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A Longitudinal Analysis of Cognitive Dysfunction, Coping,
and Depression in Multiple Sclerosis

Amanda R. Rabinowitz and Peter A. Arnett
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Using a longitudinal design, the authors examined coping and cognitive functioning in the development
of depression in individuals with multiple sclerosis (MS). Coping style was evaluated in 2 conceptually
distinct roles: as moderator and mediator of the impact of cognitive dysfunction on depression. Using
indices derived from the COPE (C. S. Carver, M. F. Scheier, & J. K. Weintraub, 1989), the authors
operationalized coping in 3 ways—as active, avoidant, and an index accounting for relative levels of
both. Coping both moderated and partially mediated the relationship between cognitive dysfunction and
depression. Moderation results suggest that the relationship between cognitive dysfunction and depres-
sion is dependent on coping style—adaptive coping protects individuals from experiencing depression
related to their cognitive deficits; however, when individuals use maladaptive coping, cognitive dys-
function puts them at risk for depression. Mediational results suggest that cognitive dysfunction leads to
depression partially due to cognitive dysfunction’s effects on coping. That is, cognitive deficits may
impair individuals’ ability to use adaptive coping strategies, leaving them more likely to use maladaptive
strategies. Clinical and theoretical implications of these findings are discussed.
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Depression is a common symptom in multiple sclerosis (MS;
Anderson et al., 1992; Schapiro, 1994; Thompson, 1996), with
lifetime prevalence of major depressive disorder (MDD) after MS
diagnosis at approximately 50% (Joffe, Lippert, Gray, Sawa, &
Horvath, 1987), and point prevalence rates between 15% and 20%
(Patten, Beck, Williams, Barbui, & Metz, 2003). Furthermore,
research suggests that emotional disorders are more common in
MS patients than in chronic illness patients with comparable levels
of physical disability (Dalos, Rabins, Brooks, & O’Donnell, 1983;
Ron & Logsdail, 1989; Schubert, 1993). The present study uses a
stress and coping framework to examine the role of cognitive
functioning in the development of depression in individuals
with MS. Cognitive deficits are a common symptom of MS
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(Brassington & Marsh, 1998) and are related to difficulties in
daily functioning (Higginson, Arnett, & Voss, 2000; Rao, Leo,
Ellington, et al., 1991). Coping style has been related to psycho-
social outcomes, such as depression, in MS patient samples
(Aikens, Fischer, Namey, & Rudick, 1997; Arnett, Higginson,
Voss, & Randolph, 2002; Foley, Bedell, LaRocca, Scheinberg, &
Reznikoff, 1987; Jean, Paul, & Beatty, 1999; Pakenham, 1999;
Pakenham, Stewart, & Rogers, 1997; Schwartz, 1999; Warren,
Warren, & Cockerill, 1991). In the present study, cognitive dys-
function is conceptualized two ways—both as a source of stress
and as a possible deficit in coping resources. In this framework,
coping style was evaluated as both a moderator and mediator of the
impact of cognitive dysfunction on depression.

Cognitive dysfunction may contribute to the development of
depression in patients with MS. Approximately 50% of MS pa-
tients display significant cognitive impairment (Brassington &
Marsh, 1998; Rao, Leo, Bernardin, & Unverzagt, 1991). Cog-
nitive dysfunction may be a source of stress that increases risk
of depression in MS patients. However, research findings re-
lated to the role of MS-related cognitive impairment in depres-
sion have been mixed (Arnett, Barwick, & Beeney, 2008).
Arnett et al. (2002) have suggested that the inconsistent rela-
tionship between cognitive functioning and depression may be
explained by the presence of moderating variables such as
coping. In support of this, one cross-sectional investigation
found that patients with cognitive difficulties were most likely
to experience depression when they used either low levels of
adaptive coping or high levels of maladaptive avoidant coping
(Arnett et al., 2002). Other researchers have also evaluated
coping as an intervening variable that may explain inconsisten-
cies between MS-related disability and depression. This re-
search suggests that emotion-focused and escape-avoidant cop-
ing are associated with negative psychosocial outcomes,
whereas active problem-focused coping may be related to better
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adjustment (Aikens et al., 1997; Beatty et al., 1998; Jean,
Beatty, Paul, & Mullins, 1997; Pakenham, 1999; Pakenham et
al., 1997; Warren et al., 1991).

Coping is the set of cognitive processes and behaviors that
people use in response to stress to reduce or manage distressing
emotional states (Menninger, 1963; Valliant, 1977). Decades of
coping literature suggest that coping is a major factor in the
relation between stressful events and psychological and behavioral
outcomes (Coyne, Aldwin, & Lazarus, 1981; Felton, Revenson, &
Hinrichsen, 1984; Lazarus & Folkman, 1984). Lazarus and Folk-
man (1984) have proposed a stress and coping theory that identi-
fies a two-stage process— cognitive appraisal of the stressor fol-
lowed by the enactment of coping behavior—that is thought to
mediate the relationship between a stressor and its immediate and
long-range outcomes. The Lazarus and Folkman (1984) theory has
been applied to MS and other chronic illnesses. Within this frame-
work, adjustment to illness is thought to be determined by illness
parameters (conceptualized as stressors) and mediated by the cop-
ing process (Maes, Leventhal, & De Ridder, 1996). Illness param-
eters typically researched in MS include illness duration, disabil-
ity, and disease severity (Pakenham, 1999).

Traditionally, coping strategies have been conceptualized as
belonging to one of two general domains: problem-focused coping
and emotion-focused coping. Problem-focused coping refers to
active coping behaviors aimed at altering the source of stress,
whereas emotion-focused coping is intended to regulate emotional
responses to a stressor (Folkman & Lazarus, 1980). Studies in the
chronic illness literature have demonstrated that high levels of
depression are associated with emotion-focused coping, whereas
problem-focused coping is associated with better adjustment and
lower levels of distress (Arnett et al., 2002; Revenson & Felton,
1989; Thompson, Gil, Abrams, & Phillips, 1992). Although much
of the coping research has relied on the problem-focused versus
emotion-focused distinction, this conceptualization of coping has
been criticized for being too simplistic (Carver et al., 1989), and
evidence suggests that these two coping subtypes may not be
unitary constructs (Aldwin, Folkman, Schaefer, Coyne, & Lazarus,
1980; Aldwin & Revenson, 1987; Coyne et al., 1981; Folkman &
Lazarus, 1985; Folkman, Lazarus, Dunkel-Schetter, Del.ongis, &
Gruen, 1986; Parkes, 1984; Scheier, Weintraub, & Carver, 1986).
Carver and colleagues (1989) have developed a measure, the
COPE, designed to assess more theoretically distinct coping strat-
egies. Thirteen conceptually distinct scales can be derived from
this measure. However, two coping factors are of particular inter-
est: an active coping factor comprising items such as, “I concen-
trate my efforts to do something about my problem,” and an
avoidant coping factor containing items such as, “I say to myself
‘this isn’t real.”” Researchers have considered the active and
avoidant coping factors as operationalizations of adaptive and
maladaptive coping respectively (Arnett et al., 2002), and this
distinction has been supported theoretically and empirically
(Arnett et al., 2002; Carver et al., 1989).

Despite the fact that that cognitive dysfunction is present in
about 50% of MS patients (Brassington & Marsh, 1998) and that
cognitive problems have been shown to be highly associated with
deficits in everyday functioning (Higginson et al., 2000; Rao, Leo,
Bernardin et al., 1991), little research has been conducted exam-
ining how cognitive dysfunction may be related to coping. Cog-
nitive dysfunction in MS can be conceptualized as a stressor, as it

has been in some previous work (Arnett et al., 2002). Because
coping involves cognitive processes, in addition to acting as a
stressor, it may also have a direct effect on an individual’s re-
sources for enacting the cognitive and behavioral strategies that
comprise coping, especially more adaptive types of coping.

