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ORIGINAL ARTICLE

Living well with chronic pain: a classical grounded theory

Bronwyn Lennox Thompsona, Jeffrey Gageb and Ray Kirkc

aDepartment of Orthopaedic Surgery & Musculoskeletal Medicine, University of Otago, Christchurch, New Zealand; bCollege of Nursing,
California Baptist University, Riverside, CA, USA; cUC Health, University of Canterbury, Christchurch, New Zealand

Q1

ABSTRACT
Purpose: There is little theory to explain how and why some people cope well despite chronic pain. This
study proposes a mid-level theoretical explanation for those that cope well, shedding light on factors
relevant to acceptance.
Method: Classical grounded theory methodology was closely followed to generate a theory grounded in
data obtained from community-dwelling people self-identified as living well despite chronic pain.
Results: The main concern of people experiencing chronic pain is resolving the problem of disrupted
self-coherence. Resolution involves re-occupying self by (1) making sense of pain using an idiographic
model; (2) deciding to turn from patient to person, facilitated or hindered by interactions with clinicians
and occupational drive; and (3) flexibly persisting, where occupational engaging and coping allow individu-
als to develop future plans.
Conclusions: This theory demonstrates the importance of engaging in occupation during rehabilitation
by framing chronic pain adjustment within a process of renegotiating the self-concept. Occupations allow
individuals to express values important to their sense of self. Coping strategies are used to enable occu-
pation and are judged by their workability in this context. When developing goals and plans with people
living with pain, rehabilitation professionals should consider an individual’s position within the processes
involved in learning to live well.

� IMPLICATION FOR REHABILITATION
� Living well with chronic pain involves a process of making sense, deciding to move on with life, and

flexibly persisting.
� Diagnosis should be accompanied by messages about hurt and harm not being equivalent, and the

need for a lifelong approach to managing a chronic problem.
� An idiographic depiction or formulation of a person’s pain and disability provides opportunities for

making sense of symptoms and collaborating on treatment goals.
� Remaining supportive, providing “small acts” demonstrating that the person is unique and being

thought of, and encouraging engagement in valued occupations allows patients to experiment with,
and start to engage in what is important in their lives.

� Clinicians should help people extend their coping repertoire and encourage flexibility with how these
are applied in the pursuit of valued occupations.

� The positive motivation that comes from individuals identifying highly valued occupations is an
aspect that all clinicians, but particularly occupational therapists, should recognize.
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IntroductionQ2

Chronic pain is usually viewed as distressing and disabling, yet
some people cope well and do not continue seeking treatment
[1]. These people are characterized by reporting little emotional
distress and minimal disability while experiencing moderate to
high levels of pain [2], and represent between 13% and 36% of
those living with chronic pain [1,2]. There are few theories to
explain resilience in persistent pain and it is thus difficult to deter-
mine whether similar strategies and processes could help those
seeking treatment.

Limited information about people who cope well with chronic
pain is unsurprising. High costs are associated with treating those
with difficulty coping [3,4], thus, this population is prioritized for
research. Locating individuals who identify as “well” for inclusion

in research studies is difficult in comparison with treatment-seek-
ing people. Knowledge bias towards those seeking treatment
means that pain management approaches target issues associated
with disability rather than promoting resilience. Catastrophizing
[5], depression [6,7], and exercise programs to combat physical
decline [8], along with coping strategies [9,10] are usually tar-
geted in treatment programs. While addressing these factors
improves quality of life and reduces disability to a small or mod-
erate extent [10–12], learning from people living well with chronic
pain may provide new insights into effective ways of living with
chronic pain.

We used classical grounded theory [13,14] to develop a mid-
level explanatory theory to understand how and why some peo-
ple live well with chronic pain.
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Methodology and methods

Methodology

We chose Glaserian, or classical, grounded theory for this study,
and readers should be aware of the distinctions between this
method and other forms of grounded theory. Firstly, because it is
“a-philosophical” [15], the method allows researchers to approach
the data from any philosophical stance. This in contrast with con-
structivist grounded theory [16] which is overtly constructivist
and interpretive, and the evolving but broadly post-positivist
perspective of Strauss and Corbin’s version of the method [17,18].
Classical grounded theory can accommodate a broadly realist
and pragmatic perspective, thus providing for theoretical relation-
ships between variables to be tested in future studies, as well
as allowing for formal theory generation across substantive
domains [15,19].

In this form of grounded theory, researchers are asked to hold
an independent view, separate from participants’ perspectives in
what some have called a “soft positivist” perspective [20], and col-
lect data without preconceptions drawn from existing research or
theory. The data are considered to stand alone; that is, it does
not require validation or “member checking” [14]. While people
understand events from their own perspective and respond
accordingly, latent patterns of behavior occur and can be identi-
fied by researchers hearing the same concept expressed in differ-
ent ways by different participants. Consequently, the researcher is
responsible for giving names to the resultant categories, drawing
from concepts expressed by participants but also from exist-
ing literature.

Classical grounded theorists move from specific incidents to
increasingly abstract and global concepts. Concepts emerge only
after many indicators of the same pattern are identified, capturing
fundamental characteristics of concepts, thus reducing the unique
contribution of each individual incident and elevating the concept
beyond description [19].

With this methodology, researchers aim not to produce a
detailed description of data, but to generate integrated and
related concepts identifying a “main concern” for participants, as
well as latent patterns underlying how they continually work to
resolve their main concern [14,19,21].

The credibility of the theory rests on how well the theory
explains how the main concern is resolved; its fit, relevance and
workability; and on ensuring rigor in following grounded theory
processes [14,21]. In practical terms, this means we strictly fol-
lowed the constant comparative process, saturating the categories
by identifying “interchangeable indicators” found repeatedly in
the data, and ensuring our coding was related to the core cat-
egory or extending and qualifying the properties of each category
[15,21,22]. We also did not pursue member-checking as a measure
of trustworthiness, for the reasons outlined above.

