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ABSTRACT 

While the effectiveness of various coping strategies in chronic pain patients has 

been well-documented, a similar research focus has not been applied to chronic pain 

patients diagnosed with cancer. Religious activities used for coping with pain have also 

rarely been investigated in either population. This study was designed to determine if 

differences between the coping skills of chronic pain patients without cancer and those 

with cancer exist. The effect of coping skills, including religious activities, upon the 

perception of pain was examined via self-report instruments. The Coping Styles 

Questionnaire was used to examine differences in secular coping styles, and Religious 

Coping Activities Scale was used to examine differences in religion oriented coping 

activities. A numerical rating scale and the Pain Discomfort scale were used to assess 

differences in pain levels and affect. Analysis of the results suggests no differences in 

secular coping styles or pain levels existed between the two samples, but some differences 

in religious coping activities were found. Item in scales representing Spirituality, Good 

Deeds, Support, and Avoidance were more strongly endorsed by chronic pain patients 

with cancer. 
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CHAPTER 1 

INTRODUCTION 

The Gate Control theory (Melzack, 1982; Melzack &. Wall, 1965) continues to 

dominate current theories about the nature and course of human pain. The Gate Control 

theory incorporates both psychological and physiological dimensions as important 

components of pain, and it allows for subjective, individual experience of pain. Melzack 

and Wall (1965) propose that pain information can be mediated by emotional and 

cognitive factors via descending controls from the brain to the dorsal column of the spine. 

For example, depression or arrnety can activate transmission cells that will open the 

"gate'" and increase the perception of pain. Conversely, relaxation may activate inhibitory 

cells (thereby closing the "gate") and decrease the perception of pain. The amount of 

stimulation sent to each type of fiber and cell influences the perception of pain vis-a-vis the 

opening or closing of the gate. Numerous psychological variables such as coping skills, 

motivation, mood, and the ascribed meaning of pain have been associated with the 

perception and response to all forms of pain, including acute, chronic, somatoform, and 

cancer pain (Eimer & Freeman, 1998; Gatchel &. Turk, 1996). 

Coping with Chronic Pain 

While the relationship between coping and chronic pain continues to be 

extensively studied, there appears to be no clear cut definition of pain-related coping skills 



(Katz, Ritvo, Irvine, &. Jackson, 1998). Katz et al. (1996) provided a classification that 

divides the most frequendy used coping mechanisms into the following broad categories: 

cognitive-attentional, cognitive-avoidant, behavioral-attentional, and behavioral-avoidant 

In general, attentional strategies are considered to be more adaptive than the avoidant 

strategies for long-term coping with chronic pain. In the coping literature, the terms 

attentional and avoidant are often used interchangeably wdth active and passive, 

respectively. 

Cognitive-behavioral researchers have speculated that avoidance is a preferred way 

for chronic pain patients to reduce pain and suffering (Asmundson, Norton, & Allerdings, 

1997). When avoidance behavior leads to anxiety reduction, the avoidance tendency is 

sttengthened. Increased avoidance behavior then leads to withdrawal behavior and 

reduced feelings of efficacy. As the cycle progresses, avoidance behaviors increasingly 

become significant in all facets of the pain sufferer's life, including work, recreation, and 

family. The cycle is complete when reduced efficacy leads to further pain-related fears, 

which lead to further avoidance behaviors. For example, fear of movement and injury in 

chronic low back pain patients has been found to lead to increases in pain, avoidance 

behavior, fear-avoidance beliefs, and disability (Crombez, Vervaet, Lysens, Baeyens, & 

Eelen, 1998; Vlaeyan, KoleSnijders, Boeren, & van Eek, 1995; Waddell, Newton, 

Henderson, Somerville, & Main, 1993). While much research has been devoted to 

identifying potentially maladaptive coping strategies, researchers have also been 

pinpointing adaptive sttategies. 



The use of attentional coping sttategies appears to be most effective in helping to 

manage chronic pain (Katz et al., 1996). For instance, a sttong sense of self-efficacy (beliefs 

about one's ability to accomplish tasks or perform behaviors) has been found to be highly 

correlated with effective coping efforts (Jensen, Karoly, &. Harris, 1991). With a sample of 

chronic pain patients, Turner, Jensen, and Romano (2000) found that specific beliefs 

about chronic pain and functioning were related to physical disability and depression, and 

catasttophizing was positively correlated with depression. Jensen et al. (1991) also found 

that activity (as opposed to withdrawal) was associated with better physical and psycho

social functioning, while resting may be a conttibutor to passive coping styles which are 

knovim to be related to dysfunction. Sttoud (2000) also found that pain beliefs and 

negative cognitions accounted for a significant amount of variance in variables associated 

with adjustment to chronic pain. 

With patients admitted into a multi-disciplinary rehabilitative pain clinic, 

investigators found that positive coping self-statements and reinterpreting pain sensations 

were predictive of greater perceived conttol of pain and improved pain levels 

(Haythomthwaite, Menefee, Heinberg, &. Clark, 1998). Reinterpreting pain sensations 

and making coping self-statements have been consistendy related to increased functioning 

and decreased levels of pain in chronic pain patients (Eccleston, 1997). 

Applying experimentally obtained knowledge of coping strategies in clinical 

settings has proven useful. Adaptive coping strategies have been successfully taught and 

practiced in a number of tteatment outcome studies wdth patients experiencing different 



types of chronic pain and from samples reporting different demographics (Fry & Wong, 

1991; Harkapaa, Jarvikoski, Mellin, Hurri, &. Luomi, 1991; Keefe & Williams, 1990; 

Melding, 1997). In a review of other tteatment outcomes studies, coping skills ttaining was 

judged as efficacious (Compas, Haaga, Keefe, Leitenber, &. Williams, 1998). 

Religious Variables Associated with Chronic Pain and Cancer 

Many of the studies cited above have used the Coping Skills Questionnaire (CSQ, 

Rosenstiel &. Keefe, 1983) to assess the impact of prayer on coping with pain, but a closer 

examination of these findings suggests a problem in the conceptualization and use of 

religious coping. The three-item CSQ prayer scale characterizes prayer as a way of pleading 

with God to end the pain. The CSQ does not recognize other forms of religious coping 

such as church attendance, some of which may have a palliative effect on pain. In a 

longitudinal study (1965-1994), Sttawbridge, Shema, Cohen, and Kaplan (2001) found 

that weekly religious attendance was associated vwth the improvement and maintenance of 

good health behaviors, factors that can be potentially associated with improved 

management of chronic pain. 

Pargament et al. (1988) investigated the roles of various types of religious coping 

with ttauma, finding that religious coping is multidimensional and that some forms of 

religious coping are superior to others. Because of the similarity between Pargament's 

Deferring scale and Rosenstiel and Keefe's (1983) CSQ Prayer subscale, the CSQ prayer 

subscale may be tapping into a religious, passive coping style that defers to God more so 



than more effective religious coping. Pargament et al. (1990) found that religion can 

conttibute positively to the coping process. Furthermore, at least some forms of religious 

coping were associated with better outcomes than non-religious coping. This last finding 

appears to contradict the Rosenstiel and Keefe (1983) findings that prayer as a coping 

sttategy is associated with negative outcome for pain patients. 

In a rare study investigating the role of religious coping with chronic pain. Bush et 

al. (1999) found that prayer is a multidimensional construct with both positive and 

negative sttategies. Results of the Bush et al. (1999) study demonsttated a positive 

correlation of positive religious coping sttategies with positive affect and with religious 

outcomes, which are related to the participants' spiritual and religious lives. Two religious 

coping sttategies considered to be negative by the researchers, Punishing God (God is seen 

as punitive) and Absent God (God is not present in respondents' lives), respectively, were 

not significandy associated w^th any outcome variable. Pain specific appraisals of negative 

impact were negatively correlated with pain specific outcomes and religious outcomes and 

correlated positively with negative affect. Positive religious coping was not correlated with 

negative affect. These findings suggest that religious coping is multidimensional, including 

religious coping strategies that may be adaptive and maladaptive. Bush et al. (1999) 

postulatedthat this may be due to the notion that positive coping strategies may function 

to maintain or restore positive mood rather that decreasing pain or negative affect 

associated with pain. Based on the results of this study, the authors state that practitioners 



should consider prayer and other psychospiritual interventions as part of the tteatment 

repertoire for appropriate pain patients. 

Religious variables may also play an important role in coping with cancer. Moadel 

et al. (1999) found that Hispanic and African-Americans expressed a greater need than 

Whites to address spiritual and existential issues while adjusting to cancer. More recently 

diagnosed patients and patients lacking a significant partner in the Moadel et al. study also 

reported an increased need to address spiritual issues. Importantly, the Moadel et al. study 

indicates that as many as one-third of cancer patients have unmet spiritual needs. 

Additionally, one-third of the patients reported five or more spiritual/existential needs. 

Clearly, research applying spiritual coping skills to the tteatment of patients with cancer, 

particularly cancer with chronic pain, is needed to help meet the needs of the population. 

Cancer. Pain.and Coping 

For those diagnosed with cancer, pain is an all too common symptom. Nie, Liu, 

and Di (2000) found incidence of cancer pain in 69% of their population. They also 

found that cancer pain seriously affected patients general activity, mood, ambulation, 

work, and sleep. Significant pain is reported in one-third of cancer patients in active 

therapy and two-thirds of patients with advanced disease (Bonica, Ventafridda, &. 

Twycross, 1990). Failure to conttol cancer pain has been described as due to "... a lack of 

knowledge of the mechanisms involved, a lack of teaching and insufficient application of 

curtent knowledge" (Richardson, 1997, p. 213). Although there are well-established 



tteatments for managing pain, including the use of cognitive and behavioral sttategies, 

tteatment has inadequately managed pain for many cancer patients (Richardson, 1997). 

Over half of the cancer patients in clinical settings report inadequate pain relief (Bonica, 

Ventafridda, & Twycross, 1990; Cleeland, 1991). Cancer is not the only cause of pain in 

cancer patients, but the disease is the primary cause. Less than 25% of cancer pain may be 

due to side-effects of chemotherapy, surgery, and radiation therapy (Richardson, 1997; 

Twycross, Harcourt, & Bergl, 1996). 

Based on an empirical analysis of physical and psychological factors, including 

coping skills, Barkwell (1991) concluded that cancer pain was a multidimensional 

phenomenon. She found that cancer patients who employed a variety of coping skills were 

more successful in minimizing pain than those with a limited repertoire. Barkwell noted 

that the use of coping strategies was sttongly and negatively correlated with the level of 

depression in cancer patients. Having an internal locus of conttol and using specific 

coping sttategies were also negatively correlated with pain ratings, as were cognitive coping 

strategies. It is noteworthy that medication level was not a confounding variable. 

Taylor, Oudaw, Bernardo, and Roy (1999) investigated how participants use prayer 

to cope with cancer. They note that their qualitative data shows that the frequency of 

prayer increases with increased illness in those that believe in prayer. Taylor et al. (1999) 

identified several prayer-based themes, including 'unanswered' prayer, hesitancies about 

petitionary prayers, bargaining, conflict about conttol (maintaining conttol or 

relinquishing conttol to God), doubts about the efficacy of prayer, doubts about personal 



spirituality and worth, and concern about praying the 'right' way. In concord with 

Pargament's work, Taylor et al. believe that some forms of prayer like bargaining or asking 

"where is God" may negatively influence coping. 

The relevant literature indicates that the coping skills of chronic pain patients and 

cancer patients with chronic pain are comparable, but few researchers have investigated 

these two populations concurtendy (Felton & Revenson, 1984; Turk et al., 1998). Turk et 

al. (1998) recruited 184 cancer and 105 non-cancer chronic pain patients for a study 

comparing the two groups using psychosocial and psychological measures. All participants 

were administered instruments measuring psycho-social and behavioral responses to pain, 

pain severity, depression, pain-related disability, and pain-related anxiety. Amongst cancer 

patients, results suggest minimal differences between patients with metastatic disease and 

those whose disease is localized. Cancer patients with pain reported significandy higher 

levels of disability and inactivity than chronic pain patients. Depression was approximately 

equal between the two groups. Hopelessness, cognitive and behavioral fear responses, and 

avoidance of behaviors that may trigger pain were significantly higher in the cancer group. 

