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Pain has been described as the most complex human experience and most frequent 

reason patients seek medical treatment. Few people fail to experience the pain associated 

with disease, injury, or medical/surgical procedures. However, the impact of unemployment 

that results from chronic pain suffering has not been widely researched. 

To present a comprehensive view of the effect unemployment has upon the chronic 

pain experience, this study focused upon stress philosophy, chronic pain, employment, and 

coping effectiveness. The Beck Depression Inventory (BDI), State-Trait Anxiety Inventory 

(STAI), and a Personal Data Questionnaire (PDQ) were administered to 96 persons (four 

groups of 24 subjects) representing either unemployed or employed and either chronic or 

non-chronic (acute) pain populations. 

A 2x2 factorial MANOVA analysis produced a significant main effect for 

employment status. Univariate analyses found significantly higher depression (F- 30.909, 

p < .001), state anxiety (F= 38.865, p < .001), and trait anxiety (F= 34.887, p < .001) levels 

for unemployed than for employed participants. Depression, but not anxiety, was 

significantly higher (F= 5.181, p= .025) in pain sufferers. A 2x2 factorial ANOVA found 

no significant differences (F- 2.84 p = .095) in stress levels. Significant interactions were 

not identified. One-tail /-Tests determine that chronic pain (t = 1.91, p< .050) and acute pain 



(t = 1.99, p < .050) levels were significantly higher for unemployed than for employed 

subjects. 

Unemployment produced a significant effect. Therefore, the medical, psychological, 

rehabilitation, compensation/third-party payer professions should place greater emphasis 

upon returning chronic pain sufferers to work. In turn, more efficient and timely functional 

restoration programs can be developed to provide more cost-effective treatments. 
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CHAPTER 1 

THE PAIN PROBLEM 

Few people fail to experience the pain associated with disease, injury, or 

medical/surgical procedures. Turk and Melzack (1992) stated, "Obviously, pain is a 

ubiquitous feature of life and only in the case of the extremely rare condition of congenital 

insensitivity do any humans escape from the aversive experience." In 1976, Veilleux and 

Melzack reported that it is impossible for us to know precisely what someone else's pain feels 

like because pain is a private, personal experience. 

Pain has been described as the most complex human experience and the most 

frequent reason patients seek medical treatment. Despite this, research to develop an 

understanding of pain was neglected, and advances in the diagnosis and therapy of pain were 

not commensurate with most other biomedical scientific achievements until the founding of 

the International Association for the Study of Pain in 1974 (Bonica, 1992). In the 

introduction to Evaluation and Treatment of Chronic Pain (1992), Bonica illuminated 

several points relevant to the understanding, diagnosis, and treatment of chronic pain: (a) 

although physicians and other health professionals had previously ignored the differences 

between acute and chronic pain, there has been a greater, albeit still insufficient, appreciation 

of the distinctions between these types of pain; (b) acute pain produced by disease provides 

an important biological function of warning individuals that something is wrong, and acute 

pain caused by certain injuries enforces stillness to promote healing and recuperation; (c) 



nevertheless, after such purposes have been fulfilled, acute pain serves no further useful 

function, and if not effectively treated, can produce progressively serious pathophysiological 

responses that may and often do progress to a chronic pain state; (d) both acute and chronic 

pain may be caused by chronic pathological processes in somatic structures or viscera, by 

prolonged dysfunction in the peripheral or central nervous systems, or by both; (e) however, 

unlike acute pain, psychopathology and environmental factors (operant mechanisms) can also 

contribute to the development, but can not exclusively constitute the source of chronic pain; 

and (f) "in its chronic persistent form pain never has a biological function, but is a malefic 

force that often imposes severe emotional, physical, economic, and social stresses on the 

patient and the family." 

Although the pain experience is a common, but complex phenomenon, that remains 

extremely difficult to effectively define, Fordyce (1992) said: 

It is increasingly clear that the unifying thing about chronic pain patients is that they 

are suffering, even though that suffering may have only an incidental or historically 

contiguous relationship to tissue injury. The health care system, generally, seems not 

yet to understand well enough that the suffering chronic pain patient is not 

necessarily suffering from significant ongoing nociception. Better recognition of this 

fact would diminish markedly the need for specialized chronic pain treatment 

facilities. 

Aronoff (1992) stated that in lieu of developing their clinical acumen, physicians have 

become dependent upon sophisticated diagnostic equipment and are so specialized that they 

treat organ systems rather than the whole patient. As a result, patients have become passive 



recipients of specialized chronic pain treatments based upon an organic medical model; 

continuing dysfunction is induced by iatrogenic complications which cause sufferers to 

become career patients instead of accepting personal responsibility for their treatment 

outcomes; and unfortunately, with the advent of third party payment for a majority of 

medical costs, the healthcare system may be more influenced by socioeconomic and political 

decisions than by medical need. Thus, Aronoff (1992) concluded that the majority of pain 

patients could be treated effectively outside the hospital setting with significant cost savings 

and continued high-quality care if health care providers would realize that many patients can 

not be "fixed", and would begin to adopt an alternate philosophy that focuses upon helping 

patients to appreciate the difference between living with a handicap and being disabled. 

Boden and Wiesel (1992) provided four goals for diagnosis and treatment of chronic 

low-back pain: (a) the first and most important objective of a physician is the prompt return 

of an individual to normal functioning, or should residual pain prohibit total relief from 

suffering, to as much physical activity as possible [emphasis added]; (b) the physician must 

not order every available test, but must utilize appropriate diagnostic measures on a timely 

basis, because decision making is made more difficult and less beneficial when too much 

data is available too early; (c) unnecessary surgery should be avoided, but when a need has 

been identified, the operation should not be delayed; and (d) because the management of 

chronic low-back pain is often difficult, patience Mid an organized approach must be utilized 

to develop efficient and effective treatment regimens that will eliminate unnecessary and 

costly measures, but continue to provide viable programs at an acceptable cost to society. 



To present a comprehensive view of the chronic pain experience and to determine if 

unemployment could be a major stressor in the evolution of chronic pain, it is essential that 

stress philosophy, facets of the chronic pain experience, aspects of employment conditions, 

and methods for evaluation of coping effectiveness be delineated. Then, the research design 

and methods must be presented. In turn, data must be collected and evaluated for 

significance. Finally, possible conclusions will be formulated and discussed. 



CHAPTER 2 

STRESS PHILOSOPHY 

Many diverse and conflicting philosophies have been advanced to define the concept 

of stress because stress means different things to different people. Likewise, varying opinions 

exist as to how the stress process operates because stress can be either a causal agent or a 

consequence. A great deal of variance also exists between the available resources, skill 

levels, and styles that different people possess for effectively coping with chronic pain, and 

stressors associated with changes in employment status. 

The Characteristics of Stress 

Many meanings for stress exist and many terms have been used to describe similar 

phenomena. With the advent of the notions of "eustress" (stress possessing positive 

qualities), "distress" (stress with pathogenic qualities), "systemic stress" (affecting a 

particular body system), and "local stress" (affecting a specific part of the body), Selye 

(1975) stated that a distinction between "stress" and "stressor" was necessary to avoid 

confusion between stress as both an agent and as a result. A consensus dictionary definition 

characterizes stress as being adverse stimuli or circumstances, resulting from mental, 

emotional, physical, and chemical influences, which produce a disruptive or upsetting 

condition capable of affecting physical health. Selye coined the term "stress" and was the 

researcher most responsible for discovering its nature (Everly & Sobelman, 1987, p. 11). 

Whereas, Selye defined stress from a medical viewpoint, Lazarus and Folkman focused upon 



the responses of emotion to affect, physiological changes, and motor-behavioral 

manifestations, as well as altered adaptive functioning. 

According to Selye (1976, p. 1), "In its medical sense, stress is essentially reflected 

by the rate of all the wear and tear in the body." Selye (1973) wrote, "stress is the 

nonspecific response of the body to any demand made upon it to adapt, whether that demand 

produces pain or pleasure." Lazarus (1966, pp. 10 & 11) stated that the engineering term 

"stress," came into vogue in the United States during and following World War II and 

became popular because it connoted the negative aspect of emotion. Lazarus felt that stress 

"conveyed the idea that the person or animal is beset by powerful pressures which greatly tax 

the adaptive resources of the biological or psychological system." Accordingly, stress was 

indexed using three dimensions of emotion responses: affect, physiological (especially 

visceral) changes, and motor-behavioral manifestations; as well as a fourth category, altered 

adaptive functioning (either facilitation or impairment) resulting from the effects of an 

emotional state. Lazarus also indicated that some authors employed the term "stress," to refer 

instead to "extreme situations," "conflict," and "frustration". 

Stress occurs when the functioning of one or more of an individual's physiological, 

psychological, or social systems results in a discrepancy between any stressor and the 

carrying or resistance capacity available. It results from a demand, real or perceived, beyond 

the real or perceived carrying capacity of the individual's systems (Trumbull & Appley, 1986, 

p. 34). However, Pollock (1988) felt that the precise nature of stress has never been defined, 

and consequently there are inconsistencies in relationships between stress and illness. 

Pollock suggested that coping with problems of living may be impaired by fear of stress. In 



addition, Pollock felt that perceptions of stress as a causal factor are due to popularization 

of the stress theory. 

Stress Theories 

The concept of stress and how the stress process operates have been described using 

conflicting theories. Trumbull and Appley (1986, p. 21) state that models tend to be 

simplistic abstractions which do not address interdisciplinary views, but characteristically 

enhance the author's discipline. Selye's physiological theory and addition by Lazarus and 

Folkman of the cognitive orientation have provided a foundation for the study of stress. 

Selve's General Adaption Syndrome CPAS") 

Hans Selye (1974, p. 17) studied the physiological mechanisms of adaptation to stress 

and conceived the term "physiological stress" to be a response to any type of demand made 

upon the body. Selye felt that individuals face unique stress-producing demands and 

experience these "stressors" within divergent contexts. He concluded from medical research 

that despite people suffering from nonspecific stress, specific stereotypical biological 

responses ensue to promote stress coping. "Stress is not merely nervous tension" but more 

accurately represents the activation of the physiological apparatus to deal with situations 

involving emotions or arousal; "stress is not something to be avoided" because it is 

omnipresent; and "complete freedom from stress is death" so we must learn more about its 

mechanism and meet it efficiently (Selye, 1974, pp. 30-33). Selye (1975) concluded that the 

stress syndrome was nonspecific in its causation because the same stressor can elicit different 

manifestations in different individuals due to conditioning factors that selectively influence 

the reactivity of certain organs. 
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In The Stress of Life (1976), Selye relied upon what was previously known about 

nonspecific factors in the production of disease. Selye discussed Hippocrates' 24-century old 

view that disease is not only suffering (pathos), but also the fight of the body to restore itself 

toward normal (ponos). Then, Selye referred to the 180 year old thesis of John Hunter which 

stated that all deviations from the normal condition of the body will not indicate illness 

because persons suffering accidental injuries in the past, although handicapped, may be in 

perfect health now. Thus, without ponos, injury can not be distingui shed from illness. Next, 

Selye referred to the French physiologist, Claude Bernard, who in the late 1800s stated that 

all living beings have the ability to maintain a constancy of their internal milieu despite 

impinging factors. In turn, Selye recognized another physiologist, Walter B. Cannon of 

Harvard, for coining the term "homeostasis" to describe this human characteristic. Selye 

adopted their nomenclature to relate stress to the processes that lead to illness. He used 

pathos to indicate changes reflecting damage and ponos to represent the manifestations of 

a body's adaptive reactions to restore homeostasis. 

In 1936, Selye (1974, pp. 36-38) compared the effects of diverse agents upon adrenal 

enlargement or thymus atrophy in animals and described the reaction as a "syndrome 

produced by various nocuous agents" which subsequently became known as the "general 

adaptation syndrome" or "biological stress syndrome." The agent of the GAS state of stress 

is labeled the stressor (Johnson, 1991). Selye's triphasic nature of adaptability stated that after 

an alarm reaction, a finite amount of lifetime resistance exists for coping, and eventually 

exhaustion will ensue. "The body's adaptability, or adaptation energy, is finite." Based upon 

this premise, Selye defined three stages of GAS: the alarm reaction, resistance, and 



exhaustion. Thus, Selye felt that choices must be made to ensure wise utilization of 

adaptation energy. Consequently, people must continuously analyze the intensity of stressors 

and their body's ability to adapt, then either avoid or cope with situations (Selye, 1974, p. 

38). Despite all parts of the body being equally exposed, the weakest link will break down 

under stress. Selye (1973) stated that complete freedom from stress was incompatible with 

the maintenance of life because nervous, immunologic and phagocytic, and hormonal stress 

adapters continuously act either syntoxically (employing passive tolerance; coping with an 

aggressor) or catatoxically (destroying it). Thus, according to Selye (1974, pp. 44-59), the 

effects of stress may be curative or damaging. In addition, the body's biological responses can 

be controlled by homeostatic and heterostatic defense mechanisms. Homeostasis is produced 

from automatic physiological processes, and heterostasis results from conditioning the body 

to raise its resistance using intervention or treatment. 

Mason (1971, 1975) questioned the appropriateness of the nonspecificity approach 

in describing endocrine regulation. Mason found that psychological and physical variables 

are easily confounded in determinations of the cause of the stress-induced effect. The concept 

of nonspecificity of pituitary-adrenal cortical response may have been applied erroneously 

to lower level physiological mechanisms, rather than to higher level psychological processes. 

Therefore, Mason proposed that the primary mediator underlying pituitary-adrenal cortex 

response to stressors may be the psychological apparatus involved in emotional or arousal 

reactions to threat or unpleasant factors in life as a whole. Randolph's (1976) Specific 

Adaption Syndrome (SAS) focused upon "nature/nurture" as the primary factor in 
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determining stress responses. He opposed Selye because he proposed that stressors and their 

consequences can differ from one individual to another. 

Cognitivelv-Oriented Theory Advanced bv Lazarus and Folkman 

Lazarus (1966, p. 13) stated, "We must identify the external and internal forces or 

stimulus conditions of stress reactions, and the intervening structures and processes that 

determine when and in what form the stress reactions will occur." Folkman (1984) analyzed 

the role of personal stress and coping processes from the perspective of Lazarus's theory and 

concluded that belief of controllability does not always lead to stress reduction or to a 

positive outcome, and conversely, belief that an event is uncontrollable does not always lead 

to increased stress or to a negative outcome. Rather than emphasizing the effects of emotion 

on coping, Folkman and Lazarus (1988a) found that although coping was associated with 

emotions, specific forms of coping resulted in increased positive emotions and others were 

associated with increased negative emotions. Folkman and Lazarus (1988b) argued that 

coping mediates emotion "by cognitive activity that influences attention, by altering the 

subjective meaning of an encounter, and by actions that alter terms of person-environment 

relationship." Folkman and Lazarus suggested that encounters progress in stages and that 

emotions and coping processes change with these stages. 

According to Lazarus (1993), a style approach treats coping as a personality 

characteristic, while the process approach emphasizes efforts to manage stress that change 

over time. Lazarus supported a process approach oriented to measuring coping thoughts and 

actions under stress separately from their outcomes, what the person is thinking and doing 
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to cope because coping is an ongoing cognitive and behavioral effort to manage specific 

stressful demands and this process has both problem-focused and emotion-focused functions. 

Costa and McCrae (1990) suggested that circularity in Lazarus's perspective occurs 

because he fails to grasp the significance of measuring personal vulnerabilities (e.g., 

neuroticism) as it relates to psychological stress. Likewise, Brown (1990) argued that Lazarus 

should have used more objective assessment rather than describing the environment in terms 

that appear in subjective reports on a standard questionnaire. Teriy (1991) suggested that 

coping resources and situational appraisals have interactive effects on coping, but he did not 

support their proposal that situational appraisals are mediators of the relationship between 

resources and coping. Croyle (1992) felt that the model presented by Folkman and Lazarus 

did not adequately address the role of social comparison and influence, which affect 

emotional equilibrium and a positive view of personal health status. 

Other Stress-Oriented Theories 

Many additional stress theories have been promoted. Epstein (1976) proposed a 

"self-theory" that an individual has unwittingly constructed about himself. It is a hierarchical 

arrangement of major and minor postulates operationally identified by the cognitions implicit 

in the individual's emotional responses to events and is developed to maintain a favorable 

pleasure-pain balance, assimilate experience data, and maintain self-esteem. Failure in any 

of these functions produces mounting stress and collapse of the self-theory. Everly and 

Sobelman (1987, pp. 28-30) represented the nature of human stress and arousal to be a 

combination of: (a) environmental events (cause or set the stage), (b) cognitive-affective 

domain (provides a causal interpretation), (c) neurological triggering mechanisms 
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(neurological, neuroendocrine, & endocrine reactions), (d) the physiological stress-responses 

(efferent activity), (e) coping (reduction or mitigation of overall level of activation on target-

organs), and (f) target-organ effects (dysfunction or pathology due to excessive acute or 

chronic intensity). Hobfoll and Freedy (1990, 1991) proposed a conservation of resources 

stress theory, a general stress theory based on people's tendency to conserve the quantity and 

quality of their resources. They stated that stress occurs when resources are threatened or lost, 

or when individuals invest resources without gaining adequate resources in return. In the case 

of traumatic stress, resource loss is rapid because stressors often attack basic values, occur 

unexpectedly, make excessive demands, are not addressed to developed resource utilization 

strategies, and leave easily evoked powerful memories of the event. Jerusalem's theoretical 

stress model (1993) used the theory of emotion and coping and found personal resources and 

environmental constraints to be strong predictors of stress appraisals. These evaluations were 

also found to be decisive mediators of the antecedents' effects on coping and health. 

Kohlberg's (1958) model of moral judgment provides a promising diagnostic tool for 

exploring the interaction of stress with its physiological symptoms and moral conflict, 

because resultant stress of moral conflicts is manifested as bodily ills and ailments (Blakeney 

& Blakeney, 1992). Mechanic (1983) stated that among many adolescents, increased 

introspectiveness was associated with more psychological pain and symptom reporting. 

Mechanic's Hypothesis states that discontinuities in family life and school and peer 

experiences exacerbate self-awareness while stability and successful coping protect against 

painful self-perceptions. Therefore, according to Mechanic, counseling to establish goals and 

develop coping skills should provide more benefit to adolescents. Although each of these 
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theories have merit and may provide valid data, they appear to be limited in scope and can 

not be expected to generalize to individual circumstances related to the chronic pain 

experience. 

