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Abstract

Research evidence suggests that coping may intervene in the relationship between
stress and illness. This research has important implications in the medical context, in
that it necessitates a focus on the patient, rather than just the underlying illness and
suggests that psychological interventions may be as important as medical
interventions for attaining optimal health outcomes. The coping concept is also
central to the biopsychosocial model of illness, in which it is recognised that health
may be affected not only by biological factors (eg. a virus, genetic predisposition), but
also by psychological factors (eg. personality and coping style) and social factors (eg.

the social resources available to aid coping).

However, researchers have also noted that the concept of coping is lacking in
conceptual clarity and in the availability of adequate methods of measurement. This
thesis therefore aimed to address these limitations and to assess the effectiveness of a
coping-based intervention for improving physical and psychological well-being in a
sample of patients with a chronic illness. Five studies are presented. The first four
are aimed at developing a valid method of coping assessment. Study I (N=51)
examines descriptions of real-life coping episodes, in order to consider the types of
phenomena that ‘belong’ to the coping concept. Study II (N=132) translates these
descriptions into items for a situation-response scale, and examines interrelationships
between coping responses. Relationships between coping scores, psychological and
social variables are examined in Study III (N=102), and relationships between coping
scores and biological variables explored in Study IV (N=21). The final study (N=68)
represents a practical application of the coping measure developed in studies 1-4
using a patient population. Relationships between dispositional coping style and the
strategies used on a daily basis to cope with the on-going effects of a chronic illness
are examined. The implications of dispositional and daily coping for health outcomes
in this group of patients are also investigated and a coping-based intervention applied.

The theoretical and practical implications of this research are discussed.
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Chapter I — Introduction and Research History

Coping Perspectives in the 20™ Century

Since the beginning of the 20th Century, researchers have attempted to understand the
ways in which individuals deal with stressful situations and the links between stress,
coping and illness. Psychology in the early part of the century was dominated by
Freud’s notion of the ‘ego’ and attempts to deal with aversive thoughts or feelings
were referred to as ‘defence mechanisms’ (e.g. Freud, 1926). Early research also
viewed coping from a largely biological perspective. For example, in 1932 Cannon
described a ‘fight or flight response’, involving sympathetic nervous system (SNS)
and endocrine responses to perceived threat that mobilise the organism to either attack
the threat, or to flee. Cannon viewed these biological changes as a positive adaptive
response of the body to stress, but did not yet make the link between such biological
changes and potentially damaging effects of stress on the body. Cannon’s work paved
the way for another influential theorist, Hans Selye, who in 1956 introduced the
notion of a ‘generalized anxiety syndrome’ involving activation of the hypothalamic-
pituitary-adrenal (HPA) axis, which connects the central nervous system (CNS) with
the endocrine system. From observations of the effects of laboratory-induced stress in
rats, Selye (1956) concluded that the body responds in the same way to a broad range
of stressors, and that these biological responses can lead to illness. Selye’s (1956)
generalised adaptation syndrome comprises three stages; the first a mobilisation effort
on recognition ;)f a stressor, the second an effort to resist or adapt to the stressor and
the third, depletion of resources (resulting in exhaustion) if the stressor can not be
overcome. It is this third stage that Selye proposed links stress to illness, we become

ill because stress depletes our resources.

Parker and Endler (1996) point out that it was not until 1967 that the category for
‘coping’ was included in the Psychological Abstracts (see Popplestone & McPherson,
1988). Following this, the 1970’s and 80’s saw a shift in research focus away from an
emphasis on ego psychology and unconscious defence mechanisms and towards an
emphasis on conscious coping efforts (De Ridder, 1996). Definitions proposed during
this era reflect a conceptualisation of coping as something purposeful that involves
some form of action or effort. For example, Pearlin and Schooler (1978) define

coping as ‘things that people do to avoid being harmed by life strains’ (p2), whilst
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Cohen and Lazarus (1979) see coping as ‘any efforts at stress management’ (p220).
This shift necessitated a change in the measurement of coping. De Ridder (1997)
explains that whereas defence mechanisms were generally measured using clinical
observation, projective tests and open-ended response formats (Haan, 1977; Vaillant,
1977; Cohen, 1987), coping questionnaires take a more explicit approach (see chapter

II1 for a detailed discussion of coping measures).

In addition to the shift in focus from unconscious to conscious attempts to deal with
stressful situations, the research literature has seen a move away from the purely
biological perspective towards a biopsychosocial approach. It is becoming
increasingly evident that the extent to which situations are perceived to be stressful
may not be wholly dependent on biological factors such as autonomic or sympathetic
“nervous system reactions. Psychological factors (e.g. personality variables and
individual differences in information-processing in stressful situations) and
environmental factors (e.g. social resources, ongoing life events) may also play an

important role.

Implications for the Medical Context

The biopsychosocial approach has important implications in the medical context in
that it necessitzites treating the 'whole person' rather than just the biological changes
that have taken place (Ogden, 1996). Around the same time that researchers began to
recognise individuals as active 'copers' rather than passive recipients of stress, the
attention of General Practitioners shifted away from a focus on the illness and towards
a focus on the patient (see Balint et al., 1970). The ways in which doctors interacted
with their patients became an important subject of research and a voluminous
literature emerged, reporting relationships between consultational style and a range of
outcomes. This research revealed some surprising results. Not only did the nature of
the interaction between patients and doctors have important implications for 'soft'
outcomes such as satisfaction, understanding, and compliance (e.g. Karsh et al., 1968;
Francis et al., 1969; Ley, 1972), but it also significantly impacted on a range of 'hard'
outcomes, that previously would not have been considered amenable to change by

psychological means, such as length of stay in hospital after an operation and the need
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for analgesics (reviewed by Johnson, 1984). This research therefore highlighted the
crucial importance of psychological variables in understanding and treating illness, an

understanding that has paved the way for coping research.

The biopsychosocial model is particularly important in the treatment of chronic
conditions, as responsibility for management tends to lie largely in the hands of the
patient rather than the medical professional (Assal, 1999). A 1997 report by the
World Health Organisation revealed that more than 80% of medical consultations are
for chronic conditions, however when medical advice is sought this may bring little
comfort. Devins and Binik (1996) explain that chronic conditions are often difficult
to diagnose, treatments may not always be available and if they are available the
associated side-effects may add an additional strain on the patient. Chronic
conditions present a diverse set of challenges to the patient and impact on all areas of
life. For example, ambiguity regarding diagnosis and treatment may leave the
individual with a sense of uncertainty and fear for the future, the condition may also
lead to pain and disability and may interfere with lifestyles by preventing involvement
in valued activities, the individual may find it difficult to maintain hope, self-esteem
and feelings of control and may also have to deal with negative social stereotypes and
stigma (Devins & Binik, 1996). These challenges are likely to be of great
significance to the patient, although they are largely ignored by the traditional

biomedical approach.

The failure of traditional medicine to provide a ‘cure’ for chronic conditions has
meant that patients often turn to alternative forms of treatment. One approach that has
been particularly influential since the beginning of the 20™ Century is the tradition of
self-help. This movement influenced the establishment of patient support groups such
as Alcoholics Anonymous and led to the publication of numerous books and articles
claiming that patients could ‘cure themselves’ by focusing on positive thoughts and

feelings (see http.//www.nlm.nih.gov). This philosophy is evident in the writings of

Norman Cousins, who was diagnosed in the 1960s with the chronic pain condition
ankylosing spondylitis. Cousins first reported his experiences of disease in the New
England Journal of Medicine in 1976, Cousins found that traditional medicine could
offer little to help him and was faced with a choice to become resigned to his fate or

to take an active role in promoting his own recovery. Influenced by the writings of
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Cannon (1932) and Selye (1976), Cousins reasoned that if negative emotions produce
negative changes in the body then positive emotions should have the opposite effect.
He therefore began to integrate humour (eg. amusing films, humour books) into his
daily routine. Cousins reported that *10 minutes of genuine belly laughter had an
anaesthetic effect and would give me at least two hours of pain free sleep’ (p.1461).
It is not possible to determine conclusively whether Cousins’ experience represents
anything more than a placebo effect. However, more recent research has suggested
that many interventions aimed at enhancing positive thoughts and feelings do have
demonstrable important benefits for chronically ill individuals (eg. Vickers &
Cassileth, 2001). Recent research also suggests that the occurrence of positive
emotions during periods of adversity may perform an important adaptive function by
loosening the hold that negative emotions gain on an individual’s mind and body,
undoing the narrowed psychological and physiological preparations for specific action
and allowing the individual to engage in active coping efforts (see Folkman, 1997,
Fredrickson, 2000). The influence of negative emotions on psychological and

physiological processes will be considered further in chapter II.

Person-Environment Interactions

This biopsychosocial approach is also dependent on the recognition of stress as
resulting from an interaction between the individual and the environment. That is to
say, the recogn}tion that stressfulness is not something intrinsic to the situation, but
depends on the individual’s appraisal of the situation. The role of appraisal processes
in determining individuals’ reactions to potential stressors has long been recognised.
Power and Dalgleish (1998) for example, highlight Thomas Aquinas’ suggestion that
emotions such as fear or sorrow arise from an initial impulse to approach or avoid an
object, followed by an evaluation of the object (Summa Theological, 1266-1273).
They explain that these ideas have been influential in more recent conceptualisations
of the relationship between cognition and emotion. For example, in 1960, Magda
Arnold wrote that “Emotion seems to include not only the appraisal of how this thing
or person will affect me, but also a definite pull toward it or away from it” (p172; See
Power & Dalgleish, 1998 for a more detailed discussion of relationships between

emotion and cognition).
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The work of Lazarus in the 1970’s (e.g. Lazarus, 1975; Cohen & Lazarus, 1979)
suggested that appraisal processes are important not only for determining the ways in
which individuals experience stress, but also the methods selected to cope with stress.
Lazarus defines two types of appraisal: primary and secondary. The former involves
an assessment of the situation as positive, neutral, or negative in its consequences and
a further appraisal of negative consequences in terms of their possible harm, threat or
challenge to the individual. The latter involves an appraisal of resources as either
sufficient or insufficient to meet this harm, threat, or challenge. The concept of
appraisal is important in understanding coping in that it acknowledges a role of
resources and coping strategies in mediating between a stressful experience and an
outcome. Lazarus and Folkman (1984) define resources as what an individual ‘draws
on to cope’ and argue that resources ‘precede and influence coping’ (p.158).
Resources may either be social (eg. Money, social support, distance from professional
help) or personal (eg. Energy, physical strength, personality characteristics) (see
Moos & Schaefer, 1993; Maes, Leventhal & De Ridder, 1996). The influence of

personal and social resources on coping will be considered further in chapter III.

This change in the conceptualisation of stress is also reflected in coping definitions.
For example, Lazarus and Launier’s (1978) description of coping as ‘efforts, both
action-oriented and intrapsychic, to manage (i.e. master, tolerate, reduce, minimise)
environmental and interpersonal demands and conflicts among them’ (p311)
demonstrates a‘perception of stress as something external to the individual. In 1984
however, Lazarus and Folkman proposed that coping involves ‘constantly changing
cognitive and behavioural efforts to manage the specific external and/or internal
demands that are appraised as taxing or exceeding the resources of the person’ (p.
114). Fleishman’s (1984) definition of coping as ‘overt and covert behaviours that are
taken to reduce or eliminate psychological distress or stressful conditions’ (p229) also

acknowledges the role of both psychological and environmental factors.




Chapter I — Introduction and Research History

Coping Research for the 21* Century.

Despite the changes in conceptualisations of coping over the 20™ century, many early
ideas remain influential. The notion that our bodies are designed to respond to stress
with a ‘fight or flight response’ (Cannon, 1932) may explain why individuals do not
necessarily select the most appropriate methods of dealing with stressful situations.
Such responses may have been useful in our evolutionary past when faced with a
dangerous predator, but seem unlikely to be well suited to the types of stressors
encountered in modern life, such as facing the threat of redundancy, or taking an
important exam. The idea that we have a tendency to fight or flee when faced with
stress also has parallels with the focus of some recent research on approach and

avoidance as important dimensions of coping (see chapter III).

Although Selye’s ‘General Adaptation Syndrome’ (1956) underestimated the role of
psychological factors, the notion that prolonged stress could deplete resources and
have detrimental effects on the body has led the way for research into links between
physical illness and stress. The work of Cannon and Selye also highlighted the role of
neuroendocrine processes in the relationship between stress and illness. Research
interest in these processes over the past two decades has spurred the development of a
new and growing discipline, ‘psychoneuroimmunology’. Research findings within

this field will be discussed in chapter II.

In addition to the contributions of Cannon and Selye to modern day coping research,
Parker and Endler (1996) highlight the influence of Anna Freud’s notion that only a
restricted range of the available defence mechanisms would be used by an individual
faced with a stressful situation, and that each person has a preferred method of dealing
with stressful situations (A. Freud, 1946). The idea that individuals have
characteristic styles of coping with stressful situations has been the subject of
considerable debate over the past few decades. Two opposing perspectives have
emerged in the research literature. While Lazarus and Folkman’s 1984 definition
(above) reflects the view that coping is a dynamic process that changes according to
the situation, others have argued that coping is a relatively stable personality

disposition or individual style. For example Bolger (1990) proposed that ‘coping is



Chapter I — Introduction and Research History

personality in action under stress’ (p525). These opposing perspectives will be

discussed further in chapter III

At the beginning of the 21* century, coping remains a topic of considerable research
interest. This thesis aims to consider what conclusions can be drawn from over a
century of research, and how these findings can be translated into practical

interventions to aid coping in the medical context.
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Chapter II - Stress

SECTION I

Why is Stress Stressful?

As discussed in chapter I, it is now recognised that stress is not only dependent on the
situation, but also on the individual’s appraisal of the situation. Appraisals of
stressful events may however, not always be formulated as a result of rational
problem-solving processes. In fact, a wide body of research has suggested that stress
interferes with information processing and influences processes such as attention,
memory and interpretation. These alterations may explain why we sometimes feel
flustered or unable to think clearly in stressful situations. For example, Tuckett et al
(1985) found that one reason patients give for failing to ask questions in medical

consultations is an inability to formulate thoughts in the ‘heat of the moment’.

These effects, may be due, at least in part, to the biological changes that occur in the
body when stress is experienced. As discussed in Chapter I, Cannon (1932) described
a ‘fight-or-flight’ response to perceived threat, characterised by alterations in
sympathetic nervous system (SNS) and endocrine activity to a perceived threat.
According to this model, we feel aroused because our body’s resources are redirected
toward dealing with stress; our heart rate increases, our muscles tense to fight or flee,
our breathing becomes shallower, blood is redirected to the organs, and so the
peripheries such as our hands and feet may become cold, we may sweat as our body
attempts to cool down, and we may feel the need to defecate, as our body attempts to
shed any excess weight. More recent research in - the field of
psychoneuroimmunology has supported the role of the SNS and endocrine systems in

responding to stress.

This chapter will review research focusing on the cognitive and biological changes
associated with stress and will consider how these processes may interact in shaping

our experience of stress.
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Alterations in Cognitive Processes

Cognitive theories of emotion (eg. Beck, 1976; Bower, 1981; Williams, Watts,
MacLeod & Mathews, 1997) suggest that anxiety leads to an attentional bias for
threat-related cues. Eysenck (1992) suggested that the main function of anxiety is to
facilitate detection of environmental threat and further proposed that anxious
individuals will differ from non-anxious individuals in that they will attend selectively
to threat-related stimuli, will be more easily distracted, and will display an attentional
narrowing. Much of the research to test these theories has focused on patients with
post-traumatic stress disorder (PTSD). This disorder emerges in some individuals
following a psychologically distressing traumatic event and is characterised by
recurrent thoughts of the trauma, an exaggerated startle response, hypervigilance and
a feeling of emotional numbness. PTSD is only diagnosed if symptoms persist for at
least one month, prior to this the collection of symptoms are termed an acute stress

disorder (DSM-1V).

The most widely used paradigm is the emotional Stroop test, in which participants are
required to name the colour of words that are emotionally negative or neutral and
which may be relevant or non-relevant to the patient’s trauma. Studies using this
paradigm have generally revealed longer response times to negative and trauma
relevant words compared to neutral words. Longer response times are thought to
indicate an atténtional bias towards the word, resulting in an inability to ignore the
meaning of the word when naming its colour. This effect is present in patients with
PTSD following a range of traumatic experience, including war (McNally, Kaspi,
Riemann & Zeitlin, 1990; McNally, English & Lipke, 1993; Kaspi, McNally & Amir,
1995; McNally, Amir & Lipke, 1996; Vrana, Roodman & Beckham, 1995), rape (Foa,
Rothbaum, Riggs & Murdock, 1991; Cassiday, McNally & Zeitlin, 1992), and motor
vehicle accidents (Bryant & Harvey, 1995; Harvey, Bryant & Rapee, 1996).

The effect also appears to be present in non-PTSD high-anxious individuals although
it may be more difficult to demonstrate. A number of researchers (MaclLeod &
Hagen, 1992; MacLeod & Rutherford, 1992; Mogg, Kentish & Bradley, 1993; Van
Honk, Tuiten, van den Hout, Putman, Haan, & Stam, 2001) have demonstrated an

attentional bias for threatening words in high trait anxiety individuals using a masked
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Stroop test, in which the target word is quickly replaced by a mask of the same colour,
although the effect was not present with the unmasked version of the test. Mathews
and McLeod (1994) have suggested that these findings may indicate the use of a
consciously mediated mood-controlling strategy in the unmasked Stroop test that is
not possible in the masked version as quick replacement of the target with a coloured
mask prevents conscious recognition of the word. This would suggest that the
relationship between anxiety and attention may be moderated (at least for individuals
without PTSD) by the use of coping strategies. Increased distractability and
narrowing of attention have also been investigated in high vs low trait anxious
individuals. Eysenck (1982) reviewed a number of studies in which individuals were
required to perform a main and a secondary task simultaneously. Although there were
no differences in performance on the main task, high trait anxious individuals
performed significantly worse on the secondary task. Such findings are consistent
with the notion of attentional narrowing. Eysenck (1992) reviewed a number of
studies in which participants were required to perform a task in the presence or
absence of distracting stimuli. In these tasks, high anxious individuals were more

distractible than low anxious individuals.

Not only are highly anxious individuals more likely to selectively attend to threat-
relevant information, they are also more likely to interpret ambiguous information as
threatening. For example, Eysenck, MacLeod and Mathews (1987) asked participants
to write down t‘he spelling of auditorily presented homophones that could have either
a neutral (eg. ‘dye’, ‘pane’) or negative (‘die’, ‘pain’) meaning. Eysenck et al (1987)
reported a significant correlation between trait anxiety and the number of threatening
homophone interpretations. Similar findings have also been reported by Bryne and

Eysenck (1993) and Dalgleish (1994), using the same paradigm.

In addition to this negative attentional and interpretive bias, high anxious individuals
have been demonstrated to have a memory bias for threat. For example, Reidy and
Richards (1997) presented high and low trait-anxious individuals with words that
were either positive, threatening or negative non-threatening. High trait-anxious
participants recalled significantly more of the threatening words, whereas low trait
anxious participants recalled equal numbers of threatening and non-threatening words.

Interestingly, Kverno (2000) found that individuals high in trait anxiety claimed to
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recall greater frequencies of threatening than non-threatening words in a recognition
task even when the negative words were not previously presented. High anxious
individuals’ preferential (and sometimes false) recall of stress-related information
may indicate differences in the way such information is structured in memory. For
example, Butler and Mathews (1987) suggest that high trait anxious individuals have
more extensive and elaborated threat-related schemata than low trait anxious
individuals and that they are more likely to automatically activate related concepts in
memory. Therefore if related concepts are activated, the individual may believe that

he/ she recalls a threat-related word, even if it was not seen before.

Research focusing on PTSD patients has also highlighted some interesting memory
phenomena. As mentioned above, one of the key features of the disorder is an
involuntary re-experiencing of thoughts of the trauma. Memories that are accessed
involuntarily are however, not likely to represent a clear complete picture of the
event, recall is often fragmented, with details missing and the order of events may be
confused (Foa & Riggs, 1993; Foa, Molnar & Cashman, 1995; van der Kolk & Fisler,
1995; Koss, Figuerdo, Bell, Tharan & Tromp, 1996; Amir, Stafford, Freshman & Foa,
1998). These memories are also more likely to be sensory (particularly visual) as if
the individual is re-experiencing the event in the present rather than recalling from the
past (eg. Ehlers & Steil, 1995; van der Kolk & Fisler, 1995; Brewin et al., 1996; Foa
& Rothbaum, 1998). Rauch, van der Kolk, Fisler & Alpert (1996) report that during
provocation of Ytraumatic memories there is a decrease in activation of Broca’s area
(the part of the brain involved in transduction of subjective experience into speech
and language), whilst there is an increase in activation of areas of the right

hemisphere thought to process intense emotions and visual images.

Despite experiencing intrusive recollections of trauma however, patients often have
difficulties intentionally retrieving a complete memory of the event. Ehlers and Clark
(2000) therefore suggest that persistent post-traumatic stress disorder may result from
poorly elaborated memories that are not well integrated into their context in time and
place, or well related to subsequent or previous memories. These traumatic memories
are characterised by particularly strong S-S and S-R associations. Triggering of
memories by associated stimuli is therefore highly likely, whilst the semantic route to

retrieval is weakened.
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As with the association between stress and attention, the association between stress
and memory may be moderated by the use of coping strategies. It would appear that
individuals with PTSD/ ASD engage in more suppression of trauma-related thoughts
than those without the disorder (Harvey & Bryant, 1998), and that this suppression is
paradoxically associated with an increase in intrusive thoughts (Salkovskis &
Campbell, 1994, Trinder & Salvovskis, 1994; McNally & Ricciardi, 1996). Therefore
it is possible that the relationship between PTSD/ ASD and thought intrusions may, at
least in part, be due to the use of cognitive avoidance strategies (see Bryant & Harvey,
1995). It should be noted however, that intrusive imagery is not only experienced by
individuals with PTSD, but also frequently occurs in trauma survivors who do not fit

the profile for PTSD diagnosis (eg. Blank, 1993; Foa, Riggs, & Gershuny, 1995).
Biological Sequelae of Psychological Stress: The SNS and HPA -axis

A large body of research has provided support for the role of both the SNS and the
HPA axis in responding to stress (eg. see Ader, 2000). The mobilising autonomic
reactions characterising the fight-or-flight response are triggered by the release of
norepinephrine (NE; Thierry, Javoy, Glowinski & Kety, 1968; Korf, Aghajanian &
Roth 1973; Cassens, Roffman, Kuruc, Orsulak & Schildkraut, 1980). Axons from the
locus coeruleus (LC) release NE throughout the hippocampus, cerebral cortex, and
hypothalamus. ‘ Activation of the hypothalamus triggers the release of
adrenocorticotrophic hormone (ACTH) from the pituitary, which in turn provokes the
secretion of cortisol from the adrenal glands (Kudielka, Hellhammer & Kirschbaum,
2000). Whilst NE is released within seconds, cortisol release has a long latency,

taking minutes to be released and hours before its effects emerge.

Whilst the role of the SNS is probably one of biologically preparing the individual to
deal with a perceived threat, the role of the HPA axis appears to be regulatory,
maintaining balance within the body, a process known as allostasis (Sterling & Eyer,
1988). Cortisol is the main hormone responsible for allostative stress response,
without cortisol, the organism would not be able to maintain normal functioning
during periods of change (Kirschbaum & Hellhammer, 2000). Cortisol is involved in

a range of vital functions such as facilitating fat metabolism, downregulating
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inflammatory responses, modulating immune function, and maintaining glucose
production from protein (Sowers, 1980; Baxter, Frohman & Felig, 1995).
Corticosteroids also control excitability of neuronal networks underlying memory and
learning.  These hormones promote the interpretation and storage of novel
information while facilitating extinction of behaviour that is no-longer relevant (De
Kloet, Oitzl, & Joels, 1999). Endocrine processes therefore come into play when a
stressor can not be simply overcome by fighting or fleeing, or by implementing
previously learnt coping strategies. The endocrine system is thus primarily associated
with experience of stressors that are perceived to be novel, unpredictable, and
uncontrollable, likely to result in negative consequences, and have some element of
ego-involvement (Mason, 1968). Consequently, elevated cortisol levels have been
associated with stressors such as bereavement (Jacobs et al., 1987), unemployment
(Bremner & Levi, 1987; Arnetz et al., 1991) undergoing surgery (Brooks et al., 1986),
being held in captivity (Rahe, Karson, Howard, Rubin & Poland, 1990) and having a
chronic illness (Lechin et al., 1994). In addition, a group of researchers in Trier,
Germany, have designed a laboratory-based protocol, that meets the situational
characteristics described by Mason (1968). This protocol, known as the ‘Trier Social
Stress Test’ (TSST), requires participants to take on the role of a job applicant and,
after 10 minutes preparation, to give a presentation to a panel of ‘interviewers’
explaining why they are the best person for the job. Following this, the participant is
required to undertake a 5-minute verbal serial-subtraction task, again standing in front
of a panel. In both stages participants are also informed that they are being recorded
on video-camera and audio-cassette. A number of studies have supported the
effectiveness of this procedure for producing significant elevations in cortisol levels
(see Kirschbaum, Wust & Hellhammer, 1992; Kirschbaum, Pirke & Hellhammer,
1995).

It would appear therefore that the stress response is not as generalised as Selye
proposed, activation of the HPA-axis in particular appears to be dependent on the
individual’s perception of the situation, and on the range of coping strategies that they
have at their disposal. Individual differences in activation of stress-response systems

will be considered later in this chapter.
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The Relationship Between SNS, HPA -axis and Cognitive Processes

The cognitive research reviewed in this chapter suggests that stress can result in
alterations in memory and attention processes, and that the relationship between stress
and cognition may be moderated/ mediated by the use of coping strategies and by the
individual’s existing attitudes and beliefs. In addition, particularly traumatic events
may result in post-traumatic stress disorder (PTSD) characterised by recurrent
thoughts of the trauma, an exaggerated startle response, hypervigilance and a feeling
of emotional numbness, lasting for more than one month. Can these cognitive changes

be explained by neurochemical and neurohormonal responses to stress?

Several studies have in fact implicated a role of NE or cortisol in memory and
attention processes. McEwen & Sapolsky (1995) found that acute stress can enhance
memory formation while chronic stress can attenuate it, and that this effect is
conditional on the release of cortisol and the differential occupation of Type I vs Type
IT receptors in the hippocampus. Several cross-sectional studies have demonstrated
that both hyperactivity and hypoactivity of the HPA axis in humans is associated with
hippocampal atrophy and cognitive impairments (Gurvits et al., 1996; Lupien et al.,
1998). As the hippocampus is believed to be involved in declarative rather than
procedural memory (Eichenbaum, Otto & Cohen, 1992; Squire, 1992), alterations in
HPA functioning would be expected to interfere specifically with the former type of
memory. Kiréchbaum, Wolf, May, Wippich and Hellhammer (1996) reported
findings that support this hypothesis. Cortisol levels following administration of the
TSST were negatively associated with performance on a subsequent declarative
memory task. They also found that administration of oral cortisol impaired
performance on a task of delarative memory and spatial thinking, but not on a

procedural memory task.

Skosnik, Chatterton, Swisher and Park (2000) examined the effects of a stressful
video-game on selective attention using a negative priming paradigm. Negative
priming scores and reaction time both increased after the stressor, indicating a
reduction in the ability to filter out irrelevant information after stress. Alpha-amylase
levels (a correlate of NE) also increased after the stressful task. Although cortisol

levels did not increase significantly after the task, cortisol levels after stress correlated
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significantly with both negative priming scores and reaction time after the stressor.
The authors conclude that these findings indicate not only that selective attention may
be affected by stress, but also that these effects may be modulated by neurochemical/
neurohormonal stress response systems, although as the findings were purely
correlational it is not possible to determine conclusively the direction of relationship

between these systems and attentional processes.

There is also evidence that the stress-response may be influenced by individuals’
appraisals of the stressful event, and by their pre-existing attitudes and expectations.
Heuther (1996) suggests that if a stressor is perceived to be controllable, arousal will
be funnelled into a specific activation of those neuronal pathways and circuits which
are involved in the behavioural response to that stressor. Therefore, the individual
can terminate the stress process before the HPA-axis is activated, by utilizing active
coping strategies. In order to do so however, the individual must not only have a
repertoire of effective coping strategies, but must also believe in their own ability to
implement such strategies. A number of studies have reported links between HPA-
axis activity and coping. For example, denial, rationalisation, and emotional
inhibition have been associated with prolonged plasma cortisol elevation (Biondi et al.
1985; Teodori, Biondi, Marino & Pancheri, 1989) and slow muscular relaxation
(Kaiser, Hinton, Krohne, Stewart & Burton, 1994) after experimentally induced
stressors, suggesting that attempts to suppress emotional responses to stress may delay
a return to normal functioning following cessation of the stressor. A number of
researchers have reported that attempts to suppress thoughts paradoxically result in
increased thoughts of the target after the suppression period (Wegner, Schneider,
Carter & White, 1987; eg. Clark, Ball & Pape, 1991; Zeitlin, Netten & Hodder, 1995).
The delayed return to normal functioning may therefore indicate a prolonged focus, or
rumination over the stressful event. This hypothesis gains support from Davidson and
Baum’s (1986) findings that heightened distress and a ruminative coping style are
often associated with elevated cortisol levels. Ruminative coping has also been

reported to contribute to depression (eg. Nolen-Hoeksema, Parker & Larson, 1994).

Beliefs in the effectiveness of one’s coping efforts have also been linked to HPA-axis
activity. Biondi and Picardi (1999) for example, point out that the ‘effectiveness of

defence’ construct (Wolff, Hofer & Mason, 1964) has consistently been related to
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psychoendocrine activity under stress. Kirschbaum et al. (1995) found that individuals
with high cortisol response to the TSST, completed on a number of days had lower
self esteem, more depression and viewed themselves as less attractive than cortisol
low responders. Preussner et al. (1997) reported correlations between personality
variables and cortisol responses to the TSST completed on a number of days; in this

study significant associations were reported for social dominance and locus of control.

Appraisals of the adequacy of one’s coping responses are related to Lazarus’ (e.g.
Lazarus, 1975; Lazarus & Cohen, 1973) notion of secondary appraisal, ie. the
evaluation of personal and social resources as sufficient or insufficient to overcome
the stressor. Turner-Cobb, Sephton, Koopman, Blake-Mortimer and Spiegel (2000)
have presented evidence that social resources play an important role in HPA-axis
activation. These researchers reported an association between greater quality of social
support and lower concentrations of cortisol in women with metastatic cancer.
Reviewing animal and human studies conducted since the 1960’s Seeman and
McEwen (1996) reported that supportive social relationships are associated with
attenuated patterns of SNS and HPA activation, whilst non-supportive social

interactions are associated with enhanced reactivity.

Overall, research evidence suggests that the first stage of the stress response
(characterised by the release of NE and activation of the SNS) is triggered if the
situation is peréeived as negative and likely to have undesired consequences (primary
appraisal). The second stage (involving activation of the HPA-axis) may then be
triggered if the individual appraises his or her personal and social resources as
insufficient to overcome the stressor (secondary appraisal). If the secondary appraisal
is positive, however (ie. resources are appraised as sufficient to meet the stressor), the
individual is able to engage in coping efforts and the stress response may be

terminated.

Finally, Cohen et al (2000) have presented findings linking sympathetic nervous
system functioning to post-traumatic stress disorder. Both PTSD and panic disorder
(PD) patients had higher baseline heart-rate variability (HRV) compared to controls.
HRYV was also measured following recall of a stressful life event (PD patients recalled

a typical panic attack, and PTSD patients recalled the trauma that led to their
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disorder). PTSD patients, unlike controls or PD patients however did not evidence
increases in HRV following recall. The authors suggest that the lack of response to
trauma recall in PTSD patients may indicate that a ‘state of chronic autonomic over-
stimulation prevents or obtunds the ability of the autonomic nervous systems to
respond further’ (p9). Cohen et al (2000) also suggest that their results bear a
resemblance to the combination of numbed emotionality and exaggerated startle
response in PTSD patients, although they acknowledge that it would be premature to
link these results with particular PTSD symptoms. The possibility that chronic
stimulation of ‘stress systems’ reduces the ability of these systems to respond to new
stressors is supported by Friedman, Mason and Hamburg’s (1963) findings that
parents experiencing chronic stress due to their child’s fatal illness, had reduced

corticosteroid reactivity to their child’s acute stressful medical events.

Summary

We experience stress due to an interplay of biological and cognitive processes; the
stress response is triggered when we appraise a situation in a negative way. In
response to this appraisal, the body produces alterations in the functioning of various
organs and glands, which alert us to possible danger, and redirect our resources
toward dealing with the stressor. These changes may influence the way we think and
feel under stress: we may for example experience alterations in body-temperature,
heart rate and breathing, we may also become more distractible and find our attention
drawn towards threat-relevant cues. The stress response may be terminated by active
coping efforts. However, this is only likely to happen if the individual has a
repertoire of effective coping strategies, and feels confident in his or her ability to
take control. Researchers have suggested that both the biological and cognitive
alterations associated with the experience of stress are essentially adaptive. However,
evidence of long-term alterations in biological systems is beginning to emerge. These
alterations may explain why for some individuals disruptions in cognitive functions

persist even when the threat is no-longer present.
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SECTION II
Why Can Stress Make Us Il1?

Research reviewed in the previous section suggests that the experience of stress is
associated with a range of cognitive and biological changes aimed at redirecting our
resources towards dealing with a potential threat. Whilst such changes are essentially
adaptive, the research evidence indicates that for some individuals, the cognitive
changes associated with stress can be long-lasting, resulting in a persisting sense of
anxiety, and symptoms such as thought-intrusions, difficulty intentionally accessing
traumatic memories, and emotional numbness. In addition, a wide body of research
has indicated links between stress and physical illness. This chapter will review such
evidence and consider why changes that are designed to protect us, can also make us
ill. The research reviewed in the previous sections suggests that appraisal processes
and coping strategies may be important mediators in the relationship between stress
and psychological health. In particular, individuals who appraise the causes and
consequences of events in an overly negative manner and who attempt to avoid
thoughts of the stressor may be most at risk. Factors which may intervene in the

relationship between stress and physical health will be considered in this section.

Allostatic Load

As discussed in chapter I, Selye (1956) proposed that illness results from a depletion
of coping resources. More recent research, has however suggested that the problem is
not that the stress response ‘runs out’ but that if prolonged, or frequently repeated, the
allostatic stress response can produce wear and tear on the body, referred to as
‘allostatic load” (McEwen & Stellar, 1993; McEwen, 1998). Repeated, or prolonged
SNS activation can be problematic because, in order to direct resources toward
dealing with the stressor, these resources must also be redirected away from their
normal function. Converting energy into a useable form, therefore occurs at a cost, in
particular inhibition of growth and repair functions (Mason, 1975; Baum, 1990). In
addition, the elevated blood pressure and heart rate associated with the fight or flight
response, if prolonged may begin to damage the heart and blood vessels. Baum and

Poluszny (1999) explain that stress appears to predispose towards cardiovascular
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disease or precipitate ischemic episodes, heart attacks, or other pathological states
(Niedhammer et al., 1998; Carney et al., 1998), and that this probably occurs through
the effects of stress on the heart, vasculature, blood flow and shear stress, and on the

constituents of blood, such as platelets (Patterson et al., 1994; Niebauer & Cooke,

1995; 1996; Ku, 1997).
CNS and the Immune System

A wide body of research suggests that the CNS regulates immune system activity (see
Moynihan & Ader, 1996). Suppression of the immune system under stress may
increase vulnerability to infectious disease. A number of studies have reported
positive associations between stress and both the onset and progression of infectious
illness such as upper respiratory infections, colds and flu (Graham, Douglas & Ryan,
1986; Clover et al., 1989; Cohen, Tyrell & Smith, 1991; 1993; Stone et al., 1992), oral
herpes (Katcher, Brightman, Luborsky & Ship, 1973; Luborsky, Mitz, Brightman, &
Katcher, 1976; Friedman, Katcher & Brightman., 1977), and genital herpes
(Goldmeier & Johnson, 1982; McLarnon & Kaloupek, 1988). Cortisol is also thought
to have anti-inflammatory properties, and as such disturbances in HPA functioning
have been linked to rheumatoid arthritis (Harkness et al., 1982; Catley, Kaell,
Kirshbaum & Stone, 2000), and fibromyalgia (Catley et al., 2000).

Elenkov and Ct‘1r0usos (1999) however, point out that the relationship between stress
hormones, inflammatory processes and immunity is not straight-forward. Whilst
chronic stress may suppress cellular immunity, it can boost humoral immunity. Also,
acute stress may induce pro-inflammatory activity in some tissues. They suggest that
in the case of autoimmune diseases, severe stress may play an important role in
development of the disease, but at a later stage may ameliorate disease activity. The
complexity of action of stress hormones at different stages of disease may explain
some unexpected research findings. Whilst laboratory studies have reported positive
associations between denial, cortisol elevation, and thought intrusions after stress (see
previous section), Antoni et al. (1990) found that denial coping was associated with
reduced intrusive thoughts, lower cortisol, and greater lymphocyte proliferation to
PHA in seronegative gay men awaiting HIV serostatus notification. Kino, Kopp and

Chrousos (2000) have also reported a protective effect of glucocorticoids in HIV
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patients. Similarly, increased levels of cortisol in the third trimester of pregnancy,
have been associated with remission of autoimmune diseases such as rheumatoid
arthritis, multiple sclerosis, type 1 diabetes, and autoimmune thyroid disease (Wilder,

1995; Elenkov, Hoffman & Wilder, 1997).
Moderators/ Mediators of the Relationship Between Stress and Illness

In addition to the direct effects of stress response systems on illness, stress may also
influence health via the practice of health-behaviours. People who are experiencing
negative affect may be more likely to smoke, have a poor diet and have poor sleeping
habits (Cohen & Williamson, 1991), and these health behaviours may influence stress
hormones. For example, Kirschbaum, Strasburger and Langkrar (1993) found that
smokers evidenced a smaller increase in cortisol following stress than did non-
smokers. Vgontzas et al (1997) reported a positive relationship between level of sleep
disturbance and indicators of both SNS and HPA-axis functioning among young
insomniacs. It is not possible to determine however, whether alterations in
functioning of the stress response system result in poorer health behaviours, or vice
versa, or alternatively if the relationship results from a third variable (eg. personality
variables). The findings of Lovallo et al’s (1993) study of the effects of caffeine on
cortisol levels indicate that the relationship between health behaviours and stress-
response systems may not be the same for everyone. In this study caffeine intake
increased cortiéol levels in individuals at high risk for hypertension, but not in

individuals at low risk for hypertension.

Individual differences such as gender, age and personality may also intervene in the
relationship between stress and illness. Steptoe, Cropley, Griffith & Kirschbaum
(2000) reported differences between salivary cortisol levels of male and female
teachers during the working day, although the direction of this gender difference
depended on the time of day. Females evidenced higher cortisol levels early in the
day, whereas males evidenced higher levels during the central hours of the working
day. This pattern may indicate gender differences in reactivity of endocrine systems
to stress. Several studies have reported greater epinephrine and norepinephrine
responses to stress in males compared to females (eg. Frankenhaeuser et al., 1978;

Collins & Frankenhauser, 1978; Davidson et al., 1984; Van Doorner & Van Blokland,
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1987). Kudielka, Hellhammer and Kischbaum (2000) have pointed out that women
suffer more from autoimmune diseases such as lupus erythematosus, multiple
sclerosis or neurodermatitis, whereas men are more prone to infectious diseases and
coronary heart disease. This evidence is also suggestive of greater stress-response
system activity in males compared to females, as autoimmune processes are often
associated with a hyporeactive HPA-axis, whereas susceptibility to infectious
diseases, and cardiovascular problems are more often associated with a hyperactive
HPA (Kudielka et al., 2000). Gender differences may also become more apparent
with increasing age. Younger women have been reported to evidence greater cortisol
increases to laboratory stress tasks than older women (Dell Chaiae, De Cesare, Biondi
& Pancheri, 1990; Lindheim et al., 1992). Older men, have been reported to evidence
greater urinary catecholamine responses to stress than younger men (Faucheuz,

Bourliere, Baulon & Dupuis, 1981).

Optimism, positive mood and generalised positive expectancies may protect against
ill health. Segerstrom, Taylor, Kemeny and Fahey (1998) for example, demonstrated
that optimism was associated with better mood, higher numbers of helper T cell and
higher natural killer cell cytotoxicity. Avoidance coping partially accounted for the
relationship between optimism and mood. Mood partially accounted for the
relationship between optimism and helper-T cells, whilst perceived stress partially
accounted for the relationship between optimism and cytotoxicity. Cohen et al (1995)
have also presented evidence linking mood to illness susceptibility. Individuals who
experienced a greater negative mood when exposed to a respiratory virus, developed a
more severe illness than those with a more positive mood. Both positive expectancies
and optimism have also been associated with better coronary health (Scheier et al.,

1989; 1999; Kubzansky, Sparrow, Vokonas & Kawachi, 2001).

Pessimism and a sense of hopelessness on the other hand, have been associated with
poorer coronary health (Dykema, Bergbower & Peterson, 1995; Everson et al., 1996)
and a greater risk of depression after stressful events (e.g. Nolen-Hoeksema, Girgus &
Seligman, 1986, 1992; Metalsky, Halberstadt, & Abramson, 1987; Metalsky & Joiner,
1992; Metalsky, Joiner, Hardin & Abramson, 1993; Alloy, Just & Panzarella, 1997b;
Alloy & Clements, 1998). Catastrophizing (a tendency to expect extreme negative

outcomes) has been linked to increased pain, physical dysfunction and psychosocial
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problems in chronic pain patients (Keefe et al., 1987; Keefe, Brown, Wallson &
Caldwell, 1989; Jensen, Turner & Romano, 1992; Geisser, Robinson, Keefe &
Weiner, 1994; Hill, Niven & Knussen, 1995; Martin et al., 1996).

Optimism may influence health outcomes via physiological mechanisms (eg.
Segerstrom et al, 1998) or via health behaviour. For example, optimists are reported
to have a greater tendency to seek out information and agree to medical tests, to set
goals for their own recovery, and engage in actions that are likely to aid recovery such
as increasing exercise levels, sticking to a healthy diet, and enrolling in rehabilitation
programs (Scheier et al.,, 1989; Scheier & Carver, 1992; Goodman, Chesney &
Tipton, 1995; Shepperd, Maroto & Pbert, 1996). Optimists are also more likely to find
benefits resulting from adversity (Tennen, Affleck, Urrows, Higgins, & Mendola,
1992) and benefit-finding has been linked to a range of positive health outcomes. For
example less negative affect in cancer patients (Park, Cohen & Murch, 1996), better
psychological adjustment in women with breast cancer (Taylor, Lichtman & Wood,
1984), and less psychological distress in infertile women (Tennen, Affleck &

Mendola, 1991b).

The concept of hardiness, characterised by commitment, control and challenge has
also been associated with good physical and mental health (eg. Kobasa, 1979;
Kobasa, Maddi & Courington, 1981; Kobasa & Puccetti, 1983; Wiebe & McCallum,
1986; Nowack,‘ 1989). Hardy individuals have been reported to evidence reduced
cardiovascular responsivity to stress (Contrada, 1989) and to engage in better health
practices (Allred & Smith, 1989; Wiebe & McCallum, 1986). However, there is some
evidence to suggest that hardiness may be beneficial only for men (Williams et al.,
1992). High self-esteem has also been associated with lower levels of distress in
stressful situations, although the benefits may be limited to relatively low levels of
stress (Whisman & Kwon, 1993). Highly traumatic events may shatter self-esteem
and result in feelings of helplessness and depression (eg. see Evans, 1993; Higgins &
Leibowitz, 1999). The Type A Behaviour Pattern (TABP) of competitive achievement
strivings, hostility, impatience and accelerated pace of activities (Friedman &
Rosenman, 1959) appears to represent a risk factor for ill health. TABP has been
associated with greater increases in cortisol as a result of experimentally induced

stress (Williams et al, 1982; 1991), higher blood pressure in response to daily
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stressors (Van Egeren & Sparrow, 1990) and laboratory stressors (Contrada, 1989)
with chronic emotional distress (Suls & Wan, 1989), and increased risk for coronary
heart disease (Friedman & Rosenman, 1959; Rosenman, Brand, Sholts & Friedman,
1976; Haynes, Feinleib & Kannel, 1980). Recent research has suggested that links
between TABP and coronary heart disease (CAD) may be largely due to the effects of
hostility (eg. Miller et al., 1996) and specifically that hostility may influence CAD

risk via altered autonomic control (Sloan et al., 2001).

