & Keefe, 1983), and self-efficacy using the 

Arthritis Self-Efficacy Scale (Lorig, Chastain, Ung, Shoor, 

& Holman, 1989) were all assessed using multiple 

correlations, canonical correlations, and hierarchical 

stepwise multiple regressions for each outcome measure from 

each phase of data collection. 

After accounting for physical variables, mood and 

coping strategies were significantly, and largely 

independently, related to concurrent pain and disability 

measures. However, future disability was not predicted by 

either mood or coping strategy use. Increased use of 

catastrophization was significantly correlated with higher 

MPQ pain scores (r = .24, p < .04). The authors concluded 

that interventions to promote better adjustment for people 

with rheumatoid or psoriatic arthritis should target both 

mood and coping strategies, as both may contribute to 

adjustment to the chronic pain experience (Stewart & Knight, 

1991). 

Most previous studies related to the measurement of 

chronic pain have focused primarily on either the 

pathophysiological mechanisms of pain or the perceived pain 

intensity. Little attention has been given to the patient's 

subjective report of the pain experience. The focus on the 

subjective chronic pain experience is consistent with the 

definition of nursing as "the diagnosis and treatment of 
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human responses to actual or potential health problems'~ 

{American Nurses' Association, 1980, p. 9). The Chronic 

Pain Experience Instrument (CPEI) (Davis, 1989) was 

developed to do just this. The CPEI measures the RA 

patient's personal response to the pain's perceived effects 

such as the frustration with ability to carry out 

responsibilities, interference with how well activities are 

performed, and frustration with not being able to do what 

one wants to do (Davis, 1989). 

Conceptual Links 

Rheumatoid Arthritis Disease Activity and Depression 

A review of literature revealed few studies directly 

describing the relationship between RA disease activity and 

depression. However, the Arthritis Institute has stated 

that the psychological symptoms of arthritis are indeed a 

component of the RA disease process, and when the disease 

goe~ into remission, these symptoms clear up {Brown & 

Scammell, 1988). This would indicate a positive 

relationship between these two variables, although the exact 

mechanism of depression and its relationship to disease 

activity is not clearly documented. 

In a study using structural equation modeling 

techniques, the potential interrelationships among 

psychological factors, immunologic activation, and disease 

activity in RA was examined (Parker et al., 1992). Eighty 
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male patients from a midwestern Department of Veterans 

Affairs hospital with a diagnosis of classic or definite RA 

were administered the Beck Depression Inventory (BDI) (Beck & 

Steer, 1987), the AIMS pain subscale (Meenan, Gertman, & 

Mason, 1980) and the Arthritis Helplessness Index 

(AHI) (Nicassio, Wallston, & Callahan, 1985), were examined 

by an experienced rheumatology nurse who performed joint 

counts, and had peripheral blood drawn for the 

immunophenotypic analysis of lymphocytes. Disease activity 

was found to have a significant effect upon the dependent 

variable of depression (p = .004), supporting the hypothesis 

that disease activity exacerbates depression (Parker et 

al.). 

A report from the Combined Clinical Staff Conference 

held in May of 1990 at the National Institutes of Health 

(Sternberg, Chrousos, Wilder, & Gold, 1992) stated that 

diseases characterized by both inflammatory and emotional 

disturbances may derive from common alterations in specific 

central nervous · system pathways. This hypothesis was 

supported by explaining that immune cytokines not only 

activate immune function, but also recruit central stress

responsive neurotransmitter systems such as corticotropin

releasing hormone (CRH) neurons which activate the 

pituitary-adrenal axis and sets in motion a series of 

behavioral and physiologic responses (Sternberg, Chrousos, 
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Wilder, & Gold). The pathophysiologic perturbation of this 

feedback loop results in the development of inflammatory 

syndromes such as RA, and behavioral syndromes, such as 

depression (Sternberg, Chrousos, Wilder, & Gold). 

As previously noted, a high incidence of depression in 

RA has been documented (Beckham et al., 1992). It seems 

logical that RA patients with more active disease would 

appear to be more susceptible to depression, from either the 

pathophysiological changes with RA or all of the 

limitations, pain and uncertainty RA brings to a person's 

life. 

Disease activity has been classified in many ways. 

Thus, results from previous studies have not necessarily 

focused on the same measure of disease activity, and 

therefore the results cannot be equated. Furthermore, no 

study was found in the literature review that documented the 

relationship of the subjective view of disease activity of 

persons having RA with depression. Thus, the preliminary 

hypothesis for the relationship between RA disease activity 

and depression is uncertain (Figure 1). 

RA Disease Activity and the Chronic Pain Experience 

Questions remain as to how RA disease activity relates 

to pain, because discrepancies between disease activity and 

self-reported pain have been noted (Parker et al., 1988). 
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In a stepwise multiple regression analysis 

investigating the relationship of pain to medical variables 

in 135 Veterans Administration hospital patients with 

classic or definite RA, Parker et al. (1988) administered 

the pain visual analogue scale (VAS). The scores from this 

were correlated with the ESR, anatomical stage, disease 

duration and the swelling score from a joint count. The 

overall R-square was ·.o3, which was not statistically 

significant in this study. Therefore, the authors concluded 

that disease activity was not strongly related to the pain 

intensity, but that the demographic variables of age and 

income were better predictors of pain scores, with older and 

wealthier patients reporting slightly less pain (Parker et 

al.). The results of this study are limited in that the 

sample was not representative to the population of persons 

with RA as a whole because the sample consisted primarily of 

veterans with low income and low educational levels, who 

were primarily male (78%). 

As previously noted, according to the ARA grading of 

the severity of RA (Lambert & Lambert, 1987), increased 

severity of disease activity is noted by an increased 

duration and number of joint involvement, and therefore 

increased joint tenderness, pain and decreased mobility. 

This explanation of disease activity coincided with the 

telephone survey involving 20 persons with RA who identified 
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symptoms which specifically related to their evaluation of 

their disease activity: joint pain, joint stiffness, energy 

level and mobility (Crosby, 1993). 

From a pathophysiological standpoint, increased disease 

activity would increase a RA patient's pain through the 

cellular interactions that trigger the inflammation and bony 

erosions in RA (Miller-Blair, & Robbins, 1993). These two 

physicians describe the T cell - Antigen presenting cell 

(APC) interaction as one that perpetuates RA by activating 

interleukin-2 (IL-2) receptors and HLA-DR. These factors 

further activate a cascade of events triggering the immune 

response, and thus inflammation (Miller-Blair & Robbins). 

Furthermore, interleukin-1 (IL-l) and tumor necrosis factor 

alpha (TNF alpha) are found in rheumatoid synovium. These 

factors play a central role in activating B cells and 

allowing the production of rheumatoid factor (RF) and other 

antibodies. They also activate chondorocytes which set off 

a cascade that eventually degrades cartilage and 

demineralizes bone (Miller-Blair & Robbins). IL-l has also 

been hypothesized to contribute to many of the systemic 

effects of RA, including fatigue, synthesis of acute phase 

reactants and decreased appetite (Miller-Blair & Robbins). 

Thus these complex inflammatory and degrading interactions 

could likely lead to increased pain in the affected body 

parts. 



But, although increased disease activity has shown to 

frequently increase pain levels in RA patients, the 

relationship between the actual pain experience of the 

individual and their perceptions of their disease activity 

has not been shown. Thus, the hypothesized direction of 

the relationship between these two variables in the 

conceptual model is documented by a question mark 

(Figure 1). 

