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lower reliability because they contain fewer
items.

Jensen and his colleagues (1992) were the
first to compare the CSQ composite and
individual scores in the prediction of
adjustment. Multiple regression analyses,
using self-reported physical dysfunction,
psychosocial dysfunction and depressive

severity as criterion measures, indicated that

the individual scores generally yielded more
information than the factor scores.

The objective of this study was to extend
the findings of Jensen et al. (1992), by
longitudinally comparing the predictive
utility of the composite and individual
scores on the CSQ in an outpatient sample
of patients with LBP. For the purpose of
this study, predictive utility was defined as
the percentage of variance accounted for, or
the success in classification as indicated by a
particular dependent variable. Another
important extension involved the use of four
distinct measures of adjustment: perceived
disability, functional status, psychological
distress, and return to work.

Method

Subjects

The sample consisted of 141 males and 59
females who ranged in age from 18 to 63
years (M = 39). All subjects were
unemployed at the time of admission to a
work-hardening program. The average
duration of LBP was 9.08 months. There
were no significant relationships across the
CSQ scale/factor scores and age, gender,
education, marital status, or pain site. Age
and gender were, however, controlled in the
later analyses consistent with Jensen et al.
(1992).

Predictor Variables

(a) Coping Strategies. The CSQ (Rosenstiel
& Keefe, 1983) is a 48-item checklist in
which subjects report the degree to which
they utilize 6 cognitive and 2 behavioral
coping strategies. The CSQ also contains 2
additional items related to the subjective

ability to control and decrease pain. (b) Pain

Ratings. Pain intensity was assessed using a
101-point Numerical Rating Scale (NRS-
101).

Outcome Measures

(a) Self-perceived Disability. The Oswestry
Index, an instrument developed and
standardized on a sample of patients with
LBP (Mikail et al., 1993), was used to
measure self-reported physical limitations
related to pain. (b) Functional Status.
Functional status was operationalized as the
average of 4 different one-time maximal lifts
(in kilograms) with higher scores reflecting
higher functional capacity.(c) Psychological
Distress. The Global Severity Index (GSI)
of the Symptom Checklist-90 Revised
(SCL-90R) was employed as a measure of
psychological distress (Derogatis, 1983). (d)
Return to Work Status. Return to work was
determined at an average of 9 months after
completion of the program. On the basis of
their self-reports, clients were classified into
two groups: employed and unemployed.

Procedure

Predictor variables and demographic
information were gathered immediately
prior to admission into the program.
Perceived disability, functional status, and
general psychological distress were assessed
both upon admission, and at discharge from
the program. Return to work status was
determined at 9-month follow-up via
telephone survey. One hundred and thirty-
seven subjects were contacted, of which 84
had acquired employment.

Results

Factor Analysis '

Principal-components factor analysis of the
CSQ scales revealed three factors that had
eigenvalues of greater than 1, and which met
criteria for consideration from the scree
analysis. These factors accounted for 63%
of the variance in the CSQ responses.

Correlational Analyses

Factor I (Cognitive Coping and
Suppression) did not correlate significantly
with any of the outcome measures. Pain



Table 1. Correlations Between the Treatment Qutcome Measures and the Pretreatment CSQ Factors,
Scales and Ratings

CSQ Measure Oswestry ____Functional ____ ___ GSI
Factor scores
Factor 1 .03 .05 -.04
Factor 2 -.34" Iy -45"
Factor 3 26 -25" 22
Scale scores
Diverting Attention .13 -.14 A3
Reinterpreting Pain .16 -05 l
Catastrophizing 30" -30" 45"
Ignoring Pain .02 1 -.04
Praying & Hoping . 28" -.20° A3
Coping Self-Statements -01 .05 -10
Increasing Activities -.05 -01 -.01
Increasing Pain Behaviour .18 -20° .08
Ratings
Control Over Pain -15 kil -18°
Ability to Decrease Pain -19° 21 -24"

‘p<.05;"p <.01

Table 2. Results of the Discriminant Function Analysis of the Pre-Treatment CSQ Scores on
! Employment Qutcome at 9 Month Follow-up