Summary

It is evident that traumatic events, and prolonged or repeated stressful experiences can
have negative implications for both psychological and physical health in the long-
term, and may be a risk factor for potentially fatal events such as heart-attacks. Stress
hormones are associated with susceptibility to infectious illness, and to the onset and
progression of autoimmune diseases. The relationship between stress and illness
however, is far from straightforward, with some researchers suggesting potential
salutary effects of stress hormones. This relationship may also be mediated by a
number of interrelated factors including age, gender, personality, beliefs and
expectations, appraisal processes, coping, and health behaviours. Further research
will be needed to clarify the complex relations between these processes and develop
interventions to aid coping with the memory of a traumatic event or the effects of on-

going stressors such as chronic illness.
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Introduction

The research reviewed in the previous chapter suggests that coping is an important
determinant of the outcomes of stressful encounters. Understanding the factors that
determine choice of coping strategy may therefore lead to the development of
interventions for individuals dealing with the memory of a traumatic event or the effects
of on-going stressors such as chronic illness. Providing an adequate theoretical
conceptualisation of coping for research purposes however does not seem to be
straightforward. A number of researchers have argued that the concept of coping is
lacking in conceptual clarity and in the availability of adequate methods of assessment.
Stone and Neale (1984) for example stated that ‘despite the frequency with which coping
has been used in the literature, neither an agreed typology of coping strategies nor an
adequate method of assessing coping is currently available’ (p.892). Little progress has
been made to rectify this problem since the 1980’s. In 1997 De Ridder stated that ‘despite
the apparent popularity of the coping concept, little attention has been paid to assessment
issues’ (p.417). As recently as 2001 Bijttebier, Vertommen and Steene reviewed available
methods of coping style assessment and concluded that ‘considerable conceptual and

empirical efforts are needed to bring clarity in this area’ (p102).

Over the past three decades, the coping research literature has been divided between
researchers who favour process-orientated accounts of coping, and those who favour
structural accounts. The former perspective views coping as an intra-individual variable
and determined primarily by the situation, whilst the latter views coping as an inter-
individual variable and determined primarily by dispositional styles of responding to
stress. This chapter will present a discussion of these two approaches to coping and

review the most widely used coping measures.
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SECTION I

Situational Coping Measures

The Ways of Coping Questionnaire and the Transactional Model of Coping

A number of self-report measures have been designed to assess situational coping. That
is, responses to a specific situation or during a specific time period. Such situational
coping scales arise from the transactional model of coping, which sees the individual in a
dynamic interaction with an ever-changing environment (e.g. Lazarus, 1975; 1993a,b,
1999). According to this model, the method of coping depends on the individual’s
primary appraisal of the situation in terms of likely consequences, and a secondary
appraisal of resources available to cope with the situation (see chapter I). The relationship
between appraisal and coping is not unidirectional however, as Lazarus (1993) has
suggested that coping itself alters ‘the person-environment relationship and how it is
appraised’ (p16). Lazarus (1999) explains that ‘the premise of appraisal theory is that
people (and nonhuman animals too) are constantly evaluating their relationships with the
environment with respect to their implications for well-being’ (p.75). This
conceptualisation of coping as a dynamic process necessitates the use of coping scales
that tap a very wide range of possible responses. Lazarus (1999) suggests that ‘we should
not place our reliance on a single overbroad dimension, but on a variety of styles that
could describe and integrate the myriad coping thoughts and acts used for real-life harms,

threats, and challenges, and the relational meanings on which they are based’ (p110).

Situational coping scales typically ask respondents to recall a situation from their own
experience and indicate whether or not they used particular coping strategies. De Ridder
(1997) suggests that the Ways of Coping Questionnaire (WCQ; Folkman & Lazarus,
1988) is the best known and widely used coping measure, and that some subsequent
measures are merely versions of the WCQ under a different name (the Coping Strategy
Indicator [CSI], Amirkhan, 1990), or are very similar in format but differ in the number
of strategies (the COPE, Carver, Scheier & Weintraub, 1989). The WCQ was developed

from modification of an earlier version entitled the Ways of Coping Checklist (WCCL;

28



Chapter III - Coping

Folkman & Lazarus, 1980). WCCL items were assigned a priori to two dimensions;
problem-focused (ie attempts to change the situation) and emotion-focused (attempts to
change one’s perceptions of the situation or to deal with the emotional consequences of
the event) coping. These dimensions were then tested empirically adding some items and
removing others during each revision (eg. Aldwin, Folkman, Schafer, Coyne & Lazarus,
1980; Folkman & Lazarus, 1985; Folkman, Lazarus, Dunkel-Schetter, Delongis & Gruen,
1986). The resulting 50-item scale is proposed to tap eight coping factors; confrontive
coping, distancing, self-controlling, seeking social support, accepting responsibility,
escape-avoidance, planful problem-solving and positive reappraisal (Folkman et al.,

1986).
Research evidence

A number of studies have reported evidence that appraisal processes influence choice of
coping strategy and that choice of coping strategy influences outcome. For example,
Folkman et al. (1986b) found that participants were more likely to use confrontive
coping, self control, and escape-avoidance when the situation represented a significant
threat to self-esteem. Uncontrollable situations were related to more use of distancing and
escape-avoidance than controllable situations. A high proportion of problem-focused
coping has been associated with reduced depression (Mitchell, Cronkite & Moos, 1983),
whereas emotion-focused coping often correlates with more depression (Endler & Parker,
1990). However, this correlational evidence may provide an oversimplified picture as the
effectiveness of problem- vs emotion- focused coping is likely to depend on the nature of
the situation and the stage at which such strategies are employed. For example, Vitaliano,
De Wolfe, Maiaro, Russo and Katon (1990) have presented evidence that problem-
focused coping may be more effective than emotion-focused coping in controllable, but
not in uncontrollable situations. Scheier, Weintraub and Carver (1986) suggest that whilst
disengagement may interfere with coping in the long term, in the early stages this strategy
may provide a ‘breather’ that allows the individual to use more effective problem-focused

coping later on.
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Consistent with the situational approach, a number of situational variables have been
reported to influence coping, including controllability/ changeability (Feifel, Strack &
Nagy, 1987b; Vitaliano et al.,, 1990; Andersson & Ekdahl, 1992; Schussler, 1992),
ambiguity (Heim. 1988), the valence of the stressor (Dunkel-Schetter, Feinstein, Taylor
& Falke, 1992) and the likelihood of recurrence (Warren, Warren & Cockerill, 1991).
According to the transactional model however, the individual’s appraisal of the situation
should be a more important predictor of coping than the nature of the event. Terry (1994)
tested this hypothesis by asking participants to describe situations that they had
experienced and to rate these situations in terms of stressfulness, controllability and
effectiveness of coping efforts. The described situations were then coded by the author
and a second rater as either ‘work/ study problems’, ‘interpersonal problems’, ‘health
problems’ or ‘other types of problems’. Situation type was a more important predictor of
some methods of coping (measured using the WCQ) than appraisals, whilst for other
methods of coping appraisals were more important. Therefore it appears that although
appraisals are important determinants of coping, in some situations the nature of the event

itself may over-ride individual differences in appraisal processes.

Sweet, Savoie and Lemyre (1999) have presented evidence in support of the notion that
appraisals may both precede and arise from coping. Focusing on a sample of women
undergoing brez‘ist cancer screening, they tested two models; the first that coping
influences stress through appraisal, and the second, that appraisals impact on stress via
coping. Support was found for both models. The notion that coping is influenced by
personal and social resources has also been well supported. Numerous studies have
revealed relationships between personality and coping. For example, trait anxiety has
been associated with less use of problem-focused coping (Smith, Pope, Rhodewalt &
Poulton, 1989), whilst optimism and an internal locus of control have been associated
with greater use of problem-focused coping (see Scheier, Weintraub & Carver, 1986;
Compas, Banez, Malcarne & Worsham, 1991). Extraversion is negatively associated with
avoidance coping (McCrae & Costa, 1986; Parkes, 1986; Rim, 1987; Bolger, 1990).
Relationships between personality and coping may be influenced by situational variables.

For example, Scheier, Weintraub and Carver (1986) reported a relationship between
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optimism and acceptance/ resignation only when the stressor was perceived as
uncontrollable. Several researchers have reported that individuals with supportive
families are more likely to use problem-focused forms of coping (eg. Billings & Moos,
1982; Cronkite & Moos, 1984; Manne & Zautra,1989). Affluence and level of education
have also been associated with greater use of problem-focused coping (eg. Pearlin &

Schooler, 1978; Billings and Moos, 1981).

Limitations

A number of researchers have highlighted problems with the format of situational coping
scales. One problem with asking participants to describe situations from real life is that
there is often considerable variability in terms of the recency of the described situations.
For example Porter and Stone (1996) state that whilst some respondents report an event
from the previous week (eg. Folkman et al., 1986), others report events that occurred any
time in the last year and a half (eg. McCrae, 1984). This time frame is important because
the more time has elapsed since the event, the more the individual will tend towards a
dispositional account of their behaviour (Moore, Sherrod, Liu & Underwood, 1979), that
is they are more likely to indicate how they typically respond to stressful situations, rather

than how they responded to that particular situation.

The use of situa'tional coping measures to compare between-subjects is also problematic
in that even if respondents are asked to describe how they coped with a specific type of
stressor, the implications of the stressor are likely to vary due to ongoing life events and
changes in the availability of resources (see Maes, Leventhal & DeRidder, 1996). In
addition, the factor structure proposed by Folkman et al. (1986) has not always been
supported. This may be due to the specific nature of the WCQ items, as suggested by
Stone Greenberg, Kennedy-Moore and Newman (1991) who discovered that many of the
items were not considered applicable to particular kinds of stressful situations. Parker,
Endler and Bagby (1993) recommend that the structure should be examined within the
population under study. DeRidder (1997) however, writes that this recommendation ‘has

generated more confusion as many researchers have adopted the habit of adding,
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dropping or changing WCQ items’ (p419). Sorlie and Sexton (2001) further point out that
the majority of studies of the WCQ which lead to the conclusion that coping styles are
situationally determined have been of patients undergoing mild transient stress, such as
examinations. They state that ‘studies of patients undergoing serious stress over time

have been nearly lacking’ (p. 963).

Schwarzer and Schwarzer (1996) argue that a further problem with scales such as the
WCQ that are based on many factors is that relationships between scales are not
considered. For example, whilst mobilising social support is seen as a distinct strategy it
may actually serve a number of purposes such as solving a problem, calming oneself, or
obtaining information. Not all the strategies appear to be of the same theoretical level,
some may represent higher-order factors accounting for a large proportion of the
variance, whilst others represent specific coping acts accounting for relatively little
variance. They suggest that the measurement of coping can only be fruitful if one
assumes that individuals generalise across situations to a certain degree and apply a
limited set of strategies at different occasions. DeRidder (1997) suggests that due to such
limitations, the transactional model ‘functions more as a general frame of reference than a

theory’ (p.418).

Summary

The transactional model proposed by Lazarus and colleagues has been highly influential
in the field of coping research, due to its recognition of the role of appraisal processes in
coping. Individual differences in appraisal processes may explain why people respond in
different ways to the same situation. Placing the individual in dynamic interaction with
the environment allows the examination of coping as a process that unfolds over time.
However, the methods of measurement associated with the situational approach are not
well suited to between-subjects comparisons of coping, or even to coping with a wide
range of different stressors, due to unstable factor-structures and situation-specific coping

items. In addition the relationship between scales requires further examination, and
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research comparing situational and dispositional influences on coping with chronic

stressors is greatly needed.

SECTION II

Dispositional Coping Measures

In contrast to situational scales that attempt a fine-grained analysis of the strategies
actually used by individuals faced with stressful situations, dispositional coping scales
classify individuals according to broad dimensions representing general tendencies to
respond to stress in particular ways. Bijttebier, Vertommen and Steene (2001) write that
‘cognitive coping style approaches establish two concepts central to the understanding of
people’s responses to a stressful situation: “attention”, which is to be alert for and
sensitised by the threat-related aspects of information, versus “avoidance”, which is to
cognitively avoid or transform threat-relevant information or to seek distraction’ (p. 85).
Several cognitive coping style approaches have been proposed over the years, and a
number of measures have been developed. Probably the earliest measure of dispositional
coping is Byrne’s (1961) Repression-Sensitization Scale (R-S). The notion of repression-
sensitization was developed as a result of findings that some people report more
symptoms than others in stressful situations. Those who do not acknowledge their
symptoms are described as ‘repressors’ whilst those who acknowledge their symptoms
are referred to as ‘sensitizers’. The original R-S scale is no longer widely used however,
due to poor discriminant validity with respect to trait-anxiety (reviewed by Bell & Byrne,
1978). More recent frameworks corresponding to the attention-avoidance distinction are
the Monitoring-Blunting framework (Miller, 1980) and the Vigilance-Avoidance
framework (Krohne, 1986). Both approaches advocate the use of situation-response
inventories in which the individual is presented with a hypothetical situation and asked to
indicate how they would respond. An alternative to this approach is to use scales derived
from situational measures in which the individual is asked to indicate how they generally
respond to stressful situations. The strengths and limitations of these approaches to the

measurement of dispositional coping are considered further below.
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The Monitoring-blunting Framework

The Monitoring-Blunting Framework (Miller, 1980) was developed to explain individual
differences in information-seeking behaviour under stress and has mainly been applied to
coping in the medical context. Since the publication of Balint’s highly influential paper
‘The Doctor, his Patient and the Illness’ in 1955, the amount of information provided to
patients in medical consultations, and the effectiveness with which this information is
communicated has become a focus of considerable research interest. In the UK, doctors
are instructed to ‘give patients information in a way they can understand’ and ‘respect the
rights of patients to be fully involved in decisions about their care’ (General Medical
Council, 1998). Research evidence has however not always supported the notion that
patients desire information and involvement in medical consultations. For example, it has
been reported in some studies that patients prefer a directive style where the doctor makes
the decisions (eg. Beisecker, 1988; Savage & Armstrong, 1990). When patients seek out
information prior to undergoing surgery, this does not always reduce arousal or improve
recovery from surgery (Egbert, Battit, Welsh & Bartlett, 1964; Vernon, 1971; Vernon &
Bigelow, 1974) and in some cases may even increase arousal and have detrimental effects

on recovery (Langer, Janis & Wolfer, 1975).

The Monitoring—Blunting framework offers an explanation for such apparently
inconsistent findings, by suggesting that information should be matched to the patient’s
informational coping style (ICS). Individuals may have a monitoring style (preference for
high levels of information) or a blunting style (preference for distraction/ avoidance of
information). ICS is assessed using the Miller Behavioural Style Scale (MBSS; Miller,
1979; 1980). This scale presents participants with four hypothetical stressful situations
including a visit to the dentist (imagining that the respondent is afraid of the dentist), a
hostage situation, the possibility of being laid off from work, and experiencing high
levels of turbulance during an aeroplane journey. These scenarios are followed by eight
statements, four of which are monitoring (eg. I would ask the dentist exactly what he was
going to do) and four blunting (eg. I would push all thought of being laid off out of my

mind). Participants are requested to tick all of the statements that apply to them.
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Research Evidence

The monitoring-blunting distinction has generally been well-supported and has led to the
development of effective patient interventions. Miller and Mangan (1983) for example,
demonstrated that the level of arousal experienced by patients undergoing an aversive
gynaecological procedure (colposcopy) could be predicted by the interacting effects of
their individual preferences for information about threat (MBSS scores) and the level of
information provided, in that monitors experienced lowest arousal with high levels of
information and blunters experienced lowest arousal with low levels of information.
Matching information to the individual’s coping style has proved effective as a method of
reducing anxiety in patients undergoing a range of gynaecological procedures ranging
from hysterectomy to dilation and curettage (Steptoe & O’Sullivan, 1986), primary care
populations (Miller, Summerton & Brody, 1988), cancer patients (Gard, Edwards, Harriz
& McCormack, 1988; Lerman et al., 1990, Miller et al., 1995; Schwartz et al., 1995;
Miller, Shoda & Hurley, 1996), patients undergoing tests for HIV (Miller et al., 1995,
Warburton et al., 1997), pregnant women undergoing amniocentesis (Phipps & Zinn,

1986) and women in labour (Shiloh, Mahlev, Dar & Ben-Rafael, 1998).

In addition to anxiety, ICS has been related to patients’ experience of physical effects of
treatment. Monitors have been demonstrated to experience more side-effects (Gard et al.,
1988), physical discomfort and pain (Miller et al., 1995; Shiloh et al., 1998; Bruehl,
Carson, Wilson and Norton, 1996) than blunters and to have longer recovery periods after
medical procedures (Miller & Mangan, 1983). There is also evidence to suggest that the
effectiveness of monitoring versus blunting is dependent on the stage of stressful
encounter. For example, Muris, VanZuuren and Merckelbach (1993) found that
monitoring-blunting was related to skin conductivity whilst preparing for and during a
frightening picture such that monitoring was more effective during anticipation and

blunting more effective at the moment of confrontation.
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Limitations

Although the monitoring-blunting framework has provided some useful findings with
direct applications to the medical context, the MBSS has been criticised on a number of
points. Ross and Maguire (1995) interviewed participants regarding their responses to the
MBSS. Participants indicated that they would use blunting strategies other than
distraction and that their response to such stressful situations would depend on a range of
factors. For example, in the dentist situation one respondent indicated that whether or not
she would ask the dentist about the procedures depended on who the dentist was and
another participant indicated that her response to the dismissal situation would depend on
the availability of other jobs. Ross and Maguire (1995) also reported a weak negative
correlation between monitoring and blunting scores and lower internal consistency on the
blunting subscale compared to the monitoring subscale. The relative weakness of the
blunting scale may be due to the way in which the MBSS is scored. For example, in the
hostage situation, one participant may chose the blunting response ‘I would try to sleep as
much as possible’, whereas another may employ a range of blunting strategies. The
participant who selects a range of strategies would score higher on blunting but actually
may be a less effective blunter than an individual who is able to block out the situation to

such an extent that they are able to sleep through the whole experience.

In addition to problems with scoring, the scenarios described by the MBSS may be
problematic. Schwarzer and Schwarzer (1996) point out that the scale is limited in that
only threat situations are described and it is not clear that responses can be generalised to
other types of situations (eg. challenge, or harm/loss). Steptoe (1989) has revealed that
the hostage situation is too far removed from respondents’ daily experience to be
effectively imagined. Also, as the scenarios are not highly controllable, it is not clear
what function information-seeking behaviour would perform. It may be that information
seeking in such situations reflects an intolerance of uncertainty rather than an attempt to
take control of the situation (eg. Krohne, 1986; 1989). Research evidence suggests that
monitoring is associated with a preference for a less active role in medical settings (eg.

Miller, Summerton & Brody, 1988). It is possible that monitors may become
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incapacitated in stressful situations due to inability to control negative thoughts. For
example, it has been suggested that monitors experience more intrusive ideation than
blunters as a result of ruminating about and cognitively rehearsing bad news (Van Zuuren
& Muris, 1993; Miller et al., 1995; Schwartz et al., 1995). Monitoring has also been
reported to correlate positively with the frequency and believability of negative thoughts
about dental treatment and negatively with the ability to control such thoughts (Muris et
al., 1996), the reverse pattern was observed for blunters. Van Zuuren and Muris (1993)
reported that high monitors, as compared to low monitors (moderate monitors excluded)
elaborated a stressful experience in a more diffuse and extended way. Bar-Tal and Spitzer
(1999) have suggested that monitoring is only useful to the extent that individuals are
able to increase certainty, by integrating new information into existing cognitive
structures. In-active monitors may therefore represent a sub-group of individuals who
seek information but are not able to structure this information in such a way as to guide

behaviour.
Vigilance-avoidance and the Mainz Coping Inventory

The Mainz Coping Inventory (MCI; Krohne, Schuhmacher & Egloff, 1992) was
developed in order to overcome some of these limitations. Like the MBSS, this scale
presents respondents with hypothetical stressful situations followed by a number of
response option.s. These responses are classified as vigilant (strategies employed to
reduce uncertainty) or avoidant (strategies aimed at shielding the organism from
distressing stimuli). Eight situations are described which vary with respect to
controllability. Krohne (1986, 1989, 1993) suggests that preferences for vigilant or
avoidant strategies can be explained in terms of levels of tolerance of uncertainty and
arousal. Krohne suggests that uncertainty in stressful situations manifests itself in
questions such as ‘what does this mean?’ and can lead to a complex anxiety reaction due
to estimating the imminence of danger, degree of predictability and other situational
parameters. According to this model of coping, individuals high in intolerance of
uncertainty should tend to employ vigilant coping strategies aimed at addressing these

questions. The emotional arousal associated with confronting a stressor however, is best
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reduced by ignoring threat-relevant cues. Individuals high in intolerance of anxiety
should therefore tend to employ avoidance coping strategies. Krohne (1993, p.21) defines
vigilance as ‘those strategies which are characterised by intensified intake and processing
of threatening information’, whereas avoidance ‘is marked by a turning away from the
threat-related cues’. Krohne (1986, 1989) conceptualises repression as a combination of
low intolerance of uncertainty and high intolerance of arousal, resulting in consistent
avoidance. Sensitization is conceptualised as a combination of high intolerance of
uncertainty and low intolerance of arousal, resulting in consistent monitoring. Individuals
high in both intolerance of arousal and intolerance of anxiety are faced with a conflict,
which Krohne (1986, 1989) suggests will lead to coping actions of short duration only
and consequently fluctuating coping. Individuals low in intolerance of both arousal and
anxiety will be able to pursue a strategy for long enough to determine whether it is
successful or not. These individuals should therefore be able to adapt their behaviour

flexibly to the demands of the situation.

Research Evidence

There is some research evidence in favour of the vigilance-avoidance distinction, and
relevance of this model for the medical context. For example, Krohne, Slangen and
Kleeman (1996) demonstrated that patients characterised by high vigilance reported
higher anxiety and received higher doses of anaesthetic than low vigilant patients.
However, the findings of two studies by Scheier et al. (1989) call into question the
validity of Krohne’s four combinations of vigilance and avoidance. These two studies
focused on adjustment in patients undergoing surgery. It emerged that both vigilance and
avoidance were positively associated with distress and there was no evidence of any
meaningful interaction between the two dimensions (see Carver & Scheier, 1993). The
authors admit however, that the question they asked their participants — how much they
had been thinking about a specific aspect of their experience — could introduce a
complication in that subjects may be reporting undesired thought intrusions rather than

conscious attempts to be vigilant and watchful.
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Limitations

Ladouceur, Gosselin and Dugas (2000) have also pointed out that, as Krohne’s model is
purely hypothetical, it does not specify how researchers may identify individuals who are
either intolerant of anxiety or intolerant of uncertainty. Ladouceur et al. (2000)
demonstrated that intolerance of uncertainty in a gambling study could be manipulated by
providing participants with information that led them to evaluate their chances of winning
as either low (in relation to more favourable odds) or high (in relation to less favourable
odds). Participants in the increased intolerance of uncertainty group reported a greater
level of worry compared to participants in the decreased intolerance group. Further
research could build on this method of manipulating uncertainty in order to examine the
validity of Krohne’s proposed relationships between intolerance, repression-sensitization
and coping strategies. Alternatively Bar-Tal (1994) suggests that intolerance of ambiguity
or the need for certainty can be measured by examining individuals’ self-reported
preference for stable, familiar environments (cf. Frenkel-Brunswik, 1949; Smock, 1955).
In addition to problems of theoretical underspecification, Schwarzer and Schwarzer
(1996) have highlighted that, like the MBSS, the MCI assesses threat situations only. It is
not clear therefore whether scores would be expected to generalise to other types of

situations.
The Dispositional COPE and Three-fold Classifications

In addition to scales that are designed specifically for measuring dispositional coping, the
COPE can be used to measure typical responses to stressors. Respondents are asked to
indicate 'what you generally do and feel when you experience stressful events' (Carver,
Scheier & Weintraub, 1989, p. 13) by rating a number of possible coping responses. The
original COPE (Carver, Scheier & Weintraub, 1989) is a 53-item measure, comprising 13
subscales. More recently, Carver (1997) also produced a shortened version of the scale,
the ‘Brief COPE’. The COPE is proposed to tap two higher-order factors; problem
solving and emotional coping. In a recent reassessment of the COPE however, Lyne and

Roger (2000) argued for three dimensions; ‘Rational or Active Coping’, ‘Emotion
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Coping’ and ‘Avoidance Coping or Helplessness’. This structure is similar to that
proposed by Endler and Parker (1990) for their Coping Inventory for Stressful Situations
(CISS). This scale also asks respondents to indicate the extent to which they use
particular strategies when they encounter stressful or upsetting situations. The authors
extracted three factors; task oriented, emotion-oriented and avoidance-oriented. Cosway,
Endler, Sadler & Deary (2000) have stated that ‘there is more striking evidence for three
basic dimensions than for two basic dimensions’ (p. 138). However, as the dispositional
COPE and the CISS both assess how individuals generally cope it is not possible to

determine how stable these factors are across different situations.

Summary

There is considerable research evidence in support of individual differences in the
tendency to approach or avoid stressful situations. The use of coping scales with a
hypothetical situation format is well-suited to the examination of individual differences,
since it is possible to ensure that all participants are responding to the same situation.
However, careful consideration must be paid to the nature of described scenarios. In
particular it is important to ensure that scenarios are imaginable and are not limited to
threat situations only. The Monitoring-Blunting framework has been particularly
influential in terms of developing effective patient interventions. However, these
interventions appear to be limited to matching information to the patient’s style of
coping. Other non-informational aspects of the framework, for example findings relating
ICS to pain and side-effects of treatment, have not been translated into interventions.
Whilst the dispositional approach provides a useful conceptualisation of the structure of
coping, little attention is paid to coping processes. Consequently, it is not evident why
these individual differences exist. Krohne’s notion of intolerance of uncertainty and
anxiety provides an interesting interpretation of the processes underlying approach/
avoidance tendencies. However, further research is necessary to test the validity of this
model. Further research will also be necessary to determine whether the recently

proposed three-factor solution generalises to different types of situations.
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Section 111

Alternative Approaches

Oakland and Ostell (1996) have called for researchers to rethink well-established
constructs and use alternative methodologies’ (p. 153). They argue that the complex
dynamic nature of coping can only truly be measured using qualitative data. From a study
of stress, coping and health among head teachers, they demonstrated that qualitative data
can provide a richer image of the coping process, highlighting the use of coping actions
reiteratively, often on a trial-and-error basis according to an ever-changing interaction of
personal and situational factors. Folkman (1997) has also demonstrated that combining
qualitative with quantitative data may provide a clearer image of coping processes. In
order to highlight associations between coping and mood in carers of HIV patients,
Folkman (1997) reported participants’ descriptions of their daily experiences. These
descriptions often displayed a determination to look on the bright side, or to find a deeper
meaning. Several cross-sectional studies have revealed that the ability to find benefits or
a sense of meaning from one’s experiences is associated with positive adaptation (eg.
Tennen, Affleck & Mendola, 1991; Thompson, 1991; Park, Cohen & Murch, 1996).
Affleck, Tennen, Croog and Levine (1987) have presented evidence that benefit finding
predicts coping outcomes. In this study men who had construed benefits from a heart
attack were in significantly better cardiac health eight years later and were also less likely
to have suffered a heart attack. These associations remained significant controlling for
age, socio-economic status, and severity of initial attack. In order to understand why
individuals differ with respect to coping outcomes it is therefore necessary to consider not
only the methods used to cope, but also the person’s beliefs regarding the meaning of the
stressful event. Such considerations may be revealed most clearly through the use of

qualitative data.
An alternative method for examining the dynamic nature of coping is the ideographic

approach. Tennen and Afleck (1996) suggest that this approach allows investigators to

measure closer to real time outcomes that are linked to coping. For example, mood, pain
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and somatic complaints. The measurement of daily coping rather than dispositional or
situational coping necessitates a different type of coping scale. Stone and Neale’s (1984)
Daily Coping Assessment (DCA) for example, requires participants to indicate the extent
to which they use a range of strategies to cope with problems encountered during the day.
Measures are also available to track stressful experiences over the past week or month
(eg. The Hassles Scale; Kanner, Coyne, Schaefer & Lazarus, 1981). Several studies have
reported associations between daily stress, mood, pain and coping in patient samples. For
example, Porter et al. (2000) used daily diaries to assess pain, stress and mood in a
sample of fifteen sickle cell disease (SCD) patients attending outpatient clinics. They
reported significant relationships between stress and same-day pain, and between mood
and same-day pain. Painful episodes were preceded by increases in stress two days
previously. Keefe et al. (1997) asked 53 RA patients to record levels of pain, coping
strategies used, perceived coping efficacy and positive and negative mood, each day for a
period of 30 days. They reported that coping efficacy, pain reduction efforts, distraction,
and seeking spiritual support were negatively associated with pain on the following day.
Seeking spiritual support was also positively associated with next day negative mood.
Pain reduction efforts, relaxation and seeking emotional support were positively

associated with next-day positive mood.

Tennen and Afleck (1996) advocate combining the ideographic method with the
nomothetic app;oach, which examines relations among variables across individuals,
thereby allowing investigation of coping at the intra- and inter-individual level
simultaneously. This approach was recently used by Grant, Long and Willms (2002) to
investigate relationships between daily appraisals, coping responses, individual
differences, mood and pain in chronic low back pain. They found that control appraisals,
distraction and ignoring pain coping strategies were associated with reductions in
negative mood and pain from morning to evening. Catastrophizing appraisals, praying
and hoping coping strategies were however associated with increases in negative mood or
pain during the day. Perceived control and spousal responses to pain were important

determinants of between-person variation in depression, anxiety and pain intensity.
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Summary

A number of different methods are available for the measurement of coping. It is possible
to assess the strategies used by individuals to deal with a stressful experience recalled
from real-life, the methods used on a daily basis to cope with on-going stressors, and
individuals’ preferred modes of coping. Quantitative analyses can provide a useful
method of classifying a broad range of possible coping responses, in order to allow the
examination of relationships between coping dimensions, coping outcomes, and
situational characteristics. However, at present there appears little agreement concerning
the nature and number of important dimensions of coping, and it is not clear that the
dimensions propoéed by either situational or dispositional coping researchers generalise
across different types of stressful situation. In addition, some researchers have argued that
questionnaires scores can not adequately represent the complex nature of coping. Further
research will be necessary to overcome the limitations of currently available coping
scales and to identify relationships between coping dimensions and the methods used to

cope on a daily basis.
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Chapter IV — Discussion and Aims for Current Research

Summary and Conclusions

The research reviewed so far in this thesis suggests that the experience of stress is
associated with a range of biological and cognitive alterations that are designed to
protect us and enhance our ability to cope with future stressful events. Stressful
experiences can also however result in a range of negative outcomes. Inability to
terminate activation of the body’s stress response systems may produce strains on the
cardiovascular and immune systems and increase susceptibility to a range of illnesses
including infectious illness, inflammatory diseases such as rheumatoid arthritis and
fibromyalgia, cardiovascular diseases and heart-attacks. A prolonged stress response
can also result in damage to self-esteem, and impairment of cognitive functions such
as memory, attention, and interpretation processes, thereby predisposing the
individual to development of depression and anxiety disorders. Understanding the
factors that may determine outcomes of stressful encounters is therefore extremely

important.

Coping is an important determinant of the outcomes of stressful encounters. Although
some researchers have argued against stable individual differences in coping, the
research evidence suggests that people do have preferred methods of dealing with
stressful situations. Whilst the dimensions of coping differ somewhat between
theories, there is a general agreement that individuals can be divided into two groups
depending on their tendency to cognitively avoid or attend to stress-relevant
information. It is possible that a third ‘emotion-focused’ dimension may be
significant, although further research will be necessary in order to determine whether
this three factor structure proposed by researchers such as Endler and Parker (1990a)
and Lyne and Roger (2000) generalises across different types of stressful situations. It
will also be necessary to specify the nature of the vigilance or monitoring dimension.
According to the Monitoring-Blunting framework, information-seeking tendencies are
associated with preferences for a less active role in stressful situations. The problem
vs emotion-focused distinction however, sees information-seeking behaviour as part
of a constellation of behaviours aimed at changing the situation. Such differences are
likely to be associated with the method of assessment; it may be that in general

information-seeking is associated with active coping attempts, but that in the
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relatively uncontrollable situations presented in the MBSS, information-seeking

represents a desire for certainty.

The research reviewed in the previous chapters also suggests that coping is an
extremely complex process. The outcome of a stressful encounter is likely to depend
on a wide range of influences including the nature of the stressor, the personality and
preferred coping strategies of the individual encountering the stressor, perceptions of
control, availability of social support, expectations and beliefs and many possible
interactions between such variables. Although it is possible to separate such variables
conceptually, in reality these factors are tightly interwoven; recognition of an event as
stressful depends on a discord between the individual’s expectations and current state,
and such expectations are likely to depend on past experience and on personality
variables. Once the event is perceived as stressful, the body’s stress response systems
will be activated. The level of activation may however be dependent not only on the
stressfulness of the situation but also on factors such as gender, age, and health.
Continued stress-response system activity results from a perception of continued
threat. The continued threat may be due to situational constraints outside the person’s
control. However, failure to overcome the stressor may result from a lack of active
coping attempts. Whether or not the individual takes steps to confront the stressor
may depend on variables such as personality, previous experience and social support.
Further, perceptions of continued threat may persist even when the stressor is no
longer present,vdue to thought intrusions or ruminations, or due to expectations of

catastrophic outcomes from the stressful event.

There is evidence not only that people can perceive continued threat where there is
none, but also that individuals faced with long-term adversity, such as chronic illness
may engage in processes aimed at reducing the perceived negativity of the situation.
As discussed in chapters II and III, benefit finding has been found to aid in coping
with a wide range of illnesses. As Higgins and Leibowitz (1999) have pointed out in
their chapter on The Social Construction of Adaptive Outcomes, the evidence
therefore suggests that it is the perception of continued threat, rather than the situation
itself that determines the outcome of stressful encounters. Drawing from the writings

of the Greek stoic philosopher Epictetus (c. 60-c. 120 AD) these authors state that
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‘men are disturbed by their views of things rather than by the things themselves.’

(Higgins & Leibowitz, 1999, p35).

The notion that it is the individual’s perception of continued threat that determines
outcomes of stressful encounters highlights the crucial importance of appraisals.
Appraisal processes may be implicated at a number of stages in the process of dealing
with a stressor; in addition to appraising the stressor itself, the individual may
appraise their response to the stressor and attempts to deal with it. The increased
heart-rate associated with the fight-or-flight response may for example, be appraised
as a natural reaction to stress, or as a potential heart-attack. An individual who is
unable to think clearly in the face of stress may feel that it is natural to become
flustered in such circumstances, or may assume that such difficulties are due to
stupidity or personal incompetence. Similarly, an individual who experiences thought
intrusions after termination of a stressor may assume that the thoughts will pass in
time, or that they are a symptom of madness. The nature of the individual’s appraisals

at each stage will have important implications for coping.

Figure 1 (below) provides a diagrammatic representation of factors influencing
outcomes of stressful encounters. This is not intended to represent a complete model
of coping with stress and illness, but to summarise the findings of research reported in
this thesis and provide a general framework within which the influence of various

factors may be considered.
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Figure 1: Diagram Representing Factors Influencing Outcomes of A Stressful Encounter

Past experience, beliefs,
expectations, personality,
personal and social resources,
... situational variables

\ Perceived threat*

Stressor overcome/ { terminated, return to
/ terminated \ normal functioning \

£ Perceived threat* 4 N /

Appraisals |-> NE Release Appraisals Appraisals
Fight/Flight + Coping + Copin

Reassess beliefs

+ expectations
Response \ \
Stressor continued Perceived threat* /

HPA-axis activated maintained, strain on
body, risk of illness

* ‘threat’ here is used to refer to all types of stressful event

This diagram depicts a single stressful encounter. Over repeated encounters it is
evident that some of the influences on appraisals and coping may change (ie.
situational variables) whilst others will remain relatively stable (eg. personality,
beliefs, expectations, resources). Therefore it is likely that coping will be stable to
some extent across a range of stressful encounters. Evidence of stability however, is
likely to depend on the level at which coping is assessed. As discussed in the previous
chapter, coping‘ may be measured at a number of levels. The transactional approach
typically adopts a fine grained analysis of the multitude of methods that may be used
to cope with stressful situations, whilst the dispositional approach focuses on broad
tendencies to respond to stress in a particular manner. Focusing on stress at the lowest
level may obscure cross-situational consistency. For example, a strategy such as
‘seeking information’ may be utilised in a range of stressful situations, whilst
individual methods of information-seeking (eg. asking an expert, visiting a library)
may only be appropriate in very specific types of situations. The level of analysis will
depend on the purpose of investigation. For example, in order to develop interventions
that may be applied to groups of patients it may be useful to consider individual
differences in styles of coping with stress. When working with an individual patient,
it may be more useful to focus on the specific methods they are using on a daily basis

to cope with the effects of their illness, or with other on-going stressors.
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The challenge of developing a conceptualisation of coping that spans the distance
between specific coping ‘instances’ and adaptive processes that may intervene
between stress and physical/ psychological outcomes is discussed in a recent paper by
Skinner, Edge, Altman and Sherwood (2003). These authors suggest that ‘to provide a
full account of coping a category system must accommodate all relevant instances and
lower order ways of coping; at the same time, to meaningfully link these actions with
longer-term processes of adaptation and development, the categories must be
organised with respect to their functions’ (Skinner et al., 2003, p 217). It seems
unlikely however, that all levels of coping may be adequately assessed using a single
coping measure, as this would necessitate the inclusion of a very wide range of coping
methods at the lowest level, many of which will be relevant only to very specific
types of situations (see discussion above, and in chapter III). Therefore, this thesis
suggests that a more useful approach is to combine coping style questionnaires with
the use of situation-specific coping scales that allow examination of changes in coping
across time with a particular type of stressor (eg Affleck et al.’s daily pain coping
scale). This approach allows coping to be investigated at the inter- and intra-
individual level simultaneously and ensures that low-level coping strategies are

relevant to the type of stressor under investigation.

In order to adequately assess styles of coping it will be necessary to develop measures
that overcome the limitations of existing scales. Such limitations include low
imaginability of described situations, poor internal reliability and scoring
complications. When assessing coping it is important to consider not only the
methods the individual uses to cope but also what they are coping with. The use of
hypothetical scenarios ensures that coping is assessed between-subjects in relation to
the same situation. This method is probably therefore best suited to the assessment of
coping styles. However, it is important to ensure that such questionnaires also include
a measure of the individual’s appraisal of the stressful event as perceptions of
controllability and stressfulness may vary between subjects. Some researchers have
also argued that coping dimensions may indicate groupings of strategies used at
different stages of stressful encounters, for example avoidant methods of coping may
be used in order to take a breather before implementing more active problem-focused
coping. It will also therefore be necessary to consider the stage at which strategies are

applied when designing questionnaires. In the past researchers have not attempted to
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assess individual differences in coping at different stages of stressful encounters due
to a theoretical commitment to either a purely situational or a purely dispositional
approach. If coping changes over time it is considered to be a process, if it remains
stable it must be a disposition. However, this thesis argues that coping is a more
complex phenomenon that this simple dichotomy implies, that an individual may use
a range of strategies to cope with a stressful encounter, but that in general (ie.
averaged across a number of different situations) coping will be relatively stable.
Whether styles of coping with everyday stressful encounters generalise to extreme or
life threatening events is yet to be adequately demonstrated and future research will be

necessary to address this issue.

Turning back to the question ‘what is the individual coping with?’ it is suggested that
quantitative analyses of coping with real-life stressors should also be supplemented
with qualitative data. As demonstrated in a number of studies (see chapter III), such
data may provide a richer depiction of coping episodes and highlight the individual’s
personal construction of their situation. As discussed previously, such constructions
may differ from the observer’s perspective due to biases towards explanations of
adversity that preserve a sense of control or meaning in life. It should not be assumed
that events deemed aversive by the researcher are also perceived as such by those

directly affected.

According to the research reviewed in this thesis and summarised in figure 1, in order
to cope effectively with life’s challenges the individual needs to be able to put the
event in perspective, avoid overly negative interpretations regarding the causes and
likely effects of the event, take active steps to confront the stressor where possible,
and draw on the help of others when he or she lacks the experience, or ability to deal
with the situation directly. When stressors can not be overcome it is necessary to
accept the situation, adapt to it and focus on any ways in which the experience has
enhanced one’s life — for example by fostering closer relationships with friends and
family, providing useful experience that can be drawn upon in future stressful

encounters.

The research reviewed in the previous chapters however, also suggests that

individuals are not always able to deal with stressful encounters in such a logical
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manner. The stress response itself interferes with logical thought processes and can
lead the individual to appraise ambiguous stimuli in an overly negative manner. Also,
as discussed above, coping is not only influenced by the situation but also by a range
of person variables. Further research will be needed to elucidate the complex inter-
relations between such influences on coping and to examine the relative importance of
person and situation variables on coping behaviour. As discussed above, the influence
of such variables may explain why individuals do not necessarily adapt their coping
behaviour to the demands of the situation, and may instead tend towards preferred
modes or styles of coping. Future research should aim to link specific influences to
specific styles of coping. Holahan and Moos (1987) for example have suggested that
avoidance coping is a response to threatening situations when personal and contextual
resources are scarce. Therefore some people may not feel able to engage in active
coping, even when the situation demands such an approach because they lack the
resources to do so. People may also tend to engage in avoidance coping if they
believe that the event is outside their control or that their coping efforts will be
ineffective. Individual differences in sympathetic-adrenal and pituitary-adrenal
activity may also be associated with specific patterns of coping. For example,
Frankenhaeuser (eg. Frankenhauser, 1982; 1986; Lundberg & Frankenhaeuser, 1980)
proposes that cognitive behavioural processes in stressful situations are composed of
two components: effort and distress. Effort is a state of high personal control and
active coping and is associated with adrenalin excretion. Distress is a state of low
personal control with avoidant coping and is associated with cortisol excretion.
Responses involving both effort and distress are associated with both cortisol and
adrenalin excretion. Recent research focusing on the effort-distress model has
revealed that changes in physiological responses to stress can be produced by
manipulating coping processes (see Suzuki, Kumano & Sakano, 2003). Individuals
who vary with respect to levels of distress and effort coping would therefore be

expected to exhibit different physiological responses to stressful situations.

When considering the future direction of coping research we should consider not only
how coping should be investigated but also why it should be investigated. It is of
course interesting to advance our understanding of coping but what is the point of
understanding coping if we are not able to use this knowledge in order to design

effective interventions? Future research must overcome the limitations of previous
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investigations, such as relying on inadequate coping measures, or focusing on one
type of factor (eg. situation/ person variables) only. The past few decades have
provided useful insights into numerous factors that may intervene between the
experience of stress and a range of health outcomes. It is time now to integrate these
findings in order to create a model of coping within which potential barriers can be
identified and addressed. The research reported in this thesis is drawn from such
areas as health psychology, social psychology, personality and individual differences,
psychoneuroimmunology and cognitive psychology. In order to form a complete
conceptualisation of the coping process it may be necessary to combine the different
approaches. For example, comparing questionnaire data with physiological measures,
considering cognitive barriers to coping as well as social barriers. As stated at the
beginning of this chapter, stress has been linked to a wide range of illnesses. The
seriousness of such illnesses ranges from the inconvenient (eg. the common cold) to
the fatal (eg. heart-attacks). By identifying barriers to effective coping, and designing
appropriate interventions, future research may therefore contribute to improved

quality of life, or even length of life for those at risk.
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Aims of Current Research

The current research aims to address the issues raised in this thesis. The structure of

the following chapters will be as detailed below:

Chapter V will address issues of coping conceptualisation and measurement. Four
studies will be presented starting with a qualitative examination of real-life coping
episodes, and progressing on to the development of scenarios and items for a coping
questionnaire. This scale will be developed in order to allow measurement of
dispositional coping styles across a range of situations, whilst taking into account
past-experience, appraisals of stressfulness, controllability and coping effectiveness.
Ecological validity of stressful scenarios, and internal consistency of response options

will also be addressed.

The factor structure of this measure will be examined and compared with previous
conceptualisations of the important dimensions of coping. Scores on these coping
dimensions will then be compared with measures of personality, social support,

cognitive and demographic variables, and cortisol-response to a laboratory stressor.

Chapter VI will then examine relationships between scores on the coping style
questionnaire déveloped in Chapter V, and the strategies used on a daily basis by
patients with a chronic pain condition. Further analyses will examine the effects of
coping on health outcomes. Finally, the findings of the research presented in this
thesis will be translated into a coping intervention. The effectiveness of this
intervention for improving physical and psychological functioning among chronic

pain patients will be evaluated.
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Chapter V Development of a Coping Questionnaire

Introduction

In the following chapters we document the development of a valid, reliable measure
of coping that allows assessment of dispositional coping styles across a range of
situations, taking into account past-experience and appraisals of stressfulness,
controllability and coping effectiveness. In order to allow between-subjects
comparisons of coping style, this measure will adopt a hypothetical scenario format.

This research will follow the stages described below:

Stage 1: Examination of Real-life Coping Episodes

According to Benson and Hagtvet (1996) ‘researchers in the field of coping seem to
have invested much time and effort in relating supposed measures of constructs to
each other....whereas too little attention has been given to defining and clarifying the
domain of observables that encompasses the construct of coping...” (p84). In order to
address this issue, the current research will begin with an examination of individuals’
descriptions of real-life coping episodes (Study I). By allowing individuals to
describe stressful situations in their own words and to explain how they coped with
these situations, it will be possible to determine the types of responses that ‘belong’ to

the coping concept.

