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Summary

Objectives: According to the biopsychosocial model of pain, it is
a multidimensional phenomenon, which comprises physiological
(sensation-related factors), psychological (affective) and social
(socio-economic status, social support) factors. Researchers have
mainly focused on phenomena increasing the pain sensation; very
few studies have examined psychological factors preventing pain.
The aim of the research is to assess chronic pain intensity as deter-
mined by level of optimism, and to identify pain coping strategies
in women with rheumatoid arthritis (RA).

Material and methods: A survey was carried out among 54 wom-
en during a 7-day period of hospitalisation. The following question-
naires were used: LOT-R (optimism; Scheier, Carver and Bridges),
the Coping Strategies Questionnaire (CSQ; Rosenstiel and Keefe)
and the 10-point visual-analogue pain scale (VAS).

Results: The research findings indicate the significance of op-
timism in the experience of chronic pain, and in the pain coping
strategies. Optimists felt a significantly lower level of pain than
pessimists. Patients with positive outcome expectancies (opti-
mists) experienced less pain thanks to replacing catastrophizing
(negative concentration on pain) with an increased activity level.
Regardless of personality traits, active coping strategies (e.g. ignor-
ing pain sensations, coping self-statements — appraising pain as
a challenge, a belief in one’s ability to manage pain) resulted in
a decrease in pain, whilst catastrophizing contributed to its inten-
sification. The most common coping strategies included praying
and hoping. Employment was an important demographic variable:
the unemployed experienced less pain than those who worked.
Conclusions: The research results indicate that optimism and pain
coping strategies should be taken into account in clinical practice.

Streszczenie

Cel pracy: Wedtug biopsychospotecznego modelu bél jest zjawi-
skiem wielowymiarowym, sktadajgcym sie z czynnikéw: fizjologicz-
nych (odczucie bélu), psychologicznych (poznawczych, emocjonal-
nych) i spotecznych (status socjoekonomiczny, wsparcie spoteczne).
W dotychczasowych badaniach skupiano sie gtéwnie na wtasci-
wosciach wzmacniajacych nieprzyjemne doznanie, niewiele prac
dotyczyto czynnikéw obnizajacych jego nasilenie. Celem badania
byto sprawdzenie réznic w zakresie odczuwania bélu przewlektego
uwarunkowanych poziomem optymizmu i strategii radzenia sobie
z bélem u kobiet z reumatoidalnym zapaleniem stawdw (RZS).
Materiat i metody: Badaniami kwestionariuszowymi objeto 54
kobiety w wieku 2465 lat podczas 7-dniowej hospitalizacji. Zasto-
sowano jednorazowo kwestionariusze LOT-R (optymizm; Scheier,
Carver i Bridges), Kwestionariusz strategii radzenia sobie z bolem
(CSQ; Rosenstiel i Keefe) oraz 10-stopniowa wizualno-analogowa
skale bolu (VAS), uzupetniang przez pacjentki w czasie kolejnych
7 dni hospitalizacji.

Wyniki: Wykazano istotne znaczenie optymizmu dla odczuwanego
bélu przewlektego oraz stosowanych strategii radzenia sobie z nim.
Osoby oczekujace pozytywnych wynikéw swoich dziatan (wysoki
optymizm) doswiadczaty stabszego bélu niz pesymisci, stosujac
zwiekszong aktywnos¢ behawioralng, nadmiernie nie koncentrujac
sie i nie przeceniajac doznan bélowych (katastrofizowania). Nieza-
leznie od uwarunkowanh osobowosciowych aktywne radzenie sobie
poprzez ignorowanie doswiadczen zmystowych oraz traktowanie
bélu jako wyzwania i przekonanie, ze mozna sobie z nim poradzi¢
(deklarowanie radzenia sobie), pozytywnie wptywato na obnizenie
bélu, a katastrofizacja — na jego nasilenie. Najczesciej stosowana
strategia radzenia sobie byto modlenie sie lub poktadanie nadziei.
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Particular attention should be given to those who have negative
outcome expectations, which in turn determine strong chronic
pain regardless of coping strategies. Intensification of positive
outcome expectations and seeking benefits in the RA experience
could therefore constitute effective techniques in the clinical ther-
apy process.

