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CHAPTER 1
INTRODUCTION

Stress has become a much spoken of concept in modern society. As
people strive to adapt to their constantly changing environment they
must cope with stress in order to maintain their equilibrium and sense
of well-being. People's ability to prevent certain stresses and cope
with those which confront them influences their adaptation to their
environment, including their physical and mental health (Lazarus, 1974;
Roy, 1974).

In recent decades there has been extensive research on stress, much
of it occurring along two separate lines. Physiologists have focused
primarily on physical and humoral stress stimuli and responses, while
behavioral scientists have focused on psychological and social stress
stimuli and response patterns (Mason, 1975).

This study focuses on psychological stress, specifically the per-
ception of threat and coping with stress and strain. The relationship
of these concepts to mental health and quality of 1ife is examined. An
understanding of the effect that various methods of coping have on
physical and mental health is very important to mental health profes-
sionals when planning and implementing treatment strategies.

The purpose of this study is threefold: (1) to further the concep-
tualization of coping methods as abilities with which to meet stressful

demands of the environment, (2) to measure dispositions to cope in



certain ways, and (3) to determine the relationship of coping methods
with quality of life, and more specifically with psychophysiological
symptoms of stress and strain.

This study is one of a cluster of studies using the Oregon Quality
of Life Questionnaire (0QLQ) as a measure of mental health. Quality of
1ife, as conceptualized by Bigelow, Brodsky, Stewart and Olson (1982)
incorporates adjustment from both individual and social points of view.
The Oregon Quality of Life Questionnaire (Bigelow et al., 1982) includes
measures of functioning in four broad areas of adjustment: personal,
interpersonal, productive, and civic. The 0QLQ has been validated as a
measure of mental health. It has been used as a program evaluation
instrument to measure the impact of mental health services on clients'
quality of life, as well as a survey instrument to measure the mental
health of a community sample.

The present cluster of studies used the 0QLQ with added scores to
measure the relationship of several variables and mental health. A
broad community sample of rural and urban residents as well as a sample
of chronically mentally i11 persons was interviewed. Four comparative
studies were done. One studied rural and urban differences using the
0QLQ as an indicator of mental health (Hardesty, Note 1). Another
studied the relationship of the use and availability of opportunities
and mental health of rural and urban residents (Mikesell, Note 2). A
third studied the relationship of the way individuals utilize leisure
time and mental health, using a sample of chronically mentally i1l

clients and a community sample (Shank, Note 3), and this study examined
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the relationship of coping methods and mental health, comparing a sample
of chronically mentally i11 clients and a community sample.

This study has attempted to further the conceptualization of coping
as an integral aspect of the Quality of Life theory by examining the
relationship of coping abilities and other mental health variables

assessed by the 0QLQ.

Theoretical Formulation and Review of Literature

The literature review begins with a brief historical overview of
the stress literature and presents the theoretical foundation which is
used for examining the dependent and independent variables. Selected
literature on each variable is reviewed, presenting theoretical formula-
tions and relevant research for each concept. Throughout the review the
relationship of each concept to nursing theory and practice is examined.

The two dependent variables for this study are quality of life,

which reflects an individual's mental health, and strain, defined as the
reported level of psychophysiological symptoms of stress. The two

independent variables are coping methods the individual uses to deal

with the stress and strain, and known group status, chronically mentally

i11 vs. community sample.

Stress, Strain, and Coping

In this section a description of the dependent variable strain and

the independent variable coping methods is presented within a review of

the historical development of the concepts of stress, strain, adapta-
tion, and coping. A model of the stress process based on psychological

stress and nursing theory is presented.



Stress-strain theories. Although this study focuses on

psychological stress, it is necessary to review some of the major
developments in the physiological study of st?ess since these advances
have had a major impact on the understanding of the phenomenon of
stress. While the terms stress and strain have been commonly used for
centuries to describe nervous or mental tension, the first empirical
work on stress did not appear until the early 1900s. Cannon (1914)
first used the term stress in a physiological sense when he demonstrated
the effects of emotional stress stimuli on the sympathetic-adrenal
medullary system. He identified the physiclogical changes that occur in
all animals when confronted with the threat of physical harm, or stress.
This instinctual response to threat includes increases in blood pres-
sure, heart rate, respiratory rate, metabolism, and blood flow to the
muscles, all of which prepare the organism to fight or escape from the

threat. Cannon (1929) labeled this phenomenon the "fight-or-flight

response.” In early man this instinctual adaptive mechanism was
necessary for survival. In modern society the fight-or-flight response
is only adaptive when the individual is faced with the threat of
physical harm. Current thinking about the physiological and psycholog-
jcal aspects of the fight-or-flight response is that it is now a
maladaptive response to psychological or social stress, which is so
prevalent in modern society (Brown, 1975). Since social constraints
often block fighting or fleeing from psychological and social stressors,
elicitation of this response does not alter the threat or stress. The

stimulus is still present, but the result to the individual is



unrelieved muscle tension and negative emotions such as frustration and
anxiety (Brown, 1975).

Cannon's early psycho-endocrine work on the emergency functions of
the fight-or-flight response led to his theoretical formulation of a
homeostatic model of stress. In 1935 Cannon introduced the use of an
engineering concept of stress and strain within a physiological context.
In physics and engineering, stress is defined as an external force
directed at some physical object. The result of this force is strain,
which is a temporary or permanent alteration in the structure of the
object (Appley & Trumbull, 1967). Cannon's early systems model of
stress allows for physical stimuli such as cold, oxygen-deprivation,
blood loss or injury, as well as emotional, social, and environmental
stimuli to be considered stresses. Cannon viewed stress in terms of
homeostatic principles in which a stress is some stimulus condition that
causes disequilibrium in the system. This disequilibrium, or dynamic
strain, is a change in the system against which mechanisms of homeo-
stasis are activated. Cannon (1935) defined homeostasis as the
continual tendency of the human system to return to a steady state after
a disturbance within the system. The adaptive functions of the
sympathetic-adrenal medullary system were seen as part of a complex
system of buffers and feedback mechanisms stimulated to restore homeo-
stasis in response to stress and strain. Cannon suggested that ego
defenses also function as an adaptive mechanism to restore homeostasis.

More recently, Cannon's concept of homeostasis has been expanded
using general systems theory. Schrodinger (1967) notes that the human

system is a dynamic or changing system which is capable of acquiring



free energy and information from the environment. The human system
influences and is influenced by interaction with the environment.

Human systems are obviously never in a completely steady state,
since they continually change due to forces upon and within the system
from their interaction with the environment. Human characteristics such
as identity, personality, and habit most clearly resemble steady state
factors, since these are generally considered to be relatively enduring
characteristics. Although human systems do change, the concept of
dynamic equilibrium means that the system shifts to a new position of
balance after a disturbance, rather than returning to the original
steady state. The human characteristics of learning, growth, and "per-
sonality change" are dynamic characteristics, changing as a result of
interaction with the environment. Therefore, neither concept completely
describes human systems, since people have both steady state and
dynamic, or changing, characteristics. It would appear that people, as
systems, fall somewhere between a steady state and a dynamic equilib-
rium.

In summary, the concept of homeostasis has developed from Cannon's
original idea of an internal steady state to that of a dynamic, equil-
ibrious exchange between the human system and the environment (Hinkle,
1974).

Nursing theory supports the concept of human beings as systems in
interaction with the environment. Roy (1974) proposes an Adaptation
Model which views the person as a unit of interlocking and interacting
biological, psychological, and social systems that are in constant

interaction with the environment and subject to change. Increased force



within the system or from the environment produces strain to which the
human system must adapt.

Although this model includes the social system as one of the
interiocking systems of human beings, it would not be logical to view
the social system as a discrete entity. Social implies interaction with
others, so as a system, a social system could not stand alone. Accord-
ing to the Roy Adaptation Model, social system is included as a level of
analysis for viewing people's interaction with the environment.

Chrisman and Riehl (1974) propose a similar systems model of stress
and adaptation with the added dimension of development, whereby people
are conceptualized as a set of dynamic systems interacting within an
environment and along a developmental continuum.

Although Cannon's early formulations laid important theoretical
foundations for stress research, it was the work of Selye (1956, 1974)
that had the greatest effect on the stress field. Beginning in the
1930s and continuing to the present, Selye's research and writings have
popularized the term "stress," as well as stimulated an enormous volume
of research (Mason, 1975). Whereas Cannon and others (Helson, 1964;
Lazarus, 1966; Mason, 1975) define stress as a stimulus to which the
human system responds, Selye (1966) defined stress as a general response
to any noxious stimuli.

Selye (1956) developed his General Adaptation Syndrome (G.A.S.)
theory of stress out of endocrine experiments with rats. He found that
the introduction of virtually any noxious stimuli into tissue elicited a
response syndrome of morphological changes including adrenal-cortical

enlargement, atrophy of the thymus, and bleeding ulcers of the stomach



and duodenal 1ining. Selye concluded that this syndrome represented a
nonspecific response of the organism to any demand made upon it, and
termed this response "stress."

The development of more sophisticated methods of measuring adrenal-
cortical hormones in plasma and urine of humans in the 1950s added
further evidence of this nonspecific response of the pituitary-adrenal-
cortical system to diverse stimuli. Although Selye included virtually
all noxious stimuli, including emotional stimuli, as stressors capable
of eliciting the General Adaptation Syndrome, current research is ques-
tioning Selye's absolute nonspecificity concept of stress (Mason, 1975).

Early research on stressful life events followed closely on Selye's
formulations. Holmes and Rahe (1967) proposed that if an individual is
confronted with enough stressful events, desirable or undesirable, the
likelihood of physical or emotional illness is increased. This would
lend support to Selye's concept of stress as a nonspecific response to
any demand.

Further research on stressful 1ife events has shown that the degree
of change or adaptive behavior required by an individual in response to
an event (Dohrenwend & Dohrenwend, 1970; Froberg, Karlsson, Levi, &
Lindberg, 1971; Holmes & Rahe, 1967), as well as the desirable or unde-
sirable nature of the event are more predictive of symptomatology and
i11ness than simply the number of stressful events (Dohrenwend, 1978;
Myers, Lindenthal, & Pepper, 1971; Mueller, Edwards, & Yarvis, 1977).
These concepts of degree of change and degree of undesirability would

indicate specificity both in perception of stress and response to stress



(Mueller et al., 1977), thereby lessening support of Selye's nonspeci-
ficity concept.

Selye's work has challenged investigators in the field of psychol-
ogy. Researchers are studying the psychological mechanisms of stress in
relation to the physiological responses he identified.

Lazarus (1966, 1969, 1977) and other researchers in the area of
psychological stress (Mason, 1971; Monat et al., 1972) view stress as
both situation-specific and individual-specific. In any situation, the
capacity for the production of a stress reaction is dependent upon the
characteristics of the individual (Lazarus, 1966). It has been shown
that one individual may react to the same situation differently than
another. A stress reaction from one individual does not predict that a
stress reaction will be elicited from the next individual in the same
situation or, if elicited, to the same degree. When individuals are
presented with an event, they respond in a variety of ways and in
greater or lesser degrees. The same appears to be true for an
individual who is presented the identical event at different times and
responds differently each time. Stress is thus defined in terms of
transactions between the individual and the environment. Stress then
must have an individual component with the individual's personality as a
factor.

Mason (1971), Lazarus (1977), and McGrath (1977) agree that
psychological processes such as cognitive appraisal of threat and coping
actions mediate the physiological response to stressor conditions. They
suggest further that the essential mediator of Selye's General Adapta-

tion Syndrome is psychological. The intervening variable between a
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stress stimulus and response is the cognitive process by which meaning
is given to an event or situation. Stress occurs when an individual in
a given situation makes the cognitive appraisal that he or she is going
to be harmed or that there is the possibility of harm. Harm occurs when
available resources are inadequate for coping. Appraisal depends on
the particular interpretation the individual places on what is known or
believed. It is based on past experiences and learning, and on what
may be communicated from others to the individual about the situation.
Stress, then, must have three components: (1) the stimulus,

(2) appraisal of the situation, and (3) the response to the stimulus
based on appraisal of the situation (Lazarus, 1966).

According to psychological stress theory, cognitive appraisal of
threat or harm via cerebrally-controlled processes is necessary to
initiate the General Adaptation Syndrome. In laboratory experiments
with monkeys Mason (1971) found that the G.A.S. was not elicited in a
nonspecific fashion when the animal was not consciously aware of the
noxious stimulus. When animals were anesthetized they did not exhibit
the G.A.S., nor did they when the psychological significance of starva-
tion was controlled by feeding them placebo food with no nutritional
value.

Laboratory experiments utilizing human subjects have also demon-
strated the significance of psychological processes mediating the
response to stressor conditions. Monat et al. (1972) conducted
experiments using low-voltage electric shocks. Subjects who knew when
electric shock would occur became increasingly more stressed as the time

approached. Those subjects who did not know when to expect the shock
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immediately began coping behaviors that led to less stress as the time
approached for the shock. It was sugge;ted that those who knew when to
expect shock evaluated the situation as being safe during the first two
minutes, but recognized the increasing threat by demonstrating increas-
ing anxiety. Those subjects who were not informed when to expect the
shock judged there were only certain things they could do to prepare, so
began doing them immediately, decreasing their stress throughout the
waiting period.

In summary, stress has been defined in both physiological and
psychological terms. The early work of Cannon (1929, 1935) identifying
the fight-or-flight response led to Selye's (1956) discovery of the
nonspecific stress response, which he labelled the General Adaptation
Syndrome. Cannon's (1935) stimulus-responses definition of stress
causing disequilibrium or strain in the system has been further refined
through the development of general systems theory (Chrisman & Riehl,
1974; Hinkle, 1974; Roy, 1974; Schrodinger, 1974). Psychological stress
theory has identified the intervening psychological processes of cogni-
tive appraisal of threat and coping as mediators of stress responses
(Lazarus, 1966; McGrath, 1977; Mason, 1971; Monat et al., 1972).

Coping methods. According to psychological stress theory stress is

not experienced until it is appraised as threatening. Coping begins
with that appraisal. Freud's (1894) early work on identification of the
ego mechanisms of defense was the first theoretical work on psycholog-
ical mechanisms of stress, coping, and adaptation. Freud identified the
ego-defenses as primarily unconscious coping processes employed to

protect the individual from intolerable amounts of anxiety which would
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otherwise be experienced from such stressful experiences as sudden life
crises, changes in biological drives, unreso]vable conflicts with
people, and major conflicts with the conscious (Vaillant, 1977).

More recently, psychological stress research has focused attention
on stress as a psychological and physiological process, with coping
behavior identified as an intervening variable affecting both the per-
ception of and the outcome of potentially stressful experiences
(Lazarus, Averill, & Opton, 1974; Monat & Lazarus, 1977).

Early research on coping concentrated on studying behavior under
relatively adverse conditions, such as during or after acute crisis.

The naturalistic research of Cobb and Lindemann (1943) identified coping
responses of 101 relatives and survivors of the Coconut Grove Nightclub

fire disaster. The investigators determined that denial is adaptive for
the immediate management of overwhelming acute grief, but is maladaptive
if it continues and interferes with the normal grieving process.

Friedman, Chodoff, Mason, and Hamburg (1963) studied coping behav-
iors of parents of children with malignant diseases. They found that
any coping behavior that allowed the parent to deal effectively with the
reality of the situation and protected the parent from experiencing
disruptive anxiety or depression was considered effective coping
regardless of whether the behavior was socially desirable. Common
coping modes included isolation of affect, intellectualization, over-
concern about details of the child's treatment, denial, and increased
motor activity. Janis (1958, 1968) studied preoperative fear and post-
operative adjustment in 23 patients facing major surgery. Results

indicated that patients who exhibited a moderate amount of anticipatory



13
fear, asking for and receiving realistic information and reassurance,
were less likely to display emotional disturbance such as anxiety,
anger, and resentment than patients who exhibited high or low antici-
patory fear. These findings led to the concept of the "work of worry-
ing" which emphasizes the potentially positive value of anticipatory
fear as a coping device. These findings supported other research on
community disasters, severe illness, and combat dangers (Cobb & Linde-
mann, 1943; Friedman et al., 1963; Grinker & Spiegel, 1945).

The above studies suggest that if a normal person is given accurate
prior warning of impending threat, together with sufficient reassurance
so that fear does not mount to a high level, he or she will be less
likely to develop acute emotional disturbances. The above studies also
provide implications for nursing intervention at times of acute crisis
or stress, since two major functions of nursing are patient and family
education and giving supportive reassurance.

