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Pain is a multidimensional, unique, and private experience. Contemporary biopsychosocial models of chronic pain 
hypothesize a key role for psychosocial factors as contributing to the experience of and adjustment to chronic pain. 
The psychosocial factors that have been most often examined as they relate to chronic pain include coping responses, 
attributions (such as self-efficacy), mood (including depression and anxiety), and social support. Knowledge con-
cerning the relative importance of each of these factors to adjustment is necessary for understanding and developing 
effective psychosocial interventions. This article reviews the literature concerning the associations between psychoso-
cial factors and adjustment to chronic pain, with a focus on coping, attributions, mood, and social support. Overall, the 
findings of this research are consistent with biopsychosocial models of chronic pain, and support continued research 
to help identify the causal relationships among key psychosocial variables and adjustment.
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El dolor es una experiencia multidimensional, única, y privada. Los modelos biopsicosociales contemporáneos de do-
lor crónico hipotetizan que los factores psicosociales ejercen un papel clave tanto en la configuración de la experiencia 
de dolor crónico como en el proceso de ajuste de quien lo sufre. Los factores psicosociales más estudiados incluyen: 
el afrontamiento, las atribuciones (como la autoeficacia), el estado afectivo (tanto la depresión como la ansiedad) y el 
apoyo social. Conocer la importancia relativa de cada uno de éstos en los procesos de ajuste a la experiencia del dolor 
crónico es necesario para entender y desarrollar intervenciones psicosociales eficaces. Este artículo revisa la literatura 
sobre la relación entre factores psicosociales y procesos de ajuste al dolor crónico, especialmente afrontamiento, 
atribuciones, estado de ánimo, y apoyo social. En general, las conclusiones de este trabajo son compatibles con los 
modelos biopsicosociales de dolor crónico, y sugieren continuar las investigaciones para identificar las relaciones 
causales entre ciertas variables psicosociales y el ajuste al dolor crónico.
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Chronic Pain: A Subjective Experience

Pain is a multidimensional and private experience that has 
been defined as chronic 3 months after initial onset (Merskey 
& Bogduk, 1994; Miró, Nieto & Huguet, 2008; Soares, 1999). 
Chronic pain is a source of suffering that can come to dominate 
the life of the patient and his/her family, and friends, as it can 
result in a complex set of somatic and psychosocial changes 
that undermine quality of life (Breivik, Collet, Ventafridda, 
Cohen & Gallacher, 2006; Morlion et al., 2008). Although 
large regional and national differences have been reported in 
prevalence, severity and primary causes of pain (e.g. from 12% 
of prevalence in Spain to 30% in Norway), it has been estima-
ted that chronic pain affects about one in each five adults of 
the European population (Breivik et al., 2006). The financial 
burden generated by chronic pain is at about the same level as 
that caused by cancer and cardiovascular diseases, and recogni-
zed as a major healthcare problem (Breivik et al., 2006; IASP, 
EFIC, 2005; Pain Associates' International Network, 2004; 
Morlion et al., 2008).

Without denying the biomedical factors that contribute 
to pain, in recent decades, there has been a steady increase 
in research studying the subjective nature of pain and an ack-
nowledgement that the experience of pain is influenced by 
emotional, psychological, social and spiritual factors (e.g. 
López-Martínez, Esteve & Ramírez-Maestre, 2008; Miró et al., 
2008; Wachholtz, Pearce & Koenig, 2007; Waddell, Newton, 
Henderson, Somervilee & Main, 1993), consistent with the 
Gate-Control Theory (Melzack, 1979; Melzack & Wall, 1965, 
1982) and other contemporary models such as the Fear-Avoi-
dance Model, Behavioral Model, the Functional Model and the 
Biopsychosocial Model. Despite criticisms that can be made 
about some details of each of these theories or models, there 
is substantial evidence supporting the basic tenets of models 
that incorporate psychosocial factors (Novy, Nelson, Francis & 
Turk, 2005). For example, the associations between pain inten-
sity or severity and disability tend to be very weak, while the 
associations between psychosocial factors and disability are 
much stronger (McCraken, Zayfert & Gross, 1992; Waddell et 
al., 1993). 

