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INTRODUCTION

A review of the literature on coping shows differential adaptational
outcomes for avoidant and attentional strategies in illness (Suls &
Fletcher, 1985). Contrary to the widely held view that avoidance behav-
iors are universally negative, there is significant evidence that under
certain conditions‘avoidance may be an effective response to a health
stressor (e.g. Meyerowitz, 1983). Other studies exist establishing the
utility of attention based strategies (Moos & Tsu, 1977). In reviews of
outcome research on the effectiveness of coping strategies little evi-
dence has been found to establish the efficacy of one strategy over the
other (Silver & Wortmen, 1980). Recently, it has been suggested that
differential outcomes may be in part a function of temporal factors (Mul-
len & Suls, 1982). That is, avoidance strategies are associated with
more positive adaptation in the short run while attentional strategies
produce superior long-term effects.

The present study focuses on the relative efficacy of avoidant and
attentional coping strategies under conditions of chronic and acute pain,
a major health stressor. Based on previous reviews, it was hypoth-
esized that subjects in an acute stress condition (i.e. pain) would show
greater benefits with avoidance strategies while subjects chronically

stressed would show greater adaptation employing attentional strategies.



Coping

Individuals differ in their adjustment to stressors such as illness.
Coping efforts have been hypothesized‘ as one factor which may mediate
the effects of a stressor (e.g. pain, illness, etc.) and account for ob-
served differences in adjustment (e.g. Billings & Moos, 1981). Previ-
ous studies have documented the importance of coping responses in aid-
ing individual adjustment to iliness (e.g. Cohen & Lazarus, 1979).

Coping responses refer to the specific actions people take when
faced with a stressful event. They include a complex set of processes
directed toward modifying the impact of thé stressor on psychological
and physical adjustment. These responses serve to aid the individual's
efforts to avoid or moderate the potential harm posea by a stressor
(Pearlin‘ & Schooler, 1978). Coping responses may be either cognitive
or behavioral reactions which have as their focus either external events
or internal states (Lazarus & Folkman, 1984). Regardless of the method
or focus of coping, its function is to lessen the impact of the stressor
and facilitate adjustment. Successful coping results in adaptation which
implies that the person is functioning effectively despite the stressor.

It is generally conceded that the way in which an individual copes
with a crisis affects their psychological, social, and physical health
(e.g. Cohen & Lazarus, 1979; Moos, 1977). In a health crisis, the in-
dividual's response to the demands of the illness may be an important

determinant in the course of the illness and the level of adaptation
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achieved (Cohen & Lazarus, 1979). For instance, the efficacy of the
individual's coping response may either aggravate or ameliorate the dis-
ease process and one's ability to manage the emotional consequences of
illness. How a person copes with acute (Gentry, 1975) and chronic
(Shontz, 1982) illness appears to be an essential feature in the course-
of many illnesses. |t has been hypothesized that health outcomes may

be enhanced through the improvement of coping skills (Moos & Tsu,

1977).

Types of Coping.

Various classification systems for coping responses have been sug-
gested including those based on focus (problem & emotion; Lazarus,
1980) and method (active & avoidant; Moos, 1977). Tunks and Bellissi-
mo (1988) for example, organize coping into three domains; appraisal
focused coping (an attempt is made to understand and find a pattern of
meaning in a crisis), problem focused coping (coping is aimed at dealing
with the tangible aspects of a crisis and altering the situation) and
‘emotion focused copi-ng (coping is directed at managing the feelings
evoked by a crisis). Regardiess of the conceptual organization, two
broad categories consistently emerge when reviewing the literature on
coping: avoidance and attention based strategies. Avoidant strategies
share as a common feature the focus of attention away from the source
of stress and one's reactions to it. In avoidance, the subject attempts

to avoid any active confrontation with the problem (e.g. keeps feeling
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to self) and attempts to reduce tension indirectly by engaging in diver-
sions (e.g. smokes, eats, drinks more etc.). These responses have
been variously labeled denial, distraction, withdrawal and repression
(see Roth & Cohen, 1986). Research findings exist pointing to the
usefulness of avoidant strategies in certain circumstances to reduce
stress, anxiety and/or pain (e.g. Meyerowitz, 1983).

In contrast, attentional strategies have been identified as those that
focus attention on the source of threat and one's reaction to it. Atten-
tional coping includes both cognitive (i.e. efforts aimed at altering
one's appraisal of the situation) and behavioral (i.e. infor*métion seek-
ing, etc.) efforts directed at altering the stressor. These active or
approach responses include disease management strategies (e.g. adher-
ing to dietary, medicinal, exercise or other preventative treatment rou-
tines in an effort to control exacerbations in chronic illnesses such as
gastrointestinai disease, neuromuscular disorders, heart disease, etc.),
information seeking, sensory monitoring and verbalization of one's feel'-
ings abouf the pain (see Roth & Cohen, 1986). Such responses have
been identified as effective in mediating the impact of health stressors
on adjustment (e.g. Suls & Fletcher, 1985). Attentional strategies may
work by providing the individual with information necessary to effect
appropriate cognitive and behavioral responses.

Both avoidance and attentional strategies have been found to result

in positive adaptation under illness conditions. In reviewing the litera-
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ture, one finds that at times attentional strategies appear superior
(e.g. Rybstein-Blinchick, 1979) while in other instances avoidant re-
sponses are more facilitative of adaptation (e.g. McCaul & Malott, 1984).
As noted by Crook, Tunks, Kalaher and Roberts (1988) coping strat-
egies vary in their beneficial effects as a function of the match between
strategy and task demand. Thus, it is the "appropriateness of the
coping strategy for a particular stressful circumstance that determines
whether adverse or beneficial effects result" (p. 176).

In addressing the equivocal findings in the coping strategy re-
search, Mullen and Suls (1982) proposed a témporal x strategy interac-
tion effect to account for the mixed results. A review of previous
studies shows that when avoidant strategies have appeared superior lit-
tle time had elapsed between stressor and outcome measures. In in-
stances where attentional strategies emerged as more efficacious, great-
er lengths of time existed between stressor and outcome measure.
Mullen and Suls (1982) reasoned that avoidant strategies may be more
effective in the short-run by providing immediate relief from the stres-
sor while attentional strategies produce greater long-term effects by
providing the information necessary to facilitate more permanent adapta-
tion. To test these predictions, the authors conducted a meta-analysis
of 26 coping studies comparing the effects of attention and rejection
(i.e. avoidance) strategies on physical adaptation. Their results sup-

ported the hypothesized relationship between strategy and time.



6

Extending these findings of physical adaptation, Suls and Fletcher
(1985) compared the efficacy of avoidant and nonavoidant coping strat-
egies on psychological adaptation. In a series of meta-analyses the au-
thors again examined adaptational outcome in studies comparing nonavoi-
dance (attentional) and avoidant strategies. Their findings supported
the main hypothesis that avoidance was associated with more positive
psychological adaptation in the short-run while attention was associated
with greater long-term gains. They concluded that overall, avoidance
is a useful strategy soon after a stressor begins (3 days) while atten-
tional tactics are more beneficial for stressors of longer duration (2

weeks to 6 months) on indices of physical and psychological adaptation.

Purpose of Study

The present study was an attempt to further test the above hy-
pothesis by assessing the relationship between coping strategy and ad-
aptational outcome. Previous studies have been largely restricted to
examining individuals in either a chronic or an acute health crisis fo-
cusing on a single point in time. This study served to provide a direct
comparison of coping effects at two points in time by assessing the im-
pact of attention and avoidance strategies on adjustment to both long-
term and short-term pain. Findings from recent.studies support the
direct comparison.of these two groups. For example, Zarkowska and

Phillips (1986) examined subjective and behavioral dimensions of adjust-
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ment in chronic and acute back pain patients. They found no signifi-
cant differences in either pain behavior or pain intensity ratings be-
tween the two groups suggesting a similarity in pain experience and ex-
pression across the two conditions.