Pain is both a major symptom and a stressor in pa-
tients coping with rheumatoid arthritis (RA) [1]. Accord-
ing to the biopsychosocial model of unpleasant sensory
impression, pain is a multidimensional phenomenon,
which comprises physiological (sensation-related fac-
tors), psychological (affective) and social (socio-eco-
nomic status, social support) factors [2]. Personality,
emotions, cognitive processes and behaviour belong
to a range of psychological factors impacting reactions
to unpleasant sensory impressions. Researchers so far
have mainly focused on phenomena increasing the pain
sensation, such as negative affectivity, anxiety sensitiv-
ity, illness/injury sensitivity [3], negative emotions (de-
pression, anxiety, helplessness) [2], and catastrophizing
(coping behaviour; an exaggerated negative response
to actual or anticipated pain) [4]. On the other hand,
very few studies have examined psychological factors
preventing pain, conceptualized as coping recourses
which play a significant role in adaptation to chronic
disease [e.g. 5]. These include optimism and pain cop-
ing strategies.

The concept of coping draws on, among others, the
stress model by Lazarus and Folkman [6], in which it is
defined as ‘cognitive and behavioural efforts to man-
age specific external or internal demands’. Coping be-
haviours represent a variety of modes whose function
is to modify and manage the problem (problem-fo-
cused coping) and/or to down-regulate emotional re-
actions of individuals (emotion-focused coping). Stud-
ies on pain coping define it as efforts undertaken by
patients in order to minimize, reduce, or tolerate the
experience of pain [7]. One of the aspects of coping
effectiveness is the controllability of a challenging sit-
uation, defined as perceived ability to determine out-
comes of an event [8].

Chronic pain in RA is considered as an uncontrol-
lable stressor [1], which implies low ability to deter-
mine its course and outcomes by self-care options [9].
Therefore emotion-focused coping rather than prob-
lem-focused coping might be more effective and ben-
eficial for this group of patients [1]. This is because the

Istotng zmienna demograficzna, wptywajacg na poziom nieprzy-
jemnego odczucia, byto zatrudnienie — osoby bezrobotne odczu-
waty stabszy bél niz pracujace.

Whioski: Wyniki badania wskazuja, ze w praktyce klinicznej nale-
zatoby uwzgledni¢ optymizm i podejmowane strategie radzenia
sobie z bélem. Szczegblna uwage trzeba zwracac na osoby chore na
RZS, ktore wykazuja negatywne oczekiwania determinujace u nich
silny przewlekty bél bez wzgledu na podejmowang aktywnos¢ za-
radcza. Skuteczng strategia moze by¢ wzmacnianie pozytywnych
oczekiwan wzgledem leczenia oraz poszukiwanie korzysci w aktu-
alnej sytuacji zdrowotne;j.

problem-coping approach in an uncontrollable context
can only increase the risk of maladaptation and frus-
tration [10]. Nevertheless, studies on the cognitive and
behavioural strategies reducing unpleasant sensations
in RA do not result in clearly defined outcomes [1]. The
positive role of cognitive reframing (positive self-state-
ments), distancing oneself from pain [11] and emotional
expression [12] has been proven only in a few studies,
whereas other studies have not confirmed the adaptive
role of those behaviours at all[1]. However, there is clear
evidence that inactivity and avoidance were associated
with negative outcomes [13].

Dispositional optimism defined by Scheier and
Carver [14] as positive outcome expectancies is sum-
marised in the belief that one will generally experience
good outcomes in life. Patients with positive outcome
expectancies are more engaged in taking up health-ori-
ented behaviours, even if this involves dealing with
obstacles and challenges [9]. The significance of opti-
mism in the experience of pain is due to its influence
on coping strategies. This is because optimists tend to
engage in problem-solving strategies (solving difficult
problems) [15] whereas pessimists prefer avoidance,
denial [16] and catastrophization [4]. This disposition
stems from a flexible coping ability [17], because in
the context of an uncontrollable situation optimists
apply cognitive coping strategies such as acceptance,
a sense of humour or positive reformulation of a chal-
lenge [16]. Optimistic patients with RA less often draw
on emotional coping, which positively contributes to
reduction of fear and depression [9]. Generally, RA op-
timistic patients [18] report better psychosocial and
physical functioning.

