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background
Empirical data suggest that psychosocial factors, such 
as pain self-efficacy (PSE) and emotional support from 
a partner, may alleviate the suffering caused by rheuma-
toid arthritis (RA) pain. However, the data are ambiguous 
and warrant a more comprehensive investigation into the 
effect of these factors on the severity of RA pain. The ob-
jective of the present study was to assess the significance 
of PSE and emotional support from a partner in relation to 
pain severity among women with RA.

participants and procedure
The study included a sample of 196 women diagnosed with 
RA with the mean age of 41.54. The study employed the 
following measures: Rheumatoid Arthritis Pain Scale, Pain 
Self-efficacy Questionnaire, and Communication Based 
Emotional Support Scale.

results
The analysis revealed that higher PSE emerged as the 
strongest predictor for lower pain severity across all com-

ponents of RA pain. However, the impact of the partner’s 
emotional support on pain severity was not as evident and 
varied depending on the specific pain component. Further-
more, the use of pain medications significantly predicted 
three out of four pain components. Mediation analysis 
revealed that perceived emotional support from a  part-
ner directly affected women’s RA pain intensity, as well 
as indirectly through the PSE as a  mediator. Moderated 
mediation analysis demonstrated that the association be-
tween PSE and pain severity weakened as the duration of 
RA increased. 

conclusions
Enhancing women’s PSE and providing appropriate train-
ing for their partners to offer effective emotional support 
may play a crucial role in the treatment of RA.

key words
pain severity; rheumatoid arthritis; pain self-efficacy; part-
ner’s emotional support

Viktorija Čepukienė id

Erika Puzerienė

Examining pain severity in women 
with rheumatoid arthritis: the impact  

of pain self-efficacy and perceived partner’s 
emotional support

organization – Department of Psychology, Vytautas Magnus University, Kaunas, Lithuania
authors’ contributions – A: Study design · B: Data collection · C: Statistical analysis · D: Data interpretation · 

E: Manuscript preparation · F: Literature search · G: Funds collection
corresponding author – Viktorija Čepukienė, Ph.D., Department of Psychology, Vytautas Magnus University, 

58 K. Donelaičio Str., 44248 Kaunas, Lithuania, e-mail: viktorija.cepukiene@vdu.lt
to cite this article – Čepukienė, V., & Puzerienė, E. (2024). Examining pain severity in women with rheumatoid 

arthritis: the impact of pain self-efficacy and perceived partner’s emotional support. Health Psychology Report, 
12(1), 14–25. https://doi.org/10.5114/hpr/167803

received 27.07.2022 · reviewed 15.05.2023 · accepted 09.06.2023 · online publication 30.08.2023

 
 �This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 
International (CC BY-NC-SA 4.0). License (http://creativecommons.org/licenses/by-nc-sa/4.0/)

https://orcid.org/0000-0001-7968-5935


The effect 
of psychosocial 
factors on pain 
in women with 
rheumatoid 
arthritis

15volume 12(1), 4

Background

Rheumatoid arthritis (RA) is recognized as one of the 
most common and severe joint diseases (Briggs et al., 
2013). It is characterized by chronic and progressive 
joint inflammation, often leading to severe pain (Coty 
& Wallston, 2010; van der Woude & van der Helm-
van Mil, 2018). Not only is RA incurable, but it can 
also rapidly progress and impair agility, mobility, and 
physical function, potentially resulting in disabil-
ity (Martinec et al., 2019; van der Woude & van der 
Helm-van Mil, 2018). As a result, the disease negative-
ly impacts the patient’s quality of life and emotional 
well-being (Bouhouche et al., 2017; Druce et al., 2018; 
Hashimoto et al., 2020; Kostova et al., 2014; Rice et al., 
2016). Among the various symptoms of RA, patients 
commonly identify pain as the most prominent and 
severe (Englbrecht et al., 2012). Prolonged inflamma-
tion often leads to chronic pain, significantly disrupt-
ing daily activities and overall lifestyle (Anderson, 
2001). Patients struggle to engage in physical activi-
ties, perform daily tasks, and maintain a normal rou-
tine. Consequently, pain causes substantial stress and 
further compromises the patient’s quality of life and 
emotional well-being (Bouhouche et  al., 2017; Kos-
tova et al., 2014; Rice et al., 2016). 

Empirical data highlight that chronic pain, includ-
ing that associated with RA, poses a significant global 
health challenge (Martinez-Calderon et al., 2018). De-
spite this, the scientific literature reveals that many 
questions regarding pain manifestation and control 
remain unanswered (Martinez-Calderon et al., 2018). 
Specifically, there is a lack of knowledge concerning 
psychosocial factors associated with pain severity 
(Rolbiecki et al., 2017). When studying the challenges 
faced by patients with RA, researchers focus on the 
variations in disease progression. While RA presents 
difficulties and obstacles for most patients, individu-
als respond to them differently. Some patients resist 
accepting life changes and strive to reclaim their for-
mer life, making little effort to manage the disease and 
pain. In contrast, others quickly adapt to their altered 
health condition and adjust to new circumstances. 
They proactively modify their lifestyles, exerting con-
siderable effort to minimize disease manifestation and 
pain while pursuing personal goals despite the pain 
(Akbari et al., 2016; Kostova et al., 2014). Consequent-
ly, researchers inquire about the factors contributing 
to such differences among patients and the phenom-
ena associated with better adjustment and less severe 
pain. Several studies suggest that various psychoso-
cial factors may influence pain manifestation among 
patients with RA (Bergström et al., 2023; Bouhouche 
et  al., 2017; Rezaei et  al., 2014; Vendrusculo-Fangel 
et al., 2022).