The Chronic Pain Experience and Depression 
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A considerable amount of research has been done 

analyzing the relationship between chronic pain and 

depression (Davis, 1989; Lindsay & Wyckoff, 1981; Von 

Knorring, Perris, Eisemann, Eriksson, & Perris, 1983; Romano 

& Turner, 1985; Williamson & Schulz, 1992). Yet, the exact 

relationship between these variables has not been clearly 

shown. Some studies have suggested that people who 

experience chronic pain are more likely to be depressed than 

are those without chronic pain (Brown, Nicassio, & Wallston, 

1989; Nicassio & Wallston, 1992; Romano & Turner, 1985; 

Serbo & Jajic, 1991; Williamson & Schulz, 1992). 

Conversely, other research indicates that individuals who 

are depressed simply report experiencing more pain than 

those who are not depressed (Lefebvre, 1981; von Knorring, 

Perris, Eisemann, Eriksson, & Perris, 1983). It seems quite 

possible that the relationship between chronic pain and 
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depression is reciprocal. However, many methodological and 

conceptual differences among these studies may also 

contribute to these inconsistent findings. 

Furthermore, although quality of life (QOL) studies 

have been conducted that explore the relationships between 

pain and depression and QOL, little research has been done 

exploring the relationship between the actual chronic pain 

experience and depression. The relationship between these 

two variables is of particular significance to persons with 

RA since chronic pain of variable intensity and duration, 

and depression are most significant and troublesome symptoms 

of RA that can and do adversely affect their QOL. 

It has been hypothesized that a physiological 

relationship between pain and depression exists. Denko et 

al. (1982) found that serum beta-endorphin levels were 

diminished in patients with various types of arthritis. 

Since beta-endorphin levels have been hypothesized to be 

related to both pain and emotional states (Usdin, Bunney, & 

Kline, 1979), there may be a common biochemical explanation 

for the close relationship between pain and depression in 

RA. 

This biochemical relationship is also supported in a 

study by Lindsay & Wyckoff (1981) who evaluated 300 pain 

center patients upon their inital visit to the center and 

found that 87 percent (N = 261) fit the diagnostic criteria 
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for depression. As a follow-up study, these authors 

analyzed 196 patients with depression according to the 

criteria of Feighner and associates (Feighner, Robins, Guze, 

1972). Fifty-nine percent (N= 116) of this group also had 

recurring benign pain. Using a pre-experimental design, all 

of the sample were treated with one or more antidepressant 

medications. Pain response was then measured, using a 

subjective analog scale of 0 to 100, from several weeks up 

to three months after treatment. Eighty-three percent (N = 

96) obtained significant relief (> than 50% reduction) of 

their pain syndromes. The authors propose that this link 

may be partially explained by the close relationship of 

enkephalins, inhibitory neurotransmitters of pain, and 

biogenic amines and their mutually interacting feedback 

loops at midbrain, medullary, and spinal cord levels, which 

indicates that affective and nociceptive brain pathways 

overlap (Lindsay & Wyckoff, 1981). This view 

... "presupposes that both chronic pain and depression are 

neurotransmitter deficiency disorders and that the mechanism 

of action of antidepressants restores serotonin, 

norepinephrine and enkephalin levels to normal" (Lindsay & 

wyckoff, 1981, p. 576). 

Many studies have been carried out that have indicated 

that persons who have chronic pain tend to have higher 

levels of depression. In a study examining the role of pain 
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episodes and the role of active and passive coping 

strategies in predicting depression in 287 patients with RA, 

cross-sectional and prospective methods were conducted over 

a six-month interval (Brown, Nicassio, & Wallston, 1989). 

Hierarchical regression analysis revealed that pain, passive 

coping, and the interaction between pain and passive coping 

contributed to higher depression. These results were 

obtained after controlling for the potentially confounding 

effects of prior depression, functional disability and 

medication status (Brown, Nicassio, & Wallston) o 

Nicassio and Wallston (1992) evaluated the relationship 

between pain and sleep problems in depression in a 

longitudinal two-year study involving 242 patients, 75 

percent of whom were female, with definite or classical RA. 

Questionnaires were mailed, and the results were analyzed 

using longitudinal and cross-sectional multiple regression 

analysis. Time 1 (T1) depression (t(206) = 7. _27, p < .001) 

and T1 pain (t(206) = 2.87, p < .01) independently predicted 

T2 residualized depression. Alsoi the interaction of T1 

pain and sleep problems was significantly related to (t(205) 

= 2.87, p < .01) T2 depression. The authors suggest that 

these results indicate that pain may exacerbate sleeping 

difficulty in RA patients, and that both factors may 

contribute to depression over time (Nicassio & Wallston, 

1992) . 
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A study by Crosby (1989) investigated the EEG sleep 

variables of persons with RA (N = 15) at different stages of 

disease activity. These subjects were age- and gender

matched to a control group (N = 12). Descriptive 

statistics, analysis of variance and independent t tests 

revealed that RA patients in flare had significantly lower 

sleep efficiency scores when compared to the control group 

(RA flare mean= 61%; control mean= 85%), and spent more 

minutes awake (RA flare mean= 158; control mean= 50). 

Also, both the flare and nonflare RA groups demonstrated 

increased sleep fragmentation as evidenced by frequent 

awakening and frequent sleep stage changes (Crosby, 1989). 

In a study evaluating the relationship of the 

functional status, duration of the disease, pain intensity 

and some psychological variables in patients with RA, Serobi 

& Jajic (1991) employed a descriptive correlational design. 

Significant correlations between depression and subjective 

evaluation of pain intensity (r = .346, p < .01), depression 

and helplessness (r = .254, p < .05) and between 

helplessness and pain intensity (r = .346, p < .01) (Serbo & 

Jajic). 

Data from the first wave of a four-panel longitudinal 

study evaluating the relations among physical illness, 

functional disability and pain revealed data that supported 

a positive relationship between these variables and 
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depression (Williamson & Schulz, 1992). Functional 

disability (and not physical illnes per se) was found to 

attenuate the relation between depressed affect and pain. 

The sample of this study were 228 persons recruited from two 

outpatient geriatric clinics. 

Alternately, studies have been done that indicate that 

persons who are depressed report more pain. One hundred 

sixty-one depressed patients who were part of a larger 

comprehensive study of depression were evaluated by two 

trained psychiatrists who subdivided the groups into 

diagnostic depressive categories (von Knorring, Eisemann, 

Eriksson, & Perris, 1983). The patients were then 

administered the Comprehensive Psychopathological Rating 

Scale (CPRS) (Asberg, Perris, Schalling, & Sedvall, 1978). 

Frequency distributions revealed that 57% (N = 92) of the 

patients had pain as a symptom, aches and pain > o, while 

267% (N = 42) had more severe pain, aches and pain > 1. 

Pain occurred more often among female (64%) than among male 

(48%) patients with significant differences (p < .05) (von 

Knorring, Eisemann, Eriksson, & Perris). A similar study 

involving four groups of depressed subjects (N = 89) 

revealed that these depressed individuals reported more 

pain, F( 1, 81) = 5.26, p < .05 (Lefebvre, 1981). 

These studies are just a sample of the numerous 

research studies that have investigated the relationship 
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between pain and depression. In a review of the literature, 

Roy, Thomas, and Matas (1984) reported that the presence of 

pain in depressed subjects ranges from 13% to 100%, that the 

presence of depression in subjects with pain ranges from 30% 

to 100%, and the success rate of antidepressant medication 

for the treatment -of chronic pain is from 45% to 87%. Even 

though there are many methodological concerns in these 

varying studies, it is evident that some relationship 

between chronic pain and depression is present, that it is 

very complex, and that many other biological, psychological 

and demographic characteristics may influence the 

relationship. 