A second purpose of the study was to evaluate coping responses to
similar stressful events. Meta-analytic studies have examined adaptation-
al outcome for stressors of varying durations. Such comparisons how-
ever, have contrasted the outcomes of qualitatively different nociceptive
stimuli. Typically, short-term studies have examined adaptational out-
comé to discrete stimuli such as shock, noxiéus medical procedures and
cold pressor tests (e.g. Averill &€ Rosenn, 1972; Mills & Krantz, 1979).
In contrast, long-term studies have focused on more protracted events
such as intractable pain or chronic illnesses (e.g. Cohen & Lazarus,
1973; Felton & Revenson, 1984), conditions which often have many exa-
cerbations and remissions. The meaning this situation holds for a per-
son is clearly different than that of an individual awaiting a time-limited
noxious event. The realization of an ongoing physical disability may
affect tfwe persons motivation, expectations and emotional state. One's
choice and effort to employ coping strategies could reasonably be ex-
pected to be effected by these differences.

Differences in pain stimuli are evident even within specific subcate-
gories of pain research. For example, in laboratory studies (short-term

pain) the lack of comparability of various pain stimuli regarding intensi-
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ty, duration and subjective appraisal produce significant differences in
the subject's experience of pain. In studies of clinical pain, subjects
with diverse pain syndromes have at times been treated as a homoge-
nous population (e.g. Rybstein-Blinchik, 1979). This has occurred
despite the probability that various aspects of adaptation (i.e. activity
level, psychological adjustment, pain level) could be expected to vary
across pain subpopulations as a function of pain intensity, location and
duration. Such differences may produce significant differences in out-
come measures contributing to a lack of clarity regarding the effects of
coping on adaptation to pain.

In an attempt to control for some of these methodological difficulties,
the present study examined the impact of coping strategies at two
points ih time for comparable phenomena using standard outcome meas-
ures. This strategy allows for a direct comparison of coping effects on
adjustment at two stages of pain (acute and chronic) within a single
category of clinical pain (i.e. benign intractable).

A third purpose of the study was to evaluate adaptation employing
similar outcome measures for two pain populations (i.e. recent onset and
chronic). Typically, the dependent measures employed to assess out-
come have been qualitatively different among analogue, clinical
long-term and short-term pain studies making results comparison pro-
blematic. For instance, short-term studies often employ ratings of pain

threshold or tolerance while ratings of functional capacity, pain behav-
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iors, and psychological indices are frequently obtained in research on
chronic pain.

Further, among clinical pain studies there has been a lack of stan-
dardization in the definition and measurement of coping efficacy and ad-
aptation. Many studies have used either psychological or physical vari-
ables as indices of improvement, particularly studies of short-term pain.
The present study employed multidimensional outcome indices including
psychological, behavioral and somatic functioning thereby providing a
more comprehensive assessment of adaptation for both acute and chronic
pain subjects than previously available.

Based on past findings it was predicted that subjects experiencing
an acute stressor (4 weeks or less) would show higher levels of psy-
chological, behavioral and somatic adaptation when employing avoidant
strategies while those subjects exposed to a chronic stressor (greater
than 6 months) would show higher levels of adaptation on the above di-

mensions with the use of attention based strategies.

Pain

Pain was chosen for investigation in this study for several reasons.
First, pain is obviously a major stressor. It may disrupt a range of ac-
tivities and experiences for the individual suffering from severe pain.
In a discussion of the impact of pain on adjustment, Linton, Melin and

Gotestam (1984) noted that pain patients may suffer depression, anxie-
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ty, social isolation, overuse of analgesics, physical inactivity, sexual
dysfunction, sleep and interpersonal disturbances all due to changes
brought on by pain. Thus, as do other health stressors studied previ-
ously, pain has important psychological, social and somatic implications
for the patient. In addition, previous research indicates that individuals
use specific coping strategies to deal with clinical pain (e.g. Copp,
1974) and that these strategies appear to be related to indices of ad-
justment (Rosenstiel & Keefe, 1983).

Pain was also selected due to its ubiquitous presence in the health
care system. Chronic pain represents an enormous health problem in
the United States today accounting for more than 13 billion health dol-
'lars annually (Bonica, 1980). It is estimated that pain affects some 86
million people in this country alone (Roberts, 1981). Despite its preva-
lence, pain has not been an area of success for traditional medicine and
has generally proven to be relatively unamenable to standard medical
interventions. Coping however, does appear to effect adjustment and
one's experience with pain (Rosenstiel &€ Keefe, 1983). Thus, the indi-
vidual's efforts to control or manage their medical condition through
coping responses may have a greater impact on adjustment than physi-
cian based treatment.

An additional reason for selecting pain as a stressor is its preva-
lence in previous research on coping strategies and adjustment (e.g.

Averill & Rosenn, 1972; Rosenstiel &€ Keefe, 1983). Both long and
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short-term stress studies have frequently focused on pain as an inde-
pendent variable and the effects of coping with pain on adaptational
outcome.

Within the area of pain research, various pain syndromes have been
identified and categories of pain developed (International Association for
the Study of Pain, 1979). Turk, Meichenbaum and Genest (1983) dis-
tinguish several classifications of pain including recurrent (e.g. head-
aches), progressive (e.g. pain associated with malignancies) and intrac-
table benign (e.g. musculoskeletal pain). The present study focused

on intractable benign pain of both recent onset and chronic duration.



REVIEW OF THE LITERATURE

The efficacy of coping responses in adaptation to illness has been an
area of ongoing theoretical (e.g. Lazarus 1983; Moos, 1977) and re-
search interest (e.g. Felton & Revenson, 1984). Some theorists have
speculated that coping efficacy is dependent on the stage of stress
(Coyne & Holroyd, 1983; Lazarus, 1983, Shontz, 1975). This perspeéec-
tive offers a theoretical framework for understanding the equivocal re-
search findings on coping and adaptation.

In a discussion of the role of coping in adaptation to illness, Coyne
and Holroyd (1983) note that in the acute stages of stress efforts are
best directed toward "minimizing or defensively distorting the event"
(i.e. avoidance) while in the later stages "coping efforts directed at al-
tering the situation” (i.e. attention) may be best (p 110).

Lazarus (1983) has also discussed the benefit of using different cop-
ing strategies at various stages of stress. He too posits the value of
avoidant strategies early on when resources are insufficient to manage
the stressor and problem-focused strategies later, after the individual
is more able to deal directly with the problem.

Some empirical evidence for the differential effectiveness of avoidance

and attentional strategies exists. Most notably, recent meta-analytic

12



13
studies have supported a strategy x stage or time interaction effect
(Mullen & Suls, 1982; Suls & Fletcher, 1985). Mullen and Suls (1982)
reviewed coping studies which compared the effects of attention and re-
jection (i.e. avoidance) on physical adaptation to a variety of health
stressors. Their analysis of 26 studies indicated a temporal x strategy
interaction effect. Specifically, they noted that rejection appeared more
effective in the short-run while attentional strategies were related to
greater long-term gains.

A further test o;‘ this hypothesis was made by Suls and Fletcher
(1985) who examined the impact of avoidant and non-avoidant (i.e. at-
tentional) strategies on psychological adaptation. The authors included
43 studies that compared coping strategies used in response to a range
of health stressors of varying duration including pain, surgery, stress-
ful life events and chronic illness. This investigation produced find-
ings similar to the initial Mullen and Suls (1982) study. In particular,
an analysis of main effects showed neither strategy to be superior.
Rather, the investigators observed the same interaction effect reported
in the earlier meta-analytic study. The authors concluded from the se-
ries of analysis that generally, avoidance appears to be the better
strategy for short-term  stress situations, particularly in the 3 to 14
day period. They speculate that just as posited by Lazarus (1983), re-
sources may be insufficient to cope with the demands of stress in the

early stages. They further report that beyond 14 days, attention ap-
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pears to be associated with greater adaptation. They suggest that in
the later stages of stress the individual may be better able to confront
the stressor and develop cognitive or behavioral interventions aimed at
ameliorating the situation.

Individual investigations provide further evidence of a strategy x
time interaction effect: In a classic study, Wolff, Friedman, Hofer and
Mason (1964) examined the relationship between coping and corticoster-
oid secretion during various stages of stress. They found that certain
physiological effects of stress were related to both the stage of stress
and the use of avoidance coping among parénts of terminally ill chil-
dren. The authors found that parents who engaged in denial early on
showed lower stress ratings as evidenced oy reduced corticosteroid lev-
els com;ﬁared to nondenying parents. In a follow-up study after the
child's death, the nondenying (attentional) parents with initially high
secretion levels now demonstrated lower ones (Hofer, Wolff, Friedman &
Mason, 1972). Based on their cumulative findings the authors speculat-
ed that denial was beneficial early on in the crisis but attentional strat-

egies may be more useful in the long run.