Stage 2: Deriving Questionnaire Items from Qualitative Data

In order to draw inferences from qualitative data, such as descriptions of real-life
coping episodes, a formal method of analysis - content analysis will be employed.
Content analysis can be defined as a ‘replicable and valid method for making specific
inferences from text to other states or properties of its source (Krippendorff 19609,
p-103). This method allows qualitative data to be coded into categories. In this case
these categories will represent types of situations described by participants and types
of coping responses described. Text may be coded according to previously
formulated categories: ‘deductive category application’ or alternatively categories
may be developed from the data itself: ‘inductive category development’ (Mayring,
2000). The latter approach may be particularly useful for analysing descriptions of
coping episodes as there is currently little agreement regarding the number and nature
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of coping strategies (see Chapter III for discussion). Skinner et al (2003) write that
‘inductive bottom-up approaches....have the potential to extract instances of coping
which are virtually limitless, a finite set of clearly defined and empirically verifiable
lower order categories’ (p. 22). The bottom-up approach however, is not without
limitations. Skinner et al. (2003) highlight a number of potential problems of this
approach, the majority of which relate to the methods of classifying items (eg. factor
analysis, rational sorting). These will be discussed further below. In addition to
limitations relating to methods of classifying coping strategies, Skinner et al (2003)
explain that bottom-up approaches can be problematic in that an item-pool that is
specific to any age, stressor or context is not likely to be comprehensive. This
limitation will be addressed in the current research by ensuring that the scale is
developed with participants of various ages, and that different types of stressful

situation are examined.

Category development will follow the stages depicted in figure 2. The situation and
response categories derived will form the basis of the hypothetical scenarios and

response options described in the coping questionnaire.

Fig. 2: Step model of inductive category development (from MAYRING 2000)

f_’t Research Question, Object f—A

Determination of category definition (criteria
of selection) and,levels of abstraction A
Step-by-step formulation of inductive

categories out of the material, regarding
category definition and level of abstraction

. p Revision of categoﬁes after 10-50% of the _* Formative check of

material reliability
— Final working through the texts Summative check of
| reliability

v

«— Interpretation of results, quantitative steps of
analysis (eg. frequencies)
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Stage 3: Ecological Validity and Internal Consistency of the Scale

An initial version of the questionnaire will be pilot-tested with a new sample of
respondents (Study II). Participants will be requested to indicate whether they have
previous experience of the types of situations described, and to rate the scenarios in

terms of imaginability, stressfulness and controllability.

Data will be subjected to item analysis and the alpha coefficient (Cronbach, 1951)
will be calculated. This statistic represents the internal consistency of the scale. High
levels of internal consistency indicate that the items measure the same underlying
construct. For a scale to demonstrate adequate internal consistency Cronbach’s alpha
should be at least 0.7 (Nunnally, 1978) although, as alpha is a function of the number
of items, scales with few items may be reliable at lower values of alpha. Alpha can be

increased by deleting items with low item-total correlations (usually below 0.3).

After initial item analyses, the scale will be refined by deleting/ retaining items on the
basis of factor-loadings. Kline (1999) writes that ‘factor analysis is the ideal method
of test construction.....by administering items and subjecting their intercorrelations to
factor analysis it is possible to select items which load onto one factor only’ (p125).
There are several different approaches to factor analysis. Klein (1999) explains that
in general the different methods yield very similar results, although one method;
principal compénents analysis has a number of unique characteristics which make it
particularly useful for analysis of data in the social sciences. Principal components
are uncorrelated linear combinations of actual scores that emerge ordered by the
proportion of variance for which they account. No other method of factor analysis

extracts factors that explain more variance than principal components.

The number of factors to be extracted can be determined by the number of eigen-
values greater than one (the eigen-value denotes the relative proportion of variance
accounted for by each factor), or the number of factors falling to the left of an ‘elbow’
in the scree-plot (plot of eigen-values against factors). Kline (1999) argues that the
latter approach is ‘just about the best solution to selecting the correct number of
factors’ (p.75) as the former tends to extract far too many factors (see Cattell, 1978).

Following extraction, it is necessary to rotate the factors, in order to achieve an
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interpretable solution. Again, there are a number of methods available. These can be
classified as orthogonal or oblique. Orthogonal rotation methods are applied if it is
assumed that variables are uncorrelated, whereas oblique rotation should be used for
correlated variables. As it is not evident whether coping dimensions should be
correlated or uncorrelated, both orthogonal and oblique rotations will be requested

and the results compared.

Despite the advantages of factor analysis, Skinner et al. (2003) point out that the
recovery of conceptually clear coping factors is dependent on the clarity of each item,
items which tap more than one coping category will not load cleanly onto a single
factor. They further point out that EFA cannot uncover more complex hierarchical
coping structures and may therefore provide a simplified conceptualisation of coping.
As discussed in chapter III, such issues are particularly problematic for situational
coping measures such as the WCQ in which multiple strategies are assessed, and
inter-relations between such strategies are overlooked (see Schwarzer & Schwarzer,
1996). These issues are less problematic when designing scales on the basis of broad
strategies that may be used in a wide range of stressful situations. However, bearing
such potential pit-falls in mind, the current research aims to develop scale items that
represent identifiable coping strategies that are unambiguous with respect to intention.
These strategies are intended to exist at the same theoretical level. As the current
research is primarily concerned with identifying styles of coping, more complex
hierarchical strlictures are not investigated. However, future research testing the factor
structure obtained from exploratory factor analysis against alternative explanations of

associations between coping dimensions and coping strategies may be beneficial.

Stage 4: Validation of the Scale

Benson and Hagtvet (1996) write that ‘validity is the most important psychometric
concept as it is the process by which test scores take on meaning’ (p83). Validity
refers to the extent to which a procedure measures what it purports to, and involves
‘testing the scale of interest in the context of a set of hypothesized interrelations of the
intended construct with other constructs’ (Spector, 1992, p46). As discussed in
Chapter III, scores on coping scales have been reported to demonstrate significant

relationships with personality variables (such as extraversion, optimism, trait-anxiety
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and self-efficacy) cognitive variables (such as appraisal processes, and ability to form
meaningful representations of stressful events) environmental variables (such as the
availability of adequate social support) and demographic variables (such as gender).
Hypotheses regarding anticipated relationships between these variables and coping
scores will be formulated on the basis of factor-analysis results, and tested using a

separate sample of respondents (Study I11).

For a scale to be considered valid, it must also be reliable. One form of reliability,
internal consistency has already been discussed above. In addition to internal
consistency, scales are required to demonstrate test-retest reliability. This statistic
represents consistency over time, or ‘how well a scale correlates with itself, across
repeated administrations to the same respondents’ (Spector, 1992, p65). Some
authors have argued that coping is not a stable trait, but a dynamic process which
alters over time, and consequently suggested that test-retest reliability is not an
appropriate statistic for coping scale development (eg. see Lazarus, 1999). The
coping scale developed in this chapter however, is intended to tap dispositional

coping and as such scores should demonstrate consistency over time.

Finally, in addition to relationships with personality, cognitive and environmental
variables, the research reviewed in Chapter II also suggests that coping style is
associated with reactivity of the body’s stress-response systems. Relationships
between scores on the coping questionnaire under development and cortisol response

to an experimental stressor will therefore be investigated in Study 1V.
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Study I: Identifying Situation and Response Categories for the

Development of a Coping Questionnaire

This study aims to examine individuals’ descriptions of real-life coping episodes and
to identify categories of stressful situations/ coping responses that will form the basis

of a coping questionnaire.

Method

Participants

Twenty-five males and 26 females were selected using opportunity sampling.
Participants ranged in age from 17 years to 53 years (mean age 27). Sixty-seven
percent of the participants were students. The remainder represented a wide range of

occupations.

Materials

Participants were asked to complete a 'Stressful Situations Questionnaire' (see

appendix 1). This contained measurements of the following variables:
Demographic variables: demographic variables included age, gender and occupation.

Stressful situations: in order to investigate the types of situations individuals
experience in everyday life, participants were asked to describe in their own words a
stressful situation they had experienced in the past. After responding to a series of
questions (see below) participants were given the opportunity to describe up to four
further situations on the following pages. An open-ended question format allowed
respondents to describe any type of situation and no restrictions were placed on the

time scale, or content of the situations described.
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Coping Responses: Participants were asked to describe in their own words how they
coped with the situation. An open-ended question format was used. This variable

will be referred to as actual coping response.

Appraisals: Participants appraised the described situations in terms of stressfulness
and controllability, on likert scales ranging from one to six. These two variables will
be referred to as perceived stressfulness and perceived controllability. Participants
also rated their ability to cope effectively with the situation on a six-point Likert scale.

This variable will be referred to as perceived coping effectiveness.

Additional Coping Responses: Participants were also asked to describe how they
could have coped more effectively with the stressful situation and how others might
cope in this sort of situation. These items were included in the questionnaire for three
reasons; firstly to gain a wide range of possible coping responses to each situation,
secondly to investigate the extent to which individuals are aware of alternative
methods that could be used to deal with the situation described, and thirdly to
encourage participants to describe not only ‘successful’ coping acts, but also coping
responses which may not have been effective in altering the situation. An open-ended
question format was used. These variables will be referred to as effective coping

response, and alternative coping responses.

Design and Procedure

Staff and students within the psychology department of the University of Kent at
Canterbury were approached individually and asked if they would be willing to
complete a questionnaire. The experimenter explained that the purpose of the study
was to investigate how people cope with stressful situations. In order to obtain a more
heterogeneous sample, participants were asked to refer a friend or relative from
outside the University to complete a questionnaire. Participants were allowed to
complete the questionnaires in their own time and to return them to a pigeonhole in
the psychology department. Participants completed the questionnaires anonymously

and were informed that responses would be completely confidential.
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Identification of Situation and Response Categories

The situations and responses described in the ‘Stressful Situations Questionnaire” were
analysed using qualitative content analysis, with situation/ response categories derived
from ‘inductive category development’ (Mayring, 2000). Qualitative content analysis
can be conducted at a number of different levels (see Becker & Lissman, 1973). In
the current study, the themes represented by participants’ descriptions were of primary
interest. When descriptions contained more than one theme, the text was divided into
sections, and each section assigned a category label. Following this process,
completed questionnaires were provided to a second rater together with a definition of
each category label. The second rater coded each description, or section of text
according to the category labels. Inter-rater reliability was calculated using Cohen’s

Kappa.
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Results

Stressful Situation Categories

Participants described a very wide range of stressful experiences, from everyday
challenges such as ‘exams’ (participant 32, Student) and ‘trying to get to the airport
on time’ (participant 46, Teacher) to events such as being ‘arrested in an African
country for being a mercenary and being imprisoned for 12 hours — passport and
possessions confiscated and no water allowed’ (participant 31, Shipping Consultant).
Participants not only described situations involving potential threat to themselves, but
also situations where the threat was to another individual, eg. ‘I had to deal with a girl
with terminal illness. She often confided in me, but she was threatening to commit
suicide.” (participant 30, Student). A number of participants also described the loss of
a friend or relative, eg. ‘the death of both parents within 7 weeks of each other’,

(participant 14, Business Proprietor).

Ten situation categories were identified and situations were coded with high inter-

rater agreement (Cohen’s Kappa = 0.84). Situation category labels and frequencies

are shown in table 1 together with examples for each category.

Table 1. Situation Category Frequencies

SITUATION
CATEGORY

Assessment
Time pressure/ delay

Conflict/ Unreasonable
behaviour of others

Facing an unfamiliar or
unknown situation

Relationship break-up
(Self/ other)

Illness (Self/ other)

Bereavement

Making a Mistake

Threat to Health/ Safety
(Self/ Other)

Moving House

EXAMPLES

‘Exams’ (participant 32, student)

‘train was cancelled on my first day at a new job’ (participant 34, student)

‘a very heated argument between my son and my husband’ (participant 13, lab
technician)

‘making a price in a product I was not experienced in for an important client’
(participant 35, foreign exchange trader)

‘relationship breakdown after living with partner for 6 years’ (participant 28,
student)

‘being told by a medical specialist that he could offer nothing to help me, he
said “You were born with it, you shall die with it”’ (participant 51, computer
software tester) '

‘death of both parents within 7 weeks of each other’ (participant 14, business
proprietor)

‘locking myself out of my house when my partner was away and no-one else
had a key’ (participant 19, student)

‘weird man on train, trying to talk to me, but he seemed quite mad — muttering
his thoughts about me, was quite threatening’ (participant 2, student)

‘buying my house’ (participant 46, Teacher)

1z

31
16

16
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Means and standard deviations for stressfulness, controllability and coping
effectiveness are shown in Table 2. The mean for stressfulness is towards the top end
of the six-point scale, reflecting the fact that participants were requested to describe a
stressful situation. The lower mean for controllability however, indicates that not all
stressful situations are necessarily also uncontrollable. In fact perceptions of
controllability vary more widely than perceptions of stressfulness or coping
effectiveness (see standard deviations). The mean for coping effectiveness is also
above the mid-point of the scale indicating that in general respondents perceived their

coping efforts to be effective.

Table 2. Perceived Stressfulness, Controllability and Coping Effectiveness

MEAN SD N

Perceived Stressfulness 4.88 1.02 109
Perceived Controllability 3.34 1.61 109
Perceived Coping Effectiveness ~ 4.17 1.41 109

Response Categories

Participants’ responses indicated a fairly broad interpretation of ‘coping’.
Respondents described not only attempts to deal with the situation (eg. ‘worked all
night’, participant 5, Student), but also attempts to regulate one’s emotions (eg. ‘just
trying to keep calm’, participant 35, FX Trader), or to change the way the situation
was perceived (eg. ‘getting it into perspective and realising it is not the end of the
world’, participant 47, Student). In addition, participants described emotional

reactions (eg. ‘freaking out’, participant 2, Student).

Participants often indicated that they used different strategies at different stages of the
stressful encounter, or suggested that others would do so. For example, participant 5
explained that she initially coped with 'a serious argument with long term partner'
with 'anger and upset. But later considered issues and reconciled'. Participant 33
described 'getting into a fight' and explained that he 'tried briefly to avoid it. When

that didn't work had to just try and win!" Participant 43 described a rfow with my
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girlfriend about where I was going to live next year’ and suggested that others might
cope with the situation by ignoring it until she came round to the idea’ and participant
44, a customs officer, suggested that others might cope with being abused by angry
tourists’ by ’‘asking the punter to wait while you walk away and take a breather’.
Similar methods were also used by different participants for very different purposes.
For example, when faced with the stress of exams participants 22 and 42 both chose
to talk to friends. However, the intention for participant 22 was apparently to gain
information or advice; ‘talking to friends about revision strategies’, whereas the

intention for participant 42 was relaxation; relax by chatting to friends’.

Thirteen response categories were identified (Cohen’s Kappa = 0.82). In the majority
of cases, respondents were able to describe not only how they coped with the
situations, but also how they could have coped more effectively, and were further able
to suggest ways in which others might cope if faced with a similar situation. In 12
situations, however participants were not able to suggest ways in which others would
cope and in one situation, the respondent was unable to suggest alternative coping
responses. Response category labels and frequencies are shown in Table 3. Response

category descriptions and examples are shown in Table 4.

Table 3: Response Category Frequencies

ACTUAL EFFECTIVE ALTERNATIVE
RESPONSE CATEGORY COPING COPING COPING
RESPONSE RESPONSE RESPONSE
Confronting the problem 26 35 28
Seek advice/ support 19 8 30
Try to relax/ calm oneself 8 12 19
Panic/become angry/ upset 11 2 22
Remove oneself from the situation S 3 20
Ignore the situation/ denial 1 1 21
Positive thinking 8 6 6
Rationalising/ putting things in perspective 6 4 9
Distraction 9 1 7
Provide support to others 5 2 3
Accept or become resigned to the situation 8 0 1
Worry/ fear 3 0 4
Hoping/ wishful thinking 3 0 0
Don’t know/ could not have coped more N/A 12 1

effectively
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Table 4: Response Category Labels and Descriptions

RESPONSE CATEGORY LABEL AND DESCRIPTION

EXAMPLES

Confrontive coping — responses that involve actively taking control of a stressful situation (eg. By focusing on/
prioritising activities that are necessary to avoid an undesired outcome or to overcome the effects of an aversive
event that has already taken place)

‘I put myself between the two of them hoping that neither of them
would punch me’ (heated argument between husband and son)

Seek advice/ support — responses such as ‘I would talk to someone’, or more specific responses indicating
requirement for emotional, practical or informational support.

‘called engineer’ (PC not working)

Try to relax/ calm oneself — any responses that indicate explicitly that the aim is to relax or keep calm, or
behaviours that are usually associated with relaxation (eg. Yoga, meditation etc.)

‘just trying to keep calm’ (waking up late for work)

Panic/become angry/ upset — participant states explicitly that they would panic, become angry or upset, or refers
to a negative emotional response when confronted with a stressor.

‘I became flustered, got myself confused, I didn’t think very clearly’
(interview)

Remove oneself from the situation — participant removes self from the situation either mentally (by using drugs/
alcohol) or physically (by avoiding places or people that are associated with the stressor).

‘Took some time off work” (stressful work situation)

Ignore the situation/ denial — participant ignores the situation or imagines that the stressful situation does not
exist.

‘Ignored it’ (Thinking I was pregnant)

Positive thinking — responses that indicate that the aim is to maintain a positive frame of mind, or to recall past
positive events.

‘by always being positive’ (lack of help for dyspraxic son)

Rationalising/ putting things in perspective — participant uses rational thought processes in order to cope more
effectively with the situation (eg. By comparing the situation with more negative events/ outcomes, or by only
focusing on aspects of the situation that can be changed).

‘I told myself that this was beyond my control and that everyone
must understand that London Transport is unreliable’ (train was
cancelled on my first day at a new job)

Distraction — responses such as ‘trying not to think about it’ or keeping busy with other activities in order to avoid
thinking about the stressful situation’

‘kept reading’ (threatening man on the train)

Provide support to others — focusing on the concerns/ needs of other people who are affected by the stressful
situation.

‘after the death of my father I was able to support my mother in
practical ways to offset my own grief’

Accept or become resigned to the situation — the participant realises that the situation can not be changed and
ceases attempts to overcome the situation.

‘accepted it as one of those bad times that come and go’(lost my
keys, spectacles and bought a brand new but faulty computer in one
week)

Worry/ fear — participant states explicitly that they worried or experienced fear, or refers to a negative emotional
response when anticipating an aversive event/ outcome.

‘I ended up so stressed that I felt very ill by the time he came to
watch me’ (being observed for teaching practice)

Hoping/ wishful thinking — participant states that they hoped or wished for a positive outcome.

‘hoped’ (threatening man on the train)
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Comparison of Actual, Effective and Alternative Coping Responses

Considering that the majority of respondents were able to suggest more effective
means of coping, the question remains as to why the most effective method was not
used in the first place. In some cases participants’ responses indicated that they had
consciously chosen to reject alternative coping methods. For example, participant 15
suggested that she could have coped with a lack of support from the school for her
son’s dyspraxia by changing his school, but explained that she felt this would be
‘running away from the root of the problem’. In other cases however, respondents
indicated that the range of coping options open to them was limited by their emotional
reactions, or by the availability of adequate resources. For example in response to the
question ‘how could you have coped more effectively?’ participant 51 wrote ‘I was
unable to control my feelings, so not sure how I could have coped more effectively’.
Similarly, participant 3 described coping with an interview ‘not very well. I became
flustered, I got myself confused, I didn’t think clearly’, but felt that others would have
coped ‘a lot better’ and listed several alternative coping responses including ‘calm’,
‘relaxed’, ‘confident’, ‘positive’. Participant 6 described 'driving home from work,
car made a strange grinding noise’ and explained that he had to ‘detour to the garage'.
When asked how he could have coped more effectively, he suggested 'if I had the
knowledge, toqls etc. and fixed it myself, instantly at no cost, and it would last

forever'.
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Study I Conclusions and Implications for Studies II, III & IV

In order to identify categories of stressful situations and coping responses, the current
study adopted a bottom-up inductive approach in which categories were derived from
the data, rather than determined a-priori. This approach was taken in order to identify
the types of stressful situations individuals encounter in everyday life and to
determine the types of responses that ‘belong’ to the coping construct. From
qualitative content analysis of participants’ descriptions of real life coping episodes,
ten situation categories and 13 response categories were identified with high inter-
rater agreement. Participants’ responses to the question ‘How did you cope?”’
indicated a fairly broad conceptualization of coping including behaviours, cognitions
and emotions. These findings suggest that in order to measure the full-range of
possible responses to stressful scenarios, coping scales should not be limited to one

class of response only.

In the current study, participants described not only apparently constructive responses
to stressful situations such as working hard to meet a deadline, but also responses that
seemed unlikely to be adaptive, such as ignoring a potential threat or becoming
flustered. In the majority of cases, participants were able to suggest ways in which
they could have coped more effectively and were able to describe ways in which other
people might cope. These results suggest that individuals are consciously aware of
the thoughts, feelings and actions they experience during stressful periods, they are
aware that their responses may not always be effective and that others may respond
differently to the same event. Despite the fact that participants were able to suggest
ways in which they could have coped more effectively, ratings of the effectiveness of
actual coping methods were above the mid-point of the scale. This finding is
consistent with previous reports that people’s self-evaluations reflect a belief that they
are above average (see Taylor, 1990; Taylor & Brown, 1988) and that individuals see
themselves as ‘the type of person who engages in the right behaviours’ (Janoff-
Bulman, 1999, p.309). Comparison of responses to the question ‘how did you cope’
and the alternative coping responses indicated that the range of coping options
available might be restricted by factors such as inability to control negative emotions,

or inadequate resources. Therefore subjective reports of coping actions appear
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consistent with the theoretical construct of coping as arising from a combination of

emotional arousal and cognitive appraisal (see chapters I to IV for discussion).

It could be argued that emotional responses are automatic reactions to stress, rather
than conscious coping efforts. However, it is also possible that such emotions are an
integral part of coping. Anger for example, may play an important role in stressful
situations, motivating the individual to do something to change the situation or
signaling to others that support is needed. Lazarus (1999) has argued that ‘we should
view stress, emotion and coping as existing in a part-whole relationship. Separating
them is justified only for convenience of analysis because the separation distorts the
phenomena as they appear in nature’ (p37). More recently, Taylor (2003) has
suggested that a number of goals or tasks of coping can be identified. These tasks
include not only attempts to reduce harmful environmental conditions, but also to
maintain emotional equilibrium. It is not clear therefore on theoretical grounds that
emotional responses should be separated from behavioural or cognitive responses.
The following study will investigate whether empirical evidence suggests that such

responses should be treated as an integral part of coping.

As discussed in the introduction to this chapter, the current research aims to develop a
questionnaire in which the scenarios described are sufficiently close to participants’
everyday experiences to be effectively imagined. In order to ensure a high degree of
ecological valfdity therefore the scenarios described in this questionnaire will
represent the situation categories identified in the current study. However, although
these types of situations are typical of the experience of the current sample, it is not
clear to what extent results would generalise to other samples of respondents, or the
extent to which ecological validity may depend factors such as the age or gender of
respondents. The following study will examine these issues using a larger sample of
respondents. The questionnaire developed in this thesis also aims to include responses
that are designed to represent distinct coping strategies that are unambiguous with
respect to intention. The content analysis method adopted here successfully assigned
behavioural and cognitive responses to a number of clearly defined coping categories.
Categorising emotional responses however, was more problematic as it was not
always possible to identify the underlying emotion. Although some participants

indicated that they ‘panicked’ or became ‘angry’, others wrote that they became
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‘flustered’, ‘shook’ or ‘could not think clearly’. Such emotional responses were
therefore coded in a general category ‘panic, become angry or upset’. It is possible
however that panicking may have different implications from becoming angry or
becoming upset. In addition, it was not always possible to determine the intention
behind support seeking. Results indicated that talking to others could be a means of
gaining information and advice or a means of relaxing. These findings echo
Schwarzer and Schwarzer’s (1996) statement that social support may serve purposes
such as solving a problem, obtaining information, or calming oneself. The COPE
(Carver et al., 1989) addresses this issue by including intention within the wording of
the social support items. For example, ‘I try to get emotional support from friends and
relatives’, ‘I try to get advice from someone about what to do’, ‘I talk to someone who
could do something concrete’. In order to separate intention from behaviour, the
questionnaire developed in this thesis will take a similar approach, dividing the
categories ‘seek advice or support’ and ‘provide support to others’ into three items;
seeking/providing informational support, ii. seeking/ providing emotional support, and
iii. seeking/ providing practical support. In order to develop response items for the
coping scale the category ‘panic, become angry or upset’ will also be divided into its

three constituent emotions.

The results of the current study also suggested that individuals might use different
strategies at different stages of stressful encounters. In the examples discussed
participants exblained that they responded initially by avoiding the situation or by
becoming upset, but were later able to accept the situation, or take steps to change it.
When considering how people typically respond to stress it may therefore be
important to assess both their immediate reactions to the event, and the methods they
use to cope with situations that have been ongoing for a significant period of time. It
could be argued that if people change their coping across the stages of a stressful
encounter that coping must be seen as a process rather than a style. However, as
discussed previously, this thesis argues that coping is more complex than the simply
dichotomy between process and style would imply. Individuals may use different
methods to cope with situations in the early vs later stages. However, if this pattern of
response is consistent across a range of situations it is evident that the individual does
have a characteristic style of coping. The following study will examine the extent to

which individuals use the same methods to cope in the early vs later stages of stressful
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encounters, and determine the extent to which responses generalize across a range of

situations.

One of the questions used in the ‘Stressful Situations Questionnaire’ may have been
problematic. Participants were asked to ‘indicate on the scale below how controllable
you felt the situation was’. The purpose of this question was to identify the extent to
which the situation could be controlled by the individual. However, it is possible that
participants could have interpreted this question in terms of the extent to which the
situation could be controlled by outside agents. For example, one respondent
described a situation in which a train was cancelled. Although this situation could not
be controlled by the individual, it could be controlled by the train company. It is not
possible to rule out the possibility that participants' ratings in some cases at least may
indicate the extent to which individuals in a position of power could have controlled

the situation. The wording of this item will therefore be altered in study II.
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Study II: Development of A Coping Questionnaire

& Identification of Coping Dimensions

This study describes the development of a coping questionnaire based on the

categories described in Study I and examines the factor structure of coping responses.

Method

Participants

One hundred females and 32 males were selected using opportunity sampling.
Participants ranged in age from 17 to 75 (mean age 39). Thirty-four percent of
participants were in the under-30 age group, 37 percent in the 30-50 age group and
29% in the over-50 age group. Respondents represented a wide-range of occupational
groups. Of the 126 participants who gave details regarding their occupation, 58%
were employed, 30% were students, and 13% unemployed. Of the 102 participants
who provided information about their level of education, 5% had no academic
qualifications, 17% were educated to GCSE level or equivalent, 14% to A-Level or
equivalent, and 57% to degree-level or equivalent, whilst the remainder (8%)
indicated that they had ‘other’ qualifications. Of the 100 participants who provided

information about their marital status, 47 were married.

Materials

Participants were asked to respond to ten hypothetical stressful situations presented as
a ‘Coping with Stressful Situations Questionnaire’ (see Appendix 2). The situations
and response options were created to represent the categories identified in study I. In
order to separate intention from behaviour, the social support items were split into
three categories; i. Seeking/providing informational support, ii. Seeking/ providing
emotional support, and iii. Seeking/ providing practical support. The item

panic/become angry/become upset was also separated into its three constituent
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emotions. This increased the number of response categories from 13 (in Study I) to

19 (in the current study).

In order to measure coping at different stages of a stressful event, respondents
indicated how likely they would be to use the coping strategies described (using a six-
point scale) either immediately (time 1) or if the situation had not changed after a
significant period of time (time 2). As in Study I, the questionnaire also contained
measurements of situational appraisals (perceived stressfulness, perceived
controllability) and perceived coping effectiveness. The wording of these items was
altered to ensure that respondents indicated how controllable/ stressful the situation
was for them. The questionnaire also contained measurements of the following

variables:

Experience: respondents were asked to indicate whether they had experienced this
type of situation in the past, on a four-point scale ranging from ‘never’ to ‘several

times’.

Imaginability: respondents were asked to indicate how clearly they were able to
imagine the situation on a six-point likert scale ranging from ‘I can not imagine it at

all’, to ‘I can imagine it very clearly’.

Demographic variables: demographic variables included age, gender, level of

education, occupation, and marital status.

Design and Procedure

Information sheets giving details of the current study and a contact telephone number
were distributed to the organisers of adult education courses held at a number of
centres in Kent (see appendix 3). These courses included academic disciplines,
sports, exercise and relaxation, arts, and skills training. Fifteen course-leaders
contacted the author for further information and all agreed to distribute questionnaires
to their group-members. Participant information sheets (see Appendix 4) were

enclosed with the questionnaires, and postage-paid envelopes were supplied.

73




Chapter V Development of a Coping Questionnaire

Participants completed the questionnaires anonymously and were informed that
responses would be completely confidential. A number of analyses were conducted in
order to explore the validity and reliability of the coping scale. These are described

below.

Ecological Validity of Hypothetical Situations

Ratings of stressfulness, controllability, coping effectiveness, imaginability and
experience for each situation were entered into SPSS (v. 9.0). In order to ensure that
scenarios could be effectively imagined by males and females of different ages,
ratings of imaginability were examined separately for the following groups; males,
females, people aged under 30, people aged 30-50, people aged 50+. As mean scores
may be heavily influenced by outliers when the sample is broken down into smaller
groups, the median was selected as the most appropriate indicator of central tendency.
Any scenarios with a median imaginability rating of less than 4 out of 5 (ie 80%
imaginability) by participants in each demographic group were excluded from the

scale.

Experience ratings were also examined for each demographic group. It is likely that
experience of particular types of stressful situations will vary with age and gender and
this is not considered problematic provided that participants in each group are able to
imagine the situation effectively. However, any situations that had not been
experienced by at least 20% of participants in each demographic group were

considered too far removed from everyday life to be included in the scale.

Item Analyses and Reliability

After excluding any scenarios that did not meet the criteria above, mean scores were
obtained for each participant on all 19 coping responses both at Time 1 and at Time 2.
These scores were entered into the Statistical Package for the Social Sciences (SPSS,
v. 9.0). In order to determine whether responses differed across the two time points
(indicating that the two time points should be analysed separately) a multivariate
analysis of variance (MANOVA) was conducted. In order to determine whether all

responses were measuring the same underlying construct, item analyses were
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conducted and Cronbach’s alpha calculated. Item-total correlations greater than .30
and an alpha coefficient greater than .70 were required to demonstrate adequate

internal reliability of the scale.

Identification of Coping Dimensions

The correlation matrix of the 19 response items was assessed using Bartlett’s test of
sphericity (Bartlett, 1950) and the Kaiser-Meyer-Olkin measure of sampling adequacy
(Kaiser, 1970). Scores were then subjected to Principal Components Analysis.
Separate analyses were conducted for responses to situations at Time 1 and at Time 2.
As it is not evident whether coping dimensions would be expected to be independent
or correlated, both orthogonal (varimax) and oblique (direct oblimin) rotations were

requested. Items were retained if they loaded significantly (>.30) on one factor only.
Cross-situational Consistency of Factor Scores

Factor scores for each scenario were saved into SPSS (v 9.0). Item analyses were
then conducted separately for each factor treating the scenarios as scale items.

Crohnbach’s alpha was calculated separately for each factor in order to assess

consistency of factor scores across all retained scenarios.
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Results

Ecological Validity of Stressful Situations

Median ratings of imaginability were calculated for males and females and for
participants in each of the three age groups. Results indicated that participants in the
under-30 age group could not imagine the illness or moving house scenarios
effectively (median rating < 80%, see table 1). Further analyses were conducted to
determine the proportion of respondents in each demographic group that had
experienced situations of the type described. Results indicated that the scenarios
‘illness’, ‘moving house’ and ‘relationship breakup’ had been experienced by less
than 20% of respondents in the under 30 age group. Less than 20% of females
indicated that they had experienced a situation similar to that described in the

relationship breakup scenario. Results are shown in table 1.

Appraisals of Stressfulness, Controllability and Coping Effectiveness

Table 2 shows means and standard deviations for perceived stressfulness,
controllability and coping effectiveness for each of the ten situations. All means for
stressfulness are greater than the mid-point of the 6-point scale (mid-point = 2.5)
indicating that ihe scenarios described were perceived as stressful. For eight of the
ten situations however, controllability ratings are above the mid-point of the scale
indicating that stressful situations are not necessarily also perceived as uncontrollable.
The means for coping effectiveness are also above 2.5 for all situations, indicating
that on average respondents felt that they could cope effectively with the situations

described.
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Table 1: Median ratings for imaginability and proportion of people with previous experience of this type of situation

SITUATION NUMBER

1 2 3 4 S 6 ] 8 9 10  Total

Male 100.00 100.00 80.00 80.00 80.00 80.00 80.00 80.00 80.00 80.00 80.00

Enamireibility Female 100.00 100.00 100.00 80.00 100.00 100.00 80.00 80.00 80.00 80.00 100.00
(median) Under 30 80.00 100.00 80.00 60.00 80.00 80.00 40.00 80.00 80.00 80.00 80.00

30-50 100.00 100.00 100.00 80.00 90.00 100.00 100.00 80.00 90.00 100.00 100.00

Over 50 100.00 100.00 100.00 100.00 100.00 80.00 90.00 80.00 100.00 100.00 100.00
Male 71 68 56 22 94 84 22 75 34 56 58
Female 58 72 67 21 82 82 49 54 18 55 56
Under 30 60 84 40 11 96 84 02 77 16 33 32
30-50 62 il 69 22 81 88 65 3 27 63 60
Over 50 61 55 87 32 76 74 61 42 24 47 56

% Experienced

Situation 1 = time pressure/ delay, 2 = assessement, 3 = bereavement, 4 = illness, 5 = conflict, 6 = making a mistake, 7 = moving house, 8 = threat to health
and safety, 9 = relationship breakup, 10 = unfamiliar/ unknown situation
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Table 2: Means and Standard Deviations for Stressfulness, Controllability and Coping

Effectiveness
COPING
STRESSFULNESS CONTROLLABILITY
EFFECTIVENESS
MEAN (SD) MEAN (SD)
MEAN (SD)

Time Pressure/ Delay 2.98 (1.15) 2.80(1.37) 3.72 (.87)
Assessment 2.98 (1.29) 3.51(1.04) 3.71(.78)
Bereavement 3.76 (1.09) 2.62 (1.45) 3.45 (.99)
Illness 4.36 (.83) 2.54 (1.25) 2.99 (1.10)
Conflict 2.81(1.16) 2.95 (1.25) 3.80 (.97)
Mistake 3.94 (.90) 2.26 (.83) 3.47 (.88)
Moving House 3.37 (.95) 2.95 (1.08) 3.5 (.90)
Threat to Health and

3.58 (.10) 2.72 (.98) 3.39 (.84)
Safety
Relationship Break-up 3.39 (.79) 2.49 (1.36) 2.82 (1.30)
Unfamiliar Situation 3.78 (1.03) 3.25(.91) 3.57 (.97)

Item Analyses and Reliability

The scenarios ‘illness’, ‘relationship breakup’ and ‘moving house’ were excluded
from further analysis, as they did not meet the criteria for ecological validity (see
above). Mean scores (averaging across the seven remaining scenarios) were calculated
for each coping response at Time 1 and at Time 2. A multivariate analysis of variance
(MANOVA) was conducted to determine whether there is a significant difference
between Time 1 and Time 2 scores for each of the coping responses. Multivariate
analyses indicated a significant difference between the two time points in overall

coping response (F;g24¢) = 1024.889, p<.001). Subsequent univariate analyses

revealed that time 1 scores were significantly different from time 2 scores for the
following items; seek practical help, become upset, provide information, provide
emotional support, provide practical help, accept or become resigned to the situation,
worry, and rationalising/ putting things in perspective. Participants indicated that they
were more likely to become upset, accept the situation, or worry in the early stages,
whilst they were more likely to seek practical help, provide support to others, or try to

put the situation into perspective in the later stages (see table 3 below).
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Table 3: Comparison of Means for Time 1 vs Time 2

RESPONSE CATEGORY P b (SZi-gtaile 3
Try to relax/ calm oneself 1.79 (1.22) 2.05 (1.24) n.s
Seek information 4.13 (.60) 4.06 (.52) n.s
Seek emotional support 3.31(.92) 3.41 (.84) n.s
Seek practical help 3.18 (.78) 3.45(.61) .002
Distraction 2.14 (97) 2.25(.94) n.s
Positive thinking 2.93 (.90) 2.90 (.82) n.s
Hoping/ wishful thinking 3.55 (.90) 3.54 (.87) n.s
Panic 1.79 (1.06) 1.59 (.99) n.s
Become angry 1.80 (.92) 1.67 (.83) n.s
Become upset 2.49 (.89) 2.24 (.90) .023
Confronting the problem 3.43 (.59) 3.55 (.51) n.s
Ignore the situation/ denial 1.27 (.85) 1.27 (.83) n.s
Remove oneself from the situation 1.32 (:72) 1.38 (.70) n.s
Provide information to others 3.13 (.80) 3.42(.71) .002
Provide emotional support to others 3.11 (.93) 3.35 (.88) .031
Provide practical help to others 3.13(.93) 3.38 (.80) .013
Accept or become resigned to the situation 2.83 (.76) 3.19 (.75) <.001
Worry/ fear 3.26 (.82) 3.05 (.78) .040
Rationalising/ putting things into perspective 2.93 (.82) 3.36 (.68) <.001

In order to assess the reliability of the resulting seven-scenario measure, item analyses
were conducted on the 19 responses hypothesised to assess coping at time 1 and at
time 2. Initially scores for each of the 19 response-options were correlated with the
total coping score. All the correlations were greater than .30, apart from acceptance at
time 2 (r=.22). Coefficient alpha for the coping scale was .84 at time 1 and .83 at

time 2.

Coping Dimensions

Measures of sampling adequacy indicated that the correlation matrix for the 19-item
scale was highly suitable for factor analysis both at time 1 (KMO = .767, Bartlett’s
test of sphericity X2 = 1335.712, p<.0001) and time 2 (KMO = .760, Bartlett’s test of
sphericity X? = 1073.121, p<.0001). The dimensionality of the 19 coping response

items was analysed using principle components analysis. The scree-test was used to
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determine the number of factors to extract. Factors were subsequently rotated using

varimax rotation and using direct oblimin rotation.

Time 1 Coping Responses

The scree-test (see fig 1) indicated a three-factor solution. Very similar solutions were
obtained using the varimax and direct oblimin procedures. The three factors,
accounting for 57% of the variance, were labelled ‘active coping’, ‘avoidance’ and
‘emotional response’. Factor loadings are shown in table 4 below. Correlations

between the three factors obtained using direct oblimin rotation are shown in Table 5.

The similarity between orthogonal and oblique solutions shown in Table 4, and the
small correlation coefficients in Table 5 suggest that the three coping dimensions are
highly independent. This three-factor solution generally conforms well to the
principles of simple structure, although four of the 19 coping responses have
significant loadings on more than one factor, as indicated by both the varimax and
direct oblimin rotations. These are ‘rationalising/ putting things in perspective’,
‘acceptance’, ‘seeking emotional help’ and ‘hoping/ wishful thinking’. In order to

obtain ‘pure’ dimensions, these responses should be omitted from the scale.

Figure 1: Plot of Eigenvalues Against Components for Time 1 Coping Responses

Scree Plot

Eigenvalue

1 2 3 4 5 6 7 8 9 1011 12 13 14 15 16 17 18 19

Component Number
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Table 4: Correlations Between the Coping Items and Coping Factors for Time 1

ACTIVE COPING AVOIDANCE EMOTIONAL
RESPONSE
Varimax  D.Oblimin Varimax D.Oblimin Varimax D.Oblimin
Provide Information .853 .860 .086 -.014 107 .062
Provide Practical Help .839 .857 .005 -.091 .013 -.027
Provide Emotional Support 796 .802 .076 -.018 137 .096
Confronting the problem 732 742 .069 -.012 -.044 -.087
Seek Practical Help .697 .690 189 113 .019 -.024
Seek Information .665 .681 -.038 -.121 145 116
Rationalise/ Perspective 524 485 479 439 -.244 -297
Seek Emotional Help 492 474 177 A11 399 367
Distraction -.105 -.199 782 812 019 -.020
I[gnore Situation/ Denial -.187 -.281 764 .802 .044 .009
Think Positive .289 212 718 703 -.036 -.091
Remove Self from Situation .040 -.043 .667 .668 292 254
Try to Relax/ Calm Oneself 231 .169 .558 542 .092 .050
Hope 178 A11 553 534 347 308
Accept Situation 423 375 523 .493 -.188 -.238
Become Upset .088 .074 -.012 .051 .868 .868
Panic -.064 -.090 .056 .036 857 860
Become Angry -.002 -.031 118 .097 713 709
Worry 171 153 .067 .025 708 .699

Table 5: Component Correlation Matrix

COMPONENT 1 2
1 1.00 229 .08l
2 229 1.00 .10
3 .081 .100 1.0

Time 2 Coping Responses

The scree-test (see fig 2) indicated a three-factor solution, accounting for 53% of the
variance. As before, the factors were labelled ‘active coping’, ‘emotional response’
and ‘avoidance’. Again, very similar solutions were obtained using the varimax and
direct oblimin procedures, although for the emotional response dimension factor
loadings are negative using the direct oblimin procedure, so strictly speaking this
dimension should be labelled ‘lack of emotional response’ according to this solution.
Factor loadings are shown in Table 6 below. Correlations between the three factors

obtained using direct oblimin rotation are shown in Table 7.
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Figure 2: Plot of Eigenvalues Against Components for Time 2 Coping Responses
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Again, the factors appear highly independent. The largest correlation is between the
avoidance and emotional response dimensions (r=.19). Six of the 19 responses have
significant loadings on more than one factor as indicated by both varimax and direct
oblimin solutions. The same responses as before have similar loadings on two factors
and so should be removed. Although ‘remove self from the situation’ and ‘worry’
have significant loadings on two factors, there is a clear difference between these two
loadings (pﬂma}y loading is above .6, whilst secondary loading only just exceeds .3).

It is suggested at this stage therefore that these items should be retained.
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Table 6: Correlations Between the Coping Items and Coping Factors for Time 2

EMOTIONAL
RESPONSE

ACTIVE COPING AVOIDANCE

Varimax D.Oblimin  Varimax D.Oblimin Varimax D.Oblimin

Provide Information 796 812 -.052 -.126 051 -.021
Provide Practical Help 844 .862 -.056 -.132 -.038 .070
Provide Emotional Support 776 778 .076 .001 171 -.129
Confronting the problem .643 .650 .020 -.037 -.013 .044
Seek Practical Help .588 577 196 144 .088 -.042
Seek Information .533 531 .084 .034 110 -.078
Seek Emotional Help 509 489 242 185 413 -.366
Think Positive 189 123 749 751 -.023 113
Distraction -.078 -.145 .681 .696 191 -.123
Ignore Situation/ Denial -.257 -.326 .665 .696 194 -.135
Remove Self from Situation -.059 -.123 .620 .625 .390 -.328
Accept Situation .165 118 572 .583 -305 376
Hope 176 124 .529 510 395 -.332
Rationalise/ Perspective .380 342 .520 512 -.355 430
Try to Relax/ Calm Oneself 318 274 .503 482 117 -.049
Panic .004 -.021 143 113 841 -.830
Become Upset 162 152 011 -.037 825 -.822
Become Angry .004 -.016 .102 .075 740 -.733
Worry 313 301 .082 .030 .668 -.649

Table 7: Component Correlation Matrix

COMPONENT 1 2 3
1 100 .186 -.075
2 .18 1.00 -.152
3 -075 -152  1.00

Coping Dimensions — Revised Scale

After removing items that did not load clearly onto one factor only, scores were again
subjected to principal components analysis. As previous rotations indicated that
factors are highly independent, varimax rotation only was requested. The scree-plot
again revealed a 3-factor solution, which accounted for 62% of the variance in time 1
responses and 58% of the variance at time 2 (see fig 3 and 4). Factor scores are

shown in Table 8.
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Figure 3: Plot of Eigenvalues Against Components for Time 1 Coping Responses
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Figure 4: Plot of Eigenvalues Against Components for Time 2 Coping Responses

Eigenvalue

Scree Plot

(revised scale)

Component Number

84



Chapter V Development of a Coping Questionnaire

Table 8: Correlations Between the Coping Items and Coping Factors: Revised Scale

TIME 1 TIME 2
Emotional Emotional
Active coping Avoidance Active coping Avoidance

Response Response
Provide Information 870 .092 .086 .803 -.105 102
Provide Practical Help 870 .029 -.011 872 -.066 -.033
Provide Emotional Support .808 .091 120 765 .039 .188
Confronting the problem .748 .047 -.033 666 -.005 .022
Seek Practical Help .695 212 -.032 607 246 .025
Seek Information .665 -.090 172 563 423 .088
Distraction -.057 831 .-008 .000 798 078
[gnore Situation/ Denial -.140 821 .021 -.181 768 .108
Remove Self from Situation .053 676 285 -.017 .651 352
Think Positive .288 .650 -.065 216 709 -.082
Try to Relax/ Calm Oneself 248 591 102 .320 474 141
Become Upset .085 -.017 .883 129 .030 .856
Panic -.052 102 854 -.013 .206 .846
Become Angry .007 130 745 -.009 130 784
Worry 174 .027 729 .276 044 700

Factor loadings for the revised scale conform well to the principles of ‘simple
structure’, with only 2 of the total 30 responses loading significantly on more than one
factor. These are ‘remove self from the situation’ (time 2), and ‘try to relax/ calm
oneself” (time 2). Although the former clearly loads onto ‘avoidance’, the latter has

similar loadings on both ‘avoidance’ and ‘active coping’.
Cross-Situational Consistency of Factor Scores

Factor scores were obtained by summing scores on all items loading onto a factor
(indicated in the table above). This method is the simplest means of obtaining factor
scores and generally correlates highly with more elaborate statistical procedures (see
Kline, 1999). Factor scores for each scenario were saved into SPSS (v. 9.0) in order
that item analyses could be conducted. All item-total correlations were greater than
.30. Coefficient alpha ranged from .74 for active coping (Time 2) to .87 for avoidance
(Time 1) indicating a high degree of cross-situational consistency for all three

dimensions.
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Study II Conclusions and Implications for Study III

The analyses reported in the present study indicate that the situation and response
categories identified in Study I were perceived as stressful and highly imaginable by
an independent sample of respondents. Three of the original situation categories were
excluded, as these types of situations were not typical of respondents’ day-to-day
experience. The resulting seven-scenario scale demonstrated a high degree of internal

consistency.

