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ABSTRACT

Coping with Aging:

Denial and Avoidance in Middle-aged Care-givers

by
Gloria Y. Golden

As more and more persons are living longer, many middle-aged indivi
duals are coping with dilemmas of their own aging at the same time as
they are caring for aging parents or spouses. This dissertation provides
a qualitative analysis of 15 cases in which middle-aged persons are cop
ing with health problems of parents, spouse, or self. Data are from the
Stress and Coping in Aging Study, directed by Professor Richard S.
Lazarus, Department of Psychology, University of California, Berkeley.
The research team compiled intensive self-report and interviewer obser
wations (12 two-hour interviews) on 100 middle-aged adults who reported
on average 13 stressful situations across a year (1977 - 78). I coded
and analyzed 103 stressful episodes from seven adult children and four
spouses who were care-givers, and four ill individuals.

Three coping styles -- confrontation, avoidance, and denial -- were
described. Confronters differed from avoiders and deniers in their abil
ity to express strong, negative emotions, such as anger, to themselves
and others, and in the skill with which they sought and used social sup
port. Both confronters and deniers were more effective than avoiders in
bringing closure to the separate stressful events comprising ongoing care
giving or illness, and in drawing on positive emotions as a coping re
SOUPCe.

Adult children and spouses felt a strong sense of obligation, guilt,
resentment or anger, and loss. In three cases, there was a link among
Overwhelming guilt, inadequate care-giving, and the use of the avoidance
or denial styles. Although care-giving and illness are often treated as
Situational stresses which elicit denial, my study shows that person fac
tors, such as coping style, are more potent determinants of strategies
used to cope with such chronic stresses. However, care-giving/illness
situations did evoke specific fears of aging. Adult children feared liv
ing to be old-old and acquiring the parent's illness. Spouses were
somewhat more concerned with impediments to enjoyment of later life.
º: hypothesized, coping style influenced methods for dealing with suchears.

The dissertation concludes with recommendations for professionals
counseling persons who are oppressed by care-giving and by the fears of
a ging such stresses evoke. -
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CHAPTER ONE

INTRODUCTION

Little is known about how individuals prepare themselves for old age.

Rosow (1974) has argued that socialization to old age is markedly differ

ent from socialization to other age-sex roles: there are no public ri

tuals which mark the status change; there are few "net social gains" in

attaining old age, such as greater role responsibilities or added privi

leges, and there is sharp role discontinuity. Moreover, middle age pro

vides inadequate preparation for the transition to later life. "In gen

eral," writes Rosow, "old people must learn from their own experience and

adapt by themselves. The culture does little to help..." (p. 27). While

the paucity of roles and norms for the later years is undeniable, sociali

zation to old age does take place. It is important to study this seeming

ly private socialization process. An understanding of how individuals

appraise and cope with the experience of aging before they are old will

enhance our knowledge of how people cope with old age itself.

Although the culture fails to seize upon middle age as a period for

formal preparation for old age, the individual psyche engages with nu

merous midlife issues which have dramatic relevance to the process of

growing old. Middle age is a period of deepening realization of personal

mortality; it is also a period of multiple stresses, each of which might

conceivably influence attitudes towards and plans for the aging of self.

Among the possible stresses are: children leaving home; loss of spouse

through divorce or death; major career shifts; chronic ailments; in



creased illness and death of close others, and the responsibility for

ill elderly parents. This last midlife event was chosen for study in

this dissertation both because the topic deserves research in its own

right, and because it can serve as a vehicle for examining the processes

of anticipatory socialization to old age. Relatively little is known

about how middle-aged persons appraise and cope with the aging problems

of aging parents. Yet, as more and more older persons are living long

er lives, greater numbers of middle-aged persons must assume the care

giving role for longer periods. As Shanas and Maddox wrote in 1976,

citing 1966-68 estimates for the United States by the National Center

for Health Statistics,

"...499,000 persons aged 65-74 and 886,000 persons aged 75 and
over received some type of health care at home... Four of every
five... had personal care ranging from having meals served in
bed to help with bathing. Most of this home care was given by
family household members. Only about 7 percent received care
from a registered nurse, and about 34 percent had care provid
ed by other sources." (p. 607)

Of necessity, middle-aged care-givers are thrust into contact with issues

and problems of aging. In what ways does this contact translate into

concern with aging of self?

To address these linked topics, data for this dissertation were

drawn from the Stress and Coping in Aging Study directed by Professor

Richard S. Lazarus, Department of Psychology, University of California,

Berkeley. The central purpose of the Study was to gather information

on how "normally functioning" middle-aged and young-old persons (ages

45 to 64) appraise and cope with stress. The Study team compiled inten

sive self-report and interviewer observations (12 two-hour interviews)

on the thoughts, emotions and behaviors in which 100 persons engaged when



coping with approximately 13 taxing situations across a year's time (1977–

78). My study concentrates on a subset of 15 of these cases, in which

care-giving and illness constituted major themes. Included are seven

respondents who are caring for an ailing parent, as well as four respon

dents caring for an ill spouse and four who are themselves ill; the lat

ter two groups were selected for comparison with the first.

Because of the interdisciplinary nature of my doctoral training in

the Human Development and Aging Program in the Department of Psychiatry,

University of California, San Francisco, my work on this dissertation in

volved diverse research concerns. My major field -- Human Development

and Aging -- influenced the choice of topics. My major discipline -- An

thropology -- determined my decision to describe and perform a qualita

tive analysis of the experiences of middle-aged care-givers. Although I

did not personally conduct the 12 interviews with each of my 15 respon

dents, I found that the existing data on their stressful episodes pro

vided extensive evidence for description and analysis. Indeed, because

the exploration of hundreds of pages of field data is itself a kind of

data collection, it was possible in part to apply the inductive steps of

Glaser and Strauss' (1967) grounded theory in sifting and analyzing the

data.

As a member of the Stress and Coping in Aging research team, I had

helped develop a document for qualitative coding of the Study's interview

data. Using this document, I coded 103 stressful episodes reported by

the 15 respondents; these episodes concerned stresses of care-giving as

well as numerous other stresses of daily life. The coding procedure made

it possible to diagram each stressful encounter in terms of the content

Of the stressful appraisals, the coping strategies used and the emotions



experienced. The coding also addressed the effect of coping on appraised

and actual outcomes of the episode as well as numerous nuances of the

stressful occurrence such as the physical experience of emotions. Follow

ing the completion of the coding, I prepared detailed case analyses con

veying the background, coping style, care-giving stresses and attitudes

towards aging of each respondent. In sum, with the data from the coded

episodes and the case analyses, I had detailed and substantial informa

tion on the stresses of care-giving or illness, the fears of aging, and

the coping strategies of these 15 middle-aged individuals.

Conceptualization of Coping Styles

In the dissertation proposal, I hypothesized that as a result of

their contact with problems of aging, middle-aged care-givers would be

less likely to deny fears of their own aging. However, as my data analy

SiS took shape, I became increasingly aware that denial and avoidance

exerted a stronger influence as elements of coping style than as situa

tional responses to age-related stress. This preliminary finding was in

triguing because it contrasted with the treatment of denial in some re

search on aging. Generally, denial is seen as an expectable, although

not necessarily desirable, situational response to severe stresses in

care-giving (e.g., Berezin, 1970; Cath, 1972).

I decided to pursue the description of coping styles because it had

direct bearing on the process of anticipatory socialization to old age.

However, I did so with some trepidation. "Coping style" is a staggering

ly large and encompassing concept. It was important that I make no at

tempt to describe the totality of an individual's coping style. Instead,

I used the concept of "coping style" in a restricted and specific sense.
The three coping styles -- confrontation, avoidance and denial -- which
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have been construed on the basis of the data, indicate whether a respon

dent faced or evaded stressful problems, and whether evasion was conscious

or unconscious. Each style is characterized by a group of coping Stra

tegies (e.g., handling of strong emotions, the use of emotional support,

the use of attention-diverting strategies, the manner of achieving clo

sure in stressful encounters). Although these strategies are described

in detail, they do not give a complete picture of an individual's overall

approach to coping. They are simply among the most salient, recurring

strategies in persons using a particular style.

The issue of style has theoretical importance for yet another reason,
independent of its relevance to anticipatory socialization to old age.

The Stress and Coping in Aging Study has been conducted within the frame

work of the cognitive-phenomenological stress and coping theory developed

by Professor Lazarus (1981). In this approach, stress is lodged in nei

ther the person nor the event but in the person/environment transaction

-- that is, in the merged effect of the person and the environment im

pinging on one another. Because neither the person nor the environment

is fixed statically in time or space, the content of stress appraisals

and coping strategies is in constant flux. Indeed, according to the trans

actional theory, a given coping strategy may be either situational or

stylistic, depending upon the particular transactions in the case under

consideration. The question of whether denial is more often a trait or

a state response to the stresses of aging is therefore an open question

-- one ripe for research within the cognitive-phenomenological framework.

Consequently, in describing stressful care-giving encounters, I had an

opportunity to examine the person and environment factors affecting the use



of denial or avoidance, and to consider whether these coping strategies

could be characterized as chiefly stylistic or situational responses

to age-related stresses.

Research Questions

Based on the various substantive and theoretical concerns which

shaped this dissertation, these research questions were posed:

• What are the stressful features of the care-giving or illness ex

perience as perceived by the 15 respondents?

• What are the distinguishing features of the three coping styles
Construed on the basis of the data -- confrontation, avoidance

and denial? (Related questions concern the differences between

denial and avoidance as coping processes. This is of particular

interest because the two processes are frequently confused.)

• Do the experiences of giving care to a parent or spouse, or being

ill one's self, evoke specific fears concerning aging of self?

• Do the three coping styles exert discernible influences on attitudes

towards and preparation for aging of self?

• What is the combined effect of the respondent's coping style and

particular care-giving or illness experience on fears of aging,

and on strategies used to cope with those fears? Which is the more

potent determinant of these strategies -- the care-giving/illness

experience or the coping style?

Overview of Chapters

Literature review. Three chapters are addressed to research back

ground relevant to the topics in this dissertation. The first of these

chapters reviews studies on the stresses of caring for an elderly

parent. Emphasis is given to sociological and demographic evidence



of filial care-giving, to aspects of care-giving perceived as stressful

by adult supporters of the elderly, and to denial and avoidance as care

giver strategies. Because the theoretical literature reveals con

siderable confusion regarding the meaning of denial, the second literature

review chapter discusses the definition of denial as well as the main

controversial themes found in the psychoanalytic literature on denial.

The question of whether denial is pathological or healthy, the distinc

tion between denial and repression, and denial as a social act are

among the issues covered. Since the theoretical underpinnings of denial

reveal little about the function of denial in stressful circumstances,

this chapter also examines empirical research on the function of denial

in illness. The subtopics in this section include: trait versus

state conceptualizations of denial; various denial-linked illness behav

iors, including Weisman's (1972) concept of partial denial, and evi

dence pointing to both positive and negative functions of denial in

illness.

The last of the literature review chapters provides a brief

overview of the main concepts of the cognitive-phenomenological theory

of stress and coping. The chapter also compares Lazarus' paradigm with

stress and coping theories grounded in psychoanalytic thought and in ego

psychology (e.g., Haan, Waillant, Janis, Horowitz). Attention is given

to the distinction between coping and adaptation, the relationship

between defensive processes and coping, the relative contributions of

instrumental and intrapsychic coping to the content of coping, and

methodological problems in current stress and coping research.

Methodology. The chapter on methodology contains a brief history

of my involvement in the Stress and Coping in Aging Study and my



decision to perform a qualitative analysis of the data in selected

cases. Glaser and Strauss' (1967) grounded theory, which provided

partial guidance for the description and analysis of the data, is dis

cussed. I then describe the larger Stress and Coping in Aging sample,

the three groups in my subsample, and the main qualitative and quanti

tative instruments used. Also presented are: the development of the

coding document, the rules for its application, the method of analysis

used once the 103 stressful episodes were coded, and the nature of the

case analyses. The chapter concludes with comments on methodological

issues and shortcomings of the qualitative data.

As an example of how the methodology is applied, the next chapter

consists of the full text of a case analysis for one adult child provid

ing care for a parent.