Though the authors did not label these variables as coping skills or assess them wnth a 

coping skills questionnaire, it is clear that the constructs are very similar. Those coping 

skills associated with poor prognosis in chronic pain patients may be exacerbated by the 

diagnosis of cancer. They concluded that additional studies comparing the coping skills of 

the two populations are warranted. 



The weight of the evidence to date overwhelmingly supports the idea that 

attentional and active coping styles exhibit superiority in pain management when 

compared to avoidant and passive coping styles (Katz, Ritvo, Irvine, &. Jackson, 1998). 

However, the effectiveness of coping skills in achieving pain reduction in cancer patients 

with chronic pain is not as well documented as in chronic pain patients without cancer. 

Few studies have directly compared the two populations in regard to the association of 

coping skills and chronic pain (Turk et al., 1998). This comparison could provide useful 

information for the conceptualization and tteatment of chronic pain in cancer patients. If 

the coping skills between the two groups are similar, then previous research could 

efficiendy and constructively inform researchers investigating pain in cancer patients. If 

the coping skills differ, then this information would also serve as a platform for further 

research, as well as tteatment. 

Statement of Purpose 

Perhaps due to perception that psychological factors are more important in 

conceptualizing chronic pain than cancer pain, the coping skills of chronic pain patients 

have seldom been compared to the coping skills of cancer patients experiencing pain (Turk 

et al., 1998). Researchers may be missing opportunities to gain insight into the 

management of chronic pain by failing to apply lessons learned about the effectiveness of 

psychological tteatments of chronic pain patients to cancer pain patients. Clarifying coping 

skill differences between the two groups could be useful in increasing knowledge of cancer 



patients coping skills as well as informing tteatment of cancer pain. If the coping skills are 

similar, then the research already conducted on chronic pain patients could be a valid 

starting point for studies of coping skills ttaining geared towards cancer pain patients. As 

chronic pain tteatments are sttengthened by the inclusion of coping skills in the health 

care armament, these skills may be taught to cancer patients and others suffering from 

symptoms similar to chronic pain. 

The proposed study is designed to determine if the coping skills of chronic pain 

patients and cancer patients with chronic pain differ. A potentially fruitful and important 

additional aspect of this study is the examination of religious coping skills. Neither chronic 

pain patients nor cancer patients have been fiiUy evaluated with respect to religious coping 

skills. The Religious Coping Activities Scales-Revised (Pargament, 1999) may prove to be a 

useful tool in differentiating positive and negative coping skills among all pain patients. 

The effect of coping skills upon the perception of pain will also be exarmned. 

Patient pain intensity levels will be measured by a numerical rating scale (NRS), which 

yields a simple 0-10 self-report rating of pain. Coping skills will be measured by the Coping 

Skills Questionnaire-R and the Religious Coping Activities Scales. 

Specific Hypotheses 

Three specific hypotheses were developed to examine the possible differences 

between chronic pain patients with cancer and those without cancer. 
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Hypothesis 1: There have been no demonsttated differences between chronic, 

non-malignant pain patients and cancer patients with chronic pain in regard to coping 

sttategies and the effect of coping sttategies on the perception of pain. Although there 

have been few direct comparisons, research measuring coping styles indicates*that effective 

coping styles are the same for both populations. Thus, effective coping styles were 

predicted to be the same for both groups of patients. 

The dependent variables (DV), coping skills, were assessed by each of the CSQ-R 

scales. The independent variable (FV) is group inclusion, i.e., chronic pain patients verses 

cancer patients with chronic pain. To assess for possible group differences regarding 

coping skills, confirmatory analyses "with a multivariate analysis of variance (MANOVA) 

was used. Multivariate analysis of covariances (MANGOVAs) was used to covariate 

variables identified via T-test as potentially contributing to differences in group variance. 

For exploratory analysis, a series of one-way analyses of variances (ANOVA) using each 

CS(2-R variables will be conducted to analyze group differences. Variables identified for 

MANCOVA were also used in a series of analyses of covariances (ANGOVAs). The 

perception of pain was measured by using a Numerical Rating Scale (NRS). 

Hypothesis 2: Because cancer patients must cope with possibility of inuninent 

death, religious issues may be more pertinent to them than chronic pain patients. 

Therefore, it was predicted that cancer patient's methods of religious coping would be 

significandy different from those of chronic pain patients who are not terminally ill. 

11 



The dependent variables (DV), religious coping activities, was assessed by each of 

the RCAS scales. The independent variables (FV) was group inclusion, as structured in 

Hypothesis 1. To assess for possible group differences regarding RCAS scales, 

confirmatory analyses with a Multivariate Analysis of Variance (MANOVA) and was used. 

Multivariate Analysis of Co-Variances (MANCOVAs) was used to covariate variables 

identified via T-test as potentially conttibuting to differences in group variance. For 

exploratory analyses, a series of one-way Analyses of Variances (ANOVA) using each CSQ-

R variables will be conducted to analyze group differences. Variables identified for 

MANCOVA were also used in a series of Analyses of Co-Variances (ANCOVAs). using 

each RCAS variables will be conducted to analyze group differences. The perception of 

pain was measured by using a V ^ . 

Hypothesis 3: There is no evidence that suggests that cancer pain patients 

experience different levels of chronic pain in comparison to chronic pain patients. It was 

predicted that pain ratings will not vary in intensity between the two groups. T-tests were 

conducted to assess for significant differences. 
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CHAPTER II 

METHOD 

Participants 

Participants were adults over age 17. A total of 69 individuals participated in the 

study; 24 of the participants had cancer while the other 45 participants were cancer free. 

Chronic pain patients with the diagnosis of a terminal illness were not included in the 

study. The cancer patients were drawm from the University Medical Center's (UMC) 

Oncology department (Southwest Cancer Center), Wilford Hall's (Lackland, Air Force 

Base) Haemotology/Oncology department, and Brooke Army Medical Center's Oncology 

department. The patients were informed that their decision to participate in the study 

would have no influence on their medical tteatment. Participation was voluntary, and all 

identifying information was kept confidential. Nurses at the cancer centers identified 

cancer patients with chronic pain based upon their familiarity with the patient population. 

Criteria for inclusion in the study were the presence of cancer and chronic pain (defined 

as pain for three or more months), curtent tteatment for cancer, and tteatment for chronic 

pain. Chronic pain in both groups was further defined as pain that v^ ŝ not an expected 

consequence of cancer tteatment and likely to remit at the termination of tteatment. 

All cancer patients approached to participate in the study agreed. None of the 

patients were on active duty in the military. Although the male-female ratio for chronic 

pain patients with cancer was evenly split, non-cancer patients were 69% female. For both 

13 



groups, they were 75% Protestant, 13% Catholic, and 12% other, which were primarily 

Mormon. One participant was atheist. The ratio was fairly similar for both groups. Marital 

status was also similar for both groups. (Dverall, 74% were married, 6% single, 16% 

divorced, and 4% widowed. 

Measures 

All patients completed a demographics form that included basic information on 

religious preference, home town, marital status, diagnosis, pain site, pain duration, and 

medications. The demographics form also contained 1-10 Numerical Rating Scale to 

measure the intensity of the pain and a single-item measure dravim from the Relationship 

Assessment Scale (Hendrick, 1988) to assess relationship satisfaction. All participants 

completed measures upon intake or follow-up visits at their respective clinics. 

The Religious Coping Activities Scales (Pargament, 1999) was used to assess 

religious coping activities. It is a self-report measure designed to assess individual's 

preferted style or styles of religious coping. Based on factor analysis, the scales consist of 29 

items that have been categorized according to six dimensions: Spiritually Based, Good 

Deeds, Discontent, Religious Support, Plead, and Religious Avoidance. ReUability values 

range from low-adequate to superior (Cronbach's alpha = .61 - .92). The validity of the 

scales has been demonstrated in a number of studies (Pargament, 1999). The Religious 

Coping Activities Scales appear to predict positive and negative feelings toward major life 

events, religious outcomes of negative events as a result of coping with the event, and the 

14 



outcomes of events beyond the effects of conttol variables such as age, sex, and income 

(Pargament, 1999). Religious outcomes in Pargament's study were defined as perceived 

closeness to God, spiritual growth, and church growth. 

The Coping Sttategies Questionnaire-Revised (CSQ-R), developed by Rosenstiel 

and Keefe (1983) and revised by Riley and Robinson (1997), was used to assess general 

coping sttategies that have been associated vdth varying degrees of pain perception and 

psycho-social functioning. Coping Self-Statements, Distancing From Pain, and Ignoring 

Pain scales are associated with less perceived pain, and Catasttophizing, Praying, 

Distracting Attention scales are associated with increased perception of pain. The original 

CSQ has been the most widely used instrument for assessing coping skills among chronic 

pain patients for the past 16 years and has high validity (Riley &. Robinson, 1997). The 

CSQ-R is a 27-item instrument that has been factor analyzed yielding six primary 

dimensions (called the Florida model): distraction, catasttophizing, ignoring pain, 

distancing from the pain, coping self-statements, and praying. 

The 10-item Pain Discomfort Scale (PDS; Appendix E) Qensen, Karoly, &. Harris, 

(1991) was used to measure affective responses to chronic pain. The PDS had a coefficient 

alpha reliability of .77. The authors established construct validity by examining the 

relationship of the PDS to two established affective measures, four empirically validated 

measures of pain intensity, including a 101-point Numerical Rating Scale (NRS), and a 

Visual Analogue Scale (VAS). Results of cortelational and factor analysis of the PDS with 

measures used to establish validity indicate that the PDS is associated with an emotional 

15 



dimension and is distinct from pain intensity. High scores on the PDS are positively 

associated with negative affect. 

Procedure 

Participants from Texas Tech University Health Sciences Center (TTUHSC) and 

UMC Southwest Cancer Center were asked to complete consent forms (Appendix B) that 

explained the basic purpose of the experiment. Due to different hospital review 

procedures, participants dravioi from Wilford Hall were not asked to complete a consent 

form, but the same information contained in the consent was described verbally. 

Participants were informed that individual data would be seen by only the experimenter 

and his committee. Due to the potentially sensitive nature of the Religious Coping 

Activities Scales, it was emphasized that the patients' spiritual beliefs and activities would 

not be known to their health practitioners. All participants were then administered a 

demographics form (Appendix C) and each of the measures. The average total time for 

completion of each packet was approximately 25 minutes. The order of administration of 

the PDS, RCAS and the CSQ-R measures was counterbalanced. 
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CHAPTER III 

RESULTS 

Statistical Analysis of Hvpothesis One 

SPSS 10.0 for Windows was used for all statistical analyses. To test the first 

hypothesis(cancer patients with chronic pain will more sttongly endorse religious coping 

activities than chronic pain patients without cancer), a between-subjects multivariate 

analysis of variance was performed on six dependent variables drawn from the RCAS: 

Spirituality, Good Deeds, Support, Pleading, Discontent, and Avoidance. Order of entry of 

independent variables for the MANOVAs was chronic pain without cancer and chronic 

pain with cancer. Using the Pillai's Trace multivariate test, the combined DVs MANOVA's 

was not significandy different across groups of non-cancer and cancer chronic pain 

patients. The MANOVA analyzing the RCAS variables did not yield significant results, 

F(6 ,69)=1.74,p=.126. 

When ANOVA's were assessed, group differences were found on 4 (Spirituality, 

Good Deeds, Support, and Avoidance) of the 6 dependent variables (Tables 1). Chronic 

pain patients with cancer more sttongly endorsed items of the Spirituality, Good Deeds, 

Support, and Avoidance scales. 

Although there were no significant differences between means. Pain Time and 

NRS were used as covariates because the differences between means suggested near 

significant differences, NRS (t = 1.679, p = .057) and Pain Time (t = 1.772, p = .081). 

17 



MANCOVA results for NRS and Pain Time covariates, respectively, are F(6/61) = 2.032, p 

= .075, and F(6/61) = 1.792, p = .116. ANCOVA results yielded die same significant 

variables as the ANOVA results. 

