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ARTHRITIS SYMPTOMS AS INDICATORS OF PAIN IN OLDER AFRICAN AMERICANS

Pain may affect racial and ethnic populations
differently, while diminishing their physical
and psychological health. Research also shows
that the prevalence of pain is increasing in old-
er Americans, yet few studies have examined
factors associated with pain in older commu-
nity-dwelling African Americans. This study ex-
amined the relationship between pain inten-
sity, specific arthritis symptoms, and various
demographic characteristics (eg, age, gender,
education) as well as psychosocial factors (eg,
depression) in a sample of older African Amer-
icans (N5176). Participants were older com-
munity-dwelling African Americans with a
mean age of 70.169.01 years. Pain located in
the knee(s) (77%) was the most frequently re-
ported pain location. Joint pain (95%) was the
most frequently reported arthritis symptom.
The multivariate analysis showed that reporting
more depressive symptoms and experiencing
limited joint movement were significant indi-
cators of pain intensity and accounted for 31%
of its variation. The results of this study rein-
force the importance of examining the rela-
tionship between pain, psychosocial factors,
and demographic characteristics among older
African Americans. Furthermore, this study
identifies the need for continued research on
the relationship between pain and various so-
cial and psychological factors in racially and
ethnically diverse aging populations. (Ethn Dis.
2003;13:513–520)
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INTRODUCTION

Approximately 355 million people
worldwide1 and nearly 43 million (one
out of 6) Americans are afflicted with
arthritis or a musculoskeletal disease.2

By the year 2020, approximately 7 mil-
lion African Americans are expected to
have some form of arthritis.3 The prev-
alence of arthritis among African Amer-
icans is greater than heart disease,
chronic bronchitis, asthma, and diabe-
tes.4 More importantly, the prevalence
of arthritis cases is higher for older (65
years of age and older) African Ameri-
cans (67%), than for aged Caucasian
(58%) and Hispanic (50%) adults.5

Given the exponential increase in the
number of older adults in the United
States, there is growing concern about
the adverse impact this chronic medical
condition will have on the ability of
adults to function physically and psy-
chologically.

Defined as an unpleasant sensory
and emotional experience,6 the most
recognizable manifestation of arthritis is
pain.7–10 It is estimated that 30% of all
Americans have a medical condition
that is associated with pain.11 More spe-
cifically, approximately 20%–58% of
community-dwelling adults, 65 years of
age and older,12 experience some degree
of pain (acute or chronic) due to a
chronic illness (eg, arthritis, diabetes, os-
teoporosis), fractures, falls, or other
health-related problems associated with
aging.13–15

Studies examining the association
between pain and arthritis have focused
on a diverse set of factors associated
with the pain experience. One group of
investigations focused on pain associated
with the physiological and structural
changes of arthritis, which often results
from joint damage,16 tissue inflamma-
tion, excessive tension and swelling
within the joint capsule, and physical

activity.10 Other investigations have fo-
cused more specifically on the psycho-
social factors such as pain control, cop-
ing,17 stress,18 work disability,19 physical
impairment,7 and personality.13 Lichten-
berg20 found that specific psychological
variables including hypochondriasis,
health behaviors, and financial satisfac-
tion were significant indicators of how
pain was perceived among a sample of
patients with arthritis. Despite the prev-
alence of pain and its association with
these psychosocial factors, pain is not
well-defined or explored among older
adults, particularly for persons of diverse
racial and ethnic backgrounds.21

