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Objective To test the hypothesis that pain patients differ from well children in their appraisal
and coping with daily stressors and to test a model of the relation of stress appraisal and coping
to symptoms and disability. Methods Pediatric patients with chronic abdominal pain

(n =143) and well children (n = 104) completed a 5-day diary study regarding their appraisal
and coping with daily stressors. Somatic symptoms, depressive symptoms, and functional
disability were assessed 2 months later. Results Compared to well children, pain patients
were less confident of their ability either to change or to adapt to stress and were less likely to
use accommodative coping strategies. Different patterns of stress appraisal were associated with
active, passive, and accommodative coping. Both appraisals and coping were significantly
related to symptoms and disability. Conclusions The relation between stress and
symptoms in pediatric pain patients may be explained in part by their appraisal and coping
with stressors. The relation between appraisal and coping was consistent with Lazarus, R. S., &

Folkman, S. (1984). Stress, Appraisal, and Coping. New York: Springer.
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Chronic abdominal pain, defined as long-lasting
intermittent or constant abdominal pain (American
Academy of Pediatrics and North American Society for
Pediatric Gastroenterology, Hepatology, and Nutrition,
Subcommittee on Chronic Abdominal Pain, 2005), affects
5-20% of youth (Apley & Naish, 1958; Kristjansdottir,
1997; Oster, 1972), is associated with high levels of
impairment and pediatric health service utilization
(Campo, Comer, Jansen-McWilliams, Gardner, & Kelleher,
2002), and may continue into adolescence and adult-
hood (Campo et al., 2001; Walker, Guite, Duke, Barnard, &
Greene, 1998). It is rarely associated with organic disease,
but instead typically reflects a functional gastrointestinal
disorder (Boyle, 1997; Walker, et al., 2004).

Several investigations have linked chronic abdomi-
nal pain to stressful life events. In prospective studies,
higher levels of negative life events predicted symptom

maintenance 3 months (Walker & Greene, 1991) and
1 year (Walker, Garber, & Greene, 1994) following chil-
dren’s medical evaluation for abdominal pain. Moreover,
results of a diary study showed that the intraindividual
relation between daily stressors and somatic symptoms
was significantly stronger in abdominal pain patients
than in well children (Walker, Smith, Garber, Van Slyke,
& Claar, 2001). Investigation of pain patients’ subjective
experience and behavioral responses to stress might
shed light on the relation between stress and somatic
symptoms observed in these patients.

Theories of life stress emphasize that the manner in
which individuals appraise and cope with stress deter-
mine the impact of stress on health (Lazarus & Folkman,
1984; Monroe & Kelly, 1995; Sandler, Wolchik,
MacKinnon, Ayers, & Roosa, 1997). This perspective
suggests that pediatric abdominal pain patients may
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differ from well children in the way that they appraise
and cope with stress, and, moreover, their particular
style of stress appraisal and coping may be associated
with high levels of symptoms and disability. Accord-
ingly, this study aimed to (a) examine stress appraisal
and coping by pediatric abdominal pain patients in com-
parison to well children and (b) examine the relation of
children’s appraisal and coping with daily stressors to
their somatic and depressive symptoms and disability.
Our specific predictions were based on the model of
stress appraisal and coping advanced by Lazarus &
Folkman (1984) (Folkman, Lazarus, Dunkel-Schetter,
DeLlongis, & Gruen, 1986), which asserts that individu-
als’ appraisals of stressor severity and their perceived cop-
ing potential predict the nature of the coping strategies
they use when confronting a particular stressor. Those
strategies, in turn, determine the impact of the stressor on
their health (Lazarus & Folkman, 1984). Appraisals of
coping potential can be differentiated into two major
types: problem-focused coping potential (PFCP)—the
perceived ability to alter the circumstances to make them
more desirable—and emotion-focused coping potential
(EFCP)—the perceived ability to handle or adjust to
the circumstances, even if they cannot be improved (cf.
Lazarus & Folkman, 1984; Smith & Lazarus, 1990;
Walker, Smith, Garber, & Claar, 2005). We predicted
that abdominal pain patients would appraise both their
PFCP and EFCP as lower compared to well children.
The particular combination of perceived PFCP and
EFCP is thought to predict one’s response to a stressor
(Folkman, 1984; Lazarus & Folkman, 1984; Walker
etal., 2005), as shown in Fig. 1. Individuals who
appraise their PFCP as high are hypothesized to engage
in strategies aimed at improving their circumstances—
strategies that have been referred to as active coping in
some typologies (e.g., Brown & Nicassio, 1987; Walker,
Smith, Garber, & Van Slyke, 1997). Individuals who
appraise their PFCP as low, in contrast, are hypothe-
sized to engage in either accommodative or passive cop-
ing, depending on whether they appraise their EFCP as

Emotion-Focused Coping Potential
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Problem- Active Active
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Figure 1. Hypothesized relations of appraised problem-focused
coping potential (PFCP) and emotion-focused coping potential (EFCP)
to active, passive, and accommodative coping.