Although the studies on coping behaviors in times of acute crisis
have provided a foundation for studying modes of coping, they are
Timited in their explanation of the mediating role coping plays in deal-
ing with everyday stresses of living, due to the unusual populations
studied.

Lazarus (1966, 1974, 1980) has added greatly to the theoretical and
empirical knowledge of coping processes. Lazarus proposed the concept
of threat as the key intervening variable between a stress stimulus and
the subsequent response of the system. Threat, or the anticipation of
physical or psychological harm, involves both perception of and cogni-

tive appraisal of the stressor. A stressor causes stress only when the
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cognitive processes appraise it as potentially harmful. This cognitive
appraisal process does not necessarily imply conscious awareness, good
reality testing, or adaptiveness. It only implies that thought pro-
cesses are involved. Lazarus agrees with Freud that ego-defenses are
mobilized unconsciously in response to some stress perceived below the
level of awareness. Appraisal of threat is influenced by motivational
characteristics of the individual, belief systems, expectations, past
experience, intellectual resources, education, and sophistication
(Lazarus, 1966).

The coping process proposed by Lazarus involves primary and
secondary appraisals. Primary appraisal consists of conscious or uncon-
scious perception of impending harm. Primary appraisal assesses how
much the individual is in danger from a situation. Secondary appraisal
involves assessing the consequences of coping actions mobilized to deal
with the threat. Factors contributing to secondary appraisal include
the degree of threat, viability of alternative coping actions, the
location of the agent of harm, situational constraints, motive strengths
and patterns, ego resources, and coping dispositions. The cues for
secondary appraisal concern the estimated consequences of any action
tendency generated to cope with the threat, such as how much is the
individual in danger from anything he or she does about the threat, or
to what extent will any particular coping action relieve the danger.

In summary, Lazarus proposes a model of coping involving cognitive
appraisals of threat--the perception of a situation as stressful or not
and the utility of alternative coping activities in dealing with the

threat.
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Definitions of coping are varied, but there does seem to be general
agreement among researchers that coping refers to efforts to master
conditions of harm, threat, or challenge when a routine, innate, or
automatic response is not readily available {Folkman & Lazarus, 1980;
Lazarus et al., 1974; Mechanic, 1962; Menninger, 1963; White, 1974).

Classifications of coping processes are also varied, but generally
coping actions are categorized according to function. Pearlin and
Schooler (1978) propose three functions of coping actions: (1) to
change the situation from which the stressful experience arises, or
directly alter the environment, (2) to control or change the meaning of
the stressful event after it occurs but before the emergence of strain,
and (3) to control or reduce the strain itself after it has emerged.

Lazarus (1974) suggests a taxonomy of coping, including two major

categories of coping behaviors according to function. Direct action

coping includes behaviors, such as the innate fight-or-flight response,
that are attempts to try to alter or master a troubled interaction with
the social or physical environment. Direct actions include attempts to
destroy, avoid, alter, or flee the harmful agent, somehow prepare to
meet the danger, or remove the stress directly. These actions offer the
potential of mastering a stress before it causes strain. Problem solv-
ing methods or other acquired abilities to deal directly with the source
of stress are considered direct modes of coping (Gurin, Veroff, & Feld,
1960; Mechanic, 1962; Pearlin & Schooler, 1978).

Palliative modes of coping is the second category of coping func-

tion proposed by Lazarus. Palliative modes refer to thoughts or actions

whose goal is to relieve the emotional impact of stress, which is
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defined as strain. Strain is often experienced as bodily or psycholog-

jcal disturbances and occurs when direct action is not possible, not
appropriate to the situation, or not effective at altering the stressful
situation. Palliative modes of coping are focused on ways of reducing
the affective, visceral, or motor disturbances that are distress, or
strain, within the individual. The term palliative indicates that these
methods do not actually alter the situation causing stress, but they
make the individual feel better. Palliative modes of coping are the
most frequently used and include intrapsychic processes such as ego
defenses and selective ignoring of stimuli, as well as somatically-
oriented actions such as taking tranquilizers, alcohol, food, using
muscle relaxation techniques, or meditation. Palliative modes may be
damaging when their use prevents essential direct action, but may be
extremely useful in helping the individual maintain a sense of well-
being, integration, or hope under conditions that otherwise might result
in psychological disintegration (Monat & Lazarus, 1977).

Classifying coping methods according to function and process does
not imply that one form or another is used exclusively. Complex combi-
nations of direct actions and palliative methods are used to cope with
stress and strain. The particular combinations of coping methods chosen
by the individual depend upon the conditions being faced, perception and
appraisal of threat, the options available to the individual, past
experiences, and personality (Lazarus & Launier, 1978; Monat & Lazarus,
1977).

The effectiveness of any coping behavior is judged by how well it

prevents Tife's problems from resulting in psychological or
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physiological disorder due to strain. Since it is not possible to
remove or prevent all stressors from causing strain, it is important to
focus on the combinations of coping strategies the individual uses to
adapt to the forces impinging on his or her system.

A model of the stress-strain-coping process (Figure 1) was devel-
oped for use in this study, drawing from nursing and systems theory
(Chrisman & Riehl, 1974; Roy, 1974) and from psychological stress theory
(Lazarus, 1974). According to this model, the stress process includes a
stressor, stress, strain, coping, and adaptation.

A stressor is any internal or external event that has the potential
of producing threat or harm. Stress is a force that produces strain or
disequilibrium within the system and is a function of qualities of the

stressor itself and the cognitive activity of primary appraisal of

threat. Perception of threat is dependent upon the degree of danger of
the stressor and qualities of the individual such as physical, intel-
lectual, and emotional abilities, prior experience, and the level of
strain already existing within the system.

If no threat is appraised, the process is stopped. If threat is
appraised, stress occurs, which produces strain or disequilibrium within
the system. Strain in the system requires some action to reduce it.

Secondary appraisal occurs as a result of this strain and the conscious

or unconscious selection of a coping method or methods occurs to allow

the organism to adapt to the strain.
Direct action coping methods may effectively remove the source of
stress and restore the dynamic equilibrium of the system. Coping

methods that alter the perception of the event may remove the threat
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of the stressor and thus prevent the stress cycle from continuing.
Palliative coping methods aimed at reducing the affective, visceral, or
motor manifestations of strain may provide long-term or short-term
adaptive results. Palliative coping methods that provide immediate
relief of discomfort from strain, allow continued effective functioning
in the individual's various roles, and provide realistic, goal-oriented
ways of dealing with stress and strain are identified as long-term

coping methods. Direct action coping methods also provide long-term

relief from the source of stress. Palliative coping methods that
relieve discomfort from strain, but block realistic efforts to deal more

directly with the source of stress are identified as short-term coping

methods. Short-term coping methods such as narcotizing discomfort or
denying or distorting reality may, if carried on for long periods of
time, have a destructive or detrimental effect on the individual,
because they do not remove the stressor and they do have their own
negative consequences, which in turn may become stressors.

Coping methods and adaptation occur on a continuum, with short-
term coping methods and negative adaptation at one end and long-term
coping methods and positive adaptation at the other end. Adaptive
coping efforts to deal with a particular disturbance may fall at any
point on the continuum. The more the coping method provides long-term,
constructive, and realistic relief of stress and strain, the more posi-
tive the adaptation. Promoting positive adaptation to system and
environmental changes is the goal of nursing activity (Chrisman & Riehl,
1974; Roy, 1974), Assisting individuals to learn and utilize long-

term, and theoretically more effective, methods of coping with stress
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and strain encourages positive adaptation, a sense of well-being, and
promotes health and individual growth (Bell, 1977; Chrisman & Riehl,
1974).

Bell (1977) conducted a nursing research study comparing types of
coping methods used with measures of stress and i1lness behaviors.
Using the Social Readjustment Rating Scale (Holmes & Rahe, 1967) and an
18-item Coping Methods Scale divided into long-term and short-term
determinations of effectiveness, Bell compared a sample of 30 diagnosed
mentally i11 hospitalized patients with 30 matched "normal" controls.
Stressful 1ife events scores for the mentally i11 sample were twice
those of the community control sample. Mentally i11 persons used a
lower total number of coping methods and a higher percentage of short-
term methods than the community sample. Bell concluded that inadequate
coping, in adapting to 1ife changes, might increase the probability of
mental illness behaviors. Other researchers support this hypothesis
that an individual's ability to cope with stressful events influences
the quality and quantity of stressful events experienced, and resulting
psychiatric symptomatology (Fontana, Dowds, Marcus, & Rakusin, 1976;
Vaillant, 1977).

Fontana et al. (1976) found that post-hospitalization adjustment
was better in psychiatric patients who learned realistic coping skills.
They experienced fewer stressful events and exhibited fewer psychiatric
symptoms when faced with unavoidable stressful events, supporting the
concept that realistic coping skills reduce the negative effects of life
event stress. Reduced illness behavior in the face of stressful events

by the use of mature ego-defensive coping styles has been reported by
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Vaillant (1977). In a forty-year longitudinal study of 100 males,
Valliant found that men who habitually used mature ego-defenses to deal
with developmental and environmental crises experiences less physical
i1lness, no psychiatric iliness, much higher career and social adjust-
ment, and success. Valliant concluded that mature or realistic ego-
defensive styles provide increased resistance to stress and more
positive adaptation to the stress that does occur.

Studies examining the types of coping methods used to deal with
everyday stresses of 1life rather than those employed during acute crisis
or disaster reveal differences in coping dispositions according to sex,
education, and socioeconomic status. In a nationwide survey on mental
health, Gurin et al. (1960) found that men are more likely to use direct
methods of coping, such as thinking the situation through, and taking
direct action to alleviate the problem. Women were more likely to turn
to prayer, turn to someone else for help, and utilize more passive
methods. Higher level of education and income were positively corre-
lated with using more direct rather than passive coping methods. No
difference was noted according to rural or urban place of residence.

In a community sample of middle-aged men and women, Folkman and
Lazarus (1980) found that the context of an event and how it is
appraised are the most potent influencing factors on coping. Work
contexts favored problem-focused coping methods, and health contexts
favored emotional-focused coping methods. No effects were associated
with age; however, men were found to use more problem-focused coping
than women. No gender differences were found in use of emotional-

focused coping methods.



In summary, the dependent variable strain and the independent

variable coping methods have been shown to be aspects of a broad

concept, the stress-strain-coping process. A dynamic model of stress
and strain with the intervening process of coping based on the cognitive

appraisal of threat has been presented.

Quality of Life

The second dependent variable in this study is Quality of Life.

The concept of quality of 1ife as developed by Bigelow et al. (1982)
incorporates aspects of earlier studies on quality of 1ife (Bateson,
1972; Bradburn, 1969; Campbell & Converse, 1972; Cantril, 1965; Dalkey,
1972; Gurin et al., 1960) within the framework of Maslow's hierarchy of
needs. According to quality of 1ife theory, mental health is seen as
the degree of adjustment between an individual's abilities and needs,
and the demands and opportunities of the environment. Adjustment is
viewed as an interaction between satisfaction of needs through opportun-
ities within the environment and performance using one's abilities to
meet the demands of the environment.

Quality of life theory views human beings in interaction with their
environment, a concept compatible with nursing models based on systems
theory (Chrisman & Riehl, 1974; Roy, 1974). Within the quality of Tife
framework stress may be defined as a demand to which the individual must
respond by using his or her abilities. Strain occurs when the demands
are perceived as threatening or when opportunities are perceived as not
available to meet needs. Coping methods are abilities with which the

individual deals with strain. Ineffective coping results in
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psychological distress and diminished well-being. The effectiveness of
coping methods is measured by the extent to which they assist the indi-
vidual to meet the stressful performancé demand and allow the individual
access to the opportunity structure from which he or she may satisfy
needs. Adjustment, or mental health, is influenced by the individual's
abilities to cope with the stresses that confront him or her. To the
extent that adequate satisfaction and performance are achieved, indi-
viduals are adjusted to their environment and enjoy a good quality of

Tife.

Chronically Mentally I11 vs. Community Sample

The second independent variable in this study is "known group
status"--chronically mentally i11 clients vs. community sample.

Mental health professionals who work with chronically mentally i1l
or "long-term" patients note characteristics of these individuals:
(1) they lack self-confidence and the social skills necessary to com-
municate with other people, (2) they lack sufficient ego strength to
withstand pressure and to cope with the usual crises of life, and
(3) they have a limited repertoire of problem-solving techniques and
therefore develop severe psychiatric symptoms when confronted with only
a moderate amount of 1ife stress (Lamb, 1976; Mechanic, 1978; Test &
Stein, 1978; Turner & Shifren, 1979).

Cumming (1963) notes that the primary characteristic of chronically
mentally i11 persons is a deficiency of abilities. Chronically mentally
i11 persons cannot meet the usual demands of a normal environment and

therefore lose opportunities to get needs met. Consequently, according
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to quality of life theory (Bigelow et al., 1982) the chronically
mentally i11 person experiences a very poor quality of life and may, in
fact, need hospitalization simply to sufvive.

Limited research is available testing these assumptions that
chronically mentally i11 persons lack self-confidence, social skills,
ego strength, and coping skills. A study by Tolsdorf (1976) investi-
gated the social networks and coping styles of 10 hospitalized schizo-
phrenic males and 10 male medical patients. The psychiatric subjects
reported fewer persons in their social network, did not utilize their
network for support when under stress, and relied more on their indi-
vidual resources of problem solving and other cognitive attempts at
mastery. The medical subjects viewed their networks as more supportive
and sought out network members for support, advice, and feedback when
individual resources failed to overcome stress. The psychiatric
subjects viewed their networks as negative, unsupportive, and stressful.
They did not seek network support when individual coping responses
failed, which led to continued coping failure, higher anxiety, and a
drop in performance and self-esteem, followed eventually by a psychotic
episode. Utilizing network support is a coping ability. One major
difference between chronically mentally 11 persons and "normals" is
this ability to mobilize and utilize a supportive network in times of
stress.

Wing (1978) studied hospitalized and non-hospitalized chronic
schizophrenics and identified social withdrawal as the most commonly
used coping response to stress. Social withdrawal was defined as a

self-protective coping reaction against the stresses of intense and
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demanding social interaction on the part of chronically mentally i11
persons, who were described as vulnerable and lacking adequate communi-
cation skills.

In summary, chronically mentally i11 persons characteristically
lack social skills, sufficient ego strength, and have a limited reper-
toire of coping skills with which to deal with the stressful demands of
their environment. Consequently, they experience a poor quality of life
and may develop severe pathology when confronted with only a moderate
amount of life stress. Chronically mentally 111 persons need assistance
in developing skills to provide a sense of mastery and to achieve the
feeling that they can cope with internal drives, symptoms, and the
demands of the environment (Lamb, 1976; Test & Stein, 1978). They
especially need a supportive social environment and the ability to

maintain and use it (Turner & Shifren, 1979).

Summary and Purpose

Aspects of coping have been presented within a conceptual framework
based on a systems model of stress, strain, coping, and adaptation.
Engineering and homeostatic principles describe how man adapts to
changes in the system due to stress. Quality of life theory and systems
models of nursing provide a framework for viewing how physical and
emotional health is dependent upon and affected by an individual's
ability to cope with stressful demands of the environment.

Adaptation to stress and strain may occur through innate physio-

logical functions or through the cognitive process of coping. Coping

methods are some of the things people do to deal with stress and strain.
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Coping responses may be influenced by the psychological resources of
individuals as well as factors such as the actual and perceived degree
of threat in a situation, other contextual stimuli present at the time a
stressor is perceived, the individual's physical abilities, social
support available and utilized, and the individual's past experience and
learning.

It is not possible within the 1imits of this study to isolate the
effect of each of these variables on an individual's selection of and
use of specific coping methods. Since this study is neither a natural-
istic nor experimental design study, but rather a survey study, it is
not possible to observe the individual in actual stressful situations to
determine the effect of particular coping methods used.

This study necessarily focuses on an individual's disposition to
cope in various ways based on his or her own perception of situations
that are stressful to him or her. This study has also relied on
reported psychophysiological symptoms as the indicator of the presence
of strain. Strain is the temporary or permanent alteration within the
system due to disequilibrium caused by stress. Therefore, psychophysi-
ological symptoms of discomfort or strain are a reflection of and a
measure of disorder due to stress.