Evaluation of Stress Theories 

Physiologically, Selye's General Adaption Syndrome (GAS) has worth. Lazarus and 

Folkman continue to modify and update their theory. However, no current theory is fully 

capable of explaining the expanse of knowledge that pertains to the concept of stress. 

Mestrovic (1985) criticized the pioneers of stress research because they addressed trauma and 

avoided event explanations. Likewise, Thompson (1992) stated that few theories of stress 

have led to detailed treatment techniques because they are simplistic and based on the notion 

of a passive structure bearing a heavy weight, instead of providing active measurements of 

a person's capacity to cope with the demands of the environment. 

Stressors 

In addition to the pain immediately caused by disease or injury, sufferers can 

encounter a distinctive myriad of interrelated stressors that may impinge upon their daily 

routines, and in turn, elevate their levels of suffering. Physical, psychological, and social 

stressors will be investigated. 

Physiological Stressors 

Hans Selye (1974, p. 17) conceived the term "physiological stress" to be a response 

to any type of demand made on the body and defined "stressors" to be unique stress-

producing demands experienced by individuals within divergent contexts. Physiological 

stress and stressors are related to the functioning and activities of organs, tissues, or cells and 
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of the physical and chemical phenomena involved. Bodily functioning may be altered by 

either anatomic and physiologic deviations from the normal that constitute disease or 

characterize a particular disease, or from trauma resulting from injuries (or wounds) caused 

by extrinsic agents. Additionally, an individual's physiology can be modified by the 

properties and reactions of drugs. These physiological stressors can either independently, or 

in combination, modify bodily functions and present themselves as signs or symptoms of 

disease or injury. 

Psychological Stressors 

Stress can affect mental processes which foster altered attitudes, beliefs, and 

behaviors. Folkman and Lazarus (1988b) stated that emotion is mediated by cognition that 

influences attention, by alterations in the subjective meaning of an encounter, and by 

behaviors that alter the person-environment relationship. Lazarus (1993) identified a style 

approach of coping as a personality characteristic and defined a process approach as being 

dynamic problem-focused and emotion-focused stress management efforts. Lazarus (1993) 

supported the latter and focused upon ongoing cognitive and behavioral efforts to manage 

specific stressful demands separately from their outcomes. Psychological stressors can also 

alter physical functioning and present themselves as signs or symptoms. However, when 

evidence can not be found to support the manifestations of disease or injury, the medical 

model relates the consequences of these stressors to psychosomatic origins. 

Sociological Stressors 

Sociology systematically studies the development, structure, interaction, and 

collective behavior of human beings in society, social institutions, and social relationships. 
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The norms established by society in general to enhance harmony within an environment can 

produce stress. Conflicts can arise between an individual and members of a group, persons 

at work or in the community, friends, family members, other individuals, and a marriage 

partner or significant other. Then, stressful situations can emerge when involved persons do 

not adequately resolve or cope with the controversies. Thus, sociological stressors can result 

from conflicts generated by interpersonal relationships and events, and the contexts within 

which these relationships and events occur. 

Biopsvchosocial Stress and Stressors 

Interrelated biological, psychological, and sociological functions can be influenced 

by either encountering chronic pain or by experiencing changes in employment status. 

Increased stress can result from pain or changes in employment status. Conversely, one or 

more of these stressors can cause increased pain levels, produce alterations in psychological 

functioning, and create disruptions in social interactions. Therefore, it is important that 

profiles of the biopsychosocial aspects of pain and employment experiences be provided so 

that coping effectiveness can be ascertained. 



CHAPTER 3 

FACETS OF THE CHRONIC PAIN EXPERIENCE 

The features of an individual's chronic pain experience, even if encountered under 

ideal circumstances, can at best, only be categorized, described, and quantified according to 

each individual's unique way of experiencing pain and coping with its consequences. In 

addition, communications can be further inhibited because depictions of diverse pain 

experiences are normally based upon nebulous terminology. Confusion can also emerge 

because of connotative disparities that exist between the patient who experiences the pain 

and the physician or investigator who can only observe the signs and symptoms displayed 

by that patient. To be truly scientific in nature, objective operational definitions which are 

free from bias in judgment are preferred because they are based upon observable phenomena. 

However, in most cases, it is possible only to make indirect observations of the signs and 

symptoms displayed by chronic pain sufferers. Thus, subjective methods, despite being 

indispensable, are arbitrary, discretionary, and judgmental because, in lieu of relating to the 

true nature of an individual's unique circumstances, such views are derived using personal 

judgment or discretion and exist only within the evaluator's mind. Furthermore, making 

diagnoses, formulating treatment regimens, and speculating on prognoses of chronic pain 

patients continue to be based upon the medical model and the all-or-none concept of being 

either sick or cured. 
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In the Handbook of Pain Assessment (1992), Melzack and Katz stated that there are 

an abundance of appropriate words to consistently categorize pain, but they are seldom used 

(p. 153). A general definition describes pain as being an unpleasant sensation occurring in 

varying degrees of severity as a consequence of disease, injury, or emotional disorder. 

Disease refers to a condition within a component, an organ, or a system of an organism 

resulting from various causes, such as infection, genetic defect, or environmental stress. 

Injury signifies that physical damage is present. Emotional illness relates to a condition 

experienced by persons who are readily affected with or stirred by emotion. Each of these 

causal agents of pain can be characterized by an identifiable group of signs or symptoms. 

However, the pain experience can not be defined by medical terms alone because it results 

from multidimensional processes. 

Pain is Multidimensional 

Complexity is found in clinical presentations of chronic pain syndromes where pain 

is a part or all of the clinical picture (Ramsay, 1984). In such conditions, Ramsay stated that 

the relationship of the patient's report of pain to other phenomena, including tissue damage, 

physiopathology, perceptual and cognitive styles, personality type, individual and family 

psychodynamics, anxiety, depression, behavioral patterns, social and economic factors, and 

cultural influences is important in clarifying pathogenetic mechanisms. Morris (1992), using 

the mind-body view, concluded that pain is not a sensation, but a perception, and therefore, 

the old organic model of pain does not account for the types of chronic pain existing in 

modern society. On the other hand, Smith (1985) indicated that behavior was a factor when 

he argued that pain is a perception, not a sensation, and personality is an important feature 
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in pain perception. Likewise, Summers, Rapoff, Varghese, Porter, et-al., (1991) felt that 

psychosocial factors, not physiological factors, were most closely associated with the 

experience of pain. Chronic pain stems from complex interactions within an individual due 

to "mind-body" (intrapersonal biological and psychological) connections in synergy with 

interpersonal (social) interrelationships and events (with environmental/context) influences. 

Melzack and Katz (1992) provided a comprehensive view of the aspects of pain and 

its consequences. Melzack and Katz reported that pain, a multidimensional experience, rather 

than being categorized along a continuum of duration, must be assessed as being acute, acute 

recurrent, chronic, chronic progressive, or laboratory induced. Melzack and Katz also stated 

that pain could also be ranked according to sufferer's age or by using a diagnosis which 

identifies the cause of the displayed symptoms (pp. 4 & 5). Research on pain was dominated 

by the concept that pain was a purely sensory experience until 1968 when Melzack and Casey 

concluded that pain also had a distinctly affective quality in that it overwhelms the sufferer, 

demands immediate attention, and disrupts ongoing behaviors and thoughts. Accordingly, 

Melzack and Casey (1968) suggested that actually there were three major psychological 

dimensions of pain: sensory-discriminative, motivational-affective, and cognitive-evaluative. 

Melzack and Casey proposed, moreover, that: 

These dimensions of pain experience are subserved by physiologically specialized 

systems in the brain: the sensory-discriminative function of pain is influenced 

primarily by the rapidly conducting spinal systems; the powerful motivational drive 

and the unpleasant affect characteristic of pain are subserved by activities in the 

reticular and limbic structures that are influenced primarily by slowly conducting 
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spinal systems; neocortical or higher central nervous system processes, such as 

evaluation of the input in terms of past experience, exert control over activity in both 

of these systems. 

Melzack and Casey assumed that these dimensions of pain interacted with one another to 

provide perceptual details on the location, magnitude, and spatiotemporal properties of the 

noxious stimuli, the motivational desire to escape or attack, cognitive data relating to past 

experiences, and the probability of outcome using different response strategies. 

Subsequently, the motor mechanisms would be influenced and sufferers would display a 

complex pattern of overt responses that characterizes their pain (pp. 152 & 153). 

Chronic pain patients typically suffer from a distinctive multiplicity of confounded 

physical, cognitive/emotional, and behavioral/functional abnormalities. In arthritis patients, 

"physical disability was associated with being older and having less tangible support; 

psychological disability with being younger, Caucasian, and having less belonging support, 

and pain with being younger, Caucasian, and having less education" (Weinberger, Tierney, 

Booher, and Hiner, 1990). Therefore, to further define the pain experience, it is important to 

recognize and determine the origin of some characteristics displayed by chronic pain 

sufferers and identify factors to consider when analyzing chronic pain dysfunctions. 

Physical Functioning 

Physiological and pharmacological functioning can influence the levels of chronic 

pain experienced by an individual. Physiology is used to describe the functioning of the body, 

and pharmacology is oriented to the study of the properties and functions of medically 

effective drugs. 
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The following medical description of pain, the systems by which it is mediated, and 

some of the effects of pain were depicted using data from the Textbook of Medical 

Physiology, Seventh Edition (Guyton, 1986). These data have been summarized to make it 

more relevant to the discussion of chronic pain being presented herein. 

According to Guyton (1986), pain serves as the body's protective mechanism by 

causing an individual to react and remove the pain stimulus whenever tissues are being 

damaged. Pain has been classified as being either acute pain (occurring within approximately 

0.1 second) or slow pain (beginning after a second or more and increasing slowly for many 

seconds and sometimes even minutes). Whereas, acute pain is not felt in most of the deeper 

tissues of the body, slow pain is usually associated with tissue destruction in the skin as well 

as in almost any internal tissue or organ. Slow pain can become excruciating and can be the 

basis for prolonged, unbearable suffering. The intensity of pain stimulus applied for a 

prolonged period of time defines pain threshold. Although people do react very differently 

to pain, pain thresholds seldom differ (pp. 592 & 593). 

Free nerve endings which serve as pain receptors can be found in the superficial 

layers of the skin and in internal tissues, including the periosteum (connective tissues that 

cover bones), arterial walls, and joint surfaces, as well as the falx and tentorium (folds of 

dura matter) within the cranial vault. Although most other deep tissues contain few pain 

receptors, widespread tissue damage in these areas can cause chronic pain to occur. Pain 

receptors may be identified as being mechanosensitive (excited by excessive mechanical 

stress or damage), thermosensitive (react to excessive heat or cold), or chemosensitive 

(respond to various chemical substances). Some types of pain receptors are primarily 
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sensitive to only one type of stimuli, but most are sensitive to more than one. For instance, 

pain can result directly from muscle spasms that stimulate mechanosensitive pain receptors 

as well as indirectly from tissue ischemia that stimulates chemosensitive pain receptors 

(Guyton, pp. 592 & 594). 

Two distinct peripheral pathways are utilized to transmit pain signals into the central 

nervous system. Acute pain signals (6-30 m/s) are transmitted by small type AS fibers, and 

slow pain signals (0.5-2 m/s) are mediated by type C fibers. Both types of fibers enter the 

spinal cord from the dorsal spinal roots and ascend or descend one to three segments via the 

tract of Lissauer which is immediately posterior to the dorsal horn of the gray matter. Then, 

the fast A8 fibers terminate either in lamina I (lamina marginalis) or lamina V (medial most 

dorsal root) and excite second order neurons connected to long fibers within the anterior 

commissure that pass immediately to the opposite side of the cord and upward to the brain 

in the lateral division of the anterolateral sensory pathway. Slow type C fibers terminate on 

neurons almost entirely in laminae II and III (substantia gelatinosa), the lateral most dorsal 

fiber, pass through one or more additional short-fiber neurons and terminate mainly in lamina 

V. The last neuron in the series has long axons which join fast pathway (acute pain) fibers 

to the brain. However, a few of these fibers pass ipsilaterally to the brain and remain 

differentiated from the fast fibers. A majority of pain fibers terminate in the reticular 

formation of the medulla, pons, and mesencephalon where higher order neurons extend to 

the thalamus, hypothalamus, and other areas of the diencephalon and cerebrum. Some A6 

fibers pass directly to and terminate in the ventrobasal complex and posterior nuclear group 

of the thalamus. Fast signals are then transmitted to other areas of the thalamus or provide 
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pain localizing data to the somatic sensory cortex. Although most type C fibers terminate in 

the reticular formation of the brainstem, many signals are relayed upward into the 

intralaminar nuclei of the thalamus. This reticular activating system transmits signals into 

essentially all parts of the brain, especially upward through the thalamus to all areas of the 

cerebral cortex and also laterally into the basal regions of the brain around the thalamus, 

including the hypothalamus. Thus, these pain fibers have a very potent effect in activating 

essentially the entire nervous system to call attention to injurious processes in the body and 

to promote defense and aversion reactions designed to rid the person of the painful stimulus. 

However, signals transmitted via the slow pain pathway can be localized only to very general 

areas of the body (Guyton, pp. 594-596). 

The degree to which each person reacts to pain varies tremendously because of the 

capability of the brain to control the activation of a pain control system which employs 

transmitter substances (primarily enkephalin & serotonin) to input pain signals into the 

nervous system. This analgesia system sends signals to the periaqueductal gray area of the 

mesencephalon and upper pons, then downward to the spinal cord via raphe magnus nucleus. 

Electrical stimulation applied to either of these areas or to specific surface areas can almost 

entirely suppress many strong signals sent upward from the dorsal spinal roots. In addition, 

pain signals can be blocked in a pain inhibitory complex located in the dorsal horns of the 

spinal cord to prevent them from being relayed to the brain. The pain analgesia system can 

block both slow and fast pain signals. Numerous endogenous opiates, P-endorphin 

(hypothalamus and pituitary gland), met-enkephalin and leu-enkephalin (periventricular 

nuclei and periaqueductal gray area of the mesencephalon and pons), and dynorphin (nervous 



23 

tissues) can bind to opiate receptors in the brain, especially in the analgesia system and 

subsequently alter pain signals entering through peripheral nerves (Guyton, pp. 596 & 597). 

Other sources of pain also exist. Referred pain can be felt in a part of the body 

considerably removed from the tissues which cause the pain. For instance, back pain may 

appear to be caused by muscular spasm from much weaker pain signals originating elsewhere 

in the body. Visceral pain can be used to diagnose inflammation, disease, and other ailments 

in viscera of the abdomen and chest. Surface pain caused by diffuse stimulation of pain nerve 

endings throughout a viscus cause extreme pain, whereas visceral pain resulting from highly 

localized types of damage to the viscera rarely cause severe pain. 

Free nerve endings, which embody mechanosensitive pain receptors, become excited 

when a pain stimulus is present. The threshold for excitation of these receptors becomes 

progressively lower and lower due to continued input of pain stimulus, progressively more 

activation follows, then hyperalgesia ensues, and the pain sensation tends to become 

persistent over a period of time (Guyton, p. 598). 

According to the medical perspective, the taxonomy of pain is based on presumed 

pathogenesis. The Merck Manual of Diagnosis and Therapy, Fifteenth Edition (Berktow & 

Fletcher, 1987) stated that specific pain syndromes may be multifactorial and the etiology 

may embody combinations of nociceptive, deafferentation, and psychogenic pain. Acute pain 

is an essential biologic signal of the potential for, or the extent of injury. It is usually short 

lived and normally associated with hyperactivity of the sympathetic nervous system. 

Conversely, chronic pain persists for greater than six months, loses its adaptive role, 

vegetative signs gradually develop, and a depressed affect predominates. Chronic pain may 
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be classified either as being somatogenic or psychogenic. Somatogenic pain refers to 

physiologic mechanisms. Psychogenic pain is expressed in psychologic terms and may occur 

in the absence of an organic lesion sufficient to explain the degree of pain and disability 

being experienced. Nociceptive pain results from activation of pain-sensitive nerve fibers, 

either somatic or visceral, and usually presents as aching or pressure. On the other hand, 

deafferentation pain describes nerve tissue damage resulting from the interruption of afferent 

pathways and often presents as a burning and lancinating (piercing or stabbing) sensation. 

Consequently, pain syndromes are difficult to classify and many diagnoses are possible. 

Causation for chronic pain is elusive in nature. "For many chronic pain syndromes 

there is little agreement as to the extent and nature of physiological pathology that is 

necessary or sufficient to result in the perception of pain" (Flor & Turk, 1989). The poor 

understanding of the mechanisms underlying neuropathic pain provides a strong reason to 

actively pursue further research into the pathophysiology of these conditions so treatment can 

become more effective (Davar & Maciewicz, 1989). Consequently, Gamsa (1990) stated that 

intractable pain should not routinely be ascribed to psychological causation. According to 

Flor and Turk (1989), the major problem encountered in research is that most investigators 

fail to consider the vast literature on psychophysiology in general, and virtually no 

longitudinal studies have been reported that directly test assumed causal relationships. Flor 

and Turk stated that, "specifically, the coexistence of person-, situation-, and motivation-

specific psycho-physiological responses and its implications for research designs should be 

considered. Multiple site, measure, and stressor assessments at several points in time 
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performed on well-defined patient samples under consideration of confounding variables are 

needed." 

Although diverse factors interrelate in a complex manner to produce the pain 

experience, it is possible to distinguish between groups of pain sufferers. Chronic low back 

pain (CLBP) patients can be differentiated statistically into distinctive groups representing 

either: (a) a chronic pain syndrome depicted by high levels of pain, impairment, and 

depression; (b) a positive adaptation to pain with high levels of pain, but low levels of 

impairment and depression; or (c) good pain control represented by low levels of pain, 

impairment, and depression (Klapow, Slater, Patterson, Doctor, et-al., 1993). 

