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Abstract

Objectives: Examine whether coping flexibility at admission to first spinal cord injury (SCI) rehabilitation was predictive of distress 1 year after

discharge.

Design: Longitudinal inception cohort study.

Setting: Rehabilitation center.

Participants: Of the 210 people admitted to their first inpatient SCI rehabilitation program, 188 met the inclusion criteria. nZ150 (80%) agreed

to participate; the data of participants (NZ113) with a complete dataset were used in the statistical analysis.

Interventions: Not applicable.

Main Outcome Measures: Coping flexibility was operationalized by (1) flexible goal adjustment (FGA) to given situational forces and constraints

and (2) tenacious goal pursuit (TGP) as a way of actively adjusting circumstances to personal preference. The Assimilative-Accommodative

Coping Scale was used to measure FGA and TGP. The Hospital Anxiety and Depression Scale was used to assess distress.

Results: Scores on FGA and TGP measured at admission were negatively associated with the scales depression (rZ �.33 and �.41, respectively)

and anxiety (rZ �.23 and �.30, respectively) 1 year after discharge. All demographic and injury-related variables at admission together

explained a small percentage of the variance of depression and anxiety. FGA, TGP, and the interaction term together explained a significant

additional 16% of the variance of depression and 10% of anxiety.

Conclusions: The tendency to pursue goals early postonset of the injury seems to have a protecting effect against distress 1 year after discharge.

People with low TGP may experience protection against distress from high FGA.
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Spinal cord injury (SCI) is a condition affecting physical as well
as social and psychological functioning of the person involved.1

People recently confronted with SCI need to adapt their lives to
paralysis, sensory deficits, and bladder, bowel, and sexual prob-
lems. These changes affect mobility and social participation, such
as work or leisure time activities. People with SCI need to cope
with changes in all these different domains. Moreover, goals they
had in their lives before the occurrence of the injury may be
blocked if these were dependent on preinjury capabilities.2 A
substantial proportion of people with SCI have difficulties
adjusting to their new situation. In community-dwelling people
living with SCI, the estimated prevalence of depressive mood is

22% (ranging from 7% to 48% in different studies)3 and the
estimated prevalence of anxiety is 27% (ranging from 13% to
36%).4,5 Levels of psychological distress vary strongly among
people with SCI, and these can only be partly explained by de-
mographic factors or characteristics of the SCI.6 An attempt to
explain this variance is to study the effect of different kinds of
coping styles.7-10 However, correlations found between coping
styles and distress are only weak to moderate.11 This low asso-
ciation may result from the way coping styles are measured in
most studies, namely as the person’s preference for dealing with
problems in general. In these questionnaires, changes in circum-
stances of a person’s life are not taken into account, whereas it
makes sense to suppose that people might use different coping
mechanisms in different circumstances.Disclosures: none.

0003-9993/18/$36 - see front matter ª 2018 by the American Congress of Rehabilitation Medicine

https://doi.org/10.1016/j.apmr.2018.05.032

Archives of Physical Medicine and Rehabilitation
journal homepage: www.archives-pmr.org

Archives of Physical Medicine and Rehabilitation 2018;-:-------

Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
https://doi.org/10.1016/j.apmr.2018.05.032
http://www.archives-pmr.org
https://doi.org/10.1016/j.apmr.2018.05.032


In a previous study with community-dwelling people, the dual-
process coping theory was applied to better understand determinants
of distress after SCI.2 The dual-process coping theory describes the
way persons attempt to match goal-related coping with situations in
which goals are blocked, for instance, due to loss of physical func-
tioning or as part of aging.12 This theory distinguishes 2 coping
mechanisms: accommodative coping, which is reflected in flexible
goal adjustment (FGA), and assimilative coping, which is reflected in
tenacious goal pursuit (TGP). FGA entails adjusting personal pref-
erences and goal orientations to given situational forces and con-
straints. This can involve either the devaluation or reevaluation of a
particular goal, or the positive reappraisal of an emerging loss or
limitation, as well as the consideration of alternative feasible goals.
FGA should be considered as a neutralization rather than as an active
solution of the problem.12 The other copingmechanism, TGP, implies
actively adjusting development and life circumstances to personal
preferences, in other words maintaining goals. This can include ac-
tivities such as acquiring relevant knowledge and skills, using
compensatory means, or implementing basic lifestyle changes.13,14