The aim of the study was to verify the role of op-
timism and pain coping strategies in pain intensity
among women with RA. The variables analysed includ-
ed optimism, pain coping strategies (such as diverting
attention, reinterpreting pain sensations, catastrophiz-
ing, ignoring pain sensations, praying or hoping, coping
self-statements, increasing activity level) and average
pain intensity during the 7 days of hospitalisation.
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Material and methods
Design and sample

The sample comprised 54 female patients aged
24-65 (M = 52.07; SD = 9.91). 66% of the sample were
high school or university graduates; nearly 76% were in
a relationship; only 18% were employed; and most (79%)
described their economic status as average. The mean
duration of disease was 11.43 years (SD = 8.41). The most
common co-existing rheumatological disease was osteo-
arthritis (50%; n = 27) whilst morning stiffness lasted on
average for approximately 97 minutes (SD = 139.35).

The study was carried out in the Institute of Rheu-
matology in Warsaw (n = 26) and at the Department of
Rheumatology, Regional Specialist Hospital in Czesto-
chowa (n = 28). The demographic variables, optimism
level and generic pain coping strategies were measured
during the course of the study. Throughout the course
of 7 days at 6.20 pm, the patients measured their pain
intensity; they were reminded to do so by a short text
message. The groups did not differ with regards to de-
mographic, medical and major variables.

The study was approved by the Bioethical Commis-
sion of the Institute of Rheumatology.

Measures
Optimism

Optimism was measured by the Life Orientation Test
(Life Orientation Test-Revised; Scheier, Carver and Bridg-
es, Polish translation by Juczynski) [19].

The tool is composed of 10 items, including 6 mea-
suring dispositional optimism (‘In uncertain times,
I usually expect the best’) and 4 filler items.

Each variable is assessed by a participant on
a 5-point scale where 0 stands for ‘I disagree a lot’, and
where 4 refers to ‘I agree a lot’. The higher the result is,
the higher the level of optimism. Cronbach’s a value in
the present study was .71.

Pain coping strategies

The assessment of reactions towards pain was car-
ried out only once using the Coping Strategies Question-
naire (CSQ; Rosenstiel and Keefe, Polish adaptation by
Juczynski) [19], which is composed of 42 questions.

There are 7 types of strategies: diverting attention
(‘I try to think about something pleasant’; 6 items); re-
interpreting pain sensations (‘l imagine that the pain is
outside of my body’; 6 items); catastrophizing (‘It’s ter-
rible and | feel it's never going to get better’; 6 items);
ignoring pain sensations (‘I don’t think about the pain’;
6 items); praying or hoping (‘I pray for the pain to stop’;
6 items); coping self-statements (‘I see it as a challenge
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and don’t let it bother me’; 6 items) and increasing ac-
tivity level (‘I do anything to get my mind off the pain’;
6 items). The higher the result is in a given sub-scale,
the more often coping strategies occur in a group. The
Cronbach alphas ranged from 0.63 (diverting attention)
to 0.82 (catastrophizing, coping self-statements), indi-
cating acceptable reliabilities.

Pain

For 7 consecutive days during hospitalization, partic-
ipants used a 10-cm visual analogue scale (VAS; ranging
from 0 — “no pain” to 10 — “the worst possible pain”) to
rate their average level of pain for the day. For analytical
purposes, the pain measure is the average of the sum
scored across the span of 7 days.

Statistical analysis

In the first stage of analysis, the Pearson correlations
were computed between the main variables (optimism,
pain coping strategies, pain intensity).

To investigate the differences in the experience of
pain intensity as determined by the level of optimism
and pain coping strategies, a series of two-way analy-
ses of variance (ANOVAs) was conducted. Optimism
and coping strategies were the independent variables
(dichotomized at their means), and the average pain in-
tensity was the dependent variable. A 2 (optimism: low
vs. high) x 2 (pain coping strategies: low vs. high) ANOVA
tested whether the four groups varied in pain intensity,
and the confounding background variables were entered
into these analyses. Analyses were conducted using the
program IBM SPSS 21.

Results

Firstly, descriptive statistics and simple correlations
between main variables (optimism, pain coping strate-
gies, pain intensity) were identified (Table I).

The results showed that optimism did not correlate
with pain, but did enhance coping self-statements, in-
creasing activity level and reducing catastrophizing.
Only two coping strategies were correlated negatively
with pain —ignoring pain sensations (moderate correla-
tion) and coping self-statements (weak correlation). This
means that attempts at minimizing pain sensations,
as well as the conviction that one can cope with pain,
significantly reduced the actual experience of pain. Fur-
thermore, praying or hoping was the most commonly
used strategy, whose intensity varied greatly from the
intensity of coping self-statements (second most com-
mon coping strategy; t (53) = —291.13; p < 0.001).