Table 1 

Analysis of Variance for RCAS Sea es 

RCAS Scale 

Sprituality 

Good Deed 

Support 

Pleading 

Discontent 

Avoidance 

F 

6.323 

5.905 

5.738 

.000 

.061 

7.592 

Sig. 

.014* 

.018* 

.019* 

.985 

.806 

.008** 

*E<.05. **E<.01 

Statistical Analvsis of Hvpothesis Two 

A between subjects MANOVA was performed on five dependent variables dravm 

from the CSQ-R to test the second hypothesis of no predicted differences between groups 

with respect to RCAS variables: Distraction, Catasttophizing, Ignoring Pain Sensations 

(Ignoring), Distancing from Pain (Distancing), and Coping Self-Statements. Order of entry 

of independent variables for both MANOVAs was chronic pain without cancer and 

chronic pain with cancer. Using the Pillai's Trace multivariate test, the CSQ-R MANOVA 

variables also did not yield significant results, F(5, 69) = .409. ANOVA's also failed to 

yield significant results, though there was a sttong, though not statistically significant ttend 
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for pain patients without cancer to more often endorse items of the Catasttophizing scale 

(Table 2). 

Table 2 
Analysis of Variance For CSQ-R Scales 

Dependent Variable 
Distracting 

Castasttophizing 

Ignoring 

Distancing 

Cognitive Coping 

F 
.012 

2.871 

.048 

.006 

1.149 

Sig. 
.912 

.095 

.828 

.936 

.288 

Separate MANCOVA's using NRS and Pain Time as co-variates were conducted, 

but there were still no significant differences between groups. MANCOVA results for NRS 

as CSQ-R co-variate F(5/62) = .256, p = .627. ANCOVA results with the same co-variate 

demonsttated significant differences on the Castasttophizing variable, F(2/68) = 4.149, p = 

.020 (Table 3). MANCOVA results for Pain Time as CSQ-R co-variate F9(5/62) = .928, p 

= .469. ANCOVA results with the same co-variate demonsttated significant differences on 

die Disttacting variable, F(2/68) = 3.871, p = .026 (Table 4). 
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Table 3 
ANCOVA Tests of Between-Subjects Effects for CSQ-R widi 
NRS Co-Variate 

Dependent 
Variable 

Distracting 

Catasttophizing 

Ignoring 
Distancing 

Cognitive 
Coping 

F 

.043 

4.149 

.024 

.391 

.566 

Sig.' 

.958 

.020* 

.977 

.678 

.570 

Observed 
Power 

.056 

.713 

.053 

.111 

.140 

*p < .05 

Table 4 
ANCOVA Tests of Between-Subjects Effects for CSQ-R with 
Pain Time Co-Variate 

Dependent 
Variable 

Disttacting 
Catasttophizing 

Ignoring 
Distancing 

Cognitive 
Coping 

F 

3.871 

1.674 
.234 

1.246 

.963 

Sig.' 

.026* 
.195 
.792 

.294 

.387 

Observed 
Power 

.681 

.341 

.085 

.262 

.210 

*p < .05 

Statistical Analysis of Hypothesis Three. Demographics, 
and Other Instruments 

The variables of NRS, Pain Time, Age, PDS, and Relationship were assessed for 

equality of variances. Of those variables, NRS did not have equal variance F(2, 67) = 

1.752, p = .001. In 2-tailed t-tests for equality of means, there were no significant 

differences between means t(2, 32.27) = 1.679, p = .057. Variances were assumed to be 

equal in all variables except NRS, which was evaluated with equal variances not assumed. 

NRS means were 6.67 and 7.56, respectively. The diird hypodiesis (no predicted 
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differences between groups with respect to pain intensity) was not supported with a two 

tailed t-test analysis. 

The average length of pain time for chronic pain patients with cancer and chronic 

pain patients without cancer was 49.7 and 93.4 months, respectively, a difference of over 3 

years and 7 months. Because of high variance of pain time (ranging from three months to 

over 20 years between participants in each group, pain time was not found to be 

significantly different. The average age of patients without cancer was 50, and 54 for those 

with cancer. The PDS means and Relationship means were very similar, and no significant 

differences were found in any of these variables. 

Although the male-female ratio for chronic pain patients with cancer was evenly 

split, non-cancer patients were 69% female. Chi-square tests were conducted for the 

variables of Gender, Religious Affiliation, and Marital status. There were no significant 

differences between groups as assessed with any Chi-square. For both groups, they were 

75% Protestant, 13% Catholic, and 12% other, which were primarily Mormon. The ratio 

was fairly similar for both groups. Marital status was also fairly similar for both groups. 

Overall, 74% were married, 6% single, 16% divorced, and 4% widowed. 
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CHAPTER IV 

DISCUSSION 

Several significant differences were found when comparisons were made regarding 

religious coping activities. Four variables dravm from the RCAS (Spirituality, Good Deeds, 

Support, and Avoidance) were more sttongly endorsed by cancer patients than by non-

cancer patients. This supports the intuitive notion that religious and existential issues will 

be greater for people with cancer. They seem to be more inclined to incorporate religious 

practices into their coping regimen. Interestingly, only one of the four religious activities 

(Avoidance) falls in the maladaptive coping category. It appears that even negative religious 

experiences tend to be more present in their coping sttategies than for non-cancer patients. 

Sttang's (1997) research supports the notion that religion may be an important factor in 

coping with cancer and chronic pain. Sttang found that the degree, duration, and intensity 

of chronic pain in cancer patients were associated with existential issues. Also, people 

experiencing chronic pain for less than a year experienced more acute existential concerns 

than did those with chronic pain over a year. 

Perhaps the intense existential nature of living with cancer has a polarizing effect 

on cancer patients. Because results from this study support the notion that some religious 

variables differ between the two groups, therapists and other medical professionals may 

wish to consider placing an emphasis on helping interested patients find ways to use 

religious coping to better manage their illness while helping them to avoid religious coping 
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sttategies that may not be useful. For example, those formerly active in religion now 

avoiding religious activities may be coping poorly with pain and cancer. They may have 

essentially abandoned an effective coping activity because of spiritual alienation, physical 

inability to attend services, social withdrawal, or other similar reasons. Religious 

withdrawal and avoidance could be another step in the downward spiral experienced by so 

many chronic pain patients. Of course, this lesson could apply to non-cancer chronic pain 

patients experiencing existential concerns as well. Here lie therapeutic and research 

windows that should not be ignored, especially with cancer patients. 

Finally, the predominant religious preference for both groups was almost 

exclusively Christian (99%) and was primarily Protestant (75%). There were not enough 

adherents of other faiths and denominations to perform meaningful statistical 

comparisons. Assessing religious differences in the context of coping with pain may prove 

to be a useful avenue for increasing the body of the pain coping literature. For instance, 

there may be something fundamental about practicing Buddhism or Islam that makes pain 

threshold levels different than those of Christians. 

No statistical main effect differences were found between chronic pain patients 

with cancer and those without cancer with respect to the CSQ-R and the RCAS, which 

supports the first hypothesis that the groups do not differ vnth respect to pain-related 

coping skills, but the second hypothesis that the groups would differ with respect to 

religiously based coping activities was not supported. There were no significant differences 

between the groups regarding pain intensity and affect measures, although there was a 
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non-significant ttend that patients with cancer tended to experience less pain than their 

non-cancer counterparts. 

Exploratory analyses were conducted to further investigate the first two hypotheses. 

Two significant differences were found between the two groups with respect to secular 

coping skills (Catasttophizing and Distracting), but only when pain intensity and pain time 

covariates were used. An implication that could possibly be drawn from this finding is 

that both chronic pain populations may be using secular coping skills at the same rate and 

intensity. The voluminous research results regarding secular coping with non-cancerous 

chronic pain may have application to those with cancer and chronic pain if supported by 

further research. While much more research is needed to fertet out smaller differences in 

coping, the general coping styles appear to apply to both chronic pain groups. 

Some evidence that catasttophizing differs between the groups vras provided when 

covariate factors were assessed. In separate analysis, gender, pain intensity, and pain time 

were used as covariates. In all three analyses, the non-cancer group more frequendy 

endorsed catasttophizing than the cancer group. Consistent with most other pain literature 

assessing this variable, catasttophizing appears to be a robust factor for patients managing 

their pain. Perhaps having to come to terms with the finality of life when living with 

cancer helps those patients overcome the tendency to catasttophize, while non-cancer 

chronic pain patients are left to wonder how much longer they must live with pain as an 

unwelcome daily presence. 
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Anecdotal evidence from this study suggests that many physicians may have 

recendy changed their practices in tteating cancer patients by adequately medicating 

patients with pain symptoms. Twycross, Harcourt, and Bergl (1996) found that the 

majority of cancer patients in their study had pain, and almost a third of the their sample 

continued to have unconttoUed pain at the end of the month in which they participated 

in the study. Breitbart, Rosenfield, and Passik (1998) noted the well-documented under-

tteatment of pain in cancer patients, although neither they nor Twycross, Harcourt, and 

Bergle (1996) distinguished chronic pain from acute pain in their reports of incidence of 

pain in cancer patients. They found that many oncology professionals displayed a startling 

lack of knowledge regarding the psychological impact and tteatment of pain in cancer 

patients, suggesting that both physical and psychological pain are being under tteated. Due 

to the difficulty in finding cancer patients with chronic pain for this study, it may be that 

physicians have taken heed of these and similar research results noting the under-

tteatment of pain in cancer patients. Though statistical tallies were not kept, it appeared 

that less than 1 out of 20 cancer patients at the clinics providing participants for this study 

had chronic pain. Continued research documenting the adequacy of medicinal pain 

management in cancer tteatment may yield different results than those recendy found in 

the relevant literature. 

In this study, data for the non-cancer chronic patients were collected in three 

months. It took one year and several locations to collect far fewer data points from the 

cancer population. Enough cancer patients with chronic pain could not be found. Many 
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cancer patients reported pain from die cancer or dieir medical procedures, but die pain 

vras most often acute. Furthermore, most of die cancer patients diat did have chronic pain 

had it due to reasons not related to cancer. Several hospices were approached regarding 

this research, and most of them could not produce patients that had chronic pain because 

the patients were so well medicated. 

A recent study (Caraceni, 1999) with a large, multicenter, international sample 

suggests that 92.5% of the cancer patients in the study had one or more types of pain with 

and average duration of 10.5 months of pain. The Caraceni study indicates that chronic 

pain should be prevalent in the cancer population. Perhaps physicians are more aggressive 

in addressing pain symptoms, or perhaps more cancer centers are using a multi-disciplinary 

approach for tteatment of pain, or the answer lies somewhere in between. Also, several of 

the hospices and all of the hospitals participating in the study had therapists available for 

cancer patients to discuss the psychological impact of their cancer. 

Demographic statistics were largely unremarkable. There was an equal male-female 

ratio for cancer patients with chronic pain, but non-cancer patients were predominandy 

female. The difference in gender was not significant. The sample was primarily married 

(74%) which may have skewed the data away from the influence of singles, a group who 

may have less social support and presumably more of a need to bolster other coping skills 

to manage their pain. 

There are several important limitations to this study. Foremost among these is the 

fact that data were primarily collected in Lubbock, Texas. Twelve of the 24 chronic pain 

26 



patients with cancer were dravm from Wilford Hall Medical Center, San Antonio, and 

one was collected at Brooke Army Medical Center, San Antonio. The split in data 

collection for one of the two samples may very well have conttibuted to sampling ertor. 

A second data collection problem is related to unequal sample size. There were 45 

participants in the chronic pain patient sample, almost twice that of the chronic pain 

patient with cancer sample (24). With a sample this small, adequate statistical power was 

problematic. The minimum recommended sample size for moderate predicted power was 

used (Stevens, 1996) in this study, and observed power (.342 for RCAS analysis and .616 

for CSQ-R analysis) was low to moderate for the MANOVA's. Even though SPSS 10.0 for 

Windows conttols for these factors, results may have been different if there were more 

participants in the latter sample. 

