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Abstract Pain of cancer had various significant side effects that based on the literature it

can reduced by religious coping methods. This study aimed to investigate the relationship

between religious coping and pain perception in Iranian cancer patients. In this cross-

sectional study (October–December, 2015), 380 hospitalized cancer patients were entered

to the study using accessible sampling. Data were collected by socio-demographic, Reli-

gious Coping and McGill pain questionnaires. Males (48.39 ± 13 ± 39; CI95:

46.41–50.38) are older than females (45.33 ± 18.44; CI95: 42.79–47.87). According to

results, there was a significant relationship between pain perception and positive religious

coping in cancer patients. Also there was a significant relationship between pain perception

and family history of cancer (P\ 0.05). It seems that improving the level and quality of

positive religious affiliation can be effective on the amount of stimulation and pain of

cancer patients. Of course, more comprehensive studies are needed to be achieved more

reliable results about the effects of religious coping on pain perception in these patients.
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Introduction

Cancer as one of the most chronic diseases is often associated with the experience of severe

pain (Rose et al. 2012). Cancer pain can have many different causes, including tumor

growth and spread, side effects of therapies such as chemotherapy, radiotherapy, and

surgery, and the underlying diseases (Falk and Dickenson 2014; Goudarzian et al. 2017b).

The prevalence of pain varies from 5% in patients with leukemia to 85% in patients with

primary bone tumors (Berger et al. 2015). There are several ways to treat and relieve pain

in these people, but these methods do not seem to be sufficient to manage pain in these

people (Gauthier et al. 2014). On the one hand, today more attention has been paid to the

control and management of chronic pain; therefore, it seems that different strategies should

be considered (Rosenberg et al. 2008).

In the meantime, religious coping is of greatest interest (Glover-Graf et al. 2007).

Religious coping is one of the methods coping behavior which includes concepts such as

praying and trusting God (Feder et al. 2013). Positive religious coping is the style of people

in dealing with negative life events by which a person with the help of God will deal with

those events. But in negative coping, avoidance and uncertain relationship of the individual

with God is measured (Bagheri-Nesami et al. 2010; Heydari-Fard et al. 2012; Pargament

and Hahn 1986). According to the existing theories, the researchers concluded that reli-

gious coping behavior makes it easier on patients to cope with illness and control it and

also these behaviors significantly prevent mental disorders such as depression and pain

(Bagheri-Nesami et al. 2010; Goudarzian et al. 2017a; Ramirez et al. 2012).

Background

Gate control theory of pain and neuromatrix theory of pain stated that there is an asso-

ciation between biological and psychological factors of patients. It is believed that pain is

something more than transfers between the brain and spinal cord and psychological factors

such as emotion and behavior can be effective in relieving pain (Melzack 1999). Another

study also stated that praying (61%) after medication (89%) is the most common way to

control chronic pain (Glover-Graf et al. 2007). The relationship between religious coping

and pain is not only an increasingly important research prerogative, but it is also clinically

relevant, particularly in light of the mandate by The Joint Commission on Accreditation of

Healthcare Organizations to assess pain levels in all medical encounters. A recent review

of the literature on religious coping in chronic pain populations revealed that in three

different survey studies, prayer was either the primary or second most frequently used

coping strategy used to deal with physical pain (Koenig 2001; Rippentrop 2005). In Koenig

(2001) review of the literature, it was noted that four of the six cross-sectional studies

reviewed reported a positive association between prayer and pain. It was postulated that

this relationship reflects an increase in praying in response to pain. Also Rippentrop (2005)

discussed the six cross-sectional studies that have examined religious coping as a means of

coping with pain. Five of the six studies used the same Praying or Hoping subscale on the

Coping Strategies Questionnaire (Rosenstiel and Keefe 1983) to measure religious coping.

Interestingly, in some studies high scores on this subscale were related to more functional

impairment, self-reported disability, and higher pain levels (Rapp et al. 2000; Rosenstiel

and Keefe 1983), whereas in other studies high scores were associated with reduced pain

and greater psychological well-being and positive affect (Abraı́do-Lanza et al. 2004; Bush

et al. 1999).
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Based on the literature review that was considered in background, there were incon-

sistent results about this issue in various studies. Also based on the available databases,

there were no similar studies that were done in Iranian cancer patient. So, this study was

carried out to investigate the relationship between religious coping behaviors and pain

perception in cancer patients.

