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The disabled individual’s attitudes, cognitions, and behaviors may 
have a significant impact on his or her life environment and 
adjustment within that environment. The extent to which these are 
positive or negative effects how the client will adjust to the 
psychological and sociological barriers in his or her environment.  
Coping strategies to facilitate the adjustment process can be learned 
by the client.  
 
Maladaptive processes of adjustment are centered in attitudes, 
cognitions, and behaviors. Kanfer and Goldstein (1980. p. 59) define 
attitudes as "a combination of concepts, information, and emotions 
that result in a predisposition to respond favorably or unfavorably 
toward particular people, groups, ideas, events, or objects." 
Appropriate attitudes are those, which promote one's ability to 
communicate with the environment in ways, which maintain the 
person and enhance growth and development. Inappropriate attitudes 
contribute to unconstructive and unhealthy methods of self-
maintenance. Appropriate attitudes may facilitate the organization 
and systematization of life experiences and behaviors in a positive 
manner, based on experiences from previous events, which may 
provide useful guidelines for present situations. 
 
Cognition is a mental process by which we become aware of and 
interpret various stimuli. The interpretations may be rational or ir-
rational Along with attitudes, cognitions determine much of the 
manner in which we respond verbally and behaviorally, including the 
things we say or do to others and self-reflexive cognition as well.  
Negative cognitions create feelings of stress, inadequacy, guilt, and 
personal danger, while positive cognitions promote confidence and 
adjustment. Several methods have been suggested for coping with 
negative cognitions. 
 
The following methods for coping with attitudes, cognitions, and 
behaviors are oriented toward shaping the way one perceives or feels 
about certain threatening stimuli. They are readily utilized short-term 
treatments with non-pathological problematic attitudes and 
cognitions. Changes of attitude and/or cognition in response to a 
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rehabilitation program should be monitored to assure that appropriate 
behavior changes also occur. 
 
Systematic Desensitization 
 
In systematic desensitization, the client and rehabilitation professional 
delineate a hierarchy of threatening occurrences, usually including 
several steps from mild to severe threat. For example, the client may 
feel mild stress from thinking about seeking employment. The feeling 
may become somewhat more acute when he or she begins thinking 
about particular places of potential employment. The stress 
intensifies through the further steps of searching advertisements for 
specific employment opportunities, deciding on which ones to apply 
for, preparing for a specific interview visit, traveling to the interview 
site, and the actual job interview at which time the stress may be 
expected to be quite intense. 
 
Once the hierarchy is constructed, the rehabilitation professional 
utilizes one of several methods to teach the client to relax. Some 
persons relax readily by means of a simple deep breathing exercise. 
Others respond better to tightening rather than relaxing of large 
muscle groups, yet others must be taken through the smaller steps of 
relaxation of toes, calves, thighs, abdomen, and so forth. Care should 
be taken in the tightening instruction to seek only mild tightening to 
avoid muscle cramping, more serious strains, or aggravation of an 
existing condition. 
 
Once relaxation is achieved, the client is asked to imagine a relaxing 
scene. This can be based either on a previous experience or creative 
imagery. When he or she is completely relaxed, the mildest stress-
producing step in the hierarchy is introduced. While relaxed and 
focusing on the relaxing scene, the individual is asked to allow a 
momentary thought of seeking employment and immediately erase 
that thought and go back to the relaxing scene. He or she is then 
instructed to raise a finger whenever stress is experienced. The first 
step is reintroduced and the individual is allowed more time. If stress 
is signaled, the person is then asked to erase the thought and go 
back to the relaxing scene. This is repeated until the step is achieved 
without feeling stress. The client is then instructed to go back to the 
relaxing scene and the next step is introduced. In this way, the client 
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and rehabilitation professional work through the entire hierarchy. The 
purpose of such a strategy is to enable the client to meet potential 
employers without debilitating stress or irrational thoughts 
surrounding each step of the interview process. 
 
In Vivo Desensitization 
 
This strategy is essentially based on the notion that an actual ex-
perience will probably not have as dire consequences as those con-
jured up in the mind of the client. Once the client has survived the 
actual experience, it is believed that the stress from the irrational 
beliefs will be alleviated. 
 
It can be helpful to confront the irrational thoughts surrounding an 
anticipated experience prior to the actual experiencing of the event. 
This may be accomplished through asking such questions as: 
"What would you like to happen? What is likely to happen? What 
would be the worst possible outcome?" Through such a procedure, 
clients will often gain insight into their irrational thinking because their 
verbalizations rarely match the intensity of their feelings of 
anticipation. 
 
