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Abstract
Objectives ‒ Inflexibly relying on avoidance of expres-
sion may increase and perpetuate pain-related emotional
distress in patients with chronic pain. The context-insensi-
tive avoidance (CIA) scale was recently developed to mea-
sure the degree to which patients avoid expressing their
pain and distress in social situations. This study explored
the psychometric properties of the CIA scale in a new
sample.
Methods ‒ This study uses baseline data from a treat-
ment trial for n = 115 patients with chronic pain and co-
occurring emotional distress. Reliability and construct and
criteria validity were studied using the same instruments
as in the original psychometric study and further explored
in two new measures. A series of multiple regression ana-
lyses were conducted to assess the relationship between
the CIA scale and criteria variables compared to the other
psychological constructs.
Results ‒ The CIA scale showed good reliability. Significant
correlations between high scores on the CIA scale and low
scores on self-compassion and activity engagement could be
replicated. Significant correlations between high scores on
the CIA scale and high scores of pain intensity and pain
interference could also be replicated. In the exploring part
of this study, validity was extended to general problems
with emotion regulation and to satisfaction with life in gen-
eral and contact with friends but not to satisfaction with

family, partner, or sexual life. Avoidance of expression
was the only significant predictor of pain intensity.
Conclusion ‒ This study could replicate acceptable psy-
chometric properties of a scale measuring CIA of expres-
sion. As in the original study, avoidance of expression was
associated with increased suffering. Clinically, this instru-
ment may be used to identify patients who may otherwise
remain in aggravating silence. Theoretically, it introduces
the important concept of context sensitivity to the field of
chronic pain. Limitations include uncertainty about causal
relationships, and that several important social situations
were not examined.

Keywords: chronic pain, emotion, context sensitivity, avoid-
ance, communication

1 Introduction

The social dimension of the biopsychosocial model of
chronic pain highlights that pain is not just a private
experience, but socially contextualized, experienced, and
expressed within social environments and relationships
[1]. A central interpersonal function of communicating
pain is to receive understanding and validation of one’s
inner experiences [2]. Such validating support has been
found to soothe and downregulate emotional distress [3].
As sharing can be adaptive in certain circumstances but
not in others, being able to attune the expression of pain
and distress to the social context is an important skill [4].

Talking about pain and suffering can be difficult, and
chronic pain patients report significantly higher levels of
self-conscious emotions such as shame, defeat, and fear of
negative evaluation compared to healthy controls [5–8].
Negative self-conscious emotions have been related to
pain interference, sleep disturbance, anxiety, depression,
and functional and psychosocial disabilities [8,9]. Behavio-
rally, patients often report that they stay silent to avoid
misunderstanding and stigmatization by others, believing
that their pain could be perceived by others as illegitimate
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and not socially acceptable [10]. Thus, while getting pain
acknowledged by others is a basic human need, fear of rejec-
tion is a crucial issue for chronic pain patients and avoidance
of expression is a common behavioral response [11].

Inflexibly relying on behavioral strategies such as
avoidance of expression may increase and perpetuate pain-
related emotional distress. Indeed, patients who report low
self-efficacy in pain communication also have high levels of
pain catastrophizing [12]. Social relations are central to suc-
cessful emotional regulation, and this includes the ability to
flexibly adapt to social cues and demands. Bonanno and
Burton [13] referred to this ability as context sensitivity,
defined as “the degree to which a response is in tune with
the ever-changing demands of the context.” To capture this
social dimension of pain, Flink et al. [14] developed the
context insensitivity avoidance (CIA) scale. It measures
avoidance of expression - the degree to which patients
hide or avoid expressing their pain and distress in social
contexts linked to a range of social emotions and perceived
consequences. They found that high scores on the CIA scale
were significantly related to higher ratings of catastro-
phizing, pain intensity, and pain disability and to lower
levels of self-compassion, acceptance, and emotion regula-
tion. Thus, this instrument may capture an aspect of the
pain experience that is linked to more pain problems and
negative interpersonal consequences. Being able to identify
avoidance of expression of pain and distress could be impor-
tant to improve interventions for patients who feel silenced
or unsure of how to express themselves. As this instrument
is new, the aim of this article is to investigate if psychometric
properties can be replicated in a new sample of chronic pain
patients with high levels of distress. Because emotional dis-
tress often co-occurs in patients with chronic pain, they
form an important subgroup [15] for further exploration
of this instrument. Two new measures were added in the
exploring part of this study. Our research questions were:
1. Can internal consistency and construct and criterion

validity of the CIA scale be replicated?
2. Can the construct validity of the CIA scale be extended to

general emotion regulation difficulties?
3. Can the criterion validity of the CIA scale be extended to

general and social life satisfaction?
4. Does the CIA scale explain any unique variance in the

criterion variables?