Data analysis. The results of the research are reported in three

chapters. The first presents stressful elements of care-giving or ill

ness as perceived and experienced by the seven adult children, the four

care-giving spouses, and the four ill respondents. I found striking

similarities between the adult children and the care-giving spouses:

both experienced a strong sense of obligation, guilt, resentment or anger,

and impending or actual loss. Illness formed a major organizing prin

ciple in the lives of three of the four ill respondents. Detailed

contextual examples illustrate the nature of the obligation and the

stressful emotions of the ll care-givers as well as the role of illness

in the lives of the four ill respondents.



The next data analysis chapter addresses the second research ques

tion. The distinguishing attributes of each coping style are described.

Again, contextual examples are used; relevant quantitative analyses from

the Stress and Coping in Aging Study are also discussed. In light of the

salience of strong, negative emotions in care-giving, a number of these

stylistic differences are especially pertinent to care-givers. For ex

ample, confronters contrasted sharply with avoiders and deniers in being

able to expose strong, negative emotions privately to themselves as well

as in the presence of supportive others. Deniers and confronters, but

not avoiders, drew skillfully upon positive emotions as a means of forti

fying themselves against stressful events. Avoiders tended to suppress

Strong, negative emotions; and both qualitative and quantitative results

showed that avoiders were high in somatization.

Among adult children, in three cases, there was an association be

tween the denial and avoidance coping styles, and evidence of neglect of

the parent in specific stressful episodes. These three respondents tend

ed to be overwhelmed by some of the strong, negative emotions, such as

guilt or anger, which are evoked by the stresses of care-giving. In two

of these cases, the respondents were both severely oppressed by the care

giving responsibility and unable to face the wish for the parent's death.

The remaining three questions are examined in a third chapter focus

ing on the effects of the care-giving experience and coping style, se

parately and interactively, on attitudes and behaviors concerning aging

of self. Two distinct categories of fears of aging are described -- fears

about negative aspects of the aging process itself (e.g., illness, depen

dency) and fears about conditions which could prevent or impede the
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enjoyment of old age. It is shown both that different care-giving or

illness experiences evoke distinct fears of aging, and that persons in

the three coping style groups differ markedly in how they cope with

fears of aging. Thus, coping style, as it is defined in this disserta

tion, is an important element in the process of socialization to old age.

Indeed, personal stylistic factors exert a more potent influence on cop

ing with fears of aging than experiential factors.

Discussion and Conclusions. The Discussion chapter offers an oppor

tunity to further explore the evidence in the three data analysis chap

ters, In particular, attention is given to the handling of guilt in the

three coping styles, distinctions between avoidance and denial, methodo

logical problems in defining the avoidance style, and striking stylistic

differences in the use of emotional support, in the expression of strong

positive and negative emotions, and in the resolution of stressfulness.

The closing chapter covers the practical implications of the findings

for persons who counsel middle-aged and young-old care-givers. This

chapter also deals with theoretical implications of the uses of attention

diversion strategies (e.g., putting something out of mind, immersing one's

self in an absorbing task, turning to alcohol). Although such strate

gies may be linked to avoidance, they cannot automatically be assumed to

be avoidance. These observations lead to some final thoughts on a theme

for further research -- namely, the concept of reassurance, and the coping

strategies which are used to obtain it.
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CHAPTER TWO

THE STRESS OF CARING FOR AN ILL, ELDERLY PARENT

Review of the Literature

Sociological Evidence of Filial Contact

One frequently repeated statistic declares that only about five

percent of the nation's elderly live in institutions at any one time

(Shanas and Maddox, 1976). This implies that communities, principally

families, are caring for their elderly. However, this statistic re

weals little about the quality of the relationships between elderly

parents and their kin, or the stresses produced by the burden of care;
both issues will be discussed in this Chapter.

Shanas (1968, 1979a, 1979b) has challenged the notion that adult

children do not have contact with their elderly parents. Basing her

statements on three nationwide probability surveys, she wrote: 1)

The proportion of older parents who saw at least one child during the

week before they were interviewed is impressively high and has re

mained stable over roughly 20 years -- 83% in 1957 and 77% in 1975

(1979a); and 2) Among all old people who live alone, one half live ten

minutes away from an adult child. Indeed, "the truly isolated old

person, despite his or her prominence in the media, is a rarity in

the United States" (1979a, p. 4).

Shanas also pointed out that the number of the housebound and

disabled old persons remaining in the community in their own homes

or with family is about twice as great as the number in institutions

(Shanas, 1979b). Brody, Poulshock, and Masciocchi (1975) reported

that the levels of impairment of those remaining in the community did
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not differ significantly from those in institutions. They conclude

that it is largely the care provided by families that enables the

seriously ill non-institutionalized elderly to remain in the community.

Indirect evidence that families are shouldering care-giving tasks is

also provided by statistics showing that the institutionalized elderly

include three times as many never-married persons as are found in the

community, and nearly as many widowed (Shanas, 1979b).

Clinicians (psychiatrists, social workers) such as Soyer (1972)

and Cath (1972) have observed that the decision to institutionalize a

frail old person usually occurs as a last resort, precipitated by

intolerable emotional strains on family members or by the need for

skilled medical care. For example, according to Issacs (1971), care

giver negligence was not a factor in geriatric admissions to a

hospital in his study in Glasgow. One-third of Issacs' 280 elderly

subjects were admitted because of strain suffered by relatives in

caring for them; one-third because of the need for medical care, and

One-third because of a lack of relatives or friends who were in a

position to provide care.

Demographic Evidence of Pressures on Adult Children

Blenkner (1965) refers to a "filial crisis" which adult children

undergo in their 40's and 50's. The implied tasks of this "stage"

involve: 1) the realization that aging parents need care, and 2) the

provision of that care.

"...the filial crisis may be conceived to occur...when the indivi
dual's parents can no longer be looked to as a rock of support
in times of emotional trouble or economic stress but may them
selves need their offspring's comfort and support." (p. 57)
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In Blenkner's optimistic view, this "stage" contributes to an indi

vidual's psychological maturity, enhancing the ability to cope in the

present and preparing the way for the aging of self.

Since Blenkner's article nearly 20 years ago, gerontological

researchers have pointed increasingly to oppressive, rather than

enhancing aspects of the filial crisis. The difference between

Blenkner's stance and that of later writers is partly owed to a new

demographic fact of life. As more and more elderly live to advanced

ages, adult care-givers are increasingly the late middle-aged and the

young-old -- persons who are themselves beset by problems of aging.

As Treas (1977) writes:

"No longer are the children of these 'frail elderly' prime-age
adults. The very old in greatest need of care have off-spring
who are the young-old with their declining energy, health, and
finances." (p. 488)

Robinson and Thurnher (1979) reported that the young-old among their

respondents felt particularly constrained by the care-giving burden.

They experienced interference with long-held plans for retirement and

travel, as well as a sense that time "to make up for missed gratifi

cations" was ebbing. The aging of those caring for the aged is evident

in Sanford's (1975) study in London; in his sample, the mean age of

adult children was 56 years.

Treas (1977) described other demographic factors which have inten

sified the demands on children of the elderly -- particularly on adult

daughters. (It is usually daughters rather than sons who care for the

daily domestic needs of the elderly [Troll, 1971].) Noting that 48%

of women ages 45 to 54 were working in 1970, Treas asserts that respon

sibility for a parent may compound the problems of the middle-aged
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working woman. Moreover, declining fertility rates and increasing

marriage rates have also increased the pressure on middle-aged women.

Thus, compared to earlier generations, any given adult daughter may

not only have less time to devote to care-giving, she may also have

fewer siblings with whom to share the care-giving duties, and be

less likely to have an unmarried sister to whom the responsibility

can be delegated. Mobility, a factor which also contributes to a

decline in available kin, is a far less important factor than these

fertility, marriage and labor force trends (Treas, 1977).

Filial Affection as a Care-giving Motivation

While it is claimed that a substantial proportion of care-givers

acts on the basis of abiding affection (Shanas, Townsend, Wedderburn,

Friis, Milhøj, and Stehouwer, 1968), there is evidence that for a no

less substantial proportion, the obligation outweighs the affection.

Robinson and Thurnher (1979) found that about equal proportions of their

49 respondents "gave predominantly positive evaluations of parents and

their relationships with them, conveyed neutrality, or showed ambivalence

or resentment" (p. 590). In their five-year follow-up, the relation

ships which had undergone changes tended to be viewed more negatively

than previously; the changes usually involved the diminished health

and greater dependency of the parent. These findings are generally con

sistent with Johnson and Bursk's (1977) data obtained from interviews

with parents. They found a positive correlation between parents' health

and parents' assessment of the affective quality of their relationship

with their adult children.
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"At present, poor health can increase the elderly parent's
dependency on the adult child with an increase in resentment
by the adult child... and increasing frustration of the parent,
with an overall poor relationship between parent and child
as the result." (p. 95)

By contrast, other research shows that even under severe strain, the

positive feelings of adult children are hardly diminished. Isaacs

(1971) found that the "vast" help received from relatives was given

"willingly and cheerfully, as long as conditions were tolerable"

(p. 286).

Aspects of Care-giving Perceived as Stressful

Half of the supporters in Isaacs' (1971) British sample had

experienced severe strain as a result of their care-giving role. The
elderly parents' behaviors were far more likely to account for the

strain than the attributes of the adult children providing care. Three

symptoms -- immobility, incontinence, and mental abnormality -- were

common in parents of the strained group. Burdensome parental

behaviors included lack of appreciation or gratitude, and actions

dangerous to self or others in the surroundings (e.g., failing to turn

off gas burners). More supporters in the high-strain group lived alone,

"indicating that strain was associated with the constant presence of

the patient in the same house as the helper" (p. 284).

In interviewing the principal supporters (adult children, spouses,

friends) of elderly persons admitted to a London hospital, Sanford (1975)

also identified stressful factors affecting care-givers. The factors

were organized into three categories -- dependent's behaviors, principal

supporter's limitations due to dependent, and environmental and social

conditions. Since 80% of the problems described as intolerable derived
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from the dependents' behaviors, Sanford's findings are essentially

similar to those reported by Isaacs. Two behaviors often associated

with senile dementia -- fecal incontinence and sleep disturbance --

were among those behaviors considered least tolerable. Interestingly,

in contrast to Isaacs' evidence, most supporters in Sanford's Study

considered incontinence tolerable. Dangerous behaviors were also

generally tolerated -- once again, this is in contrast to what Isaacs

found.

It is noteworthy that in Sanford's work, 92% of the supporters

would have been willing to resume caring for the patient at home had

specific problems been even partially alleviated. Anxiety and depres

sion were reported by half the respondents; yet two-thirds of these

same individuals considered these reactions bearable. Strikingly,
although nearly two-thirds of the supporters were over 65 years old,

health factors were very minor contributors to their complaints.

In her research in California, Archbold (1980) distinguished be

tween care-providers -- adult children who themselves provide their

parents the required care, and care-managers -- adult children who

arrange for the care to be provided by others. As might be expected,

the two groups differed somewhat in respect to the content of the

stresses experienced. While both groups experienced guilt, the former

complained most of decreased freedom, lack of privacy, and constant

daily irritation, and the latter were burdened most by time restric

tions, career interruptions, and financial problems.

Stressfulness of Caring for Mentally-impaired Elderly

In her dissertation titled Families Living with Senile Brain

Disease, Hirschfeld (1978) cited Sheldon's 1948 study in Wolverhampton,
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England and Kane and Kane's (1976) study of long-term care patterns in

six countries; both investigations showed the strain of caring for men

tally impaired elderly to be extreme. As already noted, Isaacs (1971)

found mental abnormality to be among the three most stress-producing

factors for care-givers. Robinson and Thurnher (1979) reported that men

tal disability was a major stress-producing factor in adult care-givers.

(In their view, the stressfulness was partly owed to the adult children's

lack of knowledge about the nature of senile dementia.)

Hirschfeld determined three types of problems experienced by support

ers of the mentally impaired: 1) health problems, 2) being "tied down,"

and 3) feelings of resentment, helplessness, hopelessness and guilt. How

ever, the degree of mutuality between the care-giver and the person re

ceiving care, as well as the care-giver's management ability, influenced

the perception of stressfulness. The greater the mutuality and manage

ment ability, the greater the care-giver's capacity to tolerate the re

lentless demands.

In studying families of mentally impaired elderly served by both

community and hospital services, Sainsbury and Grad de Alarcon (1970)

found the care-giving burden was severe for 40 percent of their cases.