Participants

Following ethical approval from the University and the New
Zealand Ministry of Health ethics committees, participants were
recruited to this study based on how they might contribute to
the development of a theory of living well with chronic pain.
Participants were initially selected on the basis that they:
Self-identified as “living well” despite having chronic pain (chronic
pain was defined as pain that is present for six months or more,
living well was not defined to allow for a wide range of partici-
pant perspectives);

Had not attended a chronic pain management program, or seen a
clinical psychologist or occupational therapist for managing their
pain, to ensure participants were broadly naïve to traditional
cognitive behavioral approaches for pain management;

Regularly experienced moderate to severe levels of pain as meas-
ured by a visual analog scale where 0¼ no pain and 10¼most
severe pain.
The first few participants were recruited from Arthritis New

Zealand public seminars, while purposive recruitment in the form
of theoretical sampling [23] was used later to help develop the
theory. Participants were also recruited via Facebook groups, the
lead author’s (BLT) blog and people with rheumatological condi-
tions featured in the media (newspaper, television and radio).
Initial contact was made via email or telephone contact and par-
ticipants were provided with an information sheet and consent
form. Twenty-four hours after the initial communication they were
contacted again to confirm participation. Participants provided
signed informed consent, were advised they could withdraw at
any time, and were invited to choose where the interviews were
held, and if they wanted whanau (extended family and support
people) to be present.

Participant characteristics are shown in Table 1. Seventeen
people were recruited to the study with diagnoses of both
rheumatological and non-rheumatological conditions. One poten-
tial participant was excluded because of prior pain management
exposure while none declined involvement. Participants had been
living with their pain from 12 months to over 40 years.

Participants were selected based on their ability to contribute
to the emerging theory. For example, participants were initially
recruited having clear-cut rheumatological diagnoses, later others
were recruited with less well-defined diagnoses (e.g., comparing
those with rheumatoid arthritis and those with hypermobility or
fibromyalgia) and with differing rate of onset (sudden onset or
insidious onset), and with varying periods before obtaining a
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Table 1. Participant demographics.

Participant characteristics
%Participants N¼ 17

Age years Mean (SD) 44.53 (13.56)
Gender Female (male) 9 (8) 53 (47)
Relationship status

Single 6 35
De facto 3 17
Married 8 47

Dependents at home 8 47
Employment status

Full time 17 100
Diagnosisa

Rheumatoid arthritis 3 17
Psoriatic arthritis 2 11
Osteoarthritis hips, knees 4 24
Osteoarthritis hands 1 6
Fibromyalgia 3 17
Ankylosing spondylitis 2 11
Irritable bowel syndrome 1 6
Hypermobility syndrome 1 6
Juvenile arthritis 1 6
Nonspecific low back pain 1 6
Migraine 1 6
Abdominal pain 1 6
Widespread pain ?fibromyalgia 1 6

Years living with pain
Mean (SD) 13.11 (12.19)

Minimum 1
Maximum 44

aNB percentages total more than 100 as several participants had more than
one diagnosis.
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definitive diagnosis. Participants’ characteristics, and the questions
asked during the interviews were shaped by questions arising
from data already collected (as documented in memos) and gaps
in the theory. Prior to making interview appointments, potential
participants were asked to verify whether they could inform the
questions that were currently being investigated.

Design and procedure

We aimed to generate new theoretical explanations for how and
why participants believed they were living well despite their
chronic pain, and for this reason we followed classical grounded
theory methodology [15,19]. We prioritized the direction and
prominence of concepts provided by participants by delaying an
in-depth literature review until later in the analysis.

Interviews were conducted by the lead author (BLT), an experi-
enced occupational therapist, and the study formed part of her
PhD. Participants were advised of the purpose of the research,
confidentiality, the clinical background of the interviewer,
informed that the interview was focused on their experience and
not for the purposes of treatment, and written consent was then
obtained. Interviews started with the questions “How do you get
on with life and live with your pain?” and “How do you do the
important things you want and need to while you have chronic
pain?” These questions were designed to elicit participants’ main
concern, while analysis aimed to identify how the main concern
was resolved [22]. Subsequent questions in each interview
reflected areas of the emerging theory that needed development,
in an iterative and inductive process. Interviews lasted between
60 and 90min. Two participants were re-interviewed to clarify and
extend concepts relevant to the developing theory. Recruitment
continued until categories were saturated, and no new properties
or features of the core category were identified.

The interviews were conducted face-to-face in the person’s
own home where possible, or were interviewed via video confer-
encing, and all were audio or video recorded. Memos were writ-
ten after each interview was completed, and before analysis
commenced. Seven participants were interviewed with a family
member present (spouse or partner) while all others were inter-
viewed alone. Family members were advised that they should
allow the participant to answer. No differences were noted
between those participants interviewed with family and those
interviewed alone.

Analysis

Interviews were coded by BLT more than 24 h after completion
(to reduce confirmation bias) and began after the first interview,
continuing throughout data collection. Interviews were played
and coded within NVivo9 software.Q3 A second coder was not used
because classical grounded theorists are encouraged to do their
own coding to stimulate abstract conceptualization [19].

Incidents (discrete events) were identified with open codes.
More than one code was assigned to each incident initially to
capture as many ideas as possible, but the number of concepts
were reduced with subsequent coding passes. Coding involved
constant comparison, comparing data collected from different
people, and data collected from people at different times to iden-
tify “interchangeable indicators that emerge [to form] a pattern”
[19]. Each incident was compared with every other incident while
asking: “What category does this incident indicate?”; “What prop-
erty of what category does this incident indicate?”; “What is the

participant’s main concern?” [14]. After the core category was
saturated open coding was complete.