The purpose of this study is threefold: (1) to further the con-
ceptualization of coping methods as abilities with which to meet
stressful demands of the environment, (2) to measure dispositions to
cope in certain ways, and (3) to determine the relationship of coping
methods and quality of life, and, more specifically, with psychophysio-

logical symptoms of strain.
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Hypotheses

1. The chronically mentally i11 report higher levels of strain
than the general community.

2. The chronically mentally i11 report less use of long-term
coping methods than the general community.

3. The chronically mentally i11 report greater use of short-term
coping methods than the general community.

4, The chronically mentally i11 report lower quality of 1ife than
the general community.

5. Within each group, strain is negatively related to quality of
life.

6. Within each group, strain is positively related to short-term
coping methods.

7. Within each group, strain is negatively related to long-term
coping methods.

8. Within each group, short-term coping is negatively related to
quality of life.

8. Within each group, long-term coping is positively related to
quality of life.

10. Individuals whose overall coping methods are composed of
higher proportions of long-term coping methods report Tower levels of

strain and higher quality of life.



CHAPTER 11

METHODS

Design

This study is a descriptive survey with a correlational design.
Descriptive data were obtained about psychophysiological symptoms of
strain, types of coping methods used, and quality of 1ife for a chron-
ically mentally i11 sample and for a general community sample. A
structured personal interview using the Health Opinion Survey, a
Coping Methods Scale, and the Oregon Quality of Life Questionnaire was
conducted with each subject. The study tested the concept of coping
methods as a measurable variable affecting quality of life. The role
of coping methods was examined by comparing the chronically mentally
i11 with the general community on types of coping methods used,
psychophysiological symptoms of strain, and on quality of life. The
relationship between types of coping methods used, strain, and quality

of 1ife scales was also examined for each group.

Community Sample

Setting., The 60 members of the community sample for this study
were selected from the city of Portland and from rural Linn County,
Oregon. Data for the sample of 30 residents of rural Linn County were
obtained by another investigator in this cluster of studies. Thorough
methodologies for sampling subjects in rural areas are described by

Mikesell (Note 2). The city of Portland was the setting for the
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sample of 30 urban residents. Data for these 30 sample subjects were
gathered by this investigator. The city of Portland is the major
urban center of the state of Oregon, and is located in the northern-
most section of the Willamette Valley. The metropolitan Portland
area, including the three counties, Multnomah, Clackamas, and Washing-
ton, accounts for almost one-half the population of the state. The
370,000 residents within the city limits of Portland represent 15% of
the 2.54 million residents of the state of Oregon, according to 1979
population estimates (Center for Population Research and Census,
1979).

Sample and Procedure. For the city of Portland sample of

community persons, census tract information and a city street map were
utilized in sample selection.

Within the city of Portland there are 100 census tracts. Thirty
census tracts were randomly selected. The first tract was selected
from a table of random numbers. Then the selection proceeded with
every third, then every fourth tract until 30 tracts were selected.
One interview was conducted in each census tract.

The specific household selected for interview within a tract was
selected in the following manner. A street within the census tract
was chosen by pointing to a spot on the street map, and a mark was
placed on the map. Cross streets were marked, thereby 1imiting the
selected street to one-to-three city blocks in length. The specific
address to be approached was selected prior to driving to the area.

The following is an example of the selection process for a

specific address. Knapp St. with cross streets 39th Ave. and 42nd



30
Ave. was marked on the map. Approaching from 39th Ave. heading East,
the interviewer went to the sixth house or apartment on the right side
of Knapp St. If the house or apartment was obviously vacant, no
building was standing at that location, or if a business was at that
location, the interviewer backtracked one house on the same side of
the street. The interviewer repeated backtracking as necessary until
an obvious occupied residence was located.

The interviewer approached the residence. If no one answered,
the interviewer returned again after 6:00 p.m., and on a weekend day,
if necessary. The interviewer did not consider abandoning a selection
until three attempts had been made to locate a member of the house-
hold. If the address was an apartment building or duplex, the
interviewer used a die strategy for randomly selecting a household or
householder for interview, as developed for use with the Oregon Qual-
ity of Life Questionnaire (see Appendix A).

If a householder was at home the interviewer introduced herself
and the purpose of the visit. She inquired as to how many adults
between the ages of 18 and 65 years lived at the address. If more
than one person fit the criteria she used the die strategy to randomly
select the person to be interviewed.

Once a subject was selected, the interview was conducted or an
appointment made to conduct the interview at a time and place conveni-
ent to the subject. The subject was asked to sign a consent form
explaining the purpose of the study and any possible risk to the

subject, prior to commencing the interview (see Appendix B). The
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interviews averaged about 60 minutes in length and ranged from 45
minutes to 120 minutes.

A11 investigators in this cluster of studies were trained and
monitored for interviewing using the questionnaires by the Program
Impact Monitoring System (PIMS) Project of the Oregon Mental Health
Division (Bigelow et al., 1982). The training and monitoring resulted
in administration and recording data with a 95% accuracy on a compre-
hensive performance checklist.

A similar procedure for random selection of subjects and
conducting interviews was followed for the rural Linn County sample

(Mikesel1, Note 2).

Chronically Mentally I11 Sample

Definition. Oregon law defines a chronically mentally i1l
individual as (a) having at least two psychiatric hospitalizations
within a 24-month period and (b) demonstrating a need of residential
or support services for an indefinite duration to maintain a stable
adjustment to society (Oregon Revised Statutes, 1979). This defini-
tion was used for selection of the chronically mentally 11 sample for
the cluster studies.

Setting. The chronically mentally i11 population for this study
included residents of Clackamas County who were active clients in the
Transitional Program of the Clackamas County Mental Health Center and

who fit the definition of chronically mentally i11.
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Sample and Procedure. Data for the chronically mentally i1l

(CMI) sample were obtained by another investigator in this cluster of
studies (Shank, Note 3). The random sample was composed of 30 persons
meeting the above criteria. Interviews were conducted in the same
fashion as for the community sample. Demographic characteristics of
the community sample and the chronically mentally i11 sample are pre-

sented in Table 1.

Instruments

| The Oregon Quality of Life Questionnaire (0QLQ) with added
scales measuring psychophysiological symptoms of strain and coping
methods were utilized as data collection instruments.

Oregon Quality of Life Questionnaire. The 0QLQ, as developed by

Bigelow and Brodsky has been used to evaluate mental health program
services as a part of the Oregon Program Impact Monitoring System
(Bigelow et al., 1982). The instrument is based on the concept that
mental health is the degree of adjustment between the individual's
abilities and needs, and the demands and opportunities of the environ-
ment. Application of the instrument has been primarily in the evalu-
ation of effectiveness of mental health programs. The 0QLQ includes
measures of functioning in four broad areas of adjustment: intraper-
sonal, interpersonal, productive, and civic.

The 0QLQ divides the four broad areas of adjustment into more
specific subareas, each being a set of items or a scale to assess the
individual (see Appendix C). The intrapersonal adjustment area

explores psychological distress, well-being, lack of tolerance of



Table 1

Demographic Characteristics of the Chronically Mentally I11
Sample (CMI) and the Community Sample (C)

CMI #
Characteristic (N=30) (N=60)
Age
Mean (years) 45 38
Range (years) 21-73 18-65
Sex
Female 53% 62%
Male 47% 38%
Ethnic Group
Caucasian 100% 90%
Black 0 5%
Other 0 5%
Living Situation (Social)
Head of House or Alone 27% 30%
Live with parent(s) 13% 3%
Live with spouse 27% 55%
Live with friend(s) 13% 12%
Live with relative(s) 7% 0
Other 13% 0
Living Situation (Physical)
Single family dwelling 63% 80%
Apartment 20% 18%
Group home 17% 2%
Income (Annual for Household)
0 - 999 13% 0
1000 - 4999 34% 6%
5000 - 4999 30% 7%
10000-24999 17% 70%
25000 or greater 6% 17%
Education
Less than 7 years 17% 0%
Junior high 13% 2%
High school 43% 52%
College 27% 46%
Occupation
Professional 3% 25%
Sales 3% 10%
Clerical 3% 7%
Craft 13% 23%
Unskilled 7% 9%
Homemaker 13% 13%
Unemployed 53% 3%
Retired 3% 5%
Student 0 3%

Other 0 2%
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stress, basic need satisfaction, and independence. The interpersonal
adjustment area explores friend roles, spouse role, parent role,
social isolation, and social support. Adjustment to productivity
explores work at home, employability, job or school performance, and
other productive activities, including Teisure activities. Civic
adjustment explores legal contacts, negative consequences of alcohol
and drug use, and the use of community resources. The questionnaire
also explores changes in each of the above areas as noted by the
client, if involved in a mental health program.

The 0QLQ is a self-report instrument in the form of questions
with fixed alternative responses (see Appendix C). The questions are
asked and the responses are presented, chosen, and recorded in a
standard format to maintain uniformity.

The 0QLQ has been administered to various community subjects,
as well as mental health program clients. Psychometric analyses cur-
rently published focus on investigation of three properties of the
instrument: (1) validity, (2) internal consistency, and (3) reliabil-
ity (Bigelow et al., 1982). Face validity of the scales is considered
to be the strength of the questionnaire. The known-groups technique
is used to establish construct validity. A high degree of concurrent
validity of measures in the four areas of adjustment is indicated.

The scale scores are able to discriminate between client intake and
follow-up samples, as well as between client and community samples.
Internal consistency varies among the scales, with Psychological Dis-

tress having the highest degree of internal consistency.
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Homogeneities are adequate, but substantial improvement is possible,
The interrater accuracy consistently exceeded 95%.

For this study the internal consistency of the 0QLQ scales was
examined using Cronbach's alpha. Only the community sample was in-
cluded in the reliability analyses due to potential deviant responses
by the chronically mentally i11 sample. To obtain homogeneous
subscales for data analysis, a criterion was established of 0.5 as the
lower limit of acceptability for the coefficient alpha of each scale.
Several scales were deleted from further analysis due to not meeting
the criterion. Several other scales had selected items deleted to
improve the reliability. Table 2 lists the eight 0QLQ scales used in
this study, the specific items in each scale, and the coefficient
alpha for each scale. The Psychological Distress scale of the 0QLQ
was considered separately for this study as a measure of strain.

The score for the different scales on the 0QLQ were determined
by summing the values of the valid responses and then dividing by the
number of items comprising the scale. Valid cases were determined by
respondents answering at least 66% of the items included in the scale.
Subjects answering less than 66% of the items on a scale were consid-
ered to have a missing score for that scale. Descriptive statistics
of the 0QLQ scales for both the general community and chronically
mentally i11 groups are summarized in Appendix D.

Brief descriptions of the eight scales used in this study are as
follows:

Lack of tolerance of stress. This three-item scale measures

difficulty in handling unpleasant feelings. The scale score
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Reliability of Oregon Quality of Life Questionnaire

(0QLQ) Scales

Number of Items Cronbach's

Scale on Scale Items on Scale alpha

Lack of Tolerance

of Stress 3 02-01,02-02,02-03 .70

Need Satisfaction 4 03-01,03-02,03-03,03-04* .64

Independence 3 04-01,04-02,04-03 .55

Confidence 5 04-04*,04-05*,04-06*,04-07, .60
04-08*

Friend Role 5 05-01,05-02,05-03*,05-04*, .65
05-05*

Spouse Role 3 08-01*,08-03,08-04 .80

(N=36)
Social Support 4 10-01,10-02,10-03,10-04 .68
Employability 4 12-02,12-04,12-07*,12-09 .79

N=60 unless otherwise noted, for computation of Cronbach's alpha.

*=preyersed jtems.
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ranges from 0-3 with 3 reflecting the lowest tolerance of anxiety and
depression.

Total basic need satisfaction scale. This 4-item scale measures

satisfaction in living situation and income. The scale score ranges
from 1-4 with 4 reflecting the highest degree of satisfaction.

Independence scales. This 3-item scale measures ability to meet

day-to-day responsibilities. The scale score ranges from 1-4 with 4
reflecting the greatest independence.

Confidence scale. This 5-item scale measures ability to deal

with conflict, make decisions, and be assertive. The scale score
ranges from 1-4 with 4 reflecting the highest level of confidence.

Friend role scale. This 5-item scale measures frequency of

interaction with casual social contacts and the degree of pleasure or
uneasiness experienced. The scale score ranges from 1-4 with 4
reflecting the best adjustment to the friend role.

Spouse role scale. This 3-item scale measures the frequency of

conflict and degree of enjoyment in the marital relationship. The
scale score ranges from 1-4 with 4 reflecting the best adjustment to

the spouse role.
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Social support sca This 4-item scale measures the frequency

of sharing and the amount of help available from family and friends.
The scale score ranges from 1-4 with 4 reflecting the greatest amount
of social support.

Employability. This 4-item scale measures job locating skills

and ability to relate to coworkers. The scale score ranges from 1-4

with 4 reflecting the greatest employability.
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The Psychological Distress Scale of the 0QLQ and the Health
Opinion Survey (HOS) were used to measure the construct strain.

According to the stress-strain-coping model used in this study,
strain is identified as a temporary or permanent alteration within the
system as a result of stress. Coping may or may not be activated
before strain is experienced as discomfort. When stress has not been
removed or reduced through innate or unconscious responses or if these
responses are not available or appropriate, stress produces disequil-
ibrium in the system that can be identified as signs or symptoms of
strain. Symptoms of strain may include psychological or physiological
disturbances in affect or function.

Psychological Distress Scale. The Psychological Distress Scale

of the 0QLQ includes 12 items measuring psychological, affective, and
physical symptoms of distress, or strain. The scale encompasses
anxiety, depression, hostility, feeling strange and alien, gastric
disturbances, and inability to sleep. An example of a distress item
is "In the past week how often have you felt very restless, unable to
sit still, or fidgety? 4 - all the time, 3 - often, 2 - several
times, 1 - none of the time." (See Appendix C)

The scale score ranges from 1-4 with 4 reflecting the greater
frequency of distress. Internal consistency was measured using Cron-
bach's alpha. In this study internal consistency of the Psychological
Distress Scale was computed using the community sample, and resulted
in a coefficient alpha of .77 which can be considered very adequate

for research purposes. Table 3 lists the specific items on the
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Reliability of Strain Scales

39

Number of Items Cronbach's

Scale on Scale Items on Scale alpha

Psychological

Distress 12 01-01,01-03,01-05,01-07,
01-09,01-11,01-13,01-14
01-16,01-18,01-20,01-22 77

Health Opinion 130,131,132,133,134,135

Survey 17 136,137,138,139,1403141,
143,144,145,146,147 WP 7

N=60 for computation of Cronbach's alpha.

2 Items 142,148,149 deleted.
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Psychological Distress Scale and the coefficient alpha.

Health Opinion Survey. The Health Opinion Survey (HOS) was used

as an additional measure of strain. The HOS has become one of the
more thoroughly validated instruments available to assess the presence
of psychophysiological manifestations of mental upset. The HOS Tooks
at the physical and mental manifestations of a stressed and emotion-
ally upset human organism (Timmreck & Stratton, 1981).

The 20-item HOS is an established measure of strain and a viable
mental health screening instrument. It was developed by MacMillan
(1957) to provide a standardized screening instrument that could be
applicable to both sexes across a broad age range. The HOS has been
validated by use in numerous studies of client and community samples.
The psychophysiological symptoms measured by the HOS correlate highly
with clinical diagnoses of neurotic disorders, affective disorders,
and character disorders. The HOS is considered to be a highly reli-
able questionnaire for screening emotionally disordered individuals
from a general population (Leighton, Harding, Macklin, Hughes, &
Leighton, 1963; MacMillan, 1957).

The use of the HOS in numerous epidemiological studies has
validated it as a tool for discriminating among psychiatrically
impaired persons and those persons not impaired. Studies offering
such validation include a nationwide survey of mental health (Gurin et
al., 1960), the New Haven Psychiatric Census (Hollingshead & Redlich,
1958) and a ten-year followup study of the New Haven Census (Myers &
Bean, 1968), a survey of three predominately rural counties in North

Carolina (Edgerton, Bentz, & Hollister, 1970), a survey of rural and



41
urban areas of a Southeastern United States county (Schwab, Warheit, &
Holzer, 1972), and a very large sample of Navy psychiatric patients
and active duty enlisted men and officers (Gunderson, Arthur, &
Wilkins, 1968).