However, the hypothesized relationship between the 

chronic pain experience and depression in the conceptual 

model is still in question (Figure 1) since the actual 

chronic pain experience, and not just level of pain, has not 

been adequately explored. 

summary 

In this chapter a conceptual model was presented that 

examined the relationships among the constructs of 

inflammatory disease, emotional response and physiologic 

response; the concepts of RA disease activity, emotional 

depression and the chronic pain experience; and the 

referents using the Arthritis Index of Disease Activity 

(AIDA) (Crosby, 1993), Center for Epidemiological Studies 
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Depression Scale (CES-D) (Radloff, 1977) and the Chronic Pain 

Experience Instrument (CPEI) (Davis, 1989). 

Literature was reviewed that presented the historical 

and current research findings about these factors. Findings 

indicated positive relationships between RA disease activity 

and depression, RA disease activity and pain, and chronic 

pain and depression. Yet, the use of two new instruments, 

the AIDA and the CPEI, puts a new focus on these entities. 

The AIDA focuses on RA patient's view of their disease 

activity based upon the factors they consider indicative, 

rather than the previously used clinician's, possibly biased 

and often invasive, assessments (Crosby, 1993). 

Additionally, the CPEI focuses on the RA patient's personal 

responses to pain's perceived effects on their life (Davis, 

1989) and not just the level of pain intensity. Research 

exploring these subjective responses and influences on RA 

patients have not been previously documented. Thus, this 

study was designed to study the relationships among the 

variables RA disease activity, emotional depression and the 

chronic pain experience. 
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This chapter consists of a description of the research 

methodology, including the research design, sample, setting, 

protection of human subjects, data collection protocol, 

instruments and data analysis procedures. 

· Research Desiqn 

This study utilized a descriptive-correlational 

research design in order to examine the relationships among 

the independent variable, rheumatoid arthritis disease 

activity and the dependent variables of emotional depression 

and the chronic pain experience. This design enabled the 

determination of the strength of the relationships between 

the variables under examination (Burns & Grove, p. 302). 

sample 

A non-random, convenience sample consisting of 25 

subjects with a definite diagnosis of RA were included in 

the research. Criteria for inclusion were: 

1. age 18 years or older; and 

2. able to speak, read and write English. 

The age criteria was established in order to address an 

adult population. The English language criteria was used to 

provide control for performance on English-based 

instruments. 
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Subjects were excluded if they were currently: 

1. taking narcotics; 

2. taking antidepressant medications; 

3. receiving psychotherapy or counseling. 

Protection of Human Subjects 

This research proposal was reviewed by the College of 

Nursing Human Subjects Review Committee and the University 

Human Subjects Review Committee (Appendix B). The subjects 

were given a written disclaimer that described the study and 

explained the risks and benefits associated with the study 

{Appendix C). Confidentiality and anonymity was assured by 

assigning each subject a number which was only known to the 

investigator. Subjects were informed that they could refuse 

to answer any question(s), had the right to ask and have 

questions answered and could withdraw from the study at any 

time without penalty. By answering the questions on the 

questionnaires, subjects gave voluntary consent to 

participate in the study. 

settinq 

An outpatient arthritis clinic in a Southwestern city 

was the setting used for this study. Data collection 

occurred within the clinic premises while the subjects were 

waiting for their clinic appointments. Availability of a 

writing surface, adequate lighting and privacy was provided. 
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Instruments 

Four self-report instruments were used in this study 

and included: 1) a demographic information sheet, 2) the 

CPEI to measure the chronic pain experience, 3) the CES-D as 

an indicator of emotional depression and 4) the AIDA to 

measure the rheumatoid arthritis disease activity. A copy 

of all instruments can be found in Appendix A. 

Demographic Information Sheet (DIS) 

The demographic data included: age, gender, 

educational level, marital status, employment status, 

coexisting chronic illnesses, coexisting acute illnesses, 

years diagnosed with rheumatoid arthritis, all current 

medications and alcohol consumption. 

Chronic Pain Experience Instrument (CPEI) 

The CPEI is a 13-item visual analogue scale that was 

developed for the clinical assessment of and research 
.. 

related to an individual's experience of arthritis or back 

pain (Davis, 1989). This scale consists of a horizontal 10 

centimeter line for each item which is measured according to 

placement of the respondent's mark. A total score of 130.0 

is possible, with a higher score indicating better 

adjustment to living with persistent pain. 

The CPEI consists of three subscales: 1) perceived 

effects on functioning (five items), 2) distress (five 

items) and 3) helplessness (three items). 
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The CPEI has undergone many tests in the process of 

development, standardization and validation. A pilot test 

of a 33-item CPEI was completed (Davis, 1987), and from this 

study twelve items were retained, and an additional twelve 

items were revised, new, or retested on a purposive, 

nonrandom sample (N = 160) of persons with RA who were 

recruited from private physicians' offices, a rheumatology 

clinic associated with a university hospital, and groups 

associated with the Arthritis Foundation. Eight items did 

not meet the criteria selected for immature instruments 

(0.70) thus the CPEI was reduced to a 16-item scale. Test-

retest data for the 16-item scale (N = 32) demonstrated an 

acceptable level of stability (r = 0.77). Principal 

components factor analysis using varimax orthogonal rotation 

identified three factors. The computed theta using this 

analysis was 0.883, the alpha coefficient of internal 

reliability was 0.886, and all inter-item correlations were 

between 0.30 and 0.70 (Davis, 1987). 

Further revision has since been completed, and the CPEI 

is now a 13-item scale. It was tested with a group of 228 

arthritis and back pain patients and was found to have a 

content validity index (CVI) of 0.92, an alpha of 0.89, and 

a theta of 0.89. The three subscales were tested and were 

found to have alphas as follows: 1) perceived effects on 

functioning (items 6, 8, 9, 11, 13), alpha= 0.84; 2) 
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distress (items 1, 2, 3, 4, 5), alpha= 0.82; 3) 

helplessness (items 7, 10, 12), alpha= 0.72. Test-retest 

correlations were high when tested with the combined 

arthritis and back pain groups two to three weeks later (r = 

0.86) (Davis, 1993) . 

Center for Epidemiological studies Depression Scale (CES-D) 

The CES-D (Radloff, 1977) is a widely used 20-item 

self-report instrument designed for detection of the 

distress that may accompany clinical depression·in the 

general population. Items are scored on a 4-point scale (0 

to 3) describing frequency of the occurence of depressive 

symptomatology during the preceding week. Scores can range 

from 0 to 60, with higher scores reflecting more depressive 

symptoms. Scores of 16 and above are generally believed to 

indicate that individuals are "at risk" for clinical 

depression, and those with scores less than 16 as 

"nondepressed". 

The CES-D has been shown to predict diagnosis of 

clinical depression (Lewinsohn, Hoberman, & Rosenbaum, 1988; 

Roberts & Vernon, 1983; Rohde, Lewinsohn, Tilson, & Seeley, 

1990, Schulberg et al., 1985) and to discriminate between 

community-residing older adults (alpha = .85) and those in 

inpatient psychiatric units (alpha = .90) (Himmelfarb & 

Murrell, 1983). 
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Depressive symptoms are experienced andjor expressed in 

unique ways in an RA population due to the presence of 

chronic physical symptoms (Fifield & Reisine, 1992). 

Therefore, certain CES-D scale items may actually inflate 

actual depressive symptom scores: (1) I felt that everything 

I did was an effort, (2) I felt hopeful about the future, 

(3) My sleep was restless and (4) I could not get going. 

This was examined in a study involving 988 people with RA 

(Fifield & Reisine). It was found there there was some 

modest inflation of the CES-D scale due only to the items of 

"having difficulty getting going" and "everything was an 

effort." To see if the potentially biasing items inflated 

the CES-D scores for the entire group, scores were 

recalculated with the above four items removed. Evidence of 

bias was indicated as the two scales were not perfectly 

correlated (r = .84). The authors conclude that because of 

the predominance of physical disabilities persons with RA 

experience, slight elevation of these items may occur, but 

the CES-D is still a more accurate instrument for the 

general identification of distress in persons with RA than 

the revised version (Fifield & Reisine). 