Selective coding was then used to code only those incidents
related to the core category.

Once these categories were saturated, memos were reviewed,
sorted and placed in relation to one another. Memos were used
for documenting thoughts, reasoning processes and conceptual
abstractions and written throughout data collection and analysis.
Sorting resulted in generating theoretical codes describing the
relationships between the categories. During theoretical coding
and sorting existing research was incorporated into the theory.
Concepts or categories were named to adequately represent the
data [14,15]. Terms used to name the concept or category were
derived both from participants’ words and from concepts drawn
from existing research [15,21]. Finally, the memos were used to
enable writing up [15], resulting in a multivariate conceptual the-
ory in which the process used by participants to resolve their
main concern about living well with chronic pain is explained.

Note: Classical grounded theory is written up in conceptual
terms, abstract from time, place and person rather than referring
directly to the participants within the study [19,21]. For this rea-
son, the theory below is described in present tense. All the results
in this study are derived from the data obtained from participants,
but because saturation was achieved, the conceptual code and
consequently, the description subsumed under the code is used
[19] with brief quotations used for illustration.

Findings

In this study, we found that chronic pain disrupted participants’
sense of self-coherence, and their main concern was finding ways
to re-occupy their sense of self. Figure 1 provides a conceptual
diagram of the process of re-occupying self. Achieving self-coher-
ence formed the core category and all other categories related to
it. In the context of this study, as articulated by the participants,
self-coherence is a belief that personal capabilities, motivations,
goals and ways of engaging in occupations make sense. Chronic
pain presents a major challenge to individuals, the way they live
their lives, and their self-concept. People experiencing chronic
pain must change daily habits, such as ways to clean the house,
manage personal hygiene, and go to work [24,25]. Their ability to
undertake the usual range of roles and social behaviors is often
reduced [26,27]. Their usual ways of being and doing are chal-
lenged, resulting in the need to review beliefs and inferences
about social roles and personal schema developed prior to pain
onset [28]. Their sense of self-coherence is lost.

We found that returning to a sense of self-coherence consists
of three sequential processes during which people living well
with pain engage in the process of re-occupying self. Resolution
involves firstly, making sense, developing an idiographic model of
their pain; secondly, deciding to turn from patient to person, facili-
tated or hindered by interactions with clinicians and occupational
drive; and finally, entering an ongoing phase of flexibly persisting.
Having successfully completed these processes, people have
achieved self-coherence.

The process of achieving self-coherence is about developing an
understanding of the effects of pain on the way occupational
demands are met, but also finding new ways of expressing
important values and schemas so the changes become acceptable
aspects of the self-concept.

When I began doing what matters to me, maybe in a different way but
still doing them, I felt more myself again instead of this alien within my
skin [female, 29, pain duration (pd) 10 years]
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It didn’t feel right to stop everything, I lost who I was and became this
irritable, unhappy person. Getting back to the things that make me ME
took a lot of time, but getting on with my cycling and work and being
with my family feels right. I know who I am and pain is a small part of
me. [male, 35, pd 14 years]

Occupation refers to “the everyday activities that people do as
individuals, in families and with communities to occupy time and
bring meaning and purpose to life. Occupations include things
people need to, want to and are expected to do” [29].
Occupations are imbued with personal meaning, differing from
activity in that occupations are the unique and individualized way
in which a person enacts a particular activity [30]. Participants
were very clear about the personal relevance of the occupations
they undertook, and both way they undertook them, and the pur-
pose or values inherent in them.

Well … you can’t just stop being a mother. You have to keep doing -
but I compromised how I did them and didn’t feel good about that
until I remembered that parents just have to be good enough, not
perfect. The important thing was that I did them and that I knew why I
did. In the end it’s more about me doing those things that my son
needs so I can still be the kind of mum I want to be. [female, 49, pd
21 years]

I didn’t want to stop my sports at the time… it was who I was, I was
the guy in the front, I was the guy who got things done. I was
organised and I could push myself and when I played I did it 100%. I
still give it 100% and I still do my rugby because when I didn’t I lost
my mates, my routine, my drive. [male, 64, pd 44 years]

Phase 1: Making sense

Until chronic pain becomes a problem, most people enjoy occu-
pations and envisage a future in which they entertain “possible
selves”, or “cognitive representations of enduring goals, motives,
aspirations, fears, and threats” [28]. When pain persists, changes
in some way (intensity, quality, association with other symptoms),
or is unlike previous experiences of pain, these assumptions no
longer hold true and the process of making sense begins. Making
sense consists of the co-occurring processes of naming, predicting
and existing.

The key tasks of making sense are to develop confidence in a
personal model of pain, understanding how pain influences daily
occupation and learning to self-regulate actions in light of this
information (e.g., plan daily activities or integrate treatment
requirements into the day). This makes engaging in occupation
more predictable.

1. Naming involves matching information from two primary
sources: their experience of symptoms, and the diagnosis
made by a health provider. Information from others such as
family, friends, community, social media and books or similar
resources contribute to how willingly a diagnosis is accepted.
Individuals continue to seek a diagnosis until they receive
one matching their representation.
Once a diagnosis is made, participants in this study
expressed relief using words and phrases such as “the mys-
tery is solved”, “labeled”, “I knew what we were dealing
with”, and “now we had a direction”. While the reality of liv-
ing with long-term pain is not always appreciated at this
time, symptoms are recognized, and energy searching for a
diagnosis is diverted to learning about how symptoms vary
and affect daily occupations. Validation was a term used by
some participants to describe being diagnosed with “a recog-
nized illness”. The term invalidation has been used in chronic
pain research to refer to a sense of disbelief from health pro-
fessionals [31,32]; however, these participants indicated they
felt they had been believed, but that their pain was a puzzle
or a mystery until a diagnosis had been made.

