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Abstract

When patients find their pain unacceptable they are likely to attempt to avoid it at all costs and seek readily available interventions to
reduce or eliminate it. These efforts may not be in their best interest if the consequences include no reductions in pain and many missed
opportunities for more satisfying and productive functioning. The purpose of this study was to examine acceptance of pain. One hundred
and sixty adults with chronic pain provided responses to a questionnaire assessing acceptance of pain, and a number of other questionnaires
assessing their adjustment to pain. Correlational analyses showed that greater acceptance of pain was associated with reports of lower pain
intensity, less pain-related anxiety and avoidance, less depression, less physical and psychosocial disability, more daily uptime, and better
work status. A relatively low correlation between acceptance and pain intensity showed that acceptance is not simply a function of having a
low level of pain. Regression analyses showed that acceptance of pain predicted better adjustment on all other measures of patient function,
independent of perceived pain intensity. These results are preliminary. Further study will be needed to show for whom and under what
circumstances, accepting some aspects of the pain experience may be beneficial. 1998 International Association for the Study of Pain.
Published by Elsevier Science B.V.
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1. Introduction

Clearly most interventions for chronic pain aim to reduce
or eliminate it. This includes pharmacological, surgical, and
cognitive-behavioral interventions. While some treatments
for chronic pain have documented effectiveness in group
comparisons (Flor et al., 1992), complete, lasting, elimina-
tion of pain is rarely achieved and some patients in these
groups show no improvement (Turk, 1990). A recent survey
of pain sufferers seeking care in a specialty pain clinic
yielded an estimate of 82% of patients continuing to suffer
with pain at a 2-year follow-up (Crook et al., 1989). The
unfortunate reality is that sometimes treatments for pain do
not help and may even do more harm than good (Waddell,
1987; Aronoff, 1991). As a result we see frequent calls to
direct treatment efforts away from pain reduction and

toward other goals such as functional rehabilitation (Brena
and Sanders, 1992; Hazard, 1994).

In most cases patients vigorously participate in the quest
to reduce their pain. This quest sometimes takes extreme
forms and is recognized as a key feature of the chronic pain
experience (Sternbach, 1974; Fordyce, 1976; Aronoff and
McAlary, 1992). It may be useful to consider all attempts at
pain reduction, including treatment seeking, as forms of
avoidance (McCracken et al., 1996). However, avoidance
of pain is known to be an unhelpful response when pain is
chronic. It often leads to physical deconditioning (Fordyce,
1976), maintains unrealistically high expectations of pain
during activity, and appears to be self-perpetuating
(McCracken et al., 1993a). Avoidance has been shown to
predict depression and disability in persons with chronic
pain (McCracken et al., 1992). Many patients maintain
their attempts to avoid pain despite the fact that this strategy
has not produced significant, lasting pain reduction when
used in the past. In fact, these efforts may produce the exact
reverse of their intended effects, leaving the patients with
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more persistent pain (Philips, 1987). It seems logical that
some patients may achieve better overall adjustment to
chronic pain if they reduce their avoidance and other
attempts to control pain, accept it, and direct their efforts
toward goals they can achieve.

Giving up on attempts to control an aversive experience
may at first appear unadaptive. However, there are clearly
instances when it is helpful to do so (Thompson, 1981;
Burger, 1988). Data supporting this assertion come from
studies of persons with epilepsy (Rosenbaum and Palmon,
1984), end stage renal disease (Eitel et al., 1995), and other
patients on hemodialysis (Christensen et al., 1995). Roth-
baum et al. (1982) suggested that when usual forms of
instrumental control over an aversive event are unattainable
the individual may strive for understanding and acceptance
of the event. When these are achieved the individual experi-
ences fewer negative emotional consequences (Rothbaum et
al., 1982).