Third, terminal cancer patients were not separated from benign cancer patients or 

cancer patients with potential fatal cancer but who are now in remission. Temunal 

patients may experience their cancer psychologically and spiritually differendy than non

terminal patients because death confronts them more directly. 

Future research in this area would be fruitful. Several unanswered questions rose 

from this study alone. Because of the small sample size. Type II ertors could have been 

made. A larger sample size may have yielded more robust results. Because exploratory 

analysis in this research study suggests that cancer patients with chronic pain may use 

religious coping skills more frequendy to help manage dieir pain, researchers may wish to 

explore religious versus non-religious coping skills tteattnent group differences in a cancer 
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population. Due to the difficulty in finding enough cancer patients with chronic pain 

while collecting data for this study, chronic pain may now occur in a very small percentage 

of cancer patients. Simple survey data may be needed to update the incidence of chronic 

pain in the cancer population. 

Although this research did not find compelling evidence concerning coping 

differences between cancer versus non-cancer chronic pain patientSj there was a ttend in 

exploratory analysis that religious coping differences may exist between the two groups. 

Based upon exploratory analysis in this study, catasttophizing continues to be an important 

issue for chronic pain patients, but not so much for cancer patients. Future research may 

be able fiirther clarify these differences and better inform mental health professionals 

about the importance of including religious and spiritual concerns with these populations. 

It appears that the many lessons learned about coping with chronic pain can be applied to 

chronic pain patients with cancer, though with an added emphasis of religious coping. 
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APPENDIX A 

EXTENDED LITERATURE REVIEW 

The Nature of Chronic Pain 

The Gate Conttol theory (Melzack, 1982; Melzack & Wall, 1965) continues to 

dominate curtent theories about the nature and course of human pain. The Gate Conttol 

theory incorporates both psychological and physiological dimensions as important 

components of pain, and it allows for subjective, individual experience of pain. Melzack 

and Wall propose that pain information is ttansmitted through ascending neural pathways 

in the dorsal horn of the spinal cord. Certain neurons in the dorsal horn of the spinal 

cord are thought to act as a gating mechanism. Transmission of pain can be activated by 

unmyelinated fibers and ttansmission cells, while larger, myelinated fibers and substantia 

gelantinosa cells can inhibit pain. Inhibitory messages may be sent from the brain due to 

other cortical activity. For example, depression or anxiety can activate ttansmission cells 

(thereby opening the "gate") and increase the perception of pain. Conversely, relaxation 

may activate inhibitory cells (thereby closing the "gate") in the dorsal horn and decrease the 

perception of pain. The two types of messages compete at the dorsal horn for pain 

transmission. The amount of stimulation sent to each type of fiber and cell influences the 

perception of pain vis-a-vis the opening or closing of the gate. 

An important contribution in pain theory was made by Melzack and Wall (1965) 

when they included psychological components as mediators of pain. In a review of die 
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Gate Conttol Theory, Melzack (1982) noted that many psychological, cultural, and 

cognitive variables are associated with a mediating effect on the perception of pain. 

Melzack listed a few of these important pain mediating variables, such as deep-seated 

psychological problems, attention, anxiety, prior conditioning, motivation, and the 

"...Western all-or-nothing, pill-popping ethos, which promises instant, total pain relief - if 

not now, then tomortow" (p. 148). Numerous psychological variables such as coping skills, 

depression, anxiety, and the ascribed meaning of pain have been associated with all forms 

of pain, including acute, chronic, somatoform, and cancer pain (Eimer &. Freeman, 1998; 

Gatchel & Turk, 1996). 

A review of the literature indicates that chronic pain is one of the most studied 

forms of pain (Gatchel &. Turk, 1996). Chronic pain is differentiated from acute pain 

primarily by the duration of the pain, although researchers do not agree on the specific 

amount of time for pain to be considered chronic. Most of the studies cited in diis review 

indicate that pain is considered chronic three to six months subsequent to the onset of the 

pain. Because of the nature of some injuries and illnesses, acute pain can be expected to 

last many months. Therefore, it becom-es difficult to define w/hen a pain is chronic, acute, 

or some variation of the two. A stricdy temporal definition provides an inadequate 

distinction between the two types of pain (Gatchel, 1991). Gatchel indicates that chronic 

pain has multi-dimensional components, including a heavy emphasis on psychological 

factors not always shared by acute pain. 
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Gatchel (1991) defined chronic pain as a process of mental deconditioning 

stemming from prolonged acute pain. In his model, diree stages occur after the onset of 

the pain, culminating in the development of chronic pain. Stage 1 is characterized by 

initial psychological disttess featuring fear and anxiety about the pain. The development or 

exacerbation of psychological problems occur in Stage 2. Depression, anxiety, symptom 

magnification, anger, and substance abuse are typical of symptoms that occur during Stage 

2. Gatchel believes that the specific symptoms develop as a result of premorbid personality 

and psychological characteristics and environmental conditions. Gatchel notes that there is 

no known personality syndrome that makes individuals susceptible to chronic pain. If the 

pain persists, physical and mental deconditioning lead to Stage 3. 

In Stage 3, patients adopt a "sick role" and consolidate abnormal illness behavior 

(Gatchel, 1991). These patients now define themselves as sick and disabled by their 

condition. Personal relationships and vocational concerns become secondary to illness 

concerns. The patients lives become centered around doctors' offices, pharmacies, and 

other tteatment for their pain. Gatchel asserts that the mental and physical aspects of the 

pain act as dual feedback mechanisms, with each component continually exacerbating the 

other. For example, physical deconditioning can cause chronic pain patients to quit their 

jobs, subsequendy lowering their self-esteem. Conversely, decreased motivation to stay 

involved in work may lead to further physical deconditioning. 

Gatchel (1991) has clearly oudined the importance of psycho-social variables in the 

onset, duration, and exacerbation of chronic pain. Because psychological variables are such 
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an important component of chronic pain, the tteatment of psychological variables has 

become an integral element of the multidisciplinary tteatment of chronic pain (Seers, 

1997). Treatment of psychological symptoms and coping skills ttaining, in the context of 

chronic pain management, has been associated with positive tteatment outcome (Eimer & 

Freeman, 1998; Gatchel & Turk, 1996; Holmes &. Stevenson, 1990; Seers, 1997). 

Psychological factors such as coping skills need to be further studied and understood in 

relation to chronic pain. 

Coping with Chronic Pain 

While the relationship between coping and chronic pain continues to be 

extensively studied, there appears to be no precise definition of pain-related coping skills 

(Katz, Ritvo, Irvine, &. Jackson, 1998). In an attempt to help clarify the picture, Katz et al. 

argue that coping with chronic pain involves: 

...the thoughts and actions people engage in their efforts to manage pain on a daily 
basis. These diverse efforts [to cope] include interventions as global as cognitive-
behavior therapy and other self-management programs developed to help patients 
cope with a multitude of problems associated with pain to specific strategies 
designed to manage the sensory intensity of a discreet episode of pain (p. 253). 

Katz et al. (1996) provided a classification table (Appendix G) that divides the most 

frequendy used coping mechanisms into die following broad categories: cognitive-

attentional, cognitive-avoidant, behavioral-attentional, and behavioral-avoidant. 

Cognitive-attentional efforts involve thoughts diat are actively geared towards 

direcdy focusing on the source of die pain in a effort to manage it (Katz et a l , 1996). 
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Cognitive-avoidant sttategies involve avoidance of pain-related thoughts or a desire to use 

outside sources to manage pain. Behavioral-attentional coping sttategies are actions that 

address the pain in direct attempts to manage it. Exercise and operant conditioning are 

two examples of frequently used behavioral-attentional strategies. Finally, behavioral-

avoidant coping techniques are behaviors that are used in an attempt to manage the pain 

without focusing on pain sensations. These activities are often associated with withdrawal 

or disttactive activities. 

An avoidant coping strategy collectively "...includes both active and passive 

cognitive processes as well as behaviors designed to reduce ongoing pain and anticipated 

increases in pain" (Katz et al., 1996, p. 261). Active cognitive and behavioral avoidance is 

demonsttated by pain patients who consciously choose to avoid thinking about their pain. 

This choice is often followed by a behavior, such as watching television or reading, that 

facilitates avoidance. Passive avoidance is illusttated by patients who withdraw from their 

families due to fears that family activities will exacerbate their pain. Avoidance is often 

associated with fear of activities and subsequent withdraw^ in an effort to avoid or reduce 

pain. Athough avoidance may be effective for acute pain after initial trauma, it's potency 

diminishes over time (Holmes & Stevenson, 1990). Ironically, the avoidance behavior to 

reduce pain seems to have a pervasively negative impact on chronic pain patients, 

including increased pain. 

Katz et al. (1996) make further distinctions by incorporating the concept of 

adaptive versus maladaptive coping strategies. Each of the four coping categories are 
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further classified as either adaptive or maladaptive in managing chronic pain. In general, 

Katz et al. rate behavioral-attentional sttategies as the most adaptive (with the exceptions of 

attention seeking and increased pain behavior). Cognitive-avoidant strategies are 

considered as maladaptive coping sttategies. The two other categories vary in coping 

effectiveness by each individual sttategy, and in some cases, by how each sttategy is applied. 

Of the cognitive-attentional sttategies, imagery, sttess inoculation, self-statements, and 

reappraisal were mentioned as the most beneficial (Katz et al., 1996). 

Another coping skills classification system was proposed by Browm and Nicosia 

(1987). They conttast active coping with passive coping. Active copers make efforts to 

disttact themselves from the pain or to function in spite of the pain. Passive copers 

relinquish conttol of pain management to others (e.g., health care providers) or limit their 

activities to reduce the pain. A Katz et al. (1996) note, the active versus passive 

continuum may be conceptually flawed. Some behavior, such as taking pain medication, 

may be considered as passive, but if the intent underlying this strategy is an active attempt 

to manage the pain, then there is an inherent contradiction in the classification system. In 

short, the cognitions of active and passive copers are not taken into account, thereby 

making classification of some sttategies difficult. Katz et al. caution that, due to difficulties 

in operationalizing active and passive definitions, different researchers are employing 

identical terminology that is lacking in operational concordance. In general, it appears that 

researchers use active/attentional and passive/avoidant terms as synonyms or even as 

blended definitions. 
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Evers, Kraaimaat, Geenen, and Bijlsma (1997) for example, compared the efficacy 

of active versus passive pain-coping sttategies over the course of one year using a sample of 

91 rheumatoid arthritis patients. They defined active coping sttategies as "...cognitive and 

behavioral efforts to disttact oneself from the pain...and to function in spite of the pain" 

(p. 183). Passive pain-coping sttategies were defined as restticting one's functioning, 

avoiding environmental stimuli, and engaging in negative cognitions about the pain. Note 

how the Evers et al. definition blends previous active/passive and attentional/avoidant 

definitions. In the coping literature, these differences are often unclear. Because the exact 

meanings of these terms seem to frequently overlap, these terms will be used as synonyms 

hereafter. However, in some cases there may be times when these definitions are not 

synonymous. For example, researchers may be using the term attentional to describe 

blended processes like coping through active avoidance. When possible, these definitions 

will be more fully described to avoid confusion. 

Evers et al. (1997) concluded that rheumatoid arthritis patients who use passive 

pain-coping strategies more frequendy, in conjunction with having a snialler social 

network, were more at risk for loss of fiinctional status. Resting (a behavioral sttategy) and 

worrying (a cognitive strategy) in particular were associated with higher levels of functional 

disability. Their findings led the researchers to speculate that functional status is a result of 

chronic disease duration and that, as die disease progresses, avoidance behaviors increase 

and fiinctional behaviors decrease, hi contrast, active copers were more likely to be 

functional in a variety of areas (e.g., work, fanuly, social, etc). 
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A longitudinal study investigating the coping sttategies of 67 adult females with the 

chronic, inflammatory, autoimmune disorder, systemic lupus erythematosus, gives further 

support to the generalization that passive coping sttategies are not as effective as active 

strategies (McCracken, Semenchuk, &. Goetsch, 1995). The coping sttategies were assessed 

by using a revised version Ways of Coping Checklist (WCCL, Folkman &. Lazarus, 1980) 

described in Vitaliano, Russo, Cart, Maiuro, and Becker (1985). The revised WCCL 

consists of five scales: (1) Problem focused Coping (attentional and active); (2) Seeking 

Social support; (3) Wishful Thinking; (4) Avoidance; and (5) Self-blame. Results indicated 

that passive coping sttategies were associated with decreased psychological adjustment and 

poorer functional status. Problem focused, cognitive-attentional and behavioral coping 

sttategies were associated with significandy less depression. 