Wording of HOS items used in this study is essentially the same
as has been used in previous studies (see Appendix E). Guidelines
were written to clarify the intent of each item, with a rewording of
each item offered for respondents with low verbal activities. The
guidelines served to facilitate uniformity among interviewers (see
Appendix F). Scoring of items range from 1-4 and correspond with the
Psychological Distress Scale scoring range. An example of an HOS item
is "Are you troubled by headaches or pains in the head? 4 - almost
all the time, 3 - often, 2 - sometimes, 1 - never."

Although the HOS has been reported to be a highly reljable
instrument based on inclusion of all 20 items, early reliabilities of
its use in this study were poor. Two items were deleted from the
scale because conceptually they appeared to be measuring different
variables. The majority of jtems measure psychophysiological symptoms
that are either present to a certain degree or not. The two items
that were deleted were -yes or -no response questions requiring inter-
pretations by respondents as to their current state of health. These
items presented coding difficulties, in that they had a 1-2 response
range rather than the 1-4 range of other items on the scale, and they
appeared to be measuring something other than psychophysiological

symptoms of strain.
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An additional item "Do you smoke a lot?" was deleted from the
scale since it weakened the internal consistency of the scale and
measured a behavior or habit rather thaﬁ a psychophysiological
symbtom.

The resulting 17-item HOS had a coefficient alpha of .77 (see
Table 3), which is identical to that of the Psychological Distress
Scale of the 0QLQ. This indicates a good degree of reliability in the
HOS allowing for comparisons to be made among groups and for correla-
tions to be obtained with scales measuring coping methods and quality
of 1ife. Descriptive statistics of the two strain scales are summa-
rized in Appendix G.

Coping Methods Scale. The 0QLQ does not include a scale

measuring specific ways in which individuals cope with perceived
stress., The 3-item Lack of Tolerance of Stress Scale of the OQLQ asks
how much difficulty the respondent has had handling uncomfortable
feeling states such as depression and frustration. None of the items
question how the individual actually handles, or copes with, these
difficulties.

The Coping Methods Scale was added by this investigator to
determine the relationship between the ways individuals cope with per-
ceived stress, their level of strain, and overall quality of Tife.

The Titerature indicates that the type of coping methods an
individual uses has an effect both on the amount of psychophysiologi-
cal strain the person experiences and on the individual's overall men-

tal health (Bell, 1977; Gurin et al., 1960; Pearlin & Schooler, 1978).
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The Tliterature further indicates that coping methods function
to: (1) alter the environment so as to prevent further stress,

(2) alter the meaning of the stressful event so as to prevent strain,
or (3) keep the strain experienced within tolerable limits {Pearlin &
Schooler, 1978). Long-term coping methods are those which involve
direct actions aimed at altering the environment or altering the mean-
ing of the stressful event so as to deal more directly with the source
of stress. Long-term methods also include palliative methods which
reduce the discomfort, but also allow for continued necessary func-
tioning, and offer potential for learning, growth, or a sense of well-
being (Bell, 1977; Lazarus, 1974; Pearlin & Schooler, 1978). Short-
term coping methods are those palliative methods aimed only at
reducing the discomfort of strain, do not encourage dealing directly
with the source of stress, and which, if carried on for long periods
of time, may have a destructive or detrimental effect on the individ-
ual (Bell, 1977; Lazarus, 1974; Pearlin & Schooler, 1978).

The 18-item Coping Methods Scale (see Appendix H) developed for
use in this study was derived from existing scales reported in the
literature. The scale included two subscales of 9 items each measur-
ing long-term coping methods and short-term coping methods. An
18-item scale developed by Bell (1977) served as the basis for the
Coping Methods Scale. The Bell Scale was developed from other exist-
ing scales {(Menninger, 1963; Sidle, 1969) and is divided into long-
term and short-term methods. Of the Bell items, 16 were used in the
Coping Methods Scale, with the wording of items the same. Two items

of the Bell Scale were deleted because in her study they did not



44
accurately measure the variable they were intended to measure and were
weakly supported in the literature. The deleted items were the short-
term method of daydreaming and the Tong-term method of belief in a
supernatural power. One method described by Bell as a short-term
method, seeing the humor of a situation, was changed to a Tong-term
method since humor is considered to be a positive adaptive ego-defense
mechanism (Valliant, 1977). The Bell items used in the Coping Methods
Scale included 9 short-term and 7 long-term methods. In addition, 2
items were added to the scale due to their judged importance as
effective Tong-term coping methods (Andrews, Tennant, Hewson, &
Valliant, 1978; Lazarus, 1974; Pearlin & Schooler, 1978; Robbins &
Tanck, 1978). These items included the use of relaxation, yoga or
some other meditative technique, and trying to analyze the problem.

The resulting Coping Methods Scale including 9 Tong-term and
9 short-term coping methods was examined for face validity by several
researchers and professionals in psychiatric nursing. Content valid-
ity was assumed to be high since all the items except the long-term
method of using relaxation techniques were selected from scales used
in other studies. Detailed guidelines were written to clarify the
intent of each item and to facilitate uniformity among interviewers
(see Appendix I).

The Coping Methods Scale has two subscales representing long-
term and short-term coping methods used by the individual when he or
she is under stress. The responses range from 1-4 with the following
values assigned: 1 = "never," 2 = "sometimes," 3 = "often,"

4 = "always." The values of the responses for each item within a
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scale were averaged to obtain the scale score. Each scale score
ranged from 1-4 with 4 reflecting the greatest use of a certain type
of coping method, long-term or short-term. As an introduction to the
Coping Methods Scale respondents were asked to identify a situation
which causes them to feel under stress and then were asked "When you
are under stress how 1ikely are you to . . . ?" An example of a long-
term coping item is "Talk with others about the problem? - never,

- sometimes, - often, - always."

Data Analysis

Psychometric properties of the Coping Methods Scale were exam-
ined since it was a new, derived scale. Internal consistency was
determined by computing the coefficient alpha of each subscale.
Construct validity was evaluated by use of the known-groups technique,
in which the general community and the chronically mentally i1l are
expected to differ on the critical attribute because of known charac-
teristics of each group. Validity of the Coping Methods Scale would
be questioned if differences in scores between groups did not occur.
Construct validity was also determined by comparing the correlation
coefficients between subscales with the reliability coefficients of
the subscales. Tests of the hypotheses provide further construct
validity of the Coping Methods Scale.

Hypotheses one through four were tested by comparing the two
groups, the chronically mentally i11 and the general community on the
two strain scales, long- and short-term coping methods, and the eight

quality of life scales. Hypotheses five through ten were tested by



examining the relationships between the two groups on the various
scales. Correlation coefficients were computed for both groups on
each study variable, and tested for statistical significance at the

p < .05 level of significance.
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CHAPTER III

RESULTS

This chapter consists of two sections. The first section is a
report of the reliability and validity of the Coping Methods Scale.
The second section is a report of the testing of the ten hypotheses of

this study.

Reliabjlity and Validity

The Coping Methods Scale consists of two 7-item subscales, one
measuring long-term coping methods and one measuring short-term coping
methods. Descriptive statistics for the Coping Methods Subscales are
summarized in Appendix G. The reliability of the Coping Methods Scale
was determined by obtaining the Cronbach's coefficient alpha for each
of the subscales. Two items were deleted from each subscale which
raised the internal consistency, and therefore, reliability of the
scales. Table 4 lists the two coping methods subscales with the seven
specific items on each, and the coefficient alpha for each scale. The
long-term coping methods scale had the highest coefficient alpha at
.76. The short-term coping methods scale had a coefficient alpha of
.63. The correlation between long-term coping methods and short-term
coping methods was .08 (N=60, p = .27) for the community group and was
.00 (N=30, p = .50) for the chronically mentally i11.

One aspect of construct validity was determined by comparing the

correlation coefficients between the coping subscales with the



Table 4
Reliability of Coping Methods Scales
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# of Items
Scale on Scale Items on Scale Cronbach's alpha
Long-term Coping 7 150,152,155,157,160, .76
Methods 162,1672
Short-term Coping 7 151,153,158,159,161, .63
Me thods 163,165"

N=60 for computation of Cronbach's alpha.
q Ttems 154 and 164 deleted.
b Items 156 and 166 deleted.
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reliabilities of the subscales. To the extent that the reliability
coefficients exceed the correlation between subscales, each subscale
can be considered distinguishable (Scott, 1968). Because both sub-
scales have reliability coefficients (.76 and .63) higher than the
correlation between subscales (.08 and .00), they can be considered to
measure distinguishable types of coping methods. Tests of the hypoth-
eses provide further construct validity of the Coping Methods Scale

and the other scales used in this study.

Test of the Hypotheses

Ten hypotheses were tested. The first four hypotheses dealt
with comparisons between the two groups, the general community and the
chronically mentally i11. A1l four hypotheses were supported.
Hypotheses five through ten dealt with the relationships of strain,
coping methods, and quality of life for each group. These hypotheses
were also supported; however, hypotheses seven and eight were weakly
supported.

The first hypothesis is that the chronically mentally i11 report
higher levels of strain than the general community. The hypothesis
was tested by computing t-tests to compare the means of the two
samples on the two strain scales, the Health Opinion Survey (HOS), and
the Psychological Distress Scale. Table 5 summarizes the findings.
The chronically mentally 111 reported significantly (p < .05), more
strain than the community sample on the HOS. Significance was not
reached on the Psychological Distress Scale; however, the results did

occur in the predicted direction of the chronically mentally i1l
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Table 5
Summary of t-tests Comparing the General Community (C) and the
Chronically Mentally I11 (CMI) on the Strain,
Coping Methods, and Oregon Quality of Life
Questionnaire (0QLQ) Scales
C {N=60) CMI (N=30
Scale Mean SD Mean SD £
Strain
Health Opinion
Survey 1.41 .26 1.57 41 -1,93+°
Psychological
Distress 1.62 39 1.78 21 -1.63
Coping
Long-term 2.60 ot i, 2.30 55 Z,53%%
Short-term 1.67 .41 1.88 .51 -1.97*
0qLQ
Lack of Tolerance
of Stress’ 1.43 .50 1.81 61 -2.85%
Need Satisfaction 3.27 .44 3.0% .60 1.61
Independence 2.79 53 2.81 .68 -0.13
Confidence 3.09 .33 2.80 41 3.62%**
Friend Role 3.60 .41 2.96 .62 5,05%%+2
Spouse Role® 3.34 .59 3.33 .41 .04
Social Support 3+ 36 .52 2.96 .68 3 G2e
Employability 3.14 <5 2.54 .68 g THES

8 separate variance estimate was used in the denominator of t-test
because the homogeneity of variance assumption was violated.

b (c) N=55, (CMI) N=23

€ (C) N=36, (CMI) N=9
* p < .05, ¥ p < ,01, *** p < .001
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reporting higher levels of Psychological Distress. The groups can be
said to differ on the variable strain.

The second hypothesis is that the chronically mentally i11
report less use of long-term coping methods than the general commun-
ity. A t-test showed a significant (p < .01) difference between the
two groups with the chronically mentally i11 reporting less use of
long-term coping methods than the general community. Table 5 summar-
izes the findings for this hypothesis and the third hypothesis, that
the chronically mentally i11 report greater use of short-term coping
methods than the general community. A t-test showed a significant
(p <.05) difference between the two groups in the expected direction.

The fourth hypothesis is that the chronically mentally i1l
report a lower quality of life than the general community. This
hypothesis was tested by using t-tests to compare the means of the two
groups on the eight 0QLQ Scales. Table 5 summarizes the results. No
differences were noted for the two groups on the scales measuring Need
satisfaction, Independence, and Spouse Role. The groups differed on
the scales measuring Lack of Tolerance of Stress (p <.01), Confidence
(p <.001), Friend Role (p <.001), Social Support (p <.01), and
Employability (p < .001).

The fifth hypothesis is that strain is negatively related to
quality of 1ife. This hypothesis was tested by calculating the corre-
lation coefficients for the two strain scales and the eight OQLQ
scales, and comparing them for the community and the chronically
mentally i11 groups. Table 6 lists the results of these correlations.

0f the sixteen tests of significance for each strain scale, eleven
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Table 6
Correlation of Strain Scales and Oregon Quality of Life (0QLQ)

Scales for the General Community (C) N=60 and the
Chronically Mentally I11 (CMI) N=30

0QLQ Scales Health Opinion Survey Psychological Distress
Lack of Tolerance C . EEES
of Stress® CMI .43% L60%**
Need Satisfaction C -.07 -.18
CMI -.39* -.52**
Independence C - . 34%* -.27*
CMI - 53F** -.40*
Confidence C -, 35%* -, 33%*
CMI - 49%* » I P
Friend Role C -, 33** - Q0%
CMI = BYFT - JHf**
Spouse Role” c .13 -.31*
CMI 27 -.06
Social Support C -.08 -.03
CMI -.20 -.10
Employability C =, 35*% -.19
CMI -.30* -.31*

(C) N=55, (CMI) N=
(C) N=36, (CMI)
*p <.05, ** p <

23

.01, *** p < 001
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were significantly (p < .05) negatively related to quality of 1ife on
each scale. Lack of Tolerance of Stress, Independence, Confidence,
and Friend Role were significantly correlated with both strain scales
for both groups. Need Satisfaction was significantly correlated with
both strain scales, only for the chronically mentally i11. Spouse
Role was significantly related to strain as measured by the Psycholog-
ical Distress Scale, only for the community group, but was not signif-
icantly related to the HOS for either group. Employability was
significantly correlated with the HOS for both groups, and with the
Psychological Distress Scale for only the chronically mentally i11.

Hypotheses six and seven compare the relationship of strain and
coping methods. These hypotheses were tested by calculating the
correlation coefficients for long-term and short-term coping methods
and the two strain scales, and comparing them for the community and
chronically mentally i11 groups. Table 7 1ists the results of these
correlations. For both groups, the two strain scales were positively
correlated with short-term coping methods (p <.001). However, strain
was negatively correlated with long-term coping methods only for the
community samplie, and only on the HOS.

Hypotheses eight and nine focus on the relationship of coping
methods and quality of 1ife. These hypotheses were tested by calcu-
lating the correlation coefficients of the short-term and Tong-term
coping methods scales with the eight 0QLQ scales for both the
community and chronically mentally i11 groups. See Table 7 for the
results of these correlations. Hypothesis eight states that

short-term coping is negatively related to quality of life. Of the
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Table 7

Correlation of Short-term Coping Methods, Long-term Coping Methods,
and Proportion of Long-term Coping Methods to Total (LT/total) with
Strain Scales and Oregon Quality of Life Questionnaire (OQLQ)
Scales for the General Community (C) N=60 and the
Chronically Mentally I11 (CMI) N=30

Scale Short-term Coping Long-term Coping LT/total
Strain

Health Opinion C L31** -.29%* - 27*

Survey CMI 5O*** -.28 - 53%**

Psychological C WY i -.20 S Vi

Distress CMI  BO*** -.24 TN L

0QLQ

Lack of Tolerance C . 38** ‘ -.28*% - g2 F**k

of Stress? CMI .34 -, 49%* ~.32

Need Satisfaction C -,28% -.01 L29%
CMI -, 48%* -.03 o

Independence ¢ ied % -.19
CMI -.23 .04 .19

Confidence C -.19 .21 .10
CMI -.28 .34% .35#%

Friend Role C -.21 L4 8**k .14
CMI -.32% .39%* .39*

Spouse Role” c -.38* .25 .26
CMI .40 .21 -.46

Social Support C -.27* R | g
CMI .02 AT .13

Employability C -.04 Y B .09
CMI -.04 (Flk* .14

& (c) N=55, (CMI) N=23

b ¢y N=36, (CMI) N=9

* @ <. 05, **p <DL, % p <001
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sixteen tests of significance, six showed a significant negative
correlation (p < .05) of short-term coping methods with quality of
life. Thirteen of the sixteen tests were in the predicted direction.
Need Satisfaction was the only 0QLQ scale significantly related to
short-term coping for both groups. Lack of Tolerance of Stress,
Spouse Role, and Social Support were significantly negatively related
to short-term coping for the general community. Friend Role was the
only other significant correlation (p < .05) for the chronically
mentally i11. Hypothesis nine states that long-term coping is
positively related to quality of life. Ten of the sixteen tests of
significance indicated that long-term coping methods were positively
related to quality of 1ife (p < .05). Lack of Tolerance of Stress,
Friend Role, Social Support, and Employability were significantly
related to long-term coping for both groups. Independence was
significantly related to long-term coping only for the general
community, and confidence was significantly related to long-term
coping (p < .05) only for the chronically mentally ill.