The parental symptoms associated with extreme stress included aggression,

delusions, hallucinations, confusion. Sixty percent of the care-givers

experienced symptoms of emotional distress (insomnia, headache, irrita

bility, and depression) which they attributed to the care-giving de

mands. A two-year follow-up showed that in many cases the health of the

closest relative had been negatively affected. Nevertheless, in
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this work as in that of Isaacs, Livingstone and Neville (1972), families

preferred to continue caring for the parent until the situation became

utterly intolerable. Many made enormous physical, mental, and social

Sacrifices.

Denial and Avoidance as Care-giver Coping Strategies

In observing and interviewing 20 American working-class and lower

middle-class families who had just admitted a dying elderly person to a

county hospital, Calkins (1972) conducted one of the few studies of

adult care-givers (children, spouses) based on ethnographic observation.

Her research provides insights which are not available to survey-orient

ed research. Using grounded theory (Glaser and Strauss, 1967), Calkins

determined a number of factors crucial to the perception of stressfulness

and to consequent coping efforts. Included are: 1) gradual progression

of the illness; frequently, care-givers fail to realize that they are

providing increasing amounts of attention; 2) the expectation of death;

a stressful care-giving situation is made tolerable by the knowledge

that the end is imminent; this observation of the estimated time factor

was initially made by Glaser and Strauss (1965) in their study of dying

persons, and 3) tactics of denial and avoidance, spurred both by a strong

sense of moral obligation, and by a terror of the impending loss of a

loved one.

Calkins suggested a link between denial and moral obligation when

She wrote:

"The drama of certain death, particularly without warning, or
early death increases the survivor's sense of obligation. In
such instances we can suspect that individuals are reluctant
to perceive their services to the dying as burdens." (p. 26)
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Regarding avoidance and terror of loss, she observed:

"Until the point of unbearable strain, a wife may make concerted
efforts to camouflage the fact that her husband is becoming a
burden. Camouflaging... can serve as a way of refuting a wife's
nagging suspicions that her husband is dying [cf., Glaser and
Strauss, 1965]." (p. 27)

While Calkins does not specifically use the terms "denial" and "avoid

ance," her numerous examples provide clear instances of the concepts

as used in this dissertation. Thus, in the first excerpt above, the

failure to appreciate the extent of the burden fits a definition of

denial emphasizing unconscious rejection of part or all of the meaning

of an event. In the second excerpt, "camouflaging" qualifies as avoid

ance; the individual is aware of the oppressiveness of the burden but

chooses to suppress the knowledge. In essence, Calkins shows that situa

tions involving care of a dying person potentiate multiple and varied

uses of denial and avoidance. What she does not say, and what it is

hoped this dissertation shows, is that both an abiding stylistic ten

dency to use denial or avoidance and potent situational factors shape

the use of denial and avoidance as coping strategies for care-givers of

aging parents and spouses. When the tendency and the situation mesh,

avoidance or denial is likely to hold strong sway.

Drawing on clinical observations, several writers have reached con

clusions similar to Calkins'. Berezin (1970) developed the concept of

"partial grief reaction" to characterize one of the prime stressors

during the care-giving process -- the realization that the old person is

declining irrevocably. Partial grief is particularly pertinent when

senile dementia has occurred; in such cases, the grief is directed to

a "significant loss of a previously well-known person" (p. 56). In
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Berezin's experience, denial is frequently invoked as a means of evad

ing or delaying partial grief. Cath (1972), who studied long-standing

family conflicts evoked by the need to institutionalize a failing aged

person, is in agreement with Berezin. He stated:

"In the preinstitutionalization period, grief over the gradual
depletion in physical and social terms or the ultimate death of
a particular ego stimulates the formation of very specific de
fenses, either to deny perception of the threatening change or
to attempt to heal the gap left by a non-functioning or dys
functioning human being." (p. 28)

Berezin (1970) and Soyer (1972) also discuss denial as a strategy to

cope with the overwhelming sense of helplessness and hopelessness that

besets adult care-givers of the very ill aged.

For adult offspring who are not directly caring for the parent, par

tial grief may lead to avoidance rather than to denial. Thus, Brody

(1974) noted that psychological avoidance may be expressed by a literal

withdrawal from the parent, such as infrequent visiting. The concept of

social death, developed by Glaser and Strauss (1965), also implies a form

of avoidance, expressed by either literal or symbolic withdrawal. In

Calkins' field work, when the old person was dying slowly, some families

withdrew their interest.

"The patient has essentially died at the point when the family's
interest changes from hoping he can be pulled through to question
ing 'Why don't they let him die?'" (p. 34)

Miller, Bernstein and Sharkey (1973) would agree that denial is a

generally expectable aspect of the family's response to actual or im

pending loss. They also contend that in facing loss, some families use

denial to preserve a pathological family homeostasis. For example, they

made these observations about a daughter and son who had strong unresolv

ed dependencies on their domineering mother :
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"Daughter and son treated the mother as though she were immortal,
and the "oak" of the family; despite the presence of organic
brain syndrome, her complaints, comments, and needs were consider
ed as related to reality rather than to the distortions of expres
sive aphasia and organic brain disease. Daughter and son, in
effect, were claiming, 'Mother, you cannot die, you cannot leave
us alone. You can't do this to us. We have hardly had you during
your better years.'...Hysteria bathed this family...The denial pro
cess of mother's illness was an attempt to retain, even in fantasy,
a family homeostasis with which they were familiar and with which
they felt secure." (p. 282)

The denial grew out of a family configuration which long preceded the

terminal ailment of the elderly parent. According to Miller et al., the

intolerable nature of the impending loss was owed more to the threat to

the family structure than to concern for the parent.

In summary, caring for a seriously ailing parent is often a highly

stressful situation which is at times made more tolerable by denial and

avoidance. That which is denied or avoided varies widely and may in

clude the strains of the care-giving burden, the experience of impending

loss, and the disruption experienced by the family group. A decision as

to whether denial is harmful or helpful hinges on an understanding of

its function in the particular lives and circumstances of the individuals

involved.
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CHAPTER THREE

THE CONCEPT OF DENIAL

Review of the Literature

Definitional Issues

Although the concept of denial receives substantial attention in

psychoanalytic and experimental literature, there is little agreement

as to the precise definition of denial. The first part of this chapter

will be devoted to examining the confusion regarding the meanings and

uses of denial, and to clarifying the conceptualization of denial used

in this dissertation. The second part will review studies on the

function of denial in illness.

Denial : An unconscious rejection of meaning. Drawing on the psy

choanalytic literature, Trunnell and Holt (1974) point out that the dic

tionary and scientific meanings of denial are often mistakenly used

interchangeably. According to Oxford (1950), to deny is "to declare

untrue or non-existent." In this semantic usage, the act of rejecting

a particular meaning or version of reality is conscious ; by contrast,

in the scientific usage, the act is unconscious.

Nevertheless, some contributors to the theoretical literature pro

pose that denial can be either a conscious or unconscious process. For

example, Weisman and Hackett (1961), who have studied denial in illness,

Write that denial is "the conscious or unconscious repudiation of part

or all of the total available meaning of an event to allay fear, anxiety,

or other unpleasant affects." This dissertation adheres to the psycho

analytic usage holding that denial is an unconscious process.

Unfortunately, discussions of the defensive uses of denial often
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fail to distinguish perceptions which have been avoided, and sub

sequently distorted, from those which have been accurately perceived,

and later rejected. If one follows Freud's interpretation of denial

as used in "Fetishism" in 1927, only the latter constitutes denial

(Trunnell and Holt, 1974). Freud explicitly asserted that in order to

qualify as a denial, the rejected meaning must be based on a clearly

registered perception. In "Fetishism," he wrote that it is incorrect

to suggest that in denial

"... the perception is entirely wiped out, so that the result is
the same as when a visual impression falls on the blind spot in
the retina. In the situation we are considering, on the contrary,
we see that perception has persisted, and that a very energetic
action has undertaken to maintain the disavowal." (pp. 153-154)

In accord with Freud's view, Trunnell and Holt write that denial is

"not an absence or distortion of actual perception, but rather a

failure to fully appreciate the significance or implications of what

is perceived" (p. 771). Thus, technically, denial is not a rejection

of fact but of meaning. This presentation of denial, as given by

Freud, and discussed by Trunnell and Holt, is used in this dissertation.
Although Freud's description of denial seems clear enough, one

finds that numerous psychoanalytic writers have diverged from his

position. Certainly, Anna Freud's (1936) writings on denial have con

tributed to the tendency to use the concept imprecisely. She referred

to denial in a generalized sense, indicating that because it is a repudia

tion of reality, denial plays an implicit part in most defense mechanisms.

In fact, she did not include denial as a separate entity in the list of

defense mechanisms discussed in The Ego and the Mechanisms of Defense.

At times, she noted that denial had occurred but failed to specify what
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had been denied. As has been noted by Sperling (1958), Schafer (1968)

and Sjobeck (1973), a similar lack of specificity regarding the object

of denial occurs frequently in psychoanalytic writings; this intensifies

the confusion surrounding the concept.

An adequate treatment of issues underlying the confusion regarding

denial must address the following questions: Is denial a primitive

defense? Is denial pathological? How does denial differ from repres
Sion? Does the act of denial have social dimensions? Each of these

queries will be dealt with briefly here.

Developmental origins of denial. Denial is frequently described

as a primitive defense. In psychoanalytic usage, "primitive" usually

refers to a phenomenon which originates in infancy, may persist in

childhood, and is likely to appear in adulthood only in connection with

pathology. While many psychoanalytic theorists (e.g., Jacobson, 1957)

accept Anna Freud's assertion that denial "belongs to a normal phase

in the development of the infantile ego" (h936, p. 85), others maintain

that only an ego which has undergone considerable maturation is capable

of denial. Such an ego would have completed Erikson's third stage --

Initiative versus Guilt; this places the maturing ego in the first

years of elementary schooling. Resolution of this conflict seems to

hinge on whether one adheres to Freud's notion that denial involves a

split in the ego. Freud (1940) wrote:

"The disavowal is always supplemented by an acknowledgement; two
Contrary and independent attitudes always arise and result in the
situation of there being a splitting of the ego." (p. 204)

Again, according to Trunnell and Holt (1974), if one adheres to a

close reading of "Fetishism," the issue can be clarified. They infer
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from Freud's writing that only a "mature" ego is capable of the ego
split associated with denial. Unfortunately, Trunnell and Holt do not

specify the particular developmental stage of the "mature" ego, or the

approximate chronological age. They simply say that such an ego relies

on a well-developed perceptual system, has gathered considerable know

ledge about reality, is capable of "advanced" reality testing, and has

"significant self-object differentiation" (p. 773).

The notion that denial is an act of the maturing ego (i.e., middle

childhood and beyond) is supported in this dissertation. It seems

likely that those who call denial an archaic mechanism have failed to

distinguish denial from denial-like processes which are precursors of

mature denial; such processes do not entail a splitting of the ego.

Drawing on Hartman's (1951) work, Sperling (1958) described some of the

denial-like acts which are precursors of denial. They are:

"...mainly those action patterns that remove the sensory organs
from continued stimulation and thus the psyche apparatus from
their awareness, such as covering the eyes or closing the eyelids,
shifting or not focusing optically, turning away or hiding from
view, the mirror-disappearing game, covering the ears or not
listening, burying the head, withdrawal from contact, throwing
things out of view, etc." (p. 27)

In short, the denial of the infantile ego is not true denial.

Denial as pathological. In discussing whether denial is chiefly

a pathological or a healthy phenomenon, one must first clarify terms.

Is one speaking of denial as a pervasive feature of personality, or as

a process used only on a situational basis? Is one speaking of denial

in neuroses or denial in psychoses? Anna Freud (1936) held that if

denial occurs in adulthood "it indicates an advanced stage of psychic

disease" (p. 85). This view is no longer widely espoused, and is not
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accepted in this dissertation; however, it still has a number of noted

proponents. For example, Schafer (1968) only slightly modified Anna

Freud's position. Asserting that the "archaic" defense of denial is

generally abandoned in normal functioning, he described denial as a

feature of pathological conditions, such as hypomanic character dis

orders, some psychosomatic cases, fetishism, schizoid persistent day

dreaming, counter-phobic daring, and pollyanna-ism.