Our hypotheses were as follows: the internal consis-
tency of the scale would be high and construct validity
would be replicated with small to moderate correlations
with pain catastrophizing (positive), self-compassion (nega-
tive), and activity engagement (AE) (negative); criterion
validity would be replicated with moderate (positive)

correlations between CIA and pain intensity and pain inter-
ference; pain willingness (PW) could show a small (negative)
correlation with CIA, although none was found in the ori-
ginal study. (This would be theoretically plausible and the
lack of correlation in the original study could have been
sample dependent.) That a moderate (positive) correlation
would be found between CIA and general emotion regulation
difficulties; a small-to-moderate (negative) correlation would
be found between CIA and general and social life satisfac-
tion; and finally, CIA explains unique variance in the cri-
terion variables over and above known psychological corre-
lates, thus capturing a unique aspect of pain psychology.

2 Methods

2.1 Design of the study

This cross-sectional study utilizes baseline data collected in
the context of an RCT of the efficacy of a psychological treat-
ment for chronic pain patients with emotional distress [16].

2.2 Recruitment and participants

Baseline data from N = 115 patients were included. Patients
were recruited through newspaper advertisements, social
media, and clinical pain rehabilitation departments. Eligibility
consisted of:
1. Age between 18 and 70.
2. Chronic musculoskeletal pain unrelated to any systemic

or inflammation diseases.
3. Functional problems due to pain ≥11 on items 21–24 of the

Orebro Musculoskeletal Pain Screening Questionnaire [17].
4. Emotional problems ≥8 on any of the subscales of the

Hospital Anxiety and Depression Scale [18].
5. No severe psychiatric disorders (for example, alcohol

abuse, psychotic disorders, or risk of suicide); no ongoing
psychological treatment or psychopharmacological treat-
ment started or changed within the last 3 months.

6. Able to read and speak Swedish and have digital access.

2.3 Measures

2.3.1 The context insensitive avoidance (CIA) scale

The Context Insensitive Avoidance scale (CIA) [14] measures
avoidance of expression – the tendency to hide or avoid
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expressing pain linked to a range of social emotions and
perceived consequences. The scale, displayed in Table 1,
includes eleven items scored on a 7-point scale from 1
(not at all true) to 7 (completely true), with total scores
ranging from 11 to 77. Higher scores indicate higher levels
of avoidance of expression and was related to higher rat-
ings of pain, disability, pain catastrophizing, emotion sup-
pression, and to lower ratings of self-compassion and
activity engagement in the original study. Internal consis-
tency was good (α = 0.92).

2.3.2 Construct validity

Three measures, tapping into distinct yet theoretically
related constructs that were also employed in the original
psychometric study by Flink et al. [14], were used to repli-
cate construct validity. The pain catastrophizing scale (PCS)
[19]. The PCS measures an exaggerated negative focus on
pain and the pain situation. The scale includes 13 items
scored 0 (not at all) to 4 (all the time), with total scores
ranging from 0 to 52. Higher scores indicate higher levels of
pain catastrophizing. The scale has shown good psycho-
metric properties [20,21] and the Swedish version has
acceptable internal consistency (α = 0.92) [22].

The Short Form of Self-Compassion Scale (SCS-SF) [23]
measures self-compassion, which includes the ability to
treat oneself with care rather than with critical self-judg-
ment. The scale includes 12 items scored 1 (almost never) to
5 (almost always), with total scores ranging from 12 to 60.
Higher scores indicate more problems with critical self-
judgment. Internal consistency was acceptable in three
different samples (α ≥ 0.86) [23] and acceptable in a
Swedish sample (α = 0.76) [24].

The 8-item version of Chronic Pain Acceptance Questionnaire
(CPAQ-8) [25] measures pain acceptance in people with

pain. The questionnaire includes two subscales, measuring
activity engagement (AE), which is a physical and social
behavior of being active and participating in life despite
discomfort, and pain willingness (PW), which is a mental
openness to discomfort. Each subscale has 4 items scored
0 (never true) to 6 (always true), with total scores ranging
from 0 to 24. Higher scores indicate higher levels of accep-
tance and willingness. The scale has shown good psycho-
metric properties [25–27]. Internal consistency was accep-
table for both subscales in a Swedish sample (α = 0.83 for
AE and 0.73 for PW [26]).