Psychosocial Factors and Adjustment to Chronic 
Pain:Patterns, Inconsistencies and Gaps

There have been many psychosocial factors that have been 
studied with respect to chronic pain. They include pain-related 
fear, pain coping responses, mood (e.g. anxiety, depression, 
happiness, boredom), attributions (e.g. individual beliefs, 
meaning assigned to pain, self-efficacy and catastrophizing), 
and the social context (e.g. social support), among others (e.g. 
Baker, Buchanan & Corson, 2008; Cipher & Fernandez, 1997; 
Evers, Kraiaimaat, Geenen, Jacobs & Biglsma, 2003; Keefe, 
Rumble, Scipio, Giordano & Perry, 2004; Meredith, Strong 

& Feeney, 2006; Miró et al., 2008; Nicholas, 2007; Robb, 
Williams, Duvivier & Newham, 2006; Tunks, Weir & Crook, 
2008; Turk & Okifuji, 2002; Vlaeyen, Kole-Snijders, Boeren 
& vanEek, 1995; Waddell et al., 1993). However, the most 
commonly studied psychosocial factors as they relate to pain 
and adjustment to chronic pain include: (1) pain coping respon-
ses, (2) depression, (3) anxiety, (4) attributions, and (5) social 
support. 

Pain Coping Responses

There is a vast literature on the association between coping 
responses and chronic pain, especially in populations with 
chronic non-cancer pain. “Pain” is often not a single stressor 
to be coped with as much as a cluster of multiple stressors that 
are unique to each patient, involving: (1) the distress associated 
with the experience of pain; (2) concerns about the causes of 
pain; and (3) the effects of pain (e.g., unemployment, depres-
sion, sleep disturbance, etc.). As a result, pain coping responses 
are also complex and unique to each patient (Dysvik, Natvig, 
Eikeland & Lindstrom, 2005) and different people with chronic 
pain use a large variety of different coping strategies to deal with 
pain and its effects on their lives (e.g. Esteve, Ramírez-Maestre 
& López-Martínez, 2007; López-Martínez et al., 2008).

Different researchers and clinicians often emphasize 
different types or categories of coping strategies, such as: (1) 
problem-focused coping strategies versus emotion-focused 
coping strategies (Folkman & Lazarus, 1980; Lazarus & Folk-
man, 1984); (2) confrontation versus avoidance coping strate-
gies (Lethem, Slade, Troup & Beutley, 1983); and (3) active 
coping strategies (individual efforts to manage or deal with 
pain through their own resources and to continue to function 
despite the pain) versus passive coping strategies (e.g. restric-
tion of activities, rest, catastrophizing, expression of emotions, 
depending on others) (Jensen, Turner, Romano & Karoly, 1991; 
Ramírez-Maestre, Esteve & López, 2008). 

Research results are not always consistent with respect to 
the relationship of global categories of coping strategies with 
pain experience, particularly with regard to problem-focused 
vs. emotion-focused coping. For this reason, studies that have 
used Lazarus and Folkman’s coping model as a theoretical 
basis have not proved that useful. As stated by Van Damme 
and colleagues (Van Damme, Crombrez & Eccleston, 2008), in 
the context of chronic pain, it may be more useful to consider 
coping as reflecting motivation for different goals (e.g., pain 
relief vs. improved function) and with respect to how they con-
tribute (or not) to meaningful life goals.

In this context, some authors have proposed acceptance 
as another type of coping response (willingness to experience 
pain without trying to control it and persist in healthy activi-
ties despite the pain and without its influence) (McCracken, 
Vowles & Gauntlett-Gilbert, 2007; Páez-Blarrina et al., 2008; 
Van Damme et al., 2008). This construct appears to overlap, at 
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least in part, with the concepts of active and wellness-focused 
coping (Esteve et al., 2007; Jensen, Turner, Romano & Niel-
son, 2008). According to the motivational approach of coping 
(Páez-Blarrina et al., 2008; Van Damme et al., 2008), accep-
tance can also be conceptualized as an accommodative way 
of coping, as opposed to attempts to diminish the impact of 
pain (assimilative coping). In fact, according to Van Damme 
and colleagues (2008), when a meaningful goal is blocked by 
pain, one can either attempt to diminish the impact of pain in 
order to achieve goals, or reappraise the goal (e.g., reflected by 
acceptance, devaluing the importance of blocked goals and/or 
engaging in other goals less affected by pain).