By contrast, Sperling (1958) calls denial in the neurotic "true"

denial and denial in the psychotic "so-called" denial. The former

involves a limited impairment of an integrated ego; the latter repre

sents a serious malfunctioning of the ego. Once again, one is faced

with drastically opposed views, and again the resolution depends on the

definition of denial that is used. If denial involves a split in the

ego, and therefore the ability to register and then reject the meaning

of stimuli, the denial of the psychotic is not genuine denial. As

Freud (1927) noted, in psychosis, "the true idea which accords with

reality would have been really absent."

Researchers and theorists differ considerably as to whether they

consider temporary uses of denial (e.g., in illness; in conditions of

extreme stress such as war) pathological. In "A Note on the Complexity

Surrounding a Temporary Use of Denial," Siegman (1970) discussed the

use of denial by a young girl grieving the death of her dog; he referred

to this as a "normal,' transient denial of object loss in a relatively

healthy, young teenager." Others (e.g., Haan, 1977) would oppose this

view, maintaining that as long as denial is considered a defense, it

must connote some degree of pathology, since defenses, by definition,
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indicate some failure of the ego in integrative functioning.

Although the stress response syndrome described by Horowitz (1976)

is not itself a pathological phenomenon, Horowitz argued that neurotic

responses could promote unhealthy persistence of the denial phase of the

syndrome. Faberow (1980) identified denial as one coping mechanism

commonly used in patterns of indirect self-destructive behavior, such

as heavy cigarette smoking, drug abuse, or a failure to follow crucial

dietary restrictions, and Litman (1980) argues that indirect and self

destructive behavior is a part of everyone's behavioral repertoire;

thus, denial, as part of self-destructive behavior, only becomes dan

gerous when it is repetitive and habitual.

Geleerd (1965) put forth a view of denial which is upheld in this

dissertation; she distinguished pathological denial from denial which is

required for "normal functioning."

"...a certain degree of denial and illusion is essential for a
human being to be able to live and function adequately... I suggest
calling this 'denial in the service of the need to survive.' It
is a universal defense mechanism, which wards off anxiety caused
by external, painful reality." (p. 123)

This is also the view developed by Becker in Denial of death (1973).

Distinguishing denial and repression. From a theoretical stand

point, it is relatively easy to ascertain the distinction between re

pression and denial; in practice, however, the two terms are sometimes

erroneously interchanged. Both Freud (1966) and A. Freud (1936) held

that whereas repression is directed against internal, psychic stimuli,

denial is directed against external, environmental stimuli. Often,

however, external stimuli are warded off precisely because they

evoke internal images which have long been repressed. Thus, denial and
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repression may work in tandem. Fenichel clarified the issue nicely,

when he pointed out that behind every repression there were once acts of

denial. He wrote:

"...the defensive attitudes which are directed against the exter
nal world and those which are directed against the instincts can
by no means be sharply separated. Repression...is not sharply
distinguished from the various forms of denial; external impres
sions are forgotten or left unnoticed, because they constitute
a situation of temptation for the proscribed drive, and the drive
is defended against from fear of a punitive intervention by the
external world." (Cited in Fenichel, 1955, p. 43)

In a similar vein, Horowitz (1976) noted that repression acts against

memory rather than against fresh perceptions, and proposed that re

pression and "stimulus barrier" mechanisms such as denial act as a feed

back loop.

Denial as a social act. Denial does not usually occur in isolation;

it is almost always a social act addressed to meanings which are shared

realities (Weisman and Hackett, 1967). The individual who denies expects

Others to accept the modified version of reality, and in part, the success

of the denial depends on such acceptance. Weisman and Hackett's exper

iences with coronary and cancer patients provide numerous examples of the

social context of denial, as in the following:

"[A] man, who had already experienced heart attacks, sustained
severe chest pain while eating a large dinner in a restaurant,
went into the men's room, and collapsed. He kept repeating to
a physician, 'I'm all right -- it's just indigestion -- I'll be
all right in a few minutes.' This man acted as though he always
went into the men's room and sprawled out on the floor when he
had indigestion." (p. 92)

In regarding denial as an act with social implications, one must

give major consideration to the context in which denial occurs. In the

above instance, context encompasses the particular history of the man

With chest pains, the setting in which his pain occurred, his interac
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tions with other individuals involved. Attention to context requires

dynamic rather than static conceptions of defensive maneuvers (Weisman

and Hackett, 1967; Mages and Mendelsohn, 1979) -- a position which is

consonant with Lazarus' stress and coping theory. In a dynamic

conception, the context, purpose and object of denial are constantly

changing; the act of denying operates flexibly on a range of possible

meanings. That which is denied on one occasion is not fixed irrevoc

ably in time and space; the same individual may subsequently shift

the object of denial to suit changing perceptions of environmen

tal pressures and personal resources, or he may cease denying. The

dynamic conception also involves a positive assertion about the

version of reality which is sought or desired, or about the impact

which the individual wishes to have on the world. Schafer (1968)

explained the distinction between the positive and negative asser

tions implied by defenses:

"...each defense mechanism simultaneously makes a negative and
positive assertion. Its negative assertion -- that something
is not so -- is the one we are accustomed to putting into words...
'There is nothing there; ' 'It is not I.' 'I can't feel; '...The
positive assertion -- that something is so -- is the one we
ordinarily think of in terms of unconscious wishful fantasy and
do not relate to defense theory....These... take such forms as:
'I am thinking of castration,'...'I am omnipotent; ' 'I am fully
fed'...." (p. 58)

There is an important convergence, then, between Lazarus' approach

to stress and coping, and that taken by Weisman and Hackett and Mages

and Mendelsohn towards denial. Both positions are dynamically oriented.

Both allow the possibility that for certain persons, in certain situa

tions and times, denial, in its positive assertions, may promote health

rather than pathology. This position will be further explored in the

next section of this chapter.
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Denial of Illness

Differentiating trait and state versions of denial. Babinski

(1914) first used the term "denial of illness" to denote unawareness

of left hemiplegia resulting from a lesion in the right hemisphere;

this condition is called anosognosia and apparently results from

impaired synthesis of perceptual cues. Weinstein and Kahn (1955) per

formed a classic study on anosognosia and concluded that brain damage

provides a "milieu of altered function in which the patient may deny

anything" (p. 73 ). However, they found that denial of illness in their

patients had strong psychological as well as more immediate biological

antecedents. In particular, those patients who used "explicit verbal

denial" had a pre-existing personality disposition to denial.

"They appear to have regarded ill health as an imperfection or
weakness or disgrace. Illness seemed to have meant a loss of
esteem and adequacy." (p. 297)

As this finding implies, one cannot investigate denial of illness with

out attending closely to the distinction between denial as a personality

trait and denial as a situational response.

A number of investigators have associated specific traits with

what has been termed "denial personality" (Rozan, Felstein and Jaffee,

1968). Weinstein and Kahn provided an essentially positive description

of the "explicit verbal denial" personality. Deniers were seen as

strong, independent, conscientious, prestige-oriented persons "who

were able to shake off and ignore their own troubles and counsel

others" (p. 74).

"... their attitudes toward health and illness, work and leisure
and other people had more to do with esteem, prestige and right
and wrong than enjoyment and actual utilization of these modali
ties for their intrinsic qualities. It seemed important for them
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to regard themselves as healthy, successful and independent peoº 75)

Kahn and Fink (1959), cited by Rozan et al., gave a similar but less

positive view of the denial personality. They emphasized the qualities

of stereotypy, conventionality, perfectionism, prestige consciousness,

lack of empathy, and lack of introspection.

Over the past two decades, some laboratory studies have explored

the differential impact of situational denial and trait denial. Houston

(1973) suggested that persons who score high on denial on personality

inventories tend to use denial inflexibly across a wide range of situa

tions, regardless of whether denial is appropriate in particular cir

cumstances. Houston and Hodges (1970) described individuals using

situational denial as "those who report relatively less affective

disturbance than exhibit physiological response to stress" (cited in

Houston, 1971, p. 289).

Houston (1971) proposed that both high-situation and high-trait
deniers perform better under stress than individuals low on these

dimensions. As explanation, he theorized that high-situation and high

trait deniers experience less interference from anxiety. However,

Houston also found that in a no-stress condition high-trait deniers

did not perform as well as high-situation deniers. Why did denial

prove maladaptive for high-trait persons in the absence of stress?

Houston speculated that the high-trait persons tended to deny the

importance of performing well in the no-stress condition.

Denial-linked illness behaviors. According to Beisser (1979), one

must consider not only whether an individual denies illness, but also

whether he or she affirms or denies health. This view could be relevant



32

to either trait or state denial. Beisser's position is reminiscent

of Weisman's (1972) and Schafer's (1968) claim that defensive processes

involve positive as well as negative assertions.

Beisser proposes several denial-linked categories, including:

denial of illness, affirmation for health, flight into health, and
hypochondria. Worden and Weisman's (1975) study of physical and psy

chosocial components of treatment delay in cancer patients provides
an example of affirmation for health. A patient may conform faithfully

to a prescribed treatment regime but nevertheless hold wholly unrealis

tic positive expectations about the degree of health which can be

regained. The men in their sample who had lung cancer

"... talked openly before and after the diagnosis, and were
generally optimistic about the outlook, a finding which
seems incongruous in the light of the well-known lethality of
lung tumors" (pp. 75 and }}
In flight into health, a person may reject a diagnosis, or even

fail to seek treatment, as in denial of illness; however, in addition,

he or she will take refuge in health, claiming to be physically sound

and strong. Kendig's (1963) study in Britain illustrated this concept.

She compared arthritis and cancer patients with matched controls.

Until age 18, the controls had been similar to the experimental sub

jects in amount of illness experienced; yet, the controls differed in

that they had a history of minimizing illness; they acted as though

they were physically invulnerable. Kendig's small study hints at some

positive implications of flight into health as a trait, since the con

trols were relatively free of chronic illness as adults.

Weisman's concept of partial denial. According to Weisman (1972),

denial of severe illness is usually a partial denial. In studying a
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form of situational denial -- denial in terminal cancer patients --

Weisman used the concept of "middle knowledge." Dying patients may

appear not to know they are dying; yet, those who interact with them

sense that on some level they are aware of their plight. Thus, they

may be said to have "middle knowledge." (Of course, Freud, in relating

denial to a splitting of the ego, laid the groundwork for the notion that

no denial is ever total.)

Weisman also distinguished three "orders" of denial in terminal pa

tients. First-order denial, which is usually short-term, and occurs di

rectly upon confirmation of a diagnosis, is a denial of facts; for exam

ple, initially a person might deny having cancer. In second-order denial,

time has passed and the superficial facts have been accepted, but the

deeper implications of threatening debilitation are denied. In third

order denial, there is a failure to accept impending death. Weisman's

case illustrations give the impression that such graduated forms of denial

protect the patient from being immobilized by too rapid a confrontation

with reality.

Weisman's conceptualization of partial denial is predicated on the

notion that denial can be either a conscious or an unconscious process.

Dansak and Cordes (1979), who view denial as an unconscious process,

have criticized Weisman's work; they feel he has failed to distinguish

denial from suppression. Suppression is the "conscious or semi-con

scious decision to postpone attention to a conscious impulse or conflict"

(Meissner, Mack and Semrad, 1975). In reporting on their two-year study

of 100 cancer patients, Dansak and Cordes wrote: "Denial may be

erroneously identified in some cancer patients. Instead, in
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such instances, suppression is usually the mechanism involved" (p. 258).

They further noted that "a common assertion by cancer patients is 'I

just try to put the thought out of my mind' " (p. 260). British research

ers, Todd and Magarey (1978) also distinguished denial from suppression,

in analyzing interviews with 90 women with breast cancer. The purpose

of the study was to identify ego defenses related to delays in obtaining

diagnoses. Suppression expressed by statements such as "I'd rather not

talk about it" and "I don't think about it" implied

"... a deliberate attempt to avoid thinking about the sources of
threat implicit in the breast tumor situation...The avoidance
defense differs from 'denial ' in that the existence of the threat
or its implications are not denied; but the patient simply avoids
confronting or attending to anxiety-provoking cues at an idea
tional level." (p. 179)

Horowitz, too, differentiated denial from more conscious operations,

such as avoidance, in studying the stressfulness of the news of risk

for early heart disease (Horowitz, Hulley, Alvarez, Billings, Benfari,

Blair, Borhani, and Simon, 1980). The importance of the distinction

between denial and avoidance is one of the findings in this dissertation.