2. Predicting is the process in which participants adjust to the
reality of a body that no longer responds as expected.
Activities begin to be associated with predictable changes in
pain intensity. Becoming aware of these associations is an
essential aspect of developing expectations in different con-
texts. Predicting is an experiential process, although informed
by others, for example, feedback from a health professional
or family member.

One participant said it like this:

I know it’s only pain, I’m not doing any harm to myself, but I know
what my body will and won’t do. I’ve been living with it for so long
now, I know when I’m having a flare-up and when it’s just a niggle. I’ll
always give things a try, but in the end I’m going to do what I need to
do to get things done. I mean, sometimes you just need to get on with
it and decide for yourself how much you want to let it rule you, some
of the things they (health professionals) want you to do for your pain
get in the way more than the pain does [male, 64, pd 44 years]

3. Existing involves maintaining essential occupations while
working through the process of predicting. By maintaining
only essential routines, habits and tasks, individuals generate
estimates about the impact of pain on performance. For
example, “pain with this quality and intensity will settle down
overnight”, “pain that increases this fast means I need to lie
down, or I’ll be sick”. While developing predictions,
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Figure 1. Conceptual diagram of the process of re-occupying self.
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individuals primarily focus on what they can and cannot do
in the here-and-now. Existing is tied to the present, rather
than future goals and plans. In this phase, individuals strug-
gle to consider the future because it remains uncertain and
any plans or goals are fragile.

Phase 2: Deciding

Deciding involves weighing up the costs of seeking to control
pain against the rewards of (or relief of pressure to) pursuing
meaningful occupations. This is an active decision to “get on with
life as it is now” and occurs at a point in time rather than grad-
ually. Timing of this decision varies, and the decision may be
revisited from time-to-time with changes in symptoms or new
treatments. Life “as it is now” is not an attempt to recreate the
past self-concept [33], but instead focuses on engaging in valued
occupations, albeit in different ways. In other words, deciding indi-
cates when individuals compare their ideographic model of pain
with both the cost of pursuing “return to normal” and the
rewards from engaging in what is essential to their self-concept.

Deciding is influenced by what has been learned while making
sense, including accepting that hurt does not equal harm, the
relative longevity of pain, and two further factors. The first is the
presence of a trustworthy clinician. A trustworthy clinician provides
a sense of partnership and conveys confidence that individuals
can make their own choices about treatments while continuing to
remain supportive irrespective of what is chosen. Participants
described clinicians conveying this attitude through small acts
such as personalizing an exercise program, searching for informa-
tion relevant to them, making contact in between appointments
to ask how a treatment is going. The clinician may only be con-
sulted for a short period and may be from any discipline but will
always demonstrate their willingness to do “something more” and
to endorse the main subsequent phase of living well: flexibly per-
sisting. This elevates their clinical input beyond that of routine
practice. There are parallels between the depiction of a trust-
worthy clinician and notions of client-centeredness as described
by several authors [31,32,34], but participants used the term
“trust” to depict their interactions with these clinicians, thus, we
have retained this term.

We had this trust thing going on… I could decide not to do what she
wanted and she’d still be there for me… and other times she’d
suggest something else and I’d think about it because I knew she
understood. [female, 49, pd 21 years]

It was like he trusted me to tell him how I was, what I wanted to do.
[female, 45, pd 27 years]

He’d call me in between appointments, and I trusted that he really did
want the best for me. [male, 55, pd 3 years]

The second influential factor when deciding is the strength of
occupational drive. While occupational drive may be thought of
as motivation, it is motivation directed towards returning to occu-
pations the individual believes expresses who they are (i.e.,
important aspects of their self-concept). At this point, individuals
may not fully know how to express their self-concept but are
ready to find ways to participate in occupations irrespective of
the potential for this participation to increase pain.

I looked at my life and it was these tests, pills, treatments and I realised
I had nothing of me left. I’d lost myself… I really wanted to go back to
my job and be me again… I needed to work for my sanity, it wasn’t a
want but a need [female, 42, pd 6 years]

It was like I had to get back to my sport, or what’s the point? Nothing
was going to stop me once I started, it’s what I love. [male, 64, pd
44 years]

Phase 3: Flexibly persisting

Flexibly persisting, the third phase of living well with chronic
pain, is an ongoing, lifelong process. It involves developing
clarity about what is important in life, persisting with valued
occupations, and being flexible when tackling challenges.
Ongoing pain is accepted as a reality in life, but pain no longer
holds the threat value it has while making sense. People in this
phase are willing to experience fluctuations in pain when
perceived rewards from these occupations are greater than the
negative effects from increased pain or effort. Rather than manag-
ing pain, people in this phase begin to manage their lives, goals
and actions.

Three processes underpin flexibly persisting: occupational
engaging, coping and future planning

1. Occupational engaging is the process of enacting important
values via participating in occupations. Occupations are
“purpose in the moment” [35], and afford continuity to an
individual over the course of life. They can also be described
as “goal-directed activity in the context of living” [35], thus
providing motivation for action as people imagine the effect
of achieving these goals on their self-concept. The following
quotations illustrate the importance of these occupations:

I just have to do these things: I’m a mother, there’s no-one else.
[female, 48, pd 7 years]

If I don’t keep playing I lose something that’s part of me [male, 64, pd
44 years]

What’s the point if you can’t do what makes you feel like yourself?
[female, 45, pd 27 years]

I’m the only one who knows how to do the training, so I keep going
[male, 35, pd 14 years]

Participants used daily occupations to bridge between their
current self and a future state. For example, a participant said: “I
always get up and have a shower and put on my makeup, even on
a bad day. I might feel like I can’t handle the pain, but when I’m up
and about I feel more myself.” [female, 49, pd 21 years]. By com-
pleting her morning routine this participant confirmed that
although it was “a bad day”, she could be her real self.