Following the exploration of the anticipated experience, the dreaded 
encounter is actually confronted. In the case of employment 
interviews, the professional's accompaniment may be helpful on the 
first interview. 
 
While systematic desensitization and in vivo desensitization are 
aimed at symptom relief relative to specific situations, the next 
method, stress inoculation, is more broadly based. 
 
Stress Inoculation  
 
The method of stress inoculation assists individuals in the general 
management of stress (McKay, Davis and Fanning, 1981). It involves 
rapid relaxation and supportive verbalizations on the part of the client. 
First, the client achieves relaxation by learning to take a couple of 
deep breaths. The first breath expands the chest and is held mo-
mentarily and then slowly exhaled. The next breath is deeper and 
expands the upper abdomen. It is held momentarily and then also 
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slowly exhaled. Concentrating on this sequence momentarily distracts 
thinking away from the stressful situation. 
 
The verbalizations, which comprise the second part of the stress 
inoculation method, involve recognition, coping, and reinforcing. For 
example, a client waiting at the site of an arranged job interview 
recognizes stress and anxiety by an awareness of sweaty palms and 
short breathing. In stress inoculation, after self-statements are made 
such as, "I’m nervous and frightened but I will make it step by step," 
the client begins to cope by breathing deeply, becoming more relaxed 
and thinking, "I'm letting my body relax and letting go of all the 
tension. I feel my muscles relaxing and my breathing getting deeper. 
I'm going to be okay." As this occurs, the client obtains reinforcement 
by saying, “I'm doing it now. I can get through this because I am 
already coping. I am here and nothing dreadful is happening." The 
client can also use the supportive verbalization method in advance of 
the actual interview and in other anxiety producing events. 
It should be emphasized that relaxation strategies should only be 
used to cope with actual or anticipated situations. They should pre-
cede action or be used in conjunction with action. They should not be 
used to cope with inaction or to delay action. 
 
Thought Stopping 
 
Thought stopping is used to cope with anxiety-producing or self- 
degrading thoughts. A client begins to think, "I'm afraid to try that. I'm 
no good. I may as well not even try." To counter such negative 
thinking he or she is taught to yell "STOP" to him or herself in the 
midst of such thinking. This distracting verbalization may be 
accompanied by a physical gesture such as snapping the fingers or 
clapping the hands. In the rehabilitation setting the client should 
verbalize some of the negative thoughts and may then be instructed 
to practice thought stopping when he or she is alone. The client may 
establish further control of thought stopping by conjuring up negative 
thoughts purposefully and then stopping them by means of the 
distracting verbalization. It is sometimes helpful if, at first, after the 
client has verbalized the negative thoughts, the rehabilitation 
professional shouts, "STOP," to demonstrate the method to the client 
before he or she attempts it. With practice, the client will learn to 
simply think, "STOP," without needing to actually say it, to counteract 
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a negative thought. 
 
Disputing Irrational Beliefs 
 
Persons generally believe that when they experience a negative 
feeling it is the result of some specific event or verbalization. This 
belief is based on the psychological stimulus-response paradigm. 
Albert Ellis (in Corsini, 1979) explained that according to this par-
adigm people tend to assign a causal relationship between activating 
events and feelings that follow. If one is criticized, for example, one 
may then feel angry, depressed, or inadequate. The activating event 
(criticism) seems to have caused the feeling of anger. There is, 
however, a system of irrational beliefs or "self-talk" which more 
directly interprets the event. The feeling is the result of the irrational 
interpretations or beliefs and not of the activating event. 
 
To take another example, consider an irrational belief that "I should 
always perform perfectly. I cannot tolerate criticism." A person with 
this belief performs a task which he or she believes is adequate but 
which the supervisor criticizes. The result is that the person's pre-
conceived beliefs lead to a self-interpretation that he or she is 
inadequate and is not liked by the supervisor. The belief system is 
contaminated primarily by the words "should," "always," "perfectly," 
and "cannot." If those words were removed, the thought would 
become "I perform. I tolerate criticism.” which is a legitimate and 
rational belief. 
 
Another example of debilitating seIf-taIk is seen in the client with pain 
who says: "I am in pain," “I hurt," or "My body is in pain." The words 
describe someone whose body is completely immersed in pain. In 
extremely few instances is this the case. More rational self-talk or 
thinking would be to say, "There is pain in my body" or "My neck 
hurts." The difference in thinking is decisive. In the second example, 
the client shows a constructive awareness that although there is pain 
in a part of his or her body, there is a greater part of the body without 
pain. 
 