Cognitive skills are invoked both during the appraisal stage and
the coping stage of the Folkman and Lazarus stress and coping
model (Lazarus & Folkman, 1984). This hypothesis is supported
by one study that examined the relationship between executive
functioning and coping behavior in patients with traumatic brain
injury (Krpan, Levine, Stuss, & Dawson, 2007). The investigators
found that better scores on executive functioning tasks were re-
lated to the use planful problem-solving coping, whereas worse
executive performance was predictive of escape avoidant coping.
Coping resources have been included in stress-buffering models of
adjustment in chronic illness; however, traditionally social support
has been the only coping resource examined (Pakenham, 1999).

Although previous research has begun to explore how cognitive
deficits, coping, and depression in MS are related, this complex
relationship remains poorly understood. The only previous study to
directly address the relationship between these three variables
assessed cognitive functioning, self-reported coping style, and
depression symptoms cross-sectionally (Arnett et al., 2002), pre-
cluding conclusions related to temporal relationships. Bolger has
criticized cross-sectional studies of coping on the grounds that the
proposed outcome (in this case, depression) may be affecting
coping behavior (Bolger, 1990). To address this unresolved ques-
tion, a longitudinal analysis of cognitive functioning, coping style,
and depression in MS patients over time must be conducted.
Furthermore, previous work has failed to acknowledge the possi-
bility that cognitive functioning may play a dual role in a stress and
coping model—as both a stressor and a coping resource. If cog-
nitive functioning is a significant coping resource, coping would be
expected to partially or completely mediate the relationship be-
tween cognitive dysfunction and depression longitudinally.

Finally, coping studies have typically operationalized coping
style by considering only a subset of the individual’s coping
behaviors. Popular coping scales consist of a series of independent
subscales with a specific factor structure (Carver et al., 1989;
Folkman & Lazarus, 1985). Including only one of these factors in
a given analysis may not provide a complete picture of the indi-
vidual’s approach to coping with stress. For example, it is possible
for an individual to receive high factor scores for both active and
avoidant coping. It is reasonable to assume that analyses including
only one of these factors would not adequately represent such an
individual’s coping style. For this reason, operationalizing coping
style in a way that accounts for levels of both adaptive and
maladaptive strategies in one index may be more meaningful in
relation to psychological outcomes like depression.

The present study aims to address some of these unresolved
issues by examining the relationship among cognitive functioning,
coping, and depression in MS patients at two time points 3 years
apart. The longitudinal nature of this design allows for the repli-
cation of previous cross-sectional work (Arnett et al., 2002), with
the additional possibility of establishing temporal precedence of
coping behavior relative to the outcome of interest— depression.
Another strength of a longitudinal design is that it allows for
evaluation of the hypothesis that coping mediates the relationship
between cognitive dysfunction and depression in patients with MS.
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Investigating the possibility of this relationship acknowledges the
possible dual role of cognitive skills in a stress and coping model.
In the present study, in addition to considering the independent
effects of active and avoidant coping, a third coping variable is
evaluated in a stress-buffering and mediational model that takes
into account the individual’s use of adaptive relative to maladap-
tive coping.

We hypothesize that (a) cognitive function at Time 1 will
predict depression at Time 2, (b) coping at Time 1 will predict
depression at Time 2, (c) coping will moderate the relationship
between cognitive dysfunction and depression in a stress-buffering
fashion, and (d) coping will mediate the relationship between
cognitive functioning and depression. There are several plausible
models that one could construct relating these three constructs. For
example, it is likely that depression causes changes in cognitive
dysfunction and coping. We have chosen depression as the out-
come of interest in the present study to contribute to a broader
theoretical model of depression in MS (Arnett et al., 2008). This
model need not be incompatible with other relationships between
cognitive functioning, coping, and depression.

Method
Participants and Procedure

This is a secondary analysis of a longitudinal study of cognitive
and emotional functioning in MS (Arnett, Higginson, Voss,
Bender, et al., 1999; Arnett et al., 2002; Randolph et al., 2000).
Fifty-three participants in a longitudinal study of cognitive and
emotional change in MS were examined. Participants were re-
cruited from neurologists and a local MS society in the northwest-
ern United States. Individuals contacting the study team were
assessed for eligibility. MS diagnoses were confirmed by a board-
certified neurologist who also assessed disease course on the basis
of Lublin and Reingold (1996) criteria. All but 3 patients met
McDonald et al. (2001) criteria for MS, with these 3 patients
having possible MS. Eligibility was based on responses to a phone
interview. Exclusionary criteria included (a) a history of alcohol or
drug abuse, (b) a nervous system disorder other than MS, (c)
severe motor or visual impairment that might interfere with cog-
nitive testing, (d) premorbid history of a learning disability, and (e)
severe physical or neurological impairment that would interfere
with evaluation at the university. Motor, visual, and neurological
impairment was assessed by the following questions: “Do you
require adaptive equipment to aid with reading, writing, hearing,
walking, or working with your hands? Are you able to read a
newspaper? Are you able to move and manipulate things with
your hands?” Adequate hearing and auditory processing was
assessed by observation during the phone interview. Partici-
pants were assessed at two timepoints, 3 years apart. Testing
sessions consisted of administration of measures assessing cog-
nitive, physical, and emotional functioning conducted by grad-
uate students trained by a licensed clinical psychologist and
neuropsychologist. In return for participating, participants were
provided with feedback on their cognitive and emotional func-
tioning and given a written clinical report of the test results. The
study was approved by the Institutional Review Board at Wash-
ington State University.

Measures
Depression

Chicago Multiscale Depression Inventory (CMDI; Nyenhuis et
al., 1995). The CMDI is a depression questionnaire that was
specifically designed for use in patients with MS and other medical
patient groups. The CMDI is a 42-item self-report measure that
includes three subscales representing different types of depression
symptoms: vegetative, mood, and evaluative.

Because of the potential confound involved in including vege-
tative symptoms of depression when evaluating depression in
individuals with MS, Nyenhuis et al. (1995) have suggested that
the mood subscale of the CMDI may be the most valid measure of
depression in this population (Nyenhuis et al., 1998). Other studies
have combined the mood and evaluative subscales to conceptual-
ize depression (Arnett, Higginson, & Randolph, 2001; Arnett,
Higginson, Voss, Bender, et al., 1999; Arnett et al., 2002; Arnett,
Higginson, Voss, Wright, et al., 1999). On the basis of these
precedents in the literature, a combination of the CMDI mood and
evaluative subscales was used to measure depression in the present
study.

Beck Depression Inventory (BDI; Beck, Ward, Mendelsohn,
Mock, & Erbaugh, 1961). Although the CMDI was used as our
primary measure of depression, we also included the BDI because
it has been widely used in MS studies. Patients’ BDI scores thus
provided a reference point of comparison with previous samples
published in the literature. Values reported in Table 1 for both time
points are comparable with other samples reported on in the MS
literature (Arnett et al., 2008).

