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7 Social and Psychological Factors Affecting Coping with
and Adjusting to Disability

Alexandra M. Kriofske Mainella and Susan Miller Smedema

WHETHER INDIVIDUALS ARE born with a disability or acquire one through
ness, accident, or other means, they will inevitably go through a process of copi
with and adapting to their new life circumstances. Not only must the indi I
cope and adapt, but also their family and other support systems must do so. Cop
is defined as a set of complex and dynamic efforts to deal with external and intert
demands, also known as stressors or stress (Lazarus & Folkman, 1984). Adaptats
is defined as a dynamic process that leads the person experiencing it to a state of E
ance between self and environment, called adjustment (Livneh & Antonak, 199
Coping and adaptation are multifaceted and complicated constructs that invo
many factors, including those related to the individual, the individual’s di
and environment, and the type of coping and adaptation mechanisms the indivi |
employs.

with disabilities was Beatrice Wright (1983), who described adaptation to ;.‘j
bility as a process in which the individual recognizes the loss involved in dis
but moves beyond this loss to place value on existing abilities and attributes, Wh
acknowledging new attributes that may have been gained as a result of the disabi
Since Wright's seminal work in this area, a vast amount of literature and reseaf
regarding coping and adapting to disability have emerged, with two central them
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| is that coping can serve to mediate or moderate the effect that stress has
adividual’s life satisfaction (Chronister & Chan, 2007). The second is that
tation, when it leads to adjustment, can allow a person to participate most ac-
Iy in their social, vocational, and personal lives (Livneh & Antonak, 1997). This
will provide an overview of the social and psychological factors contributing
‘ with and adjusting to disability by summarizing (1) models; (2) clinical
R asion , evidence-based practice, and measurement issues; and (3) empirical re-
ch related to the process of coping with and adjustment to disability.

dels of Coping and Adjustment

sw an individual copes with and adjusts to disability is affected by the way that
ility is acquired, whether at birth or by other means. Individuals born with
bral palsy, for example, would experience their disability from birth and would
derstand the experience of not having a disability through comparison with
thclr own experiences would be through the lens of disability from the
they were born. Rather than coping with a change, adapting to disability, for
dividuals, would be a process that is part of their everyday life. Coping, for
Is with cerebral palsy, would involve the involuntary reactions of coping
: ie effects of their condition, such as nceding to learn how to navigatc spacce in
.'-.'T; ent way than those without such a disability, and more voluntary reactions,
h as asking their parents questions about what makes them different from their
’";‘ gs or peers. Models describing such reactions go back as far as Sigmund Freud
4) and are in development to this day.

LY MODELS: FREUD AND LEWIN

1y Mds of coping and adaptation were rooted in voluntary or involuntary
“_;‘ 1S to stimuli. Freud (1894) discussed the individual’s unconscious “defense
' . According to Freud, the individual with cerebral palsy described
r Wo d experience defense mechanisms such as denial (denying the disa-
atall), repression (pushing down thoughts of the disability), or displacement
"_.:en:lcasant thoughts about the disability out on other things or people), to
d“m half a century later, Kurt Lewin (1935, 1936), who is often called the
der of Social Psychology” (Adelman, 1993, p. 13), developed the notion of field
‘dd theory looks at human behavior as a function of the total life space, or
_‘ on between the person and the environment. Algebraically, this is expressed