The rehabilitation professional may discuss irrational beliefs and 
words with individual clients in an effort to modify absolutist and 
negative self-talk. The main thrust of this strategy is to encourage 
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clients to develop the necessary skills to dispute their irrational 
thoughts and self-talk. Goodman (I974) suggests six rules for rational 
thinking: 
 

1. It doesn't do anything to me: One says things to oneself to 
produce feelings of anxiety and fear. The situation itself does 
not produce the feeling. 

2. Everything is the way it should be: The conditions for things to 
be otherwise do not presently exist. If they did, things would be 
different. To think otherwise is “magical" thinking. 

3. All persons are fallible: To believe otherwise is to set oneself up 
for disappointment. 

4. Two persons are required to maintain conflict. 
5. The original cause is lost to time: It is a waste to attempt 

discovery of fault and blame. Decisions to negotiate change are 
rational. 

6. We feel the way we think: Interpretations of events cause 
emotions, not the events themselves. 

 
Davis, Eshelman and McKay (1982) offer the following suggestions to 
refute irrational ideas: 
 

1. Select the irrational idea. 
2. Is there any rational support for the idea? Remember that 

everything is as it should be at the moment. 
3. What evidence exists for the falseness of this idea? 
4. Does any evidence exist for the truth of the idea? 
5. What is the worst thing that could happen relative to the idea?  
6. What good outcomes might there be? 
7. Substitute alternative self-talk. 

 
Assertiveness Training 
 
Assertiveness training strategies comprise an especially important 
topic due to the fact that deficits in appropriate interactions set the 
stage for many of the potential difficulties for disabled clients. 
 
Assertive behavior is the term used to describe the ways in which one 
interacts appropriately with one's environment and especially with 
other persons. 
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Interaction may be either passive, assertive, or aggressive. Lack of 
assertive interaction, also termed passivity, usually stems from fears 
or self-denial of the right to express opinions, feelings, or desires. 
Assertiveness, on the other hand, derives from a feeling that one has 
a right to ask or refuse. Aggressive interactions usually take the form 
of demands, which usurp the rights of others to respond in ways 
appropriate to them. 
 
Inappropriate interactions, including aggressive and passive ones, 
tend to be derived from (1) inability to stand up for oneself in 
situations where one feels unjustly treated; (2) reluctance to respond 
in one's own best interest to events affecting one's own life or the 
lives of significant others; or (3) difficulty expressing emotions of love, 
affection, fear, anger, etc., to significant others (Kanfer and Goldstein, 
1980). 
 
The goal of assertiveness training is to increase assertive interactions 
at the expense of passive or aggressive interactions. The emphasis is 
on increasing an appropriate behavior rather than on decreasing an 
inappropriate behavior. Inappropriate interactions will spontaneously 
decrease as the range of available appropriate behaviors expands. 
 
Kanfer and Goldstein (1980) suggest that problem behaviors be 
broken down into two categories: refusing and requesting. 
Refusing involves the difficulty experienced when one is asked to 
give or loan an object or is asked for interaction. Much difficulty is 
experienced in refusing a request for a donation or the loan of an 
object. Similar experiences occur when attempting to refuse a re-
quested interaction. For example, an employed client may have dif-
ficulty not loaning a tool even though he or she knows that to loan it 
will interfere with production. Another example would involve the 
client's inability to cut short a co-worker's non-essential conversation 
despite the fact that it is interfering with the client's production on the 
job. In such situations clients usually deal with their frustration by 
complaining to others or claiming that their lack of assertiveness was 
necessary in order to be courteous to co-workers. 
 
Requesting involves difficulty in requesting an object or interaction. 
An employed client may need momentary interaction with a 
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supervisor to clarify an assignment but may believe that the super-
visor is too busy or will criticize the client for not listening. Another 
example would be that of an employed client who may be reluctant to 
momentarily borrow a needed tool because of what he or she 
believes the co-worker will think or say. 
 
Once a client understands the concepts of passivity, assertion, and 
aggression, he or she is asked to record assertion problems per-
sonally encountered, during the periods between counseling ses-
sions. In recording such problems the client should note what hap-
pened, with whom, when, and where. In this way, primary problem 
areas can be located in a relatively short time. Specific goals are then 
established with the client to lead to improved assertive behaviors. 
 
Examples of specific goals could include the following: 
 

1. "My supervisor is too general in assigning my tasks. I want to 
ask her to be more specific." (Requesting an interaction.)  

2. "Every day my co-worker spends an hour talking to me about 
the boss. It distracts me and interferes with my concentration. I 
want to tell him that." (Refusing an interaction.) 