Asking participants to indicate how they would respond at time 1 and 2, meant that it
was possible to examine whether the coping options provided by the CSSQ are
appropriate to coping in both the initial and late stages of stressful encounters. Item
analyses indicated that the 19 responses hypothesised to assess coping at time 1 were
measuring the same underlying construct. At time 2, 18 of the 19 responses were
highly correlated with the overall construct, the exception being ‘acceptance’.
Principal components analyses provided greater detail regarding the interrelationships
between coping items. Three factors were extracted both at time 1 and time 2.
Comparison of orthogonal and oblique rotations suggested that these factors were not

highly correlated.

Four of the original 19 responses were excluded due to significant loadings on more
than one factor. Rationalising/ putting things in perspective and acceptance had
similar loading$ on the active coping and avoidance dimensions. It is possible that
accepting the situation and putting things in perspective may allow the individual to
form a meaningful structure of the event in order to take steps to take an active role in
dealing with the situation, or may allow the individual to arrive at a less catastrophic
perception of the event in order that it may be put out of mind. The multi-faceted
nature of acceptance as a coping strategy has also been highlighted by Lyne and
Roger (2000). They explain that accepting the reality of a situation may facilitate
active coping, however a tendency to accept that nothing can be done to change the
situation may predispose the individual to denial or helplessness. It is possible that
acceptance is distinct from coping, and may be more allied to appraisal processes. The
present study provides mixed results with respect to acceptance; whilst this response

appeared to be highly correlated with the overall construct at Time 1, this was not the

86




Chapter V Development of a Coping Questionnaire

case at Time 2. Further research would be beneficial to examine the role of

acceptance both in the early and late stages of stressful encounters.

Seeking emotional support had similar loadings on the active coping and emotional
response dimensions. Again, it is likely that this strategy can be used for a number of
different reasons. For example, seeking emotional support may form part of
collaboration with others aimed at changing the situation, or may be used to deal with
feelings of panic, anger, upset and worry. Similarly, dual loadings for ‘hoping/
wishful thinking’ suggest that this strategy may be used either to allow the individual
to see the event in a more positive light in order to put it out of mind, or may be used
to deal with emotional arousal. Such overlaps highlight the importance of designing
scale items that specify not only the behaviour/ cognition, but also the underlying

intention.

The revised 15-item scale appears to tap three coping dimensions: active coping,
avoidance, and emotional response. This structure is supportive of the notion that
vigilant or active methods of coping can be distinguished from avoidant or passive
methods. In general the active coping dimension appears to involve cognitions or
behaviours aimed at drawing on resources available and doing what one can to
improve the situation for oneself or for others. The avoidance dimension seems to
involve cognitions or behaviours aimed at avoiding anxiety, maintaining a positive
view of the situation, or withdrawing either physically or mentally. The addition of a
third factor for ‘emotional response’ is supportive of Lyne and Roger’s (2000) re-
evaluation of the COPE in which they extracted ‘rational’, ‘emotion-focused’ and
‘avoidance’ coping dimensions. In the current study this factor is labelled emotional
response rather than emotion-focus as it appears to tap emotional reactions such as
worrying, panicking, becoming angry, or upset as opposed to attempts to change one’s
emotions. In fact it is possible that the label emotional response may be a more
accurate description of the emotion-focus factor of the COPE. It is not possible to
determine whether COPE items such as ‘I feel emotional distress and express those
feelings’ , ‘I get upset and let my emotions out’, and ‘I get upset and am really aware
of it’ are assessing a propensity to become emotionally aroused or a tendency to

express those emotions. In order to identify the important dimensions of coping it
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will be necessary to design scales carefully, avoiding the use of potentially ambiguous

items.

A further limitation of previous three-factor models of coping is that they have been
based on questionnaires which request participants to indicate how they generally
cope (eg. Endler & Parker, 1990; Lyne & Roger, 2001). It is therefore not clear that
this structure is applicable to different types of stressful situations (see Chapter III).
The use of hypothetical situations in the current study addressed this problem. Scores

for the three coping factors were highly consistent across seven different situations.

The CSSQ therefore appears to represent an improvement on previous measures of
coping in that the scenarios described are sufficiently close to individuals’ day-to-day
experience to be effectively imagined, the scale demonstrates a high degree of internal
reliability and the structure of the questionnaire allows for comparisons of coping
responses to different types of stressful situation. The scale also allows for
examination of coping in both the early and late stages of stressful encounters, and
includes measures of situational appraisals and level of experience with the type of
situation described. The factor-structure of the CSSQ appears to concur more closely
with three-factor models of coping than either the problem/ emotion- focused or
vigilance/ avoidance distinctions. In order to support the validity of this three-factor
structure however, it is not only necessary to demonstrate that scores generalise across
situations, but also that they remain stable over time, and that they relate in
predictable wa‘ys to measures of person and situation variables. Study II will
therefore examine test-retest reliability of the CSSQ, and test a set of hypothesised
interrelations between scores on each of the three sub-scales and measures of
personality, cognitive variables (appraisals and ability to achieve cognitive structure),
social support and demography (see Chapter III for a discussion of the role of these
factors in coping). In order for the CSSQ to be utilised with patient populations it is
important not only to consider psychometric properties such as reliability and validity,
but also to ensure that the scale is an acceptable length and that instructions are easy
to understand. Respondents’ perceptions of the CSSQ will therefore also be

investigated in Study III.

88



Chapter V Development of a Coping Questionnaire

Study III: Relationships Between Coping Scores

Psychological and Social Variables

This study aims to test the coping questionnaire designed in Study II using a new
sample of respondents. Convergent and divergent validity will be investigated by
examining the coping measure in the context of a set of hypothesised interrelations
with person variables. Internal consistency and test-retest reliability will also be

examined and participants will be asked to comment on the revised scale.

Associations between coping and person variables

The research reviewed in Chapters Il and III suggests that individuals will take an
active role in confronting stressful situations only if they appraise the situation as
controllable, if they have adequate coping resources and believe in the effectiveness
of their own coping efforts. If the individual is lacking in coping resources however,
is unable to make sense of the situation, or does not believe that coping efforts will be
effective, he or she is more likely to become emotionally aroused or engage in
avoidance coping. Chapter II suggests that emotional arousal in stressful situations
may also be associated with gender, with appraisals of stressfulness, and with

personality variables such as neuroticism and trait anxiety.

In addition previous research has linked active attempts to deal with stressful
situations to extraversion (McCrae & Costa, 1986; Parkes, 1986; Rim, 1987Bolger,
1990; Amirkhan Risinger, & Swickert, 1995), optimism, internal locus of control
(Smith et al., 1989; Scheier et al., 1986; Compas et al., 1991) and a lack of
neuroticism (Epstein & Meier, 1989; Endler & Parker, 1990; Amirkhan, et al., 1995)
whilst avoidance coping appears to be associated with neuroticism (McCrae & Costa,
1986; Parkes, 1986; Rim, 1987; Bolger, 1990; Endler & Parker, 1990), introversion
(McCrae & Costa, 1986; Parkes, 1986; Rim, 1987; Bolger, 1990; Amirkhan et al.,,
1995), trait anxiety (Smith et al., 1989) and pessimism (Scheier et al.,1986). Further,
men have been reported to use more avoidant and women more vigilant forms of

coping (Miller & Kirsch, 1987; Krohne, Schumacher & Egloff, 1992; Weidner &
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Collins, 1993). Drawing on this research a number of significant associations

between scores on the CSSQ coping dimensions and person variables are predicted:

Active coping: scores on the active coping dimension will be significantly associated
with extraversion, optimism, internality, self-efficacy, social support, appraisals of

controllability and coping effectiveness and the female gender.

Avoidance: scores on the avoidance dimension will be significantly associated with
neuroticism, introversion, pessimism, trait anxiety, a lack of social support, lack of
self-efficacy, low ratings of coping effectiveness and controllability, difficulty

forming a meaningful structure of stressful events and the male gender.

Emotional arousal: scores on this dimension will be significantly associated with
neuroticism, trait anxiety, lack of social support, lack of self-efficacy, low ratings of
coping effectiveness and controllability, high ratings of stressfulness and the female

gender.

Although associations with CSSQ dimension scores are expected to conform
generally with the above hypotheses, it is important to note that these are formulated
on the basis of previous research using a range of different coping measures. As
discussed previously in this thesis, there is no single agreed definition, or measure of
‘avoidance’, ‘a‘ctive coping’ or ‘emotional arousal’, so associations with person
variables are likely to differ depending on the measures used. Some deviations from

this pattern of results are therefore anticipated.
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Method

Participants

Twenty-five male and 77 female Psychology students from the University of Kent at
Canterbury participated for course credits. The mean age of participants was 22 years

(range from 18-35).
Materials

Participants completed a participant information sheet asking them to indicate their
age and gender, and the seven-scenario CSSQ (see Appendix 5). After completing the
CSSQ, participants were requested to indicate their perceptions about the length of
time the questionnaire took to complete on a five point scale ranging from 0 (not at all
acceptable) to 5 (totally acceptable). Participants were also asked to give general
comments on the scale. Participants were then requested to complete measures of
personality, social support and cognitive variables. In order to reduce the amount of
time required to complete all measures, short-form questionnaires were used where

possible. These are described below:

The personality. dimensions of Neuroticism, Extraversion, Optimism, Internality, and
Self-efficacy were assessed using a single questionnaire comprising items from the
International Personality Item Pool (2001), a web-site providing access to measures of
individual differences with a common item format (see Goldberg, 1999;
http://ipip.ori.org/). Respondents are asked to indicate ‘how accurately each statement
describes you’ on a scale ranging from 1 (very inaccurate) to 5 (very accurate).
Scores for each personality variable are obtained by summing five positive and five
negatively coded items. The order of negative and positive items, and the order of
items relating to each of the five personality variables is counterbalanced. Alpha
coefficients are reported ranging from 0.71 for Internality to 0.86 for Optimism and
Extraversion (see http://ipip.ori.org/). In the current sample Cronbach’s alpha ranged

from 0.66 for Internality to 0.87 for Extraversion and Optimism.
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Trait and State Anxiety were assessed using the State Trait Anxiety Inventory (STAI-
Spielberger, et al., 1980). This inventory comprises separate self-report scales for
measuring state and trait anxiety. The state anxiety scale comprises 20 statements (10
negative and 10 positive) which evaluate how respondents feel ‘right now, at this
moment’, whilst the trait anxiety scale comprises 20 items (11 positive, nine negative)
assessing how individuals generally feel. Participants respond by indicating a number
from 1 (almost never) to 4 (always). Alpha coefficients have been reported ranging
between 0.86 and 0.95 for state anxiety and between 0.89 and 0.91 for trait anxiety
(Spielberger, Gorsuch, Luzhene, Vagg & Jacobs, 1983). In the current study,

Cronbach’s alpha of 0.94 was obtained for state anxiety and 0.93 for trait anxiety.

Social support was assessed using the 12-item version of the Interpersonal Support
Evaluation List (ISEL, Cohen & Hoberman, 1983; Cohen, Mermelstein, Kamarck, &
Hoberman, 1985). The scale comprises six positive statements about the availability
of potential social resources and six negative items. Respondents are asked to
indicate whether each statement ‘is true about you’ on a scale from 1 (definitely false)
to 4 (definitely true). The ISEL-12 includes three subscales; appraisal support, which
assesses the perceived availability of confidants to talk to about one’s difficulties;
belonging support, which assesses the availability of people to do things with; and
tangible support, which assesses the availability of practical or instrumental help.
Cohen et al (1985) report internal consistency ranges for the original (40-item) ISEL
between 0.70 and 0.82 for appraisal, 0.73 and 0.78 for belonging and between 0.73
and 0.81 for tangible support. In the current sample values of 0.78 (appraisal), 0.74
(belonging) and 0.63 (tangible) were obtained.

Ability to Achieve Cognitive Structure was assessed using the AACS (Bar-Tal &
Spitzer, 1999). This scale comprises 24-items with a 6-point scale ranging from
completely disagree (1) to completely agree (6). Scores tap ability to make sense of
ambiguous situations. Nine items are positively phrased (eg. ‘usually I don’t have
afterthoughts after making a decision’) and nine negatively phrased (eg. ‘even when I
am bothered by a decision I should make, it is hard for me to make up my mind and
free myself from the hassle’). Bar-Tal (1994c; Bar-Tal et al., 1997) reported
Cronbach’s alpha of 0.84 for the AACS scale. Cronbach’s alpha of 0.84 was also

obtained in the current study.
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Design and Procedure

Participants were recruited via the Research Participation Scheme web-site and were
informed that the purpose of the experiment was to examine the interrelationships
between a number of different person variables measured using self-report
questionnaires. Participants completed the questionnaires (described above)
independently whilst seated in a quiet room, and were debriefed at the end of the
session. All participants were invited to return one to two weeks later in order to
complete ‘an additional questionnaire’. Of the total sample, sixty attended the second
session where they were asked to complete the CSSQ again. Participants were
informed that the purpose of repeating the questionnaire was to examine whether
scores remain stable over a period of one to two weeks. They were not informed
whether scores would be expected to change or to remain the same over this period of
time. In order to allow examination of the seven situations independently, free from
order-effects, counterbalancing was used such that 50% of the participants received

the scenarios in reverse-order.

Data Analysis and Hypotheses

The following analyses were conducted:

Ecological Validity and Respondents’ Perceptions of the Questionnaire -
Participants’ ratings of the situations in terms of previous experience with the type of
scenario described, imaginability and stressfulness were examined. As in Study II, all
scenarios were required to be above the mid-point of the stressfulness and
imaginability scales and to have been experienced by at least 50% of respondents. In
addition, a mean score was calculated for participants’ ratings of the length of the

questionnaire.

Item analyses, reliability and association with state-anxiety- The internal consistency
of the 15-item, seven-scenario measure was assessed using Crohnbach’s alpha. In
addition, correlations were obtained between the test and re-test scores for each factor,

and between coping dimensions and state anxiety. As the CSSQ is intended to
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measure dispositional coping, scores should not correlate significantly with state

anxiety, when trait anxiety is statistically controlled.

Associations between coping and person variables — These analyses were conducted

in two stages.

Stage 1: In order to test hypothesised associations with coping, bivariate correlations
were conducted between scores on the three CSSQ dimensions at time 1 and 2 and the

person variables described above.

Stage 2: Bivariate correlations between person variables and coping scores are likely
to present an over-simplified picture of such relationships. Correlations do not take
into account interrelationships between the variables. For example, appraisals are
likely to be influenced by personality and social support, personality is likely to be
influenced by gender and so on. In order to address this limitation the current study
followed the approach employed by Terry (1994) in which stable factors are entered
into hierarchical models prior to more transitory factors. Hierarchical regression
analyses were conducted, entering gender in the first step, personality and support
variables in the second step and appraisals' in the third. Regressions were conducted
for each coping dimension separately, entering only those variables that were
significantly correlated with the dependent variable in the preceding analysis (see
stage 1). As pe‘rsonality variables are typically intercorrelated, possible problems of
multicollinearity were anticipated. Tabachnik and Fidell (1996) suggest that to avoid
multicollinearity (or singularity), variables that correlate at 0.7 or above should not be
entered into the regression model. Highly correlated pairs of variables were therefore
identified and the variable with the lowest association with the dependent variable

was excluded.

'"Total scores were computed for ratings of stressfulness, controllability and coping effectiveness by
summing across the seven scenarios.
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Results

Ecological Validity of Stressful Situations

For all seven scenarios, the majority of participants (between 51% and 91%) indicated
that they had previously experienced situations of the type described. Mean
imaginability ratings ranged from 3.64 (for bereavement) to 4.54 (for assessment) and
mean stressfulness ratings ranged from 2.94 (for conflict) to 4.18 (for bereavement).
The scenarios were therefore perceived as stressful by the current sample, and were

sufficiently close to their real-life experience to be adequately imagined.

Participants’ Ratings of the Questionnaire

Participants’ ratings of the CSSQ ranged from O to 5, indicating that whilst the scale
was perceived as completely acceptable to some respondents, to others it was
considered completely unacceptable. The mean score of 3.12 (out of maximum
possible score of 5) indicated that on the whole the scale in its current form is
perceived to be around 60% acceptable. Eighteen participants gave additional
comments on the questionnaire. The majority (N=14) of these indicated that the
questionnaire was too long, or too repetitive. One participant also indicated that, as a
student, he found it difficult to imagine the work-place scenarios. Three participants
gave positive feedback about the questionnaire. For example, one participant wrote
that ‘it does need a lot more concentration than other studies I have done, but I do not
find this unreasonable’ (participant 79), one wrote that ‘it was easy to follow and not
at all time consuming’ (participant 98), and a third commented ‘very good situations
chosen’ (participant 66). Two of the participants who indicated that the questionnaire
was too long also gave additional positive feedback. For example participant 17
wrote that although the questionnaire was ‘really long,.....it was pretty interesting’.

Participant 20 wrote that ‘it was quite long but not difficult to answer’.
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Item Analyses, Reliability and State Anxiety

Mean scores (averaging across the seven scenarios) were calculated for each coping
response at time 1 and time 2. Item analyses were conducted on the 15 responses
hypothesised to assess coping at the two time points. Coefficient alpha for the coping
scale was .80 at time 1 and .82 at time 2. Factor scores for each scenario were saved
into SPSS (v 9.0). Item analyses were then conducted separately for each factor
treating the scenarios as scale items. Cronbach’s alpha was calculated separately for
each factor in order to assess consistency of factor scores across the seven scenarios.
Coefficient alpha for all factors was above .70 indicating that scores were highly
consistent across the seven situations. Item-total correlations were greater than .30 for
all items apart from ‘relax’ time 1 (r=21) and both ‘relax’ (r=.22) and ‘positive
thinking’ (r=.19) at time 2. Removing these two items resulted in an increase in alpha
at both time points. The following analyses are therefore based on the shortened
avoidance scale with the items ‘relax’ and ‘positive thinking’ omitted. Summary

statistics are reported in Table 1 below.

Table 1: Cross-situational Consistency of Factor Scores

TIME 1 TIME 2
Active coping  Avoidance Emotional Active coping Avoidance Emotional
Response Response
Alpha 89" .80 .81 .89 81 .82
M 18.28 4.73 9.46 20.33 5.06 9.42
SD 4.07 2.22 2.95 3.85 2.17 2.84

Sixty participants completed the questionnaires 1-2 weeks later. Correlations between
test and retest scores on each of the coping dimensions were obtained. Correlations
ranged from .83 (for avoidance time 1) to .89 (for active coping time 2). All
correlations were significant at the p< .001 level, indicating a high level of test-retest
reliability. Partial correlations were conducted between the coping factor scores and
state anxiety, controlling for trait anxiety. No significant associations with state
anxiety were revealed, confirming that coping dimension scores are unrelated to mood

at the time of testing.
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Bivariate correlations were conducted between scores on the three coping dimensions
at time 1 and 2 and the person variables described above. Results are shown in tables

2 and 3 and are described below.

Time 1 Coping

As hypothesised, active coping scores are associated with gender, extraversion, self-
efficacy, appraisal support and ratings of coping effectiveness, indicating that women,
extraverts, individuals who believe their coping efforts will be successful and those
who feel able to confide in others are most likely to confront situations in the early
stages. Active coping dimension scores however, were not associated with internality
or optimism, or with ratings of controllability, although individual items on this scale

are associated with all three variables in the direction predicted.

The associations for the emotional response dimension also conform in general to the
pattern predicted, as scores are positively correlated with gender, neuroticism, trait
anxiety and ratings of stressfulness, and negatively associated with self-efficacy,
ability to form a meaningful structure of the event, ratings of controllability and
coping effectiveness. Scores were not however significantly associated with social
support, and significant correlations were revealed for optimism and internality. This
pattern of results suggests that people are most likely to become emotionally aroused
if they are female, neurotic, pessimistic, have an external locus of control, lack belief
in their own coping efforts, see the situation as highly stressful or uncontrollable or

have difficulty forming a meaningful structure of the event.

Consistent with predictions, avoidance scores are positively associated with trait
anxiety, and negatively associated with self-efficacy, ability to achieve cognitive
structure, social support and ratings of coping effectiveness, although hypothesised
associations with controllability are not supported. Scores are also negatively

associated with optimism and internality.
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Table 2: Correlations Between Time 1 Coping and Person Variables

Gender

Belonging
Support

Active Coping

Tangible
Support

Stressfulness

Coping

Controllability

Provide Information

Effectiveness

Provide Practical
Help

Provide Emotional
Support

Confrontive Coping

Seek Practical Help

Seek Information

Emotional
Response

Become Upset

Panic

Become Angry

Worry

Avoidance

Distraction

Ignore
Situation/Denial

Remove self from
situation

*p<.05, **p<.01
N= neuroticism, E=extraversion, O=optimism, I=internality, AACS=ability to achieve cognitive structure




Table 3: Correlations between Time 2 Coping and Person Variables
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Time 2 Coping

At time 2 the associations between coping and person variables are very similar to
time 1. However, active coping scores are no longer associated with coping
effectiveness and are significantly associated with belonging support. Avoidance at
time 2 is additionally associated with neuroticism, consistent with the predictions for
this dimension. This pattern of results suggests that belief in one’s coping efforts may
be a more important predictor of active coping in the early than in the later stages.
Having people to do things with (belonging support) may be an important factor in the
maintenance of active coping efforts in the long term, and continuing to engage in
avoidance coping after a significant period of time may indicate a neurotic

disposition.

Predicting Coping Scores from Person Variables

The following analyses aimed to examine the combined influence of stable and more
transient influences on coping, using hierarchical regression analyses in which gender
is entered in the first step, personality and social support in the second step, and
appraisals of the CSSQ scenarios in the third step. Separate analyses were conducted
for each of the three coping dimensions at time 1 and time 2. The bivariate
associations described above suggest that the following variables should be entered

into regression models:

Time 1:

e Active coping: Gender (step 1), extraversion, self-efficacy and appraisal
support (step 2), coping effectiveness (step 3).

e Emotional response: Gender (stepl), neuroticism, optimism, internality, self-
efficacy, trait-anxiety and AACS (step 2), stressfulness, controllability, coping
effectiveness (step 3).

e Avoidance: Optimism, internality, self-efficacy, trait-anxiety, AACS and

tangible support (step 1), coping effectiveness (step 2)
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Time 2:

e Active coping: Gender (step 1), extraversion, appraisal support and belonging
support (step 2)

e Emotional response: Gender (step 1), neuroticism, optimism, internality, self-
efficacy, trait-anxiety, AACS (step 2), stressfulness, controllability, coping
effectiveness (step 3)

e Avoidance: Neuroticism, optimism, internality, self-efficacy, trait-anxiety,

AACS and tangible support (step 1), coping effectiveness (step 2)

Before conducting the regression analyses however, it was necessary to examine
correlations between the predictor variables in order to identify potential problems of
multicollinearity or singularity. Correlations greater than 0.7 were observed between
trait anxiety and the following variables: neuroticism (.832) internality (-.753)
optimism (-.849) and AACS (-.723). Optimism was also highly correlated with

neuroticism (-.896) and internality (.806) and self-efficacy with internality (.702).

On the basis of these correlations optimism, trait-anxiety and self-efficacy were
excluded from the second step of the regression analyses predicting emotional
response scores and from the first step of the regression analysis predicting avoidance.

Results are shown below:

Predicting Active coping Scores

Time 1: Gender accounted for a significant proportion of the variance in active

coping scores at time 1 (R?=.124, F(; g3y= 13.162, p<.001). Addition of extraversion,

self-efficacy and appraisal support in the second step did not result in a significant

increase in R? (F-change s oo, = 2.287, n.s). Addition of coping effectiveness in the
third step however did result in a significant increase in R? (R? = .243, F-change; g9,

= 6.664, p=.011). These results indicate that females and individuals who believe their
coping efforts will be effective are most likely to confront stressful situations in the
early stages. Personality variables are not significantly associated with active coping
once gender is statistically controlled, and beliefs in the effectiveness of one’s coping

efforts are more important than generalised self-efficacy (see Table 4).
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Table 4: Hierarchical Regression Analysis Predicting Active coping Scores

(Time 1) from Person Variables and Appraisals

Unstandardized Standardized
Coefficients Coefficients
B Std. Error  Beta t Sig
Step
(Constant) .593 3.596 .165 .869
1. Gender 3.130 .974 .330 3.215 .002
2. Extraversion .058 .059 .099 .983 .328
Self-efficacy .019 .087 .024 217 .829
Appraisal Support .190 179 .109 1.060 .292
3. Coping effectiveness 2.007 778 276 2.582 .011

Time 2: Gender significantly predicted active coping scores at time 2 (R’= .132,
F(194= 14.250, p<.001) and addition of extraversion, appraisal support and belonging
support in the second step resulted in a significant increase in R? (R? = .203, F-
change( 91y = 2.704, p =.05), indicating that females who are extraverted and have
high levels of support are most likely to confront stressful situations in the later
stages. Associations between individual predictors and the DV in the second step are

all non-significant (see Table 5).

Table 5: Hierarchical Regression Analysis Predicting Active coping Scores

(Time 2) from Person Variables

Unstandardized Standardized
Coefficients Coefficients
B Std. Error  Beta t Sig
Step
(Constant) 7.791 2.949 2.618 .010
1. Gender 2.492 913 276 2.729 .008
2. Extraversion .051 .061 .092 .834 .406
Appraisal Support 275 A77 .166 1.556 .123
Belonging Support .207 218 .106 .947 .346

Predicting Emotional Response Scores

Time 1: Gender accounted for a significant proportion of the variance in emotional
response scores at time 1 (R?= .129, F(; ¢y= 13.531, p<.001), indicating that females
are more likely than males to become emotionally aroused in the early stages of
stressful events. Addition of neuroticism, internality and AACS in the second step

resulted in a significant increase in R? (R?= 352, F-change gg) = 10.051, p<.001),
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suggesting that the combination of a neurotic disposition, an external locus of control
and inability to make sense of stressful events further increases the probability of
becoming emotionally aroused. Addition of appraisals in the third step also resulted in
a significant increase in R? (R? = 441, F-changesgs) = 4.551, p=.005). All
correlations were in the expected direction, suggesting that a tendency to appraise
stressful events in a negative manner is associated with greater emotional arousal.
Gender and appraisals of coping effectiveness are the most important individual

predictors of emotional response scores (see Table 6).

Table 6: Hierarchical Regression Analysis Predicting Emotional Response Scores

(Time 1) from Person Variables and Appraisals

Unstandardized Standardized
Coefficients Coefficients
B Std. Error  Beta t Sig
Step
(Constant) 10.130 3.644 2.780 .007
1. Gender 1.806 .643 .256 2.808 .006
2. Neuroticism .072 .048 .184 1.521 132
Internality -.002 .071 -.003 -.026 .890
AACS -.028 .023 -.148 -1.248 215
3. Stressfulness .400 431 .095 .929 .355
Controllability -.100 420 -.024 -.237 .813
Coping effectiveness -1.608 .570 -.297 -2.821  .006

Time 2: Gender accounted for a significant proportion of the variance in emotional
response scores at time 2 (R?= .114, F(1‘91)= 11.714, p=.001). Addition of
neuroticism, internality and AACS in the second step again resulted in a significant
increase in R? (R’= 428, F-changeggg) = 16.127, p<.001). As before, addition of
appraisals in the third step resulted in a significant increase in R? (R? = .514, F-
change g5y = 5.024, p=.003). Beta coefficients indicate that at time 2, ability to

achieve cognitive structure and coping effectiveness are more important predictors of
emotional arousal than gender. Stressfulness is also marginally significant (see Table

7).
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Table 7: Hierarchical Regression Analysis Predicting Emotional Response Scores

(Time 2) from Person Variables and Appraisals

Unstandardized Standardized
Coefficients Coefficients
B Std. Error  Beta t Sig
Step
(Constant) 11.785 3.242 3.635 .000
1. Gender 1.615 572 .240 2.823 .006
2. Neuroticism .022 .042 .059 .525 .601
Internality -.014 .063 -.026 -.216 .829
AACS -.059 .020 -.322 -2.912  .005
3. Stressfulness .696 .383 173 1.817 .073
Controllability .166 .374 .042 444 .658
Coping effectiveness -1.461 .507 -.282 -2.880 .005

Predicting Avoidance Scores

Time 1: Scores on the avoidance dimension were significantly predicted by
internality, AACS and tangible support entered in the first step (R?*= .154, F 5 g9/=
5.392, p=.002). All coefficients were in the expected direction and AACS was the
most highly associated with avoidance coping scores (see Table 8). Addition of
coping effectiveness ratings in the second step did not significant increase R? (R=
156, F-change(; gg)= 204, ns). This pattern of results suggests that individuals who
have difficulty forming a meaningful structure of stressful events, have low levels of
support and an éxtema] locus of control will be the most likely to engage in avoidance

coping in the early stages.

Table 8: Hierarchical Regression Analysis Predicting Avoidance Scores

(Time 1) from Person Variables

Unstandardized Standardized
Coefficients Coefficients
B Std. Error  Beta t Sig
Step
(Constant) 10.002 2.125 4.707 .000
2. AACS -.033 .018 -.246 -1.840 .069
Internality -.063 .052 -.159 -1.216 227
Tangible support -.158 112 -.139 -1.412 161
3. Coping effectiveness .184 .408 .048 .452 .652
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Time 2: at time 2, neuroticism was added into the first stage of the regression model.
However, collinearity diagnostics indicated that neuroticism is a linear combination of
internality, AACS, tangible support and internality (R?= .515, p<.001), so this variable
was removed. AACS, internality and tangible support significantly predicted scores

on this coping dimension at time 2 (R?=.152, F(3,89)= 5.314, p=.002). All coefficients

were in the expected direction. As at time 1, addition of coping effectiveness ratings
in the second step did not significantly increase R? (R?= .153, F-change; gg)= 095,

ns). Again, AACS is the most important individual predictor of avoidance coping.

Results are shown in Table 9 below.

Table 9: Hierarchical Regression Analysis Predicting Avoidance Scores

(Time 2) from Person Variables

Unstandardized Standardized
Coefficients Coefficients
B Std. Error  Beta t Sig
Step
(Constant) 10.265 2.066 4.969 .000
2. AACS -.032 .017 -.243 -1.820 .072
Internality -.058 .050 -.151 -1.151 .253
Tangible support -.155 .109 -.141 -1.425 .158
3. Coping effectiveness 122 .396 .033 .309 .758
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Study III Conclusions and Implications for Study IV

The results of the current study provide further support for the validity and reliability
of the CSSQ as a measure of dispositional coping style. Bivariate correlations
between scores on the three coping dimensions and person variables were in the
directions predicted and the regression models tested were all highly significant. In
addition, whilst several significant associations between coping scores and trait-
measures were revealed, scores did not correlate significantly with state-anxiety.
Scores on the CSSQ therefore appear to reflect relatively enduring styles of coping

that are not influenced by fluctuations in mood.

The stability of CSSQ scores was also supported by test-retest analyses. All
correlations between time-1 and time-2 coping were significant at the .001 level. The
high degree of test-retest reliability of the current measure is particularly impressive
given the structure of the scale. Participants were required to number 15 response
options at two time points, for seven situations. Therefore, it seems very unlikely that
participants are simply recalling their responses from the previous session, as this
would require recall of 210 separate scores over a period of 1-2 weeks. Participants
were not informed in advance that the second session would involve repeating the
CSSQ, and were not aware of the factor-structure of the questionnaire, so participant
attempts to appear consistent would be unlikely to explain the high test-retest

reliability.

All seven scenarios included in the current version were perceived as stressful and
highly imaginable. However, participants’ ratings of the current form of the
questionnaire indicated that the scale is too long to complete in an acceptable period
of time. This limitation may be particularly important if the scale is used with
vulnerable groups such as hospital patients or individuals with anxiety disorders.
Participants rated the scale as 60% acceptable in it’s current form. Reducing the
length by 40% would result in a four-item measure. Scores are highly consistent
across the seven scenarios, suggesting that similar results would be arrived at using
different shortened versions of the measure. It may be useful for researchers to test

different versions in relation to the population of interest. For example, researchers
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working with individuals who do not have experience of working environments may
chose to omit the work-related scenarios, researchers working with couples may chose
to examine how they cope with interpersonal conflict and the stress of major life
events such as bereavement, those working with vulnerable groups such as patients
may prefer to omit the most stressful scenarios. Alternatively, Krohne and Egloff (in
press) have suggested that scenarios for coping scales should be selected in order to

allow variability in terms of controllability.

Although all subscales demonstrated adequate internal consistency, inter-item
correlations indicated that the items ‘relax’ and ‘think positive’ were not highly
related to avoidance coping. These two items were therefore omitted from the scale.
The revised avoidance scale demonstrates a high degree of internal consistency and a
very similar pattern of associations with person variables at time 1 and time 2. This is
likely to be due to consistency in the use of these strategies across the two time points
(see Study II). Regression analyses suggested that scores on this dimension are
associated with an external locus of control, inability to make sense of the situation
and low levels of support. It would appear therefore that individuals engage in
avoidance coping because they believe that the event is due to factors outside their
control, and are not able to draw on practical or instrumental help in order to alter the
situation. It was also revealed that ability to achieve cognitive structure is highly
correlated with trait anxiety, although the former correlated more closely with
avoidance copiﬁg than the latter. It is possible that trait anxiety results in difficulty
forming meaningful representations of stressful events, and it is this lack of a
meaningful structure that prevents the individual from taking an active role in
confronting the situation. This explanation is certainly consistent with evidence of
associations between anxiety and interpretation processes (see Chapter II), however
further research will be needed to test such directional hypotheses. Further research
will also be needed in order to determine the long-term consequences of inability to
make sense of stressful events. Related research focusing on ‘sense of coherence’
(SOC) has revealed negative associations between SOC and stress, ankiety and anger
during a stressful experience (McSherry & Holm, 1994), and degree of PTSD
symptoms following a stressful experience (Frommberger et al., 1999). It would be

useful to determine whether such associations are mediated or moderated by coping.
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Scores for the remaining two dimensions appeared to demonstrate different
relationships with predictor variables at time 1 compared to time 2. For example,
whilst gender and ratings of coping effectiveness significantly predicted time 1 active
coping scores, at time 2 scores were predicted by gender, and by the combined
influence of extraversion and social support. This suggests that attempts to actively
confront stressful situations in the early stages are motivated by a belief in the
effectiveness of one’s coping efforts, whilst active coping at a later stage is
determined by ability to engage with others. For the emotional response dimension
regression analyses indicated that gender and perceived coping effectiveness were the
most important predictors of time 1 scores, whilst ability to achieve cognitive
structure and ratings of stressfulness played a greater role at time 2. It may be that in
the early stages of stressful encounters tendencies to become emotionally aroused are
largely determined by biological factors such as activation of the body’s stress-
response systems, whilst at a later stage the individual has had the opportunity to
assess the situational parameters and consequently individual differences in appraisal
processes and ability to make sense of stressful situations also influence arousal.
However, as biological processes were not examined in the current study this
hypothesis must remain as speculation. Relationships between scores on the CSSQ

and biological processes will however be explored in the following study.

Further research will be necessary in order to determine whether coping styles remain
consistent over longer periods of time, such as months or even years. The CSSQ
would be a useful measure for assessment of coping consistency over time, as it is
possible to ensure that participants are responding to the same scenarios at the same
time points, both at test and re-test. As the scale also incorporates measures of
experience and appraisals, it would be possible to determine whether any changes in
scores are due to increased experience with the types of situations described, or to
changes in the way the situations are appraised. Differences in appraisal processes
over time may occur due to changes in resources or to changes in life-goals. For
example, an individual may feel that the ‘time pressure/ delay’ scenario would not
cause him significant anxiety if he has an understanding boss, or if he does not value
his job. If, in a year’s time this individual has changed to a job he values, or has had
an argument with his boss, he may rate this scenario as highly stressful. The CSSQ

allows measurement of coping responses and appraisals simultaneously, so it is
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possible to explore reasons why responses may change from one testing period to the

next.
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Study IV: The Relationship between Coping Style and Cortisol

Response to an Acute Experimental Stressor

‘One of the most remarkable lines of research in psychosomatics is represented by
the study of the differences in reactivity exhibited by each individual in response to

exactly the same stressful situation’ (Biondi & Picardi, 1999, p.131).

A number of studies have attempted to identify factors that explain individual
variation in physiological responses to stressful situations. Although a wide range of
variables have been examined, a recent review suggested that personality or coping
styles associated with negative emotion, affect regulation, or interpersonal
relationships are most likely to correlate with biological changes following stress
(Kiecolt-Glaser, McGuire, Robles & Glaser, 2002a). Kiecolt-Glaser, McGuire,
Robles and Glaser (2002b) write that ‘the link between personal relationships and
immune function is one of the most robust findings in PNI’ (p 539). High social
support has been linked to lower cortisol levels in women with metastatic breast
cancer (Turner-Cobb et al., 2000), better immune function among medical students
(Glaser et al., 1992), and among spouses of both cancer patients (Baron, Cutrona,
Hicklin, Russell & Lubaroff, 1990) and dementia sufferers (Kiecol-Glaser, Dura,
Speicher, Trask & Glaser, 1991), whilst discordant personal relationships have been
associated with immune dysregulation (Kiecolt-Glaser et al., 1993;1994;1996;1997,
Mayne, O’Leary, McCrady, Contrada & Labouvie, 1997).

Social support may influence immune function via coping processes, as individuals
with supportive social networks are likely to have greater opportunity for coping by
expressing emotions and leaning on others in times of need. Research evidence
suggests that expression of emotions during stress may have a beneficial impact on
immune status, whilst suppression of emotions may have negative outcomes. For
example, Cole, Kemeny, Taylor, Visscher & Fahey (1996) found that gay men who
concealed their homosexual identity experienced an accelerated course of HIV over 9
years, assessed by CD4+ T-cell counts, AIDS diagnosis and AIDS mortality, even
when demographic, health and psychopathology factors were controlled.

Interventions that encourage individuals to express their emotional responses to
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negative events have been demonstrated to result in improvements in both immune
status and disease activity (Pennebaker, Kiecolt-Glaser & Glaser, 1988; Esterling et
al., 1994; Petrie, Booth, Pennebaker, Davison & Thomas, 1995; Smyth, Stone,
Hurewitz & Kaell, 1999).

Brown et al (1996) however, point out that studies focusing on anxiety, distress, and
other dimensions of negative affect have yielded inconsistent results. They discuss a
number of studies linking negative affect with cortisol responses to stressful
situations. One set of studies has reported that heightened cortisol responses to stress
are associated with inhibition of negative emotions. However, other studies suggest
that heightened subjective or behavioural signs of anxiety or distress are associated
with elevated cortisol levels. Brown et al (1996) suggest that heightened distress and
inhibition of distress may be independently linked to elevations in cortisol and that
this pattern of results can be explained by individual differences in repression-
sensitization. Brown et al (1996) demonstrated that repressors and high anxious

participants evidence higher basal cortisol levels than low anxious participants.

Frankenhaeuser (eg. Frankenhauser, 1982; 1986; Lundberg & Frankenhaeuser, 1980)
suggests that individual differences in physiological responses to stress may be
explained by levels of distress and effort. According to this model, effort is
associated with high personal control and active coping, whilst distress is associated
with low persc;nal control and avoidant coping. Lundberg and Frankenhaeuser
(1980) demonstrated that adrenalin responses to a number of stressful tasks were
highly associated with effort, whilst cortisol responses were moderately associated
with both distress and effort. More recently, Suzuki, Kumano and Sakano (2003)
demonstrated the impact of different combinations of effort and distress on
physiological and psychological responses to stress. In this study participants were
required to complete a mental arithmetic task under one of four conditions. In the
effort coping condition, the participant was informed that good performance would
be rewarded with a 1000-yen bonus, in the distress condition the participant was
warned that poor performance would be punished with an electric shock, in the
effort-distress condition the participant was given both punishment and reward
instructions, and in the control condition the participant was not informed that any

punishment or reward would be given. A manipulation check (participants’ ratings of
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their level of effort and distress) confirmed that the instructions had resulted in the
required combinations of effort and distress. Results indicated that distress coping
and effort-distress coping intensified skin conductance level, and that effort coping
and effort-distress coping intensified cardiovascular responses, particularly blood
pressure. Cluster analysis indicated that changes of heart rate and blood pressure
were correlated with the change in effort score, whilst changes in SCL and

psychological responses correlated to the change in distress scores.

The research evidence therefore suggests that active coping styles associated with
exerting effort, or drawing on social support are likely to be associated with
physiological responses to stressful situations. Coping styles associated with distress
and negative affect in stressful situations are likely to demonstrate associations with
both physiological and psychological responses to stress. The following study
therefore examines associations between cortisol responses to an acute laboratory
stressor and scores on the coping questionnaire developed in this chapter. It is
hypothesised that cortisol elevations will be associated with scores on the active
coping and emotional response dimensions and increases in anxiety will be
associated with scores on the emotional response dimension. The CSSQ assesses the
methods people use to cope in both in early (time 1) and later stages (time 2) of
stressful encounters. As the current study examines coping with an acute stressor,

stronger associations are expected with scores at time 1.
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Method

Participants

Fifteen females and six males, ranging in age from 17 to 49 years (mean age 28.48)
took part in the study after responding to an advertisement. All participants were

students, staff or prospective students of the University of Kent at Canterbury.

Research Protocol

In order to examine associations between coping and cortisol responses to stress, the
questionnaire under development was added to an ongoing program of research
examining the effectiveness of a shortened version of the Trier Social Stress Test.
Participants were required to undertake a 5-minute verbal serial-subtraction exercise
standing in front of a panel and were informed that they were being recorded on video
camera and audiocassette. Before completing the task, participants were taken into a
room by a ‘receptionist’” who collected information relating to illness, medications
taken, physical exertion prior to arrival at the laboratory and smoking behaviour. An

information sheet was designed to assess these variables (see materials).

Design and Procedure

Flyers were posted in a number of locations on the University of Kent at Canterbury
campus, advertising the opportunity to win £25 for taking part in a ‘mental arithmetic
task’. A contact telephone number and e-mail address was given for further details.
Individuals who contacted the experimenter were informed that the purpose of the
study was to evaluate the effect of a mental arithmetic task upon hormone levels, and
that in addition to the mental arithmetic task, they would be required to fill-out
questionnaires and provide saliva samples by chewing on a cotton-swab for one to
three minutes. Reassurance was given that there are no risks associated with the

saliva sampling procedure.
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Cortisol levels peak after waking in the morning and after meals (Kirschbaum &
Hellhammer, 2000). Testing was therefore conducted during the afternoon and
participants were requested not to eat or drink anything in the hour prior to the study.
Participants were also asked to refrain from smoking, brushing their teeth, or
performing strenuous exercise in the hour prior to the study, as these activities have
been demonstrated to influence cortisol (see Biondi & Picardi, 1999). Participants
were asked to take a note of the time they awoke on the morning of the study and the

approximate time they fell asleep the night before.

After arriving at the laboratory, the experimenter left the room, and the participant
was given 10 minutes to rest. After this period the experimenter returned to collect
the first saliva sample. The participant was shown how to use the salivette and asked
to wash their hands before handling the cotton swab. The salivette was placed
immediately into the freezer. The experimenter again left the room, and the
participant completed the sample information sheet, questionnaire about the day of
participation, STAI-trait anxiety, and CSSQ (approximately 25 minutes). A second
saliva sample was then taken, and the participant was taken directly into the test room.
The participant was instructed to stand on a mark in the centre of the room facing a
panel of three experimenters and a video camera. The mental arithmetic task was then

described as follows:

‘Please serially subtract 13 from 1022. We will follow your progress and if you make a
mistake we will ask you to start again from the beginning, saying “Stop. 1022”. You will
have 5 minutes to perform this task. Most people can perform this task reasonably quickly

and easily. Do you understand the task? Then please begin.’

