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Sixty subjects divided equally among Anglo-Americans,

Black Americans, and Hispanic Americans participated in

the study. They were classified as chronic pain patients

by medical diagnosis and duration of pain. They were

drawing Workers' Compensation and were all blue-collar

workers from the Dallas-Fort Worth area.

Cognitive complexity is a measure of individuals'

ability to construe their feelings, events of their lives,

and their world in a meaningful manner. Cognitive

complexity appeared to differ among the cultural groups as

indicated by significantly different functionally

independent construct scores. Anglo-Americans appeared to

have a greater internal complexity than did Black

Americans and Hispanic Americans.

Significant relationship difference between cultural

groups was found on pain constructs and depression factors

of the Clinical Analysis Questionnaire (CAQ). Depression

factors of the CAQ correlated negatively with cognitive

complexity. Pain chronicity and/or intensity when

correlated with functional activities and emotional



capacity showed significant relationship differences

across cultural groups.

There were significant differences across cultural

groups in the way pain was described. Group membership

could be correctly predicted 80% of the time for Hispanic

Americans, 68.4% of the time for Black Americans, and

47.1% of the time for Anglo-Americans from cumulative mean

pain scores.
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CHAPTER I

INTRODUCTION

Research has shown that chronic pain plays a major

role in a person's life, with specific themes related to

the experience of chronic pain (Supernaw, 1989). The

International Association for the Study of Pain (1979)

defined pain as an unpleasant emotional and sensory

experience associated with either actual or potential

tissue damage. Pain has also been defined as a total

experience of some noxious stimulus influenced by cognitive

process and previous experiences (Feuerstein, Papciak, &

Hoon, 1985). The themes of pain were altered by

individuality of the pain experience, but the themes almost

invariably included external perceptions, personal topics,

and relationship topics. External perceptions concentrated

on events, ideas, things, places, and, to some extent, on

persons. Personal topics were concerned with one's

feelings, perceptions, images, or thoughts. Relationship

topics included feelings, beliefs, and perceptions

involving personal relationships with other people

(Supernaw, 1989).

Embedded within relationship topics of pain themes was

ethnicity, defined generally as "of, belonging to, or

distinctive of a particular racial, cultural, or language

1
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division of mankind;" also, "of or belonging to a population

subdivision marked by common features of language, customs,

etc." (Webster's New World Dictionary, 1988). Effects of

ethnicity might alter the approach that a therapist should

employ to help the individual cope and deal with chronic

pain (Supernaw, 1989).

According to Bannister and Mair (1968), as cognitive

complexity increased, individuals were able to construe

their feelings, events of their lives, and their world in a

more meaningful manner, and they was able to predict what

would happen in their life. Depression, pain, life

experiences, and environment were examples of circumstances

which altered cognitive complexity (Kelly, 1955; Neimeyer &

Neimeyer, 1977), and the individual's personality and

feelings interacted to alter the constructs that the person

developed. As the constructs developed, new and varied

means to describe -the construct content and to predict

behaviors of self and others developed (Bannister &

Fransella, 1971).

Bannister and Fransella (1971) determined that

constructs were the framework by which an individual was

able to interpret feelings, events, environment, and

persons, and consisted of ways in which things were alike

and different from other things. These bipolar dimensions,

or constructs, included many increments by which the
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individual might have perceived differences and made

comparisons or ordered events.

A construct was used in a particular context, and the

range of convenience was all of those things to which

people might eventually find the construct applicable.

Range of convenience was defined as finite range of events

of a specific construct of an individual (Bannister &

Fransella, 1971).

Bannister and Fransella (1971) defined cognitive

complexity as presented by Bieri (1966) as "the tendency to

construe social behavior in a multidimensional way, such

that a more cognitively complex individual has available a

more versatile system for perceiving the behavior of others

than does a less cognitively complex person" (p. 109).

This appeared to mean that the more socially developed the

individual became, the more complex his or her ways of

construing people became (i.e., he or she had more ways to

describe what he or she perceived in other people)

(Bannister & Fransella, 1971).

Constructs evolved from relatively safe elements of a

person's interpersonal world. As the constructs became

more differentiated and elaborate, the individual was

considered to be more cognitively complex (Neimeyer &

Neimeyer, 1977). As constructs increased in both size and

number, greater differentiation became available. The

individual was better able to construe (interpret) events,
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persons, or objects that comprised the construct or

constructs and the significance of world events (Kelly,

1955).

The psychology of personal constructs was formulated by

G. A. Kelly (Bannister & Fransella, 1971). This psychology

regarded human beings as a categorizing animals in which all

perception involved categorizing. The theory relied on two

main notions. The first was anticipation (or prediction),

and the second was construct. A construct was a particular

kind of category, unique to the individual using it. The

construct was not fixed, but was altered by the person's

development, mood, education, perspective, and many other

factors. The repertory grid was developed by Kelly (1955)

to allow measurement of the constructs. The techniques have

been modified by other psychologists for specific needs and

usages. Construct theory depended only on a person's

ability to make discriminations. Personal construct theory

was an act of construing, not tied to any one context-

phenomenon. It was a psychology of human beings as persons

with all that was thus implied. The philosophical

assumptions of the theory were labeled by Kelly (1955) as

constructive alternativism. Kelly believed that truth was

collected one piece at a time and that truths were

channelized by the way in which the individual anticipated

events, implying that individuals reached out for the future

and thus did not need to rely only on the past.
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An increase in capacity to construe social behavior

and versatility of the person's system for perceiving

behavior resulted in an increase of cognitive complexity.

As cognitive complexity increased, the individual had an

increasing range of convenience; that is, he or she had

more discrimination and thus more alternative forms of

behavior, allowing a greater number of ways to cope with

daily confrontations and problems. He or she could see

circumstances in a number of different ways (Bannister &

Fransella, 1971).

Diagnosis of medical problems had not signified degree

of severity or seriousness (Ranjan, 1986). Chronicity of

pain was a factor in the measurement of pain, but it was an

inadequate indicator of severity because individual

perception of intensity changed over time and the

instruments were often subjective and lacked reliability

and validity (Ranjan, 1986). Duration of pain may have

been just as important as chronicity, but it too was an

incomplete conceptualization because of subjectivity,

individualization, and a positive correlation between the

duration of pain and psychopathology (Garron & Leavitt,

1983).

Chronic pain was defined as a syndrome incorporating a

myriad of factors, such as percentage of time experienced

(Hameroff et al., 1982), frequency of pain (Harrigan,

Kuves, Ricks, & Smith, 1984), and duration (Garvey,
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Schaffer, & Tuason, 1983; Krishman et al., 1985), each

factor subjective and interpretable in various ways.

Chronic pain syndrome seemed to have been positively

correlated with psychopathology as defined by its impact on

depression and on physical, psychosocial, work, and

recreational activities (Follick, Smith, & Ahern, 1985).

Depression impacted on pain measurement, compounding and

increasing complexity of pain measurement (Ranjan, 1986).

Because pain could be measured and assessed from many

points of view which complemented each other, a rich

thorough picture of the patient in pain required

integration of all known pain facets.

Researchers, in attempting to make objective

measurements of the pain problem in diagnostic

considerations, have developed and used a number of

vehicles to define and measure the various aspects of pain

(Bailey & Davidson, 1976). Melzack (1975) found that

assessing pain accurately and making predictive judgments

required development of an index that would incorporate

many dimensions of pain. Ward et al. (1984) used the

McGill Pain Questionnaire (Melzack, 1975) to measure the

intensity of pain. Personality factors have been measured

by personality assessments such as the Clinical Analysis

Questionnaire (CAQ) (Krug, Cattel, & IPAT Staff, 1980).

Measurements of depression have been made using scales such

as the Beck Assessment of Depression (Beck, Rush, Shaw, &
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Emery, 1979). Pain drawings such as the one developed by

Selby, McCoy, and Lawlis (Achterberg & Lawlis, 1984) have

proved useful in assessing the location of pain.

Chronicity or duration of pain has been determined to play

an important role in assessment of pain, but the definition

of chronicity has varied from study to study (Ranjan,

1986).

The site of pain was important to the elaboration of

behavioral and psychological response to chronic pain.

Site of pain altered, and had various implications for,

treatment. A study by Toomey, Gover, and Jones (1984)

found that specific pathology was correlated with various

sites, with back pain patients having lower self-concept

scores than facial pain patients. The study also found

that type or description of pain was altered by the site of

pain. Significant differences were observed between

different pain sites and sensory, affective, sum of ranks,

and total words used. Cognitive coping styles also were

found to differ, depending on the site of the pain. For

example, patients viewed themselves as being in control

with head and neck pain but out of control with low back

pain. Descriptors appeared to be different depending on

where the pain was felt, and measures of functionability

were altered by pain site. Patients with head and neck

pain reported fewer disturbances in physical abilities of

walking and up time than low-back pain patients, and
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headache patients reported fewer disturbances in self-

definitional areas of social and recreational abilities

than low-back pain patients (Toomey, Gover, & Jones, 1984).

Since differences that emerged were cognitive rather

than affective, treatment programs which attended to belief

systems and coping styles appeared to be effective when

dealing with chronic pain from sites other than low back.

Low-back pain groups responded to treatment strategies

consistent with personal constructs regarding health

beliefs and personal control of health maintenance (Toomey,

Gover, & Jones, 1984).

Three theories of pain existed, each presenting

unexplained physiological data (Melzack & Wall, 1975). The

first of these was the specificity theory which proposed

that a mosaic of specific pain receptors in body tissue

projected to a pain center in the brain. It maintained

that free nerve endings were pain receptors that generated

pain impulses carried by A-delta and C fibers in peripheral

nerves and by the lateral spinothalamic tract in the spinal

cord to a pain center in the thalamus. New and revised

theories followed and came to be called the pattern theory

in which Goldscheider (cited in Melzack & Wall, 1975)

proposed that stimulus intensity and central summation were

critical determinants of pain.

In 1965 the gate control theory, discussed by Melzack

and Wall (1975), was proposed, in which a gate control
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system modulated sensory input from the skin before it

evoked pain perception and response. Essentially, the

theory proposed that cutaneous afferent fibers terminated

in the dorsal two-thirds of the dorsal horn ending on cells

in or adjacent to substantia gelatinosa lamina which had

three components: terminals of afferent fibers, dendrites

of deeper cells, and small cells with interconnections.

This area was believed to be the gate which controlled or

modulated incoming impulses depending on nerve size,

strength of stimulus, neurotransmitter activity, and other

physiological and chemical activity (Melzack & Wall, 1975).

Beyond the gate control theory was the biocultural

model (Melzack & Wall, 1975). A biocultural model of pain

perception allowed for more effective study, diagnosis, and

treatment of pain than the gate control model. Different

social communities, often represented as ethnic groups,

had different cultural experiences. Cultural attitudes

toward and cultural meanings for pain influenced

neurophysiological processes of pain perception and

tolerance. Psychological and behavioral responses to pain

sensations were altered by cultural biases. The

biocultural model and the gate control model were described

and explained by Bates (1987).

Tamburini, Selmi, DeConno, and Ventafridda (1987)

found that pain description was not related to sex, age,

educational background, or financial situation. In their
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study pain description was not correlated with integrated

pain score, number of concomitant symptoms, hours of sleep,

or standing performance status. However, as the degree of

pain increased, the concomitant symptoms also increased

while the number of hours of sleep and standing decreased.

Sargent (1984) found that there were five possible

responses to pain. These responses were motor, vocal,

verbal, social, and absence of manifest behavior. However,

there did not appear to be a necessary relationship between

pain and response.

A difficult problem confronting health care personnel

has been how to interpret pain as described by the patient.