2. Coping involves all the ways people use to engage in occupa-
tion despite functional limitations, thus, ensuring their values
are retained. Various strategies may be employed depending
on the circumstances, and strategies are used in flexible
ways. Time of the day, the day of the week, different social
environments, physical environments, personal expectations
and sociocultural values all influence the strategies chosen.
For example, to maintain work, one participant described her
coping strategies (underlined):

I plan my day. What does it matter if I ask for help, or take a nap, or
rest during the day, if I can meet my client first thing in the morning
because that’s when I’m feeling better, then I can do that. That’s why I
decided to be self-employed, so I can. I will push myself to be there for
a client, but crash later. Sometimes I’ll decide to phone them up and
change our time because it works better for me on that day. I couldn’t
do that if I was employed by somebody. [female, 45, pd 27 years]
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Coping in this phase is conceptualized in functional and con-
textual terms. The utility of each coping strategy is determined by
the outcome obtained in the occupational context of an individu-
al’s life. Coping enables occupation, while engaging in occupation
generates the need to cope.

Coping strategies are used in a flexible way: if a strategy can-
not be employed, or the situation/context means that a usual
approach is unworkable, an alternative work-around is used.
There were, however, three common approaches used by all par-
ticipants in this study.

i. Mindfulness describes the nonjudgemental awareness of pain.
Individuals notice and even monitor their pain but are not
bothered by it and neither ignore nor distract from it. As
described by participants in this study, it involves being
aware of sensations in various parts of the body, noting qual-
ity, intensity or spread, yet remaining emotionally neutral
about the experience. One participant described the pain as
“irrelevant”, another called it “just noise”, and another
described being “not bothered about it, it’s not important”.
Mindfulness as described by these participants is dispositional
mindfulness or being aware of and accepting what is in the
present moment, rather than using explicit mindfulness medi-
tation practice.

ii. Exercise is used in all its forms, including dance, walking,
cycling, swimming, rugby, yoga. Exercising is used to main-
tain a “healthy body, healthy mind”, maintaining fitness, and
managing mood/stress. Exercise is characterized by whole
body, large joint movement; most participants in the study
employed more than one form and engaged in exer-
cise daily.

One participant described it this way:

I didn’t want to stop my rugby, but I thought I should because the
doctor said I should be careful not to overdo things and when you play
rugby you do put yourself out there. After a few years of sitting on the
side-lines I decided to get back into playing again because it’s who
I am. If I don’t keep playing I lose something that’s part of me. So I
started going to the gym and running so I could play rugby again, and
I made the Masters team. [male, 64, pd 44 years]

Another said:

I walk a lot. It gives me ‘head space’ when I can let my mind wander.
I always feel better in myself after it. (female, 45, pd 27 years)

iii. Whatever works is a category incorporating an extensive
range of strategies used to enable occupation. These include:
cognitive strategies (e.g., positive self-statements, “gritting
your teeth”, reality testing); communication and establishing
boundaries (e.g., assertive communication, asking for help,
delegating); relaxation (e.g., breathing, rest, progressive
muscle relaxation, differential muscle relaxation); activity
management (e.g., planning, prioritizing, breaking a task into
“chunks”, evaluating the day/week/month’s activities); passive
modalities (e.g., colored light machine, osteopathy/chiroprac-
tic/physiotherapy, TENS, heat); medications (e.g., prescribed,
and taken mainly in a time-contingent manner, but occasion-
ally taken as needed); spirituality (e.g., prayer, meditation);
gadgets and assistive equipment (e.g., appropriately adjusted
office furniture, lumbar roll, spinner on the steering wheel).

These strategies are not used as often as mindfulness or exer-
cise but are adopted as and when certain outcomes are desired.
For example, asking for help is used to: ensure an individual can
complete a valued activity; elicit caring from another; enable
time-out so the person can participate in another occupation; fos-
ter interpersonal relationships; reduce fatigue or to increase

confidence. The important characteristic of these strategies is the
function they perform for the individual in the context of achieving
their personally valued occupations. Strategies are not, in isola-
tion, adaptive or maladaptive, but are more or less workable in
light of the purpose for which they are used. Individuals will pick
and choose what is useful from any strategy they discover.

Individuals may use coping strategies to “recover” from their
valued occupations so that relaxation techniques, for example, are
used to help get off to sleep after being out at a function, while
rest may be used after a busy day. Others plan and organize their
day to achieve occupational goals, using what could be described
as a “boom and bust” approach, with recovery time planned as
part of an overall strategy to optimize occupational participation.

3. Future planning emerges as people begin to predict the
nature of their symptoms and impact on their activities, use
coping strategies, engage in occupation, and divert more
attention to valued occupations and living life than to efforts
to reduce or control their pain. In some senses, future plan-
ning is the result of pain becoming an “acceptable” experi-
ence such that energy used previously to find ways of
controlling or avoiding pain can be directed towards living a
purposeful life. As mentioned, during the initial process of
making sense, people find it hard to plan ahead even as far
as the next day, week or month. Once they have been able
to make sense and have identified a repertoire of strategies
that enable occupational participation, this sense of being in
“limbo land” begins to fade. Future planning embodies opti-
mism, acceptance and self-efficacy.