Variable Wilks’ A . Loadings® F

" Factor Scores
Factor 1 0.97 .83 3.74
Factor 2 0.94 -99 8.83"
Factor 3 0.97 -24 3.94°
Scale Scores
Diverting Attention 097 -32 3.68
Reinterpreting Pain 0.91 -.53 12.88"*
Catastrophizing ‘ 0.96 -17 5.50°
Ignoring Pain 0.96 -46 4.90°
Praying & Hoping 0.98 -13 222
Coping Sclf-Statements 0.99 23 0.12
Increasing Activities 0.99 .61 0.33
Increasing Pain Behavior 0.99 -13 1.58
Ratings
Control Over Pain 0.99 -21 1.31
Ability to Decrease Pain 0.98 -25 275

Note. Total N = 137 (Employed n = 84; Unemployed n = 53).
* Standardized canonical discriminant functions.
‘p<.05; “p<.01; *p<.001.

however, demonstrated a significant positive were opposite in direction. That is, Factor
relationship to functional status, and IIT was significantly and inversely related to
significant inverse relationships to both functional status, but positively related to
perceived disability, and general perceived disability and psychological
psychological distress. Factor III, distress (see Table 1).
Helplessness/Emotion-Focused Coping, was

also significantly associated with the three When the individual scales of the CSQ
main outcome variables. In contrast to were examined, only Catastrophizing,
Factor II, however, the correlations between Praying and Hoping, Increasing Pain

the third factor and the adjustment measures Behaviour, and the two control ratings were
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significantly related to outcome.
Catastrophizing was positively associated
with both perceived disability and
psychological distress, and negatively
related to functional status. Both Praying
and Hoping and Increasing Pain Behaviour
demonstrated positive relationships to
perceived disability, and negative
relationships to functional status. Both
control ratings were positively related to
functional status and negatively related to
psychological distress (see Table 1). Of the
control ratings, however, only the Ability to
Decrease Pain was significantly associated
with perceived disability.

Discriminant Function Analyses

Two separate discriminant function
analyses were used to determine whether the
CSQ factor scores or the CSQ individual
scales best distinguished between
individuals who had later returned to work,
and those who remained unemployed.
These results are presented in Table 2.

When these analyses were performed using
CSQ factor scores at admission as
predictors, only Factors II (Pain Control and
Rational Thinking) and III (Helplessness/
Emotion-focused Coping) discriminated
return to work outcome. Higher scores on
Factor II were related to employment
outcome, while higher scores on Factor III
were associated with not returning to work.
This analysis resulted in a 61% correct
classification rate of group membership
(sensitivity = 61%, specificity = 62%).

With the individual scales utilized as
predictors of return to work, the total correct
classification rate was 70% (sensitivity =
66%,; specificity = 77%). Three of the scales
significantly distinguished between
employed and unemployed individuals at
follow-up (see Table 2). Persons who were
less likely to reinterpret pain sensations,
catastrophize, or ignore their pain, were
more likely than those individuals who
utilized these coping strategies, to return to
work.

Discussion
Overall, the results suggest that the

determination of whether factor scores or
individual scores are better predictors of
adjustment, depends on the operational
definition of adjustment. With respect to the
factor scores, Factor I (Cognitive Coping
and Suppression) did not emerge as a
significant variable in the prediction of
adjustment for any of the outcome measures.
Factor II (Pain Control and Rational
Thinking) emerged as a significant predictor
of both psychological distress and return to
work. The pattern of scores suggests that
individuals who tend to use this type of
coping are less likely to experience
psychological distress and more likely to
acquire employment, than those who do not.
Factor III significantly predicted disability
perception, functional status and return to
work. In contrast to Factor II, persons who
scored high on this factor were more likely
to rate their disability as high, less likely to
perform well on lifting tasks (functional
status) and less likely to return to work.

Different individual scales also emerged as
significant predictors, contingent upon the
outcome measure examined. In the
prediction of Time 2 subjective disability,
Praying and Hoping and Increasing Pain
Behaviour were both positively related to
perceived disability, while the Ability to
Decrease Pain was negatively related to this
variable.