Verbal and nonverbal communication of pain was found to

have two levels of subjectivity (Craig, 1983). The first

level was the perception of pain through different

physical, cognitive, emotional, affective, and

ethnocultural variables. The second level was obtained

through the use of words which may have differed either

conceptually or semantically from one individual to

another. Bond (1979) found that patients with cancer were

influenced by emotional and affective factors closely

related to their level of awareness of the illness.

The objective in investigating pain problems was to

address the quality of life of the patient. That quality

was measured through concomitant symptoms, aspects of daily

living, and activities such as sleep and performance
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status. Overall experiences of the patient were expressed

in an integrated pain score (Tamburini, et al., 1987).

Gaston-Johansson, Johansson, Felldin, and Sanne (1985)

found that patients with rheumatoid arthritis considered

themselves more healthy than did patients with chronic pain

syndrome, and rheumatoid arthritis patients experienced

less emotional and psychosomatic discomfort than chronic

pain patients. Chronic pain syndrome patients reflected an

affective dimension of their experience more readily than

rheumatoid arthritis patients, with a possible variable

being that the chronic pain syndrome patients blamed their

work for their pain. Depressive traits were consistently

and significantly more prevalent among pain-prone patients

than among patients with rheumatoid arthritis. Patients

with chronic pain syndrome experienced headaches,

difficulty in relaxing, feelings of inferiority, sleeping

problems, impaired concentration, and difficulty in

remembering significantly more frequently than patients

with rheumatoid arthritis.

According to Oostdam and Duivenvoorden (1987)

affective stress was a potent variable in pain language.

They found that pain descriptors did not correlate

significantly with pain duration. Patients with long

standing chronic low back pain showed more somatic

preoccupation than patients with acute back pain (Oostdam &

Duivenvoorden, 1987). Affective stress probably confounded
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efforts to relate language to medical diagnostic

categories. Kremer and Atkinson (1983) found that

emotionally disturbed patients used more affectively-laden

descriptors spread over more pain factors than did

emotionally undisturbed patients.

Cancer patients reported (Kremer, Atkinson, & Ignelzi,

1982; Spiegel & Bloom, 1983) that the most feared

consequence of cancer was pain. Pain as a psychological

aspect of cancer was important, even critical, to treatment

of cancer patients, and it was a highly variable construct

in such patients in the sense that prevalence of pain

varied with the type of cancer. The ability of the doctor

and the patient to control pain may have correlated highly

with quality of life and recovery from cancer. Reducing

the fear of cancer may have increased the possibility for

early diagnosis and curative therapy (Ahles, Ruckdeschel, &

Blanchard, 1984a).

Increasing fear of cancer-related pain was the

complication of experiencing both chronic and acute pain

simultaneously, according to Ahles, Ruckdeschel, and

Blanchard (1984b), who described this type of pain as

chronic-acute pain. They developed specialized assessments

of such pain, integrating four factors into a complex pain

management protocol to allow the patient to remain in

psychological control. Those four factors were (a) benign

pain syndromes in which the underlying pathophysiology was
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presumed to remain constant, (b) acute pain that resulted

from new and different physical pathology, (c)

psychological pain associated with psychophysiological

parameters, and (d) psychological disruption of the

patient's life. It was found that multiple use pain

assessments such as visual analog scales, McGill Pain

Questionnaire, and a descriptive (adjectival) scale with

multiple diary entries of affective and subjective feelings

allowed for satisfactory analysis of patient status and

were sufficient to capture the variability of the patient's

pain throughout each day (Ahles, Ruckdeschel, & Blanchard,

1984b).

Spatial distribution of the pain may be a useful

diagnostic indicator of psychological disturbance in

chronic pain patients (Toomey, Gover, & Jones, 1983). The

total number of pain sites was used to measure (quantify)

pain distribution. This distribution quantification

relationship then correlated with other measures of pain

description, function, health related behaviors, and

personality. The above measures revealed that spatial

distribution of pain was neither associated with estimates

of pain magnitudes nor a consequence of greater diffusion

of pain with the passage of time. Measures of intensity

alone were unable to account for variance in pain

descriptors, and psychopathology exerted less of an effect
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on intensity ratings than on verbal descriptive ratings of

pain (Toomey et al., 1983).

In Toomey et al. (1983) data suggested a correlation

between spatial distribution and a diffusion of verbal

descriptors for pain. In that study, spatial distribution

varied proportionately to deficits on all assessed

functions (i.e., physical abilities of walking and up time,

social and recreational abilities, vocational abilities,

and specific physical and self-definitional abilities). The

study also revealed that increased scores on spatial

distribution showed correlation with high levels of somatic

preoccupation and depression. The disease conviction and

affective disturbance-dysphoria scores increased with

increases in distribution (Toomey et al., 1983). Decreased

scores were elevated with spatial distribution increase

(Toomey et al., 1983). Increased spatial distribution-

correlated with externality increase, and the patient's

aversive state was associated with perceived

noncorrespondence between behavior and satisfaction of

needs, which may have partially explained the reliance of

these patients on medication for pain relief (Toomey et

al., 1983).

According to Fordyce et al. (1983), two assumptions

needed to be met in the measurement of pain. The first

assumption was that in the stimulus-response model, pain

should have been precisely measured and validly obtainable
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and definable. The second was that there should have been

a lawful and systematic relationship between the observed

or inferred pain stimulus and the recorded pain response.

The first assumption might have been met in experimental

pain studies (Melzack, 1975; Lawlis, Achterberg, Kenner, &

Kopetz, 1983). The second, however, was less surely so

(Fordyce et al., 1983). Both assumptions were partially

met in recent onset (acute) clinical pain, but there were

great individual differences in response to nociception.

Known and controlled stimuli such as eschemia were used by

Lawlis et al. (1984) to measure and compare pain to

stimulus. However, post healing pain stimuli were

confounded by overlapping varying verbal reports and

variables of individual events and experiences (Fordyce et

al., 1983). In chronic pain, both of these assumptions

were subject to challenge, so much so that the stimulus

response model may not have been valid at all when

referring to chronic pain (Fordyce et al., 1983).

An empirical strategy was employed by Melzack (1975)

in the construction and use of the McGill Pain

Questionnaire. Another empirical rating was a visual

analog scale or magnitude estimation rating pain from 0-100

or 1-10 (Joyce, Zutshi, Hrubes, & Mason, 1987).

A third empirical approach was to obtain an activity

limitation rating as defined by the patient self-report on

an Activity Pattern Indicator (API). The activity
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limitation ratings were recorded frequencies of engaging in

a set of commonplace activities in the immediately

preceding week (Fordyce et al., 1983).

Psychological tests administered to pain patients did

not appear to reflect predicted scores on levels of pain,

disability, or pain sequelae, but rather reflected

psychological changes due to actual pain and disability.

Research indicated that clinical interpretation must be

altered when diagnosing and treating chronic pain patients

(Brennan, Barrett, & Garretson, 1987).

Fordyce et al. (1983) discussed the measurement and

perception of chronic pain and indicated that pain was a

concept or construct that was dependent on not only the

stimulus, but also events, circumstances, and experiences

of individuals. In addition to cognitive, emotional, and

physical aspects of pain, the relationship of cultural

elements to chronic pain has been explored in a number of

studies. Panitz, McConchie, Sauber, and Fonseca (1983)

reported a study of Hispanic ethnicity in which they found

that cultural traits seemed to be associated with behavior.

They also found the term Hispanic culture to be so

intangible and so subjective that it was invalid to draw

concrete conclusions or to attribute causality for

observable variations of behavior in a specific segment of

a population. Social class, ethnic group, geographical

setting, economic status, environmental changes, and any
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number of other factors may have altered the outcome of

their study.

Abad and Suarez (1975) reported that Puerto Rican rum

was a source of great pride in the Hispanic culture.

Kearney (1970) found that in parts of Mexico Mexican men

who did not drink were viewed with suspicion and fear.

Panitz et al. (1983), however, emphasized that Hispanic

Americans could by no means be described by theoretical

constructs derived from empirical studies done in their

respective countries of origin.

In addition, one of the threads of personality that

seemed to alter behavior was machoism (Abad & Suarez,

1975). Gonzalez (1982) found machoism to be a system of

behavioral traits and beliefs characterized by exaggerated

manliness that eschewed any type of female role or feminine

activity. Hembrismo was the female role and was

exemplified by extreme femininity, passivity, and self-

abnegation. Machoism was derived from macho, meaning male,

and meant a variety of different things to different

people. It connoted sexual prowess and aggressive

behavior, which was equated with maleness when used in

strict definition, but when used generally, it may have

taken on a meaning of ethos comprising traits and behaviors

of men in Latin and other countries. Among the macho ideas

were found such psychological constructs as fear, courage,

pride, honor, charisma, leadership ability, and potency.



18

Many of these constructs were rooted in the culture, and

behavior was dictated by specific belief in the social

structure (Panitz et al., 1983).

Familism was found to be an important culture-specific

value of Hispanics (Moore, 1970). Sabogal, Marin, and

Otero-Sabogal (1987) determined that constructs of Hispanic

familism (familial obligations, perceived support from

family, and family referents) were strict and narrow.

Bandis (1959) and Triandis (1972) also defined these

traits. Sabogol et al. (1987) compared the familism

factors with acculturation and found that the strength of

familism tended to decrease with an increase in the level of

acculturation and that familism was significantly greater

in Hispanics than Anglos in his study.

The effect of the Hispanic, Black, and Anglo cultures

on the description of personal and psychological attributes

and the description of pain was the major thrust of a study

(Supernaw, 1989) in which it was hypothesized that the

Mexican-American Hispanics had a narrow, tight

discriminatory personal construct of pain. The

understanding and the method of therapy for Hispanics was

different from that of Blacks and Anglos when treating

patients who suffered from chronic pain (Supernaw, 1989).

Ethnic and cultural biases played a major role in

differentiating and altering behavioral events and

psychological response to pain. The Bariba example and
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study (Sargent, 1984) demonstrated the effects of

ethnicity. The Bariba people were a major ethnic group

inhabiting northern Benin and Nigeria, West Africa, noted

for the absence of overt behavior when confronted with

apparently painful stimuli such as childbirth, wounds, or

initiation ordeals. In the Bariba study, pain elicited a

cognitive map of honor and shame. Self-inflicted and

socially inflicted pain, especially through rituals such as

circumcision and clitoridectomy, signaled courage and honor

as crucial values and provided a basis for the Bariba

perspective toward pain. To admit to discomfort or pain

was a disgrace and may well have demanded death as a

penalty, either from society or from suicide. Even being

accused of dishonor may have elicited such guilt that the

individual would commit suicide (Sargent, 1984).

Fabrega and Tyma (1976) found that the Bariba people

had a very limited discrimination along the honor-shame

construct which constituted a linguistic dimension of pain.

An expression of pain in the Bariba society indicated both

intensity and duration of pain. Even body movements such

as the shaking of a hand may have been perceived as

dishonorable (Fabrega & Tyma, 1976). The Bariba people may

have associated pain with the fear of death and thus their

rituals to teach control of pain behavior allowed them to

control their destiny to a certain extent (Sargent, 1984),

that is, pain may have represented a paradigm of power
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expressed in male hunting and female birthing, both equally

necessary to survival.

