
Exploring the Association Between Complementary and Alternative Medicine and 

Emotional Health in Adults with Chronic Pain 

An estimated 20.9 percent or 51.6 million adults in the United States suffer from pain 

lasting longer than three months.1 Chronic pain can cause debilitating symptoms that 

significantly affect health and well-being.2 Adults with chronic pain experience higher levels of 

anxiety, depression, fatigue, and insomnia compared to adults who do not suffer from pain.3 

Traditional methods for managing chronic pain include medications, physical and occupational 

therapy, injection therapies, and exercise.4 

Complementary and alternative medicine (CAM) consists of non-traditional interventions 

that can alleviate pain and restore function.5 CAM therapies such as relaxation, guided imagery, 

acupuncture, and biofeedback are effective treatments for relieving adult chronic pain.6 Previous 

research has thoroughly analyzed the connection between CAM and chronic pain. There is 

limited research exploring the utilization of CAM techniques to improve emotional health and 

alleviate chronic pain. The present study aimed to assess the impact on emotional health for 

adults receiving complementary and alternative therapies for pain and determine if a relationship 

exists between CAM use for chronic pain and emotional well-being. 

People suffering from chronic pain are more likely to have recurring depressive 

episodes.7 This research is relevant to social work practice as clinical social workers intervene 

with adults seeking help for emotional or mental health problems. Healthcare social workers aim 

to help clients with chronic pain find therapies that may help their pain and associated emotional 

and mental health issues. Numerous studies demonstrate the use of cognitive-behavioral 

approaches to manage mental health problems related to chronic pain. However, more 

information is needed on how CAM approaches to chronic pain impact mental health and well-



 

being. This knowledge will enhance social workers’ ability to confidently use or recommend 

complementary and alternative therapies, benefitting clients by providing more interventions for 

adults seeking help with emotional problems related to chronic pain. 

Literature Review 

The Problem 

Pain that persists for longer than three months is chronic.8 Health-related quality of life 

(HRQoL) assesses an individual's physical, mental, emotional, and social functioning.9 While 

chronic pain can cause patients to suffer for years, patients with pain for three to six months 

already have a low HRQoL.10 Chronic pain has the associated factors of lower employment and 

socioeconomic status and an increase in sleep disorders, anxiety, and depression.11 As chronic 

pain becomes more severe, the rate of depression increases.12 Anxiety prevalence increases more 

in some disorders with chronic pain than in others.13 Over half of people with chronic pain have 

associated anxiety and depressive symptoms.14  

Scope 

Chronic pain affects over 51 million adults in the US, and over 17 million people in the 

US experience high-impact chronic pain.15 High-impact chronic pain is chronic pain that 

substantially restricts daily activities.16 Only 10.4 percent of people with chronic pain in 2019 

recovered and were pain-free a year later.17 Chronic pain costs the US over $600 billion annually 

in medical treatments, disability payments, and lost productivity.18 These costs do not include the 

emotional, financial, relational, social, and spiritual stressors on individuals with chronic pain. 

Biomedical and traditional biopsychosocial models of pain have been ineffective in treating 

chronic pain and the associated mental health problems.19  

 



 

Etiology  

The problem of how to treat chronic pain and the associated emotional and mental health 

issues comes from the differences in perspectives of healthcare professionals. Chronic pain 

management from a biomedical perspective typically consists of interventional procedures and 

prescription medications, which are costly, have risks and side effects, and can worsen emotional 

distress.20 Psychological approaches to pain management usually involve therapies that target 

unhelpful thought processes, behavior patterns, and mood disturbances.21 These approaches do 

not treat biological pain. The original biopsychosocial pain model considers the person in their 

environment.22 However, it led to a prominent model that does not treat patients holistically as 

people with individual experiences.   

The Biopsychosocial Model of Pain and The Fear-Avoidance Model of Chronic Pain 

 The originators of the first biopsychosocial model of pain, John Loeser and Gordon 

Waddell, had excellent intentions of viewing the patient as a whole person and considering the 

stresses of the environment impact a patient’s social and psychological functioning along with 

their biological processes.23 However, from this original model sprung the fear-avoidance model. 

