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This study investigated the relationship between 

preferred coping strategies, and major stressors for 

nondepressed, and depressed chronic pain patients. The 

subjects for this study were 67 chronic pain patients who 

are participating in a pain/spinal rehabilitation program. 

The information collected from the individuals or their 

records included: 1) basic demographic information, 2) level 

of activity, 3) level of perceived pain, 4) medication 

usage, 5) therapist rating of level of stabilization, 6) 

scores on three inventories including the Coping Strategies 

Questionnaire, the Ways of Coping Checklist, and the Beck 

Depression Inventory. 

Analyses included an examination of the relationship 

between level of depression and 1) type of stressors 2) 

coping strategies, and 3) level of perceived pain. Further 

analyses included multiple regression with outcome as 

defined by therapist ratings at the end of treatment, and 

patients' ratings at follow up as the criterion variables. 
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CHAPTER I 

INTRODUCTION 

Although acute pain has been a subject of study for 

many years, the description, understanding, and treatment of 

chronic pain is relatively new as a topic of formal study 

for psychology. Possibly because of the complexity of this 

area, many different approaches, methods, and theories have 

been proposed. Most authors will agree that pain is 

multifaceted and its causes are multidimensional. The 

experience of pain is not only affected by the noxious 

stimulation, but through earlier experience of pain, which 

may increase or decrease the present experience, and also by 

the degree of other ongoing activities (Gotestam, 1983). 

Gotestam also suggested that in chronic pain there is a 

complex interaction between physiological and psychological 

factors. 

Depression is also an area of extreme complexity, with 

causes and processes which are likely multidimensional, and 

multilinear. There is a high co-occurrence of symptoms of 

chronic pain and depression found in clinical populations. 

Studies suggest that 50% of medical patients have 

significant depressive symptoms, and that among chronic pain 

patients, a major depressive syndrome can be ruled out only 



in one-third of the cases (Ramano & Turner in Beutler, 

Engle, Oro'-Beutler, Daldrup & Meredith, 1986). Benjamin 

(1989), in a review of the literature, concluded that 

patients with chronic pain do not neatly fall into either 1) 

those with physical or 2) those with mental illness. This 

has created several interesting hypotheses regarding the 

relationship of these two syndromes. These hypotheses have 

resulted in numerous research studies and have contributed 

to the development of a variety of treatment protocols. 

Historically, depression in chronic pain patients has 

most frequently been explained as an understandable and even 

expected psychological reaction to chronic and 

incapacitating physical condition (Hendler, 1984; Sternbach 

1974 in Kerns & Haythornthwaite, 1988). More recent 

hypotheses have suggested that chronic pain masks both 

depression and personality disorders (Spiegel, 1987; 

Rosenblum, 1986), or that pain may be a variant of 

depressive disorder (Blumer and Heilbornn 1882, Engel 1959 

in Kerns and Haythornthwaite, 1988). Alexithymia, or an 

inability to express intense affect, has been studied as a 

possible link between depression and pain (Beutler, Engle, 

Oro'-Beutler, Daldrup, & Meredith, 1986); Beutler, Daldrup, 

Engle, Guest Corbishley, and Meredith, 1988). These authors 

also discussed the impact of family dynamics on patients' 

experience of both pain and depression. Neurochemical 

relationships between pain and depression have also been 



proposed (France, Houpt, & Ellinwood, 1984; France, Krishnan 

and Trainor, 1986 in Kerns & Haythornthwaite, 1988). 

Recently several studies have examined the relationship 

between stress, coping, pain and depression (Turner, Clancy, 

Vitaliano, 1987; Keefe, Caldwell, Queen, Gil, Martinez, 

Crisson, Ogden, & Nunley, 1987; Vitaliano, Russo, Carr, 

Maiuro, & Becker 1985; Rosenstiel and Keefe 1983; Turner and 

Clancy 1986; Lawson, Reesor, Keefe & Turner 1990). 

Processes for Dealing with Intense Emotion and Pain 

Beutler, Engle, Oro'-Beutler, Daldrup, and Meredith 

(1986) proposed that chronic pain and depression represent 

independent phenomena, but also share psychological and 

biological processes that are activated in response to 

precipitating stressors. In reviewing the literature on 

personality constructs related to pain and depression, 

Beutler, Engle, Oro'-Beutler, Daldrup, and Meredith (1986) 

concluded that the most observed correlates of chronic pain 

and coexisting depressive symptoms are somataform anxiety 

and conflict over expression of anger. However, the cause 

and effect relation between these variables, and either pain 

or disease, still remains uncertain. These investigators 

also reviewed literature which, rather than concentrating on 

particular affective static constructs, looked for common 

processes of dealing with intense emotions. The literature 

indicates that the avenue available for expressing emotional 

conflict and the conditions that evoke pain are variables 



that affect the coping process and thus, indirectly 

contribute to the pain-depression relation. They concluded 

that emotional over-control frequently characterizes both 

patients with the pain of chronic diseases and patients with 

major depression, and that the two conditions share a common 

pattern of disturbance in the process of expressing or 

blocking intense affect. 

Beutler, Engle, Oro'-Beutler, Daldrup, and Meredith 

(1986) review literature which cites evidence for a 

biological connection between pain and depression. This 

literature falls into two categories; studies on the 

effectiveness of antidepressants in relieving both chronic 

pain and depression, and studies reporting that serotonin 

and other neurotransmitters are depleted in both groups of 

patients. These authors concluded from their review of the 

literature that the prolonged blocking or inhibition of 

intense interpersonal anger is a common correlate of 

depression, chronic pain, and decreased susceptibility. 

They further concluded that suppressed emotional experience 

coinciding with prolonged stress may also result in 

deactivation of the body's production of both endogenous 

opiates and natural killer cells, which in turn are 

associated with the ability to ward off disease, pain and 

depression. Beutler et al. acknowledge that most of the 

data on which they base their conclusions are correlational, 



however, they suggest that such individuals may be at 

increased risk of incurring pain, disease and depression. 

Another variable explored by Beutler's group was pre-

existing family dynamics (Beutler, Daldrup, Engle, Guest, 

Corbishley & Meredith 1988). In a pilot study 18 subjects 

were studied (mean age 52.63 SD = 13.99, no information was 

given on duration of pain), to explore the independent roles 

of emotional expression and pre-existing family dynamics in 

the experience and treatment of chronic psychogenic pain and 

depression. The patients were assigned to one of two 

treatment groups: 1) a Gestalt-based therapeutic treatment 

designed to increase affective arousal and to break through 

constraints against emotional expression or, 2) a lecture 

and group discussion format treatment designed to provide 

information about the physiological basis of pain, and the 

relationship of pain to daily events. Fifteen subjects 

completed what the authors considered an adequate dose of 

treatment (four out of 15 weeks). There were no pre-

treatment differences between the groups on any of the 

measures. No significant changes on any of the variables 

were found as a result of the group assignment. Significant 

changes on measures of depression occurred between pre-test, 

and both end of treatment and follow-up irrespective of 

group assignment. However, no significant changes were 

noted for pain ratings. A relationship was found between a 

pre-treatment measure of family discord and a post-treatment 
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measure of depression. An analysis of clinical significance 

suggested that the Gestalt group had significantly more 

patients changed from clinically depressed to non- or mildly 

depressed. The investigators concluded that regardless of 

the type of treatment, therapy activity of any sort assisted 

in the breaking down of defenses against emotional 

expression and enhanced emotional awareness. They also 

concluded that initial family dynamics are important in 

determining ongoing levels of both depression and 

psychogenic pain. Changes in self-reported depression and 

pain were negatively associated with initial family 

incongruence, indicating that family based intervention may 

produce greater benefit for both depression and pain. 

Similarly, pre-existing organic or psychological 

contributions may interact with personally relevant 

stressful events to produce chronic pain. Turk and Flor 

(1984) proposed a diathesis-stress model of chronic back 

pain that postulates such an interaction. This model 

predicts that chronic pain patients will exhibit elevated 

and prolonged reactions to stress compared with controls, 

and that muscular reactions to stress will only occur in 

response to personally relevant stressors. Flor, Turk, and 

Birbaumer (1985), demonstrated support for this model by 

comparing three groups of subjects: chronic back pain, non-

back pain, and healthy controls. The healthy controls were 

matched for age, sex, marital status, education, and 



employment level. The two pain groups were matched for 

duration of pain, number of surgeries, medication, and pain 

related compensation. The investigators found that chronic 

back pain patients demonstrated abnormal back muscle 

reactivity to personally relevant stressors and prolonged 

delay in return to baseline levels, while general pain 

patients and healthy controls did not. All three groups 

indicated comparable levels of arousal, skin resistance 

level, heart rate, and frontal EMG, but only the chronic 

back pain group indicated back muscle response. This study 

also demonstrated that the best predictors for EMG 

reactivity in chronic back pain patients was the Beck 

Depression Inventory scores and Pain Experience Scale. 