Arthritis Index of Disease Activity (AIDA) 

The AIDA (Crosby, 1993) is an instrument that was 

developed based on factors identified by RA patients as 

those they considered important in assessing their disease 
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activity including joint pain, joint stiffness, mobility and 

energy level. It consists of eight visual analogue scales 

with 100 mm response lines. Scores are derived by using a 

millimeter ruler and measuring each of the analogue scales 

from the left margin (0) to the right margin (100 mm) and 

summing the scores. A total of 800 points is possible, with 

the greater the score indicating greater disease activity. 

One additional visual analogue scale is presented which 

requests that the subjects evaluate their disease activity 

with the anchors of remisssion and flare. This item serves 

as a measure of criterion validity to the other eight items 

assessed. 

The AIDA was developed over a three-year period and 

involved three revisions. The first two versions of the 

AIDA included the criteria of presenting symptoms of RA as 

cited by the American Rheumatism Association. The alpha 

reliabilities on these two versions were found to be .63 and 

.68 respectively. The third version was completed by 60 

persons with RA. The alpha reliability increased to 0.89. 

This version was tested again in a study designed to 

evaluate fatigue among persons with RA. It was completed by 

116 persons, and the alpha reliability was again acceptable 

at .84. Test-retest reliability was evaluated using data 

from persons with varying levels of disease activity (n = 5) 
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completing the AIDA on two consecutive days, with results of 

r = .92, p = .007 (Crosby, 1993). 

Data Collection Plan 

After obtaining Human Subject Committee approval for 

the study, data collection was conducted over a one month 

period. The researcher collected all data within the 

arthritis clinic. 

Subjects were approached by the researcher while they 

were waiting for their clinic appointments and invited to 

participate. The researcher introduced herself and 

explained the study with respect to purpose, method, risks 

and benefits. A disclaimer (Appendix B) was given to the 

subjects which they read prior to completing the 

instruments. Directions for completing the instruments were 

provided by the researcher in conjunction with the written 

instructions on each instrument. The instruments were 

presented as a packet with the DIS first, followed by the 

AIDA, CPEI and CES-D. Approximately 10 minutes were 

required for completion of the questionnaires. A pilot test 

on three subjects with RA was completed prior to the 

beginning of the study to assess for any 

instruction/comprehension problems in completing the 

instruments. Pilot subjects did not experience any 

difficulty in completing the instruments. 



Data Analysis 

Analysis of the data was completed using the 

Statistical Packages for the Social Sciences {SPSS 4.0) 

software program. Descriptive statistics were used to 

describe the demographic characteristics of the sample. 

Pearson's product-moment correlations were used to 

analyze the data. Total scale reliability was estimated 

using Cronbach's alpha for each instrument. The level of 

significance for this study was established at p s .05. 

Research Question 1 - Is there a statistically significant 

relationship between RA disease activity and the chronic 

pain experience in persons with RA? 
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Pearson's product-moment correlations were calculated 

to determine if significant relationships existed between RA 

disease activity and the chronic pain experience. 

Furthermore, regression analysis was conducted with RA 

disease activity as the independent variable and the three 

subscales of the CPEI {Davis, 1989): 1) perceived effects on 

functioning, 2) distress and 3) helplessness, as the 

dependent variables. This was done in order to examine the 

influence RA disease activity had on each aspect of the 

chronic pain experience. 

Research Question 2 - Is there a statistically significant 

relationship between RA disease activity and emotional 

depression in persons with RA? 
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Pearson's product-moment was calculated to determine if 

a significant correlation existed between RA disease 

activity and depression. 

Research Question 3 - Is there a statistically significant 

relationship between the chronic pain experience and 

emotional depression in persons with RA? 

Pearson's product-moment correlation was calculated to 

determine if a significant relationship existed between the 

total score of the CPEI (Davis, 1989) and the total score of 

the CES-D (Radloff, 1977). Furthermore, regression analysis 

was performed with the three subscales of the CPEI (Davis) 

as the independent variables and the CES-D (Radloff) as the 

dependent variable, in order to determine the impact the 

perceived effect functioning, distress and helplessness had 

on depression. 

summary 

This chapter presented a discussion of the research 

design and the variables of interest including RA disease 

activity, emotional depression and the chronic pain 

experience. A nonrandom, convenience sample was used 

consisting of 25 persons with rheumatoid arthritis. Four 

questionnaires, a Demographic Information Sheet (DIS), the 

Chronic Pain Experience Instrument (CPEI) (Davis, 1989), the 

Center for Epidemiological Studies Depression Scale (CES-

D) (Radloff, 1977) and the Arthritis Index of Disease 



Activity (AIDA) (Crosby, 1993), were used to measure the 

variables. These questionnaires were completed in one 15-

minute session in an arthritis clinic. Descriptive and 

correlational statistics were used to analyze the data. 
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CHAPTER FOUR 

FINDINGS 
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The purpose of this study was to describe the direction 

and strength of the relationships among the concepts of RA 

disease activity, emotional depression and the chronic pain 

experience. This chapter will present the demographic 

characteristics of the sample, the reliability and validity 

of the instruments used in this study within the population 

used and the findings associated with each research 

question. 

Demographic Characteristics of the Sample 

Frequencies and percentages were calculated on the 

demographic variables and dispersion figures were noted. 

The results indicated that of the convenience sample of 25 

persons with RA who were interviewed, 21 were female and 

four were male. The sample's ages ranged from 34 to 83 

years (M = 59.32; SO= 15.59). The amount of time that the 

individuals in the sample had been diagnosed with RA ranged 

from two months to 50 years (M = 9.68 years; so = 10.96 

years) . Twenty of the sample were married, two were single, 

two were divorced and one was widowed. Educational levels 

attained ranged from eleventh grade to five years of college 

{17 years) (M = 13.88). Seventy-six percent of the sample 

had a support system to help them with the various aspects 
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of their life. 

Besides having RA, three individuals had heart disease, 

none had diabetes, four had hypertension, one had cancer and 

seven had other chronic illnesses. At the time of data 

collection, none of the sample had a viral infection, and 

one person had a bacterial infection (Table 1). 

None of the sample was currently undergoing 

psychotherapy or counseling, and none was on antidepressant 

medications. Medication regimes varied. Nineteen were on 

antiinflammatory medications, 12 were taking disease 

modifying medications (DMARDS) and nine were taking 

Prednisone. None was taking narcotics, three used some type 

of sleeping medication, 16 used various over-the-counter 

medications and 10 used alcohol, but all reported controlled 

and minimal amounts (Table 1) . 

