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PREFACE

This paper was presented at the American Public Health Association

annual meeting in Detroit, Michigan, October 1980; at the Social

Worker's Oncology Group National Conference in Pittsfield,

Massachusetts, July 1981; and at the American Psychological Association

annual meeting in Los Angeles, California, August 1981.
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I. INTRODUCTION

People who have a serious and possibly life-threatening illness are

faced with a number of concerns. Foremost of these include pain,

symptoms, and finding an appropriate medical treatment. Additional

concerns have to do with the psychological and social impact of the

illness, for example, facing possible death, not being able to work or

care for one's children, and simply trying to be happy.

Coping with illness refers to what a person does in response to all

the concerns associated with the illness. It is increasingly recognized

that how people cope with their illness may be as important as the

medical care they receive in determining satisfactory outcomes.

Research on illness has focused on determining optimal medical

treatments. We know very little, however, about which psychological and

social responses will provide optimal conditions for recovery.

If researchers could determine that certain coping responses

improve a person's quality of life, facilitate healing, or lengthen

life, patients can be assisted in planning coping strategies that will

increase their.chances of achieving these outcomes.

MODELS OF HEALTH AND ILLNESS

Until relatively recently, concepts of health and illness largely

conformed to what is sometimes referred to as the medical model. This

model emphasizes the physiological and biological aspects of disease.

Within the medical model, health is generally defined as the absence of

disease, the patient's role is to seek medical care in response to
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illness, and the physician's role is to diagnose and treat illness

(Parsons, 1951).

This medical model is gradually being modified in favor of a

broader model that includes mental, emotional, and spiritual aspects of

disease and health, in addition to the physiological and biological

'aspects. This emerging model focuses on the "whole mind-body-spirit

personality, with emphasis on life-style, well-being, and wellness"

(Yahn, 1979). Health is increasingly being defined in terms of positive

well-being (in addition to the absence of disease). For example,

optimal health has been defined as a synthesis of body, emotions, mind,

will, and spirit (O'Regan and Carlson, 1979).

Several researchers have suggested that this new model should be

thought of as a hierarchy of models rather than as a single all-

encompassing model (Engel, 1979; Howard, 1975; Antonovsky, 1979). Thus,

an individual's health can be evaluated at any of several levels such as

physiological, biological, psychological, social, environmental, or

cultural. At each level, an autonomous model can be conceived (Engel,

1979). For example, at the physiological level, the introduction of a

virus may cause a sign of illness to occur. In this hierarchical

scheme, each level is related to other levels, and a breakdown at one

level may influence variables at another level. For example, the loss

of a job (environmental) may result in emotional distress

(psychological) which in turn disrupts the digestive process

(biological).

Health is defined by Engel in terms of the "relative intactness and

functioning of each component system on each hierarchical level" (1979,
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p. 161).

Within this hierarchical conception, the medical model represents

an attempt to view health and illness on only two levels, the

physiological and biological. Consideration of psychological, social,

environmental, or cultural influences has largely been out of the realm

of traditional medicine.

Within the new model, the promotion of health and the treatment of

disease become a joint effort of the individual, the family, the medical

community, and society. An example of a conflict in such effort occurs

when the medical community urges people to take personal responsibility

for their health by not smoking, yet society allows a proliferation of

alluring cigarette ads.

This new and broader approach to illness and health is not a new

one; it was commonly advocated in the early days of medicine, is today

the underlying philosophy of much nonwestern medicine, and has for many

years fallen under the rubric of "psychosomatic medicine." It has

suffered from a considerable lack of reputability, and even today stirs

up controversy within the medical community. Although it is commonly

termed holistic medicine, even this term stirs controversy as connoting

quackery. Critics of the holistic viewpoint frequently point to the

lack of "scientific" evidence, often with justification. Nevertheless,

concepts of holistic medicine are rapidly gaining recognition and

respect (Challes 1979; Holden, 1980; Yahn, 1979).

Because of the increasing recognition given to concepts of holistic

medicine, research on how psychosocial and other factors relate to

health and illness will undoubtedly increase in the next decade. One of

I,.
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the challenges that researchers in the holistic medicine arena face is

to conduct methodologically sound research.

In conducting research based on the holistic model, an important

first step is to develop a strong conceptual framework. This should

include a thorough clarification of the concepts involved, as well as a

preliminary understanding of how the concepts are organized. Once this

framework is established, the operationalization of the concepts can

follow, i.e., the development of reliable and valid measures of the

concepts. Finally, tests of the relationships among the various

concepts can be made using these measures.

PURPOSE OF THIS PAPER

This paper presents a conceptual framework of how people cope with

serious illness. Within this framework, concepts are identified and

defined. Such a conceptual overview is necessary before the concepts

can be operationalized and measured in a patient population.
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II. AN OVERVIEW OF COPING

DEFINING COPING

There are many definitions of coping. Some refer to coping in

general, and some are specific to coping with illness. For example:

Coping refers to strategies for dealing with threat (Lazarus,
1966).

Coping is the instrumental behavior and problemsolving capaci-
ties of persons in meeting life demands and goals (Mechanic,
1968).

Coping is all cognitive and motor activities which a sick per-
son employs to preserve his bodily and psychic integrity, to
rec-over reversibly impaired function and compensate to the
limit for any irreversible impairment (Lipowski, 1970).

Coping is any response to external life-strains that serves to
prevent, avoid, or control emotional distress (Pearlin and
Schooler, 1978).

Coping is what one does about a perceived problem in order to
bring about relief, reward, quiescence and equilibrium (Weis-
man and Worden, 1976).

Coping is to deal with and attempt to . . . overcome problems
and difficulties (Webster, 1975).

Coping is adaptation under very difficult conditions (White,
1974).

Coping is the cognitive and behavioral efforts made to master,
minimize, tolerate, reduce, or minimize internal and environ-
mental demands and the conflicts among them (Lazarus and
Launier, 1978).

Coping is viewed as a response in nearly all of these definitions, where

the response could be either a behavior or a cognition.

Effiff - ' _-----
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Many of the definitions include reference to a particular outcome,

usually a positive one, e.g., "to bring about relief," "to recover .

impaired function," or "to avoid distress." There are several problems

with this. First, a person may be making a response that is intended to

lead to a particular outcome, but for some reason the outcome is not

achieved (e.g., the person meditates to reduce distress but it doesn't

work). Nevertheless, the response should be considered as a coping

response. A second problem with defining coping in terms of outcomes is

that many desired outcomes may be distant in time from the response,

thus whether the response is a coping response could not be assessed

until that time. In fact, it may be necessary for a person to tolerate

a short-term undesirable outcome (e.g., distress of surgery) in order to

achieve a long-term desired outcome (survival). In this example, one

would probably want to refer to the response of facing up to surgery as

coping, even though the short-term outcome is distress. A third problem

is that people differ in the outcomes they desire. One person may

choose to face a great deal of initial distress to achieve a longer

life, whereas another may prefer to risk a shorter life to maintain a

certain quality of that life. Again, one would want to be able to

define both of these responses as coping.

For these reasons, it is preferable to limit the definition of

coping to the responses and describe the outcomes separately.

A simple definition of coping is presented here that takes into

account some of the problems discussed above, and is appropriate in

describing coping with a serious illness:
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Coping is any behavioral response (thought or action) to con-
cerns associated with the illness.

Whether the coping responses are effective or not can thus be dealt with

as a separate issue. The word "concerns" was chosen over "problems"fbecause not all illness-related concerns are problems (e.g., the concern

about the meaning of one's life is not necessarily a problem).

SCHEMES FOR ORGANIZING COPING RESPONSES

In describing coping responses, one must decide whether to simply

list the specific responses or organize these responses according to

some apparent underlying scheme.

Most researchers who have attempted to organize coping responses

have done so based on the purpose of the coping response. Many

investigators consider the essential purpose of coping responses as the

reduction of emotional distress (Lazarus, 1974; Moos, 1976; Pearlin and

Schooler, 1978; Wolff, Friedman, Hofer, et al, 1964). Lazarus (1979)

classifies coping responses into two types: 1) problemsolving

responses, which are aimed at changing the situation; and 2) emotion-

focused responses, which are intended to make the person feel better.

Pearlin and Schooler (1978) classify coping responses according to three

purposes, two of which parallel Lazarus': 1) responses that change the

situation; 2) responses that control the stress itself; and 3) responses

that control the meaning of the situation. Hamburg and Adams (1967)

suggest five purposes of coping behaviors as those that: 1) keep

distress within manageable limits; 2) maintain a sense of personal

worth; 3) restore relationships with significant other people; 4)

.- - - -
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enhance prospects for the recovery of bodily functions; and 5) increase

the likelihood of working out a personally valued and socially

acceptable situation after maximum physical recovery has been attained.