Pain studies
Some researchers have attempted to evaluate the effects of coping on
adjustment to pain in particular. These studies generally fall into the

categories of laboratory, short-term clinical and long-term or chronic



15
clinical pain research. Taken together, the findings from these areas
provide evidence in support of the hypothesized relationship between

coping strategy and time or stage of stress.

Laboratory studies.

Much of the information available regarding the effects of coping on
adjustment to pain has been drawn from analogue research. Typically,
these studies consist of normal subjects who are exposed to a brief
painful stimuli. A cop4ing strategy is then introduced and subjects are
directed to use this method during pain induction. QOutcome measures
such as pain tolerance or pain threshold are assessed to determine ad-
aptational capacity. Based on the aforementioned stage theory, one
would expect to find avoidant strategies superior to attention in labora-
tory studies due to the short duration of the stressor. Much of the
available research evidence supports this prediction.

Some laboratory studies have directly compared avoidance with atten-
tional techniques. Pennebaker, Skelton, Wogalter and Rodgers (cited in
Pennebaker, 1982) héd subjects either attend to pain or use avoidance
(imagery) in a cold pressor task. They found that subjects using the
avoidance strategy had higher pain threshold ratings than those using
the attentional strategy.

Similar findings have been reported by other investigators comparing
avoidance and attehtional coping strategies (e.g. Hackett & Horan,

1980; McCaul & Haugvedt, 1982). For example, McCaul and Haugvedt



16

(1982) examined the effects of distraction (avoidance) and redefinition
(attention) as coping strategies in a cold pressor test. They found
that subjects who employed distraction (avoidance) had higher ratings
of pain tolerance than did the attentional coping group. Many other
researchers have reported positive fi’ndings for the differential efficacy
of avoidant strategies for laboratory pain (e.g. Ahles, Blanchard & Le-
venthal, 1983; Epst.ein, Rosenthal & Szpiler, 1978; Kanfer & Goldfoot,
1966; Pennebaker & Lightner, 1980).

Many multicomponent treatm.ent interventions include both attentional
and avoidance techniques. Some component analysis studies have been
conducted in laboratory studies providing information on the differential
effects of avoidance and attention. For example, Hackett and Horan
(1980) examined the relative efficacy of various aspects of stress-inocu-
lation training. The authors divided the treatment package into three
components: (1) relaxation training, (2) distraction and (3) self-in-
struction corresponding to mixed, avoidant and attentional strategies,
respectively. The results indicated that the group employing the
avoidance strategy (i.e. distraction) showed the highest increase in
pain threshold ratings in response to cold pressor stimulation. In con-
trast, the group using ‘the attentional strategy (i.e. self-instruction)
showed no significant. improvement on either ratings of pain threshold
or pain tolerance. The third group using a mixed strategy (i.e. relaxa-

tion) with features of both attention and avoidance, showed moderate
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improvement in pain threshold ratings. These results are consistent
with the prediction that avoidance is more effective for short-term pain
while attentional strategies are ineffective for this type of stress.

Based on such findings some reviewers have concluded that avoid-
ance techniques appear to be superior to attentional strategies under
certain conditions (e.g. McCaul & Malott, 1984). For example, McCaul
and Malott (1984) conclude in their extensive review of coping with pain
that overall, distraction appears to be effective for acute and in partic-
ular, laboratory pain.

Other reviewers note that while much evidence is convincing some
inconsistent findings regarding strategy effectiveness remain. Turk,
Meichenbaum and Genest (1983) have addressed this issue noting that
ambiguous findings in specific investigations may be understood by ex-
amining the coping strategies employed for comparison of effects. Spe-
cifically, most short-term and laboratory studies compare one avoidance
strategy (e.g. imagery) with a second form of avoidance (e.g. proof-
reading) or to-a no treatment control group. Thus, the no significant
differences conclusion arrived at in some instances may be a function of
comparing variations of the same method of pain control (e.g. attention
diversion vs. imagery).  Under these conditions one could expect that
the two strategies would produce similar effects resulting in a conclu-

sion of no significant differences.
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Furthermore, Turk et al (1983) point out that in some instances
there is a lack of comparability in procedures observed, particularly in
laboratory studies of pain. They note for example that instructions to
subjects may vary greatly ranging from suggestions that it "is absolute-
ly critical for the success of the study that they tolerate the noxious
sensations as long as possible (Knox, 1973) to directions that "this is
not to determine how far you can go " (Johnson, 1973). Such instruc-
tional differences may produce variable motivation levels effecting out-
come measures such as pain tolerance and threshold. Despite some mix-
ed evidence then, it appears that overall the available research data
strongly supports the use of avoidant coping strategies for laboratory

pain.

Short-term studies.

Studies of coping with short-term or acute clinical stress have also
addressed the issue of coping efficacy. Typically, this research focus-
es on the use of various coping strategies in response to time-limited
clinical stressors (e.é. noxious medical procedures, dental work, child-
birth, etc.). Many examples exist in the literature demonstrating the
utility of avoidance strategies for stress of a short-te;‘m clinical nature
(e.g. Cohen & Lazarus, 1973; George, Scott, Turner & Gregg, 1980;
‘Hackett, Cassem & Wishnie, 1968; Miller & Mangan, 1983).

For example, Cohen and Lazarus (1973) assessed the effects of cop-

ing responses in post-surgical recovery. They found that the use of
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avoidance strategies was associated with a greater reduction in anxiety
levels and a more rapid recovery from surgery compared to subjects us-
ing nonavoidant strategies.

In an effort to extend these findings, Kaloupek, White and Wong
(1984) conducted two studies examining the relationship between coping
strategies and response to a stressful medical procedure. The authors
assessed coping responses used in blood donation, a mildly painful ex-
perience. Using the coping strategy categories outlined by Billings and
Moos (1981) the authors found that those subjects employing avoidance
strategies appeared to be more effective in ‘stress management as evi-
denced by lower anxiety and distress ratings than subjects relying on
non-avoidant cognitive or behavioral strategies. These findings are
consisteht with the prediction of greater psychological adaptation for
subjects using avoidance strategies in response to short-term stress.

In a study of coping with acute pain Rosenstiel (1982) investigated
the role of coping strategies in adjustment to surgery. She examined
the type of strategy- used and its relationship to post-surgical adjust-
men.t. The author found that acute pain patients use coping strategies
similar to those of chronic pain patients but with differential effects.
Specifically, she observed that while catastrophizing, an avoidance
technique, was related to poor adjustment for chronic pain patients, it
was related to‘positive adjustment for acute pain patients. The results

indicate that there was differential efficacy for an avoidant coping
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strategy across the two populations (acute and chronic), a finding simi-

lar to that of Mullen and Suls (1982) and Suls and Fletcher (1985).

Chronic pain studies.

Studies examining the effects of coping on adaptation to long-term or
chronic conditions support the utility of attentional strategies for a wide
range of health stressors including myocardial infarctions (Byrne, 1982;
Byrne, Whyte & Butler, 1981), asthma (Staudenmayer, Kinsman, Derks,
Spector & Wangard, 1979), cancer (Visintainer & Casey, 1984) and
stressful life events (Billings & Moos, 1981).

In a study investigating the relationship between coping and stress-
ful life events, Billings and Moos (1981) identified various categories of
coping responses. They assessed subject's use of active cognitive (i.e.
redefin'ition), active behavioral (i.e. taking positive action) and avoid-
ance coping (i.e. denial). The study included 294 families who rated
their coping responses and the number of negative stressful events in-
curred over a one year period. The results fndicated that those using
active, attentioﬁal strategies to a greater extent, and avoidance to a
lesser extent showed better adaptation on psychological and physical in-
dices. In discussing these findings, Moos and Billings (1981) proposed
that the relationship between coping and outcome may be in part a
function of temporal factors. They suggest that lwhile avoidance may
serve as an initial tension reduction device, such responses may have
poorer long-term consequences particularly in illness conditions where

avoidance may postpone necessary medical intervention.
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Research on coping with chronic illness has also demonstrated the
positive effects of problem-focused, attentional strategies. For exam-
ple, Visintainer and Casey (1984) examined the use of coping strategies
among a group of cancer patients. They reported that those with high
levels of distress who used problem-focused coping had lower levels of
psychological disturbance, higher activity levels of natural killer cells
(an immunological mediator) and a lower rate of relapse nine months
post surgery compared to those subjects using non-problem focused
coping. In discussing the role of coping in the course of cancer Levy
(1985) suggests that the findings from this énd other studies provides
evidence that commitment and an attempt to exercise control rather than
avoidance and passivity play an important role in cancer risk. She
notes tﬁat among studies on coping with cancer there is a consistent
finding that "patients who are characterized as passive have worse can-
cer outcomes” (p 165).

