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Abstract 

 The choir has links to a multidisciplinary pain management service, which is informed by the 

ethos of solution-focused principles, specifically in identifying and drawing upon patients’ 

resources. Seven choir members participated in semi-structured interviews, grounded in lines 

of enquiry commonly used in SF practice. Thematic analysis of the data uncovered seven 

themes: Physical Improvements, Emotional Impact, Personal Growth, Interpersonal 

Processes, Relationship with the ‘Self’, Living Well with Pain and Sharing the Music and 

Spreading the Word.  The choir enabled continued progress towards accomplishing key PMP 

aims: self-management, coping and living well with pain.  Findings expanded upon existing 

findings relating to singing and wellbeing by highlighting the choir’s role in promoting 

resilience and acceptance of pain. Clinical implications are explored in relation to 

psychosocial dimensions of pain. 
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Introduction to chronic pain 

Chronic pain is estimated to affect around 14 million people of all ages in England 

alone1.  It is defined as the persistent and long-term experience of pain (over 6 months) which 

outlasts the expected time of healing2, and may or may not be caused by tissue 

damage.  Unlike acute pain, chronic pain cannot be wholly alleviated by medical or 

physiological interventions.  For some, chronic pain can reduce quality of life over time by 

causing emotional, psychological and behavioural changes3.    

Psychosocial dimensions of chronic pain 

Five psychosocial dimensions of the pain experience have been identified4, namely 

physical, emotional, cognitive, behavioural and social/cultural. Firstly, due to subjective 

variations in how physiological sensations are interpreted, it is proposed that there are vast 

differences in individuals’ experiences of pain5. Although chronic pain is unobservable to 

others due to the absence of illness or injury, the unique physical experience of pain can 

impair an individual’s quality of life through ‘secondary complications’6, such as long-term 

absence or resignation from work1, challenges in returning to manual employment7, loss of 

hobbies due to inactivity and sleep disturbances8. 

  It is estimated that the risk of suicide in individuals with chronic pain is doubled due 

to low mood, hopelessness regarding the future and a need to escape pain12. Anger is also 

common in those with chronic pain due to a sense of frustration and loss13.  Many individuals 

with long-term pain may experience anxiety and fear due to worries regarding finances, 

health, relationships and the future14. 

The emotional facet of chronic pain appears closely linked to the cognitive dimension 

of pain.  ‘Catastrophising’, for example, is reported to be a significant predictor of an 

individual’s response to pain15. This can lead to a fear of movement, hypersensitivity to pain 

and avoidance16, potentially reinforcing low mood and ‘disability’. Beliefs about pain, 
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together with expectations about treatment and recovery, have also been shown to shape 

clinical outcomes17. The functional loss associated with chronic pain can have a detrimental 

impact on self-worth due to negative perceptions of the body18. In addition, self-efficacy 

beliefs are often predictive of ‘pain behaviour’19, suggesting that an individual’s perception 

of their ability to complete a task successfully while experiencing pain may affect their 

performance20. . 

Literature regarding the behavioural dimension of pain primarily relates to ‘illness 

behaviour’, that is the manner in which an individual responds to a physical condition21, for 

instance by monitoring their body, interpreting symptoms and taking remedial action. This is 

described as a natural, logical response designed to protect the body from further harm and 

promote healing. However, over a prolonged period such behaviour may result in 

hypervigilance to pain cues, inactivity and avoidance, which are associated with anxiety, low 

mood and ‘disability’22.   Ongoing attempts to eliminate pain through unsuccessful 

investigations and reliance on medication may unintentionally reinforce beliefs in a medical 

cure for chronic pain24, preventing engagement in other potentially beneficial psychosocial 

interventions. 

Finally, the experience of chronic pain may be affected by particular social and 

cultural contexts.  The ‘hidden’ nature of pain can result in discrimination due to a lack of 

understanding regarding its impact on the person, consequently becoming a barrier to social 

engagement25.  This may lead to the internalisation of stigma and ‘difference’, increasing 

social isolation and withdrawal26. Existing prejudice towards ethnic minority groups may 

further exacerbate the social challenges associated with chronic pain27. Family relationships 

can be considerably affected due to changing social and gender roles, including limitations in 

helping with household chores and raising children, and restrictions in engaging in leisure 

activities and intimacy with a spouse28. Financial strains, due to loss of earnings from 
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employment and ongoing medical costs, may lead to additional difficulties as a result of 

chronic pain29.  In summary, while chronic pain may primarily be thought of as a 

physiological phenomenon, it is also evidently a psychosocial experience, and one which 

requires concurrent psychosocial and medical interventions. 