When functional status was employed as
the criterion outcome, no individual scales
predicted adjustment. This finding, coupled
with the significant result from the
Helplessness/Emotion-focused Coping
factor, suggests that it may be the
accumulation of emotion-focused coping
which is related to poor functional
performance, and not individual strategies-
per se.

The only individual scale to predict
psychological distress was Catastrophizing.
Interestingly, of the composite measures, it
was Factor II, and not Factor III, which
predicted psychological distress.
Examination of the beta weights indicated
that Catastrophizing was positively related
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to distress, while Pain Control and Rational
Thinking were negatively related to
psychological distress. These results
suggest that both the individual and factor
scores are important predictors of
psychological dysfunction, but for opposite
reasons. In particular, the individual scale of
Catastrophizing strongly predicted
psychological distress, while the Pain
Control and Rational Thinking factor
strongly predicted psychological adaptation.

Three of the individual scales significantly
predicted return to work (Reinterpreting
Pain, Catastrophizing, and Ignoring Pain).
Individuals who scored higher on these
variables were less likely to obtain
employment at follow-up. The individual
scores discriminated between individuals
who returned to work, and those who did
not, with a better correct classification rate
than the factor scores. As with the
prediction of psychological distress,
however, the specific strategies one wishes
to assess and change in treatment, may
depend on whether one is attempting to
enhance a patient's ability to return to work,
or reduce the factors that interfere with
returning to work. Factor II (Pain Control
and Rational Thinking), for example, was
positively associated with employment
status at Time 2, while the individual scales
were more predictive of not returning to
work.

Although our results were somewhat
different from Jensen et al. (1992), our
conclusions are actually quite congruent.
Jensen et al. found that the individual scales
yielded more information overall than the
factor scores, but concluded that composite
measures should not be ignored. In this
study, we found that both individual and
composite scores are important to examine,
and that their relative predictive efficacy
varies as a function of outcome criterion and
the direction of predictions.
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Author Notes
An extended version of this paper will appear in Pain
(Dozois, D. J. A., Dobson, K. S., Wong, M., Hughes,
D., & Long, A. [in press]. Predictive utility of the
CSQ in low back pain: Individual vs. composite
measures). This research was supported by
Studentship from the Medical Research Council of
Canada to David Dozois.

STRESS: VULNERABILITY AND RESILIENCE

The 29th Banff International Conference on
Behavioural Science
March 23-26, 1997,

Featuring keynote addresses and workshops addressing
individual differences in the response to life stress, prevention of
adverse reactions, and intervention strategies to manage stress
and eliminate long-term trauma
Designed for practitioners, investigators, and students
Very comfortable conference facilities amid the pleasures of
Banff, at The Banff Centre

For programme and registration information, contact (Co-chairs):
Kenneth D.Craig, Psychology Department, UBC, 2136 West
Mall, Vancouver, B.C., V6T 1Z4 604-822 3948

or
Keith S. Dobson, Psychology Department, University of
Calgary, Calgary, Alberta, T2N IN4
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NETWORKING
Our Home Page

The Clinical Section home page is not yet
created It will be so.
Look for it via the CPA home page!
http//www.cycor.ca/Psych/home.html
Clinical Section E-Mail Directory
The email directory lists those addresses
submitted to the editor for inclusion. You
are invited to submit your name for
inclusion so that more of your colleagues
can correspond with you on the internet.
Are you interested in having a Canadian
Clinical mail-list forum? Let us know. Send
your email address to the editor
:(dhart@play.psych.mun.ca)

Carl L. von Baeyer
vonbaeyer@duke.usask.ca

Arthur Blue ablue@mail.techplus.com
Lorraine Breault Ibreault@oanet.com
John R. Cook jecook2@UVie.CA

Dave Erickson DErickso@ROHCG.ON.CA
Stephen Fleming sfleming@yorku.ca
Larry Sun Fong Isfong@web.net
Thomas Hadjistavropoulos
hadjistt@meena.cc.uregina.ca