Empirical data demonstrate that high self-efficacy 
can assist individuals in adapting to changing cir-
cumstances and overcoming challenges, including 

pain (Martinez-Calderon et  al., 2020; Moyano et  al., 
2019). As a  result, many researchers highlight pain 
self-efficacy (PSE) as a  potential factor associated 
with decreased pain intensity (van der Maas et  al., 
2012; Nash et al., 2013; Rolbiecki et al., 2017; Sturgeon 
& Zautra, 2010). Some studies suggest that individuals 
who have greater trust in their ability to manage pain 
tend to experience less intense pain, regardless of the 
underlying cause (Gligorov, 2018). Conversely, others 
link PSE to better adjustment to pain, making it eas-
ier to endure, without necessarily reducing the pain 
intensity (Ahmed et al., 2019; Rolbiecki et al., 2017). 
Consequently, the exact impact of PSE on pain mani-
festation remains somewhat unclear, emphasizing the 
need for further research exploring the connection 
between these phenomena (Martinez-Calderon et al., 
2020). Additionally, there is empirical evidence indi-
cating that that certain factors, such as disease dura-
tion, can influence the association between PSE and 
pain. For instance, Hashimoto et al. (2020) found that 
long disease duration was a risk factor for poor qual-
ity of life in patients with RA, irrespective of their lev-
el of PSE. Galloway et al. (2020) examined data from 
the Burden of RA across Europe and discovered that 
the prevalence of pain, activity impairment, and work 
limitations increases with the severity of RA, particu-
larly in patients with long-standing RA. These find-
ings highlight the importance of considering disease 
duration as a potential moderator when investigating 
different variables among RA patients.

Psychosocial factors, including the emotional sup-
port of a partner, can also influence pain experienced 
by individuals. Research indicates that emotional sup-
port assists patients with RA in adapting to the disease 
(Bergström et al., 2023; Coty & Wallston, 2010), over-
coming various disease-related challenges (Fallatah 
& Edge, 2015), and potentially reducing pain intensity 
(Coty & Wallston, 2010; Pow et al., 2018). It has been 
observed that individuals who lack support from their 
relatives often experience more severe disease symp-
toms and intense joint pain (Karlsson et  al., 2006). 
However, the relationship between pain and emotion-
al support is complex. According to Lopez-Martinez 
et al. (2008), while individuals with chronic pain who 
receive more support tend to experience less stress, 
better pain control and reduced pain intensity, certain 
types of support can exacerbate the pain experienced 
by patients. Constant support and attention from 
a spouse, for example, can be perceived as overwhelm-
ing or excessive, leading to feelings of hopelessness 
(Lopez-Martinez et al., 2008). Similarly, other authors 
argue that the perception and severity of pain may be 
influenced by the reactions of those around the per-
son in pain (Akbari et al., 2016). Often, individuals wit-
nessing someone in pain show compassion but tend 
to catastrophize that pain, perceiving it as more se-
vere than the person actually feels. Meanwhile, exces-
sive attention and assistance can cause stress, reduce 
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self-confidence, and hinder pain management efforts 
(Akbari et al., 2016). Khan et al. (2009) also note that 
support, at times, can be perceived by the patient as 
social control, leading to unintended negative effects 
and potentially worsening health over time. Excessive 
support and help may foster dependence and reduce 
the individual’s motivation to address difficulties in-
dependently. Therefore, the authors emphasize that 
partner support is only beneficial when provided ap-
propriately (Khan et al., 2009). Conversely, inadequate 
or insufficient support from partners can also impact 
pain experiences. Research suggest that individuals 
in pain who do not receive proper support from their 
partners during the day tend to experience more se-
vere pain the following day compared to those who 
receive adequate support (Pow et al., 2018).

Based on findings that emotional support may 
not directly reduce pain severity, some researchers 
propose that its influence operates through other 
factors, such as self-efficacy. Holtzman et  al. (2004) 
observed that when individuals in pain receive sup-
port from loved ones, they are encouraged to believe 
in their ability to overcome pain-related challenges. 
Those who receive support are more likely to take 
action towards pain relief, leading to better pain ad-
justment and reduced severity. Empirical evidence 
demonstrates that emotional support from significant 
others can enhance self-efficacy and reduce negative 
emotions associated with pain (Kostova et al., 2014). 
Providing emotional support to individuals in pain 
can help alleviate pain-related difficulties, boost con-
fidence in managing pain, and motivate proactive ef-
forts to combat it (Liu et al., 2017). 