Psychosocial management of chronic pain 

This holistic approach to chronic pain is consistent with the philosophy of 

multidisciplinary pain management programmes (PMPs) which are recommended for the 

psychological management of chronic pain30.  PMPs adopt a biopsychosocial model and 

often use a combination of cognitive behavioural therapy (CBT) and acceptance and 

commitment therapy (ACT) principles to address the psychosocial dimensions associated 

with chronic pain. The programmes aim to improve functioning and coping and enable 

patients to take responsibility for maintaining their own health by developing strategies for 

long-term self-management31. 

While CBT approaches to PMPs are found to be somewhat effective32, 33, the evidence 

remains conflicting34, with limited support for maintained effects over time35. The application 

of CBT for pain has been described as lacking in coherence across PMPs, creating difficulties 

in ascertaining the effectiveness of specific techniques36. ACT has also seen increasing 

popularity for use with chronic pain populations and, for some, has demonstrated significant 

changes in life satisfaction, ‘disability’ and depression37. 

  The SF model is non-directive in that it emphasises patients’ own views of what 

constitutes a good outcome from interventions, and is client-centred as it encourages the 

recognition and development of patients’ existing skills, strengths and resources38. SF 

approaches involve ‘problem-free talk’ in which the therapist facilitates change by enabling 

the patient to find their own solutions and work towards their ‘preferred future’, often 

resulting in the patient living a more fulfilled, connected and meaningful life39, 40. 
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Preliminary outcome data from the PMP delivered by the SF-informed pain 

management service has suggested statistically and clinically significant improvements in 

self-efficacy, functioning and wellbeing41, along with psychological and behavioural 

improvements which enabled individuals ‘to live better in the presence of pain’42. While the 

evidence for SF PMPs is limited at present, these studies indicate growing support for this 

approach. Fundamentally, SF principles reflect PMP guidance30 which stipulates that these 

programmes should enable individuals to ‘live well’ despite chronic pain by supporting them 

to develop self-management plans based on personal resources. 

Valuing patient expertise 

NHS services across the UK have long recognised the value of patient experience and 

involvement in the development, delivery and evaluation of health services, particularly for 

people living with chronic health conditions43.   SF approaches are helpful in identifying and 

valuing patient expertise.  In line with the SF ethos of the pain management service described 

above, a patient with extensive experience of using music and singing to manage her own 

chronic pain volunteered to direct a choir for others with chronic pain. A pilot evaluation of 

the choir suggested statistically and clinically significant changes in mental wellbeing of 

choir attendees after 12 weeks44. 

Singing with chronic pain 

The role of creative arts is becoming increasingly acknowledged within health care 

settings45, particularly the therapeutic properties of music and singing46.  A number of recent 

studies have highlighted the range of positive outcomes of choral singing.  For example, 

physiological benefits include improvements to breathing, the respiratory system and muscle 

tension47, together with relaxation, increased energy and improved posture and body 

control48. Singing also encourages the release of endorphins which can reduce pain49. The 

general relationship between physical and psychological health in pain conditions is well-
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established50, 51, suggesting that any reductions in pain may improve psychological wellbeing, 

and vice-versa. 

Singing has been shown to improve emotional and mental wellbeing as it promotes 

positive affect, cognitive stimulation and regular commitment52, enhances spirituality53, 54 and 

improves psychological difficulties and daily functioning for individuals with mental health 

difficulties55. Participation in group singing sessions can also improve active coping with 

chronic pain56.  The social and behavioural dimensions of pain may also be addressed 

through singing as it can contribute to social cohesion and identity, enabling individuals to 

develop positive interpersonal relationships through trust, co-operation and empathy57, 

together with promoting empowerment, providing meaning and enhancing social roles58, 59. 