A study by Bolling (1986) concerned different clinical

judgments between Black and White clients in which all data

except race appeared to be the same. It showed that with

respect to the cognitive complexity (i.e., a complex

cognitive schema) evaluative extremity affected clinical

judgments. People of the same race had significantly more

complex cognitive schemas regarding members of their own

social group (ingroup) than regarding members of another

group (outgroup). People of the same race tended to bias

the ingroup evaluation of others such that the ingroup was

evaluated moderately while the outgroup received extreme

evaluations. Bolling (1986) found that clinicians, be they

Black or White, made similar judgments and were not

significantly influenced by complexity levels. Both Black

and White clinicians made significantly different judgments

regarding Black clients, and judgments were significantly

affected by the severity level of presenting symptoms

(Bolling, 1986). Wong (1986) concluded that when studying

the cultural theme related to syntactical measures of

cognitive complexity, techniques and strategies for

instruction of different cultures should be different to

obtain desired writing behavior.

King (1974) determined that there were no significant

differences in cognitive complexity in school children, nor
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did girls exceed boys by mean cognitive complexity scores.

There was no statistically significant difference between

the Mexican-American children and the Anglo-American

children with regard to concrete conceptualization as

demonstrated by their ability to discriminate the human

figure in the Draw-A-Person test.

King (1974) concluded that the dominant type of family

values and their resultant conflicts found in Mexico may

have been generalized to the basic socialization processes

upon which the Mexican-American family was founded and thus

altered the conceptual processes as compared to the Anglo-

American family. Culturally divergent categories struggled

in locating adequate acculturative frames of reference for

participating in the mainstream of American society (King,

1974).

Supporting King's results was a study by DeWindt-

Robson (1986). He studied a group of Black and White

children using Kelly's (1955) Role Construct Repertory Test

for studying personality development. Personal construct

systems changed with age and cognitive development as did

the level of abstraction, but only the level of abstraction

was found to be predictive by their teachers (DeWindt-

Robson, 1986).

Harwood (1981) found that a construct which appeared

to be an important difference between Hispanics, Blacks,

and Caucasians was pain. He determined that intraethnic



22

and intragroup variation due to the degree of acculturation

of American norms for health, illness, and social class was

a barrier of which the pain practitioner must remain aware.

He also found that statistically significant interethnic

differences existed in pain experience. Ethnic group

membership influenced how individuals perceived, labeled,

responded to, and communicated various symptoms (Harwood,

1981).

Ethnos (characteristics and distinguishing attitudes,

habits, and beliefs) was important in determining from whom

health care was obtained and the type of care sought

(Lipton & Marbach, 1984). There was an important

association between individuals' ethnic background and

their behavior (such as how long they waited to seek

medical help), beliefs (such as whether they should

differentiate their pain), and attitudes (such as not

believing or complying with the doctor's advice,

particularly if the doctor was of a different culture from

that of the patient). Because pain was an important, and

sometimes the only, symptom from which medical diagnosis

was based, success of treatment may have been dependent on

the diagnostician's knowledge of the ethnic background

(Harwood, 1981; Lipton & Marbach, 1984).

Stereotyping ethnic groups was a potential problem for

health care practitioners (i.e., the individual was judged

from an exaggerated belief associated with a category of
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behavior as a justification for either acceptance or

rejection of a group) (Lipton & Marbach, 1984).

Generalizations led to misinterpretation of the patients'

reports and thus should have been avoided when treating

patients from other cultures. Possible predictors of pain

variation included stereotyping, medical diagnosis,

acculturation, and level of psychological distress (Lipton

& Marbach, 1984).

Cognitive differentiation (Lipton & Marbach, 1984) was

shown to be important in stereotype attribution processes.

When an individual habitually used a large number of

dimensions to conceptualize the interpersonal domain, a

lesser degree of stereotyping was evident because the more

differentiated individual attended to more attributes of

any given stimulus person. Individuals also tended to be

conservative in judgments about others and made judgments

which were not influenced by evaluation biases. Cognitive

differentiation tended to moderate prejudice-stereotyping

relationships (i.e., individuals high in differentiation

made use of more information than low differentiation

people, including their affect toward the stimulus

characteristics such as occupation or background) (Feldman

& Hilterman, 1975).

When measuring Mexican-American health status, the

measurement devices for Spanish were not equivalent to the

English in terms of validity (Deyo, 1984). Connotations
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were different between the questionnaires. Cultural

response biases or culturally different responses to the

same disease condition differed in the measurement devices.

Certain symptoms were not seen as a legitimate reason to

limit certain activities among traditional Mexican-

Americans. Acculturation in a broad sense was a critical

factor in validity of response because of the heterogeneity

of the Mexican-Americans as a group (Deyo, 1984).

Mexican-Americans showed a higher score on clinical

pain than either Blacks or Whites in a study on ethnic and

sex differences in responses to clinical and induced pain

in chronic spinal pain patients. Mexican-American women

showed the greatest tolerance to pain, followed by the

Mexican-American men (Lawlis et al., 1984).

A number of ethnic related differences were explored

by Lipton and Marbach (1984). They found differences in

Black, White, and Puerto Rican patients revealed by

studying reactions in emergency dental care. State-Trait

Anxiety, Palmer sweat prints, and patient characteristics

and attitudes toward pain were used to measure differences.

Puerto Ricans and Blacks had significantly higher Trait

Anxiety scores than Whites, but there was no difference

between Puerto Ricans and Blacks. Puerto Ricans had

significantly higher dental anxiety scores than Blacks but

not higher than Whites. Blacks and Whites did not differ

significantly from each other (Weisenberg, Kreindler,
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Schachat, & Werboff, 1975). Lipton and Marbach (1984)

reported that attitudes toward pain were measured using

Zola's eight items (Zola, 1966), which reflected attitudes

of avoidance of dealing with pain, denying pain, or

eliminating pain. Puerto Ricans scored highest, with

Blacks and Whites not significantly different from each

other. Overall, Puerto Ricans appeared to be the most

anxious as well as the most interested in denying,

eliminating, or not dealing with the pain.

The Lipton and Marbach (1984) study suggested that

Puerto Ricans, due to ethnic experiences, may have had a

predisposition to react to Trait Anxiety with State Anxiety

in situations that threaten with pain. It appeared

possible that performance under pain conditions was

threatening to self esteem. The threat to self esteem may

have been greater with a White dentist than with a Black or

Puerto Rican dentist. The Puerto Ricans reacted to both

pain and threat to self esteem. Only the Blacks were

bothered by their symptoms because their looks were

affected. No ethnic differences were found in magnitude or

discrimination of pain intensity (Lipton & Marbach, 1984).

The role of the sexes in the traditional Mexican

family portrayed the male authoritarian patriarchal system.

The father-husband reigned supreme, with sex roles sharply

differentiated by machoism for the male and hembrismo for

the female. It appeared that the melting of the cultures
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presented a decrease in these roles and that complex

intertwined sex-role patterns were emerging because third

generation Americans demonstrated sex-role differences

along the pain construct, that is, they were able to define

their pain in quantitative and qualitative terms.

Purpose

The purpose of this study was to determine whether a

uniform treatment protocol for patients experiencing

chronic pain could be used successfully in treating

patients from various cultural groups. The study involved

four areas regarding cultural aspects of chronic pain.

First, in order to determine the relationship of

ethnicity and cognitive complexity to chronic pain,

measurements of personal, psychological, and pain construct

differentiation were performed across three different

cultural groups in a rehabilitation program for chronic

pain patients. Secondly, pain chronicity and intensity, as

well as depression, were measured in order to determine

their relationship to cognitive differentiation. These

measurements were then compared across groups to determine

the relationship of culture to the above factors. The

third goal of the study was to determine the relationships

of depression and pain chronicity and intensity to

functional activities (such as walking, sitting, standing,

driving, and sleeping) and emotional capacity (such as the

ability to cope with adverse circumstances, family
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stressors, and incapacitation). Relationships were

compared across groups to determine the effects of culture

on such activities and capacities. Finally, the fourth

objective was the investigation of the effects of culture

on pain descriptors for the purpose of improved

understanding and communicating with various cultural

groups participating in the rehabilitation program.

Hypotheses

Hypothesis 1. Cognitive complexity as measured by

differentiation along the pain construct and the personal

and psychological constructs of significant people differ

among Mexican Americans, Black Americans, and Anglo-

Americans because ethnicity is expected to be a factor in

cognitive complexity.

Hypothesis 2. The depression factors of the Clinical

Assessment Questionnaire (CAQ) will relate negatively with

cognitive complexity (i.e., as the cognitive complexity of the

individual increases, depression decreases).

Hypothesis 3. CAQ factors (Appendix A) and functional

activities and emotional capacity on the Dallas Pain

Questionnaire (DPQ) (Appendix B) change significantly as

pain increases in chronicity.

Hypothesis 4. The different cultural groups will

describe pain in different terms, demonstrating cultural

influence along the pain construct.



CHAPTER II

METHOD

Subjects

The subjects for this study included 20 Black American,

20 Anglo-American, and 20 Hispanic American patients

selected at random from a work hardening program in Dallas,

Texas. Both male and female patients were included in the

study. Patients were referred by their physicians for

treatment and rehabilitation following work-related

injuries. The rehabilitation program was a defined work

hardening program. The protocol for work hardening

included a recommendation from the patient's physician along

with a prescription defining the limitations for the patient

and any specific instructions that might be required to

protect the patient. Biofeedback training, stress

management, and pain techniques were taught. Physical

reconditioning and occupational therapy were utilized for

the purpose of returning the patient to a productive life.

The subjects were low-back injury patients suffering from

chronic pain, with the exception of one Anglo patient and

one Hispanic patient, both of whom had sustained wrist and

hand injuries. Chronic pain was considered to be pain that

had lasted approximately six months or longer. The patients

were blue-collar laborers from the Dallas-Fort Worth area.

28
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Their age range was from 19 to 62 years, but was not

limited. Mean age was 36.81. The age range for Blacks was

21 to 62 years, for Anglos 19 to 54 years, and for Hispanics

20 to 51 years. Mean age for the Black Americans was 41.55,

for Anglo-Americans 35.85, and for Hispanic Americans 33.05.

The educational level of the patients ranged from no formal

education to minimal college level with the mean level of

education being 10.1 years. All patients were drawing

workers' compensation while in rehabilitation.

Instrumentation

Consent form. All subjects agreed to participate in

the research. They signed a consent form stating that they

understood that the data of the study would be used in a

research setting and would be published. A copy of the

consent form appears in Appendix C.

Intake history and demographic information. Each

subject was required to complete a history and information

form upon entry into the program. This form, which appears

in Appendix D, was a compilation of information from both

medical and psychological models. It was a standard intake

form unique to the work hardening program.

Pain drawing. The pain drawing was an illustration

showing anterior and posterior human form. As part of the

admission procedure, each patient was given standardized

written instructions to draw his or her pain to indicate

its location on the body. The body-pain drawing of



30

Ransford, Cairns, and Mooney (1976) was overlaid by a grid

which allowed scoring by the standard method to yield a

single index of physiological consistency. There were two

methods of scoring the pain drawing. The first method was

an affective component of pain. This method involved

counting the squares which approximated a total area

affected by pain and delineated the area perceived as

painful. If this delineated area did not correspond to the

area enervated by the injured nerves, psychological

overtones may have contributed to the pain perception. A

score of 15 or more squares may have indicated a

significant psychological influence. The second component

was a predictive treatment response. If 12 or more squares

were involved, a poor outcome was likely. Complete

detailed scoring and validity were found in Achterberg and

Lawlis (1984). Reliability was based on interrater

agreement and consistency. Affective scoring had a

reliability between the two raters of .85 in evaluating 125

patients. The grid counting system resulted in consistency

at the .97 level with a group of 318 subjects. Validity

was tested by correlation with Minnesota Multiphasic

Personality Inventory (MMPI) profiles. Of subjects who

scored in "normal" ranges on the MMPI, 89% had drawings

with 11 or fewer squares containing pain notations. Only

28% of "abnormals" had fewer than 11 squares. Of the

subjects with abnormal pain drawings, 71% had marked 12 or
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more squares. Overall, 82% of correct classification could

be made by counting squares (Chi-square = 8.06, < .0005).