To explore if construct validity could be extended to
emotion regulation, the Difficulties of Emotion Regulation
Scale (DERS) [28] was added. The DERS is a global measure
of emotion regulation. The scale includes 36 items scored 1
(almost never) to 5 (almost always), with total scores ran-
ging from 36 to 180. Higher scores indicate greater difficul-
ties with emotion regulation. The scale has shown good
psychometric properties [29,30]. Internal consistency was
acceptable in a Swedish sample (α = 0.94 [31]).

2.3.3 Criterion validity

Two measures used in the original psychometric study by
Flink et al. [14] were used to analyze criterion validity.

The Multidimensional Pain Inventory (MPI)-pain inten-
sity subscale [32] consists of two items that ask about pain
last week and pain right now. The items are scored on a
scale from 0 (no pain) to 6 (very intense pain), with total
scores ranging from 0 to 12. The MPI-pain interference sub-
scale [32] consists of 11 items that ask about ability, parti-
cipation, and enjoyment in work and social life. The items
are scored on a scale from 0 to 6, with total scores ranging
from 0 to 66. Higher scores indicate higher levels of pain
interference in everyday life. The MPI has shown good
psychometric properties [33].

To explore if criterion validity could be extended, we used
the Life Satisfaction questionnaire (LiSat-9) [34]. The LiSat-9
questionnaire measures life satisfaction – both global (one
item) and domain-specific (eight separate items). Each item
is scored on a scale from 1 (very dissatisfied) to 6 (very satis-
fied). Higher scores indicate higher levels of satisfaction in
each specific life domain. Besides the global item about satis-
faction with life in general, we selected four items related to
social domains of life: satisfaction with contact with friends
and acquaintances; family life; relation with partner; and
sexual life. We excluded the remaining four items related to
other domains (self-care, leisure time, vocational-, and finan-
cial situation). The LiSat-9 questionnaire has been used in
several languages and populations [35–37].

Table 1: Items included in the context-insensitive avoidance scale

I hide/stay silent about my pain
To avoid feeling weak
To avoid feeling like a burden
To avoid making others to feel sad or worried.
To avoid having to discontinue or accommodate activities
To avoid becoming sad/depressed
To avoid feeling ashamed or guilty
To avoid others underestimating my abilities
To avoid becoming scared/worried
To avoid pain “taking over” or “taking away” my life

When I have pain, I hide it from people in my close environment
I avoid talking about my pain

The context insensitive avoidance (CIA) scale  3



2.4 Data analyses

IBM Statistical Package of Social Sciences 26 was used for
all analyses. Data were checked for normal distribution,
outliers, and missing items. Internal consistency was exam-
ined using Cronbach’s alpha. A value between 0.70 and 0.95
was considered good [38]. Descriptive statistics were used
to summarize demographic and clinical data. Pearson’s
bivariate correlation was used to analyze associations
between the CIA and the validity measures. Cohen’s cri-
teria were used to interpret the size of the correlations,
with r ≥ 0.10, r ≥ 0.30, and r ≥ 0.50 as boundaries to indicate
small, moderate, and large effect sizes [39]. Multiple linear
regression was used to analyze the relation between the
CIA and criterion variables compared to the other psycho-
logical constructs.

3 Results

3.1 Demographic and clinical data

Table 2 presents the demographic and clinical character-
istics of the participants. Most of this sample (83.5%) were
women, middle-aged (M = 44.4) with multi-site, musculos-
keletal pain. More than half of them were working (58.3%),
but sick leave was common. Nineteen participants (16.4%)
were on sick leave for 15–180 days during the last 12
months due to their current pain problems, while 46
(40%) were on longer sick leave. Most of the participants
(81.7%) reported more than two healthcare visits during
the last year due to their pain problems.

3.2 Internal consistency of the CIA scale

The internal consistency of the CIA scale was good (α =

0.91), with a mean rating of 43.93 and a standard deviation
of 15.42. Results are similar to the original study (α = 0.92,
M = 41.65, SD = 16.15).

3.3 Construct validity of the CIA scale,
replication and extension

Pearson’s bivariate correlations are presented in Table 3.
For the purpose of comparison, correlations found in the
original psychometric study by Flink et al. [14] are, when

applicable, included in the table. As hypothesized, there
were significant correlations between avoidance of expres-
sion and the constructs of self-compassion and activity
engagement. Correlations were small to moderate in the
expected directions, similar to the correlations reported by
Flink et al. [14]. Also, in line with the original study, there
was no association between avoidance of expression and
pain willingness. Contrary to the hypothesis, and unlike the
results in the original study, we found no association
between avoidance of expression and pain catastrophizing.