David S. Hart dhart@play.psych.mun.ca
Paul Hewitt phewitt@cortex.psych.ubc.ca
John Hunsley hunch@uottawa.ca

Michael C. King  mking@acs.ucalgary.ca
Leslie Langdon
leslie_langdon@ecclink.metrodesk.metrotor.on.ca
Sam Mikail smikail@neptune on.ca
Wayne Nadler wnadler@trytel.com
Rhona Steinberg  Rhona_Steinberg@sfu.ca
Allan Wilson AWILSON@ac.dal.ca

Consciousness anyone?

A newly formed email list , Psyche-B, now
exists: “ The aim is to provide a forum for
discussion on consciousness within a
biological and/or psychological framework.
The sorts of areas that might be discussed
include: attentional processes; neglect;
blindsight; implicit memory. The sorts of
things that won’t be discussed: the hard

MENMEBERSHIP

Your membership is
wvery important to the
health of the Clinical
Section. Please ensure
that you renew your
section membership
when you renew your

membership in CPA.
That done, g0 one step
further and encourage
a colleague to join. We

canonly be an
effective voice for
clinical psychology in
Canada if we have a
large membership.

problem; Chinese room problem; zombies;
etc.” Apparently this list is being
established as “an additional private refuge
for discussion purely of the biopsych
features of consciousness”. There exists a
parent list, Psyche-D.

To subscribe, send the following command
to <listserv@jiris.rfmh.org>:

SUB PSYCHE-B YourFirstName
YourLastName

Later, email me (dhart@play.psych.mun.ca)
a note about the discussions and whether
you would encourage others to subscribe so
that our readers can be informed.

URLs OF INTEREST !

http://www.usask.ca/psychology/clinpsy/_
defn.html Carl von Baeyer initiated this
page with the Clinical Section’s (actually
CPA’s official) definition of a clinical
psychologist.
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Do a free MEDLINE search on the Web at:
http://www.HealthGate/MEDLINE/searc

h-advanced.html (I have tried but was
refused.. Can anyone connect?)

The National Center for PTSD announce
that the quarterly update for October has

been added to the PILOTS database. There
are now 10,750 papers covered by this
electronic index to the traumatic stress
literature. For more information on the
database, consult the Website at

<http://www.dartmouth.edu/dms/ptsd/>
or send the message "send PILOTS info" to
<ptsd@dartmouth.edu>.

Victim-Assistance - look at
http://www.mnsi.net/~rmccall/homepage.html

a text-only listing for Ontario's Victim
Service Units and Victim/Witness Programs.
Links have also been established to
Canada's Federal Dept. of Justice, Kathy
Copely's Victim Advocate page, and New
York City's Victim Service site.

For stuff on anxiety and panic:
www.algy.com/anxiety/anxiety.html

Do let us know of any sites you have
created or visited that could be valuable for
your colleagues. We will add them to our
directory (i.e., publish them in the next
newsletter).

A NEW ADDITION TO THE
RANKS OF FELLOWS OF THE
SECTION ON CLINICAL
PSYCHOLOGY:
DAVID S. HART.

At the annual business meeting in
Montreal, we honoured David Hart as a
Fellow of the Section on Clinical
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psychology, a distinction of which he is
truly deserving. David received his
doctorate in clinical psychology from
Queen’s University in 1965. From 1962
until his retirement (as full professor) earlier
this year, he was a faculty member of the
Psychology Department at Memorial
University of Newfoundland, where he
served a 15-year term as director of the
M.Sc. Programme in Clinical Psychology.

David’s contribution to CPA has been
equally distinguished. He has been a CPA
board member (1992-1995), served two
terms on the Clinical Section executive, and
he founded the Special Interest Group on
Disaster and Trauma (which he has chaired
since 1993). Importantly, since 1991, David
has tackled the onerous responsibilities of
editing the Canadian Clinical
Psychologist, a job that he has handled with
loving care and more than a little gentle wit.