There is increasing attention being given to the role of
acceptance in recovery from a range of behavior problems
including addiction (Marlatt, 1994), depression (Dougher
and Hackbert, 1994), obsessive compulsive disorder, and
panic disorder (Hayes et al., 1996). It should be noted that
these problems share some features with chronic pain
disorders. Arntz and Schmidt (1989) concluded that per-
ceived control over pain has largely positive effects; how-
ever, they qualified that conclusion by adding that "the kind
of control that can be acquired first requires an acceptance
by the patient of having pain" (Arntz and Schmidt, 1989, p.
150).

1.1. Acceptance of chronic pain

There are few studies that address acceptance of pain. We
can define acceptance of pain as acknowledging that one has
pain, giving up unproductive attempts to control pain, acting
as if pain does not necessarily imply disability, and being
able to commit one’s efforts toward living a satisfying life
despite pain (see Hayes et al., 1994, for further discussion of
acceptance). There are data relevant to some of these com-
ponents of acceptance of pain. For example, results from
studies involving experimental pain induction show that in
comparison to attempting to suppress pain, acknowledging
it can lead to more rapid post exposure recovery (Cioffi and
Holloway, 1993). Studies of pain-related beliefs show that
believing that pain impairs function predicts range of
motion, complaints of limitations during movements, and
reports of disability (Riley et al., 1988). Similarly, believing
that pain indicates harm and should be avoided predicts
physical disability, and believing that pain is disabling pre-
dicts both physical and psychosocial disability (Jensen et
al., 1994). Jacob et al. (1993) defined pain accommodation
as the perceived ability to live a satisfying life despite pain.
They demonstrated that persons who accommodate to pain
report greater confidence in their coping ability, less depres-
sion, and less pain behavior (Jacob et al., 1993).

A search of relevant literature databases revealed one
study, an unpublished doctoral dissertation, directly addres-
sing acceptance of pain (Geiser, 1992). This study com-
pared two behavioral treatments for chronic pain. One
treatment stressed giving up the struggle with pain and
focusing efforts on other life goals. The comparison treat-
ment was a standard cognitive-behavioral intervention
focusing on acquisition of more effective skills to reduce
or manage pain. Sixty-five subjects seeking treatment in a
outpatient, multidisciplinary, pain treatment program pro-
vided data for the comparison. The primary findings were
that the acceptance-based treatment was equally as effective
as the control-focused treatment. Both treatments led to
significant increases in acceptance of pain. In addition,
greater acceptance of pain at the end of treatment predicted
less interference with daily activity and greater total activity
at 3-month follow-up for the entire sample (Geiser, 1992).
The author speculated that both interventions may have
functioned to decrease avoidance and increase exposure to
natural contingencies of the pain situation, thereby decreas-
ing distress and improving daily activity.

1.2. Summary

When patients find their pain unacceptable they are likely
to avoid it at all costs and seek readily available interven-
tions to reduce or eliminate it. These efforts may not be in
their best interest if the consequences include no reductions
in pain and many missed opportunities for more satisfying
and productive functioning. This sentiment is often echoed
in the clinic when, after all treatment efforts have been
exhausted, the patient is told that they will have to ‘learn
to live with the pain’.

The purpose of this study was to examine the concept of
acceptance of pain, a category of responses that entail giv-
ing up the struggle with unyielding pain and learning to live
a better life. Based on this notion, I predicted that greater
acceptance of pain would correlate with lower perceived
pain intensity, less pain-related distress and avoidance,
less depression and disability, and better daily function in
persons seeking treatment for chronic pain.

2. Method

Subjects were 160 patients seeking treatment at a univer-
sity pain management center. A majority of the subjects
were female (66.3%) and married (52.5%; single 22.5%,
divorced 15%, widowed 10%). Subjects ranged in age
from 18 to 82 years (mean= 46.9 years, SD= 14.8).
They had suffered with pain for a median of 36 months
(range 3–372 months). The most frequent site of pain was
the lower back (60.0%) followed by lower limbs (11.9%),
cervical region (7.5%), upper extremities (5.6%), thoracic
region (5.6%), head or face (3.1%) or others (6.3%). A
significant proportion of the subjects were retired, not work-
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ing, or working part-time due to their pain (48.8%; full-time
work 24.4%, retired 11.9%, homemaker 6.3%, unemployed
4.4%, other 4.2%). A large proportion of patients had under-
gone at least one pain-related surgery (45%).