To explore if construct validity could be extended, cor-
relations between the CIA scale and emotion regulation
difficulties were computed. As hypothesized, there was a
significant, positive correlation of moderate effect size (r =
0.35) between avoidance of expression and emotion regu-
lation difficulties (Table 3).

3.4 Criterion validity of the CIA scale,
replication and extension

Table 3 presents Pearson’s bivariate correlations between
the CIA scale and measures used to replicate and extend
criterion validity. As can be seen, avoidance of expression
had a significant positive correlation with pain intensity.

Table 2: Description of participants’ (N = 115) demographic and clinical
characteristics

Gender N (% women) 96 (83.5)
Age, mean (SD) 44.4 (11.7)
Pain locations
Back, neck, and/or shoulders 115 (100%)
Legs and arms 115 (100%)
Other areas 31 (27%)

Pain duration, median years (IQR) 10 (12)
Education N (% university) 42 (36.5%)
Occupational status, N (%)
Working 67 (58.3%)
Unemployed 7 (6.1%)
Student 7 (6.1%)
Pensioner 15 (13%)
Other 19 (16.5%)

Sick leave (N, % during the past year)
0–14 days 50 (43.5%)
15–180 days 19 (16.4%)
181–365 days 46 (40%)

Health care visits, median past year (IQR)
Physician 3 (4)
Physiotherapist 2 (6)
Specialist/hospital 0 (2)
Other (e.g., chiropractor and acupuncturist) 0 (5)
Total number of visits >2 94 (81.7%)
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This correlation was of moderate effect size (r = 0.30) in
support of our hypothesis and was similar to the correla-
tion reported in Flink et al. [14]. The correlation between
avoidance of expression and pain interference was signifi-
cant and in the same direction as in the original study, but
smaller in magnitude (r = 0.24).

Extending the criterion validity to aspects of life satis-
faction, avoidance of expression showed a significant, nega-
tive correlation with general life satisfaction and with the
social domains of friends. In line with the hypothesis, these
correlations were small to moderate. However, no correla-
tion was found between avoidance of expression and satis-
faction with family, partner, or sexual life.

3.5 Unique variance explained by the CIA
scale in criterion variables

A series of multiple regression analyses were performed to
assess the unique contribution of avoidance of expression

Table 3: Pearson’s correlations between the context-insensitive avoid-
ance (CIA) scale and variables used to analyze validity

CIA, this
studya

CIA, Flink et al.
2017b

Construct validity
Pain catastrophizing (PCS) 0.15 0.29**
Self-compassion (SCS) −0.39** −0.32**
Activity engagement
(CPAQ-AE)

−0.23* −0.23*

Pain willingness (CPAQ-PW) 0.06 0.04
Emotion regulation (DERS) 0.35** Na
Criterion validity
Pain intensity (MPI) 0.30** 0.37″
Pain interference (MPI) 0.24* 0.40″
Life in general (LiSat) −0.30** Na
Contact with friends (LiSat) −0.29** Na
Family lifec (LiSat) −0.17 Na
Life with partnerd (LiSat) −0.13 Na
Sexual life (LiSat) −0.03 Na

**Significant at p < 0.01 level. *Significant at p < 0.05 level. Na = not
applicable; CIA, context-insensitive avoidance. aN = 115, bN = 105, cN =
112, dN = 96.

Table 4: Multiple regression analyses

Outcome Predictors ΔR2 95% CI

B SE B LB UB β p

Pain intensity 0.08 0.008
Constant 7.01 1.90 3.25 10.78 0.000
CIA 0.03 0.02 0.00 0.06 0.22 0.031*
SCS −0.03 0.03 −0.08 0.04 −0.09 0.416
AE −0.05 0.05 −0.15 0.05 −0.09 0.340
DERS 0.01 0.01 −0.02 0.03 0.06 0.609

Pain interference 0.32 000
Constant 61.94 7.79 46.50 77.38 0.000
CIA 0.09 0.06 −0.04 0.21 0.12 0.17
SCS −0.01 0.12 −0.24 0.25 −0.01 0.954
AE −1.38 0.21 −1.79 −0.97 −0.56 0.001**
DERS −0.01 0.05 −0.10 0.08 −0.03 0.762