The Influence of Race and
Ethnicity on Pain

Pain is a very complex and inher-
ently subjective phenomenon based on
learned values, attitudes, and past ex-
periences with pain.22–24 Although the
biological sensations of pain are univer-
sal, attitudes toward pain, its attributed
meaning and individual responses, may
differ across the various ethnic/cultural
groups. Many racial and ethnic groups
have ‘‘specific rituals’’ that shape an in-
dividual’s expectations about pain, as
well as, strategies to tolerate the experi-
ence of pain.25 Research that examines
pain across various racial and ethnic
groups illustrates the cultural dimen-
sions of the pain experience.26–27 For ex-
ample, Linn, Hunter, and Linn,28 found
that African Americans reported greater
pain intensity as a result of arthritis and
had more difficulty performing certain
physical tasks, compared to Caucasian
and Cuban adults. Similarly, Jordan,
Lumley, and Leisen17 found that African
Americans were more likely to report
pain as being more serious and charac-
teristic of arthritis than were Caucasian
adults. More recently, however, John-
son-Umezulike,29 found that older Cau-
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casians (53%) were more likely to report
experiencing episodes of pain than were
older African Americans (47%).

Despite the significant findings of
these investigations, research identifying
the relationship between pain and
chronic illnesses is limited in several re-
spects. First, most of these studies are
comparative, focusing primarily on dif-
ferences between Caucasians and Afri-
can Americans30–31 or differences be-
tween Caucasians and other racial and
ethnic groups in chronic pain using ex-
perimental models.27,32 Second, few
studies examine the variation of the pain
experience within a racial group. Ed-
wards, Fillingim, and Keefe33 note that
even within a given racial or ethnic
group, there are biological, social, and
psychological factors that may influence
the pain experience. Furthermore, a
substantial number of studies either do
not include a racially and ethnically di-
verse study sample or do not report on
the racial and ethnic composition of the
sample.

Paget and Robbins34 highlight im-
portant cultural differences (eg, lan-
guage, socioeconomic status, unique
ways of understanding health, infirmity

and health care, expression and the
meaning of illness, pain, and pain cop-
ing strategies) that should be considered
in research among racially and ethnically
diverse populations. The failure to ac-
count for these factors in comparison
studies often compromises the ability to
generalize the findings to broader pop-
ulation groups. As a consequence of
these limitations, a lack of empirical re-
search exists to examine the unique
physical, social, and behavioral factors
that influence the interpretation and
outcomes of pain in older racially and
ethnically diverse groups.

As an exploratory analysis, the pre-
sent study was designed to: 1) determine
the association of arthritis symptoms
(independently and collectively) to pain
intensity; 2) examine the relationship
between physical, psychological, and de-
mographic characteristics and pain in-
tensity; and 3) determine the amount of
unique variance in pain intensity ac-
counted for by the psychosocial and de-
mographic indicators.

METHODS

This investigation was based on a
sample of African Americans 50 years of
age and older who resided in Baltimore,
Maryland. Data for this study were col-
lected as part of the Baltimore Study on
Black Aging (BSBA). Included in this
extensive database are various physical
(eg, physical functioning, chronic ill-
nesses) and behavioral (eg, depression,
personality) indicators of older com-
munity-dwelling African Americans.
This investigation was approved by the
Pennsylvania State University’s Institu-
tional Review Board (IRB). Written in-
formed consent was obtained prior to
the interview with each participant.
Each interview lasted approximately 1½
hour. Respondents were compensated
for their participation in the study. Data
were collected from October 2000 to
February 2001.

Participants
Participants were recruited from 7

urban senior high-rise facilities located
in west Baltimore. To solicit participa-
tion for the study, an information sheet
explaining the purpose of the study was
placed in a central location of each fa-
cility. Individuals interested in partici-
pating were instructed to call and sched-
ule an appointment for an interview.
Each session involved a personal inter-
view that was conducted in a designated
area or room within each high-rise fa-
cility. The purpose of the study was ex-
plained to each respondent prior to the
beginning of each session, and all ques-
tions regarding the study were answered
by the interviewer.

Measures

Pain Intensity
The McGill Pain Questionnaire

(MPQ) is a quantitative measure of pain
perception.35 This study used the Pain
Rating Index (PRI) scale, of the MPQ,
which consists of 78 words grouped into
20 classes of single-word pain descrip-
tors, with each word ranked by degree
of intensity. The scale contains 4 sub-
scales of pain descriptors: sensory, affec-
tive, evaluative, and miscellaneous pain.
A mean score value was reached by ob-
taining the sum of the ranked intensities
of all the words chosen by the respon-
dent. The internal consistency (.723) as-
sessment for the scale among this group
of older African Americans compares fa-
vorably with other samples.