Lipowski (1970) suggests that the purposes of coping are to: 1)

preserve bodily integrity; 2) preserve psychic integrity; 3) recover

reversibly impaired function, and 4) compensate for any irreversible

impairment.

There are two problems with organizing coping responses according

to their purpose. First, many responses may serve more than one

purpose. Second, such an organization scheme should be derived

empirically (e.g., using factor analytic methods) rather than according

to an investigator's a priori theory. In order to do this, measures of

the separate responses must first be obtained. Because of these

problems, it is preferable to first assess specific coping responses

without attempting to organize the responses into a scheme.

AREAS OF CONCERN REGARDING SERIOUS ILLNESS

Coping is defined here as a response to concerns associated with

the illness. A number of areas of concern to people faced with a

serious illness have been suggested. A summary of these is presented in

Table 1, based on the work of Cohen and Lazarus (1979); Moos and Tsu

(1979); Straus and Glaser (1975); USDHHS (1980); Weisman (1979); and

Yager and Robinson (1980). Thesp areas of concern are highly

interrelated, i.e., problems in one area clearly affect other areas.

Different concerns will be foremost for different people depending on

the nature of the illness, the particular life situation, and the
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personality of the individual.
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Table I

SUMMARY OF AREAS OF CONCERN REGARDING SERIOUS ILLNESS

Area of Concern Example

Survival Desire to live
Fear of dying

Bodily integrity Pain
Bodily function
Tumor size
Symptoms

Self-concept Self-esteem
Sense of competence and mastery
Body image

Social role Ability to work
Ability to be a mother

Finances Money for medical care, drugs
Money for household help, child care

Family Relationships with family,
separation from family

Burden on family, dependency

Friends Relationships with friends
and associates, isolation,
separation, rejection

Religion Concern with life after death
Desire to be closer to God
Feelings of remiss

Existential, Evaluation of the meaning
belief systems of the illness

Concerns of life, death, destiny
Regrets about the past

Feelings, emotions Avoid depression, anxiety
Maintain feelings of well-being,

pleasure, hope
Express negative feelings

Dependency Burden on others
Need for help vs. need for independence

* "ai



Sexuality Desirability
Ability to function sexually

Preparing for Financial support for family
uncertain future Change in life goals

Dealing with hospital Chemotherapy, radiation
environment and special Unknown procedures
treatment procedures Rules of hospital

Adjust to new surroundings

Developing relations Doctors, nurses
with care givers Appropriate behavior,

how to deal with disagreements

Dealing with treatment Learning and maintaining
regimens prescribed treatment regimens

(e.g., change in diet, lifestyle,
giving injections)

,I
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OUTCOMES OF COPING

These areas of concern to some extent provide the basis for

describing the outcomes that could be used to assess the effectiveness

of various coping responses. That is, some of the areas of concern are

also categories of outcomes. Outcomes that might be of interest

include: 1) length of survival; 2) physiological (e.g., functioning of

immune system, sedimentation rate, tumor size); 3) physical (e.g.,

symptoms, pain, bodily functioning); 4) feelings (e.g., positive well-

being, depression); 3) social (e.g., role and social functioning); and

4) self-concept (e.g., self-esteem, competence).

The relative value of each of these outcomes may differ among

individuals. For example, one person may consider the most valuable

outcome being able to work, even at the cost of a shorter survival time,

whereas another person may hold the reverse values. For most people,

lowered emotional distress will almost certainly be a valued outcome.

However, other outcomes may be equally valued, such as relating to

friends or continuing to work. To obtain some of these other outcomes

may require at least a temporary state of increased distress. The

consideration of the value of various outcomes to the individual has

implications in assessing the effectiveness of various coping responses.

An investigator may not be able to objectively define one outcome as

more valuable than any other. This again illustrates the importance of

defining coping responses separately from the outcomes of those

responses. It may in fact be necessary to evaluate all of these

outcomes in order to assess the effectiveness of coping.

pI
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CONTEXT WITHIN WHICH COPING RESPONSES OCCUR

The coping responses a person makes depend on many things such as

the nature of the illness, the person's beliefs about illness, the

person's self-esteem, and the availability of friends or family. In

other words, the person's coping responses occur within the context of

that person's life and illness situation. To adequately assess how

people cope with serious illness, this context must be recognized. The

holistic approach considers this context as an essential part of the

person's illness, and of the person's responses to that illness.

Some of these contextual variables may facilitate certain coping

responses (e.g., having friends facilitates seeking emotional support)

and can be considered coping resources (Pearlin and Schooler, 1978;

Antonovsky, 1979). Other factors may limit the availability of certain

coping responses (e.g., a physician who is unwilling to allow the

patient to participate in the decision about treatment hinders that

person's sense of control); these become coping hindrances.

Seven general categories of contextual variables are: 1)

psychological (e.g., sense of control, self-esteem, self-sufficiency);

2) sociocultural (e.g., availability of friends); 3) medical (e.g., type

of treatment, information imparted by the physician, expectations of

physician); 4) environmental (e.g., cost of medical care, life events);

5) sociodemographic (e.g., age, income); 6) illness (e.g., nature of

illness, prognosis); and 7) constitutional (e.g., general resistance,

genetics).

t . -V
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COPING AS A PROCESS

Clearly, any discussion of coping must consider its dynamic nature,

that is, different coping responses may occur depending on the stage in

the process (Lipowski, 1970). Most investigators who allude to such a

process suggest that denial is more common in the early phases of coping

(Hamburg and Adams, 1967; Lazarus, 1979; Moos, 1976; Visotsky, Hamburg,

Goss, et al, 1961), followed by a recognition and reorganization phase

in which the new situation is faced and incorporated into the person's

life (Moos 1976; Visotsky, Hamburg, Goss, et al, 1961). The transition

from denial to the recognition phase is not accomplished at a single

point in time, but is gradual (Hamburg and Adams, 1967). The denial

stage is viewed as preventing people from being overwhelmed, allowing a

gradual transition to the recognition and reorganization phase (Hamburg

and Adams, 1967; Moos, 1976). This recognition and reorganization phase

may be viewed as containing the adaptive tasks, such as those outlined

in Table 1.

Before one can describe the process of coping, however, the basic

concepts must be clearly understood. Thus, we continue with a more

detailed description of some of the elements of coping.

FRAMEWORK OF COPING WITH SERIOUS ILLNESS

Copin responses to the concerns associated with the illness must

be viewed within a particular context and can be evaluated according to

a number of outcomes. This is the framework within which coping

responses can be viewed. A summary of the elements of this framework is

presented in Table 2.
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The elements identified within this framework are based on a

synthesis of the literature on coping, and on the author's discussions

with social workers, nurses, physicians, and counselors who work with

ill people. These are discussed in detail in Section III.

l __ -- . .. . . ... .. .illliil /i t il dll . . . , :" i'I
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III. CONCEPTUALIZATION OF COMPONENTS OF COPING

Each of the elements that appears in the framework of Table 2 will

be discussed below. These will be grouped into sections corresponding

to the three categories that appear in the framework (context, coping

responses, outcomes). In some instances, a particular element may

appear within two categories, with a subtle difference in meaning

distinguishing each appearance. For example, although feelings of anger

properly belong under mental outcomes, the actual expression (or

nonexpression) of anger will fall under coping responses. This example

illustrates the importance of the framework. That is, the framework

forces a careful look at what is meant by each element when discussing

its role in coping.

Where empirical studies have been done using any of the context

variables or coping responses in relation to health outcomes, they will

be mentioned. Such studies will be referred to even if they did not

specifically address coping with illness, as long as the findings

illustrate that a particular contextual variable or coping response may

relate to health outcomes.

OBSERVABLES VERSUS CONSTRUCTS

The elements of coping defined here vary in terms of whether they

represent specific responses or more global constructs. A construct is

an abstraction, something that cannot be observed, but which is

hypothesized to explain a set of observable events (Nunnally, 1978).

For example, anxiety is a construct that is commonly hypothesized to

" L - "..-" "
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explain such observables as wringing of hands, sweaty palms, and

increased pulse. Constructs can be of increasingly higher order. For

example, specific responses of reading about one's illness, asking

questions of the doctor, and talking to a friend who had a similar

illness may (if they all occur together) form a construct pertaining to

information seeking. If information seeking, positive outlook, and

having a sense of purpose in life occur together, they may define a

higher order construct such as the will to live.

In this paper, most of the concepts are described either as

observables or as lower order constructs. When a concept is difficult

to define, it is often because it is a higher order construct. For

example, control is a higher order construct and must be broken down

into lower order constructs and observables before it can be adequately

defined.