Multidimensional clustering employed by Sanders and Brena (1993) identified differential 

treatment effects of four chronic pain patient subgroups: (a) highly dysfunctional with 

moderate levels of physical pathology; (b) moderately dysfunctional with moderate levels 

of physical pathology; (c) highly functional with low levels of physical pathology; and (d) 

highly dysfunctional with low levels of physical pathology. Although subgroups 1 and 4 

showed significantly higher levels of depression, more medication usage, less activity, and 

were less likely to be working at pretreatment, they displayed the largest improvement in 

subjective pain intensity, medication usage, activity level, and return to work subsequent to 

treatment. 

Dworkin, Hartstein, Rosner, Walther, et-al. (1992) identified disease conviction, pain 

intensity, and state anxiety as discriminators between patients who did and did not develop 

chronic pain. Evidence provided by Anciano (1985) suggested that the dimensions 

underlying the description of pain may change according to the type of pain syndrome 
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sampled, and the scaling of descriptors along an intensity dimension may differ according 

to personal experience of pain. 

Psychological Processing 

Signs and symptoms provide a valuable asset in the diagnosis of chronic pain. 

However, a limited number of chronic pain patients either do not exhibit, or discontinue to 

present with, pragmatic evidence of physical dysfunction. Consequently, it becomes 

imperative that somatic symptoms be examined to determine an alternate means for 

evaluating pain. Likewise, emotional states and cognition are involved and must be 

investigated because they either influence or are altered by the chronic pain experience. 

Somatic symptoms can appear in conjunction with chronic pain. Kellner (1985) 

defined functional somatic symptoms as being associated with depression, anxiety, 

hypochondriasis, and pain which are not being caused by disease detectable by physical 

examination or routine laboratory investigations. Somatic symptoms may predispose 

psychological dysfunctions. Afflect, Tennen, Urrows, and Higgins (1992) characterized 

individuals with higher levels of neuroticism as having more chronic distress regardless of 

their pain response, pain intensity, and level of depression, because they have a tendency to 

catastrophize their pain. Smith (1992) stated that there is a prevalence of depressive disorders 

in chronic pain patients; a prevalence of depression in somatization disorder patients, 

especially women; and substantial levels of hypochondriacal and somatizing symptoms in 

patients with major depression. Lower mood and increased impairment in male chronic low 

back pain patients were related to a greater number of somatic complaints, and major 
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depression and alcohol dependence were significantly associated with increased severity of 

the assessed somatization (Bacon, Bacon, Atkinson, Slater, et-al., 1994). 

Mood refers to a pervasive and sustained state of mind or emotion, derived from a 

person's disposition or temperament, that distorts an individual's perception of the world. 

Anxiety and depression are representatives of mood states. Affect is a pattern of observable 

behaviors that expresses subjectively experienced fluctuating feeling states or emotions. One 

example of affect is sadness. Elation and anger may relate to either mood in the form of an 

obscure mind state, or as affect displayed by discernible behaviors. These mental processes 

are not to be confused with each other, nor with cognition, which is a thought, or action 

relating to the faculty of knowing as it pertains to awareness, perception, reasoning, and 

judgment. 

Gaskin, Greene, Robinson, and Geisser (1992) concluded that chronic pain adversely 

impacts upon mood, rather than negative mood being a predisposing factor in the 

development of chronic pain. Feuerstein, Carter, and Papciak (1987) questioned the role of 

negative mood states in the initiation or exacerbation of pain but highlighted the influence 

of physical mood states on low back pain. Mood states also affect influence cognition. 

According to Weinberger, Tierney, Booher, and Hiner (1990), self-esteem best predicted 

functional status and stressors had the greatest impact on psychological disability. Smith, 

Christensen, Peck, and Ward (1994), suggested that although initial depression levels did not 

predict changes in the cognitive processes of arthritis patients, cognitive distortion and 

helplessness enhanced depressed moods. 
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Anxiety pertains to future danger or misfortune, and depression results from 

perceived or actual life experiences. Anxiety describes a state of intense apprehension, 

uncertainty, and fear resulting from the anticipation of a threatening event or situation, often 

to a degree that the normal physical and psychological functioning of the affected individual 

is disrupted. Anxiety is normally accompanied by a feeling of dysphoria or somatic 

symptoms of tension. The threat may be derived from either internal or external sources. 

Depressive states are depicted as mood disorders that are characterized by an inability to 

concentrate, insomnia, and feelings of extreme sadness, dejection, and hopelessness. 

Van-Houdenhove (1991) reported that the pathogenic role of depression in chronic 

pain may be understood either in terms of interpersonal, patient/physician communication, 

or the psychodynamic framework of "hysterical/conversive" somatization links between pain 

and depression. Depression and anxiety typically accompany pain syndromes. Kuch, Cox, 

Evans, Watson, et-al. (1993) found that depression was significantly associated with 

pain-frequency, whereas anxiety was unrelated. Spence (1990) reported that levels of 

depression were higher for chronic upper limb pain patients than either acute cases or non-

injured controls, whereas anxiety was higher for chronic and acute cases when compared to 

controls. Brown, Wallston, and Nicassio. (1989) suggested that both pain and emotional 

support contributed to a change in depression over two six-month intervals. Williamson and 

Schulz (1992) stated that a variance in depression levels can be identified by objective 

(physician-rated symptoms) and subjective (self-reported health, reduction in activity, and 

pain medication utilization) means. After accounting for these factors, Williamson and 

Schulz found additional variance due to health-related concerns (e.g., health care expenses, 
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service needs), social support, and other sources of worry. Magni, Caldieron, Rigatti-Luchini, 

and Merskey (1990) determined that the effect of pain on depressive symptoms was evident 

at any income level. Turk, Okifuji, and Scharff (1995) stated that consistent with the 

cognitive-behavioral model, younger subjects demonstrated a low and nonsignificant 

correlation, but older patients displayed a strong direct association, between pain severity and 

depression. Conversely, Varni, Rapoff, Waldron, Gragg, et-al., (1996, Jun) found that higher 

patient-perceived pain intensity was associated with higher depression and anxiety, lower 

general self-esteem, and higher behavior problems. 

Depression may not be directly related to the pain experience. Osmond, Mullaly, and 

Bisbee (1985) reported that psychiatric inpatients who had previously experienced severe 

physical pain as a result of injury, illness, or surgery viewed depression as more painful than 

their physical pain. Kuch, Cox, Evans, Watson, et-al. (1993) found that depression was 

significantly associated with pain-frequency and more closely tied to the subjects' ability to 

function than to the experience of pain. On the other hand, Krishnan, France, and Houpt 

(1985) suggested that the occurrence of major depression with chronic back pain was related 

to a genetic vulnerability to depression. Nevertheless, Sullivan, Reesor, Mikail, and Fisher 

(1992) argued that although clinically significant depression may be present in more than half 

of chronic low back pain patients seeking treatment, many may be experiencing prolonged 

distress solely as a result of not receiving treatment for depression. 

Social Interactions 

Involvement in society, social institutions, and social relationships can produce either 

positive or negative benefits. A patient's attitude, marital status, type and level of support, 
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are important factors in determining the prognosis of a chronic pain sufferer. Feuerstein, Suit, 

and Houle (1985) suggested the presence of both stress and operant mechanisms in the 

modulation of pain in the family environment, while operant and distraction mechanisms 

appear to characterize the relationships among work environment factors and pain. 

Feuerstein, Suit, and Houle (1985) stated that characteristics of the family and work 

environments were most predictive of the affective and evaluative dimensions of pain 

experience (sensory, affective, evaluative). Feuerstein, Suit, and Houle also found that the 

social climate, including family conflict, family control, general stress, and psychological 

distress (anxiety and depression) were elevated in chronic low back pain patients. Feuerstein, 

et-al., also stated: (a) increased pain and less distress resulted in increased family conflicts; 

(b) increased pain but not distress resulted in less peer cohesion, less physical comfort, and 

less job clarity; and (c) work pressure was associated with decreased depression and less 

pain. 

Operant conditioning may influence chronic pain patients to engage in pain behavior 

because they receive positive reinforcement from the social environment (Gil, Keefe, 

Crisson, & Van-Dalfsen, 1987). Jamison and Virts (1990) determined that patients with 

supportive families reported significantly less pain intensity, less reliance on medication, and 

greater activity levels than those with non-supportive families who tended to have liability 

and work-related injuries. Subsequent to self-management intervention, DeVellis, DeVellis, 

Sauter, Harring, et-al. (1986) found that loneliness and social contacts predicted pain level, 

whereas exercise predicted functioning. However, DeVellis, DeVellis, Sauter, Harring, et-al. 

stated, "naturally occurring variations in social support had a significant effect on outcome." 
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The type and level of support can alter circumstances. Kulik and Mahler (1989) 

examined the relationship of naturally occurring social support from the spouse of male 

coronary-bypass patients and found that married patients who received more support while 

in the hospital took less pain medication and recovered more quickly than low-support 

patients. Helgeson (1991) found that recovery from myocardial infarction was hampered 

when coronary risk factors, myocardial infarction severity, and psychological distress were 

not disclosed to spouse. Kulik and Mahler also reported that the perceived quality of a 

marital relationship was not significant. Kulik and Mahler further stated that "speed of 

recovery for unmarried individuals was generally slower than for married, high-support 

patients, and faster than for married, low-support persons." While examining the influence 

of emotional social support on depression, Coombs, Roberts, Crist, and Miller (1989) 

determined that three months after coronary bypass surgery patients' beliefs about physical 

recovery became the most important determinants of their psychological status. Subramanian 

(1991) indicated that patients with high levels of perceived partner support achieved better 

psychosocial adjustment. Spouses provided more social support in response to arthritis 

patients' expression of greater pain and depressed mood (Revenson & Majerovitz, 1990). On 

the other hand, Revenson and Majerovitz found that spouses provided more problematic 

support when experiencing greater stress or when the patients' disease was more advanced. 

Faucett and Levine (1991) investigated the influences of social support and interpersonal 

conflict on chronic pain and found that for arthritis patients, less intense pain was associated 

with higher family conflict and more punishing responses from the significant other to pain, 

and for patients with myofascial disorders, more intense affective pain was associated with 
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higher social network conflict. Faucett (1994) stated that depression severity, regardless of 

the type of painful disorder or the severity of pain, was associated with the quality of close 

relationships. Conflicts with the significant other or low overall support from the social 

network predicted more severe depression. 

Although social factors affect many facets of the chronic pain experience, Toomey, 

Haggerty, Raft, and Strogatz (1982) found that psychological and social factors provided 

only a min imal contribution to repeated clinic attendance. Smith, Dobbins, and Wallston 

(1991) surveyed "potential antecedents of adjustment (pain, psychosocial impairment, social 

support, and control beliefs), self-perceived level of competence, and level of adjustment 

(life satisfaction and depressive symptomatology)" of arthritis sufferers three times at 

six-month intervals. Strong evidence, but no significant outcome, was obtained for perceived 

competence as a mediator of adjustment longitudinally (Smith, Dobbins, & Wallston,1991). 

Dolce and Raczynski (1985) proposed that back pain may result from a 

pain-spasm-pain cycle related to both splinting or protective posturing associated with 

physical damage and by psychological and environmental stress. When an individual suffers 

from chronic pain, changes in employment status may be responsible for an increase in stress 

and pain levels. Therefore, it is important to investigate employment conditions to identify 

possible stressors that may reduce the quality of life and contribute to the pain experience. 



CHAPTER 4 

ASPECTS OF EMPLOYMENT CONDITIONS 

Employment status can be represented by many conditions. Employment refers to any 

work activity resulting in some form of compensation and pursued as a means to maintain 

a person's livelihood, whereas being unemployed refers to the state of being idle, inactive, 

or jobless. Homemakers, who share their spouses' income, and retired persons, who receive 

continuing income for former work activity, best meet the specifications of the employed 

category because they are being compensated for work activity. Volunteering is considered 

to be a separate category of employment status because provision ot services without receipt 

of income can neither be considered as employment or re-employment. Re-employment 

signifies a return to a former job or new job within the same organization. 

Viney (1985) stated that little literature on unemployment addressed being out of 

work and most of that data was anecdotal and descriptive. However, according to Viney, 

"There seems to be little that people experience which their work roles do not affect" because 

being unemployed has a devastating effect on mental and physical health. Using data 

presented in On Death and Dying (Kubler-Ross, 1969), Winegardner, Simonetti, and 

Nykodym (1984) proposed that the consequences of being unemployed coincided with the 

five distinct stages confronting people who face death or other serious emotional traumas: 

denial and isolation, anger, bargaining, depression, and acceptance. Additionally, 

Winegardner, Simonetti, and Nykodym reported that despite individual variances in these 
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five stages, unemployed and terminally ill persons generally shared major problems relating 

to their finances, self-esteem, negative feelings, mental health, and communication with 

family and friends. Frese and Mohr (1987) reported that prolonged unemployment or 

re-unemployment led to depression, reduced hope, and financial problems, whereas being 

employed or retired led to reduced depression and financial problems. Lynd-Stevenson 

(1996) determined that hopelessness theory was a major factor in determining the levels of 

depression suffered by unemployed young adults. Because the repercussions of 

unemployment compare to those experienced by pain sufferers, employment status can also 

have an impact upon physical functioning, psychological processing, and social interactions. 

Health Outcomes 

Although the economic effects of lost wages and increased unemployment benefits 

are obvious, hidden costs of health crises, suicide, mental illness, and imprisonment cannot 

be calculated (Shelton, 1985). Kessler, House, and Turner (1987) determined that 

unemployment influenced self-reported physical health, somatization, anxiety, and 

depression. Viinamaki, Koskela, Niskanen, and Arnkill (1993) reported that unemployed 

persons who experienced insufficient social support, perceived a poor financial situation, felt 

uncertain about their future, believed that their health was poor, and drank excessively, 

exacerbated their already impaired well-being. Involuntarily unemployed workers 

experienced significantly higher levels of depression, anxiety, somatization, and self-reported 

physical illness than employed people (Turner, Kessler, & House, 1991; Claussen, Bjorndal, 

& Hjort, 1993). Linton (1990) examined the relationship between lifestyle, ergonomic, and 

psychosocial workplace factors and musculoskeletal pain and concluded that: (a) a 
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combination of a poor psychosocial work environment and exposure to either lifting, 

monotonous work tasks, vibration, or uncomfortable work postures produced the highest risk 

for increased neck and back pain; (b) inconsistent eating habits and smoking caused an 

increase in the risk for neck and back pain, whereas a lack of exercise or consumption 

alcohol were not significantly related to elevation in risk; (c) the type of work and social 

support were also relevant factors in determining risk. 

Age, sex, social class, job commitment, and personal vulnerability are involved in 

determining an individual's response to becoming unemployed (Warr, 1983). Schwefel 

(1986) reported that in the German-speaking countries illness can be caused by employment 

when unfavorable working conditions or stress exist or occur in the elderly unemployed and 

children of unemployed persons. Turner (1995) found effects of current unemployment on 

health to be strongest among college-educated persons who represent higher status victims 

of job loss. Conversely, Schwefel stated when social security, alternative social roles, and 

useful activities are available, unemployment may enhance health because stress and role 

overload are reduced. Therefore, related psychosocial factors must also be investigated. 

Psychological Impact 

Paid work is linked to psychological well-being (Viney & Tych, 1984-85). Persons 

who become unemployed, had over twice the risk of increased depressive symptoms than 

those who remained employed (Dooley, Catalano, & Wilson, 1994). The unemployed 

person s age, and duration of unemployment affect psychological functioning. Jackson and 

Warr (1984) found that middle-age persons with a longer duration since job loss suffered 

greater anxiety, depression, low self-esteem, and distress, but no association between 
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unemployment duration and psychological ill health could be detected for persons who were 

recently re-employed or close to retirement age. Mallinckrodt and tretz (1988) stated that 

psychological problems occur across all age groups, but older workers may be affected more 

than others by job loss. 

Shamir (1986a) identified three significant indicators of psychological state: (a) work 

involvement was directly related to lower morale and indirectly related to higher levels of 

depression and anxiety, (b) people with low work involvement were likely to suffer more 

from unemployment and to gain more from finding employment than those with high work 

involvement, and (c) the Protestant work ethic endorsement did not moderate the relationship 

between employment status and psychological state. Self-esteem was also found to be a 

mediator in the relationship between employment status and psychological well-being 

(Shamir, 1986b). 

Mood states can become altered when people lose their jobs. Viney (1985) compared 

high- and low-stress groups to unemployed persons and reported that the unemployed 

expressed their anger directly instead of indirectly and endured more anxiety and depression, 

but did not experience variations in good feelings, competence, uncertainty, helplessness, nor 

alienation not experienced by the stress groups. Viney also concluded that unemployed 

individuals suffered greater loneliness, guilt, and shame due to increased anxiety and 

sustained alienation across all types of relationships. Feelings of shame were associated with 

the presence of minor affective disorder and were also closely related to states of depression 

and anxiety (Eales, 1989). 
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The perceived causation for unemployment varies between individuals. Furnham 

(1984) stated that persons with dissimilar employment status, educational level, commitment 

to work, and political beliefs provide different explanations to describe the basis of 

unemployment. Feather and Barber (1983) reported that unemployed persons attributed their 

depressive symptoms to internal causes for unemployment, to low self-esteem, and to 

feelings of helplessness. Feather (1987) determined that people in general, who were either 

low in depression, high in masculinity, or high in self-esteem rated the causes of positive or 

good events as more internal, stable, and global than the causes of negative or bad events. 

Despite these findings, Feather and Barber (1983) concluded that attributional variables 

accounted for a relatively low amount of variance in depression. 

Psychological conditions can differentiate unemployed persons from others. 

Llaussen, Bjorndal, and Hjort (1993) reported that the prevalence of mental disorders was 

reduced by being employed, re-employed persons were 45% as likely to experience 

depression as those who remained unemployed, and the chances of being re-employed could 

be reduced by 70% if an individual had received a psychiatric diagnosis. Kessler, Turner, and 

House (1988) reported that there were significant elevations of depression, anxiety, 

somatization, and self-reported physical illness among currently unemployed adults, but 

symptoms were greatly reduced by re-employment. Broman, Hamilton, Hoffman, and 

Mavaddat (1995, Dec) concluded that the effect of long-term unemployment upon distress 

and drinking was more severe among less educated workers. Additionally, they determined 

that the association with long-term unemployment and depression was greater for men than 

women, and marriage affected men's responses but not those of women and replies of 
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Caucasians but not African-Americans. Payne, Warr, and Hartley (1984) did not identify 

significant differences in the psychological health of unemployed unskilled and semi-skilled 

workers and white-collar managerial and professional workers. Results presented by Feather 

(1983) support the expectancy-valence prediction that depression will be positively related 

to the level of a person's need to obtain a job and the attractiveness of employment. For those 

who had received compensation, Sprehe (1984) suggested that chronic unemployment was 

more highly correlated with chronic depression and emotional instability than with prior 

training, ability, prior injury, or prior job status. On the other hand, Bishop, Edgley, Fisher, 

and Sullivan (1993) determined that employment was not a factor when diagnosing 

depression. Likewise, Rauma (1993) conducted a longitudinal study pertaining to the distress 

suffered as a result of plant closings and found that distress in the unemployed at one year 

and two years after plant closings was related to an earlier frequency of symptoms of 

depression. 