Coping

The COPE (Carver et al., 1989). The COPE is a 52-item
self-report questionnaire designed to measure a variety of coping
styles used in response to stressful events. The COPE consists
of 13 conceptually distinct scales made up of four-item clusters. It
has traditionally been divided into two indices, each including 12
ittems—an active coping index made up of the Active Coping,

Table 1
Means (and Standard Deviations) for Cognitive, Coping, and
Depression Variables

Variable Tl T2

SDMT total correct in 90 s 52.8 (11.3) 49.7 (12.6)
PASAT total correct 46.6 (13.5) 49.7 (11.1)
VE time per correct switch 4.3 (1.3) 4.2 (1.4)
BDI total score 11.0 (5.6) 8.5 (8.0)
CMDI total raw score 75.2 (19.0) 76.7 (19.9)
Active coping raw score 33.8(5.5) 33.6 (6.3)
Avoidant coping raw score 21.3(4.9) 21.3(4.4)
% of Sample depressed 13 19
% Receiving tx for depression

between T1 & T2 30

Note. T = Time; SDMT = Symbol Digit Modalities Test (oral version);
PASAT = Paced Auditory Serial Addition Task; VE = Visual Elevator
subtest of the Test of Everyday Attention; BDI = Beck Depression
Inventory; CMDI = Chicago Multiscale Depression Inventory; tx = treat-
ment.
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Planning, and Suppression of Competing Activities subscales; and
an avoidance coping index made up of the Mental Disengagement,
Behavioral Disengagement, and Denial subscales. Because each of
these COPE factors is relatively independent of the other, it is
possible for an individual to receive high index scores for both
active and avoidant coping. To obtain a more comprehensive index
of an individual’s use of adaptive coping, coping was operation-
alized as the difference between an individual’s active coping
index score and their avoidant coping index score after first con-
verting both index scores to z scores. This is subsequently referred
to as the composite coping index.

The COPE can be used to assess situational or dispositional
coping tendencies. In the present study, we hoped to elicit dispo-
sitional coping style by having participants rate what they gener-
ally do and feel in response to stress.

Cognitive Functioning

We used the cognitive functioning index (combined speeded at-
tentional, working memory, and planning task indices) to assess a
battery of neuropsychological tests shown to be most associated with
depression in MS from previous work (Arnett, 2005; Arnett et al.,
2001; Landro, Celius, & Sletvold, 2004; Thornton & Raz, 1997).

Reading Span Test (RST). The RST (Daneman & Carpenter,
1980) is a measure of working memory capacity (Arnett, Higginson,
Voss, Wright, et al., 1999). Participants are asked to read a set of
sentences while maintaining a target word in memory, with one target
word after each sentence. Sets consist of three trials each, and set sizes
range from two to six sentences. Scores are derived by determining
the largest set in which the examinee recalled all the words for at least
two of the three trials. Alternatively, scores can be calculated as the
total words correctly recalled across all trials. The latter RST scoring
index was included in the cognitive functioning index.

Paced Auditory Serial Addition Task (PASAT). The PASAT is
a frequently used test of attention, concentration, working memory,
and speed of processing. In this task, participants are to respond with
the correct sum of the two most recently presented digits. We used a
version of the PASAT recommended for use in MS that has 3 s
between digit presentations (Rao & the Cognitive Function Study
Group of the National Multiple Sclerosis Society, 1990).

Oral Symbol Digit Modalities Test (SDMT). The SDMT is a
test of attention, specifically complex scanning and visual tracking
(Shum, McFarland, & Bain, 1990). Like the Wechsler Digit Sym-
bol test, this task involves substitution of numbers with novel
symbols. The SDMT reverses the presentation of the Digit Symbol
test so that the examinee is provided with novel symbols and
instructed to answer with the corresponding number according to
a key. The dependent variable was the total number of correct
items completed in 90 s.

Visual Elevator subtest from the Test of Everyday Attention
(TEA). The Visual Elevator (Robertson, Ward, Ridgeway, &
Nimmo-Smith, 1994) is a timed test of attentional switching or
cognitive flexibility. Examinees are instructed to determine the
floor on which a visually presented elevator is located. The eleva-
tor starts on the first floor and moves one floor each presentation,
with arrows indicating changes in direction. All floors and arrows are
presented on a single page for each of 10 trials. Two scores may be
derived for performance on this subtest: a raw total accuracy score and
a timing score. The dependent variable in our study was average time

per switch for correct items. The Visual Elevator test has been shown
to be highly correlated with performance on the Wisconsin Card
Sorting Test (Robertson et al., 1994).

Tower of London (TOL). The TOL task (Davis, Bajszar, &
Squire, 1994) was included to measure planning ability. The TOL
requires participants to plan ahead to determine the order of moves
necessary to rearrange five colored beads from an initial position to
a goal position. In our study, the task was presented on a computer
monitor. Participants used a mouse to move the beads in a window
on the left of the screen (working area) until they achieved the
arrangement on the right of the screen (goal position). Each of six
task trials begins with a different goal position. There is no time
limit for the task, but examinees are encouraged to achieve a
solution as quickly as possible. The number of moves per trial and
the total time per trial were used as dependent variables.

Disability

Expanded Disability Status Scale (EDSS; Kurtzke, 1983). The
EDSS is the most widely used rating scale for assessing
MS-related disability. Possible scores range from O to 10, with
higher ratings indicating more severe impairment. The scale pre-
dominately relies on ambulation as an indication of physical dis-
ability.

Results

Fifty-three MS patients were included in the study (31 relaps-
ing-remitting, 15 secondary progressive, 6 primary progressive,
and 1 progressive relapsing). Thirty-nine of the participants were
female. At Time 1, the mean (plus or minus the standard deviation)
for participant age was 46.6 = 7.6 years, with 14.9 = 2.3 years of
education and an EDSS score of 4.5 £ 9.4. Symptom duration at
Time 1 was 14.0 = 9.4 years, and diagnosis duration was 7.6 = 5.9
years. At Time 2, participant age was 49.4 =+ 7.7 years,
with 154 = 2.5 years of education and an EDSS score
of 4.7 = 1.6. Symptom duration at Time 2 was 16.9 = 9.2 years,
and diagnosis duration was 10.4 * 6.0 years. Means and standard
deviations for depression, coping, and cognitive functioning scores
can be found in Table 1. The COPE and its indices in our sample
were demonstrated to be reliable (the Cronbach’s alpha for the
COPE total score and for the active and avoidant indices
were 0.88, 0.79, and 0.75, respectively).

Relationships among demographic (age and gender) and disease-
related (course, duration, symptom duration, and EDSS score) vari-
ables and depression were assessed, and no variables were signifi-
cantly correlated with CMDI mood and evaluative depression scores.
Hence, no demographic and disease-related variables were included
as covariates in subsequent analyses. For all cognitive tasks, z scores
were calculated. An index of cognitive functioning was created by
taking the mean of these z scores. All zero-order correlations between
the variables constituting the cognitive index were significant at an o
of 0.05 or lower and ranged in magnitude from 0.34 to 0.69. A
reliability analysis of the cognitive index was conducted, and the
Cronbach’s alpha for this index is 0.82, suggesting adequate reliabil-
ity. The z scores were also calculated for the avoidant and active
coping scales; an adaptive coping index that takes both of the latter
indices into account was calculated by subtracting the avoidant scale
z score value from the value for the active coping scale (this will be
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subsequently referred to as the composite coping index). We calcu-
lated all z scores using the MS sample as the reference group. The MS
sample was chosen as a reference group so that the z scores for each
component of the cognitive index, as well as the coping indices,
would reference the same sample. This facilitates the interpretation of
these index scores and the relationships between them. Such an
approach is also appealing because it provides a reference point based
on participants tested in the context of the present study rather than a
mix of different samples tested under different circumstances. Corre-
lations among the coping and cognitive indices, as well as CMDI
mood and evaluative depression scores at both time points, are re-
ported in Table 2. Thirty percent of the sample (16 participants)
sought treatment for depression between evaluation time points
(see Table 2). Of these 16 patients, all 16 of them began an
antidepressant medication (these included tricyclic antidepressants
and selective serotonin reuptake inhibitors), and 7 of them partic-
ipated in psychotherapy.