3. “My neighbor is always selling something or soliciting donations 
for something. I can never really afford to donate but I can't 
refuse her. I want to be able to refuse her requests in an 
appropriate way." (Refusing to give or accept an object.) 

4. "I had to walk home after our last session because I did not ask 
you to use a phone to call for a ride. It is impossible for me to 
ask someone for something." (Requesting an object.) 

 
One difficulty with less assertive persons is their reluctance to make 
decisions and, hence, an associated difficulty setting goals. If a goal 
cannot be stated in one sentence, it is probably more than one goal 
(Kanfer and Goldstein, 1980). The goal, furthermore, should be 
limited to what is within the power of the client to obtain. For example, 
an initial goal should not be to obtain a favor from someone. The goal 
should simply be to request the favor. Whether the other person 
honors the request is not within the power of the asserter. Again, both 
the specificity of the request and the identity of the outcome controller 
are important factors. 
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"Why" questions are usually eliminated in assertiveness training 
because they often make clients feel defeated if they are unable to 
analyze themselves to a meaningful degree. Unless there are deeper 
generalized problems beyond normal interactions, the deeper insights 
brought by "why" questions are not necessary. Since "why" questions 
are discouraged, the critical factor is practice of the action of 
assertion, rather than the insight behind it. The following techniques, 
offered by Kanfer and Goldstein (1980), illustrate this point: 
 

1. Broken record: This technique has the person ignore ex-
traneous issues introduced by the other and return to the 
original point. The individual learns to use the phrase "but the 
point is." This is also a useful phrase for individuals to utilize on 
themselves when confronting inappropriate "self-talk." 

2. Content-process shift: The individual learns to shift the focus 
from content to some process observed in the speaker. 

3. Disarming anger: An ancillary technique to content-process 
shift, where the client practices ignoring the content of an angry 
message while recognizing the person's anger. This must be 
accompanied by a promise to discuss the content when the 
other person's anger has abated. In a polite and moderate tone 
the asserter (the client) might state, "I can understand that you 
are angry and I am only dealing with that, not the problem. Let’s 
try to cool off our anger, then deal with the problem'" 

4. Negative assertion: This is used when the asserter (the client) 
has clearly made a mistake. There is an admission of a mistake 
but not of generalized incompetence or low self-worth. 
Appropriate comments may be, “I made a mistake but I can do 
better" or, "Because I made that error, are you saying that I am 
a poor employee?" 

5. Free information: This involves ways to initiate and maintain 
verbal interactions, which will yield minimal contact. The 
asserter is trained to avoid questions bringing only "yes" or “no" 
responses as well as those involving "where," "when," and 
"who." Such questions usually terminate conversation sooner 
and impose inordinate pressure on the asserter (the client) to 
keep an interaction progressing. The client learns to ask 
questions seeking additional information such as "what," "how," 
and especially “why" questions. After these initial steps the 
client may offer information about himself or herself. If the other 
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reciprocates, communication then becomes more spontaneous 
for deeper social contact. 

 
Simulation, Role Playing, and Modeling 
 
These strategies are based on the creation of hypothetical situations 
permitting the direct teaching of coping strategies. They are 
hypothetical in the sense that a key person is absent from the setting. 
This person is usually a significant or potentially significant other in 
the life of the individual. It may be the person's spouse, co-worker, 
supervisor, or a job interviewer. A close approximation of the 
problematic reality is to be sought. 
 
In all three strategies, a problem or situation that is either specific or 
general is identified. The rehabilitation professional plays the role of 
one player and the client the role of the other. Role reversal can also 
be utilized and the methods may also be applied in group counseling 
settings. 
 
Simulation is usually used to assist with a generalized problem. For 
example, one may have generalized difficulty initiating and 
maintaining conversation. The professional instructs the individual 
regarding the simulated setting and assigns the roles. The 
professional may take the role of the other conversant in various 
situations while the client takes the role of initiator. After brief efforts, 
the simulation terminates and a discussion takes place to discuss and 
analyze the effort, specifying the areas of difficulty. Other simulation 
sessions are then performed until the client becomes more proficient 
and comfortable. 
 