Cognitive-behavioral researchers have speculated that avoidance is a preferted way 

for chronic pain patients to reduce pain and suffering (Amundson, Norton, & Alerdings, 

1997). When avoidance behavior leads to anxiety reduction, the avoidance tendency is 

sttengthened. Increased avoidance behavior then leads to withdrawal behavior and 

reduced feelings of efficacy. As the cycle progresses, avoidance behaviors increasingly 

become significant in all facets of the pain sufferer's life, including work, recreation, and 

family. The cycle is complete when reduced efficacy leads to further pain-related fears, 

which lead to further avoidance behaviors. For example, fear of movement and injury in 

chronic low back pain patients has been found to lead to increases in pain, avoidance 

behavior, fear-avoidance beliefs, and disability (Crombez, Vervaet, Lysens, Baeyens, &. 
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Eelen, 1998; Vlaeyan, Kole-Snijders, Boeren, & van Eek, 1995; Waddell, Newton, 

Henderson, Somerville, & Main, 1993). While avoidance may be a preferted coping 

mechanism for chronic pain patients, it creates a negative psychological and physical cycle 

that actually increases pain and suffering. 

Crombez et al. (1998) compared avoiders and confronters (those with an 

attentional coping style) in a sample of 49 patients with nonspecific, chronic myofacial 

low-back pain. During experimental conditions designed for patients to engage in taxing 

exercises, avoiders were more fearful of movements in the spine that involved minimal 

back strain. Subsequendy, avoiders performed more poorly on tests of knee sttength. 

Crombez et al. also found that avoiders reported more pain frequency and longer duration 

than confronters, but pain intensity was equivalent in both groups. 

As noted previously, withdrawal is often classified as a maladaptive coping strategy 

(Evers et a l , 1997). Logically, chronic pain sufferers who do not withdraw and who seek 

social support should adapt better to chronic pain. In a study that examined this issue, 

subjects who sought social support experienced less pain, physical disability, psychological 

disttess, and depression than subjects who were prone to social withdrawal (McCracken et 

a l , 1995). 

Pain-specific fear and avoidance may be distinct from similar emotions and 

cognitions such as anxiety, agoraphobia, blood/injury phobia, and social fears (Amundson 

et al., 1997). Two hundred chronic back pain patients were rated by Amundson's 

research group as either adaptive copers, dysfunctional disttessed, or interpersonally 
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disttessed. Of the fears listed above, only pain-related fear and avoidance behavior was 

significandy higher in the two disttessed groups. These findings support the hypothesis 

that globally dysfunctional pain patients are characterized by increased avoidance behaviors 

and cognitions while lacking effective attentional coping sttategies. 

Additional research has supported the findings that avoidance is associated with 

maladjustment to chronic pain (Crook, Tunks, Kalaher, &. Roberts; 1988). Crook et al. 

analyzed the coping responses of 105 persistent pain sufferers drawn from a specialty pain 

clinic and a family practice clinic. Using factor analysis, they found that withdrawal, 

decreased use of social support and environmental resources, and avoidance were major 

themes related to maladjustment to chronic pain. Crook et al. also found catasttophizing 

to be a major component of possible maladaptive coping with chronic pain. 

Wishing, hoping, and praying are three avoidant coping sttategies that have been 

associated with chronic pain. These coping sttategies involve focusing on perceived 

external sources. McCracken et al. (1995) found that wishful thinking is associated with 

greater pain levels and negative health-related consequences such as physical disability, 

social disability, and depression. Using a sample of 62 chronic back pain patients, Keefe, 

Crisson, Urban, and Williams (1990) found that responses to the Diverting Attention and 

Praying/Hoping subscales of the Coping Skills Questionnaire (CSC^ (combined as one 

factor) explained a moderate, but significant proportion of variance in pain rating. Patients 

scoring high on these variables tended to report higher ratings of pain than patients 

scoring low on this variable. Praying has been associated with increased chronic pain 
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difficulties in several other studies as well (Riley & Robinson, 1997; Rosenstiel &. Keefe, 

1983). 

Catasttophizing appears to be one of the most studied coping mechanisms. A a 

coping sttategy, catasttophizing is related to cognitions wherein chronic pain sufferers 

expect or imagine negative consequences of their pain. This reflects a focus on the pain 

and a magnification of pain and pain-related consequences. Rosenstiel and Keefe (1983) 

used catasttophizing as a variable in the development of their Coping Skills Questionnaire 

(CSQ) for chronic pain patients. They found that catasttophizing was highly related to 

helplessness in a sample of 61 chronic low back pain participants. Individuals high on the 

helplessness factor tended to report a poor ability to manage the pain. They also tended to 

endorse items indicating poor coping effectiveness and inactivity. This factor was 

negatively cortelated with cognitive coping and suppression (conscious cognitive efforts to 

overcome pain). These active, cognitive coping strategies are associated with less pain and 

negative psycho-social sequelae, while catasttophizing is associated with poor coping 

effectiveness ratings (Crook et al., 1988; Moghaddam & A i , 1996) and higher pain ratings 

(Moghaddam & A i , 1996). 

Subsequent researchers have questioned the factorial validity of the CSQ (Lawson, 

Rossier, Keefe, &. Turner, 1990; Main & Waddell, 1991; Riley &. Robinson, 1997). In die 

original CSQ study, Rosenstiel and Keefe (1983) found that catasttophizing was a part of 

the helplessness factor. However, these subsequent studies have indicated that 

catasttophizing is a major factor independent of helplessness. Riley and Robinson 
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performed a factor analysis of the CSQ based on the responses of 472 chronic pain 

patients. Their results indicated that catasttophizing was separate from the other factors of 

the coping dimension. Furthermore, Riley and Robinson (1997) found that the 

catasttophizing fartor was the most robust of the CSQ factors. The findings of Riley and 

Robinson are consistent with previous efforts by Robinson et al. (1997). Jensen, Turner, 

and Romano (1992) do not consider catasttophizing a coping skill. They argue that 

catasttophizing is a cognitive appraisal associated with poor coping. Others may argue that 

these patients are mentally preparing for the worst, which suggests a more active coping 

process than cognitive appraisal. 

Catasttophizing seems to be associated with a deleterious effect beyond increased 

perception of pain and poor coping. In a study investigating the coping sttategies of 

fibromyalgia patients, 80 participants were administered the CSQ (Martin et al., 1996). 

Patients with high Catasttophizing scores more often experienced their pain as intense and 

unconttollable. They also tended to have high scores on a total disability scale, which 

reflects difficulty in managing daily activities such as working, eating, and relaxation. 

Martin et al. found that catasttophizing is an independent factor and not just a symptom 

of other psychological variables such as depression. The research to date, especially that of 

the past three to four years, suggests that catasttophizing is an independent factor 

associated with high pain ratings and poor coping and adjusttnent to pain (Riley &. 

Robinson, 1997). Conversely, Keefe et al. (1990) found diat catasttophizing loaded heavUy 

on die coping sttategy of helplessness. Adiough it has not been direcdy conceptiialized as 
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such in die pain literature, it appears diat cognitions featuring catasttophizing may be the 

opposite of thoughts focusing on more positive coping self-statements. Therefore, it may be 

usefiil to continue to consttue catasttophizing as a maladaptive coping variable. 

Several other variables that fall under the rubric of coping sttategies have been 

associated with maladaptive responses to pain. Chronic pain patients reporting a sense of 

helplessness are often faced with increased psychological disttess and depression (Keefe et 

al., 1990b; Rosenstiel & Keefe, 1983), self-blame (McCracken et al., 1995), complaining 

(Moghaddam & A i , 1996), having a poor sense of self-efficacy (Jensen et al., 1991; Keefe 

et al., 1997; Moghaddam & A i , 1996; Phillips, 1987) and feeling a lack of conttol (Crook 

et al., 1988). While much research has been devoted to identifying maladaptive coping 

sttategies, researchers have also been pinpointing adaptive sttategies. 

The use of attentional coping sttategies appears to be most effective in helping to 

manage chronic pain (Katz et al., 1996). For instance, a sttong sense of self-efficacy (beliefs 

about one's ability to accomplish tasks or perform behaviors ) has been found to be highly 

cortelated with effective coping efforts (Jensen et al., 1991). Jensen et al. (1991) also found 

that activity (as opposed to withdrawal) vras associated with better physical and psycho

social fijnctioning, and resting may be a contributor to passive coping styles which are 

knowm to be related to dysfunction. 

Perhaps the opposite of catasttophizing is making positive self-statements and 

reinterpreting pain sensations. When reinterpreting pain sensations, the pain is labled 

with less negative, more neutral terms. With a sample of 195 patients admitted into a 
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multi-disciplinary rehabilitative pain clinic, investigators found that positive coping self-

statements and reinterpreting pain sensations were predictive of greater perceived conttol 

of pain (Haythomthwaite, Menefee, Heinberg, & Clark, 1998). Perceived conttol over 

pain, life problems, and ability to deal with sttess were also variables that significantly 

influenced pain levels. Elevated levels of conttol were cortelated with reduced pain severity 

and pain-related disability. Furthermore, flexibility, as opposed to using one coping sttategy 

exclusively, was predictive of perceptions of conttol over pain. Reinterpreting pain 

sensations and making coping self-statements have been consistently related to increased 

functioning and decreased levels of pain in chronic pain patients (Eccleston, 1997; 

Rosenstiel & Keefe, 1983). 

McCracken, Goetsch, and Semenchuk (1998) developed tasks that were designed 

to increase pain in a sample of 30 chronic low back pain patients in order to evaluate their 

coping responses to pain. These tasks involved the use of exercises that incorporated lower 

back movements. The use of coping self-statements by participants was associated with 

lowered physiological responses and greater range of motion. Conversely, praying, hoping, 

and catasttophizing were associated with greater anxiety and physiological response, 

increased perception of pain, fewer repetition of die tasks, and decreased range of motion. 

These findings provide support for die notion diat coping skills play a role in the 

cognitive, emotional, and behavioral responses to chronic pain, even during episodes of 

discrete, experimentally induced pain. Once again, die active, attentional coping sttrategies 

were superior to the passive, avoidant sttategies. 
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In fact, nearly all of the studies cited dius far found that attentional coping 

Sttategies were superior to avoidant sttategies when used by chronic pain patients. One of 

die greatest indicators of die use of passive coping sttategies may be extemal locus of 

conttol. Pain patients who have an extemal locus of conttol tend to put their recovery in 

die hands of odiers such as doctors, God, or families (Walker, 1997, p. 244). They also 

tend to rely on extemal events like chance, fate, or luck. Odier variables such as decreased 

self-efficacy may also be related to extemal locus of conttol. Two correlational studies, 

(Crisson & Keefe [1988] and Harkapaa, Jarvikoski, Mellin, Hurri, &. Luomi [1991]), 

demonsttated that extemal locus of conttol is associated with increased pain levels and 

depression. Harkapaa et al. (1991) also found that those patients who felt they had conttol 

over their pain were more compliant with exercise regimens. Athough an extemal locus of 

conttol seems to be related to many of the maladaptive, passive pain coping sttategies, 

locus of conttol has seldom been studied in chronic pain patients. Another poorly 

understood and seldom studied coping skill is the use of religion. 

Religious Variables Associated with Chronic Pain and Cancer 

Many of the studies cited above have used the CSQ to assess the impact of prayer 

on coping with pain, but a closer examination of these findings suggests a problem in the 

conceptualization and utilization of religious coping. The three-item CSQ prayer scale 

characterizes prayer as a way of pleading with God to end the pain. The CSQ does not 

recognize other forms of religious coping, some of which may have a palliative effect on 

50 



pain. 