Similarly, some investigators are beginning to consider the 
role of religious or spiritual coping strategies, such as praying, 
hoping, religious attributions and spiritual support (Dunn & 
Horgas, 2004; Wachholtz et al., 2007), expanding the biops-
ychosocial model into a biopsychosociospiritual model of 
pain. The hypothesis is that spiritual beliefs and practices can 
influence cognitive and emotional processes, which in turn may 
impact biological mechanisms and influence the experience of 
pain. 

The decision to use a specific coping response or set of 
coping responses is influenced by a large number of variables. 
Among them are culture, personality, age and development 
stage, cognitive appraisals (e.g., whether or not the stressor 
is appraised as threat/harm versus as challenge), individual 
beliefs (about cause of pain, fear-avoidance beliefs, beliefs 
about the importance of engaging versus not engaging in pain 
self-management behaviors and beliefs about self ability to 
engage those behaviors), attributions and motivation, percei-
ved control, individual habits and skills (see Jensen, Nielson 
& Kerns, 2003; Lazarus & Folkman, 1984; McCraken et al., 
1992; Naughton, 1997; Ramírez-Maestre, López-Martínez e 
Esteve, 2004; Ramírez-Maestre et al., 2008; Van Damme et al., 
2008; Vlaeyen et al., 1995; Waddell et al., 1993). 

The sex of the patient is yet another factor that could 
influence coping responses. For example, there may be sex 
differences in the way individuals appraise pain (some stu¬dies 
indicate that women tend more than men to appraise pain as a 
threat, with gender role possibly acting as a mediator) (Ramí-
rez-Maestre et al., 2008; Sanford, Kersh, Thorn, Rich & Ward, 
2002; Unruh, 1996), and in some beliefs about pain (for exam-
ple, women tend to report greater levels of catastrophizing 
related to pain than men, although the literature is not entirely 
consistent on this issue) (see Edwards, Haythornthwaite, Sulli-
van & Fillingim, 2004), and these differences could potentia-
lly influence the use of coping responses. A third potential sex 
difference is the possibility that, due to social role functioning, 
men may engage in more active coping strategies than women 
(Ramírez-Maestre et al., 2004). Preliminary results support this 
possibility, as they indicate that females are more likely than 
males to engage in social support seeking, catastrophizing and 
rumination (Jensen, Turner, Romano & Lawler, 1994; Tamres, 

Janicki & Helgeson, 2002; but see Ramírez-Maestre et al., 2004 
for negative findings with respect to sex differences in active vs 
passive coping).

For both research and clinical purposes, it may be useful to 
distinguish adaptive (strategies that tend to be associated with 
a decrease in frequency or intensity of pain, or in the negative 
effects of pain on patients’ lives) from maladaptive pain coping 
strategies (responses that tend to be associated with increases 
in pain or pain-related disability), as this classification can be 
based on empirical findings and has clear clinical relevance 
(Soares, 1999). Research shows an interesting pattern with 
respect to the association between coping responses that have 
been classified in this way and patient outcomes. Specifically, 
although some adaptive coping strategies (e.g., relaxation and 
exercise) may be useful for some individuals, the research indi-
cates a stronger (negative) association between coping strate-
gies considered maladaptive and measures of patient functio-
ning than the (positive) association between coping strategies 
considered adaptive and measures of patient functioning (e.g. 
López-Martínez et al., 2008). This pattern of findings raises the 
interesting possibility that it may be more important for patients 
to cease using maladaptive coping responses than to start using 
adaptive ones. 