The findings from pain research also support the use of attentional
strategies for adaptation to chronic stress. Unlike short term and labo-
ratory pain research however, few long term studies have directly com-
pared avoidance with attention. More typically, researchers of chronic
pain focus on treatment outcome and patient response to multifaceted in-
tervention programs geared towatd improving the functional level of this
difficult to treat population. This approach makes identiinng the spe-

cific effects of attention and avoidance difficult. Nevertheless, some
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interventions are largely attentional in nature and the findings from
these studies provides indirect evidence for the superiority of atten-
tional strategies for chronic pain management.

For example, Turner (1979) compared the effects of a cognitive-be-
havioral treatment intervention with relaxation and attention control.
The cognitive-behavioral treatment consisted of guided imagery, coping
self-statements and relaxation. The author found that the group re-
‘ceiving training in coping self-statements (an attentional strategy)
showed significantly greater ratings of pain tolerance and higher rat-
ings of functional capacity than did either the relaxation or attention
control groups. Further improvements were noted in pain severity rat-
ings, use of analgesic medication and anxiety levels at follow-up one
month later for the attentional group.
| In a study of coping with chronic pain, Rybstein-Blinchik (1979) ex-
amined the efficacy of various cognitive strategies in a group of mixed
pain patients. Fourtyfour patients with a mean pain duration of five
years were assigned to one of three treatment conditions (reinterpreta-
tion, diversion, sensory monitoring) or to an attention placebo control
group. The author found that the attention based reinterpretive strat-
egy (replacing the word ‘pain with a new label such as "l feel sharpness
or stabbing") was superior to both attention diversion (thinking of an
important event in one's life) and sensory monitoring {passive attention)

on measures of subjective pain ratings, overt pain behaviors (grimac-
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ing, touching painful area, talking about pain, isolation, inactivity and
guarded movements) and independent ratings of patient functioning
(nursing notes of patient eating, sleeping and medication use patterns).
These findings have important implications for the treatment of chronic
pain and suggest that not all attention based strategies are equally
beneficial. Specific attentional techniques such as reinterpretation
which require an active effort may‘ be superior to not only avoidance
but to passive attentional strategies as well for adaptation to long-term
stress. This may be so because passive attention does not serve to al-
ter either the source of stress or one's reactfon to it. Instead, experi-
mental evidence suggests that attention to sensations may be a useful
strategy for short-term laboratory pain (e.g. Suls & Fletcher, 1985).
Some th‘eorists speculate that for noxious stimuli of brief duration sub-
jects may benefit from a framework that allows them to process pain in
an objective, non-threatening manner (Leventhal, 1982). For
short-term pain this works by allowing subjects to codify the noxious
input in a non-emotional fashion (i.e. attending to objective sensory el-
ements such as feeling in body part, strength and quality of pain stim-
ulus, etc.) thereby reducing distress. Leventhal, Brown, Shacham and
Engquist (1979) reported that subjects instructed to process information
in this way during a cold pressor test demonstrated lower levels of
psychological distress than subjects who attended to the cold and were

encouraged to emote about the experience. While sensory monitoring
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may be useful in managing short-term stress, it is less valuable as a
coping method in long-term conditions where continuous monitoring of
unpleasant bodily sensations offers no opportunity to alter or improve
the situation. Evidence from learning theory would predict that under
these conditions the individual will learn that outcome is independent
from their response. The uncontrolable nature of the situation produc-
es a condition of learned helplessness and results in a tendency to
adopt a passive mode of response (Seligman, 1975). Such passivity has
been associated with poorer outcome for a variety‘ of medical conditions
(e.g. Levy, 1985). |
In another study investigating the use of attentional cognitive coping
strategies for clinical pain, Rybstein-Blinchik and Grzesiak (1979) re-
ported bositive outcome with a cognitive-behavioral treatment approach
for a group of mixed chronic pain patients. The treatment package in-
cluded a reinterpretive attentional strategy which encouraged patients
to relabel their pain sensations as something other than pain. Once
again, the authors noted that the use of an active cognitive coping
strategy resulted in significant reductions in posttreatment and follow
up ratings of pain intensity and pain behaviors for this group.
Crook et al (1988) investigated the effects of coping strategies on
adaptation for two groups of chronic pain sufferers. Using the coping
categories outlined by Billings and Moos (1981) they assessed the type

of coping used and the impact these strategies had on psychological ad-
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aptation (i.e. depression and anxiety ratings). They found that sub-
jects who engaged in dysphoric withdrawal, avoidance behavior and ca-
tastrophizing had higher ratings of depress}on and anxiety than sub-
jects who did not use these methods of coping. They concluded that
pain treatment should include efforts to aid patients in identifying and
altering such behaviors and attitudes in order to facilitate adjustment.

Other investigators have examined the relationship between coping
and adjustment to specific types of pain. Keefe and Dolan (1986) exam-
ined preferred coping strategies and adjustment among low back and
myofascial pain dysfunction patients. Theyifound that subjects using
the avoidance techniques of distraction and hoping/praying did signifi-
cantly poorer on ratings of functional capacity (daily activity, medica-
tion usé and pain behaviors) and pain intensity than subjects using
these strategies to a lesser degree. The findings suggest that under
conditions of long-term back and head pain, avoidant strategies may be
associated with poorer ratings of adaptation.

In a study of coping and adaptation to chronic low back pain, Ro-
senstiel and Keefe (1983) examined the differentialAeffects of coping
strategies on psychological and behavioral indices of adjustment. They
assessed subject's use of several coping responses and their psychologi-
cal (depression, anxiety), functional (hours of downtime, pain interfer-
ence with activities of daily living) and pain intensity ratings. Taey

found that the use of specific types of coping were differentially related
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to individual dimensions of adaptation. They noted in particular that
high scores on cognitive coping and supression (mixed strategy) were
associated with greater functional impairment (hours spent reclining and
activities of daily living) while high scores on helplessness (avoidance)
were associated with greater emotional impairment (anxiety and depres-
sion). Further, those subjects with high scores on distraction and
praying (avoidance) demonstrated both higher pain ratings and greater
functional impairment than other subjects. The results suggest that for
chronic pain, specific types of avoidance may be related to particular
facets of adaptation and that distraction and praying may result in
poorer adaptation than other avoidance strategies.

Rosenstiel and Keefe (1983) noted that contrary to their expecta-
tions, distraction was not positively related to lower rating"s of pain, a
finding consistent with research on experimental pain (McCaul & Malott,
1984). They suggest that this may be due to temporal differences in
experimental (acute) and clinical (chronic) pain arguing that the time-
limited nature of experimen‘tal pain makes the use of self-control techni-
ques (such as distraction) more effective. They speculate that this may
occur because self-control techniques may breakdown over time, a view
shared by behavior theorists (e.g. Kanfer & Goldfoot, 1966).

Further, Philips (1987) in a discussion of the .role of avoidance in
sustaining chronic pain suggests that avoidance behavior serves to re-

duce the sufferer's sense of control over pain and increases their ex-
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pectation of pain. In contrast, by exercising attentional/active strat-
egies the individual with chronic pain has an opportunity to increase
their self-efficacy and to gain more realistic outcome expectations (Phil-
ips & Jahanshahi, 1985).

In summary, research on coping and adaptation to long-term pain
shows that in general attentional based strategies appear to be positive-
ly related to measures of adaptation. Beyond this it seems that active
attention based coping strategies which aid the patient in reinterpreting
their experiencg of pain may be superior to passive attentional strat-

egies such as sensory monitoring.

Conclusions

Based on the available research, it appears that ample evidence ex-
ists to support a hypothesis of differential effectiveness of avoidance
and attentional coping strategies. While many studies suggest this in-
teraction effect, some findings have been inconsistent with this view.
In order to put these inconsistent findings in perspective it should be
noted that studies of clinical pain often rely on combined treatment
packages for pain control. Such interventions typically include both
attentional and avoidant components (e.g. imaging and redefinition).
Few researchers have conducted component analyses of multifaceted
treatment programs. This appears to be especially so in research with

chronic pain patients who are generally encouraged to use a wide vari-
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ety of strategies to manage their pain. Consequently, the specific ef-
fects of individual strategies are not always evident in these investiga-
tions.