These measures accounted for almost 76% of the variance, 

suggesting that high EMG reactively was predictive of 

greater depression, worry, and emotional affect. 

Situational and Personality Factors Affecting Pain 

In an earlier review of the literature, Gotestam (1983) 

indicated that although personality is of minor importance, 

situational factors play a much more significant role in the 

process of chronic pain. Gotestam points out that 

frequently an overly simplistic and not empirically 

supported, dichotomy between what is thought of as real pain 

or organic pain and functional or imagined pain. Gotestam 

proposed a three dimensional treatment program which 

consists of l) reduction of medication, 2) increase of 



activity, and 3) reduction of pain. This program is based 

primarily on operant conditioning and is administered by a 

multidisciplinary team. 

Turk and Rudy (1986, 1987) have also proposed a more 

comprehensive multiaxial assessment of chronic pain 

patients, which includes assessment and integration of 

physical, psychosocial, and behavioral information. Based 

on review of the literature and pilot research, Turk and 

Rudy (1987) concluded that a reliable, valid, and objective 

multiaxial classification procedure, could be developed for 

these patients. They suggested that further research is 

needed to examine the validity of behavioral observation of 

pain behaviors, coping resources, idiosyncratic cognitive 

styles and more mathematically-sound scoring systems for 

medical-physical findings. 

In an attempt to gather information relevant to 

predicting treatment outcome, Kleinke (1987) compared 

patients' preference for different pain treatment modalities 

with pre/post changes in patients' pain scores, patients' 

self-ratings at discharge of well-being and life disruption, 

and discharge ratings of pain behavior by patients' primary 

nurses. This study also examined whether patients' 

treatment modality preferences are correlated with their 

mood states, or personality characteristics. Subjects in 

this study included 4 4 male and 74 female chronic pain 

patients (age ranged from 22 to 78 years M = 41.8, SD = 



13.0; mean duration of pain was 8.09 years SD = 7.98), who 

had participated in a 28-day inpatient pain treatment 

program. The authors found that there were several 

correlations between mood and personality characteristics 

and preferences for different treatments. 

For example hypochondriasis was positively correlated 

with preference for ice, while preference for TENS was 

correlated with hysteria. In regard to predicting treatment 

outcome, preference for heat correlated with increased pain, 

while preference for relaxation correlated with decreased 

pain. The investigator concluded that correlations between 

personality, mood and treatment preference may have 

implications for matching treatment regimens to specific 

patients. Kleinke suggested that it may be useful to build 

a therapeutic alliance with hypochondriacal and hysterical 

patients by providing them with passive external treatment 

modalities (ice, TENS, heat) before introducing other, more 

active, treatments into their program. Finally, because 

relaxation was uniformly favored and significantly 

correlated with pain reduction, Kleinke suggested that 

relaxation be recommended as an integral modality for all 

individualized treatment programs. 

Cognitive Behavioral Therapy and Chronic Pain 

Turner (1982) adapted progressive relaxation training 

and relaxation plus cognitive-behavioral therapy procedures 

to a group therapy format, and evaluated the effectiveness 
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of these treatments compared with each other and a control 

condition. Turner studied 36 patients (age ranged from 20 -

63 with a mean of 42) diagnosed with chronic low back pain 

(mean duration of pain = 8.7 years ranging from 6 months to 

33 years). The three groups were compared with regard to 

age, medical findings, sickness impact profile scores, 

number of hours worked per week, scores on a visual-analog 

scale pain rating, and expectation of being helped by the 

program. The control group was more significantly 

depressed. 

The results of the study indicated that patients in 

both the progressive relaxation and cognitive-behavioral-

therapy groups improved on self-report measures of physical 

and psychosocial dysfunction pre- to post-treatment, whereas 

waiting-list patients did not. Patients in the cognitive 

behavioral group also rated themselves as having improved 

more in ability to tolerate pain and participation in normal 

activities versus the progressive relaxation group. 

Cognitive-behavioral patients demonstrated further 

improvement at follow-up of one month, on measures of pain, 

depression, and disability. Both treatment groups 

demonstrated a decrease in health care use, and the 

cognitive behavioral patients had improved in time spent 

working. Results also indicated that the control group 

which showed no improvement while in the control condition, 

also demonstrated improvements following active treatment. 
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Although cognitive-behavioral treatments have been 

applied to younger and middle adult patients, these 

techniques have not been widely researched for use with 

older adults. Puder (1988) who examined the effectiveness 

of a cognitive behavioral treatment for persons of various 

ages, found that the treatment was effective for older 

adults. Puder also concluded that psychological assessment 

and treatments are particularly important in older adults 

because they provide a safe, cost-effective alternative 

relative to drug therapy and surgery, which are risky. 
ft 

There is consistent evidence that the majority of 

patients who are offered treatment (and accept and comply) 

will improve on a range of assessments and will maintain 

improvement at follow up. Benjamin (1989) indicated that 

the operant-based treatments were more effective at 

increasing physical activity and reducing medication, while 

the cognitive-behavioral method resulted in greater 

reduction in pain complaints. Benjamin, suggested that 

these treatment methods not be seen as competing, but as 

having a complementary effect. He went on to suggest that 

effective treatments may be most dependent on the 

combination of individual and type of disorder. This could 

be related to points in the disease or injury process, 

different chronological ages, personality characteristics or 

individual goals. 
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Coping with Chronic Pain 

Viewing pain within the larger context of the 

individual's life, Turner, Clancy, and Vitaliano (1987) 

studied 85 subjects with chronic low back pain to determine 

the relationships between stress appraisal and coping in 

this population. In their study only 35% of the sample 

identified pain as their primary stressor, and only 43% 

identified a primary stressor in the health category. 

Finance and family issues were identified as common 

stressors. Patients who identified pain as their primary 

stressor reported significantly greater average pain during 

the previous week, used significantly less problem-focused 

coping and more avoidance, and were more likely to believe 

that they needed to know more about the stressor before they 

could act. Patients also rated their stressor as less 

important to them, as less likely to be resolved in four 

years, and as more likely always to be a problem than did 

patients who chose a family or financial/work stressor. 

Further Turner et.al. concluded that acceptance of 

one's pain was significantly and positively associated with 

problem-focused coping, and believing the pain requires one 

to hold back from activities is negatively associated with 

this type of coping. Additionally, these authors found that 

having experienced pain before is negatively related to 

seeking social support, and believing the pain requires one 

to hold back is positively associated with blaming oneself. 
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Also the belief that one can decrease the pain is positively 

related to wishful thinking, and believing pain will be 

resolved in four years negatively related to avoidance of 

the problem. The investigators hypothesized that accepting 

a problem and believing one doesn't have to be held back may 

be cognitions associated with low frustration. This in turn 

may allow for more "objective" and problem-oriented rather 

than emotion-oriented cognitions and behaviors. Accepting 

one's pain may also lead to less frustration and distress, 

and thus less need for information or support. People were 

also more likely to seek social support if they had not 

experienced pain before. 

Interpretation led Turner et al. to suggest the 

importance of viewing coping with a stressor as a process, 

with different coping strategies used at different phases, 

i.e. seeking social support may be most useful in the early 

stages of coping with a pain problem, when uncertainty and 

anxiety might be higher. Furthermore, people who believe 

the pain requires them to hold back from activities are more 

likely to blame themselves; the authors suggest that perhaps 

this is the result of feeling guilty for not performing 

normal responsibilities. The relationship found between the 

expectation or resolution of one's pain and less avoidance 

was hypothesized as related to other studies which indicated 

that avoidance is typically expected when one perceives few 

alternatives for resolution. 
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Turner et al. (1987) indicated this is preliminary work 

and further research is needed before these findings are 

generalized to more disabled patients or to cognitive 

behavioral treatment for pain produced changes in appraisals 

and coping strategies. Also further work is needed to 

examine whether such changes are related to changes in pain, 

distress, and disability. The authors suggest longitudinal 

studies of changes in coping and appraisal over time would 

help correct one limitation of the present study's design, 

i.e. information on the order of coping strategies and 

change in appraisals endorsed by the subjects over time. 