However, a coping response is not likely to be “adaptive” or 
“maladaptive” for every patient or even within the same patient 
at different times, as the adaptability of coping seems to depend 
on a large broad of factors (for example circumstances, motiva-
tion, goals) (Van Damme et al., 2008). As a result, the effects of 
a coping response may be best evaluated in light of its effects 
for any patient in each situation (Ramírez-Maestre et al., 2008; 
Ribeiro & Santos, 2001). Thus, there are likely situations when 
a specific coping response that is usually maladaptive might be 
adaptive (e.g., resting appropriately after engaging in an impor-
tant activity; seeking social support when the available social 
resources are well appraised), or a coping response that is usua-
lly adaptive might be maladaptive (e.g., exercise can be mal-
adaptive if it leads to repetitive stress injuries; excessive task 
persistence can be maladaptive when the aims are unreachable 
due to pain) (Van Damme et al., 2008; Vlaeyen et al., 1995) 

For the most part, however, passive and emotion-focused 
coping responses, as well as avoidance, tend to be maladaptive, 
even if they sometimes result in short-term reductions in pain 
and suffering. In the long term, these coping responses tend to 
be associated with an increase in pain intensity, greater disabi-
lity, poor psychosocial adjustment and higher levels of anxiety 
and depression across numerous different chronic pain popula-
tions (e.g. Keefe et al., 2004; Kraaimaat & Evers, 2003; Lethem 
et al., 1983; López-Martínez et al., 2008; Reuter et al., 2006; 
Tunks et al., 2008; Turner, Ersek & Kemp, 2005; Vlaeyen et al., 
1995). As with many maladaptive coping responses, however, 
passive coping might be appropriate at times; especially when 
the situation cannot be changed. In this case, avoidance might 
be beneficial, at least in the short term, for reducing pain inten-
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sity (Dysvik et al., 2005), although it may result in greater pain 
intensity, depression and anxiety in the long-term. 

Similarly, active and problem-focused strategies tend to be 
considered adaptive and beneficial, especially in situations that 
can be controlled and changed. But even here the findings are 
not entirely consistent (Jensen et al., 1991; Kraaimaat & Evers, 
2003; Ramírez-Maestre et al., 2008). Some studies indicate that 
the use of such coping strategies is associated with decreases 
in pain intensity, disability, depression, and distress, as well 
as increases in physical and psychological functioning, across 
different samples of individuals with chronic pain (e.g. Dysvik 
et al., 2005; Jensen et al., 1991; López-Martínez et al., 2008; 
Newth & Delongis, 2004; Turner et al., 2005). In other studies, 
however, the associations between these coping responses and 
measures of pain were weak and nonsignificant (Dysvik et al., 
2005; Evers et al., 2003). Also, it is important to keep in mind 
that, in general, the findings show stronger associations between 
coping and measures of pain adjustment than between coping 
and pain experience itself (e.g. Dysvik et al., 2005; Esteve et 
al., 2007; López-Martínez et al., 2008); that is, coping may be 
more important for buffering the effects of pain on function, 
and less important for reducing or eliminating pain severity.

It is possible that active coping does not directly result in a 
decrease in pain intensity and disability, but the benefits of these 
coping responses may be mediated by their effects on the use 
of (maladaptive) passive coping responses, although their use 
is not mutually exclusive (Esteve et al., 2007; López-Martínez 
et al., 2008; Ramírez-Maestre et al., 2008). Similarly, the use 
of active coping strategies may, through their association with 
acceptance, result in better physical, psychological and emotio-
nal functioning (Esteve et al., 2007, McCracken et al., 2007). 

Recent findings have suggested that “acceptance” may 
also be classified as an adaptive coping strategy in pursuit of 
pain adjustment, especially when the individual is dealing with 
pain interference with a valued goal (Van Damme et al., 2008). 
In a recent study by Páez-Blarrina and colleagues (2008), for 
example, the authors compared the effects of two therapeutic 
strategies (cognitive- and control-based protocol versus accep-
tance-based protocol). The results showed an increase in pain 
tolerance and decrease on pain intensity in both groups. Howe-
ver, only the patients given acceptance-based treatment repor-
ted an increased in task performance. 

When we consider the role of spiritual or religious coping, 
the results are again inconsistent. Indeed, while some authors 
claim that there is a negative correlation between this cons-
truct and pain intensity, there is, in some studies, a paradoxical 
positive association between meditation, faith/praying and pain 
intensity (Francoa, Garcia & Picabiab, 2004; Wachholtz et al., 
2007).