Thanks David! (Don’t let it be said that
editing CCP is a thankless job!)

Since his retirement, David has traded
coasts and moved to Vancouver. Happily
however, the transition has not slowed him
down. He was recently on the Steering
Committee for the highly successful
conference, Canadian Forum on Traumatic
Stress, and he is continuing in its wake to
work toward the formation of a national
traumatic stress association. We wish David
the best of luck in this important endeavour,
and offer warm congratulations on his
appointment as a Fellow of the Clinical
Section.

Keith Wilson
The Rehabilitation Centre
* * * *
Editor’s Address

David S. Hart, Ph.D.
2343 West 7" Avenue
Vancouver, B.C
V6K 1Y4
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CLINICAL SECTION
BUSINESS

Clinical Section
Executive Officers 1996-97

Chair

Keith Wilson, Ph.D
Psychology Department
Rehabilitation Centre

505 Smyth Road

Ottawa, K1H 8M2

Tel 613-737-7350 ext 5608
Fax 613-737-7056

Past Chair

Allan Wilson, Ph.D.
Psychology Department
The Nova Scotia Hospital
Dartmouth, NS B2Y 3Z9
Tel 902-464-3184

Fax 902-464-3460
awilson@ac.dal.ca

Chair-Elect

Charles Morin, Ph..D.
Ecole de Psychologie
Laval University
Pavillion F.A.S.
Quebec, P.Q. GIK 7P4
Fax 418-656-3646

Secretary Treasurer.
Candace Konnert
Department of Psychology
University of Calgary.
Calgary, Alberta

T2N IN4

Member-at-Large
Paul Hewitt, Ph.D.
Department of Psychology
University of British Columbia
2136 Wesbrook Mall
Vancouver, BC
V6T 124
Tel 604-822-5827
Fax 604-
PHewitt@cortex.psych.ubc.ca

BROCHURE

THE CLINICAL PSYCHOLOGIST IN CANADA

Send order to:

Candace Konnert, Ph.D
Department of Psychology
University of Calgary.
Calgary, Alberta

T2N 1N4

I wish to order _ brochures @ $.35
Language: English__ Francais__

My cheque for $ is enclosed.

(Make chegque payable to:
Clinical Section CPA

FROM
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Financial Statement: July 1 1995 to June 30 1996

Budget: Income
$4500.00 Membership Ducs (to Junc 30) $4322.95
$500.00 Brochure Sales 98.35
Advertising 249.71
Workshop Proceeds . l6§§.46
3 14
$5000.00 Bank Interest $6354.61
Expenses
$1600.00 CCP (incl mailing & correction for June 1995 estimate) $1932.68
2800.00 Winter Executive Meeting 2826.23
800.00 Telephone/Fax/Mailing 793.19
250.00 Awards 250.00
200.00 Stationery 197.02
200.00 Special Projects (translation) 224.57
1500.00 Prof. Dev. (Workshop Honorarium) 600.00
200.00 ABM (’95) Refreshments 115.44
0.00 Brochurc Printing 349.31
$7550.00 $7288.44 $7288.44
Excess Income Over Expenses (933.83)
Balance Forwarded July | 1995 $8298.49
Balance on Deposit July 1.1996 $7364.66

Submitted & Signed by Deborah Dobson, Secretary-Treasurer.
Audited & Signed by Candace Konnert

Revised Budget for 1996-97

Income
Balance forwarded (July 1%,1996) $1364.66
Estimated membership dues 4400.00
Other income 500.00
GICs 6000.00
GIC interest 200.00
$12646.66

Expenses
CCP (3 issues, including mailing) $1900.00
Telephone/Fax/Mailing 800.00
Winter executive meeting 3500.00
Awards 250.00
Stationery 0.00
Brochures 0.00
ABM (1996) refreshments 50.00
Special Projects (EVT Project and Public Education Project) 1000.00
Mississauga Conference 500.00
Professional Development Fund 500.00

$8600.00
Estimated assets (as of June 1997) $4046.66

Signed by Deborah Dobson, Secretary-Treasurer

15