Materials and Methods

Design

In this cross-sectional study (October to December, 2015), 380 cancer patients that were

admitted to special unit of cancer in Imam Khomeini hospital (Sari, Iran) were entered to the

study using accessible sampling. In this interval of 4 months, about 600 patients were admitted

to the oncology ward of these hospitals. Inclusion criteria included age (18 years or older),

cancer treatmentwith radiation, chemotherapyor surgery. Patientswhowere excluded from the

study included those: taking antidepressants in the last 6 months, the transfer of patients to other

hospitals, and occurrence of acute medical conditions (such as loss of consciousness). No

participants were excluded from study. Of the remaining 600 eligible participants, 380 ones

were accepted for participation. The rate of patient participation was 63.3%.

After explaining the purpose of the study and how to complete the questionnaire,

informed consent form was signed by qualified patients. Then, the necessary explanation

regarding the objectives of the study was given to patients and the questionnaires were

distributed. Explanation was given to the patients if a question was vague. It should be

noted this explanation was only in order to avoid ambiguity and without any kind of bias.

Instruments

Data were collected by socio-demographic questionnaire, McGill Pain Questionnaire

(MPQ), and Religious Coping Questionnaire (RCOPE). Socio-demographic questionnaire

includes age, sex, education level, economic status, history of opioid drug use, family

history of cancer, and stage of the cancer.

McGill Pain Questionnaire (MPQ)

MPQ includes 78 descriptive sentences out of 20 collections (Gauthier et al. 2014). The

patients were asked to select the best description of their pain with just one word from each

group. If all options of a group do not provide an appropriate description of pain, the

patient would not choose an option from this group. When patients chose more than one

option in each group, the highest rating (maximum pain) was chosen for the final analysis

(Berger et al. 2015). The score of each group was collected separately to calculate the final

score. MPQ total score is described as ‘‘pain rating index based on the scores of the

words’’; the result is the sum of the scores of each group (Melzack 1975). Scores range

varies from 0 (when no word is selected) to 78 (maximum pain when selected in each

group) (Berger et al. 2015). Based on cut point, scores were categorized (0–19.5 [low

pain], 19.5–39 [average pain], 39–58.5 [high pain], and 58.5–78 [severe pain]). Dworkin

et al. (2015) calculated the reliability of this tool to be 0.77 using Cronbach’s alpha. In the

present study, the reliability of this tool was calculated to be 0.94 using Cronbach’s alpha.
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Religious Coping Questionnaire (RCOPE)

Religious coping methods were investigated using RCOPE. This standard questionnaire

had 14 items to measure positive and negative religious coping, and it was made by

Kenneth Pargament (Stefan et al. 1996). Each positive and negative scale included 7 option

of religious coping test. Scoring method is in the form of Likert from ‘‘not at all’’ to ‘‘many

times.’’ Positive religious coping is a style of dealing with negative life events in which a

person using the evaluation and positive changes associated with God deals with those

events. A person believes that God will not abandon them when confronting sad events.

But the other form of coping which is called negative coping, a person establishes an

avoidant and insecure relationship with God. For example, one believes that God will leave

them alone in difficult moments (Ramirez et al. 2012). In the study of Bagheri Nesami

et al. (2015) on university students, an acceptable reliability for this tool was reported

(Cronbach’s a = 0.82).

Ethical Consideration

The study was approved by the Mazandaran University of Medical Sciences Ethics

Committee (Ethics code: IR.MAZUMS.REC.95.S.109). Patients were informed about

study aims and procedures, that participation was voluntary, and would not affect medical

care before signing an informed consent document. Patient confidentiality was assured by

completing all study procedures in a quiet treatment area. To ensure that a broad cross-

section of patients were allowed to participate in the study, a trained research assistant who

was part of the study team provided support as needed. All personal data were de-identified

by assigning codes to the participants.

Statistical Analysis

The statistical package for social sciences, version 20.0 (SPSS Inc., Chicago, IL, USA),

was utilized for data analysis. First descriptive statistics for continuous variables were

shown as means with standard deviation (SD) and n (%) for the categorical variables.

Spearman’s correlations were used to probe the relationship between religious coping and

pain perception. Finally, the predictors associating with pain perception were determined

using generalized linear models (GLM). Statistical significance was set at P\ 0.05.