L
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as B = f(P x E) (Lewin, 1938). Individuals wu:h ccrcbral palsy Would ad)ust to theis
disability through their physical and psychological experience of self and the way thy
environment affects their disability, its effects on their physical and emotional u
and their ability to live as they desire. :
While the unconscious and conscious coping mechanisms were the focus of earh
theory and the interaction between the person and environment was the focus of
later theory, more modern models of coping and adjustment emerged from the cog:
nitive revolution occurring in social psychology in the 1950s (Miller, 2003). Durij
the cognitive revolution, behavior came to be seen as a science of the mind, wi ‘
biological and neurological factors included in the experience of emotions and em-
phasis placed on the impact of the environment on individuals (Gardner, 1987).
Understanding coping with and adapration to disability became a more comples
study, and theorists examined not only individuals and their disabilities but Is
factors linked to their cognition, personality, and environment.
The disability community often claims that to have a disability is to belong to 2
minority group that anyone could join at any time (Shapiro, 1993). Often those wh
acquire disabilities do so through illness or accident. Coping with and adjusting te
disability acquired later in life calls for a different set of coping and adaptation skill
than those used by individuals with congeniral disabilities. Contrary to the indi
vidual born with a disability, consider one born without a disability who has a cai
accident at age 20 and obtains a spinal cord injury (SCI). This individual will expert-
ence a major life change that will include stress, crisis, loss, grief, body image ,,__‘r_;
uncertainty, and unpredictability. If the individual can effectively cope with and a¢
just to this change in her life, the definitive outcome will be linked to her quahty
life (QOL) (Livneh & Antonak, 200s). QOL is a psychosocial construct measuring
the general well-being of individuals and is seen as an observation of life satisfactio
(Livneh, 2016). QOL is affected by disability and an individual’s acceptance of it.

SOMATOPSYCHOLOGY AND DISABILITY ACCEPTANCE

Out of field theory, somatopsychology was born. Somatopsychology is the s
of the psychological impact of a disease or disability and centers on the notion th
how we feel about ourselves is affected by our interactions with others and the en
vironment around us. From this idea, Beatrice Wright, along with her colleag
wrote of the effects of physical disability on an individual’s functioning, includin
the theory of disability acceptance (Dembo, Leviton, & Wright, 1956). Disability 2 c
ceptance theory involves four major changes in an individual’s value system—thes
changes work together to influence a person’s overall acceptance of disability. The:
value changes are enlargement of the scope of values, subordination of the physiqué
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ontainment of the sprcad of the cffccr of disability, and transformation of compar-
3 e status values to asset values (Dembo et al., 1956; Wright, 1983). Enlargement
Fhe scope of values is the recognition of values separate from the disability and ac-
rdledgment of areas unaffected by the disability. An individual with an SCI may
ot be able to walk any longer but can still place value on her intelligence and sense
fhumor, for example. Subordination of the physique is the change of the importance
laced on the physical self to other sources of self, such as personality. In this value
hange, an individual can recognize that though the use of a wheelchair is now the
aly way he can get around, he still is the person his best friend calls for advice. 7he

effect refers to the (often negative) value placed on disability itself; containing
r reducing the spread refers to using new and positive thoughts to reframe disa-
ility and not allowing the disability to permeate areas of one’s life unrelated to the
pnctional limitation itself. Even with an SCI, thoughts can turn to the fact that
 favorite restaurant is accessible and going there to eat with friends and family is
ill an option. Finally, rransformation of comparative to asset values is the ceasing of
omparison of oneself to others and focusing more on one’s own positive attributes
Wright, 1983). Assets such as the resilience and determination it takes to relearn
low to navigate space with a newly acquired disability can be a focus here.

2 Beatrice Wright's (1983) model of adjustment to disability has its basis in the
ople’s acceprance of their disability. According to this model, the individual with a
hewly acquired SCI eventually integrates her disability into her self-concept in a way
hat values her own positive attributes and the meaningful adaptation that occurred
8 a result. The value changes are a crucial part of disability adjustment. In our ex-
ple of the individual with a newly acquired SCI, perhaps the use of a wheelchair is
seessary, body changes must be accommodated, and navigating the environment is
OWviewed as a challenge, where before it was not. Through Wright's value changes,
fie individual would embrace new values, such as the use of the mind rather than
ody to look for employment, or a positive emphasis on his own adaptation to the
tuation. The individual would broaden his self-worth to attributes beyond phys-

Y

alattractiveness and ability by considering such things as personality and strength.
; #md effect would be contained as the individual recognizes that his disability
My one aspect of the self, thereby incorporating it into his overall self-concept.
; inalvalue change, as outlined by Wright, would be a shift away from social com-
ison with others by placing values on his own assets, such as gaining a new social
i"‘ ity of disabled friends or recognizing a job or purpose that did not exist
€ the injury (Wright, 1983).