Arthritis Symptoms
Five specific arthritis symptoms

(joint swelling, joint stiffness, joint pain,
muscle weakness, and limited joint
movement) were assessed using a self-
reporting checklist. Each respondent
was asked if he/she had experienced the
symptom within the past month. Re-
sponse choices were coded dichoto-
mously (05did not experience the
symptom; 15experienced the symp-
tom).
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Pain Locations
Respondents used the front and

back of a body profile to indicate the
specific body location(s) (ie, head, an-
kles, chest, shoulders, neck, lower-back,
knees, hip, hands, and wrists) where
they experienced pain. For each body
region, pain location was assessed as a
dichotomous variable (05did not ex-
perience pain in a particular body re-
gion; 15experienced pain in a particu-
lar body region).

Number of Pain Locations
The total number of pain locations

was assessed by presenting a picture of
the front and back of a body profile.
Each participant was instructed to point
to or tell the interviewer the area(s) of
the body that he/she experienced pain.
Each body part marked by the partici-
pant was considered one pain location,
with the exception of the fingers and
toes. For example, if 3 fingers on one
hand were marked, this was considered
one pain location. However, if 3 fingers
on both hands were marked, this was
counted as 2 pain locations.

Demographic Variables
Four demographic variables were in-

cluded in the analyses: age, gender, ed-
ucation, and income. Age was measured
in a continuous format ranging from 50
to 96 years of age. Gender was treated
as a dichotomous variable (05males;
15females). Education was assessed as a
continuous variable reflecting the total
number of years of formal schooling
completed. Income was coded dichoto-
mously (05earning less than $1,000 a
month; 15earning $1,000 or more a
month).

Chronic Diseases
The Self-Evaluation of Life Function

(SELF) Scale36 is a comprehensive as-
sessment of physical, emotional, and so-
cial functioning in older adults. This
study used the chronic disease checklist
subscale to assess the presence of specific
chronic diseases by asking participants

whether they had any of the following
diseases: arthritis, bronchitis, diabetes,
cataracts, circulation problems, high
blood pressure, stomach ulcers, liver dis-
ease, kidney disease, and cancer. A co-
morbidity score was obtained by a count
of the total number of chronic diseases
reported by each participant.

Depression
Depression was measured by the

Center for Epidemiological Studies-De-
pression scale (CES-D), which is a 20-
item instrument consisting of 4 factors:
depressive affect, positive affect, somatic
signs, and interpersonal distress. Each
respondent was asked to indicate how
often he/she experienced a given symp-
tom within the past 7 days. The mea-
sure yields a composite score that ranges
from 0–60, with higher scores indicat-
ing more depressive symptoms.37 The
internal consistency assessment for the
scale among this group of African
Americans (.892) compares favorably
with other samples.

Statistical Analysis
Data analysis was conducted in 3

stages. First, descriptive statistics were
calculated to provide a profile on the
sample’s demographic characteristics
and performance on the measures in-
cluded in the study. Next, a series of
Pearson product-moment correlation
coefficients were examined to determine
the strength of the relationship between
pain intensity and each independent
variable. Correlation coefficients were
calculated using the pairwise deletion
procedure. Using this procedure, each
pair of variables was correlated to ex-
clude cases within each pair that had
missing values.38 Third, a hierarchical
multiple regression model was calculat-
ed to assess the amount of unique pain
variance that was accounted for by the
arthritis symptoms, while controlling
for the demographic, health, and behav-
ioral factors. The regression procedure
entered the predictor variables in 4
models. Arthritis symptoms were en-

tered first (Model I), followed by the de-
mographic characteristics (age, gender,
education, and income) (Model II).
Next, depression, the total number of
pain locations, and chronic disease totals
were entered into the regression equa-
tion (Model III). Specific pain locations
(shoulders, neck, lower-back, knees,
hips, hands, and wrists) were entered as
the final set of variables (Model IV).
Standardized beta coefficients were re-
ported to describe the relative impor-
tance of the predictor variables within
the regression model.