Denial in severe illness. The first part of this chapter included

a discussion of whether denial in adulthood is pathological. An analo

gous question can be asked regarding the function of denial in severe

illness. Evidence can be mustered for opposing viewpoints: in some

studies, denial is seen as pathological ; in others, as beneficial

(Lazarus and Golden, 1981). In fact, denial functions differently de

pending on the illness in question, the timing of its occurrence in a

given illness, and on whether it is an abiding trait or a situationally

governed response.
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Hackett and Cassem (1970) and Horowitz (1976) are among those

who would consider denial a predictable response to life-threatening or

debilitating illness. By contrast, Weisman and Worden (1977) claim

that 53% of the cancer patients they studied in Project Omega never

used denial. Another 12% used it initially but then abandoned it.

None of their patients consistently denied throughout the entire course

of the illness.

Kubler-Ross (1969) described five stages experienced by persons

who learn they are terminally ill; the first stage is "denial and isola

tion." According to Kalish (1976), the "applicability and universality"

of Kubler-Ross' stages have not yet been established; it is more likely

that denial occurs at numerous points, as Weisman's (1972) work cer

tainly shows. Kalish observed:

"... the terminally ill do not move through any regular progression,
but they move back and forth, sometimes rapidly and sometimes
displaying denial and repression or bargaining and acceptance in
consecutive moments or even simultaneously perhaps at different
levels of awareness." (p. 494)

Worden and Sobel (1978) investigated the adaptiveness of the

denial response to severe illness. In studying 163 newly diagnosed

male and female cancer patients, they examined the correlation between

denial (included in a measure of interviewer-assessed patient vul

nerability) and ego-strength. High ego-strength patients had low

denial scores, and were significantly more likely to use successful

problem-solving strategies (e.g., seek out information, redefine prob

lems) during five follow-ups.

Additional evidence regarding negative and positive effects of

denial in illness will be presented in the following two subsections
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of this chapter. However, it is important to point out that the com

parability of studies on denial in illness is seriously limited by some

methodological shortcomings. Researchers differ in their definitions

of denial, in their attention to the distinction between trait

and state denial, and in the measures of denial that are used. Even

within a given measure, such as the Hackett-Cassem Denial Scale (1974),

which is frequently used, there may be serious issues of validity. Thus,

Beisser (1979) wrote of the Hackett and Cassem scale:

"Some of the items on the scale lend themselves to possible alter
native interpretations -- interpretations concerned with health
or with factors contributing to health. For example, items 20,
21, and 22. . . are all characteristics that have been attributed
to the self-actualizing person, as well as characteristics of
the person employing denial of illness." (p. 1027)

Evidence of negative effects of denial in illness. Lindemann's

(1944) concept of grief work forms part of the foundation on which later

studies on the negative effects of denial in illness are based. Denial

of a sense of loss, and of attendant anger, guilt, and despair, could

prevent a healthy release from ties to the deceased, thus blocking new

relationships. Janis (1958, 1974) regarded denial as an impediment

to "the work of worrying" -- a process bearing similarities to grief

work. In research on surgical patients, Janis found that low fear before

surgery was associated with high distress and behavioral problems dur

ing recovery. This supported the hypothesis that denial of threat or

fear kept the patient from realistically anticipating post-surgical dif

ficulties.

In research using sentence-completion measures of sensitization

repression, Goldstein (1973) found that those at the repression end of

the continuum failed to achieve the mastery necessary to cope effectively
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with threats. In this vein, recent research on asthmatics (Staudenmayer,

Kinsman, Dirks, Spector and Waangard, 1979) indicated that high-fear,

vigilant patients were far less likely to reenter the hospital over a

six-month period than low-fear non-vigilant patients. Faced with

breathing problems, the vigilants took action quickly, while the non

vigilants ignored their difficulties and allowed the situation to de

teriorate until hospitalization was imperative. Research such as

Goldstein's and Staudenmayer et al.'s suggests that where action is

necessary to forestall physical threat, denial is counterproductive.

Delays in reporting signs of cancer have been attributed at least

in part to denial. Research by Katz and his colleagues (1970) on women

with breast cancer showed that denial, together with rationalization,

was used by one-third of the subjects. In Britain, Todd and Magarey

(1978) found a strong connection between both denial and suppression,

and length of delay in breast cancer patients. However, Worden and

Weisman's (1975) study of 125 newly diagnosed persons with cancer of the

breast, lung, or colon, Hodgkin's disease or malignant melanoma demon

strated that while denial is generally associated with a longer lagtime

(a term they prefer to "delay"), lagtime is not always attributable to

denial. For example, in malignant melanoma :

"...changes in size, shape and coloration appear gradually, caus
ing little worry and no symptoms. Longer lagtimes are therefore
to be expected, particularly when a patient has many other dis
tracting concerns." (p. 76)

Evidence of positive effects of denial in illness. A number of

studies which show positive functions of denial in illness behavior have

been influenced by the theory and research of Roy Grinker, Sr. (cf. ,

Offer and Freedman, 1972). These investigations theorize that at the



38

onset of a severe illness, denial is often a vital strategy, helping a

person buy time to make terrifying and highly disruptive information

manageable (Hamburg and Adams, 1967). Studies on severely burned per

sons (Hamburg, Hamburg and de Goza, 1953), on polio victims (Visotsky,

Hamburg, Goss, and Lebowits, 1961) and on parents of polio victims

(Davis, 1963) indicate that this preliminary protective function of denial

is followed by a gradual acceptance of the implications of the illness

and an eventual mobilization of coping resources.

A similar preliminary protective function may occur in response

to disaster. Lifton (1964) wrote of a "psychic closing off" -- a rapid

shutting off of emotion in face of massive death and dying. This me

chanism shielded survivors of the Hiroshima holocuast from the threat

of psychosis "posed by the overwhelming evidence of actual physical

death" (p. 208).

Denial may have some positive functions for persons who have had

myocardial infarction. Hackett, Cassem and Wishnie (1968) reported that

denial was associated with lessened disruptive anxiety and lowered mor

tality rates in the coronary care unit. Hackett and Cassem (1970) dis

tinguished major deniers, partial deniers, and minimal deniers in a group

of 50 hospitalized cardiac patients. While 50 percent of those who died

during the study were minimal deniers, not one major denier died during

the same period. Although the numbers were small, these striking results

were statistically significant. Soloff (1980), who reviewed some of the

findings on denial in myocardial infarction patients, described the posi

tive function of denial as follows:

"Deniers perceive their current health status more optimistically
than non-deniers and report significantly less 'state'-related
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anxiety in the coronary care unit setting. The relief of anxiety
afforded by this defense may offer some protection against the
arrhythmias, heart failure, and cardiogenic shock associated with
the acute stress response in the first days after myocardial in
farction." (p. 134)

It is important to qualify these findings about the salutary effects

of denial in heart patients. Although denial may have positive implica

tions once a patient is in the coronary care unit, it has been deemed a

negative factor both in the period before treatment is sought (Gentry

and Haney, 1975), and in the period of convalescence following intensive

care (Croog, Shapiro, Levine, 1971). In the pre-treatment phase, denial

can lead to dangerous delay: the denier minimzes the seriousness of

symptoms, attributing them to non-cardiac origins. In convalescence,

denial is linked to non-compliance: deniers fail to eliminate coronary

risk factors, such as smoking and excess weight, or fail to make stress

reducing changes in their work or leisure lives.

Nevertheless, under carefully supervised conditions of convalescence,

denial has been shown to have positive effects. Soloff's (1980) recent

research on 45 patients in a cardiovascular rehabilitation unit pro

duced intriguing evidence. When patients participated in a rehabilitation

program involving aerobic training, education, and supportive psychothera

py, deniers showed far less mood disturbance than non-deniers. Moreover,

unlike studies which have shown that deniers comply poorly with medical

advice, Soloff's work revealed that deniers not only followed the pre

scribed regime, they also equalled non-deniers in physical gains, in exer

cise tolerance, exertional and resting blood pressure, maximal heart rate,

and other effects of aerobic conditioning. Further, Soloff's

deniers fared much better than non-deniers at a three-month follow-up;
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the non-deniers were significantly more tense, angry, and depressed.

Soloff concluded that denial operates "as a relatively stable charac

ter trait that moderates the emotional impact of illness throughout

the rehabilitation and convalescence" (p. 139).

Summary of findings on denial in illness. The following state

ments provide a ‘summary of what is to date only a tentative understand

ing of the function of denial in illness: 1) In some extremely debili

tating illnesses (e.g., spinal injuries, burns), denial functions as

though it were an autonomic response, designed to protect the organism

from emotional trauma at a time when physical vulnerability is great;

2) In some ailments (e.g., myocardial infarction) in which a patient might

be vulnerable to considerable anxiety on a long-term basis, denial may

provide protection from radical mood shifts, and thus enhance recovery

and maintenance of a healthy regime; 3) Denial may be dangerous in some

ailments (e.g., asthma) and in certain stages of some ailments (e.g.,

the onset of symptoms of myocardial infarction); in these instances, vigi

lance as to the meaning of symptoms is vital either to maintain health

or to prevent crises from escalating; and 4) Situational denial may more

often be adaptive than trait denial; for example, even though myocardial

infarction is an illness in which high-trait denial may be beneficial,

this same chronic ailment illustrates the precarious adaptiveness of high

trait denial. In Soloff's research, negative aspects of high-trait denial

behavior, such as failure to comply with medical instructions, might have

cancelled out the positive mood stabilizing effects of denial if rehabili

tation had not taken place in a carefully supervised program which per

Sistently emphasized compliance.
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CHAPTER FOUR

COGNITIVE-PHENOMENOLOGICAL STRESS AND COPING THEORY

A Brief Overview

This dissertation research was conceived within the framework of

Lazarus' transactional approach to stress and coping. Lazarus

diverges sharply from models which treat the person and the environment

chiefly as independent entities, operating in a linear causal sequence

(Coyne and Lazarus, 1979). Instead, Lazarus draws on Dewey and

Bentley's (1949) theoretical work which poses feedback loops and bi

directional causality and treats key variables relationally. Person

and environment factors are not fixed irrevocably in time and space,

but rather are changing constantly in relation to one another and to

the context in which they are embedded. The basic unit of observa

tion is neither the person nor the environment, but the synthesis of

the two, termed the person-environment transaction.

The theory admits no a priori assumptions as to the perpetrator of

stress in a given set of circumstances, since stress is lodged in neither

the person nor the event. Instead, stressfulness is to be understood in

a dynamic sense, as the merged effect of the person-environment transac

tion. In some transactions, either the person or the environment may have

a more prominent influence; however, time may bring shifts in emphasis.

For example, in grief experiences, sadness may occur initially as an ex

pectable response to situational stress. However, if sadness persists and

becomes prolonged depression, then it is likely that person factors (e.g.,

a history of traumatic object loss) have superceded situational factors.

The transactional approach leads to certain methodological require
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ments. Effort must be given to recording numerous person-environment

transactions, as they are perceived and reported by the persons who

experience them, and as they shape and are shaped by the events in

volved. The emphasis on process is an attempt to capture the ever

changing content of human experiences; it is also an attempt to

avoid reification of person and environment variables. Coyne and

Lazarus (1979) note that research on stressful life events tends to

lock person and environment variables into rigid position:

"Studies proliferate without a clarification of the pathways by
which life events might affect adaptational outcomes, or how
their influences might be mediated by personal characteristics
or resources. By and large, life events have been frozen as
antecedent variables, and with little attention given to how they
in turn may be shaped by a person's coping efforts." (p. 3)

However, the transactional approach does not completely rule out a

determination of causal sequences. Once the data have been gathered,

they can guide one to formulations regarding directionality -- for

mulations which remain amenable to change.

Emphasis on appraisal. The notion of cognitive appraisal is the

cornerstone of Lazarus' stress and coping paradigm. Indeed, the theory

is referred to as "cognitive-phenomenological." In a given person

environment transaction, an individual appraises what has occurred

(this assessment may or may not be on a conscious level), and in so

doing, decides if there is threat or potential for gain. There are

three forms of appraisal: harm (including loss), threat, and challenge.