Both FGA and TGP aim at eliminating discrepancies between
actual life perspectives and salient concerns of personal development.
From theoretical point of view, these scales are most often antago-
nistic, although they can synergistically complement each other in
concrete episodes of coping. Problems such as bodily impairment,
chronic illness, or bereavement generally pose multiple adaptive
problems on different levels that often call for different coping
mechanisms.13 Therefore, both scalesmay not be seen as the opposite
ends of same dimension. If a discrepancy between the desired and
factual situation appears, a person will usually employ TGP first,
trying to actively reduce the gap. If there are no means to actively
attain the desired aim, a person is most likely to adjust standards or
priorities to the given circumstances.12,14 Thus, whereas TGP is
prominent in aiming at improvement or maintenance of functioning,
the reorientation effort of FGA becomes more beneficial in accepting
permanent loss or constraint.12-14 There is, however, a large individual
variation in the way people apply both mechanisms in their life.

Stemming from aging research, the concept of coping flexi-
bility has been used in studies in people with a sudden onset of
physical problems like amputation, SCI, and stroke in the last
decade.2,15,16 The results are not unambiguous. In aging studies, a
negative bivariate correlation was found between FGA and
distress.17 In a cross-sectional study with community-dwelling
people living with SCI, both FGA and TGP showed negative
bivariate correlations with distress.2 In that same study, FGA
explained a significant percentage of the variance of distress in a
regression analysis, after correction for demographic and SCI-
related variables, social support, and task-oriented coping,
whereas TGP did not.2 Similar results were found in a study
among people who sustained stroke. Only FGA, not TGP,
measured at the end of their initial rehabilitation period was
predictive for their quality of life (QoL) 1 year later.16 A different
pattern was found in a study among people with a lower limb
amputation in the initial rehabilitation phase. Although that study

showed a positive correlation between both FGA and TGP with
physical and psychological QoL, TGP more strongly predicted
higher scores on physical and psychological QoL 6 months
postdischarge.15 FGA predicted higher environmental QoL 6
months postdischarge, whereas TGP did not.15 The differences in
results in the presented studies might be caused due to differences
in diagnostic groups or differences in time of measurement.

The objective of this study was to examine whether FGA and
TGP, measured at admission to first SCI rehabilitation, were
predictive of distress 1 year after discharge, controlling for base-
line scores of sociodemographic and SCI-related variables. Based
on most studies published to date, it was hypothesized that higher
levels of FGA and TGP at admission would be related to less
distress, and that FGA compared to TGP would explain more
variance in both depression and anxiety, 1 year after discharge.

Methods

Participants

The cohort used for this study has been described in a previous
study.18 In brief, people with SCI were included who were
admitted for their first inpatient rehabilitation to the Sint Maar-
tenskliniek, a specialized SCI rehabilitation clinic in the
Netherlands, between March 2011 and April 2015. Excluded were
people with cancer-related SCI with a short life expectancy,
people who were not sufficiently able to read Dutch, or had severe
psychiatric or cognitive problems, such as active psychosis,
mental retardation, or severe traumatic brain injury that made it
impossible to fill out the questionnaire reliably.

Procedure

The ward psychologist contacted the people with SCI in the first
week of their admission and asked them to complete a set of psy-
chological questionnaires for diagnostic purposes. During that same
appointment, potential participants were informed about the purpose
and contents of this study. All participants gave written informed
consent. One year after discharge the same set of questionnaires was
send by postal mail to the home address, including a prepaid return
envelope. If the participant was not able to write because of hand
function problems, he/she was asked to complete the questionnaires
with help of a partner or other trusted person. If no onewas available,
a clinical psychologist’s assistant supported him/her. The local
medical ethics committee approved the research protocol (reference
number: 15-449/C). The participants received care as usual, which
means all were invited for an intakewith theward psychologist in the
first 2 weeks after admission. If treatment was indicated this was
offered by the psychologist. Incidentally a psychiatrist was consulted
for instance in case of antidepressant medication.

Measures

Demographics
Age, sex, living with a partner, educational level, and work were
assessed at admission.

SCI characteristics
Etiology of the lesion was divided into traumatic and non-
traumatic. Level and completeness of injury were determined
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