2.1. Measures

The data for this study came from self-report measures
that subjects completed during their initial evaluation in the
pain management center. All subjects provided information
about demographic and pain-related variables including a
100-mm visual analog measure of pain severity and an esti-
mate of average daily ‘uptime’. They also completed mea-
sures of acceptance of pain, depression, pain-related
anxiety, and physical and psychosocial disability.

2.1.1. Chronic pain acceptance questionnaire (CPAQ)
The Chronic Pain Acceptance Questionnaire (CPAQ;

Geiser, 1992) is a 34-item inventory designed to measure
acceptance of pain. All items are rated on a 0 (never true) to
6 (always true) scale. Following the scoring procedure of
Geiser (1992) 24 items were used to calculate a single total
score. Nine items are reverse-keyed. The original items
were rationally derived to tap aspects of the construct of
acceptance. Empirical means including item-total, inter-
item, and reliability statistics were used to reduce the origi-
nal item pool to the final form which achieved a reliability
coefficient ofa = 0.85 (Geiser, 1992). Items with the lowest
and highest item-total correlations were eliminated to
reduce item overlap but also maintain satisfactory internal
consistency. The original study showed that the total score
from the CPAQ was correlated with standardized measures
of distress (depression,r = −0.73,P , 0.001; anxiety,r =
−0.54,P , 0.001) and daily function (psychosocial disabil-
ity, r = −0.72, P , 0.001; physical disability,r = −0.66,
P , 0.001) supporting its validity as a measure of accep-
tance. Sample items are included in Table 1.

2.1.2. Beck depression inventory (BDI)
The BDI (Beck et al., 1961) is a 21-item self-report mea-

sure assessing common cognitive, affective, and vegetative
symptoms of depression. Research evaluating the psycho-
metric properties of the BDI has indicated that it has excel-
lent reliability and validity as an index of depression (Beck
et al., 1988).

2.1.3. Pain anxiety symptoms scale (PASS)
The PASS (McCracken et al., 1992) is a 40-item self-

report measure of fear and anxiety behaviors related to
pain. The measure assesses (i) cognitive anxiety symptoms,
(ii) escape and avoidance responses, (iii) fearful appraisals
of pain, and (iv) physiological anxiety symptoms related to
pain. Previous results showed that the PASS yields four
internally consistent subscales (McCracken et al., 1993b)
with adequate test-retest reliability (McCracken et al.,
1993c). The validity of the scores from the PASS as indices

of pain-related anxiety also has been supported by signifi-
cant positive correlations with measures of general anxiety,
pain, and disability (McCracken et al., 1992, 1993b).

2.1.4. Sickness impact profile (SIP)
The SIP (Bergner et al., 1981) is a 136-item behaviorally-

based checklist that assesses the effect of illness on 12 cate-
gories of daily activity. Subjects endorse statements that
describe current problems with functioning that are related
to their health. The SIP provides an overall impact score as
well as scores for each of the 12 categories, and yields
separate composite scores for physical and psychosocial
dimensions. Research has shown that the SIP has satisfac-
tory internal consistency, test-retest reliability, and appro-
priate validity correlations (Bergner et al., 1981).

3. Results

Initial analyses showed that the sample achieved a mean
CPAQ score of 66.53 (SD= 20.77; range 10–116). This
amounted to a mean item rating of 2.77 which most closely
corresponds with the middle range of the 0–6 scale and the
rating category ‘Sometimes true’ for the average acceptance
item. All 24 items of the CPAQ had adequate frequency
distributions showing that the full range of ratings was
used for each item. Corrected item-total correlations were
positive and adequate. Internal consistency for the scale was
good (a = 0.84). Scores from the CPAQ were not correlated
with age, gender, or chronicity of pain (allr’s , 0.06,P .
0.5). They were correlated with education (r = 0.22, P ,
0.01) and work status (working versus not working due to
pain, r = 0.21,P , 0.01).