All experimenters maintained a stern, austere manner throughout the task. After the
task had been administered for 5 minutes, the participant was instructed to stop and
was taken immediately into the relaxation room. A saliva sample was taken, and the
participant completed the STAl-state anxiety. Further samples were collected after 20,

40 and 60 minutes of relaxation. A summary of the study time plan is given below.
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Time Activity Location

0-10 minutes Rest Wet-lab

10-15 minutes Cortisol sample 1 Wet-lab

15-40 minutes Questionnaire completion Wet-lab

40-45 minutes Cortisol sample 2 Wet-lab

45-50 minutes Mental Stress Task Test room

50-55 minutes STAl-state anxiety and cortisol sample 3 Relaxation room
55-75 minutes Rest period and cortisol sample 4 Relaxation room
75-95 minutes Rest period and cortisol sample 5 Relaxation room
95-115 minutes Rest period and cortisol sample 6 Relaxation room
115 minutes Debriefing Relaxation room
Materials

Three rooms were set-up for the purposes of the experiment; the wet lab (containing a
table and chair, a hand-basin, and a freezer (-80°C)), the test-room (containing a table,
four chairs and a video-camera) and the relaxation room (containing comfortable

chairs and magazines). Saliva samples were collected using salivettes.

Participants completed the 7-item Coping with Stressful Situations Questionnaire
(CSSQ) and the State-Trait Anxiety Inventory (STAI, Spielberger et al., 1980). In
addition a sample information sheet, and questionnaire about the day of participation
were administered in order to collect demographic data (age, and gender) and
information relating to a number of variables known to influence cortisol

(Kirschbaum & Hellhammer, 2000). These were as follows:

Smoking: participants were requested to indicate whether they smoked and if so, the
number of cigarettes smoked in an average day. In addition, participants were asked

if they had stopped smoking during the past year.

Caffeine: participants were asked to indicate whether they drink any caffeinated
beverages such as tea, coffee, or caffeinated soft drinks, and if so the number of

drinks they consume each day. Participants also rated the number of caffeinated
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drinks consumed on the day of the study on a Likert scale ranging from 0 (many less

than usual) to 10 (many more than usual).

Medication: participants were asked to indicate whether they were currently taking
any medications, or had taken medications in the past month. If so, the participant
was requested to indicate the name of the medication and when the medication was
taken. In addition, participants were asked to list any hormone medication, or steroid

treatment, or any type of hydrocortisone taken at any time in the past.

Physical Activity: participants rated their level of physical activity on the day of the
study on a Likert scale ranging from O (much less active than usual) to 10 (much more
active than usual). Participants were also asked to indicate whether they had
exercised today, and if so to describe the type of exercise, and time of day.

Perceived Well-being: participants rated their level of health in terms of how they felt
on the day of the study on a Likert scale ranging from 0 (much worse than usual) to

10 (much better than usual).

Perceived Stress: participants rated their level of stress on the day of the study from 0
(much less stressful than usual) to 10 (much more stressful than usual). Participants
were also asked to indicate any times during the day that were particularly stressful, or

particularly relaxing.

Quality of Sleep: participants indicated how well they slept on the night prior to the
study on a Likert scale ranging from O (much worse than usual) to 10 (much better
than usual). Participants also indicated the time they went to sleep, and the time they
woke in the morning on the day of the study, and the time they usually go to bed/ get

up in the morning.

Diet: participants were asked to indicate how healthy their diet was on the day of the
study on a Likert scale ranging from O (much less healthy than usual) to 10 (much
more healthy than usual). Participants also indicated what they had eaten on the day

of the study and the times at which they had eaten.

116



Chapter V Development of a Coping Questionnaire

Data Analyses

Change scores for cortisol and anxiety
Following Suzuki et al (2003), cortisol responses to the mental stress task were
transformed into Z-scores as the index of change from baseline (Z-score = Xg,ppies-

Meany,qejine)/SDpaseline)- ~ State anxiety scores following the stress task were also

transformed into change scores relative to trait anxiety scores assessed at baseline.

Potential confounding variables

Bivariate correlation analyses were conducted between change scores and variables

known to influence cortisol (see above).

Association between coping and response to the stress task

In order to examine associations between coping and responses to the stress task, an
analysis of covariance (ANCOVA) was performed with the change score as the DV
and scores on the three time 1 coping dimensions as IVs. This analysis was then
repeated for time 2 coping dimensions. Potential confounding variables (see above)

were entered as covariates.
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Results

Data-screening

Cortisol was undetectable in the saliva of one participant. This is likely to be due to
the effects of medication, as the participant indicated that he was taking Clonazepam,
a benzodiazepine used for the treatment of seizures, panic disorder and anxiety.
Analyses of cortisol data were therefore conducted on the remaining 20 participants.
As is typical for physiological markers of stress (eg. see Turner-Cobb, Sephton,
Koopman, Blake-Mortimer & Spiegel, 2000), the distribution of cortisol levels was

skewed. Raw cortisol levels were therefore log-transformed for all analyses.

Effectiveness of the Stress Task

Figure 1 shows mean salivary cortisol levels at each of the six time points. It is
typical for cortisol responses to lag by 5-20 minutes with maximum cortisol levels 10-
30 minutes after cessation of a stressor (Kirschbaum & Helhammer, 2000).
Maximum cortisol levels in the current study were observed at sample 4, twenty
minutes after the cessation of the stressor. A paired samples t-test comparing mean
log-transformed cortisol at sample 3 and sample 4 indicated that the test was

successful in producing a significant increase in cortisol (77 §)=-3.40, p<.003). There
was also a significant decrease in cortisol from sample 1 to sample 3 (7(78)=2.641,

p=.017). During this period participants were either resting or filling in
questionnaires. This decrease may therefore reflect a reduction in physical activity
during this period, relative to the physical activity necessary to arrive at the laboratory
on time. Cortisol levels at the end of the test were not significantly different from

levels at the beginning of the test ( =.252, n.s). The time-period was therefore
(18) P

appropriate for the purpose of examining both the increase in cortisol following the
stressor, and the subsequent return to normal pre-test levels. All significant
differences remained significant after Bonferroni adjustment. Figure 2 shows cortisol
levels for each participant. It is evident that there is some considerable variability in
responses across the six time points.
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A paired samples t-test was also conducted comparing state anxiety levels following
the mental arithmetic task with trait anxiety levels assessed prior to the test. This
revealed that the test was successful in producing a significant increase in self-

reported anxiety (7,4=2.396, p=.028). The mean for state anxiety was 49 compared

with a mean of 43 for trait anxiety.

Figure 1: Mean Salivary Cortisol Levels at Time 1 to Time 6

Salivary Cortisol (ng/ml)
&

1 2 3 4 5 6

Sample Number

Fig 2: Cortisol Levels for each
Participant
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Sample Number
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Potential Confounds

Bivariate correlation analyses indicated a significant association between the increase
in cortisol following the stress task and both gender (r= -.545, p=.013) and smoking
(r= -.602, p=.005), a positive association with gender indicates that males evidenced
greater increases in cortisol following the stress task than females. The change in

anxiety scores was also negatively associated with smoking (r=-.580, p=.007).

Association with Coping

A one way analysis of covariance (ANCOVA) was conducted to compare high vs low
scorers on each of the time 1 coping dimensions with respect to the change in cortisol
from sample 3 to sample 4, controlling for gender and smoking. Results indicated a
marginal main effect for active coping (F(1,10) = 3.664, p=.085) and emotional
response (F(1,10) = 3.988, p=.074), indicating that high active copers evidenced a
greater increase in cortisol than low active copers, and that low emotional responders
evidenced a greater cortisol increase than high emotional responders. No significant
effect of avoidance was revealed. A one way analysis of covariance was then
conducted for the change in anxiety following the stress task, entering gender as a
covariate. A significant difference between high and low emotional responders was
revealed (F(1,12) = 5.525, p= .037), indicating that high emotional responders
evidenced a gfeater increase in anxiety following the task than low emotional
responders. No other significant effects were revealed. Estimated marginal means and
standard errors are shown in the table below. ANCOVAs were repeated with time 2
coping dimensions as the independent variables. No significant main effects were
revealed. Change scores for high and low scorers on each of the three coping

dimensions are shown in table 1 below.
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Table 1: Standardized change scores for cortisol and anxiety

ACTIVE COPING EMOTIONAL AVOIDANCE
RESPONSE
High Low High Low High Low
Cortisol 1.292 424 440 1.275 939 777
change (.286) (.330) (.286) (.306) (.283) (.319)
Anxiety 540 827 1.357 010 .803 564
change (.380) (.467) (.382) (.431) (.372) (.450)

Conclusions and Implications for Future Research

The results of the present study indicate that the mental arithmetic task was successful
in producing significant elevations in salivary cortisol levels. Cortisol levels reached
a peak 20 minutes following the task and returned to baseline by the end of the test

period.

Although the plot of mean cortisol levels at each time point follows a predictable
pattern, considerable inter-individual variability was also observed. Consistent with
the findings of previous research (eg. Kirschbaum et al., 1993; Steptoe et al., 2000),
significant associations were revealed between cortisol levels and smoking and
cortisol levels and gender. Individual differences in health behaviour and differential
reactivity of male and female stress-response systems therefore appear to explain

some of the inter-individual variability observed.

The findings of this study however, also suggest that coping may be an important
predictor of variation in cortisol levels following stress. As predicted, Time 1 coping
scores demonstrated a stronger association with cortisol than Time 2 scores,
supporting the validity of the response scale at Time 1 as a measure of initial coping
responses. Analyses of covariance revealed that high scorers on the active coping
dimension evidenced greater increases in cortisol than low scorers on this dimension.
High scorers on the emotional response dimension evidenced a greater increase in
anxiety, but a smaller increase in cortisol following the stress task, compared to low

emotional responders.
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Individuals with high scores on the active coping dimension prefer to cope by drawing
on their resources and doing what they can to change the situation. The TSST
however, allows little opportunity to collaborate with others or to take control of the
situation. Low scorers on this dimension may therefore become less aroused in this
kind of situation as they have less need for personal control and are less dependent on
social modes of coping. This hypothesis is consistent with previous suggestions that
monitoring and problem-focused coping are more effective in situations where high
levels of information are available and the individual has more opportunity for
control, whereas blunting and emotion-focused coping are more effective in
ambiguous or uncontrollable situations (eg. Vitaliano et al., 1990; Miller & Mangan,
1983; see Chapter III for discussion). Future research examining relationships
between coping style and cortisol levels following controllable and uncontrollable

stressful events would be beneficial.

The findings relating to the emotional response dimension appear consistent with
previous reports that attempts to suppress emotional reactions to stress may have a
paradoxical effect on arousal levels. Low emotional responders showed a greater
increase in cortisol after the stressful task. High emotional responders however
experienced a greater increase in subjective measures of anxiety. It is possible
therefore that expression, or at least conscious awareness of, feelings of anger, panic,
worry or upset ‘immediately following stressful encounters may reduce the impact of
stress on physiological arousal. This hypothesis is consistent with findings that
attempts to repress negative emotions are associated with elevations in cortisol (see
Brown et al., 1996). The hypothesis is also supported by findings that interventions
which encourage individuals to explore their emotional responses to negative events
lead to improved immune status (Pennebaker, Kiecolt-Glaser & Glaser, 1988;
Esterling et al., 1994; Petrie, Booth, Pennebaker, Davison & Thomas, 1995). These

types of interventions will be discussed further in the following chapter.

The current study did not find any significant associations between avoidance coping
and salivary cortisol. This could be due to limitations of the current study such as the
small sample size. However, it is also possible that avoidance coping is not associated

with activation of the HPA-axis. As discussed in Chapter II, research suggests that
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HPA-activation is associated with factors such as beliefs in the effectiveness of one’s
coping efforts, levels of self-esteem, appraisals of resources and tendencies to inhibit
emotional responses to stress. The avoidance dimension of the CSSQ however, is
associated with an external locus of control, low levels of social support and
difficulties forming meaningful representations of stressful situations. It was also
noted in the previous study that this dimension is not associated with gender and
therefore may be unrelated to biological factors. The significant associations with
active coping and emotional response scores, but not with avoidance also appear
consistent with Kiecolt-Glaser et al’s recent review of the psychoneuroimmunology
literature in which they concluded that ‘clearly, personality or coping styles associated
with emotion or affect regulation are likely to have immunological correlates as well
as those that influence interpersonal relationships’ (2002, p18). These types of coping
styles may therefore be an important focus for future examinations of individual

variability in cortisol responses to stress.

It must be stated however, that the results reported here are based on a relatively small
sample and it is not possible to infer directional relationships between coping and
cortisol responses. Only marginal associations were revealed between coping and
cortisol in the current study. Further investigation of the relationships highlighted here
using larger samples and multivariate analyses, would be beneficial. The use of
regression analysis in subsequent research would allow for the examination of
directional relationships between coping and cortisol responses to stress and
examination of the proportion of variance in cortisol levels that can be explained by

coping.

Similarly, it is not possible to determine as yet whether relationships between coping
styles and cortisol responses to stress have implications for health. Future research
should therefore aim to clarify not only the role that is played by coping in
determining physiological changes following stress, but also the extent to which such
physiological changes are associated with health outcomes. Kiecolt-Glaser et al
(2002) highlight one study that has provided some evidence that the effects of coping
on immune system activity may have important health consequences. In this study,
gay men who concealed their homosexual identity experienced an accelerated course

of HIV over 9 years, assessed by CD4+ T-cell counts, AIDS diagnosis and AIDS
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mortality, even when demographic, health and psychopathology factors were
controlled (Cole, Kemeny, Taylor, Visscher & Fahey, 1998). Further longitudinal
studies of this type are needed to clarify relationships between coping, immune
processes and health outcomes. This research should also aim to determine whether
the methods individuals use to cope with serious illness are related to their preferred
styles of coping with everyday life events. A greater understanding of individual
differences in coping behaviour may pave the way for the development of
psychological interventions aimed at reducing the impact on the patient of major

illness.

Taken together with the results of Study III, the current findings provide support for
the validity of the CSSQ as a measure of dispositional coping, and highlight the
importance of assessing coping styles in both the early and late stages of stressful
encounters. These findings are however, important not only for validation purposes
but also for shedding light on the relationships between psychological, behavioural
and biological variables. As discussed in Chapter I, such relationships are central to
the field of health psychology and imperative to the understanding of the causes of
illness. For this reason therefore, future research focusing on the relationships
between coping style and physiological responses to environmental stressors will be

extremely important.
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General Discussion to Chapter V

This chapter has presented four studies aimed at developing a valid and reliable
measure for the assessment of coping styles. This measure is intended to overcome
some of the limitations of existing scales, such as unstable factor-structures, poor
ecological validity, failure to consider coping with different types of situations, and
the use of items that are ambiguous with respect to intention. Development of the
scale began with an investigation of the nature of coping. Qualitative content analyses
of participants’ descriptions of real-life coping efforts indicated a broad
conceptualisation of coping as a phenomenon encompassing behavioural, cognitive
and emotional reactions to perceived stress. Participants indicated that their responses
to real life stressful events were influenced by factors such as ability to control
negative emotions and the availability of resources. Responses also indicated the use

of different strategies at different stages of stressful encounters.

These results were reinforced by quantitative investigations. The results of Study II
indicated that the responses identified from qualitative content analysis were highly
related to one underlying construct. Factor analyses suggested that this construct
conformed to a three-dimensional structure, and scores on these three dimensions
were consistent across a range of stressful situations. Regression analyses reported in
Study III indicated that coping dimension scores are influenced by demography, by
relatively stable factors such as personal and social resources and by appraisals of the
particular situation. Cognitive appraisal processes appear more important predictors
of emotional arousal in the later stages of stressful encounters. Coping in the early
stages of stressful encounters appears to be associated with biological reactions to
stress (Study IV). Participants’ perceptions of the coping scale were assessed at each
stage of development and results indicated that all retained scenarios were perceived
as stressful and imaginable. In addition, scores were demonstrated to remain stable
across a period of one to two weeks. Therefore the validity and reliability criteria

specified in the introduction to this chapter were met.
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Limitations and Recommendations for Future Research

Although the coping measure developed in this chapter demonstrated adequate
reliability and validity, participants’ ratings and comments in Study III also suggested
that the scale is too long to be completed in an acceptable period of time. This is a
particularly important consideration if the scale is to be used with patient samples and
should therefore be addressed in future research. In addition, although development
of the scale began with a qualitative analysis of descriptions of real-life stressful
situations, subsequent stages have focused almost exclusively on quantitative data,
and scores are derived from responses to hypothetical situations. It is therefore
important to examine the extent to which coping styles assessed using hypothetical
situations are predictive of real-life coping behaviour. Attaining adequate ecological
validity meant selection of scenarios that are typical of individuals’ everyday
experience. Further research should aim to determine whether tendencies to cope in a
particular manner with everyday experiences generalise to coping with more extreme
life-changing events. For example, do coping styles assessed using questionnaires
such as the CSSQ predict the methods used by individuals to cope with the

implications of a serious illness?

Finally, in order to understand the ways in which coping and appraisal processes
intervene in the relationship between stress and illness, it is not only necessary to
examine links Eetween coping style and coping behaviour, but also to relate these
factors to health outcomes. The research reviewed in Chapter II suggests that coping
may be an important determinant of both physical and psychological well being
following stressful events. In order to assess the need for coping-based interventions
for individuals diagnosed with a serious illness, it is therefore first necessary to
determine the extent to which coping behaviour influences prognosis in terms of both
the physical effects of the condition, and mental health outcomes such as anxiety and

depression.

In order to address the limitations and future research directions highlighted in this
chapter therefore, the following chapter will examine the extent to which coping
factor scores, assessed using a shortened version of the CSSQ, predict strategies used

to cope on a daily basis with the effects of a chronic illness. Relationships between
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individuals’ dispositional style of coping with stress, methods used to cope on a daily
basis, and health outcomes will also be examined. Following these analyses, a
psychological intervention aimed at weakening associations between stress and health

outcomes will be tested.
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Introduction

In Chapter VI it was argued that in order to apply the coping concept to the
development of patient interventions, it is first necessary to determine the extent to
which (a) coping dispositions predict real-life coping behaviour, and (b) coping
behaviour influences prognosis. This chapter therefore aims to examine these issues
by focusing on a group of patients with a chronic pain condition; ankylosing
spondylitis. Following these considerations a coping based intervention will be

applied.
Ankylosing Spondylitis

AS is a member of a group of diseases referred to as ‘seronegative
spondylarthropathies (SpA)’. SpA’s also include Reiter’s syndrome (RS), reactive
arthritis (ReA), psoriatic arthritis (PsA), arthritis associated with inflammatory bowl
disease (IBD), ulcerative colitis and Crohn’s disease. Until the 1970’s these diseases
were considered variants of rheumatoid arthritis (RA), but are now recognised as
distinct from RA, and sharing common clinical and radiologic manifestations (see

Olivieri, Barozzi, Padula, Matteis & Pavlica, 1998).

The term ‘ankylosing spondylitis’ literally means inflammation and fusing together of
the vertebrae (from the Greek, Ankylosing — ‘fusing together’, and Spondylitis —
‘inflammation of the vertebrae’). AS affects approximately 1 in 500 women and 1 in
200 men in the UK. It is a painful progressive condition with no cure. The average
age of onset is 24 years and the patient must live with the condition for the rest of
their life. The main clinical manifestations of AS are back and neck pain and a
variable degree of restricted mobility of the spine, although the condition is also often
associated with arthritis of the peripheral joints and inflammation of the outer wall of
the eye - acute anterior uveitis (AAU) (see Gran & Skomsvoll, 1997; Mau et al.,,
1988; Edmunds, Elswood & Calin, 1991; www.nass.co.uk). The physical effects of
AS are not only aversive in themselves, but also have important social implications.

Gran and Skomsvoll (1997) reported that the average retirement age in a sample of
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100 Norweigan AS patients was 39 years. Unemployment was related to the
development of an ankylosed spine, the occurrence of AAU and the co-existence of

other non-rheumatic diseases (cf. McGuigan et al., 1984).

In addition to these physical and social effects, AS patients also have to deal with
diagnostic and prognostic uncertainty. McDermaid and Mior (2000) explain that the
criteria used to diagnose AS are not always helpful because they require evidence of
radiographic change for a definitive diagnosis. These changes however, can lag four
to six years after onset of symptoms (Gran & Husby, 1993; Dougados, 1995). This
means that cases may be missed, particularly in the early stages. Even after a patient is
diagnosed with AS, it is difficult to tell exactly how the condition will progress and
what the outcomes will be for each individual. This is partly due to the fact that AS is
a highly variable disease, and partly due to the fact that research has been hampered
by the lack of agreed criteria for assessing AS outcomes. Andrei Calin, a Consultant
Rheumatologist at the Royal National Hospital for Rheumatic Diseases explains that
‘until a few years ago, we could not define outcome in the broadest sense’ (Calin,
2001, pl). He goes on to elaborate that whilst outcome is generally related to death,
disability, cost, and other issues, ‘in the spondylarthritides, most of our patients did
not die, the degree of disability was extraordinarily variable, ranging from minimal to

devastating, and cost was an unknown factor’ (Calin, 2001, p1).

Since 1993 however, a number of questionnaires have been developed to measure
outcome in AS. These include the Bath Ankylosing Spondylitis Disease Activity
Index (BASDAI; Garrett et al., 1994), the Bath Ankylosing Spondylitis Functional
Index (BASFI; Calin et al., 1994), and the Bath Ankylosing Spondylitis Global Score
(BAS-G; Jones, Steiner, Garrett & Calin, 1995). Whilst quick and simple to complete,
these scales have been demonstrated to meet validity and reliability criteria and have
led to the development of reference charts on which patients around the world may be
compared. It is only since the development of such instruments that factors
influencing disease outcome may be examined. To date, this research has focused
mainly on genetics. There has been no research to date investigating relationships

between the patient’s style of coping and health outcomes in AS, or between the
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methods chosen to cope on a daily basis and AS outcomes. Such associations will

therefore be the focus on the present study.
Coping-based Interventions

De Ridder and Schreurs (2001) suggest that there is a ‘wide gap between research on
stress coping and the clinical practice that such research is intended to inform’ (p.
206). Clinical approaches to chronic disease consist of psychotherapy, patient
education, support groups, cognitive behavioural interventions and combinations of
these approaches. Devins and Binik (1996) suggest that these therapies lead to health
enhancement via coping. Psychotherapy for example, allows individuals to ‘work
through’ intrapsychic conflicts that are believed to underlie difficulties in adapting to
the disease, cognitive behavioural therapies focus on problematic appraisals (eg.
irrational beliefs) and coping skill deficits (eg. stress management), and self-help
groups allow for modelling of effective coping strategies. De Ridder and Schreurs
(2001) however point out that the effects of these therapies on health outcomes have
not been demonstrated to operate via alterations in coping strategies or via alterations

in other facets of coping such as appraisals and coping resources.

Smyth and Pennebaker (1999) suggest that psychological interventions may operate
via an enhanced sense of meaning brought about by the process of disclosure. They
point out that most therapies include the labelling of the problem and discussion of its
causes and consequences as part of the therapeutic process, and that the act of putting
emotional upheavals into words seems to improve physical and mental health
significantly. A wide body of evidence suggests that emotional disclosure may lead to
health benefits even in the absence of intervention from therapists. This evidence
comes from research conducted since the 1980’s in which participants are randomly
assigned to write or talk privately about either a stressful or neutral topic. These
studies have revealed that disclosing stressful, as opposed to neutral information leads
to diverse positive health outcomes including fewer physician visits (Pennebaker &
Beall, 1986; Pennebaker, Kiecolt-Glaser & Glaser, 1988; Pennebaker, Colder &
Sharp, 1990; Greenberg, Wortman & Stone, 1996), improved liver function (Francis
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& Pennebaker, 1992), better mood (Pennebaker et al., 1990) and improved immune
status (Pennebaker, et al., 1988; Esterling et al., 1994; Petrie, Booth, Pennebaker,
Davison & Thomas, 1995).

The effectiveness of the emotional expression paradigm has also been demonstrated
with rheumatoid arthritis patients. Kelly, Lumley and Leisen (1997) reported that RA
patients who talked privately about stressful events had less affective disturbance and
better physical functioning in daily activities three months later than controls. Smyth,
Stone, Hurewitz and Kaell (1999) found that RA patients who wrote about a stressful
event showed improvements in overall disease activity four months later, whilst

controls showed no significant change.

Smyth and Pennebaker (1999) suggest that disclosure may be important because it
allows disorganised traumatic memories to be translated into a linguistic form that
permits cognitive processing of the event. As discussed in Chapter II traumatic
memories are often poorly integrated into cognitive structures and may as a
consequence be easily triggered in the form of intrusive thoughts. Smyth and
Pennebaker (1999) suggest that imposing a linguistic structure on these memories
may aid integration and therefore reduce the frequency of thought intrusions.
Research by Lepore (1997) investigated the effects of expressive writing on thought
intrusions. Results indicated that disclosure did not alter the frequency of intrusive
thoughts but did moderate the impact of these thoughts on depressive symptoms. The
reduced impact of trauma-related thoughts may result from a more positive reframing
of the event. Pennebaker, Mayne and Francis (1997) investigated the factors that
predicted effectiveness of the emotional expression paradigm. They found that the
more people used positive emotion words, the more their health improved and that an
increase in both causal and insight words over the course of writing was strongly
associated with improved health. Pennebaker et al. (1997) therefore suggest that
emotional expression facilitates cognitive processing of traumatic memories by
translating the experience into a linguistic structure that promotes understanding of
the event and reframing in a more positive light. These findings thus suggest that

disclosure-based therapies may operate via alterations in appraisal processes, although
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it is yet to be demonstrated that alterations in appraisals lead to changes in coping.

There is some evidence to suggest that the effectiveness of disclosure based
interventions may vary according to individuals’ typical responses to stress. Sullivan
and Neish (1999) hypothesised that disclosure may be most beneficial for individuals
who experience heightened distress in response to aversive stimulation. To test this
hypothesis they randomly assigned participants to a disclosure (writing about their
thoughts and feelings they typically experienced during dental treatment) or control
condition (writing about their activities the previous day), before undergoing a dental
procedure. They found that the effectiveness of disclosure depended upon
participants’ level of catastrophizing; catastrophizers in the disclosure condition
reported significantly less pain and distress than catastrophizers in the control
condition. No significant differences between the two conditions were revealed for

non-catastrophizers.

The current research aims to test the effectiveness of a disclosure intervention for
improving physical and psychological health in a sample of AS patients. Further
analyses will determine whether the effectiveness of the intervention is associated
with patients’ dispositional style of coping and whether benefits brought about via

disclosure are associated with alterations in coping.
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Study V: Coping with Ankylosing Spondylitis

Method

Participants

Forty-five males and 23 females participated in the study. The mean age of
participants was 52 years (range from 22 to 78). Participants had been diagnosed with
AS for a mean of 15 years (range from 0 to 46 years). The average delay between first
symptoms and diagnosis was 10 years. Forty percent of the participants were in full-
time employment, 9% employed part-time and the remainder were either retired, or

not currently employed.
Design and Procedure

Participants were recruited via the National Ankylosing Spondylitis Society (NASS).
NASS is a charitable organisation that provides information and advice to individuals
with AS and promotes the formation of local AS support groups. Members of NASS
receive a ‘Guidebook for Patients’ that includes information about AS and practical
advice. For example patients are advised to avoid alcohol in combination with anti-
inflammatory drugs, to give up smoking, and to undertake a range of exercises that
are described in the booklet. Members of NASS also receive a bi-annual newsletter,

including a list of local support-group contacts.

An advertisement for the study (see appendix 6) was placed in the NASS newsletter;
(AS News, Spring/ Summmer 2002 edition). Information about the study was also
sent to each of the support-group contacts. Anyone interested in receiving further
information about the study was requested to contact the researcher. Once initial
contact had been made with the researcher, prospective participants received an
information sheet explaining exactly what the study would involve and a consent form

to sign and return (see Appendix 7). Once consent forms were received, the
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participant was randomly allocated to the experimental or control condition and sent a
participant information booklet (see appendices 8 and 9), daily diary (see appendix
10) and postage paid envelope. An unbalanced design with greater numbers of
participants assigned to the experimental than control condition (ratio 2:1) was used to

enhance exploration of the experimental group.

Participants were followed up at one-month and three-months after completion of the

writing exercise (see Appendices 11 and 12).

Measures

1.  Participant Information Booklet: This assessed the following variables:

Demography: Age, gender, occupation and level of education were assessed.

Disease duration: Participants were asked to indicate at what age they were diagnosed

with AS and at what age they believe they first experienced the symptoms of AS.

NASS Exercise: Participants indicated how often they perform each of the exercises

recommended by NASS on a scale ranging from 0 (never) to 4 (daily).

Additional Exercise: Participants were also requested to list any additional activities
they perform regularly, such as cycling, swimming or exercise classes, together with

duration of each exercise.

Smoking: Participants were asked ‘do you smoke?’, and if so to indicate the average

number of cigarettes smoked per day

Alcohol: Participants were asked ‘do you drink alcohol?’. and if so to indicate the
number of glasses of wine, pints of beer and glasses of spirits consumed in an average

week. This information was converted into alcohol units for analysis.
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Positive and Negative Effects of AS: Participants were asked to describe in their own
words ‘any ways in which AS has had a negative impact on your life’ and ‘any ways

in which AS has had a positive impact on your life’.

Coping Style: A four-item version of the CSSQ was used. Items were selected to
allow maximum divergence with respect to controllability. Using the controllability
scores from study IV the following scenarios were selected: threat to health and
safety, assessment, conflict, mistake. Mean scores for each coping dimension were

computed, averaging across the four scenarios.

Physical Status: Participants completed the Bath Ankylosing Spondylitis Disease
Activity Index (BASDAI), Functional Index (BASFI), and Global Score (BAS-G).

These are described below.

o  BASDAI: The BASDALI (Calin et al., 1999) was developed to measure disease
activity in Ankylosing Spondyltitis. Patients respond to six questions relating to
individual domains of fatigue, spinal pain, joint pain and symptoms, together
with perception of pain relating both to bony areas of the body and to morning
stiffness. Responses are indicated by marking a line on a 100mm visual
analogue scale, where higher scores equate to higher levels of disease activity. A
total score is obtained by summing across the items. Calin et al. (1999) report

Cronbach’s alpha values ranging from 0.76 to 0.90 for the BASDALI

o BASFI. The BASFI (Calin et al., 1994) was developed to measure functional
status in Ankylosing spondylitis. Patients respond to ten questions regarding
function in AS and ability to meet the physical demands of everyday life, using
a 100mm visual analogue scale. A mean score is obtained by averaging across
the ten items. Higher scores indicate poorer functional status. Calin et al. (1994)
report that scores on the BASFI correlate highly with observer scores of
patients’ functional status (r=0.87-0.89, p<.001). Cronbach’s alpha is not

reported.
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o BAS-G: Jones, Steiner, Garrett and Calin (1996) report that the BAS-G was
designed to formalize the clinician’s question to the patient: ‘how have you been
over the last months?’. The BAS-G represents a quick, quantifiable way of
obtaining the patient’s perspective and to monitor changes over time. Patients
are asked to respond to two questions regarding the effect of their disease on
their health, over the past week, and over the past six months, by placing a mark
on 100mm visual analogue scale. Higher scores indicate greater effect of the
disease on well-being. Jones et al. (1996) report that BAS-G correlates well with
the BASDAI and BASFI. Content validity is not reported as the score results

from a single question.

Psychological Status: Participants completed the depression subscale of the Hospital
Anxiety and Depression Scale (HADS; Zigmond & Snaith,1983). This scale requests
participants to indicate how they have been feeling during the past week by
responding to seven items. The HADS was developed specifically for use with patient
samples and items are intended to prevent contamination of scores by reports of
physical symptomatology. A four-point response scale is used ranging from 0-3 where
higher numbers reflect greater depression. Moorey et al. (1991) report Cronbach’s

alpha of 0.90 for the depression subscale.

2. Daily Diaries: these assessed level of pain, coping strategies used, coping

efficacy, and mood on a daily basis, using the following items:

Daily pain: Patients indicated the level of pain they experienced each day by circling

a number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

Daily pain coping: Participants completed the Daily Coping Inventory (Stone &
Neale, 1984) adapted for chronic pain coping by Affleck et al. (1992b). Participants
were requested to tick the strategies they had used to cope with pain that day. The
seven strategies listed were: (1) pain reduction attempt: ‘did something specific to try
to reduce the pain’; (2) relaxation: ‘did something to help me relax’; (3) distraction:

‘diverted attention from the pain by thinking about other things or engaging in some

137



Chapter VI — Coping with a Chronic Illness

activity’; (4) redefinition: ‘tried to see the pain in a different light that made it seem
more bearable’; (5) vent emotions; ‘expressed emotions to reduce my anxiety,
frustration, or tension about the pain’; (6) seek spiritual comfort; ‘sought spiritual
support or comfort concerning my pain’; and (7) seek emotional support: ‘sought

emotional support from loved ones, friends, or professionals concerning my pain’.

Coping efficacy: Following the procedure employed by Keefe et al. (1997),
participants were also presented with two items drawn from the Coping Strategies
Questionnaire (Rosensteil & Keefe, 1983). The first item asked participants ‘based on
all the things you did to cope, or deal with your pain today, how much control do you
feel you had over it?’, whilst the second asked ‘based on all the things you did to
cope, or deal with your pain today, how much were you able to decrease it?” Both
were scored on a seven-point scale ranging from O (no control/ I couldn’t decrease it

at all) to 6 (complete control/ could decrease it completely).

Daily mood: After completing items relating to daily pain, daily coping and coping
self-efficacy, participants completed the Positive and Negative Affect Schedule
(PANAS; Watson, Clark & Tellegen, 1988). This consists of a list of 20 adjectives
describing feelings and emotions. Ten describe negative moods (eg. upset, distressed),
and ten describe positive moods (eg. strong, inspired). Participants indicate the extent
to which they felt this way today using a five point scale ranging from ‘very slightly
or not at all’ (1) to ‘extremely’ (5). Watson et al. (1988) reported Cronbach’s alpha of
0.84 or above for both subscales. This scale was selected as it allows for investigation

of positive and negative affect independently.

After completing ratings of pain, mood and coping for seven days, participants
completed a writing task for a further three-days. The instructions for the task differed
according to group assignment. Participants assigned to the intervention condition
were instructed to write about ‘any stressful experiences you have encountered over
the last month, or any worries or concerns that are currently troubling you’, control
group participants were asked to write ‘in detail about your plans for the following

day’. Both groups were asked to write continuously for 20 minutes per day before
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retiring for the evening, allowing thoughts to flow freely, without concern for spelling
or grammar. Participants were permitted to write about one topic only, or move from

one topic to another. The control task was described as a ‘time-management exercise’.

3.  Follow-up Questionnaires: these comprised the BAS-G, BASDAI, BASFI,

HADS and daily diaries as described above.

Scale Reliability

Means, standard deviations and Cronbach’s alpha for each of the measures used are
reported in Table 1 below. The situations described in the four-item CSSQ were rated
as stressful (M=3.0, SD=1.3) and highly imaginable (M=4.30, SD=0.90) by the
current sample. Summary statistics for each of the measures used are reported in

Table 1.

Table 1: Scale reliability and summary statistics for measures used

Mean SD Alpha

HADS 20.84 4.65 71
CSSQ, 4-items:

o Active Coping Time 1 19.76 4.50 .87

o Avoidance Time 1 4.25 2.38 75

o Emotional Response Timel ~ 6.46 3.51 .84

o Active Coping Time 2 21.82 4.20 .88

o Avoidance Time 2 4.66 2.11 12

o Emotional Response Time 2 7.08 322 81
BASDAI 26.71 10.71 78
BASFI 5.00 232 .90
BAS-G | week 5.00 2.62 NA
BAS-G 1 month 596 2.49 NA
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Data Analysis
Participant Information Booklets

In order to consider the role of coping in chronic illness, it is first necessary to
consider what it means to live with the condition on a daily basis. A limited picture of
the effects of AS on patients’ lives may be obtained via quantitative data (eg. daily
ratings of pain and mood). However, De Good (2000) has warned that ‘we run the risk
that our brief questionnaires trivialise the human spirit and the range of experiences to
such an extent that we miss much that is essential to the coping process’ (p154). This
study therefore began with a qualitative content analysis of participants’ descriptions
of the negative and positive impacts of AS. Following these analyses, the data
pertaining to health behaviours was examined in order to determine the extent to
which participants take an active role in maintaining their own health. Associations
between health behaviours, coping style, and health at baseline were then examined

using bivariate correlation analyses.
Daily Diaries and Follow-up Questionnaires

Between Persons Associations - Following analyses of baseline data, associations
between coping style, daily measures and coping outcomes were considered at a
between subjec‘ts level. In order to transform daily measures into between subjects
variables, aggregates of each measure were formed by averaging across the initial
seven-day recording period1 for each participant. Regression analyses were then
conducted to determine the extent to which coping scores predict health behaviours
over and above prediction provided by demographic and disease related variables.

These analyses were conducted in two stages:

' As not all participants completed both the one month and three month follow-up, number of days
recorded represented a potential confound in between persons analyses. Therefore all between persons
analyses reported in this study focused only on data collected prior to the writing exercise. Within
person analyses are conducted on the complete data set.
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1. Correlates of Health at follow-up

Before examining relationships between coping and health outcomes it is first
necessary to determine the extent to which outcomes are influenced by the
medications patients are taking, by demographic variables such as age, gender and
occupation, and by disease-related variables such as time since diagnosis and time
since first symptoms of AS. Bivariate correlation analyses were therefore conducted
to examine relationships between these variables and measures of physical and

psychological health at one month and three month follow-up.

2. Relationship between Coping Style, Coping Behaviour and Health Outcomes

Associations between coping and health status may indicate that coping influences
health, or that individuals have developed particular styles of coping due to their
changing health status. In order to identify temporal associations between coping and
health outcomes, hierarchical regression analyses were employed, predicting health at
one month and three month follow-up from coping assessed at baseline. Initial level
of the DV and potential confounds (see above) were entered into the first step. Coping
variables were entered into the second step. Alternative models were tested predicting

health from coping style and coping behaviour.

Within-Persons Associations - Following these between subjects analyses, the
disaggregated data were examined in order to identify associations between pain,
mood, coping and coping efficacy. The correlation between participants’ ratings of
ability to control pain and ability to decrease pain was highly significant (r = .710,
p<.001). A combination of the two measures was therefore used to indicate coping

efficacy in these analyses.

The general statistical procedure, multilevel data analysis, removes all variance due to
differences between persons in both the dependent and independent variables by
including participant number as a random factor in a general linear model. This is, in
effect, a nested ANCOVA with tomorrow’s rating of coping efficacy, pain, or mood
as the DV, and today’s value of the DV as a covariate. Schwartz and Stone (1998)

suggest that nested ANCOVA models are appropriate for analysis of daily diary data.
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A number of multilevel models were applied. Firstly, associations between coping
strategies and coping efficacy were examined in order to determine which strategies
were perceived as most effective by participants. Subsequent multilevel models then
assessed associations between coping strategies and same day pain, coping strategies
and same day positive mood and coping strategies and same day negative mood.
These analyses determined whether coping methods used each day were associated
with pain and mood (ie. do participants use more distraction on highly painful days?
Is redefinition used more on days when positive mood is great?). Finally, associations
between coping strategies and next day pain, next day negative mood and next day
positive mood were addressed in order to determine whether particular strategies may
be associated with reductions in pain and negative mood, and enhancement of positive

mood the following day.

When examining next day associations, possible problems of serial autocorrelation
were addressed by entering the value of the dependent variable on the previous day as
a covariate. In order to address potential correlations between dependent variables at
the within-subjects level this study followed the procedure specified by Keefe et al.
(1997) in their examination of pain coping strategies and coping efficacy in
rheumatoid arthritis. The primary interest of this study, as in Keefe et al’s study, is the
effect of coping strategies on pain; so mood was not controlled in these analyses. The
second most important question concerned the effect of coping in alleviating negative
mood; so pain'was controlled in these analyses. The third question concerned the
effect of coping in enhancing positive mood; so, in these analyses both pain and

negative mood were controlled.

Effectiveness of the Intervention - Group differences in physical and psychological
functioning at one-month and three-months post-writing were evaluated using
analysis of covariance. Separate analyses were conducted for physical and
psychological functioning, entering initial (pre-writing) level as a covariate. In order
to determine whether the task resulted in changes in the use of daily coping strategies,
mean coping scores were calculated for time 1, 2 and 3 aggregating across each

seven-day recording period. Group differences in coping at one month and three
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months post writing were then examined, entering baseline coping as a covariate.
Separate analyses were conducted for each of the seven coping strategies. In order to
determine whether the effectiveness of the intervention was associated with
participants’ coping style, difference scores were calculated for health at follow-up
relative to baseline (subtracting t1 measures from t2 and t3). These difference scores

were then correlated with scores on the CSSQ coping dimensions.
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Results

One hundred and thirty seven people contacted the researcher for information about
the study. Of these, 107 signed consent forms to participate in the study. Sixty-eight

Time 1 questionnaires were received, 58 Time 2 questionnaires and 44 Time 3.
1. Effects of AS on Participants’ Lives

The majority of participants (79%) felt that AS had had both negative and positive
impacts on their lives. Eleven participants (16%) felt that AS had had only negative
impacts and two participants (3%) felt that AS had only positive impacts. The
remaining participant reported that AS had no negative or positive effects on his life.
Nine positive categories and sixteen negative categories were identified with high
inter-rater agreement (Kappa = .86 for negative and .79 for positive categories).

Category labels and frequencies are shown in Tables 2 and 3 below.

Negative Impacts of AS

It is evident that ankylosing spondylitis has a very wide range of negative impacts on
patients’ lives. In addition to the physical effects such as pain, stiffness, postural
changes and fa‘tigue, participants described impacts of the condition on their work,
relationships and family life. For example, Participant 6 wrote ‘I am concerned for my
job security’ and Participant 56 felt that AS was ‘a negative for job interviews’.
Others explained that they had had to retire early, or change career due to AS. Several
participants explained that AS had a negative impact on physical relationships with
their partner, and others explained that it was difficult to ‘play with children’
(Participant 18), or ‘cuddle my grandchildren’ (Participant 83). Planning a family was
also a concern for some participants. For example, Participant 6 wrote that ‘I am
debating whether or not to begin a family and AS is a negative influence on that
decision’ and Participant 44 wrote that I ‘have put off having a second child until pain

was under better control’.
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Participants also described difficulties maintaining daily activities and leisure
pursuits, changes in mood, personality and self-perceptions, and a feeling of being
stigmatised, which in some cases had led to withdrawal from social situations. For
example, Participant 40 wrote that ‘AS has also changed my personality dramatically
from being an outgoing life and soul of the party to a very quiet nervous moody
person and very ill at ease’. Participant 21 explained that ‘I cannot hoe or vacuum or
maintain a bent position’. Participant 54 wrote that “What AS is doing to my body is

perceived as contagious and to be shunned’.

Fear of the future was also a worry for a number of participants, as they were unsure
how their symptoms would progress. For example, participant 49 wrote that ‘fear of
being in a wheel chair was stopping me from living a full life’ and participant 26
described ‘unpredictability — never knowing when AS will flare up’. This
unpredictability could make it difficult to ‘plan short breaks’ (participant 9) and meant
it was necessary to ‘plan ahead in order to undertake any activities and social life’

(participant 42).
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Table 2: Negative Impacts of AS on Participants’ Lives

NEGATIVE CATEGORIES F %%
Pain, ache or physical discomfort 28 115
Stiffness and reduced mobility 26 107
Fatigue 24 99
Negative effects on career 24 9.9
Difficulty continuing activities I enjoy 24 99
Mood or personality changes (eg. irritability, depression) 21 86
Difficulty performing daily activities 16 6.6
Other physical effects (eg. eye/ chest problems, side-effects of treatment) 14 58
Negative effects on family life 11 45
Social stigma/ lack of understanding by others 11 45
Poor self-esteem/ self confidence/ self-image 11 45
Negative effects on relationship with partner (including sexual problems) 10 4.1
Unpredictability and fear/ worry about the future 8 33
Postural changes, bent back 6 2.5
Difficulty standing, sitting, or staying in one position for a long time 5 2.1
Feeling of being older/ losing one’s youth to AS 3 1.2

Positive Impacts of AS

Participants not only described negative effects of having a chronic condition, but
were also able to cite a number of benefits, or positive impacts of the condition. The
most frequently cited benefit was exercise, or an increased awareness of the
importance of maintaining one’s health. For example, participant 12 wrote that ‘AS is
actually beneficial in that it forces me to spend a substantial part of my life exercising
to an extent that would never have otherwise been the case.” Several participants
described social benefits to their condition, such as meeting other people with AS. For
example, participant 50 wrote that ‘I greatly enjoy the AS group and the course in
Bath, I have made close friends through both.” And others explained that they
enjoyed ‘helping with fund raising activities’ (participant 77) or ‘being used as a
specimen for medical students’ (participant 20). Others felt that AS had made them

stronger, more determined or had brought a new perspective on life. For example,
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participant 79 wrote ‘the saying ‘no pain no gain’ has some truth to it because when
the pain has decreased, the pleasure of living I feel is more than if no pain was
experienced’. Others felt that their relationships with family and friends had become
stronger or more meaningful. For example participant 2 cited ‘a strong sense of love
for my family and closest friends’ as a positive effect of AS. Participants also reported
that they had learnt more about themselves as a result of AS and had a greater insight
into the suffering of others. For example, participant 39 wrote ‘it has made me more
aware of how my body works. I understand other people’s aches and pains and
sympathise with them’. Others wrote that AS had slowed their pace of living, so that
they did not put so much pressure on themselves to complete tasks quickly and
instead took time to enjoy things. Participant 13 for example wrote ‘it has slowed me

down to enjoy the countryside and the company of my wife’.