Instruments 

The instruments used in this study were tested for 

internal consistency reliability using Cronbach's alpha 

coefficient, following Burns and Grove's (1993) suggested 

criteria for acceptibility. A reliability of .80 is 

considered the lowest acceptable coefficient for a well

developed measurement tool (the CES-D in this study), and a 

.70 for a newly developed instrument (AIDA and CPEI) (Burns & 

Grove, p. 339). All instruments obtained satisfactory 

coefficients with a range of .83 to .94 (Table 2). 
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Table 1 

Demographic Characteristics of the Sample 

Subjects N = 25 

Frequency Percentage 

Sex 

Female 21 84 

Male 4 16 

Age 

31-45 7 28 

46-60 5 20 

61-75 8 32 

76-83 5 20 

Marital Status 

Married 20 80 

Single 2 8 

Divorced 2 8 

Widowed 2 4 

Years Diagnosed with RA 

0-1 4 16 

2-5 8 32 

6-10 5 20 

11-20 5 20 

21-30 2 8 

50 1 4 



Table 1 - Continued 

Years of Education 

11 

12 

13-16 

17 

Employment Status 

Fully Employed 

Unemployed 

Housewife 

Total Disability 

Retired 

Frequency 

1 

8 

15 

1 

5 

6 

1 

1 

12 

Chronic Illnesses other than RA 

Heart Disease 

Diabetes 

Hypertension 

Cancer 

Other Illnesses 

Acute Illnesses 

Viral Infection 

Bacterial Infection 

3 

0 

4 

1 

7 

0 

1 

Percentage 

4 

32 

60 

4 

20 

24 

4 

4 

48 

12 

0 

16 

4 

28 

0 

4 

63 
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Table 2 

Instrument Standardized Alpha 

Instrument Standardized Alpha 

Arthritis Index of Disease .83 
Activity (AIDA) (Crosby, 1993) 

Center for Epidemiological .92 
Studies Depression Scale 
(CES-D) (Radloff, 1977) 

Chronic Pain Experience .94 
Instrument - Total Scale 
(CPEI) (Davis, 1989) 

CPEI - Perceived Effects on .89 
Functioning Subscale 

CPEI - Distress Subscale .86 

CPEI - Helplessness Subscale .89 
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The AIDA is an eight-item visual analogue scale with 

scores from zero to 800, with the greater score indicating 

greater disease activity (Crosby, 1993). In the sample 

studied, the scores ranged from 171 to 609 (M = 310.60; SD = 

147.59), signifying a population that was predominately 

experiencing some RA disease activity, but was not 

experienceing a disease flare. The AIDA has a ninth item 

where the subject was asked to evaluate their disease 

activity with the anchors of remission and flare, as a 

measure of criterion validity to the other eight items 

assessed. This sample elicited scores ranging from two to 

99, with a mean of 41.08. This was multiplied by eight to 

attain an average comparable to the other eight items in the 

AIDA, which revealed a mean of 328.64, supporting concurrent 

validity of the ninth item. 

The CPEI is a 13-item visual analogue scale consisting 

of a 10 centimeter line with total scores possible ranging 

from zero to 130, with a higher score indicating better 

adjustment to living with persistent pain (Davis, 1989). In 

order to compare this instrument accurately with the AIDA, 

scores were totaled in millimeters instead of centimeters, 

changing the possible scores from zero to 1300. Also, it 

was reverse coded to coincide with the AIDA's negative 

scoring. The scores on this scale ranged from 93 to 1197, 

with a mean of 815.64 (SD = 294.77), indicating a sample 
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that had fairly good adjustment to living with persistent 

pain. The scores on the three subscales of the CPEI are as 

follows: distress (items #1 through 5) M = 352.28, SO = 

105.70; perceived effects on functioning (items #6, 8, 9, 

11, 13) M = 265.04, so= 125.32; and helplessness (items #7, 

10, 12) M = 198.32, so = 92.42. These scores indicate the 

most adverse effect being the perceived effects on the 

subjects functioning. 

Finally, the CES-0 is a 20-item, four-point Likert 

scale with items describing the frequency of the occurence 

of depressive symptomatology during the preceding week 

(Radloff, 1977). Scores can range from zero to 60, with 

higher scores reflecting more depressive symptoms, scores of 

16 and above indicating that individuals are "at risk" for . 

clinical depression, and scores less that 16 as 

"nondepressed". In this sample scores ranged from one to 43 

(M = 9.52; SO= 10.18), indicating a sample that was 

predominately "nondepressed", with only four individuals in 

the "at risk" group. 

Some have postulated that certain items on the CES-0 

may inflate depressive symptom scores in persons with RA 

(Fifield & Reisine, 1992). This was taken into 

consideration, thus the mean of the items #7 ("I felt that 

everything I did was an effort"), #8 ("I felt hopeful about 

the future"), #11 ("My sleep was restless") and #20 ("I 
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could not get going") were compared to the means of the 

other 16 items of the CES-D. Slight inflations of the 

scores on these items were noted but did not ~ppear to 

inflate the total depression scores as the mean score was 

well below the "at risk" group (Table 3). Also, the scores 

of the four individuals who were in the "at risk" group were 

compaired with their total AIDA and CPEI scores. Only one 

individual was in a "flare" state according to the AIDA, and 

two of the four had high CPEI scores, indicating more 

difficutly coping with their chronic pain. Also, CES-D 

scores were retallied deleting these four items, and all 

four of these individuals were still in the "at risk" group, 

indicating that the CES-D accurately categorized the 

individuals according to depressive symptomatology. 

Research Questions 

Research Question 1 - Is there a statistically significant 

relationship between RA disease activity and the chronic 

pain experience in persons with RA? 

Pearson's product-moment correlation revealed no 

statistically significant relationship between the mean 

score of the AIDA (Crosby, 1993) and the CPEI (Davis, 1989) 

(r = .18; p = .39) (Table 4). Multiple regression using the 

AIDA total as the independent variable and each of the three 

scales of the CPEI revealed no significant correlations, 

with RA disease activity accounting for only 13% of the 
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Table 3 

Comparison of Scores of the Center for Epidemiological 

Studies Depression Scale 

(N = 25) 

CES-D Item Mean Standard Deviation 

1 .56 .77 
2 .40 .76 
3 .32 .75 
4 .56 .92 
5 .68 .85 
6 .48 .82 
7* 1.04 .89 
8* .60 .96 
9 .20 .65 

10 .36 .81 
11* .88 1.09 
12 .48 .77 
13 .44 .77 
14 .32 .75 
15 .16 .47 
16 .32 .57 
17 .28 .84 
18 .40 .87 
19 . 12 .33 
20* .92 1.12 

* Items thought to possibly inflate depressive CES-D scores 
in persons with RA. 



variance on perceived effects on functioning (f = .08), 0% 

on distress (f = .93), and 1% on helplessness (f =.59). 

Research Question 2 - Is there a statistically significant 

relationship between RA disease activity and emotional 

depression in persons with RA? 

Pearson's product-moment correlation revealed a 

nonsignificant relationship using the total AIDA score and 

correlating it with the total CES-D score (r = .05; p = 

. 82) (Table 4). 

Research Question 3 - Is there a statistically significant 

relationship between the chronic pain experience and 

emotional depression in persons with RA? 
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Pearson's product-moment correlation revealed a 

significant relationship between the chronic pain 

experience, using the total score from the CPEI, and 

depression, using the total score from the CES-D (r = .66; p 

= .00). Significant relationships were also revealed 

between the CES-D and the distress subscale of the CPEI (r = 

.56; p = .00), the CES-D and the perceived effects on 

functioning subscale of the CPEI (r = .68; p = .00), and 

between the CES-D and the helplessness subscale of the CPEI 

(r = .61; p = .OO)(Table 4). 

Multiple regression using depression (total CES-D 

score) as the dependent variable and the three subscales of 

the CPEI combined and individually as the independent 
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variables further revealed significant relationships. The 

combination of the three subscales of the CPEI accounted for 

43% of the variance in depression (R2 = .43; f = .00). The 

influence of distress was R2 = .31 (f = .00), the influence 

of the perceived effects of functioning was R2 = .46 (f = 

.00) and the influence of helplessness was R2 = .37 (f = 

.00) (Figure 2). 

Medications can have numerous side-effects on a 

person's physical and emotional responses. Prednisone has 

been shown to have varying degrees of effects on the central 

nervous system including euphoria, mental changes and 

altered mood status, which could either improve or worsen 

depressive and chronic pain experience scores (Semla, Beizer 

& Higbee, 1993). It can also provide dramatic symptomatic 

relief with its antiinflammatory properties, but also has 

many adverse effects such as sodium retention, weight gain 

and skin fragility (Gall & Higbee, 1993). With these facts 

in mind, an independent t-Test was performed to compare the 

subjects taking Prednisone (N = 9) with those who were not 

(N = 16) as to their total scores on the AIDA, CES-D and the 

CPEI. t-Tests revealed no significant differences between 

the groups (Table 5). 