After accounting for the negative life change and the level of social support that is 

provided, the quality of support in family and work environments can be used to predict 

psychosomatic complaints and depression (Holahan & Moos, 1982). Vinokur, Price, and 

Caplan (1996, Jul) reported that financial factors had a significant impact upon the 

depressive symptoms of both partners, partners withdrew social support and increased social 

undermining, and relationship satisfaction decreased. Unemployed persons experienced 

reduced social contacts and exhibited more depressive symptoms (Jones, 1989-90). Except 

for young married females, 17-24 years of age, who accounted for most of the depressive 

symptomatology, married males and females experienced the same levels of depression 
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(Ensel, 1982). Nevertheless, Ensel reported that generally, unmarried females were the most 

depressed of all sex marital status groupings, and unemployed females or females in school 

suffered the most depression. Friedemann and Webb (1995) did a 6-year follow-up of 

persons who suffered economic stress or unemployment. They determined that stressed 

families appeared to grow stronger, mental health had a negative correlation with family 

problems, and wives maintained their depression over time, whereas husbands, irrespective 

of marital problems, were less likely to remain depressed. Cochrane and Stopes-Roe (1981) 

suggested that "being married acts to keep a potential patient out of the hospital rather than 

to reduce symptoms." Additionally, Cochrane and Stopes-Roe reported that the employment 

status of women was a major predictor of symptom levels, especially in depression, and 

women with unemployed husbands were generally reported higher levels of depression, but 

there was no reciprocal effect of wives' employment status on their husbands. Because social 

networks diminish subsequent to becoming unemployed, Jones (1991) stated that the amount 

of contact with close friends could be used to predict the level of depressive symptoms and 

to determine the probability of re-employment. 

Sociological Consequences 

The intervening effects of financial strain which, in turn result in negative health 

effects, and heightened vulnerability to other stressful life events influence the overall stress 

resulting from unemployment (Kessler, Turner, & House, 1987 &1988). 

Social interactions and support can be affected by unemployment. Warr (1983) 

reported that unemployment restricts activities and interpersonal contact, reduces skill 

development and utilization, and changes a person's social position mid self-concept. Results 
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from a survey of people whose plant closed six months earlier indicated that those who 

considered social support insufficient experienced impaired mental well-being more often 

than those who rated social support as being good or adequate (Viinamaki, Koskela, 

Niskanen, & Arnkill, 1993). Holahan and Moos (1982) asserted that men depend more upon 

the work environment for support than do women, whereas unemployed women retain a 

potent source of social support within the family environment. Worth and work were strongly 

associated, and worth is associated to autonomy (Viney & Tych, 1984-85). Bolton and Oatley 

(1987) concluded that depression is likely when a source of social interaction important to 

the development of a sense of worth is lost and no alternative means of experiencing this 

worth is presented by other relationships. 

Perceived causation of unemployment can also affect the level of social support that 

is achieved. Furnham (1984) suggested that employed persons would be unsympathetic 

toward the unemployed if they attribute causation to a person's laziness, unwillingness, or 

social security, but would be helpful and sympathetic if job loss resulted from conditions 

over which the person had no control. 

The relationship of self-esteem to employment status is disputed. Unemployed males 

and females suffered greater depression and self-esteem than employed persons (Feather, 

1982). Feather and Bond (1983) reported that unemployed persons were less organized and 

less purposeful in their use of time because of increased depressive symptoms and lower self-

esteem. In a study conducted with spinal cord injured adults, who generally have a high 

unemployment rate, Coyle, Lesnik, and Kinney (1994) determined that leisure satisfaction 

(43%) in combination with self-esteem and health satisfaction (16%) were the most 
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significant predictors of the quality of life satisfaction. Jex, Cvetanovski, and Allen (1994) 

reported only a modest relationship between unemployment and psychological strain, but 

found that for unemployed women, low levels of self-esteem were associated with high 

levels of depression and anxiety. However, Shamir (1986b) stated that for educated Israelis, 

"depressive affect, morale, and anxiety were affected by employment status, but self-esteem 

was neither sensitive to employment status nor to changes in employment status." 

Ethnic variations have also been investigated. Warr, Banks, and Ullah (1985) 

reported that unemployed Afro-Caribbean males experienced significantly lower levels of 

distress and depression than did Caucasian males, but no differences in anxiety, financial 

strain, or concern about being unemployed were identified. Dressier (1986) studied the 

relationship between unemployment and mental health in a Black community in the southern 

United States, and in addition to showing that unemployment was significantly related to 

higher depressive symptoms, reported that low household income and the occurrence of other 

life events had an effect upon unemployment. 

Adolescents experience many of the same difficulties encountered by adults. Patton 

and Noller (1984) began by testing high school students prior to leaving school, then 

assessed returning, employed, and unemployed students five months later, and demonstrated 

that the unemployed encountered greater depression, increased external locus of control, and 

decreased self-esteem. Lennings (1993) found that the activity level of employed and 

unemployed adolescents proved to be a significant variable strongly associated with mood 

and self-esteem measures, but no significant effect was found between locus of control and 

either employment status or activity levels. However, Lennings reported that although trait 
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personality did not differ greatly, unemployed youths experienced greater current emotional 

disturbances. Branthwaite and Garcia (1985) concluded that youth opportunities programs 

reduced depression associated with being unemployed, but did not provide the psychological 

benefits derived from permanent employment. 

Many perspectives have been advanced concerning the formulation of a counseling 

approach that will best serve needs of the unemployed. Furnham (1984) felt that assistance 

to the unemployed should conform to an individual's beliefs about their joblessness and 

perceived level of control over existing circumstances. Muller (1992) suggested that personal 

development training for women, could enhance their self-esteem and employment, 

education, and training options. Price, Van-Ryn, and Vinokur (1992) used current depressive 

symptoms, low social assertiveness, and financial hardship and determined that job search 

intervention was most beneficial for persons with a higher risk for depression. Counselors 

should be cognizant of the significant relationship that exists between the duration of 

unemployment and remaining benefits and older chronically unemployed adults' perceived 

control, depression, and loneliness, as well as, their assertiveness, lack of shyness, and the 

ability to take another's perspective (Hansson, Briggs, & Rule, 1990). Rife and Belcher 

(1994) argued that an intervention strategy (Job Club) designed to assist older workers in 

regaining employment was more effective than traditional job search assistance strategies 

(government and commercial placement agencies), and participants reported lower levels of 

depression after completing the program. Vinokur, Price, and Schul (1995) suggested that 

unemployed workers at high-risk for depression would have enhanced re-employment and 

mental health outcomes if they received timely training in job-search and problem-solving 
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skills and inoculation against setbacks. Liptak (1991) provided a comprehensive leisure-

oriented approach to counseling that requires unemployed persons to produce 

self-assessment, work-leisure information, decision making, and action planning for the five 

stages presented by Kubler-Ross (1969). 

Shelton (1985) felt that unemployment was such a tragic and costly experience for 

the individual, the family, and our society in general, that funding should be increased to help 

the unemployed. On the other hand, Pryor and Ward (1985) stated that counseling, no matter 

how good, would never be able to solve the unemployment problem, because it is economic, 

not psychological, in nature. 

Interactions between the chronic pain experience, employment conditions, or both 

and biopsychosocial stress or stressors must be considered when evaluating the level of 

success achieved in coping. The ability to cope with chronic pain or stress due to 

employment status, in conjunction with the copying style employed and the level coping 

resources available, can influence individual behavior. 



CHAPTER 5 

APPRAISAL OF COPING EFFECTIVENESS 

It is extremely difficult to define an individual's chronic pain experience because 

ambiguity is involved. Likewise, determining the influence of the chronic pain experience 

or employment condition on depressive episodes is equally challenging. Although objective 

and subjective measures may be available to evaluate pain and unemployment experiences, 

subjective measures are often utilized because little objective evidence of signs and 

symptoms is available. It is imperative that data pertaining to an individual's physical, as 

well as psychosocial and behavioral functioning, be acquired to properly evaluate levels of 

pain, depression, and anxiety resulting from stress or stressors endured when experiencing 

chronic pain or changing current employment status. Consequently, measures with proven 

merit must be selected to accomplish this objective. 

Coping is defined as the ability to contend with difficulties or the act of overcoming 

such challenges. Hughes, Pearson, and Reinhart (1984) provided a more comprehensive 

definition when they stated that coping was an ongoing process requiring stress assessment, 

stressor identification, development and implementation of a skills-acquisition program, and 

reassessment of stress levels and program results. 

Stress and pain relationships can be bidirectional. The pain experience may influence 

the level of stress that is encountered, and conversely stress may alter the level of pain that 

is perceived. There is also a possibility that changes in employment status can create 
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variances in stress level. Subsequently, should one or more of these conditions be 

encountered by an individual, modifications in physical functioning, psychological 

processing, and interactions within the social environment can be expected to develop and 

alter that person's reactions. 

Coping with the Pain Experience 

Stressors can influence pain levels. Although physiological factors can be responsible 

for stressors in mediating the pain experience, Flor and Turk (1989) stated that when data 

from only the most methodologically sound studies are used, physiological baseline levels, 

regardless of type of measure, are not generally elevated in chronic pain patients. Leavitt, 

Garron, and Bieliauskas (1979) found that the mere occurrence of stressing events among 

persons without evidence of organic disease does not predispose them to develop low back 

pain, but stress seems to exacerbate certain types of pain which are dissimilar in persons with 

and without organic symptoms. Uden (1994) reported that social and psychological factors 

had a greater impact upon rehabilitation than did physical problems. 

Hyytiainen and Uutela (1991) determined that organizational factors maHp some 

contribution to low back pain, but such influences were mainly physical in origin. Smith and 

Wallston (1992) derived a model of appraisal, coping, and adaptation in patients with 

rheumatoid arthritis from the more general theory of Lazarus and Folkman and suggested that 

helplessness appraisals, passive coping with pain, and psychosocial impairment produce a 

vicious cycle that promotes maladaptation to pain. 

On the other hand, the pain experience can influence biopsychosocial factors that 

contribute to the development of stress. According to Sullivan, Edgley, Mikail, Dehoux, 



46 

et-al., (1992), pain severity and avoidance coping were significant predictors of depressive 

symptomatology, pain severity, and illness duration, whereas behavioral coping measures 

were significant predictors of health care utilization. Feuerstein, Carter, and Papciak (1987) 

found significantly higher levels of tension, anxiety, and fatigue as well as lower levels of 

vigor in pain cases. von-Korff, Dworkin, le-Resche, and Kruger (1988) found pain patients 

to have higher levels of anxiety, depression, and non-pain somatic symptoms; poorer 

self-rating of health status; and more family stress. Atkinson, Slater, Grant, Patterson, et-al. 

(1988) determined that chronic low back pain patients with depressed mood were more likely 

to be in a high-stress condition, and the increased stress appeared to be a direct consequence 

of back-pain-related life events. However, Turner, Clancy, and Vitaliano (1987) discovered 

that less than half of their subjects identified pain or physical limitations as their primary 

stressor, and when this did occur, resultant stress was considered to be due to significant 

differences in average pain during the past week, coping strategies, and stressor appraisal 

rather than to the experience of pain or physical limitations. 

Biglan (1991) attributed depressed or chronic pain behavior to the experience of 

negative emotion and suggested that if a person could not reduce aversive stimulation, a 

pattern of distressed behavior would develop that conforms to the unique social 

contingencies surrounding such behavior. Weickgenant, Slater, Patterson, Atkinson, et-al., 

(1993) found that CLBP patients with concurrent depressed mood, compared to those with 

CLBP only, displayed an increased rate of passive-avoidant coping responses. On the other 

hand, Burckhardt (1985) reported that patients who perceive a higher quality of life believed 

themselves to be intelligent, efficient, and friendly; felt that they were responsible and in 



47 

control of their health; believed they held the power to cure themselves; believed they could 

rely on several people for physical help, advice, and social time; and displayed a low 

negative attitude toward illness. 

Adapting to Employment Conditions 

The level of stress encountered due to changes in employment status is dependent 

upon projected attitudes and encountered circumstances. Vinokur and Caplan (1987) stated 

that the main determinants of job-seeking intentions were job seeking attitudes and perceived 

social pressure to seek re-employment. Wait (1983) stated that many unemployed persons 

reported psychological deterioration, including increased anxiety, depression, and irritability, 

after losing their jobs, but some individuals improved because of reduced job-related stress. 

Melzack, Katz, and Jeans (1985) found that pain patients receiving worker's compensation 

had significantly lower affective or evaluative pain scores and made fewer visits to health 

professionals than those not receiving compensation. Tait, Chibnall, and Richardson (1990) 

showed that although litigating worker's compensation subjects reported less distress than 

non-litigants, the distress levels of litigating working subjects were higher than the non-

litigants. Reynolds and Gilbert (1991) suggested that the psychological impact of 

unemployment was moderated by complex interactions between vulnerability and protective 

factors. 

The manner in which individuals cope with unemployment is instrumental in 

determining future events. Jones (1989) found: low-stress adaptations to unemployment: 

persons who were either unaffected, viewed the event as a blessing in disguise, or those who 

cycled between having a job and being unemployed; and high stress adaptors who were either 

: in 
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anxious but coping or experiencing dysfunctions in their attempts to adapt. Hamilton, 

Hoffman, Broman, and Hamilton, Hoffman, Broman, and Rauma (1993) determined that 

workers whose coping decisions at the one year point fit with their two year outcomes, those 

who both wanted and found a job, lost a job they disliked, or remained unemployed as 

planned, did not experience depression. Likewise, implementation of an effective job search 

by persons experiencing involuntary job loss, reduced the number of severe episodes of 

observed depression and diminished the likelihood that high risk persons with depressive 

symptoms, low social assertiveness, and financial hardship would ever experience a severe 

episode of depression (Price, Van-Ryn, & Vinokur, 1992). 

It has been shown that mood state and cognitive functioning are affected by suffering 

pain or by changing employment status. However, levels of influence of these factors must 

be determined to ensure a valid comparison is made between chronic pain experiences and 

employment conditions. 

Depicting Pain Behavior 

Features of the pain experience must be ascertained to distinguish between patients. 

Mikail, DuBreuil, and D Eon (1993) stated that pain description, general affective distress, 

coping, support, and functional capacity best describe the pain experience with minimal 

overlap. McGill (1983) concluded that the MMPI was a valuable asset in understanding 

patients' pain-coping behaviors but could not confirm the utility of the MMPI in 

understanding treatment response. Vlaeyen, Pernot, Kole-Snijders, Schuerman, et-al. (1990) 

developed an objective measurement device which focused upon: distorted mobility, verbal 

complaints, nonverbal complaints, nervousness, depression, and day sleeping. In addition, 
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Kerns, Rosenberg, and Jacob (1994) reported that the style used to inhibit expression of 

angry feelings was the strongest predictor of reported pain intensity and pain behavior, and 

anger intensity contributed significantly to the ability to predict the level of disability due to 

perceived pain interference and activity level. von-Korff, Ormel, Keefe, and Dworkin (1992) 

developed and evaluated a method of grading chronic pain severity and showed that chronic 

pain levels measured at baseline showed a significant and monotonically increasing 

relationship with depression, fair to poor self-rated health, pain-related functional limitations, 

frequent use of opioid analgesics, and frequent pain-related doctor visits both at baseline and 

at a one-year follow-up. Sorkin, Rudy, Hanlon, Turk, et-al. (1990) stated that older patients 

frequently had more abnormal physical findings than younger sufferers, but no significant 

differences were found on measures of self-reported activity, pain severity, life interference, 

and emotional or worry reactions in response to pain. 

Objective and subjective evaluations are available to determine the amount of 

pathology that is present in a specific sufferer. A medical report containing a physician's 

objective and subjective evaluations describing the categorization, description, and 

quantification of the disease, injury, and surgical procedure(s) provides the best source for 

determining the magnitude of trauma. Notes derived from personal observations of overt pain 

behavior provide sources of additional data. 

Evaluating the Psychosociological Aspects of Coping 

Persistent pain or any chronic condition, including long-term unemployment, 

influence familial, marital, social, psychological, as well as the physical aspects of a person's 

life. Numerous stressor scales or life events inventories scales have been developed to 



50 

provide the basis for psychological assessment of the stress response (see Everly & 

Sobelman, 1987, pp. 71-103). However, Lazarus (1990) argued that instead of measuring 

stress, researchers should measure emotion quality and intensity whenever possible, as well 

as cognitive-relational sources of experienced emotions. Therefore, to appraise the impact 

of the pain experience or employment status upon mood states and cognitive functioning, 

subjective measures are required. 

Waddell and Turk (1992) stated that psychological distress, in the form of anxiety and 

depression, was caused by increased bodily awareness, and the resultant pain behaviors were 

ultimately associated with the sufferer's attitudes and beliefs, coping resources, plight, the 

health-care system, and the medical-legal system. Gaskin, Greene, Robinson, and Geisser 

(1992), while analyzing the anxiety, anger, and depression, concluded that state measures 

were more strongly related to pain ratings than trait measures. Wade, Dougherty, Hart, and 

Cook (1992) also suggested that chronic pain patients present with a relatively normal 

underlying personality structure. Likewise, Waddell and Turk (1992) concluded that 

appraisal of psychological distress was far superior to other psychological measures of 

personality traits or fears and beliefs about illness. 

The Beck Depression Inventory (BDI) (Beck, Ward, Mende lson, Mock, & Erbaugh, 

1961) is a valid, reliable, and brief psychological assessment often used to evaluate mood 

states. Beck considered the BDI to be a reliable instrument because of a high correlation 

coefficient of 0.86 on a split-half item analysis and a significance of < 0.001 between the 

individual category scores, except the weight loss category which was significant at 0.01. 
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In addition, Beck stated that the BDI was valid because scores on the inventory were able to 

predict clinical ratings of Depth of Depression 85% of the time. 