According to the fear-avoidance model of chronic pain, once an acute pain incidence is over, the 

learned behavioral pattern (fear) from that pain leads to an exaggerated perception of pain.24 This 

exaggerated perception of pain is theorized to lead to avoidance of activities due to fear of pain, 

which causes disability.25 However, it does not take into consideration the biological component 

of chronic pain, nor does fear predict pain and disability in studies.26   

Solutions 

Complementary and alternative medicine is a person-centered approach that promotes 

self-management of pain, taking into consideration care for the body, mind, and spirit.27 A 2002 



 

study states that 62 percent of US adults used CAM, with meditation, relaxation, yoga, tai chi, qi 

gong, hypnosis, and biofeedback being the most popular.28  Participants using CAM report that 

the therapies help them feel more in control of themselves and their health.29 The outcomes of a 

study on the use of tai chi, yoga, and qi gong in older adults measured decreases in pain intensity 

and increases in quality of life.30 

Christopher A. Brown & Anthony K. P. Jones31 propose that mindfulness-based CAM 

therapies do not need to reduce physical pain to improve emotional functioning. Mindfulness-

based interventions impact pain's cognitive and emotional components by altering the patient's 

perception of their control over pain.32 Early intervention with CAM for pain may mitigate 

emotional and mental health symptoms and reduce pain-related disability. This research aims to 

start filling in the gaps left by few quality studies exploring the relationships between using 

CAM therapies for chronic pain and emotional and mental health. 

Research Question and Hypothesis 

When pain is relieved due to surgery, there are improvements in mental health.33 

However, in chronic pain, the pain may persist for an extended period or never be alleviated. 

Finding ways to manage the emotional and mental health impacts is crucial. This paper studies 

the relationships between CAM use for chronic pain and emotional health. The research question 

asks, what is the impact on emotional health for individuals receiving complementary and 

alternative therapies for chronic pain? It is hypothesized that using CAM therapies for chronic 

pain will improve emotional health. 

Innovations & Implications 

While the research on CAM therapies seems promising, there are limited studies on 

CAM, chronic pain, and mental health. While CAM encompasses a wide variety of therapies, 



 

most studies on CAM use for mental health or pain focus on mindfulness and mindful 

movement-based therapies. Many CAM studies use an established body of evidence and warn of 

methodological issues such as inflated findings, small sample size, non-randomized studies, lack 

of adequate controls, underreporting of negative results, and overall poor-quality research.34 

This study used data from a multi-purpose health study established in 1957 with variables 

from a questionnaire that has undergone rigorous development and revision over ten years.35 Past 

research on the impact of CAM therapies on pain and mental health has come from a medical 

perspective of pain treatment or a psychological view of mental health. This study is innovative 

in the researchers’ biopsychosocial-spiritual, person-centered, person-in-environment social 

work perspective. 

Methods  

Dataset 

 The dataset for the current study comes from the Adult Complementary and Alternative 

Medicine file of the 2012 National Health Interview Survey (NHIS), obtained from the Inter-

university Consortium for Political and Social Research.36 The NHIS is a multi-purpose health 

survey conducted by the National Center for Health Statistics (NCHS) of the Centers for Disease 

Control and Prevention (CDC).37 The NHIS has been conducted since 1957 and is the leading 

source of information on the health of the civilian noninstitutionalized population in the United 

States.  

 In 2002, 2007, and 2012, the NHIS added supplemental questions on complementary and 

alternative medicine.38 These three surveys were sponsored primarily by the National Center for 

Complementary and Alternative Medicine (NCCAM), part of the National Institutes of Health, to 

develop nationally representative datasets on the out-of-pocket costs, prevalence, and reasons for 



 

the use of CAM therapies.39 Existing datasets at the time lacked large enough sample sizes; 

hence, the NHIS was chosen as the vehicle for the CAM survey due to the large sample size.40  

 The variables from the dataset chosen for this study were: 

1. TP1CND51, which identifies the respondents who used the first top therapy for chronic 

pain; 

2. TP1_OUT4, which identifies respondents using or seeing a practitioner for their first top 

therapy led to feeling better emotionally. 

Researchers chose this dataset because they believed that these variables could yield results in 

answering the research question: What is the impact on emotional health for individuals 

receiving complementary and alternative therapies for chronic pain? 

Instrument 

 The instrument used to measure the selected variables in the 2012 NHIS was the Adult 

Complementary and Alternative Medicine Supplement (ACAMS). The data produced by the 

researchers' variables for the proposed study are nominal. While the 2012 NHIS included a 

supplement on CAM for children, the target population was adults aged 18 and over in the 

United States. Hence, the adult supplement was appropriate for this study. In designing the 

questions used on the ACAMS, the NCHS conducted literature reviews identifying previous 

surveys on CAM to determine which therapies to include in the survey and to develop questions 

about reasons for using complementary and alternative therapies, including specific wellness-

related reasons.41 The 2002 and 2007 NHIS resulted in NCCAM receiving unsolicited feedback 

from CAM researchers and practitioners.42 This feedback and a workshop focusing on the 

relationship between wellness and CAM therapies informed modifications of previous 

questionnaire versions and the development of new questions.43 An iterative process of cognitive 