Hypothesis 1: Cognitive Function at Time 1 Will Predict
Depression at Time 2

This hypothesis was tested by regressing the CMDI mood and
evaluative score at Time 2 on the cognitive index at Time 1. The
effect of the cognitive index on depression was significant (R> =
.16, p < .005).

Hypothesis 2: Coping at Time 1 Will Predict Depression
at Time 2

This hypothesis was tested by regressing the CMDI mood and
evaluative score at Time 2 on the coping indices (all at Time 1) in
three separate regression models—one model for each coping vari-
able of interest. Regression analyses revealed that neither the active
nor avoidant coping indices at Time 1 significantly predicted depres-

Table 2
Correlations Between Time 1 and Time 2 Cognitive, Coping,
and Depression Indices

Cognitive
Depression Coping functioning
Variable T1 T2 T1 T2 T1 T2
Depression T1 — 59 =54 =36 —.497 —41™
Depression T2 .59 — —.28"  —45" —40" -25
Coping T1 —.54" —28" — S7 337 .38
Coping T2 —.36"  —45™ ST — 347 32"
Cognitive
functioning T1 —.49™ —.40™ 33" .38 — .88™
Cognitive
functioning T2 —.41"™ —.25 .38 32" .88 —
EDSS T1 .06 .00 —-.06 -.05 -—-33° -—33"
IcC .58 57 .87

Note. Correlations are Pearson’s, unless otherwise specified. T = Time;
Coping = active coping z score minus avoidant coping z score derived
from the COPE measure; Depression = Chicago Multiscale Depression
Inventory mood and evaluative subscales; Cognitive functioning = mean z
score from the Symbol Digit Modalities Test (oral version), Paced Audi-
tory Serial Addition Task, Visual Elevator subtest of the Test of Everyday
Attention, Tower of London, and Reading Span Test; EDSS = Expanded
Disability Status Scale; ICC = intraclass correlation coefficient.

sion at Time 2 (for the active coping index: R* = .03, p < .50; for the
avoidant coping index: R* = .07, p < .10). However, the composite
coping index at Time 1 significantly predicted CMDI mood and
evaluative score at Time 2 (R* = .08, p < .03).

Hypothesis 3: Coping Will Moderate the Relationship
Between Cognitive Dysfunction and Depression in a
Stress-Buffering Fashion

This hypothesis was tested using interaction variables created by
multiplying the cognitive index score (from Time 1) with each of
the coping variables of interest (also at Time 1; active coping,
avoidant coping, and the composite coping index). Using multiple
hierarchical regression to predict CMDI combined mood and eval-
uative score at Time 2, the cognitive index was entered in the first
step, the coping variable was entered in the second step, and the
interaction term was entered in the third step. Regression analyses
revealed support for all three moderation predictions. As Table 3
illustrates, for the active coping analyses, the interaction term
entered into the regression model after the main effects for the
cognitive task and active coping indices still accounted for 14% of
the variance in depression at Time 2, AF = 9.90, p < .005. For the
avoidant coping analyses, the interaction term entered into the
model after the main effects for the cognitive task and avoidant
coping indices still accounted for 7% of the variance in depression,
AF = 4.60, p < .05. Finally, for the domposite coping analysis,
after accounting for the main effects for the cognitive task and
composite coping index, the interaction term accounted for 15% of
the variance in depression, AF = 10.40, p < .005.

The nature of these interactions is illustrated in Figure 1. Sep-
arate regression lines were calculated for first and third quartile
scores on the cognitive task index for each of the coping regression
models. Multicollinearity statistics were examined for all above
models, and these suggested that multicollinearity was not prob-
lematic.’

! Maruyama (1997) suggested a number of indications of multicollinear-
ity. These indications reviewed by Maruyama are derived from a variety of
sources. We outline some of these now and note how our data came out in
relation to them: (a) when simple correlations between predictor variables
are greater than .80 or .90 (The absolute [i.e., independent of sign]
zero-order correlations between our predictors ranged from .33 to .57, with
a mean correlation of .42.); (b) when a factor analysis of the predictor
variables yields a very large condition number (Values greater than 100 are
considered indicative of multicollinearity. The condition numbers in our
analysis ranged from 1.0 to 1.8.); (c) when the variance inflation factors
(VIFs) get high (None should be greater than 6 or 7. The VIFs for our
predictor variables ranged from 1.0 to 1.2.); (d) when regression weights
change radically due to the inclusion of single variables (Changes in
regression weights from between steps in our analysis ranged from to 1.5
to —0.5.); and (e) when signs on beta weights are inappropriate. In our
analysis, the signs for the zero-order correlations between the predictor
variables and the dependent variable were the same as the signs of the
regression weights for all variables. Another measure of multicollinearity
commonly used is tolerance. A low tolerance value (i.e., near 0) indicates
extreme collinearity, and a high value (near 1) indicates that the variable is
relatively independent of other variables. In our data, tolerance values
ranged from .78 to .97. Taken together, these data suggest that, although
our predictor variables were not completely independent, the six indicators
of mulicollinearity we examined were all negative, suggesting that multi-
collinearity was not a major problem in these data.
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Table 3
Moderation Tests: Hierarchical Regression Analyses for Cognitive Task and Coping Indices Predicting Depression
Variable B SEB B R? AR? AF P
Cognitive task index and active coping index
predict depression
Step 1: Cognitive task index —6.27 1.84 —0.42 0.16 0.16 9.64 <.005
Step 2: Active coping index —2.99 1.48 —0.26 0.18 0.01 0.78 ns
Step 3: Interaction term 8.37 2.66 0.41 0.32 0.14 9.90 <.005
Cognitive task index and avoidant coping index
predict depression
Step 1: Cognitive task index —3.87 2.14 —0.26 0.16 0.16 9.64 <.005
Step 2: Avoidant coping index 0.96 0.08 0.18 0.02 0.91 ns
Step 3: Interaction term —4.40 —0.30 0.25 0.07 4.58 <.05
Cognitive task index and composite coping index
predict depression
Step 1: Cognitive task index —3.89 1.94 —0.26 0.16 0.16 9.64 <.005
Step 2: Composite coping index —1.26 0.94 —0.17 0.19 0.02 1.46 ns
Step 3: Interaction term 4.44 1.38 0.39 0.33 0.15 10.42 <.005

Hypothesis 4. Coping Will Mediate the Relationship
Between Cognitive Functioning and Depression

In the tests of mediation, the cognitive index from Time 1 is the
independent variable, coping at Time 2 is the mediator, and CMDI
combined mood and evaluative score at Time 2 is the dependent
variable.

Baron and Kenny (1986) recommended using the Sobel test to
evaluate the significance of the indirect effect of the independent
variable on the dependent variable through the mediator (Sobel,
1982). However, the Sobel test assumes that the indirect effect is
normally distributed, and this assumption may not always hold,
particularly when sample size is small (Bollen & Stine, 1990;
Preacher & Hayes, 2004). A bootstrapping approach may be more
appropriate for estimating the size and the significance of mediation
effects (Bollen & Stine, 1990; Preacher & Hayes, 2004). The SPSS
macro published by Preacher and Hayes (2004) was thus used to
calculate the Sobel’s Z and to generate estimates and confidence
intervals for the indirect effects using a bootstrapping method
with 5,000 resamplings from the data set (sample size = 50).