Table 3: Positive Impacts of AS on Participants’ Lives

POSITIVE CATEGORIES F %
I exercise more now/ take more care of my health 19 18.6
I have made new relationships, or existing relationships have become closer 18 17.6
I have a sense of strength, achievement and determination 15 14.7
I understand others more now, esp. ill or disabled 12 11.8
I understand myself and my condition more and have developed ways of
adapting 11 10.8
I enjoy being a member of NASS/ being involved in research / support group activities. 10 9.8
I have a new, or m;:)re positive perspective on life 9 8.8
I don’t rush things as much as I used to, tend to take life more slowly 4 3.9
I have taken up new activities due to AS 3 2.9

2. Patients’ Approach to their Condition and Associations with Coping Style

Summary statistics for each of the health behaviours assessed are shown in Table 4.
Scores for the thirteen NASS exercises were highly related to one underlying
construct (Cronbach’s alpha=.93). A total score was therefore obtained for ‘NASS
exercise’ summing across the 13 exercises. Correlations were conducted between the

questions ‘do you attend a support group?’, ‘are there any other exercises you perform
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regularly?’, ‘do you drink?’, ‘do you smoke’, scores on each of the coping dimensions
and scores on each of the health outcome measures. Results indicated that smoking
was associated with higher scores on the active coping dimension at Time 2.
Performing exercises other than those recommended by NASS was associated with
lower scores on Avoidance at Time 2, with less depression and greater functional

status at baseline. No other significant relationships were revealed (see Table 5).

Table 4: Summary Statistics for Health Behaviours

% participants who regularly perform NASS exercises 80.9
% participants who regularly perform other exercise 72:1

(eg. swimming, walking, gardening)

Average time spent exercising per week, M (SD)* 8.5(10.4)
% of participants who smoke 10.3
Average number of cigarettes smoked per day, M (SD)* 10.3(8.2)
% of participants who drink alcohol 75
Average number of units of alcohol consumed per week, M (SD)* 9.5(9.9)

% of participants attending a support group

e  Twice per week 1.5
e  Once per week 36.8
e  Once per fortnight 20.6
e Once per month 2.9
e  Less than once per month 1.5
36.8

e Never

* only participants’who indicated that they do exercise/ smoke/ drink were included in means analyses

Table 5: Point-biserial correlations between health behaviours, coping style and

health outcomes

Active coping Avoidance BASG  BASG
BASFI HADS
Time 2 Time 2 1 week 6 mo
Are there any other
exercises you - -.276%* -.300%* - - -.244*
perform regularly?
Do you smoke? 67Tk - - - - -

*<.05
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Further analyses were then conducted focusing on participants who responded ‘yes’ to
the above questions. Bivariate correlation analyses were performed between the
frequency of attendance at support groups, total score for NASS exercise, number of
cigarettes smoked per day, number of alcoholic drinks consumed per week, and scores
on the coping dimensions and health measures. Among smokers, number of cigarettes
consumed was negatively associated with scores on the emotional response dimension
at Time 2. Among those who attended support groups, frequency of attendance was
positively associated with Time 1 active coping scores, and negatively associated with
Time 2 avoidance scores. No other significant associations were revealed (see Table
6).

Table 6: Bivariate correlations between health behaviours, and coping style

Active coping Avoidance Emotional Response
Time 1 Time 2 Time 2
No. of cigarettes - - -.891%*
Freq of support group attendance 319* -.327% -

*<.05

3 Correlates of Health at Follow-up

Ninety-four percent of participants were taking medications for AS. Participants
reported taking a wide range of medications, the most common of which were
NSAID’s, reparted by 82% of participants. Twenty-nine percent of participants
reported that they were taking paracetamol or drugs containing paracetamol (eg. Co-
codamol, Paracodal) and 21% listed medications designed to reduce stomach acid,
ulcers, reflux and indigestion, symptoms that may be associated with use of NSAID’s.
Opioids (eg. Tramadol, Ultram, Zydol) were taken by 13% of respondents. A wide
range of other medications were reported. Correlation analyses were conducted to
investigate relationships between medications taken by participants, demographic (age
and gender) and disease-related variables (time since diagnosis, time since first
symptoms) and scores on measures of physical and psychological functioning at one-

month and three-month follow-up.
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Medications: No significant correlations were revealed between the use of NSAIDs
and health measures, or between paracetamol use and health measures. Several
significant correlations were however revealed for opioids and drugs taken to reduce
the side-effects of NSAIDs. At one-month follow-up use of opioids was positively
associated with the BAS-G item assessing effects of disease on well-being over the
past six-months (r=.301, p<.05) and the use of drugs taken to reduce NSAID side-
effects was positively associated with the BAS-G item assessing effects of disease on
well-being over the past week (r=.327, p<.05). The use of drugs taken to reduce side-
effects was also associated with greater depression at both one month (r=.327, p<.05)

and three month follow up (r=.462, p<.01).

Demographic and Disease Related Variables: Age was negatively associated with
disease activity at both one month (r= -.423, p<.01) and three month follow-up (r= -
413, p<.01), and with the BAS-G item assessing effects of disease on well-being over
the past six months, at both one month (r= -.399, p<.01) and three month follow-up
(r= -.498, p<.01). At three-month follow-up age was also negatively associated with
the BAS-G item assessing the effects of disease on well being over the past week (r= -
355, p<.05). Time since diagnosis was associated with poorer functional status at one

month follow-up.
4. Coping Style, Coping Behaviour and Health Outcomes

Hierarchical regression analyses were employed predicting health at one month and
three-month follow-up from coping style. In order to control for the effects of
medication, demographics and disease-related factors, variables which correlated
significantly with the dependent variable (see above) were entered into the first step.
Baseline level of the dependent variable was also entered into the first step.
Regression analyses were conducted separately for Time 1 and Time 2 coping. No
significant effects were revealed for Time 1 scores. The following associations were

revealed for Time 2 coping:
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One Month Follow-Up

BASDAI: Age and baseline disease activity explained 54% of the variance in disease
activity at one month follow-up (F,, 5,=29.249, p<.001). Addition of coping variables
in the second step accounted for an additional 7% of the variance (F-change; 47 =
2.692, p=.057). Beta coefficients indicate that scores on the avoidance dimension are
negatively associated with disease activity (see Table 7), indicating that individuals
who tend to engage in avoidance coping had lower levels at disease activity at follow-

up controlling for age and baseline disease activity.

Table 7: Hierarchical Regression Analysis Predicting BASDAI Scores at 1-month Follow-Up
from Baseline Disease Activity, Age and Coping (Time 2)

Unstandardized Standardized

Coefficients Coefficients
Step B Std. Error Beta t Sig.
(Constant) 34.122 10.416 3.276 .002
1. Age -336 .092 -.353 -3.660  .001
BASDAI (baseline) 741 A11 677 6.691 .000
2. Active coping -.157 317 -.050 -.494 .623
Avoidance -1.671 .660 -.290 -2.530  .015
Emotional Response -.002 402 .000 -.004 .997

Three Month Follow-Up

BASFI: Baseline functional status accounted for 76% of the variance in Time 3 scores
(F(;36-114.021, p<.001). Addition of coping variables in the second step only
explained a further 0.4% of the variance (F-change,; 33=2.208, n.s.). Beta coefficients
however indicated that active coping scores were significantly associated with BASFI
scores, emotional response scores were also marginally associated with functional
status. Positive Beta coefficients indicate that high scorers on these two coping

dimensions tend to have poorer functional status at three-month follow-up.
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Table 8: Hierarchical Regression Analysis Predicting BASFI Scores at 1-month Follow-Up

from Baseline Functional Status and Coping (Time 2)

Unstandardized Standardized

Coefficients Coefficients
Step B Std. Error Beta t Sig.
(Constant) -2.885 1.513 -1.906 .065
1. BASFI (baseline) 1.017 .089 .899 11.377 .000
2. Active coping 101 .049 174 2.058 .048
Avoidance -.080 .109 -.069 -.728 472
Emotional Response .140 .072 187 1.943 .061

The above regression analyses were repeated, predicting health outcomes from the
aggregate coping scores. No significant associations were revealed for the three-
month follow-up. However, significant associations were revealed between relaxation
coping and disease activity at one-month (see Table 9), indicating that use of
relaxation during the initial seven day recording period was associated with greater
disease activity at one month follow-up. Age and disease activity at baseline

explained 54% of the variance in disease activity at one month follow-up (¥, s;=

29.829 p<.001). Addition of coping variables did not result in a significant increase in

R? (F-change; ,,=1.317, n.s.).
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Table 9: Hierarchical Regression Analysis Predicting BASFI Scores at 3-month Follow-Up

from Baseline Functional Status and Coping (Aggregate Scores)

Unstandardized Standardized

Coefficients Coefficients
Step B Std. Error Beta t Sig.
(Constant) 16.543 6.915 2.391 .021
1. Age -.261 .100 -276 -2.601 013
BASDAI (baseline) 567 122 519 4.639 .000
2. Pain reduction 2.256 3.891 .059 580 .565
Relaxation 8.534 3.993 246 2.137 .038
Distraction 1.104 4.561 .026 242 .810
Redefinition -1.036 5.825 -.019 -.178 .860
Venting emotions 9.318 5.747 251 1.621 112
Emotional support -9.891 5.994 -.252 -1.650 .106
Spiritual comfort -2.319 7.552 -.031 -.307 760

5. Between Persons Associations between Coping, Efficacy, Pain and Mood

Summary statistics for each of the daily measures and relationships with coping
dimension scores are shown in Table 10. These reveal that a tendency towards
confrontive coping is associated with venting emotions and seeking emotional support
in order to cope with daily pain. A tendency to engage in avoidance coping is
associated with lower positive mood on a daily basis. Tendency to use avoidance
coping in the later stages of stressful encounters is also associated with seeking
spiritual support as a coping method. Tendencies to become emotionally aroused in

stressful situations are associated with both lower positive mood and higher negative

mood on a daily basis.
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Table 10: Summary Statistics for the Daily Measures and Associations With Coping Style

M SD Active coping Avoidance Emotional
Response
Time 1 Time2  Time 1 Time2  Time 1 Time 2

Pain 443 1.95 - - - - = =
Pain reduction 72 32 - = . = - _
Relaxation 58 .35 - - - - . i
Distraction .76 29 - = = = 5 .
Redefinition .10 20 = = = . - -
Venting Emotions 22 31 .349%* 382%* = - -
Spiritual Comfort .19 29 = s = 256%
Emotional Support .06 .16 A416%%* 370%* = = - ;
Positive Mood 2595 7.38 - - -307* - 352%* -.306* -311*
Negative Mood 15.14 5.80 = - 251%* 261%* A14%xk 4]19%%*

*p<.05, **p<.01, ***p<.00]

At the between persons level, pain is significantly correlated with both negative mood
(r=.530, p<.001) and positive mood (r= -.389, p=.002) and the two mood variables
are also intercorrelated (r= -.418, p=.001). Pain is significantly correlated with the
use of distraction (= .346, p<.005), redefinition (r= .272, p=.030), venting emotions
(r=431, p<.001), and seeking emotional support (= .384, p=.002). Venting emotions
(=309, p=.013) and seeking emotional support (r=.291, p=.018) are also correlated
with negative mood. Positive mood is not significantly associated with daily coping

at the between persons level.

6. Within Persons Associations between Coping, Efficacy Pain and Mood

Daily coping efficacy with daily pain coping strategies

Multilevel random effects models were used to examine associations between daily
coping and daily coping efficacy. As associations may be confounded by levels of
pain experienced that day (ie. more painful days might prompt more coping as well as
threaten coping efficacy), level of pain was controlled. Table 11 indicates that coping
efficacy was greater on days when participants used relaxation and distraction

strategies.
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Table 11: Summary of Multilevel Random Effects Analyses Predicting Efficacy from Coping

B t

Pain reduction effort .130 077
Relaxation 298 .067#**
Distraction 171 075*
Redefinition 074 112
Venting Emotions -.091 .093
Seek emotional support -.032 .099
Seek spiritual comfort -.167 117

*0<.05, ***p<.001

Daily coping efficacy and daily coping strategies with same-day pain and mood

Multilevel random effects models were also applied to examine how each day’s
coping strategies and perceptions of coping efficacy corresponded with pain
experienced that day. These revealed significant associations for coping efficacy and
for five of the seven coping strategies, indicating that on days when pain was great,
participants were more likely to use pain reduction, distraction, redefinition, venting
emotions and seeking emotional support. On days when pain was great, participants

were also more likely to rate their coping as ineffective (see Table 12).

The above analyses were repeated with today’s negative mood as the dependent
variable, controlling for same day pain. Table 11 shows that on days when negative
mood was great, participants were less likely to use pain reduction efforts and
distraction, and more likely to vent emotions. Negative mood was also negatively
associated with belief in the effectiveness of one’s coping efforts. Finally, the
analyses were repeated for today’s positive mood, controlling for pain and negative
mood. Associations were revealed for coping efficacy, and distraction, indicating that
on day’s when positive mood was high, participants used more distraction and

perceived their coping efforts as more effective. Results are shown in the table below.
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Table 12: Summary of Within-Persons Relations Associations of Coping and Coping

Efficacy, With Same Day Pain, Negative Mood and Positive Mood

Pain reduction effort
Relaxation

Distraction
Redefinition

Venting Emotions
Seek emotional support
Seek spiritual comfort

Coping Efficacy

Same-day pain

B t

.806 6.030%**
062 .503

.343 2.545%
445 2.188%*
.885 5L S THH
982 5.918%*x*
-.124 -.585

-517 -10.463***

Same day —ve mood

Same day +ve mood

B
-.950
-.344
-.784
~.091
1.361
702
1.058
-.959

t
-2.637**
-1.094
-2.265%*
-.174
3.21 77k
1.565
1.233

B
=377
-.462
1.257
-1.121
-1.005
-.005
-.596
736

t

-.806
-1.164
2.87 7%
-1.686
-1.843
-.008
-.545
3.838*+*

*p<.05, **p<.01, ***p<..001

Daily Coping and Coping Efficacy with Next-day Pain and Mood

The above analyses were repeated, with tomorrow’s pain and mood as the dependent

variables. To adjust standard errors for serial autocorrelation, today’s value of the

dependent variable was also entered as a covariate in each model (ie. today’s pain was

entered when tomorrow’s pain was the DV etc). Coping and coping efficacy were not

associated with next day pain. However, significant associations were revealed for

next day negative mood, and for next day positive mood. Results indicated that

participants experienced greater negative mood the day after using relaxation and

redefinition strategies, but experienced greater positive mood the day after venting

emotions (see Table 13).
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Table 13: Summary of Within-Persons Relations Associations of Coping and Coping
Efficacy, With Next Day Negative Mood and Positive Mood

Negative Mood Tomorrow  Positive Mood Tomorrow
B t B t
Pain reduction effort -.088 -.256 224 456
Relaxation 928 3.050%** 267 .624
Distraction -.449 -1.353 122 256
Redefinition 1.042 2.085% 760 1.059
Venting Emotions -218 -.536 1.224 2.193%*
Seek emotional support .028 .054 .037 .063
Seek spiritual comfort -.632 =779 -1.346 -1.198
Coping Efficacy -.106 -.743 -.0.006 -.028
*p<.05, **p<.01
o Effectiveness of the Intervention

Of the 68 participants, 44 were assigned to the intervention condition and 24 to the
control condition. The two groups did not differ with respect to demographic or
disease related characteristics (see Table 14). Analyses of covariance were conducted
for each outcome measure, entering group (intervention, control) as a fixed factor, and
initial level of the DV as a covariate. These analyses revealed differences between
intervention and control participants for the BAS-G score relating to global status
over the past six months. This difference was significant at one month (F, 5;, = 4.932,
p=-031) and remained marginally significant at three months (¥}, ;5= 3.782, p=.059)
post-writing. At both time points, the scores on the BAS-G were lower for
intervention participants relative to controls, suggesting that the task was effective in
reducing the perceived effects of the disease on health. Mean scores for the
intervention and control groups at each time point are shown in figure 1. BAS-G
scores decline from baseline to one month follow-up and from one month to three
month follow-up for the intervention condition. However, scores for the control

condition do not follow this pattern.
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Table 14.: Sample Characteristics by Group Assignment

Age, mean (SD)

Female %

Employed full-time %

Employed part-time %

Not employed %

Years since diagnosis, mean (SD)
Years since first symptoms, mean (SD)

% of participants taking:

Control
(n=24)

51.42 (12.51)
25

333

8.3

16.7

13.11 (10.56)
25.48 (12.51)

Intervention
(n=44)

52.91 (12.74)
39

43

9.1

13.6

16.38 (11.99)
25.90(13.98)

e NSAID 79 84
e Paracetamol 29 28
e Drugs to alleviate side-effects L 23
e Opioids 13 14
Fig 1: Mean BAS-G Scores for Intervention vs
Control Participants
7
6
()] o
= 5
®» 4 | |OControl
£3 @ Intervention
S 2
=
1
0
Baseline 1month 3months
Time

Analyses of covariance also examined group differences in coping at follow-up
relative to baseline. No significant differences were found for any of the seven coping
strategies, although there was a trend for intervention group participant to use pain
reduction efforts to a lesser extent than controls at one month follow-up (F; 5, =
3.234, p=.078). Alterations in daily pain, positive mood and negative mood were also

examined using ANCOVA. No significant differences were revealed.
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Effectiveness of the Task and Coping Style

Difference scores were calculated for BAS-G at follow-up relative to baseline
(subtracting tl levels from t2 and t3). Bivariate correlation analyses were then
conducted to examine the relationship between change in health after the writing
exercise and scores on each coping dimension, focusing on the intervention condition
only. Significant correlations were revealed between the difference score at 3 month
follow-up and scores on the Time 1 active coping (=404, p=.045) and Time 2
emotional response (r= -.498, p=.011) dimensions, indicating that individuals who
tend to confront stressful situations in the early stages and tend not to become
emotionally aroused in the later stages showed the greatest improvement in global

status at three months post-writing.
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Discussion

The current research provides an insight into what it means to live with a chronic
condition such as ankylosing spondylitis. Participants’ descriptions indicated that
dealing with pain, fatigue and reduced mobility on a daily basis can lead to alterations
in mood and personality, strain on relationships, and difficulty performing everyday
activities, such as housework. The individual may withdraw from social situations,
and refrain from leisure activities that have become too demanding, as their condition
has progressed. AS may also impact on career progression and choices regarding
family planning. Consistent with previous research (eg. Folkman, 1997) however,
participants also reported a range of positive effects of their condition. For example,
increased awareness of the need to maintain one’s health, a feeling of strength or
determination, an increased awareness of others’ suffering, and friendship of other AS

patients.

The quantitative analyses provide information about the role of coping in ankylosing
spondylitis. Coping style assessed at baseline correlated with patients’ attempts to
improve their own health, and with coping and mood assessed during a subsequent 7-
day recording period. The patterns of association are supportive of the relationships
between coping and person variables reported in Study III. In particular, the active
coping dimensipn appears to be associated with social modes of coping: scores
correlated with frequency of attendance at support groups and with the use of venting
emotions and seeking emotional support in order to cope with pain. Associations for
avoidance coping are supportive of the notion that avoiders have a more external
locus of control; scores on this dimension were negatively correlated with tendency to
engage in exercise and frequency of attendance at support groups. Tendencies to use
avoidance coping in the later stages of stressful encounters also correlated positively
with seeking spiritual support as a coping strategy. Avoidance coping was associated
with reduced positive mood and greater negative mood over the initial seven-day
recording period, and avoiders’ preferred method of coping, seeking spiritual comfort
did not appear effective in alleviating negative mood. Finally, tendencies to become

emotionally aroused in stressful situations, assessed by the CSSQ emotional response
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dimension, were associated with greater negative mood and lower levels of positive
mood during the recording period. Overall therefore it would appear that tendencies
to cope in a particular manner with everyday experiences do generalise to coping with

chronic illness.

Although the methods selected to cope on a daily basis may be influenced by
individuals’ preferred modes of coping, it is evident that daily fluctuations in mood
and pain also play an important role. Multilevel analyses indicated that the majority
of daily coping methods were positively associated with pain, suggesting that people
tend to ‘step-up’ their coping efforts when pain becomes unbearable. However,
coping efforts tend to be perceived as ineffective on painful days. Relaxation - the
strategy perceived as most effective — was not associated with levels of pain, so
although in general patients seemed to try harder to cope on painful days they did not
try harder to relax. Seeking spiritual comfort to cope with pain also appears unrelated
to level of pain experienced. Pain reduction efforts and distraction tended to be used
to a lesser extent on days when negative mood was great, whilst venting emotions was
used to a greater extent. Distraction was the only strategy to be associated with
positive mood, participants tended to distract themselves more when positive mood

was great.

Examination of next day measures indicated that the use of relaxation and redefinition
strategies tended to increase negative mood the following day, whereas venting
emotions was associated with an increase in positive mood the following day. The
lack of any significant associations between coping and next day pain, suggests that
patients cannot control day-to-day variations in pain by utilising effective coping
methods. No significant associations were revealed between coping style and pain
across the recording period. Overall therefore, it appears that whilst pain may
influence coping, coping does not have an effect on pain. Despite these findings,
significant associations were revealed between coping methods and ratings of
effectiveness in terms of controlling and reducing pain. Relaxation and distraction
were rated as highly effective, regardless of how much pain was experienced that day.

It may be that the daily use of relaxation and distraction is associated with an illusion
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of control over pain, even though direct effects of coping on pain do not exist.
However, it is also possible that coping may have been effective in reducing pain in
the shorter-term. That is, although pain the next day was unaffected by coping
behaviour, coping may have influenced pain levels on a moment-by-moment basis.
For example, taking a pain-killing drug may have implications on pain experienced
over the next hour, but may not have any impact on next-day pain. Further research
examining fluctuations in pain experienced during the day would allow a
consideration of coping at the micro-level and add valuable information to the picture
of next-day associations reported here. In the current study participants were required
to complete a number of questionnaires over a three-month period. To reduce the
burden on participants, questionnaires were returned at the end of each recording
period, not at the end of each day. It is possible therefore that some questionnaires
were not completed on the date indicated. Future research focusing solely on daily
associations between coping, pain and mood should aim to ensure that diaries are
completed on the date indicated, and relate to coping pain and mood experienced on
that day. Future research could also make use of recent developments in multilevel
modelling (MLM). This procedure allows the researcher to investigate the impact of
both between-persons (eg. Coping style) and within-persons variables (eg. Daily
coping) on the DV, and to further examine possible interactions between these
variables (eg. are certain coping strategies more effective for people with an active
coping style?). MLM requires the use of specialist software packages that were not
available to the researcher. However, future research will aim to extend the current
findings by applying multilevel models to data described here. For further information

on MLM and other strategies for analysing diary data see Schwartz and Stone (1998).

The regression analyses reported here indicated that coping has important
implications for health outcomes. Coping predicted health at one month and three
month follow-up even when differences in demographic and disease related variables
were controlled. In general, it appears that tendencies to engage in avoidance coping
have beneficial impacts on physical health, whereas tendencies to engage in active
coping and to become emotionally aroused in stressful situations appear to have

detrimental effects. These results seem surprising, given that confronters tend to take
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a more active role in maintaining their own health and tend to utilise more social
modes of coping, whilst avoiders do very little to help themselves. However, active
coping is likely to increase awareness of stressful events, as confronters tend to seek-
out stress related information. When stressful events are encountered confronters are
also likely to experience pronounced stress-response system activity (see previous
study). The detrimental effects of active coping on health outcomes may therefore
reflect more frequent activation of stress-response systems. The current results
indicated that individuals who confront stressful situations in the late stages are also
more likely to smoke. It is possible therefore that confronters experience greater
stress on a daily basis and therefore need to reduce levels of arousal by smoking,
venting emotions or seeking emotional support. Avoiders may be less aware of
stressful events and therefore benefit in terms of physical health, whilst paying the
price in terms of increased negative mood. Emotional responders seem to fare the
worst; the individual is more likely to experience anger, worry, upset or panic in
response to stressful events but is not able to target their emotional arousal into
activation of coping behaviours. Emotional response scores are therefore associated

with both poorer physical health and increased negative mood on a daily basis.

As discussed above, venting emotions resulted in greater positive mood the following
day. This finding suggests that interventions that are aimed at expressing emotions
may bring benefits, at least in terms of psychological health. The emotional-
expression parzidigm employed in this study did appear to be effective in terms of
improving global health status. The benefits of disclosure were evident both at one-
month and three-months post-intervention. No significant differences were revealed
between intervention and control participants in terms of coping strategies used after
the writing task, although there was a trend for intervention participants to use pain
reduction methods to a lesser extent than controls at one-month follow-up. Future
research with larger samples would be useful in order to determine whether venting
emotions does have an impact on coping behaviour. The effectiveness of the
intervention was associated with participants’ coping style. In particular individuals
who tend to confront stressful situations in the early stages and tend not to become

emotionally aroused in the later stages benefited the most from disclosure.
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The association between emotional response scores and effectiveness of the
intervention may indicate effects of the task on thought intrusions. As stated in the
introduction to this study, previous researchers have suggested that the emotional
expression paradigm may have most benefit for individuals who experience high
levels of intrusive thoughts after stress. It was also suggested in the previous chapter
(see discussion to Study IV) that low emotional responders may experience thought
intrusions due to attempts to suppress emotional reactions, and that these thought
intrusions may be the cause of prolonged stress-response system activity. It is possible
therefore that the disclosure task was particularly effective for low emotional
responders as it encouraged a focus on emotions that had previously been suppressed,
and therefore alleviated thought intrusions that accompany suppression-attempts (see
Chapter II for discussion of associations between suppression and thought intrusions).
However, thought intrusions were not assessed in the current study. Future research
examining both coping style and thought intrusions before and after emotional
expression would allow a greater understanding of the mechanisms via which coping
may influence effectiveness of emotional writing. Combining this analysis with
examination of stress-hormones such as cortisol would also indicate whether such

associations are mediated via physiological processes.

Alternatively, the association between emotional response scores and effectiveness of
disclosure may indicate the effects of social support. Schreurs and DeRidder (1997)
suggest that individuals who tend to show too little or too much distress are likely to
receive a diminution of social support resources; the former due to support providers’
experience of vicarious threat and feelings of helplessness at being able to respond to
the patient’s suffering, the latter due to insufficient communication of need. These
results would also explain the association between active coping and effectiveness of
the intervention. As discussed previously, confronters prefer social modes of coping
and tend to deal with pain by expressing emotions. High confronters may be seen by
support providers as expressing too much distress, whereas low emotional responders
may express too little distress. In this respect, disclosure could be viewed as a pseudo-

social support intervention as individuals are able to express and work through
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negative emotions that may be difficult to express to others. This hypothesis appears
to be supported by qualitative data. Several participants reported that they did not like
to be a worry to their family and felt that others would not understand their
experiences. For example, participant 41 wrote ‘I don’t share or tell people about this
cause they would think I am a cry baby’, participants 77 wrote ‘People who don’t
have AS do not understand the severe pain it causes’ and participant 33 listed ‘worry
to my wife and family’ as a negative effect of AS. One participant also wrote in depth
about emotional writing in her response to the advertisement placed in NASS. Her
letter explained that ‘As a way of coping with the first flare-up 12 months ago, I
began a creative writing course. I find this in itself therapeutic as I use the written
word to vent my frustrations as I have been made to feel ashamed of displaying any
emotion, particularly with regard to pain’ and went on to write ‘I have realised how a
lot of sufferers feel isolated and lonely. It is also very difficult to explain, even to
loved ones, how awful you feel on bad days. This is why I have found writing about

the bad days helpful.’

Although participants in the intervention condition rated the impact of the disease on
their health as less severe than controls at follow-up, the writing task did not result in
significant alterations in disease activity, functional status or depression. However, the
current analyses relied on a relatively small sample of respondents, particularly at the
three-month follow-up. Further research focusing on the effectiveness of this
intervention for larger groups of AS patients would be beneficial. In addition to the
small sample size, the current study was limited in that all analyses refer to self-report
measures. Results may therefore indicate associations between participants’ coping
styles and their subjective perceptions regarding severity of their condition, rather
than disease severity per se. It is also possible that some people tend to both rate their
coping and symptoms in a negative (or positive) manner, and this may over-inflate the
degree of association between coping and health outcomes. As discussed in the
introduction, there is no gold-standard for assessing disease activity or functional
status in AS. However, future research focusing on physician-ratings of health status
would provide a useful comparison for the current findings. The effectiveness of the

intervention may also have been influenced by the design of the experiment. All
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participants were required to write about their condition in the baseline
questionnaires, even this short writing exercise may have provided participants with
the opportunity to disclose negative emotions that are difficult to discuss with friends
and family. Future research testing the effectiveness of emotional disclosure tasks
should therefore ensure that the study design does not provide alternative
opportunities for disclosure (eg. by writing about negative events, or discussing

thoughts and feeling with the experimenter or other participants).

In conclusion, the current study has demonstrated a practical application of the coping
scale designed in the previous chapter, and has addressed relationships between
coping style, coping behaviour and health outcomes. The current study also suggested
that writing about stressful experiences might have benefits for AS patients, who may
feel isolated in their pain, and unable to communicate their feelings to others. The
quantitative analyses reported were bolstered by qualitative data, which provided a
picture of what it means to live with a chronic pain condition. It is evident that AS can
have negative impacts on all areas of life. Interventions that decrease the impact of AS
are therefore extremely valuable. Future research should aim to build on the evidence
reported here, in order to investigate relationships between coping, pain and mood at a
micro-level, and to determine the mechanisms underlying benefits of emotional
writing. The reported associations between avoidance coping and health outcomes are
also worthy of future research. Use of avoidance coping may not necessarily be
‘maladaptive’ when individuals are faced with a chronic incurable condition, and it is
possible that interventions aimed at encouraging people to work through their
emotions may be inappropriate for those who prefer to rely on distraction or denial.
The use of such strategies may however have negative implications for mood, so
avoiders may benefit from engaging in distracting pass-times that enhance positive
affect, such as watching a humorous film or spending time with friends. Future
research examining the effectiveness of alternative interventions for people with
different coping styles could lead to individually tailored treatment programs aimed at

maximising both physical and psychological well being.
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Summary and Conclusions

The purpose of this project of research has been to develop a valid, reliable measure
of coping styles, to investigate associations between coping and psychological and
biological variables, and to determine whether coping styles are predictive of the
methods individuals use to cope on a daily basis. In order to address these aims the
studies presented have used a combination of qualitative and quantitative methods,
and coping has been assessed both at an intra- and inter- individual level. Finally
coping has been linked to health outcomes in a longitudinal investigation of
individuals with.a chronic condition and a psychological intervention has been
applied. This chapter aims to consider how this research has contributed to our
understanding of coping processes and to discuss the wider implications of the

findings reported in this thesis.
Development of a valid reliable measure of coping style

Previous methods of measurement have generally been developed according to a ‘top-
down’ approach where the important dimensions of coping are specified a-priori and
items created to represent these dimensions. This approach has resulted in a number
of problems, such as unstable factor structures, ambiguity regarding the intentions
underlying coping responses, scenarios that are difficult to imagine, and responses
that may be inapplicable to particular situations or particular populations. The
empirical studies presented in this thesis therefore adopted a ‘bottom-up’ approach in
which scenarios and response options were developed on the basis of descriptions of

real-life coping episodes, and dimensions derived from exploratory factor analyses.

This process began by asking participants to describe stressful situations they had
experienced and to explain in their own words how they coped with these events.
Participants’ descriptions provided a richer picture of coping than quantitative data
alone, highlighting the use of different strategies at different stages of stressful
encounters and revealing the range of intentions that may underlie use of strategies
such as seeking social support. Participants’ descriptions also suggested that coping

includes not only behavioural responses to perceived stress, but also emotional, and
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cognitive responses. Quantitative analyses in Study II provided support for the
situation and response categories identified from qualitative content analysis,
suggesting that 18 of the original 19 response options were related to the same

underlying construct.

Three coping dimensions were identified using principal components analysis. The
active coping dimension indicates the extent to which individuals attempt to alter the
situation, either through their own efforts, or by calling on others for help. The
avoidance dimension indicates the extent to which the individual attempts to
withdraw from the situation either mentally (eg. by distraction, or denial) or
physically (by removing oneself from the situation). The third dimension - emotional
response — indicates the degree to which individuals become emotionally aroused (eg.
panicking, becoming angry or upset). The coping scale was refined throughout
Studies II and III by retaining only those scenarios that were perceived as both
stressful and imaginable and by excluding items that were not significantly associated
with a single coping dimension. Participants’ comments on the scale were also
considered, and the final version of the questionnaire presented in study VI was

designed to meet practical as well as psychometric criteria.

This inductive approach not only resulted in the development of a valid reliable
measure of coping but has also addressed a number of conceptual issues that have
plagued coping‘ research over the last few decades. As discussed in chapter III, De
Ridder (1996) suggested that coping measurement can only be fruitful if one assumes
that individuals generalise across situations and apply a limited set of coping
strategies to different occasions. However, this assumption has not been rigorously
tested. Therefore, in Study II, coping responses were examined with reference to
seven different hypothetical scenarios. Factor scores for each scenario were entered
into SPSS and Cronbach’s alpha was calculated, treating each scenario as a scale item.
Although the seven situations varied with respect to controllability and stressfulness,
coping dimension scores were highly consistent, suggesting that people do tend to
cope in a characteristic manner with different types of events. The results of Study V
further suggest that styles of coping with everyday stressful events influence the
methods used to cope with the effects of a chronic illness. It would appear therefore

that individuals are fairly rigid in their coping behaviour, and tend to cope in the same
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way even when coping has important implications. For example, people who tend to
distract themselves from thinking about everyday events such as missing a train to
work, are also likely to avoid activities which force them to cognitively engage with
the reality of illness. The implications of these findings for the development of patient

interventions will be considered later in this chapter.
Relationships Between Coping and Person Variables

As discussed in Chapter 1V, for the coping concept to be usefully applied it is
necessary not only to establish that consistent styles of coping exist, but also to
explain why they exist and to examine the implications of these coping styles for
health outcomes. These issues were therefore addressed in Studies III to V. Studies III
and IV indicated that associations between coping and biological, social and
psychological variables depend on the type of coping that is considered and the stage
at which coping is assessed. Unlike previous measures of coping, the questionnaire
developed in this thesis allows for separate consideration of coping responses elicited
by situations that have just occurred, and situations that have been ongoing for some
time. This separation was initially intended to investigate whether response categories
identified from qualitative data were relevant to both early and later-stage coping.
However, empirical findings suggested that initial and later-stage coping might reflect
different processes. The former showed stronger associations with outcomes
measured follm;ving an acute stressor, whereas the latter showed stronger associations
with outcomes of a chronic stressor. Bivariate correlations between the three coping
dimensions and person variables suggested that belief in one’s coping efforts may be a
more important predictor of coping in the early than in the later stages, whilst social
support may be more important for coping with situations that have been ongoing for
a significant period of time. Although previous researchers have argued that coping
should be viewed as either a process that changes over time, or a style that remains
stable across the stages of a stressful encounter, this thesis would argue that evidence
of change does not disprove the existence of stable styles of coping. As discussed in
chapter IV (see p. 48), evidence of stability is dependent on the level at which coping
is assessed. This is true for all aspects of human behaviour. For example, if we
attempt a fine grained analysis of the sets of behaviours individuals engage in when

they enter a restaurant, we may conclude that behaviour is wholly determined by the
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situation, as people engage in a series of actions that change across of the stages of the
event (eg. waiting to be seated, ordering a meal, eating, paying the bill). However, if
we observe the same individual across a range of situations, we may be more likely to
conclude that behaviour is determined by personality dispositions, as the person
displays a relatively consistent manner of responding. The two approaches are not
mutually exclusive, and as shown in the current research, it is possible to investigate
both person and situation variables simultaneously, using coping style questionnaires
to assess dispositional aspects of coping, and stressor-specific coping scales to assess
the extent to which the individual uses a range of strategies applicable to that

particular stressor.

Regression analyses presented in Study III provided some useful information for
considering why individuals tend to cope in a characteristic manner. Results
suggested that individuals engage in avoidance coping if they have an external locus
of control, are unable to make sense of stressful events or lack adequate social
support. These findings are consistent with Holahan and Moos’ (1987) suggestion
that avoidance coping is a response to threatening situations when personal and

contextual resources are scarce.

Tendencies to actively confront stressful situations or become emotionally aroused
appear to be associated with the female gender and this association may reflect a role
of biological prbcesses in coping (see Study III). Active coping in the early stages of
stressful encounters did not appear to be associated with personality or social support,
but was predicted by belief in the effectiveness of coping efforts. Active coping in the
later stages however was associated with the combined influence of extraversion and
social support, suggesting that individuals will continue to take an active approach to
coping with stressful situations in the long term if they are able to talk to others about
their difficulties, or engage in activities with other people. These results are
supportive of previous research suggesting that extraversion is associated with active
problem-focused forms of coping. Some researchers have also suggested that
extraversion is synonymous with positive emotionality (eg.Watson, David & Suls,
1999) and, as discussed in the introduction to this thesis, positive emotions have been
proposed to perform an important adaptive function, undoing the narrowed

psychological and physiological preparations for specific action, and allowing the
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individual to engage in more creative thought patterns. Ferguson, Matthews and Cox
(1999) also suggest that extraversion may be associated with a focus of attention on
the situation’s potential for growth. In general therefore, it would appear that
extraversion/positive emotionality provides the necessary conditions for individuals to
draw on their resources and take an active role in confronting ongoing stressful

situations.

In addition to gender, emotional response scores were predicted by neuroticism, an
external locus of control, inability to make sense of stressful events, and a tendency to
appraise events in a negative manner. It was suggested that trait anxiety may result in
difficulties forming meaningful representations of stressful events, and that this
inability to make sense of the situation prevents the individual from taking an active
role in coping. A perception of the event as stressful and uncontrollable may then give
rise to negative emotions such as fear, panic, anger or worry. Associations between
neuroticism and scores on this dimension are consistent with previous research linking
neuroticism to passive, emotion-focused forms of coping. Watson et al (1999) also
suggest that neuroticism indicates a tendency toward negative emotionality and
Ferguson et al. (1999) further propose that the link between neuroticism and negative
emotionality is due to the impact of neuroticism on cognitive processes, resulting in

an exaggerated focus on the negative aspects of a situation.
Coping Style, Coping Behaviour and Health

In addition to examining associations between coping and person variables, the
current research aimed to determine whether coping styles assessed using a situation-
response questionnaire can be used to predict the methods people use to cope on a
daily basis. The results of study VI indicated that scores on the three CSSQ coping
dimensions were associated with the methods individuals used to cope with the effects
of a chronic condition and with psychological and physical well-being. Scores on the
Active coping dimension correlated positively with frequency of attendance at support
groups and the use of venting emotions and seeking emotional support in order to
cope with pain. Avoidance scores were negatively correlated with exercising and
attendance at support groups, and positively correlated with seeking spiritual support.

Both avoidance and emotional response scores were associated with greater negative
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mood and lower positive mood during the recording period. Multilevel analyses using
the general linear model revealed that daily coping was also associated with daily
fluctuations in pain and mood, suggesting that although individuals tend to select
coping strategies that are consistent with their general style of coping, contextual

factors must also be considered.

Regression analyses suggested that avoidance coping was positively associated with
health outcomes, whereas scores on the other two dimensions are negatively
associated with health outcomes. These results suggest that avoidance may not
necessarily be a ‘maladaptive’ style of coping. Instead, the three coping styles appear
to be associated with different types of risk. Individuals who repress emotional
responses to stress may be at risk of thought intrusions and prolonged stress-response
system activity after stress. Individuals at the other extreme of the emotional-response
dimension may however be at risk of mood disturbances, and experience more
pronounced increases in cortisol following stressful experiences. Individuals who tend
to take an active approach to dealing with stressful situations may also be more likely
to take an active role in maintaining their own health. These individuals may however,
experience greater anxiety as a result of cognitively processing stressful information.
Patients who tend to avoid thoughts of stressful situations may be less likely to engage
in health protective actions, but may benefit from reduced levels of anxiety in
response to daily events and less frequent stress-response system activation. The
benefits associated with coping approaches may reinforce such behaviour and
therefore contribute to the development of rigid patterns of responding. However, the
disadvantages associated with each style of coping can over time outweigh these
benefits and result in negative impacts on psychological and physical health. When

this occurs psychological interventions may have significant benefits.

Study V tested one such intervention, based on Pennebaker’s emotional disclosure
paradigm. Results suggested that putting negative thoughts and feelings into words
may bring benefits for people with chronic conditions, particularly when it is difficult

to talk to friends or family.
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Implications

The findings of this research have important implications for the medical context. As
discussed in the introduction, the biopsychosocial model of health is becoming
increasingly influential. However, psychological variables are unlikely to be
incorporated into treatment programs if they are poorly defined and cannot be reliably
measured. By addressing issues of conceptualisation and measurement it is hoped that
this research will contribute to future examination of the role of coping in the onset
and progression of illness, and that this research as a whole will inform clinical
practice. The studies presented in this thesis have begun to elucidate mechanisms
underlying differences in coping behaviour. Future research should build on these
findings in order to develop a more detailed model of coping within which potential

barriers to effective coping may be identified and targeted.

In addition to providing a measurement tool for future research, the studies presented
in this thesis have also highlighted research methods that may be appropriate for
examining coping. The qualitative analyses presented in study I provided a useful
starting point by indicating the types of phenomena that ‘belong’ to the coping
concept. By starting with qualitative rather than quantitative considerations it was
possible to take a fresh look at coping and escape from the circular process of
specifying responses from coping dimensions, and dimensions from responses.
Hierarchical regression analyses reported in study III provided a useful method of
considering stable and more transitory influences on coping simultaneously. As such
variables are likely to be interrelated, this approach may be more appropriate for
consideration of coping predictors than bivariate correlational approaches alone.
Future research applying multivariate methods to the analysis of predictors of
endocrine responses to stress would provide a more detailed examination of such
processes than could be conducted here. Such research may be constrained by the
need for large samples of participants who are willing to complete a stressful and
time-consuming task. However, the research presented in this thesis has helped to
break down such constraints to some extent by highlighting the styles of coping most
likely to show associations with cortisol, and by demonstrating the efficacy of a
shortened version of the TSST. The research presented here suggested that qualitative

considerations may be useful not only for highlighting variables to be addressed in

174



Chapter VII — General Discussion

quantitative analyses, but also for building up a picture of the individual’s experience
of adversity. Previous research examining patients’ descriptions of their conditions
has suggested that individuals construct their own realities and often imbue negative
events with a sense of meaning or greater benefit. When considering how an
individual copes with stressful circumstances, it is therefore also necessary to consider
how the event is constructed. By combining qualitative considerations with
quantitative analyses, Study V examined not only how individuals cope but also what
they cope with. It is evident therefore that a combination of qualitative and
quantitative methods may afford a more detailed conceptualisation of coping than

either approach alone.

The methodology selected to combine qualitative and quantitative data adopted in the
current research was influenced by the qualitative content analytical approach
described by Mayring (2000). In this paper, Mayring pointed out that although calls to
combine these approaches have become commonplace such calls do little to tell the
researcher how this should be achieved. It is hoped therefore that the current research
will act as a demonstration of a practical method for achieving such methodological
triangulation. As discussed in the chapter I, the questions ‘how?’ and ‘what?’ are of
equal importance to the consideration of research-focus. That is, it is not only
necessary to consider which pieces of the jigsaw fit together, but also to see the

picture one is aiming to complete.

Study V also examined coping at both an inter- and intra- individual level. This
approach would be beneficial for future examinations of coping with chronic stressors
as it is possible to examine the influence of coping styles and variations in
symptomatology and mood simultaneously. Future research could add to the findings
of this research by considering coping at a micro level, that is determining not only
how coping may influence pain and mood the following day, but ways in which
coping may influence outcomes on a moment-by-moment basis. The application of
MLM procedures could extend the current findings by investigating possible
interactions between person and situation variables shaping patients’ experience of
pain or mood disturbance. As discussed in chapter I, chronic conditions are often
associated with pain, mood disturbances, alterations in self-image, and changes in

social networks. The traditional biomedical approach offers little respite from such
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challenges. Psychology therefore has an important role to play and future research

focusing on chronically ill individuals would be extremely valuable.