Examining avoidance in chronic pain, Philips (1987) 

postulated a complicated interrelationship between 

cognitions and behavior of the individual. Philips suggests 

parallels to the findings on fear and phobic responses, 

which also include avoidance responses. Borrowing from this 

literature Philips suggests that therapeutic changes may be 

realized for chronic pain patients if the notion of 

extinction of conditioned avoidance responses is taken 

seriously, and systematic exposure under optimal conditions 

is undertaken. Theoretically, this model entails a shift of 

emphasis from the current use of the operant approach to 

pain behavior to relations between cognitions and avoidance 

behavior. 

To determine how coping strategies impact pain, health 

status and psychological distress, Keefe, Caldwell, Queen, 
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Gil, Martinez, Crisson, Ogden, and Nunley (1987) studied 

fifty one patients (average age = 63.8 SD = 10.3; mean 

duration of pain = 10.3 SD = 10.5) diagnosed as having 

osteoarthritis of the knee persisting over six months. They 

found, in addition to demographic and medical factors, 

patients' responses on the Coping Strategies Questionnaire 

(CSQ) were predictive of severity of subjective pain, health 

status and psychological distress. Factors which patient's 

scored high on which were predictive of less pain etc. were 

negatively related to catastrophizing. This reflects an 

irrational evaluation of pain, and is likely to be 

associated with feelings of helplessness and depression. 

Feelings of helplessness have been previously associated 

with higher levels of anxiety, depression and functional 

impairment (Nicassio, Wallston, Callahan, Herbert, & Pincus, 

1985). 

The authors are aware that this study is correlational 

and thus it is impossible to determine whether coping 

strategies directly affect pain and health status. They 

also discussed limitations on generalizability, to patients 

with more severe pain, injury or other disease related pain, 

or patients who rely strongly on narcotics or other 

analgesics for pain control. 

Chronic Pain and Depression 

Kerns and Haythornthwaite (1988) reviewed literature 

which indicated demographic and medical history 
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characteristics have fairly consistently been found not to 

discriminate between depressed and non-depressed chronic 

pain patients. Studies cited suggested depressed pain 

patients report more severe pain, are less active, make more 

cognitive errors, are more maritally distressed and perceive 

less support. Findings are inconsistent with regard to the 

impact of depression on pain rehabilitation efforts. 

To determine whether they would differ reliably in 

terms of pain severity, degree of perceived social support, 

level of instrumental activity and level of adaptive coping, 

Kerns and Haythornthwaite (1988) studied a heterogeneous 

sample of 131 chronic patients who were either depressed, 

mildly depressed or not depressed. They evaluated the 

extent to which depression influenced participation in or 

outcome following pain rehabilitation. The investigators 

grouped questionnaire and interview data into four 

theoretically derived constructs relevant to pain 

assessment; pain severity, support from significant others, 

instrumental activities, and coping. The three subject 

groups were found to be generally equivalent with regard to 

age, education, duration of pain, gender, surgery for pain, 

use of pain medication, or receipt of pain-related 

disability compensation. Significant differences between 

the group means were found for instrumental activities, and 

coping skills. They also reported a tendency on support 

from significant others, but no difference on severity of 
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pain. Attrition was high for all subjects, however 

depressed patients were significantly more likely to 

discontinue treatment, and treatment completers were older. 

No differences between the depressed and nondepressed 

subjects were found with regard to age, education, duration 

of pain, gender, marital status, surgery and receipt of 

pain-related compensation. The investigators, concluded that 

pain alone is not a sufficient condition for the development 

of depression. Kerns and Haythornthwaite postulated that 

this study supports the cognitive-behavioral mediation 

model. In this model declines in instrumental activity and 

an associated loss of important social rewards, in addition 

to declines in perception of self-control and personal 

mastery, are thought to be necessary mediators for the 

development of depression in chronic pain patients. The 

results of this study also suggested that depression may be 

a hindrance to full participation, and that greater 

attention should be paid to the experience of depression in 

order to successfully engage these patients. 

Spinhoven and Linssen (1991) found that patients 

participating in a cognitive behavioral treatment study (n = 

53, mean duration of pain = 12.7 SD = 10.5), who had a 

higher perceived pain control at pretreatment had a greater 

reduction in reported pain intensity both at the end of 

treatment and at six month follow up. Patients with high 

helplessness scores at pretreatment reported a higher level 
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of psychopathology following treatment, and those who 

decreased their level of helplessness reported less 

depression and psychopathology at posttreatment. 

Surprisingly, no relationship between outcome and type of 

coping strategy used at pretreatment, was observed in this 

study. The authors suggest that these findings are in 

agreement with experimental studies which indicate that 

belief about one's capability to control pain may be as 

important as the specific pain coping strategy. 

Similar results were obtained in a Dutch population of 

chronic pain patients (Spinhoven, Ter Kuile, Linssen, & 

Gazendam 1989). In this study comprised of 108 patients 

(mean duration of pain = 13.2 years SD = 10.7), the type of 

coping strategy used was found to be unrelated to 

demographic variable or the severity of pain as assessed by 

medical status variables. Patients reporting higher levels 

of pain, functional impairment, anxiety, depression and 

psychoneuroticism, scored high on the factor helplessness, 

while those scoring high on perceived control reported lower 

levels of pain, functional impairment and higher levels of 

up time. 

In contrast Gross (1986) found the particular kinds of 

coping strategies employed by patients was related to 

perception of pain following a laminectomy procedure. Gross 

found that at six week follow up individuals high on Self-

Reliance and Loss of Control rated their pain as 
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significantly less and the operation as having had a more 

positive outcome than subjects low on these two factors. 

Self-Reliance was related to outcome after controlling for 

subjects presurgical level of pain and adjustment. There 

was also a trend for patient's high on Self-Reliance to 

report less sleep disturbance. Similarly in a study with 

patient's diagnosed as having rheumatoid arthritis pain (N = 

223, duration of pain 3.5 years) who initially reported high 

levels of catastrophizing had poorer outcomes after 6 months 

than patients with lower catastrophizing scores on the CSQ 

(Keefe, Brown, Wallston, & Caldwell 1989). Poor outcome was 

defined in terms of perception of pain, physical disability 

and depression. 

Summary and Purpose of Study 

Most authors have suggested that investigation of 

chronic pain and depression is a complex area of research, 

and that it is likely that there are multiple factors that 

impact this problem. Investigators have begun to focus on 

the individual's environment including the family and work 

environments. Authors have pointed out the importance of 

situation variables as well as the importance of the 

individual's previous history with pain/depression. The 

interaction of coping styles with pain and depression is a 

promising area of current research which is important in 

understanding and remediating this problem. 
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The purpose of this study is to examine the 

relationships between preferred coping strategies and major 

stressors for nondepressed and depressed chronic pain 

patients. This study will extend the work of Keefe, et al. 

(1987) cited above who examined the relationship between 

various coping strategies and pain, health status and 

psychological distress in chronic pain patients, and the 

work of Turner, Clancy and Vitaliano (1987) who examined the 

relationships between stressor, appraisals, coping 

responses, and chronic pain. 

This study is designed to answer the following 

questions: 1) What are the major stressors experienced by 

chronic pain patients who are depressed, or nondepressed? 

2) What is the relationship between level of depression and 

coping strategies used by these patients? 3) What is the 

relationship between outcome measures including therapist 

rating of (a) level of stabilization at discharge and (b) 

number of hours spent working and (c) activity at both 

discharge and follow up and the type of coping strategies 

used by these patients? and 4) What is the relationship 

between the coping strategies used and the level of pain 

intensity reported by the patients? Based on previous 

research several predictions regarding these questions can 

be advanced. 

Turner, Clancy and Vitaliano (1987) found in their 

sample of chronic back pain patients that less than 50% of 
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the subjects identified stressors in the health category, 

with even less (35%) identifying pain as the most important 

stressor. Work, finance and family accounted for 57% of the 

primary stressors identified by these patients. It is 

predicted that similar results with regard to type of 

stressors will be observed in this study. The present study 

will further this research by examining the differences in 

level of depression experienced by patients who identify 

different types of primary stressors and by examining the 

use of different coping strategies for patients choosing 

different stressors. 

Several studies have investigated the relationship 

between depression and use of different coping strategies 

for several different populations. In general, results of 

these studies have indicated that coping strategies have a 

positive effect in enhancing pain tolerance/threshold or 

attenuating pain ratings. Coping strategies requiring 

increased attention such as imaging are more effective than 

repetitive cognition or acknowledgement of sensation 

associated with pain (Fernandez & Turk 1989). Specific 

coping strategies such as catastrophizing have been found to 

be related to increased depression (Turner & Clancy 1986). 

Strategies categorized as cognitive coping and suppression 

which include reinterpreting pain sensation, coping self 

statements and ignoring pain sensation have been less 

associated with depression than strategies such as 
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catastrophizing, increasing activity level, diverting 

attention and praying or hoping (Rosenstiel & Keefe 1983). 