For the composite coping analysis, the Sobel statistic suggested
a trend toward significance (Z = —1.78, p < .10). According to
the bootstrap estimates, the indirect effect of cognitive functioning
on depression through coping is different from zero with 95%
confidence (—2.16; lower level 95% confidence interval [CI]:
—4.90; upper level 95% CI: —0.12). Hence, the bootstrap esti-
mates suggest that the mediation effect for composite coping is
significant at o = 0.05. Figure 2 illustrates the nature of the
mediation relationship. The active and avoidant coping variables
were examined separately. Neither the Sobel statistics nor the
estimates based on the bootstrapping method supported the hy-
potheses that these coping indices mediated the relationship be-
tween cognitive functioning and depression.

The Composite Coping Index

The rationale behind using the composite coping index follows
from the idea that individuals would arrive at similar composite
coping scores in different ways—that is, with meaningfully dif-
ferent combinations of avoidant and active coping index scores.

Similarly, individuals reporting the same levels of active coping
may be using very different levels of avoidant coping, and vice
versa. The composite coping index was hypothesized to be supe-
rior to the active and avoidant indices used separately on the basis
of the assumption that relative levels of active and avoidant coping
should be more related to depression than either factor in isolation.
Table 4 illustrates a selection of individual cases that demonstrate
that participants did exhibit meaningfully different coping profiles
and that these differences were related to their depression scores.

Discussion

In the present study, we used a longitudinal design to address
some unresolved issues regarding the relationship among cognitive
functioning, coping, and depression in MS patients. Coping was
evaluated in two conceptually distinct roles: as a moderator of the
relationship between cognitive dysfunction and depression and as
a mediator of the relationship between cognitive dysfunction and
depression. The moderator and mediator roles are not mutually
exclusive, and a priori hypotheses speculated that analyses would
reveal support for coping in both moderation and mediation roles.

Coping as a moderator suggests that the relationship between
cognitive dysfunction and depression may be different under dif-
ferent coping conditions (e.g., when active coping is high, vs.
when active coping is low). We hypothesized that when an indi-
vidual uses high levels of adaptive coping, or low levels of
maladaptive coping, cognitive dysfunction will have little effect on
depression: An adaptive coping profile will protect individuals
from experiencing depression that is due to their cognitive deficits.
However, when individuals use low levels of adaptive coping, or
high levels of maladaptive coping, cognitive dysfunction will put
them at risk for depression. Coping as a mediator suggests that
cognitive dysfunction may affect depression indirectly through its
effect on coping. That is, it is cognitive functioning’s effect on
coping style that is responsible for increased likelihood of depression.
In other words, cognitive functioning is a coping resource. Further-
more, it may be that cognitive deficits impair individuals’ ability to
use adaptive coping strategies and leave them more likely to use
maladaptive coping strategies. Such a suggestion is consistent with
Tennen et al.’s (2000) report that emotion-focused strategies (e.g.,
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Active coping moderation model: simple slopes for low and high cognitive functioning. For the

active, avoidant, and composite coping models, respectively, the unstandardized simple slopes for participants
scoring high on the cognitive index are 0.78, —1.02, and 0.73; the unstandardized simple slopes for participants
scoring low on the cognitive index are —5.67, 2.37, and —2.68.

avoidant coping) tend to be relied upon more once problem-focused
strategies (e.g., active coping) have been tried and failed.

To operationalize coping, we used three different indices of
coping behavior derived from the COPE (Carver et al., 1989): the
Active Coping subscale, the Avoidant Coping subscale, and an
index of adaptive coping obtained by taking the difference of the
two subscales. The results of the study support that coping is a
significant moderator and mediator of the relationship between
cognitive dysfunction and depression.

Cognitive Function - A0 (-.33%) Depression
1v) (DV)

M‘ :-.28*

Figure 2. Standardized regression coefficients for the relationship
between cognitive dysfunction and depression mediated by composite
coping. The coefficient in parenthesis is the effect of cognitive task
index on depression controlling for the composite coping index. * p < .05.

Coping
(Mediator)

These findings help to clarify the relationship among cognitive
dysfunction, coping, and depression in MS patients. First, these
results are consistent with previous work demonstrating that cop-
ing moderates the relationship between cognitive dysfunction and
depression cross-sectionally (Arnett et al., 2002). Additionally, the
present study extends these findings in several important ways.
The longitudinal nature of the study design has allowed for estab-
lishing temporal precedence of coping relative to the outcome of
interest— depression. Furthermore, the longitudinal design enables
the rigorous evaluation of the hypothesis that coping mediates the
relationship between cognitive dysfunction and depression in MS.
Considering coping as a mediator, for the first time, acknowledges
the possible dual role of cognitive capacity in a stress and coping
model—as both a possible stress-causing symptom of the illness
and a coping resource. Highlighting that cognitive deficits may
deplete coping resources has important implications for how cop-
ing should be understood and addressed in MS patients who may
have significant cognitive impairment.

The Composite Coping Index

Another contribution of the present study is the unique way in
which coping style was operationalized. In addition to examining
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Table 4
Coping and Depression Scores for a Selection of Six Individual Cases
Active z Avoidant z Composite
Case score score coping Depression ¢

Cases 1 & 2 matched on active coping

1 0.5 1.1 61.1

2 -0.3 1.9 50.6
Cases 3 & 4 matched on avoidant coping

3 -15 0.9 —24 63.7

4 0.9 -0.3 41.8
Cases 5 & 6 matched on composite coping

5 . 3.8 32 62.1

6 -25 0.7 32 64.4

Note. Pairs of cases matched on one of the three coping variables: active coping z score and avoidant coping
z score (both derived from the COPE) and composite coping (active coping z score minus avoidant coping z
score); Depression = Chicago Multiscale Depression Inventory mood and evaluative scales.

active coping as an index of adaptive coping strategies and
avoidant coping as an index of maladaptive coping strategies, we
included a composite index that took into account the relative
contributions of both active and avoidant coping. Many previous
studies that have examined the impact of coping style on psycho-
social outcomes have operationalized coping by using only one of
the independent coping subscales or higher order factors from
either the Ways of Coping Scale (Folkman & Lazarus, 1988) or the
COPE (Carver et al., 1989). There are obvious strengths of this
approach. Carver and colleagues provided both theoretical and
empirical support that the COPE’s four higher order coping factors
are conceptually distinct (Carver et al., 1989). It follows that these
independent factors should be evaluated separately to ascertain the
impact of each coping style on an outcome of interest.

There are also limitations to Carver et al.’s (1989) approach.
Specifically, it fails to provide a complete functional portrait of the
individual’s coping style. There is a precedent in the literature of
using the COPE’s active coping factor as an index of adaptive
coping strategies and using the avoidant coping factor as an index
of maladaptive coping (Arnett et al., 2002; Carver et al., 1989).
This previous work has broadened our understanding of what these
coping factors measure and how they are related to important
psychosocial outcomes. A logical next step is to begin to consider
how these subtypes of coping behavior co-occur in an individual—
both within and across stressful situations—and how these distinct
styles interact to influence outcomes. The present study begins to
address this issue by combining the active and avoidant factor
scores to obtain an index of adaptive relative to maladaptive
coping. The utility of this approach is supported by the finding that
this composite index was a better predictor of depression than
either of the independent factor scores. Additionally, of the three
coping variables examined, only the composite coping variable
was a significant mediator of the relationship between cognitive
dysfunction and depression.