CONTEXTUAL VARIABLES

Psychological

Knowledge about Health Matters. The degree of familiarity or

cognitive complexity regarding health terminology, disease, and

treatments should be taken into account in evaluating a person's coping

responses. People who have had little experience with the medical

system may not understand commonly used medical terms; even well-

educated people may not have this understanding (Yager and Robinson, p.

90).
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Beliefs about Health and Illness. A person's beliefs about what

causes health and illness, and what affects recovery from illness may

strongly affect how that person copes. Health, illness, and recovery

from illness may be attributed to: 1) the medical care system (e.g.,

medications); 2) one's own behavior (e.g., nutrition, exercise); 3)

one's thoughts and emotions; 4) one s environment (e.g., stresses, cold

weather, viruses); 5) fate or God (e.g., predetermination; retribution

for certain behavior); and 6) chance.

A belief that the medical care system affects recovery from illness

has been termed a belief in the efficacy of medical care (Lau and Ware,

in press).

A belief that one's own behavior can influence recovery from

illness has been termed a belief in the efficacy of self-care (Lau and

Ware, in press).

That one's thoughts and emotions can affect health and illness is a

relatively new concept in our culture (Simonton, Simonton, and

Creighton, 1978).

Sense of Control. People may view the occurrence of life events in

basically four ways: 1) as under their own personal control; 2) as

under the control of powerful others; 3) as due to chance; 4) as up to

fate, i.e., predetermined. How a person experiences life events depends

on that person's interpretation of those events, i.e., a given event may

be experienced as aversive or not depending on how the person appraises

and interprets the event.

A sense of personal control has classically been referred to in

terms of the occurrence of life events: an internal locus of control

Mbomou"
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(believing one is in control of events) is opposed to having an external

locus of control (believing events are due to chance, fate, or powerful

others) (Lefcourt, 1976; Rotter, Seeman, and Liverant, 1962). Personal

control can be viewed in terms of control over the events themselves.

The "availability of a response that may directly influence the

objective characteristics of a threatening event" has been labeled

behavioral control by Averill (1973) and refers to this sense of

personal control over the events themselves. One could also, however,

consider personal control in terms of how one interprets life events. A

person could feel a sense of personal control if he or she was confident

that potentially aversive events could be interpreted in a way so that

the aversive experience was minimized. Thus, feeling in control of the

experience of the events (e.g., one's feelings) may occur regardless of

whether one felt in personal control of the occurrence of the event.

Averill (1973) has labeled this latter aspect of personal control as

cognitive control: "the processing of potentially threatening

information so as to reduce the net long-term stress and/or the psychic

cost of adaptation." Averill has also distinguished "decisional

control" as the opportunity to choose among various courses of action.

The existence of such opportunity may enhance one's sense of being in

personal control, but is probably more indicative of the person's

sociocultural context (e.g., socioeconomic status) than of the person's

psychological sense of control. Having an internal locus of control

(i.e., a sense of personal control) was associated with less illness in

a sample of executives under high stress (Kobasa, 1979).

L -
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The extent to which people believe they can affect their own health

and illness (i.e., through their behavior, thoughts, and emotions)

determines the extent to which they feel a sense of personal control

over their health. If they believe that medical care influences

recovery, people can still have a sense of their health being under

control, although the source of control is external in this case. The

belief that health is up to chance, fate, or uncontrollable external

influences (e.g., environment) all pertain to having no sense of health

being controllable. These concepts have been referred to as health

locus of control (Lau, in press; Lau and Ware, in press; Wallston,

Wallston, Kaplan, et al, 1976). Lau and Ware (in press) using factor

analysis found three dimensions of health locus of control: 1) a belief

in the efficacy of self-care (i.e., viewing one's health as a result of

one's own behavior); 2) a belief in the efficacy of ztcal . (i.e.,

viewing one's health as a result of medical care); and 3) a belief that

health was due to chance, i.e., that no one could do anything about it.

They did not include items pertaining to health being due to

environmental influences, being predetermined, or being up to fate.

Very little is known about the relationship between the various

aspects of control and health. It would be interesting to determine the

relationship of each aspect of control to health separately (e.g.,

belief in personal control, control by powerful others, fate, and

chance), as well as to determine how various prcfiles of these beliefs

are related to health outcomes (e.g., it may be that nonextreme belief

in all four aspects is associated with better health outcomes).

I.
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One study is known that tested the association between a belief in

the efficacy of medical care and health. The belief that emergency room

care would be effective for chest pain and heart attack was positively

associated with relief from chest pain following such care (Linn, Ware,

and Greenfield, 1980). However, questions regarding efficacy were asked

after the emergency room visit, thus the direction of prediction is

unclear.

Sense of Coherence. Returning to the basic concepts of control,

another way of classifying these concepts is according to whether events

are seen as occurring by chance or according to some overall scheme.

Perceiving the world as coherent (i.e., predictable, lawful) has been

referred to as having a sense of coherence (Antonovsky, 1979). This

would include being able . find meaning in life events, being able to

put things in long-term perspective, or interpreting life events into an

ongoing life plan (Averill, 1973; Frankl, 1963; Kobasa, 1979; Moos,

1979). A sense of coherence may derive from viewing events as being

under one's personal control, under the control of powerful (legitimate)

others (e.g., of society), under the control of fate or God (i.e.,

predetermined), or from a philosophical outlook on life. Viewing events

as due to chance (i.e., as unpredictable, arbitrary) is the opposite of

a sense of coherence.

This brings us back to Averill's (1973) concept of cognitive

control, i.e., the way in which an event is interpreted, appraised, or

incorporated into a cognitive plan. Actually, Averill considers such

interpretation as "control" only when it reduces the net long-term

stress. Thus, his concept of cognitive control includes the outcome.

- . -- I
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More simply, a sense of coherence is the extent to which a person

perceives events as part of a meaningful scheme, and is thus independent

of the outcomes.

With respect to illness, having a strong sense of coherence would

be expected to facilitate coping to the extent that the person could fit

the illness into the coherent scheme (e.g., the illness is the will of

God, the illness is because the person smoked). Kobasa (1979) found

that having the ability to find meaning in stressful life events was

associated with less illness in a group of highly stressed executives.

Conversely, believing recovery is up to chance may hinder coping. For

example, if a person strongly believes that something will heal him or

her (e.g., believes in the efficacy of self-care or the efficacy of

medical care) as opposed to believing that healing is beyond anyone's

control, that person may become better (Jourard, 1971, pp. 85-90).

Sense of Purpose. Having a sense of purpose refers to having an

immediate purpose in one's life, a reason to live, e.g., feeling

important and needed by friends and family, or having a mission or goal

to fulfill (Visotsky, Hamburg, Goss, et al, 1961; Hutschnecker, 1951;

Moos, 1979). In a group of patients with severe polio, those who felt a

strong sense of being important and needed (e.g., mothers of small

children) made more favorable adjustments than those who did not

(Visotsky, Hamburg, Goss, et al, 1961).

Sense of Meanin . Whether life holds any meaning or satisfaction

for a person is closely related to having a sense of coherence and a

sense of purpose, but may nevertheless be somewhat different from these

concepts. Meaning in life may derive from religion or spiritual

Ai
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beliefs, love, work, family, or interesting experiences, i.e., what the

person likes about living. Satisfaction with life and enjoyment in

living probably indicate that life has meaning for a person. In one

study, sudden death among coronary patients was predicted on the basis

of an inability to find meaningful satisfaction in social and leisure

activities and frustration in the person's job and family (Wolf, 1967;

see Engel, 1971).

Self-Sufficiency or Autonomy. Self-sufficiency refers to a sense

that one does not need to depend on others for help. It has been

conceptualized as a tendency toward self-determination, or a tendency to

resist external influences (Angyal, 1941; see Moos, 1976).

This concept can be considered as a continuum, the other end of

which would be a tendency towards dependency on others for help in

coping.

The concept of self-sufficiency may be quite useful in

understanding the role of social supports. That is, a self-sufficient

person may cope well with no social support, whereas a dependent person

may need a large amount of social support.

Self-Image. Self-image (or self-esteem) refers to one's attitudes

about oneself, i.e., the extent to which one is satisfied with and has

respect for oneself (Pearlin and Schooler, 1978; Rosenberg, 1965).

Four separate but interactive components of self-image have been

defined as: 1) body image, 2) the achieving self, 3) the interpersonal

self; and 4) the identification self (Gates, 1974; see Taylor and Levin,

1976).

h.d
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Self-denigration, or the tendency to hold negative attitudes

towards oneself or to feel inferior or inadequate in comparison to other

people may be the opposite end of a continuum or may be an independent

factor (Derogatis and Cleary, 1977; Pearlin and Schooler, 1978;

Rosenberg, 1965).