The disclosure task used in study V, offers a useful paradigm for future research in
that it is both mass-oriented and cost effective and unlike medical interventions does
not appear to be associated with aversive side effects. This type of intervention could
therefore be easily integrated into patient treatment programmes, for example by
providing chronically ill patients with information about the potential advantages of
diary writing. This intervention can also be seen as a means of targeting the
disadvantages associated with particular styles of coping as greatest benefits were
observed for highly active copers and for low emotional responders. These individuals
may be most in need of an outlet for emotional disclosure as they receive a diminution
of social support resources. Future research should aim to examine the efficacy of
interventions for individuals who prefer not to rely on social modes of coping and do
not tend to repress feelings of anger, panic, worry or upset. The current research
suggests that interventions aimed reducing anxiety (eg. relaxation therapies) are most
likely to be of benefit to high emotional responders, whilst inactive copers may
benefit from interventions aimed at enhancing perceptions of coping efficacy.
Interventions for low avoiders are likely to depend upon scores on the active coping
and emotional response dimensions. That is, individuals who are aware of negative
events and become emotionally aroused when they arise may benefit from relaxation
therapies. Indiv‘iduals who are aware of negative events and tend to take and active

role in dealing with them may benefit from disclosure therapies.

Future research testing psychological interventions should aim to consider not only
whether the effectiveness of such methods depends on the coping style of the patient,
but also if interventions operate via alterations in coping strategies, resources, or
appraisals. Study V did not reveal evidence of associations between effectiveness of
disclosure and coping behaviour, but suggested that disclosure may have operated as a
pseudo-social support resource, allowing individuals to express and make sense of
their thoughts and feelings without fear of negative reactions. Future research
examining associations between coping style and social resources will be necessary to
test this hypothesis. Similarly, interventions aimed at reducing anxiety or improving

feelings of self-efficacy should determine whether alterations in such processes are
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associated with the degree of improvement in health status observed after
intervention, and whether such changes are associated with alterations in coping
behaviour. As discussed in chapter III appraisals are likely to both precede and arise
from coping. Therefore alterations in appraisal processes may influence health either
via coping or directly. It is likely that any alterations in coping will occur gradually
and incrementally, as the individual feels able to try different methods of coping and
is reinforced by methods that bring the most benefit in the present situation. As
discussed above, previous research has also suggested that the ability to free oneself
from rigid patterns of responding and adapt one’s behaviour to the particular situation
may be dependent on the experience of positive emotions during periods of adversity.
The research in this thesis has begun to elucidate associations between coping style,
coping behaviour, appraisals and mood processes. Future research focusing on
interrelationships between these variables may eventually lead to the development of
stress-resistance programs, which allow individuals to combat narrowed physiological
and psychological preparations for specific action and engage in rational flexible
patterns of responding. Although this thesis has focused on the salience of such
research for improving coping in the medical context, the implications extend beyond
this arena. As discussed in chapter I, inbuilt patterns of responding are often ill-suited
to the types of situations experienced in modern life. Being able to perform rationally
in stressful circumstances may be particularly important when the individual is
responsible for the lives of others (for example, surgeons, pilots, military
commanders). The coping concept therefore has much to offer and is likely to remain

the emphasis of research interest for many years to come.
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Appendix 1: Stressful Situations Questionnaire




STRESSFUL SITUATIONS QUESTIONNAIRE

Age Years Months
Gender M/F (please delete as appropriate)
Occupation

Please describe briefly a stressful situation that you have experienced in the past.

How did you cope with this situation?

Please indicate on the scale below how stressful this situation was for you.
Not at all stressful 1 2 3 + 5 6 Extremely Stressful
Please indicate on the scale below how controllable you felt the situation was.

Completely 1 2 3 4 5 6 Completely
uncontrollable controllable

How effectively do you think you coped with this situation?
Not at all effectively 1 2 3 4 5 6 Completely effectively

How could you ha?e coped more effectively?

How do you think other people might cope in this sort of situation? (please list as many
ways of coping with the situation you can think of)

If you can think of further situations, please complete the following pages




Please describe briefly a stressful situation that you have experienced in the past.

How did you cope with this situation?

Please indicate on the scale below how stressful this situation was for you.
Not at all stressful 1 2 3 B 5 6 Extremely Stressful
Please indicate on the scale below how controllable you felt the situation was.

Completely 1 2 3 + o 6 Completely
uncontrollable controllable

How effectively do you think you coped with this situation?
Not at all effectively 1 2 3 4 5 6 Completely effectively

How could you have coped more effectively?

How do you think other people might cope in this sort of situation? (please list as many
ways of coping with the situation you can think of)

If you can think of further situations, please complete the following pages



Please describe briefly a stressful situation that you have experienced in the past.

How did you cope with this situation?

Please indicate on the scale below how stressful this situation was for you.
Not at all stressful 1 2 2 4 2 6 Extremely Stressful
Please indicate on the scale below how controllable you felt the situation was.

Completely 1 2 3 -+ 5 6 Completely
uncontrollable controllable

How effectively do you think you coped with this situation?
Not at all effectively 1 2 3 -+ 5 6 Completely effectively

How could you have coped more effectively?

How do you think other pecople might cope in this sort of situation? (please list as many
ways of coping with the situation you can think of)

If you can think of further situations, please complete the following pages




Please describe briefly a stressful situation that you have experienced in the past.

How did you cope with this situation?

Please indicate on the scale below how stressful this situation was for you.
Not at all stressful 1 2 3 4 5 6 Extremely Stressful
Please indicate on the scale below how controllable you felt the situation was.

Completely 1 2 3 4 5 6 Completely
uncontrollable controllable

How effectively do you think you coped with this situation?
Not at all effectively 1 2 3 4 5 6 Completely effectively

How could you have coped more effectively?

How do you think other people might cope in this sort of situation? (please list as many
ways of coping with the situation you can think of)

If you can think of further situations, please complete the following pages



Please describe briefly a stressful situation that you have experienced in the past.

How did you cope with this situation?

Please indicate on the scale below how stressful this situation was for you.
Not at all stressful 1 2 3 -+ 3 6 Extremely Stressful
Please indicate on the scale below how controllable you felt the situation was.

Completely 1 2 3 -+ 5 6 Completely
uncontrollable controllable

How effectively do you think you coped with this situation?
Not at all effectively 1 2 3 4 5 6 Completely effectively

How could you have coped more effectively?

How do you think other people might cope in this sort of situation? (please list as many
ways of coping with the situation you can think of)

Thank you very much for your participation




Appendix 2: Coping with Stressful Situations Questionnaire: Version 1




CSSQ
Coping with Stressful Situations Questionnaire

IMPORTANT INFORMATION
PLEASE READ BEFORE COMPLETING THE QUESTIONNAIRE

This questionnaire is part of an on-going research project investigating the ways in which
people cope with stressful situations. The questionnaire takes about 20 minutes to

complete.

In this questionnaire, you will be asked to imagine a wide range of stressful situations.
These include topics such as bereavement, illness, relationship break-up, and moving
house. If you have experienced a situation of this type recently and feel that you would be
unduly distressed by imagining such a situation, please do not feel obliged to continue.

| If you decide to participate

Please take your time to consider carefully each of the situations presented in this
questionnaire and indicate how likely you would be to respond in the ways described.

Your answers should indicate how you think YOU as an individual would respond if faced
with such a situation in real life, rather than how you would ideally like to respond to the
situation, or how you think others would respond.

You are not required to give your name and all responses will be completely confidential.

Thank you for participating.




Imagine that you have to be at work on time for an important meeting. When you arrive at the station
however, you hear an announcement that your train has been cancelled. You do not know what time

the next train will arrive and do not have any other means of transport available to you.

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ | Once or twice [ | Onafewoccasions [ | Severaltimes [ |

Please indicate how likely you would be to respond in the ways described below, by entering a number

from 0-5 next to each response. Please enter a number in both columns:

(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)
Time A= immediately after hearing the announcement

Time B= if the situation has not changed after a significant period of time

Please insert a
number from 0-5

Time A

Time B

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Try to find out as much information as possible (eg. Why was the train cancelled, when will the
next train arrive etc.)

Talk to other passengers/ station staff in order to make myself feel better about the situation

Talk to someone in order to gain practical help (eg. Try to find someone who could give me a lift
to work, ask someone if | can borrow their mobile phone)

Distract myself from thinking about being late (eg. By reading or listening to music)

Think positive, eg. Tell myself ‘I'm sure the train will come soon’

Hope/ wish for the train to come soon

Panic

Become angry

Become upset

Ring my boss and tell him/ her that | may be late

Carry on as normal and imagine there is no problem

Take the day off and go home

Pass on any information | have to other passengers

Provide emotional support to other passengers (eg. By listening to their worries, agreeing with
their concerns)

Offer practical assistance to others (eg. let them use my mobile phone, offer to share a taxi)

Accept that these things happen and such delays can not be avoided

Worry about the consequences of being late (eg. It will not reflect well on me, | may let other
people down)

Try to put things into perspective (eg. Think ‘No-one will think | am lazy or incompetent just
because | am late once', 'they know that | do a good job, and that sometimes these things are
unavoidable')

How Stressful Would This Situation Be For You?* 0 1 2 3
(0= Not at all stressful, 5=Completely stressful)

How Controllable Would This Situation Be For You?* 0 1 2 3
(0=Completely Uncontrollable, 5=Completely Controllable)

How Effectively Do You Think You Would Cope?* 0 1 2 3
(0=Not at all Effectively, 5=Completely Effectively)

How Clearly Are You Able to Imagine This Situation?* 0 1 2 3
(0=I can not imagine it at all, 5= | can imagine it very clearly)

4

8

*Please circle as appropriate




Imagine that you are following a course of study that will improve your career prospects. You will have
to take an exam for this course and have been waiting to be notified of the exam date. You receive a
letter today confirming the date of the exam. The letter informs you that the exam will be worth 60% of
your mark for this course and you will only have one opportunity to retake the exam if you fail. You
have several weeks until the exam.

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ | Once or twice [ | Onafewoccasions [ | Severaltimes [ |

Please indicate how likely you would be to respond in the ways described below, by entering a number
from 0-5 next to each response. Please enter a number in both columns:

(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)

Time A= soon after receiving the letter

Time B= shortly before the exam

| would Please insert a

, o number from 0-5

Time A Time B

Try to relax/ calm myself (eg. Using breathing exercises, meditation)

Try to obtain as much information as possible about the exam (eg. The content/ structure of the
exam, where it will be held )

Talk to others in order to feel better about the exam (eg. Friends, colleagues, a counsellor)

Ask others to help me in practical ways (eg. Taking over some of my other commitments so that
| can focus on revision)

Distract myself from thinking about the exam (eg. By reading, listening to music, watching TV,
keeping busy with hobbies etc.)

Think positive, eg. Tell myself ‘'m sure | will do well

Hope/ wish for easy questions

Panic

Become angry

Become upset

Structure my time carefully and commit my energies to revision

Carry on as normal and imagine | have all the time in the world

Avoid contact with anyone who will remind me of the exam

Pass on any information | can to other people in the same situation

Provide emotional support to other people in the same situation (eg. By listening to their worries,
agreeing with their concerns)

Offer practical assistance to others in the same situation

Accept that exams are a necessary evil and can not be avoided

Worry about the consequences of failing the exam (eg. People will think | am stupid, | will not be
able to progress in my career)

Try to put things into perspective (eg. Think ‘It wont be the end of the world if | fail one exam’, 'l
can always retake the exam)).

How Stressful Would This Situation Be For You?* 0 1 2 3 4 5
(0= Not at all stressful, 5=Completely stressful)

How Controllable Would This Situation Be For You?* 0 1 2 3 4 3
(0=Completely Uncontrollable, 5=Completely Controllable)

How Effectively Do You Think You Would Cope?* 0 1 2 3 4 8
(0=Not at all Effectively, 5=Completely Effectively)

How Clearly Are You Able to Imagine This Situation?* 0 1 2 3 4 5

(0l can not imagine it at all, 5= | can imagine it very clearly)
*Please circle as appropriate




Imagine that you receive a letter to inform you that a someone that you care about has died. This
person is a close friend or relative but does not live with you and you will not be responsible for funeral
arrangements. This person was not elderly or infirm and the death was not anticipated.

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ | Once or twice [__| Onafewoccasions [ | Severaltimes [ |

from 0-5 next to each response. Please enter a number jn both columns:

(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)
Time A= soon after receiving the letter

Time B= after a significant period of time

Please indicate how likely you would be to respond in the ways described below, by entering a number

| would.............. Please insert a
number from 0-5
Time A | Time B
Try to relax/ calm myself (eg. Using breathing exercises, meditation)
Try to obtain as much information as possible (eg. How did they die, when did it happen etc.)
Talk to others in order to feel better about the death (eg. Friends, relatives, a counsellor)
Ask others to help me in practical ways (eg. Taking over some of my other commitments while |
come to terms with the death)
Distract myself from thinking about the death (eg. By reading, listening to music, watching TV,
keeping busy with hobbies etc.)
Think positive, eg. Tell myself ‘I will cope with this’
Hope/ wish for my life to get back to normal as soon as possible
Panic
[Become angry
[Become upset
IPrioritise the incident and do what | have to do to come to terms with it (eg. Take time off work,
¢ancel other commitments, free some time to spend with friends, relatives, or to be alone)
Carry on as normal and imagine nothing has happened
Avoid contact with anyone who will remind me of the death
FPass on any information | can to others who were close to the deceased
Provide emotional support to other people who are affected by the death (eg. By listening to their
worries, agreeing with their concerns)
Offer practical assistance to others who are affected by the death (eg. Offer to help with the
funeral arrangements/ other commitments)
Accept that bereavement is a part of life and can not be avoided
Worry about the consequences of the death (eg. My life will never be the same, Other friends/
relatives who were close to the deceased will not be able to cope)
Try to put things into perspective (eg. Think ‘They had a good life', ‘At least they did not suffer for
a long time").
How Stressful Would This Situation Be For You?* 0 1 2 3 4 B
(0= Not at all stressful, 5=Completely stressful)
How Controllable Would This Situation Be For You?* 0 1 2 3 4 8
(0=Completely Uncontrollable, 5=Completely Controllable)
How Effectively Do You Think You Would Cope?* 0 1 2 3 4 5
(0=Not at all Effectively, 5=Completely Effectively)
How Clearly Are You Able to Imagine This Situation?* 0 1 2 3 4 8

(0=l can not imagine it at all, 5= | can imagine it very clearly)

*Please circle as appropriate




Imagine that the doctor tells you that you have a serious illness. The illness can be treated but the
treatment is not always effective.

- Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ ] Once or twice [ | Onafewoccasions [ | Severaltimes [ |

\ Please indicate how likely you would be to respond in the ways described below, by entering a number

\ from 0-5 next to each response. Please enter a number in both columns:
(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)
| Time A= soon after hearing about the illness

“ Time B= after a significant period of time

1would......... Please insert a
? number from 0-5

Time A Time B

Try to relax/ calm myself (eg. Using breathing exercises, meditation)

Try to obtain as much information as possible (eg. What will the treatment involve, what
symptoms/ side-effects will | experience)

Talk to others in order to feel better about the illness (eg. Friends, relatives, a counsellor,
support groups)

Ask others to help me in practical ways (eg. Taking over some of my other commitments while |
am receiving treatment)

Distract myself from thinking about the illness (eg. By reading, listening to music, watching TV,
keeping busy with hobbies etc.)

Think positive, eg. Tell myself ‘I'm sure | will be fine’

Hope/ wish for the treatment to work

Panic

Become angry

Become upset

Structure my time so that | am able to focus on doing what | can to get well (eg. Exercising,
attending support groups, healthy eating)

Carry on as normal and imagine nothing has happened

Avoid contact with anyone who will remind me of the illness

| Pass on any information | can to others who are in the same situation

Provide emotional support to other people who are in the same situation (eg. By listening to their
| worries, agreeing with their concerns)

Offer practical assistance to others who are in the same situation

| Accept that illness is a part of life and can not be avoided

Worry about the consequences of the illness (eg. | will suffer and may die, My friends/ relatives
_ will not be able to cope, | wont be able to maintain my other commitments)

Try to put things into perspective (eg. Think 'Things could be worse', ‘At least they discovered
the illness before it was too late’).

How Stressful Would This Situation Be For You?* 0 1 2 3 4 5
(Q: Not at all stressful, 5=Completely stressful)

How Controllable Would This Situation Be For You?* 0 1 2 3 4 5
( i=Completely Uncontrollable, 5=Completely Controllable)

Hﬁw Effectively Do You Think You Would Cope?* 0 1 2 < 4 8
(0=Not at all Effectively, 5=Completely Effectively)

How Clearly Are You Able to Imagine This Situation?* 0 1 2 3 4 b
(0%l can not imagine it at all, 5= | can imagine it very clearly)
*Please circle as appropriate



e

Imagine that two close friends/ relatives who you care about have had a major argument and are not
speaking to each other. You see these friends/ relatives regularly and the argument is causing a very
uncomfortable atmosphere.

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ | Once ortwice [ | Onafewoccasions [ |  Severaltimes | |

Please indicate how likely you would be to respond in the ways described below, by entering a number
from 0-5 next to each response. Please enter a number in both columns:

(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)

Time A= soon after the argument

Time B= if the situation has not changed after a significant period of time

[ would......... Please insert a number
from 0-5

Time A Time B

Try to relax/ calm myself (eg. Using breathing exercises, meditation)

Try to obtain as much information as possible (eg. What was the argument about, how do the
two friends/ relatives feel about each other)

Talk to others in order to make myself feel better about the situation (eg. Friends, relatives, a
counsellor)

Ask others to help me in practical ways (eg. Ask someone else to speak to them and try to
resolve the argument)

Distract myself from thinking about the situation (eg. By reading, listening to music, watching
TV, keeping busy with hobbies etc.)

Think positive, eg. Tell myself ‘They will be friends again soon’

Hope/ wish for the situation to get better

e | Panic

Become angry

Become upset

Prioritise the situation and do what | can to change it (eg. Get the two of them together and
encourage them to talk, try to make them see sense)

Carry on as normal and imagine nothing has happened

Avoid contact with both of them

Pass on any information | can to each of them (eg. How the other is feeling)

Provide emotional support to each of them (eg. By listening to their worries, agreeing with their
concerns)

Offer practical assistance to each of them (eg. Passing messages between them, arbitrating)

Accept that arguments are a part of life and can not be avoided

Worry about the consequences of the argument (eg. They will never be friends again, | will not
be able to spend time with them together)

» Try to put things into perspective (eg. Think 'It's only words', “They must care about each other
if the argument caused such distress’).

How Stressful Would This Situation Be For You?* 0 1 2 3 4 5
(0= Not at all stressful, 5=Completely stressful)

How Controllable Would This Situation Be For You?* 0 1 2 3 4 5
(0=Completely Uncontrollable, 5=Completely Controllable)

How Effectively Do You Think You Would Cope?* 0 1 2 3 4 5
(0=Not at all Effectively, 5=Completely Effectively)

How Clearly Are You Able to Imagine This Situation?* 0 1 2 3 4 2

(01 can not imagine it at all, 5= | can imagine it very clearly)
° *Please circle as appropriate




Imagine that you make a mistake on an important piece of work that will be difficult to rectify.

from 0-5 next to each response. Please enter a number in both columns:

Time A= initially
Time B= after a significant period of time

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ | Once or twice || On a few occasions [ | Several times [ ]

(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)

Please indicate how likely you would be to respond in the ways described below, by entering a number

| would......... Please insert a
number from 0-5
Time A | TimeB
Try to relax/ calm myself (eg. Using breathing exercises, meditation)
Try to get advice about how to rectify the mistake
Try to find people who can give me emotional support (eg. Other colleagues who are having
difficulties with their work)
Try to find someone who can give me practical help to rectify the problem
Distract myself from thinking about the situation (eg. By keeping busy with other tasks)
Think positive, eg. Tell myself ‘I'm sure | can rectify the mistake'
Hope that no-one will notice the mistake
Panic
Become angry
Become upset
Structure my time carefully and focus on doing whatever | can to rectify the mistake
'Carry on as normal and imagine there is no problem
Avoid contact with anyone who may reprimand me
Provide information to colleagues about my mistake so that they can avoid making the same
mistake in their work
Provide emotional support to other people who are experiencing difficulties with their work (eg.
By listening to their worries, agreeing with their concerns)
Offer practical assistance to other people who are having difficulties with their work
Accept that mistakes will happen
Worry about the consequences of the mistake (eg. | will be reprimanded, | will cause problems
for other colleagues)
Try to put things into perspective (eg. Think 'Everyone makes mistakes sometimes', ‘At least |
noticed the mistake before someone else did').
How Stressful Would This Situation Be For You?* 0 1 2 3 4 5
(0= Not at all stressful, 5=Completely stressful)
How Controllable Would This Situation Be For You?* 0 1 2 3 4 3
(0=Completely Uncontrollable, 5=Completely Controllable)
How Effectively Do You Think You Would Cope?* 0 1 2 3 4 5
(0=Not at all Effectively, 5=Completely Effectively)
How Clearly Are You Able to Imagine This Situation?* 0 1 2 3 4 6

(0=l can not imagine it at all, 5= | can imagine it very clearly)

*Please circle as appropriate



Imagine that you are moving house. You have found a house that you like but have not yet found a
buyer for your current property.

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ | Once or twice [ ] Onafewoccasions [ |  Severaltimes | |

Please indicate how likely you would be to respond in the ways described below, by entering a number
from 0-5 next to each response. Please enter a number in both columns:

(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)

Time A= initially

Time B= after a significant period of time

[ would........ Please insert a
number from 0-5
Time A | TimeB

Try to relax/ calm myself (eg. Using breathing exercises, meditation)

Try to obtain information from other people (eg. Find out whether other people are experiencing
difficulties finding a buyer, seek advice on how to attract a buyer)

Talk to other people in order to make myself feel better about the situation (eg. Friends,
relatives, colleagues)

Talk to someone in order to gain practical help to (eg. Ask someone to help me to decorate/
carry out any necessary repairs)

Distract myself from thinking about the situation (eg. By keeping busy with other tasks)

Think positive, eg. Tell myself ‘I'm sure | will find a buyer soon'

Hope/ wish that | do not lose the property | want to buy

Panic

' Become angry

Become upset

Structure my time carefully and focus on doing whatever | can to sell the house

Carry on as normal and imagine there is no problem

Remove myself from the situation (eg. By asking someone else to deal with selling the house)
Provide any information | can to other people in the same situation

Provide emotional support to. other people in the same situation (eg. By listening to their
worries, agreeing with their concerns)

Offer practical assistance to other people in the same situation

Accept that these problems are an inevitable part of moving house

Worry about the consequences of not finding a buyer (eg. | will lose the house | want to buy, |
may not find another place | like)

Try to put things into perspective (eg. Think 'I'm not the only one who is having difficulties
selling my house', ‘These things always take time').

How Stressful Would This Situation Be For You?* 0 1 2 3 4 5
(0= Not at all stressful, 5=Completely stressful)

How Controllable Would This Situation Be For You?* 0 1 2 3 4 5
(0=Completely Uncontrollable, 5=Completely Controllable)

How Effectively Do You Think You Would Cope?* 0 1 2 3 4 5
(0=Not at all Effectively, 5=Completely Effectively)

How Clearly Are You Able to Imagine This Situation?* 0 1 2 3 4 5
(0=I can not imagine it at all, 5= | can imagine it very clearly)

*Please circle as appropriate




i

Imagine that you are on a train when a stranger in the same carriage as you starts to behave in a
threatening and unpredictable manner. The other people in the carriage are starting to become
concerned but no-one is doing anything to change the situation. It is still a long way until your stop.

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ ] Once or twice [ ] On a few occasions Several times [ |

Please indicate how likely you would be to respond in the ways described below, by entering a number

from 0-5 next to each response. Please enter a number in both columns:

(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)
Time A= initially

Time B= if the situation has not changed after a significant period of time

Please insert a
number from 0-5

Time A

Time B

| Try to relax/ calm myself (eg. Using breathing exercises, meditation)

Try to keep an eye on the situation (eg. Watch what the man is doing, how other passengers are
responding)

Talk to other passengers in order to feel better about the situation

Talk to someone in order to gain practical assistance (eg. Ask a guard/ another passenger to try
to intervene)

Distract myself from thinking about the situation (eg. By reading, listening to music)

Think positive, eg. Tell myself ‘He is probably harmless’

Hope/ wish for the situation to get better

Panic

Become angry

| Become upset

Talk to the stranger and try to calm him down

| Carry on as normal and imagine there is no problem

| Get off at the next stop

Pass on any information | can to other people in the carriage

Provide emotional support to other people in the carriage (eg. By listening to their worries,
agreeing with their concerns)

Offer practical assistance to other passengers (eg. Offer to help them to move to another
carriage)

Accept that there is nothing | can do to change the situation

Worry about the consequences of the stranger's behaviour (eg. | wont be able to get out at my
stop, Someone will get hurt)

ﬂry to put things into perspective (eg. Think 'At least | am not alone in the carriage', 'l will be

| getting off the train in a while').
[

H‘ w Stressful Would This Situation Be For You?* 0 1 2 3
( )= Not at all stressful, 5=Completely stressful)

HLW Controllable Would This Situation Be For You?* 0 1 2 3
(OLCompIeter Uncontrollable, 5=Completely Controllable)

\
How Effectively Do You Think You Would Cope?* 0 1 2 3

(OI*:Not at all Effectively, 5=Completely Effectively)

H$w Clearly Are You Able to Imagine This Situation?* 0 1 2 4
(0=l can not imagine it at all, 5= | can imagine it very clearly)

*Please circle as appropriate



Imagine that you arrive home to a note from your long-term partner. The note says that they do not
feel that your relationship is working and they have moved out.

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ | Once or twice [ | Onafewoccasions [ | Severaltimes | |

Please indicate how likely you would be to respond in the ways described below, by entering a number
from 0-5 next to each response. Please enter a number in both columns:

(0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)

Time A= initially

Time B= after a significant period of time

[MTwould....... Please insert a
number from 0-5

Time A | TimeB

Try to relax/ calm myself (eg. Using breathing exercises, meditation)

Try to obtain as much information as possible (eg. Why have they left, where are they living)

Talk to other people in order to make myself feel better about the situation (eg. Friends,
relatives, a counsellor)

Talk to someone in order to gain practical help (eg. Help with tasks that my partner would
normally do)

Distract myself from thinking about the situation (eg. By keeping busy with other tasks)

Think positive, eg. Tell myself ‘I'm sure he/ she will come back'

Hope/ wish that our relationship can be saved

Panic

Become angry

e | Become upset

Speak to my partner an insist that we both do whatever we can to rectify the situation

Carry on as normal and imagine there is no problem

Avoid contact with anyone who may ask me about the situation

ﬁontact other people who are affected by the situation (eg. Relatives) to let them know what has
happened :

Provide emotional support to other people who are affected (eg. By listening to their worries,
agreeing with their concerns)

Offer practical assistance to other people who are affected by the situation

Accept that these things happen and it is not possible to avoid being hurt in life
" Worry about the consequences if the relationship can not be saved (eg. | will not be able to cope
on my own, it will totally disrupt my life)
Try to put things into perspective (eg. Think Things could be worse', 'All relationships have
rough patches)).

How Stressful Would This Situation Be For You?* 0 1 2 3 4 5
(0= Not at all stressful, 5=Completely stressful)

How Controllable Would This Situation Be For You?* 0 1 2 3 4 5
(0=Completely Uncontrollable, 5=Completely Controllable)

How Effectively Do You Think You Would Cope?* 0 1 2 3 4 5
(0=Not at all Effectively, 5=Completely Effectively)

How Clearly Are You Able to Imagine This Situation?* 0 1 2 3 4 5
(0=l can not imagine it at all, 5= | can imagine it very clearly)

*Please circle as appropriate



Imagine that it is your first day in a new job. You were very pleased to get this job and want to make a
good impression. Your boss is not in today but has left instructions for you to complete an important
piece of work. You have read these instructions several times but still do not understand what you are
supposed to do.

Have you experienced this type of situation in the past? (please tick as appropriate):
Never [ | Once or twice [ ] Onafewoccasions [ | Severaltimes|[ ]

Please indicate how likely you would be to respond in the ways described below, by entering a number
-from 0-5 next to each response. Please enter a number in both columns:

e (0= extremely unlikely, 1= unlikely, 2= fairly unlikely, 3= fairly likely, 4= likely, 5= extremely likely)
' Time A= initially
' Time B= after a significant period of time
|

Iwould.......... Please insert a
number from 0-5

l
‘. Time A | TimeB

;Try to relax/ calm myself (eg. Using breathing exercises, meditation)

Ask colleagues for advice

“Talk to other people in order to make myself feel better about the situation (eg. Telephone/ e-
'mail a friend for emotional support)

Ask someone for practical help with the task

Distract myself from thinking about the situation (eg. By keeping busy with other tasks)

Think positive, eg. Tell myself ‘I'm sure | will work it out!

Hope that the job will get easier

Panic

Become angry

Become upset

Structure my time so that | can prioritise the task and focus on doing whatever | can to complete
it satisfactorily

Ignore the situation and carry on as normal

Muddle through and avoid anyone who may reprimand me for getting it wrong

Provide any information | can to other people who are struggling with their work

Provide emotional support to other people who are struggling with their work (eg. By listening to
their worries, agreeing with their concerns)

Offer practical assistance to other people who are struggling with their work

Accept that these things happen and it is not possible to avoid getting in trouble

Worry about the consequences of not performing the task satisfactorily (eg. My boss will think |
am stupid, | will lose my job)

@ | Try to put things into perspective (eg. Think 'Things could be worse', 'lt takes time to learn new
skills')

How Stressful Would This Situation Be For You?* 0 1 2 3 4 5
(0= Not at all stressful, 5=Completely stressful)

How Controllable Would This Situation Be For You?* 0 1 2 3 4 5
(0=Completely Uncontrollable, 5=Completely Controllable)

How Effectively Do You Think You Would Cope?* 0 1 2 3 4 5
(0=Not at all Effectively, 5=Completely Effectively)

How Clearly Are You Able to Imagine This Situation?* 0 1 2 3 4 ]

(0=I can not imagine it at all, 5= | can imagine it very clearly)
*Please circle as appropriate




Appendix 3: Information Sheets Distributed to Adult Education Centres




COPING STUDY - CAN YOU HELP?

What's it all
about?

This study is part of a research
project based at the University of
Kent at Canterbury.

The aim of the study is to gather
information from a broad sample
of people, in order to understand
the ways people cope with
stressful situations.

Why does this
study matter?

Previous research has presented
evidence that people have
different styles of coping with
stressful situations. These styles
have important implications in
the medical context.

For example coping style has
been related to the g
experience of side
-effects of treatment
and the length of
time patients need
to recover after
medical procedures.

In order to help people to cope
with highly stressful experiences,
we first need to gather
background information about
the ways people cope with the
types of stressful experience
encountered in everyday life.

@;} S

What does the
study involve?

This is a questionnaire study in
which people will be presented
with descriptions of stressful
situations and asked to indicate
how they would respond.

How can I help?

This research can only take
place with the help of willing
participants. As an organiser of
an adult-education course you
could provide very valuable help
by handing out questionnaires to
members of your group.

There is no obligation for any
member to complete a
questionnaire and we will not
contact you to ‘chase-up’ the
questionnaires after you give
them out.

Postage-paid envelopes will be
provided so that anyone who
completes a questionnaire can

send it back directly. You will
not be required to collect-in
any questionnaires yourself.

What about
confidentiality?

All responses are completely
confidential. People will not
be asked to write their name
on the questionnaire. Once
completed questionnaires are
received they wil be
converted into numbers on a
computer at the University of
Kent. The questionnaire will
be securely stored for as
long as is required by the
Data Protection Act, then it
will be destroyed.

Who should I
contact?

If you would like to
take part in this study
please call

Kate Hamilton-West
at the University of Kent
on 01227 827658.

| will then send

you
questionnaires and postage-
paid envelopes to distribute
to members of your group. |
will be happy to answer any
queries you have regarding
the study.

i

UNIVERSITY OF KENT
AT CANTERBURY nasm




Appendix 4: Participant Information Sheets for Study II




COPING STUDY

PARTICIPANT INFORMATION SHEET

U\‘IVERSI‘I‘Y ()F KE\'T
AT CANTERBURY mumm

What's it all about?

This study is part of a research
project based at the University of
Kent at Canterbury.

The aim of the study is to gather
information from a broad sample
of people, in order to understand
the ways people cope with
stressful situations.

Why does this
study matter?

Previous research has presented
evidence that people have
different styles of coping with
stressful situations. These styles
have important implications in
the medical context.

For example coping style has
been related to g/
the experience of
side-effects of
treatment and
the length of
time patients
need to recover
after medical procedures.

L4

I,

In order to help people to cope
with highly stressful experiences,
we first need to gather
background information about
the ways people cope with the
types of stressful experience
encountered in everyday life.

@:{s <

What does the
study involve?

The study involves completing a
questionnaire (attached). Please
read the information on the first
page of the questionnaire
carefully before completing.

Will my responses
be confidential?

All responses are completely
confidential. You will not be
asked to write your name on the
questionnaire. Once completed
questionnaires are received they
will be converted into numbers
on a computer at the University
of Kent. The questionnaire will
be securely stored for as long as
is required by the Data Protection
Act, then it will be destroyed.

T

What if I give
the wrong answer?

There are no right or wrong
responses to this
questionnaire. We are
interested in finding out how
people actually cope with
stressful situations.

Why do you need
to know my age,
occupation etc.?

Your responses will help us to
design a coping questionnaire
that will be used to assess
coping with highly stressful
situations. For  example,
patients coping with chronic
iliness.

We therefore need to make
sure that this questionnaire is
relevant to people of all ages
and backgrounds.

Queries & further
information

If you have any queries, or\\
would like any further
information

about this study please callf#
Kate Hamilton-West
at the University of Kent
on 01227 827658.




Appendix 5: Coping with Stressful Situations Questionnaire: Version 2




On the following pages you will be asked to imagine a number of hypothetical situations.

Please take your time to consider each situation carefully and indicate how likely you would
be to respond in the ways described, both immediately (time A) and after a significant
period of time (time B)

Extremely unlikely
Unlikely

Fairly unlikely
Fairly likely
Likely

Extremely likely

O Hhwmn =0
non

For example, if you think you would be extremely unlikely to panic immediately, but fairly
likely to panic after a significant period of time, you would respond as below:

Time A Time B

Panic 0 3

Please enter a number in both columns next to every item (ie. Do not
leave any blank)




"Imagine that you have to be at work on time for an important meeting. When you arrive at the

station however, you hear an announcement that your train has been cancelled. You do not know what

time the next train will arrive and do not have any other means of transport available to you."

Have you ever experienced this type of situation before? (please tick)

Never [ ] Once or twice [ ] On afew occasions [ ] Several times [

How likely would you be to respond in the ways described below?
(please enter a number in both columns, for all items)

Time A = immediately after hearing the announcement;
Time B = if the situation has not changed after a significant period of time

0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

Time A

Time B

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Try to obtain as much information as possible (eg. why was the train cancelled, when will the next
train arrive?)

Talk to other passengers/ station staff in order to make myself feel better about the situation

Talk to someone in order to gain practical help (eg. try to find someone who could give me a lift to
work)

Distract myself from thinking about being late (eg. by reading or listening to music)

Think positive (eg. tell myself ‘'m sure the train will come soon’)

Hope/ wish for the train to come soon

Panic

Become Angry

Become Upset

Ring my boss and tell him/ her that | may be late

Carry on as normal and imagine that there is no problem

Take the day off and go home

Pass on any information | have to other passengers

Provide emotional support to other passengers

Offer practical assistance to others (eg. let them use my mobile phone)

Accept that these things happen and such delays can not be avoided

Worry about the consequences of being late

Try to put things in perspective (eg. think ‘no one will think | am lazy or incompetent because | am
late once’, 'they know | do a good job and that sometimes these things are unavoidable’)

Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3
0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 -
0=l can not imagine it at all, 5=I can imagine it very clearly

4

PTO




"Imagine that you are following a course of study that will improve your career prospects. You will
have to take an exam for this course and have been waiting to be notified of the exam date. You
receive a letter today confirming the date of the exam. The letter informs you that the exam will be
worth 60% of your mark for this course and you will have only one opportunity to retake the exam if
you fail. You have several weeks until the exam.”

Have you ever experienced this type of situation before? (please tick)

Never [ ] Once or twice || On afew occasions [ ] Several times [ ]

How likely would you be to respond in the ways described below?
(please enter a number in both columns)

Time A = soon after receiving the letter Time B = shortly before the exam
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

TimeA | TimeB

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Try to obtain as much information as possible (eg. the content/ structure of the exam, where it
will be held)

Talk to others in order to feel better about the exam (eg. friends, colleagues, a counsellor)

Ask others to help me in practical ways (eg. taking over some of my other commitments so that |
can focus on revision)

Distract myself from thinking about the exam (eg. by reading, listening to music, watching TV,
keeping busy with other activities)

Think positive (eg. tell myself ‘I'm sure | will do well’)

Hope/ wish for easy questions

Panic

Become Angry

Become Upset

Structure my time carefully and commit my energies to revision

Carry on as normal and imagine | have all the time in the world

Avoid contact with anyone who will remind me of the exam

Pass on any information | can to other people in the same situation

Provide emotional support to other people in the same situation (eg. by listening to their

worries, agreeing with their concerns)

Offer practical assistance to others in the same situation

Accept that exams are a necessary evil and cannot be avoided

Worry about the consequences of failing the exam (eg. people will think | am stupid, | will

not be able to progress in my career)

Try to put things in perspective (eg. think ‘it won't be the end of the world if | fail one exam’, ‘I can
always retake the exam’)

Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3 4 5
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3 4 5
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3 4 5
0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 3 4 <]
0=l can not imagine it at all, 5=I can imagine it very clearly

PTO




"Imagine that you receive a letter to inform you that someone you care about has died. This person is
a close friend or relative but does not live with you and you will not be responsible for funeral
arrangements. This person was not elderly or infirm and the death was not anticipated.”

Have you ever experienced this type of situation before? (please tick)

Never [ ] Once or twice [ ] On afew occasions [ ] Several times [ ]

How likely would you be to respond in the ways described below?
(please enter a number in both columns)

Time A = soon after receiving the letter, Time B = after a significant period of time
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

Time A | TimeB

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Try to obtain as much information as possible (eg. when did they die, how did it happen)

Talk to others in order to feel better about the death (eg. friends, colleagues, a counsellor)

Ask others to help me in practical ways (eg. taking over some of my other commitments while |
come to terms with the death)

Distract myself from thinking about the death (eg. by reading, listening to music, watching TV,
keeping busy with other activities)

Think positive (eg. tell myself ‘| will cope with this’)

Hope/ wish for my life to get back to normal as soon as possible

Panic

Become Angry

Become Upset

Prioritise the incident and do what | have to do to come to terms with it (eg. Take time off

work, cancel other commitments, free some time to spend with friends, relatives, or to be

alone)

Carry on as normal and imagine nothing has happened

Avoid contact with anyone who will remind me of the death

Pass on any information | can to those close to the deceased

Provide emotional support to other people who are affected by the death (eg. by listening to

their worries, agreeing with their concerns)

Offer practical assistance to others who are affected by the death (eg. offer to help with the funeral
arrangements/ other commitments)

Accept that bereavement is a part of life and can not be avoided

Worry about the consequences of the death (eg. my life will never be the same, other friends/

relatives will not be able to cope)

Try to put things in perspective (eg. think ‘they had a good life’, ‘at least they did not suffer for a long
time’) -

Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3 4 5
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3 4 5
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3 4 5
0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 5 4 5
0=l can not imagine it at all, 5=I can imagine it very clearly

PTO




“Imagine that two close friends/ relatives who you care about have had a major argument and are not
speaking to each other. You see these friends/ relatives regularly and the argument is causing a very
uncomfortable atmosphere.”

Have you ever experienced this type of situation before? (please tick)

Never [ ] Once or twice [ | On afew occasions [ ] Several times ||

How likely would you be to respond in the ways described below?
(please enter a number in both columns)

Time A = soon after the argument, Time B = if the situation has not changed after a significant period of time
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

[ TimeA [ TimeB

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Try to obtain as much information as possible (eg. what was the argument about, how do the two
friends/ relatives feel about each other?)

Talk to others in order to feel better about the situation (eg. friends, colleagues, a counsellor)

Ask others to help me in practical ways (eg. Ask someone to speak to them and try to resolve the
argument)

Distract myself from thinking about the argument (eg. By reading, listening to music, watching TV,
keeping busy with other activities)

Think positive (eg. tell myself ‘they will be friends again soon’)

Hope/ wish for the situation to get better

Panic

Become Angry

Become Upset

Prioritise the situation and do what | can to change it (eg. get the two of them together and
encourage them to talk, try to make them see sense)

Carry on as normal and imagine nothing has happened

Avoid contact with both of them

Pass on any information | can to each of them (eg. how the other is feeling)

Provide emotional support to each of them (eg. by listening to their worries, agreeing with their
concerns)

Offer practical assistance to each of them (eg. passing messages between them, arbitrating)

Accept that arguments are a part of life and can not be avoided

Worry about the consequences of the argument (eg. they will never be friends again, | will not be
able to spend time with them together)

Try to put things in perspective (eg. think ‘its only words’, ‘they must care about each other if the
argument caused such distress’)

Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3 4 5
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3 4 5
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3 4 5
0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 3 4 5
0=l can not imagine it at all, 5=I can imagine it very clearly

PTO



"Imagine that you make a mistake on an important piece of work that will be difficult to rectify.”

Have you ever experienced this type of situation before? (please tick)

Never [ | Once or twice [ | On afew occasions [_] Several times [_]

How likely would you be to respond in the ways described below?
(please enter a number in both columns)

Time A = initially, Time B = after a significant period of time
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

Time A

Time B

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Try to get advice about how to rectify the mistake

Talk to find people who can give me emotional support (eg. other colleagues who are having
difficulties with their work)

Try to find someone who can give me practical help to rectify the problem

Distract myself from thinking about the situation (eg. by keeping busy with other tasks)

Think positive (eg. tell myself ‘I'm sure | can rectify the mistake’)

Hope that no-one will notice the mistake

Panic

Become Angry

Become Upset

Structure my time carefully and do whatever | can to rectify the mistake

Carry on as normal and imagine there is no problem

Avoid contact with anyone who may reprimand me

Pass on any information to colleagues about my mistake so that they can avoid making the
same mistake in their own work

Provide emotional support to other people who are experiencing difficulties with their work (eg.
by listening to their worries, agreeing with their concerns)

Offer practical assistance to other people who are having difficulties with their work

Accept that mistakes will happen

Worry about the consequences of the mistake (eg. | will be reprimanded, | will cause problems for
other colleagues)

Try to put things in perspective (eg. think ‘everyone makes mistakes sometimes’, ‘At least | noticed
the mistake before someone else did’)

Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3 4
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3 4
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3 4
0=Not at all effectively, 5=Completely effectively

‘How clearly are you able to imagine this situation? 0 1 2 3 4
0=l can not imagine it at all, 5= can imagine it very clearly

PTO




"Imagine that you are on a train when a stranger in the same carriage as you starts to behave in a
threatening and unpredictable manner. The other people in the carriage are starting to become
concerned, but no-one is doing anything to change the situation. It is still a long way to your stop.

H

Have you ever experienced this type of situation before? (please tick)

Never [ ] Once or twice || On afew occasions [ ] Several times [

How likely would you be to respond in the ways described below?
(please enter a number in both columns)

Time A = initially, Time B = if the situation has not changed after a significant period of time
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

Time A | TimeB

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Try to keep an eye on the situation (eg. watch what the stranger is doing, how other passengers
are responding)

Talk to other passengers in order to feel better about the situation

Talk to someone in order to gain practical assistance (eg. ask a guard/ another passenger to
intervene)

Distract myself from thinking about the situation (eg. by reading, listening to music)

Think positive (eg. tell myself ‘he’s probably harmless)
Hope/ wish for the situation to get better

Panic

Become Angry

Become Upset

Talk to the stranger and try to calm him down

Carry on as normal and imagine there is no problem
Get off at the next stop

Pass on any information | can to other people in the carriage |

Provide emotional support to other people in the carriage (eg. by listening to their worries,

| agreeing with their concerns)

Offer practical assistance to others in the same situation (eg. offer to help them to move to another
carriage)

Accept that there is nothing | can do to change the situation

Worry about the consequences of the stranger's behaviour (eg. | won't be able to get out at my

stop, someone will get hurt)

Try to put things in perspective (eg. think ‘at least I'm not alone in the carriage’, ‘I will be getting off
the train in a while')

Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 | 4 9
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3 4 S
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3 4 5
0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 3 4 5
0=| can not imagine it at all, 5=I can imagine it very clearly

PTO



"Imagine that it is your first day in a new job. You were very pleased to get this job and want to make
a good impression. Your boss is not in today but has left instructions for you to complete an important
piece of work. You have read the instructions several times, but still do not understand what you are
supposed to do.”