Acknowledging that inconsistent findings are more 
common than consistent ones, there has emerged some consis-
tency concerning some specific coping strategies. Specifically, 
most studies suggest that for most people, most of the time, 

avoidance, pain-contingent rest, and guarding are maladap-
tive and result in increased pain and disability over time (e.g. 
Arraras, Wright, Jusue, Tejedor & Calvo, 2002; Valente, Pais-
Ribeiro & Jensen, 2009). As a result, unless there is a specific 
medical contraindication, patients should probably be advised 
to move without guarding and be (at least) moderately active 
regardless of pain, willing to notice it and yet pursuit valuable 
goals less affected by pain.

Another factor that can complicate our understanding of the 
associations between coping and chronic pain is the possibility 
that there are confounding variables which might explain the 
associations found. In other words, it is possible that coping 
does not directly impact pain/functioning, but that both coping 
and pain/functioning are affected by other variables (Esteve et 
al., 2007; Ramírez-Maestre et al., 2004; Vlaeyen et al., 1995). 
For example, an association between depression and the use of 
emotion-focused coping strategies has been established, both 
in samples of patients with cancer pain as well as in samples of 
patients with non-cancer pain (e.g., Dysvik et al., 2005; Reuter 
et al., 2006). At the same time, there is also a negative associa-
tion between depression and the use of active coping strategies 
(Esteve et al., 2007). Depression, through its possible effects on 
both coping and functioning, is a possible confounding varia-
ble that could explain some, or even all, associations found  
between coping and pain-related adjustment.

Other psychosocial variables may act as mediators between 
coping and functioning. For example, active coping responses 
and/or relaxation could help patients less anxious and reduce 
their focus on pain and through this mechanism change their 
experience of pain. Examples of such coping responses could 
include task persistence in spite of the pain as well as some 
spiritual strategies (e.g. meditation, praying). Even faith, the 
pattern of prayer and spiritual support, could potentially impact 
the perception of social support. Ramírez-Maestre and collea-
gues (2004), on the other hand, proposed that if personality can 
predispose one to use different coping responses (neuroticism 
predispose to the use of passive coping responses), and modu-
late as well pain perception, coping has, on the other hand, a 
modulating effect on the relationship between certain persona-
lity variables and pain intensity.

Depression

The association between the presence and severity of chro-
nic pain and symptoms of depression is well established (Baker 
et al., 2008; Keogh, MacCracken & Eccleston, 2006; Munce 
& Stewart, 2007; Miró et al., 2008; Woby, Roach, Urmston & 
Watson, 2007), and depression spectrum disorders are common 
among people with chronic pain (Bär et al., 2005; Dysvik et al., 
2005; Newth & Delongis, 2004; Soares, 1999). Sex differen-
ces have been observed with respect to the association between 
depression and pain (e.g. Keogh et al., 2006; Munce & Stewart, 
2007), consistent with prevalence studies that note a higher pre-
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valence of both depression and chronic pain in women (Munce 
& Stewart, 2007; Tsang et al., 2008), as well as the higher pre-
valence of depressive symptoms in women with chronic pain 
when compare to men with chronic pain. At the same time, some 
studies indicate that women have less emotional reaction and/or 
emotional association with their pain reports (Robinson et al., 
2005). Clearly, further research is needed to clarify sex differen-
ces in affective response to and emotional association with pain. 
    Depression can be the result of biological factors associated 
with the cause of pain (e.g., cancer can produce both pain and 
symptoms of fatigue and depression). Depression can also be 
caused by the attributions a patient has about the pain problem, 
and ultimately influence the patient’s ability to function despite 
pain (Jay, Elliot & Varner, 1986; Robb et al., 2006). These is 
particularly true with respect to highly threatening diagnoses 
(e.g., cancer), because people can associate the experience of 
pain with the seriousness of the disease and the proximity of 
death, or even feel fear of a relapse, as well as feel anger when 
interpret their pain as a result of unnecessary treatment (Robb et 
al., 2006). Moreover, there is evidence that the use of tricyclic 
antidepressants and some mood stabilizers can be effective in 
alleviating health problems associated with pain (Miró et al., 
2008).