Detailed analyses of the relations between coping
strategies and intensity of pain in the consecutive days
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Table I. Descriptive statistics and the Pearson correlations of main variables (n = 54)
Variables M (SD) 1. 2. 3. 4. 5. 6. 7. 8. 9.
1 Optimism 14.33 (4.58) 0.12 0.01 -0.53" 019 0.10 038" 0.28 -0.23
2. Diverting Attention 17.85 (6.53) 0.527 -0.02 037" 0447 0497 0717 -011
3. Reinterpreting 8.84 (6.85) 0.01 0.58" 0.26 0.52" 0427 -0.10
Pain Sensations
4. Catastrophizing 13.43 (7.91) -023 017 -030" -0.23 0.21
5. lgnoring Pain Sensations  13.54 (7.55) 0.10 0.69”7 0567 033
6. Praying or Hoping 21.40 (7.27) 032" 024 -0.11
7. Coping Self-statements ~ 20.06 (7.81) 070" -0.28
8. Increasing Activity Level  19.35 (7.00) -0.22
9. Pain 4.05 (2.06)

*p < 0.05; *p < 0.01; **p < 0.001

of the study proved moderate correlations between cop-
ing and unpleasant sensory experience only during the
first 3 days of the research.

Secondly, to investigate whether the pain intensity
depends on the level of optimism and coping strategies,
a series of two-factor analyses of variance was conduct-
ed. The models were adjusted for employment, because
this variable significantly influenced the pain intensity
(the employed felt stronger pain compared to those who
did not work; F(1,52) = 5.01; p < 0.05). In most of the test-
ed models two-way ANOVAs revealed the main effect of
optimism for average pain intensity (p = < 0.01-0.06 >;
with the exception of the model ignoring pain sensa-
tion; p = 0.24), which indicates that optimists generally
declared a lower level of pain than persons with a low
level of this disposition.

Furthermore, there was a significant interaction
between optimism and catastrophizing [F(1,50) = 4.51;
p < 0.05; partial n = 0.08] (Fig. 1). This effect did not
change after adjusting for employment. Testing of main
effects indicates that optimism differentiates the degree
of pain, but only among those who rarely apply catastro-
phization (p < 0.01). In other words, the higher the level
of optimism is, the lower the level of pain in this partic-
ular group. In the case of individuals with a tendency to
catastrophize, the level of pain did not rely on the level
of optimism.

A 2 (optimism: low vs. high) x 2 (increasing activity
level: low vs. high) ANOVA revealed a significant interac-
tion between optimism and this coping strategy for pain
(F(1,49) = 7.97; p < 0.01; partial n = 0.14). This proves
a lower level of pain among optimists who apply an in-
creasing activity level compared to pessimists (p < 0.05)
and optimists who rarely get involved in this type of be-
haviour (p < 0.01) (Fig. 2).

None of the tested models showed significant ef-
fects of major coping strategies, which means that indi-
viduals who took up an activity more often experienced
the same level of pain as those who did not (or did so
rarely).

Discussion

The main aim of the study was to explore the influ-
ences of optimism and pain coping strategies on pain
intensity in female RA patients during hospitalization.
Optimism enhanced active type of coping (coping
self-statements) and distancing from pain (increasing
activity level), reducing the tendency to exaggerate its
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OPTIMISM/L — low level of optimism; OPTIMISM/H — high level;
CATASTR/L — low level of catastrophizing; CATASTR/H — high level
of catastrophizing; the model was adjusted for employment = 0.33

Fig. 1. Levels of pain depending on Optimism
and Catastrophization (ANOVA).
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OPTIMISM/L — low level of optimism; OPTIMISM/H — high level;
INCREAS_ACT/L — low level of increasing activity level; CATASTR/H
— high level of increasing activity level; the model was adjusted for
employment = 0.33

Fig. 2. Levels of pain depending on Optimism
and Increasing Activity Level (ANOVA).

negative impact on overall functioning in life (catastro-
phizing).