A second source of mixed findings stems from research comparing
the effects of coping strategies to no treatment control groups. These
studies typically compare the utility of a particular coping strategy to a
no treatment control group. The findings in such studies are often
that of no significant difference. However, as Turk et al (1983) point
out, control subjects may be spontaneously using their own strategies
which may account for the no difference findings. In addition, many
studies do not report duration of pain. Conclusions about strategy x
time interaction effects cannot be determined without knowing the length
of the sfressor.

Despite these difficulties, it does appear that consistent with the
findings in meta-analytic research, there is evidence of differential ef-
fectiveness for coping strategies over time. The most direct association
between strategy and-time is evident in laboratory research which fairly
consistently points to the superiority of avoidance techniques (McCaul &
Malott, 1984). Studies of short-term clinical pain in which strategies
are operationalized and outcome data obtained in 14 days or less of
stress onset also support the utility of avoidance (Suls & Fletcher,

1985).
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Finally, the available evidence from long-term chronic health stres-
sors clearly shows a strong trend favoring the use of active, attentional

strategies (e.g. Billings & Moos, 1981, etc).



METHODS

The study employed survey methodology. A 2 (Recent Onset and
Chronic pain) x 2 (Attentional and Avoidant coping) factorial design

with 15 subjects in each cell was used.

Subjects

Participants consisted of 60 subjects from {he Pain Clinic at the Uni-
versity of Chicago Medical Center and Sports Medicine of Chicago. The
University of Chicago Pain Clinic is a multidisciplinary clinic with the
departménts of neurology, psychiatry, psychology and physical therapy
providing treatment to patients as needed. This clinic is part of the
services offered by a major medical center. Sports Medicine of Chicago
is also a multidisciplinary treatment facility with representatives from
physiatry, psychology and physical therapy involved in patient treat-
ment. This facility offers services to an outpatient population and is not
part of a hospital system.

Participants were nonhospitalized adults experiencing either a chronic
(over 6 months duration) or acute (4 weeks or less) pain episode.
Each person was informed that the project was an investigation into the

role of coping and adjustment to pain. All subjects were told that their
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involvement would reqdire completion of the assessment packet one time
only and that no individual benefit or reward would be forthcoming as a
result of their participation. Each person was then asked to sign a
consent form (see Appendix A) indicating their willingness to partici-
pate and to complete the questionnaires. In order to clarify the nature
of the relationship between coping x duration on adjustment 60 subjects
from an initial pool of 140 were drawn thereby producing extreme
groups for data analysis.

Inclusion was based on subject's meeting the following criteria:
(1) Over 18 years of age
(2) Have persistent pain as a current presenting complaint as
a result of an injury
(3) No pending psychological or pharmacological treatment
for anxiety, depression or pain management
(4) Have no other major illness or disorder at the present time
The International Association for the Study of Pain (IASP) has de-
fined pain as "an unpleasant sensory and emotional experience associat-
ed with actual or potential tissue damage”" (1979, p. 250). In addition,
a classification model for pain syndromes has been identified (Turk et
all, 1983). The present study focused on the category of intractable
benign palin. Based on the above, the following criteria for a diagnosis
of clinical pain was made:
(1) The presence of a discernable pathological process confirmed by

physical findings referable to the patient's pain complaint
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and diagnosed by a clinic physician
(2) A subjective experience of persistent pain
(3) An identifiable external trauma marking the onset of pain

Once enlisted, subjects were labeled either Chronic or Recent Onset
pain patients depending on the duration of their complaint. Those sub-
jects with persistent pain complaints of six months or more were includ-
ed in the long-term Chronic condition while those with pain of less than
four weeks duration formed the Recent Onset condition.

The subjects were 24 male and 36 female pain patients who volun-
teered to participate in the study. The mean age was 39.6 years with
a range of from 18 to 70 years (Recent Onset=37.8, Chronic=41.5).
Other demographic variables were distributed as follows: Occupation =
1.7% unskilled labor, 13.3% skilled labor, 13.3% clerical, 20% managerial,
15% professional and 25% other (e.g. housewife, student, self-em-
ployed); Marital status = 56.7% married, 25% single, 6.7% divorced and
6.7% widowed. Of the sample, 37 subjects had undergone some type of
surgery with a range of from 1 to 14 surgeries (Recent Onset = 1.2,
Chronic = 3). The mean income range was $20,000 to 30,000 with sub-
jects reporting incomes of from less than $10,000 to over $50,000 per

year. Education ranged from less than high school (10%) to graduate

‘raining (1.7%) with the modal amount of education 12 years.
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Measures

Biographical data.

A two page demographic information sheet was included in the as-
sessment packet. Subjects were asked to indicate sex, age, prior sur-
geries, pharmaceuticals presently used, pending compensation litigation

and disability status resulting from their pain condition.

Coping.

Coping strategy was assessed by responses on the Coping Scale con-
structed by Billings and Moos (1981). This instrument consists of 19
items identified as active-cognitive, active- behavioral and avoidance
strategies. Of these items, 12 are described as attentional and 7 as
avoidance responses by Billings and Moos (1981). The present study
followed the conceptualization of Rosenstiel and Keefe (1983) however,
who categorize hoping/praying as an avoidant strategy rather than an
active-cognitive response. The Coping Scale thus consisted of 11 atten-
tional and 8 avoidance responses.

Respondents were asked to state how often they used each of the
named strategies in response to their pain in order to obtain a situation
specific measure (e.g. Talked with a professional about the situation,
Try to reduce tension by smoking, Try to find out more about the situ-
ation, etc.). Responses were rated on a 5 point Likert scale ranging

from 1 - never to 5 - most of the time (adapted from Felton, Revenson
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& Hinrichsen, 1984). Each strategy was summed and divided by the
number of items pertaining to that strategy (11 attentional, 8 avoidant).
The resulting percentage reflected the frequency the subject used each
of the two types of strategies. Individuals were classified as primarily
Attentional or Avoidant responders based on the strategy type employed
most frequently in response to pain. Internal consistency testing on
the dimensions of Avoidance and Attention for this measure provided
reliability coefficients of .51 and .76, respectively using Chronbach's

Alpha.

Dependent Measures

To assess the impact of coping on adjustment it has been suggested
that researchers employ multiple outcome measures including indices of
psychological, behavioral and somatic functioning (Watson & Kendall,
1983). Psychological adaptation implies maintaining a positive emotional
balance despite the limits imposed by an illness. Previous research has
found negative affect to be related to coping strategy employed (Felton
et al, 1984). Behavioral functioning suggests that the individual is
able to carry out some activities of daily living and maintain a satisfac-
tory level of social interaction. Past research has demonstrated that
activity level is related to coping strategy (Rosenstiel & Keefe, 1983).
Somatic adjustment relates to the patient's ability to experience bodily

sensations without undue or excessive psychological distress. Somatiza-
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tion has been previously found to be related to functional capacity, one
méasure of adjustment (i.e. headaches, pains in lower back, numbness
or tingling in parts of the body, etc.) (Rosenstiel & Keefe, 1983).
Coping effectiveness therefore was evaluated by examining indices of
psychological adjustment (Anxiety and Depression), behavioral function-
ing (Activity Level) and somatic adjustment (Somatization and Pain Se-

verity).

Depression and Anxiety

Psychological functioning was assessed with the Symptom Check List
90 Revised (SCL-90R, Derogatis, 1977). The SCL-90R is a 90 item
questionnaire for assessing psychological and somatic symptoms. It has
been suggested for use with medical populations (Derogatis, 1977) and
has been previously employed as a measure of adjustment for chronic
pain patients (Keefe & Dolan, 1986). Each item is rated on a 5 point
scale from "not at all" to "extremely”. The instrument yields 9 symp-
tom dimensions (Somatization, Obsessive-Compulsiveness, Interpersonal
Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid
ldeation and Psychoticism). Based on previous research, two of these
subscales, Depression and Anxiety, were included as measures of psy-
chological adjustment. Internal consistency coefficients for scales has
been reported ranging from .77 to .90 and one week test-retest reli-

ability coefficients of from .78 to .90 (Derogatis, 1977).
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Somatization

Somatic adjustment was assessed by subject ratings on the Somatiza-
tion Scale of the SCL 90R. This scale was designed to evaluate dis-
tress arising from bodily dysfunction (Derogatis, 1977). The Somatiza-
tion Scale has previously been found to relate to coping strategy

outcome with pain patients (Keefe & Dolan, 1986).