For a long time I didn’t want to look ahead. The future wasn’t a good
place for me – neither was the present, but the future was so
uncertain. When I began doing the things I love, my swimming, my
tinkering in the shed, and found I could do these if I went about them
a different way, something changed… .it wasn’t like I stopped wanting
something to take my pain away, but I knew I didn’t need that to be
me. [male, 55, pd 3 years]

I don’t know when I realised I was making plans again… I think… oh
I think it was when I’d been doing my jewellery and began going to
the craft group on a Wednesday night. I knew I might not always go –
but I actually enrolled in a course for the first time in ages. [female, 35,
7 years]

I remembered that movie about the bloke with OCD, what was it… oh
yeah, As good as it gets, yeah… and I thought maybe this is as good
as it gets! And life isn’t getting any longer. I stopped all the Dr Google
searching and told my Specialist I’d had enough new drugs, and
I started getting on with my life, seeing my friends on the weekends
again, I even went to Australia for a holiday because I knew I could do
it. [female, 42, pd 6 years]

Discussion

Living well with chronic pain, as identified in this classical
grounded theory study involves achieving self-coherence by
engaging in the process of re-occupying self. Individuals seek ways
to express values integral to their past, present and future sense
of self, and accommodate the impact of chronic pain by changing
how they enact these values through daily occupations.

Self-concept

The self has been described as “the direct feeling each person has
of privileged access to his or her own thoughts, feelings and
sensations” [36]. The self-concept as defined by Baumeister [36] is
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“the totality of inferences that a person has made about himself
or herself” and incorporates an individual’s own knowledge of
social roles as well as personal schemas. Lastly, Baumeister defines
identity as “the definitions that are created for and superimposed
on the self” (p. 682), consisting of an interpersonal aspect
(roles and relationships), a potentiality aspect (a concept of who
the person might become), and a values aspect (a set of values
and priorities).

An individual’s identity develops over time through habitual
preferences, emotions and thoughts towards themselves, others
and the community [36,37]. Charmaz [38] maintains that habits
“of thinking, feeling and action that people invoke without
reflection” enable people to respond efficiently and economically,
and represent a link between the self and the social world.
Understanding the implications of a diagnosis on the self-concept
takes both time and opportunity to explore these “habitualized
notions of self”. The process of re-occupying self as described in
this study illustrates how people living well with chronic pain
achieve a sense of self-coherence where “habitualized notions of
self” can continue to be expressed.

Self-coherence is a concept derived from Antonovsky’s sense
of coherence [39]. Meaningfulness, controllability and comprehen-
sibility are thought to contribute to an individual’s capabilities to
respond to stress and are integral to the notion of sense of coher-
ence. High sense of coherence has been found to relate to restful
sleep despite stressors in elderly people [40]. In recently-diag-
nosed people with multiple sclerosis, sense of coherence, identity
and self-efficacy were positively correlated with one another, and
negatively correlated with depression, with the strongest predic-
tors for positive affect being identity and sense of coherence [41].
In coping with pain, elderly people living with chronic illness with
stronger sense of coherence were found to have lower levels of
catastrophizing and reported they coped better with their pain
[42], while workers with chronic pain were found to have lower
levels of anxiety and higher levels of functional capability when
they had a stronger sense of coherence [43].

We have used the term self-coherence to represent the sense
described by participants of being able to express the deeply
held values that were integral to their self-concept despite the
effects of pain; of continuing to experience meaningfulness, exert-
ing a level of control over their lives, and being able to compre-
hend the implications of long-term pain.

Chronic pain impacts upon all three aspects of self. Individuals
with chronic pain experience a challenge to their self in the form
of new sensations that in turn influence thoughts and feelings;
the past self-concept may be disrupted because personal schemas
cannot be enacted when pain interferes with activities, and iden-
tity may be threatened as expected roles within the community
cannot be fulfilled. The future becomes less apparent, and an
individual’s values may be compromised by behavioral changes
required to manage pain [44].

When a person must change routines and practices, tension
arises between the past self-concept and new behaviors and self-
appraisals [45]. Over time, new patterns and self-appraisals even-
tually form a new sense of self, in response to both feedback
from other people within the social context, and personal judg-
ments about the situation, experience and interactions [28,46,47].
The self, as Charmaz argues, is continually changing, but is in par-
ticular flux during the early stages of learning to live with chronic
ill health [38]. She points out that when people remain resilient
despite living with disability, their bodies may change, but their
“selves” remain [38].

Participants in this study experienced self-incoherence during
the onset of their pain [48]. They engaged in a process of re-occu-
pying self to establish self-coherence by modifying the range of
occupations and the way they carried them out while simultan-
eously ensuring important values were expressed. The need to
develop and use coping strategies emerged out of participating
in important or valued daily occupations. Once they had entered
the phase of flexibly persisting, their self-concept was recogniz-
able as being “who” they were; they felt like themselves again.

In contrast with clinical populations [49,50], participants in this
study were prepared to experience pain and go about doing the
things they saw as important, provided that doing so helped to
meet their values. During the early phases of living with persistent
pain, participating in occupations provides an experiential vehicle
for understanding and predicting the effects of pain on occupa-
tional performance, while later, being engaged in occupations
helped participants continue to express values integral to their
past, present and future sense of self.

Psychological flexibility

Those who cope well with pain appear to retain, or develop rela-
tively quickly, a sense of self that permits a flexible approach to
achieving goals. Psychological flexibility has been defined as “as
the capacity to persist with or change behavior in a manner that
incorporates conscious and open contact with thoughts, feelings,
and sensory experiences, and in a manner that reflects one’s val-
ues and goals [51,52], and can be summarized as being able to
“show up, let go and get moving” [53]. Psychological flexibility
and sense of self has been discussed, with particular attention
paid to psychological inflexibility [54]. In a recent review of the
construct of self from within a functional contextual perspective
[28], the authors argue that adopting a psychological flexibility
model would encouraged people to view themselves with com-
passion, stepping back from value judgments about characteristics
they define and instead seeing that they exist irrespective of what
they can and cannot do [28,55]. Participants in this study appear
to have implemented this approach naturally and without coach-
ing, being able to step back from previously held self-evaluations,
supporting their efforts to integrate the impact of chronic pain
while retaining or rebuilding an intact sense of self [55]. Having
achieved this, they accepted their situation – and achieved
self-coherence.