The tenth hypothesis is that individuals whose overall coping
methods are composed of higher proportions of long-term coping report
Tower levels of strain and higher quality of 1ife. A new variable,
the proportion of long-term coping methods to total coping methods
(LT/total), was computed for each individual by dividing the long-term
coping methods score by the total coping methods score. The hypoth-
esis was tested using the correlation of the proportion LT/total with

the two strain scales and with the eight 0QLQ scales. These
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correlations were computed for both the community and the chronically
mentally i11 groups. Table 7 1ists the results of these correlations.
For each group, persons who use a higher proportion of long-term
coping methods report significantly {p < .0C1) lower levels of strain
than do persons who use a lower proportion of Tong-term coping meth-
ods. On the eight 0QLQ scales, only the correlation between the Need
Satisfaction scale and the proportion of long-term coping methods was
significant (p < .05) for both groups. Community persons who use a
higher proportion of long-term coping methods also report increased
Tolerance of Stress (p < .001) and more Social Support (p < .05) than
community persons using a lower proportion of long-term coping meth-
ods. Chronically mentally i11 persons who use a higher proportion of
Tong-term coping methods report increased Confidence and Friendship
(p < .05) compared to chronically mentally i11 persons using a lower

proportion of long-term coping methods.



CHAPTER IV

DISCUSSION

A major premise of this study was that the types of coping
methods an individual uses influences the degree of strain experienced
as well as overall quality of life experienced. The relationship of

coping methods and strain will bhe discussed first, followed by a di

N

cussion of the relationship of coping methods and quality of life.
Psychometric qualities of the Coping Methods Scale will be discussed
last.

Ten hypotheses were tested in this study and all were supported.
The first four hypotheses dealt with comparing the two groups on the
study variables. The remaining six hypotheses examined the relation-

ship between the study variables within each group.

Coping Methods and Strain

According to the Stress-Strain-Coping model developed for this
study, coping methods are employed to decrease strain within the human
system. Strain is a function of the type and number of stressors
acting upon the system, and the degree of effectiveness of coping
methods employed by the individual. Theoretically, a greater use of
long-term coping methods helps the individual deal more effectively
with the source of strain, thereby decreasing residual strain within
the system. Short-term coping methods may help decrease strain

temporarily, but do not deal effectively with the source of strain.
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If one used only short-term coping methods, residual strain would
eventually outweigh one's ability to decrease it by short-term means
and negative adaptation or illness is then likely to occur.

The resuits of this study indicate that greater use of short-term
coping methods is related to higher levels of psychophysiological
symptoms of strain for both the general community and the chronically
mentally i11. The use of long-term coping methods, in and of them-
selves, is not significantly related to Tower levels of strain;
however, the use of a blend of coping methods, specifically with a
higher proportion of long-term methods, is strongly associated with
lower levels of strain for both groups. These findings would support
the theory that excessive use of short-term coping methods eventually
produces residual strain within the system resulting in a total level
of strain which is experienced as psychobhysio1ogica1 symptoms. The
finding that a blend of short-term and Tong-term coping methods, with a
higher proportion of long-term methods, is related to lower levels of
strain lends support to the theoretical framework of this study. The
use of some short-term methods is likely to be effective at decreasing
strain to a manageable T1imit, but greater use of Tong-term methods is
likely to be more effective in preventing residual strain. It is not
absolutely clear, however, whether the presence of lower levels of
stress and strain simply allow the person to use long-term coping
methods more frequently or whether the use of a greater proportion of
long-term coping methods actually decreases strain. It may be that as
an individual is confronted with increased stressors, short-term coping

methods may be more readily available to the individual rather than
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long-term coping methods, and as the number and type of stressors
decrease more long-term coping methods may be employed.

To better understand the role of strain and coping for the
general community and the chronically mentally i11, the two groups were
compared on strain and coping to determine if they did, indeed, differ
on these characteristics as suggested by the literature.

The two groups differed on the strain variable, although not to
the degree that was expected. The chronically mentally i11 reported
significantly more strain than the general community on the Health
Opinion Survey, but the difference failed to reach significance on the
Psychological Distress Scale. One possible reason for this is that the
chronically mentally i11 individuals were all involved in a treatment
program, and therefore may have attained enough symptom control so as
not to be experiencing psychophysiological symptoms to a high degree at
the time of the interviews.

The two groups differed quite significantly on the Coping Methods
subscales. The chronically mentally 111 reported using more short-term
and fewer long-term coping methods than the general community. These
findings are similar to others reported in the literature. When these
findings are considered with the findings that the chronically mentally
i11 report higher levels of strain as well as significantly lower
quality of life on most of the 0QLQ scales, one can recognize that the
chronically mentally i11 sample represent a population at risk.
According to the literature, the chronically mentally i11 typically

have a limited repertoire of coping skills with which to meet the
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stressful demands of daily living and may become symptomatic when
coping efforts fail.

The two groups were found to differ on strain, coping methods,

and quality of 1ife, and a relationship was found between the use of a
greater proportion of long-term coping methods and lower levels of
strain for both groups. These findings have implications for nursing
in terms of assisting individuals to learn and utilize more Tong-term,
constructive methods of coping to promote positive adaptation to stress
and illness. It is important for mental health professionals to recog-
nize that assisting clients to learn more Tlong-term coping methods may
1nf1uence positively the degree of strain experienced as clients face

the stresses of daily 1iving as well as major 1ife crises.

Strain and Quality of Life

It was hypothesized that strain would be negatively related to
quality of Tife for both groups. This hypothesis was strongly sup-
ported for both groups for both measures of strain.

For the general community higher levels of strain are negatively
related to the ability to tolerate stress, a sense of independence and
confidence, the ability to form and maintain close friendships, and
self-impression of ability to obtain employment.

For the chronically mentally i11, higher levels of strain are
associated with lTower quality of life as reflected by six of the eight
0QLQ scales. The only two 0QLQ scales not significantly correlated
with strain for the chronically mentally i11 were Spouse Role and

Social Support. Since only 27% of the chronically mentally i11 were
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married and correlations were weak, it is not possible to state whether
higher levels of strain have any association, positively or negatively,
with the marital relationship for the chronically mentally i11.

No relationship between strain and Social Support was found for
either group. It was expected that a negative relationship would
exist. Correlations were in the predicted direction, but since they
did not reach significance it is possible that social support is per-
ceived as either available or not, despite the level of strain one is

experiencing.

Coping Methods and Quality of Life

A primary focus of this study was to examine the relationship of
coping methods and quality of life. Eight scales from the 0QLQ were
utilized to examine this relationship.

It was hypothesized that the chronically mentally i11 report a
Tower quality of 1life than the general community. It was further
hypothesized that within each group short-term coping is negatively
related, and long-term coping is positively related, to quality of
life. Additionally, it was hypothesized that individuals whose overall
coping methods are composed of a higher proportion of long-term methods
report higher quality of Tlife.

The two groups differed substantially on five of the eight 0QLQ
scales, with the chronically mentally i11 reporting lower quality of
1ife than the general community.

With regard to coping and quality of life, the strongest pattern

of results indicated that for both groups a greater use of Jong-term
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coping methods is significantly related to higher quality of 1ife. A
somewhat weaker pattern of relationships was found between a greater
use of short-term coping methods and Tower quality of 1ife, and between
the proportion variable (LT/Total coping methods) and higher quality of
Tife.

For the general community it was found that a greater use of
short-term coping methods is negatively related to an individual's
ability to tolerate stress, satisfy needs, utilize soc1a1.support, and
gain satisfaction from a marital relationship. The chronically mental-
1y i11 who use more short-term coping methods have greater difficulty
satisfying needs and in forming and maintaining close friendships.

For both groups., those who use more long-term coping methods
report a greater ability to tolerate stress, maintain friendships,
utilize social support, and feel confident about their ability to
obtain employment. Community persons also report increased independ-
ene, and chronically mentally i11 persons report increased confidence.
These findings are of interest in that many of the long-term coping
items deal with utilizing support from others or drawing upon self
confidence in handling difficult situations, characteristics which are
measured throughout the O0QLQ scales.

For both groups in this study there is a strong relationship
between the types of coping methods individuals use and their resulting
reported quality of life. Since it was found that a greater use of
long-term coping methods may positively affect many aspects of quality
of life for both, some implications can be seen for health care

providers, Exploring alternative coping strategies and techniques with
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clients and assisting them to choose methods that provide longer-term
relief can impact both the prevention of illness as well as positive

adaptation when illness occurs.

Coping Methods Subscales

For the purpose of this study the reliability of the two Coping
Methods subscales can be considered adequate. The subscales appear to
have face validity, content validity, and adequate construct validity.
A11 hypotheses dealing with the Coping Methods Scale were supported,
thereby lending additional construct validity to the instrument.

Further evidence for the validity of the coping subscales is
provided by the similarity of results from this study and the findings
of Bell (1977) from which the majority of coping methods items were
taken. Bell described similar differences between the two groups in
the use of short-term and long-term coping methods.

The same interrater reliability test used for the 0QLQ was not
performed for the Coping Methods Scale; however, the three interviewers
did practice administration of the instrument and all three had the
same guidelines available for rewording of questions, if necessary. It
would be desirable to improve the short-term coping methods subscale
beyond its alpha coefficient of .63. As further research is conducted
in this relatively new field of the assessment of coping methods, it is

1ikely that more discriminating measures of coping will be developed.



CHAPTER V

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

Stress and strain affect all individuals in modern society. The
degree to which negative consequences result from strain is to some
extent dependent upon the ways in which individuals cope. One's
quality of 1ife is influenced by the individual's ability to cope with
the stressors which confront him or her., Nursing activities are aimed
at promoting positive adaptation to change and illness by assisting
individuals to learn and utilize effective methods of coping with
stress and strain.

This research effort was aimed at examining how individuals cope
with perceived stress, and the relationship of coping to one's quality
of l1ife. A concept of stress and strain was formulated, with the
mediating psychological process of coping added to determine how
coping is associated with strain and overall quality of 1ife. It was
predicted that the more an individual uses long-term coping methods
than short-term coping methods, the individual will report Tower
levels of strain and higher quality of Tife. It was further predicted
that chronically mentally i11 individuals would use less long-term
coping methods and more short-term coping methods, report higher
levels of strain, and express lower quality of life than the general

community.
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In general, the results of the study supported all of the
predictions. The most important conclusion of this study is that a
greater use of long-term coping methods is related to decreased strain

and higher quality of life for both groups.

Suggestions for Further Research

Further research utilizing the instruments employed in this
study should be conducted to determined if the relationships found in
this study among strain, coping, and quality of 1ife generalize to
other subgroups, including those based on race, religion, income,
level of education, male vs. female, and rural vs. urban populations.
Naturalistic or longitudinal research would be an ideal framework in
which to observe the relationship of actual strain-producing events
and the specific coping methods employed to deal with the strain.
Naturalistic and longitudinal research is very costly, however, both
in terms of time and money. An interview format such as the type
utilized in this study could be made more realistic by presenting the
respondents with hypothetical strain-producing situations such as loss
of a job or death of a spouse, and then ask them to identify how they
would cope. It would be important to describe these situations as
realistically as possible so as to evoke an emotional response to

which the individual must attempt to cope.

Implications for Nursing

Since nurses most often come into contact with clients experi-
encing at least some degree of strain, it is recommended from the

results of this study that nurses evaluate their client's current as
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well as usual methods of coping. Client teaching can be aimed at
assisting the client to learn and utilize greater proportions of long
term coping methods. The Coping Methods Scale could be utilized as an
assessment tocl during health screenings and especially in mental
health settings. Combined with either of the Strain Scales this could
provide a quickly administered assessment of a client's current
psychophysiological symptoms of strain and his or her usual methods of
coping with stress and strain.

Assessment of this type coupled with an assessment of the
current stressful situations confronting the individual could quickly
and accurately identify problem areas, weaknesses, and strengths of

the individual to consider when developing a plan of care.
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Instructions for Randomly Selecting a Householder to be Interviewed for

the OQLO Community Sample Study
Use a single die in a cup

1 person in the household and they will be interviewed if they agree
2 persons in the household even = first person odd = second

3 persons in the household 1l or 6 =first, 2 or 4 = second,
3 or 5 = third

4 persons in the household don't use 5 or 6 on the die, assign
- 1-4 to 4 persons select  the person
corresponding to the number which is

rolled

5 persons in the household don't use 6 on the die, assign 1-5
to the 5 persons and select the per-
son corresponding to the number which
is rolled

6 persons in the household assign 1-6 to the 6 persons and sel-
ect the person corresponding to the
number which is rolled

7 or more persons divide into two groups
. even = first group odd = second
ot ¥ alvide 4 and’3 throw the die and select a group
for 8 divide 4 and 4 assign numbers to the persons in the
fri 9 divide 5 and 4 group selected and follow the instruc-
tions for the number as shown above
and so on
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UNIVERSITY OF OREGON HEALTH SCIENCES CENTER
SCHOOL OF NURSING

Consent Form for 0QLQ

I, , agree to serve as a subject in the research

survey named "A Study of Quality of Life" by Dr. Douglas Bigelow and Dr. Florence
Hardesty, principle investigators. The study is aimed at better understanding
and measuring people's quality of life. I agree to participate in an interview
which will take approximately one hour, and will ask questions regarding:

How I am feeling.

How I am getting along with family and friends.

How I am spending my time.

Whether I am having any difficulties with alcohol and drugs.
Whether I have had any recent contact with the Taw.

Participation in this interview is completely voluntary.

I understand I am free to refuse to answer any question I do not wish to

answer.

I understand I can stop the interview if I wish.

The information obtained will be kept confidential by the use of code numbers.
Information will not be released to anyone for purposes other than research.

I may benefit from my participation in this study by becoming more aware of

my quality of life.

"It is not the policy of the Department of Health, Education and Welfare, or
any other agency funding the research project in which you are participating,
to compensate or provide medical treatment for human subjects in the event the
research results in physical injury. The University of Oregon Health Sciences
Center, as an agency of the state, is covered by the State Liability Fund. If
you suffer injury from the research project, compensation would be available to
you only if you establish that the injury occurred through the fault of the
Center, its officers or employees". If you have further questions please call
Dr. Michael Baird at (503) 225-8014.

Sandie McAllister has offered to answer any questions I might have about my

participation in this study.

-------------------------------------

1 have read or listened to the above information regarding the interview and
1 am willing to proceed. I give my permission to allow the information collected

in this interview to be used for research purposes only.
Date

Witness Signature
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These questions ask
unpleasant feclinas

Oregon Quality of Life Questionnaire (1979)

Department of Human Resou:ces

about how you have been feeling in the past week.
of several different kinds are covered.

81

Pleasant and

§ In 1lie past week, how often have you

felt very restless, unable to sit

| still, or fidgetry?

Y all the tame
3often

Jsevenad Times
_|none of zthe time

01-01

In the past week, how often have you
enjoved your leisure hours (evenings,
days off, etc.):

Y all the time
304tcn

Jseveral times
“pnone of the time

01-02

In the past week, how often have you
felt preoccupied with your problems
(can't think of anvthing else)?

dall the Lime

3 chten

2ievernal times

[ none of the time

01-03

In the past week, how coften have you
been pleased with something you did?

Yall the time
30ften

K several times
_(hone of the time

01-04

In the past week, how often have you
felt unpleasantly different from every-
one aud everything around you?

fall the Zime

3 0ften
2 Aevenal times
j none of the time

01-05

i e i e ST o B Bl R e

L

In the past week, how often have you
felt proud because you were complimented?

gald The Taome

3 often

Asevernal times

[ none 0f the time

01-06

I the post week, how often have you
feltr fearful or afraid?