A copy of the pain drawing model can be found in Appendix

E. The pain drawing quantified and indicated psychological

investment that the individual had in chronic pain. It was

used to aid in testing hypothesis 3.

The Clinical Analysis Questionnaire (CAQ). The

questionnaire assessed personality traits and clinical

(pathological) factors of each of the patients as they

entered the program. The CAQ was a well-documented

assessment tool with good validity and reliability

coefficients (Krug, Catell, & IPAT staff, 1980). The test-

retest coefficient median on the 29 scales was .73.

Independent reliability coefficients and the

standardization data for the bipolar scales were available

from the CAQ manual from the Institute of Personality and

Ability Testing, Inc., Champaign, Illinois.

The depression scales of the CAQ (D1 , 1)2, D3 , D4 , D5 ,

D6 , and D7) were used in comparing relationships of

depression with cognitive complexity and depression with

pain chronicity and intensity. Brief explanations of the

CAQ scales are in Appendix A. The CAQ was used to test

hypotheses 2 and 3.

Differential rating chart of personal and psychological

attributes of significant people. This chart was composed

of selective personal and psychological attributes from the
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McGill Attributes Test (Melzack, 1975). The written

instructions and differential attributes chart are in

Appendix F. Established norms and validity for the McGill

Pain Questionnaire were found in Melzack (1975).

The purpose of this questionnaire was to establish a

pattern of cognitive complexity along designated constructs

involving significant people. The Landfield Nebraska

computer scoring program (Landfield, 1985) was used to

derive cognitive complexity.

The Landfield Nebraska computer scoring system

(Landfield, 1985) was used to measure cognitive

organization. It provided structural analysis of how

subjects used their personal constructs or applied abstract

thinking. Percent zero scores reflected the extent to which

the constructs/people provided, applied to, or were usable

in understanding the event the individual was asked to rate.

Functional independent construct (FIC) scores measured

the internal differentiation or the complexity of an

individual's construct system. The FIC score measured how

closely the constructs were related (Fransella & Bannister,

1977). The FIC score was based on a breakdown of the 13-

point scale into sidedness and mid-position (a 3-point

scale). Two types of relationships were defined from the

matrices. The FIC score was defined as an abstraction of

relationship, a score expressed in units of independent

construction. The FIC score increased with increased
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internal differentiation or the complexity of a person's

construct system (Landfield & Epting, 1987).

The ordination score (ODINAT) measured internal

differentiation within each construct and was an indirect

measurement of the individual's hierarchical integration of

the construct system. Ordination was an assessment of

meaningfulness (Landfield & Epting, 1987) using a 3-point

scale defined by bipolar constructs. The central point was

0, and the other scores ranged from 1 to 6 on either side

of 0 (-6 to 0 to +6). Fransella and Bannister (1977)

reported that Landfield and Barr assumed that the more

extremely an element was rated, the more meaningful the

element was to the person. As cognitive integration scores

increased, the construct score increased. Landfield's score

of ordination for a construct was obtained by noting the

number of different levels of extremeness multiplied by the

difference between the highest and lowest rating (Fransella

& Bannister, 1977).

Chi-square measured the within-construct

differentiation and was an indirect measure of abstractness

or hierarchical integration suggesting superordinate-

subordinate organizations not visible in FIC scores

(Landfield & Epting, 1987). Superordinacy derived from the

theoretical proposition that constructs were organized into

systems pyramidal or hierarchical in nature. As one

construct subsumed another it became superordinal, and the
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first construct became subordinal (Fransella & Bannister,

1977). As the Chi-square scores increased there was an

inverse relationship with cognitive differentiation

(Fransella & Bannister, 1977).

Differential pain rating chart. Pain descriptors from

the McGill Pain Questionnaire (Appendix G) were presented

to the patients on 10 consecutive visits. Established

validity and reliability data were found in Melzack (1975).

The reliability coefficient for the total pain descriptors

was .94 as compared to coefficients of approximately .40

obtained with static pain questionnaire scores.

Reliability scores were based on correlation coefficients of

pain intensity changes. The percentage changes of the pain

rating indices (PRI) were: sensory, .90; affective, .82;

evaluative, .96; miscellaneous, .92; and the total, .94 (the

summation of all of the descriptors of pain on the scale).

Static descriptors were the descriptor ratings pre- and

post-treatment with no changes in pain intensity reflected.

The validity coefficients differed across subclasses of

pain. They ranged from .57 to 1.0 with the mean coefficient

> .90. The patients rated their pain on a Likert scale of

0-10 according to the McGill Pain Questionnaire

instructions. Detailed instructions and the Pain

Questionnaire are presented in Appendix G. The purpose of

this questionnaire was to establish a pattern of cognitive

complexity along the pain construct utilizing established
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defined pain descriptors. A version of Landfield's

differentiation scores (Bieri, 1955) was used to determine

the amount of differentiation (difference scores) along the

pain constructs.

Dallas Pain Questionnaire. The Dallas Pain

Questionnaire (DPQ) (see Appendix B) was developed to

measure the functional activity and emotional capacity of

individuals who present with chronic pain. The reliability

and validity of the instrument were detailed by Lawlis,

Cuencas, Selby, and McCoy (1989). The stability

reliability coefficient for the Dallas Pain Questionnaire

was .97 indicating that the DPQ was a reliable instrument

over time (p < .0001). This expresses the degree to which

there was consistency in measurement of test scores. A

separate analysis with the same sample size provided a

stability coefficient for each category of the DPQ

including daily activities, work-leisure activities,

anxiety-depression, and social interests. Item total

correlations were also computed, and these ranged from r

= .44, p < .05 to r = .94, p < .0001. All correlations

were highly significant and provided internal validity.

The purpose of the DPQ was to compare the difference in

functional activity and emotional capacity of the Anglo-

Americans, Black Americans, and Hispanic Americans. It was

used to test hypothesis 3.
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Procedure

Each of the patients was referred to the program by

his or her physician. The program goals and the research

study were explained to the patient, who was offered the

opportunity to participate in the study on a volunteer

basis with no obligation. Permission was given to the

patient to withdraw from the study at any time with no

repercussions.

A personal interview was conducted to obtain the

patients' personal history and demographics. The patient

was asked to complete the remaining instruments of the

study, including a Clinical Analysis Questionnaire, a

Dallas Pain Questionnaire, a pain drawing, a differential

rating of personal and psychological attributes, a

differential pain rating, and a consent form.

To insure cross-cultural validity and reliability of

instrumentation, standardized instruments in native Spanish

language were utilized. The Spanish CAQ (Krug, 1987) and

16PF (Krug, 1971) were used. Validity for the Spanish CAQ

factors ranged from .71 to .95. Reliability coefficients

were > .80. The Spanish Dallas Pain Questionnaire

validated by Keeping (1989) was used by the Spanish-

speaking patients. Reliability coefficients ranged from .36

to .59. Personal care factor was significant at p < .10.

All other factors were significant at p < .01 or better.
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Homogeneity-reliability (Alpha) yielded correlations ranging

from .72 to .97.

Following completion of the forms, the patient was

introduced to the work hardening program as prescribed by

his or her physician. The program began with assessing

functional capacity of the individual by an occupational

therapist who determined the level at which the patient was

to begin the program. The next step was initiation of

daily activities which included stretching exercises

designed to stretch each muscle group and to prepare for

the functional exercises designed to condition muscle

groups and to work on standing, sitting, walking, and

weight lifting tolerances. Group therapy designed to

educate, to work through specialized problems, and to help

with personal problems was a part of activities three times

per week. At the beginning of each of the next 10 sessions

the patient was asked to rate his or her pain and to

indicate the descriptors he or she would use to describe

the pain.

Biofeedback, pain management, and stress management

were utilized three days per week to train and guide the

individual back into a mainstream of functioning in the

work place as well as in the family setting. Specific

exercise designed to strengthen and recondition weak,

flacid muscles followed. The exercise utilized Nautilus

equipment, treadmills, and stationary bicycles. The
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program was designed with the need and problems of chronic

back pain patients in mind and was monitored by an

occupational therapist, a psychologist, and a physician.

The patients participated 4-1/2 hours per day five days a

week in order to replicate a work setting.



CHAPTER III

RESULTS

The results of this study were written to reflect the

sample of the cultural groups only and should not be

construed to be representative of the total racial

populations. Where the terms Anglo-American, Black

American, and Hispanic American are used, it is understood

that there are no racial overtones intended nor should they

be inferred.

One-way analysis of covariance (ANCOVA) was run with

age and education as covariates across cultural groups for

variables percent zero, functional independent constructs,

ordination, Chi-square, pain intensity, pain chronicity,

and CAQ depression factors. ANOVA was run to determine

effect of gender on the above variables. There were no

significant F probabilities with the demographic variables

(see Tables H-1 and H-2).

Hypothesis 1 stated that cognitive complexity as

measured by differentiation along the pain construct and

along the personal and psychological constructs of

significant people differed among Mexican Americans, Black

Americans, and Anglo-Americans because ethnicity is

expected to be a factor in cognitive complexity.

39
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Hypothesis 1 was tested using a series of one-way

ANCOVAs in each of which the independent variable was ethnic

group. The dependent variable for each ANCOVA was a

distinct measure of cognitive complexity. Complexity along

the pain differentiation dimension was measured by

ordination scores drawn from self-estimates of pain

intensity over 10 consecutive treatment days, while the

complexity dimensions relevant to personal and socio-

psychological constructs of significant people were percent

zero, functional independent constructs, ordination, and

mean Chi-square scores as measured by the Landfield

Nebraska computer scoring method (Landfield, 1985). The

results of these analyses are summarized in Table H-1.

For total FIC of socio-psychological constructs, the

ANCOVA revealed significant differences, F(2, 57) = 4.80, p

< .01. Newman-Keuls procedure for post hoc comparisons

indicated that the mean for Anglo-Americans (9.15) was

significantly greater than that for the Black Americans

(5.00) or the Hispanic Americans (5.55). No other

comparisons for the analysis were significant.

The ANCOVAs revealed that there were no significant

differences across cultural groups for any of the

ordination scores on the cognitive complexity scores of

personal and socio-psychological constructs of significant

people. For Pzero of the cognitive complexity scores of

personal and psychological constructs of significant
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people, the ANCOVA revealed significant differences,

F(2, 57) = 3.77, p < .03. Newman Keuls procedure for

post hoc mean comparisons indicated that the mean for the

Anglo-Americans (20.16) was significantly greater than

that for the Black Americans (6.80). No other

comparisons for the analysis were significant. With

reference to cognitive complexity, ordination scores along

the pain construct as indicated by ANCOVAs showed no

significant differences across the cultural groups.

Hypothesis 2 stated that depression factors of the CAQ

will relate negatively with cognitive complexity (i.e., as

the cognitively complexity of the individual increases, the

depression will decrease). Hypothesis 2 was tested using a

series of Pearson product moment correlations in which each

of the total cognitive complexity variables of socio-

psychological constructs (total functional independent

construct, total ordination, and total Chi-square) were

correlated with each of the depression measures of the CAQ

for all subjects. The results, along with comparable

correlation coefficients for each of the three cultural

groups, are summarized in Tables H-3 and H-4.

None of the correlations for the total group was

significant, and therefore hypothesis 2 was not supported.