 

interviewing was used to determine how respondents interpreted questions and what they thought 

while answering them, helping to develop and refine questions.44 The final step of survey 

development was approval by the NCHS Research Ethics Review Board.45  

Target Population  

The target population for the study was adults eighteen and older in the United States 

who have used complementary and alternative therapies for chronic pain. The target population 

for the NHIS was households within the United States, including the District of Columbia.46 

Households were defined as civilians in noninstitutionalized settings such as permanent 

households, homeless shelters, rooming houses, and group homes.47 The NCHS excluded 

individuals with no fixed household address, active duty military and civilians living on military 

bases, individuals in long-term care facilities, individuals in correctional facilities, and U.S. 

nationals residing outside the U.S. from the NHIS.48 

Sampling 

 The research study did not select participants or reconstruct the sampling frame from the 

NHIS 2012; therefore, it does not have its own sampling frame.49 The NHIS sample design was a 

probability design that allowed for representative sampling of households and some non-

institutional group housing across all fifty states and the District of Columbia, generally 

proportional to population size. Geographically clustered sampling techniques selected the 

sample housing units.50 Data collection occurs continuously from January to December each 

year, so each month’s sample was designed to be nationally representative.51  The total 

interviewed sample for the 2012 NHIS consisted of 42,366 households.52 The ACAMS 

questionnaire was administered to all sample adult participants, thus the sample size was 

34,525.53   



 

Ethics 

Standards set to protect the research participants guide ethical research. Researchers 

safeguard the rights of participants by obtaining informed consent, maintaining privacy and 

confidentiality, and not subjecting participants to harm.54 Study participants must sign an 

informed consent form stating they voluntarily agree to participate. Researchers provide 

informed consent forms in the participants' language, briefly describing the research process, 

including risks to the participants.55 The informed consent discusses how researchers will 

maintain confidentiality and advises participants that they may withdraw consent at any time 

without consequences.56 The present study posed no known risks to the participants. Since 

researchers utilized secondary data from the NHIS, they could not access identifying 

information; therefore, they were unable to link participants to their responses.57 Although the 

results of the NHIS data are available to the public, the NHIS prohibits releasing information that 

may compromise the confidentiality of the study participants.58 The current study study followed 

the same confidentiality guidelines.  

Research Design  

The present research study used a quantitative research design. Quantitative research 

establishes relationships between the variables by collecting and analyzing data from the sample 

population.59 Moreover, quantitative research allows researchers to engage with participants 

objectively so that study results can be applied to the general population.60 Analyzed secondary 

data collected using a cross-sectional survey with variables on the emotional health of 

participants using complementary and alternative therapies for chronic pain.  

Statistical analysis via SPSS was used to establish whether a relationship existed between 

the variables.61 The experimental and quasi-experimental methods were inappropriate for the 



 

researchers’ purposes because they did not seek to establish causation. The experimental method 

requires the researcher to control the conditions and experiences of participants so that cause-

and-effect can be inferred from the variables.62  The quasi-experimental method also aims to 

demonstrate causation between the intervention and outcomes.63  

Results  

This study evaluated the relationship between those who use complementary and 

alternative medicine for chronic pain and emotional health. Researchers analyzed secondary data 

using data from the National Health Interview Survey’s Adult Complementary and Alternative 

Medicine Supplement (ACAMS). The NHIS Sample Adult Questionnaire was administered to 

34,525 participants. However, the ACAMS had a significant number of missing responses. 

Researchers used statistical tests in SPSS to examine the variables: used first top therapy for 

chronic pain (TP1CND51) and using or seeing a practitioner for first top therapy led to feeling 

better emotionally (TP1_OUT4). The study hypothesized that using CAM for chronic pain 

would lead to feeling better emotionally. Findings indicate a statistically significant relationship 

between using complementary and alternative medicine for chronic pain and improved emotional 

health.  

Univariate Analysis 

 The frequency table for used first top therapy for chronic pain showed that 168 

participants (3.8 percent of valid results) mentioned using their top therapy for chronic pain 

while 4309 participants (96.2 percent of valid results) did not. Of the participants who used 

CAM therapies for any reason, 4105 (41 percent of valid results) stated that using or seeing a 

practitioner for their first top therapy led to feeling better emotionally, while 5910 (59 percent of 

valid results) responded that it did not lead to feeling better emotionally.  