Based on these findings it is predicted that subjects in 

this study who primarily use catastrophizing, diverting 

attention, and praying or hoping will be more depressed than 

patients using other strategies. Similarly it is 

hypothesized that patients using catastrophizing, attention 

diversion, and praying or hoping will, in addition to being 

more depressed, be rated at a lower level of stabilization 

by therapists at discharge. 

Rosenstiel and Keefe (1983) found that patients using 

strategies such as diverting attention or praying had higher 

levels of pain and were more functionally impaired than 

patients scoring lower on this factor. Increased depression 

has also been associated with increased level of perceived 

pain. Based on these previous findings it is predicted that 

there will be a positive relationship between increased pain 

perception and catastrophizing, diverting attention, and 

praying or hoping relative to use of other strategies. 

To extend the research cited above this study examines 

hypotheses about differences between depressed and 

nondepressed chronic pain patients regarding types of 

associated stressors and coping. In summary the hypotheses 

investigated in this study are: (1) Depressed and 

nondepressed chronic pain patients will identify different 

primary stressors, (2) Subjects using primarily 
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catastrophizing, diverting attention, and praying and hoping 

will be more depressed than patients using other strategies, 

(3) Subjects using catastrophizing, attention diversion, and 

praying or hoping will be rated at a lower level of 

stabilization by therapists, (4) Subjects using 

catastrophizing, attention diversion, and praying or hoping 

will spend less hours working, (5) Subjects using 

catastrophizing, attention diversion, and praying or hoping 

will report fewer hours of activity at discharge and follow 

up, and (6) There will be a positive relationship between 

increased pain perception and catastrophizing, diverting 

attention, and praying or hoping relative to use of other 

strategies. 



CHAPTER II 

METHOD 

Subjects 

The subjects who participated in this study included 67 

patients who were treated for pain in a multidisciplinary 

pain rehabilitation stabilization program. The ages ranged 

from 22 to 72 (M = 38, SD = 11, Md = 36). There were 29 

males and 38 females with a mean educational level of 12 

years. The majority of subjects were married, 59%. The 

largest group of patients in this study were injured on the 

job (62%), while car accidents (14%), other accidents (7%), 

and illness/diseases (12%) account for the remainder. There 

was a wide range in the amount of time subjects had suffered 

from their injuries (1 month to 17 years) with the mean 

number of months post injury = 31 (SD = 44, Md = 10) (see 

Table 1). Medication usage was generally low among this 

group of subjects; less than 20% reported using prescription 

pain medication and less than 16% reported using over the 

counter pain medications. The most commonly used type of 

medication was anti-inflammatory, being used by 38% of the 

patients at the time of discharge. 

Instruments 

The instruments used in this study included the 

following: 
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The Coping Strategies Questionnaire (CSQ) 

The Ways of Coping Checklist (WCCL) 

The Beck Depression Inventory 

The Stabilization Technique 

A survey questionnaire including a Pain 

Intensity Rating 

The Coping Strategies Questionnaire (CSQ) developed by 

Rosenstiel and Keefe (1983) measures patients' use of pain 

coping strategies. There are seven subscales consisting of 

1) six cognitive strategies (diverting attention, 

reinterpreting pain sensations, ignoring pain sensations, 

coping self-statements, praying or hoping, and 

catastrophizing) and 2) one behavioral strategy (increasing 

activity level). Subjects use a 7 point scale to rate how 

often they use each strategy to cope with pain. Patients 

also make two ratings of overall effectiveness of coping 

strategies (how much control they have over pain and how 

much they are able to decrease pain). Although the 

instrument is considered experimental, initial reliability 

data have been established by Rosenstiel and Keefe (1983) 

with alpha coefficient for each of the sub scales ranging 

from .71 to .85. 

The Ways of Coping Checklist (WCCL) developed by 

Aldwin, Folkman, Shaefer, Coyne, and Lazarus (1980); and 

revised by Vitaliano Russo, Carr, Maiuro and Becker (1985) 

is designed to study coping with respect to the stressor 
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identified by the patient as most salient. The WCCL 

assesses thoughts and behaviors associated with six types of 

appraisal and eight types of cognitive/behavioral coping 

strategies. The Appraisal Dimensions Scale contains six 4-

item scales (24 items) to assess dimensions of appraisal 

including; control, salience, novelty, duration, causality 

and predictability. There are 57 items to assess ways of 

coping including; problem-focused coping, wishful thinking, 

seeking social supports, avoidance, self blame, blame of 

others, counting of one's blessings, and religiosity. 

Initial reliability studies for the WCCL conducted by the 

author of the instrument indicate internal consistency 

coefficients ranging from .82 to .83. 

The Beck Depression Inventory (BDI) is a widely used 

and recognized measure of depression. The BDI is 

a 21-item assessment device, which is used to assess the 

extent to which the individual currently exhibits or 

experiences each of the 21 behaviors, thoughts or affective 

features commonly associated with depression (Beck, 1972; 

Beck & Beamesderfer, 1974) . Reliability ratings for the 

Beck included relationship between each item and the total 

score which ranged from .31 to .68, and split half 

reliability which ranged between .86 and .93. Concurrent 

validity was established for this instrument by comparison 

with ratings based on clinical interviews, with coefficients 

ranging from .65 to .67. Construct validity was also 
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established for this instrument which defined depression as 

" a n abnormal state of the organism manifested by signs 

and symptoms such as low subjective mood, pessimistic and 

nihilistic attitudes, low of spontaneity and specific 

vegetative signs" (Beck, 1967; pp. 201-202). 

Stabilization is the process developed by John Peloza 

(Peloza undated). In this system injured individuals are 

trained in flexibility and specific strength training 

combined with optimal positioning of the spine for activity. 

Stabilization level is a level of functional ability which 

is assessed by either a physical therapist or physician. 

Levels range from <1 to 3, and each level has specific 

criteria. Specific criteria for level 1 include ability to 

sit supported for 1 minute and ability to stand with 60 

degree hip flexion for 30 seconds, and level 2 criteria 

include; sitting unsupported for 2 minutes and standing with 

75 degree hip flexion for 2 minutes, while criteria for 

level 3 include sitting unsupported with elbow and knee 

extension for 3 minutes and standing with 90 degree flexion 

for 5 minutes. See appendix for a complete description of 

stabilization criteria. No patient in this study was rated 

above level 2 and 21% were rated < level 1. 

Patients participating in this study also completed a 

survey questionnaire which asked about 1) demographic 

information (age, sex, education, current disability 

status), 2) number of pain related surgeries, and use of 
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medication, 3) source of pain 4) duration of pain, 5) number 

of hours of daily activity, 6) number of hours of work per 

week, and 7) their current level of pain (rated on a likert 

scale. 

Procedure 

Patients for this study were recruited from a pain 

rehabilitation program in the Dallas Metroplex area. 

Patients were asked to complete all tests and survey 

instruments by the staff psychologist. Data on therapist 

ratings were collected from patient records. Patients 

completing the research packet were be asked to fill out a 

follow up survey four weeks following treatment, which 

included the same survey instrument completed during the 

treatment program. Patients who did not return the surveys 

by mail were contacted by telephone and requested to provide 

follow up information by telephone. 



CHAPTER III 

RESULTS 

This study was designed to test several specific 

hypotheses. The first hypothesis was: Depressed and 

nondepressed chronic pain patients will identify different 

primary stressors. This hypothesis was not supported. In 

the total sample, 52% of the subjects identified pain as 

their primary stressor. Nine percent identified concerns 

about their jobs as their primary stressor, while 13% 

identified money, and 9% identified family or a specific 

family member (see Table 2). When subjects were separated 

into two groups on the basis of depression as measured by 

the BDI (depressed = BDI score of 17 or higher, 

nondepressed = BDI score of 9 or less), similar results were 

found. Within the depressed group, 75% reported pain as 

their primary stressor, 10% indicated that job concerns were 

primary, 5% identified financial concerns, while 10% 

identified family or other miscellaneous stressors as their 

most primary stressor. For the subjects measured as 

nondepressed 56% identified pain, 12% identified their job, 

18% reported financial concerns, family concerns were 

identified as primary by 12% (see Table 3). Because of the 

low numbers in each of the cells; work, financial, family 

and other were 
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combined into a single group and compared with the pain 

stressor group. Chi square statistics were computed between 

these two groups, which indicated no significant differences 

in terms of depression (Chi Square = 1.40, p = .2356). 