Haythornthwaite, Sieber, and Kerns (1991) employed the BDI and determined that 

depressed subjects reported greater pain intensity, greater interference due to pain, and more 

pain behaviors than non-depressed individuals. Kleinke (1988) reported that both men's and 

women s BDI scores were correlated positively with age, self-blame/escape, medication, and 

watching television, and were correlated negatively with social support, problem solving, and 

indulgence. In a later study, Kleinke (1991) determined that depression scores on both the 

BDI and MMPI were positively correlated with self-blame/escape and negatively correlated 

with social support. Novy, Nelson, Berry, and Averill (1995) confirmed the adequacy of the 

BDI in measuring chronic pain constructs. 

Kleinke (1992) also identified five cognitive concepts relevant to coping with 

chronic pain: cognitive strategies, cognitive distortion, self-efficacy, helplessness, and 

catastrophizing. Cognitive distortion also accompanies depression in pain free individuals. 

Smith, O Keeffe, and Christensen (1994) reported that depressed chronic pain patients and 

depressed non-pain patients reported more cognitive distortion than did nondepressed pain 

patients and normal controls. 

The State-Trait Anxiety Inventory (STAI) (Spielberger, 1983) is most widely used 

to identify the cognitive/affective correlates of anxiety. Spielberger indicated that the STAI 

was reliable because the overall median alpha coefficients for the State-Anxiety and Trait-

Anxiety scales of Form Y in the normative samples were 0.92 and 0.90 respectively. In 

addition, Speilberger checked the validity of the STAI at each stage of development and 
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stated that, except for high school males and females 50-69 years of age, the median 

coefficients were greater than 0.50 for all groups. Moosbrugger and Schermelleh-Engel 

(1991) used the BDI and STAI to confirm relationships between trait anxiety and depression, 

and determined that patients with low perceived competence and high trait anxiety suffered 

more from their pain than those with high perceived competence or low trait anxiety. 

In evaluating the BDI, Brennan, Barrett, and Garretson (1987) concluded that the 

MMPI supported the validity of separately scoring differential relationships of sensory and 

affective factors in chronic pain patients. According to de-C.-Williams and Richardson 

(1993), because of the impact of somatization and the pattern of relationships between 

individual factor scores and measures of pain, mood, cognition, and physical functioning, the 

total BDI score may give a misleading impression of the nature and degree of affective 

disturbance in mixed chronic pain patients. Accordingly, Bishop, Edgley, Fisher, and 

Sullivan (1993) suggested a cut-off point of 15 when using the BDI as a screening measure 

for CLBP patients. 

The Pitfalls of Self-Report Measures 

It is important to realize that self-report measures can provide less than optimal data 

because patients have a tendency to exaggerate reported pain and mood levels. Therefore, it 

is essential that the sources of data be considered. In 1991, Linton determined that 

approximately 70% of chronic pain patients overestimated recalled pain. Bryant (1993) stated 

that subjects overestimated their memory for initial pain or depression. Edwards, Pearce, 

Collett, and Pugh (1992) determined that highly depressed individuals and pain patients 

showed poorer overall "true memory" than controls, but such biases were not solely the 
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consequence of response biases because they could result from differences in true memory 

ability. Kuch, Cox, Evans, Watson, et-al. (1993) concluded that the severity of anxiety and 

depression correlated significantly with self-reported impact of illness and physician-rated 

disability. Deshields, Tait, and Gfeller (1995, Sep) determined that persons with greater 

social desirability response bias reported less depression and anxiety but higher levels of pain 

severity. Accordingly, Bishop, Edgley, Fisher, and Sullivan (1993) recommended use of 

caution when utilizing self-reported measures for depression. 

Parallels Between Chronic Pain and Unemployed Experiences 

Chronic pain patients and unemployed persons share like circumstances. Stress has 

an effect upon psychological and sociological factors, as well as health outcomes. In turn, 

novel stressors are generated which compound the problem. The consequences of stress and 

stressors produce a substantial effect upon almost every aspect of their capability to 

persevere. According to Selye, adaptation energy is finite and wise choices must be made to 

prevent a breakdown in the weakest link as a person passes through the alarm reaction, 

resistance, and exhaustion stages. Otherwise, a person's body can be overtaxed by continuing 

activation of automatic physiological processes or by the lack of physical conditioning 

necessary to resist impinging stressors. Lazarus and Folkman focused upon the ongoing 

cognitive and behavioral effort being expended to manage stressful demands and argued that 

the coping style employed will determine the level of emotional response. 

The magnitude of lifestyle change has a significant impact upon individuals. In most 

cases financial condition deteriorates to a level that causes anxiety and worry to dominate 

thoughts. In turn, almost every facet of these individual's daily routines becomes disrupted 
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and the symptoms of depression begin to surface. Spousal and family relationships suffer, 

social and community interaction decreases, then they become isolated and develop a sense 

of helplessness. 

Although multidimensional factors are involved, and each person copes in a unique 

manner, the levels of depression and anxiety experienced by pain sufferers and unemployed 

persons appear to be commensurate. Therefore, it seems that further investigation in 

necessary to determine if this premise can be supported by factual data. 



CHAPTER 6 

RESEARCH DESIGN 

Purpose 

This study was conducted to determine if stress resulting from unemployment had 

an influence upon the level of depression and anxiety suffered by chronic pain patients or 

vice versa. The intent was to determine if alternative measures needed to be established to 

more successfully rehabilitate and return pain sufferers to employed status. 

Hypotheses 

Several hypotheses relating to comparisons of the levels of depression, anxiety, stress, 

and pain between chronic pain experiences and employment conditions were tested: 

1. Employment status will produce a significant main effect. 

2. Unemployed persons experience significantly higher levels of depression and anxiety 

than do employed individuals. 

3. Chronic pain patients experience significantly greater levels of depression and anxiety 

than do persons not suffering from chronic pain. 

4. Unemployed individuals suffer from significantly greater levels of stress than do 

employed persons. 

5. Chronic pain experience does not significantly interact with employment status. 

6. Unemployed chronic and acute pain sufferers experience significantly higher pain 

levels than do their employed counterparts. 
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In addition, analyses of collected data were performed to determine if commonalities existed 

to differentiate chronic pain and unemployed experiences. 

Method 

Participants 

Four groups, each consisting of 24 members, and representing approximately 

matched samples based upon gender, age, ethnic background, and socioeconomic level, were 

created. This design was selected because an expected medium effect size (f= 0.25), based 

upon 96 subjects and a significance level of 0.05, would produce a numerically high level 

{(p = 0-80 to 0.90) of statistical power (Cohen, 1988, Chapter 1; Winer, Brown, & Michels, 

1991, pp. 120-128). 

To be selected for participation in the study, individuals must have remained in one 

of the following identified conditions for at least six months and currently be free of any 

other illness or injury. The UP group was comprised of chronic pain patients who were 

unemployed. An EP group consisted of persons with chronic pain who were working. The 

UN group included individuals who were unemployed and not suffering chronic pain (non-

pain). The EN group (control group) was formed using non-pain, working persons. 

To further define group membership requirements, additional criteria were 

established. To be placed in the UP or EP groups, pain sufferers had to have a current 

diagnosis of chronic pain from a physician. For assignment to the UN or EN groups, pain-

free individuals currently had to be without pain and must not have endured any type of pain 

of more than 7-day s duration during the previous 6-month period. To receive the unemployed 

label and placement in the UP and UN groups, persons had be idle, inactive, or jobless; not 



57 

be unemployed because of seasonal events or circumstances that surface on a periodic basis 

(e.g. "laid off ' for plant retooling); and receive no income other than unemployment pay, 

workers' compensation, disability, or welfare payments to maintain their livelihoods. 

Participation in the EP or EN groups demanded that individuals have a primary source of 

income to maintain their households. These subjects had to either be involved in full-time 

(at least 36 hours per week) paid work or be receiving compensation at a level they deemed 

adequate to maintain their desired lifestyle (included retired persons receiving pension 

income, and homemakers where the couple had elected to share one source of household 

income). 

Volunteers with varied backgrounds were identified at numerous locations aid asked 

to participate to ensure that group composition would represent a balanced cross-section of 

these populations. The majority of subjects assigned to the UP and EP Groups were in 

functional restoration programs at the Mid-Atlantic Center for Pain Medicine (MACPM), 

Presbyterian Orthopaedic Hospital, 120 Providence Road, Charlotte, NC 28207. They were 

receiving pain and coping therapies presented by interdisciplinary care-teams consisting of 

medical doctors specializing in psychiatry, rheumatology, or anaesthesiology; clinical health 

psychologists who presented individualized and group sessions; nurses who also functioned 

as case managers; and physical and occupational therapists. Most of the UP group were either 

in- or out-patients in the MACPM Comprehensive Program participating on an 8-hour/day, 

5-day/week, 4-week schedule; whereas the preponderance of the EP group were out-patients 

in the MACPM Intermediate Program and attended on a 4^-hour/day, 2-day/week, 6-week 

schedule. Data were obtained from persons in all stages of treatment because patients were 
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admitted into these programs on a weekly basis. A few individuals receiving care at the 

Charlotte Spine Center, 2001 Randolph Road, Charlotte, NC 28207, also participated in the 

EP group. Most subjects assigned to the UN group were welfare recipients who had been 

directed to report to the Mecklenburg County Department of Social Services at Freedom 

Mall, Interstate 85 and Freedom Drive, Charlotte, NC 28208, to enroll in the "Work First" 

Program. In addition, a few persons provided UN group inputs at Creative Staffing Services, 

4508 East Independence Boulevard, Charlotte, NC 28205. The majority of EN group 

members and persons assigned to other groups were either associated with these 

organizations, family members/friends of workers at these locations, or individually solicited. 

Assessments 

The Personal Data Questionnaire (PDQ) was developed by the experimenter and 

utilized to collect demographic and other pertinent background information to classify 

individuals for group assignment. Written permission was obtained to use the Beck 

Depression Inventory (BDI), and State-Trait Anxiety Inventory for Adults, Forms Y1 and Y2 

(STAI) to collect data, and the administration manuals and assessment forms were 

purchased. Then, the evaluations were administered in accordance with the supplied 

manuals. The BDI was used to estimate the overall severity of depression, whereas, the STAI 

was used to assess current levels of depression, to differentiate state-anxiety (apprehension, 

tension, nervousness, and worry) from unavoidable real-life stressors, as well as from general 

depression and trait-anxiety (neurotic anxiety and motivational/drive levels). 
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Materials 

All rights are reserved for the BDI (Copyright © 1978 by Aaron T. Beck) and STAI 

(Copyright © 1968,1977 by Charles D. Spielberger and Copyright © 1983 by Consulting 

Psychologists Press, Inc.). Reproduction or transmission in any form or by any means, 

electronic or mechanical, including photocopy, recording, or any information storage and 

retrieval system, are prohibited without permission in writing from the publisher. Permission 

was granted in writing from The Psychological Corporation®, Harcourt Brace & Company, 

San Antonio, to purchase a BDI Manual (Beck and Steer, 1993) and 120 original forms to 

conduct this study. The use of originals was dictated because the publisher absolutely 

prohibits duplication of the BDI and does not grant permission to copy the BDI assessment 

regardless of intended use. Mind Garden, Palo Alto, provided written authorization for the 

experimenter to reproduce the STAI form for one year (a maximum of 200 copies) from the 

date of purchase for non-commercial (payment not received) and personal use only (for 

research). All other materials necessary for conducting this study were prepared and 

disseminated by the experimenter to specified recipients. 

Materials required to complete this study included: (a) informed consent forms 

prepared for the signatures of senior managers (Appendix A); (b) informed consent forms 

prepared for the signatures of the representatives appointed by senior managers (Appendix 

B), and instructions for obtaining study data (Appendix C) and control number logs 

(Appendix D) for use by these appointed representatives; and (c) informed consent forms 

prepared for the signatures of persons voluntarily electing to participate in the study 
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(Appendix E), and the BDI (original), STAI (duplicated with permission), and PDQ 

(Appendix F) self-evaluation questionnaires to be completed by the subjects. 

In addition to classification data, stress and pain rating scales, developed by the 

experimenter (Table 1), were included in the PDQ. 

0 None 0 None 
1 Unaware of stress 1 Unaware of pain 
2 Unnoticeable during normal activities 2 Unnoticeable during normal activities 
3 Noticeable when not busy 3 Noticeable when not busy 
4 Noticeable at all times 4 Noticeable at all times 
5 Slight restriction of duties 5 Slight restriction of duties 
6 Lifestyle disrupted 6 Lifestyle disrupted 
7 Need help with some daily tasks 7 Need help with some daily tasks 
8 Very restricted, often in bed/medicated 8 Very restricted, often in bed/medicated 
9 Hospitalization required 9 Hospitalization required 

10 Incapable of functioning 10 Brief excruciating pain; barely conscious 

Table 1 - Anchored Stress & Pain Rating Scales 

Procedures 

Senior managers of hospitals, clinics, pain treatment and rehabilitation facilities, 

government employment offices, private placement agencies, and businesses were contacted 

and invited to participate in a psychosocial study pertaining to the relationships between 

unemployment, depression, and anxiety. Upon agreeing to meet with the experimenter the 

senior representatives were requested to: (a) review study materials to ensure a complete 

understanding of what was expected to assure standardized data collection, then (b) sign the 

informed consent form (Appendix A), and (c) appoint representatives within their 

organizations to accomplish the specified procedures. 
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Appointed representatives were identified and briefed by the senior representatives. 

Then, the experimenter provided the materials necessary to collect data. It was explained that 

by volunteering to work with the experimenter, they would be expected to: (a) review these 

materials to ensure a complete understanding of what is expected and to assure standardized 

data collection, then (b) sign the informed consent form (Appendix B), and (c) accomplish 

the following instructions to obtain data (Appendix C). The appointed representatives 

accomplished the following: 

1. At convenient times, while serving patients, clients, or fellow employees in the 

completion of routine duties, ask these persons if they would be interested in participating 

in a university study related to the relationships of unemployment, depression, and anxiety. 

After completing each of the following steps, ask possible participants for acknowledgment, 

by stating, "OK!" If at any time during the completion of these procedures, should possible 

participants hesitate or indicate any lack of interest, explain that completed materials will be 

destroyed and their names will be made illegible on the control log, then thank them for 

sharing their valuable time and return to routine duties. 

2. Display the surveys, and as each is presented, state that participants will complete 

questionnaires relating to depression (Beck Depression Inventory), anxiety (State-Trait 

Anxiety Inventory), and demographic and personal data (Appendix F). 

3. Explain that the source of provided data must remain confidential when conducting 

scientific studies. Display a control number log (Appendix D) and state that participants' 

names and control numbers, usually the last four integers of the social security number, will 
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be written on this log which will remain separate from data and maintained only as a record 

to confirm the names of those who participated. 

4. Present the informed consent form (Appendix E), ask participants to review the 

conditions, provide all requested information, and then sign it. After ensuring that the form 

has been completed as instructed, sign as witness, make a copy and give it to them, then 

retain the original. 

5. Tell participants that you are not allowed to answer any further questions pertaining 

to the surveys. Then, give them the BDI, STAI, and personal data questionnaires. Ask them 

to follow the instructions, furnish the requested inputs, and return all materials to you upon 

completion. Then, check all materials to confirm that instructions have been heeded and all 

requested data has been supplied. Write their control number on the first page of all data 

materials and tell the participants that this is being done to ensure that their inputs will 

remain confidential. 

6. Thank participants for sharing their valuable time to contribute the requested 

information, and should they be selected as a subject for the study, data from the BDI and 

STAI will be analyzed. 

7. When contacted by the investigator, report the number of complete surveys that have 

been collected, arrange for experimenter to collect accumulated materials, and continue to 

solicit participation unless otherwise instructed. 

Data collected from each individual was reviewed to classify the person according 

to group (UP, EP, UN, EN). Individuals were assigned case numbers; data, identified by 
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control numbers was input into the computer database; and BDI, STAI, and personal data 

obtained from selected subjects was analyzed. 

Statistical Analysis 

SPSS for Windows, Release 6.1.4 (1 April 1996), for IBM compatible PC computers, 

was utilized to generate descriptive data and to perform statistical computations. Prior to 

analysis, data was evaluated to ensure entry accuracy and to verify the fit between 

distributions and statistical assumptions. Ungrouped and grouped BDI and STAI data were 

examined to determine and evaluate Mahalanobis' and Cooks' Distance to identify and 

replace outliers. Then, BDI and STAI data were reviewed and missing values were replaced 

using series mean. PDQ missing values were replaced using the median of nearby points 

function. 

Several analyses were employed to identify significant differences (p < .050) to 

differentiate between groups and either reject or fail to reject the hypotheses. BDI and STAI 

scores were analyzed using a 2x2 factorial MANOVA and stress data were examined using 

a 2x2 factorial ANOVA design (Table 2). BDI and STAI multivariate data were evaluated 

to ascertain if main effects and 

Unemployed Employed 

Chronic Pain UP EP 

Non-Pain UN EN 

interactions could be found for 

pain/non-pain participants and 

unemployed/employed persons. 

Univariate data were also Table 2 - 2x2 Factorial Design 

produced to assess BDI, STAI, and stress levels to determine the main effects and 

interactions of pain experiences and employment status. Pain level data were analyzed using 
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independent /-Tests to ascertain if significant differences (p< .050) could be identified for 

unemployed or employed and chronic or non-chronic(acute only) pain levels. Additionally, 

PDQ satisfaction, adequacy, frequency, and duration numerical scales, considered to be 

ordinal in nature, were used to compute Pearson r correlations to identify possible 

relationships between BDI and STAI scores and PDQ variables. PDQ nominal data were also 

examined to determine if commonalities could be identified to differentiate between UP, EP, 

UN, and EN populations. Finally, data derived from these analyses were summarized and 

used as evidence to formulate conclusions and to make recommendations. 