Depression associated with pain can contribute to sadness, 
passivity, low self-esteem and decreases in the belief that pain 
can be managed or controlled (Soares, 1999). Depression can 
also contribute to the experience of pain itself, given evidence 
that people with depression or a depressive personality have a 
greater sensitivity to acute and chronic pain (Bär et al., 2005; 
Miró et al., 2008). Indeed, it appears that a significantly grea-
ter proportion of people with major depression, compared to 
people without depression, suffer from chronic pain (66% vs. 
43%) (Arnow et al., 2006). Also, it is accepted that positive 
and negative feelings can increase or decrease the pain intensity 
and are frequently correlated to pain related disability (Dysvik, 
Vinsnes & Eikland, 2004; Keogh et al., 2006; Newth & Delong, 
2004). 

Anxiety

The research literature also shows consistent associations 
between measures of anxiety and pain, suggesting the possibili-
ties that: (1) pain contributes to feelings of anxiety; (2) anxiety 
can make people more sensitive to pain and its negative effects; 
and also that (3) anxiety, either associated or not with fear, pre-
dicts pain related disability by contributing to hypervigilance 
and avoidance behaviors, maintaining the pain experience (e.g. 
Coniam & Diamond, 2001; Keefe et al., 2004; McCraken et 
al., 1992; Strahl, Kleinknecht & Dinnel, 2000; Tan, Jensen, 
Thornby, Rintala & Anderson, 2008; Vlaeyen & Linton, 2000; 
Woby et al., 2007). For example, the perception of pain may 
contribute to expectations that an event or behavior may cause 
or amplify pain, which can then increase anxiety and fear, 

and this in turn result in hypervigilance to bodily sensations 
and avoidance behaviors, followed by disability, disuse and 
depression, and ultimately to maintenance and exacerbations 
of pain (McCraken et al., 1992; Vlaeyen et al., 1995; Vlaeyen 
& Linton, 2000). 

Over time, and as pain becomes chronic, some individuals 
may transition to a permanent state of anxiety, resulting in chro-
nic muscle tension and anticipatory anxiety, which can then lead 
to avoidance behavior and disability. As people stop performing 
usual activities (especially those, perhaps, that involve moving 
the body areas that are most painful), this can lead to less mobi-
lity, muscle atrophy, and an increase of muscular tension, all of 
which can then make patients more prone to experience pain 
flare-ups. Decreases in activities, especially those that provide 
meaning and reinforcement, can result in greater social isola-
tion, decreased self-efficacy, increased feelings of uselessness, 
and subsequent increases in anxiety and depression (McGuire, 
Hogan & Morrison, 2008), as proposed by the fear-avoidance 
model (Lethem et al., 1983; Vlaeyen et al., 1995).

On the other hand, the association between anxiety and 
pain could operate, at least in part, via a somatic mechanism. 
In this case, anxiety contributes to an increase of muscular ten-
sion, which then increases nociceptive input and the experience 
of pain (Miró et al., 2008; Soares, 1999; Woby et al., 2007). 
Although an association between anxiety and chronic pain is 
well-established, some authors have pointed the possibility of 
existent sex differences, as it is possible that anxiety is related 
to pain and adjustment in men but not among women (Edwards, 
Augustson & Fillingim, 2000; Robinson et al., 2005).