Appraisal and Coping with Daily Stressors

high or low. If they appraise their EFCP as high, and thus
believe that they can accept and adjust to their circum-
stances, they are expected to engage in accommodative
coping strategies such as acceptance and positive reap-
praisal, which theoretically foster adaptation to unchange-
able stressful circumstances (see Lazarus, 1991; Smith &
Lazarus, 1990). Conversely, if they appraise their EFCP as
low, and thus believe that they cannot adjust to unchange-
able stressful circumstances, they are expected to engage
in passive coping strategies characterized by negative cog-
nitions and lack of active problem-solving efforts (e.g.,
Brown & Nicassio, 1987; Walker et al., 1997). Thus, we
predicted that, in comparison to well children, pediatric
abdominal pain patients would report more passive coping
strategies and fewer active and accommodative coping
strategies when dealing with daily stressors.

the relation of children’s
appraisal and coping with daily stressors to their symp-
toms and disability. We expected that appraisals of cop-
ing potential would predict the nature of coping
strategies and that these strategies, in turn, would pre-
dict symptoms and disability. Thus, we hypothesized
that coping strategies would mediate the relations
between appraisals of coping potential and symptoms
and disability. Specifically, we hypothesized that higher
levels of passive coping, itself predicted by lower levels
of both PFCP and EFCP, would be associated with
greater functional disability and higher levels of somatic
and depressive symptoms. In contrast, higher levels of
active coping (itself predicted by higher levels of
appraised PFCP) and higher levels of accommodative
coping (itself predicted by higher levels of EFCP) would
be associated with less disability and lower levels of

We also examined

somatic and depressive symptoms.

Methods
Sample

Abdominal Pain Patients (n = 143)

Patient participants were children between the ages of 8
and 15 who had been evaluated for abdominal pain by
their primary care provider and were referred for further
evaluation at a pediatric gastroenterology clinic in a ter-
tiary care medical center. Consecutive new referral
patients were eligible if they had experienced at least three
episodes of abdominal pain severe enough to interrupt
activities and occurring over a period of at least 3 months
(Apley, 1975; Apley & Naish, 1958). Exclusionary criteria
included a known chronic health condition, physical
handicap, or mental retardation. Of the 229 patient fami-
lies contacted, 57 (26%) failed to meet eligibility criteria
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and 18 (8%) declined. The sample was primarily Cau-
casian (95%) and female (57%). The mean age was
10.80 (SD = 2.10). Data from 11 of the 154 partici-
pants (7%) were excluded from these analyses
because the hassles they reported over the course of
the week involved abdominal pain and, thus, were
confounded with group status. Therefore, the final
sample of pain patients included 143 participants. Of
these, 2-month follow-up data were obtained for 137
participants (96%).

Well Children (n = 104)

The well sample was recruited from children who had
participated in a larger school-based survey of children’s
health. Children were eligible to participate in this study
if they had reported abdominal pain less than once a
week and had scored below the sample median for well
children on the Children’s Somatization Inventory (CSI)
(Walker & Garber, 2003; Walker, Garber, & Greene,
1991) (the median was 11 for boys and 14 for girls). Par-
ents of these children were contacted by telephone and
screened for further exclusionary criteria including: (a)
Chronic medical conditions (e.g., diabetes), (b) Organic
disease involving abdominal pain (e.g., peptic ulcer,
Crohn’s disease), and (c) Three or more episodes of
unexplained abdominal pain severe enough to interrupt
activities during the last 3 months. Recruitment was
monitored to yield the same proportion of well children
as pain patients with respect to gender, ethnicity, and
age. Of the 124 families invited to participate, 11 (9%)
declined and 4 (3%) were excluded because they did not
meet eligibility criteria, leaving a total of 109 participat-
ing families. Data from 5 of the 109 participants (5%)
were excluded from these analyses because the hassles
they reported involved episodes of abdominal pain. The
final sample of well children included 104 participants.
Of these, 2-month follow-up data were obtained for 102
participants (98%). The well sample was similar to the
pain sample in that it was primarily Caucasian (95%)
and female (57%) and had a mean age of 10.84 (SD =
1.92).