CHAPTER 7 

DATA ANALYSIS 

To ensure optimum results, emphasis was placed upon balancing groups according 

to gender, ethnic origin, age, and education level. Participants were assigned to UP, EP, UN, 

and EN groups, each consisting of 24 subjects. UP was comprised of "Unemployed Pain" 

(chronic pain) patients, EP consisted of "Employed Pain" subjects, UN included 

"Unemployed Non-pain" (acute pain only) participants, and EN (control group) was formed 

using "Employed Non-pain" individuals. The BDI, STAI, and PDQ were administered to 97 

persons. One person in the EP group was identified as an outlier and replaced. The UP group 

was comprised of nine males and fifteen females; twenty two Caucasians and two African 

Americans; with one 20-25, two 26-30, five 31-40, eleven 41-50, and five 51-60 years of 

age; and four attending less than high school, one with some high school, five with high 

school diplomas or GED, six with some college, four with university degrees, one with some 

graduate school, and three with graduate degrees. The EP group was formed with six males 

and eighteen females; twenty four Caucasians; with one 26-30, six 31-40, seven 41-50, three 

51-60, and seven over 65 years of age; and two with some high school, three with high 

school diplomas or GED, fourteen with some college, three with university degrees, one with 

some graduate school, and one with a graduate degree. The UN group had four males and 

twenty females; seven Caucasians and seventeen African Americans; with one 19 or under, 

one 20-25, six 26-30, five 31-40, eleven 41-50, and five 51-60 years of age; with four 
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attending less than high school, one with some high school, five with high school diplomas 

or GED, six with some college, four with university degrees, one with some graduate school, 

and three with graduate degrees. The EN group included six males and eighteen females; 

twenty one Caucasians and three African Americans; with one 20-25, six 26-30, four 31-40, 

five 41-50, five 51-60, and three 60 or more years of age; with three attending less than high 

school, one with a high school diploma or GED, eleven with some college, seven with 

university degrees, one with some graduate school, and one having a graduate degree. Gender 

(Figure 1), ethnic origin (Figure 2), age (Figure 3), and education level (Figure 4) are shown. 

M a l e F e m ale 

• UP 

Caucasian 

• UP • EP 

African American 

UN • EN 

Figure 1- Gender Figure 2 - Ethnic Origin 

I 20-25 yrs i 31-40 yrs I 51-60 yrs 
<= 19 yrs 26-30 yrs 41-50 yrs > 60 yrs 

Figure 3 - Age 

Some HS I Some Col I Some Grad 
< H S HS or GED Col Deg Grad De; 

hi UP n EP 

Figure 4 - Education Level 
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BDI and STAI scores and stress and pain levels were the primary variables assessed. 

Demographic, lifestyle, current health, stress, and pain data were obtained using the PDQ. 

MANOVA/ANOVA analyses were employed to identify main effects and interactions 

pertaining to pain and employment. Pain data were also analyzed using multiple two-tail t-

Tests for independent samples to differentiate between populations. Then BDI, STAI, and 

PDQ data were compared using Pearson r correlation computations to discern relationships. 

Findings 

Group Assignment Data 

Gender, age, and education levels were comparable across groups, but UP, EP, and 

EN were primarily Caucasian while UN had a majority of African Americans. Therefore, 

multiple two-tail r-Tests for independent samples of BDI and STAI group data based upon 

ethnic origin were performed. Data collected from Caucasians and African Americans within 

group populations were not significantly different (ft < .050). 

Depression and Anxiety Levels 

Mean BDI scores (Figure 5) and STAI anxiety levels (Figure 6) were analyzed: 

« 5.00 

0.00 

Depress ion 

Figure 5 - BDI Mean Scores 

30.00 

< 20 .00 

10.00 

0.00 

Sla te Anxie ty 

• EP I 

T r a i t Anx ie ty 

UN D EN 

Figure 6 - STAI Mean Scores 
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Multivariate and Univariate Evaluation of BDT and STAT Data 

A 2x2 factorial MANOVA multivariate analysis determined that employment status 

produced a significant main effect. Likewise, univariate analyses also identified significant 

differences (p< .050). Depression (F= 30.909, df= 1, p< .001), state anxiety (F= 38.865, 

df~ -001), and trait anxiety (F= 34.887, df— 1 ,p< .001) were significantly higher for 

unemployed than for employed participants. Pain sufferers were more depressed but not more 

anxious. Only depression was significantly higher for chronic pain than for non-chronic pain 

subjects (F= 5.181, df= 1 ,p= .025). No significant interactions were found (Table 3). 

pai t l i i i i i i i i i K M f i l l i l W l p i i 
Multivariate (S = 1111111 mm % Effect Sz2 

| § i ! I ! i 
Hotellings T2 

1.7658 3 .159 .055 .450 
Univariate (1,92) i i l i i i i t l i l i l t l l l l l l l 1 1 1 l l l l l oHi i i i i i 

Depression 12.072 8.319 5.181 1 .025 .053 .612 
State Anxiety 40.267 37.811 1.193 1 .278 .013 .190 
Trait Anxietv 39.387 35.864 2.824 1 .096 .029 .383 

Employment Stain* (I 
Multivariate (S = 1, M = !4, N = 44) l l l l l l l I P l l i l Effect Sz2 

iHHiiiil 
Hotellings T2 

14.545 3 .000 .324 1.000 
Univariate (1,92) Unemp Emp l l l l l l l m i l l l l l l l l i i l l i Power 

Depression 14.779 5.612 30.909 i .000 .249 .999 
State Anxiety 46.049 32.029 38.865 i .000 .295 .999 
Trait Anxietv 43.817 31.434 34.887 11 .000 .273 .999 

— P a i n Experience bv Etnnlm irientStatli 
Multivariate (S = • • M M l l l l l • 1 l l l i l l Effect Sz2 Power 

Hotellings T2 
.369 3 .775 .012 .120 

l l l l l l l • 1 • i l l i l i i l i i i i i Power 
Depression .453 3 .503 .005 .090 

State Anxiety .015 3 .903 .000 .036 
Trait Anxietv .549 3 .460 .006 .139 

Table 3 - Summary of 2x2 Factorial MANOVA BDI & STAI Data 
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Univariate Assessment of Stress Rating Data 

Individual ratings of stress for UP, EP, and UN approximated normal distributions, 

but EN was positively skewed (Figure 7). Mean stress ratings for UP, EP, UN, and EN 

ranged from 3.792 to 4.104 (Figure 8). A 2x2 factorial ANOVA analysis of mean stress 

levels did not identify any significant main effects. Stress levels were neither significantly 

different (p < .050) for pain experience nor for employed status. No significant interactions 

were found (Table 4). 

3 4 5 6 7 

Stress Rating 

• 

4.00 

W, 50 3.00 

2.00 

1.00 

• 
Stress Level 

EP H UN 

Figure 7 - Individual Stress Ratings Figure 8 - Mean Stress Ratings 

f ail> EsfterfeiK# {Chronic Pain vs 
Univariate (1,92) N-Pain Effect Sz2 Power 

Stress Level 

Univariate (1,92) Unemp Effect Sz2 Power 
Stress Level 

Univariate (1,92) Effect Sz2 Power 
Stress Level 

Table 4 - Summaiy of 2x2 Factorial ANOVA Stress Rating Data 
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Mest Analyses of Chronic and Acute Pain Rating Data 

UP and EP subjects reported chronic pain levels, and UN and EN provided acute pain 

ratings. Individual ratings for UP and EP approximated normal distributions, whereas UN 

was bimodal and EN was positively skewed (Figure 9). Mean values of pain ratings differed 

(Figure 10). One-tailed /-Tests for independent samples were performed (Table 5). 

Significant differences were identified between means for the UP and EP chronic pain groups 

(t - 1.91, df - 46, p < .050). Likewise, the UN and EN acute pain group ratings 

significantly different (t = 1.99, df= 46, p < .050). 

were 

6.00 

5.00 

n 3.00 

* 2.00 s 
1.00 

0.00 
P a i n R a t i n g 

P a i n L e v e l 

H up 

Figure 9 - Individual Pain Ratings Figure 10 - Mean Pain Ratings 

Iiiiiiiiiiiiiiii ie Pain 13 i i i i l l l l l l l i i l l i l l l 
Group i l i i l 111111 llllllliil Sig 

i i l i i i 24 5.49 1.84 1.91 46 <.050 
llllilllll 24 4.42 r i.72 ~ Mean Diff = 0.98 

Acute Pain Data 
UN 24 3.25 2.15 1.99 46 <.050 
EN 24 2.25 1.19 Mean Diff= = 1.00 

Table 5 - Summaiy of/-Test Pain Rating Data 
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Relationships 

BDI, STAI, and PDQ results were 

compared to identify relationships. BDI 

depression was correlated with state (r = 0.71) 

and trait (r = 0.79) anxiety levels (Figure 11). 

Likewise, STAI state and trait anxiety were 

also highly correlated (r = 0.84). 

Negative correlations were identified 

between job position satisfaction and depression (r = -0.51), and with state (r = -0.56) and 

trait (r = -0.58) anxiety levels. Lifestyle satisfaction also negatively correlated with 

depression (r = -0.52), and with state (r = -0.56) and trait (r = -0.56) anxiety. 

50.00 

40.00 

30.00 

2 20.00 

10.00 

D e p r e s s i o n S t a t e A n x i e t y T r a i t A n x i e t y 

Figure 11 - BDI & STAI Data 
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Figure 12 - Satisfaction with Job Position Figure 13 - Lifestyle Satisfaction 

Job position satisfaction (Figure 12) correlated (r = 0.71) with lifestyle satisfaction 

(Figure 13); and with employment status (r = 0.70); income adequacy (r = 0.54); satisfaction 

with current income {r = 0.63); sexual adequacy, a quantity measurement (r = 0.55); and 
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satisfaction with sexual activity, a quality evaluation (r = 0.57). Education level and 

satisfaction with current income were also highly correlated (r = 0.85). 

Lifestyle satisfaction, in turn was correlated with employment related factors 

including employment status (r = 0.59), job status satisfaction (r = 0.71), gross family 

income level (r = 0.56), and satisfaction with income (r = 0.55). Lifestyle satisfaction was 

also correlated with lifestyle factors: level of sexual adequacy ( r = 0.56), sexual satisfaction 

0 = 0.55), and average awakenings each night (r = -0.53). Correlations also existed between 

other lifestyle variables: (1) exercise frequency with exercise duration (r = 0.62), exercise 

adequacy (r = 0.53), and satisfaction with exercise regimen (r = 0.62); (2) exercise duration 

with exercise adequacy (r = 0.64) and satisfaction with exercise regimen (r = 0.68); exercise 

adequacy and satisfaction with exercise regimen (r = 0.86); (3) adequacy of current diet and 

satisfaction with current weight (r = 0.57); (4) sleep adequacy with average awakenings each 

night (r = -0.53) and sleep satisfaction (r = 0.76); (5) sexual satisfaction with change in 

sexual activity (r = -0.51 ), average number of weekly sexual experiences (r = 0.53), and 

sexual adequacy (r = 0.83). 

Current health factors were also correlated. Illness/injury frequency was correlated 

with frequency of visits to physician (r = 0.58). Visits to professionals for stress was 

associated with frequency of visits to physician for pain (r = 0.53). Frequency of pain 

suffering was correlated with pain level ratings (r = 0.54) and frequency of visits to physician 

for pain (r 0.54). Frequency of visits to physician for pain was also correlated with visits 

to other professionals for pain (r = 0.58). 
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Discussion 

Multivariate MANOVA analysis produced a significant main effect for employment 

status. Univariate data showed that unemployed persons experienced significantly higher 

levels (p < .001) of depression, state anxiety, and trait anxiety than did employed persons. 

On the other hand, although chronic pain patients experienced significantly higher levels of 

depression (p - .025) than persons not suffering from chronic pain, state anxiety (p = .278) 

and trait anxiety (p = .096) were not significantly higher. ANOVA data determined that 

stress levels were not significantly higher (p= .095) for unemployed persons. No significant 

interactions were present. Independent one-tailed Mests showed that chronic and acute pain 

levels were significantly higher (p < .050) for unemployed subjects when compared with 

their employed counterparts. Thus, these data failed to reject hypotheses 1, 2, 5, and 6; 

hypothesis 3 was rejected because only depression was significantly different; and hypothesis 

4 was rejected because stress levels did not significantly differ. It was interesting that the 

unemployed non-pain subjects experienced higher stress levels than did chronic pain 

sufferers and normals (EN). Chronic pain participants were either currently in or had 

completed coping skills training during rehabilitation. As a result, they had developed 

relaxation techniques to help them to better deal with their elevated pain levels and to cope 

other stressors encountered in their daily routines. Therefore, this finding, although initially 

considered to be incongruent, may be a valid representation of the stress levels experienced 

by these populations. 

Results derived from this study are veiy conservative in nature because these groups 

may neither be a representative sample of the normal population nor of unemployed or 
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employed pain sufferers and/or other unemployed persons. All participants were receiving 

some form of income whether it be wages, shared significant other income, retirement, 

workman s compensation, disability remuneration, and/or welfare payments. Most 

participants in the UP and EP groups were actively participating in functional restoration 

programs and receiving medical treatments, physical therapies, and group and individual 

psychological treatment sessions. Minimally, persons in the pain populations were under the 

care of a physician. Almost all of the pain patients and many other unemployed participants 

were receiving antidepressants. The majority of UN subjects had been receiving "welfare" 

for extended periods, but were mandated by a new state law to enroll in a "Work First" 

Program for assistance in entering the work force to become self-sufficient and to reduce the 

learned helplessness" that can result from long-term dependence upon welfare payments. 

Additionally, normals, whose demographic variables were comparable to those of 

participants assigned to the UP, EP, and EN groups, were solicited to form the EN group. 

Limitations in the PDQ materials were identified while answering numerous 

questions and upon discovering contradictory responses. Sub-average reading and 

comprehension levels were encountered which may have prohibited respondents from 

providing appropriate selections (e.g., instead of Caucasian, several persons indicated Native 

American heritage). Difficulty was also experienced due to insufficient instructions or 

inappropriately worded questions. The PDQ has been revised to eliminate noted deficiencies 

(Attachment G). A Scale for the Self-Report of Pain Level (Attachment H) has also been 

developed to help practitioners and clinics to procure more dependable and consistent reports 

of pain levels from a diverse population of chronic pain sufferers. 
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In spite of limitations, these data were sufficient to support evaluation of the 

hypotheses proposed by this study. Hence, these data should provide a basis for legitimate 

conclusions and recommendations. 

Conclusions 

Unemployment has been shown to be a major component in the evolution of chronic 

pain. Employment status produced a main effect upon the development of depression, state-

anxiety, and trait anxiety. Unemployed persons are "trapped" by depression, anxiety, loss of 

self-esteem, and learned helplessness. Whether suffering pain or not, employment status had 

an impact upon virtually every aspect of these persons' lives, especially upon satisfaction 

with their current lifestyle. Additionally, unemployment does become a major stressor in the 

evolution of chronic pain, and in turn causes higher levels of stress and pain to be 

experienced. However, medical, psychological, and physical therapy professionals; the 

"workman's comp" system; as well as practitioners in most pain clinics seldom consider 

unemployment to be a major factor to return chronic pain sufferers to a functional existence. 

Instead, primary focus is placed upon finding a "fix" or "cure" to eliminate the pain. 

Emphasis is upon making chronic pain sufferers "well" again so they can return to normalcy, 

live up to the expectations of others, and perform more adequately in society. Unfortunately, 

the majority of such medical resolutions are costly, inefficient, and ineffective. Nevertheless, 

because of the futility of such treatments, pain patients continue to be labeled as being either 

disabled or unable to work. Such iatrogenic conclusions cause them to become career 

patients who have no choice but to pursue an "illness" model. In turn, they display expected 
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pain behaviors and project total disability to obtain any monetary benefits that may remain 

available to them just to sustain a less than acceptable lifestyle. 

Consequently, instead of receiving the assistance they need in learning how to live 

with their pain handicap, chronic pain suffers are condemned to pursue a lifestyle of learned 

helplessness and hopelessness. They remain depressed or anxious because of inactivity, 

increased focus upon their pain, and greater concentration on the negative aspects of their 

lives. In turn, most pain patients maintain an external locus of control, and continuously seek 

that elusive medical "cure" which usually consists of expensive assessment procedures, long-

term therapy regimens, and prescription of multiple medications. As a result, they; 

costly burden to their families, friends, community, and society in general. 

remain a 



CHAPTER 8 

RECOMMENDATIONS 

Chronic pain sufferers should be given the opportunity to return to the work force, 

if only on a part-time basis, in a job-sharing capacity, or by volunteering for public service. 

They need to be engaged in some kind of activity that will provide them with a greater sense 

of personal usefulness and worth. Thus, a more feasible, appropriate, efficient, and cost 

effective solution is offered by a "wellness" model that focuses upon individual potential, 

"what I can do rather than what I can not do." 

Initially, a personalized treatment plan should be developed to emphasize helping this 

population to become functional again by returning them to some form of work activity. 

Practitioners and chronic pain patients should also become better informed. Although 

increased acute pam provides warning of possible harmful activity, elevated chronic pain 

does not result in greater physical damage. For chronic pain suffers, "no gain without pain" 

is a valid premise. Accordingly, chronic pain patients should be viewed as having a pain 

handicap instead of being disabled. They can develop a new lifestyle oriented "to getting on 

with their lives" and taking personal responsibility for their actions. This will help them to 

become their own case managers and to develop a daily regimen of new activities and 

behaviors. To enhance their level of conditioning, they should establish an aerobic exercise 

program. Innovative sleep, diet, and coping behaviors should also be learned, adopted, and 

implemented. As a result, these new techniques can become "tools" to help them better cope 
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with or manage their pain levels and to more effectively deal with everyday stressors. By 

practicing what has been learned, chronic pain sufferers can become more functional and 

productive while pursuing a more satisfying lifestyle. 

Therefore, it is recommended that chronic pain patients be referred by physicians for 

participation m functional restoration programs that address these concepts. Personal 

regimens, to include time-oriented goal accomplishment, should be planned, presented, and 

supervised by a multidisciplinary team. The treatment staff should consist of a doctor, usually 

a physiatrist, and assisting nurse; behavioral medicine and health psychologist; physical, 

occupational, and vocational therapists; and a case manager to serve as the focal point for 

communications and coordination. 