adﬂltwm to the value changes, Wright also introduced a framework for coping.
€ coping, hoping, and succumbing framework, Wright believed that disability
' perceived as a challenge that an individual could strive to cope with, or as
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a tragedy to which one could succumb. The factors involved in her view of coping
versus succumbing were the perceptual contrast experienced by an individual, the
insider—outsider distinction, insecurity in new situations, secondary gains, the re-
quirement of mourning, and cultural prescriptions (Wright, 1983).

Perceptual contrast is the concept that a person with a disability makes a variety of
comparisons: comparisons of self before and after disability, comparisons between
disabled and nondisabled individuals, and even comparisons between oneself and
someone with a similar disability. The individual with a recent SCI might consider
his life before disability or succumb to comparisons of self with others without a
disability. The insider—outsider position recognizes that even individuals indirectly
affected by disability must cope with it. Not only will the person with the acquired
disability need to cope with his new circumstances, but also the individual’s parents,
siblings, and friends will have different experiences of coping with his new situation.
Insecurity in new situations is the idea that a person with a disability may have to
learn to encounter situations differently because of his disability and therefore must
get used to a new way of doing things in order to reduce insecurity. Learning to use
a walker or wheelchair to navigate the environment is an example of this concept
Secondary gains of disability may be the relieving of duties a person experiences be
cause of his disability; suddenly the individual no longer has to mow the lawn, an
activity not doable while using a wheelchair. These can also be gains representing
changes in values, newfound support systems, or newly acquired activities because
of the disability. In addition, the requirement of mourning occurs when a person
acquires a disability and perceives a need to go through a grief process, to mous
what is lost as a result of the disability. Even a person born with a disability may
find that mourning is required as she enters new situations and finds that they are
more challenging for her than her nondisabled family or friends. The requirement
of mourning can also include the expectations of family members, friends, and evel
people outside her life in order for the individual to continue mourning her disa
bility even after she begins displaying adjustment and contentment (Dunn, 20" )
Finally, cultural prescription is the way the person with disability was taught to vie®
disability—that is, in positive or negative terms, whether through her sociocultu 2
surroundings, her family, or both.

Wright focused on the principles of rehabilitation of individuals with disabiliti€s
stressing the emphasis on individual strengths (such as highlighting existing abiliti€
or newfound ones), while dealing with the realities of the situation caused by th
disability (such as asking questions about how the environment needs to be ada bte
for mobility or accessibility). She wrote about positivity and coping as a way @
“coating reality with hope,” thus demonstrating the “hoping” part of her framewol
(Wright 1983).




Coping with and Adjusting to Disability 95

~ The stress and coping thconst. Richard Lazarus, was also influenced by the cogni-
ive revolution and by the work of Beatrice Wright and her colleagues, and he devel-
sped the transactional model of coping (Folkman & Moskowitz, 2004). This model
is a stress appraisal model in which the individual appraises the situation to eval-
te threat, harm, and challenges found in the experience of disability. This model
nvolves three major factors: primary and secondary appraisal, and the experience
f coping itself, to make outcomes happen. During primary appraisal, the person
must evaluate the significance of the stressor, asking such questions as, “What does
this mean, and how does it affect me?” In secondary appraisal, the person must eval-
gate the controllability of the stressor, asking such questions as, “Can I do anything
bout this, and if so, what? If not, how can I deal with it?” and “What resources do
?" The third element of this model is coping. Coping, in this model, is the set
fstrategies used to bring together the primary and secondary appraisals, ultimately
reating suitable outcomes for the individual to pursue (Lazarus & Folkman, 1984).
ixamples of such coping strategies used by the individual with SCI, for example,
tight include obtaining different types of assistive technology to make challenging
isks casier and seeking social support from friends or coworkers.