Choral singing has received public attention and appreciation over recent years through 

popular television shows like The Choir60 and Unsung Town61 which have portrayed group 

singing in a positive light. The increased cultural profile of singing appears to have prompted 

a resurgence in the popularity of choral singing62 and an increasing awareness of its benefits. 

 

Current study 

Research into choral singing and wellbeing has not so far been explored with a 

chronic pain population, nor within a SF framework.  To begin to fill these gaps, the current 

research employed a qualitative methodology to explore individuals’ experiences of being 

part of a choir that was grounded in the same SF ethos as the pain management service and 

PMP, ’ 

  

Method 

  

Design 
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Semi-structured interviews were employed to gather detailed descriptions of 

participants’ experiences of attending the community pain choir, the personal meaning the 

choir held for them and how they perceived this to have impacted on their psychological 

wellbeing and self-efficacy.  The interview topic guide included some lines of enquiry 

commonly used in SF practice: exploring participants’ views of the choir in enabling them to 

discover exceptions to their difficulties and move towards their preferred futures.  Two 

service-users contributed to the study design, which reflected the ethos of the expert patient 

model.  The data analysis process was informed by Bandura’s theory of self-efficacy20 and 

Ryff’s model of psychological wellbeing63 (comprised of personal growth, autonomy, 

purpose in life, self-acceptance, environmental mastery and positive relationships with 

others).  This conceptualisation of psychological wellbeing is an expansion 

of Aristotle’s concept of ‘eudaimonic wellbeing’64 which proposes that happiness is achieved 

through the pursuit of personal growth, self-actualisation and meaning in life; this is distinct 

from Aristippus’ theory of ‘hedonic wellbeing’65 which denotes that humans strive to obtain 

maximum pleasure and minimise negative affect. 

Participants 

A purposive sample of seven patients who had attended the community pain service 

choir for five or more sessions, and had previous or current involvement with the community 

pain service participated in the study (N=7, males=1, females=6, ages=44-79 years, duration 

of chronic pain=1-40 years, duration of choir attendance=2-18 months).  A number of 

participants had completed the community pain service PMP, while others had received one 

to one input from community pain service clinicians.  One choir member expressed interest in 

participating in the study; however, withdrew from the research prior to interview due to 

illness. Participants were invited to select their own pseudonym which was used to represent 

their data. 
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Procedure 

The research received approval from a National Health Service (NHS) Research 

Ethics Committee.  Choir members had the opportunity to opt-in to the study by returning the 

expression of interest form.  Individuals were then contacted to arrange an appropriate time 

for the interview. For participants’ convenience, the interviews took place over several days 

at the local NHS health centre where the pain service is based. As three participants 

were unable to travel due to difficulties relating to their chronic pain, interviews took place 

within the individuals’ homes. The interviews were conducted by the lead author and lasted 

between 30 minutes and one hour; interviews were audio-recorded following participant 

consent. 

Topic guide 

 The interviews primarily explored growth in psychological wellbeing rather than 

decrease in negative affect or pain, as the SF framework of the study focused on strengths 

and resources, in line with problem-free talk.  However, individuals’ relationships with their 

pain were also explored within the interviews. 

Analysis 

The interview data were transcribed verbatim and analysed systematically using a 

staged process of thematic analysis66. This approach allowed detailed exploration of the rich 

data produced through the interviews, highlighting the uniqueness and complexity of 

participants’ personal experiences of attending the choir while discovering commonalities 

across individuals. A partially-inductive process was adopted throughout the study, as SF 

questions informed the topic guide and other psychological models were used as interpretive 

lenses for refining themes from the initial codes. Clustering of the codes revealed 25 

emerging themes which were then grouped according to their commonalities, resulting in 

seven final themes. 
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Epistemology and factors affecting interpretation of the research 

The study was conducted from a social constructionist epistemological position, 

which assumes that individuals construct their own subjective truths from their experiences in 

the world and with others and there is no single ‘truth’ to be discovered. All stages of the 

research were conducted by the first author, a young white female, as part of her clinical 

psychology training.  She had no personal experiences of chronic pain or any affiliations to 

the community pain service, PMP or community pain choir. However, the first author 

acknowledges positive personal experiences of music, including choral singing, encountered 

prior to conducting the research.  In order to reduce the effects of this on data collection and 

analysis, interviews and coding were corroborated by the third author.  The second and fourth 

authors run the PMP that the pain choir was connected with and provided supervisory 

support. The third author provided academic supervision. 