When hypothesis 2 was extended by computing similar Pearson

product moment correlation coefficients for each of the

cultural groups (Table H-3), a possible basis for failure
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to confirm the hypothesis became apparent. In particular

the hypothesis was confirmed for the correlations between

total ordination complexity score and CAQ D and CAQ D2 for

Anglo-Americans and for the correlation between T Chi-square

and CAQ Di for the Black Americans. Significant positive

correlations in other groups apparently negated these

tendencies when all ethnic groups were considered together.

The significant positive correlations are also listed in

Table H-3, but were not addressed by hypothesis 2.

Hypothesis 3 stated that CAQ depression factors

(Appendix A) and functional activities and emotional

capacity as measured by the DPQ (Appendix B) change

significantly as pain increased in chronicity and

intensity. Hypothesis 3 was tested by categorizing pain

scores into four categories: sensory pain, affective pain,

evaluative pain, and temporal pain. Analysis of variance

across cultural groups was used to determine relationship

differences between the groups (Table H-5). Analysis

results demonstrated a significant difference between

groups on sensory scores F(2, 58) = 9.01, p < .00. The

Scheffe procedure for post hoc. comparisons indicated that

the mean for Anglo-Americans (125.29) and the mean for

Black Americans (132.20) were significantly smaller than

the mean for Hispanic Americans (224.60) (see Table H-5).

No other comparisons for the analysis were significant.
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Evaluative pain when compared across groups was

significant at .05 (see Table H-5), _F(2, 58) = 3.05, p

< .05. Scheffe post hoc comparison for the analysis

indicated that the mean for Hispanic Americans (176.05) was

not significantly different from that of Black Americans

(115.10), but was significantly different from the mean of

Anglo-Americans (106.10). Affective pain when compared

across groups (see Table H-5) did not reach significance

F(2, 58) = 1.36, p < .26, indicating no significant

differences among groups at .05 level.

Total temporal pain scores showed significant

difference across groups, F(2, 58) = 6.26, p < .00 (see

Table H-5). The Scheffe procedure for post hoc comparisons

for the analysis indicated that Hispanic Americans' mean

score (213.70) was significantly greater than the mean

scores for Anglo-Americans (145.95) and Black Americans

(126.50). No other comparison was significant for this

analysis.

The total category scores for pain intensity were

correlated using Pearson product moment correlations for

Dallas Pain Questionnaire scores (see Table H-7). Fisher's

Z transformations were used to compare relationship scores

across groups (see Table H-8). The results of the

analyses reveal that the following correlations are

significant at .05 level (see Table H-7). There was a

significant correlation between total sensory pain and



44

daily activities for Hispanic and Anglo-Americans, and

there was a significant correlation between total sensory

pain and social scores for Hispanic Americans. There was a

significant correlation between total affective pain scores

and social interest for Hispanic Americans. Anglo-

Americans had a significant correlation of total temporal

pain scores and daily activities. Hispanic Americans

scored significantly on correlations of total temporal pain

and anxiety and depression. Finally, there was a

significant correlation between total temporal pain scores

and social interest scores for Black Americans.

Fisher's Z transformations indicated that there were

four significant relationship differences across the

cultural groups (see Table H-8). There was a significant

difference between Black Americans and Hispanic Americans

with respect to the correlation between total sensory pain

scores and ability to work and enjoy leisure. The Hispanic

Americans had a lower correlation in ability to work and

enjoy leisure time as sensory pain increased than did Black

Americans (Z = 2.04 > 1.96).

There was significant difference between Anglo-

Americans and Hispanic Americans with respect to decrease

in daily activities and temporal pain scores. The Hispanic

Americans reported greater loss of daily activities as

temporal pain scores increased than did Anglo-Americans (Z

= 2.43 > 1.96).
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Hispanic Americans also reported a significant

difference from Anglo-Americans with respect to the

relationship of anxiety and depression scores and total

temporal pain scores. Anglo-Americans showed a greater

increase in anxiety and depression as temporal pain scores

increased than did Hispanic Americans (Z = 2.01 > 1.96).

There was also a significant difference between Black

Americans and Hispanic Americans with respect to the

relationship of social interest and total temporal pain

with Black Americans showing the greater loss of social

interest as temporal pain scores increased (Z = 2.21 >

1.96). There was no other significant difference across

groups with the relationship of DPQ/pain intensity analysis

(see Table H-8).

Pearson correlations were used to test the

relationship of pain intensity to depression factors of the

CAQ (see Table H-9). Neither Anglo-Americans nor Hispanic

Americans demonstrated significant correlations between CAQ

depression scores and pain intensity, but Black Americans

had significant correlations between total sensory pain and

CAQ D3 ; total evaluative pain and CAQ D1 , CAQ D3 , CAQ D5 '

and CAQ D6 ; total affective pain and CAQ D1 , CAQ D4, and

CAQ D6 ; and total temporal pain and CAQ D1 , CAQ D2, CAQ D4 ,

CAQ D5 , CAQ D6 , and CAQ D7 .

The significant cross-cultural relationship

differences calculated by Fisher's Z transformation scores
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(see Table H-10) existed between Anglo-Americans and Black

Americans and between Black Americans and Hispanic

Americans with reference to total temporal pain intensity

and CAQ Di depression. Black Americans were significantly

more depressed as temporal pain scores increased than were

Anglo-Americans (Z = 1.98 > 1.96) or Hispanic Americans (Z

= 2.38 > 1.96).

There was a significant difference between Black

Americans and Hispanic Americans with respect to total

temporal pain intensity and CAQ D2 depression (see Table H-

10). Black Americans were significantly more depressed as

temporal pain scores increased (Z = 2.00 > 1.96). There

were significant differences between Anglo-Americans and

Black Americans with respect to total temporal pain and CAQ

D6 . Black Americans appeared to have more guilt and

resentment as temporal pain increased than did Anglo-

Americans.

Pearson correlations were used to test the

relationship of chronicity and CAQ depression scores. Only

pain chronicity and CAQ D5 were significantly correlated

at .05 level (p = .047) for Black Americans. However,

Fisher's Z transformation calculations indicated that there

was no significant relationship between cultural groups for

the analysis (Anglo-Americans - Black Americans, Z = .723;

Anglo-Americans - Hispanic Americans, Z = .360; Black

Americans - Hispanic Americans, Z = 1.083).
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Hypothesis 4 stated that different cultural groups

would describe pain in different terms demonstrating

cultural influence along the pain construct. This

hypothesis was tested using multiple discriminate analysis.

A summary of the stepwise variable selection discriminate

analysis indicated that nine of the maximum forty steps

showed significant Fs (see Table H-11). A summary of the

descriptors and pain categories is listed in Table H-

10. For the nine significant steps, the significant Fs

ranged from .0012 to .0250. All further steps were

removed, and significant classification of the results of

the discriminate analysis (see Table H-12) indicated that

ethnic groups described pain with different terms.

Composite mean scores indicated that 47.1% of the

membership of Group 1 (Anglo-Americans), 68.4% of the

membership of Group 2 (Black Americans), and 80% of the

membership of Group 3 (Hispanic Americans) could be

predicted from their cumulative mean pain scores (see Table

H-13). Figure 1 profiles the mean scores. The percent of

the "Grouped" cases correctly classified was 66.07% (see

Table H-12),.



CHAPTER IV

DISCUSSION

Relevancy of Hypotheses

Cognitive complexity as measured along a pain

construct and personal and psychological constructs

differed in this study. Individuals with relatively low

cognitive complexity had fewer ways to solve problems than

did individuals with wide ranges of convenience along their

constructs (Landfield, 1987). When analyzed according to

cultural membership, both minority groups in this study had

more narrow ranges of convenience, especially along pain

constructs, than did Anglo-Americans. This finding

supported the Lawlis et al. (1983) study of ethnic and sex

differences in response to pain. The inference was that

the minority groups had fewer constructs by which to

organize their feelings, fewer ways to understand and

predict consequences of their behavior, and fewer

alternative avenues to pursue following a change in their

ability to function than did Anglo-Americans (Atkinson,

Kremer, & Ignelski, 1982). Thus, by understanding that

different ethnic groups may have differences in their range

of convenience along their personal and psychological

constructs, therapists and physicians may alter both

explanations and therapy to better treat their patients.
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As cognitive complexity and ability to differentiate

construct content decreased, there was an increased loss of

coping mechanism and an increased situational depression.

Thus, the individual's ability to see ways to improve the

circumstances was further reduced. Understanding the

effects of cognitive complexity and cultural influence

increased the therapist's knowledge of how to change the

course of therapy.

Pain intensity and chronicity altered the way

individuals felt about their circumstances. Functional and

emotional capacities to cope with pain changed as pain

increased and the duration of pain continued. It appeared

that when the individual's range of convenience was

limited, pain intensity was increased, and/or duration of

pain was prolonged. The individual's ability to manage

life when changes were demanded by adverse circumstances

appeared to be severely hampered.

The correlations and discriminant analysis

demonstrated a difference between the way people reacted to

pain and related psychological dimensions across ethnic

membership. Pain appeared to become a social issue for

Anglo-Americans by removing societal rewards and

reinforcements, and they reacted by withdrawing. Pain

became an issue of anxiety and depression resulting in loss

of self-confidence in the Black American group. Hispanic

Americans' reaction to pain was conformity and restraint.
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Hispanic Americans appeared to feel more resentment, guilt,

and self-criticism than did the other groups, and resulting

analysis implied that Hispanic Americans were passive

aggressive.

Cognitive complexity differed among the ethnic groups.

Results demonstrated cultural differences along personal

and psychological constructs, and especially along pain

constructs. Depressive factors of the CAQ correlated

negatively with complexity as demonstrated by total Chi-

square scores (see Table H-1), and the ethnic groups scored

differently indicating a possible ethnic influence (see

Table H-2). Pain chronicity and intensity altered

perceptions of pain internally and externally, and

significant differences between groups appeared for pain

intensity (see Table H-3). Pain intensity also influenced

scores on the DPQ with significant differences between

groups (see Table H-4), and pain intensity increased

depression with significant intra-group differences.

Therapeutic Issues

Means of establishing rapport with patients varied

from person to person. Concrete-thinking individuals

tended to be approached in a simplified supportive manner,

while abstract-thinking people could be approached in

cognitive terms. All of the individuals in this study who

had chronic pain needed to be approached with empathy and

understanding. Self-esteem was fragile with chronic pain
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patients due to circumstances which evolved from loss of

job, home, car, income, spouse, and sometimes self.

Numerous encounters with authoritative people further

reduced feelings of self-worth. A nonthreatening,

supportive, empathetic, directive approach helped to dispel

fear and anxiety. Reduction of fear and anxiety was

necessary to turn the chronic pain population toward

recovery.

Literal step-by-step guidance through the program was

utilized. Because of the destructive process of chronic

pain and physical injury, all of the patients appeared to

have suffered a narrowing of construct range of convenience.

This dimension of therapy had to be addressed by repetitive

instruction and demonstration of program activities.

Outcome of therapy in the work hardening program

depended on both internal and external controls. The

external controls often demanded after the fact resolution

of problems such as family disruption, surgical operations,

doctor communication failures, different types of injuries,

legal issues, and transportation problems. Criterion for

successful outcome of the work hardening program was the

patient's return to work and was not addressed in this

study. It can only be surmised that understanding of

ethnicity and complexity would affect interventions in

therapy and possibly the outcome of the therapy.
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Limitations of the Study

The most problematic factor in the design of the

study was the language barrier. Some of the Hispanics

could speak only limited English, and different dialects

of Spanish made communication difficult for Spanish-

speaking patients (Berkanovic, 1980). Instructions and

instruments were in both Spanish and English, and Spanish-

speaking translators were used where comprehension was

suspect.