Building on these empirical insights, the aim of the 
present study was to address two primary research 
questions. Firstly, does perceived partner’s emo-
tional support have predictive value for pain sever-
ity in women, when included in the same prediction 
model with pain self-efficacy (PSE)? Although data on 
emotional support and pain severity in the RA group 
are somewhat ambiguous, a  significant correlation 
between the variables is typically observed. In con-
trast, the role of self-efficacy in pain severity is well 
established, suggesting that it is a robust predictor for 
patients with various chronic pain conditions. Thus, 
examining the predictive role of emotional support 
alongside the strong predictor of PSE can provide in-
sights into the value of perceived partner’s emotional 
support in women with RA. Secondly, does PSE act 
as a mediator in the relationship between perceived 
partner’s emotional support and women’s pain sever-
ity? Previous studies support the notion that the im-
pact of emotional support on pain severity in patients 
may be indirect, through its influence on self-efficacy. 
Additionally, the analysis considers pain medication 
and disease duration as control variables, with the lat-
ter serving as a potential moderator in the association 
between PSE and pain severity.

Participants and procedure

Study procedure 

The research project as well as its ethical aspects were 
approved by the institutional health psychology re-
view board.

The study was carried out online after creating an 
electronic version of the survey in the spring of 2020. 
An invitation to participate in the study along with 
a link to the survey was posted to various Facebook 
groups associated with RA (e.g. Arthritis, RA, RA. 
Let’s recover ourselves, etc.). Those Facebook groups 
were private, requiring special permission from ad-
ministrators. The main inclusion criteria were age 
(30-50 years), declared diagnosis (RA), and ongoing 
partnership. The age group of 30-50 years old was 
selected based on information provided by the Ar-
thritis Foundation (n/a). According to the foundation, 
rheumatoid arthritis (RA) typically begins in women 
between the ages of 30 and 60, while in men it tends 
to develop after the age of 45. Additionally, the spe-
cific age group of 30-50 years old represents a crucial 
stage in an individual’s life, characterized by multiple 
responsibilities, career development, and family com-
mitments. Analyzing the relationship between RA 
pain and psychosocial factors such as pain self-effi-
cacy and partner’s emotional support helps elucidate 
the complex interactions that influence pain manage-
ment and overall well-being in this specific age group. 
It sheds light on the potential mechanisms through 
which these psychosocial factors can affect disease 
outcomes, treatment adherence, and quality of life. 

The informed consent, containing essential study 
information such as the researchers’ details, study ob-
jectives, participation conditions and withdrawal op-
tions, potential risks and benefits, data protection and 
confidentiality, as well as contact information, was 
provided on the first page of the survey. At the end 
of the informed consent, participants were required 
to indicate their consent or refusal. Those who de-
clined participation were directed to the final page of 
the survey, while those who consented were directed 
to the initial page with selection questions regarding 
age, diagnosis, and partnership status. If respondents 
did not meet any of the inclusion criteria, they were 
not permitted to proceed to the main survey. No in-
centives or rewards were provided for participating 
in this study. 

Participants

A total of 266 individuals accessed the informed con-
sent page. However, 9 individuals declined to partici-
pate in the study, 23 individuals did not fall within 
the specified age group, and 29 individuals did not re-
port having an ongoing partnership during the study 
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period. A total of 205 respondents met the inclusion 
criteria and completed the survey. However, since 
only 9 of them were male, it was decided to analyze 
the data exclusively for females. Therefore, the final 
sample comprised 196 women, with an average age of 
41.54 years (SD = 6.60). Among the women, the ma-
jority were married (n = 124, 64%), 47 women (24%) 
were in a non-marital partnership but living together, 
and 24 (12%) women had a partner with whom they 
did not reside.

In terms of disease duration, it ranged from 1 to 
30 years, with an average of 9.72 years (SD = 6.03). 
A higher proportion of respondents (n  =  116, 59%) 
reported using painkillers to manage their RA pain.

Research instruments

The survey consisted of four parts:
Control variables: the participants were asked 

about their age, couple relationship status (married/
living in partnership/having a partner but living sepa-
rately), disease duration (since the diagnosis of RA by 
a rheumatologist), and use of painkillers for control-
ling RA pain (non-use/use).

RA Pain Scale (RAPS; Anderson, 2001). The scale 
comprised 24 items that assessed the frequency 
of various pain symptoms experienced by the par-
ticipants over the past week. Each statement was 
rated on a  7-point scale, ranging from 0 (never) to 
6 (always). The scale encompassed four subscales, 
capturing different components of pain: 1) Physi-
ologic component (5 items; Cronbach α  =  .83); the 
subscale measured the clinical symptoms of RA (e.g. 
stiffness of joints, pain during movement). 2) Affec-
tive component (4 items; Cronbach α = .75); the sub-
scale assessed the emotional aspects of the pain (e.g. 
whether the pain causes severe discomfort, annoy-
ance, or anxiety). 3) Sensory-discriminative compo-
nent (9 items; Cronbach α = .90); the subscale focused 
on the nature and characteristics of pain sensations 
(what type of pain a person feels, how long the pain 
lasts, how often it recurs, etc.). 4) Cognitive compo-
nent (6 items; Cronbach α = .84); this subscale exam-
ined the impact of pain on a person’s daily life (e.g. 
how much it limits daily activities, person’s activity, 
engagement) and how pain affects beliefs about pain 
control. The total score of the RAPS represented the 
overall pain severity (24 items; Cronbach α  =  .95). 
Higher scores on the scale and subscales indicated 
greater pain severity.