RESULTS

Descriptive Statistics
The sample included 176 African

Americans. The average age of the total
sample was 70.169.01 years, with a
range from 50 to 96 years. Eighty per-
cent (N5141) of the sample were wom-
en. The mean level of education was
10.462.77 years. Nearly a fourth (24%)
of respondents indicated they had no
formal education beyond the 8th grade.
More than half (61%) reported com-
pleting between 9 to 12 years of formal
education, and another 15% reported
completing education beyond high
school. Nearly 7% of the respondents
were married, 22% were divorced, 15%
were single/never married, and 48%
were widowed. Eighty-two percent of
the respondents reported a monthly in-
come of $1,000 or less.

The mean score for the PRI of the
MPQ was 29.02614.26, with a score
range from 0 to 62. Participants report-
ed a mean of 4.4361.98 chronic dis-
eases, and an average of 3.5762.87 pain
locations. Scores on the CES-D ranged
from 0 to 51, with an average score of
12.34610.52 (Table 1).

Arthritis Symptoms
Respondents reported an average of

3.5561.25 arthritis symptoms. Joint
pain (95%) was the most frequently re-
ported arthritis symptom, followed by
joint stiffness (71%), joint swelling
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Table 1. Means and standard devia-
tions for study variables (N5176)

Variable Mean6SD

Age
Gender (% female)
Education
Income (% ,$1,000

a month)
Arthritis symptoms
Pain intensity*
Pain locations
Chronic diseases†
Depression‡

70.169.01
80%
10.4362.77

82%
3.5561.25

29.02614.26
3.5762.87
4.4361.98

12.34610.52

* Pain 5 average pain score.
† Chronic diseases 5 average number of diseases.
‡ Depression 5 average CES-D score.

Table 2. Prevalence of arthritis symp-
toms and pain locations

Variable %

Arthritis symptoms
Joint stiffness
Joint pain
Joint swelling
Weakness
Movement

71%
95%
66%
59%
64%

Pain locations
Shoulder(s)
Knee(s)
Hand(s)
Lower back
Hip(s)
Neck
Wrist(s)

61%
77%
47%
42%
21%
15%
6%

Table 3. Intercorrelations between
pain intensity and arthritis symptoms
and pain locations

Variable r

Arthritis symptoms
Joint swelling
Joint stiffness
Joint pain
Muscle weakness
Limited joint movement

.215†

.192*

.094

.294‡

.179*

Pain locations
Shoulder(s)
Wrist(s)
Hand(s)
Hip(s)
Knee(s)
Neck
Lower back

.147

.067

.205†

.086

.105
2.002

.109

* P,.05; † P,.01; ‡ P,.001.(66%), limited joint movement (64%),
and muscle weakness (59%) (Table 2).

Pain Locations
Table 2 shows that pain located in

the knee(s) (77%) was the most fre-
quently reported pain location. Sixty-
one percent reported pain in one or
both shoulder(s), while 47% reported
pain in one or both hands, followed by
pain in the lower-back (42%), hip(s)
(21%), and neck (15%). Pain located in
the wrist(s) (6%) was the least reported
pain location for this sample.

Interrelationships of Arthritis
Symptoms, Pain Locations, and Pain
Intensity

A series of bivariate correlations were
calculated to examine the strength and
significance of the relationships between
pain intensity and measures of depres-
sion, pain locations, total number of
pain locations, total number of chronic
diseases, and selected demographic char-
acteristics. Results showed that pain in-
tensity was significantly associated with
joint swelling (r5.22, P,.01), joint
stiffness (r5.19, P,.05), muscle weak-
ness (r5.29, P,.001), and limited joint
movement (r5.18, P,.05) (Table 3).
These coefficients indicate that respon-
dents who experienced greater pain in-
tensity tended to report joint swelling,
stiffness, muscle weakness, and limited

joint movement. Table 3 shows that ex-
periencing pain in the hand(s) was sig-
nificantly related to greater pain inten-
sity (r5.21, P,.01).