S

'AGE MODELS

e

thabilitation psychologist Hanoch Livneh has done extensive work on adap-
tion and adjustment to disability. In his extensive literature review and clinical
bservations of stage models of disability adaptation (Livneh, 1986a, 1986b), he
" tified eight partially overlapping psychosocial reactions to disability included
the adaptation and coping process. While laid out in a linear fashion here, it is
iportant to note that these stages do not always follow such a prescribed path. The
4ges can be grouped into three categories: earlier reactions to disability, interme-
ite reactions, and later reactions.
ariier reactions include shock, anxiety, and denial. Shock can be the individual’s
i reaction ro diagnosis or to sudden injury or illness. Anxiety is the reaction
stEcompasses a panic or realization of the impact of the disability on the person,
“t may include fear of how it will affect the rest of her life. Denial is often an early
I€tion, also described as defense mobilization, including ignoring the disability
s effects, displaying unrealistic expectations regarding recovery, or expressing
ference to the situation at hand (Livneh & Antonak 1997).
TMmediate reactions include depression, internalized anger, and externalized
. Depression is a highly researched reaction and is considered a normal re-
3 5€ to loss, anticipated deterioration of mind or body, and/or impending death
ieh & Antonak, 1997). Internalized anger can occur as self-blame, resentment,
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or gmlt These feelings can include blame of sclf for thc occurrence of a dtsab
well as a wish to die to avoid the effects of it. Finally, externalized hostility is .
projected toward others, possibly toward a parent if the disability is congenital
toward another if it caused by injury or accident (Livneh & Antonak 1997).

Finally, a person with a disability may experience a set of later reactions, includin
acceptance or acknowledgment of and adjustment to the disability. Simply pu
this is the stage of moving from a state of disablement to a state of enablement i
cluding psychosocial equilibrium, awareness of both assets and limitations, actiy
participation in environment, and maintenance of positive self-esteem (Livneh {
Antonak 1997).

While stage models are a useful and empirically valuable way to examine thee
perience of disability, Wortman and Silver (1989) caution that even though staf
models may help us to understand the process of loss or disability acceptane
these reactions do not always follow a linear pattern. Although depression ma
seem to be inevitable following a loss or a serious diagnosis, some individuals d
not show intense distress, some show distress with more intensity and for longe
periods than others, and some simply do not follow the pattern outlined in thes
models.

ECOLOGICAL MODELS

Though Livneh and Antonak (2005) found many stage models used to explain li
crises and events, including disability, a variety of ecological models have also bee
proposed to explain the process of adjustment. Ecological models take into accoun
the various differences in reactions, coping responses, and adjustment process
among individuals, even those with the same disability (Smedema et al., 2009,
For example, Livneh and Antonak (1997) reviewed these models extensively 2
described four types of variables that contribute to the experience of adaptation &
disability. These variables are those associated with the disability itself, vanablcs
sociated with the affected individual’s sociodemographic characteristics, variabl€
associated with the individual’s personality, and those related to the physxcal- 0
social environment. Disability-related variables are those directly related to the dif
ability, including the cause, type, extent, chronicity, and visibility (to name a f&
possibilities). Sociodemographic characteristics are factors such as age, race, ge ‘
socioeconomic status, and education level. Examples of personality variables incla€
such characteristics as an individual’s attitudes, beliefs, self-concept, self-efficacy
and coping skills. The variables associated with the environment are the social an
institutional supports available, such as disability-focused peer support and the a¢
cessibility of the person’s living, working, and leisure space, the physical settings #