 

Results 

  

Data analysis revealed seven final themes. Participants largely shared personal 

narratives of a ‘journey’ with chronic pain: from noticing initial physical and emotional 

changes, emerging into a world of personal discovery and acceptance, and concluding with 

an impetus to share their experiences of the choir. 

Theme 1: Physical Improvements 

Each participant described some benefit to their physical health from attending the 

choir. Mary identified improvements to her lung capacity and breathing, demonstrated by her 

annual spirometry test result, while Eddie described increased relaxation as a result of singing 

which prompted a period of alcohol abstinence as this was no longer required to facilitate 

relaxation.  Other interviewees noticed a reduction in their pain as a result of changing 
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relationships with pain.  For example, some felt more in control of pain, were able to release 

their pain or were distracted from pain when immersed in singing: “I try to ignore it...I seek 

ways of putting something in its place, and the pain choir is the best thing since sliced bread!” 

(Nancy).  A shared experience was that of being less reliant upon painkillers on the day of the 

choir: “I don’t take my pills on a Friday because when I get there and start singing it sort of 

lifts you for the day” (Paige). Several participants also experienced increased energy 

following the choir which inspired some to engage in other physical activities, such as Tai-

Chi (Charlotte), walking (Paige) and swimming (Eddie). During a health check one 

participant discovered that his blood pressure had lowered after attending the choir for a 

period of time. 

 

Theme 2: Emotional Impact 

The choir was portrayed by all as having a positive short-term effect on mood. While 

some described excitement in anticipation of the choir, most spoke of the happiness evoked 

by singing: “It’s like taking a happy pill without the tablets!” (Faye). A number of specific 

mechanisms of the choir were identified as contributors to improved mood, including the 

‘manageable’ session-length which maintained interest, the inclusive and light-hearted choir 

environment (“When you’re singing you’re freer!” [Charlotte], “Everybody gets a buzz out of 

it” [Nancy]), and the range of musical genres chosen by the choir director: “She’s been 

teaching us some African music...as you’re singing you’re picturing yourself in another place, 

that’s relaxing” (Eddie). This theme also reflects the sustained impact of singing on 

participants’ emotional wellbeing which was replenished during each session: “You come 

away and then for the rest of the day you’re sort of on a high” (Paige). Friends and family had 

also observed changes in participants’ mood following the choir: “They can tell when I’ve 

been there because I’m more upbeat...a sparkle in my eye” (Faye). 
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Theme 3: Personal Growth 

This theme captures how the choir was considered by some as part of a personal 

journey in pursuit of meaning and purpose, and ultimately personal growth.  Singing 

provided a temporary focus for several participants in which attention was directed towards a 

meaningful and rewarding activity. The choir was also portrayed as an agent, enabling 

participants to learn a new skill, develop an existing talent or work towards a personal goal. 

Some gained satisfaction from small successes, such as just ‘having a go’.  Several 

interviewees stated that the choir also allowed them to discover a deeper purpose in life: “If it 

hadn’t started 18 months ago I would still be sat on the couch now” (Paige), which enhanced 

motivation and propelled some to make future plans, increasing their hope and 

optimism.  The choir also appeared to ‘open doors’ to discovery and pursuit of other 

opportunities by enhancing self-efficacy, as it enabled participants to recognise their own 

capacity to achieve, commit and self-motivate.  This led to the development of new interests 

for some, including joining other social groups (Eddie) and volunteering (Mary). 

Theme 4: Interpersonal Processes 

This theme was the most common and reflects participants’ experiences of 

interpersonal relationships both within and externally to the choir. Some interviewees 

revealed initial comparisons they made between themselves and other choir members, 

suggesting that the choir facilitated self-appraisal.  Several participants highlighted the 

validating, safe environment which promoted friendships and provided opportunities for 

valuable social interactions: “You stand and talk for half an hour making real good friends 

with people you never knew, but we all have something in common” (Eddie). All participants 

perceived their connections to other choir members as fundamental to improved wellbeing, 

with understanding and acceptance as key to this process: “I don’t have to explain myself” 