General life satisfaction 0.34 0.000
Constant 2.00 0.84 0.33 3.67 0.020
CIA −0.01 0.00 −0.02 0.00 −0.12 0.155
SCS 0.02 0.01 −0.01 05 0.13 0.175
AE 0.13 0.02 0.08 0.17 0.46 0.001**
DERS −0.00 0.01 −0.01 0.01 −0.07 0.463

Contact with friends 0.19 0.000
Constant 1.40 0.95 −0.48 3.28 0.142
CIA −0.01 0.01 −0.03 0.00 −0.15 0.101
SCS 0.04 0.02 0.01 0.07 0.27 0.015*
AE 0.07 0.03 0.02 0.12 0.25 0.008**
DERS 0.00 0.01 −0.01 0.01 0.07 0.520

**Significant at p < 0.01 level. *Significant at p < 0.05 level. CIA, context-insensitive avoidance; SCS, self-compassion scale; AE, activity engagement
subscale of chronic pain acceptance questionnaire; DERS, difficulties in emotional regulation scale.
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to variance in criterion measures, over and above the
other associated variables. For this analysis, four criteria
variables that had a significant correlation with the CIA
scale were selected (specifically pain intensity, pain inter-
ference, general life satisfaction, and satisfaction with
friends). Results are presented in Table 4. As can be seen,
avoidance of expression was the only variable with a
unique contribution to pain intensity, accounting for 8%
of the variability in pain (F(4,110) = 3.619, p = 0.008). Avoid-
ance of expression did not contribute unique variance to
the other criterion variables. Instead, activity engagement
explained 32% of the variance in pain interference (F(4,110)
= 14.51, p < 0.001) and 34% of the variance in satisfaction
with life in general (F(4,110) = 15.72, p < 0.001). Self-compas-
sion and activity engagement explained 19% of the variance
in satisfaction with contact with friends (F(4,110) = 7.79,
p < 0.001).

4 Discussion

The purpose of this study was to investigate if the relia-
bility and validity of the context insensitivity avoidance
(CIA) scale [14] could be replicated and extended. In sum-
mary, internal consistency of the scale was high, and con-
struct validity was replicated with small to moderate cor-
relations in expected directions with self-compassion and
activity engagement. A positive correlation with pain cat-
astrophizing was not replicated. In line with the original
study, the CIA scale was not correlated to pain willingness.
Criterion validity was mostly replicated with a moderate
correlation with pain intensity and a small correlation with
pain interference. Construct validity was extended with a
moderate correlation with general emotion regulation diffi-
culties. Criterion validity was extended with a moderate
correlation with general life satisfaction and a small corre-
lation with satisfaction with contact with friends. Finally,
compared with correlated psychological constructs, the CIA
scale explained unique variance in pain intensity but not in
pain interference, general life satisfaction, or satisfaction
with contact with friends.

As hypothesized, construct validity could be extended
to the important area of emotion regulation. In the original
study, avoidance of expression was significantly correlated
with suppression – a subscale of another measure of emo-
tion regulation (ERQ-S) [40]. Despite different theoretical
backgrounds, the scales have some similarities [41], which
make our result comparable to the original finding of a mod-
erate correlation between avoidance of expression and sup-
pression [14]. Together, the results indicate that relying too
much on avoidance of expression as an emotion regulation

strategy could be a relevant topic to raise with patients whose
scores on the CIA scale are elevated. Indeed, treatments tar-
geting emotional awareness and expression in patients with
chronic pain have shown positive outcomes [16,42].

As hypothesized, a significant, positive correlation was
found between avoidance of expression and pain intensity.
Clearly, patients with higher pain intensity levels are more
likely to speak less of it. This link was also present in the
multiple regression analysis, where avoidance of expres-
sion explained an 8% variance in pain intensity (see
below). Also as hypothesized, a significant, positive corre-
lation was found between avoidance of expression and
pain interference. The size of the correlation was small
compared to the original study (r = 0.24 vs 40), indicating
that other factors were more important to explain dis-
ability in this sample. It has been proposed that the influ-
ence of psychological factors on pain disability is overesti-
mated [43], but the influence may differ depending on
sample specifics.