Closely related to this concept is one termed self-commitment.

Self-commitment has been defined as having the ability to recognize

one's distinctive values, goals, and priorities, and as having an

appreciation of one's capacities to have purpose and to make decisions

(Kobasa, 1979). Having such a commitment to oneself has been associated

with lower illness in a group of highly stressed executives (Kobasa,

1979). Self-esteem was negatively related to the number of

psychosomatic symptoms (e.g., insomnia, headache, dizziness) in a sample

of soldiers (see Rosenberg, 1965).

Sense of Challenge. Having a basic sense of challenge with respect

to life has been defined as feeling positively about changes in the

environment, valuing a life filled with interesting and new experiences,

being actively involved with one's environment, and having a sense of

responsibility towards life's demands (Kobasa, 1979). Having a sense of

challenge in terms of being actively involved with one's environment and

in terms of having a sense of responsibility was associated with less

illness in a study of highly stressed executives (Kobasa, 1979).

If people have a sense of challenge with respect to life, they may

respond to illness as a challenge, e.g., see the illness as a creative

opportunity to learn more about themselves (Lipowski, 1970; Pelletier,

1977).

t -----
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Sense of Humor. A sense of humor is not easily defined, as it has

a number of meanings. It may be defined most conventionally as laughing

fairly easily at the same kinds of things that other people find amusing

and laughable. Another broader meaning refers to an ability to see

oneself and others in a somewhat distant way; life is viewed from a

perspective in which one can laugh at people and events, yet remain in

contact with these same people and events (Noody, 1978).

Having a sense of humor can be contrasted to being resistant to

humor and laughter. That is, for some people laughter evokes feelings

of guilt.

Intelligence. A person's intelligence may be a resource when faced

with a serious illness.

In a study of people with malignant melanoma, those who survived

the longest had larger verbal intelligence scores than those who

survived the shortest time (Krasnoff, 1959).

Sociocultural

Social Support. A great bulk of literature has been concerned with

the role of social supports as a mediator of stress. (See for example

Cassell, 1976; Kaplan, Cassel, Gore, 1977; Lin, Simeone, Ensel, et al,

1979; Porritt, 1979; and Wortman and Dunkel-Schetter, 1979). Basically,

the theory suggests that given a stressful situation, people with

adequate social supports will experience less distress. Social supports

can be described in terms of their quantity (e.g., number of friends),

quality (e.g., having people one can trust), availability (e.g.,

likelihood of having someone there when needed), use (e.g., actually
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spending time with people), meaning (e.g., importance of friends), and

satisfaction with these supports.

One important issue in considering the role of social supports in

coping is that of individual needs for social supports. Some people are

more self-sufficient and thus need a relatively small amount of support,

whereas others may need greater amounts (Kaplan, 1977).

It has been noted that a person with a serious illness will have an

unusually high need for affectionate regard by love objects and other

persons on whom he/she is emotionally dependent (Janis, 1958, p. 200).

Similarly, Visotsky, Hamburg, Goss, et al (1961) noted that polio

patients have a high need for frequent contact with others, even if that

contact is brief. He suggests that a sense of isolation is very

threatening while hospitalized and ordinary loneliness can become more

frightening than usual. It has also been suggested that seriously ill

people have a particular need for support from other seriously ill

patients, i.e., from others who have experienced the same problems and

feelings (Kushner, 1977; Meyerowitz, 1980; Ryan and Ryan, 1979;

Visotsky, Hamburg, Goss, et a, 1961). Hamburg and Adams (1967) point

out that people cope more effectively with disability when they have a

fire sense of belonging in a highly valued group such as family or

community.

This generally high need of ill people for increased social support

comes at a time when these supports are often diminished. For example,

people with serious illness (especially cancer) are often faced with

isolation from friends because these friends fear contagion, fear the

expression of intense emotions or don't wish to be reminded of their own
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vulnerability (Videka, 1979). In addition, the person's family may

become more distant because of all the disruptions.

There is much literature on the association between social support

and health. In a correlational study, patients with rheumatoid

arthritis who were isolated and alienated from others had more

functional incapacity (Moos and Solomon, 1965). Cancer patients who

withdrew socially were more emotionally distressed than those who talked

with others (Weisman and Worden, 1976). In men hospitalized with road

injuries, the quality of social supports was more important than the

quantity in determining a good outcome, where outcome was measured in

terms of health, emotional distress, work adjustment, and life

enjoyment. Being accompanied by someone to the emergency room was

positively associated with relief from chest pain in a sample of people

who sought emergency room care for chest pain (Linn, Ware, and

Greenfield, 1980). Polio patients in the acute phase who were visited

frequently by warm, respectful relatives and friends were the best

adjusted (as determined by a variety of subjective measures) (Visotsky,

Hamburg, Goss, et al, 1961). People who lacked social and community

ties were more likely to die in a nine-year follow-up study of 6,928

adults (Berkman and Syme, 1979).

It has been suggested that the crucial distinction is between

having no friends and having one or more (Langner and Michael, 1960; see

Kaplan, 1977).

One mechanism that has been proposed whereby social supports are

viewed as facilitative is that social supports provide a sense of being

important and needed, or of belonging (Visotsky, Hamburg, Goss, et al,
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1961). In this sense, having social supports is closely related to

having a sense of meaning or purpose. Another mechanism suggested is

that having social supports allows the expression of affiliative

tendencies (i.e., provides a person with an outlet for emotional

expression) which serve to reduce anxiety (Schacter, 1959, see Kaplan,

1977). Jourard (1911) eloquently described the benefits of social

support: "being heard and touched by another who cares seems to

reinforce identity, mobilize the spirit, and promote self-healing."

Social Opportunities for Control. The extent to which family,

friends, or employers provide the ill person with opportunities for

control will affect that person's coping responses. For example, a wife

may consult her hospitalized husband regarding family decisions or ask

when he would like her to visit, thus offering him an opportunity for

control, or she could deny him these opportunities. Similarly, an

employer may offer a person a choice of alternatives (e.g., work at

home, work part-time), or instead fire that person.

Medical

Physicians and medical personnel can influence how a person copes

in several ways. These include: 1) humaneness and facilitation of

expression of feelings and concerns, 2) providing information, choices,

and opportunities for participation, 3) competence, and 4) allowing hope

and optimism.

Humaneness and Facilitation of Expression. The emotional quality

of the physician-patient relationship has been suggested as affecting

the physiological condition of heart patients (Lynch, Thomas, Mills, et

I'
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al, 1974, see DiMatteo, 1979), their survival (Jarvinen, 1955; see

DiMatteo, 1979), and their adjustment to having mastectomies (Jamison,

Wellisch, Pasnau, et al, 1978; see Meyerowitz, 1980).

Providing Information, Choices, and Opportunities for

Participation. Medical personnel may provide information, choices, and

opportunities for the patient to participate; whether these are

beneficial depends on the patient and the particular circumstances.

Information can be provided on the nature of the illness, possible

treatments, and probable effects and risks of each treatment, treatment

procedures, and the amount of discomfort to be expected. Having such

information has been termed informational control (Averill, 1973; Krantz

and Schulz, 1979). There is some controversy over whether having such

information is beneficial or harmful to the patients. Some suggest that

patients who have information about the amount of discomfort to be

expected from a noxious procedure are able to tolerate the discomfort

more easily (Taylor, 1979). Johnson (1975) found that having

information about the physical sensations to expect during a stressful

medical procedure reduced the distress. Krantz and Schulz (1979) found

that providing patients with information about what symptoms to expect

reduced complications following heart attack. Surgical patients who

were told about postoperative pain and what could be done for it

required only half as much postoperative narcotics in a controlled study

(Egbert, Battit, Welch, et al, 1964). Uncertainty seems to be an

important source of stress. People apparently prefer the predictable to

the unpredictable, and having information allows this predictability

(Yager and Robinson, p. 76). Terminally ill patients were found to
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resent not being kept fully informed and being excluded from decisions

regarding their own treatment (Yalom and Greaves, 1977).

Whether information about what to expect during noxious medical

procedures is beneficial or not may depend on whether the patient is a

sensitizer (typically seeks information to prepare for things) or a

repressor (prefers not to know). Shipley, Butt, and Horwitz (1979)

found that having such information was beneficial for sensitizers but

increased anxiety for repressors.

Adverse effects of providing information on possible treatment

complications are that patients may be deterred from lifesaving

treatments because of knowing the risks (Ravitch, 1974, see Cohen and

Lazarus, 1979, p. 231), and that more of these complications may occur

through the power of suggestion (as in the placebo effect) (Cohen and

Lazarus, 1979). Similarly, telling a person a poor prognosis may lead

to helpless, giving-up behavior, thus fulfilling that prognosis.