In all three, the degree of stressfulness hinges on two elements: 1)

the person's interpretation of what is at stake (e.g., values, commit

ments), and 2) the person's interpretation of the power of the environ

ment to do harm relative to his or her power to prevent or manage such
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harm. The stress and coping paradigm also distinguishes between pri

mary appraisal -- an evaluation of the relevance of an event to one's

well-being, and secondary appraisal -- an evaluation of one's coping

resources and alternatives.

There is a compelling link between appraisal and coping. Accord

ing to Cohen and Lazarus (1979), "The way a person construes an en

counter (appraisal) is... the psychological key to understanding coping

efforts in that situation..." (9.219). And, in turn, the definition of

coping used by Lazarus incorporates references to appraisal. Coping is

"... the process of managing demands (external or internal) that are

appraised as taxing or exceeding the resources of the person" (Lazarus

and Folkman, in press).

Coping versus adaptation. According to Lazarus, while coping in

volves mobilization of effort in response to an appraisal of stress,

adaptation involves routinized functions, requiring little in the way

of special effort (Lazarus and Folkman, in press). Thus, an adaptive

strategy, in contrast to a coping strategy, is one in which one's resources

have not been taxed. Nevertheless, particular coping and adaptive

strategies may well be related; certainly, prior coping may lead to

present adaptation through automization of responses. Lazarus' ad

herence to the distinction between coping and adaptation separates him

from ego psychologists and psychoanalytically-oriented theorists such

as Waillant (1977) who tend to treat coping and adaptation as largely

similar. The distinction becomes methodologically crucial when one real

izes that adaptation is often equated with adaptive outcomes, such as

morale or social functioning. Since such outcomes are often used to



44

assess coping effectiveness, it is unwise to confound coping and adapta

tion.

Defensive processes and coping. Various stress and coping theorists

differ in their conceptualization of the relationship between coping and

defenses. Lazarus outlines four modes of coping -- information-seeking,

direct action, inhibition of action and intrapsychic processes. Defen

sive processes such as denial or avoidance are included under the intra

psychic mode. Haan (1977) classifies ego processes into ten categories and

then proceeds to give three versions for each process -- a coping ver

sion, a defense version, and an ego-fragmentation version. In her

scheme, coping is considered flexible and reality-oriented, while

defenses are rigid and reality-distorting. Denial is the defense ver

sion of one of the 10 categories -- selective awareness; concentration

is the coping form, and distraction-fixation is the fragmentation form.

Waillant (1977) construed 18 "coping or adaptive mechanisms,"

including both psychotic and neurotic denial. In organizing these

mechanisms into four hierarchical categories (psychotic mechanisms,

immature mechanisms, neurotic mechanisms, and mature mechanisms),

Waillant, like Haan, differentiated healthy and unhealthy responses.

Lazarus does not assume that the use of a given defense such as

denial necessarily indicates pathology (Lazarus and Golden, 1981). Some

other coping theorists, such as Mages and Mendelsohn (1979), also uphold

this view. Depending upon its function in a given context and coping

style, a defense mechanism such as denial, may have positive, health

supporting or destructive uses. This premise underlies the exploration

of denial and denial-like processes in this dissertation.
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Function of emotion in coping. Although Haan and Lazarus differ

markedly regarding coping and defenses, both place major emphasis on

appraisal of meaning; in Haan's (1977) terms, "the ego model gives

priority to the processing mind" (p. 174). Both regard cognitive pro

cesses as preceding, shaping, and regulating emotions. However, Haan,

unlike Lazarus, holds that emotion can never be "the basis for rational

activity" (Wrubel, 1979, p. 85). Accordingly, Haan associates emotion

chiefly with the defensive and fragmentary modes and problem solving

with the coping modes.

The treatment of emotion is also a useful point of comparison in

respect to Janis (1969) and Horowitz (1976). While in agreement with

a cognitive processing approach, Janis' conceptualization of stress

and coping poses emotion as an independent motive rather than as a

response to cognitive processing (Horowitz, 1976). Thus, emotion,

particularly "reflective fear," has a more central role than cognition

in eliciting Janis' three modes of adjustment to stress: 1) increased

need for vigilance, 2) increased need for reassurance, and 3) fusion

of vigilance and reassurance into compromise.

Using an information-processing model, Horowitz (1976) described

the stress response syndrome, which can be elicited by a wide range

of stresses, including relatively minor upsets and major losses. The

syndrome involves denial alternating with intrusive repetitions of the

stressful experience. Together with the passage of time, which aids

assimilation of stressful information, two categories of coping responses

can terminate the syndrome; these are direct action (e.g., removing the

source of stress) and cognitive completion (e.g., reinterpreting the
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event). In Horowitz's scheme, representations of the stressful exper

iences are stored in active memory; when activated, they may evoke nega

tive emotions associated with stressful events. In part, then, for

Horowitz, as for Lazarus, emotion follows cognition. However, as Wrubel

(1979) observed, Horowitz's theory also conceives of emotion as a signal

to keep memory in active storage. In this particular respect, Horowitz's

theory contrasts with the transactional approach, since emotion precedes

cognition by delivering unconscious signals, "oscillatory states of high

and low anxiety." These signals dictate the repression or firing of

representations of stressful events and thereby control the duration

and intensity of the alternating states of denial-numbness and intrusion

repetition in the stress response syndrome.

Instrumental versus intrapsychic coping. As Lazarus and Folkman

(in press) note, our culture clearly is biased in favor of problem

solving. There is a tendency to use the word "coping" as though it were

synonymous with successful coping, and as White (1974) pointed out,

there is a further tendency to see successful coping as primarily an

instrumental effort. (Certainly, these biases are reflected in Haan's

tripartite distinction which aligns emotions chiefly with defenses and

ego fragmentation.) Nevertheless, coping theorists based in ego psy

chology have tended to put their main emphasis on intrapsychic coping

processes. It remains for actual data to illuminate the relative

influences of intrapsychic versus instrumental effort, or what Lazarus

terms "emotion-focused" and "problem-focused" coping. The emotion

focused/problem-focused distinction is also maintained by Mechanic (1962),

White (1974) and Pearlin and Schooler (1978).
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Folkman's (1979) dissertation addressed this distinction. Her work

draws upon quantitative assessments of coping functions in the Stress

and Coping in Aging sample. Using a 48-item checklist of both problem

focused and emotion-focused acts and thoughts involved in coping with

particular encounters, Folkman found that both types of coping were

used in almost every encounter (Folkman and Lazarus, 1980). This

raises serious questions about any coping theory in which one type Of

coping predominates. Folkman wrote:

"Of the 1,332 coping episodes analyzed, there were less than 2% in
which only one type of coping was used. This points up drama
tically the... theme that conceptualizing coping solely in terms of
defensive processes or problem-solving processes is inadequate.
Defensive processes refer primarily to the emotion-focused func
tion of coping, but in the stressful encounters reported here, prob
lem-focused coping was used in nearly every instance. Similarly,
researchers who emphasize the problem-solving aspect of coping
are dealing with a limited aspect of the coping process as it
presents itself in ordinary living." (p. 227)

Methodological problems. Stress and coping research is still in

a nascent state. Much research remains to be done. This chapter will

conclude by pointing to three salient methodological issues which need

attention in future research:

1) Existing classifications of coping vary considerably in terms of

the content and specificity of the coping strategies which are de

scribed (Cohen and Lazarus, 1979);

2) Much coping research is trait- rather than state-oriented; yet,

trait research has only limited predictive power (Lazarus and Folkman,

in press),

3) Coping might best be analyzed in terms of groups or patterns

of strategies; however, most research does not provide the de

scription of process needed to capture the patterns (Lazarus and

)

tº.

(7.

º



48

Folkman, in press).

In respect to the first point: even coping schemes which have been

developed in relation to specific coping situations, such as illness,

vary markedly as to the content of coping, and the breadth of coping

categories. For example, Moos and Tsu (1977) and Weisman and Worden

(1976-77) have developed separate taxonomies of strategies common to

illness situations. Although the two lists include both problem

and emotion-focused strategies, there is relatively little overlap in

the specific strategies included.

Just as research on coping with situational stresses, such as ill

ness, has failed to produce comparable categories, so too has research

on coping dispositions yielded considerable confusion. For example,

relationships between coping dispositions and actual observed coping

behaviors have been unconvincing (Cohen and Lazarus, 1973). Also,

as noted by Moos (1974), there is a lack of correlation among seemingly

similar dispositional measures such as repression-sensitization (Byrne,

1961), repression - isolation (Levine and Spivack, 1967), avoidance

coping (DeLong, 1970) and denial-intellectualization (Lazarus and

Alfert, 1964).

The third methodological point provides a fitting ending to this

chapter, since it addresses a deficiency which this dissertation attempts

to tackle in a modest way. The coping performed in a given situation

or the coping characterizing a given disposition may constitute a

collection of acts, or a pattern of strategies. Weisman and Hackett

(1967) made this point in relation to defense mechanisms, when they

said that defenses are schematic abstractions describing "numerous acts

tº

(i.

()
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that have a variety of other uses and results" (p. 86). Thus, any

given label applied to a coping process may actually conceal a number

of strategies which need description; moreover, the function of a

particular strategy may only become clear if examined together with

other strategies with which it is clustered. In short, there is a

pressing need for accurate description of coping strategies.



50

CHAPTER FIVE

METHODOLOGY

Lazarus' phenomenological stress and coping theory, which has been

described in the literature review, provides the conceptual framework

for my study. The Stress and Coping in Aging research team collected

data amenable to both qualitative and quantitative analysis. As a mem

ber of the qualitative task force, known as the Interview Committee, I

participated in the development of methods for in-depth description and

interpretation of the interview data collected for each respondent over a

12-month period. For purposes of clarity, it is important to note the

following:

1) The Interview Committee, led by Judith Wrubel and Pat Benner, had

already been in progress for several months when I joined it. The

Committee had selected a phenomenological method of inquiry based

on the work of Heidegger (1962) and Charles Taylor (1971) as well as

the teachings of Bert Dreyfus (1979; Dreyfus and Dreyfus, 1980).

Because of my experience in ethnographic field work, and my training

in anthropological theory, I decided after my first six months of

participation, that the Committee's stance supported the holistic

emphasis which I find vital. In particular, the Committee had de

cided that the qualitative analysis demanded a constant back and

forth movement from the detailed and highly specific texts of parti

cular stressful episodes within a case to the context of the case as

a whole.

2) Having joined the project after the data was collected, I was

faced with a particularly difficult challenge. I had not per
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sonally met or observed the 100 respondents under study. As an

anthropologist who prefers participant observation, I had to

decide whether this was a surmountable Obstacle. It is far more

difficult, and ultimately more time-consuming and constricting,

to work with data that others have collected. To compensate for

the lack of direct observation and participation, the written data

must meet exceptionally stringent standards. One must have suf
ficient data to cross-check interpretations. One must take into

account variations in the interviewers' skills and perspectives.

. Such data analysis and interpretation are more complex precisely

because the chances of making simplistic or artificial interpreta

tions are so great.

I decided to take on the task because the data were rich and

extensive. The emphasis on process as well as the substantive focus on

stress and coping had been intentionally incorporated into the research

design and had therefore guided the data collection. The interviewers

had been trained carefully and intensively before the data collection

began, and had been supervised regularly while it was in progress. In

sum, the data provided a coherent and reasonably connected picture of

a respondent's major stresses and coping strategies over a year's time.

Although I could not draw on my own first-hand impressions, and I

could not personally ask respondents all the questions I thought rele

want, the data yielded meaningful descriptions of respondents' lives.

Ironically, not only the difficulties of such a task, but also the

satisfactions, are impressive. When the data clearly and convincingly

convey meanings experienced by the respondents, the resultant confidence
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partly offsets the agonies of being once removed from the field. This

occurred often enough in the Stress and Coping in Aging data to justify

my decision to proceed.