Procedure

The Daily Diary Interview (DDI; Walker et al., 2001)
was administered to children by telephone in the
evening on five consecutive school days. The DDI is a
structured interview that assesses daily stressors (“has-
sles”) related to family, peers, and school. Interviewers
prompted children’s recall of activities earlier in the day
by referring to daily routines. On each day, children
were asked about three time periods (morning, school,
afternoon/evening). Questions for each time period

began with an open-ended format, prompting children
to describe events that occurred during that time period.
Next, children were read a list of stressors that might
have occurred during that period of the day. The list
included stressors associated with family, friends,
school, chores, and recreation.

Following administration of the list of stressors,
children were asked to identify the “worst hassle” of the
day. Children responded to a series of structured ques-
tions regarding appraisal and coping with that stressor.
Total scores for the appraisal and coping variables were
computed by averaging the variables across all eligible
hassles reported by a particular child over the course of
the 5 interview days.

Physical symptoms, depressive symptoms, and
functional disability were assessed in follow-up inter-
views conducted by telephone 2 months following the
daily interviews.

Measures

Appraisal of Stressor Severity

Following identification of the worst stressor of the day,
children responded to the question, “How bad was it for
you that (stressor) happened?” They rated the perceived
severity of the stressor on a scale from “not at all” (0) to
“a whole lot” (4).

Appraisal of Coping Potential

Two types of perceived coping potential were assessed:
problem-focused and emotion-focused. Each type of
coping potential was assessed with a two-part question.
For example, to assess perceived problem-focused cop-
ing potential (PFCP), children were first asked to
respond “yes” or “no” to the question, “When (stressor)
happened, did you think you would be able to do some-
thing to make the situation better?” Next, children were
asked to respond to the question, “How sure were you
when (stressor) happened that you (would/would not)
be able to make the situation better?” Responses to this
question were rated on a 5-point scale ranging from “not
at all” (“0”) to “a whole lot” (“4”). The score for PFCP
was obtained by combining the responses to the two
questions into a single 9-point scale that ranged from
“~4” (indicating high degree of certainty that the child
would not be able to make the situation better) to +4
(indicating a high degree of certainty that the child
would indeed be able to make the situation better).
Assessment of perceived emotion-focused coping poten-
tial (EFCP) was similar, except that the questions were
reworded to read, “When (stressor) happened, did you
think you would be able to deal with it or handle it, even
if the situation didn’t get better?” and “How sure were
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you that you (could/could not) deal with it or handle it,
even if the situation didn’t get better?”

Coping

Measures of active, passive, and accommodative coping
with daily stressors were derived from the Pain
Response Inventory (PRI; Walker et al. 1997), using
items with the highest factor loadings. The item stem
was worded to refer to coping with a stressor. Active
coping was assessed with three items: “Try to figure out
what to do about it;” “Ask someone for help,” and “Talk
to someone who you thought would understand how
you felt.” Passive coping was assessed with three items:
“Go off by yourself;” “Think to yourself that the situa-
tion was going to get worse;” and “Think to yourself that
there was nothing you could do, so you didn’t even try.”
Accommodative coping was assessed with four items:
“Try to accept it;” “Think of things to take your mind off
the situation;” “Tell yourself that the situation was not
that bad;” and “Tell yourself to keep going even though
this was happening.” Children were asked how much
they used each strategy in response to the worst stressor
of the day; their responses were rated on a 5-point scale
ranging from “not at all” (“0”) to “a whole lot” (“4”)
(see Appendix: Reviewer’s Comment 1).

Children’s Somatic Symptoms
The CSI (Walker et al., 1991; Walker & Garber, 2003)
assessed the severity of somatic symptoms (e.g., “head-

» o«

aches,” “chest pain,” and “feeling low in energy”).
Respondents rated the extent to which they have experi-
enced each of the 35 symptoms during the past 2 weeks
using a 5-point scale ranging from “not at all” to “a
whole lot”. The scale ranges from 0 to 140. Three-month
test—retest reliability for the CSI is .50 for well patients
and .66 for patients with chronic pain (Walker et al.,
1991). The average score for a large referred sample of
pediatric pain patients (n = 498) on this scale was 22.7
(SD 14.4; Range 3-81) with a median of 19 (Walker &
Garber, 2003). Internal consistency of the CSI in this
sample was .89.