There is some evidence that most patients remain inadequately

informed (i.e., forget substantial amounts of the information)

regardless of the amount of information, the manner in which it is

presented, and the type of medical procedure involved (Cassileth,

Zupkis, Sutton-Smith et al, 1980; Horwitz, 1976).

Choices and participation can be with respect to daily events

(e.g., timing of baths in hospital), treatments (e.g., surgery or

chemotherapy), or responsibility for self-treatment (e.g., take

responsibility for injections). The hospital environment usually

provides little opportunity for choices and participation. That is,

scheduling of treatment, meals, visitors, baths, is nearly always done

- -. .. -- J.
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for the convenience of hospital staff.

It has been argued that allowing the patient more choices may

improve that patient's physical and psychological health (Janis, 1958;

Taylor, 1979). Langer and Rodin (1976) found that allowing patients to

make choices about daily matters resulted in better health, a heightened

sense of well-being, and longer survival. Mills and Krantz (1979) found

that patients who were both provided with information about a blood test

procedure and allowed to choose which arm to use experienced less

anxiety and distress over the procedure.

Whether such opportunities for choices and participation are

beneficial to the patient may depend on the patient's desire to be a

participant. Some people prefer to place themselves in the hands of the

medical system and would consider it a burden to become a participant in

the decisions.

Providing information, choices, and opportunities for participation

may or may not give the patient a sense of control; this probably

depends on the person's usual sense of control.

Competent, Inspire Confidence. If medical personnel appear

inexperienced, or incompetent, patients -ay lose confidence.

Allowing Hope and Optimism. A strong influence on the patient's

coping responses will be the extent to which medical personnel,

especially the physician, allow for hope and optimism regarding

recovery.
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Sociodemographic

Sociodemographic factors, such as socioeconomic status, clearly

will have an effect on the coping responses of an individual

(Antonovsky, 1979). For example, amount of income will affect whether a

person will be able to seek expert advice, get second opinions, search

out relevant information, or get household help or professional

counseling.

Socioeconomic status was a consistent predictor of returning to

work after a heart attack (Croog, 1968; Higgins and Pooler, 1968).

Heart attack patients with higher socioeconomic status were more likely

to receive counseling and education on their rehabilitation (Aday and

Eichhorn, 1972).

COPING RESPONSES

Coping responses can be classified into behaviors and cognitions

(thoughts). Although this usually represents a useful distinction, a

response can often be considered as both. For example, refusal to

accept the prognosis may manifest itself in both thoughts and behaviors.

Thus, for purposes of this paper, responses will not be classified.

Sense of Control

As a coping response, a sense of control can refer to: 1) one's

sense of control over life in general now (i.e., in the presence of the

illness); and 2) as one's sense of control over the outcomes of this

illness.
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The first way of describing control as a response (having a sense

of control over one's daily life now) is the same as discussed earlier

with respect to control as a psychological context variable. The

distinction between one's usual (pre-illness) sense of control and one's

current (in the presence of the illness) sense of control is important

because the conditions of illness often reduce this sense of control,

e.g., the person may be unable to work or be confined to bed. A

person's perceptions of control given the illness will depend on that

person's usual sense of control. That is, for some people (e.g., those

accustomed to a large amount of control), the reduction in control is

severe, whereas for others it may not change much.

It would be interesting to test whether it is the absolute level of

control or the degree of loss of control that is important in predicting

outcomes.

The extent to which the person feels a sense of control over the

outcomes of this particular illness is distinct from that person's sense

of control over his/her health in general (as was discussed earlier as a

context variable). Although there is undoubtedly some relationship, the

first represents a more generalized attitude whereas the second pertains

to a very salient current illness. A sense of control over the outcomes

of this illness may derive from beliefs that one can personally control

the outcomes (e.g., that one's behaviors, thoughts, or emotions will-

affect the outcomes) or from beliefs that one is in the hands of

powerful others (e.g., that one's doctor is providing an effective

treatment).
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Denial/Avoidance

As a coping response, denial and avoidance are complex and somewhat

difficult to conceptualize. Denial has been defined as the effort to

negate a problem or situation; avoidance refers to acceptance of the

reality of the threat, but there is deliberate effort not to think or

talk about it (Cohen and Lazarus, 1979, p. 226).

In speaking of denial as a response to serious illness, one must

first ask "denial of what"? There are three basic forms of denial: 1)

of facts; 2) of the meaning of the facts; and 3) of one's emotional

state (Lipowskl, 1970).

To deny the facts is to deny the existence of the illness.

However, one must be careful in defining "facts." Whereas a lump in the

breast might be considered as a "fact," a first diagnosis of cancer may

not be. In the latter case, the seeking of a second opinion may not

properly be labeled as denial of the facts. This of course becomes more

complicated as information accrues (i.e., do two opinions represent

"fact"?). Denial of the facts may indicate a lack of or

misunderstanding of information. For example, if a person has no pain

and has not been informed of a poor prognosis, that person may not

believe he/she is ill.

To deny the meaning of the facts is to minimize the personal

significance or implications of having the illness (Hackett and Cassem,

1974; Janis, 1958; Lipowski, 1970; Moos, 1979; Visotsky, Hamburg, Goss,

et al, 1961). This -qy take the form of denying that one may be

dependent (Chodoff, 1962), minimizing the seriousness of the illness

(Janis, 1958; Visotsky, Hamburg, Goss, et al, 1961); maximizing one's
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ability to cope (Janis, 1958); or maximizing one's chance of receiving

help (Janis, 1958). This form of denial is akin to maintaining hope,

and may not necessarily be unrealistic. Given the shortcomings of

medicine in predicting outcomes with certainty, denial of the meaning of

the "facts" may represent adaptive coping behavior.

Finally, one may deny one's emotional state, as for example

refusing to acknowledge that one is fearful, angry or hostile. Denying

negative affect may take the form of displacing it (e.g., focusing on

the family's negative affect, Katz, 1970), attributing it to other

things (Janis, 1958, p. 198; Moos, 1979) or displaying a hearty, jovial

manner (Hackett and Cassem, 1974).

All of these types of denial need to be distinguished from

avoidance. A person can avoid thinking about or talking about the

illness (facts, meaning, or affect) yet not be denying it (Goldstein,

1973; Hackett and Cassem, 1974; Lazarus, 1979; Krantz and Schulz, 1979).

Such avoidance may indicate a conscious unwillingness to discuss such an

emotionally laden issue, (e.g., so as not to burden one's family), or

may indicate an inability to do so (Krantz and Schulz, 1979).

The use of denial as a response varies both among people, and in

the same person at different stages in the illness (Lipowski, 1970). It

is especially likely to occur in the early phases of the illness

(Visotsky, Hamburg, Goss, et al, 1961) or when the threat of damage is

great (Janis, 1958).

The extent of denial may vary from severe (e.g., delusional denial

of the illness) to mild (e.g., selective misinterpretation of facts)

(Lipowski, 1970). Hackett and Cassem classified people into three
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categories of the extent of denial based on the amount of fear

expressed: 1) major deniers (felt no fear); 2) partial deniers

(eventually admitted fear); and 3) minimal deniers (complained of

anxiety or readily admitted fright). This classification confounds

denial with willingness to express negative affect.

Depending on the form and extent of denial, it may be adaptive

(e.g., reduce fear to a point that allows the person to function; allow

hope and optimism) or maladaptive (e.g., person does not seek

treatment). The effectiveness of a particular denial response varies

depending on the person, the situation, and the stage in the process of

coping.

Denial and avoidance are sometimes related to positive outcomes and

sometimes to negative outcomes. Denial and avoidance were positively

associated with survival in patients in a coronary care unit (Hackett

and Cassem, 1974). Breast cancer patients who initially used denial

were more likely to survive than those who responded with stoic

acceptance (Greer, Morris, and Pettingale, 1979). More postsurgical

complications were observed in patients who used denial strongly (Janis,

1958; see Beisser, 1979).

In an experimental study in which subjects were threatened by

possible electric shock, those who used avoidant thinking showed more

stress (indicated by pulse rate and skin resistance) than those who did

not (Houston and Holmes, 1974). These authors concluded that subjects

who did not use avoidant thinking used the time to reappraise the threat

as less serious, thus reducing their level of stress.
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Acceptance

The opposite of denial is the acceptance of the illness. As in

denial, one can distinguish the acceptance of facts, of the meaning of

the facts, and of one's emotional state. Additional questions that need

to be addressed regarding acceptance are whether it represents a

positive acceptance in which the person continues to live as fully as

possible, or a resignation and giving up. The term "insightful"

acceptance has been used to refer to being able to accept dependency

without bitterness or hostility, or to accept any loss without feelings

of personal devaluation (Chodoff, 1962).