Further support for utility of the composite coping index comes
from the examination of individual cases (see Table 4). As Table 4
illustrates, individuals matched on the active or avoidant coping
index did have very different scores for the remaining coping
index (Cases 1 through 4), and these differences may be related to
differences in reported depression. Furthermore, Cases 5 and 6
achieved the same composite coping score in very different ways

(i.e., with different combinations of active and avoidant coping).
Despite their dissimilar coping profiles, these two individuals
reported similar levels of depression.

Clinical Implications

There are distinct clinical implications of the demonstrated
importance of coping in both its moderator and its mediator roles.
The finding that coping is a significant moderator of the relation-
ship between cognitive dysfunction and depression suggests that
interventions targeting coping behaviors may be successful in
preventing or alleviating depression in MS patients. Although
several research studies have examined the role of coping in
adjustment to chronic illness (Aikens et al., 1997; Arnett et al.,
2002; Foley et al., 1987; Jean et al., 1999; Pakenham, 1999;
Pakenham et al., 1997; Schwartz, 1999; Warren et al., 1991),
coping scales are seldom used clinically. The COPE is easily and
quickly administered and scored. The present findings offer guide-
lines for interpreting self-reported coping in a clinically relevant
way in MS patients. This work, along with other research (Aikens
etal., 1997; Arnett et al., 2002; Foley et al., 1987; Jean et al., 1999;
Pakenham, 1999; Pakenham et al., 1997; Schwartz, 1999; Warren
et al., 1991), suggests that when chronic illness patients use high
levels of avoidant coping, or low levels of active coping, they are
at high risk for developing depression, particularly under condi-
tions of disease-related stress. The results of the present study
support that this relationship holds longitudinally—that is, mal-
adaptive coping style precedes depression. It is possible that ad-
ministering the COPE in clinical settings could help identity
individuals who are at risk for developing depression and that talk
therapy interventions designed to teach more adaptive coping
strategies may be an effective preventative treatment for these
individuals. Research has supported the efficacy of cognitive—
behavioral therapy (CBT) for depression in depressed MS patients
(Mohr, 1999; Mohr, Boudewyn, Goodkin, Bostrom, & Epstein,
2001; Mohr, Hart, & Goldberg, 2003; Mohr et al., 2000). Given
that CBT focuses on adaptive coping and skill building, CBT’s
efficacy for treating depression in MS may be due to direct effects
on coping behaviors. It should be noted that 7 of the MS patients
in this sample participated in psychotherapy for depression be-
tween time points, which may have, in part, contributed to the
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results reported. However, this subgroup is too small for any
rigorous examination of a relationship between depression treat-
ment and coping or depression.

The finding that coping was a significant mediator of the rela-
tionship between cognitive dysfunction and depression suggests
that individuals with high levels of cognitive dysfunction may
have difficulty using active coping strategies as a result of their
disability. There are important clinical implications of this finding.
As a result of cognitive dysfunction, depressed patients with neu-
ropsychological deficits may be different from depressed patients
without neuropsychological dysfunction in their ability to integrate
and apply skills learned in therapy. Clinicians who serve these
clients must be aware that cognitive limitations may interfere with
therapeutic change in this way. To increase treatment efficacy,
therapists may need to augment traditional CBT interventions for
depression to make them more accessible to cognitively compro-
mised clients.

Limitations

There are limitations of the present study that should be high-
lighted. The sample size is relatively small, with 53 participants.
Hence, the study may have been underpowered to identify small-
to-moderate effects. This may explain why the active and avoidant
coping indices were not statistically significant mediators of the
relationship between cognitive dysfunction and depression. How-
ever, the fact that significant moderation and mediation effects
were demonstrated for the composite coping index, and that sig-
nificant moderation effects were demonstrated for all three coping
indices (composite, active, and avoidant), suggests that these ef-
fects are robust.

Another possible limitation of the present study is that depres-
sion was operationalized on a continuous scale using the CMDI, as
opposed to using a diagnostic interview to distinguish between
subthreshold depression symptoms and MDD diagnosis. Because
depression was not diagnosed, conclusions based on these results
should be extended to individuals with a diagnosis of MDD with
great caution. One advantage, however, to having operationalized
depression continuously is that it has allowed for the examination
of clinically relevant depression symptoms in individuals who may
be subthreshold for an MDD diagnosis. Because these symptoms
have a significant impact on quality of life, understanding the
possible causal and preventative correlates of sub-MDD depres-
sive symptoms may have significant implications for improving
patients’ welfare.

The cognitive index used to operationalize cognitive functioning
includes measures of speeded attention, working memory, and
planning. These domains of cognitive functioning were selected
for the present study based on previous work demonstrating that
these cognitive functions are most associated with depression in
MS patients (Arnett, 2005; Arnett et al., 2001; Landro et al., 2004;
Thornton & Raz, 1997). Additionally, this collection of cognitive
skills is consistent with conceptualizations of executive function-
ing (Baddeley, Sala, Robbins, & Baddeley, 1996; Miyake & Shah,
1999), and previous work supports the role of executive function-
ing in adaptive coping (Krpan et al., 2007). However, certain
cognitive domains were not included in the operationalization of
cognitive functioning. Notably, no measure of long-term memory
was included in the cognitive index. Future work on the relation-

ship between cognitive dysfunction and coping should evaluate
which cognitive domains are most relevant to coping and depres-
sion in MS patients.

In the present study, coping was operationalized from a dispo-
sitional perspective. Coping has also been conceptualized from a
process perspective, which highlights that coping changes over
time in response to the dynamic situational context in which it
occurs (Lazarus, 1993). This perspective acknowledges the impor-
tant influence of context on an individual’s choice of coping
strategy. Research on coping as a process has offered an important
contribution to the understanding of emotional and cognitive re-
sponses to stress, and application of this perspective is yet to be
applied to an understanding of cognitive dysfunction and depres-
sion in MS patients.

The most significant limitation of the present study is its corre-
lational design, which precludes causal statements regarding the
roles of cognitive dysfunction and coping in depression. In this
sample, both coping style and depression were relatively stable
(see Table 2). A maladaptive coping style may lead to depression
in individuals with MS; however, on the basis of these data, one
could just as easily infer that depression is driving coping style.
Future work should aim to extend these findings by examining the
efficacy of coping-based interventions for the treatment of depres-
sion in MS. Although there are studies that have evaluated CBT
therapy in depressed individuals with MS (Mohr, 1999; Mohr et
al., 2001, 2003; Mohr et al., 2000), this work has not explicitly
measured or evaluated coping as a mediator or moderator of
therapeutic change. Furthermore, coping style may influence an
individual’s approach to the testing situation. Therefore, it is quite
plausible that coping is causally related to performance on cogni-
tive tests. Very little in the current literature has addressed the
relationship between cognitive functioning and coping. The
present findings suggest that this relationship may be clinically
meaningful in neurological populations. Much could be done in
future work to illuminate the nature of this relationship.

It is important to note that the best fitting moderation model
accounted for 33% of the variance in predicting depression in this
population. Depression in MS is complex and influenced by mul-
tiple factors at the neurobiological, psychological, behavioral, and
environmental levels. Furthermore, the extent to which these fac-
tors lead to depression may be idiosyncratic across individuals.
Our group’s recent model of depression in MS highlights this
complexity (Arnett et al., 2008). The models presented here sug-
gest that interactive and mediational relationships between cogni-
tive functioning and coping explain a significant, perhaps clinically
relevant, proportion of the variance in depression. It is likely that
other factors (brain pathology, fatigue, social support, etc.) also
play an important role in depression risk for MS patients.