Child Impairment

The functional disability inventory (FDI; Claar &
Walker, 2006; Walker & Greene, 1991) consists of 15
items concerning the intensity of children’s self-reported
impairment in physical and psychosocial functioning
due to their physical health during the past 2 weeks.
Behaviors measured by this instrument include walking
up stairs, playing with friends, and doing activities in
gym. For each item, the five response options range
from “No Trouble” (0) to “Impossible” (4). Total scores

Appraisal and Coping with Daily Stressors

are computed as the sum of responses and can range
from 0 to 60. The FDI has good internal consistency and
3-month test-retest reliability estimates exceeding .60
for patients with chronic abdominal pain (Claar &
Walker, 2006; Walker & Greene, 1991). Scores on the
child report FDI correlate significantly (r = .44) with
school absence (Walker & Greene, 1991). Coefficient
alpha for the FDI in this sample was .88.

Depressive Symptoms

The children’s depression inventory (CDI; Kovacs,
1985), a 27-item self-report questionnaire, assesses chil-
dren’s depressive symptoms in the past 2 weeks. Items
are rated on a 3-point scale. Total scores can range from
0 to 54. Reliability and validity have been established
(Kovacs, 1992). Cronbach’s alpha on a normative sam-
ple of 1,266 children aged 7-16 was .86; it was .85 in the
current sample.

Results

Overview

The analyses reported below are organized into two
major sections. First, after reporting the number of stres-
sors reported by participants during the 5 days of diary
interviews, a series of analyses of variance (ANOVAs) is
reported to examine whether the stress appraisals and
coping activities associated with the stressors differed as
a function of patient status or gender. Next, using a series
the
appraisal, coping, symptoms, and disability are exam-

of regression analyses, interrelations among
ined. The regression analyses were structured to examine
the degree to which the data were consistent with a
mediational model in which the effects of appraisal on

symptoms and disability were mediated by coping.

Frequency of Daily Stressors

The number of eligible stressors reported by each child
ranged between 1 and 5, with a mean of 3.65 (SD =
1.37). Thirty-six percent of the sample reported at least
one stressor on each of the 5 interview days. The num-
ber of stressors reported did not vary as a function of
group, F (1, 253) < 1.00, ns; sex, F(1, 253) = 1.74, p =
.19, or their interaction, F (1, 253) < 1.00, ns.

Appraisals

Primary Appraisal: Stresser Severity

A group X sex ANOVA examined children’s ratings of the
severity of their daily stressors. Significant effects were
found for group, F(1,239) = 7.86, p <.005, sex, F(1,239) =
16.24, p < .001, and the interaction of group and sex,
F(1,239) =4.02, p < .05. Examination of the group means
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indicated that girls with abdominal pain appraised their
stressors as more severe (M = 2.35) than well girls (M =
1.82) and than boys both with (M = 1.69) and without (M
= 1.60) abdominal pain. A contrast pitting the girls with
abdominal pain against the other three groups was signif-
icant, F (1, 239) = 11.06, p < .001.

Secondary Appraisal: PFCP and EFCP

A group X sex multivariate ANOVA was conducted with
type of coping potential (emotion-focused, problem-
focused) as a repeated measure (see Appendix:
Reviewer’s Comment 2). Results indicated a significant
within-subject effect for type of coping potential, multi-
variate F(1,241) = 72.91, p < .001. Children rated their
EFCP as significantly greater than their PFCP (for
EFCP, M = 1.84, SD = 1.98; for PFCP, M = .51, SD =
2.29). The main effect for group also was significant,
F(1,242) =8.51, p < .01. As expected, pain patients rated
both their EFCP (M = 1.69, SD = 1.61) and their PECP
(M = .13, SD = 1.65) significantly lower than well chil-
dren (for EFCP, M = 2.18, SD = 1.46; for PFCP, M = .79,
SD = 1.76). Neither the main effect for sex, F(1, 242) =
2.60, p = .11, nor the group by sex interaction, F (1,
242) =1.91, p = .17, was significant, nor did any of these
effects interact with the type of coping potential, all
three Fs (1, 242) < 1.00, ns.