It was only coping self-statements and ignoring pain
sensations which lowered the intensity of pain. Results
indicate that positive outcome expectancies favour
adaptive forms of behaviour when experiencing chronic
pain. Moreover, more detailed analyses prove similar cor-
relations between the above coping strategies, alongside
increasing activity level, and pain intensity during the
first three days of hospitalization. The results can also be
interpreted as a limited impact of pain coping strategies
on the pain sensation, and as the possible involvement
of other factors in its intensification, i.e. the lack of ill-
ness control among the patients. Patients with RA expect
their health to be controlled by their doctor, which in turn
diminishes their ability to draw on their own coping pos-
sibilities [9]. What partially confirms this thesis is the fact
that praying or hoping was the most commonly used
coping strategy in this study. On the other hand, lack of
confidence may lead to depression, and consequently it
may intensify physical impairment [20].

Furthermore, the results may be due to the deficien-
cies of the commonly used scale CSQ, which does not
include items referring to direct coping with pain, i.e.
taking medications, or consultation with a doctor.

No direct correlation was detected between opti-
mism and pain (either with regards to its average inten-
sity, or with regards to its daily level), but it was neverthe-
less proven that the optimists experienced less pain than
the pessimists. This seemingly contradictory result may
indicate a curvilinear correlation among the variables.
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The study also tested adaptive behaviours for per-
sons with low versus high levels of optimism. It was
found that individuals with stronger positive expecta-
tions felt a lower degree of pain compared to those who
did not have those positive expectations. What was ben-
eficial for this particular group was the increasing activ-
ity level and rare catastrophization.

The results emphasize the role of adjusting the type
of behaviour according to the degree of optimism in order
to maximize the effectiveness of the activities taken up.

On the other hand, maladjustment of coping strat-
egies and psychological features (in this case, a low
level of catastrophization and strong increase in ac-
tivity level among pessimists and a small increase in
activity level among optimists) resulted in pain inten-
sification.

What is interesting here is that the degree of pain
among pessimists did not depend on the coping strat-
egies employed, which demonstrates that negative out-
come expectancies are a determining factor here. From
the point of view of clinical practice, it is this particular
group which needs special care. Remaining optimistic
and seeking benefits in the RA experience may have
a positive impact on one’s activities, and, consequently,
on better adaptation to the experience of illness [17]. The
research indicates that therapeutic interventions such as
teaching patients problem-solving skills, a focus on re-
ducing negative expectations, and cognitive pain coping
skills training are beneficial in pain management and
reduction in psychological distress for RA patients [21].

The results showing that praying or hoping is the
most commonly used pain coping strategy may be ex-
plained in terms of the character of hospitalization
whereby control over health is handed over to medical
professionals. This type of behaviour was usually posi-
tively correlated with age [2]. However, this correlation
was not observed in our study.

The research demonstrates that people in employ-
ment experienced stronger pain than those who did not
work. The result was quite the opposite in earlier studies
carried out in other European countries only on people in
employment, in which pain made them unable to work
[22]. Therefore the results can be interpreted in the spe-
cific context of the labour market in Poland, and the fact
that the study was carried out on two sample groups.

It would be recommended to carry out future studies
in a naturalistic setting, including other significant vari-
ables for pain (e.g. daily illness symptoms, health con-
dition, disease progression). Analyses based on a big-
ger sample and the inclusion of a control group would
perhaps bring about more clearly defined data on the
topic associations between psychological factors and
pain intensity. Additionally, the limitation of the sam-
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ple to women precludes generalization of the findings
to men with chronic pain. Moreover, the results showed
the differences in pain intensity and in the pain coping
strategy use between women and men [23]. Despite
the constraints listed above, the obtained results may
contribute to broadening our understanding of the role
performed by optimism in the coping processes with
chronic pain in women.

Conclusions

To conclude, the results of the study indicate that in
clinical practice in RA care one should take into account
the degree of optimism and pain coping strategies.

Given that optimists and pessimists differ in terms
of the level of pain they experience, and given that ac-
tivities they take up (catastrophizing and increasing
activity level) bring about different results, the trans-
mission of information regarding the illness, commu-
nication with a patient and treatment should all be
different. Intensification of positive expectations and
seeking benefits in the RA experience alongside ver-
balisation of one’s feelings towards pain among female
patients with negative expectations may bring about
positive results.

The study was co-financed by the Polish Ministry of
Science and Higher Education core funding for Statuto-
ry Research in the University of Social Sciences and Hu-
manities, Faculty of Psychology, 25504/E-560/M/2013.
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