The role-playing strategy is similar to simulation except that specific 
rather than general situations are simulated. The client describes an 
actual situation in which he or she is having difficulty, the attitudes 
and moods involved, and his or her relationship to the significant 
other. The same process as described in the simulation strategy is 
then followed. The role-playing strategy is usually more difficult and 
emotionally laden for the individual client than the simulation strategy. 
Initially, the rehabilitation professional usually takes the role of the 
significant other while the client plays the role of himself or herself. 
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In the third strategy, modeling, the rehabilitation professional 
demonstrates appropriate behaviors in the presence of the client. The 
strategy may be specific or general. If specific, the professional may 
act the role of a conversation initiator or job interviewee while the 
individual plays the part of the potentially significant other person. In 
the general or subtle strategy, the professional demonstrates 
appropriateness without calling attention to it until later during 
analysis and discussion. This technique may be used for demon-
strating rational goal setting, task approaches, mannerisms, and 
appropriate dress. 
 
Modeling methods should contain an element of leading. That is, the 
modeler (the rehabilitation professional) should not initially emulate 
an image or behavior which creates too much dissonance for the 
individual. The professional's demonstration must be perceived to be 
within the realm of possibility by the client. For example, model 
clothing should not be unaffordable, nor speech articulation 
unachievable. The demonstrated behaviors must be realistic and 
achievable approximations of the targeted outcome behaviors. As 
approximations are achieved, the rehabilitation professional can then 
lead the individual to the next step toward the final outcome behavior. 
These three strategies are particularly useful because of their ease of 
modification for specific case needs and combined usages. For a 
client who seems to have no knowledge of a particular needed be-
havior, the behavior may first be described and modeled by the 
professional. A simulation strategy may then be used with the client 
playing the initiator followed by analysis and discussion. The 
professional may then play the role of initiator in a situation-specific 
simulated setting. The roles may then be reversed for testing and 
rehearsal. Achievable homework assignments may be given for tryout 
and subsequent discussion and analysis. 
 
One drawback with these strategies is that the professional is not 
able to observe the behavior of clients in real life situations. Through 
the creation of a setting, directing the actors, and assigning roles, 
many of the vital emotional components of a client's problem may be 
lost. This drawback may sometimes be offset by the introduction of 
simulation or role playing strategy without the client's knowledge. 
 
Suppose, for example, a client has difficulty dealing appropriately with 
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criticism from significant others. He or she has had difficulty setting 
goals or following through on assigned tasks. Without warning, the 
rehabilitation professional becomes convincingly critical of the client. 
In this strategy, the use of "why” questions is especially appropriate. 
The professional may say, "I'm getting the impression that I'm doing 
all of your work for you and I’m pretty angry. Why are you so 
uncooperative? Why should I care when you don't put out any effort? 
If you don't care about yourself, you could at least be considerate of 
my time and effort." The professional then stops for a reaction and 
may even interrupt the individual's explanation. In this way, an 
opportunity has been created to observe, directly and in a real 
situation, the client's spontaneous reaction to criticism. 
 
The professional then changes to an analysis mode with, "I guess 
that was a pretty heavy criticism. I would like to get some ideas of the 
feelings you experienced and talk about how your reactions could 
have been different." Obviously, the professional in this situation 
needs to predict probable reactions before using such a strategy. The 
professional must, for example, feel quite certain that the client will 
not become physically violent or leave the session. 
 
The supportive counseling relationship is usually based on some 
degree of caring, which is perceived by the client. Thus, the client is 
able to take such an aversive strategy in stride and no permanent 
damage to the relationship occurs. The professional may even wish 
to inform the client afterward that the encounter was simply a means 
of realistically assessing a problem behavior. 
 
Conclusion 
 
Coping strategies can provide the rehabilitation professional with an 
action-oriented process to facilitate adjustment in disabled clients.  
 
A client who has been injured or becomes chronically ill is 
significantly impacted by his or her own and others' attitudes, his or 
her questions of personal identity, issues of motivation, and changing 
life roles. The adjustment to disability is an individualized process and 
the above factors influence each individual client in very unique ways. 
Among the variables that must be considered and understood by the 
rehabilitation professional are environmental or sociological conflict, 



  Coping Strategies 13 

anxiety and stress, and psychological considerations. The client's 
own response strategies, both conscious and unconscious, can have 
either positive or negative consequences. 
 
In order to develop an adjustment response, the rehabilitation 
professional and the disabled client must together initiate coping 
strategies that will facilitate higher levels of adjustment. Brief de-
scriptions of a variety of coping strategies have been presented in 
this chapter. It is important to emphasize that the rehabilitation 
professional will need specific training in the effective use of these 
coping strategies. A specific coping strategy should be used only 
after a considerable planning phase to determine appropriate goals 
and foresee probable consequences. Finally, professional judgment 
is an essential ingredient throughout this process to ensure positive 
outcomes for each individual client. 
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