http:elf-em.ca

 Coping with and Adjusting to Disability 97

d!c mdmdua.l interacts with othcrs, and the accessibility of the environment
result of the disability (Livheh & Antonak 1997).
' other item of importance in ecological models is the set of outcome variables.
ese variables include the person’s functional status, QOL, and medical status. As
slained by Livneh and Antonak (1997), functional status reflects the individual’s
ility to function in all aspects of his life (e.g., self-care, profession, housework).
Lis the degree of the individual’s assessed satisfaction with his life, the degree of
eptance of disability, and the level of emotional or psychological distress. Medical
¢us is the presence of complaints such as pain and other symptoms, medical sta-
\ Aan dsurVival.
Another ecological model, one developed by Bishop (2005a, 2005b), is the disa-
ccntmhty model. In this model, adapration to disability is emphasized through
: ationship to QOL. The four components of Bishop’s model are satisfaction,
ceived control, the impact of the disability and its treatment, and the importance
each of these areas of life to the person experiencing a disability. Considering the
er examples of the individual born with a disability and an individual acquiring
e later in life, whether the disability is congenital or acquired is an important dis-
tion in the process of coping and adaptation. Research suggests that individuals
adisability will exhibit a self-identity and body image similar to their peers
dlsabxhty while those acquiring a disability both experience and require a
ic shift in identity and self-esteem (Charmaz, 1983; Livneh & Antonak, 1997;
1983). The disability centrality model combines QOL with adaptation to
sability, offering a holistic view of an individual’s life and how a disability may
ect it, while considering the individual’s control over and satisfaction with life.
IL is considered a subjective measure of satisfaction across multiple domains of
¢ (Bishop, 2005a).
1 ording to Bishop (200sa), satisfaction is the overall sense of well-being or QOL,
tich is central to the individual’s experience. Perceived control is the individual’s
) MLy, or presumed ability, to control aspects of the disabling condition and its
€ts. This includes schedules of treatments, functional limitations and abilities,
90d alterations, medication administration, and any other interventions that the
¥idual can control. The impact of the disability and its treatment on different
s of the individual’s life is also an important consideration in the disability cen-
ity model. Finally, the actual importance of different aspects of the life of a person
‘ "‘"“ bility will affect how much they will influence the overall QOL. Together,
€ may contribute to three outcomes: a change in the importance of certain areas
Sa Cllangc in control over the disability and its effects, or no change at all, with
clfpt:l'lcncmg similar QOL as before the onset of disability (Bishop, 2005a).

Ce, a man acquiring a traumatic brain injury through an accident, after

11ST 3
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SU.CCCSSﬁll rehabilitation and coping, may ﬁnd that hc is as happy wnth hlS hfc ash
was before. He may experience perceived control over his life that mirrors his life
fore his accident, such as going to work, having relationships, and enjoying movies
on the weekend. He may have been able, with accommodations and rehabilitation,
to minimize the impact of his injury, allowing him to fully participate in his life as hg
did before. And, finally, he may not place great importance on the fact that he now
requires accommodations such as digital reminders and an adapted driving system
in his car. These factors contribute to his QOL being much as it was before. Ii

While there are many models that have been developed to more fully understane
the dynamic and multifaceted process of coping with and adjusting to disability, i
is important to recognize the complexity of this process, including acknowledging
that not everyone reaches a final or optimal stage of adjustment or coping with dis:
ability (Wright, 1983; Smedema et al., 2009). Disability is a life occurrence that i
intricately and differently experienced by each person, even when two people receiv
similar disabilitics, diagnoscs, or treatments. These models provide a framework for
understanding, studying, and better serving individuals with disabilities, with a goal
of a successful and favorable QOL for all.

Clinical Implications, Evidence-Based Practice, and Measurement

The philosophy of evidence-based practice (EBP) is that clients and consumers o
any healthcare system should receive the best care available to them, based in scien
tific research (Chronister, Chan, Cardoso, Lynch, & Rosenthal, 2008). In the fie d
concerned with service to people with disabilities, EBP is important so that peo
with disabilities receive the best interventions possible and so that they can mak
self-determined and informed choices. These reasons are supported by the princi .,;_
of nonmalfeasance, justice, and autonomy, which underpin rehabilitation servicesi!
the United States (Chan, Cardoso, & Chronister, 2009).