Coping with Daily Stressors

Next, we conducted group X sex multivariate ANOVAs
with type of coping (passive, active, and accomodative)
as a repeated measure. Results indicated a significant
effect for type of coping, multivariate F(2, 242) =
191.30, p < .001. Subsequent post hoc paired t-tests
indicated that children reported using accommodative
coping significantly more than active coping, t(246) =
11.12, p < .001, and active coping significantly more
than passive coping, t(246) = 10.28, p < .001 (accommo-
dative coping, M = 1.66, SD = .79; active coping, M =
1.06, SD = .65; passive coping, M = .56, SD = .58).

A significant group X type of coping interaction
effect also was obtained, multivariate F(2, 242) = 5.97,
p < .01. Subsequent univariate analyses indicated that, as
expected, pain patients reported significantly less
accommodative coping compared to well children, F(1,
245) = 5.13, p < .01 (pain patients, M = 1.54, SD = .76;
well children, M = 1.83, SD = .79). Contrary to expecta-
tions, the groups did not differ significantly in their
reported use of active, F (1, 245) = 1.08, p = .30, or pas-
sive coping, F (1, 245) < 1.00, ns. No further effects of
group, sex, their interaction, or of interactions with type
of coping were significant (all ps > .13).

Relations of Appraisal and Coping to Symptoms
and Disability

A final set of analyses examined whether children’s
appraisals and coping with daily stressors were associ-
ated with their symptoms and disability at the 2-month
follow-up. We were particularly interested in the degree
to which the data were consistent with a mediational
model predicted by appraisal theory (Lazarus & Folkman,
1980, 1984; Smith & Lazarus, 1990), in which stress
appraisals are associated with symptoms and disability
through their influence on coping.

These relations were examined with a series of hier-
archical regressions that reflected the logic of media-
tional analyses as outlined by Baron and Kenny (1986).
When the three appraisal variables (stressor severity,
PFCP, and EFCP) were used as predictor variables, they
were entered into the regression equations simulta-
neously as a set, such that their joint contribution to the
regression equation could be assessed. The three coping
variables (i.e., active, passive, and accommodative cop-
ing) also were treated as a set. In the first step of all anal-
yses, the participants’ sex and diagnostic group were
entered into the equations as control variables.

For the prediction of each outcome (CSI, FDI, and
CDD), analyses were organized into three groups. The first
analyses examined the degree to which appraisal predicted
coping. This was done by regressing each of the three cop-
ing variables on the set of appraisal variables. In a second
group of analyses, both the appraisal and coping variables
were used to predict each of the three outcomes, with the
set of appraisal variables entered in a second step, before
the set of coping variables was entered in a third step. The
third and final group of analyses was similar to the second
group, except that the set of coping variables was entered
into the equation in a second step before the appraisal
variables were entered in the third step. To be consistent
with a mediational model, first, appraisal should be found
to reliably predict the outcomes when considered by itself
(i.e., step 2 of the second group of analyses), and appraisal
should be found to predict coping (the hypothesized
mediator) in the first group of analyses. In addition, when
both the coping variables and appraisal variables are used
to predict the outcome together (and thus when the two
sets of variables are used to control for one another), sig-
nificant relations between the coping variables (the pur-
ported mediator) and the outcome should still be evident
(step 3 of the second set of analyses). In contrast, the rela-
tions between the appraisal variables and the outcome
(step 3 of the third group of analyses) should be substan-
tially weakened (for partial mediation) or no longer evi-
dent (for full mediation).
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The zero-order correlations among the variables
entering into these analyses are summarized in Table I

The results of the three groups of regression analyses are

summarized in the three panels of Table II and, controlling

Appraisal and Coping with Daily Stressors

for sex and diagnostic group, provide some support that
the relation of appraisal to symptoms (CSI and CDI) and
disability (FDI) is partially mediated by coping. First, as
shown in Panel A of Table II, the appraisal variables

Table 1. Intercorrelations among variables entering into the regression analyses

Sex Group Severity EFCP PFCP Active cope Accom-cope Passive cope Csl FDI
Group .01 - - - - - - - - -
Severity 25 .20 - - - - - - - -
EFCP -12 -15 -22 - - - - - - -
PFCP .08 -.18 -.09 A48 - - - - - -
Active-cope .08 11 25 .02 21 - - - - -
Accom-cope -.07 =15 .02 37 15 .29 - - - -
Passive-cope 11 .08 40 =31 -.26 22 13 - - -
CSI 22 40 .36 -.25 -.25 15 -.02 .36 - -
FDI .19 32 .28 -.18 -.18 15 .04 .28 a7 -
CDIL .18 21 .36 -.29 -.28 .09 .08 29 .54 47

Accom, accommodative; CDI, children’s depression inventory; CSI, children’s somatization inventory; EFCP, emotion-focused coping potential; FDI, functional disability

inventory; PFCP, problem-focused coping potential.

n = 228. All correlations with a magnitude of .13 or greater are significantly different from 0 at p < .05.