(Charlotte).  Most interviewees attended the social events connected to the choir, including a 
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monthly coffee morning, which offered further structure and social contact outside of the 

choir. Friendships among choir members also provided peer support, helping to combat low 

mood and social isolation. A number of participants displayed admiration for the choir 

director: “She’s amazing, she is a sufferer herself, but she will put the choir first” (Mary). Her 

lived experience appeared to promote hope for a fulfilled life with pain and enhanced self-

efficacy.  Finally, the majority of interviewees reflected on their improved relationships with 

friends and family, which included forgiving others for past mistakes and being able to talk 

more easily to those closest to them; this also resulted in increased social activity with others 

outside of the choir. 

Theme 5: Relationship with the ‘Self’ 

All participants reflected on the choir’s role in developing the ‘self’ and promoting 

internal changes.  Interviewees presented this as a journey of self-discovery, beginning with 

the development of self-awareness and knowledge through members’ recognition of their 

abilities and limitations.  This was followed by learning to accept one’s self (“There you 

don’t have to pretend, you can be you” [Faye]), which was facilitated by peer 

validation.  Several participants described increased autonomy from attending the choir: “It’s 

something for me, just for me” (Hannah). The next phase involved deepening a sense of 

worth and self-efficacy through singing: “I think I’ve found something that I’m quite good 

at” (Mary), which was often influenced by the perceptions of key figures, such as family 

members and the choir director, whose beliefs were subsequently internalised. Following this 

the choir seemed to provide an opportunity to revive lost roles, skills and interests, enabling 

participants to recreate or rediscover the ‘self’: “The choir has helped me become that person 

again...my musicianship is now returning to me” (Nancy). Lastly, many described drawing 

upon their self-knowledge, sense of worth and re-established identity in order to request 



13 
 

support, make personal decisions and take control over their lives: “It’s given me the 

confidence boost I needed to make decisions” (Charlotte). 

Theme 6: Living Well with Pain 

This theme represents the concluding stage of participants’ journeys in which the 

choir nurtured long-term change processes. Key to this were the therapeutic properties of the 

choir: an alternative to medication (“It’s better than all the tablets in the world” [Eddie]), a 

coping mechanism, a communication tool and a self-management technique (“I just think 

singing is good for you, I sing at home now” [Hannah]). This ‘healing’ nature of the choir 

appeared to facilitate two key intrapsychic processes. The first - resilience - captured the 

choir’s function in enabling individuals to overcome the difficulties associated with pain. 

Participants often recognised this when they prevailed over the practicalities of participating 

in the choir: “You find your way of doing it, you’ve won a medal!” (Faye).  The choir 

seemed to offer an environment to observe personal strength, resulting in improved wellbeing 

and self-efficacy. The second process - acceptance - reflected the choir as part of an 

‘alternative journey’ in which participants learned to embrace a life where they existed with 

pain but were not defined by it: “I’m more positive, even with the restrictions I have, part of 

any change in your life is a certain form of acceptance” (Charlotte).  Acceptance also 

involved making adaptations to live well with pain: “I’m a survivor and I’ve adapted my life 

according to how I’m able to live it” (Mary). 

Theme 7: Sharing the Music and Spreading the Word 

The final theme captures participants’ desire to share singing and their personal 

stories of the choir in hope of it having a positive influence on others.  For some this involved 

shaping the experiences of those without pain, such as family members (“I used to sit with 

her and sing...she found comfort in it” [Mary]) and performance audiences (“It makes me 

happy knowing we’re making someone happy” [Paige]).  Others were concerned with 
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informing those with pain about the benefits of attending the choir: “We would be happy to 

welcome anybody who will come along with us on this journey to pain-free rehabilitation” 

(Nancy).  One participant was even passionate about sharing their experience of the choir on 

a national scale: “We can link up with other pain choirs...that surely has to be on the agenda 

towards it being a national movement” (Nancy).  The interviewees’ drive to share their 

experiences of the choir seemed to relate to the gratification gained from having a positive 

effect on others, together with the belief that their personal experiences were valuable: “If our 

experiences help one person then that would make us happy” (Nancy). 