The second hypothesis posed in this study was: 

Subjects using primarily catastrophizing, diverting 

attention and praying and hoping will be more depressed than 

subjects using other strategies. This hypothesis received 

partial support. The data were subjected to t-tests to 

determine which of the coping strategies measured by the two 

instruments used in this study were related to level of 

depression. Initial analysis revealed that the use of 

certain coping strategies were found to discriminate between 

depressed and nondepressed subjects. Four of the coping 

strategies measured by the Coping Strategies Questionnaire 

(CSQ) discriminated between the depressed and the 

nondepressed groups, (see Table 4). The nondepressed group 

relied on coping self statements (t = 2.23 p = .032), 

ignoring sensations (t = 2.39 p = .022), and increasing 

behavioral activities (t = 2.04 p = .048), while the 

depressed group relied on catastrophizing (t = -2.05, p = 

.048). The CSQ also measures the patient's perception of 

ability to control and decrease the stressor, and both were 

significant (level of control, t = 3.27, p = .002;, ability 

to decrease, t = 2.52, p = .016), with subjects who were 

less depressed experiencing less control and ability to 
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decrease pain. Subjects level of appraised control as 

measured by the WCCL was also significant (t = 2.13, £ = 

.040) (see Table 5). Only one coping strategy measured by 

the WCCL, count your blessings, was able to discriminate 

between the two groups (t = 3.20, E = -003, see Table 6), 

with nondepressed subjects using this strategy more. 

However, when statistical corrections using the bonferoni 

technique are made for alpha error for multiple t-tests, 

only one variable; level of control (t = 3.27, g = .002) met 

the criteria for significance (Hayes, 1981). It is 

important to note, however, that this correction technique 

is very stringent. 

Further analysis was conducted to determine if the 

combination of coping strategies measured by either 

instrument could be used to discriminate between subjects 

with measured depression and those not experiencing 

depression. Discriminant function analysis indicated that 

the CSQ was able to discriminate between the two groups (Chi 

Square = 23.11, E = .0059), while the WCCL was not. 

Another set of hypotheses tested in this study were: 

Subjects using catastrophizing, attention diversion and 

praying and hoping will be, a) rated at a lower level of 

stabilization, b) spend less hours working, and c) report 

less hours of activity at discharge and follow up. These 

hypotheses received only partial support. To address the 

relationship between level of stabilization and use of 
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strategies several different regression analysis were 

computed. Stepwise regression analysis resulted in an 

equation for the CSQ which included increasing behavioral 

activities and reinterpreting pain sensations (F = 7.58, p = 

.0015). Because of the large number of factors on the WCCL 

the instrument was broken into two separate parts and 

analyzed separately. Stepwise regression analysis was not 

significant for the strategies on the WCCL (F=.809,p=.5979). 

The equation developed for the appraisal dimensions using a 

stepwise method included only predictability was able to 

predict stabilization (F = 8.77, p = .0047). 

Several analyses were computed to determine the 

relationship between hours of activity at discharge and use 

of strategies. Using only coping self statements the CSQ 

was able to predict hours of activity at discharge (F = 

10.01, p = .0025). Hours of daily activity at discharge was 

related to appraisal dimensions of the WCCL with only 

control entered (F = 13.78, p = .005). The strategies 

measured by the WCCL using a stepwise regression analysis 

resulted in a significant equation (F = 7.71, p = .0074) but 

problem focused was the only strategy entered. 

Because of the smaller number of subjects in the follow 

up simple correlations were computed, which indicated that 

only catastrophizing on the CSQ was related to level of 

activity at follow up (r = -.3650, p = .05). 
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Hours of work per week at discharge was not predictable 

using either the WCCL strategies (F = .544, £ = .81) or the 

WCCL appraisal dimensions (F = 1.95, j) = .087). The CSQ was 

able to predict hours of work at discharge when only coping 

self statements were used (F = 4.45, E = .039). Simple 

correlations on follow up data indicated no relationships 

between hours of work at follow up and any of the measures. 

The final question asked within this study was: What is 

the relationship between the coping strategies used and the 

level of pain intensity reported by patients? We 

hypothesized a positive relationship between increased pain 

perception and catastrophizing, diverting attention, praying 

and hoping relative to use of other strategies. The results 

of this study partially supported this hypothesis. At 

discharge patients' ratings of pain intensity were 

significantly correlated with their usage of coping 

strategies categorized as catastrophizing measured by CSQ 

when a stepwise method was used (F = 7.44 £ = .008). 

Regression analysis for the WCCL appraisal dimension 

resulted in no significant relationship (F = 1.00, £ = 

.428), while stepwise regression analysis with the coping 

strategies on the WCCL resulted in an equation which 

included only problem focused coping (F = 12.25, ja = .0009). 

There were no relationships between any strategies on either 

instrument and pain intensity ratings at follow up. 
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Although not specifically identified as questions in 

this study, several other important relationships were 

revealed during data analysis. There was a significant 

relationship between age and depression (r = -.2847, p = 

.05) as well as gender and depression (t = .81, p = .008), 

with older individuals exhibiting less depression and 

females exhibiting more than males. As would be expected 

individuals who were still employed tended to be less 

depressed than individuals who were not employed at the time 

of the study (t = -2.47, p = .018). Subjects who were hurt 

on the job were more likely to exhibit depression than 

persons injured elsewhere or whose pain was disease related 

(Chi Square = 3.9, p = .047). 



CHAPTER IV 

DISCUSSION 

The hypotheses under investigation received mixed 

support with only some predictions confirmed. While Turner, 

Clancy and Vitaliano (1987) found that only 35% of their 

sample identified pain as a primary stressor, and only 43% 

identified any health related stressor as primary, in the 

present sample of subjects 52% identified pain as a primary 

stressor, and other health concerns were not identified. 

This study also divided the total sample into clearly 

depressed or not depressed as measured by the BDI and 

further examined the primary stressors identified by the two 

groups. There were no significant differences between the 

type of stressors identified as primary between the 

depressed and the nondepressed groups. This finding 

suggests that persons with chronic pain who also experience 

depression do not have significantly different stressors. 

The prediction that subjects who primarily used 

catastrophizing, diverting attention, and praying would be 

more depressed than patients using other strategies was 

partly substantiated. Results of this study are similar to 

findings by Turner and Clancy (1986) in which the 

nondepressed patients relied on strategies such as coping 
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self-statements, and ignoring sensations, while the 

depressed patients relied most heavily on strategies such as 

catastrophizing, and this difference achieved the .05 level. 

However with alpha correction the .002 level was required 

for significance and this was not reached. Results of this 

study also suggested a tendency for nondepressed patients to 

use increasing behavior activities more than depressed 

individuals, reaching the .05 level. This finding supports 

Kerns and Haythornthwaite's (1988) hypothesis that decreases 

in instrumental activities are related to increases in 

depression resulting from decreased social rewards. 

In addition to the specific strategies measured on the 

* 
two instruments, both the CSQ and the WCCL measure patients 

r% 

perception of control. Measures of perceived control on 

both the CSQ and the WCCL were suggestive of a relationship 

with depression, and perceived ability to decrease stressor 

measured on the CSQ. However, level of control was the only 

significant variable after corrections for alpha error were 

made, suggesting that although specific strategies may be 

important in predicting depression, the patients perceptions 

of control of the stressor may have a greater impact on 

coping, with increased perception of control related to less 

depression. This speculation is supported by the work of 

Spinhoven and Linssen (1991) who suggested that the 

individuafs belief about the ability to control the stressor 
A 

is more important than the specific strategy employed. This 
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is also similar to numerous previous studies which examine 

the role of perceived control or perceived lack of control 

in depressed patients. Unlike the findings of Spinhoven and 

Linssen (1991) there was not a significant relationship 

between perceived control and subjective pain intensity for 

this group. 

Stabilization level of the patients at discharge could 

be predicted by the subjects use of coping strategies 

related to reinterpreting pain sensations and increasing 

behavioral activities and by subjects7 perception of 

predictability. These relationships are correlational and 

therefore no definite statement of causality can be made. 

However, one possible explanation for this finding is that 

patients who are inclined to do something are more likely, 

as result of this program, to engage in physical 

stabilization exercises leading to increased functioning and 

higher stabilization ratings. Suppression of pain by 

reinterpreting sensation is a method of focusing on physical 

sensation such as warmth or numbness rather than the 

mental/emotional interpretations of pain. Furthermore 

patients who are active are more likely to be aware of their 

bodies' abilities and limitations and therefore perceive the 

problem as more predictable. 