Breast cancer patients who responded with stoic acceptance did not

survive as long as those who responded with a fighting spirit or denial

(Greer, Morris, and Pettingale, 1979). In a sample of women with

metastatic breast cancer, those who were better adjusted to their

illness (in terms of overall psychological adjustment) did not survive

as long as those less well adjusted (Derogatis, Abeloff, and

Melisaratos, 1979).

Hope

Maintaining hope or optimism refers to having a sense that there is

a high probability that things will work out as reasonably as can be

expected (Antonovsky, 1979; Simonton, Simonton, and Creighton, 1978).

It has been suggested that maintaining hope has beneficial effects on

other outcomes, i.e., that if one expects to get well and behaves as if

one will get well, this expectation may increase one's chances of

getting well (i.e., the self-fulfilling prophecy) (Cousins, 1979;
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Hutschnecker, 1951; Simonton, Simonton, and Creighton, 1978; Visotsky,

1961). Hope is strongly influenced by those in the patient's

environment such as physicians and family (Visotsky, 1961).

The placebo effect is closely related to hope. It has been well

documented that if the physician and the patient believe that a

particular treatment or medication will work, it does work more often

than would be expected by chance (see, for example Beecher, 1955; Benson

and Epstein, 1975; or Rosenthal, 1966).

Hope may be difficult to measure because people may verbalize a

positive expectancy but behave in ways that express negative

expectancies (Simonton, Simonton, and Creighton, 1978).

Breast cancer patients who had a highly optimistic attitude

(accompanied by a search for greater information) survived longer than

those who responded with stoic acceptance or feelings of helplessness or

hopelessness (Greer, Morris, and Pettingale, 1979).

Giving Up

A complex of responses has been identified and labeled as "giving

up" (Engel, 1968; Sweeney, Tinling, and Schmale, 1970). Giving up

refers to a sense of psychological impotence, a feeling of being unable

to cope (Engel, 1968), or a loss of motivation (Schmale, 1972). Two

affects of giving up have been labeled as helplessness and hopelessness

(Engel, 1968). Each refers to the same unpleasant feeling, but they are

distinguished on the basis of the attribution the person makes as to the

cause of the impotence.

V.j _ . _ ,,.._
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Helplessness refers to feelings of being powerless to cope because

of environmental constraints (Engel, 1968; Seligman, 1975; Schmale,

1972). The person feels forced to wait for something in the environment

to change (Sweeney, Tinling, Schmale, 1970). Although this results in

behavioral passivity (Taylor, 1979), the person nevertheless remains

alert to environmental changes (Sweeney, Tinling, and Schmale, 1970).

Hopelessness occurs when the person assumes personal responsibility

for the inability to cope, i.e., believes that there is nothing he/she

or anyone can do (Sweeney, Tinling, and Schmale, 1970; Schmale, 1972;

Engel, 1968). Hopelessness is thus more unpleasant than helplessness,

because there is not even the hope that something external may change;

i.e., hopelessness has a permanent, irreversible quality (Sweeney,

Tinling, and Schmale, 1970). Hopelessness is associated with low self-

esteem (Schmale and Iker, 1971). Both hopelessness and helplessness

lead to feelings of depression (Schmale, 1972).

Breast cancer patients who responded with feelings of helplessness

or hopelessness did not survive as long as those who responded with

denial or a fighting spirit (Greer, Morris, and Pettingale, 1979).

Use of Mental Imagery

The mental images that a person uses with respect to the illness is

a relatively new aspect of coping being discussed. For example, people

can visualize themselves being well, visualize their white blood cells

as being nonexistent, or the cancer can be visualized as a powerful

thing against a weak treatment (Simonton and Simonton, 1975).
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One way mental imagery has been suggested to be effective is in its

effect on physiological responses. When a person thinks about stressful

events, some of the physiological activity associated with those events

occur; the more specific the image, the more specific the response

(Jacobson, 1938). The use of mental imagery in healing is based on this

finding, i.e., if a person envisions pleasurable events (either by

recalling them or anticipating them), the physiological responses

associated with pleasurable events will be evoked.

Another mechanism that has been suggested is that by repeatedly

creating mental images of desired events, the person comes to expect

that these events will happen. Such a positive expectation influences

the way the person behaves and feels, creating a self-fulfilling

prophecy (Simonton, Simonton, and Creighton, 1978).

To the extent that feelings influence the healing processes, such

mental imagery may affect illness outcomes. This idea is the subject of

much controversy, both on ethical and methodological grounds (Kolata,

1980; Scarf, 1980). For example, if a person tries it and yet the

illness progresses, a sense of failure or guilt may result (Holland,

1979, p. 17).

Nevertheless, it may be a valuable coping mechanism and should be

subjected to a controlled study.

Setting Goals

One approach to the overwhelming number of tasks that must be dealt

with in response to the illness is to set limited or intermediate goals,

i.e., break the problems down into manageable bits and work on them one
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at a time (Caplan, 1964; see Moos, 1976; Moos, 1979, p. 14). Even when

an intermediate goal is not directly related to recovery, such a

response (if reinforced) may encourage future effort and provide a sense

of accomplishment (Visotsky, Hamburg, Goss, et al, 1961).

Setting goals can be viewed as a means for examining one's life and

making desired changes. A suggestion has been made to set three three-

month goals, three six-month goals and three one-year goals, where the

latter are broken down into manageable parts (Simonton, Simonton, and

Creighton, 1978). The process of setting goals that address a variety

of needs (e.g. recreation, personal growth, exercise, time alone) may

allow a look at whether one's needs in these areas are being met.

Simonton, Simonton, and Creighton suggest that many people spend so much

time meeting the expectations of others (e.g., employer, spouse,

children) that they are not sure what they want for themselves. Goal-

setting is thus viewed as a way of taking control and working to fill

one's own needs.

Goal setting may also be viewed as a way of creating a future, as a

statement that there are things to be accomplished, reasons for living,

and a belief that one will live to accomplish them (Simonton, Simonton,

and Creighton, 1978).

Activity Versus Passivity

Coping responses can be considered solely in terms of an

active/passive dimension, i.e., doing something as opposed to not doing

something, regardless of what is done. It has been suggested that

relief and encouragement are provided when patients have a sense of
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being able to do something rather than waiting passively for whatever is

to come (Visotsky, Hamburg, Goss, et al, 1961).

It may be that the number of coping responses is important in

effective coping, i.e., that diversity is more effective than excessive

reliance on a small number of coping responses (Yager and Robinson, p.

97).

Taking Control/Participating in Recovery

The terms instrumental control (Schulz, 1976), behavioral control

(Krantz and Schulz, 1979; Averill, 1973) and decisional control

(Averill, 1973) all refer to acting on the environment to change the

situation. In the context of coping with a serious illness, however,

the situation (i.e., the illness) can rarely be changed directly. Thus,

taking direct action takes on a slightly different meaning, that of

becoming a participant in the process of recovery.

Becoming a participant in the healing process is increasingly being

advocated (see, for example, Fiore, 1979 and Jaffe, 1980). Such

participation may entail learning skills to cope with stress,

maintaining a positive attitude, seeking the help and support of others,

seeking information, ising the self-healing power of the mind, or

participating in decisions regarding types of treatment. Participating

in medical decisions must be exercised with common sense, i.e., the

person should not be making medical decisions that are beyond his/her

realm of competence. The term informed participation has been used to

characterize this; the patient is "neither a passive recipient of

services nor fully in charge of medical decisions, but is rather an
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informed, active member of a team responsible for his/her health"

(Taylor and Levin, 1976). Making such choices often leads to an

increase in perceived control (Mills and Krantz, 1979).

Taking control through action is closely related to the concept of

activity versus passivity. Simply "doing something" may provide the

person with a sense of control (Visotsky, Hamburg, Goss, et al, 1961).

With respect to serious illness, the term "tackling" has been used,

referring to a tendency to adopt an active attitude toward the

challenges and tasks posed by the illness (Lipowski, 1970).

Information Seeking

One response to a serious illness is to seek information regarding

the illness. This can be considered as one aspect of taking control or

becoming a participant. Such information may pertain to the nature of

the illness, its etiology, the diagnostic and therapeutic procedures

used, its natural progression, and its implications or prognosis.

Several purposes of information seeking have been suggested, for

example, to reduce the uncertainty or ambiguity about the illness

(Lipowski, 1969; McIntosh, 1974; Taylor, 1979); to restore a sense of

control (Moos, 1979, p. 13; Lazarus, 1979; Mills and Krantz, 1979), to

give the person something to do (Moos, 1979, p. 13; Yager and Robinson,

p. 76) and to question the facts and continue searching for more

acceptable answers (Weisman and Worden, 1976). Depending on the

purpose, different outcomes may be observed.