Bivariate Associations of Pain
Intensity and Psychosocial Variables

Pain intensity was inversely associ-
ated with age (r52.23, P,.01), indi-
cating that respondents who perceived
their pain to be more intense tended to
be younger. Significant positive coeffi-
cients were also found between pain in-
tensity and depression (r5.32,
P,.001), total number of pain loca-
tions (r5.21, p,.01), and the total
number of chronic diseases (r5.17,
P,.05). These coefficients suggest that
greater pain intensity was significantly
associated with reporting more depres-
sive symptoms, pain locations, and
chronic diseases.

Multivariate Analysis
A hierarchical multiple regression

analysis was calculated to determine the
amount of unique variance in pain in-
tensity accounted for by the arthritis
symptoms, demographic and other
physical health and behavioral variables.
Five arthritis symptoms were entered in
the first model of the regression analysis.
These indicators accounted for 20% of
the total pain variance. Model I shows

that of the 5 arthritis symptoms, only
muscle weakness (b5.20) and limited
joint movement (b5.24) were signifi-
cant indicators of pain intensity. The
demographic factors were entered in the
second model (Model II) of the regres-
sion analysis. None of these variables
were significant predictors of pain inten-
sity. When the demographic character-
istics were entered in the regression
model, limited joint movement re-
mained as a significant indicator, while
muscle weakness did not. The addition
of the third set of indicating variables
(depression, total number of chronic
diseases, and total number of pain lo-
cations) explained an additional 8% of
the pain variance (Model III). Depres-
sion (b5.22) was the only significant
predictor in this set of indicating vari-
ables. The effects of limited joint move-
ment were insignificant when the third
set of variables were included in the re-
gression analysis. The fourth set of var-
iables (shoulder, wrist, hand, hip, knee,
neck, lower back) accounted for another
2% of the unique pain variance (Model
IV). The full regression model was sig-
nificant (F[19,110]52.17, P,.01) and
accounted for 31% of the total variation
in pain intensity. When the four models
were included in the final regression
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Table 4. Hierarchical regression analysis of pain intensity and physical and psy-
chosocial factors

Variable

Models

Model I Model II Model III Model IV

Arthritis symptoms
Joint swelling
Joint stiffness
Joint pain
Muscle weakness
Limited joint movement

.11

.12

.10

.20*

.24†

.12

.09

.08

.17

.23*

.04

.10

.08

.11

.17

.04

.11

.07

.11

.21*
R
R2

R2-change
F-ratio

.45

.20

.20
5.18‡

Demographic factors
Age
Gender
Education
Income

2.16
2.03
2.04
2.04

2.12
.01
.03

2.04

2.13
.03
.03

2.00
R
R2

R2-change
F-ratio

.46

.21

.02
3.03†

Comorbidity
Depression
Total chronic diseases
Total pain locations

.28†

.01

.09

.29†

.04
2.01

R
R2

R2-change
F-ratio

.54

.29

.08
3.39‡

Pain locations
Shoulder
Wrist
Hand
Hip
Knee
Neck

.04

.10
2.05

.01
2.01

.10
Lower back .01

R
R2

R2-change
F-ratio

.56

.31

.02
2.17†

* P,.05; † P,.01; ‡ P,.001.

In the final regression model,

limited joint movement and

depression were the most

significant indicators of

greater pain intensity.

analysis, limited joint movement
(b5.21) and depression (b5.29) were
the only significant indicators of pain
intensity. The standardized betas indi-
cated that respondents with a limitation
in joint movement and those who re-
ported more depressive symptoms tend-
ed to describe their pain as more intense
(Table 4).

DISCUSSION

The literature suggests that the prev-
alence of pain is increasing in older
Americans. Yet, few studies have exam-
ined factors associated with pain in old-
er community-dwelling African Ameri-
cans. Due to the lack of research in this
area, the objective of this investigation
was to identify specific demographic,
physical, and psychological indicators to
explain the pain experience in this sam-
ple of adults.