#akl the time

304ten
aseveral times
[ none o4 the Lime

01-07

In the past week, how often have you
felt that things were ''going vour way''?

all the {ame
3 04ten
2sevesal times
_{ hone of the time

01-08

In the past week, how often have you
felt sad or depressed?

all the time

3 0ften
2 devenal times
J hone of the Lime

01-09

In the past week, how often have you
felt excited or interested in something?

all The Lume

.3 0ften

2bseveral Limes

[ hone of the Lime

ul-10

July 1979
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_,_made, AL much wonse

In the past week, how often have you 4all the time 01-11
{f¢lt angry? _1pﬂren
2Aevenal timea
| none of the time
Tn the rast weck, how often have you _jﬂlf( the time 01-12
i feit that life was going just about right 3 often
| for you? & severnal tomes
L noene of the time
In the past week, how often have you gall the time 01-13
felt mixed-up or confused? 3often
Zseveral times
) hone o4 the Zime
In the past week, how often have you Hall the time 01-14
felt tense (uptight)? ;Loéten
a scveral times
1 none of the time
In the past week, how often have you dakl the time 01-15
felt good about decisions you've made? 3ogten
2revernal times
_(none of the time
In the past week, how often have you Yall the time 01-16
had trouble sleeping? acften
2Aevenal times
“phone of the time
In the past week, how often have you #all the time 01-17
felt like you've spent a worthwhile day? 3 0ften
2 sevenal times
_jhone of the time
In the past week, how often have you jigﬁﬁ the time 01-18
had trouble with poor appetite, or inability 3 often
to eat? 25evernal imes
| hone 04 the time
In the past week, how often have you Yall the time 01-19
. felt serene and calm? 3 often
i asevenal times
' J hone of the time
In the past weck, how often have you 4 all the time 01-20
had trouble with indigestion? Joften
24cvenal times
j:nﬂmu ¢4 the time
In the past week, how often have you yall the time 01-21
found yourself really looking forward 3 0ften
{ to things? 2several times
L none of the time
| In the past week, how often have you jﬁﬁpﬂ the time 01-22
had trouble with fatigue? 3 often
2evenal times
_jnone of the time
Did ! make any difference to the way Saneatly improved it 20-01
| you feel? 4 <mproved it
3no efpect
2 made it wonse

4
July 1979



Twerubody has unpleasant feelings sometimes: we wake up depressed, get upset or frustrated

bk

.

w frightencd.

These questions ask how much difficul*u nou have had recently in handling
Geee o leasint feelings.

low much difficulty have you had handling Barea dighiculty 02-01
feelinps of depression? some ddghacubty
g ne difficuk ty
Hiw much difficulty have you had handling J3janrcat di44cculty 02-002
being upset? ; 2h0me difidculty
{ no difficulty
How much difficulty have you had handling 3aneat difficulty 02-03
frustration? Z2Aome difflculty
g ho diffdculty
How much difficulty have you had handling 3great difficulty 02-04
being frightened or shaken up? Siome digiiculty
‘ jho difficulty
Has ~made any difference to how you S greatly improved it 20-0?
handle unpleasant feelings? Amproved L%
sno effect
a made L& worse
B g made £t much worse
There que=ctlicha adk ibout your living situation, eating, income, transportation, and
med-~2? eave. The ropose ig to see 1f these needs are met to at least a minimum
_Jevel . satisfaction.
How satisfied are you with your home--its state Yveny satisfied 03-01
of repair, amount of room, furnishing, warmth, s satisfied
lighting, etc.? Sdissatisfied
g very dissatisgied
How satisfied are you with your home, considering i\)(’.&g/ satisfied Rt
the amcunt of privacy, your neighbors, security, S satisfied
etc.? 2 dissatisfied
g very dissatisgied
Did affect your living situation? S greatly dmproved £ 20-03
improved AL
Jno effect
g made <t wonse
4 made 4X much worse
This question asks about how well your income § very adequate 03-03
ecovere thinge you must have--food, medicine, A adequate
elothins, ete. How adequate is your present 2Ainadecuate
income for your present needs? _jvery L{nadequate
Are you worried about your future income covering 4 tevuibly wornied 03-04
the things you must have? 3 quite wonried
2 s8ightly wornnied
1 hot at all wornried
Did affect the adequacy of your goatly {mphoved L% 20-04
income? o Amproved it
3 no effect
2made 4t worse
4 made 4% much wohrse
Can you get around town as you need for work, 4can't get around at all 03-05

shopping, medical appointments, visiting, etc. ?

3with much difficulty
2with Little difficulty

( with no difficulty

July 1979



84

pid _ affect your ability to get around Sawatiy impreved (ot 20-06
the ‘r_nmmun‘lly? _i'('ﬁlp«‘lC'UC&' it
3 ne chfect
g made <t wense
’ L made 4t much wetse
f&hlghgwfggi month, have you had difliculty 2Yes 0s-7g
| getting medical care? ) ho
| Do you have a regular or family doctor? 2 yes 03-u17
_L_H(J
Do you have medical insurance? 2Yes 03-Co
_L_VlC )
Do you know where to get emergency medical 24es 03-39
help? Jno
Nid . affect your medical care? Sgreatlu improved Lt 20-97
Amproved L%
3no egfect
& made Lt wonse
L 4 made it much wovse
_Thé'cte'questié??ask how you handle making decisions, dealing with conflict, asserting
yourself, ete.
In the last week, how did you find shopping, Yuery easy 04-01
paying bills, preparing meals, and generally 3 fainly easy
lnoking after your basic necessities? 2rathern daggicult
g very digficuls
...and how enjoyable was it? 4very enfoyable 04-02
3 fainly enjoyable
2 tainly unpleasant
J very unpleasant
In the last week, how often did you go out? more than 3 times 04-03
37 on 3 times
: 20nce
] g never
When you receive broken merchandise, poor service, ijan'{ de it at alt 04-04
!~r are overcharged, how hard is it for you to 3 very hard
conplain to the store, dealer or company? aa Little hand
| g not hard at alf
When you want to join a conversation (e.g., at a can't do it aif 04-25
party) how hesitant do you feel about doing so? 3 verny hes (tant
24Lialily hesitant
ot at all hesitant
When you are treated unfairly by someone you know Ycan't do it at alk 04-06
well (family, close friend) how difficult is it s very difficuls
for you to tell them so? 28Lightly digfdeult
| not difgieult
How confident are you in the decisions you make #yuite confident 04-07
for yourself (what to buy, where to live, what 3 some congidence
to do, etc.)? ; 28Lttle confidence
) no confddence
How often do you put off making important decisions & afways 04-08
until it is too late? 3 ofden
2oceasdionally

July 1979
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contact by visit, phone, or mail with friends who
live outside ?

8§ several times

Jonce
| not at all

Did affect your ability to make ,S_Q”QWU &"’?P"UUQd «a 20_gg
fdecisions, deal with conflict, and assert your- _{-j—mp’lo\’ed 4t
self? g no efpect
made (Tt werse
L_madc (1t much woase
:;'Lé.‘:’?-.’1'?4:5"‘-32’.‘;‘;;2‘-:7"(-1-;1' how you have been getting along with people in the last week.
In the past week, ‘how many times have you 4 mone than 3 Limes 05-01
spokern with neighbors? 32 on 3 times
2_0”.0.@
J_HQUQ)L
In the last week, how often have you spoken H#mone than 3 times 05~02
with people ycu saw at work or school or ccher 82 on 3 times
daily activity? 2.once
J_YLQU(U'L
Do you feel that people avoid you? 4 all the time 05-03
8 often
2 vccasLonallu
_I_neveﬂ
Do vou feel that people are not nice to you? 4alf the tame 05-04
3 often
2 occasionally
J__HQVQ/I
How comfortable dec you feel being around people? very uncomgontable 05-05
8 uncomgortable
2 comfentable
: ) very comfortable
Last week, how often did you get to places §every day 05-06
where you could meet new people? = severnal times
20nce
(hot at alk
Did affect how you get along with £ gneatly mphoved 44 20-09
people? g Amproved At
sno effect
‘z_made Lt wonse
_pmade 4t much wonse
These questions ask how you have been getting along with your close friends recently.
How easily do you make close friendships? dean't do £t at aft 06-01
yuwith much difflculty
2with a Little difpiculty
_pquite easily
Do you have any close friends? 2yes 06-02
' _I_VlO
— (I "yes")
In the last week, how much of your free time did atmost alk 06-03
vou spend with close friends talking or doing _s about hatg
things together? aveny Littie
_Lnone.
In the last month, how many times have you had #quite often 06-04
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made. 4t worse
_Lmade Lt much worse

) 86
How much trouble have you had in your close a great dead 06-05
friendships? 3 quite a bt
Ja tittle
_pnone
[ Bid } ____—x’r.ake a difference in your close Sagneatly {mphoved Lhem 20-10
Tviendships? 1-‘»{‘mpfl.OUQd them
l 3no effect
t amade them worse
i | made them much wense
These questions ask how you have been getting along with your family recently.
What is your marital situation now? § Living togethern as mauvided 07-01
Smarnied and Living
togethen
sepanated
divonced
widowed
. A p never maviied
“ow wany peaple live in the household with you? __ages 0-5 07-02
i (give numbers) __6-17
__18-64
B
Are there any children living with you for whom 24 es 0/-03
vou are responsible (by birth or otherwise)? { ho
In the last week, how much of your free time 4 almosz alk 07-04
did you spend with the people with whom you _}_abowt Wé
live, talking or doing things together? aveny Little
_{none
In the last month, how many times have you had mone than 3 Zimes 07-05
| contact by visit, phone, or mail with family 3 2 on 3 times
| members who do not live with you? Sonce
| Jnot at all
[i——!]f nerpied or living as married)
In the last week, how often have vou gotten _ﬁeuug day 08-01
verv angry with your spouse? 3often
J2once o twice
J_HQUUI
In the last week, how often did you go out of 4all the time 08-02
your way to be nice to your spouse? 8 o0ften
2sevenal times
_L_VLQ'J-:,’L
In the last month, how much have you enjoyed ia great deak 08-03
your spouse's company? squite a bit
20 Little
_fnot at all
How well are you getting along with your spouse? _‘t"’/t(l we Ll
g 08-04
Jwell
o2 poonty
_Jvery poorky
Did _affect your relationship with Sgreatly improved &t 26=11
your spouse? 4 Aimproved it
Sno effect
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How much have voo been nvolved with your

feel you can count on from family, friends, and
others?

iinmeued L1

3no effect

made Lt wonrse
_gmade 4%t much wornse

{ 4§ a gqueat deat 09-01
i children's activities recently? bt
! aa tittle
i et at aft
\
. How much difficulty have you Lad meeting your Ya great deat 02-072
| children's demands for your attention recently”? 34 Loz
aa Letthe
‘ Jnone at atl
T In the lJast week, how many conversations did _more than 3 09-03
! yo- have with your children? 32 0n 3
} 201e
i _pnene
i How much have your children annoyed you recently? ﬁ{% gheat deal 09-04
a Lot
l .
1 20a fittle
| phot at all
. Fow much have you enjoyed vour children's 4 gheat deal 09-05%
company recently? 3a tet
2a Little
jhot at atf
! Did “moke any difference in the way garnectly Amproved Lt 20-12
{ vou get along with your children? (mproved 4t
gne epfect
amade £t worse
—— g made it much wonrse
There are some things we share with family and friends; some things we can count om
them for. These questions ask about your family and friends, as wou see them now.
When something nice happens to you, do you want jgaﬂuayb 10-01
to share the experience with your family? :Lpéten
2 hometimes
_j hever
When something nice happens to you, do you want lﬁpﬁwayé 10-02
to share the experience with your friends? cften
. 2 bometames
i | hever
E How much would your family be of help and support j&q gheat deal 10-03
; if you were sick, or moving, or havimg any other la Loz y
. kind of problem? 20 Litthe
! e
AN g
*  How much would your friends be of help and support jta gheat deal 10-04
to you if you were sick, or moving, or having any a fet
. wthey kind of problem? 20 Latele
_’_H(!VIC
i How much would anyone in the community, other M$a great deak 10-05
! than family and friends, be of help and support Ja tot
to you if you were sick, or moving, or having aa Little
any other kind of problem? { none
Did affect the help and support you L gheatly increased 11 20-13

o T Tkl
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I n the

last week, how well have you kept up with :tpump(utvtw dony 11-01
v share of the housework (cleaning, laundry, :iqu(fc we C(
shopping, ervands)? 2 banlu we (€
b - et at atld
How much of the houschcld money management {paying :Lq(f 11-02
the bills, budgeting) do you do? mosd
24a Lattle
. J__VlQVlC
Ho« much of the shopping for the household do :tgﬂﬁ 11-03
you do (groceries, furnishings, supplies)? 3 most
aa Little
_l_none
In the last month, how much time did you spend :t;eue&aﬂ days T1-04
fixing or changing things conmected with your aa diy on ¢
heme (roof, redecorating, yard work, plumbing) 2an houn ¢t 40
or car? [ none
About how many hours per day do you usually meae than 3 11-05
spend preparing meals for the household? ‘3~1 te 3 houns
2an hourn on fess
_LVZUH(‘
Irid ___affect your work in the home? g areatly dmproved £ 20-14
g Amproved AL
3 no effect
2 made 4t wonse
| :
r 4_made Lt much wenrse
These gquestions concerm looking for a job. Even if you are not looking for a job,
the guestions ask about how you would feel.
Do you feel you have any of the responsibility o2 s 12-01
for getting an income for your household? g no
EEN Al U 1
—(If "yes )
| How good ar. impression do you feel you would make 4 very gocd 12-02
1 in a job interview? 3 good
_gpocm.
_pveny poon
How serious are any emotional problems you may verny Aerdlouws 12-03
have which would make it hard for you to find 3 pretfy scnlous
work? 2 4 ughtly sendioud
phot at all sericud
How comfortable do you feel going out to look _jtcompZeteﬁg 12-04
for a job? :Lquéie
g not at all
How hard is it for you to stick to a job when can't do it at atl 12-05
it becomes unpleasant or boring or stressful? 3 very hard
g Little hard
_gnot at all hard
If you had a chance to get more job training, not intenested 12-06

how willing would you be to get it?

s0ightly willing
2 painly willing
“pveny wikling

July 1979
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complain about your work?

JL? on 3 times
onece
| hot at all

July 1979

89
l ow comfortable do you feel working with other Yot at all combontable \ 12-07
| - neople? 3facaly
| o2y dy R
1 {complotely
3 g s i e
Tl cnestion Ly onbendt qeldnlties thot you Ymore than 3 12-08
boegpetially ongo;.  Please name some of your 32 on 3
. hobbies and special interests. a one
! ) _pnone
T TPlcasc name somé 0I the ways you would 100K gmone Than 3 1Z-09
| for a job. EVY R
20ne
_j none
Did _____ make a difference in how easy it gmade it much easdien 20-15
would be for you to get a job? imada it easien
_anc effect
amade it hardex
! _pmade Lt much hatden
)
Those guaations ask about wour work ow the jol.
Are you employed? Y full-2ume 13-l
3 part-time
2 irnegularty
g net employed
— " emrloyed)
| .
' in the last month, how much time did you miss 4 several days 13-02
from work? 3 a day on e
? 2 an hour on A0
| {hone
[ In the last month, how much difficulty did you #a great deak 13-03
\ have in doing your work? ®mquite a bt
| 20 Little
* _j hone
% How did you feel about the quality of the work Yveny good 13-04
I you did? J_gcod
| 2 bad
i Jveny bad
~How much conilict have you had with people a great deal 13-05
i while you were working? 3 quite a bit
‘ 24 Little
! _g none
How interesting is your wortk? very interesting 13-06
& moderately
' 2sbightly
I ) At's boning
" In general, how much do you like your job? 4 really Like 4t 13-C7
Tika 41
don't Like it
_jhate Lt
Ir the last month, how many times did people i mone than 3 times 13-C8
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tn e 'l»l_:..‘i munl‘l, how many |.il|ll"; dit ]n‘(\[l]( ‘{ml"u f,']\},‘ ~ f(]vl(‘_\ ]_;_l‘,L)
Gy eood thiloys about your werk? .3? o5 bomes
: gjﬂvev ,
[ hot atoall
TThid __V*—ﬁ”’ atfect the way vour job went & qeatlu (mpreved L1 20- 16
¢ btast month” 'iijnp”koved <t
; gne cppect
’ 2 made Lt worse
‘ { made 4T much worse
I —
“here questions are about how things are going at school.
Are you enrolled in school, night classes, job o full-time 14-01
training, erc.? 3 hal4-time
2 Less than k5 time
Jno
How many hours did you spend in any other informal 20+ houks 14-02
studving, reading for job promotion, correspondence 8-20 houts
courses, home extension, etc.? 217 houns
 none
—I{ evirolled in scheool)
In the last week, how many classes have you missed j&gﬂﬁ week 14-03
from school? a day 0% AC
2one on twe classes
_l_ncme_
In the last week, how well have you kept up Ycompletely 14-04
with vour school work? d_qu,{/ta well
2 fainly weld
' Jhot at akk
" New satisfied are you with the work you did for Yueny satisgdied 14-05
| your classes last week? 3 quite
| 2 a Little
|
. ) not at all
i !n the Jast week, how many times have you had 4moke Than 3 times 14-06
. problems with people at scheool? 37 on 3 tumes
2 ence
_L_VIOVLC.
. In the last week, how interesting was your #ueny interesting 14-07
i scnool work? moderately
| 2 Sightly
l_ _L_Vl(‘t at abl
' In general, how much do you like being in o neally Like £t 14-08
school? 3 Like 42
2dor't Like it
{ hate «t
In the last week, how many times did anyone Y mone thon 3 times 14-09
complain about your school work? 82 on 3 times
i_OYLCQ
_jnot at all
In the last week, how many times did anyone 14-10

say good things about your school work?