Pain Severity

The West Haven Yale Multidimensional Pain Inventory (WHYMPI,
Kerns, Turk & Rudy, 1985) was developed to provide a multidimensional
assessment of pain. It contains three sections two of which were used
in the present study, Pain Severity and Activity Level. The Pain Se-
verity Scale consists of 28 items that produce five subscales (Interfer-
ence, Pain Severity, Self Control, Negative Mood and Social Support).
The Pain Seve}'ity subscale assesses the patient's present experience of
pain severity and suffering (Kerns et al, 1985). Subjects are asked to
rate items on a 6 point Likert scale including the severity of pain dur-
ing the past week, amount of suffering experienced because of the pain
and their present pain level. Internal consistency coefficients for
WHYMPI Pain Severity scales have been reported ranging from .72 to
.90 and test-retest reliability ratings from .68 to .86 (Kerns et al,

1985).
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Activity Level
Functional capacity was assessed by using the Activity Scale of the
WHYMPI. The Activity Scale is a 30 item checklist listing common do-
mestic, household, social and recreational activities (Activities Away
From Home, Household Chores, Outdoor Work and Social Activity).
Subjects indicate how often they engage in each activity on a 6 point
Likert scale. These scales have internal consistencies ranging from .70
to .86 with test retest reliability coefficients from .83 to .91 (Kerns et

al, 19895)

Procedure

Those subjects who met inclusion criteria were asked to participate
in the étudy as they arrived for their regular clinic visit. Potenti;l
participants were approached by the experimenter at the Pain Clinic at
the University of Chicago Medical Center and by the intake clinic coor-
dinator at Sports Medicine of Chicago. All subjects were given identical
information as to the- nature and purpose of the study which was read
to each potential volunteer (see Appendix B). Subjects agreeing to par-
ticipate were then given the assessment materials and asked to fill them
out. All completed materials were placed in an envelope provided to
each person and left in a predesignated area of the clinic for later col-
lection. Subjects were informed that once the study was completed, a
brief summary of the findings and recommendations would be sent to

them by the primary investigator.
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Once the data were collected, subjects were divided into two groups
depending on the duration of their pain complaint. Those with pain of
less than four weeks were labeled Recent Onset subjects while individu-
als with pain of greater than‘ six months were included in the Chronic
pain group. Based on the responses to the Coping Scale (Billings &
Moos, 1981), participants within each condition (Chronic or Recent On-
set pain) were classified as primarily Attentional or primarily Avoidant
copers. In order to clarify the relationship between coping and adjust-
.ment, extreme groups were drawn from each condition. This was ac-
complished by rank ordering subjects on the basis of coping scores
within each group (Chronic and Recent Onset) based on the difference
between their Attentional and Avoidant coping score. Thus, within the
Attentional category, the subject with the greatest difference score be-
tween Attentional and Avoidance coping was ranked first while the sub-
ject with the smallest difference between these scores was ranked last.
This was done for both Attentional and Avoidant coping for the Recent
Onset and the Chronic groups. From a pool of 140 (Recent Onset=70,
Chronic=70) the 15 most Avoidant and the 15 most Attentional subjects

were used from each category for data analysis (n=60).



RESULTS

Separate t tests were conducted on the demographic variables of age,
income, education and number of prior surgeries) in order to determine
if these variables were differentially distributed between Chronic and
Recent Onset patients. The results indicated that the groups differed
significantly on one variable. Chronic pain patients reported more sur-
geries than did Recent Onset patients (R0O=1.2, C=3) t (60)=6.38, p
<.001). Chi square tests of independence conducted on sex, marital
status and occupational status showed no significant differences for any
of the.se. variables for the the two groups.

All subjects reported using both attentional and avoidance coping
strategies. Within the Attentional category, subjects used attentional
coping from 58 to 91% of the time (X = 79%; SD = 7.63). For the
Avoidance category of coping, subjects employed avoidance technique§
from 53 to 91% of the time (X = 70%; SD = 8.87).

The following predictions regarding the dependent measures of Anxi-
ety, Depression, Activity Level, Somatization and Pain Severity were
made: Holding coping style constant, Chronic and Recent Onset pa-
tients would report similar levels of these measures. Hence, no main

effects for duration were predicted.
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Holding duration of pain constant, Attentional and Avoidant strategy
patients would report similar levels of Anxiety, Depression, Activity
Level, Somatization and Pain Severity. Hence, no main effects for cop-
ing style were predicted.

Patients in the Chronic condition were expected to demonstrate
greater positive adaptation when they used Attentional rather than
Avoidant coping strategies. In other words, they were predicted to re-
port being less depressed and anxious, have fewer somatic complaints,
a higher level of activity and show lower pain severity ratings. On the
other hand, Recent Onset subjects were predicted to demonstrate great-
er positive adaptation when they used Avoidant rather than Attentional
coping. Hence, an interaction between coping style and pain duration
was expected for each of the five dependent measures.

In order to test these predictions, a multivariate analysis of covari-
ance (MANCOVA) was performed on the five outcome measures (Depres-
sion, Anxiety, Somatization, Activity Level and Pain Severity). Previ-
ous researchers have found history variables of disability status (i.e.
litigation) and number of prior surgeries to be related to adaptational
outcome (Rosenstiel & Keefe, 1983). These variables were used as co-

variates in the analyses.
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Coping
The results of the MANCOVA test indicated that there was no signif-
icant overall effect for coping style F (8,46)=1.33, p =.26. An inspec-
tion of the univariate analyses also indicated the same pattern of non-

significant differences for each of the dependent measures.

Duration

As with coping the results of the MANCOVA test indicated that there
was no significant overall effect for duration F (8,46)=1.19, p =.33.
An inspection of the univariate analyses also indicated the same pattern

of nonsignificant differences for each of the dependent measures.

Coping x Duration

It was hypothesized that Attentional coping would have a greater po-
sitive impact on adjustment over the long run while Avoidant coping
would produce greater short term gains. The results of the MANCOVA
supported this prediction. Table 1 shows the interaction effects of
coping by duration on the various outcome measures. In particular,
significant interaction effects were noted on measures of Depression F
=(1,53)=26.4, p =<.001, Anxiety F (1,53)=7.48, p <.01 and Social Activ-
ity F (1,53)=4.30, p =<.05.
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TABLE 1
Means and Standard Deviations of Dependent Measures For Coping by
Duration
Recent Onset Chronic

Attention Avoidance Attention Avoidance F P

Depression 67.9 58.4
Anxiety 59.4 51.9
Somatization 62.7 60.7
Pain Severity 3.Z 3.5

Activity Subscales:

Away Fr Home 2.3 2.6
Household 3.2 4.0
Outdoorwk .8 1.9

Socactivity 2.0 2.5

57.9

33.1
56.3
3.4

3.0
3.7

2.4

63.8
57.3
69.2

4.3

3.0
3.4

1.4

26.4  .000%*
7.48 .008**
3.59 .064

.05 .81
2.65 .109
.89 .34
3.35 .073
4.30 .043*

*p<.05 **p<.0]

All df=1,53

These results indicate that the Chronic subjects who employed prima-

rily Attentional coping showed lower Depression and Anxiety ratings
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and higher levels of Social Activity compared to Chronic subjects who
predominantly relied on Avoidant coping, as predicted. Further, the
Avoidant copers of the Recent Onset pain group showed a similar pat-
tern of adjustment with lower Depression and Anxiety ratings and high-
er levels of Social Activity compared to Attentional Recent Onset pa-
tients, a finding consistent with the main hypotheses of the study.

These relationships are presented in Figures 1 through 4.

Psychological Adjustment

Depression and Anxiety.

Figures 1 and 2 display mean Anxiety and Depression ratings on the
SCL 90R for each of the 4 conditions. As can be seen, the Depression
subscale shows lower average ratings for the Chronic-Attentional copiné
group and the Recent Onset-Avoidant group as was predicted. This
difference was statistically significant F (1,53)=2.64, p <.01. Also as
predicted, the same pattern was displayed on Anxiety ratings for these

groups F =(1,53)=7.48, p <.01.