In part, Glaser and Strauss' (1967) grounded theory provided

methodological guidance for the Interview Committee. Technically, an

orthodox use of grounded theory would require that the data analysis

occur side by side with the data collection. However, because the

plumbing of hundreds of pages of interview data is in itself a kind

of data collection, the inductive steps of grounded theory were still

highly applicable to my research. In first scanning all 100 cases,

then progressively narrowing my attention to 15 cases, and finally

deciding on the relevant categories within those cases, I used the

following principles of constant comparison, espoused by Glaser and

Strauss: 1) compare incidents; 2) integrate categories and their

properties; 3) delimit the theory, and 4) write the theory. As Glaser

and Strauss (1967) wrote:

"In large field studies, with long lists of possibly useful cate
gories, and thousands of pages of notes embodying thousands of
incidents, each of which could be coded in multiple ways, theoret
ical criteria are very necessary for paring down an otherwise
monstrous task to fit the available resources of personnel, time,
and money. Without theoretical criteria, delimiting a universe of
collected data, if done at all, can become very arbitrary and less
likely to yield an integrated product...." (p. 112)

Glaser and Strauss' use of the terms "theory" and "theoretical

criteria" need clarification. "Theory" is the desired end-product of

the constant comparative method. That is, the method is concerned with

describing and structuring the constituents of theory, rather than in

applying theory:

"... the constant comparative method is concerned with generating
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and plausibly suggesting...many categories, properties, and hypo
theses about general problems...Some of these properties may be
causes... others are conditions, consequences, dimensions, types,
processes, etc." (p. 104)

The term "theoretical criteria" therefore refers to the subject matter

of the theory one is attempting to help construct, refine, or illumi

nate.

Theoretical Criteria

Anticipatory socialization to old age -- an underlying research

concern. The theoretical criteria which motivated my study were

derived from diverse research issues, emerging at different stages of

the study. A primary goal was to investigate the ongoing stresses

associated with providing care for an elderly parent. How did I settle

on this theme? The overall Stress and Coping in Aging Study had

addressed itself to the daily stresses of a community-dwelling middle

aged population. In collecting stressful episodes, the Study had not

specifically concentrated on substantive sources of stress, such as

caring for an elderly parent. Reports of such stresses would emerge

only if participants gave spontaneous accounts of these concerns dur

ing the period of the Study. Early in my work on the Interview Committee,

I was struck with one case (Marlene Sanderson)' in which the Strain of

caring for an elderly parent was a dominant issue. Since the overriding

purpose of my dissertation research was to study anticipatory socializa

tion in middle age for old age, I decided that cases involving care

giving provided an opportunity to observe middle-aged persons actively

coping with concerns of aging. I also knew that the stresses experienced

'Respondent names are fictitious, and biographical data has been altered
to preserve anonymity. Respondents are known to me only by case number.
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by middle-aged children caring for their parents had received rela

tively little research attention. I therefore decided to search for

other cases in the sample in which such stresses were thematic.

In the course of this search, I selected two small comparison

groups (spouses involved in care-giving, ill individuals) in order to

distinguish strains of care-giving in general from those specific to

care-giving by adult children, and to better comprehend the stresses

of illness in the middle and later years. These comparison groups

evolved as a result of the constant comparison method of identifying

and checking the most germane research themes. Of course, it is

also true that the issues facing these two comparison groups were in

themselves directly relevant to the broader focus on anticipatory

socialization for old age.

Denial of fears of aging -- another key research concern. In the

dissertation proposal, I discussed denial of fears of aging as a

theme relevant to socialization to old age among middle-aged care

givers; my interest in denial at that time was in situational rather

than in stylistic denial. Both my conceptualization of and my emphasis

on denial were radically revised in the process of the data analysis.

In doing preliminary case write-ups of two respondents (Sarah Lion,

an adult child, and Athalia Layton, a spousal care-giver), I had

become aware of widely divergent approaches to stressful events and

emotions; this preliminary observation led me down a complex trail

from which my conceptualization of the three coping styles gradually

emerged.

Briefly, my thinking developed as follows: Initially, I was
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struck by vast differences in how the two respondents dealt with

ambiguity. However, I had not yet collected and examined sufficient

numbers of stressful episodes. I needed to know whether ambiguity was

a prominent theme in care-giving or illness situations, whether there

were distinct modes of handling ambiguity, and whether these modes

were stylistic or situational. Eventually, I realized that the exis

tence of ambiguities in care-giving or chronic illness was a far less

compelling finding than the uses respondents made of such ambiguities.

Some individuals were motivated to seek additional information; others

capitalized on ambiguity as a means of evading consideration of nega

tive possibilities; yet others used ambiguity to promote the illusion

that no problem existed. Essentially, I understood that ambiguity was

only one of many possible manifestations of threat in stressful situa

tions and that respondents showed consistent differences in how they

appraised and coped with all sorts of threats in care-giving and other

stressful circumstances. In short, the concepts underlying the denial,

avoidance, and confrontation styles grew slowly, if not painfully, over

many months, and only gained acceptable solidity in my eyes, after the

work of thinking through and coding 103 episodes had been completed.

A retrospective examination of my first write-ups on Sarah Lion

and Athalia Layton provides an illustration of this slow process of con

cept construction based on successive analyses of the data. At the time

of these write-ups, I had no way of knowing whether two avoidance behav

iors seen in Mrs. Layton's case -- minimization of illness of self and

avoidance of thoughts of the future -- were stylistic or situational.

That is, the theoretical significance of certain avoidance behaviors was
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simply not accessible at the early stages of analysis. In fact, I now

know that these particular avoidance strategies tend to occur regardless

of coping style, among spousal care-givers, and in cases in which ill

ness (of self, or of other) is severe. By contrast, other avoidance be

haviors, such as the persistent suppression of strong, negative emotions,

are frequently stylistic. Without the subsequent scrutiny of cases and

episodes, there would have been no way to obtain clarity regarding my

preliminary hypothesis that denial, and its variant, avoidance, operated

far more forcefully as stylistic than as situational coping approaches.

Phenomenological stress and coping theory -- two research concerns.

In a transactional framework, there is no a priori assumption as to wheth

er environment or person factors carry greater weight in respect to spe

cific stresses. Since the issue of style had already emerged as a major

concept in my research, I had an excellent opportunity to consider the

relative contributions of environment and person factors in regard to the

stresses of care-giving and associated fears of aging. My interest in

this issue is borne out by the research questions posed in the data analy

sis chapters.

Another theoretical issue which is directly linked to stress and

coping theory concerns the conceptualization of coping itself. As noted

in the literature review, coping is more often thought about in terms

of Single, separable strategies or behaviors than in terms of clusters

or groups of strategies. Because the qualitative methods used by the

Interview Committee involved parsing or diagramming the coping in ac

tual stressful episodes, my research provided an opportunity to deter



57

mine whether some coping strategies were more intelligible when inter

preted in conjunction with other strategies. This theoretical issue did

not demand additional steps during coding. On the contrary, in coding,

it was important to ascertain and label each coping behavior on its own

merits, without allowing its clarity to hinge on its relationship to other

coping strategies. Later in the data analysis, it was relatively easy

to identify coping strategies which occurred in pairs or clusters.

Indeed, I found that at times unless a strategy was interpreted in

conjunction with other strategies, its meaning was unclear or incomplete.

For example, the strategy INHIBITS EXPRESSION OF NEGATIVE EMOTIONS TO

OTHERS is a culturally mandated behavior. Almost all respondents use it;

in other words, it cuts across coping style. Some respondents use this

strategy in the same episode as EXPRESSES NEGATIVE EMOTIONS PRIVATELY

T0 SELF; by contrast, others use it together with SUPPRESSES EXPRESSION

OF NEGATIVE EMOTIONS TO SELF. The strategy of inhibiting negative emo

tions to others does not therefore provide sufficient information in and

of itself about an individual's mode of handling negative emotions. It

must be viewed in conjunction with other strategies addressed to the task

of coping with negative emotions.

The Stress and Coping in Aging Sample

The 1977 Stress and Coping in Aging sample consists of 100 white

males and females, ages 45 to 64, who reside in Alameda County (San

Francisco East Bay, California). The participants are white, Protestant or

Catholic, without severe disability, relatively well-educated (mean = 13.7

years' schooling), and of moderately high income (median = $20,000). They
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were selected from a population surveyed by the Alameda County Human

Population Laboratory (HPL) in 1965, and then resurveyed in 1974, as

part of a study of mental, physical, and social health. The original

sampling frame of over 7,000 encompassed all adults aged 20 or over who

lived in a probability sample area of 4,635 units in the County.

The 100 Stress and Coping in Aging participants were selected from

the HPL cohort on the basis of seven demographic variables -- age, sex,

race, education, religion, income, and health status; these variables

were assigned to screen for unusual or complicating circumstances.

Although the sample of 100 is not representative, it remains

highly similar to the larger Alameda County cohort in respect to these

seven variables. However, "according to the HPL categorization, more

of our participants had more than adequate incomes [in 1974] than did

the HPL sample as a whole" (Schaefer, Coyne and Lazarus, 1981, p. 11).

The descriptor, "without severe disability," requires brief quali

fication in light of the fact that four of my lb cases concerned illness

of self. One ill respondent discovered his severe eye ailment after

the Study had begun. A second had a heart problem that had occurred

12 years earlier; he had not had a recurrence. A third had had cancer;

although she remained preoccupied with the illness, she had in fact

been cured. The fourth was recovering from a heart attack and probable

stroke which had occurred one and a half years before the Study began.

Of the 220 persons originally contacted by HPL, 109, or 62%, agreed

to participate. Four men and five women withdrew before the end of the

year-long study. The final sample of 100 is broken down by sex and age

in the following table. Note that age was additionally stratified into
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four five-year periods -- 45 to 49; 50 to 54; 55 to 59; and 60 to 64.

Table l

Stress and Coping Study Sample

Age Male Female Total

45 to 49 ll 16 27

50 to 54 I g-----
P = * * * *

12 25
55 to 59 13 11 24
30 to 34 11 j- - - - - - 24

Total 48 52 100

A comparison of participants and refusers did not reveal major dif

ferences between the two groups in terms of income, religion, and phys

ical status. However, refusers did tend to be somewhat older and to

have a higher educational level (Schaefer, cited by Benner, 1980, p.

27).

The procedure used to recruit persons for the Study helped insure

the low eight percent attrition rate. Individuals first received a

letter from HPL regarding the purpose of the Study; they were

called one week later by a Stress and Coping Study interviewer who

answered questions and set up an appointment for an initial meeting.

Of 220 persons, 177 agreed to meet with the interviewer in their homes.

In advance of this contact, prospective participants received a packet

of four questionnaires which introduced them to the Study instruments.

A sample interview was conducted during the home visit; it was at this

time that 109 persons agreed to be in the year-long Study.
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Subset of 15 cases. To choose the subset of cases used in this

dissertation research, which was begun in fall, 1979, I first read

interviewers' summaries for nearly all 100 cases. The purpose of this

initial reading was to select all those cases that had mentioned ill

ness of parent or spouse as an ongoing stress. These cases -- 15

concerning parents and 10 concerning spouses -- were then read in their

entirety in order to identify cases in which care-giving was a major

concern in stressful episodes. To the best of my knowledge, all the

possible appropriate cases involving care-giving were chosen for in

clusion in my sample. Eleven were selected. (Of course, persons who

reported that care-giving had been a substantial concern prior to the

Study could not be selected since they had few or no stressful episodes

during the Study year. And persons for whom care-giving was a present,

but relatively uninvolving, concern were also omitted for the same

reason.) The four cases concerning illness of self were chosen in

early 1980. Unlike the care-givers, they do not represent all the pos

sible appropriate cases in which serious illness of self was a major

concern. Approximately four other cases might have been chosen. The

selection of the four in my subsample was arbitrary.

Included in the 15 cases in my research are 10 women and five men.

Since neither the 100 cases nor the 15 cases were selected at random,

an interpretation of this ratio must be guarded. Nevertheless, the

fact that a larger number of women are care-givers in my subsample is

generally consonant with the statistical reality. In the population,

the majority of care-givers among both adult children and spouses are

Women (Brody, 1974; Goldstein, Regnery, and Wellin, 1981). In my
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sample, six of the seven adult children are women, and three of the

four spousal care-givers are women. Similarly, it is not surprising

that seven of the eight possible cases involving serious illness are

men, and three of the four actually included in my study are men. This

too provides a rough reflection of reality. In 1968 - 69, among persons

in the age group 45 to 64, seven percent of men were unable to carry

on a major activity (e.g., employment, housekeeping) due to chronic

illness; by contrast, only two percent of women were limited in this

way (National Center for Health Statistics, Health Care in the Later

Years of Life, 1971, p. 32).