Results

Participants’ Profile

Demographic characteristics of 380 cancer patients are summarized in Table 1. Males

(48.39 ± 13 ± 39; CI95: 46.41–50.38) are older than females (45.33 ± 18.44; CI95:

42.79–47.87). The mean total score of pain perception, negative and positive religious

coping were (21.61 ± 13.55; CI 95% 20.36–22.17), (18.22 ± 3.25; CI95: 18.12–18.74)

and (18.43 ± 3.11; CI95: 17.89–18.55), respectively. In total, 69.9% of patients under

treatment had depression in early stages of disease.
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Relationship Between Religious Coping and Pain

The results of spearman correlation analysis suggested that there was a negative and

significant correlation between positive religious coping and pain (r = -0.424,

P = 0.009). Also positive relationship was found between negative religious coping and

pain perception (r = 0.25, P = 0.009). According to the results of generalized linear

regression models in Table 2, there is a significant relationship between pain perception

and positive religious coping in cancer patients (B = -2.092; P = 0.001). In addition,

there is a significant relationship between pain perception and economic status (P\ 0.05),

sex (B = -6.389; P\ 0.001), opioid drug use history (B = 8.907; P = 0.001), and family

history of cancer (B = -9.230; P = 0.001) in cancer patients.

Discussion

Based on the results of the study, the average score of pain in cancer patients has been

moderate to low which was consistent with the findings of several studies (Bradley et al.

2005; Breivik et al. 2009; Gupta et al. 2015; Stromgren et al. 2004; van den Beuken-van

Everdingen et al. 2007). It should be noted that the difference in the perception of pain in

various studies can also vary according to the type of cancer and its stage (Bennett et al.

Table 1 Characteristics of cancer patients in the study (N = 380)

Characteristic N (%) Characteristic N (%)

Sex Family history of cancer

Male 175 (46.1) Yes 112 (29.5)

Female 205 (53.9) No 268 (70.5)

Economic situation Depression

Weak 110 (28.9) Down 261 (68.7)

Average 204 (53.7) Up 119 (31.3)

Good 66 (17.4) Past medical history

Education Cardiac diseases 46 (12.1)

Illiterate 210 (55.3) Respiratory diseases 34 (8.9)

Diploma 138 (36.3) Gastric diseases 41 (10.78)

B.Sc 22 (5.8) Urinary diseases 26 (6.84)

M.Sc and above 10 (2.6) Opioid drug use history

Material status Yes 71 (18.7)

Single 51 (13.4) No 309 (81.3)

Married 329 (86.6) Characteristic Mean (SD)

Cancer stage Age 46.74 (16.328)

One 132 (34.7) PRC* 18.43 (3.11)

Two 133 (35) NRC** 18.22 (3.25)

Tree 92 (24.2) Pain 21.61 (13.55)

Four 23 (6.1)

* Positive religious coping

** Negative religious coping
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2012). It may be stated that in most cases, factors such as lack of knowledge or fear of

strong opioids and side effects induced by them cause pain not to be treated effectively in

these patients and even be further felt (Jain et al. 2015). Based on the findings, the level of

religious coping in cancer patients was moderate. Also the level of positive religious

coping compared with negative religious coping among patients in this study had higher

rates that the results of Ursaru et al. (2014) and Khodaveirdyzadeh et al. (2016) were also

in line with the results of this study. On the one hand, Nelson et al. (2002), McCoubrie and

Davies (2006), and Khezri et al. (2015) also stated that the level of negative religious

coping during the study in cancer patients compared to the positive coping had higher

rates. The possible causes of the differences in the studies mentioned can be cultural and

religious differences of cases under study (Rezaei et al. 2009), type and stage of cancer,

and the study environment.