Table II. Hierarchical regression analyses

Panel A

Analysis 1: Predicting coping from appraisals

Step 2

Beta weights

Severity EFCP PFCP AR?
Active 26%F* -.04 28F 12%%*
Passive 3T7ER* -17* -.16* 23FE*
Accommodative 13% 39%F* -.03 3%
Panel B
Predicting outcomes from appraisals and coping
Analysis 2: Appraisals entered before coping

Step 2: Appraisals entered Step 3: Coping entered
Beta weights Beta weights

Severity EFCP PFCP AR? Active Passive Accommodative AR?
CSI 23%* -.07 —.12% R .03 20%* .04 .04**
FDI 18%* -.03 -.09 .06** .04 .16* .08 .04*
CDI 28%** —.12% -17* 5% .03 .10 -.03 .01
Panel C
Analysis 3: Coping entered before appraisals

Step 2: Coping entered Step 3: Appraisals entered
Beta weights Beta weights

Active Passive Accommodative AR? Severity EFCP PFCP AR?
CSI .04 30%F* .00 d1FFF 15% -.05 -.10 .03*
FDI .05 23FFF .05 .08%** 11 -.04 -.07 .02
CDI -.09 2TFFF .04 .08%** 24FFF -.09 -.16* .08*

*p<.05. %*p< 01 ***p< 001

CD], children’s depression inventory; CSI, children’s somatization inventory; EFCP, emotion-focused coping potential; FDI, functional disability inventory; PFCP, problem-

focused coping potential.

In the first step (not depicted) of each analysis, participant sex and diagnostic group were entered into the regressions as control variables.

21
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predict all three types of coping. Thus, in accord with
Baron and Kenny (1986), the hypothesized antecedent
(appraisal) variables reliably predict the hypothesized
mediators (coping). Moreover, the relations between
appraisals and coping are highly consistent with theoret-
ical predictions. The appraised severity of the stressors
predicted each type of coping, indicating a higher likeli-
hood of engaging in all three types of coping when the
stressors were appraised as more severe. In addition,
appraisals of EFCP and PFCP predicted all three types of
coping in theoretically consistent, different ways. As
expected, active coping was positively associated with
appraisals of PFCP. Also as expected, accommodative
coping was positively associated with appraisals of EFCP
but was not associated with PFCP. Passive coping, in
contrast and as expected, was associated with low levels
of both PFCP and EFCP.

The next groups of analyses predicted symptoms
and disability from appraisals and coping, as shown in
Panels B and C of Table II. First, when considered by
themselves, the appraisal variables (the second step of
the second group of analyses) predicted all three out-
comes. Thus, there is evidence that the hypothesized
antecedent variables are associated with the outcomes,
which is a key prerequisite for mediation (Baron &
Kenny, 1986). In addition, the coping variables, consid-
ered by themselves (the second step of the third group
of analyses), also were associated with the three out-
comes. Thus, the purported mediators were also associ-
ated with the outcomes, which is also a prerequisite for
mediation. It should be noted, however, that in these
analyses, one variable within each set dominated the
prediction. For the appraisal variables, appraised sever-
ity was the strongest predictor of all three outcomes,
whereas for the coping variables, passive coping was the
only variable that made a unique contribution to the
prediction of the outcomes.

The third step of the analyses predicting outcomes
(with appraisal and coping being controlled for one
another) yielded some support for the proposed media-
tional model, although this support was equivocal. For
both the CSI and the FDI, the relations with passive cop-
ing remained significant after accounting for the effects
of the appraisal variables. However, no such evidence
for mediation was found for the CDI. In addition,
appraisals of severity continued to predict both the CSI
and the CDI after including the coping variables in the
equation (see Panel C of Table II), and for both vari-
ables, the relations with passive coping was weakened
(CSI) or eliminated (CDI) by the addition of the
appraisal variables (see the Panel B of Table II). Thus,

these results are equally consistent with an alternative
model in which the effects of coping on symptoms and
disability are mediated by appraisal, as they are with the
predicted model in which the effects of appraisal are
mediated by coping (see Appendix: Reviewer's Com-
ment 3). Nonetheless, the results clearly indicate that
both appraisal and coping make distinct contributions
to the prediction of somatic symptoms and disability.