 

Bivariate Analysis  

A chi-square test of independence was performed to evaluate the relationship between 

using first top CAM therapy for chronic pain and using/seeing a practitioner for first top CAM 

therapy led to feeling better emotionally. Researchers used the chi-square test for independence 

to test the null hypothesis that these variables are independent or not related. The alternate 

hypothesis is the variables are dependent or related. 

Table 1 displays the results of the cross-tabulation. More participants reported 

using/seeing a practitioner for chronic pain, which led to feeling better emotionally than those 

who did not report feeling better emotionally, a difference of 19 percent. Of the participants who 

reported using their first top therapy for chronic pain, 59.50 percent of those respondents also 

stated that using/seeing a practitioner for their first therapy led to feeling better emotionally. Of 

the people who used CAM therapies for reasons other than chronic pain, 36.70 percent felt better 

emotionally. The observed number of participants who used their first top therapy for chronic 

pain and felt better emotionally was more than expected. 

As seen in Table 1, the chi-square test for independence results indicated a statistical 

significance between the two variables (𝜒2 ( 1) =  36.04;  𝑝 < .001) at an alpha of .05. With 𝛂 = 

.05 and df = 1, the critical value was set at 3.84. The test statistic exceeds the critical value; 

therefore, researchers have rejected the null hypothesis. The results indicate that using CAM for 

chronic pain and feeling better emotionally are related. The phi coefficient, 𝛷 = .09, suggested a 

weak association between the variables (Table 1).  

 

 

 

 



 

Table 1 

 

Chi-square Analysis of Using CAM for Chronic Pain and its Impact on Emotional Well-being 

 

 

 

Using/seeing a 

practitioner for first top 

therapy led to feeling 

better emotionally 

χ2 

 

1 Yes 2 No       𝛷  

Used first top 

therapy for chronic 

pain 

1 Mentioned Count 100 68 36.04 .09 

Expected Count 63.0 105.0 

 percent within Used 

first top therapy for 

chronic pain 

59.5 

percent 

40.5 

percent 

  

 percent within 

Using/seeing a 

practitioner for first 

top therapy led to 

feeling better 

emotionally 

6.0 percent 2.4 percent   

 percent of Total 2.2 percent 1.5 percent   

2 Not 

mentioned 

Count 1571 2714   

Expected Count 1608.0 2677.0   

 percent within Used 

first top therapy for 

chronic pain 

36.7 

percent 

63.3 

percent 

  

 percent within 

Using/seeing a 

practitioner for first 

top therapy led to 

feeling better 

emotionally 

94.0 

percent 

97.6 

percent 

  

 percent of Total 35.3 

percent 

60.9 

percent 

  

*p < .001 

 

 

Discussion 

         The primary objective of this study was to determine whether individuals who use 

complementary and alternative medicine for chronic pain have an improvement in their 

emotional health. Statistical analyses supported the theory that CAM use for chronic pain leads 



 

individuals to feel better emotionally, with 59.5 percent of those using CAM for chronic pain 

feeling better emotionally. While statistically significant, the effect size was weak (𝛷 = .09), 

perhaps due to a low number of respondents using CAM for chronic pain or other study 

limitations. 

Univariate analyses showed that only 3.8 percent of valid results mentioned using CAM 

for chronic pain. The fear-avoidance model of pain does not consider the physiological 

component of chronicity or predict disability.64 However, there may be an aspect of fear of 

movement for those suffering from chronic pain, a concern that CAM therapies could make their 

pain worse, so they do not participate. Physicians with a biomedical perspective focusing on 

interventional procedures and medications to lessen chronic pain may be less likely to 

recommend CAM therapies for their patients, especially when previous studies have mixed 

results, many with severe methodological issues.65  Patients coping with the mental and 

emotional impacts of chronic pain may seek a professional whose psychological approaches aim 

to improve mood by changing the way patients think and behave.66 In the evidence-based fields 

of social work and psychology, practitioners may not feel comfortable suggesting CAM 

approaches to a patient without research-based evidence.67  

The present research revealed that of valid results, 41 percent of participants who use 

CAM for any reason reported improved emotional well-being. The bivariate analysis further 

indicated that over 59 percent of participants who use CAM for chronic pain experienced a 

similar improvement. These results underscore the role of CAM therapies in addressing the 

emotional aspects of chronic pain. Lee et al.68 remind us that CAM therapies are person-centered 

approaches that consider the mind, body, and spirit while promoting the self-management of 

pain. CAM therapies based on gentle movement decrease pain intensity and increase quality of 



 

life.69 Hooten (2016) states that rates of depression increase as chronic pain becomes more 

severe. A person living with chronic pain would likely feel better emotionally with their pain 

reduced and quality of life improved from their participation in CAM. Brown & Jones70 state that 

mindfulness-based CAM therapies do not need to lower levels of physical pain to enhance 

emotional health; instead, they impact the control patients perceive they have over their pain. 