Partly as expected, criteria validity could be extended
to significant, negative correlations between avoidance of
expression and satisfaction with life as a whole and with
contact with friends. Life satisfaction studies have shown
that satisfaction with family and partners remains intact
despite the adverse experience of pain, while contact with
friends clearly deteriorates [35,44,45]. Other studies have
shown that chronic pain patients are more likely to talk to
their partner or spouse about their pain and pain-related
distress than to others [46,47]. In couples, the simple pre-
sence of a partner brings benefits even if verbalizations
are not the most satisfactory to the patient [11,48], and our
findings can be interpreted as a sign of (un)satisfaction
with family, partner, and sexual life regardless of pain
communication.

Avoidance of expression was the only psychological
factor with a small but unique contribution to variance
in pain intensity. The finding indicates that the scale cap-
tures a new aspect of pain psychology that is not shared
with self-compassion, activity engagement, or emotion reg-
ulation. Considering the many factors that may influence
pain intensity [49], the size of 8% explained variance is not
negligible.

4.1 Clinical implications

Elevated scores on the CIA scale could inform clinicians to
approach patients who are struggling to get through to
others for the support and understanding they need. The
struggle may be at any end of the communication process:
finding the words to begin with or the situations in which
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they are appropriate to share; how to identify support or
respond to invalidation. Also, high scores on the CIA scale
can alert healthcare professionals to their own communi-
cation which is sometimes lacking. A number of studies
have shown that disbelief and negative labeling [50] or
invalidation [2,51] is part of the stigmatization process
that silence patients. Reversely, Ruben et al. [52] demon-
strated that more positive provider communication was
related to higher levels of patients’ self-efficacy for mana-
ging chronic disease, which in turn was related to lower
levels of pain intensity and pain disability.

4.2 Theoretical implications

Context sensitivity is a broad concept. In the original study,
Flink et al. [14] set out to explore if an interpersonal aspect
could be measured in a chronic pain setting. The focus was
on disclosure vs expression. Although four factors were
found, only one was confirmed. The authors discussed
the problem of a self-report to measure context sensitivity
in individuals who are less aware of inappropriate social
communication. On the other hand, they argued that con-
text-insensitive avoidance may be the most prominent
aspect. In support of that argument, Wurm et al. [53] found
that chronic pain patients with social anxiety are a vulner-
able subgroup with remaining emotional problems after
treatment. Their overreliance on avoidance of expression
as a coping strategy may remain unnoticed unless it can be
identified with the help of a self-report. We agree with the
problem of a self-report in less socially conscious indivi-
duals but suggest that inappropriate social communication
is readily observed, as opposed to avoidance of expression,
and will be a matter for the clinicians’ communication
skills to approach. This study can confirm that the final
scale of CIA captures a key skill of context sensitivity which
is essential for flexible emotional regulation. Although
narrow, the scale is an early attempt to introduce the
important concept of emotion regulation to the field of
pain. Future studies could compare it to measures of emo-
tional suppression and social anxiety to see howmuch they
overlap, or if the scale measures a dilemma specific to
patients with chronic pain.

4.3 Strengths and limitations

The participants in this study had chronic pain with co-
occurring emotional distress, representing a common group
of patients in clinical practice. This strengthens the external
validity of the CIA scale. The validity was properly tested by

using the same variables as the original study in a new
sample. Adding new variables had the twofold advantage
of further validation of the scale and to delineate its borders.
For example, avoidance of expression was negatively corre-
lated to satisfaction with contact with friends, but not to the
other social domains of family, partner, or sexual life. A
limitation is that correlations between variables say nothing
about their causal relationships. For example, avoidance of
expression may be the result of increased pain intensity,
and patients with less pain could be better at perceiving
others as available to them. Another weakness is the limited
number of social situations used in the exploring part of the
study. Avoidance of expression was more common outside
the home and family; yet, we did not ask for other social
contexts, such as the workplace where colleagues may
wonder about the pain. Healthcare encounters may also
provide a challenge for patients who may disagree about
the meaning of chronic pain. For example, patients tend to
understand chronic pain through a biological lens, whereas
clinicians have a biopsychosocial view [54]. Finally, as men-
tioned in the original study, self-reported data are subject to
bias of memory and over- or underestimations [14].

5 Conclusions

In summary, this study could replicate the reliability of the
CIA scale, which measures avoidance of expression – a
social aspect of context sensitivity. Construct and criteria
validity could be replicated in four of the five variables
originally used, and further extended to three of the six
added variables. Avoidance of expression was correlated
with lower self-compassion, AE, and emotion regulation,
and with more pain and disability. It was also correlated
with lower satisfaction with life as a whole and with con-
tact with friends. Being too silent about one’s pain and
pain-related distress could contribute to the suffering in
persons with chronic pain.
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