Somatic Adjustment

Somatization.
Figure 3 shows mean Somatization ratings from the SCL 90R. As

with Anxiety and Depression, a trend was found showing lower Somati-
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zation ratings for Chronic-Attentional and Recent Onset-Avoidant sub-
jects. While this did not reach a level of significance F (1,53)=3.59, p

=<.06 it was in the direction of the stated hypothesis.

Pain Severity.

No differential effects for coping by duration were found on ratings
of Pain Severity. |t was expected that a differential pattern would
emerge for Pain Severity ratings showing higher scores for the Recent
Onset- Attentional and Chronic-Avoidant groups. Mean Pain Severity
ratings however, indicated slightly higher pain scores for subjects em-
ploying primarily Avoidant coping regardless of the duration of their

pzin. This did not reach a level of significance F (1,58)=2.66, p <.10.
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Behavioral Adjustment

Activity Level.

Figure 4 shows degree of functional capacity reflected by Activity
Level ratings. As noted, the WHYMPI| Activity Scale is comprised of
four subscales (Activity Away From Home, Household Chores, Outdoor
Work and Social Activity). Statistically significant differences were ob-
served on one of the subscales only F (1,53)=4.30, p <.05. On ratings
of Social Activity the Chronic-Attentional and Recent Onset-Avoidant
subjects reported higher levels of Social Activity than did Chronic-A-
voidant or Recent Onset-Attentional subjects as predicted. Subject rat-
ings on Household Chores F (1,53)=6.98, p =<.01 and Outdoor Work F
(1,58)=13.3, p =<.001 were strongly correlated with the gender of the
respondent indicating that subject sex rather than coping style or pain
duration was a better predictor for engaging in speci‘fic tasks (e.g. car
repair, meal preparation, etc.).

Considered overall, the results indicate that subjects showed differ-
~ential adjustment on both psychological and behavioral indices as a
function of the temporal relationship between coping strategy and pain
duration. This finding supported the predicted interaction effect of

strategy x time.
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Figure 1: Mean SCL 90R Depression ratings for Coping x Duration

*SCL 90R scales use T scores with a mean of 50 and SD of 10.

c=chronic, r=recent onset
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Figure 2: Mean SCL 90R Anxiety ratings for coping by pain duration

*SCL 90R scales use T scores with a mean of 50 and SD of 10.

c=chronic, r=recent onset
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Figure 3: Mean SCL 90R Somatization ratings for coping by pain

duration

*SCL 90R scales use T scores with a mean of 50 and SD of 10.

c=chronic, r=recent onset
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Figure 4: Mean WHYMPI Social Activity ratings for coping by pain

duration

*WHYMPI scales are scored from 0 (low magnitude) to 6 (high magnitude
of behavior)

c=chronic, r=recent onset



DISCUSSION

The most significant aspect of this study is the finding that a coping
by duration interaction influences the process of adaptation. These re-
sults are consistent with the observations of Mullen and Suls (1982) and
Suls and Fletcher (1985). Neither Attentional nor Avoidant coping were
themselves effective in aiding adaptation to pain. When the duration of
the pain complaint and the primary coping strategy were matched how-
ever, a differential pattern of coping effectiveness emerged.

Consistent with the findings of Wolff et al (1964) and the view of
Lazarus (1983) Avoidant coping had greater beneficial effects on adap-
tation to stress early on. Lazarus (1983) posited that this may be so
in the short run because the individual's resources are not yet suffi-
cient enough to cope with the stress of the situation more directly.

in contrast, attentional coping was associated with greater gains
over the long term. This may be due to the tendency for self-control
strategies such as avoidance to break down over time as suggested by
behavior theorists. Kanfer & Goldfoot (1966) argue that self-control
techniques are most effective early on with stressors such as pain. A
decreased effectiveness occurs over time however, as such tactics are’

eventually replaced by environmental controls (i.e. reinforcement for
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pain behaviors) which then maintain behavior. Further, the amount of
effort required to maintain avoidance strategies becomes debilitating to
the individual's physical and psychological resources over time.

Suls and Fletcher (1985) suggest that the duration of a stressor may
have direct bearing on the efficacy of the strategy employed due to dif-
ferences in task demands in short term and long term stress. That is,
if a stressor is of short duration, is temporary, and has no major neg-
ative consequences, distraction or avoidance may be an adequate method
of temporarily coping. Stressors of long duration however (particularly
health stressors) may be of greater seriousness calling for significant
adaptational efforts to meet the demands of the situation. Such circum-
stances may require active, attentional coping in order to effect the
necessary changes and facilitated adjustment. In contrast, continued
avoidance may impede the individual's efforts to change negative cir-
cumstances and improve the situation.

A second purpose of this study was to compare the impact of coping
on adjustment for two clinical populations with varying pain durations.
Previous reviews have typically compared clinical (i.e. chronic pain pa-
tients) with analogue subjects (i.e. laboratory pain). The extent to
which coping effected adaptation for both short and long term clinical
pain groups remained unclear. This study served as a direct compari-
son of these two groups. The findings indicate that for both recent
onset and chronic pain, coping has a clear impact on several dimensions

of adaptation.
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Psychological Adjustment.

For both groups, psychological adaptation (i.e. Depression and
Anxiety) was clearly related to coping efforts. Based on these results
it would appear that one may be able to improve their psychological ad-
justment to pain through the use of appropriate coping strategies.
This may well be because those who use successful coping experience
less stress and consequently less depression and anxiety than those
whose coping efforts are less successful in either raising their pain

threshold or pain tolerance.

Behavioral Adjustment.

Coping was also related to behavioral adjustment in the form of high-
er scores on the Social Activity subscale. Both Recent Onset and
Chronic patients who successfully managed their pain were significantly
more socially active.

Results on the remaining WHYMPI subscales were unexpected how-
ever. Of the four measures, only Social Activity was positively related
to coping strategy. Subject ratings of Household Chores, Outdoor Work
and Activities Away From Home did not support the predicted relation-
ship between coping and duration. A review of these scales show the
Household Chores and Outdoor Work subscales contain mainly items re-
flective of traditional gender roles (e.g. Household Chores: prepare a
meal, do laundry; Outdoor Work: work on car, mow the lawn, etc.). It
was found that participation in these activities was significantly corre-

lated with gender rather than coping style.
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No clear pattern of subject ratings was displayed on the WHYMP! Ac-
tivities Away From Home subscale. Given the significant interaction ef-
fect found between coping and duration for ratings of Social Activity
this was somewhat unexpected. An item analysis however, shows that
the Activities Away From Home scale is comprised of items that one
might engage in alone (e.g. go for a drive, take a ride in the car,
take a trip, go out to eat). In contrast, the Social Activity Scale con-
tains items reflective of one's tendency to socialize with others (e.g.
play cards or a game, visit friends, visit relatives). It may be that
coping and Social Activity effect one another in a way unlike activities
done alone such that they amplify each other's effect. That is, not
only may adequate coping predict for higher levels of Social Activity,
but socializing may improve coping efforts. This may happen in several
ways. First, Coping in a social setting may expand one's coping skills
repertoire by exposing one to a wider range of strategies and to mas-
tery coping models. Further, the social environment may also provide
opportunities for both positive social comparison (i.e. comparing self
with others under greater stress or coping poorly) and reinforcement
for positive coping. In contrast, poorly adjusted copers displaying low
levels of Social Activity miss such opportunities for modeling, reinforce-

ment and positive social comparison.

Somatic Adjustment.
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While the overall results of the study generally supported the pre-
dictions, findings on the Somatization indices were mixed. Ratings on
the SCL 90R Somatization subscale suggest that coping and duration
may bear a relationship to somatic adjustment. While not reaching a
level of statistical significance, a strong trend was found indicating that
those employing successful coping within the context of pain duration
had fewer physical complaints.

It was also predicted that Chronic-Avoidant and Recent Onset-Atten-
tional subjects would show the highest ratings on the WHYMPI Pain Se-
verity subscale. The analyses indicated a trend however, for Avoid-
ance coping to be a better predictor of high Pain Severity scores than
was coping by duration. [t may be that while Avoidant copers experi-
ence some relief by distracting their attention from pain, this relief is
temporary (i.e. proofreading exercise is completed, autogenic phrases
rehearsed, etc.) When attention is refocused on pain or when the dis-
traction technique stops, the subject may then reappraise pain as more
severe. This may be a function of the contrast between the temporary
relief gained by distraction and the reality of pain when reattended to.
As posited by Philips (1987) this may bt_a so because avoidance reduces
one's sense of control over pain and increases one's expectation that
exposure will lead to greater pain. This method thus leads to an in-

creased sensitivity to pain on subsequent exposures.
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Limitations.