Correlation analyses were performed to examine relations
between scores from the CPAQ and measures of patient
adjustment to pain. As predicted, greater acceptance of
pain was associated with reports of lower pain intensity

Table 1

Sample items from the Chronic Pain Acceptance Questionnaire

1 I am getting on with the business of living no matter what my
level of pain is.

3 It’s OK to experience pain.
6 It’s not necessary for me to control my pain in order to handle

my life well.
7 I’ve decided the hassle of trying to get rid of this pain just isn’t

worth it; I’ll live with it.
11 I’ve done my best to try to control my chronic pain, and it looks

like it won’t change.
16 Controlling pain is less important than many other goals in my life.
17 I can live with the idea that I will probably have pain for the rest

of my life.
20 Despite that pain, I am now sticking to a certain course in my life.
28 I accept the fact that my basic pain level is not going to change

in any lasting way.
32 It’s a relief to realize that I don’t have to change my pain to get

on with my life.

All items are rated on a scale from 0 (never true) to 6 (always true).
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(100-mm VAS, r = −0.28, P , 0.001), less pain-related
anxiety (r = −0.66, P , 0.001) and avoidance (r = −0.55,
P , 0.001), less depression (r = −0.58, P , 0.001), and
physical (r = −0.46, P , 0.001) and psychosocial (r =
−0.54, P , 0.001) disability, and more daily ‘uptime’
(r = 0.46,P , 0.001).

The next phase of analysis included hierarchical multiple
regression analyses to examine the relations of acceptance
of pain with patient function after controlling for contribu-
tions of pain severity (100-mm VAS) and relevant demo-
graphic variables. In these analyses, age, education,
duration of pain, and gender were tested for entry as a
block. Each demographic variable that met criteria for
entry (P to enter 0.05) and did not subsequently meet cri-
teria for removal (P to remove 0.10) was retained. Pain
severity was forced in the equation in the second block
and then the acceptance measure was entered in the last
step. The dependent variables were the scores from the
PASS, BDI, and SIP, and estimated daily uptime and
work status variables from the pain history and patient back-
ground questionnaire.

Results from the regression analyses are shown in Table
2. Demographic variables did not play a large role in these
analyses. Gender was a significant predictor of psychosocial
disability (women reported somewhat more disability) and
age was a significant predictor of work status (older persons
were less likely to be out of work due to pain). Pain intensity
was a significant predictor of each of the seven criterion

variables except for work status where it failed to reach
significance. After controlling for these significant demo-
graphic variables and pain intensity, acceptance of pain was
a significant predictor of all seven criterion variables (pain-
related anxiety, avoidance, depression, physical disability,
psychosocial disability, daily uptime, and work status). A
Bonferroni-type correction applied to these tests would lead
to the need for each result to attain a probability value below
0.007 to be considered significant. All tests of the contribu-
tion of acceptance achieve significance at this level. All
relationships between level of acceptance of pain and
other aspects of patient functioning were in the predicted
direction. Greater acceptance was associated with less dis-
tress and disability, and better levels of daily activity and
general function.