Of course these data could also be interpreted to 

suggest that a subject with higher functional ability 

believes his or her problem to be more predictable and is 



38 

able to engage in more activity because of better 

functioning. However, it is interesting to note that 

measures of tendency to increase behavioral activities 

included items such as "I read", "I try to be around other 

people" and "I do something I enjoy such as watching TV or 

listening to music"; activities in which even a very pain 

disabled person could engage were endorsed less frequently 

by individuals with low stabilization ratings. These 

speculations should be examined more closely to determine 

if, in fact, patients inclined to increase behavioral 

activities in response to stress do, engage more readily in 

stabilization exercises, resulting in increased 

stabilization ratings. Also, further studies are needed 

which more closely examine the role of perceived 

predictability and suppression of pain with regard to the 

patient's level of stabilization. 

Activity level at discharge appeared to be associated 

with the use of specific coping strategies. In this sample 

the use of strategies categorized as coping self statements 

measured by the CSQ and problem focused measured by the WCCL 

were predictive of hours of activity at discharge. Both of 

these types of strategies focus on objective problem solving 

or objective perception of the pain. One possible 

explanation for the relationship between the use of these 

strategies and increased activity is that subjects using 

these strategies tend to be objective, hard nosed and 
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practical. Although they are aware of the pain their 

tendency is to not allow it to keep them from getting things 

done. They use cognitive statements for self encouragement, 

i.e., "I tell myself to be brave and carry on despite the 

pain" or "I tell myself I can't let the pain stand in the 

way of what I have to do" and objective problem focused 

strategies such as "Came up with a couple of different 

solutions to the problem" or "Accepted the next best thing 

to what I wanted", to enable them to work around the 

problem. 

The results of this study suggest that the use of these 

coping strategies allows these subjects to remain more 

active. This speculation is further supported by the 

positive relationship between use of coping self statements 

and hours of work at discharge. However, the data in this 

study are correlational and further study is indicated to 

determine if increased use of coping self statements and 

problem focused coping strategies leads to increased 

activity. It is also unclear from this study how much 

increased activity is desired. Perhaps patients who are 

more active are at risk of further damage by pushing 

themselves despite pain beyond optimal levels. 

Although follow up data must be interpreted with 

caution because of the small number of subjects who could be 

reached for follow up, some tentative speculations can be 

put forth based on the data from this study. The use of 
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strategies categorized as catastrophizing were negatively 

related to activity level at follow up. Patients utilizing 

catastrophizing endorsed statements such as "it's terrible 

and I feel it's never going to get any better" and "I worry 

all the time about whether it will end". Intuitively one 

could reason that this type of thinking in contrast with 

problem focused or more objective strategies may result in 

feeling overwhelmed, leading to decreased activity. 

Contrary to predictions there was no significant 

relationship between level of depression and perceived pain 

intensity. However, there was a significant negative 

relationship between use of strategies categorized as 

catastrophizing and a positive relationship between problem 

focused strategies and level of pain intensity. The 

correlational nature of this study limits interpretation; 

however, one possible explanation is that patients who focus 

on getting things done despite their pain are less focused 

on their pain and therefore rate the intensity as lower, 

while patients overly focused on pain tend to rate intensity 

as higher. Of course the results could be interpreted to 

suggest that the higher the pain intensity the less able a 

patient is to maintain an objective focus and more likely he 

or she is to become overly focused on pain symptoms. 

Further study is needed to determine causality and to 

investigate possible treatment implications such as training 
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the use of problem focused coping strategies and measuring 

changes in subjective ratings of pain intensity. 

As expected subjects who were unemployed at the time of 

the study were more depressed than subjects who were 

employed. Level of depression is likely impacted by several 

aspects of job loss including; decreased social status, and 

increased financial burden as well as loss of social rewards 

leading to increased isolation and increased depression. 

This is consistent with the finding that younger subjects 

were significantly more depressed than older subjects, 

suggesting that loss of employment following injury has a 

greater negative impact in terms of depression on the 

younger working age person. Also both level of depression 

and loss of employment are possibly related to the severity 

of injury although this was not investigated as part of this 

study. 

Women in this study were also more depressed than men. 

This finding differs with other studies of chronic pain 

patients (Kerns & Haythornthwaite, 1988), but is consistent 

with studies of depression for non chronic pain subjects. 

Consistent with previous studies of chronic pain patients, 

depression could only be ruled out for 1/3 of these 

patients, and almost 1/3 obtained scores on the BDI 

indicating moderate to severe depression. 
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Summary 

In summary, this study yielded several important 

findings. Although higher than previous studies, only 52% 

of the subjects in this study of chronic pain patients 

identified pain as their primary stressor. Family, work, 

financial and other concerns made up nearly 48% of primary 

stressors experienced by these patients. There was also no 

differences between depressed and nondepressed subjects with 

regard to their primary stressors. This finding has 

implications for comprehensive treatment facilities, and 

especially for psychologists on these multidisciplinary 

teams. Although pain must remain a focus for these 

treatment teams, other factors such as family work and 

financial concerns must also be given a major emphasis. 

It is unclear the impact these stressors have on 

patients and their treatment. However, one can reason that 

if 48% of the subjects sampled identify stressors other than 

pain as most significant while they are in a pain treatment 

program, these stressors must be important to the patients. 

Another important finding of this study is that while 

some specific strategies may be related to level of 

depression, the patient's perception of control is most 

predictive of level of depression. It is possible that 

specific strategies are important only in so far as they are 

compatible with the person's personality and life 

style/culture and that the important/effective aspect of any 
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technique/strategy is the increased perception of control it 

gives the individual. If this is the case implications for 

treatment include working with patients to further develop 

their existing techniques, and enhancing their perception of 

increased control using these strategies to reduce 

depression. 

Specific treatment outcome measures such as 

stabilization, activity level and work can be predicted by 

subjects' perceived ability to predict the problem, and the 

use of specific strategies such as increasing behavioral 

activities, reinterpreting pain sensations, problem focused 

coping and coping self statements. One explanation of these 

correlational data suggests that clear understanding and 

objective evaluation, perception and action towards the 

problem is related to improved outcomes. Treatment 

implications would include education of patients about their 

pain and exploration of other stressors impacting patients, 

followed by development and use of problem focused and 

positive coping self statements. 

Although depression is a recognized correlate of 

chronic pain, it is important to emphasize that depression 

could only be ruled out for 1/3 of the subjects in this 

study, which is similar to previous findings. Depression 

was particularly a problem for younger working age subjects 

and women. For many of these patients pain related medical 

services may be their only contact with professionals 
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capable of detecting and treating their depression. It is 

important that these patients be adequately assessed and 

treated in a comprehensive manner. Rehabilitation 

professionals should be especially attentive to depression 

and stressors other than pain which may impact the patient's 

total health. 

The findings in this study further emphasize the 

importance of psychologists within comprehensive treatment 

teams. Of particular importance on a treatment team is the 

psychologist's training in holistic health and detection of 

depression and the impact of other significant stressors 

which may be overshadowed by pain symptoms. The 

psychologist is also uniquely qualified to apply 

psychological principles to enhance the individual's 

perception of control and reinforcement of specific coping 

techniques to improve outcome. 

This study should be considered exploratory and 

hypotheses and conclusions reached based on these data must 

also be considered preliminary ideas in need of further 

study. A major limitation of this study is its correlation 

design. Although tentative speculations were made, 

certainly alternative conclusions could also be reached 

based on these data. Future research projects may include a 

series of designs which systematically investigate 

differences in depression, stabilization level and activity 

level following specific manipulations. 
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In conclusion, the results of this study suggest that 

not only do a significant number of pain patients experience 

depression, but a large percentage of these patients also 

experience significant stressors in addition to chronic 

pain. Early detection and comprehensive treatment of all 

symptoms and issues affecting the patient's health is 

important in optimizing efficient, effective and cost 

effective treatment. It is particularly important for 

psychologists who are referred chronic pain patients for 

treatment of depression to be aware of the many issues 

affecting the patient including changes in job, financial, 

and family situations in addition to the stresses of coping 

with chronic pain. It is important to take in to account 

all of the factors influencing the patient, rather than 

focus exclusively on symptoms or on traditional 

theories/treatment of depression without understanding of 

the significant impact of chronic pain and the stressors 

which accompany this disorder. Additionally, recognition 

that the patients' perceived ability to control and predict 

their stressors may be more important than the specific 

coping strategy they use. 
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REQUEST FOR PARTICIPATION IN RESEARCH 

PURPOSE OF THIS RESEARCH PROJECT: We are doing this research to 
find out more about how individuals with chronic pain cope, in 
order to plan programs which better meet the needs of future 
chronic pain patients. 