  

Discussion 

  

This study explored participants’ experiences of attending a community pain choir 

and the impact of this on their psychological wellbeing, self-efficacy and relationship with 

pain.  Data analysis revealed seven overarching themes which represent participants’ personal 

journeys; similar stories are found in the general pain literature67. While other research into 

singing identifies a number of comparable themes, this study provides additional insights into 

how attending a service-user led pain choir might facilitate not only physical benefits and 

positive affect, but also have potential lasting effects on psychological wellbeing and self-

efficacy through deeper intrapsychic changes. 

Consistent with other choral research, this study identified improvements in 

participants’ breathing47 and lung capacity68. The current research, however, suggests a more 

extensive impact on relaxation than other studies69, as participation in the choir prompted 

lifestyle changes, such as alcohol abstinence, which may improve overall health and quality 

of life. Several participants also described increased physical activity resulting from 

improved energy, while previous research revealed no changes in participants’ exercise 
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capacity following singing classes70. Furthermore, one participant reported lowered blood 

pressure, whereas singing in other studies caused increased heart rate and sweating71.   

 

Emotional wellbeing is perhaps comparable to hedonic wellbeing in which positive 

affect is sought and negative affect is avoided65. Parallel to previous research75, 76 this study 

discovered that singing was linked to positive emotions. The ‘opponent-process 

theory’77 proposes that basic emotions have opposing counterparts; therefore, when happiness 

and enjoyment were experienced through the choir, sadness and frustration were suppressed. 

The choir also appeared to contribute to improved emotional wellbeing as a result of the 

strengths-focused ethos, together with other key mechanisms of the choir such as a “fun” and 

inclusive” atmosphere. 

The positive impact on interpersonal processes is reflective of other research into 

choral singing78, 79 and is recognised as a component of psychological wellbeing63.  The choir 

in the current study offered a shared understanding, social inclusion and belongingness, 

which was further reinforced by participants’ engagement in shared social activities. A recent 

study of a community-based social group provided evidence that this sense of social identity 

can predict recovery from mood-related difficulties80.  While acceptance from others was 

essential, interviewees also made direct social comparisons of themselves to other choir 

members81 in order to accurately evaluate their abilities and develop their personal 

identities82. 

The current study also presents a new dimension to research in this area as it explores 

participants’ experiences of attending a choir led by a service-user director. The choir leader 

appeared to model commitment and fortitude, empowering members and enhancing their 

self-efficacy beliefs through internalisation of personal resilience and self-management of 

pain20. Although previous research discovered improvements in choir members’ relationships 
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with friends and family due to increased confidence83, similar changes in the current study 

appeared to relate to additional internal changes within participants, such as enhanced self-

worth, re-evaluation of roles and contributions to relationships. Finally, singing has also been 

found to increase empathy for others84 which may help to explain forgiveness within some 

participants’ relationships.  

Consistent with other research52, 75 choral singing provided members with a regular 

focus, a sense of achievement and a purpose, which is consistent with research into the key 

components of psychological wellbeing63.  The choir also seemed to facilitate the experience 

of ‘flow’, a state in which the mind is effortlessly absorbed in an activity85.  Individuals 

appeared to be fully immersed in the process of singing which was a rewarding experience 

and a distraction from pain.  The choir was also a vehicle for discovering meaning, which is 

proposed as our primary motivation in life86.  Parallel to previous research87, current 

interviewees described having experienced intrapsychic change processes, including 

developments within the ‘self’. The ‘self-concept’ was defined by Carl Rogers as 

‘the organised, consistent set of perceptions and beliefs about oneself’88, consisting of self-

knowledge, self-beliefs and self-esteem89. For some the choir provided a safe space for 

personal discovery which improved self-worth; for others having increased ownership 

enhanced self-determination to grow and develop independence90.  These internal changes 

reflect eudaimonic wellbeing, achieved through the pursuit of meaning, personal growth and 

self-understanding64. 

While previous studies also found that singing promoted internal growth91, in the 

current study participants reported having developed both resilience and acceptance. These 

psychological processes may have foundations in positive affect and interpersonal 

relationships which the choir promoted, but also appear to relate to the development of 

a positive self-concept92, 93.  . 
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Practice implications 

Participants’ narratives portrayed the choir as an important adjunct to the community 

pain service.  By providing a resource which patients could use to rediscover themselves as 

social beings, make new connections and participate in a meaningful ‘flow’ activity, the choir 

contributed to its members’ progress, including self-management, coping and living well with 

pain30.  In line with the key principles of the PMP, the choir also offered an alternative 

therapeutic group environment which promoted self-knowledge, worth and acceptance, 

without a specific focus on pain. It also provided a resource-minimal, sustainable group 

activity, perhaps particularly important given the long-term management required for chronic 

pain. 