Pargament et al. (1988) investigated three styles of religious problem-solving 

(Collaborative, Deferring, and Self-Directing) based on participants' self-described 

relatioriships with God from a Judeo-Christian perspective. The Collaborative style is based 

on the belief that people can have a personal, working relationship with God. People using 

this style tend to have an active, committed, and internalized sense of religion. Deferting is 

the second style proposed by Pargament et al. (1988). This style is similar to the praying 

sttategy subscale of the CSQ. It is an externally-oriented religious style whose adherents 

wait for solutions from God. The third style, Self-Directing, emphasizes a free will 

orientation. This style is an active coping style, which sttesses personal agency with lower 

levels of ttaditional religious involvement. 

Pargament et al. (1988) developed the Religious Problem Solving Scales in this 

study to assess the three problem-solving styles. The 197 participants in the study were 

drawn from two Midwest churches. Competence in m.anaging problems was assessed by 

measuring participant' s attitudes toward self and others (via instruments derived from 

several pre-existing measures) and by Tyler's (1978) Behavioral Attributes of Psychosocial 

Competence (BAPC) scale. The BAPC assesses active, planful, problem solving abilities. 

Results suggested that the three styles were associated with participant competence levels. 

The collaborative style was positively associated with a better sense of competence. 

Pargament et al. found that the Deferring style was associated with lower levels of 

competence. The Self-Directing style was found to be an effective coping sttategy associated 
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with greater competence. 

The Pargament et al. (1988) findings replicate other coping research in that active 

sttategies tend to be superior to passive sttategies. Because of the similarity between 

Pargament's Deferting scale and Rosenstiel and Keefe's (1983) CSQ Prayer subscale, the 

CSQ prayer subscale may be tapping into a religious, passive coping style more so than 

more effective religious coping. Pargament et al. (1990) believed that religion can 

conttibute positively to the coping process and that religious beliefs can be developed or 

sttengthened through the coping process. They postulate that, for many people, religion is 

a part of their general orienting system. Pargament et al. (1992) stated, "In the coping 

process, both the religious and nonreligious elements of this orienting system are 

translated into concrete, situationally based appraisals, activities, and goals. The person 

with a sttong religious faith who suffers a disabling injury must find a way to move from 

the generalities of his/her faith to the specifics of dealing with his/her condition" (p. 505). 

Pargament et al. (1990) also found that specific religious coping strategies were 

related to outcome when participants were faced with negative life events. Mainstteam 

church members in the sample reported positive outcomes to negative life events when 

they used one of the following coping strategies: having positive religious appraisal of the 

event, seeking spiritual and personal support, experiencing God as a collaborative, 

supportive partner, and involvement in religious rituals and spiritual good deeds. 

Furthermore, religious coping was associated with better outcomes than non-religious 

coping. This last finding appears to contradict the Rosenstiel and Keefe (1983) findings 
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diat prayer as a coping sttategy is associated widi negative outcome for pain patients. 

In a rare study investigating die role of religious coping with chronic pain. Bush et al. 

(1999) concluded that prayer is a multidimensional constmct. The investigators administered 

several protocols to assess pain appraisals (the extent to which patients believed that their lives 

would be impacted by pain), portions of the CSQ (to assess active coping), general mood, 

religious appraisal and coping, pain outcome, and religious outcome; Religious appraisal refers 

to participant beliefs concerning God's role in their pain. Religious coping involves the use of 

religious sttategies such as prayer to cope with pain. Pain outcome was measured by the Pain 

Specific Outcome Scale (Bush &. Pargament, 1997) in which participants are asked to consider 

how chronic pain has affected various aspects of their lives. Religious outcome was examined 

by scale items reflecting the effect of chronic pain on patients' religious and spiritual lives. 

Results of the Bush et al. (1999) demonsttated a positive cortelation with Religious 

Coping to positive affect and religious outcomes. Negative and neuttal religious coping 

variables (Punishing God and Absent God, respectively) were not significandy associated 

with any outcome variable. Pain specific appraisals were negatively cortelated with pain 

specific outcomes and with religious outcomes and positively cortelated with negative 

affect. These findings suggest that religious coping is multidimensional, including both 

positive and negative religious coping sttategies. The authors note that previous 

researchers, particularly those using the CSQ, have conceptualized religious coping as 

unidimensional, negative coping sttategy. 
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Bush et al. (1999) made several other interesting observations. In their study, 

positive religious coping was not inversely cortelated with negative affect. They postulate 

that this may be due to the notion that positive coping sttategies may function to maintain 

or restore positive mood rather that decreasing pain or negative affect associated with pain. 

Based on the results of this study, the authors state that practitioners should consider 

prayer as a form of relaxation ttaining for appropriate pain patients. They also indicate 

that a better understanding of the relationship between religion and coping may lead to 

the development of psychospiritual interventions for chronic pain patient. 

Based on the work of Pargament and colleagues, a shorter version of the Religious 

Coping Activities Scales (RCAS) measure has been developed (Pargament, 1999). Tlie 

responses of 586 church members from 10 Midwestern congregations were factor analyzed, 

yielding a five factor solution. Factor one represents Spiritually Based Coping. It involves a 

"...religiously based positive oudook on problems, emotional reassurance, and guidance in 

problem solving...." (p.l). God is included in the coping process. The second factor. Good 

Deeds, involves living a religious life or helping others. Discontent, the third factor, is 

characterized by anger or distance from religion. Seeking support from the church defines 

the fourth factor, Religious Support. The last of the five factors. Pleading, involves praying 

for miracles and bargaining with God. Pargament added a sbcth scale to tap into the 

constmct of religious avoidance. The Religious Avoidance scale was designed to assess 

coping activities that focus thoughts and actions away from sttess inducing events. 
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In a sttidy that helps validate several of Pargament's RCAS (1999) constt^cts, 

Taylor, Oudaw, Bemardo, and Roy (1999) investigated how participants use prayer to cope 

widi cancer. They note diat dieir qualitative data shows diat die frequency of prayer 

increases widi increased illness in diose diat believe in prayer. Taylor et al. (1999) 

Identified several prayer based diemes, including 'unanswered' prayer, hesitancies about 

petitionary prayers, bargaining, conflict about conttol (maintaining conttol or 

relinquishing conttol to God), doubts about die efficacy of prayer, doubts about personal 

spirituality and worth, and concem about praying the 'right' way. A with the Moade et al. 

(1999) study, spiritual/existential needs were identified as coping factors in response to 

developing cancer. In concord with Pargament's work, Taylor et al. believe that some forms 

of prayer like bargaining or asking "where is God" may negatively influence coping. Based 

on the variety of religious coping scales and on research conducted with the RCAS 

(Pargament et al., 1990), the RCAS holds promise in helping researchers clarify which of 

the various religious coping activities are effective in responding to negative events such as 

chronic pain and cancer. 

Moadel et al. (1999) found that Hispanic and African-Americans expressed a 

greater need than Whites to address spiritual and existential issues while adjusting to 

cancer. More recendy diagnosed patients and patients lacking a significant partner also 

reported an increased need to address spiritual issues. The authors list the following 

variables as unrelated to level of needs endorsement tteatment status, cancer site, 

education, gender, age and religion. Importandy, the study indicates that as many as one-
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diird of cancer patients have unmet spirimal needs. Additionally, one-diird of die patients 

reported five or more spirimal/existential needs. The smdy did not investigate die degree 

to which diese needs are being met or to what degree meeting diese needs impacts patient 

fimctioning, pain tolerance, or odier psychosocial variables in response to having cancer, ft 

is clear diat research applying spirimal coping skills to die tteattnent of patients widi 

cancer, particularly cancer widi chronic pain, is needed to help meet die needs of die 

population. 

Coping Skills Training Applied to Chronic Pain Patients 

Religious coping is not the only form of coping that has been inadequately 

examined in an applied context. Though many smdies have identified the coping skills of 

chronic pain patients, few have attempted to test the clinical applications of these skills. 

However, the long-term positive effects of coping skills ttaining have been established (Fry 

&. Wong, 1991). Fry and Wong categorized 69 elderly pain patients into one of three 

categories: (a) problem-focused coping strategies; (b) emotion-focused coping sttategies; and 

(c) mixed-focused coping sttategies. Participants were then taught coping skills to augment 

their preexisting coping styles (e.g., problem-focused copers learned problem focused 

coping techniques, etc.). Participants in all three categories benefited from the ttaining 

through increased satisfaction and adjustment, as well as reduced pain and anxiety. 

Adaptive coping strategies have been successfiilly taught and practiced in a number 

of tteatment outcome smdies with patients experiencing different types of chronic pain 
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and from samples reporting different demographics (Harkapaa et al., 1991; Keefe &. 

Williams, 1990; Melding, 1997). Keefe and Williams (1990) administered die CSQ to 

participants of different ages and found that geriattic patients with non-malignant pain use 

the same coping skills as younger chronic pain patients. Keefe et al. (1990a) followed this 

smdy with an evaluation of coping skills ttaining as clinical intervention for elderly 

patients with osteoarthritic knee pain. A total of 99 participants with a mean age of 64 

were placed in one of three tteatment groups: (1) coping skills ttaining group; (2) arthritis 

education conttol group; and (3) standard medical tteatment group. The coping skills and 

arthritis education groups received 10 weekly ttaining sessions. Following ttaining, the 

coping skills group reported significantly reduced pain and psychological disttess compared 

to the other two groups. 

Seers (1993; cited in Seers, 1997) conducted a smdy that assessed the effectiveness 

of relaxation ttaining (in the Katz et al. [1996] context, an attentional behavioral skill) 

using a sample of 75 chronic pain patients. Patients were placed in a conttol group 

receiving no psychological tteatment or in a group that was taught relaxation ttaining over 

a period of four weeks. The type of pain experienced by the sample varied, but over 50% 

of the participants had lower back pain. When compared to the conttol group, who 

reported no improvement, the group that learned relaxation techniques experienced a 

modest but significant (25%) reduction in pain, catasttophizing, and disability. They also 

reported a 24% decrease in anxiety and an improvement in sleep. Improvements were 

maintained at a four month follow-up interview. Furthermore, self-efficacy was improved at 
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die four mondi follow-up. In a review of odier tteattnent outcome smdies, coping skills 

training was judged as efficacious (Compas et al., 1998). 

Most related smdies have demonsttated the efficacy of coping skills ttaining in 

reducing pain and psychological disttess in chronic pain patients (Compas et al., 1998). 

Athough more research needs to be completed, especially with different forms of pain and 

coping Sttategies, research establishing the effectiveness of coping skills ttaining for chronic 

pain sufferers has a healthy start. 

Coping skills research has focused primarily on chronic, non-terminal pain 

patients. Smdies of coping skills in cancer patients with pain have been sparse (Turk et al., 

1998). As a consequence, coping with cancer pain is poorly understood. Turk et al. assert 

that "...cancer pain is believed to fundamentally differ from pain reported by non-cancer 

pain patients" (p. 247). This is largely because cancer pain can be related to a demonstrable 

organic pathology. Common chronic pain problems such as migraines and lower back pain 

often involve poorly understood pathological mechanisms, leading to the assumption that 

psychological processes play a significant role in the perception of the pain (Turk et al., 

1998). Because the physiological basis of cancer pain is better understood, the 

psychological aspect of patients with cancer pain is often overlooked. Despite the common 

acceptance the Melzack and Wall (1965) Gate Conttol Theory and the established 

importance of psychological factors in chronic pain, coping skills seem to be undemtilized 

in the smdy and tteatment of cancer pain. 
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Perhaps due to perception diat psychological factors are more important in 

concepmalizing chronic pain than cancer pain, the coping skills of chronic pain patients 

have seldom been compared to die coping skills of cancer patients experiencing pain (Turk 

et al., 1998). Researchers may be missing opportunities to gain insight into the 

management of chronic pain by failing to apply lessons leamed about the effectiveness of 

psychological tteatments of chronic pain patients to cancer pain patients. Clarifying coping 

skills differences between the two groups could be useful in increasing knowledge of 

cancer patients coping skills as well as informing tteatment of cancer pain. If the coping 

skills are similar, then the research already conducted on chronic pain patients could be a 

valid starting point for smdies of coping skills ttaining geared towards cancer pain patients. 