Discussion

In this study, pediatric pain patients exhibited patterns
of stress appraisal and coping that differed from those of
well peers and that were associated with somatic and
depressive symptoms as well as functional disability 2
months later. Compared to well children, pain patients
had significantly less confidence in their ability either to
change or to adjust to stressors assessed during a week
of diary interviews. That is, pain patients appraised
themselves as having significantly lower levels of both
PFCP and EFCP (Folkman & Lazarus, 1980; Smith &
Lazarus, 1990).
appraised low level of EFCP, pediatric patients also
reported significantly less use of accommodative coping
strategies such as accepting the stressor, reframing its
significance, or encouraging themselves to keep going.

Moreover, consistent with their

Correlational analyses across the groups indicated
that, in accord with Lazarus and Folkman (1984) (Folkman
& Lazarus, 1980; Smith & Lazarus, 1990), children’s
appraisals of their PFCP and EFCP were associated with
particular types of coping. Higher ratings of PFCP were
associated with greater use of active coping, whereas
higher ratings of EFCP were associated with greater use
of accommodative coping. In contrast, lower ratings of
both PFCP and EFCP were associated with greater use
of passive coping. Thus, these findings support the
hypothesized relations between appraisal and coping
as outlined in Fig. 1 and suggest that both types of per-
ceived coping potential may influence children’s
response to stress.

Accommodative coping, that is, acceptance and pos-
itive reappraisal of stressors, was the most frequent type
of coping reported by children in this study. Abdominal
pain patients, however, reported significantly less
accommodative coping compared to well children. It is
possible that failure to accommodate to stress promotes
negative affect and physiological arousal that, in turn,
exacerbates abdominal pain. Of course, it is equally
plausible that abdominal pain interferes with children’s
ability to accommodate to daily stressors. Either way,
the frequency with which accommodative coping was
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reported and the group differences highlight the impor-
tance of considering this type of response to adverse
events in studies of stress and coping in children with
chronic abdominal pain. Others have considered specific
coping strategies, such as acceptance and positive reap-
praisal, which fit within our broader construct of accom-
modative coping (e.g., McCracken, Vowles, & Eccleston,
2004; Park, Cohen, & Murch, 1996; Schiaffino &
Revenson, 1992; Sears, Stanton, & Danoff-Burg, 2003;
Thomsen et al., 2002) and have found that the use of
such strategies generally is associated with positive
adaptational outcomes.

Although other studies have examined appraisal
and coping with pain by pediatric patients with chronic
abdominal pain (Thomsen et al., 2002; Walker et al.,
2005), this study is the first to examine appraisal and
coping with daily stress in this population. Our findings
extend the literature by suggesting that, compared to
well children, pediatric pain patients viewed themselves
as less able either to change or to adjust to daily stres-
sors. Consistent with their appraised coping ability, pain
patients also made less use of accommodative coping
strategies than their well peers. The study results
showed that both appraisals and coping had significant
direct effects on symptoms and disability. These findings
underscore the importance of including appraisal in the
study of stress adaptation (see also, Park, Armeli, &
Tennen, 2004), and suggest that both appraisal and cop-
ing may contribute to the frequently observed associa-
tion between life stress and symptoms in pediatric
abdominal pain patients (e.g., Liakopoulou-Kairis et al.,
2002; Walker et al., 2001). Thus, appraisal and coping
processes may be promising targets for interventions
aimed at reducing stress reactivity in patients with
chronic abdominal pain.

In addition, these results supported a model in
which coping partially mediated the relation between
appraisals and symptoms, thereby reflecting relations
among stress appraisal, coping efforts, and symptoms
that may influence each other in an iterative process
over time (Monroe & Kelly, 1995). For example,
because pain patients appraise their coping potential as
poor, they may not engage with daily stressors in ways
that could help them develop new coping skills and
greater confidence in their coping ability. Their rela-
tively infrequent use of accommodative coping strategies
may have negative consequences that reinforce their
perceived poor coping potential and exacerbate their
somatic symptoms. It also is possible, however, that the
experience of frequent pain episodes and associated
impairment may undermine children’s perceptions of

Appraisal and Coping with Daily Stressors

their ability to cope with daily stressors. Perceived lack
of control over stressors has been linked to anxiety (e.g.,
Malcarne & Hansdottir, 2001; Weems, Silverman,
Rapee, & Pina, 2003) which, in turn, might heighten
pain sensitivity through central nervous system pro-
cesses (Dorn et al., 2003; Drossman, 1996; Zeltzer,
Bursch, & Walco, 1997), thereby exacerbating pain and
disability.