This study does not represent a concluded work, but is only a debut intended to 

encourage others to conduct additional studies to further ascertain the full impact of 

employment status upon pain sufferers and upon the non-pain population. To provide more 

conclusive data, pain groups should be formed of people in the early stages of chronic pain 

treatment. Likewise, the unemployed population should better represent a cross-section of 

the normal population. In the conduct of such studies, the BDI alone, since it is highly 

correlated with the STAI, should provide sufficient data to differentiate between populations. 

Ihe revised PDQ (Attachment G) may be beneficial. Finally and most importantly, the Scale 

for the Self-Report of Pain Level (Attachment H) or another universally accepted standard 

for pain level measurement should be utilized to ensure that reported data can be replicated 

by other experimenters. In turn, this area can receive the emphasis needed to help 

practitioners to better serve their pain populations. 
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INFORMED CONSENT FOR PARTICIPATION IN A PSYCHOSOCIAL STUDY 
OF THE RELATIONSHIPS BETWEEN UNEMPLOYMENT, 

DEPRESSION, AND ANXIETY 

PRINCIPAL INVESTIGATOR: Jerry C. McGill, Ph.D. 

DOCTORAL STUDENT: Harold A. Rumzek, B.S., M.A., M.S. 

PURPOSE 

In the capacity of senior manager, you have been asked to appoint the representative(s) who will 
collect data, and authorize your personnel to volunteer to participate in a university study 
investigating the relationships between unemployment, depression, and anxiety. 

PROCEDURES 

You will be asked to appoint and authorize your designated representatives to spend brief periods 
of work time to coordinate the collection of information from others who have consented to 
participate in the study They will display materials pertaining to participants to ensure they 
understand what is being requested. They will witness, photocopy, and provide a copies of informed 
consent forms to participants, fill in the control number log, monitor participants as they complete 
personal data questionnaires and two brief psychological assessments (BDI & STAI) pertaining to 
depression and anxiety, accept and write control numbers on completed surveys, and review 
volunteers personal data files and complete a brief historical summaries. They will also explain the 
disposition of materials. On a weekly basis, they will coordinate with, and mail all accumulated data 
to the investigator. Your personnel who volunteer will contact the representative(s) to participate. 

RISK 

The study has been designed to utilize questionnaires requesting data pertaining to demographics 
personal history, personal data, and current and general levels of depression and anxiety' 
Consequently, participants should neither be at risk nor suffer any discomfort 

BENEFIT 

Participants who complete data surveys will become more conscious of the factors that contribute 
to personal depression and anxiety. 

CONFIDENTIALITY 

All data associated with your participation in this study will be kept confidential except as may be 
required by law Participants will be identified by the last four integers of their social security 
numbers and not by their names on all data collection forms. 

page 1 of 2 Participant's Initials 
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COSTS 

You will incur the cost of your appointed representatives time while working on this study. 

COMPENSATION 

You will not receive reimbursement for participating in this study, except for costs incurred for 
copying signed informed consent forms that are provided to participants and the postage required 
to mail collected data to the investigator, which will be reimbursed to your organization by the 
investigator. You understand that the University of North Texas (UNT) and the UNT Health Science 
Center at Fort Worth assume no responsibility for your participation in this study. No other monetary 
compensation is offered. Should a participant become uncomfortable due to subject matter, you 
understand that the person may be referred to a family physician or a therapist, but no reimbursement 

suchtreaZent(s)y°Ur ° r g a m Z a t i ° n ' t 0 y 0 U ' 0 r t o a P a r t i c i P a n t f o r any costs incurred as a result of 

PARTICIPANT RTPrHTS 

SuWec* ™ a P P " V e d b y t h e m T C o m m i t t e e for the Protection of Human 
Subjects (817) 565-3940 (Mark Elder, Chair) and the Institutional Review Board at the UNT Health 

m T I l t n T ^ 7 3 5 - 2 3 3 4 ( J e n y M c G i 1 1 ' C h a i r ) - Y o u h£>ve reviewed all of the 
materials to be used m this study, have a full understanding of the personal risk and discomfort that 

ay be encountered by participants, and all of your questions have been answered. You are free to 

consequencesr C ° n S e n t ^ d l s c o n t i n u e participation at any time without suffering any adverse 

AUTHORIZATION 

The nature, demands, risks, and benefits of this study have been explained to me. I understand what 
my participation involves. Furthermore, I understand that I am free to ask questions and to withdraw 

a " y t l T W t h n ° a d v e r s e c o n s e c " u e n c e s to myself. I am aware that a copy of this 
and return ^ f

C ° n s e n t f o r m W l l | b e g»ven to me, and understand that this form must be completed 
and returned before my participation in any part of the study. 

Signature of Senior Manager D a t e S i g n e d 

Signature of Witness Date Signed 

Signature of Principle Investigator Date Signed 
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INFORMED CONSENT FOR PARTICIPATION IN A PSYCHOSOCIAL STUDY 
OF THE RELATIONSHIPS BETWEEN UNEMPLOYMENT, 

DEPRESSION, AND ANXIETY 

PRINCIPAL INVESTIGATOR: Jerry C. McGill, Ph.D. 

DOCTORAL STUDENT: Harold A. Rumzek, B.S., M.A., M.S. 

PURPOSE 

As a representative appointed by the senior manager of your organization, you have been asked to 
provide assistance in collecting data for a university study investigating the relationships between 
unemployment, depression, and anxiety. 

PROCEDURES 

You will be asked to spend brief periods of work time to collect information from others who have 
consented to participate in the study You will display materials pertaining to participants to ensure 
they understand what is being requested. You will witness, photocopy, and provide a copies of 
informed consent forms to participants, fill in the control number log, monitor participants as they 
complete personal data questionnaires and two brief psychological assessments (BDI & STAI) 
pertaining to depression and anxiety, accept and write control numbers on completed surveys, and 
review volunteers' personal data files and complete a brief historical summaries. You will also 
explain the disposition of materials. On a weekly basis, you will coordinate with, and mail all 
accumulated data to the investigator. 

RTSK 

The study has been designed to utilize questionnaires requesting data pertaining to demographics, 
personal history, personal data, and current and general levels of depression and anxiety. 
Consequently, participants should neither be at risk nor suffer any discomfort 

BENEFIT 

Participants who complete data surveys will become more conscious of the factors that contribute 
to personal depression and anxiety. 

CONFIDENTIALITY 

All data associated with participation in this study will be kept confidential except as may be 
required by law. Participants will be identified by the last four integers of their social security 
numbers and not by their names on all data collection forms. 
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COSTS 

Your organization will incur the cost of your time while working on this study. 

COMPENSATION 

UmVeTsit o m S i S 6 reimb.U
+

r,Se®ent f o r Participating in this study. You understand that the 
University of North Texas and the University of North Texas Health Science Center at Fort Worth 

2 3 1 1 " " P a i t i d P a t i r " * * ^ N ° ° t h e r m 0 n e t £ ^ compensation^ 
participant become uncomfortable due to survey subject matter vou understand 

tzszr ̂ "refemd to feir f a m i , y p t y s i c i a n « a b»« »•» 

your organization, you, or the participant for any costs incurred during treatment. 

P a r t i c i p a n t r i g h t s 
s l b S r a i 7^ ™ a P ^ t y ' h e U N T C o m m i t t e e «»• « " Protection of Human 
Subjects (817) 565-3940 (Maik Elder, Chair) and the Institutional Review Boaid at the UNT Health 
Science Center at Fort Worth (817) 735-2334 (Jeny McGill, Chair). You have reviewed allofthe 

™ t l , l s l l a v e a understanding ofthe personal risk and discomfort that 
w , L „ r y p a r t ! T n , s ' a"d a " ° f y 0 u r « u e s t i 0 " s h a v e ™ ^ r e d . You are free to 

° dlsc0I"«>''= participation at any time without suffering any adverse 

AUTHORIZATION 

The nature, demands risks, and benefits of this study have been explained to me. I understand what 

S th1CiP t 7 F u r t h
u

e r m o r e ' 1 understand that I am free to ask questions and to withdraw 
from the project at any time with no adverse consequences to myself. I am aware that a copy of this 

^ r f t o n e d T e f C ° n S e n t ^ ^ t 0 m e ' a n d u n d e r s t a n d t h a t this fonn must be completed 
and returned before my participation in any part ofthe study. 

Signature of Appointed Representative Date Signed 

Signature of Witness Date Signed 

Signature of Principle Investigator Date Signed 
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INSTRUCTIONS FOR OBTAINING STUDY DATA 

of rn t- A t c ° n v e n i ® n t t i m e s ' w h i l e serving patients, clients, or fellow employees in the completion 
, tJ6 S e P e r S°n S i f t h 6 y W O u l d b e ^ s t e d in participating in a university study 

related to the relationships of unemployment, depression, and anxiety. After completing each of the 
following steps ask possible participants for acknowledgment, by stating, "OK!" If ^ a n y ime 

o S r S r , p l e t i r f t h T prd u r e s ' s h o u i d possibie * * * * * *-£•» - * * £ Z S 
t ? V X a m C <TP etu m a t e r i a l s w i n b e destroyed and their names will be made illegible 

control log, then thank them for sharing their valuable time and return to routine duties 

m,A f D l s p l a y ; h e s u r v e y s ' a n d as each is presented, state that participants will complete 
i Z T T ' V f g (Beck Depression Inventoiy), anxiety (State-Trait Anxie* 
Inventory), and demographic and personal data (Appendix F). 

3. Explain that the source of provided data must remain confidential when conducting scientific 
studies. Display a control number log (Appendix D) and state that participants' names and control 
numbers usually the last four integers of the social security number, Jill be S e n l tWs W 

S e P a n " e ft°m a"d n , a""a i n e ' i °"'y K a ^ to fte names of t h o j 

nrnviHp c o n s e n t f o r m (Appendix E), ask participants to review the conditions 
as instructedeqXSn fl,

 m f ° r m a t l 0 n ' a n d t h e n s i§n it- After ensuring that the form has been completed 
as instructed, sign as witness, make a copy and give it to them, then retain the original. 

5. Tell participants that you are not allowed to answer any further questions oertainine tn thp 
survey, Then give them the BDI, STAI, and personal data £ 
nstructions, furnish the requested inputs, and return all materials to you upon completion Then 

check all materials to confirm that instructions have been heeded and all requested data has been 

Z * 7 COntr°1 ° " m b e r °" ° f a " ani t e n t t e ^ t i l r 
that this is being done to ensure that their inputs will remain confidential. 

L i, U I f P a r t i T n t S f ° r S h a r i n 8 t h e i r v a l u a b , e t i m e to contribute the requested information 
and should they be selected as a subject for the study, data from the BDI and STAI will be analyzed' 

I o l l e c t e 7 t r a r e t a w b y ^ i n V f t i g a t o r ' f Po r t number of complete surveys that have been 
coHected arrange for experimenter to collect accumulated materials, and continue to solicit 
participation unless otherwise instructed. 

CALL (704) 365-0985 FOR ANSWERS TO YOUR QUESTIONS! 
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CONTROL NUMBER LOG 

When an individual consents to participate, ask them to spell their full name, then 
request that they recite their social security number (SS#). Write their name and the 
ast four mtegers of their SS#, their control number, in the appropriate spaces below. 

Consentin Participant's Name Control Number 
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INFORMED CONSENT FOR PARTICIPATION IN A PSYCHOSOCIAL STUDY 
OF THE RELATIONSHIPS BETWEEN UNEMPLOYMENT, 

DEPRESSION, AND ANXIETY 

PRINCIPAL INVESTIGATOR: Jerry C. McGill, Ph.D. 

DOCTORAL STUDENT: Harold A. Rumzek, B.S., M.A., M.S. 

PURPOSE 

You have been asked to voluntarily participate in a psychosocial study of the relationships between 
unemployment, depression, and anxiety. 

PROCEDURES 

You have been shown a personal history summary and have been asked to permit that person to 
review your personal data files and complete this form. You have reviewed and been invited to 
complete a personal data questionnaire by providing demographic information, an evaluation of your 
lfestyle, an assessment of your current health, and stress and pain surveys. You have also seen and 

been invited to complete the BDI and Self-Evaluation (STAI) Questionnaires to assess your current 
an general levels of depression and anxiety. You will be required to spend approximately 20 
minutes to participate in this study. Confidentiality has been explained, you understand the purpose 
or control numbers, and have been shown the log upon which your name and these numbers will 

be recorded You are aware that personal history summaries and personal data questionnaires will 

q t a ? f S l f y . r ° S l e s u bJ e c t s ' a n d random numbers will be used to identify subjects. BDI and 
AI data obtained from selected subjects will be analyzed. However, assessment data from other 

pa icipants will not be utilized in this study. By volunteering to participate in this study, you are 
consenting to complete all forms m accordance with provided instructions. 

RISK 

The study has been designed to utilize questionnaires requesting data that should neither place you 
at risk nor cause you to suffer any discomfort. 

BENEFTT 

anxiety" '>eC<""e " " " C°"X'"mS ° f l h e t h a t ""tribute •" Personal levels of depression and 

CONFTDENTTAT JTV 

K S i C i a t v W i t h n ! U r r r t i C i p a t i 0 n i n t h i s S t u d y w i l 1 b e keP*confidential except as may be 
required by law. You will be identified by the last four integers of their social security numbers and 
not by your name on all data collection forms. 
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COSTS 

You will incur only the cost of your time while participating in this study. 

COMPENSATION 

You will not receive reimbursement for participating in this study. You understand that the 
University of North Texas and the University of North Texas Health Science Center at Fort Worth 
assume no responsibility for your participation in this study. No other monetary compensation is 
offered. Should you become uncomfortable due to survey subject matter, you understand that you 
may be referred to a family physician or a therapist, but no reimbursement shall be made to you for 
any costs incurred during such treatment. 

PARTICIPANT RIGHTS 

This project has been reviewed and approved by the UNT Committee for the Protection of Human 
Subjects (817) 565-3940 (Mark Elder, Chair) and the Institutional Review Board at the UNT Health 
Science Center at Fort Worth (817) 735-2334 (Jerry McGill, Chair). You have reviewed all of the 
materials to be used in this study, have a full understanding of the personal risk and discomfort that 
may be encountered by participants, and all of your questions have been answered. You are free to 
withdraw your consent and discontinue participation at any time without suffering any adverse 
consequences. 

AUTHORIZATION 

The nature, demands, risks, and benefits of this study have been explained to me. I understand what 
my participation involves. Furthermore, I understand that I am free to ask questions and to withdraw 
from the project at any time with no adverse consequences to myself. I am aware that a copy of this 
signed and dated consent form will be given to me, and understand that this form must be completed 
and returned before my participation in any part of the study. 

Signature of Participant D a t e s" i g n e d 

Signature of Witness D a t e s ; g n e d 

Signature of Principle Investigator D a t e signed 
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1. Gender: 
1 

male 

PERSONAL DATA QUESTIONNAIRE 
CONTROL NUMBER: 

Demography Information rCircle Number and Your Selgrt-inn) 

2 
female 

Ethnic affiliation: 
1 2 

Caucasian African 
American 

3. Marital status: 
1 

married 
2 

widowed 

3 
Hispanic 

3 
single 

never married 

4 
Asian 

4 
separated 

5 
Native 

American 

5 
divorced 

6 
Other 

6 
divorced 

7 
divorced 

1 marriage 2 marriages > 3 marriages 

1-5 years 6-10 years 11-15 years 16-20 years 21-25 years >25 years 

4. Length of current marital status: 
1 2 3 

< 1 year 

5. Age: 

s h e a r s 20-25 year, 26-30 yea* 3 MO year, 41-50yearc 5 l J o y e » r e ^Oyeare 

6. Education level: 
1 2 3 

< high some high school 
school high school or GED 

4 
some 
college 

7. Total number of persons living in your home-
1 2 3 4 

* 2 3-4 5-6 7.8 

university 
degree 

6 
graduate 
studies 

7 
graduate 

degree 

5 
9-10 

6 
> 10 

8. Type position you normally fill at work (circle all that apply): 

blue-collar white-collar provider supervisory middle upper 
worker worker ofservices position manager management 

7 
owner or 
executive 

Current employment status (circle all that apply): 
1 2 3 

unable to unemployed laid-off 
work 

4 
looking 

for work 

10. Level of satisfaction with your position: 
1 2 3 "4 

extremely highly somewhat adequate 
dissatisfied dissatisfied dissatisfied 

5 
part-time 

work 

somewhat 
satisfied 

6 
full-time 

work 

6 
highly 
satisfied 

7 
more than 

onejob 

extremely 
satisfied 
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PERSONAL DATA QUESTIONNAIRE 

Demographic Information fronts - Cirri* N»mh»r a n d Y m i r s>lw.t inn 

11. Type position you would prefer to fill at work (circle all that apply)-
2 3 4 5 6 7 

blue-collar white-collar provider supervisory middle urmer owner nr 
wor er worker of services position manager management executive 

12. Time in current employment status: 
^ 2 3 4 5 5 7 

< 6 months 6 months-1 year 2-3 years 4-5 years 6-7 years 8-9 years > 10 years 

13. Time in your current position: 
1 2 3 4 ^ 6 7 

< 6 months 6 months-1 year 2-3 years 4-5 years 6-7 years 8-9 years > 10 years 

14. Sum of gross income (thousands) earned by all persons living in your home: 

s$15 $16-20 $21-25 $26-$30 $31-$35 $36-40 >$40 

15. Level of satisfaction with total income currently earned: 

extremely highly somewhat adequate somewhat highly extremelv 
dissatisfied dissatisfied dissatisfied s a t i s f i e d s J J e d 

16. How well you feel your total current income meets your needs: 
1 2 3 4 5 6 7 

extremely highly somewhat acceptable somewhat hiehlv ex t r eme 
madequate inadequate inadequate a d e q u a t e J g * 

17 Gross mcome (thousands) necessary to maintain/return to desired lifestyle: 

<51 $1-5 $5-10 $ 10-$ 15 $15-$20 $25^0 > l 3 0 

18. How often do you^work at a second job (average week): 

^ l t i m e 2 times 3 times 4 times 5 times 6 times 7 times 

19. Average hours worked at second job each week: 

< 8 hours 8-16 hours 16-24 hours 24-32 hours 32-40 hours 40-48 hours >4?8 hours 

20. Type position you fill at second job (circle all that apply): 

superyisoiy middk ^ 0 J t r o ! 
of services position manager management executive 
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PERSONAL DATA QUESTIONNAIRE 

Evaluation of Lifestyle - Circle Number and Your Selection 

1. How often you exercise: 
1 2 3 4 5 

never <15 times 15-30 times 30-45 times 1-4 times 
a year a year a year a month 

2. Average duration of your exercise: 
1 2 3 4 

<5min 5-10 min 10-15 min 15-20 min 

3. 