A chronic pain tteatments are sttengthened by the inclusion of coping skills in the health 

care armament, these skills may be taught to cancer patients and others suffering from 

symptoms similar to chronic pain. 

Cancer. Pain and Coping 

For those diagnosed with cancer, pain is an all too common symptom. Significant 

pain is reported in one-third of cancer patients in active therapy and two-thirds of patients 

with advanced disease (Bonica, Ventafridda, &. Twycross, 1990). Failure to conttol cancer 

pain has been described as due to "... a lack of knowledge of the mechanisms involved, a 

lack of teaching and insufficient application of curtent knowledge" (Richardson, 1997, p. 

213). Athough there are well-established tteatments for managing pain, including die use 
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of cognitive and behavioral sttategies, tteattnent has inadequately managed pain for many 

cancer patients (Richardson, 1997). Over half of die cancer patients in clinical settings 

report inadequate pain relief (Bonica, Ventafridda, & Twycross, 1990; Cleeland, 1991). 

Cancer is not die only cause of pain in cancer patients, but the disease is the primary 

cause. Only 15%-25% cancer pain may be due to side-effects of chemotherapy, surgery, 

and radiation therapy (Richardson, 1997). 

Twycross, Harcourt, and Bergl (1996) surveyed 111 inpatients and outpatients with 

cancer over a four-week tteatment period. The type of tteatment was not specified. Up to 

86% of the respondents reported more than one pain area, and 40% had four or more 

pains sites. The causes of pain were cancer (46%), general debility (29%), tteatment (5%), 

concurrent disorder (8%), and no stated cause (12%). By the fourth week of tteatment, 

23% of the participants were pain free and another 27% achieved acceptable pain relief. 

Consistent with Barkwell's (1991) findings, at least 20%-29% of the patients (several 

dropped out) still experienced severe, unacceptable pain at the end of the month. The 

smdies cited above reporting the incidence of pain in cancer patients do not specify 

chronic pain versus acute pain ratios. Clearly, pain is prevalent among cancer patients, and 

the cancer is not the only source of the pain. It appears that the other forms of pain need 

to be evaluated and tteated in this population as a part of their pain-management program. 

Cleeland and Syrjala (1992) asserted that conttolling cancer pain should have the 

highest priority in the routine care of cancer patients. They indicate that pain can be the 

cause of dysfunctional mood states and an impaired quality of life. It can also have a 
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deleterious effect on factors that impact prognosis, such as appetite and activity. Pain 

severity can influence die course of tteatment to the point where some patients and 

families abandon medical tteatment or decide that euthanasia is a better altemative than 

continued pain (Cleeland &L Syrjala, 1992). Helig (1988) reported diat fear of 

overwhelming pain was a major reason for patient requests for assisted death. 

Chronic, intense pain is also a factor in suicidal ideation and suicide attempts in 

cancer patients. Levin, Cleeland, and Dar (1985) reported that 69% of a cancer patient 

sample indicated that they would consider suicide if their pain became unbearable. For 

those cancer patients that do commit suicide, the majority have poorly conttoUed pain 

(Bolund, 1985). Because of the high levels and frequencies of pain reported by cancer 

patients, as well as increased risk of premamre death due to pain-related suicide or 

euthanasia, it appears that fiirther research is needed to assess the course of chronic pain 

in cancer patients. 

Bonica (1984) distinguished between acute and chronic cancer pain conditions. He 

asserts that there are many types of cancers. Some cancers at different locations and stages 

are more predictive of chronic pain, and other forms of cancer are associated with acute 

pain. Metastatic cancer and some forms of cancers with mmors that protmde into sensitive 

areas of the body are typically the most painful and chronic (Bonica, 1984). Portenoy 

(1987) described three different classes of pain syndromes with different locations, 

qualities, and causes. The first class, the somatic syndrome, is characterized by skin and 

connective tissue damage and is constant, aching, and well-localized. The visceral syndrome 
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is located in viscera and is also constant and aching, but it is poorly localized. The diird 

syndrome, deafferentation, is located in die peripheral and centtal nervous systems and is 

characterized by shooting, stabbing pain overlying aching and burning sensations. Many 

cancer patients may have one or more of diese syndromes. Richardson (1997) listed 

additional factors diat may be related to pain: "...insomnia, fatigue, boredom, sadness, 

anger, anxiety, financial concems, social isolation, fear of death, or worsening pain. Pain 

tolerance is enhanced by adequate rest and sleep, diversion, mood elevation, receiving 

empathy, antidepressants, anti-anxiety agents and analgesics" (p. 201). However, the 

conttibution of non-medical factors stiU needs to be fully evaluated (Syrjala & Chapko, 

1995). 

Based on an empirical analysis of physical and psychological factors, including 

coping skiUs, Barkwell (1991) concluded that cancer pain was a multidimensional 

phenomena. She found that cancer patients who employed a variety of coping skills were 

more successfiil in minimizing pain. The level of depression (40%) in her smdy's sample of 

cancer patients was high. Barkwell also found that the use of coping strategies was sttongly 

and negatively cortelated with the level of depression. Having an internal locus of conttol 

and using specific coping strategies were also negatively cortelated with pain ratings. 

Interestingly, catasttophizing and reinterpreting pain sensations were the least used coping 

sttategies, and increased pain behaviors (such as seeking medical attention) and 

praying/hoping were the most used sttategies. Unfortunately, the author did not report 

the cortelation between specific coping strategies and pain management She reported that 
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die cognitive coping sttategies were cortelated widi decreased pain, but she concepmalized 

die Sttategies as a unitary factor radier than as several, distinct factors, k is notewordiy that 

medication level was not a confounding variable. 

Cognitive appraisal of the namre of cancer seemed to have the most influence over 

the choice and effectiveness of coping sttategies (Barkwell, 1991). Those patients who 

appraised their cancer as a "challenge" demonsttated lower pain scores, better coping skills, 

and decreased depression compared to those patients who saw the disease as the "enemy" 

or as "punishment." The "chaUenge" group took a cognitively and behaviorally problem 

focused stance. Those in the "enemy" group were characterized by feelings of helplessness, 

and the "punished" group often felt that God was justly punishing them or that they 

deserved the disease for the way they had led their lives. A Barkwell notes, cognitive 

appraisal guides the choice of coping strategies. Those who chose to view their cancer as a 

challenge took conttol of the threatening simation in an effort to gain mastery over it. This 

is consistent with the Lazarus and Folkman (1984) model of coping. These results are also 

fairly consistent with those smdies using the CSQ with chronic pain patients, which 

suggest that individual meaning attributed to pain influences the degree of pain 

(Rosenstiel & Keefe, 1983). Though both effective and ineffective coping skills seem to be 

similar in cancer and chronic pain populations, BarkweU's smdy indicates that there may 

be some differences. 

Some potentially useful information from the Barkwell (1991) smdy vras not 

provided. Most researchers that have used the CSQ have routinely provided cortelational 
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infomiation on die relationship of each subscale widi pain intensity, ft would have been 

more infonnative if Barkwell had cortelated die catasttophizing and die praying/hoping 

subscales widi levels of pain intensity. A it stands, the results of her smdy suggest that 

attentional coping may be better than passive sttategies when used by cancer patients to 

conttol pain, but the relationship between catasttophizing and praying/hoping with pain 

intensity remains unknown. 

Syrjala and Chapko (1995) investigated the conttibution of coping skills and other 

psychological and social variables to the perception of pain in 358 bone martow ttansplant 

patients. Syrjala and Chapko were able to assess coping skills and other psychosocial 

variables before the onset of the pain since the pain did not begin until after the bone 

martow surgeries. The sttongest psychological predictor of elevated pain was pain specific 

disttess (vs. generalized disttess) prior to a bone martow ttansplant. The authors suggest 

that patients with specific fears should be tteated for disttess during recovery rather than 

waiting for disttess resolution through other types of symptom management. 

In regard to coping styles, Syrjala and Chapko (1995) found that self-efficacy 

inversely related to pain levels, but the effect was sttonger for men than for women. For 

women in the sample, pain was predicted by the Seeking Support and Avoidance scales. 

Contrary to the evidence from chronic pain patients. Wishful Thinking was related to 

decreased pain ratings. The authors speculate that this may be due to the temporary namre 

of the pain. It may have been better for the patients to engage in escapists thinking similar 

to visual imagery while they were passing the time. This is one of the few smdies that have 
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found significant differences in pain reports associated with the different coping styles of 

women and men. A with findings regarding Wishful Thinking, gender-based differences 

may be due to the acute duration (three weeks) of the pain experienced by this sample, and 

they may not be generalizable to patients with chronic pain. 

Syrjala, Donaldson, Davis, Kippes, and Cart (1995) placed cancer patients 

receiving bone martow transplants into one of four groups: "(1) tteatment as usual conttol, 

(2) therapist support, (3) relaxation and imagery ttaining, and (4) ttaining in a package of 

cognitive-behavioral coping skills which included relaxation and imagery" (p. 189). 

Participants were given two ttaining sessions prior to tteatment Post tteatment, they were 

given two sessions per week for an additional five weeks. Tests revealed that both 

relaxation and imagery ttaining and cognitive-behavioral ttaining reduced pain, but the 

cognitive-behavioral group did not report less pain than the group taught relaxation and 

imagery alone. The therapist support group reported less pain than the conttol.group but 

more pain than the other two groups. The support group received educational 

information, acknowledgment of their accomplishments, and their recovery experiences 

were framed in a normalizing context. It is important to note that opioid intake did not 

explain increases or decreases in pain relief in this smdy or in the BarkweU (1991) smdy. 

Because opioid intake did not account for any variance in pain intensity, while coping 

sttategies did account for pain variance, the use of coping strategies in understanding and 

concepmalizing pain is underscored. 
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The results of die Syrjala et al. (1995) smdy indicate diat coping skills ttaining is 

effective in reducing pain, but interventions beyond relaxation and imagery may be 

superfluous. Unfortunately, die coping skills plus relaxation and imagery group were 

restticted to a rigorous and inflexible tteattnent regime (for experimental cortttol). Though 

appropriate for reducing variability, such conttol may not have allowed important 

tteattnent variables such as rapport, matching die tteattnent approach widi specific coping 

needs, and assessing patient receptiveness and readiness to leam each new coping skill to 

operate effectively. Smdies employing such sttict, manualized tteatment regimes tend to 

have poor generalizability, and dierefore, diese findings may not be generalizable to cancer 

patients with pain of a more chronic namre. Treatment variation by practitioners in other 

environments may also affect tteatment outcome. Syrjala et al. (1995) also did not include 

a measure of coping to assess the impact of tteatment on the participants' coping skills. 

Therefore, it is unknown if their coping skiUs were increased as a result of the 

interventions. Finally, this sample was experiencing a form of acute pain that does not 

often last more than one month, so results may not be generalizable to cancer patients 

with chronic pain. 

Fertell, Fertell, Ahn, and Tran (1994), in a more generalizable tteatment outcome 

smdy, provided tapes and other information to 66 elderly cancer patients and allowed 

them to choose which interventions they preferted and to leam the skills at their owm 

pace. Long-term outcome data suggested that the strucmred educational program resulted 

in decreased pain and improved physical well being, psychological well being, social 

66 



concerns, and spirimal well being. Of course, diis smdy lacks several of die sttengdis of die 

Syrjala et al. (1995) smdy. There was no conttol group and no assessment of which coping 

skills were acmally learned. A widi die Syrjala et al. smdy, diere was no measure of coping 

skiUs. However, both smdies suggest that cancer patients benefit from coping skills 

training, and both smdies indicate that the coping skills of cancer patients are similar to 

those of chronic pain patients. 

The relevant literamre indicates that the coping skills of chronic pain patients and 

cancer patients with chronic pain are comparable, but few researchers have investigated 

these two populations concurtendy (Felton & Revenson, 1984; Turk et al. 1998). Turk et 

al. (1998) recruited 184 cancer and 105 non-cancer chronic pain patients for a smdy 

comparing the two groups with psychosocial and psychological measures. A l participants 

were administered instruments measuring psycho-social and behavior responses to pain, 

pain severity, depression, pain-related disability, and pain-related anxiety. Amongst cancer 

patients, results suggest minimal differences between patients with metastatic disease and 

those whose disease is localized. Cancer patients with pain reported significandy higher 

levels of disability and inactivity than chronic pain patients. Depression was approximately 

equal between the two groups. Hopelessness, cognitive and behavioral fear responses, and 

avoidance of behaviors that may ttigger pain were significandy higher in the cancer group. 