Processes

The three processes involved in achieving self-coherence describe
a process in which individuals move towards accepting chronic
pain. The process of making sense involves developing an ideo-
graphic model of pain and understanding the implications of
chronic pain on the self-concept. Deciding depicts the moment
when individuals choose to move on with life, while flexibly per-
sisting is the ongoing process of living with chronic pain.

Clinicians working with people experiencing pain will likely
mostly encounter people working through the process of making
sense. The concept of a period in which people begin to discover
the impact of a diagnosis has appeared in other research explor-
ing the meaning of chronic pain [48,56,57], however, the sub-
processes do not appear to have been depicted in occupa-
tional terms.

The three sub-processes involved in making sense help define
the extent and duration of the changes required and an under-
standing of the “new normal” while maintaining only those
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occupations necessary for day-to-day living. During this period,
individuals explore the impact of symptoms on their daily lives
while being unable to develop plans for a (now) uncertain future.
The limitations on future planning explain some of the reluctance
to set goals experienced by people living with chronic pain
[33,58]. It is difficult for people to generate future goals while the
current situation remains poorly defined.

Naming poses particular problems for those who may ultim-
ately be diagnosed with “contested” disorders such as fibromyal-
gia, or who receive diagnoses that take some time to obtain such
as ankylosing spondylitis [59,60] because of delays in diagnosis,
while the actions of clinicians can impact on the time needed to
complete this phase. Participants in this study indicated that nam-
ing involved clinicians recognizing the condition and indicating
that it was unlikely to be cured but would require ongoing man-
agement – and that management options were known. Clinicians
were clear that “hurt does not equal harm” and that it was safe
to be active even though pain was present. Interestingly, the
stigma of having an unexplained pain problem did not emerge as
a category, rather, the “mysterious” nature of their pain problem,
and the desire for clarity around management emerged
more strongly.

Several researchers have found that individuals are helped by
being provided with a clear diagnosis and indication of chronicity
[48,58] while providing people with clear information about pain
mechanisms has been shown to benefit people with chronic pain
because this ensures clarity around the risk of tissue damage
while pain is present [61,62].

Delays in diagnosis, particularly where imaging or laboratory
results are not definitive have been found to impact upon stress
experienced by people [63], delay appropriate management [64],
engender stigma and disbelief amongst health professionals [65],
and contribute to discrepancies in the goals of chronic pain man-
agement between clinicians and patients [66].

Predicting is the process of defining symptom variability and
impact on activity tolerance. It may be facilitated by recording
pain intensity, location and quality, and the fluctuations that
occur over time. Pain diaries have been used to establish pain
variability [67], but appear less often in the literature over recent
years although electronic applications on smartphones are very
popular. There is some concern that individuals unnecessarily
monitor symptoms and therefore become distressed or feel help-
less, particularly if they score highly on measures of catastrophiz-
ing [68,69]. Several early studies indicated that becoming aware
of and monitoring pain fluctuations is often described as a strat-
egy by those living with pain, but this has not recently been
investigated in-depth [70,71]. Participants in this study used their
daily occupations as a vehicle by which they could identify and
predict the impact of symptoms, suggesting that pain diaries
should incorporate activity recordings alongside pain and other
symptom ratings to enhance this part of making the sense pro-
cess. When combined with a clear understanding that pain does
not inevitably represent tissue damage, developing an awareness
of relationships between symptoms and daily occupations may
provide insights into how daily routines and habits can be struc-
tured to optimize valued occupations.

Existing is the third sub-process in this first phase of living
well. It represents the lack of future focus experienced by people
as they work through sub-processes of naming and predicting
while making sense of their situation. Remaining focused on the
here and now is well-described in chronic pain research [72,73],
but may not be reflected in rehabilitation professionals’ attempts

to set goals [74] unless they adhere strongly to client/patient-cen-
tered practice [72,75,76].

Deciding

Deciding when to move on with life is a critical point in the pro-
cess of living well with chronic pain. As noted above, the timing
of this decision is influenced by the actions of clinicians involved
in their care as well as the person’s occupational drive.

Most of the research into coping and chronic pain has investi-
gated people experiencing pain rather than the actions of their
treatment providers. Recent studies have found that the ways
clinicians interact with their patients is highly influential. Clinicians
with fear-avoidant beliefs about pain tend to be less inclined to
support activity and more likely to recommend rest, medication
and investigations [77,78], while the model of pain held by clini-
cians influences how much emphasis they place on psychosocial
factors [79].

Several aspects of clinician’s behavior influenced the process
of deciding. Clinicians’ willingness to collaborate or work in part-
nership with participants and individualize their input with per-
sonal touches facilitated this decision. Patient-centered care
research has generated an increasing focus on ways clinicians can
create a “conditional partnership” where patients are believed,
encouraged and their personal journey toward wellbeing is sup-
ported [31]. In this study, clinicians who maintained a focus on
pain reduction, offered new investigations or ongoing interven-
tions, or suggested restricting activities, served to prolong the
period of making sense. Clinicians who tailor their approach to
the individual needs and preferences of people with pain have an
impact on clinical outcomes, and this may be an important aspect
of clinical communication to examine in more detail [31,34,80].
Clinicians who focus exclusively on pain reduction and investiga-
tions or treatment have been found to prolong disability [81], and
this may be particularly relevant for people who have relative
inflexibility in how they approach occupation, or who struggle to
find ways to express their sense of self.

Flexibly persisting

Flexibly persisting explicates two important factors in living well
with chronic pain: the first is the importance of identifying and
participating in valued occupations or “doing everyday things”
that express fundamental beliefs about the self-concept [82];
while the second highlights the benefits of knowing and applying
a range of coping strategies to enable participation.