There are many EBP clinical interventions that have been successfully used to suj
portindividuals with disabilities, which are theoretically based in somatopsycholog
stage models, and ecological models. For example, Wright suggested that co 0
preparing individuals with disabilities to cope with the particular chaﬂengcs
fecting them should emphasize positives such as what a person caz do, areas in lifel
which they can participate, and that the individual can not only lead a meaning#
and productive life but also have a role in shaping it. Counselors can implemef
such interventions as role-play, exploration of values and value changes, and real i
experiences with another person with a similar disability who may serve as a p&
(Wright, 1983).
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f nbascd interventions include treating depression, anger, hostility, and frus-
ation. People with disabilities have higher occurrences of depression than those
vithout disabilitics (Egede, 2007), and research has shown support for the EBP
pgnitive behavioral therapy (CBT) in addressing depression (Hoffman, 2012).
interventions, such as assisting individuals to reflect on their depressive
roms, alter their mood through changing thought patterns, and reframing
bility more positively, are useful in facilitating successful coping and adapta-
‘and have been linked to reducing depression and increasing QOL (Gandy,
arin, Fogliati, McDonald, Tivov, & Dear, 2016). Anger, hostility, and frustra-
jon can be addressed through the interruption and challenge of irrational beliefs
(e.g., a counselor working with the individual to work through thoughts such as,
no longer work.” when working would be possible with accommodations),
ining directed at managing such beliefs, role-playing, and behavioral modifica-
(Livneh & Antonak, 1997).

nch and Antonak (2005) also suggest interventions such as exploring feelings
dout and psychoeducation regarding the individual’s disability as well as organizing
oth peer and family support for the individual. Peer support, or the notion of
tople with disabilities providing support to individuals with similar disabilities,
been found to be an EBP (Brock & Huber, 2017) and can aid in teaching adap-
skills for successful community integration to overcome the harmful effects of
ability on self-esteem (Livneh & Antonak, 2005).

tional rehabilitation is, historically, a primary focus of clinical work with
with disabilities and is effective because of the centrality of work to the phys-
d mental health of all individuals, including those with disabilities (Strauser,
insey, & O’Sullivan, 2015). Assisting individuals to learn vocational skills through
BP of motivational interviewing and establishing a working alliance can facil-
‘the understanding of how the disability, accommodations, and work readiness

ﬂnployabxhry (Strauser et al., 2015).

¢ have been numerous EBP interventions for coping and adapting to disa-
them‘c have also been numerous measurement instruments created to measure
fion to and coping with disability (Livheh & Antonak 2005). Measurement
fation and coping is useful for practitioners and researchers alike, as well as
> to understand the processes that individuals go through when experiencing

-
3 i

T

and to best serve clients with disabilities. The psychometric soundness
Hments is necessary to facilitate high-quality research (Livneh & Antonak,
‘This chapter will not describe specific measurement instruments in detail,
F descriptions of instruments designed to measure coping and adaptation for

©search and EBP, see Folkman and Moskowitz (2004), Livneh and Antonak
©5) and Chan, Cardoso, and Chronister (2009). Many instruments measuring
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coping and adaptation are used in research, such as thc rcscarch descnbcd in the ne
section.

Research Related to Coping and Adaptation

SOMATOPSYCHOLOGY

Research has found that many personal and environmental factors are impor
tant to the process of acceptance of disability. Li and Moore (1998) found
variables of age, marital status, and income to be positively correlated with a
ceprance of disability. Further, they found that people with congenital disabi itie
were much more accepting than those who had acquired disabilities later in life
They also found that individuals who experience pain were less accepting of thei
disability, while individuals with higher levels of self-esteem and emotional sup
port were more accepting of their disability. Leandro and Castillo (2010) studiec
the relationship between coping style and personality, anxiety, and depression ani
discovered that coping was an interaction of the circumstances of the situatior
personality traits, and coping styles employed. The results supported the ne »e';_,
that the person—environment interaction is an important part of coping and ad
justment to disability.
In a 2013 study by Nario-Redmond, Noel, and Fern, individuals with disabilitie
who identified as being a person with a disability were more likely to experiene
pride, value their experience as a person with a disability, and work for positive s
cial change than those who did not incorporate their disability into their iden .
Further, individuals who identified as being a person with a disability were also
likely to minimize or deny the stressful effects related to their disabilicy. Appraisa
of the meaning of disability, in this study, were dependent on the appreciation an
positivity that individuals placed on their own experiences.