One limitation of this study is the focus on either short term or long
term pain at a fixed point in time. Longitudinal studies examining the
use of coping strategies over time may define more clearly the relation-
ship between coping and adaptation at various stages of stress.

A second limitation is the exclusive focus on benign intractable pain.
Future research could include the exploration of coping and duration on
other main pain populations (e.g. burn patients, malignant pain, head-
ache pain, phantom pain etc.). It may be of value to determine if the
present findings generalize to other pain groups including those with
episodic (e.g. headache) or progressive pain (e.g. cancer pain). Giv-
en the complexities of adaptive tasks produced by such conditions a
different pattern of adjustment might be expected. Factors such as
pain intensity, location and severity may impact on several areas of
functioning including social, sexual and career roles. The nature of
these changes and demands may well effect coping and adaptational re-
quirements. Such factors play a role in defining the nature of the
adaptive tasks confronting the pain patient. For example, an adolescent
burn patient with facial disfigurement will likely have different concerns
than a geriatric oncology patient or a middle aged male unable to work
due to severe back pain. Each has the task of managing not only the
pain but other tasks as well including the specific treatment interven-

tions, maintaining their emotional balance, dealing with the impact of
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their health status on interpersonal relationships, changes in self-con-
cept and preparing for the future (Moos, 1977). Clearly, the specific
demands engendered in each of these categories will vary with both the
type of pain and the needs of the individual. The efficacy of coping
responses on adaptation would likely vary as a function of the specific
requirements of these pain conditions. Subsequent research might ex-
amine variations in adaptation and coping as a function of pain type.
It is reasonable to expect a differential pattern of coping efficacy to
emerge across pain categories due to the unique requirements of each
situation.

A further limitation of the present study relates to the use of self-
report measures and survey methodology. While self-report captures
the individual's experience of pain and coping, this method may miss
coping behaviors not specifically addressed in questionnaire form. Fur-
ther, several weaknesses were noted in the WHYMPI regarding its valid-
ity for use with lower SES and urban populations. In particular, the
number and type of items were were fairly restrictc;d and appeared to
assume a middle class socioeconomic status. For example, many items
on the activity subscales referred to actjvites related to being a home-
owner (mow lawn, make a household repair) or an automobile owner (fix
the car, wash the car, etc.). As a consequence, subjects who do not
own homes or automobiles (such as inner city dwellers)and those who do

not engage in these "typical” activities may not report a level of activi-



57
ty reflective of their true level of functioning. It should be noted that
many chronically ill patients may be of a lower SES group due to limited
financial resourses from medical expenditures and an inability to work
secondary to their health status. Such patients may not have the lifes-
tyle that seems to be assumed on the WHYMP! and may be more accu-
rately assessed by other means.

An additional limitation of the study is its focus on general muscu-
loskeletal pain irrespective of location. As noted previously, the loca-
tion of pain may have important implications for psychological adjust-
ment. Future research might compare groups with differing pain
locations (e.g. head, leg, back, face pain, etc.) to investigate the im-
pact of pain location on adjustment.

Despite these weaknesses in the assessment measure employed, sev-
eral dimensions of adjustment were assessed in this study thereby ex-
panding the assessment of adjustment to several areas affected by cop-
ing. Future studies might include other methods of assessment such as
direct observation, physiological and objective somatic indices that do
not rely exclusively on patient report.

A major implication of the present findings is that an unqualified
recommendation for either attentional or avoidant coping appears unwar-
ranted as noted by Mullen and Suls (1982). Instead, it would seem
more efficacious to devise an individualized treatment plan for pain pa-

tients based on the longevity of pain and coping style. Further, these
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results have important implications for the treatment and rehabilitation
of chronic pain patients. For instance, while psychological factors are
recognized as important in pain treatment, attention diversion strategies
constitute a large portion of current treatment programs. In view of
these findings however, chronic patients may benefit more from strat-
egies that deal directly with the pain such as reinterpretive cognitive
strategies. As reasoned by Rybstein-Blinchik (1979) ones pain toler-
ance and pain threshold may be improved by increasing their perception
of pain control. Thus, reinterpretive strategies that fosters a percep-
tion of control may provide some analgesic benefit. Using a self-con-
trol, stress inoculation model, Turk and Meichenbaum (1981) have de-
veloped a program for pain management including education as to the
meaning of symptoms, instruction in coping strategies and training on
how to apply this information as well as self-reinforcement to success-
fully deal with stress (in this i'nstance pain). This model has received
some preliminary research support for use with chronic pain patients
(Rybstein-Blinchik, 1979). Addifional research examining' the utility of
this model for various pain populations may provide important treatment

outcome information for pain management.
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Appendix A
SUBJECT CONSENT FORM

Consent by Subject for Participation in Research Protocol

Protocol Number: 4956 Patient Name: Re-
search Protocol: Differential Effects of Coping Strategies on Adaptation
to Chronic and Recent Onset Pain

Researchers: Paul Camic, Ph.D. and Judith A. Holmes, M.A.

You are being asked to participate in a clinical research study. The
doctors at the University of Chicago Medical Center study the nature of
disease and attempt to develop improved methods of diagnosis and treat-
ment. This is called clinical research. In order to decide whether or
not you should agree to be part of this research study, you should un-
derstand enough about its risks and benefits to make an informed
judgement. This process is known as informed consent.

This consent form gives detailed information about the research study
which the researcher will discuss with you. Once you understand the
study, you will be asked to sign this form if you wish to participate.
You will have a copy to keep as a record. If you have any questions
concerning this research or your rights in connection with the re-
search, contact the researcher(s) listed above or the office of the Clin-
ical Investigation Committee at 702-1472. '

I. NATURE AND DURATION OF PROCEDURE:

The purpose of the study is to investigate the relationship between
coping strategies and adaptation to pain. Participants will be asked to
complete one biographical data sheet and three questionnaires. These
can be completed in approximately 30 minutes. All responses will be
kept confidential and maintained in a file by the researcher(s).

Il. POTENTIAL RISKS AND BENEFITS:

There are no risks involved for participants. Benefits include
obtaining information helpful for the assessment and treatment of future
pain patients.
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IH. POSSIBLE ALTERNATIVES:
None Applicable

The substance of the project and procedures associated with it have
been fully explained to me and all experimental procedures have been
identified. | have had the opportunity to ask questions .concerning any
and all aspects of the project and any procedures involved. | am aware
that | may withdraw my consent at any time and such withdrawal will
not restrict my access to health care services normally available to me.
| acknowledge that no guarantee or assurance has been given by any-
one as to the results to be obtained. Confidentiality of records con-
cerning my involvement in this project will be maintained in an appro-
priate manner. When required by law, the records of this research
may be reviewed on an anonymous basis by applicable governmental
agencies.

| understand that in the event of physical injury resulting from this
research, The University of Chicago Hospitals will provide me with free
emergency care, if such care is necessary. | also understand that if |
wish, the Hospital will provide non-emergency care, but the Hospital
assumes no responsibility to pay for such care or to provide me with fi-
nancial compensation.

I, the undersigned, hereby consent to participate as a subject in the
above described research project.

Researcher:

Subject:

Date: Time
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Appendix B
SUBJECT ENLISTMENT REQUEST

The Pain Clinic at the University of Chicago Medical Center and Sports
Medicine of Chicago is currently conducting a research project investi-
gating the use of coping strategies and adaptation to pain. For this
study we are seeking individuals who are currently experiencing pain
due to accident or injury of either less than four weeks or longer than
6 months duration. Should you fit into this category, we would appre-
ciate your involvement and your input. As a participant, you will be
asked to complete some materials while you wait for your clinic appoint-
ment. The questionnaires will- take approximately 30 minutes to com-
plete. Should you be unable to fill them out by the time you are ready
to leave, a stamped, addressed envelope will be provided to you for
you to mail back later. The assessment packet consists of one bio-
graphical data sheet and three questionnaires which will be explained to
you should you agree to participate. All of your responses will be
treated confidentially and your answers will be available to the primary
researcher only. Once the study has been completed, a summary of the
findings will be sent to you.
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