If you participate in this study, you will be given a packet 
containing four inventories (a questionnaire to obtain basic 
demographic information and your appraisal and response to pain, 
The Coping Strategies Questionnaire, The Ways of Coping 
Checklist, and The Beck Depression Inventory), to be filled out 
and returned to a member of your treatment team. You will also 
be asked to fill out one short questionnaire (to obtain 
information of your appraisal and response to pain) four weeks 
following your treatment and mail it back in the stamped 
enveloped provided. If you agree to participate information will 
be obtained from your hospital chart including diagnosis, 

progress in treatment and estimation of your success in the 
program. 

ALL INFORMATION WILL BE CONFIDENTIAL, AND ONLY GROUP SCORES WILL 
BE REPORTED. Data will be coded to protect the confidentiality 
of the participates. No individual scores will be reported. 

Your participation in this study is voluntary, and refusal or 
acceptance to participate will not affect your treatment in this 
program in any way. If you chose to participate, you may 
withdraw at any time during the study. 

I have read and understand the information presented above. I 
agree to participate in this study. 

Name Date 

If you have questions regarding this study, you may contact 
Connie D. Henson M.S. or Earnest Harrell Ph.D. at (817) 565-2671, 
University of North Texas, Denton, Texas. 

THIS PROJECT HAS BEEN REVIEWED BY UNIVERSITY OF NORTH TEXAS 
COMMITTEE FOR THE PROTECTION OF HUMAN SUBJECTS (phone (817) 565-
3946. 
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number 

Chronic Pain and Coping Study 

age sex years of education 

marital status number of children 

Are you currently employed? Are you currently working?. 

Are you receiving financial compensation related to your pain?. 

What precipitated your pain? work related injury. 
car accident 
other accident 
illness or disease, 
other(list) 

How long since your pain began? If of years It of month: 

How many surgeries have you had related to your pain? 

How many previous serious injuries have you had? 

How many hours a day are you active? 

How many hours a day do you spend resting or reclining? 

How many hours a week do you spend working? 

List current Medications 
name dosage times taken per dav 

Do you smoke? How many cigarettes per day?. 

Please rate your pain on the scale below 

0 1 2 3 4 5 6 7 8 9 10 
n o worst possible 
pain pain 
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COPING STRATEGIES QUESTIONNAIRE 

Individuals who experienced pain have developed a number of 
ways to cope, or deal with, their pain. These include 
saying things to themselves when they experience pain, or 
engaging in different activities. Below are a list of 
things that people have reported doing when they feel pain. 
For each activity, I want you to indicate, using the scale 
below, how much you engage in that activity when you feel 
pain, where a 0 indicates you never do that when you are 
experiencing pain, a 3 indicates you sometimes do that when 
you are experiencing pain, and a 6 indicates you always do 
it when you are experiencing pain. Remember, you can use 
any point along the scale. 

0 1 2 3 4 5 6 
Never Sometimes Always 
do that do that do that 

When I feel pain... 

1. I try to feel distant from the pain, almost as if 
the pain was in somebody else's body. 

2. I leave the house and do something, such as going 

to the movies or shopping. 

3. I try to think of something pleasant. 

4. I don't think of it as pain but rather as a dull 
or warm feeling. 

5. Its terrible and I feel its never going to get any 
better. 

6. I tell myself to be brave and carry on despite the 

pain. 

7. I read. 

8. I tell myself that I can overcome the pain. 

9. I take my medication. 

10. I count numbers in my head or run a song through 
my mind. 

11. I just think of it as some other sensation, such 
as numbness. 

12. Its awful and I feel that it overwhelms me. 



When I feel pain... 
13. I play mental games with myself to keep my mind 

off the pain. 

14. I feel my life isn't worth living. 

15. I know someday someone will be here to help me and 

it will go away for awhile. 

16. I walk a lot. 

17. I pray to God it won't last long. 

18. I try not to think of it as my body, but rather as 

something separate from me. 

19. I relax. 

20. I don't think about the pain. 

21. I try to think years ahead, what everything will 

be like after I've gotten rid of the pain. 

22. I tell myself it doesn't hurt. 

23. I tell myself I can't let the pain stand in the 

way of what I have to do. 

24. I don't pay any attention to it. 

25. I have faith in doctors that someday there will be 

a cure for my pain. 

26. No matter how bad it gets, I know I can handle it. 

27. I pretend its not there. 

28. I worry all the time about whether it will end. 

29. I lie down. 

30. I replay in my mind pleasant experiences in the 
past. 

31. I think of people I enjoy doing things with. 

32. I pray for the pain to stop. 

33. I take a shower or a bath. 

34. I imagine that the pain is outside of my body. 

35. I just go on as if nothing happened. 



When I feel pain... 
36. I see it as a challenge and don't let it bother 

me. 

37. Although it hurts, I just keep going. 

38. I feel I can't stand it anymore. 

39. I try to be around other people. 

40. I ignore it. 

41. I rely on my faith in God. 

42. I feel like I can't go on. 

43. I think of things I enjoy doing. 

44. I do anything to get my mind off the pain. 

45. I do something I enjoy, such as watching TV or 

listening to music. 

46. I pretend its not a part of me. 

47. I do something active, like household chores or 
projects. 

48. I use a heating pad. 

Based on all the things you do to cope, or deal with, your 
pain, on an average day, how much control do you feel you 
have over it ? Please circle the appropriate number. 
Remember, you can circle any number along the scale. 

0 1 2 3 4 5 6 
No Some Complete 

control control control 

Based on all the things you do to cope, or deal with, your 
pain, on an average day, how much are you able to decrease 
it? Please circle the appropriate number. Remember, you 
can circle any number along the scale. 

0 1 2 3 4 5 6 
Can't decrease Can decrease Can decrease 

it at all it somewhat it completely 
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REVISEO WAYS Of COPING CHECKLIST (WCCl) 

The Items below represent ways tha t you may have deal t with the s t r e s s o r 
you l i s t ed above. We ire In t e r e s t ed In the degree to which you have used 
each of the thoughts or behaviors represented 1n these items in o rde r to deal 
with the s t r e s s o r you l i s t ed above. Please check the appropriate column i f 
the thought/behavior was:, never u s e d ; ' r a r e l y used; sometimes used; or 
regulary used ( a t least 4 to 5 times per week). 

THOUGHTS/BEHAVIORS 

n
ev

er 
used 

S3 
2 . 3 

e 

£ 1 
f t 
« 

X 3 

CL T 

*•* 

« Bargained or compromised to get something p o s i t i v e 
from the s i t u a t i o n . 

2. Counted my b less ings . 

3. Blamed your se l f . 

* Concentrated on something good tha t could cooie out of 
* the whole thing. 

5. Kept my feel ings to myself. 

6. Figured out who to blame. 

7. Hoped a miracle would happen. 

8. Asked someone I respected f o r advice and followed i t * 

9. Prayed about i t* 

10. Talked to someone about how I was f e e l i n g . 

11. Stood my ground and fought fo r what I wanted. 

12. Refused to bel ieve tha t i t had happened. 

13. Cr i t i c ized or lec tured yourse l f . 

14. Took i t out on o t h e r s . 

I* Came up with a couple of d i f f e r e n t so lu t ions to the 
* problem. 

1(t Wished I were a stronger person—more o p t i m i s t i c and 
1 0• f o r c e f u l . 
I j Accepted my strong fee i ings , but d i d n ' t l e t them 

* i n t e r f e r e with o the r things too much. 

18. Focused on the good things in my l i f e . 

19. Wished tha t I could change the way tha t ! f e l t * 

Changed something about myself so t h a t I could deal 
* with the s i t ua t ion be t t e r . 

21. Accepted sympathy and understanding from someone. 

22. Got mad a t the people or things tha t caused the problem. 

23. Slept more than usual . 

2 4. Spoke to my clergyman aDout i t . 

25. Realized you brought the problem on y o u r s e l f . 



n
ev

er 
used 

ra
re

ly
 

used 

e t* 
n 

c+ 

n 
reg

u
larly 

used 

26. Fel t bad that 1 couldn ' t avoid the problem. 

I knew what had to be done, so i doubled my e f f o r t s 
and t r ied harder to make thinqs work. 

28. Thought that others were unfa i r to me. 

Daydreamed or imagined a be t t e r time or p lace than 
Z 9 # the one I was In. 

30. Tried to forget the whole thing. 

31. Got professional help and did what they reconmended. 

32. Changed or grew as a person in a good way. 

33. Blamed others . 

34. Went on as if nothing had happened. 

35. Accepted the next best thing to what I wanted. 

36. Told myself things could be worse. 

Talked to someone who could do something concrete 
3 about the oroblem. 
~ Tried to make myself f ee l b e t t e r by e a t i n g , dr inking, 
3 smoklna. taking medications, e t c . 