Though the authors did not label these variables as coping skills or assess them with a 

coping skills questionnaire, it is clear that the constmcts are very similat Those coping 

skills associated with poor prognosis in chronic pain patients may be exacerbated by die 
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diagnosis of cancer. They concluded diat additional smdies comparing the coping skills of 

the two populations are wartanted. 

Felton and Revenson (1984) examined the influence of coping sttategies on 

psychological adjustment among adults faced with one of four chronic illnesses: (1) 

rheumatoid arthritis; (2) systemic blood cancer; (3) hypertension; and (4) diabetes meUims. 

The authors note that the cancer patients were suffering from a disease that poses a 

moderate to high degree of life threat, and the tteatment for the cancer was often painful 

and extensive. Patients with the four illnesses were divided into two groups, conttoUable 

(hypertension and diabetes) and unconttollable (rheumatoid arthritis and cancer), 

reflecting the degree of conttol the patients believed they had over their illnesses. The 

groups had comparable demographics and size: 74 in the conttoUable group (33 

hypertensive and 41 diabetic patients) and 77 in the unconttollable group (45 arthritic and 

32 cancer patients). Coping was assessed using the Ways of Coping Checklist test scales 

representing active, problem-focused coping. Coping was also assessed using the 

Information Seeking and Wish-fulfilling Fantasy test scales, which represent cognitive 

efforts to escape from emotional disttess (FoUonan &. Lazams, 1980). 

Results seemed to confirm some previous coping smdies with these populations 

(Felton & Revenson, 1984). The level of conttollabUity did not have an effect on coping 

effectiveness, but the diabetes and hypertension group did have a modesdy higher level of 

acceptance of their iUness. In both groups, information seeking vras linked to decreased 

negative affect, and wish-fulfilling fantasy was negatively associated with psychological 
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adjusttnent. The level of information seeking was not different between the two groups. 

The authors speculate that information seeking may operate as an emotion-focused 

attentional sttategy. It may also reflect an optimistic attimde that reinforces the idea that 

information will be useful. Data were not provided for within group comparisons, and 

therefore it is unknovm if the cancer patients and arthritis patients differed on these 

measures. A a group, it appears that these patient's coping skills effectiveness is consistent 

with the literamre. Attentional coping skills are more effective than avoidant coping skills. 

These authors also sttessed the need for further research. 

The weight of the evidence to date overwhelmingly supports the idea that 

attentional and active coping styles exhibit superiority in pain management when 

compared to avoidant and passive coping styles. However, the effectiveness of coping skills 

in achieving pain reduction in cancer patients with chronic pain is not as well documented 

as in chronic pain patients without cancer. Few, if any, smdies have direcdy compared the 

two populations in regard to the association of coping skills and chronic pain (none were 

found in literamre searches reviews). This comparison could provide useful information 

for the concepmalization and tteatment of chronic pain in cancer patients. If the coping 

skills between the two groups are similar, then previous research could efficiendy and 

constmctively inform researchers investigating pain in cancer patients. If the coping skills 

differ, then this information would also serve as a platform for further research, as weU as 

tteatment 
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APPENDIX B 

CONSENT FORM 

This purpose of this smdy to help gain information about how to better help 

cancer patients manage their pain. It takes 10 to 30 minutes for patients to complete, and 

the information you provide is stticdy confidential. After completing the questionnaire, 

your participation in the smdy is over. We are looking for patients who have cancer and 

who have had chronic pain (pain more often than not for the past three or more months). 

If you qualify, please consider signing this form and participating in the smdy. Thank you 

for your time. 

I hereby give my consent for my participation in the project entitled: Comparing 

Coping Skills of Chronic. Non-Malignant Pain Patients and Cancer Patients with Chronic 

Pain. I understand that my responses are confidential and the results of these 

questionnaires will not be shared with my physicians or be included in my medical record. 

I understand that my responses will not be used to inform tteatment of my medical 

condition. Only the researchers direcdy involved with this project will have knowledge of 

my specific responses. 

1 understand that Todd A Tice is the person responsible for this project Todd can 

be reached at (806) 743-3008. Todd and his faculty advisors have agreed to answer any 

inquiries I may have concerning the procedures. I may contact the Texas Tech Health 

Sciences Instimtional Review Board to make fiirdier inquiries. 
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1 understand that I may discontinue my participation in this smdy at any time I 

choose without penalty. 

Signamre Date 
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APPENDIX C 

DEMOGRAPHIC QUESTIONNARE 

Name: Agg. 

- Gender: (circle) M F 

- Religion: Atheist Protestant Catholic Jewish 

Muslim Agnostic Other 

- Marital Stams: (circle) Martied Single (never married) Divorced Widow(er) 

- Location of primary pain: 

- Diagnosis: 

- Medications for pain: 

- Length of time in months and years you have had your primary pain: 

- Numerical Rating Scale: Please rate the intensity of your pain on the following scale. 

Circle the number that best represents the level of your pain. The intensity of the pain 

increases from left to right For example, circling "0" indicates that there is no pain. 

Circling "10" indicates that you are experiencing the worst pain imaginable. 

0 1 2 3 4 5 6 7 8 9 10 

- Please mark the letter that best applies to your curtent relationship, if you are not in a 

relationship, please mark Not Applicable: 

In general, how satisfied are you with your relationship? 
A B O D E 

Unsatisfied Average Exttemely satisfied 
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APPENDIX D 

COPING SKILLS QUESTIONNARE - REVISED 

Individuals who experience pain have developed a number of ways to cope, or deal 

with, their pain. These include saying things to themselves when they experience pain, or 

engaging in different activities. Below are a list of things that patients have reported doing 

when they feel pain. For each activity, I want you to indicate, using the scale below, how 

much you engage in that activity when you feel pain, where a 0 indicates you never do that 

when you experience pain, a 3 indicates you sometimes do that when COPING you 

experience pain, and a 6 indicates you always do it when you are experiencing pain. 

Remember, you can use any point along the scale. 

0 1 2 3 4 5 6 

Never do Sometimes do Aways do 
that that that 

When I feel pain 

1.1 try to feel distant from the pain, almost as if the pain was in somebody else's 

body. 

2. I try to think of something pleasant 

3. It's terrible and I feel it's never going to get any better. 

4. I tell myself to be brave and carry on despite the pain. 

5. I tell myself that I can overcome the pain. 

6. It's aw^l and I feel that it overwhelms me. 
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7- I feel my life isn't worth living. 

8. I pray to God it won't last long. 

9. I try not to think of it as my body, but rather as something separate from me. 

10. I don't think about the pain. 

11. I tell myself 1 can't let the pain stand in the way of what I have to do 

. 12. I don't pay any attention to it. 

0 1 2 3 4 5 6 

Never do Sometimes do Aways do 

that that that 

When I feel pain 

13. I pretend it's not there. 

14. I worry all the time about whether it will end. 

15. I replay in my mind pleasant experiences in the past. 

16. I think of people I enjoy doing things with. 

17.1 pray for the pain to stop. 

18. I imagine that the pain is outside of my body. 

19.1 just go on as if nothing happened. 

20. Athough it hurts, I just keep on going, 

21. I feel 1 can't stand it anymore. 

22.1 ignore i t 

__23.1 rely on my faith in God. 
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.24. 1 feel like I can't go on. 

_25. I think of things 1 enjoy doing. 

_26. I do something 1 enjoy, such as watching TV or listening to music. 

_27. I pretend it's not a part of me. 
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APPENDIX E 

Please read the following statements listed below and for each statement please indicate to what extent 
each of the following was involved in your coping with the event. Please use the following scale to record 
your answers. CIRCLE one of the four numbers that corresponds to your response. 

1 
2 
3 
4 

Not at all 
Somewhat 
Quite a bit 
A great deal 

1. Trusted that God would not let anything terrible 
happen to me. 

2. Experienced God's love and care 
3. Realized that God was trying to sttengthen me. 
4- In dealing with the problem I was guided by God. 
5. Realized that I didn't have to suffer since Jesus 

suffered for me 
6. Used Christ as an example of how 1 should live. 
7- Took conttol over what I could and gave the rest 

to God 
8- My faith showed me different ways to handle 

the problem. 
9. Accepted the simation was not in my hands but 

in the hands of God. 
10. Found the lesson from God in the event. 
11. God showed me how to deal with the simation 
12. Used my faith to help me decide how to cope 

with the simation 

13. Tried to be less sinfiil. 
14- Confessed my sins-
15. Led a more loving life. 
16. Attended religious services or participated in 

religious rimals. 
17. Participated in church groups (support groups, 

prayer groups, Bible). 
18. Provided help to other church mem.bers. 

2 3 4 
2 3 4 
2 3 4 
2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 
2 3 4 
2 3 4 

2 
2 
2 

2 
2 

3 
3 
3 

3 
3 

4 
4 
4 

4 
4 
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19. Sought support from the clergy. 
20. Sought support from other members of the 

church. 
21. Sought concrete assistance from the church 

(e.g., food, shelter, money). 
22. A k e d for a miracle. 
23. Bargained with God to make things better. 
24. A k e d God why it happened. 
25. Begged for God's help. 
26. Pleaded with God to make things m m out okay. 
27. Felt angry or distant from God. 
28. Felt angry with or distant from the members 

of the church 
29. Questioned my religious beliefs and faith. 
30. 1 let God worry about my problems for me. 
31. I let God solve my problems for me. 
32. Prayed or read the Bible to keep my mind off 

of my problems. 

2 
2 
2 
2 
2 
2 
2 

2 
2 
2 
2 

3 
3 
3 
3 
3 
3 
3 

3 
3 
3 
3 

4 
4 
4 
4 
4 
4 
4 

4 
4 
4 
4 
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APPENDIX F 

PAIN DISCOMFORT SCALE 

Indicate by circling the appropriate number whether each of the statements below is more 

true or false for you. Answer every question and circle only one number per question. 

Answer by circling the appropriate number (0 through 4) according to the following scale: 

0 = This is very untrue for me. 

1 = This is somewhat untrue for me. 

2 = This is neither true nor untrue for me (or it does not apply to me). 

3 = This is somewhat true for me. 

4 = This very true for me. 

1. I am scared about the pain I feel. 0 1 2 3 4 

2. The pain I experience is unbearable. 

3. The pain I feel is torturing me. 

4. My pain does not stop me from enjoying life. 

5. 1 have leamed to tolerate the pain I feel. 

6. I feel helpless about my pain. 

7. My Pain is a minor annoyance to me. 

8. When 1 feel pain I am hurting, but 1 am not disttesssed. 

9. I never let the pain in my body affect my oudook on life. 

10. When I am in pain, I become almost a different person. 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 

0 1 2 3 4 
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Table 5 

Pain-Coping Sttategies Classified According to Two Frequendy Used Dimensions 

Cognitive Behavioral 

Attentional 

Catasttophizing 

Praying/hoping 

Imagery 

Sttess inoculation 

Self-statements 

Reappraisal 

Self-blame 

Rationalization 

Hypnosis 

Operant conditioning 

Modeling 

Exercise 

Attention seeking 

Emotional expression 

Information seeking 

Increased pain behavior 

Avoidant 

Diverting attention 

Ignoring pain sensations 

Distancing 

Denial 

Wishful thinking 

Threat minimization 

Dissociation 

Suppression 

Resting/relaxation 

Taking medication 

Reading/watching TV 

Leisure activities 

Isolation 

Increasing activities 

Keeping busy 

Restticting activities 

Note: From Strategies people use in coping wid, pain (p 257) by ^ t . et aL, f^'*^" M. 
Zeidnet and N. S. Endler (Ed.) H;̂ nHhook of Cpp.ng. New York, NY: John W.ley 

and Sons, Inc. 
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