Nonsteroidal antiinflammatory medications (NSAIDS) are 

used in persons with RA because suppression of the 

inflammatory response decreases the rapidity of bone and 
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Table 4 

Pearson's Product-Moment Correlation Coefficients Indicating 

Relationships and Levels of Significance Obtained Between RA 

RA Disease Activity, Emotional Depression and the Chronic 

Pain Experience 

(N = 25) 

Variables 

RA Disease Activity and Emotional Depression 
Depression .05 .82 

RA Disease Activity and the Chronic 
Pain Experience .18 .39 

RA Disease Activity and CPEI - Distress -.02 .94 

RA Disease Activity and CPEI - Perceived 
Effects on Functioning .36 .08 

RA Disease Activity and CPEI - Helplessness .12 .56 

Emotional Depression and the Chronic Pain 
Experience .66 .00* 

Emotional Depression and CPEI - Distress .56 .00* 

Emotional Depression and CPEI - Perceived 
Effects on Functioning .68 .00* 

Emotional Depression and CPEI - Helplessness .61 .00* 

* p ~ .05 



Figure 2. 
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DISTRESS 

Regression analysis of the effects of the Chronic Pain 
Experience Instrument (CPEI) subscales on Depression. 
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cartilage destruction and thus may decrease pain (Gall & 

Higbee, 1993). Independent t-tests were again performed 

comparing subjects taking NSAIDS (N = 19) with the subjects 

not (N = 6) as to scores on the three instruments used in 

this study. The t-Tests revealed statistically significant 

differences on the CES-D scores between these two groups 

(p = .01). The subjects taking antiinflammatory medications 

displayed significantly lower scores than those not taking 

them (Table 5). 

Finally, different disease modifying anti-rheumatic 

drugs (DMARDS) were being taken by the subjects, with 

various physical and emotional side-effects being possible 

(Gall & Higbee, 1993). Thus, independent t-Tests were 

performed between the groups taking DMARDS (N = 12) with 

those not (N = 13) as to their total AIDA, CES-D and CPEI 

scores and no statistically significant differences were 

noted. 

Summary 

This chapter presented the demographic characteristics 

of the subjects, the reliability of the instruments used for 

data collection and the statistical analysis of the research 

questions. Significant relationships were found between the 

chronic pain experience and emotional depression. Also, 

significantly lower depression levels were found with those 

subjects taking NSAIDS than those subjects who were not. 
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Table 5 

t-Test Comparisons Between Users and Nonusers of Prednisone, 

Antiinflammatory Medications and DMARDS 

Variable 

Disease Activity 

Depression 

Chronic Pain 
Experience 

*P .:5. .05 

Pred = Subjects 
Anti = Subjects 

n 

9 
16 
19 
6 
12 
13 

9 
16 
19 
6 
12 
13 

9 
16 
19 
6 
12 
13 

taking 
taking 

Medications 
DMARD = Subjects taking 

Medications 

(N = 25) 

Drug Mean SD t p 

Fred 306.89 127.29 -.10 .41 
No 312.69 161.86 
Anti 315.11 152.00 .27 .90 
No 296.33 145.11 
DMARD 299.67 133.53 -.35 .47 
No 320.69 164.28 

Yes 13.67 12.26 1.41 .55 
No 7.19 8.34 
Anti 6.53 6.35 -2.04 .01* 
No 19.00 14.52 
DMARD 7.83 7.74 -.80 .39 
No 11.08 12.12 

Fred 695 352.28 .79 .98 
No 805.69 300.70 
Anti 797.21 315.26 -.85 .96 
No 666.50 332.50 
DMARD 446.25 286.22 -1.36 .76 
No 615.31 334.19 

Prednisone 
Nonsteroidal Antiinflammatory 

Disease Modifying Anti-rheumatic 

No = Subjects not taking the above medication 



CHAPTER FIVE 

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS 

The purpose of this research was to describe the 

direction and strength of the relationships among the 

concepts of RA disease activity, emotional depression and 

the chronic pain experience. In this chapter the findings 

related to the research questions will be discussed. 

Conclusions, limitations of the study, recommendations for 

further research and significance of this study to nursing 

will also be presented. 

Study Sample 
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The convenience sample included in this study was 

consistent with the reported gender distribution of RA, that 

is, the disease affects two to four times as many women as 

men (Miller-Blair & Robbins, 1993). Also, the incidence of 

RA in this sample increased with advancing age, with ages 

ranging from 34 to 83 years, and the average being 59 years 

old (Miller-Blair & Robbins). 

The majority (N = 20) sample had support systems (e.g. 

husbands, wives, children andjor friends) who possibly 

enhanced their psychological status. Very little coexisting 

illness was reported, thus adding to the reliability of the 

instruments measuring RA effects rather than the effects of 

another disease process. Finally, the sample was free of 
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narcotics, antidepressant medications and the attendance of 

psychotherapy or counseling, factors which could have skewed 

the accurate measurement of the concepts being examined. 

Instruments 

The instruments used in this study, the AIDA (Crosby, 

1993), CES-D (Radloff, 1977) and the CPEI (Davis, 1989), all 

demonstrated acceptable reliability with coefficients 

ranging from .83 to .94 (Table 2). Thus, although the 

sample size was limited to 25, the instruments accurately 

measured the concepts of interest. 

Research Questions 

Research Question 1 - Is there a statistically significant 

relationship between RA disease activity and the chronic 

pain experience in persons with RA? 

No statistically significant correlation was found when 

these two variables were compared. A possible explanation 

lies in the fact that the sample was predominatly in a "non

flare" stage of disease activity at the time they completed 

the questionnaires. Perhaps this influenced their 

interpretation of their chronic pain experience as being 

more positive than they would have if interviewed when in a 

flare state. 

Also, the average time the sample had been diagnosed 

with RA was 9.68 years. This time-period could have 

facilitated the individual's progression through the 
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sequential stages of emotional response described by Kubler

Ross (denial, anger, bargaining, depression and acceptance) 

(Zeitlin, 1977) to a stage of "acceptance", thus allowing a 

more positive outlook on life. This was demonstrated by the 

sample's overall scores on the CPEI (Davis, 1989) indicating 

overall positive coping in living with persistant pain. 

Finally, the only significant regression analysis was 

the effect of disease activity on the· functioning aspect of 

the chronic pain experience. This finding substantiates 

Crosby's (1993) finding that the subjective indicators of 

disease activity, all of which are measured in the AIDA, 

including joint pain, stiffness, mobility and energy levels, 

are indeed aspects of affecting a person's functional 

status. 

Research Question 2 - Is there a statistically significant 

relationship between rheumatoid arthritis disease activity 

and . emotional depression in persons with RA? 

A nonsignificant, yet positive correlation between RA 

disease activity and depression was found, indicating that 

as disease activity became more severe, depression 

increased. Since the sample was predominately not in a 

state of flare this coincides with Brown and Scammel's 

(1988) hypothesis that as RA goes into remission, the 

psychological symptoms of arthritis, including emotional 

depression, become less prevalent. Perhaps a combination of 



78 

objective measures of disease activity such as a joint count 

of swollen and tender joints, an assessment of 

disability/functional status and ESR levels, along with the 

subjective account of disease activity would provide a more 

accurate picture as reported by Parker et al. (1992). Also, 

a larger sample size, with more individuals in a state of 

flare, might have strengthened the correlation. 