Recommended Direction for Future Study

Relying on nonverbal messages and measures may

increase objectivity of scores. Special training for

health care professionals (doctors, nurses, therapists,

psychologists, and clerical staff) concerning cognitive

complexity and ethnicity might improve rapport.

The study needs to be replicated giving comparison to

educational levels of participants and controlling for

language skills and abilities. The present study utilized

"supplied" constructs rather than "personal" constructs.

Research (Landfield, 1965) indicated that individuals

showed higher meaningfulness scores when using their own

personal constructs than when using constructs given to

them by another. The problem may be compounded by the

fact that the construct labels were translations of Anglo

constructs and labels. Future research may attempt to

develop a Repertory Grid (Kelly, 1955) clarifying the
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personal constructs that individuals have evolved and

utilized in construing pain.
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A brief description of each of the CAQ scales follows.

Scale A (Warmth). A high score indicates the

individual is warm, personable, and easy going while a low

score indicates an individual who is reserved, aloof, or

detached. Validity coefficient = .71 and reliability

coefficient = .72.

Scale B (Intelligence). A high score indicates

that the individual thinks abstractly while a low scoring

person might think concretely. Validity coefficient = .74

and reliability coefficient = .56.

Scale C (Emotional Stability). A high score indicates

that the person is emotionally stable and calm while a low

score may mean the person is easily upset and emotional.

Validity coefficient = .67 and reliability coefficient = .63.

Scale E (Dominance). A high score is indicative of

one who is dominant, assertive, and competitive while a low

score might indicate one is easily upset and emotional.

Validity coefficient = .56 and reliability coefficient = .70.

Scale F (Impulsivity). A high score indicates that

the individual is impulsive and happy-go-lucky. A low

score indicates that the person is prudent, sober, serious,

restrained and somber. Validity coefficient = .61 and

reliability coefficient = .72.

Scale G (Conformity). A high conformity score means

one is conforming, conscientious, and persistent. A low

score means one behaves expediently and with disregard for
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rules. Validity coefficient = .73 and reliability

coefficient = .71.

Scale H (Boldness). A high score indicates an

individual is bold and venturesome. A low score indicates

one may be shy, timid, and threat sensitive. Validity

coefficient = .75 and reliability coefficient = .74.

Scale I (Sensitivity). A high score may indicate that

the individual is sensitive, tender-minded, and unrealistic

while a low score indicates tough-mindedness and

insensitivity. Validity coefficient = .78 and reliability

coefficient = .73.

Scale L (Suspiciousness). A high score may mean that

an individual is suspicious, hard-to-fool, or jealous,

while a low score may indicate that the person is trusting

and adaptable. Validity coefficient = .76 and reliability

coefficient = .71.

Scale M (Imagination). A high score on this scale

means that the person is imaginative or absent-minded. A

low score is indicative of one who is practical and down-

to-earth. Validity coefficient = .50 and reliability

coefficient = .60.

Scale N (Shrewdness). A high score may be indicative

of one who is shrewd, polished, and calculating while a low

score may mean one is forthright and unpretentious.

Validity coefficient = .56 and reliability coefficient = .51.
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Scale 0 (Insecurity). A high score indicates that the

individual is insecure and apprehensive. A low score means

the person is confident and self-satisfied. 
Validity

coefficient = .65 and reliability coefficient = .69.

Scale Q1 Radicalism). A high score means the

individual is experimenting and innovative. A low score

means the individual is conservative and traditional.

Validity coefficient = .65 and reliability coefficient = .65.

Scale _.Self-sufficiency). A high score indicates

that the person is self-sufficient and resourceful. A low

score might mean the person is group adherent and highly

sociable. Validity coefficient = .69 and reliability

coefficient = .69.

Scale 0 _(Self-discipline. A high score would be

indicative of an individual who is self-disciplined,

controlled, and precise. A low score may indicate that the

person is undisciplined and uncontrolled. 
Validity

coefficient = .60 and reliability coefficient = .57.

Scale 4 (Tension). A high score may mean the person

is tense, frustrated, and driven, while a low score

indicates that the individual is relaxed. Validity

coefficient = .65 and reliability coefficient = .73.

Scale D (Hypochondriasis). A high score means the

person is obsessed by ill health, and a low score indicates

the person has few somatic complaints. Validity

coefficient = .86 and reliability coefficient = .85.
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Scale D (Suicidal Depression). A high score is

indicative of a person who is dependent and may think of

self-destruction. A low score means the individual is

restrained. Validity coefficient = .59 and reliability

coefficient = .74.

Scale D3 (Agitation). A high score indicates that the

individual craves excitement and may be hypomanic. A low

score means the individual is restrained. Validity

coefficient = .71 and reliability coefficient = .85.

Scale D (Anxious Depression). A high score is

indicative of an individual who is shaky, frightened, and

clumsy, while a low score indicates composure. Validity

coefficient = .75 and reliability coefficient = .73.

Scale D5 (Low Energy). A high score represents

feelings of sadness, gloom, and tiredness. A low score

represents energetic feelings. Validity coefficient = .67

and reliability coefficient = .75.

Scale 06 (Guilt and Resentment). A high score means

one feels guilty, self-critical, and resentful. A low score

means one feels untroubled. Validity coefficient = .65 and

reliability coefficient = .71.

Scale D7 (Boredom and Withdrawal). A high score is

indicative of one who feels seclusive and useless while a

low score may indicate that the person seeks relationships

with others. Validity coefficient = .60 and reliability

coefficient = .67.
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Scale Pa (Paranoia). A high score may indicate that

the person is unreasonable and feels persecuted. A low

score indicates that the individual is reasonable. Validity

coefficient = .80 and reliability coefficient = .86.

Scale Pd (Psychopathic Deviation). A high score may

mean the individual is uninhibited and unsocialized, while

a low score indicates that the individual is inhibited.

Validity coefficient = .45 and reliability coefficient = .86.

Scale Sc (Schizophrenia). A high score may indicate

that the person retreats from reality and is withdrawn. A

low score indicates that the person is reality-oriented.

Validity coefficient = .84 and reliability coefficient = .90.

Scale As (Psychasthenia). A high score indicates that

the individual is obsessive compulsive. A low score means

the person is noncompulsive. Validity coefficient = .78

and reliability coefficient = .75.

Scale Ps (Psycholocrical Inadequacy). One who scores

high may feel inferior and unworthy, while one with a low

score may feel competent and have a sense of self-worth.

Validity coefficient = .73 and reliability coefficient = .84.
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Dallas Pain Questonnaire

Name Dateof Birth
Today's Date Occupation
Please rrd: This quesuonnaire has been designed to give your

doctor inormanon as to how your pain has affected your life. Be
sure that these are your answers. Do not asksomeone else to fill out
the questionnaire for you. Please mark an "X" along the line that
expresses your thoughts from 0 to 100 in each section.

Section 1 Pain and Intensity

To what degree do you rely on pain medicanons or pam relieving
substances for you to be comfortable?
None Some All the ame

0% (.100%

Section 1 : Personal Care

How much does pain interfere with yourpersonal care (geuing out of
bed, teeth brushing, dressmg. etc.)?
None Some I cannot get
(no pain) out of bed

Section [fl Lifting
How much limitaon do you notice in lifting?
None
(I can lift
as I did)

Some

Section IX: Traveline

How much does pain interfere with traveling in a car?
None Some
same as before

Secton X: Vocational

How much does pain interfere with your job?
None Some
No interference

I cannot
travel

I cannot
work

0% .- . - .; - . - . ; .. ; _.. .. ; _ )100%

(Sam X 5 % Work/leisure A YIUes ltarfemem)

Section XI: Auxietv/Mood.

How much control do you feel that you have over demands made on
you? -
(No Change)
Total Some None

J100% 100%. .. ; ._ %0%

Secton Xh: Emotonal Control

How much control do you feel you have over your emotons?
[cannot lift (No Change)

anything Total Some None

) 100%
Section fV: Walkig

Compared to how far you could walk before your injury or back
trouble. how much does pai restrict your walkig now?
I can walk Almost the ve
the same same

Section V: Sitne

Back pam lmits my sittmg Mi a chair to:
None. pain Some
same as before

0% (

ry little I cannot

100% ( .... :.. .................. .... ........... 0%
Section XII: Depression

How depressed have you been since the onset of pain?
Not depressed Overwhelmed
sigmficantly by Depression

k 0% (-.-;... ...--.- S;.- S-... _ t. . .. 100%
.....)100% (SaM s % Amxi /epri m nefer'smal

Section XIV: Interpersonal Relationships

How much do you think your pain has changed your relationships
with others?I cannot sitDrsial

at ag Rot Drasucady
Changed Changed

.. 100% 0% ..._ ... _. ...............:-..................J)too%
Section VI: Standing

How muci does your pain interfere with your tolerance to stand for
long periods?
None Some I cannot
same as before stand

0%

Section VII: Sle pU
How much does pan interfere with your sleepmig?
None Some
same as before

0% (

I cannot
sleep at all

Secton XV: Social Support
How much support do you need from others to help you during this
onset of pain Itaking over chores. fixing meals. etc.)?
None All
needed the ime

Section XVI: Punishing Respona

How much doyou think othersexpress irntation.frustranon or anger
toward you because of your pain?

) I 
0%L None

All
the timeSome

(Sum X 3 U % DoMy AcdVt=Im Iatemee
Section VIH: Social Life

How much does pain interfere with your social life (dancing.games.
going out. eating with friends. etc.?
None Some No activities
same as before total loss

V(.X--. ____-; -S-e;a - -- -)l100%

(Sms X 3 % Seetal lmkmr nt e et)ee

0% (............ ..........................--........

..,-.....;......

........... :....

(................--......................................; )

I

I ~ ni
I %ut
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Consent Form

I, wish to

participate in a research project conducted by J. Mitchell

Murry, D.D.S., M.S., a graduate student at the University of

North Texas, for the expressed purpose of determining the

effects of cognitive complexity of different ethnic groups

on chronic pain assessment and treatment.

I understand that I will be required to complete an

Intake History Form, a Pain Drawing, a Pain Rating

Questionnaire, a standardized Clinical Analysis

Questionnaire, and a Cognitive Construct Rating Form.

I understand that the results of these tests will be

published, but that each of the tests will be coded to assure

anonymity, and that only Dr. Murry will have access to

information that will allow individual feedback to me should

I request it concerning the results of my tests. I

understand that my participation in this study is completely

voluntary and that I may withdraw at any time without jeopardy.

The research project has been fully explained to me and

I have read and fully understand this agreement.

Signed:_Date:

Participant

Signed: Investigator _Date:

Investigator

Signed:_Date:
J. Mitchell Murry
Rt. 2, Box 144F
Wills Point Texas 75169
(214) 560-0544
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Intake and Behavioral History

Intake/Ingreso

INSTRUCTIONS: Please complete the questionnaire. It is

important that all blanks are filled in.

Date/Fecha:

Name/Nombre

Address/Direccion_

Phone/Telefono

Date of Birth/Fecha de Nacimiento

Age/EdadWeight/Peso

Height/Estatura

Married/CasadoSingle/Soltero

Divorced/DivorciadoWidowed/Viudo(a)

Living with roommate/Vive con companeros

Race/Raza:

Caucasian/Caucasico_ Black/Negro_ Hispanic/Hispano

Where were you born?/Donde nacio?

If other than the U.S., when did you come to this country?/

Si nacio fuera de Estados Unidos, fecha en que vino a

este pais?

Education/Educacion

Important Skills/Habilidades Importante

Medical Diagnosis/Diagnostico Medico

Doctor/Referral Source/Doctor que lo envia
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Referral Purpose/Proposito de su referencia

Description of Injury/Descripcion de su lesiono

Date of Injury/Fecha en que su lesiono

What increases your pain?/Que aumento su dolor?