Have you ever experienced this type of situation before? (please tick)

Never [ ] Once or twice [ ] On a few occasions [ ] Several times [ ]

How likely would you be to respond in the ways described below?
(please enter a number in both columns)

Time A = initially, Time B = after a significant period of time
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

TimeA | TimeB

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Ask colleagues for advice

Talk to others in order to feel better about the situation (eg. telephone/ e-mail a friend for
emotional support)

Ask someone for practical help with the task

Distract myself from thinking about the situation (eg. by keeping busy with other tasks)

Think positive (eg. tell myself ‘I'm sure | will work it out’)

Hope that the job will get easier

Panic

Become Angry

Become Upset
Structure my time so that | can prioritise the task and focus on doing whatever | can to
complete it satisfactorily

Ignore the situation and carry on as normal

Muddle through and avoid anyone who may reprimand me for getting it wrong

Provide any information | can to other people who are struggling with their work

Provide emotional support to other people who are struggling with their work (eg. by listening to
their worries, agreeing with their concerns)

Offer practical assistance to other people who are struggling with their work

Accept that these things happen and it is not possible to avoid getting into trouble

Worry about the consequences of not performing the task satisfactorily (eg. my boss will think |
am stupid, | will lose my job)
Try to put things in perspective (eg. think ‘things could be worse’, ‘It takes time to learn new skills’)

Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3 4 o
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3 4 5
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3 4 5
0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 3 4 5
0=l can not imagine it at all, 5=I can imagine it very clearly

PTO
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Advertisement for NASS Newsletter (version 1) 6™ March 2002

Research into Coping With AS - Can you Help?

Kate Hamilton-West, a researcher at the University of Kent at Canterbury is looking for people to take part
in a study focusing on coping with the pain of AS.

What are the aims of the study?
Research suggests that people use a range of different methods to deal with chronic pain. These methods
may include for example, taking medications to relieve the pain, exercising, trying to distract oneself from
the pain or expressing emotions. The purpose of this study is to investigate which methods people use to
deal with the pain of AS and to assess your opinion regarding the effectiveness of these methods.

Who Can Take Part?
You can take part if you are over 18, have received a diagnosis of Ankylosing Spondylitis from a medical
practitioner and if you normally experience some pain from your AS on a daily basis.

What Does the Study Involve?

If you decide to take part you will be sent a ‘participant information booklet’ containing questions about you
as a person and about the effects AS has on your daily life. You will also be asked to record the levels of
pain you experience each day in a ‘daily diary’ (this is also provided) for a period of 7 days. The daily
diaries take about 5 minutes to complete each day. Following the 7 day recording period you will be asked
to keep a more detailed diary for a period of 3 days, which will involve writing about your experiences for
20 minutes per day. Postage paid envelopes will be provided for return of booklets. We will write to you
again one month and three months later and ask you to complete a questionnaire assessing your health and
well-being.

What Happens to the Information I Provide?
All information you provide will be completely confidential. You will not be asked to write your name on
the booklets. Once completed booklets are received they will be converted into numbers on a computer at
the University of Kent at Canterbury. The booklets will be securely stored for as long as is required by the
Data Protection Act, then they will be destroyed. The results of the study will be reported in the NASS
newsletter.

Who Should I Contact?
If you think you may be interested in participating, please complete the form below and send to:

Kate Hamilton-West

Centre for Research into Health Behaviour
Psychology Department :
University of Kent at Canterbury s s il e
Canterbury UNIVERSITY OF KENT

i z

Kent AT CANTERBURY mumN
CT2 7NP

I would be interested in receiving further information about the research project ‘Coping with Ankylosing Spondylitis’

Name: Tel (day):

Address: Tel (eve):




Appendix 7: Information-sheet and consent form




Participant Information and Consent Form: COPING WITH ANKYLOSING SPONDYLITIS (version 1) 6™ March 2002

UNIVERSITY OF KENT
AT CANTERBURY muu®m

COPING WITH ANKYLOSING SPONDYLITIS

You are being invited to take part in a research study. Before you decide whether or not to participate it
is important for you to understand why the research is being done and what it will involve. Please take
time to read the following information carefully and discuss it with others if you wish. Ask us if there is
anything that is not clear or if you would like more information. Take time to decide whether or not you
wish to take part. Thank you for reading this.

What are the aims of the study? Research suggests that people use a range of different methods to deal
with chronic pain. These methods may include for example, taking medications to relieve the pain,
exercising, trying to distract oneself from the pain or expressing emotions. The purpose of this study is to
investigate which methods people use to deal with the pain of AS and to assess your opinion regarding
the effectiveness of these methods.

Who Can Take Part? You can take part if you are over 18, have received a diagnosis of Ankylosing
Spondylitis from a medical practitioner and if you normally experience some pain from your AS on a
daily basis. You will be required to complete a number of questionnaires, so it is important that you are
fluent in English. It is up to you to decide whether or not to take part. If you decide to take part you will
be given this information sheet to keep and be asked to sign a consent form. If you decide to take part
you are still free to withdraw at any time and without giving a reason.

What Does the Study Involve? If you decide to take part you will be sent a ‘participant information
booklet’ containing questions about you as a person and about the effects AS has on your daily life. You
will also be asked to record the levels of pain you experience each day in a ‘daily diary’ (this is also
provided) for a period of 7 days. The daily diaries take about 5 minutes to complete each evening, before
retiring to bed. Following the 7 day recording period you will be asked to keep a more detailed diary for a
period of 3 days, which will involve writing about your experiences for 20 minutes per day.

We will write to you again one month and three months after completion of the study in order to follow
up your health status. On each occasion we will send you diaries to complete over 7 days (as above) and
a brief questionnaire about your AS. On the final follow-up at three months we will also send you a
coping questionnaire (takes about 10 minutes to complete). Postage paid envelopes will be provided for
return of all booklets and questionnaires.

What Happens to the Information I Provide? All information you provide will be completely
confidential. The information you provide will be converted into numbers on a computer at the University
of Kent at Canterbury. The booklets/ questionnaires will be securely stored for as long as is required by
the Data Protection Act, then they will be destroyed. No-one other than the researcher will have access to
your information. The results of the study will be reported in anonymous form in the NASS Newsletter.

Who is organising and funding this research? This research is funded by the Economic and Social
Research Council and the University of Kent at Canterbury. The researcher is Kate Hamilton-West. The
research supervisor is Dr Lyn Quine.

Contact for Further Information If you have any questions, or require further information, please
contact Kate Hamilton-West at the University of Kent at Canterbury on 01227 827658, or Lyn Quine on
01227 823078.

Thank vou for vour interest in this research.




Participant Information and Consent Form: COPING WITH ANK YLOSING SPONDYLITIS (version 1) 6 March 2002

/

UNIVERSITY OF KENT
AT CANTERBURY mEEE

Centre Number::
Study Number:
Patient Identification Number for this trial:

CONSENT FORM

Title of Project: Coping with Ankylosing Spondylitis
Name of Researcher. Kate Hamilton-West

Please initial box

1. | confirm that | have read and understand the information sheet dated 6™ March 2002.
(version 1) for the above study and have had the opportunity to ask questions.

2. | understand that my participation is voluntary and that | am free to withdraw at any time,
without giving any reason, without my medical care or legal rights being affected.

3. | agree to take part in the above study.

Name of Participant Date Signature

Researcher : Date Signature

1 for participant; 1 for researcher



Appendix &: Participant Information Booklet




UNIVERSITY OF KENT
AT CANTERBURY mmEnN

Coping With Ankylosing Spondylitis (AS)
Participant Information Booklet

The questions in this booklet are designed to find out more about you as a person, and
about the impact AS has on your daily life. The purpose of this information is to allow
us to understand the role of demographic and personality factors in AS. The information
you provide will not be used to identify you.

All information you provide is completely confidential. If you decide at any point that
you do not wish to continue participating in this study you are free to withdraw.

Once completed booklets are received they will be converted into numbers on a
computer at the University of Kent. Booklets will be securely stored for as long as is
required by the Data Protection Act, they will then be destroyed.

If you have any queries or require any further information, please call Kate Hamilton-
West at the University of Kent on (01227) 827658.

Once you have completed the booklet, please return using the postage paid envelope
provided. Many Thanks




Section I: Demographic Information

1. How old are you?
2. Are you... (please circle as appropriate)
White Indian Bangladeshi Black Pakistani Chinese

Other (please describe)

3. Are you...(please circle as appropriate)
Single(not cohabiting) Cohabiting Married Divorced Widowed Separated
4. What is your highest level of education? (please tick the appropriate box)
[_] No academic qualifications [ ] GCSE/O-Level/Equivalent
(] A-Level/Equivalent (] Degree Level or Higher

[ ] Other (please specify)

5. Are you...(please tick all boxes that apply to you)
(] Employed full-time* [] Employed part-time* ] Full-time student
[ ] Part-time student (] Not currently employed/ studying

[] Other, eg. full-time mother, carer (please specify)

*If you are employed, what is your occupation?

g Section II: Physical Health

1. Have you taken any medications in the past month or are you currently taking any
medications for your AS? (please circle)
YES NO
If you circled YES, please give details below:

Medication Name Dosage When taken/ currently taking

2. How important do you feel exercise is for AS? (please circle as appropriate)

Not at all important Fairly Important Important Extremely Important
3. Do you exercise? (please circle)
YES NO

If you circled YES please answer questions 4 & 5, if you circled NO, please go on to question 6




4. Attached to the back of this booklet are descriptions of 13 exercises recommended
by NASS. Please read the descriptions of these exercises, then indicate how often you
perform each exercise by entering a number in each box below.

0 = never, 1 = occasionally (less than once per month), 2 = at least once per month,
3 = at least once per week, 4 = daily

Exercise 1 (see description) D

?

g ¥

Exercise 2 I:] Exercise 3 l:] Exercise 4 D Exercise 5 D Exercise 6 D Exercise 7 D
ﬁ *
o oy I 5, & -, | vyl tw"’) et

Exercise 11 D Exercise 12 D Exercise 13 D

52

Exercise 8 D Exercise 9 D

£3
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&
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} -1 ot
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5. Are there any other exercises you perform regularly? (eg. Cycling, swimming,
exercise classes)
YES NO

If you circled YES, please list the activities performed below, and indicate how many hours per
week you spend on each exercise:

Activity 1: Hours per week:
Activity 2: Hours per week:
Activity 3: Hours per week:
Activity 4: Hours per week:
Activity 5: Hours per week:
6. Do you attend a support group for Ankylosing Spondylitis? (please circle as
appropriate)
YES NO

If you circled YES, please indicate how often you attend (please circle one of the below)

Once per week Once per fortnight Once per month Less than once per
month
7. Do you smoke? (please circle as appropriate)
YES NO

If you circled YES, on average how many cigarettes do you smoke per day?

8. Do you drink alcohol?
YES NO
If you circled YES, how many drinks of alcohol do you have per week?

glasses of wine pints of beer glasses of spirits




Section lll: The Impact of AS on Your Life

1. Please use the space below to explain any ways in which Ankylosing Spondylitis has
had a negative impact on your life:

2. Please use the space below to explain any ways in which Ankylosing Spondylitis has
had a positive impact on your life:

THE FOLLOWING QUESTIONS ASK YOU TO PLACE A VERTICAL MARK ON A LINE. EXAMPLE:

NONE i VERY SEVERE

PLEASE PLACE A MARK ON EACH LINE BELOW TO INDICATE YOUR ANSWER TO EACH QUESTION
RELATING TO THE PAST WEEK.

How would you describe the overall level of fatigue/ tiredness you have experienced?

NONE VERY SEVERE

How would you describe the overall level of AS neck, back or hip pain you have had?

NONE - VERY SEVERE

How would you describe the overall level of pain/swelling in joints other than neck, back or
hips you have had?

NONE VERY SEVERE

How would you describe the overall level of discomfort you have had from any areas tender to
touch or pressure?

NONE VERY SEVERE

How would you describe the overall level of morning stiffness you have had from the time you
wake up?

NONE VERY SEVERE

How long does your morning stiffness last from the time you wake up? (please indicate time)
HOURS: MINUTES:




Please place a vertical mark on the scale below to indicate the effect your disease has had on
your well-being over the last week.

NONE VERY SEVERE

Place a vertical mark on the scale below to indicate the effect your disease has had on your
well-being over the last six months.

NONE VERY SEVERE

PLEASE DRAW A MARK ON EACH LINE BELOW TO INDICATE YOUR LEVEL OF ABILITY WITH EACH OF
THE FOLLOWING ACTIVITIES DURING THE LAST WEEK.

N.B. An aid is a piece of equipment which helps you to perform an action or a movement

Putting on your socks or tights without help or aids (eg. Sock aid)

EASY IMPOSSIBLE

~ Bending forward from the waist to pick up a pen from the floor without an aid

EASY IMPOSSIBLE

| Reaching up to a high shelf without help or aids (eg. Helping hand)

‘ EASY IMPOSSIBLE

Getting up out of an armless dining room chair without using your hands or any other help

EASY IMPOSSIBLE

Getting up off the floor without help from lying on your back

EASY IMPOSSIBLE

Standing unsupported for 10 minutes without discomfort

EASY IMPOSSIBLE

Climbing 12 — 15 steps without using a handrail or walking aid. One foot on each step

EASY IMPOSSIBLE

Looking over your shoulder without turning your body

EASY IMPOSSIBLE

Doing physically demanding activities (e.g. physiotherapy exercises, gardening or sports)

EASY IMPOSSIBLE

Doing a full days activities whether it be at home or at work

EASY IMPOSSIBLE

L




Section |V: Personality

In the table below are phrases describing people’s behaviours. Please indicate how accurately
each statement describes you. Describe yourself as you generally are now, not as you wish to
be in the future. Describe yourself as you honestly see yourself in relation to other people you
know of the same sex as you are, and roughly your same age. Please read each statement
carefully and then circle the appropriate number on the scale.

Response Options

1 2 3 4 5
Very Inaccurate Moderately Neither Inaccurate Moderately Very Accurate
Inaccurate nor Accurate Accurate
| complete tasks successfully 1 2 4 5
| often feel low - i a5
| feel comfortable around people 1 2 4
I have a dark outlook on the future T 4
| believe that my success depends on ablllty rather than Iuck 1 2 4
_lam very pleased with myself . 2
| mISJudge situations 1

! beheve that by working hard a person can achieve anythmg ': :
| have little to say
Ijust know that | will be a success

WWWwWwWww W W w

| feel that my life lacks dlrectlon {
I believe that events in my life are determined onlyby me
| don’t understand things
l feel comfortable with myself
| am skilled in handlmg social S|tuat|ons
| Isee difficulties everywhere
| handle tasks smoothly
E am often down in the dumps

| always know why I do thlngs 1W
lcan'tstandonmyown o
I excel in whatl do 1
I dislike myself L i
I make frlends easny 1
| | keep in the background 1
1
5
1 o

Ilook at the bright side of life

| have Ilttle to contrlbute

I rarely get :rrltated

I am the life of the party

! believe that unfortunate events oceur because of bad luck

l am sure of my ground
1 have frequent mood swings .

| don’t like to draw attentlon to myself

1 seldom feel low o
| don t see the consequences of thmgs
I am not easlly bothered by things
| know how t get thmgs done
ldon’ttalk . ‘? .
I am often in a bad mood
| Lknow how to captivate people
| panlc easny o
1 come up with good solutions

NRNONNNOMNNNONNNRNOVNRNNRNNORNNND




A number of statements which people have used to describe themselves are given below.
Read each statement and then circle the appropriate number to the right of the statement to
indicate how you generally feel. There are no right or wrong answers. Do not spend too much
time on any one statement but give the answer which seems to describe how you generally
feel.

Almost Sometimes Often Almst
never always

| feel pleasant 1 2
Ifeei nervous and restless 4 ' . / .
| feel satisfied with myself
I wish | could be as happy as others seemtobe
| feel like a failure
1 feel rested ,
I am “calm, cool and collected”
f,:l fee! that d:ﬁlcultles are palmg up so that | cannot overcome them
H worry too much over somethlng that really doesn t matter
1am happy - » : -
| have disturbing thoughts
 Ilack self-confidence
| feel secure
I make decisions easily
| feel madequate
lamcontent s
Some unlmportant thought runs through my m|nd and bothers me
g take dlsappomtments so keenly that I can’t put them out of my mmd
lama steady person
| get in a state of tension or turmoil as Ithink over my recent
| concerns and interests . ..

w
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Please read the statements below and circle the reply which comes closest to how you have
been feeling in the past week. Again, do not spend a long time thinking about each item, but
give your immediate reaction.

Definitely as Not quite so
much - much

As mu 3§ Notqusteso .
alwayscould =~ muchnow _much now

I still enjoy the thmgs l used to enjoy

Only a little Hardly at all

Not at all Most of the
time

Not often Sometimes

Nea rfy all the
. ftime

\ Veryoften , : . some

| may not take

| don’t take as

| have lost interest in my appearance Definitely much care as | quite as much much care as
" B ~should care ever
jl look forward w:th oh oyment to thmgs __ Asmuchas " _Rather less than  Definitely less

o . everldd  lusedto thanlusedto
| can enjoy a good book or radlo or TV

programme

Often Sometimes Not often Very seldom




Please indicate the extent to which you agree with each of the statements below, by circling a

number between 0 (Completely Disagree) and 5 (Completely Agree)

| tend to delay the making of important decisions until the last possible moment, and
even then | continue to be troubled by it

012345

It takes me a long time before | commit myself to interpersonal relationships because

i \ 012345
I can never be sure enough of the attitude of the other person towards me e
Usually | see to it that my work is carefully planned and well-organised 0123 45
I have no problem in meeting deadlines 012 3465
Even if | make notes of things | have to do, it is hard for me to act upon them 012345
It is easy for me to structure my life when | need it 0123465
| tend to hesitate when | have to make an important decision even after thinking a lot
2 012345
about it
Sometimes | am irritated by my hesitation to make a decision 012345
Only seldom do | doubt my own beliefs 012345
Even after | have reached a decision, | continue to think about the pros and cons in. 0123 4 5
order to make sure that | did not make a mistake , «
When | find myself involved in a discussion, | often do not commit myself to any point 012345
of view in case | might be wrong
Usually, | don’t have afterthoughts after making a decision 123465
| find myself avoiding new experiences, but | am not comfortable with sticking to the 012345
known and experienced
| frequently feel that time just melts away , 01234 5
Sometimes | hesitate to commit myself out of fear of making a mistake 012345
It is easy for me to create a steady routine in my life 6123465
| often experience stress when | have to reach a clear-cut decision 012345
_Even if | finish my exam early, | stay until the end in case | change my mind 012345
Even when | am bothered by a decision | should make, it is hard for me to make up 012345
my mind and free myself from the hassle
Often it is hard for me to decide about relatively simple things, such as how to dress 0193 4 5
or what to order in a restaurant . : 5
Even in new situations, | don’t need many cues in order to decide what is the 0123 45
appropriate social behaviour
| do not tend to “dwell” upon important decisions before making them , 012 3 4 5§
Sometimes it is difficult for me to decide between two possibilities with similar 012345
chances of success or failure
Only rarely do | put something somewhere and cannot find it later 012 345




Section IV: Social Support

The scale below is made up of a list of statements each of which may or may not
be true about you. For each statement circle 4 (definitely true) if you are sure it is true about
you, 3 (probably true) if you think it is true but are not absolutely certain, circle 1 (definitely
false) if you are sure the statement is false and 2 (probably false) if you think it is false but are
not absolutely certain.

Your answers should indicate the level of support you receive from your friends and family (ie.
Not from professional support services, or commercial organisations).

Definitely Probably Probably Definitely
False False True True
If | wanted to go on a trip for a day | would have a hard time 1 2 (g . 4 .
finding someone to go with me. ' . o o
| feel that there is no one | can share my most private worries 1 2 3 4
and fears with. ,
If I were ill, | could easily fi nd someone to help me w;th my 40 . > 3 4:
 daily chores. . . -
There is someone | can turn to for advice about handlmg 1 2 3 4
problems with my family. -
If | decide one afternoon that | would like to go to the c:nema‘ 1 2 3 . 4
that evening, | could easily find someone to go with me. . ‘ S
When | need suggestions on how to deal with a personal 1 2 3 4
problem, | know someone | can turn to. - )
| don't often get invited to do things with others. 1 2 3. 4
If | had to go out of town for a few weeks, it would be dlfﬂcult to
find someone who would look after my home (the plants, pets, 1 2 3 4
garden, etc.). ’ v -
If | wanted to have Iunch w:th someone 1 could easnly find o, " ;- - L T
_someone to join me. » ' .z
If I was stranded 10 miles from home there is someone | could 1 2 3 4

call who could come and get me. N : ot
Ifa family crisis arose, it would be difficult to find someone who e ;- i G
_could give me good advice about how to handle it. - .

If | needed some help in moving to a new house or apartment ‘ ' o ‘
1 2 3 4
| would have a hard time finding someone to help me.

Section V: Coping

On the following pages you will be asked to imagine a number of hypothetical situations.
Please take your time to consider each situation carefully. Indicate whether you have
experienced this type of situation before (ie. A similar kind of situation, the details need not be
exactly the same) and indicate how likely you would be to respond in the ways described, both
immediately (time A) and after a significant period of time (time B).

0=Extremely unlikely, 1=Unlikely, 2=Fairly unlikely, 3=Fairly likely, 4=Likely,
5=Extremely likely

For example, if you think you would be extremely unlikely to panic immediately, but fairly likely
to panic after a significant period of time, you would respond as below:

Time A | TimeB
Panic 0 3

Please enter a number in both columns next to every item (ie. Do not leave any blank)




“Imagine that you are on a train when a stranger in the same carriage as you starts to behave ina
- threatening and unpredictable manner. The other people in the carriage are starting to become

concerned, but no-one is doing anything to change the situation. It is still a long way to your stop.”

(please enter a number in both columns, for all items)

1. Have you ever experienced this type of situation before? (please tick)

Never [] Once or twice [] On a few occasions [_] Several times [ ]

2. How likely would you be to respond in the ways described below?

Time A = initially, Time B = if the situation has not changed after a significant period of time
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

Time A

Time B

Try to relax/ calm myself (eg. using breathing exercises, meditation)

Try to keep an eye on the situation (eg. watch what the stranger is doing, how other
passengers are responding)

Talk to someone in order to gain practlcal assistance (eg. ask a guard/ another passenger to
intervene)

Distract myself from thinking about the situation (eg. by reading, listening to music)

Think positive (eg. tell myself ‘he's probably harmless)

Panic

[ Become Angry

Become Upset

Talk to the stranger and try to calm him down

Carry on as normal and imagine there is no problem
‘Get off at the next stop '

Pass on any information | can to other people in the carnage

Provide emotional support to other people in the carriage (eg. by listening to their worries,
agreeing with their concerns)

Offer practical assistance to others in the same situation (eg. offer to help them to move to
another carriage)

Worry about the consequences of the stranger’s behavnour (eg. | wont be able to get outat |

my stop, someone will get hurt)

3. Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3
0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 3
0=l can not imagine it at all, 5=I can imagine it very clearly

4

PTO
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*Imagine that you are following a course of study that will improve your career prospects. You will
have to take an exam for this course and have been waiting to be notified of the exam date. You
receive a letter today confirming the date of the exam. The lefter informs you that the exam will
be worth 60% of your mark for this course and you will have only one opportunity to retake the

\ exam if you fail. You have several weeks until the exam.”

—

1. Have you ever experienced this type of situation before? (please tick)

Never ] Once or twice [_] On a few occasions [ Several times [ ]

L 2. How likely would you be to respond in the ways described below?

(please enter a number in both columns, for all items)

Time A = soon after receiving the letter Time B = shortly before the exam
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

Time A | Time B

Tryto relax/ calm myself (eg. using breathing exercises, meditation)

Try to obtain as much information as possible (eg. the content/ structure of the exam, where it will
be held)

others to help me in practlcal ways (eg. takmg over some of my other commltments sothatl|
an focus on revision) »

Distract myself from thinking about the exam (eg by reading, hstenlng to music, watching TV,
keeping busy with other activities)

iﬁIﬁiﬁR positive (eg. tell myself ‘'m sure | will do well’)

Panlc

;Ecome Angry

Become Upset

“:’S'f?fiéture my time carefully and commit my energies to revision

Carry on as normal and imagine | have all the time in the world

oid contact with anyone who will remind me of the exam

Pass on any information | can to other people in the same situation

_Prqvlde -emotional support to other people m the same sxtuatlon (eg. by listening to their worrles L
| agreeing with their concerns) , , ‘

Offer practical assistance to others in the same situation

‘f'w; g_ry about the consequences of failing the exam (eg. peaple wx!l thmk | am stupid, l wril not be
i‘%a le to progress in my career) ; v

3. Please answer the questions below by circling a number from 0 to 5:

'How stressful would this situation be for you? 0 1 2 3 4 5
0=Not at all stressful, 5=Completely stressful

\

'How controllable would this situation be for you? 0 1 2 3 4 5
|0=Completely uncontrollable, 5=Completely controllable

|
How effectively do you think you would cope? 0 1 2 3 4 =

0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 3 4 5
0=l can not imagine it at all, 5=I can imagine it very clearly
PTO
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"Imagine that two close friends/ relatives who you care about have had a major argument and are
ot speaking to each other. You see these friends/ relatives regularly and the argument is causing a
very uncomfortable atmosphere.”

=3

1. Have you ever experienced this type of situation before? (please tick)

Never [_] Once or twice ] On a few occasions [ Several times [ ]

2. How likely would you be to respond in the ways described below?
(please enter a number in both columns, for all items)

® T#ime A = soon after the argument, Time B = if the situation has not changed after a significant period of time
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

Ary to relaxf calm myself (eg. using breathing exercises, meditation)

ry to obtaln as much information as possible (eg. what was the argument about how do the two
iends/ relatives feel about each other?)

k others to ‘help me in practxcal ways (eg Ask someone to speak to them and try to resolve the |

Time A | Time B

|stract myself from thinking about the argument (eg By readmg listening to music, watchmg TV,

eeping busy with other activities)
hi g. tell myself they will be friends again soon’) : o e

Offer practical assnstance to each of them (eg. passing messages between them arbitrating)

Worry about the consequences of the argument (eg they will never be frnends agaln l will _not be |
 able to spend time with them together) . . *

3. Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3 4 5
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3 4 5
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3 4 5
0=Not at all effectively, 5=Completely effectively

How clearly are you able to imagine this situation? 0 1 2 3 4 5
0=I can not imagine it at all, 5=I can imagine it very clearly

PTO



“Imagine that you make a mistake on an important piece of work that will be difficult to rectify.”

1. Have you ever experienced this type of situation before? (please tick)

Never [ ] Once or twice [_] On a few occasions [ ] Several times [

2. How likely would you be to respond in the ways described below?
(please enter a number in both columns, for all items)

Time A = initially, Time B = after a significant period of time
0= extremely unlikely, 1=unlikely, 2=fairly unlikely 3=fairly likely, 4=likely, 5=extremely likely

Time A Time B

to relax/ calm myself (eg. using breathing exercises, meditation)

Try to get advice about how to rectify the mistake
Try to find someone who can give me practical help to rectify the problem
Distract myself from thinking about the situation (eg. by keeping busy with other tasks)

Thlnk positive (eg. tell myself ‘I'm sure | can rectify the mistake’)

Panic

:8 e me Angry
Become Upset
aStg;ucture my time carefully and do whatever | can to rectify the mistake

Carry on as normal and imagine there is no problem

Pass on any information to colleagues about my mistake so that they can avoid making the same
mlstake in thelr own work

or yg to their worries, agreeing with their concerns)
Offer practical assistance to other people who are having difficulties with their work

r ' about the consequences of the mtstake (eg I will be repnmanded | will cause problems for other

3. Please answer the questions below by circling a number from 0 to 5:

How stressful would this situation be for you? 0 1 2 3 4 9
0=Not at all stressful, 5=Completely stressful

How controllable would this situation be for you? 0 1 2 3 4 5
0=Completely uncontrollable, 5=Completely controllable

How effectively do you think you would cope? 0 1 2 3 4 5

| 0=Not at all effectively, 5=Completely effectively

'How clearly are you able to imagine this situation? 0 1 2 3 4 5
0=l can not imagine it at all, 5=l can imagine it very clearly

Thank you for completing this booklet. Please now read the instructions for the daily diaries.




Appendix 9: Daily Diary — Control Condition



UNIVERSITY OF KENT
AT CANTERBURY maanm

Coping With Ankylosing Spondylitis (AS)
Daily Diaries

The following pages contain questions relating to mood, pain and coping,
to be completed over seven days. Please set aside a few minutes each
evening before retiring to answer these questions. After the seven days
you will be requested to write a more detailed diary for three days
(instructions are given on page 8). Please set aside twenty minutes each
evening to write about your experiences.

Each page relates to one day — please enter the date on each page. Try to
complete these diaries on consecutive days (including weekdays and
weekends) and try not to miss out any days. If you miss a day by
accident, please continue as normal on the following day.

BEFORE COMPLETING THESE DIARIES, PLEASE ENSURE THAT
YOU HAVE COMPLETED THE PARTICIPANT INFORMATION
BOOKLET.

All information provided on these forms will be completely confidential.
If you decide at any point that you do not wish to continue participating
1n this study you are free to withdraw.

If you have any queries or require any further information, please call
Kate Hamilton-West at the University of Kent on (01227) 827658.

Once you have completed all sections, please return using the postage
paid envelope provided. Many Thanks




(8]

Daily Diary - DAY 1

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 2

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could

decrease it completely)
0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary - DAY 3

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 ) 4 S 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle mode3rately Quit: a bit extresmely

Or not at all
Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 4

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 S 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A ﬁttle mode?’rately Quit: a bit extresmely

Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary - DAY 5

12 Please enter today’s date:

2. Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

3. Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

4. Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

5. Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6
6.  In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.
Use the following scale to record your answers:
1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all
Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




3]

Daily Diary - DAY 6

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle modeiately Quit: a bit extresmely

Or not at all
Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 7

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




We are interested in your experiences of stress. For the next three days, instead of
recording your pain, you will be asked to undertake a time-management exercise to
reduce stress. Please spend 20 minutes per day before retiring for the evening writing
in detail about your plans for the following day.

Please write continuously, allowing your thoughts to flow freely as you write,
without worrying about spelling or grammar. You may write about one topic only, or
move from one topic to another. The most important thing is that you write about
your plans continually for 20 minutes on each day. Please ensure that you have a
watch or a clock to hand and record the time you start and finish each day below.
[please write on both sides of the following pages; you may attach extra pages if

required]

All the information you provide is completely confidential.

DAY 1 Date:

Time started writing:

Time finished writing:

DAY 2 Date:

Time started writing:

Time finished writing:

DAY 3 Date:

Time started writing:

Time finished writing:
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Appendix 10: Daily Diary — Experimental Condition Instructions




s NE !
= RA N ]
1 e

UNIVERSITY OF KENT
AT CANTERBURY NEEN

Coping With Ankylosing Spondylitis (AS)
Daily Diaries

The following pages contain questions relating to mood, pain and coping,
to be completed over seven days. Please set aside a few minutes each
evening before retiring to answer these questions. After the seven days
you will be requested to write a more detailed diary for three days
(instructions are given on page 8). Please set aside twenty minutes each
evening to write about your experiences.

Each page relates to one day — please enter the date on each page. Try to
complete these diaries on consecutive days (including weekdays and
weekends) and try not to miss out any days. If you miss a day by
accident, please continue as normal on the following day.

BEFORE COMPLETING THESE DIARIES, PLEASE ENSURE THAT
YOU HAVE COMPLETED THE PARTICIPANT INFORMATION
BOOKLET.

All information provided on these forms will be completely confidential.
If you decide ‘at any point that you do not wish to continue participating
1n this study you are free to withdraw.

If you have any queries or require any further information, please call
Kate Hamilton-West at the University of Kent on (01227) 827658.

Once you have completed all sections, please return using the postage
paid envelope provided. Many Thanks




Daily Diary - DAY 1

Please enter today’s date:

2. Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).
0 1 2 3 4 5 6 7 8 9 10
3. Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)
Did something specific to try to reduce the pain
Did something to help me relax
Diverted attention from the pain by thinking about other things or engaging in some other activity
Tried to see the pain in a different light that made it seem more bearable
Expressed emotions to reduce my anxiety, frustration, or tension about the pain
Sought emotional support from loved ones, friends, or professionals concerning my pain
Sought or found spiritual support or comfort
4. Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)
0 1 2 3 4 5 6
. Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)
0 1 2 3 4 5 6
6.  In the table below are words describing different feelings and emotions. Please read each item and then

mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary — DAY 2

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 = 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5

Very slightly A little moderately Quite a bit extremely
Or not at all

Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 3

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a

number between 0 (no pain at all) and 10 (pain as intense as you could imagine).
0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 + 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary — DAY 4

15 Please enter today’s date:

2. Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 S5 6 7 8 9 10

3. Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

4. Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

5. Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6
6.  In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.
Use the following scale to record your answers:
1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary — DAY 5

1. Please enter today’s date:

2. Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

3. Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

4. Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

5. Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6
6.  In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.
Use the following scale to record your answers:
1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 6

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0o - 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very s]lightly A l?ttle modesrately Quit: a bit extresmely

Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary — DAY 7

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 S 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllight[y A l?ttle modeiately Quit:a bit extresmely

Or not at all
Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty _ Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




We are interested in your experiences of stress. For the next three days, instead of
recording your pain, please spend 20 minutes per day before retiring for the evening
writing about any stressful experiences you have encountered over the last month, or
any worries or concerns that are currently troubling you. These may be related to
your AS or may be unrelated to your AS.

Please write continuously, allowing your thoughts to flow freely as you write,
without worrying about spelling or grammar. You may write about one topic only, or
move from one topic to another. The most important thing is that you write about
your experiences continually for 20 minutes on each day. Please ensure that you
have a watch or a clock to hand and record the time you start and finish each day
below. [please write on both sides of the following pages; you may attach extra
pages if required]

All the information you provide is completely confidential.

DAY 1 Date:

Time started writing:

Time finished writing:

DAY 2 Date:

Time started writing:

Time finished writing:

DAY 3 Date:

Time started writing;:

Time finished writing:
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Appendix 11: One month follow-up
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Coping With Ankylosing Spondlylitis:
Time 2 Health and Well-being Questionnaire

Thank you for completing and returning the Participant Information Booklet and Daily
Diaries.

This booklet will repeat some of the questions you answered before, relating to your
health and well-being. You will then be asked to record your pain over a period of
seven-days. The purpose of repeating these questions is to build up a picture of your
health and well-being over a three month time period. We will write to you again to
follow-up your health status in 2-months time.

All information you provide is completely confidential. If you decide at any point that
you do not wish to continue participating in this study you are free to withdraw.

Once completed booklets are received they will be converted into numbers on a
computer at the University of Kent. Booklets will be securely stored for as long as is
required by the Data Protection Act, they will then be destroyed.

If you have any queries or require any further information, please call Kate Hamilton-
West at the University of Kent on (01227) 827658.

Please return this booklet as soon as you have completed all sections, using the postage-
paid envelope provided.




THE FOLLOWING QUESTIONS ASK YOU TO PLACE A VERTICAL MARK ON A LINE. EXAMPLE:

NONE i VERY SEVERE

Please place a vertical mark on the scale below to indicate the effect your disease has had on
your well-being over the last week.

NONE VERY SEVERE

Place a vertical mark on the scale below to indicate the effect your disease has had on your
well-being over the last six months.

NONE VERY SEVERE

PLEASE PLACE A MARK ON EACH LINE BELOW TO INDICATE YOUR ANSWER TO EACH QUESTION
RELATING TO THE PAST WEEK.

How would you describe the overall level of fatigue/ tiredness you have experienced?

NONE VERY SEVERE

How would you describe the overall level of AS neck, back or hip pain you have had?

NONE VERY SEVERE

How would you describe the overall level of pain/swelling in joints other than neck, back or
hips you have had?

NONE VERY SEVERE

How would you describe the overall level of discomfort you have had from any areas tender to
touch or pressure?

NONE VERY SEVERE

How would you describe the overall level of morning stiffness you have had from the time you
wake up?

NONE VERY SEVERE

How long does your morning stiffness last from the time you wake up? (please indicate time)

HOURS: MINUTES:




PLEASE DRAW A MARK ON EACH LINE BELOW TO INDICATE YOUR LEVEL OF ABILITY WITH EACH OF
THE FOLLOWING ACTIVITIES DURING THE LAST WEEK.

N.B. An aid is a piece of equipment which helps you to perform an action or a movement

Putting on your socks or tights without help or aids (eg. Sock aid)

EASY IMPOSSIBLE

Bending forward from the waist to pick up a pen from the floor without an aid

EASY IMPOSSIBLE

Reaching up to a high shelf without help or aids (eg. Helping hand)

EASY IMPOSSIBLE

Getting up out of an armless dining room chair without using your hands or any other help

EASY IMPOSSIBLE

Getting up off the floor without help from lying on your back

EASY IMPOSSIBLE

Standing unsupported for 10 minutes without discomfort

EASY IMPOSSIBLE

Climbing 12 — 15 steps without using a handrail or walking aid. One foot on each step

EASY IMPOSSIBLE

Looking over your shoulder without turning your body

EASY IMPOSSIBLE

Doing physically demanding activities (e.g. physiotherapy exercises, gardening or sports)

EASY IMPOSSIBLE

Doing a full days activities whether it be at home or at work

EASY IMPOSSIBLE




Please read the statements below and circle the reply which comes closest to how you have
been feeling in_the past week. Do not spend a long time thinking about each item, but give

your immediate reaction.

| still enjoy the things | used to enjoy

I can laugh and see the funny side of
things

| feel cheerful

| feel as if | am slowed down
I have lost interest in my appearance

1 look forward with enjoyment to things

I can enjoy a good book or radio or TV
programme

Definitely as
much

Asmuchas|

always could

Not at all

Nearly all the

time
Definitely

As much as
ever | did

Often

Not quite so
much

Not quite so
much now

Not often

Very often

| don't take as
much care as |
should

Rather less than
lusedto

Sometimes

Only a little

Definitely not so
much now

Sometimes

Sometimes

| may not take
quite as much
care
Definitely less
than | used to

Not often

Hardly at all

Not at all

Most of the
time

Not at all

| take just as
much care as
ever

Hardly at all

Very seldom
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Daily Diary - DAY 1

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine). |

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 2

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7/ 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

[nterested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary - DAY 3

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary - DAY 4

1. Please enter today’s date:

2. Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

3. Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

4. Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 S 6

5. Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6
6.  In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.
Use the following scale to record your answers:
1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 5

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle modesrately Quit: a bit extresmely

Or not at all
Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 6

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle modeSrately Quit: a bit extr:mely

Or not at all
Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary - DAY 7

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Appendix 12: Three-month follow-up



UNIVERSITY OF
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Coping With Ankylosing Spondlylitis:
Time 3 Health and Well-being Questionnaire

Thank you for completing and returning the Participant Information Booklet and Daily
Diaries.

This booklet will repeat some of the questions you answered before, relating to your
health and well-being. You will then be asked to record your pain over a period of
seven-days. The purpose of repeating these questions is to build up a picture of your
health and well-being over a three month period. This will be the last questionnaire you
will receive for this study.

All information you provide is completely confidential. If you decide at any point that
you do not wish to continue participating in this study you are free to withdraw.

Once completed booklets are received they will be converted into numbers on a
computer at the University of Kent. Booklets will be securely stored for as long as is
required by the Data Protection Act, they will then be destroyed.

If you have any queries or require any further information, please call Kate Hamilton-
West at the University of Kent on (01227) 827658.

Please return this booklet as soon as you have completed all sections, using the postage-
paid envelope provided.




THE FOLLOWING QUESTIONS ASK YOU TO PLACE A VERTICAL MARK ON A LINE. EXAMPLE:

NONE i VERY SEVERE

Please place a vertical mark on the scale below to indicate the effect your disease has had on
your well-being over the last week.

NONE VERY SEVERE

Place a vertical mark on the scale below to indicate the effect your disease has had on your
well-being over the last six months.

NONE VERY SEVERE

PLEASE PLACE A MARK ON EACH LINE BELOW TO INDICATE YOUR ANSWER TO EACH QUESTION
RELATING TO THE PAST WEEK.

How would you describe the overall level of fatigue/ tiredness you have experienced?

NONE VERY SEVERE

How would you describe the overall level of AS neck, back or hip pain you have had?

NONE VERY SEVERE

How would you describe the overall level of pain/swelling in joints other than neck, back or
hips you have had?

NONE f VERY SEVERE

How would you describe the overall level of discomfort you have had from any areas tender to
touch or pressure?

NONE VERY SEVERE

How would you describe the overall level of morning stiffness you have had from the time you
wake up?

NONE VERY SEVERE

How long does your morning stiffness last from the time you wake up? (please indicate time)

HOURS: MINUTES:




PLEASE DRAW A MARK ON EACH LINE BELOW TO INDICATE YOUR LEVEL OF ABILITY WITH EACH OF
THE FOLLOWING ACTIVITIES DURING THE LAST WEEK.

N.B. An aid is a piece of equipment which helps you to perform an action or a movement

Putting on your socks or tights without help or aids (eg. Sock aid)

EASY IMPOSSIBLE

Bending forward from the waist to pick up a pen from the floor without an aid

EASY IMPOSSIBLE

Reaching up to a high shelf without help or aids (eg. Helping hand)

EASY IMPOSSIBLE

Getting up out of an armless dining room chair without using your hands or any other help

EASY IMPOSSIBLE

Getting up off the floor without help from lying on your back

EASY IMPOSSIBLE

Standing unsupported for 10 minutes without discomfort

EASY IMPOSSIBLE

Climbing 12 — 15 steps without using a handrail or walking aid. One foot on each step

EASY IMPOSSIBLE

Looking over your shoulder without turning your body

EASY IMPOSSIBLE

Doing physically demanding activities (e.g. physiotherapy exercises, gardening or sports)

EASY IMPOSSIBLE

Doing a full days activities whether it be at home or at work

EASY IMPOSSIBLE




Please read the statements below and circle the reply which comes closest to how you have
been feeling in_the past week. Do not spend a long time thinking about each item, but give

your immediate reaction.

| still enjoy the things | used to enjoy

I can laugh and see the funny side of
things

| feel cheerful

| feel as if | am slowed down
| have lost interest in my appearance

| look forward with enjoyment to things

I can enjoy a good book or radio or TV
programme

Definitely as
much

As much as |
always could

Not at all

Nearly all thev ‘

time
Definitely

As muchas
ever | did

Often

Not quite so
much

Not quite so
much now

Not often

Very often

| don't take as
much care as |
should

Rather less than
lusedto

Sometimes

Only a little

Definitely not so
much now

Sometimes

~ Sometimes

| may not take
quite as much
care
Definitely less
than | used to

Not often

Hardly at all

Not at all

Moét of the
time

Notatall

‘ | {aké just aé

much care as
ever

,:Hardly at all

Very seldom
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Daily Diary - DAY 1

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle modez;ately Quit: a bit extresmely

Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 2

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle modez;ately Quite4 a bit extresmely

Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary - DAY 3

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

4. Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

5. Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6
6.  In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.
Use the following scale to record your answers:
1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary - DAY 4

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 S 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle modez,rately Quit: a bit extresmely

Or not at all
Interested Irritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary - DAY 5

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 ) 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle modesrately Quit: a bit extresme[y

Or not at all
Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




Daily Diary - DAY 6

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 2 3 4 5 6 74 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

Very sllightly A l?ttle mode3rately Quit: a bit extresmely

Or not at all
Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid
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Daily Diary — DAY 7

Please enter today’s date:

Please indicate on the scale below the amount of pain you have experienced today by circling a
number between 0 (no pain at all) and 10 (pain as intense as you could imagine).

0 1 o2 3 4 5 6 7 8 9 10

Please indicate if you used any of the following strategies in order to cope with the pain you
experienced today: (please tick all that apply)

Did something specific to try to reduce the pain

Did something to help me relax

Diverted attention from the pain by thinking about other things or engaging in some other activity

Tried to see the pain in a different light that made it seem more bearable

Expressed emotions to reduce my anxiety, frustration, or tension about the pain

Sought emotional support from loved ones, friends, or professionals concerning my pain

Sought or found spiritual support or comfort

Based on all the things you did to cope, or deal with your pain today, how much control do you feel
you had over it? Please indicate by circling a number between 0 (no control) and 6 (complete control)

0 1 2 3 4 5 6

Based on all the things you did to cope, or deal with your pain today, how much were you able to
decrease it? Please indicate by circling a number between 0 (couldn’t decrease it at all) and 6 (could
decrease it completely)

0 1 2 3 4 5 6

In the table below are words describing different feelings and emotions. Please read each item and then
mark the appropriate answer in the space next to that word. Indicate to what extent you have felt this
way today.

Use the following scale to record your answers:

1 2 3 4 5
Very slightly A little moderately Quite a bit extremely
Or not at all

Interested [rritable
Distressed Alert
Excited Ashamed
Upset Inspired
Strong Nervous
Guilty Determined
Scared Attentive
Hostile Jittery
Enthusiastic Active
Proud Afraid