Research Question 3 - Is there a statistically significant 

relationship between the chronic pain experience and 

emotional depression in persons with RA? 

Pearson's product-moment correlation revealed a 

statistically significant relationship (p = .00) between 

these two variables. Previous studies have found a 

significant relationship between depression and "pain", 

although discrepancies have been noted relative to which 

variable had the most impact on the other (Lindsay & 

Wyckoff, 1981; Von Knorring, Perris, Eisemann, Eriksson, & 

Perris, 1983; Romano & Turner, 1985; Williamson & Schulz, 

1992) . 

Further regression analysis revealed the fact that the 

aspects of perceived effects on functioning, helplessness, 

and distress, accounted for 43% of the variance in 

depression (Figure 2), with the individual effect of 

perceived effects on functioning being the most significant. 

This finding coincides with the longitudinal study by 
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Williamson and Schulz (1992) who found that functional 

disability (and not physical illness per se) attenuated the 

relationship between depressed affect and pain in a sample 

of 228 persons recruited from two outpatient geriatric 

clinics. Jajic (1991) had also found that significant 

relationships existed between depression and helplessness 

and between pain intensity and depression. 

Furthermore, a statistically significant difference was 

found between those subjects taking nonsteroidal 

antiinflammatory medications (NSAIDS) and those who were not 

as to their total depression scores. Those subjects taking 

NSAIDS indicated lower levels of depression. A literature 

review was performed, and no research or documentation of 

the relationship between NSAIDS and depression was found, as 

to a physical, pharmacological effect, or as to a possible 

mediating effect. Possibly the use of NSAIDS and their 

reduction of inflammation and thus possibly pain, 

contributed to a more positive chronic pain experience, and 

thus a decrease in depression, as was found in this study. 

Further research is needed to see if this finding is 

replicable in other RA samples. 

Conclusions 

This study found that among the variables of RA disease 

activity, depression and the chronic pain experience, the 

only statistically significant relationship was between the 
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chronic pain experience and depression (Figure 3). Findings 

illustrated that the chronic pain experience accounted for 

43% of the variance in depression. The variables of 

perceived effects on functioning, helplessness and distress 

all significantly affected depression (p = .00), with the 

perceived effects on functioning having the most impact (p = 

.00). Also, a significant difference between those 

subjects taking NSAIDS and those not as to their total 

depression scores was found, with those taking NSAIDS have 

significantly lower scores. 

Limitations 

The major limitation of this study was the small sample 

size (N = 25) which limits the generalizability of the 

findings. Also, the unequal ratio of females to males 

possibly limits the interpretation of the data to the 

various sexes. 

Also, the sample was comprised entirely of individuals 

contacted at an arthritis clinic. Thus, the representation 

the sample may have been scewed to include only those 

receiving treatment within an arthritis center. Finally, 

the cross-sectional design of this study does not reveal the 

dynamic interplay of variables over time. 



Figure 3. 
81 

Rheumatoid Arthritis Disease Activity, Depression, and 

Chronic Pain Experience Model. 
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Recommendations 

1. Replication of the study with a larger sample. 

2. Conduct a longitudinal study that measures the 

variables at various intervals along the disease 

trajectory to assess changes. 

3. Expand the study using a combination of objective and 

subjective measures of disease activity. 

4. Design a study investigating the effects of 
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coping techniques used and the relationships among the 

variables. 

5. Reword the AIDA, CES-D and the CPEI to measure the 

subject's experience in the last six months. 

6. Replication of the study with more subjects in a state 

of flare to better be able to compare groups. 

7. Design a study evaluating the relationship between 

NSAID use and depression. 

Significance to Nursing 

The prevalence of RA in the United States ensures that 

nurses in all phases of health care will come in contact 

with RA patients. The need for nurses to focus on the 

subjective response of persons with RA to this disease is 

needed and consistent with the definition of nursing as "the 

diagnosis and treatment of human responses to actual or 

potential health problems" {American Nurses' Association, 

1980, p. 9). The self-report instruments used in this 
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study, the AIDA (Crosby, 1993), the CES-D (Radloff, 1977), 

and the CPEI (Davis, 1989), reliably assist in understanding 

the relationships between disease activity, depression and 

the chronic pain experience in persons with RA. 

This study supports the idea that the actual RA disease 

activity doesn't affect the chronic pain experience or 

depression as much as the chronic pain experience, including 

the perceived effects on functioning, helplessness and 

distress, affects depression. These findings suggest that 

nurses need to consider pain and functional impairments in 

treating depressive symptomatology in persons with RA. By 

better understanding these factors that contribute to 

depression, nurses can assist individuals in developing 

comprehensive management strategies that not only attempt to 

reduce pain and thus distress, but also focus on improving 

the person's functional status and feelings of helplessness 

that accompany it, thereby helping those with RA live a 

fuller, more comfortable and productive life. 

Summary 

This chapter presented a discussion of the findings of 

this descriptive-correlational study investigating the 

relationships among RA disease activity, emotional 

depression and the chronic pain experience. The results of 

correlational and regression analysis using the results from 

four self-report instruments, a demographic information 
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sheet (DIS), the AIDA (Crosby, 1993), the CES-D (Radloff, 

1977) and the CPEI (Davis, 1989), on a convenience sample of 

25 persons with RA, revealed no significant correlations 

between RA disease activity and the chronic pain experience 

or between RA disease activity and depression. However, 

significant relationships were found between the chronic 

pain experience and depression. Factors included in the 

chronic pain experience, perceived effects on functioning, 

helplessness and distress accounted for 43% of the variance 

in depression. Further differences were found between 

subjects taking NSAIDS and those subjects not, with those 

subjects taking NSAIDS having significantly lower depression 

scores. An explanation for this relationship is still 

unknown, but warrants investigation. 

Based on these findings it is believed that nurses and 

other health care professionals need to assess the 

subjective chronic pain experience of their patients, 

enabling the development of comprehensive management 

strategies that focus on decreasing pain and enhancing the 

coping and functional status of persons they encounter with 

RA. These actions in persons with RA may decrease 

depression and assist in improving their quality of life. 
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DEMOGRAPHIC INFORMATION SHEET (DIS) 

ARTHRITIS INDEX OF DISEASE ACTIVITY (AIDA) 
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CENTER FOR EPIDEMIOLOGICAL STUDIES DEPRESSION SCALE (CES-D) 

CHRONIC PAIN EXPERIENCE INSTRUMENT (CPEI) 



DEMOGRAPHIC INFORMATION SQBT 

Subj ect Number Date 

Na me 

1. Age 2 . Gender: Female 
Male 

( 1) 

( 2) 

3. Home Address: Street ________________________ _ Phone _____________ (Home ) 

City ____________________ __ State 
Phone (Work ) 
Zip 

4. Education: Pre - college years completed: 1,2,3,4,5,6,7,8,9,1 0 ,11,1 2 
Co l lege years completed: 1,2,3,4,5,6,7 

5. Marita l Status: 
Married ( 1 ) 

Single ( 2) 

Divorced ( 3) 

Separated ( 4 ) 

Widowed (5) 

7. Support System Yes 

8. Chronic Illnesses 
Heart Disease 
Diabetes 
Hypertension 

( 1) 

Yes = ( 1) 

6. Employment Status: 
Retired ( 1 ) 
Part - Time (2) 
Fully Employed (3) 
Unemployed (4 ) 
Explain 

No (2) 

No = ( 0) 

Cancer 
Other 

9. Acute Illnesses Yes 
Viral Infection 
Other 

( 1) No ( 0) 

Bacterial Infection 

10. Years diagnosed with rheumatoid arthritis 

11 . Are you currently receiving psychotherapy or counseling? 
Yes (1) No (2) 

12. Medication Information: 
A. Current arthritis medications? (Type and frequency) 

B. Do you use any form of sleeping medications? (Type and frequency) 

C. Do you use any form of tranquilizer medications? (Type and 
frequency) 

D. Do you use any form of "over-the-counter" medications? 

E. Alcohol? (Type, amount and frequency) 
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I . D. Number ---------

CLINICAL PARAMETERS OF DISEASE ACTIVITY 

Directions: Please read each statement carefully before 
responding. Mark a straight line across the given line at the 
point which indicates how you feel right now. Your mark can be 
put any place on the line. 