What decreases your pain?/Que disminuye su dolor?

Medicines you are taking/Medicamentos que esta tomando

Workers' Compensation/Compensacion Economica:

Yes/SiNo

Amount Receiving/Cantidad que recive

Attorney/Abogado: Yes/Si - No

Insurance Co./Compania de Aseguranza

Social History/Historia Social/Historia Familia:

Was your father or mother ever injured on the job or did

they ever draw worker's compensation?/Se lastimaron alguna

vez su padre o su madre en el trabajo o estuvieron bajo

compensacion economica? Yes/SiNo

Was there ever any chronic illness in your family?/Hubo

alguna vez alguna enfermedad chronica en su familia?

Yes/Si___No

66
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Who/Quien:

What/Que:

Were you raised by/Creci al lado de:

Mother/Mi madre Father/Mi padre

Grandmother/Abuela Grandfather/Abuelo

Stepmother/Madrastra Stepfather/Padrqasto

Other/Otros

Primary language spoken at home was/El idioma primario que

se hababla en mi casa era:
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ATE. NAME_

PAIN DRAWING GRID ASSESSMENT
Oraw the location of your amn on tme oCy outlnes and mark how ad it is on the pain hne at the bottom of the
page.

Percentage of pain in back Percentage of pain in legs..
FRONT BACK

I 00-

-_11.L 1 .. .i-

.1 11~0E-

NO PAIN) ud. * ARL

MARK YOUR PAIN ESTIMATE PAIN
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Differential Rating of Personal and Psychological

Attributes to Significant People

Instructions

Please rate the individuals shown at the top of the chart

according to the attributes (description) listed at the

left on a scale of -5 to +5 with -5 being the most negative

and +5 being the most positive of the individual scale.

Example: Uncle Joe is mean and cruel, so you might score

him a -5. Score all the characteristics for your spouse

first, then the characteristics for your mother, etc.

Place a line down the whole column in a box where no such

person ever existed, but rate those who have died.

Por favor califique las personas enlistadas a la izquierda

de acuerdo a las descripciones en las 2 columnas, en una

escala del -5 al +5, siendo -5 = lo mas negative y +5 = lo

mas positivo de la calificacion individual.

Ejemplo: El tio Jose es extremadamente inseguro, asi que

podria calificarlo con un -5, se tomamos en cuenta la

siguiente escala:

-5 -4 -3 -2 -l 0 +1 +2 +3 +4 +5
Extremadamente Neutral Extremadamente
Inseguro (-5) (0) Seguro (+5)

Califique primero las caracteristicas de su esposa, y

depues las de su madre, etc. Marque una linea vertical a

traves de todos los cuadros en caso de que tal persona

nunca haya existido, pero de una calificacion a aquellos

que han muerto.
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Differential Pain Rating

Instructions: Please rate your pain on a scale of 0-10,

where 0 = no pain and 10 = excruciating, incapcitating

pain. For each type of pain listed, rate how much you feel

that type of pain today. If you do not feel the type of

pain listed, rate it a 0. If you feel a little stabbing

pain, you might give that type of pain a 2, and if it is so

bad you have to stay in bed, it might be a 10.

Instructiones: Por favor evalue su dolor sobre una escale

del 0 al 10 donde 0 = no dolor y 10 dolor incapacitante. De

una calificacion actual a cada uno de los tipos de dolor

enlistados. Si usted no siente alguno de los tipos de

dolor enlistados, califiquelo con un 0; si es poco intenso

podria calificarlo con un 2, y si es tan intenso que no lo

deja levantarse de la cama podria darle un 10.

PAIN ESTIMATE CHART

NO PAIN 0 NO DOLOR

MODERATE PAIN 5 MODERADO DOLOR

INTOLERABLE PAIN-- 10 DOLOR INCAPACITANTE

CAN'T GET OUT OF BED
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DIFFERENTIAL PAIN RATING CHART
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Days/Tiempo en Dias

11 1 213 14

1 Hurting/Adolorido

2 Cutting/Cortante

3 Heavy/Pesado

4 Pinching/Pellizcante

5 Burning/Quemante

1 Vicious/Despiadado

2 Miserable/Apesarado

3 Wretched/Desdichado

4 Unbearable/Insoportable

5 Sickening/Enfirmizo

1 Annoying/Incomodante

2 Frightful/Terrible

3 Miserable/Miserable

4 Nauseating/Nauseoso

5 Depressing/Depresivo

1 Constant/Constant

2 Intermittent/Intermitente

3 Periodic/Periodico

4 Transient/Transitorio

5 Continuous/Continuo -1

1

2

3

4

5 67 8 9 1 10
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Table H-1

Summary Table of Simple Analysis of Covariance for Groups

with Age and Education

Cognitive Complexity

as Covariates on Measures of

Measures of Cognitive Source of Variance-Covariance
Complexity MS F p

PZERO

Age

Education

FICC

Age

Education

FICP

Age

Education

FICT

Age

Education

ODINATC

Age

Education

ODINATP

Age

Education

962.50

255.24

426.09

105.38

24.82

7.22

12.05

6.70

26.15

5.55

7.22

2.90

101.62

21.15

37.92

18.42

8.35

13.30

27.26

7.59

8.52

21.49

52.94

11.26

3.77

1.66

.41

3.44

1.73

.96

4.71

1.24

.50

4.80

1.79

.87

63

2.07

.58

.40

1.69

2.57

.03

.20

.52

.04

.19

.33

.01

.27

.48

.01

.19

.36

.54

.16

.45

.67

.19

.12

% % 0-0 1%.0 1%0 v %Ws A. .46 %.-L %0 11-0 ft.9 1w a 46 J6 & W.O %.AL S..O, T.Ab.A. %wo b-F 1%.P A.
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Measures of Cognitive
Complexity

ODINATT

Age

Education

MCHI-SQC

Age

Education

MCHI-SQP

Age

Education

MCHI-SQT

Age

Education

Sources of Variance-Covariance
MS F R

30.71

58.30

52.94

11.26

18.76

85.57

63.63

46.52

132.34

397.26

63.63

116.52

31185.70

88239.04

91513.96

40401.04

.53,

2d. 57

.55

.22

.72

.53

.33

.59

.12

.46

.80

.40

.47

.72

.47

.37

.79

.32

.51

.53

.81

.24

1.02

.45

Note. df group = 2, within = 57. PZERO = Percent of Zero

Scores; FICC = Functional Independent Constructs for

Constructs; FICP = Functional Independent Constructs for

People; FICT = Functional Independent Constructs Total;

ODINATC = Ordination Scores on Constructs; ODINATP =

Ordination Scores on People; ODINATT = Ordination Scores

Total; MCHI-SQC = Mean Chi-square Scores on Constructs;

MCHI-SQP = Mean Chi-square Scores on People; MCHI-SQT =

Mean Chi-square Scores Total.
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Table H-2

Summary Table of Simple Analysis of Variance of Gender on

gl= '.= p y p

Measures of Cognitive
Complexity

Source of Variance-Covariance
MS F R

415.06

261.72

12.51

PZERO

FICC

FICP

FICT

ODINATC

ODINATP

ODINATT

MCHI-SQC

MCHI-SQP

MCHI-SQT

7.06

10.48

6.19

45.90

23.31

5.36

13.06

10.37

20.58

30.65

55.94

28.03

83.50

311.02

382.90

1.59

1.77

1.69

2.06

.41

.50

.55

.34

.81

50997.90

85182. 24

.60

.21

.18

.20

.16

.52

.48

.46

.56

.37

.44

Note. df group = 2, within = 56. PZERO = Percent of Zero

Scores; FICC = Functional Independent Constructs for
Constructs; FICP = Functional Independent Constructs for
People; FICT = Functional Independent Constructs Total;
ODINATC = Ordination Scores on Constructs; ODINATP =

Ordination Scores on People; ODINATT = Ordination Scores
Total; MCHI-SQC = Mean Chi-square Scores on Constructs;
MCHI-SQP = Mean Chi-square Scores on People; MCHI-SQT =

Mean Chi-square Scores Total.

MeAsuires nf C rnniive Com lexit Across Gro s
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Table H-3

Pearson Correlations of Cognitive Complexity Scores with CAQ

Depression Factors Across Cultural Groups

CAQ Cognitive Groups
Depression Complexity AA BA HA T
Factors Measures r r r r

Di FICT -. 10 .58* -.03 .08

ODINATT -. 54* .67** -.15 .06

MCHI-SQT .28 -. 58* .11 -.11

D2 FICT .07 .36 -.04 .08

ODINATT -.56* .45 .26 .06

MCHI-SQT .47 -.43 -.12 -. 11

D3 FICT .28 -.34 .02 .14

ODINATT .26 -.46 -.45 -.13

MCHI-SQT -.42 .17 .32 -.03

D4 FICT .30 .30 .21 .18

ODINATT -.39 .01 .42 .04

MCHI-SQT .29 .10 -.41 -.02

D5 FICT .01 .44 -.09 .07

ODINATT -.40 .56* -.12 .08

MCHI-SQT .25 .39 .05 -.08

D6 FICT .14 .50 -.07 .25

ODINATT -.37 .36 .09 .06

MCHI-SQT .22 -.11 -.27 -.07

D7 FICT .27 .38 .25 .15

ODINATT -.34 .54* .14 .13

MCHI-SQT .09 -.35 -.13 -.14

Note. CAQ D1 , Hypochondriasis; CAQ D2 , Suicidal Depression;

CAQ D3 , Agitation; CAQ D4 , Anxious Depression; CAQ D5 , Low

Energy; CAQ D6 , Guilt and Resentment; CAQ D7 Boredom and

Withdrawal. N = 60 (20 for each group).. AA = Anglo-

Americans, BA = Black Americans; HA = Hispanic Americans.

one-tailed significance = .01;
**

one-tailed significance = .001
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Table H-4

Fisher Z Transformation Computations on Significant

Correlations Between CAO Depression Factors and Cognitive

Complexity Measures Across Groups

CAQ Cognitive Groups
Depress. Complexity Untransformed Tabled Significant
Factors Measures Correlations Scores Relationship

r z

FICT AA

BA

HA

ODINATT AA

BA

HA

MCHI-SQT AA

BA

HA

ODINATT AA

BA

HA

ODINATT AA

BA

HA

ODINATT AA

BA

HA

-.10

.58*

.03

-. 54

.67**

.15

.28

-58

.11

-. 56*

.45

.26

-.40

.56*

-.12

-.34

.54*

.14

-.10

.66

.03

.61

.82

-.15

.29

.66

.12

-.63

.49

.26

-.43

.64

-.12

-.35

.60

.14

(AA-BA)

(BA-HA)

(AA-HA)

(BA-HA)

(AA-BA)

(BA-HA)

(AA-BA)

(BA-HA)

z

z

= 2.24

= 2.01

Z = 2.22

Z = 2.83

z

z

z

z

(BA-HA) Z

= 2.75

= 2.25

= 2.27

= 2.61

- 2.21

(AA-BA) Z = 2.78

Significant Pearson correlation < .01.

Significant Pearson correlationr < .001.
Note. AA = Anglo-American; BA = Black American; HA =

Hispanic American; FICT = Functional Independent Construct

Total; ODINATT = Ordination Total Scores; MCHI-SQT = Mean
Chi-Square Total Scores. (N = 60, 20 in each group).