This research provides some support for the potential success of a service-user led 

choir in addressing the psychosocial dimensions of chronic pain: physical, emotional, 

cognitive, behavioural and social. Participants reported an increased sense of energy and 

relaxation, together with a reduction in pain, as the choir accommodates its members by 

enabling them to sing through their pain.  The choir seemed to promote both positive affect 

and sustained emotional wellbeing which may counteract negative affective experiences often 

associated with pain. Improved self-efficacy beliefs were identified, which have been 

associated with increased pain self-management and reduced reliance on services96. 

Interviewees also felt more in control of their pain which has been shown to reduce 

‘catastrophising’ and improve mood and physical functioning24. Having a focus, meaning and 

opportunities to accomplish may reduce hypervigilance to pain cues and redirect attention, 

possibly increasing independence and quality of life in moving towards a preferred 

future. Finally, the development of meaningful relationships with others who experience pain 

provides opportunities for social inclusion within the community97, 98 and the rebirth of their 

social identities. 
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As the first study exploring a service-user led community pain choir, the findings 

support the clinically-meaningful use of patient expertise and resources, in accordance with 

government policies45, 99 and SF values.  In line with patient involvement in service 

development, some interviewees made recommendations to improve practicalities of the 

choir, while others requested opportunities to publicise their experience on a local and 

national scale. Facilitating service-user involvement in the development of other pain choirs 

may further contribute to members’ wellbeing, as their stories could empower others and 

model self-management and acceptance of pain. 

The choir and community pain service was perceived by interviewees as adopting a 

helpful “holistic view” of patients and their needs, in contrast to other health settings they 

may have encountered in which pain was considered as ‘a set of symptoms’ managed by 

medical treatment. There was some indication in interview responses that patients found it 

difficult to completely separate the impact of the choir from the support received from 

professionals on the PMP and within the community pain service more generally. This 

perhaps is not surprising as both have similar aims: to help people to live well despite pain. In 

general it would seem reasonable to conclude from the success of this venture that it would 

be desirable to see this kind of collaboration between patients and professionals occurring in 

pain services nationally.  

Strengths and limitations 

The framework and design of this study reflect the ethos of the expert patient model 

by drawing upon patient resources and expertise.  However, a number of participant 

characteristics may have influenced the findings. As all interviewees were white British, the 

findings represent one population of those who experience chronic pain.  Cultural differences 

exist in the shaping of internal constructs, such as the ‘self-concept’100, and therefore cannot 

be cross-culturally generalised.  The findings also reflect the views of participants who had 
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motivating factors for joining the choir, overall positive experiences and were willing to share 

their stories. 

As the choir is an extension of the community pain service work and PMP, and some 

participants also attended a patient support group - all of which promote similar change 

processes - it is difficult to ascertain the specific cause of some positive changes reported by 

participants. Subsequently, it can only be concluded that the pain choir may have contributed 

to participants’ improved wellbeing. . 

  

Conclusions 

This study explored the experiences of seven individuals with chronic pain who 

attended a community pain service choir.  The findings reveal support for the positive impact 

of a service-user led choir in improving psychological wellbeing and self-efficacy in 

individuals who experience chronic pain.  Together with shifting participants’ relationships 

with their pain, the choir also facilitated two key intrapsychic processes: resilience and 

acceptance. These changes appeared to be grounded in positive affect, meaningful 

relationships and internal adjustments, such as reconceptualisations of pain, which the choir 

promoted.  The choir also addressed the psychosocial dimensions associated with chronic 

pain. While the findings expand upon existing research, only tentative conclusions can be 

drawn from this study as the choir members also had experience of a “living well despite 

pain” approach through attending the community pain service and/or PMP. However, the 

pain choir is a valuable adjunct to this service as its strengths-focused environment enabled 

participants to develop their ability to live well with their pain.  
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