Look at the example before you start. 

Example: Reading a good book is something I enjoy. 

Agree Disagree 

1 . Joint pain upon getting out of bed this morning. 

Extremely Painful 

2. Joint pain last evening. 

Extremely Painful 
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3. Joint stiffness upon getting out of bed this morning. 

No stiffness Extremely stiff 

4. Joint stiffness last evening. 

No stiffness Extremely stiff 

5. Mobility upon getting out of bed this morning. 

Very mobile Very low mobility 

6. Mobility last evening. 

Very mobile Very low mobility 
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7 . Energy level upon getting out of bed this morning. 

High Energy Very low energy 

8. Energy level last evening. 

High Energy Very low energy 

9. Arthritis disease activity. 

Remission Flare 
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I.D.Number -------

CES-0 SCALE 
Instructions: 

Check the box for each statement which best describes how often you felt or behaved this 
way---DURING THE PAST WEEK. 

DURING THE PAST WEEK: 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20 . 

I was bothered by things that usually 
don't bother me. 

I did not feel like eating; 
my appetite was poor. 

I felt that I could not shake off the 
blues even with help from my family 
or friends. 

I felt that I was just as good as other 
people. 

had trouble keeping my mind on what 
I was doing. 

felt depressed. 

felt that everything I did was an 
effort. 

felt hopeful about the future. 

thought my life had been a failure. 

felt fearful. 

My sleep was restless. 

was happy. 

I talked less than usual. 

felt lonely. 

People were unfriendly. 

I enjoyed life. 

I had crying spells. 

I felt sad. 

felt that people disliked me. 

could not -get going.-

Rarelv or 
none of 
the time 

(less than 
1 day) 

D 

D 
D 

D 
D 
D 
D 

o. 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 

Some or a 
little of 
the time 

( 1-2 days) 

D 

D 
D 

D 
D 
D 
D 

D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 

Occasionally 
or a 

moderate 
amount of time 

(3-4 days) 

D 

D 
D 

D 
D 
D 
D 

D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 

TOTAL 

Most or 
all of 

the time 
(5-7 days) 

D 
D 
D 

D 
D 
D 
D 

D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
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I.D. Number ______________ __ 

CPEI 

Directions: Please read each statement carefully before responding. Mark 
a straight line across the given line at the point which indicates how much 
you agree or disagree with the statement based on how you feel right now. 
Your mark can be put any place on the line. Just choose the point which 
best represents how much you agree or disagree. 

Look at the example before you start. 

Example: Reading a good book is something I enjoy. 

Agree Disagree 

1. I fequently get angry when I am experiencing pain. 

Agree Disagree 

2. I feel like a failure. 

Agree Disagree 

3. I feel tense most of the time. 

Agree Disagree 
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4. I am often irritated by the little things because of the pain. 

Agree Disagree 

5 . My pain negatively affects my attitude towards life . 

Agree Disagree 

6. My pain often prevents me from doing things I enjoy. 

Agree Disagree 

7 . I often wonder "why me?" . 

Agree Disagree 
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8. My pain is a constant struggle. 

Agree Disagree 

9. My pain interferes with how well I perform most activities. 

Agree Disagree 

10. I am generally afraid that the pain is going to get worse. 

Agree Disagree 

11. I feel frustrated about my ability to carry out my responsibilities . 

Agree Disagree 
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12. I frequently cry, or feel like crying, when my pain is at its worst. 

Agree Disagree 

13. I get tired very easily. 

Agree Disagree 



APPENDIX B 

HUMAN SUBJECTS FORM 

DISCLAIMER FORM 

AIDA PERMISSION 

CPEI PERMISSION 
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Hum.1n Subje-cts C"mr.-::: : ~ 

September 7, 1993 

Esther Popson, R.N. 
College of Nursing 
Room #203 

TME UNIVERSITY Of 

ARIZONA 
HEALTH SCIENCES CENTER 

-~ 

Arizona Health Sciences Center 

96 

1690 N. Wa~ (Bldg. 5268) 
Tucson. Anzortt1 8.5724 
(602) 626-6nl or 62b-7575 

RZ: '1'D RZLATIONSJIIPS BZTWEEM DISEASE ACTIVITY 1 D!PR!!SSION AND THE 
CHRONIC PAIN EXPERIENCE IH PERSONS WITB RBEOKATOID ARTHRITIS 

Dear Ms. Popson: 

We received documents concerning your above cited project. 
Regulations published by the u.s. Department of Health and Human 
Services [45 CFR Part 46.101(b) (2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

L.~~ 
William F. Denny, M.D. 
Chairman, 
Human Subjects Co~ittee 

WFD:sj 

cc: Departmental/College Review Committee 



SUBJECT DISCLAIMER 

The Relationships Among Disease Activity, Depression and 

the Chronic Pain Experience in Persons with Rheumatoid Arthritis 

You are being asked to voluntarily part1c1pate in a study 
exploring the relationships between disease activity, depression and 
the chronic pain experience in persons with rheumatoid arthritis. By 
responding to questions on the four questionnaires provided, you will 
be giving your consent to participate in the study. 

You will be asked to fill out these forms at the Arizona 
Arthritis Center. Your identity will not be revealed and your 

confidentiality will be maintained in all reports of this project. 
You may choose not to answer some or all of the questions on 

the questionnaires. Your questions will be answered and you may 
withdraw from the study at any time with no consequences 
whatsoever. There are no known risks or benefits involved in your 
participation. 

The overall aim of this study is to help nurses better 
understand the rheumatoid arthritis experience. Your participation 
is appreciated. 

Thank you. 

EB~'-U\ cl R-~ 
Esther L. Popson, R.N. 
U of A Graduate Student 
College of Nursing 
889-9901 
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Esther L. Popson, RN 
4010 s. 12th Ave. 
Tucson, AZ 85714 

Dear Ms. Popson: 
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May 20, 1993 

I give you permission to use the Arthritis Index of Disease 
Activity (AIDA) for your study about the relationships among 
disease activity, depression and the chronic pain experience 
in persons with rheumatoid arthritis·. 

Si:z:y~ 
Leanna J. Crosby, RN, DNSc 



mao 
TEXAS CHRISTIAN UNIVERSITY 

P.O . Box 32899, Fort Worth, Texas 76129 
817 -921- 7650 

Esther L. Pooson, RN 
4010 S. 12th Avenue 
Tucson, AZ 85714 

Dear Ms . Papson: 
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Harris College of Nursing 

Enjoying 40 Years of State and National Accreditation 

May 21, 1993 

I would be happy for you to use the Chronic Pain Experience Instrument (CPEI) in 
your study. It has been revised, so there is a more current version than the 
earlier one which you have. I am enclosing a copy, along with scoring 
instructions and psychometric information. I would suspect that the correlation 
with depression will be fairly high (.60-.70); I will be interested in knowing 
what you find. 

· I would appreciate rece1v1ng a summary of your results. If you compute 
coefficient alphas for the total scale and the subscales, I would especially like 
to know what these are. 

Please feel free to let me know if you have any questions. Best luck to you with 
your project. 

~J:;e.~c~J 
Gail C. Davis, RN, EdD 
Professor 
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