Communication Based Emotional Support Scale 
(CBESS; Weber &  Patterson, 1996). We utilized an 
original scale consisting of 20 items, rated on a 5-point 
scale ranging from 1 (almost never true) to 5 (almost 
always true). One item was excluded from the analy-
sis due to its small and negative item-total correla-
tion. The 19-item scale encompassed two subscales: 

1) Emotional support (11 items; Cronbach α =  .89). 
This subscale assessed the emotional support pro-
vided by a partner (e.g. “He helps me work through 
my thoughts and feelings about major life decisions”; 
“He says and does supportive things for me when 
I  am feeling down”). 2) Emotional disengagement 
(8 items; Cronbach α =  .87). The subscale measured 
the extent of emotional disengagement and the lack 
of emotional support from a  partner (e.g. “When 
I tell my partner about a problem that I am having, 
he does not seem to be paying attention”; “He avoids 
me when I am depressed”). The items related to emo-
tional disengagement were recoded, so that higher 
scores indicated less emotional disengagement (i.e., 
more support) from the partner. The total score of 
emotional support provided by the partner was ob-
tained by summing the scores of all 19 items (Cron-
bach α =  .92), with higher scores indicating greater 
emotional support. 

Pain Self-Efficacy Questionnaire (PSEQ; Nicholas, 
2007). This self-report measure consisted of 10 items 
assessing an individual’s confidence in their ability 
to engage in various activities despite experiencing 
pain (e.g. “I can enjoy things, despite the pain”; “I can 
still accomplish most of my goals in life, despite 
the pain”). Each item was rated on a  7-point scale 
ranging from 0 (not at all confident) to 6 (completely 
confident). Higher scores on the questionnaire (Cron-
bach α = .94) indicated a greater level of confidence 
in managing and coping with pain.

Data analysis

The data were analyzed using SPSS Version 23 and 
AMOS version 23. To assess the normality of scale 
distributions, asymmetry and excess coefficients 
were examined. It was considered that the distribu-
tion met the conditions of normality when the coef-
ficients fell between –1 and 1. The results of the study 
indicated that all scales used in the statistical analysis 
met the normality conditions, allowing for the use of 
parametric criteria. 

Four hierarchical series of multiple regression 
analyses were conducted to explore the contribution 
of study variables in predicting the four subscales of 
RAPS as dependent variables. Each hierarchical mul-
tiple regression analysis included two to three blocks 
of independent variables, which consisted of the sub-
scales of partner’s emotional support, PSE, as well as 
control variables (age, disease duration, use of pain 
medication). Cohen’s f 2 was calculated to estimate 
the effect size for each step of the hierarchical multi-
ple regression. Following Cohen’s guidelines (Cohen, 
1988), f 2 ≥ 0.02, f 2 ≥ 0.15, and f 2 ≥ 0.35 represent small, 
medium, and large effect sizes, respectively.

A mediation analysis was performed to examine 
the role of PSE as a mediator in the relationship be-
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tween a partner’s emotional support and RA pain se-
verity. The analysis utilized the maximum likelihood 
method and assessed several goodness-of-fit indices 
(Hooper et  al., 2008), including model χ2, RMSEA, 
SRMR, TLI, GFI, and CFI. Acceptable values for TLI, 
GFI, and CFI were considered to be greater than 0.90, 
while values exceeding 0.95 were considered excel-
lent. For RMSEA and SRMR, values lower than 0.08 
were considered acceptable, with values close to 0.05 
considered good (Vandenberg & Lance, 2000). Boot-
strap resampling was employed to test the signifi-
cance of the mediation, using 5000 bootstrap samples 
and 95% confidence intervals. Furthermore, a  mod-
eration analysis was conducted to test the hypothesis 
that disease duration influenced the strength of cor-
relation between PSE and pain severity. The modera-
tion analysis, including simple slopes and slope plot-
ting, was performed using the Hayes PROCESS 3.5.3 
plugin in SPSS (Hayes, 2018).

Results

The means, standard deviations, and Pearson correla-
tion coefficients for all study variables are presented 
in Table 1. The total score of pain severity and its 
components showed a negative correlation with PSE 
and a  positive correlation with perceived partner’s 
emotional support. The data indicate that greater 
pain severity is associated with lower PSE and higher 
perceived emotional support from a  partner (total 
score). As the partner’s emotional disengagement 
and emotional support did not significantly correlate 
with certain components of pain severity, they were 
not included in the hierarchical multiple regression 

analyses when the corresponding component of pain 
severity was treated as the dependent variable.