Attributions/Beliefs

A large number of studies have examined the associations 
between attributions (beliefs, schema, etc.) and adjustment to 
pain. From this research, two attributions have emerged as par-
ticularly important: catastrophizing cognitions and self-efficacy 
beliefs. Catastrophizing may be defined as an exaggerated and 
overly negative evaluation of stressful events, and in the parti-
cular case of pain, as interpretation of pain as a threat, leading 
to focus more on the negative aspect of the situation, interpret 
physical arousal as pain cues, fear of pain and avoidance beha-
viors (Vlaeyen et al., 1995; Vlaeyen & Linton, 2000). Whether 
viewed as a coping response (e.g. Keefe et al., 2004; Rosentiel 
& Keefe, 1983; Sullivan, Bishop & Pivik, 1995), or a cognition/
belief domain (e.g. Jensen, Turner & Romano, 2001; Vlaeyen 
et al., 1995), there is uniform agreement that catastrophizing 
is a maladaptive response. Research shows that higher levels 
of catastrophizing are linked to higher levels of pain intensity, 
greater disability, poorer psychosocial adjustment, higher levels 
of anxiety and depression (e.g. Francoa et al., 2004; Esteve et 
al., 2007; Reuter et al., 2006; Severeijns, Vlaeyen, van den 
Hout & Weber, 2001; Tunks et al., 2008; Turner, Jensen, Warms 
& Cardenas, 2002; Vlaeyen & Linton, 2000). 
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Although the fear-avoidance model (Lethem et al., 1983; 
Vlaeyen et al., 1995) is commonly used to understand the role 
that catastrophizing plays in adjustment to pain, a neurophysio-
logical model of catastrophizing has recently emerged (Woby 
et al., 2007). This model proposes that catastrophizing cogni-
tions are associated with higher levels of brain activity in the 
areas of anticipation and attention to pain, emotional aspects 
of pain and motor control (Woby et al., 2007), and that these 
processes could underlie physical inactivity and increased pain 
experience, which can then contribute to physical deterioration 
and the development of chronicity (Mellegard et al., 2001). 

Self-efficacy has been defined as the belief or experience 
that one can engage in a behavior that is necessary to produce a 
desired outcome (Bandura, 1977 cit. in Anderson et al., 1995). 
It represents a personal judgment about how well a person 
thinks he or she is able to carry out certain behaviors in a parti-
cular situation (Arnstein, 2000). Self-efficacy is based on and is 
continuously modified by the information provided by personal 
and vicarious experience (Mueller, Hartmann, Mueller & Eich, 
2003). Research findings indicate a consistent trend for low 
levels of self-efficacy to be associated with a higher disability 
in people with chronic pain (Arnstein, Caudill, Mandle, Norris 
& Beasley, 1999; Meredith et al., 2006, Nicholas, 2007; Woby 
et al., 2007), lower levels of pain tolerance and higher levels of 
pain intensity in samples of people with chronic pain (Meredith 
et al., 2006; Waddell et al., 1993; Woby et al., 2007). 

Self-efficacy beliefs are thought to be important determi-
nants of other thoughts, feelings and coping responses (Bandura, 
1986, Turner et al., 2005), which in turn affect functioning. In 
general, the person with chronic pain will use coping responses 
more effectively if he or she believes that he or she is capa-
ble of performing those responses (Bandura, 1977 cit. in Mue-
ller et al., 2003). This hypothesis is consistent with the results 
reported by Brown and Nicassio (1987), in a sample of patients 
with chronic pain, who found that participants with higher self-
efficacy tended to use active coping strategies, while those with 
lower self-efficacy were more likely to use passive coping stra-
tegies to deal with their pain. Similarly, Nicholas (2007) found 
a positive correlation between self-efficacy and the use of 
active coping strategies of the Coping Strategies Questionnaire, 
and a negative correlation with catastrophizing. Moreover, self-
efficacy has been shown to be negatively associated with both 
anxiety and depression (Arnstein et al., 1999; Arnstein, 2000, 
Nicholas, 2007), suggesting that individuals who believe that 
they are able to handle and control pain and related symptoms 
are less likely to have depression and feel helpless or hopeless.  