As discussed previously, research has
focused primarily on differences in the
pain experience between Caucasians, Af-
rican Americans, and other racial and
ethnic groups. However, in a recent re-
view, Bonham39 shows that few studies
have systematically assessed indicators of
pain within samples of older African
Americans.

Results from our bivariate analyses
indicate that all the arthritis symptoms
(joint swelling, joint stiffness, muscle
weakness, and limited joint movement),
except for joint pain, were significantly
related to experiencing greater pain in-
tensity. Our results also found that par-
ticipants who reported more intense
pain tended to be younger, reported
more depressive symptoms, experienced
more pain in their hand(s), and reported
more chronic diseases.

This study further tested a multivar-
iate model to assess the relative contri-
butions of arthritis symptoms, demo-
graphic characteristics (age, gender, ed-
ucation, and income), pain locations,
and various behavioral and physical
health variables in explaining pain in-

tensity. Results of this analysis indicate
that after controlling for demographic
and behavioral variables, and pain lo-
cations, arthritis symptoms accounted
for most of the explained variance. In
the final regression model, limited joint
movement and depression were the
most significant indicators of greater
pain intensity.

As expected, depression showed a
significant relationship to pain. This
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finding is consistent with previous stud-
ies reporting significant relationships be-
tween pain and depression40–41 and be-
tween pain and depression among pa-
tients with arthritis.15,42 Keefe, Wilkins,
Cook, Crisson, and Muhlbaier43 found
that depression was an important pre-
dictor of pain and pain behavior in a
sample of low-back pain patients. Sim-
ilarly, from a series of population-based
studies, Von Korff and Simon41 found a
significant and consistent relationship
between pain and depression.

Another important finding was the
significant contribution limited joint
movement made in explaining the var-
iance in pain intensity. The relationship
between pain and physical functioning
is evident in a number of studies,44–45

particularly for persons with a chronic
disease. For example, having a chronic
disease is notably one of the leading
causes of pain,46 and may have a signif-
icant impact on one’s level of physical
functioning.8 Of these chronic condi-
tions, arthritis is known for causing con-
siderable pain and physical disability,
particularly in older adults.47

Although not the primary focus of
this investigation, we found that age and
gender did not emerge as significant
predictors in the context of controls for
other factors. Contrary to previous stud-
ies, women are more likely than men to
experience recurrent, intense, and per-
sistent pain, and tend to report more
frequent and severe episodes of pain.48–49

It is unclear why this study had different
findings, although one would expect for
females to report greater pain intensity
than males. An examination of the
means and standard deviations for pain
intensity by gender did not suggest that
the males and females differed on this
measure. Since gender was not a signif-
icant predictor in the regression model,
it may be theorized that intercorrela-
tions between gender and other indict-
ors were complex, and the independent
affect of gender was not detected in the
multivariate analysis. It is also possible
that including the arthritis symptoms

and other behavioral factors in the re-
gression analysis reflects the importance
these variables have in the pain experi-
ence beyond the influence of gender and
other psychosocial variables.

The outcome of pain intensity may
also be influenced by other sources of
variance not accounted for in the re-
gression model. Several studies have fo-
cused on the potential influence that
personality has in reporting and experi-
encing pain.20 McIntosh50 suggests that
an individual’s personality may serve as
a mediator for responses to pain. For in-
stance, individuals with an extrovert-
type personality are known to exaggerate
and complain more about the pain ex-
perience, are less tolerant of pain, and
seek mechanisms to relieve pain sooner.
Introverts, however, complain less and
are more tolerant of the pain experience.
Another possible contributing factor
might be the coping style(s) and strate-
gies that individuals use to manage pain.
Jordan and colleagues17 found that Af-
rican-American women with rheuma-
toid arthritis were more likely to engage
in coping strategies that involved pray-
ing, whereas Caucasian women were
more likely to ignore their pain. Results
from their study suggest that examining
cultural influences on coping and the
experience of illness and pain may be
important in understanding these pro-
cesses.