Subsequently, four two- or three-step hierarchi-
cal multiple regression analyses were conducted for 
each subscale of pain severity as the dependent vari-
able. The variance inflation factors (VIF) and toler-
ance factors for each predictor variable fell within an 
acceptable range, with VIF values no larger than 2.25 
(ranging between 1.05 and 2.25) and tolerance factors 
no smaller than 0.43 (ranging between 0.43 and 0.97), 
suggesting no collinearity among the independent 
variables. The results of the final regression models 
are presented in Table 2.

The findings revealed that all final models of the 
hierarchical multiple regression analyses were statis-
tically significant. However, there were variations in 
the significant independent variables predicting the 
different components of RA pain. The higher scores 
of the physiologic pain component were predicted by 
lower PSE and the use of pain medications. The final 
model accounted for 20% of the variance in the depen-
dent variable, with a moderate effect size (f 2 = 0.27). 
The inclusion of PSE resulted in a greater change in 
R2 compared to the block of control variables (0.17 
vs. 0.05). Similar results were observed for the cogni-
tive component of pain, but with a  large effect size 
(f 2 = 0.43). Lower PSE and the use of pain medica-
tions predicted higher scores in this component; the 
change in R2 was primarily explained by PSE (0.25 vs. 
0.05). Participants who reported lower PSE and high-
er emotional support from their partners had higher 
scores in the affective component of pain (moderate 
effect size; f 2 = 0.19). The block of control variables 
did not significantly contribute to the change in R2 
(.03, p =  .054). Lastly, the three blocks of predictors 

Table 1

Descriptive statistics and correlations between components of rheumatoid arthritis pain, pain self-efficacy,  
and perceived partner’s emotional support among women with rheumatoid arthritis (N = 196)

M SD 1. PS 2. PC 3. AC 4. SDC 5. CC 6. PSE 7. PES 8. ES

1. PS 107.83 28.79 –

2. PC 23.89 6.97 .85*** –

3. AC 18.84 5.36 .84*** .70*** –

4. SDC 38.05 12.18 .93*** .66*** .70*** –

5. CC 27.05 7.65 .92*** .72*** .72*** .82*** –

6. PSE 48.02 13.91 –.45*** –.41*** –.31*** –.37*** –.50*** –

7. PES 68.85 14.67 .17* .04 .14* .23*** .12 .15* –

8. ES 38.52 9.08 .17* .04 .16* .22** .13 .06 .93*** –

9. ED 30.33 7.02 .13 .03 .09 .21** .08 .23*** .88*** .66***
Note. PS – pain severity (total score of RAPS); PC – physiologic component; AC – affective component; SDC – sensory-discriminative 
component; CC – cognitive component; PSE – pain self-efficacy; PES – partner’s emotional support (total score of CBESS); ES – emo-
tional support; ED – emotional disengagement. *p < .05, **p < .01, ***p < .001.
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for the sensory-discriminative component of pain 
explained 26% of its variance, with a large effect size 
(f 2 = 0.39). Lower PSE, less emotional disengagement 
from a partner, and the use of pain medications were 
the strongest predictors, with PSE accounting for 
the largest change in R2 (0.14; the blocks of partner’s 
emotional support and control variables contributed 
0.09 and 0.05 to the change in R2, respectively). 

Next, the mediation model was tested. Consider-
ing that the variable of pain medication was consis-
tently identified as a strong predictor in all four re-
gression models, we made the decision to control for 
it by including it in the mediation model. The results 
of the bootstrap analysis using SEM revealed partial 
mediation (Figure 1). The model demonstrated a good 
fit, showing that partner’s emotional support (total 
score) had both direct and indirect associations with 
pain severity (total score) through PSE. However, the 
direct and indirect effects of partner’s emotional sup-
port operated in opposite directions. Higher scores 
of perceived partner’s emotional support predicted 
higher scores of patient’s PSE, which in turn predict-
ed lower pain severity (higher partner’s emotional 
support → lower pain severity). Conversely, higher 
scores of the partner’s emotional support directly 
predicted greater pain severity (higher partner’s 
emotional support → greater pain severity).

Considering the suggestions from existing litera-
ture, the duration of the disease was hypothesized 
to moderate the relationship between PSE and pain 

severity. Therefore, a moderation path was added to 
the mediation model, and a  moderated mediation 
analysis was conducted using the Hayes PROCESS 
3.5.3 plugin. The results indicated that the model was 

Table 2

Descriptive statistics and correlations between components of rheumatoid arthritis pain, pain self-efficacy,  
and perceived partner’s emotional support among women with rheumatoid arthritis (N = 196)

Blocks of predictors Physiologic  
component

Affective  
component 

Sensory-
discriminative 

component

Sensory-
discriminative 

component

β t β t β t β t

1st block: 

Age  .03 0.36 .02 0.28 .06 0.84 .06 0.87

Disease duration .07 0.86 .11 1.40 .05 0.70 .09 1.26

Pain medications –.19** –2.86 –.13 –1.87 –.19** –3.02 –.17** –2.75

2nd block: PES

PSE –.38*** –5.89 –.29*** –4.34 –.40*** –6.08 –.47*** –7.68

3rd block: control variables

ES  -.18** -2.63 .09 1.06

ED  .22* 2.61

Adjusted R2 .20 .14 .26 .29

F 13.03*** 7.31*** 12.12*** 20.57***
Note. PSE – pain self-efficacy; PES – partner’s emotional support; ES – emotional support; ED – emotional disengagement; *p < .05, 
**p < .01, ***p < .001.