39. Tried not to act too h a s t i l y or fol low my own hunch. 

40. Changed something so things would turn out r i g h t . 

41, Avoided being with people in genera l . 

42. Thought how much be t t e r o f f I am than o t h e r s . 

43. Had fantasies or wishes about how th ings might turn ou t . 

44. Jus t took things one s t ep a t a time. 

Wished the s i tua t ion would go away or somehow be 
f in i shed . 

46. Kept others from knowing how bad th ings were. 

47. Found out what other person was r e spons ib l e . 

Thought about f a n t a s t i c or unreal th ings ( l i k e the per-
48. f e e t revenge or f inding a mi l l ion d o l l a r s ) tha t made 

me feel be t t e r . 

49. Came out of the experience b e t t e r than when I went 1n. 

50. Told myself how much I have a l ready accomplished. 

51. Wished that I could change what had happened. 

52. Hade a plan of action and followed i t . 

53. Talked to someone to f ind out about the s i t u a t i o n . 

54, Avoided my problem. 

55. Relied on my f a i t h to get me through. 

56. Compared myself to o thers who are l e s s fo r tuna t e . 

Tried not to bum my bridges behind me, but l e f t 
thinqs ooen somewhat. 



APPRAISAL 01HENS IONS SCALE (AOS) 

In order for this questionnaire to have meaning, i t is necessary 
that you f i r s t l i s t an event/person/experience that is current ly of 
concern to you, i . e . , please l i s t the major problem in your l i f e . 

PROBLEM 

Rate the degree to which you agree/disagree with the following 
statements describing the major problem you l i s ted above. 

S
tro

n
g
ly 

O
fsagree 

D
isagree 

5 - 5 
n> x — * 
— Q. • 

<£> 
VI 

A
gree 

S
tro

n
g
ly 

A
gree 

1. I believe my problem 1s contro l lab le. 

2. My problem is very important to me. 

3. I am quite famil iar with these kinds of problems. 

4. I believe my problem is only temporary. 

5. I have not played a part in my problem. 

6. I know the course my problem w i l l fo l low. 

7. My problem is nothing to be concerned about. / 

8. My problem is something new to me. 

9. My problem w i l l not go away. 

10. My problem is the result of my own doing. 

11. I am not, certain how my problem w i l l proceed. 

12. I believe my problem is out o f contro l . 

13, My problem is of serious concern to me. 

14. My problem is a new kind of experience for me. 

IS. This is just a short l ived problem. 

16. There is something that can be done about my problem. 

17. My problem is predictable. 

18. My problem is not the result of my own behavior. 

19. My problem is real ly not a big deal. 

20. I have experienced this type of problem before. 

21. My problem w i l l probably last a long time. 

22. My actions have contributed to my problem. 

23. L i t t l e can be done to change my problem for the better. 

7 d 1 don't know wnafs going to happen next with my 
* problem. 
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FUNCTIONAL STABILIZATION EVALUATION 

Stabilization 
Tests 

level I level II level i n 

Supine 
Dead Bug 

Supine 
Partial/ 
Diagonal 
Curl 

Bridge 
(to neutral) 

Prone 

suppoorted 
2 minutes 

10 each 
direction 
partial R/L 

slow reps 
x2 min. 
never rest 
(touch) 

supported 
reciprocal 
double legs 
1 min 

unsupported 
2 minutes 

10 reps 
partial 
10 x 5 sees diag 
l x l min diag 

w/leg lift 
(alt)x3 min 
continuously 

w/hold of 15 
sec. x 2 min. 

unsupported 
3#'s on arm/5#'s 
on leg-2-minutes 

10 reps 
10 x 10 seconds 
5 x 30 seconds 
3 x 1 min.to all 3 

w/5f's legs 
x 3 min 
continuously 

superman 
x 3 min 

Quadriped 
reciprocal 
arm/leg 

Sitting 
reciprocal 
arm/leg 

Standing 
wall slide 
isometric 
sumo 

slow reps 
1 min. 

supported 
arm/leg 
(marching) 
x 1 min 

1 min 
60 degree hip 
flexion x 30 sec 

x 2 min 

unsupported 
arm/leg with 
knee flexion 
elbow flexion 
x 2 min 

3 min 
75 degree x 2 min 

3 # U.E. 
5 # L.E. 
x 3 min. 

unsupported 
arm/leg with 
knee and elbow 
extension 
x 3 min. 

5 min 
90 degree x 4 min 
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Table 1 

Descriptive Statistics 

61 

FREQUENCIES M SD MD % 

Age 

Gender 
males 
females 

67 

29 
38 

Years of Education 
<12 17 
12 19 
12-16 28 

>16 2 

Marital Status 
single 10 
married 40 
divorced 11 
widowed 1 

38.49 11 36 

12.9 2.9 12 

43.3 
56.7 

25.7 
28.7 
42, 
3 

14, 
59, 
16.4 
1.5 

Employed 
yes 
no 

Working 
yes 
no 

36 
31 

11 
56 

Receiving Workers Compensation 
yes 32 
no 32 

Months Post Injury 
67 

53.7 
46.3 

16.4 
83.6 

50 
50 

31.09 44.24 10.00 
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Table 2 

Primary Stressor for Total Sample 

Frequencies % 

Pain 35 52.2 

Work/Job 6 9 

Money/Financial 9 13 

Family 6 9 

Other/Miscellaneous 4 6 

Missing Data 7 10.4 
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Table 3 

Primary Stressor for Depressed and Nondepressed 

Depressed 

Frequencies % 

Nondepressed 

Frequencies % 

Pain 15 

Work/Job 2 

Money/Financial l 

Other 2 

75 Pain 9 

10 Work/Job 2 

5 Money/Financ. 3 

10 Other 2 

56 

12 

18 

12 
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Table 4 

Nondepressed CND) and Depressed (PEP) on CSO 

Strategy M SD t df probability 

ND Diverting 19.47 8.09 1.55 37 .130 

DEP Attention 15.86 6.47 

ND Reinterpreting 10.05 8.65 .45 37 .654 

DEP Pain sensations 8.90 7.21 

ND 

DEP 

Coping self-
statements 

25.00 

20.31 

6.86 

6.22 

2.23 37 .032* 

ND 

DEP 

Ignoring 
sensations 

17.23 

11.04 

9.23 

6.97 

2.39 37 .022* 

ND Praying 21.94 6.41 .38 37 .708 

DEP 21.04 7.98 

ND Catastrophizing 11.23 6.68 -2.05 37 .048* 

DEP 15.68 6.76 

ND 

DEP 

Increasing 
activities 

21.00 

16.36 

7.08 

6.98 

2.04 37 .048* 

ND 

DEP 

Level of 
perceived 
control 

3.61 

2.35 

.91 

1.38 

3.27 36 .002** 

ND 

DEP 

Ability to 
decrease pain 

3.38 

2.38 

1.46 

1.02 

2.52 37 .016* 

E = <.05, ** g = <.002. 
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Table 5 

Nondepressed (ND) and Depressed fDEP) on WCCL—Appraisal 

Dimensions 

Appraisal dimension M SD t df probability 

ND control 3.97 .85 2.13 39 .040* 
DEP 3.48 .62 

ND Salience 4.36 .47 -.31 39 .757 
DEP 4.42 .77 

ND Novelty 3.19 .52 -1.54 39 1.32 
DEP 3.47 .61 

ND Duration 2.88 1.05 .08 39 .937 
DEP 2.86 1.15 

ND Causality 3.13 .53 .11 39 .914 
DEP 3.12 .47 

ND Predictability 3.01 .41 -.09 39 .932 
DEP 3.03 .87 

E = <.05, 



66 

Table 6 

Nondepressed (ND) and Depressed (PEP) on WCCL Strategies 

Strategy M SD t df probability 

ND 

DEP 

Problem 
focused 

1.95 

1.65 

.59 

1.17 

1.00 39 . 324 

ND 

DEP 

Seeks Social 
support 

2.08 

1.76 

.53 

.51 

1.96 39 .057 

ND Blamed Self .88 .80 -.84 39 .405 

DEP 1.11 .94 

ND Wishful thinking 1.73 .54 -.11 39 .917 

DEP 1.75 .58 

ND Avoidance 1.28 .39 -1.09 39 .283 

DEP 1.45 .53 

ND Blamed others .89 . 67 -.98 39 .335 

DEP 1.09 .61 

ND 

DEP 

Count your 
blessings 

2 .39 

1.86 

.49 

.54 

3.20 39 .003* 

ND Religiosity 1.73 .69 .08 39 .935 

DEP 1.71 .848 
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