20-30 min 

How well does your exercise regimen meets your needs: 
1 2 3 4 5 

extremely highly somewhat acceptable somewhat 
inadequate inadequate inadequate adequate 

4. Level of satisfaction with your exercise regimen: 
1 2 3 4 5 

extremely highly somewhat adequate somewhat 
dissatisfied dissatisfied dissatisfied satisfied 

8. 

9. 

10. 

6 
1-5 times 
a week 

6 
30-40 min 

6 
highly 

adequate 

6 
highly 
satisfied 

5. How well do you feel that your current diet meets your needs: 
* 2 3 4 5 6 

extremely highly somewhat acceptable somewhat highly 
inadequate inadequate inadequate adequate adequate 

6. Type of weight change experienced: 
1 2 3 

gained gained gained 
> 10 pounds 5-10 pounds < 5 pounds 

4 5 6 
none lost lost 

< 5 pounds 5-10 pounds 

7. Level of satisfaction with your current weight: 
1 2 3 4 5 

extremely highly somewhat adequate somewhat 
dissatisfied dissatisfied dissatisfied satisfied 

Average number of times you wake each night: 
1 2 3 4 5 

none 1 time 2 times 3 times 4 times 

Average number of hours of total sleep each night: 
1 2 3 4 5 

- ^ hours 6 hours 7 hours 8 hours 9 hours 

6 
highly 

satisfied 

6 
5 times 

6 
10 hours 

How well you feel your amount of total sleep meets your needs: 
1 , 2 3 4 5 6 

extremely highly somewhat acceptable somewhat hiphlv 
madequate inadequate inadequate adequate adequate 

7 
daily 

7 
> 40 min 

extremely 
adequate 

extremely 
satisfied 

extremely 
adequate 

7 
lost 

> 10 pounds 

extremely 
satisfied 

7 
> 5 times 

>10 hours 

extremely 
adequate 
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PERSONAL DATA QUESTIONNAIRE 

Evaluation of Lifestyle (cont'd^ - Circle N..mber and Vm..-

11. Level of satisfaction with your sleeping habits: 
1 2 3 4 

extremely highly somewhat adequate 
dissatisfied dissatisfied dissatisfied 

12. Recent sexual activity change experienced: 
1 2 3 

somewhat 
satisfied 

6 7 
highly extremely 
satisfied satisfied 

increased same decreased 

13. Average number of weekly sexual experiences: 
1 2 3 4 

none 1 time 2 times 3 times 
5 

4 times 
6 

5 times 

14. How well you feel that your level sexual activity meets your needs: 
1 

extremely 
inadequate 

2 
highly 

inadequate 
somewhat 
inadequate 

4 
acceptable somewhat 

adequate 

15. 

16. 

Level of satisfaction with your current sexual activity 
1 2 1 A / * 2 3 4 

extremely highly somewhat adequate 
dissatisfied dissatisfied dissatisfied 

somewhat 
satisfied 

6 
highly 

adequate 

6 
highly 
satisfied 

7 
> 5 times 

extremely 
adequate 

extremely 
satisfied 

How frequently do you use tobacco products: 
1 2 3 4 5 

never < 1 pack/day 1 pack/day 2 pack/day 3 pack/day 
6 7 

4 pack/day > 5 pack/day 

17. How frequently do you consume alcoholic be vera pes: 
1 2 3 4 5 g 

never <15 times 15-30 times 30-45 times 1-4 times 1-5 times 
a year a year a year a month a week 

18. How frequently do you resort to the use of prescription drugs: 
2 3 4 5 6 

never <15 times 15-30 times 30-45 times 1-4 times 1-5 times 
a year a year a year a month a week 

19. How frequently do you resort to the use of illegal street drugs-
1 2 3 4 5 6 

never <15 times 15-30 times 30-45 times 1-4 times 1-5 times 
a year a year a year a month a week 

20. How well you feeUhat your overall lifestyle meets your needs: 

• h!,ghly somewhat acceptable sonfewhat highly 
inadequate inadequate inadequate adequate adequate 

7 
daily 

7 
daily 

7 
daily 

extremely 
adequate 
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PERSONAL DATA QUESTIONNAIRE 

Assessment of Current Health - Provide Data nr Circle Number and Your Selection 

Describe type of last illness/injury sufferred 

1. How frequently do you experience illness/iniurv: 
_ I 2 3 4 5 6 7 

< 2 times 2-4 times 4-6 times 6-8 times 8-10 times 10-15 times >15 times 
a year a year a year a year a year a year a year 

2. Length of last illness/injury: 
^ 2 3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months > 6 months 

3. Time since last illness/injury: 
1 2 3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months > 6 months 

Describe the reason for the most current visit to your physician 

4. How frequently do you visit your physician's office/clinic: 
! 2 3 4 5 6 7 

< 2 times 2-4 times 4-6 times 6-8 times 8-10 times 10-15 times >15 times 
a year a year a year a year a year a year a year 

5. Time since last visit to your physician's office/clinic: 
1 2 3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months s 6 months 
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PERSONAL DATA QUESTIONNAIRE 

Assessment of Crrenf Health fronted) - Provide Data or CirH, anr i V»,lt-

Describe the reason for the most current visit to a hospital 

5 6 7 

6. How frequently are you hospitalized: 
1 2 3 4 D 

<
a

2 ^ r
e S 2 " 4 t i m e s 4-6 times 6-8 times 8-lo"times 10-15 times >15 times 

a year a year ayear a year a year ayear a year 

7. Time since last hospitalized: 
' 2 ^ 4 5 g 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months >6 months 

Medications you are now taking (prescription & nonprescription): 

Name of Medicine r> i? , . 
Reason for Taking the Medication 

Other comments pertaining to your current health status: 
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PERSONAL DATA QUESTIONNAIRE 

Stress Survey -Provide Data or Circle N.,mh»r a n d y n „ r s„i„. f i n n 

Describe most frequent type of stress experienced 

1. How frequently do you suffer from this type of stress: 
] 2 3 4 5 6 

< 2 times 2-4 times 4-6 times 6-8 times 8-10 times 10-15 times >15 times 
a year a year a year a year a year a year a year 

5 

. When this type of stress was last encountered what was your stress level: 
• 2 . 3 4 j 

unaware unnoticeable during noticeable when noticeable slight restriction 
ofstress noimal activities no,busy allthetime S S v ™ 

^ ^ ® 9 10 
life style need help with very restricted, hospitalization incanahle nf 

is disrupted some daily tasks often in bed/medicated required functioning 

3. Duration of last occurrence of this type of stress: 
* 2 3 4 5 ^ 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months > 6 months 

What do you do to manage or cope with your stressors? 

4. How often do you have to visit professionals because of stress: 
| 2 3 4 5 6 7 

<2 times 2-4 times 4-6 times 6-8 times 8-10 times 10-15 times >15 times 
a year a year a year a year a year a year a year 

5. Time since last visited a professional because of stress-
1 2 3 4 5 * 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months * 6 months 

Titles of professionals and type therapy received 
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PERSONAL DATA QUESTIONNAIRE 

PgiB Survey - Provide Data or Cirri* N,.mber and Vn..r 

Describe most frequent type of pain experienced 

**ow frequently do you suffer from this type of pain: 

< a v ^ r S 2 ~ 4 t i m e s 4 - 6 t i m e s 6-8 times 8-10 times 10-15 times >15 times 
a year a year a year a year a year a y e a r a year 

2. Duration of last occurrence of this type of pain: 
* 2 3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months > 6 months 

3. Time since last experiencing any type pain: 
^ ^ 4 5 i 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months s 6 months 

4. Current pain level: 
1 . 2 3 4 5 

unaware unnoticeable during noticeable when noticeable slight restriction 
ofpam nonnal activities not busy all the time T a S S e s 

^ ^ 8 9 io 
lifestyle need help with very restricted, hospitalization brief excruciating min-

is disrupted some daily tasks often in bed/medkated required b " S ' 

5. How often do you have to visit your physician's office/clinic for pain: 

2" 4 t t o e s 4"6t imes 6 _ 8 , i m e s 10-15times >I5times 
y ayear ayear ayear ayear ayear ayea r 

6. Time since last visit to your physician's office/clinic for pain: 
^ 3 4 5 £ 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months > 6 months 

Titles of other professionals and type therapy received 

7. How often do you have to visit other professionals for pain: 

< a vearS 4 " 6 t ™ e S 10-15 times >15 times 
y ayear ayear ayea r ayear ayear ayea r 

8. Time since last visit to another professional's office/clinic for pain: 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months , 6 months 
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1. Gender: 
1 

male 

PERSONAL DATA QUESTIONNAIRE: 
CONTROL NUMBER: 

Demographic Information (Circle N..mhPr and Vm.r K ^ t i n n ) 

2 
female 

2. Ethnic origin: 
1 2 

Caucasian African 
American 

3. Marital status: 
1 2 

married widowed 

Hispanic 

3 
single 

never married 

4 
Asian 

4 
separated 

5 
Native 

American 

5 
divorced 

6 
Other 

6 
divorced 

7 
divorced 

1 marriage 2 marriages > 3 marriages 

1-5 years 6-10 years 11-15 years 16-20 years 21-25 years > 2 5 years 

4. Length of current marital status (above): 
1 2 3 4 

< 1 year 

5. Age: 
1 2 3 4 5 6 7 

s 19 years 20-25 years 26-30 years 31-40 years 41-50 years 51-60 years >60 years 

6. Education level: 
; 2 3 

< high some high school 
school high school or GED 

4 
some 
college 

7. Total number of persons living in your home-
1 2 3 4 

* 2 3-4 5-6 7-8 

8. Type position you normally fill at work: 
i 2 3 4 

supervised supervisory middle upper 

university 
degree 

6 
graduate 
studies 

7 
graduate 

degree 

5 
9-10 

5 
owner or 

6 
> 10 

r , . . ^ owner ur 
laborer position manager management executive 

9. Current employment status: 
1 2 3 

unable to unemployed laid-off 
work 

4 
part-time 

work 

10. Level of satisfaction with your position: 
1 2 3 4 

extremely highly somewhat adequate 
dissatisfied dissatisfied dissatisfied 

full-time 
work 

somewhat 
satisfied 

homemaker retired 

6 
highly 

satisfied 

7 
extremely 
satisfied 
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13. 

15. 

PERSONAL DATA QUESTIONNAIRE 

Demography Information (cont'd^ - Tirol,* Number and Vnur S^l^tinn 

11. Time in your current position: 
1 2 3 

< 6 months 6 months-1 year 2-3 years 
4 5 6 7 

4-5 years 6-7 years 8-9 years >10 years 

12. Sum of gross income (thousands) earned by all persons living in your home: 
1 

^ $15 
2 

$16-20 
3 

$21-25 
4 

$26-$30 
5 

$31-$35 

Level of satisfaction with total income currently earned* 
1 2 3 4 5 ' 

extremely highly somewhat adequate somewhat 
dissatisfied dissatisfied dissatisfied satisfied 

6 
$36-40 

6 
highly 

satisfied 

14. How well you feel your total current income meets your needs: 
1 2 3 4 5 g 

extremely highly somewhat acceptable somewhat highly 
inadequate inadequate inadequate adequate adequate 

7 
>$40 

extremely 
satisfied 

extremely 
adequate 

Gross income (thousands) necessary to maintain/return to desired lifestyle-
1 2 3 4 5 6 7 ^ $15 $16-20 $21-25 $26-$30 $31-$35 $36-40 >$40 

3. 

4. 

5. 

Evaluation of Lifestyle - Circle Number and Your Selection 

1. How often you exercise: 
1 2 3 4 

never <15 times 15-30 times 30-45 times 
a year a year a year 

5 
1-4 times 
a month 

2. Level of satisfaction with your exercise regimen: 
1 2 3 4 5 

extremely highly somewhat adequate somewhat 
dissatisfied dissatisfied dissatisfied satisfied 

6 
1-5 times 
a week 

6 
highly 

satisfied 

How well do you feel that your current diet meets your needs: 
2 3 4 5 g 

extremely highly somewhat acceptable somewhat highly 
inadequate inadequate inadequate adequate adequate 

Level of satisfaction with your current weight: 
J 2 3 4 

extremely highly somewhat adequate 
dissatisfied dissatisfied dissatisfied 

somewhat 
satisfied 

6 
highly 
satisfied 

How well you feel your amount of total sleep meets your needs: 
1 

extremely 
inadequate 

2 
highly 

inadequate 
somewhat 
inadequate 

4 
acceptable somewhat 

adequate 

6 
highly 

adequate 

7 
daily 

extremely 
satisfied 

extremely 
adequate 

7 
extremely 
satisfied 

extremely 
adequate 
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9. 

PERSONAL DATA QUESTIONNAIRE 

Evaluation of Lifestyle fcont'dl - Cirr i* N..mher and Vn,,r 

Level of satisfaction with your sleeping habits: 
1 2 3 4 

extremely highly somewhat adequate 
dissatisfied dissatisfied dissatisfied 

somewhat 
satisfied 

6 
highly 
satisfied 

7. 

1. 

How well you feel that quantity of sexual activity meets your needs: 
. 2 3 4 5 6 

extremely highly somewhat acceptable somewhat highly 
inadequate inadequate inadequate ad e q u a te adequate 

Level of satisfaction with the quality of your current sexual activity: 
, 2 3 4 5 6 

extremely highly somewhat adequate somewhat highly 
dissatisfied dissatisfied dissatisfied satisfied satisfied 

How frequently do you use tobacco products: 
1 , 2 3 4 5 e. 

never < 1 pack/day 1 pack/day 2 pack/day 

7 
extremely 
satisfied 

7 
extremely 
adequate 

7 
extremely 
satisfied 

V / 
3 pack/day 4 pack/day > 5 pack/day 

10. How frequently do you consume alcoholic beverages: 
1 2 3 4 5 6 

never <15 times 15-30 times 30-45 times 1-4 times 1-5 times 
a year ayear a year a month a week 

11. How frequently do you resort to the use of prescription drugs: 

never <15 times 15-30times 30-45 times Mtimes 1-5 times 
a year a year a year a month a week 

12. How frequently do you resort to the use of illegal street drugs: 

never <15 times 15-30 times 30-45 times 1-4 times 1-5 times 
ayear ayear a year a month a week 

13. How well you feel that your overall lifestyle meets your needs: 
1 . 3 4 5 6 

extreme y highly somewhat acceptable somewhat highly 
inadequate madequate inadequate adequate adequate 

7 
daily 

7 
daily 

7 
daily 

extremely 
adequate 

Assessment of Current Health - Cirrk Number and Your SelM-tinn 

How frequently do you experience illness/injury: 
• 2 3 4 5 6 

<2 times 2-4 times 4-6 times 6-8 times 8-10 times 10-15 times 
ayear ayear ayear a year ayear ayear 

>15 times 
ayear 
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PERSONAL DATA QUESTIONNAIRE 

Assessment of Current Health f r o n t s - CirH* N..mher and Vn.., 

2. How frequently do you visit your physician's office/clinic: 
1 2 3 4 5 6 7 

<2 tunes 2-4 tunes 4-6 times 6-8 times 8-10 times 10-15 times >15 times 
a year a year a year a year a year a year a year 

3. Time since last visit to your physician's oflice/clinic: 
* 2 3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months >6 months 

4. How frequently are you hospitalized: 
* 2 3 4 5 g 7 

<
a

2 r f 2 " 4 t i m e S 4 " 6 t i m e s 6 - 8 , i M S 8-10times 10-15 times >15t tae S 
a year a year a year a year a year a year a year 

5. Time since last hospitalized: 
I 2 3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months s 6 months 

Stress Survey - Cirrip Number and Vn. lr Sel<»i-tinn 

Stress| relates to financial, job, relationship, 
social, or community related pressures, 

1. How frequently do you suffer from stress: 
* 2 3 4 5 6 7 

<
a

2 v i r S 2 " 4 t i m e S 4 " 6 t i m e S 6 " 8 t i m e s 8 " 1 0 t i m e s 10-15 times >15 times 
a year a year a year a year a year a year a year 

2. When this type of stress was last encountered what was your stress level: 
2 3 4 5 

freeS detectable distracted by some activities routine activities 
stress annoyance impaired disrupted 

„ 6 • • 7 8 9 m 

discStaied S c t n t h f a ^ S c f d e r e l y p e r i o d i c a l l>' 
seir-care affected unconscious 

3. How often do you have to visit professionals because of stress: 

< ^ ™ e S 2 - 4 t i m e s 4 " 6 t i m e s 6"8 tmes 8-105times 10-15 times >15 times 
a year a year a year a year a year a year ayear 

4. Time since last visited a professional because of stress: 
3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months >6 months 
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PERSONAL DATA QUESTIONNAIRE 

Pain Survey - C i r c l e N u m b e r and Y m . r S e l e c t i o n 

1. Time since last experiencing any type pain: 
' 2 3 4 5 g 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months > 6 months 

2. Current pain level: 
1 2 

P a in detectable pain 
free sensation 

all activities 
discontinued 

barely able 
to function 

distracted by 
annoyance 

8 
incapable of 

self-care 

4 5 
some activities routine activities 

impaired disrupted 

9 10 
thinking severely periodically 

affected unconscious 

3. How often do you have to visit your physician's office/clinic for pain: 
: 2 3 4 5 6 7 

< 2 times 2-4 times 4-6 times 6-8 times 8-10 times 10-15 times >15 times 
a year a year a year a year a year a year a year 

4. Time since last visit to your physician's office/clinic for pain: 
1 2 3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months a 6 months 

5. How often do you have to visit other professionals for pain: 
1 2 3 4 5 6 7 

< 2 times 2-4 times 4-6 times 6-8 times 8-10 times 10-15 times >15 times 
a year a year a year a year a year a year a year 

6. Time since last visit to another professional's office/clinic for pain-
2 3 4 5 6 7 

1-7 days 1-3 weeks 1-2 months 2-3 months 3-4 months 4-5 months > 6 months 
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SCALE FOR THE SELF-REPORT OF PAIN LEVEL* 
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