Note. Standardized regression weights (β), correlations, and R2 
are presented. Goodness-of-fit indices: χ2(2) = 3.74, p = .154, 
CFI = 0.98, TLI = 0.93, GFI = 0.99, SRMR = .046, RMSEA = .067 
(90% CI [.00, .17]); *p < .05, ***p < .001.

Pain  
self-efficacy

Partner’s  
emotional support

.23***
Pain severity

Pain  
medication

–.21***

–.46***

.04

.30
.15* e2

e1

Figure 1

Path mediation model of relationships between per-
ceived partner’s emotional support, pain self-efficacy, 
and rheumatoid arthritis pain severity
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statistically significant (F = 18.99, p <  .001), and the 
moderation interaction effect was also significant 
(p  =  .045). To aid interpretation, a  graph depicting 
the moderation interactions was plotted, and simple 
slope analysis was performed. This analysis allowed 
the evaluation of the impact of the moderator (dis-
ease duration) on the relationship between the in-
dependent (PSE) and the dependent (pain severity) 
variable by dividing the data into three levels based 
on the moderator’s values: low (mean minus 1 stan-
dard deviation), moderate (mean) and high (mean 
plus 1 standard deviation). The levels of the modera-
tor (M = 9.72, SD = 6.02) were categorized as short 
disease duration (3.70), moderate disease duration 
(9.72), and long disease duration (15.74). The results 
of this analysis are presented in Table 3 and Figure 2.

Although the effect of disease duration on the 
association between perceived partner’s emotional 
support and women’s RA pain severity was statisti-
cally significant in all three levels of the moderator, 
the simple slope plot (Figure 2) demonstrates that the 
association varies depending on the level of the mod-
erator. The relationship between PSE and pain sever-

ity was strongest in the group with short disease du-
ration, and it weakens as disease duration increases. 
However, the model remains consistent across all 
three groups, indicating that lower PSE is associated 
with higher pain severity. 

Discussion

This study aimed to test the assumptions that part-
ner’s emotional support has a significant predictive 
value for women’s RA pain severity, and that the as-
sociation between partner’s emotional support and 
pain severity is indirect, mediated by women’s PSE. 

The results revealed that higher PSE was a  sig-
nificant and the strongest predictor of lower pain 
severity across all RA pain components. However, 
the predictive value of partner’s emotional support 
was not as clear, and varied depending on the pain 
component. Additionally, the use of pain medications 
significantly predicted three out of four pain compo-
nents, while disease duration did not have a predic-
tive value for either of the pain components. Lower 
scores in the physiologic and cognitive pain compo-
nents were predicted by higher PSE and the use of 
pain medications. This means that women who feel 
in control of their RA pain and take pain medications 
experience less pain during movement, less intense 
stiffness of joints, and fewer limitations in their daily 
activities and engagement. These findings align with 
other empirical data. Mittinty et al. (2018) argue that 
high self-efficacy is one of the most important fac-
tors in reducing the severity of chronic pain. Indeed, 
many researchers note that higher self-efficacy is as-
sociated with less intense pain, better adjustment to 
pain, and improved pain control (Miles et al., 2011; 
Ruben et al., 2017; Vendrusculo-Fangel et al., 2022). 
Sturgeon and Zautra (2010) also observed that high 
self-efficacy not only reduces the severity of pain in 
the present moment but also predicts lower pain se-
verity in the future. Recent studies in the context of 
chronic pain further confirm these results, showing 
that increasing the self-efficacy in individuals with 
chronic pain leads to a  decrease in pain severity 
(Ahlstrand et  al., 2017; Ahmed et  al., 2019). On the 
other hand, a recently published study by Hashimoto 
et al. (2020) found that the use of pain medications 
independently predicts RA patients’ quality of life. 
The authors suggest that patients’ PSE may be af-
fected by an improved quality of life due to the effect 
of pain medications on pain severity. However, it is 
also possible that the use of pain medications reflects 
a patient’s proactive approach to pain control. An as-
sociation between PSE and the use of pain medica-
tions seems to exist, but further studies are needed 
to determine the nature of this association, whether 
it is direct or indirect. In addition to PSE, partner’s 
emotional support had a significant predictive value 

Figure 2

The effect of disease duration as a moderator on the 
association between pain self-efficacy and women’s 
rheumatoid arthritis pain severity
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Table 3

Moderation analysis: the effect of disease duration 
on the association between pain self-efficacy and 
women’s rheumatoid arthritis pain severity

Duration  
of disease

Effect SE t p

Short (M – 1 SD) –1.22 .18 –6.83 < .001

Moderate –0.95 .13 –7.40 < .001

Long (M + 1 SD) –0.67 .19 –3.59  < .001
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for the affective and sensory-discriminative compo-
nents of pain. However, different elements of part-
ner’s emotional support predicted different pain 
components. Lower emotional support from a part-
ner and higher PSE predicted lower scores in the 
affective component of pain. Women who perceive 
their partners as less helpful and supportive in over-
coming various issues and challenges, and who feel 
more in control of their RA pain, report less severe 
discomfort, annoyance, and anxiety related pain. On 
the other hand, women who perceive their partners 
as more emotionally disengaged (less attentive to 
their emotional problems), feel more in control of 
their RA pain, and take pain medications, report less 
frequent and less persistent pain. These results indi-
cate that a less intrusive and supportive partnership 
in the context of RA is more beneficial for women in 
pain. Empirical data on partners’ support outcomes 
for patients with RA are ambiguous.