4. Discussion

This study showed that greater acceptance of pain was
associated with reports of lower pain intensity, less pain-
related anxiety and avoidance, less depression, less physical
and psychosocial disability, more daily uptime, and better
work status in persons seeking treatment for chronic pain.
The relatively low correlation between acceptance and pain
intensity (r = −0.28,r2 = 0.078) showed that acceptance is
not simply a function of having a low level of pain. Regres-
sion analyses showed that acceptance of pain predicted bet-

Table 2

Results of hierarchical regression analyses of acceptance and patient adjustment

Criterion variable Step Predictor b at entry Dr2 P Adjustedr2

Pain-related anxiety
1 Pain 0.43 0.19 0.000
2 Acceptance −0.59 0.32 0.000 0.50

Avoidance
1 Pain 0.27 0.07 0.001
2 Acceptance −0.52 0.25 0.000 0.31

Depression
1 Pain 0.25 0.06 0.002
2 Acceptance −0.56 0.29 0.000 0.34

Physical disability
1 Pain 0.43 0.18 0.000
3 Acceptance −0.37 0.12 0.000 0.30

Psychosocial disability
1 Gender 0.16 0.03 0.04
2 Pain 0.37 0.14 0.000
3 Acceptance −0.49 0.22 0.000 0.37

Uptime
1 Pain −0.25 0.06 0.005
2 Acceptance 0.43 0.17 0.000 0.21

Work status
1 Age 0.40 0.16 0.000
2 Pain −0.01 0.00 0.94
3 Acceptance 0.21 0.04 0.006 0.19

In these analyses age, duration of pain, education, and gender were tested for entry as a block, pain intensity (100-mm VAS) was entered next, and then
acceptance (CPAQ total score) was entered in the last step. Anxiety and avoidance were assessed with the Pain Anxiety Symptoms scale. Depression was
assessed with the Beck Depression Inventory. Physical and psychosocial disability were assessed with the Sickness Impact Profile. Work status was a
categorical variable with not working due to pain coded as 0 and all other conditions coded as 1.
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ter adjustment on all other measures of patient function,
independent of perceived pain intensity. These data suggest
that acceptance of chronic pain entails better adjustment to
the pain experience. They also provide further support for
the construct validity of the CPAQ.

When service providers find that there is no further inter-
vention indicated for continuing pain they often give an
instruction that patients dread hearing, ‘you are going to
have to learn to live with the pain’. This study confirms
the utility of the sentiment expressed by this statement. It
appear that patients who behave in a more accepting manner
function better in the context of chronic pain while those
who are more stubborn in their attempts to avoid or rid
themselves of pain, and view pain as an absolute barrier
to a better life, suffer more ill consequences. Those more
unaccepting of pain appear to be facing the distress that
comes from attempting to control an unchangeable aversive
experience (Thompson, 1981; Burger, 1988) and missing
the positive consequences of activities focused away from
pain (Fordyce, 1988; McCracken, 1997).

To say that some patients may be better off if they give up
attempts to eliminate pain leads to at least one natural ques-
tion. When is enough enough? This question certainly can-
not be answered separate from the experience of the
individual pain sufferer. It only makes sense in the context
of the known consequences of earlier treatment strategies
and current alternatives. Also, it is likely not best considered
a one-time decision but rather a continuing process of bal-
ancing control strategies with acceptance. Clearly this ques-
tion must be carefully considered on an ongoing basis by the
provider of services as well as the patient.

Unfortunately our culture and most patients’ histories
with pain do not prepare them to learn to live with pain.
Most people learn that the presence of a symptom indicates
the need to consult a physician and that doing so will likely
produce relief. This formula does not match up well with the
reality of chronic pain because it may lead to the seeking of
a ‘cure’ as long as pain continues. Fordyce (1976) pointed
out that the first step to reduce the health care utilization of
persons with chronic pain is to inform the patient and family
of the reality of the situation, that the pain problem suggests
no further solutions and continuing to seek treatment may be
risky. This may represent a step toward changing the beha-
vior of the patient more in line with a general accepting
response to their pain. As Fordyce (1976) also duly noted
this advice may not succeed if the patient sees it as rejection
or as rationalization for failure. Patients may need complete
explanations or reasons for their pain so that they can move
ahead toward understanding and acceptance (Rothbaum et
al., 1982).