Social Support

A number of investigators have hypothesized both positive 
and negative moderating effects of social support and its effects 
on chronic pain (Kerns, Rosenberg & Otis, 2002; López-Mar-
tínez et al., 2008; Tsai, Tak, Moore & Palencia, 2003; Zaza, 

Reynob & Moulin, 2000). Santos and colleagues (Santos, 
Ribeiro & Lopes, 2003) define social support as a coping 
resource that can reduce the adverse psychological effects of 
stressors, and hypothesize that satisfaction with social support 
would be positively associated with the use of adaptive coping 
strategies. Their findings supported this hypothesis, suggesting 
that social support and coping are interdependent. Moreover, 
general beliefs that others are available to provide emotional 
comfort and practical assistance in times of need appear to be 
beneficial to health and well-being (Navalhas, 1998, Santos et 
al., 2003). In fact, research in many different populations indi-
cates a positive association between social support and physi-
cal and psychological functioning, as the quality and quantity 
of social support (positive emotional support) has a positive 
influence in mood, and the lack of social support is associated 
to higher levels of depression and poorer pain adjustment (e.g. 
Campbell, Clauw & Keefe, 2003; López-Martínez et al., 2008; 
Romano, Turner & Jensen, 1997; Tsai et al., 2003). 

However, the findings regarding the associations between 
measures of social support and pain-related outcomes are incon-
sistent, perhaps due to the differences in how social support is 
defined across studies (López-Martínez et al., 2008). Although, 
the findings to date suggest the possibility that social support 
can reduce the negative effects of pain on physical and psycho-
logical functioning, separate from any effects of social support 
on coping, in some studies greater social support is, in fact, asso-
ciated to higher levels of pain intensity (López-Martínez et al., 
2008; Zaza & Baine, 2002). Thus, it is possible that social support 
can sometimes act as a reinforcer of pain behavior, as solicitous 
response of the spouse contribute to increase pain and disability 
by reinforcing pain behaviour (López-Martínez et al., 2008). 

Future Research

As a group, the findings reviewed above suggest impor-
tant interdependence and possible influences not only between 
psychosocial factors and pain, but also among the psychosocial 
factors, underlying the need for studies that would examine and 
test for possible mediation and moderation effects. Moreover, 
there is a need for longitudinal and experimental studies that 
could clarify the causal nature of the relationships between 
psychosocial variables and important outcome domains (e.g. 
Arnstein, 2000; Wolff et al., 2008). The fear-avoidance model 
(Lethem et al., 1983; Vlaeyen et al., 1995) and the recent works 
begun by some investigators in this area provide (e.g. Arnstein, 
2000; Wolff et al., 2008) excellent examples of how the field 
could move forward.

Clinical implications

Clinically, the findings support the continued use of psy-
chosocial interventions to help patients better manage pain 
and its effects. Interventions that encourage adaptive attribu-
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tions (e.g., self-efficacy) and coping (e.g., maintaining activity 
despite pain and acceptance) and that discourage maladaptive 
attributions (e.g., catastrophizing) and coping (e.g., guarding) 
should be provided to patients who have not yet learned to 
manage pain adequately. Depression and anxiety should be 
consistently assessed, and, when found to be clinically eleva-
ted, treated appropriately. 

Given the clear possibility that not all “adaptive” attribu-
tions and coping responses are, in fact, adaptive for all patients 
in all situations (and similarly, that not all “maladaptive” attri-
butions and coping response are maladaptive for all patients), 
it is likely that treatments will need to be tailored to fit each 
patient. Multidisciplinary pain treatment programs should 
take into account the importance of addressing first those 
psychological factors that have proven to be most important 
in diverse samples of patients with chronic pain, such as the 
negative factors of guarding, pain-contingent rest, and catas-
trophizing, as a way to minimize their negative effects.  Efforts 
should then be made to decrease the emotional impact of pain 
and promote adaptive behavioral changes, increasing the use 
of distraction techniques, relaxation, self-efficacy, acceptance 
and goals reappraisal to help the patient achieved valued life  
goals. 

Summary

The findings of the studies reviewed in this paper demons-
trate important associations between the experience and effects 
of chronic pain and key psychosocial variables, even if their 
interdependence is not always clear. The findings support the 
need for further research to clarify the nature of the associa-
tions among psychosocial variables and important functio-
ning domains, as well as for adapting intervention strategies 
to address and alter the psychosocial factors that have proven 
to be most closely linked to adjustment to chronic pain, such 
as the addressing emotional impact of pain, increasing self-
efficacy beliefs and acceptance, decreasing catastrophizing, 
guarding and pain-contingent rest, when present, and promote 
the reappraisal of goals.
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