Kostova et al. (2014) observed that confidence in 
a  patient’s ability to overcome difficulties can en-
hance their self-confidence and self-efficacy. It has 
been noted that individuals who receive support are 
more likely to take action to relieve pain and make 
adjustments to reduce its intensity compared to 
those who do not receive support (Holtzman et al., 
2004). On the other hand, Lopez-Martinez et  al. 
(2008) highlight that individuals often direct more 
support towards their partners when they witness 
them experiencing chronic pain. Similarly, in their 
dyadic qualitative research, Bergström et  al. (2023) 
identified a  reciprocal dynamic of support between 
patients with RA and their partners, characterized 
by a  strong sense of mutual availability. However, 
imbalances occasionally arise between the emotion-
al support received and the support needed within 
these dyads, indicating that well-meaning significant 
others can unintentionally cause tension for indi-
viduals with RA. Akbari et al. (2016) present similar 
findings, noting that those providing support often 
overly emphasize the pain experienced by a patient 
and sometimes engage in catastrophizing it, perceiv-
ing it as more severe than the patient themselves. 
Consequently, relatives frequently view a person in 
pain with compassion and tend to provide excessive 
support, which Khan et al. (2009) even describe as so-
cial control. According to them, when the support is 
excessive, it can have the opposite effect, increasing 
the dependence of patients on others, reducing their 
problem-solving abilities and initiative, and under-
mining their self-confidence. It is plausible that the 
results of our study precisely reflect this mechanism 
of the relationship between lower perceived emo-
tional support from a partner and higher PSE in pa-
tients with RA. Several factors can explain this obser-
vation. Specifically, RA pain is often regarded as one 
of the most pronounced and severe symptoms of the 
disease (Englbrecht et al., 2012; Martinec et al., 2019). 

While the pain caused by rheumatoid arthritis can 
vary (periodic, localized, or widespread), it typically 
becomes chronic as the disease progresses (Hashi-
moto et al., 2020). This means that the pain does not 
resolve quickly, unlike many other challenging life 
situations. Consequently, emotional support provid-
ed by a partner in prolonged situations may not be 
as effective as in situations that are resolved quickly 
or have a relatively short duration. Additionally, an 
important factor for effective problem-solving (pain 
control) is the presence of a  viable solution. How-
ever, empirical data indicate that despite advances in 
the treatment of inflammatory diseases, pain remains 
a major issue for RA patients, as there is currently 
no fully effective treatment to reduce disease activ-
ity (Christensen et  al., 2016; van der Woude & van 
der Helm-van Mil, 2018). Therefore, it is likely that 
a partner’s emotional support may be less effective 
in such situations compared to situations where 
quick and effective solutions are available. The nega-
tive emotions experienced by women due to pain do 
not easily subside, as they are aware of the chronic 
nature of RA and its consequences. Thus, the part-
ner’s emotional support provided by a partner may 
not effectively assist in coping with the situation. Ex-
cessive support can lead to a sense of helplessness, 
reinforcing a woman’s perception of the complexity 
of the situation and diminishing her coping abilities.

Mediation analysis revealed that perceived part-
ner’s emotional support has both direct and indirect 
effects on women’s RA pain intensity, with the indi-
rect effect mediated by PSE. Specifically, higher emo-
tional support from a partner directly increases wom-
en’s pain intensity but indirectly increases their PSE, 
which in turn decreases their pain intensity. While 
only a few studies have examined similar mediation, 
these results align with the researchers’ perspective 
that the partner’s emotional support in the context 
of patients’ pain may act indirectly. Holtzman et al. 
(2004) observed that individuals in pain are motivat-
ed to believe in their ability to overcome difficulties 
when they receive support from a loved one. Support 
from close individuals can enhance patients’ self-ef-
ficacy, encouraging them to become more proactive 
in managing their pain (Liu et  al., 2017). Although 
the direct effects of partner’s emotional support on 
pain intensity has been discussed before, the most 
intriguing finding is the opposite direction of the ef-
fect when emotional support acts both directly and 
indirectly. It appears that certain aspects of partner’s 
emotional support, such as instilling confidence in the 
patient’s coping abilities, are beneficial for maintain-
ing PSE, while others, such as excessive support and 
continuous focus on the partner’s pain, can be detri-
mental. This implies that partners of individuals with 
RA should be knowledgeable about providing appro-
priate emotional support. However, our study does 
not allow us to validate the assumption that partners 
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provide inadequate support, as the emotional support 
was subjectively assessed by the recipient (women) 
rather than the provider (partners). Nonetheless, our 
results align with those obtained by Pow et al. (2018), 
who conducted dyadic research and observed that 
partners of patients with RA often provide emotional 
support inappropriately and exhibit extremes in their 
support provision (either limited or excessive). 