Summary and Conclusions

The results of the present study support that coping is both a
moderator and partial mediator of the relationship between cogni-
tive dysfunction and depression in MS patients. These findings
have important clinical implications that should be evaluated in
future research. This work, along with other research that has
contributed to a model of depression in MS (Arnett et al., 2008),
has led to an improved understanding of the factors that affect
quality of life for MS patients. This understanding comes with the
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promise that clinicians can effectively intervene to improve quality
of life for this patient group. The extent to which the present
findings may extend to other populations is an empirical question
that could be addressed by future research.

References

Aikens, J. E., Fischer, J. S., Namey, M., & Rudick, R. (1997). A replicated
prospective investigation of life stress, coping, and depressive symptoms
in multiple sclerosis. Journal of Behavioral Medicine, 20, 433—445.

Aldwin, C., Folkman, S., Schaefer, C., Coyne, J. C., & Lazarus, R. S.
(1980, September). Ways of coping: A process measure. Paper presented
at the 88th Annual Conference of the American Psychological Associ-
ation, Montreal, Ontario, Canada.

Aldwin, C. M., & Revenson, T. A. (1987). Does coping help? A reexam-
ination of the relation between coping and mental health. Journal of
Personality and Social Psychology, 53, 337-348.

Anderson, D. W., Ellenberg, J. H., Leventhal, C. M., Reingold, S. C.,
Rodriguez, M., & Silberberg, D. H. (1992). Revised estimate of the
prevalence of multiple sclerosis in the United States. Annals of Neurol-
ogy, 31, 333-336.

Arnett, P. A. (2005). Longitudinal consistency of the relationship between
depression symptoms and cognitive functioning in multiple sclerosis.
CNS Spectrums: The International Journal of Neuropsychiatric Medi-
cine, 10, 372-382.

Arnett, P. A., Barwick, F. H., & Beeney, J. E. (2008). Depression in
multiple sclerosis: Review and theoretical proposal. Journal of the
International Neuropsychological Society, 14, 691-724.

Arnett, P. A., Higginson, C. I., & Randolph, J. J. (2001). Depression in
multiple sclerosis: Relationship to planning ability. Journal of the In-
ternational Neuropsychological Society, 7, 665—674.

Arnett, P. A., Higginson, C. L., Voss, W. D., Bender, W. 1., Wurst, J. M.,
& Tippin, J. (1999). Depression in multiple sclerosis: Relationship to
working memory capacity. Neuropsychology, 13, 546-556.

Arnett, P. A., Higginson, C. I., Voss, W. D., & Randolph, J. J. (2002).
Relationship between coping, depression, and cognitive dysfunction in
multiple sclerosis. The Clinical Neuropsychologist, 16, 341-355.

Arnett, P. A., Higginson, C. 1., Voss, W. D., Wright, B., Bender, W. L.,
Wurst, J. M., et al. (1999). Depressed mood in multiple sclerosis:
Relationship to capacity-demanding memory and attentional function-
ing. Neuropsychology, 13, 434—446.

Baddeley, A., Sala, S. D., Robbins, T. W., & Baddeley, A. (1996).
Working memory and executive control [and discussion]. Philosophical
Transactions: Biological Sciences, 351, 1397-1404.

Baron, R. M., & Kenny, D. A. (1986). The moderator—mediator variable
distinction in social psychological research: Conceptual, strategic, and
statistical considerations. Journal of Personality and Social Psychol-
ogy, 51, 1173-1182.

Beatty, W. W., Hames, K. A., Blanco, C. R., Williamson, S. J., Wilbanks,
S. L., & Olson, K. A. (1998). Correlates of coping style in patients with
multiple sclerosis. Multiple Sclerosis, 4, 440—443.

Beck, A. T., Ward, C. H., Mendelsohn, M., Mock, J., & Erbaugh, J. (1961).
An inventory for measuring depression. Archives of General Psychia-
try, 4, 561-571.

Bolger, N. (1990). Coping as a personality process: A prospective study.
Journal of Personality and Social Psychology, 59, 525-537.

Bollen, K. A., & Stine, R. (1990). Direct and indirect effects: Classical and
bootstrap estimates of variability. Sociological Methodology, 20, 115—
140.

Brassington, J. C., & Marsh, N. V. (1998). Neuropsychological aspects of
multiple sclerosis. Neuropsychology Review, 8, 43-77.

Carver, C. S., Scheier, M. F., & Weintraub, J. K. (1989). Assessing coping
strategies: A theoretically based approach. Journal of Personality and
Social Psychology, 56, 267-283.

Coyne, J. C., Aldwin, C., & Lazarus, R. S. (1981). Depression and coping
in stressful episodes. Journal of Abnormal Psychology, 90, 439—-447.
Dalos, N. P., Rabins, P. V., Brooks, B. R., & O’Donnell, P. (1983). Disease
activity and emotional state in multiple sclerosis. Annals of Neurol-

ogy, 13, 573-571.

Daneman, M., & Carpenter, P. A. (1980). Individual differences in working
memory and reading. Journal of Verbal Learning and Verbal Behav-
ior, 19, 450-466.

Davis, H. P., Bajszar, G. M., & Squire, L. R. (1994). Colorado Neuropsy-
chology Tests: Explicit memory, implicit memory, & problem solving.
Colorado Springs: Colorado Neuropsychology Tests.

Felton, B. J., Revenson, T. A., & Hinrichsen, G. A. (1984). Stress and
coping in the explanation of psychological adjustment among chroni-
cally ill adults. Social Science and Medicine, 18, 889—898.

Foley, F. W., Bedell, J. R., LaRocca, N. G., Scheinberg, L. C., & Rezni-
koff, M. (1987). Efficacy of stress/inoculation training in coping with
multiple sclerosis. Journal of Consulting and Clinical Psychology, 55,
919-922.

Folkman, S., & Lazarus, R. S. (1980). An analysis of coping in a middle-
aged community sample. Journal of Health & Social Behavior, 21,
219-239.

Folkman, S., & Lazarus, R. S. (1985). If it changes, it must be a process:
A study of emotion and coping during the three stages of a college
examination. Journal of Personality and Social Psychology, 48, 150—
170.

Folkman, S., & Lazarus, R. S. (1988). Manual for the Ways of Coping
Questionnaire. Palo Alto, CA: Consulting Psychologists Press.

Folkman, S., Lazarus, R. S., Dunkel-Schetter, C., DeLongis, A., & Gruen,
R. J. (1986). Dynamics of a stressful encounter: Cognitive appraisal,
coping, and encounter outcomes. Journal of Personality and Social
Psychology, 50, 992-1003.

Higginson, C. I., Arnett, P. A., & Voss, W. D. (2000). The ecological
validity of clinical tests of memory and attention in multiple sclerosis.
Archives of Clinical Neuropsychology, 15, 185-204.

Jean, V., Beatty, W. W., Paul, R. H., & Mullins, L. (1997). Coping with
general and disease-related stressors by patients with multiple sclerosis:
Relationships to psychological distress. Multiple Sclerosis, 3, 191-196.

Jean, V., Paul, R. H., & Beatty, W. (1999). Psychological and neuropsy-
chological predictors of coping patterns by patients with multiple scle-
rosis. Journal of Clinical Psychology, 55, 21-26.

Joffe, R. T., Lippert, G. P., Gray, T. A., Sawa, G., & Horvath, Z. (1987).
Mood disorder and multiple sclerosis. Archives of Neurology, 44, 376—
378.

Krpan, K. M., Levine, B., Stuss, D. T., & Dawson, D. R. (2007). Executive
function and coping at one-year post traumatic brain injury. Journal of
Clinical and Experimental Neuropsychology, 29, 36—-46.