jtmo&e than 3 times
JL? on 3 Limes

once
y hot at all

July 1979
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)
i

!
|
! Did _ _ help vou get into, or back into, o R 20-17
i fond by in, ot b ne
|
| 1 3 ; E
‘ Did albfeot the way school has gone Syneatiy amprovea <ot 20-18
: tor vou? {mproved 41
_2ne effect
| 2made Lt werse
b ) pmade &t much worse
2
Therr questivns ash about some of the ways you spend your time when you are not woriizg
on e Aok, at home, or at school.
In the Jast week, how much time did you spend 20+ hous 15-01
actively participating in recreation and :LS-ZO houns
sports? 21-7 houts
.1 ] none
r In the last week, how much time did you spend :t?O* houns 15-02
| on vour heblies (or creative pursuits, e.g., 3 8-20 heuns
| nusic)? _L]—7 hours
! nene
| . ¥ B
i Of the TV watching you did last week, how much 20+ hounrh L3400
time did you spend on really interesting programs? 3 8-20 houns
' =g hours
; | hone ONA
| In the last week, how much time did you spend 20+ hours 15-04
' window shopping? S 8-20 houns
T-7 #ig
1 21-7 houns
jnone
| Volimteer work <s anvthing you do for someone 20+ houns 15-C5
V' else, om a fairly regular basis, that you don't 8 §-20 houns
{ get ri’d for. In the last week, how much time 21-7 hours
! did you spend on volunteer work? | _hone
Not counting any time for which you were paid, 20+ hours 15-06
how much time did vou pass which you felt was §-20 houns
1 horing and uvseless? 21-7 howws
] hone
{  Regarding the activities we've just talked Smade £t much mone satiskactery 20-19
{ abont, did __ affect how you spend ymade 4t mone satisfactony
vour time? _gae effect
2made (1 Less satispactory
g made it much Leas satisfactony
These questions are about any contact you, personally, may have had with rolice,
courts, ete., in the last month. We are not interested in any wrong-doing--only
in contact with lenal agencies.
Have you had any contact with legal agencies? S2485 16-01
20 .
—(If "yes”, what kind of contact did you have in each of the following areas...)
|
Traffic-related ZYCH 16-02
4o
|
(7Drug—related 24Yeh 16-03

_Lno

July 1979
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' Aleoliol-reiated

2404 16-04
_Z_YIC'
b Yintence—rolatoed 2Heh 16-05
', no
L L
!r Thet t-telated 2U0A 16-06
| __LVIIJ
. Civil action (being sued) L24Cs 16-07
| _j ne
T Commitment hearing (regarding 24Ch 163
| vour mental health) { ne
; 20-20
Did __  affect any of your legal S gneatly neduced them
| difficulties? ¢ neduced them
‘ ne effect
! 2 Ancreased them
j | gneatly Aincreased thor
Thees guestione are about drinking alcokolie beverages.
Have you had anything alcoholic to drink in 24es }7=01
the last month? |} ho
Y - ”16’8”)
' PRl
b feopic eomectimogs have problemes with weing aleohol. The following questions ask
about problems nou may have had with aleohol in the last month.
{
| Have vou had problems with vesrd Aeveac Sa fon 17-02
| —
| vontrol ling vour drinking? 3a Lot  hone
i Protlems with controlling your Yveny sevene 20 few 17-03
! Tehavior because of drinking? aa Lot _{ hone
Problems with your feelings (guilt, _ltueng sevene -2 few 17-04
anger, depression) because of drink- 3a Lot _{none
. ing?
E Problems with your health because of iue)ty sevene 2a few 17-05
' drinking? 3a Lot [ nhone
L
| Problems with your parents because very sevene a gew 17-06
| y 2 oNA
| of drinking? 2a Lot _{ hone =
| Problems with your friends because Yverny severe 24 few NA 17-07
| of drinking? sa Lot _(none Rk
; Problems with your spouse because dveny sevene 24 few NA 17-08
’L of drinking? sa Lot | hone o
| Problems with your children because  gvery sevenre 20 few 17-09
i A i ONA
! of drinking? sa Lot | non
IE
I Problems with your job cr school 4 veny sevene 2a few 17-10
becanse of drinking? 3a Lot _{hone
Problems with your other activities  #very sevene 28 few 17-11
" because of drinking? 3a Lot _{ hone
Did affect any problems gnwug neduced them 20-21

vou may bave had with alcohol?

neduced them

3 no epfect

Lncneased them

| greatly dncreased them

Julv 1979
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heao questions are. aboul drugs.

tave you used anv drugs or medication of any kind, S2UCh 18-01
including prescription, over-the-counter, and e
sireet drags In the last month?
r-(l 1 Mg !h)
Fes e wemetdmes hane mpotlome with the wse of druas or med:eations. The frllowing
l Gueations qek about rvoblems you may have had witl Irugs in the last month,
| Have you had problems with 4 very sevene 2a few 18-02
copcralling —weour use of drugs? za Lot { none
if
~ %,oblems with controlling your gueny sevenc 24 fe 18-03
‘ behavic1 because of drug use? 3a Lot “jhone
l I‘_fPrO]'lll’mh with your feelings (guilt, Yreny sevenc aa g 18-04
| anger, depression) because of drugs? a Lot none
|l 3 A
' problems witn vour health because of Y veny sevenc 240 few 18-05
£ drup use”? aa Lot (none
b Problems \U-x —)*nur—:n;ejrrts because of vernd sevene a gqew A 18-U0
i : ‘ = pNA
| drug uses 3a Lot _fhone
Prablems with your friends because of & veny sevene 24 few _Q_NA 18-07
QI drug use’ 3a Lot | _phone
: ‘r Preblems with vorr spouse because of ﬁ_\)Q)L_L{ Aevene 2a few _Q..NA 18-08
T _ 3ga fct ) none
| Problems with vour children because 4 vely sevine 2a few 18-09
‘ of drug use’ xa Lot | hone LNA
| Problems with your job or school yveny sevene 24 gow 18-10
| becausc of drug use? sa Lot _nhone.
. Probleme with your other activities  gveay severe 24 few 18-11
! berause of drug uce? sa fot g hone
b
| pia __ affect any problems you £ ghreatly neduced them 20-22
| you mav have had with drug use? f neduced them
; ne effect
| 2 {ncreased thenm
P | greatly incneased them
Some C-EE Tailoiviog apportunities erist where you live. These questions ask which
yoi: irwe used i1 the last month.
Luyert bne 18~
SIMEA, Tl pools, etc.}?
[ Hovin ‘.hc."t-r o¢. bowling alleys, and ~ther P R _{no 1%-02
erc et aitme ”
i ClurEes? - « + o b Poe ¥ W 0 & & L X9 o o & 21es i ne 15-03
] e dlnd eTubs® & o s v o . & & s s ow W EE 4 s 2u1es {10 19-04
Community parks?mf'—. R 1 [ fno 19-0°
Tihrarfesy : & s @ & 5w mow v g & B 7 &40 F R0 _no 19~04
MUBEUTEY o & a4 & % + « s e e x 98 3¢ =i SEULS {no 19-0°
ValFafe? o i § o & '« ke o n 8 » = w iy oo ¢ RYEs RS 19-0¢

July 1979




! Fowd stamps? « s o« s s oo s s & ? Aes | ne = Vo

Biig B3l SEewrity? o o - o @ omow o8 o® @ b Zlies | noe 1 9=
Tar i1 transportation (buses, etc.)? . 2 e 1=
Gylvation Army or other hostel and meal
SergiFEesd S s ks s 4l A e @ @ oe eie 2 B ZHes | ne 19-17

hm(—lgi:nr_v health department? . . . . . . 2105 | ho TG-1 ¢
Family planning? R e B ] I IS I 24es [ ne 16-14
Alcohol and drug abuse programs? . . . 2Yes | no 19-15
(iildren's services? S . 2yes  Jnc 19-16
State hospital? . o . . s 2 Ues | no 19-17
Counseling/guidance services (doctor, -
church, etc.)? 5 15 5 B e K . 2 Yes _dno 19-18
University health service (speech, hearing,
etc.)? BB 5w e m il ® 8 B @ e e . £ e _{no 19-19
Single Parents' Club? . . . . ¢« . .+ . . Q2Uyes [ ho 198
Wweight Watchers? o o o o o o - ; 2yes [ nc 19-21
Alcoholics Anonymous? . . ¢ « o o« 5 . 24Yes [ ne 19-22
Big Brother or other "buddy'' programs? . 2ues [ ne 19-23
lopgl AGdY & o ; » © @ 5 » =« « g7 » s o2 1es [ no 19-24
Countv Juvenile Department? . ,Z:z/e/s | no 19-25

: Advocate groups (tenants' association,
Consumers' Protection, Civil Liberties,
Women's Rights, etc.)? . . . - « . . Ryes [ no 19-26
Vocational Rehabilitation? . . . . . . Yes  {no 19-27
Oregon State Employment Service? . . . . 24es | no 16-28
Mannower Development and Training? . . . ;ge/s _( ne 16-29
Sheltered Workshop? .« . « « « « « - . . glYer | no 19-30
Private employment counseling/placement

. WEPVieEel §oe B_a: a4 xe dow e » W 24es | no 19-31
Community college? . . . . . o e 1B I . 24es  (no 19-32
Night school? . « & o ¢ o o ¢ & o o o -« . 2yes _jno 19-53
University classes? . « « o o o & « . oQ2yes  gne 19-34
Continuing educaton? . . « « .+ « « .« . g2yes | no 16-35
Business or vocational school? . . . . . . ZYyes [ ho 19-36
Public school? . ¢ ¢ « « v o o a o o o . gyes  [no 19-37
Experimental college? . . . « « . - . . :'z._ge/s _{ho 19-38
Special interest groups (e.g., science

i fiction society)? . « « ¢ o . v s e . e . 2Yes j no 19-39

%r ) : . ayes (no 19-40

| ? . Ryed | nc T9-41

|[ e ? . K2Yyes | no 19-57

July 1979 20-62




OQLO
DEMOGRAPHIC DATA
INTAKE
t L1 I T ] ] case Number
P T T T T 1] clinic Number

[ TT]

[:] Research Group

{

| [ ]

| T | pate of Birth (month, day, year)

[] sex (o = male, l=female)

[T ] Ethnic Group

| | | 1 O I 1

OWOJA U & WBh) -

(-

[:] Living Situation -- social

[:] Living Situation—-- physical

0

[PV I8 Sl ]

—

Lo WwNn

o

95

Interview Date

Admit Date

Follow-up Interval (number of days since admission)

White, non-Hispanic
Black, non-Hispanic
American Indian

Alaskan Native

Asian or Pacific Islander
Hispanic (Mexican)
Hispanic (Puerto Rican)
Hispanic (Cuban)

Other Hispanic

Not Specified

Solitary Head of House-
hold (1 adult and 1 or
more dependents)

Live alone

Live with Parent(s)
Live with spouse and
children

Live with Friend(s)/
Roommate (s)

Live with Relatives
Other

Mandated 1living situation

Single Family Dwelling
(house/mobile home)
Apartment

Group Home, Boarding Home
Dormitory

Hotel

Hospital

Jail

Transient

Other
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D History of Long-term Hospitalization (more than 6 of the
last 12 months spent in mental hospital or more than a
total of 24 months out of the last 5 years in a mental
hospital; 0 = no, 1 = yes)

Mandated Treatment--this episode (0 = no, 1 =yes)

Treatment Status 1

O

Case Open and Active
Case Open and Inactive
Case Closed

Untreated or

S WwN
1 L (I |

l:[:l Presenting Problem
(at admission)
= Mental /Emotional Disturbance--M-ED
Mentally Retarded/Developmentally
Disabled—--MR--DD
Chronic
Marital Problems
Family Problems
Drug Problems
Alcchol Problems
Drug & Alcohol Problems
Problems with the Law
Family Member of Client
Other

N+
|

=
HOWO~O WU W
S I

O
o
:
:
:
i

Individual Counseling
Group Counseling
Couple Counseling
Family Counseling
Socialization Program
Day Treatment Program
Residential Program
Detox (voluntary)
Detox (emergency)
Crisis Intervention
Training

Medication

Brokerage

Vocational Training
Informational
Evaluation/Assessment Only
Unknown

[:[:D Amount of Services Received (number of days client has
come for and received services)

OHWOZRHMRgHMIITQHMHouQwy
L | | | | T (| | A [ Y O I



97
[ 1 ] Income (annual for client's household)
$0-999
1000-1999
2000-2999
3000-3999
4000-4999
5000-5999
6000-6999
7000~-7999
8000-8999
9000-9999
10,000-10,999
and so on using same rules 99 = 99,000
and above

COWO-~-NTAUT WO

1§ T T | I T Y 1

[

[:] Education less than 7 years
Junior high

High School
College

~ more than college

O s W N
1

- Professional

- Manager, Administrator
- Sales

- Clerical

Craft, Trade

- Transport

- Labor, unskilled
- Farmer

- Service worker

10 = Private household
11 -~ Homemaker

1] occupation

OO~ Wwh -
i

12 - student

13 - Unemployed
14 - Retired

15 - Other

[:] Population of Comunity of Residence
1 - less than 2,500

2 - 2,500 - 15,000
3 = more than 15,000



APPENDIX D
Descriptive Statistics of Oregon

Quality of Life Questionnaire
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APPENDIX E

Health Opinion Survey



HEALTH OPINION SURVEY
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0

These are a few more questions about your general health. Please -
give the answer that best fits your present condition.

Do your hands tremble enough to bother you? 4 almost all the time

3 often

2 sometimes
130 . 1 never 130
Are you troubled by your hands or feet sweating 4 almost all the time
so that they feel damp and clammy? 3 often

2 sometimes
131 2 mever 131
Are you bothered by your heart beating hard? 4 almost all the time

2 often

2 sometimes
132 1 never 132
Do you tend to feel tired in the morning? 4 almost all the time

3 often

2 sometimes
133 1 nevetr 133
Are you bothered by nightmares (dreams that 4 almost all the time
frighten or upset you)? 3 often
: 2 sometimes
134 1 never 134
Are you troubled by "cold sweats"? 4 almost all the time

3 often

2 sometimes
135 1 never 135
Are you troubled by headaches or pains in the 4 almost all the time
head? 3 often

2 sometimes
136 1 never 136
Does ill health affect the amount of work or 4 almost all the time
housework that you do? 3 often

2 sometimes

1 never 137

137
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Do you feel weak all over? 4 almost all the time

3 often

2 sometimes
138 1 never 138
Do you have spells of dizziness? 4 almost all the time

3 often

Z sometimes
139 1 never 139
Do you tend to lose weight when you have 4 almost all the time
something important bothering you? 3 often

2 sometimes
140 1 never 140
Are you bothered by shortness of breath when ycu 4 almost all the time
are not exercising or working hard? 3 often

2 sometimes
141 1 never 141
Do you smoke a lot? 4 almost all the time

3 often

2 sometimes
142 1 never 142
Do you sometimes wonder if anything is worth- 4 almost all the time
while anymore? 3 often

2 sometimes
143 1 never 143
g
Do you feel you are bothered by all sorts 4 almost all the time
of pains and ailments in different parts of 3 often
your body? 2 sometimes
144 1 never 144
Do you have any trouble getting to sleep or 4 almost all the time
staying asleep? 3 often

2 sometimes
145 1 never 145
How often are you bothered by having an upset 4 almost all the time
stomach? 3 often

2 sometimes
146 1 never 146
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Do you have a loss of appetite? 4 almost all the time
3 often
2 sometimes
147 1 never 147
For the most part, do you feel healthy enough 4 almost all the time
to carry out the things that you would like 3 often
to do? 2 sometimes
148 1 néver 148

Do you have any particular physical or
helath problems at the present?