Finally, moderated mediation analysis supported 
the hypothesis that disease duration can influence 
the association between PSE and RA pain intensity. 
We found that as RA duration increases, the associa-
tion weakens. These findings are in line with some 
empirical data (Galloway et  al., 2020; Hashimoto 
et al., 2020) demonstrating that long-lasting chronic 
RA pain may be more resistant to self-efficacy beliefs. 
On the other hand, there is a possibility that due to 
enduring pain, patients’ PSE diminishes, as the lack 
of change in the situation becomes unbearable and 
leads to frustration and disappointment in their ef-
forts to cope with the pain. Therefore, long-standing 
chronic RA pain should be considered a  risk factor 
that may reinforce pain itself through indirect mech-
anisms linking pain with certain buffers, such as PSE.

Limitations

The study results should be interpreted with cau-
tion due to several limitations. First, the inclusion 
criterion for the study was a  diagnosis of RA, and 
recruitment was conducted through various Face-
book groups associated with RA. However, despite 
efforts to ensure that only respondents with diag-
noses confirmed by a rheumatologist could proceed 
with the survey, online research always carries the 
possibility of respondents falsifying their data. To 
mitigate this, it is recommended to conduct similar 
studies within medical care institutions. By conduct-
ing studies in clinical settings, it would be possible to 
obtain more comprehensive and reliable assessments 
of individuals with RA. This approach would help 
ensure accurate diagnosis confirmation and mini-
mize the potential for data falsification. Comparing 
findings from online surveys with those from clini-
cal settings can provide a more robust understand-
ing of the phenomena under study. Another limita-
tion is that the study was conducted with a sample 
consisting only of women. Therefore, the results do 
not provide insights into the male population, where 
tendencies related to the studied phenomena may 
differ from those observed in the female population. 
While statistical data indicate that a significant pro-
portion of men suffer from RA, there is a substantial 
knowledge gap regarding their experiences, as males 
are generally less inclined than females to prioritize 
their health and participate in research. Researchers 
should strive to overcome the challenges of recruit-

ing men for research and explore their unique per-
spectives, interactions, and coping strategies. This 
would contribute to a  more comprehensive under-
standing of RA across different genders and facilitate 
the development of tailored interventions for male 
patients. The third limitation pertains to the assess-
ment of partner’s emotional support. In this study, 
women were asked to report how they perceive the 
emotional support provided by their partners. While 
this study design can be valuable for verifying ini-
tial assumptions, a dyadic study design is necessary 
to confirm the tendencies identified in our research. 
This would involve investigating not only how men 
support their ill partners but also how their actions 
contribute to enhancing their partners’ self-efficacy. 
Additionally, exploring women’s specific responses 
to their partners’ behaviors and actions can provide 
valuable insights into the dynamics of emotional 
support within the context of RA. Furthermore, it is 
important to acknowledge that the study employed 
a  cross-sectional design, which limits the ability to 
establish causal relationships. Longitudinal stud-
ies would allow for the exploration of temporal re-
lationships and provide a  better understanding of 
how psychosocial factors, such as pain self-efficacy 
and partner’s emotional support, evolve over time 
and their impact on pain outcomes and overall well-
being in individuals with RA. Finally, due to the lack 
of medical data, the study was unable to assess the 
severity of the disease and the degree of disability. 
To provide a more comprehensive understanding of 
the impact of RA, future studies should consider in-
corporating measures of disease severity and disabil-
ity, such as objective clinical assessments and tools 
like the Health Assessment Questionnaire (HAQ). 
This would enable researchers to examine the rela-
tionship between these factors and pain experiences, 
self-efficacy, and support dynamics more accurately.

Conclusions

Despite its limitations, this study yields significant 
findings that contribute to our understanding of pain 
manifestation in women with RA and offer practical 
insights into providing assistance to those experi-
encing chronic pain. The study confirms the hetero-
geneous nature of RA pain, emphasizing the im-
portance of using assessment tools that capture its 
various components during the treatment process. 
Given the detrimental impact of chronic pain on in-
dividuals’ lives, it remains crucial to emphasize the 
importance of using assessment tools that capture its 
various components during the treatment process. 
The results highlight the significance of both medical 
treatment and psychological factors, such as PSE and 
partner’s emotional support, in influencing the mani-
festation of RA pain. This suggests that interventions 
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aimed at enhancing PSE and providing training for 
partners should be integrated into the treatment pro-
cess alongside medical interventions. It is vital for the 
partners to be able to identify situations where their 
loved ones require support and assistance, as well as 
instances where empowering and encouraging them 
to take action to overcome the challenges of the dis-
ease may be sufficient. Consequently, training part-
ners to provide appropriate emotional support, while 
concurrently strengthening patients’ PSE, can be an 
integral aspect of rheumatoid arthritis treatment. 
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