There is apparently considerable variation in people's inclination

to obtain information. Lazarus (1979) classified surgery patients into
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two types: 1) avoiders (those who were not interested in listening to

anything related to their illness or surgery) and 2) vigilant types

(those who tried to get as much information as they could).

Based on a review of the literature, McIntosh (1974) concluded that

most patients would rather have information, and reacted well to having

it.

Failure to seek information may be due to not wanting to appear a

nuisance, not wanting to expose one's ignorance, diffidence, or a

reluctance of medical personnel to convey information (McIntosh, 1974).

Laughing

The idea that laughter can be therapeutic has been suggested as a

well-known, but little discussed, fact (Cousins, 1979; McDougall, 1922;

Moody, 1978). Its benefits have been noted as bringing about euphoria

or general well-being (McDougall, 1922; Moody, 1978), reduction of pain

(Cousins, 1979); relaxation (Walsh, 1928); stimulation of the internal

organs (Moody, 1978), and reduction of muscular tension (Moody, 1978).

It has been suggested that laughter provides a way of establishing

communication between people (Moody, 1978).

Adopting or Avoiding the Sick Role

The sick role includes behaviors such as staying in bed, not

performing one's usual activities, and other behaviors that are not

sanctioned if one is healthy. The adoption of the sick role in response

to the illness can be viewed negatively (i.e., as giving in, becoming

dependent), or positively (i.e., as surrendering to the care of
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competent persons, complying with the physician's orders) (Kasl and

Cobb, 1966; Lipowski, 1969). Thus, adopting the sick role must be

carefully distinguished from other concepts such as compliance and

giving up.

Parsons (1951) viewed the sick role as one in which the person was

exempt from his or her normal social obligations but in exchange for

this privilege was obliged to cooperate to the fullest to get well. He

viewed the sick role as socially disruptive, one that should be

controlled to prevent its abuse (see Bloom and Wilson, 1979).

The sick role concept must be considered within the context of the

nature and severity of the illness (Parsons, 1951) which determines the

appropriateness of adopting or avoiding the sick role. Given an

"appropriate" situation (e.g., following surgery) the ability to accept

the sick role may represent "insightful acceptance" of the situation

(Chodoff, 1962), and the inability to adopt the sick role (due to

inability to be dependent, desire to maintain control) may be extremely

detrimental. On the other hand, if the situation is inappropriate,

adopting the sick role may indicate an attempt to escape an unpleasant

situation, a clamoring for help, giving in to dependency needs, or a

demand to be cared for (Chodoff, 1962).

One way to evaluate sick role behavior may be to determine what (if

any) benefits the person derives from being ill. These might include

increased attention and caring from other people, avoiding a troublesome

situation such as work or family, an opportunity to think and perhaps

gain a new perspective on life, a relief from having to meet the

expectations of others, or making it acceptable to ask for love or

. . . .. . . . - , • . . . .. ... ... ........ .. . ... .... .... . . _ _ . L
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express one's unhappiness (Hutschnecker, 1951; Lipowski, 1969; and

Simonton, Simonton, and Creighton, 1978). If a person is deriving a

number of benefits from being ill, it may be necessary to focus on ways

of deriving these benefits in ways other than through the illness.

It may be difficult to assess many of these benefits of illness,

because such benefits are probably recognized by patients as not

socially acceptable. For example, people may like having the extra

attention but would never admit that they like it.

Making Positive Life Changes

Some seriously ill people respond by making positive life changes.

That is, on becoming ill, they take stock of what they want from life

and make changes to come closer to their goals. It is as if on being

faced with a shortened life span, they realize they should use that time

well. Such changes might include becoming emotionally closer to family

or friends, quitting a high-pressure job, leaving an unsatisfying

relationship or situation, becoming more religious or spiritual, doing

things they always wanted to do, or becoming more sensitive to their own

needs and feelings.

Requesting Support/Seeking Reassurance

People who are ill are socially and psychologically vulnerable,

i.e., need special reassurance that they are worthy (Bloom and Wilson,

1979). Ways of requesting support from others may be to join special

groups such as self-help groups (Jaffe, 1980; Yalom and Greaves, 1977;

Moos, 1979, p. 13), or request reassurance or emotional support from
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family, friends, or medical staff (Moos, 1979, p. 13; Visotsky, Hamburg,

Goss, et al, 1961; Caplan, 1964; see Moos 1976). For some people this

may be difficult, as many of us have a culturally induced reluctance to

seek help for emotional problems (Simonton, Simonton, and Creighton,

1978).

Pleasurable Behaviors

Behaviors may be adopted (or continued) that provide satisfaction

or pleasure in and of themselves. For example, hobbies, meditation,

exercise, or listening to music may be considered as responses that are

designed to create pleasure (Lipowski, 1969; Pelletier, 1977).

As a coping response, the important point here is that the person

spends time doing things that are enjoyable. Not at issue here is the

nature of the activity (i.e., different activities are enjoyable for

different people).

To the extent that positive emotions have a beneficial effect on

the body, time spent doing pleasurable activities may affect outcomes of

the illness.

Stress Reduction Behaviors

Many behaviors that are enjoyable to a person may also be

considered as stress reducing. However, this may not always be the case

(e.g., the person may run to reduce stress but not enjoy it). Thus,

stress-reduction behaviors should be considered separately from

pleasurable behaviors.
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Some investigators suggest that only certain activities will

adequately discharge the physical effects of stess (for example

exercise, meditation, or progressive relaxation) whereas other

activities that people commonly think of as "relaxing" (e.g. watching

TV, drinking) will not discharge stress effects (Simonton, Simonton, and

Creighton, 1978).

Behaviors that are designed to reduce stress include progressive

relaxation (Benson, 1975; Jacobson, 1938), meditation (Bloomfield, Cain,

and Jaffe, 1975; LeShan, 1976), autogenic training (Schultz and Luthe,

1969, see Jaffe, 1980), biofeedback (Brown, 1977), exercise (Selye,

1956), hypnosis or self-hypnosis (Kroger, 1977), mental imagery

(Simonton, Simonton, and Creighton, 1978), and relaxation exercises

(Jaffe, 1980).

Escape/Distraction

Behaviors that are engaged in as a means of escaping or distracting

oneself from the illness may comprise a category distinct from

pleasurable behaviors or stress reduction behaviors. For example, some

people may engage in "keeping busy" simply to distract themselves, not

particularly enjoying the activities (e.g., housecleaning, working extra

hours, going to social gatherings). Sleeping, watching TV, drinking,

using drugs, or daydreaming might fall into this category of distracting

behaviors.

,1
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Expression of Feelings

Expression to others of positive and negative feelings is probably

an important coping response. Such expression is viewed as an outlet

for discharging feelings (Monet and Lazarus, 1977, p. 151; Schmale and

Iker, 1977), and as a way of resolving some of the problems (Weisman and

Worden, 1976). However, such expression can alienate other people if it

is excessive or tends towards "crying 'why me?"' (Weisman and Worden,

1976).

The nonexpression of emotion is believed to lead to increased

physiological arousal (Tourangeau and Ellsworth, 1979) and to changes in

patterns of cellular organizations (Schmale and Iker, 1971). People who

were better at facially expressing emotion in response to emotionally

loaded slides were found to have a lower skin conductance and heart rate

(Buck, Miller, and Caul, 1974) and were less physiologically reactive to

electric shock (Notarius and Levenson, 1976). Progression of cancer was

faster in those lacking self-expression (e.g, those who were serious,

over-cooperative, over-nice, passive, apologetic) (Blumberg, West, and

Ellis, 1954). Women with metastatic breast cancer who were

communicative about their distress survived longer than those who were

not (Derogatis, Abeloff, and Melisaratos, 1979). Lung cancer patients

had fewer outlets for emotional discharge than a group of controls

(Kissen, Brown, and Kissen, 1969).

The expression of emotion must be distinguished from the feelings

of emotion. Many people choose not to express their feelings, but this

does not indicate the extent of their feelings.

• .... , . . .. . . [
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The Will co Live

Although the will to live is not a specific coping response, it

nevertheless merits attention as a higher order construct that may

explain patterns of coping responses. It has been described as a

powerful drive to stay alive (i.e., the creative instinct)

(Hutschnecker, 1951), as the belief that one is not going to die even

though the prognosis is poor (Moody, 1978), and as having a reason to

live or a feeling of being responsible to life for something (Frankl,

1963). Visotsky, Hamburg, Goss, et al (1961) describe a similar

concept, the "determination to improve," as a powerful attitude in which

the person is eager to make progress, determined to do everything

possible toward improving. Visotsky suggests that although this

attitude seems to be a personality characteristic, it nevertheless can

be significantly influenced by the behavior of friends, family, hospital

staff, and community.