Table 2 Predictors of pain perception in Iranian cancer patients (N = 380)

Variable B SE 95% CI P

Education

Illiterate -4.883 3.4442 -11.634 1.867 0.156

Diploma -2.281 3.2783 -8.706 4.145 0.487

B.Sc -4.009 3.6149 -11.094 3.076 0.267

M.Sc and upper 0a – – – –

Economic situation

Weak 4.381 1.6617 1.124 7.637 0.008b

Average 6.960 1.6152 3.794 10.126 0.001b

Good 0a – – – –

Cancer stage

One 6.880 2.9513 1.095 12.664 0.020b

Two 9.689 2.5048 4.780 14.598 0.001b

Three -2.976 2.7120 -8.292 2.339 0.272

Four 0a – – – –

Past medical history

Cardiac diseases 0.685 0.388 -0.201 1.892 0.115

Respiratory diseases 0.820 0.521 -0.165 1.855 0.099

Gastric diseases 0.901 0.602 -0.186 2.069 0.064

Urinary diseases 0a – – – –

Age -0.097 0.0554 -0.205 0.012 0.081

Sex -6.389 1.3687 -9.072 -3.707 0.001b

Marital status -1.615 1.9262 -5.391 2.160 0.402

Opioid drug use history 8.907 1.5712 5.828 11.987 0.001b

Family history of cancer -9.230 1.2757 -11.730 -6.729 0.001b

PRC1 -2.092 0.2482 -2.578 -1.605 0.001b

NRC2 -0.282 0.1969 -0.668 0.104 0.152

Dependent variable was pain perception
a Set to zero because this parameter is redundant
b Statistically significant at P B 0.05
1 Positive religious coping. 2 Negative religious coping
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One of the most important results of the present study is a significant negative corre-

lation between pain perception and positive religious coping in cancer patients. This

finding is consistent with studies of Abernethy et al. (2002), Fenix et al. (2006), Zwing-

mann et al. (2006), Wachholtz et al. (2007), Delgado-Guay et al. (2013), and Haghighi

(2013). Also, Rowe and Allen (2004) in a study stated that strong religious beliefs are

associated with lower levels of pain. Probably the religious and spiritual ideas help cancer

patients to adapt with various effects of diagnosis and treatment, especially chemotherapy

(Tatsumura et al. 2003). Among the possible mechanisms associated with the existence of

these connections, one can refer to gate control theory of pain and neuromatrix theory of

pain (Ramirez et al. 2012) that based on the aforementioned theories there is an association

between psychological and biological factors of patients. It is also believed that the use of

religious coping to deal with life’s problems and crisis increases tolerance and acceptance

of unchangeable situations (Taheri-Kharameh et al. 2013). Therefore, we can mention the

inevitable role of religious and spiritual coping in better dealing and compatibility with

unbearable consequences of chronic diseases such as perception of pain.

In the present study, there was a significant relationship between pain perception,

economic status, gender, family history of cancer, history of drug use that the results are

consistent with the findings of Sherman et al. (2011). The results of the study of Ham et al.

(2016) showed a significant and positive relationship between economic status and per-

ception of pain, but in another study no relationship was found between the variable of

gender and the amount of pain perception. Possible causes of this paradox can be cultural

differences, sample size, and environment of the study.

Limitations

The most important limitation of this study was had no access to patients in other hospitals

in the Mazandaran province and the country, so because of the small sample size, it is

difficult to generalize the results correctly. The other one is cultural differences of the

patients which were not controllable in this study. Impatience and imprecision of some of

the patients at the completion of questionnaire due to disease-related treatments can affect

the results. Because of the importance of this issue, it is suggested that this study be

conducted in the future more frequently and with greater span on cancer patients.

Implication of Results

This research provides information about Iranian cancer patients that may help to inform

the development of strategies to promote better disease adaptation. It also fills a gap in the

cancer literature by reporting quantitative data on coping styles relative to pain perception.

Since cancer patients are affected with a variety of complications during their life which

undermine their quality of life and given that coping behaviors (specially positive religious

coping) improve the level of health and decrease the grades of pain perception in these

patients, it is necessary to improve all caution and measures to improve the level of

positive religious coping in these people. According the present results, it seems that

relying on religious issues and religious coping methods (especially the positive religious

coping) and having a sense of satisfaction and pleasure about the happened events can

significantly help in decreasing the level of pain perception in patients. Therefore, it is

required that pay attention given to the issues of religious coping along with other helping

care at health centers.
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Conclusion

According to the findings of the present study, the average score of pain in cancer patients

was moderate and also the level of positive religious coping compared with negative

religious coping among these patients had higher rates in this study. In addition, the

findings indicate significant negative relationship between pain perception and positive

religious coping in cancer patients. It seems that raising the level and quality of religious

affiliation can positively affect the amount of stimulation and pain. However, more

comprehensive research is needed to ensure more reliable results.
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