A strength of this study was the use of a daily diary
to assess children’s appraisals and coping with real life
stressors relatively close in time to their actual occur-
rence. Although clearly an improvement over methods
that rely on retrospective recall of events that might
have happened days or weeks earlier, however, an even
stronger methodology might be the use of an ecological
momentary assessment approach (e.g., Barrett &
Barrett, 2001; Christensen, Barrett, Bliss-Moreau, Lebo,
& Kaschub, 2003) which can measure cognitions and
events at a given moment in time.

Prior work has linked passive coping with pain to
negative health outcomes in pediatric abdominal pain
patients (Thomsen et al., 2002; Walker et al., 1997,
2005). This study suggests that passive coping with life
stress also is associated with symptoms and disability in
these patients. Thus, behavioral interventions might aim
to teach alternative responses to stress such as the acco-
modative strategies that were reported significantly
more frequently by well children than by pain patients
in this study. Our findings also suggest that interven-
tions for stress management should evaluate perceived
stress severity and personal coping potential as they are
linked both to the nature of coping and to symptoms
and disability. To the extent that perceived stress sever-
ity is high and coping potential is low, patients may
choose passive coping strategies over alternative strate-
gies taught in intervention programs.
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Appendix: Reviewer’s Comment

1. A reviewer of a previous version of this article
questioned whether the responses to the Likert-type
scales used to assess coping yielded true interval
data, and, thus, whether the parametric statistical
techniques used in this article were appropriate.
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The issue raised by the reviewer is applicable to
virtually all of the measures used in this study as
well as virtually all Likert-type measures that are
prominently used in a broad range of social sci-
ence research. At present, there is widespread
consensus in the field that Likert-type scales,
although clearly ordinal, seldom meet strict crite-
ria for yielding true interval-level data. However,
there is also a clear consensus that parametric sta-
tistical techniques are robust to this assumption
violation and that the common use of parametric
techniques to analyze such data is well justified
(e.g., Jaccard & Wan, 1996; Zumbo and Zimmer-
man, 1993). For instance, in their review of this
topic, Jaccard and Wan (1996) conclude: “for
many statistical tests, rather severe departures
(from intervalness) do not seem to affect type I
and type II errors dramatically” (p. 4).

. A reviewer of a previous version of this article
questioned whether it was appropriate to treat
the two appraisal variables as “repeated mea-
sures” because they represented two different
variables measured at the same time, rather than
the same variable measured on multiple occa-
sions. Although, strictly speaking, the appraisal
variables are not “repeated measures,” the within-
subjects comparison produced by this analysis is
meaningful and appropriate to examine both

because the two appraisal variables represent
different facets of a broader construct (appraisals
of coping potential) and because these variables
were measured on the same scale to facilitate
their direct comparison. As reported in the
results of this analysis, the within-subjects com-
parison asks whether children appraised their
PFCP and EFCP at similar or different levels in
response to the reported stressors. This same
logic also applies to the “repeated measures”/
within-subjects analysis subsequently reported
for the coping variables.

. A reviewer suggested that we might supplement

the reported regression analyses with Sobel’s
(1982) test, to explicitly examine whether the
indirect effects of the antecendent (appraisal)
variables on the outcomes, carried by the
mediator (coping), were statistically significant.
Although this is a reasonable suggestion, we did
not pursue it for two reasons. First, given that
both the antecedent and mediator variables are
represented in these analyses by sets of variables,
rather than single variables, it is not immediately
obvious how to apply Sobel’s test to these analy-
ses. Second, whatever the results of these tests,
they would not alter the overall conclusion that
the evidence in support of the hypothesized medi-
ational model yielded by our analyses is equivocal.

220z 1snbny 91 uo 1senb Aq Zv¥61562/902/2/z¢/e1onie/Asdadl/woo dno-olwepeoe//:sdiy woly pepeojumoq