Kurtzke, J. F. (1983). Rating neurologic impairment in multiple sclerosis:
An expanded disability status scale (EDSS). Neurology, 33, 1444-1452.

Landro, N. L., Celius, E. G., & Sletvold, H. (2004). Depressive symptoms
account for deficient information processing speed but not for impaired
working memory in early phase multiple sclerosis (MS). Journal of the
Neurological Sciences, 217, 211-216.

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New
York: Springer.

Lublin, F. D., & Reingold, S. C. (1996). Defining the clinical course of
multiple sclerosis: Results of an international survey. Neurology, 46,
907-911.

Maes, S., Leventhal, H., & De Ridder, T. D. (1996). Coping with chronic
diseases. In M. Zeidner & N. S. Endler (Eds.), Handbook of coping,
theory, research, applications. New York: Wiley.

Maruyama, G. M. (1997). Basics of structural equation modeling. Thou-
sand Oaks: Sage Publications.

McDonald, W. 1., Compston, A., Edan, G., Goodkin, D., Hartung, H. -P.,
Lublin, F. D., et al. (2001). Recommended diagnostic criteria for mul-



COGNITIVE DYSFUNCTION AND COPING IN MS 591

tiple sclerosis: Guidelines from the international panel on the diagnosis
of multiple sclerosis. Annals of Neurology, 50, 121-127.

Menninger, K. A. (1963). The vital balance. New York: Viking Press.

Miyake, A., & Shah, P. (1999). Models of working memory: Mechanisms
of active maintenance and executive control. Cambridge, England: Cam-
bridge University Press.

Mohr, D. (1999). Treatment of depression in multiple sclerosis: Review
and meta-analysis. Clinical Psychology Science and Practice, 6, 1-9.
Mohr, D. C., Boudewyn, A. C., Goodkin, D. E., Bostrom, A., & Epstein,
L. (2001). Comparative outcomes for individual cognitive—behavior
therapy, supportive—expressive group psychotherapy, and sertraline for
the treatment of depression in multiple sclerosis. Journal of Consulting

and Clinical Psychology, 69, 942-949.

Mohr, D. C., Hart, S. L., & Goldberg, A. (2003). Effects of treatment for
depression on fatigue in multiple sclerosis. Psychosomatic Medicine, 65,
542-547.

Mohr, D. C., Likosky, W., Bertagnolli, A., Goodkin, D. E., Van Der
Wende, J., Dwyer, P., et al. (2000). Telephone-administered cognitive—
behavioral therapy for the treatment of depressive symptoms in multiple
sclerosis. Journal of Consulting and Clinical Psychology, 68, 356-361.

Nyenhuis, D. L., Luchetta, T., Yamamoto, C., Terrien, A., Bernardin, L.,
Rao, S. M., et al. (1998). The development, standardization, and initial
validation of the Chicago Multiscale Depression Inventory. Journal of
Personality Assessment, 70, 386—401.

Nyenhuis, D. L., Rao, S. M., Zajecka, J., Luchetta, T., Bernardin, L., &
Garron, D. (1995). Mood disturbance versus other symptoms of depres-
sion in multiple sclerosis. Journal of the International Neuropsycholog-
ical Society, 1, 291-296.

Pakenham, K. I. (1999). Adjustment to multiple sclerosis: Application of a
stress and coping model. Health Psychology, 18, 383-392.

Pakenham, K. I., Stewart, C. A., & Rogers, A. (1997). The role of coping
in adjustment to multiple sclerosis-related adaptive demands. Psychol-
ogy, Health, & Medicine, 2, 197-211.

Parkes, K. R. (1984). Locus of control, cognitive appraisal, and coping in
stressful episodes. Journal of Personality and Social Psychology, 46,
655-668.

Patten, S. B., Beck, C. A., Williams, J. V. A., Barbui, C., & Metz, L. M.
(2003). Major depression in multiple sclerosis: A population-based
perspective. Neurology, 61, 1524—1527.

Preacher, K. J., & Hayes, A. F. (2004). SPSS and SAS procedures for
estimating indirect effects in simple mediation models. Behavior Re-
search Methods, Instruments, & Computers, 36, 717-731.

Randolph, J. J., Arnett, P. A., Higginson, C. I., & Voss, W. D. (2000).
Neurovegetative symptoms in multiple sclerosis: Relationship to de-
pressed mood, fatigue, and physical disability. Archives of Clinical
Neuropsychology, 15, 387-398.

Rao, S. M., Leo, G. J., Bernardin, L., & Unverzagt, F. (1991). Cognitive
dysfunction in multiple sclerosis: I. Frequency, patterns, and prediction.
Neurology, 41, 685-691.

Rao, S. M., Leo, G. J., Ellington, L., Nauertz, T., Bernardin, L., &
Unverzagt, F. (1991). Cognitive dysfunction in multiple sclerosis: II.
Impact on employment and social functioning. Neurology, 41, 692—696.

Rao, S. M., & the Cognitive Function Study Group of the National
Multiple Sclerosis Society. (1990). Manual for the Brief Repeatable
Battery of Neuropsychological Tests in Multiple Sclerosis. New York:
National Multiple Sclerosis Society.

Revenson, T. A., & Felton, B. J. (1989). Disability and coping as predictors
of psychological adjustment to rheumatoid arthritis. Journal of Consult-
ing and Clinical Psychology, 57, 344-348.

Robertson, I. H., Ward, T., Ridgeway, V., & Nimmo-Smith, I. (1994). The
test of everyday attention. Suffolk, England: Thames Valley Testing.
Ron, M. A., & Logsdail, S. J. (1989). Psychiatric morbidity in multiple
sclerosis: A clinical and MRI study. Psychological Medicine, 19, 887—

895.

Schapiro, R. T. (1994). Symptom management in multiple sclerosis. An-
nals of Neurology, 36, S123-S129.

Scheier, M. F., Weintraub, J. K., & Carver, C. S. (1986). Coping with
stress: Divergent strategies of optimists and pessimists. Journal of Per-
sonality and Social Psychology, 51, 1257-1264.

Schubert, D. S. (1993). Increased depression in multiple sclerosis patients.
A meta-analysis. Psychosomatics, 34, 124-130.

Schwartz, C. E. (1999). Teaching coping skills enhances quality of life
more than peer support: Results of a randomized trial with multiple
sclerosis patients. Health Psychology, 18, 211-220.

Shum, D. H. K., McFarland, K. A., & Bain, J. D. (1990). Construct validity
of eight tests of attention: Comparison of normal and closed head injured
samples. The Clinical Neuropsychologist, 4, 151-162.

Sobel, M. E. (1982). Asymptotic confidence intervals for indirect effects in
structural equation models. Sociological Methodology, 13, 290-312.
Thompson, A. J. (1996). Multiple sclerosis: Symptomatic treatment. Jour-

nal of Neurology, 243, 559-565.

Thompson, R. J., Gil, K. M., Abrams, M. R., & Phillips, G. (1992). Stress,
coping and psychological adjustment of adults with sickle cell disease.
Journal of Consulting and Clinical Psychology, 60, 433—440.

Thornton, A. E., & Raz, N. (1997). Memory impairment in multiple
sclerosis: A quantitative review. Neuropsychology, 11, 356-357.

Valliant, G. (1977). Adaptation to life. Boston: Little, Brown.

Warren, S. A., Warren, K. G., & Cockerill, R. (1991). Emotional stress and
coping in multiple sclerosis (MS) exacerbations. Journal of Psychoso-
matic Research, 35, 37-47.

Received July 11, 2008
Revision received February 24, 2009
Accepted March 9, 2009 =