Di
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Table H-5

Summary Table of Simple Analysis of Variance for Groups with

Categories of Pain on Individual Total Pain Score and

Individual Differential Scores of Cognitive Complexity

Categories Sources of Variance
of Pain MS F p

Total Sensory Scores

Total Evaluative Scores

Total Affective Scores

Total Temporal Scores

P Sens

P Eval

P Aff

P Temp

62112.96

6896.18

27306.21

9611.32

14431.05

10587.72

42034.04

6711.55

12.45

24.14

21.56

28.32

9.06

23.74

18.08

29.97

Note. df group = 2, within = 58. P Sens = Cumulative

Differential Cognitive Score for Sensory Pain; P Eval =

Cumulative Differential Cognitive Score for Evaluative Pain;

P Aff = Cumulative Differential Cognitive Score for Affective

Pain; P Temp = Cumulative Differential Cognitive Score for

Temporal Pain.

9.00

3.05

1.36

6.26

.00

.05

.26

.00

.60

.99

.68

.55

.52

.01

.38

.60
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Table H-7

Pearson Correlations of Pain Intensity with Dallas Pain

Questionnaire (DPO) Factors Across Groups

DPQ Anglo- Black Hispanic
Factors Americans Americans Americans Total

r p r p r Rp r p

Total Sensory Pain

DA .49 .02* .09 .36 .46 .02 .36 .00*

WL .27 .12 .06 .40 .22 .17 .18 .07

AD .31 .09 -.34 .43 -. 16 .25 .05 .34

S .30 .10 .02 .47 .61 .00 .30 .01*

Total Evaluative Pain

DA .24 .16 .09 .36 .05 .41 .13 .15

WL -. 18 .23 .06 .40 .00 .49 -.02 .45

AD .03 .45 -.04 .43 -.17 .24 -.07 .31

S .13 .29 .02 .47 .33 .08 .26 .02*

Total Affective Pain

DA .32 .09 .07 .39 .13 .29 .19 .07

WL .03 .45 .02 .46 .00 .50 .01 .48

AD .37 .06 -.09 .36 -.13 .29 .07 .29

S .33 .08 .32 .09 .39 .05* .28 .02*

Total Temporal Pain

DA .52 .01* -.04 .43 -.25 .14 .08 .27

WL .28 .11 .33 .08 -.35 .06 .13 .15

AD .27 .12 .04 .43 -. 39 .05* .00 .49

S .29 .11 .40 .04* -.32 .08 .09 .25

Note. DA = Daily Activities; WL = Work and Leisure; AD =

Anxiety-Depression; S = Social.

one-tailed significance p < .05.
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Table H-8

Fisher Z Transformation Computations on Significant

Correlations Between Pain Intensity Scores and Dallas Pain

Questionnaire (DPO) Factors Across Groups

DPQ Groups Significant
Factors Untransformed Tabled Relationship

Correlations Scores
r z

Total Sensory Pain

.49 .53

.09 .09

45* .48

.30 .31

.02 .02

.61* .72

Total Evaluative Pain

.13 .13

.42* .45

.33 .35

Total Affective Pain

.33 .34

.32 .33

.39* .41

Total Temporal Pain

.52* .58

-.04 -.04

-.25 -.25

(BA-HA) Z = 2.04

(AA-HA) Z - 2.43

DA AA

BA

HA

AA

BA

HA

WL

AD AA

BA

HA

S AA

BA

HA

DA AA

BA

HA
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Groups
Untransformed
Correlations

r

.27

.04*

-.39*

.29

.40*

-.33

Tabled
Scores

z

.28

.04

-. 41

.30

.42

-.34

Significant
Relationship

(AA-HA) Z = 2.01

(BA-HA) Z = 2.21

Significant Pearson correlation r < .01.

Note. DA = Daily Activities; WL = Work and Leisure; AD =

Anxiety and Depression; S = Social; AA = Anglo-Americans; BA

= Black Americans; HA = Hispanic Americans. (N = 60, 20 in

each group).

DPQ
Factors

AD

S

AA

BA

HA

AA

BA

HA
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Table H-9

Pearson Correlations of Pain Intensity with CAO Depression

Factors Across Groups

CAQ Groups
Depression AA BA HA
Factors r p r p r p

Total Sensory Pain

CAQ Di .03 .44 .33 .08 .15 .26

CAQ D2  -.17 .22 -.12 .31 -.14 .28

CAQ D3  -.06 .39 -. 45 .02* -.06 .40

CAQ D4  -.06 .40 .18 .21 -.23 .16

CAQ D5  -.09 .35 .18 .23 .12 .30

CAQ D6  -.24 .14 .29 .10 -.18 .22

CAQ D7  -.16 .25 .21 .18 -.25 .14

Total Evaluative Pain

CAQ Di -.07 .38 .46 .02* .06 .40

CAQ D2  -.28 .11 .24 .16 -.13 .30

CAQ D3  .12 .30 -.39 .04* .22 .17

CAQ D4  -.22 .16 .29 .11 -.36 .06

CAQ D5  -.19 .20 .40 .04 -.03 .45

CAQ D6  -.09 .35 .46 .02* .02 .46

CAQ D7  -.23 .16 .25 .14 -.08 .37

Total Affective Pain

CAQ Di .08 .36 .37 .05* .24 .15

CAQ D2  .09 .35 .22 .18 -. 18 .23

CAQ D3 .09 .34 -.34 .07 .09 .36
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CAQ Groups
Depression AA BA HA
Factors r R r p r R

CAQ D4 -.04 .43 .37 .05* -.22 .18

CAQ D5 -. 18 .22 .36 .06 .15 .27

CAQ D6 .03 .44 .41 .04* .06 .40

CAQ D7 -.33 .07 .20 .20 -.02 .47

Total Temporal Pain

CAQ DI .01 .49 .60 .00* -.13 .29

CAQ D2 -.06 .40 .47 .02* -.17 .24

CAQ D3 .35 .06 -.28 .11 .08 .36

CAQ D4 -.04 .43 .48 .02* -. 34 .07

CAQ D5 -. 18 .21 .43 .03* -.21 .19

CAQ D6 .00 .49 .59 .00* .26 .14

CAQ D7 -. 11 .32 .46 .02* .04 .44

* one-tailed significance p <.05.

Note. CAQ Dl, Hypochondriasis; CAQ D2, Suicidal Depression;

CAQ D3, Agitation; CAQ D4, Anxious Depression; CAQ D5, Low

Energy; CAQ D6, Guilt and Resentment; CAQ D7 Boredom and

Withdrawal; AA = Anglo-Americans; BA = Black Americans; HA =

Hispanic Americans.
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Table H-10

Fisher Z Transformation Computations on Significant

Correlations Between Pain Intensity and CAO Depression

Factors Across Groups

CAQ Groups Significant
Depression Untransformed Tabled Relationship
Factors r z

Total Sensory Pain

CAQ D 3  AA -.06 -. 06 NS

BA -. 45* .49

HA -. 06 -. 06

Total Evaluative Pain

CAQ Di AA -. 07 -.07 NS

BA .46 .49

HA .06 .06

CAQ D3  AA .12 .12 NS

BA -. 39* -.41

HA .22 .23

CAQ D 5  AA -.19 -. 19 NS

BA .40* .42

HA -.03 -. 03

CAQ D6  AA -.09 -. 09 NS

BA .47* .51

HA .02 .02



CAQ
Depression
Factors

Groups
Untransformed Tabled

r z

Significant
Relationship

Affective Pain

CAQ D 1

CAQ D4

CAQ D6

CAQ D1

CAQ D2

CAQ D4

CAQ D5

NS

NS

NS

AA

BA

HA

AA

BA

HA

AA

BA

HA

AA

BA

HA

AA

BA

HA

AA

BA

HA

AA

BA

HA

Total

.08

.37*

.24

-.04

.37*

-. 22

.03

.41*

.06

Total

.01

.60

-. 13

-. 06

.47*

-. 17

-. 04

.48*

-. 34

-. 18

.43

-. 21

90

.08

.38

.24

-.04

.38

-. 22

.03

.44

.06

Temporal.

.01

.69

-.13

-.06

.51

-. 17

-.04

.52

-. 35

-. 19

.46

-.21

(AA-BA) Z = 1.98

(BA-HA) Z = 2.38

(BA-HA) Z = 2.00

NS

NS

Pain



CAQ
Depression

Groups
Untransformed Tabled

r z

Significant
Relationship

.00

.59*

.26

-.11

.46*

.04

.00

.67

.26

-.11

.50

.04

(AA-BA) Z = 1.96

NS

* one-tailed significance p < .05.

Note. CAQ D1 , Hypochondriasis; CAQ D2 , Suicidal Depression;

CAQ D3 , Agitation; CAQ D4 , Anxious Depression; CAQ D5 , Low

Energy; CAQ D6 , Guilt and Resentment; CAQ D7 Boredom and

Withdrawal; AA = Anglo-Americans; BA = Black Americans; HA =

Hispanic Americans.
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CAQ D6

CAQ D7

AA

BA

HA

AA

BA

HA



Table H-11

Stenwise Discriminant Anal vsis of Pain Descriptors

Step DF Equivalent Variable Pain
F Entered Category

1 2,53 3.96* 20 = Continuous Temporal

2 4,104 3.4l** 10 = Sickening Evaluative

3 6,102 3.12** 18 = Periodic Temporal

4 8,100 3.27** 17 = Intermittant Temporal

5 10,98 3.21** 7 = Miserable Evaluative

6 12,96 3.0 ** 15 = Depressing Affective

7 14,94 2.86** 1 = Hurting Sensory

8 16,92 2.64** 4 = Pinching Sensory

9 18,90 2.55** 2 = Cutting Sensory

*
p < .05

**
p < .01

92
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Table H-12

Classification of Results of Discriminant Analysis

Actual Group No. of Predicted Group Membership
Cases AA BA HA

AA 17 8 5 4

47.1% 29.4% 23.5%

BA 19 4 13 2

21.1% 68.4% 10.5%

HA 20 3 1 16

15.0% 5.0% 80.0%

Percent of "Grouped" cases correctly classified: 66.07%

Note. AA = Anglo-Americans; BA = Black Americans; HA =

Hispanic Americans.
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Table H-13

Discriminant Analysis Mean Scores for Pain Descriptors

Across Groups

Group Means

Cutting

2.47

2.26

2.50

Miserable

3.24

3.26

2.50

Heavy Pinching Burning

2.76 2.24 2.29

3.16 2.53 2.32

2.75 3.20 2.80

Wretched Unbearable Sickening

2.12 2.88 2.00

2.16 2.74 2.00

2.00 2.45 2.65

Annoying Frightful Miserable Nauseating Depressing

3.35 1.94 3.12 2.11 3.35

3.11 2.00 3.05 1.95 2.47

2.65 2.45 2.45 2.15 2.75

Constant Intermittant Periodic Transient Continuous

3.29 2.06 2.12 1.76 3.53

3.16 2.74 2.05 2.26 3.32

2.25 2.20 2.40 2.30 2.15

AA

BA

HA

Hurting

3.41

3.37

3.10

Vicious

2.24

2.21

2.30

AA

BA

HA

AA

BA

HA

AA

BA

HA

Note. AA = Anglo-Americans; BA = Black Americans; HA =

Hispanic Americans.
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Figure 1

Discriminant Analysis Profile of Mean Scores for Pain Descriptors
Across Groups

Catagories

Sensory
Pain

Evaluative
Pain

Affective
Pain

Temporal
Pain

1 Hurting

2 Cutting
3 Heavy
4 Pinching
5 Burning
6 Vicious
7 Miserable
8 Wretched
9 Unbearable

10 Sickening
11 Annoying
12 Frightful
13 Miserable
14 Nauseating
15 Depressing
16 Constant
17 Intermittant
18 Periodic
19 Transient
20 Continuous
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Mean Scores

Anglo-Americans = line with *s
Black Americans = linewith X's
Hispanic Americans = line with O's
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