A potential limitation of this study
was the use of self-reporting data, be-
cause this measure relies on the partici-
pants’ recall of certain events, situations,
and illnesses. Self-reporting is often sub-
ject to error and may be particularly
problematic when assessing the health
of older adults. This observation is im-
portant given the concern that self-re-
porting of health among older adults is
largely grounded in their ability to per-
form certain physical tasks51 and is often
associated with depression and clinical-
ly-defined illnesses.52 The inability to
determine whether the pain episode was
acute vs chronic could contribute to
bias, as well. Considering the estimated

prevalence of chronic pain among the
elderly in community-based and insti-
tutional settings, this differentiation is
essential.

Additionally, due to the cross-sec-
tional nature of the study, specifying the
causal or temporal order of the relation-
ship between pain intensity and depres-
sion or the relationship between pain in-
tensity and chronic diseases was impos-
sible. Longitudinal analyses and the use
of structural equation modeling are
needed to demonstrate causal relation-
ships among these factors.44 In addition,
we did not assess the impact of medi-
cation use in this study. Future analyses
should include this variable considering
the influence certain medications have
on physical and psychological health
and outcomes.

Despite these limitations, the find-
ings of this study contribute to the lit-
erature in several ways. First, this study
is one of a few investigations that has
examined pain in a sample of commu-
nity-dwelling African Americans 50
years of age and older. Given that Afri-
can Americans are disproportionately
diagnosed with more severe and debili-
tating illnesses, are likely to be diag-
nosed at a younger age with a medical
disorder, and are more incapacitated
from diseases, it is critical to understand
the impact of pain among this group of
adults.53–54 Secondly, these findings un-
derscore the importance of continued
research on disease processes, as well as,
physical and mental health outcomes
both within and between diverse groups
of older adults.

Research involving more partici-
pants from varying racial and ethnic
backgrounds is important, particularly
research involving various racial and
ethnic groups, which may uncover sim-
ilarities and/or differences in reporting
behaviors and patterns of specific chron-
ic diseases, pain locations, depression,
and pain intensity. Only a few studies
have examined racial differences (specif-
ically between Caucasians and African
Americans) in perceptions of painful
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stimuli.41 However, comparative inves-
tigations of this sort should be carefully
planned and executed in order to avoid
the mistakes of prior research. Future
comparative investigations of racial and
ethnic groups must be defined in a
meaningful and consistent manner
across different studies. Further, meth-
odological and study differences such as
the use of culturally sensitive pain in-
struments, quantitative vs qualitative
studies,55–56 laboratory testing vs clinical
reports of pain,32 and differences in the
location of pain measured (eg, facial
pain, musculoskeletal pain), may com-
promise the ability to compare across
studies.

The potential benefits of such an ap-
proach are significant and could possibly
address questions of how socialization
patterns and other factors that charac-
terize the racial and ethnic groups under
investigation shape the pain experience.
Differences in historical, social, eco-
nomic, political, psychological, and pri-
or healthcare experiences may compro-
mise the comparability of pain percep-
tion and responses across older persons
from various racial and ethnic groups.
These experiences may also influence
the interpretation and reporting of
symptoms associated with pain and ad-
herence to prescribed medical interven-
tions or regimens.

In summary, we found that report-
ing more depressive symptoms and ex-
periencing a limitation in joint move-
ment were significantly associated with
greater pain intensity among our sample
of older African Americans. Investiga-
tions that examine the indicators of pain
intensity within defined racial and eth-
nic groups are a necessary first step for
developing a body of knowledge that
will yield more meaningful and valid
comparisons and inferences between
different groups.57 These research efforts
would provide a scientific basis for un-
derstanding the physical and psycholog-
ical implications of pain among older
African Americans. More importantly,
these initiatives would help develop

models to assess how social, cultural,
and environmental factors influence the
daily experience of pain among adults
from racially and ethnically diverse pop-
ulations.
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