OUTCOMES

Whether the various coping responses described above are effective

or not can be determined by looking at a variety of outcomes of these

responses. These include medical outcomes (e.g., reduction of tumor),

quality of life outcomes (reduction of pain, positive well-being), and

length of life. These outcomes have been categorized here as follows:

length of survival, physiological, physical, social, positive mental

states, negative mental states, and self-concept.
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Length of Survival

Length of survival is the most final outcome that can be used to

evaluate the effectiveness of coping.

Physiological

Physiological outcomes refer to bodily processes and signs of

illness that may or may not be symptomatic. These may be indicative of

the course of the disease without the person's awareness. For example,

tumor size, metastasis of cancer, blood counts, heart rate, and blood

pressure may all be related to how a person copes. Physiological

indicators of the immune response (e.g. amount of steroids in the blood)

may be especially important to evaluate as a function of coping

responses, as these may clarify the mechanisms involved in the effect of

coping on the course of illness.

Physical

Physical outcomes are those that pertain to the body and include

symptoms, pain, and functional status (e.g., ability to walk or climb

stairs).

Functional status refers to tne performance of, or ability to

perform, a variety of daily activities (Stewart, Ware, Brook, et al,

1978). These-include major role activities (job, school, or housework),

physical activities (walking, climbing stairs), self-care activities

(bathing, eating), and mobility (getting around the community, being

able to drive). The advantage of functional status measures of health

is that they are useful across a variety of illnesses, i.e., they are

I
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not illness-specific.

Sexual functioning has not traditionally been included in measures

of functional status, but may be particularly relevant to people with

serious illnesses. People who are ill may be especially likely to have

sexual problems because of surgery, medications, or low energy. Role

functioning may also be especially relevant to ill people. For many

people, their work is not only a way to earn a living but is closely

tied to their identity and self-concept. Problems in working may occur

as a direct result of the illness (e.g., due to hospitalization or

recuperation) or indirectly through discrimination by employers (e.g.,

people with cancer are often stigmatized).

Social

A person's ability to continue fulfilling social roles and to

relate to other people are important in evaluating the effectiveness of

various coping responses, to the extent that these outcomes are valued

by the person. As an outcome, the focus should be on the person's

satisfaction with his or her ability to function socially, rather than

on the extent of social supports.

Negative Mental States

Both negative and positive feelings are important outcomes in terms

of evaluating the effectiveness of coping. Negative feelings that are

especially relevant to coping effectiveness are depression, anxiety,

anger, and guilt. These may be used as outcomes to assess the

effectiveness of various coping responses (e.g., does participating in

L Al



-54-

the healing process reduce depression) or as mediators of other illness

outcomes (e.g., does the reduction of depression result in longer

survival).

Depression generally refers to affective states such as feeling

blue, downhearted, sad, or discouraged. Although there are also somatic

symptoms of depression (e.g., insomnia, low energy, anorexia), these may

reflect disease states in addition to depression. Thus, it is

preferable to refer specifically to the affect (see Plumb and Holland,

1977; Silberfarb, Maurer, and Crouthamel, 1980; and Ware, Johnston,

Davies-Avery, e*t al, 1979).

Anxiety has also b-en defined in terms of affect as well as somatic

complaints. As in depression, it is preferable to assess anxiety in

terms of affect so as not to confound it with symptoms of illness.

Affective components of anxiety include nervousness, restlessness,

tension, and jumpiness. Serious illness offers many possibilities for

experiencing anxiety, such as medical treatments and procedures, threat

of recurrence, not knowing what to expect, unfamiliar hospital

surroundings, and financial concerns.

Anger and resentment may be felt by seriously ill people towards

the doctor, family, and towards the world in general. Such anger may be

generalized (i.e., over being ill and others being healthy) or specific

to a variety of situations (e.g., being angry because surgical

reconstruction did not fulfill their expectations).

Seriously ill people experience considerable guilt about being ill

and needing help, being unable to perform usual roles, for somehow

bringing the illness on themselves (e.g., by smoking, not exercising),
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and for being a burden to their family and friends.

Positive Mental States

Positive mental states generally include satisfaction with life,

being happy, cheerful, pleased, excited, interested in something, or on

top of the world (Bradburn, 1969; Ware, Johnston, Davies-Avery, et al,

1979).

Self-Concept

The maintenance of self-respect, self-esteem, a sense of worth, and

self-expression are basic psychological needs that may be threatened by

a serious illness. Thus, they provide valuable outcomes for assessing

the effectiveness of coping responses.

In addition, a person's body image may be an important aspect of

self-concept to evaluate, because many serious illnesses or treatments

result in disfigurement (see Schwab and Hameling, 1968).
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IV. HYPOTHESES

A number of hypotheses suggest themselves, as one thinks about

these concepts of coping. One broad category of hypotheses has received

a great deal of attention recently--whether coping responses that create

positive emotions and mental states may enhance other outcomes (e.g.,

physical, physiological, survival). This idea is based on the premise

that there is a mind-body link, that one's emotions and thoughts affect

the physiological workings of the body. There is considerable evidence

that this is true with respect to negative emotions and thoughts. For

example, the perception of stress has been shown to increase the

secretion of corticosteroids, which in turn inhibit the immune response

(Totman, 1979). Feelings of helplessness and depression have been

linked to adrenalin depletion (Seligman, 1975). Depressed patients are

at greater risk of operative death (Kimball, 1968; see Krantz and

Schulz, 1979). Sad emotions are believed to predispose a person to

malignancies (Simonton and Simonton, 1975; LeShan, 1959). Anxiety and

tension are related to shorter survival time in cancer patients (West,

Blumberg, and Ellis, 1952; see LeShan, 1959). Depression has been shown

to retard recovery from influenza (Imboden, Canter, and Cluff, 1961).

The idea that positive thoughts and emotions can be beneficial is

more recent, and evidence of such effects is more anecdotal than

empirical (Cousins, 1979; Frank, 1975; Jaffe, 1980; Moody, 1978;

Pelletier, 1979; Simonton, Simonton, and Creighton, 1978). For example,

Frank (1975), Jaffe (1980), and Cousins (1979) have suggested that
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positive mental states such as hope, faith, and laughter can enhance a

person's recuperative powers, and as such are an integral part of the

healing process.

This is an important hypothesis, because it may be a clue to the

mechanism of how coping responses can influence illness outcomes. The

following mechanism might be hypothesized: effective coping responses

are those which enhance a person's positive emotions and outlook; these

positive feelings enhance the person s immune system, which leads to

reduced pain and symptoms or remission, allowing the person to function

and survive.

An alternate and equally plausible hypothesis, however, is that the

physiological, biological, and physical outcomes of the disease process

influence one's emotions and outlook (i.e., that if one is feeling good,

it is because the disease process has reversed itself). If this

hypothesis is true, intervention to achieve positive emotions with the

purpose of altering the course of illness would serve no purpose.

Another hypothesis might focus on feelings of control rather than

on positive emotions. For example, it has been suggested that patients

who take an active role in the healing process, i.e., share the

responsibility for their recovery by mobilizing their own resources, may

not only attain a higher quality of life but may even prolong their life

(Simonton, Simonton, and Creighton, 1978; Jaffe, 1980; Pelletier, 1977).

The mechanism that might be hypothesized to explain this is that

becoming an active participant in the healing process increases the

patient's feelings of being in control, which may in turn positively

affect the immune system.
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Virtually no longitudinal research has been conducted regarding

these hypotheses. Although there are increasing numbers of self-help

clinics and programs designed to involve the patient as an active

participant in the healing process (see Jaffe, 1980; Fiore, 1979;

Simonton, Simonton, and Creighton, 1978), none have been adequately

evaluated. Such evaluation will not be an easy task, as these

interventions are complex. For example, Simonton, Simonton, and

Creighton (1978) simultaneously provide their patients with professional

counseling, choices, encouragement to think about what they want out of

life, visual imagery, relaxation, and a host of other interventions.

Neverthless, sound research is possible if it is carefully designed.

Some of the more obvious difficulties in evaluating the effects of

coping are that one must be able to account for the effects of the

nature of the illness, the type of treatment, and constitutional factors

such as age and genetic makeup, all of which will have powerful effects

on the outcomes studied above. Essentially, one would like to test an

immense model that includes all of the context variables, coping

responses, and outcomes, in addition to the nature of the illness,

treatment, and constitutional factors. Clearly, this is impractical and

methods must be devised to control for many of these while testing for

others.

Because many of today's illnesses are ineffectively treated by

medical care, it is important to consider the possibility that

psychological interventions may have an effect on some of these

illnesses.
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