Based on the data from Geiser (1992) there may be more
than one route to acceptance of pain. For example, some
current strategies, such as cognitive behavioral methods,
that are often focused on gaining control over pain may
actually make pain more acceptable. As noted earlier, it
may be reduced avoidance and increased exposure to pain

resulting from increased control that are responsible for the
increased acceptability of pain. Increased exposure to pain
may lead patients to experience diminished emotional reac-
tions, recognize that pain varies in different circumstances,
and learn that pain in reality is less severe than they thought.
Others have noted that introducing behavioral control stra-
tegies can lead to change in the meaning of an aversive
event, making it more endurable (Thompson, 1981). The
relationship of medical interventions with acceptability of
pain is uncertain.

These data linking acceptance with better adjustment to
pain do not indicate that all patients with pain should give up
trying to reduce it. Pain reducing strategies may be quite
effective in some cases and may continue to be beneficial, if
they are continued. However, the vast majority of patients
studied here have tried and failed numerous attempts at pain
treatment. The results presented here support the benefits of
acceptance for patients in these circumstances. Their experi-
ences of previous treatments tend to point to the need for
different strategies engendering more acceptance of pain.
Also, the pain experience includes many components, the
sensory and affective aspects of pain, emotional distress,
physical impairment, and functional changes in many
areas of daily activity. Some aspects are likely to be more
responsive to change oriented strategies while others may be
best accepted.

Several limitations of this study deserve mention. All data
were collected by patient self-report. This leads to at least
two problems. First, shared method variance may have con-
tributed to the magnitude of some correlations. Second, as in
any study that relies heavily on what patients say, the indir-
ect nature of this assessment method allows a number of
factors to contribute to the patients’ responses on the ques-
tionnaires. Variables such as response style, external incen-
tives, aspects of the treatment context, and the patients’
psychological state at the time of the data collection are
potential influences on patients’ reports.1 A partial remedy
to address the limits of retrospective self-report and reduce
extraneous influences on the data, is to use self-monitoring,
laboratory methods, or methods in treatment contexts that
measure patient behavior in the setting and at the time that it
occurs. Also, further studies should continue to examine the
characteristics of the CPAQ, including the factor structure,
and generally refine the measurement of acceptance of pain.

A second limitation of the study is the reliance on data
collected at one point in time. These methods leave the
direction of functional relations unclear. The data examined
here could easily imply causal relations in either direction or

1 On some occasions patients respond to items across inventories in a
similar manner, for example indicating the highest rating on the scale
repeatedly. When we find positive relations between catastrophizing, anxi-
ety, or depression and disability we need to consider that those relations
are in part a function of the patient expressing the notion, ‘I have big
problems’. In the case of the CPAQ the predicted negative relations are
a result of patients responding at the opposite end of the scale for the
CPAQ as compared with the measures of patient adjustment. This gives
us reason for more confidence in the resultant correlation coefficients.
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both. For example, in addition to the functional relations
inferred here it is perhaps equally likely that those who
suffer with less severe pain, disability, and distress may
find their pain more acceptable as a result. Prospective
designs and treatment studies are needed to address the
true functional relations between the variables and beha-
viors discussed here. Finally, the sample used in this study
consisted of persons seeking treatment. This fact implies a
certain level of unacceptance of pain. Further study includ-
ing persons not seeking treatment, persons who are already
living with the pain, may give a more complete picture of
the range of acceptance of pain and the range of conse-
quences that come with acceptance.

Chronic pain often actually is chronic. It does not go
away readily. Despite this fact both pain sufferers and ser-
vice providers sometimes act like it will. One thing seems
certain, if those who evaluate and provide treatment for pain
find continuing pain unacceptable, patients are likely to
behave similarly. Further study may confirm that this is
not in the patient’s best interest in some cases. Additional
study will be needed to (i) further examine the role of accep-
tance in adjustment of chronic pain, (ii) show for whom and
under what circumstances acceptance of some aspects of the
pain experience may be beneficial, and (iii) examine the
factors that maintain avoidance of pain and prevent accep-
tance.
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