Identifying valued occupations and why they are important
provides a framework for clinicians to help individuals to develop
coping strategies, particularly when reducing pain intensity is not
possible. Motivation to learn and adopt coping strategies only
makes sense when viewed in terms of how the strategies enable
participation.

Study participants used coping strategies to ensure valued
occupational goals were met rather than simply to reduce pain.
They described flexibility in the way they used their strategies.
That is, they did not apply rigid thoughts, rules, or beliefs that
made it difficult to use a range of approaches [83]. Coping strat-
egies were adopted on the pragmatic basis of workability; the
choice of which strategy to use and the impact on pain intensity
varied with context and purpose. This flexible approach reflects a
contextual view of coping strategies, in contrast to classical views
of coping as either active or passive [84,85].
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Coping inventories omit reference to contextual factors such
as the purpose or end goal intended from using a strategy; indi-
vidual values; time since pain onset; available resources or
employment/workplace factors [86,87]. From our study it appears
that coping strategies cannot be considered separately from the
contexts and outcomes in which they are employed. This may
mean clinicians’ attitudes and understanding of various coping
strategies may need to be revisited. We argue that a functional
contextual perspective [88] may offer a pragmatic approach to
understanding the way individuals use coping strategies. From
this position, coping behavior is judged in terms of how well the
strategies enable the individual to participate in valued occupa-
tions [89]. In other words, when attempting to determine if a cop-
ing strategy should be encouraged, clinicians need to consider
how well it helps the person live the life they want to
lead [87,90,91].

Taken together, these findings suggest steps that clinicians can
take to reduce the time spent in the process of making sense and
deciding, ultimately helping people move towards flexibly persist-
ing more quickly.

Study limitations

Classical grounded theory is a flexible and robust methodology
for exploring complex processes to generate new explanations or
hypotheses. While there is considerable support for the approach,
the usual limitations of data obtained by self-report and inter-
view apply.

Participants had some difficulty recalling the coping strategies
they used. They instead remarked that they “just got on with it”
or “it had to be done, so I did it”. A range of questions were used
to probe descriptions, such as anchoring recall to recent events,
asking about typical ways of coping, enquiring about “important”
events. In future studies, exploring the contextual use of coping
strategies in daily life by using ambulatory monitoring, experience
sampling or ecological momentary assessment methods [92]
would provide greater insight into choices about using coping
strategies in different settings and for what purpose.

Classical grounded theory generates substantive theory: that is,
a theory located in time, space and context. This research was
conducted in New Zealand during disruption after several major
earthquakes; this is ongoing today. Some participants were cop-
ing with not only their chronic pain, but also disruption to prop-
erty and lifestyle. These events may have influenced participants’
choice to respond, and the ways in which they did. Coping with
the earthquakes did not feature as a concept in this study, sug-
gesting that participants recruited from the affected area did not
view this disruption as relevant to their experience of living well
with chronic pain.

Classical grounded theorists do not test hypotheses emerging
from data, with Glaser differentiating between his original
approach and other forms of grounded theory [15], thus, further
hypothesis testing derived from the theory should be conducted
before strong recommendations are made regarding clin-
ical practice.

Conclusions and recommendations

Self-management strategies for chronic pain are likely to be
needed for many years because progress towards an effective
pharmacological or medical approach is slow [93]. By studying
people who believe they are living well with persistent pain, par-
ticularly, those who are naïve to cognitive behavioral approaches

to self-management, clinicians and researchers can begin to
understand ways they can support positive adjustment to this
ongoing problem.

The study explains how individuals accept chronic pain as part
of their life. Processes used by these participants offer opportuni-
ties for therapeutic intervention, building on strengths already
being employed in the adjustment process. The findings identify
that attention should be paid not only to individuals with chronic
pain and the ways they manage, but also to clinician’s behaviors.

Clinicians play an important part in helping people through
the processes of making sense, deciding and ultimately, flexibly
persisting. Firstly, they can provide a diagnosis that fits with the
person’s representation of their pain problem. Participants in our
study indicated that by presenting management as a “known”,
the unknown nature of the disease involved was mysterious
rather than frightening. This action should be accompanied by
messages about hurt and harm not being equivalent, and the
need for a lifelong approach to managing a chronic problem.
Doing so, enables patients to begin experimenting with predict-
ing the impact of pain on what they want to do.

Secondly, clinicians can guide patients to track the impact of
pain on current daily occupational performance; to begin a pro-
cess of developing predictions while patients are temporarily
unable to envisage a future. This may mean returning to
approaches that have been relatively under-used such as pain dia-
ries where pain and other symptoms can be recorded against
daily occupations.

During the process of making sense, clinicians should aim to
help patients generate an idiographic depiction or formulation of
their pain. This formulation can then be used to identify mecha-
nisms underpinning disability associated with pain and facilitate a
collaborative approach to treatment and goal-setting. Goals set
too far in the future should be avoided.

The process of deciding is underpinned by clinicians strongly
supporting patient-centered actions, even when this does not fit
with existing evidence. Remaining supportive, providing “small
acts” demonstrating that the person is unique and being thought
of, an encouraging engagement in valued occupations allows
patients to experiment with, and start to engage in what is
important in their lives.

Finally, clinicians should help people extend their coping rep-
ertoire, and encourage flexibility with how these are applied in
the pursuit of valued occupations. The positive motivation that
comes from individuals identifying highly valued occupations is
an aspect that all clinicians, but particularly occupational thera-
pists, should recognize. Occupations allow individuals to enact
important values while satisfying the need to live a life aligned
with what is personally important, and successful participation in
occupations affords greater quality of life for those with
chronic pain.
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