149

I=lolwles

almost all the time
often

sometimes

never 149




APPENDIX F

Guidelines for Health Opinion Survey
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Guidelines for Health Opinion Survey

The time frame for the HOS questions in the respondent's present percep-
tion of these symptoms as something that occurs to them: all the time,

often, sometimes, or never. The last two questions are answered yes oOr

no, and the time frame is at the time of the interview,

l.

Do your hands tremble enough to bother you?
Intent: To determine both if hands tremble and how much this bothers
the person.

Exceptions: No matter what the eticlogy of trembling, still determine
how much this bothers the person.

Reword: "Do your hands shake enough to bother you?"

Low Verbal: "Do your hands shake? If yes, how often does it bother
you?"

Are you troubled by your hands or feet sweating so that they feel damp
and clammy?

Intent: To determine how often the person is aware of hands or feet
sweating so that they feel damp and clammy.

Exceptions: None.

Reword: "Are you bothered by your hands or feet sweating so that they
feel damp and clammy?"

Low Verbal: Do your hands or feet sweat so they feel damp and clammy?
If yes, do they bother you? How often?
Are you bothered by your heart beating hard?

Intent: To determine if the person is aware of heart beating hard
either by feeling or hearing it, and if this bothers the person.

Exceptions: None

Reword: "Are you bothered by your heart pounding?"

Low Verbal: "Can you feel your heart pounding in your chest or your
head? If yes, does thid bother you? How much?

Do you tend to feel tired in the morning?

Intent: To determine if the person feels tired even after having slept
at night.

Exceptions:
Reword: "Do you have trouble getting up and going in the morning be-
cause your are just too tired?"

Low Verbal: Do you have bad dreams? Does this bother you? How often?

e you bothered es (dreams that frighten or upset you)?

P % 8

Intent: To determine how often the person has nightmares which bother
him/her.

Exceptions: None



10.

106
Reword: "Are you bothered by ‘bad dreams'"?
ILow Verbal: Do you have bad dreams? Does this bother you?
How often?
Are you troubled by "cold sweats"?

Intent: To determine how often the person breaks out in perspir-
ation beads in the absence of fever, exercise, or heat.

Exceptions: None

Reword: "Do you break out in a 'cold sweat', where you feel a chill
but are sweating at the same time?" If yes, how often does it bother

you?

Low Verbal: "Do you break out in 'cold sweats' or sweat a lot when
you are nervous?" Of no, mark 1 (never). If yes, ask "how often
does this bother you?"

Are you troubled by headaches or pains in the head?

Intent: To determine how often the person experiences headaches or
pains in the head which bothers him/her.

Exceptions: May include pains in the eyes, ears, jaw, sinuses, or
back of neck.

Reword: None

Low Verbal: "Do you have headaches or pains in the head. Does this
bother you? How much?"

Does i1l health affect the amount of work or housework that you do?

Intent: To determine how often ill health interferes with work or
productivity.

Exceptions: Ill health is whatever respondent determines feeling
"not well”

Reword: "How often do you not feel well enough to do the work you
need to do?"

Low Verbal: None

Do you feel weak all over?

Intent: To determine how often the person experiences the feeling of
being weak throughout the body.

Exceptions: This would not just mean tired but rather a feeling of
miscular weakness.

Reword: "Do you feel you don't have enough strength to do the things
you need to do?"

Low Verbal: None.

Do you have spells of dizziness?
Intent: To determine how often the person experiences dizziness.
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Exception: None

Reword: "Do you have times when you feel dizzy, or like your head
is spinning?"

Low Verbal: None.

Do you tend to lose weight when you have something bothering you?

Intend: To determine how much the person's weight is affected by
stress.

Exceptions: Can indlude not eating due to worry.
Reword: "Do you lose weight when you are worried?"
Low Verbal: None

Are you bothered by shortness of breath when you are not exercising
or owrking hard?

Intent: To determine how often the person feels out of breath when
not exerting self.

Exceptions: This does not mean having trouble catching one's
breath; it means the feeling of not having encugh air or the feel-
ing of being out of breath so that the person feels he/she must
hyperventilate to get enough air. Includes any respiratory dis-
order.

Reword: "Do you have trouble with being out of breath for no ap-
parant reason? How often does that bother you?”

Low Verbal: None.

Do you smoke a lot?

Intent: To determine how often the person smokes, more than they
think they should.

Exceptions: Refers to "cigarettes, cigars, or a pipe" "A lot"
means "more than you think you should?"

Reword: "Do you smoke more than you think you should?"
Low Verbal: None.

Do you sometimes wonder if anything is worthwhile anymore?

Intent: To determine how often person feels hopeless or experiences
a sense of wanting to give up.

Exceptions: This does not ask if the person has ever considered or
attempted suicide.

Reword: "Do you sometimes feel like just giving up?"
Low Verbal: None

Do you feel you are bothered by all sorts of pains and ailments in
different parts of your body?
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Intent: To detemmine how often the person feels bad all over.
This is a guage of hypochrondriacal preoccupation with body parts.

Exceptions: May include any chronic ailments or pain from sports
or exercise if it is a general discomfort.

Reword: "Are you bothered by just feeling bad in different parts
of your body?"

Low Verbal: Do you feel bad in different parts of your body?
Does this bother you? How much?

Do you have any particular physical or health problems at the pre-
sent?

Intent: To determine the person's perception of his/her own health
status.

Exceptions: Do not take a listing of the specific problems. In-
clude any physical or health problems respondent is aware of at
time of interview.

Reword: None.
Low Verbal: None.

How often are you bothered by having an upset stomach?

Intent: To determine how often the respondent is bothered by prob-
lems with his/her digestive system—-including ulcers, colitis, or
other "conditions".

Exceptions: None.
Reword: None.

Iow Verbal: How often have you felt like what you ate didn't agree
with you or made you sick?

Do you have loss of appetite?

Intent: To determine how often the respondent wasn't hungry at a
time he/she normally should have been or how often the respondent
felt hungry, but couldn't force him/herself to eat.

Exceptions: None.

Reword: Do you have trouble because you don't feel hungry at meal-
times, or because you can't force yourself to eat?

Low Verbal: None.

For the most part, do you feel healthy enough to carry out the
things you would like to do?

Intent: To determine the person's general sense of well-being, and
to detemine if he/she is able to do the things they would like to
do.

Exceptions: None.

Reword: Do you feel good enough to do the things you would like
to do?

Low Verbal: None



APPENDIX G
Descriptive Statistics of Strain Scales

and Coping Methods Subscales
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These questiong ask about things you do when you are under stress.

Different things cause stress for different people.

Think of scome-

thing that causes you stress, or makes you feel tense, frustrated,
or under pressure. Will you please tell me what it is?

When you are under stress, how likely are you to:

Talk with others about the problem. 4 always
Friend, relative, professional person) 3 often

2 sometimes
150 1 never 159
Use alcoholic beverages. 4 always

3 often

2 sometimes
151 1 never 151
Try to find out more about the situation; 4 always
seek additional information. 3 often

2 sometimes
152 1 never 152
Sleep more, 4 always

3 often

2 sometimes
153 1 never 153
Work it off by physical exercise. 4 always

3 often

2 sometimes
154 1 never 154
Try to see the humorous aspects of the situation 4 always

3 often

2 sometimes
135 1 never 155
Not worry about it; everything will 4 always
probably work out fine. 3 often

2 scmetimes
156 1 never 156
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Take some positive action on the basis of 4 always
your present understanding of the situation 3 often

2 sometimes
157 1 never 557
Use food and food substitutes (smoke more, 4 always
eat more, chew gum). 3 often

2 sometimes
158 1 never 158
Use drugs 4 always

3 often

2 sametines
159 1 never 159
Draw on your past experiences; maybe you've 4 always
been in a similar situation before 3 often

2 sometimes
160 1 never 160
Be prepared to expect the worst 4 always

3 often

2 sometimes
16l 1 never 16l
Make several alternate plans for handling 4 always
the situation. 3 often

2 sometimes
162 1 never 162
Cry. 4 always

o Orfen

2 sometimes
163 1 never 163
Use relaxation, meditation, yoga, 4 always
self-hypnosis, or biofeedback. 3 often

2 sometimes
164 1 never 164
Curse. 4 always

3 often

2 sometimes
165 1 never 165
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Become involved in other activities 4 always
to keep your mind off the problem 3 often
2 sometimes
166 1 never 166
Try analyzing the problem 4 always
S GEten
2 soametimes
167 1 never 167
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GUIDELINES FOR COPING METHODS SCALE

We all feel under stress sometimes. Different things cause stress for
different people. These questions ask about things you do when you
are under stress. Think about something that causes you stress or
makes you feel tense, frustrated, or under pressure.

(Help person identify one or two situations which they perceive as
stressful. These may include: being yelled at by somecne you think
highly of (like a boss), job pressures (being asked to take on more re-
sponsibility than you can handle), having to make an important decision,
having an arguement with someone.)

Exceptions: Being under stress may include feeling anxious or worried.
When you are under stress, how likely are you to:

1. Talk with others about the problem (friends, relatives or profess—
ional person)?

Intent: To determine how likely the respondent is to seek help
from others.

Exception: None.
Reword: Find some else to talk to about the problem.
Low Verbal: None.

2. Use alcocholic beverages (like beer, wine or hard liquor).
Intent: To determine if person uses ETOH as a tension reducer.

Exception: If person asks "Do you mean drink socially?", clarify
that this is using alcchol when they feel under stress.

Reword: Drink or get drunk.
Low Verbal: "Do you drink more beer, wine or hard liquor than
usual?"”

3, Try to find out more about the situation, seek additional informa-
tion.

Intent: To determine how much the person uses this aspect of prob-
lem solving —-information seeking.

Exceptions: This may include asking questions, watching what is
going on to help decide how to respond.

Reword: Try to find out more about what's going on.
Low Verbal: "Try to find out more about what's bothering you."

4, Sleep more.

Intent: To determine if person handles stress by sleeping more
than usual, even if they are not especially more tired.

Exceptions: None.
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Reword: Just go to bed and sleep, or sleep more than usual.

Low Verbal: None.

Work it off by physical exercise.
Intent: To determine if the person uses physical exercise to re—

duce strain to put self in a better position to deal with the
source of stress.

Exception: May include any physical exertion, mowing lawn, chop-
ping wood, cleaning the house, etc.

Reword: Work off stress by running, taking a long walk, swimming
or some other way of working off steam.

Low Verbal: "Do you go running, take a walk or something else
like that to make you feel better?"

Try to see the humorous aspects of the situation.

Intent: To determine if the person uses this higher level defense
mechanism to express ideas and feelings without individual discom-—
fort and without an unpleasant effect on others.

Exception: This is not simply laughing off the problem, it is a
method of commnicating unpleasant ideas and feelings in a more
comfortable manner.

Reword: Try to find samething in the situation that you or other
people can laugh about.

Low Verbal: Try to find something funny about what is going on.

Not worry about it. Everything will probably work out in time.

Intent: To determine if the person handles stress by blocking
thought and action and allow time and other circumstances to solve
the problem. This is a form of rationalization.

Exceptions:

Reword: Just not think about it; everything will be all right.
Or, don't worry about it...time heals all wounds.

Low Verbal: None.

Take some positive, concerted action on the basis of your present
understanding of the situation.

Intent: To determine how often ther person deals directly with
the source of the problem based on a clear understanding of the
situation.

Exceptions: This question has to do with impulse control--being
able to assess the situation and then act. The words "positive,
concerted" may be replaced with "definite",

Reword: (1) think about what's going on, (2) what you can do, and

iy

(3) then do something about the problem.

Low Verbal: Think about what is causing the problem, what you can
do about it and then go ahead and do something about the problem,



10.

11.

120

13.

118
Use food and food substitutes (smoking, chewing gum, eating more) .

Intent: To determine how much the person uses oral gratifiers to
temporatily reduce stress.

Exception: Include whatever the respondent thinks is too much or
more than usual.

Reword: Eat too much or too often, chain smoke, or smoke too much
or more than usual,

Low Verbal: None

Use drugs (prescription, over the counter, street drugs).

Intent: To determine if the eprson uses these methods of anxiety
reduction and escape when under stress. This includes taking drugs
by choice and in amounts that are more than usual or too much.

Exceptions: This does not include regularly scheduled medications,
but does include any medications or drugs the person uses at his/
her own discretion and more than usual.

Reword: Use tranquilizers, "uppers", "downers", street drugs or
marajuana.

Low Verbal: None.
Draw on you past experiences; maybe you've been in similar situa-
tions before.

Intent: To determine how often the person is able to generalize
previous learning to help with problem-solving in new situations.

Exceptions: "Draw on" may be replaced with "think about".

Reword: Think about what helped in the past when you have felt
like this. How often does thinking about similar situations help
you decide what to do now?

Be prepared to expect the worst.

Intent: This is a form of rationalization. To determine how often
the person uses negative expectancies to reduce the threat of fur-
ther stress.

Exceptions: None.
Reword: None.
Low Verbal: Think the worst is going to happen.

Make several alternate plans for handling the situation.

Intent: To determine how often the person uses the problem-solving
method of planning alternative strategies for handling the situation.

Exceptions: None.

Reword: Think of several things you could do to deal with the prob-
lem,

Low Verbal:
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Cry

Intent: To determine how often the person uses this affect in re-
sponse to stress.

Exceptions: Include however often the respondent cries in response.
Reword: None.,

Low Verbal: None.

Use relaxation techniques, meditation, yoga, self-hypnosis,or bio-
feedback,

Intent: To determine how often the person uses learned stress man-
agement strategies when under stress.

Exceptions: If the person does not know any of these technigues or
any similar ones, enter "O", "N/A". If they know one or more but
never use them, enter "1", "never", or the appropriate response for
degree of use.

Reword: None.
Low Verbal: None.

Curse.

Intent: To determine how often the person uses irritable or abu-
sive language under stress.

Exceptions: This does not include expressions wishing harm to come
upon someone or something, but also includes commom terms such as
swear, cuss, vell or shout.

Reword: Swear, vell, cuss,or shout,

Low Verbal: None.

Become involved in other activities to keep your mind off the prob-
lem,

Intent: To determine how often the person uses activities to keep
their mind off the problem.

Exceptions: None.
Reword: Just keep busy to keep you from thinking about the problem.
Low Verbal: None.

Try analyzing the problem.

Intent: To determine how often the person uses problem-solving
techniques to deal with stress.

Exception: Insert "thing through" for "try analyzing".
Reword: Think about what's causing you to feel this way to help

il JJH~ TS P = PR, [ =
decide what to do about it.

Low Verbal: None.
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Coping is a conscious or unconscious activity implemented to
deal with stress and strain. To the extent that one utilizes adequate
coping methods, it is theorized that he or she will experience fewer
psychophysiological symptoms of strain, and report a higher quality of
life.

To explore this possibility, the present study was an effort to:
1) further the conceptualization of coping methods as abilities with
which to meet the stressful demands of the environment, 2) measure
dispositions to cope in certain ways, and 3) examine the relationship
of coping methods, strain, and quality of life.

This study was a descriptive survey with a correlational design.

Sixty residents from rural and urban areas, and 30 chronically



mentally i11 clients were used as comparison groups. Data was
collected by a structured interview using The Oregon Quality of Life
Questionnaire, The Health Opinion Survey, and a Coping Methods Scale.
Reliability and validity are adequate for all three instruments.

Ten hypotheses were tested by t-tests and correlation coeffi-
cients. A1l hypotheses were supported by the data. The general
community and the chronically mentally i11 differed on the level of
psychophysiological symptoms of strain, the use of short-term and
long-term coping methods, and on overall quality of 1ife. Within each
group, those individuals whose overall coping methods were composed of
a higher proportion of long-term coping methods, reported lower levels
of strain, and higher overall quality of life.

Assessment of clients' coping styles can assist health care
professionals to plan and implement treatment strategies aimed at
assisting clients to learn and use more long-term coping methods to
improve their sense of well-being and improve their overall quality of

1ife.