This perceived control over persistent pain may be a factor in why emotional well-being is 

improved more in CAM therapy use for chronic pain than in CAM use for other reasons coded 

into the variables for top reasons for using CAM, such as asthma, high cholesterol, fatigue, fever, 

senility, coronary heart disease, sinusitis, skin issues, and insomnia. 

         The researchers’ social work perspective of chronic pain and emotional health includes a 

biopsychosocial-spiritual, person-centered, person-in-environment approach. While CAM 

therapies may lead individuals to feel more control over their pain or decrease pain intensity, 

these changes may not be significant enough to improve emotional health.71 The complex social 

aspects of chronic pain include lower levels of employment, decreased socioeconomic status, and 

relationship difficulties that accompany substantially restricted activities.72 Such social 

implications may overpower the impacts of CAM therapies, thus not leading some individuals to 

feel better emotionally. 

         Wahbah et al.73 explain how each CAM modality has varying impacts on differing 

chronic pain conditions, though they warn of the methodological limitations of the studies used 

for their research. The CAM modalities' effectiveness for each participant in the study may have 

impacted the number of people who felt better emotionally due to their therapy. Researchers did 

not determine which CAM therapies respondents used for various types of chronic pain as it was 

beyond the scope of the current study. Previous research suggested CAM therapies should be 



 

included in treatments soon after the onset of significant pain to address the bidirectional nature 

of pain intensity and mental health.74 However, more quality research is needed to study which 

CAM therapies are more effective for different forms or causes of chronic pain and the 

associated impacts on emotional well-being. 

Strengths 

Using secondary data provides several strengths for this research study. Secondary data 

often contain larger sample sizes and implement more rigorous research procedures than a 

student project has the time and resources to afford.75 The 2012 NHIS sample comprised 42,366 

households, yielding 34,525 adult respondents to the ACAMS questions.76 The ACAMS' large 

sample size and rigorous development of questions and variables over several years may increase 

reliability. The time, personnel, and monetary cost of such steps are beyond the scope of a 

student project.  

Limitations 

The relationship between CAM use for chronic pain and emotional health was 

statistically significant. However, the effect size was weak with ϕ = .09. This is likely due to only 

3.8 percent of valid results mentioning chronic pain as the primary reason for using CAM. Future 

studies can utilize a larger sample of participants who use CAM for chronic pain, thus having a 

higher number of valid answers and the potential to increase effect size. 

The most significant challenge to using the 2012 NHIS secondary dataset was the 

inability to design a questionnaire explicitly developed to answer the research question.77 

Researchers using primary data intend their collection methods to address the theoretical 

constructs relevant to the research problem and answer the research question (Hox & Boeije, 

2005). Using a secondary data set limited the research design to a strictly quantitative 



 

methodology, which excluded using a mixed method or integrative design to gain the benefits of 

the qualitative methodology.78 A process incorporating qualitative principles could include semi-

structured interviews, intensive interviewing, or focus groups to collect participants' voices in 

their own words.79 Participants would discuss the outcomes and meanings they attach to using 

CAM therapies for chronic pain rather than a limited list of answers.80  

Conclusion 

This study delivered a social work person-centered, biopsychosocial-spiritual perspective 

of CAM approaches to treating pain and the associated emotional and mental issues. The 

statistically significant relationship between CAM use for chronic pain and emotional health 

demonstrated in this study can lead researchers to study these variables in depth. Future 

researchers may use methodological designs to establish causality, further developing the base of 

evidence to support social workers' use and recommendation of CAM therapies for clients with 

chronic pain and issues with mental and emotional health. 

         Policy social workers use research evidence to approach health policy with a perspective 

on the social environment and relationships.81 They can use the results of the study to support 

policies that help people access affordable care. One such policy could mandate that health 

insurance companies, Medicare, and Medicaid cover complementary and alternative treatments 

to help manage chronic pain and mental health. 

         Healthcare social workers in integrated healthcare and interdisciplinary healthcare teams 

coordinate with other providers to support patients accessing medical and behavioral healthcare 

in a multi-faceted approach.82 With statistically significant research, social workers can bring 

complementary and alternative treatments into integrated and interdisciplinary approaches. 

Clinical social workers bring evidence-based practice into their care of clients.83 The evidence 



 

from this research and the future studies it inspires will secure clinical social workers in their 

decision to provide or recommend complementary and alternative therapies for the emotional 

health of their 

clients with chronic pain. 
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