STAGE MODELS

Limited empirical evidence supports stage models (Smedema et al., 2009), and &
idence from studies conducted using them has been mixed. Livneh and Antona
(1991), in a study on psychosocial adapration to physical disability, found lim

evidence indicating that adaptation is a continual process with gradual :
Acknowledgment of disability was the factor found to be most related to adjustmé
to disability, pointing more to disability acceptance theory than any stage theok
Martz (2004 ) studied stage models as they relate to the future-time orientation €
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dividus wu:h SCI thn faccd with the trauma of a disabling experience, pcoplc
experience a lack of future time orientation, thinking perhaps their lives are
rened because of onset of a disability or simply having an inability to think
terms. In Martz’s study, the question was whether the eight reactions in
h's (1986a) stage model predicted variance in future-time orientation. Shock,
sion, and acknowledgement of disability most significantly predicted the lack
re-time orientation. These results, in general, supported the stage model, es-
ly with regard to future-time orientation.

OLOGICAL MODELS

ical study of ecological models often explains the differences in reactions and
and adjustment processes experienced by people with similar disabilities
& Antonak, 1997). The empirical evidence covered here is focused on life
ction and adjustment to disability and therefore centers around the disability
lity model. Bishop (200sb) studied college students with disabilities and their
ustment and found support for his model, with a positive correlation between
Juals’ adaptation and their QOL. The more adapted students were to their
, the higher they rated their QOL.

\ dy conducted by Mackenzie and colleagues (2015) examined the disa-
f; ccntrallty model and QOL and adaptation for people with traumatic brain
ury (TBI) and found that life satisfaction and the amount of perceived con-
dividuals experienced mediated the effect of the TBI on the participants’

The implications of this study were that serving individuals with disabilities
s a person-centered approach. Providing person-centered services means that
ans have an understanding that, though they may have two clients with the
Me disability such as TBI, these two clients may be affected by their TBI in very
‘ -u ways. The TBI and what it means to these individuals, its impact on their
S, and their perceived QOL may vary significantly (Mackenzie, Alfred, Fountain,
Combs, 2015).

na lt'mgil:udina.l study using participants with SCI by Krause (1992a, 1992b),

€ & Crewe (1991), and Krause and Dawis (1992), adaptation to disability was
m be a multidimensional construct involving measures of survival and med-
ility, work activity and economic satisfaction, and general self-reported life
._'—r ‘tion. Some important findings in this study were that employed individuals
:_ *¢@ not only higher life satisfaction but also better health and that levels of ad-
“ continued to improve over time and reflected gains in work, finances, and
tisfaction as well as decreased use of medical services (Livneh & Antonak 1997).
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The rescarch base is growing in the fields of socm.l psychology rchab
psychology, and related fields that serve individuals with disabilities. This "-'fﬂf
is vital to the provision of quality, ethical, and individualized services to peg
with disabilities, leading to better well-being outcomes, including QOL a;
satisfaction.

Conclusions
This chapter has discussed many complex constructs relating to coping with 2
adjustment to disability. While the models outlined in the chapter are useful
understanding a portion of the experience of people with disabilities and thi
coping and adjustment process, these reactions are not universal and not alv
perienced in an orderly sequence (Livneh 1986a; Livneh & Antonak 1997). B¢
coping and adaprtation are multidimensional, complex processes affected by m:
factors and influenced by the person with the disability, the stress related tot
disability, and a myriad of contextual factors. The ultimate goals of all pcoplc
disabilities are good psychosocial outcomes and a high QOL. Since coping can
mediator between the nature, progression, and duration of disability and suce css
outcomes, coping skills are important for professionals working with individt
with disabilities to understand, study, and communicarte ro clients and their familie
Future studies, as well as clinical work, would do well to focus efforts on the 5
aspects of the interaction between the person and the environment that make
a person’s life space and affect their coping with, adjustment to, and accept e
disabiliry.
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