Types of care-giving provided by adult children. "Care-giving" is

used broadly in this dissertation to encompass several types of atten

tion given by adult children:

l) Direct provision of care in the adult child's own home; this

occurred in two cases (Morgenthal, Werner); care consisted of

services such as meal preparation and laundry, and daily social

COntact;

2) Care management through procurement of full-time services of

professional care-givers in institutional settings such as nurs

ing homes; this was relevant to two cases (Lion, Sanderson); care

management involved coordination of diverse services such as medi

cal care and financial record-keeping; regular phone contact and

in-person visits were also part of the commitment; and

3) Direct attention to the needs of, or procurement of services

for the needs of, parents living in their own homes; this applied

to three cases (Forest, Longfellow, Keen); care encompassed a
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variety of activities and tasks, such as moving furniture to in

crease the safety of a frail parent, staying close to home to

reassure an ill parent, or taking charge during a medical crisis.

The Study did not gather consistent information on the provision of

financial care by adult children. However, judging from comments

made in the interviews, it appears that financial support of parents

was rare among the seven respondents studied.

Adult children. Age and marital status. The seven adult children

range in age from 45 to 64. All the respondents except Sarah Lion, age

45, are married. Rachel Werner, age 50, is the only married respondent

who has never had children. Thus, two of the seven care-givers have no

children of their own.

By contrast, three respondents already have adult children of

their own. Elizabeth Keen, 49, and Marlene Sanderson, 64, each have

two adult children; Arlene Longfellow, 47, has three grown children.

All three of these participants have grandchildren. The remaining two

respondents -- Nina Morgenthal, 48, and Ted Forest, 46 -- are each

parents of adopted children of school age.

Prior care-giving. For two of the respondents -- Morgenthal,

Lion -- responsibility for an ill parent was not a new experience; they

had previously given care to their other parent. Nina Morgenthal's

mother had been ill since she was 18; Mrs. Morgenthal had helped care

for her until her death nine years earlier from a severe ailment.

Sarah Lion's father had died from lymphoma three years before the Study.

Three other respondents -- Keen, Werner, and Sanderson -- had also

lost one parent prior to the Study; however, they had not functioned
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as care-givers in relation to these parents. As already noted, both

of Longfellow's and Forest's parents were alive.

Employment. In three cases, the respondents show intense involve

ment in their work. While this fact is not necessarily relevant to

care-giving, it has implications in some instances. For example, Sarah

Lion, who administers contract bids for a mining company, was working

time and a half when she had to cope with the onset of her mother's

senility; this contributed to her sense of being overwhelmed. The other

two individuals who are strongly committed to their full-time work are

Ted Forest, an expert carpenter, and Rachel Werner, a personnel

manager at a food packing plant.

Of the other four care-givers, only one, Mrs. Sanderson, is

engaged in paid employment. At the time of the Study, she had worked

as a part-time clothing store clerk for nearly 15 years, and was

nearing retirement. Nina Morgenthal, a homemaker, spends part of
each week as a volunteer crafts instructor. Neither Elizabeth Keen

nor Arlene Longfellow are involved in paid work; both are ardent

homemakers.

Sharing of care-giving role. Nina Morgenthal is the only respon

dent who is an only child; like Sarah Lion, she has lived with one or

both parents nearly all of her life. Two other participants (Forest,

Werner), who have one or more siblings, function as though they were

only children. Ted Forest has a twin brother whose poor health exempts

him from care-giving tasks. Rachel Werner's only sister died several

years earlier, and her two foster brothers take no part in care-giving

responsibilities. Thus, in certain circumstances, adult children who
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are technically not the sole offspring, function as if they were.

The other four respondents -- Lion, Longfellow, Sanderson, Keen --

shared the burden of care-giving with one or more siblings. This

division of labor was generally not equitable. Until her mother became

senile, Sarah Lion had major responsibility for her widowed mother;

her brother shared in some of the major decisions but not in daily tasks

of care-giving. Arlene Longfellow, the oldest of five, shared respon

sibilities for her parents' affairs with her two brothers and two sis

ters; however, it was chiefly because of her leadership that the others

cooperated to alter her parents' living conditions. In Marlene Sanderson's

case, the main care-giving responsibility had belonged to an unmarried

sister until her death several years earlier. A brother, who lived in

another city, played only a minor role. Finally, in Elizabeth Keen's

case, daily responsibility was assumed by two siblings who lived near

her mother in another state. However, Mrs. Keen was prepared to have

her mother live with her if her mother's health deteriorated.

Religious orientation. Although Nina Morgenthal is the only

Catholic in the group, Ted Forest was in fact raised as a Catholic; he

later became Lutheran. The other five respondents are either Lutheran

or Episcopalian. Three individuals (Longfellow, Keen, Sanderson) report

that regular prayer and involvement in church activities are an impor

tant part of their lives; the other four express an active disillusion

ment in religion. Thus, while Marlene Sanderson stated, "I don't think

I could have gotten through the ordeal with my mother in as good shape

without faith," Sarah Lion observed, "When Dad was sick, I didn't turn

to it [religion] or ask why. It doesn't really help with difficulties."
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Parents. Although there are seven adult children in the Study,

eight parents, ranging in age from 68 to 89, are the recipients of

care. All but one of the parents, Ted Forest's mother, are 75 years

old or older; four are in their 80's. In two cases -- Longfellow,

Forest -- both parents are alive. Of these two parental couples, three

of the four individuals actually require care for health problems; in

sum, then, eight of the nine parents of the seven adult children are

recipients of care. Two of the three male parents are widowed, and

three of the five female parents are widowed.

-As already indicated, there were a variety of residential arrange

ments among the parents. All but one of the parents live in the same

community as their adult children; the exception is Elizabeth Keen's

mother who lives alone in a southwestern state. In three cases, the

parent lived with the adult child. Nina Morgenthal's father had lived

with her and her family for nine years; Rachel Werner's father had

lived with her and her husband for five years. Although Sarah Lion's

mother had lived with her all of her life, this arrangement ended dur

ing the interview year when Mrs. Lion became senile and was moved to a

nursing home. The parent of another respondent (Mrs. Sanderson) had

had her own apartment in a supervised retirement facility since the

onset of her illness four years earlier. (Previously, she had lived

with Mrs. Sanderson's unmarried sister.) In three cases, the parent or

parents lived in their own residences. This was true of Mrs. Keen's

mother (as mentioned above) and of Arlene Longfellow's and Ted Forest's

parents.

The aging parents had various acute and chronic physical and psy
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chological problems. Mrs. Sanderson's mother, 89, suffers from senile

dementia, which was diagnosed four years prior to the Study. Sarah

Lion's mother, age 79, also has organic brain syndrome; this was

diagnosed during the Study year. Mrs. Keen's 75-year-old mother under

went two operations (pacemaker implant, removal of kidney tumor) during

the Study period. The 68-year-old mother of the one male adult child

in the Study -- Ted Forest -- had a "slight heart attack" at the

beginning of the Study year.

Two of the parents died during the Study period. Sarah Werner's

father, age 88, died of a heart condition. Nina Morgenthal's father,

age 82, became weak after the flu, and died within several months of

this illness; the exact cause of his death was not known. Finally, in

Arlene Longfellow's case, both parents required care. Mrs. Longfellow's

mother, age 75, was described as "schizophrenic"; this condition was not

tied to age, except insofar as her behavior became more bizarre as time

progressed. Her father, age 80, had been cured of cancer ll years

earlier. However, during the Study year, he became increasingly frail;

no specific illness was mentioned as the cause of his frailty.

Spouses. The description of the four care-giving spouses will be

clearer if the illnesses of their partners are described first. The

conditions requiring care diverged widely in type and severity. In

two cases (Howland, Layton), the spouse was seriously incapacitated.

Mr. Layton, 64, had been forced to retire two years earlier than

planned due to a serious degenerative disk condition; he had had four

major Operations and was in constant pain. Mrs. Howland, age 61, had

been ill for 20 years with polymyositis, a disease in which the muscles
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progressively deteriorate. She was dependent for survival on a res

pirator, and was therefore permanently in the hospital.

In the other two cases (Schaefer, Carp), the ill spouses had

heart conditions. Mr. Carp, who was 70 years old and retired, had

his third heart attack during the interview year. Mr. Schaefer, 53,

had had two attacks, the second a year prior to the Study; however, he

continued to work at a demanding sales position.

Just as the severity of ailments varied, so did the burden on

care-giving spouses. Athalia Layton had assumed responsibility for

family finances in her early 60's; now 63, she worked as a full-time

administrative assistant. Robert Hovland, 58, visited his wife daily;

he had become her principal contact with the world. Indeed, he had

stopped working as a middle level executive in the electronics indus

try four years before his projected retirement date in order to care

for her. Barbara Carp, a homemaker, and Noreen Schaefer, a part-time

bookkeeper, maintained active schedules; their main daily activities

were not affected by their husbands' illnesses.

All four of these couples had adult children; the Schaefers were

the only couple without grandchildren. None of the adult children

played a significant role in assisting with care-giving demands.

Indeed, none of the adult care-givers made mention of direct care

giving assistance from any relatives or friends.

As with adult children, the spousal care-givers are divided

in regard to their religious orientation. Two, Schaefer and Layton,

who are Protestant, find that religion sustains them in difficult

times; and two, Hovland, a Morman, and Carp, a Catholic,
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express bitter disillusionment with religion.

Ill individuals. Of the four ill respondents, who ranged in age

from 49 to 62, two had heart conditions (Croner, Olson), one had had

cancer (Flanders), and one (McCloskey) had a rare eye disease.

Croner turned 50 during the Study year; his only heart attack had

occurred 12 years earlier. Although the doctor had advised against it,

he had continued in work which required marked physical exertion. He was

an operator of heavy construction equipment. During the Study year,

he was largely unemployed due to the closing of the company for which

he had worked for two decades. Olson, who at age 57 was retired from

his work as an electronics technician, had had a heart attack and pos

sible stroke one and a half years before the Study. He was profoundly

depressed and experienced considerable anxiety and physical pain

related to his condition.

Mrs. Flanders, 62, had had cancer of the uterus; she had been

treated successfully with a combination of radiation and surgery.

Nevertheless, she still feared continued suffering and early death.

Although she did not engage in paid employment, she considered her

self only partially retired, since she sometimes assisted her husband

in his retirement career. Mrs. Flanders was included in the Study

because her former illness continued to be a major factor in her

appraisal of stress. Mr. McCloskey, 55, was in apparent good health

at the start of the interview year. Four months later, he had lost the

sight in one eye and was threatened with the loss of sight in the other

eye due to a fungal disease acquired over 20 years earlier. Despite

this unexpected disability, he continued to work as an electronics
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technician in the automobile industry; he expected to retire within

five years.

Each of the four ill respondents has two adult children and one

or more grandchildren. While Olson said "religion is of no importance

to me," Croner and McCloskey still maintain belief in religion itself.

All three are Protestant. Mrs. Flanders, who is Catholic, prays

daily and attends church once a month.

Tables 2, 3, and 4 summarize the main descriptors of the two care

giving groups (and the corresponding care-recipients) and the ill

respondents.
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Interviewer Selection and Training

The interviewers were expected to have prior experience in social

science research interviewing. During the six-week group training,

their interviewing techniques were videotaped and critiqued. The

training also covered: administering paper-and-pencil instruments;

discriminating between direct and inferred evidence; dealing with

participant resistance, and doing participant-observation. After

data collection began, interviewers had individual training sessions

with staff supervisors. The supervisors studied the interview proto

cols, raised questions regarding interpretations, and made suggestions

for following up pertinent themes.

Generally, the interviewers' performance conformed to a high

standard; however, there were some difficulties which bear mentioning.

Some interviewers were not sufficiently adept in probing for the

details of stressful episodes. This posed a problem in four cases.

The more assertive interviewers were successful in eliciting descrip

tions of emotions from less articulate respondents, and at spotting

factual gaps in accounts of stressful episodes. As a result of staff

supervision, such deficits in the interview process were often cor

rected in later episodes in a case. Also, to a limited extent, I

was able to correct for omissions by carefully combing the case re

cord for information.

Instrumentation

Sources of coded data. The principal instruments for purposes of

my own research were the Coping Interview (developed by Susan Folkman

and Catherine Schaefer, with the assistance of Pat Benner, Peggy Boyd,
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David Buss, Frances Cohen, David Frey, Robert Hiatt, Allen Kanner,

Raymond Launier, Shoshana Nevo, Bernice Wan Dort, and Judith Wrubel)

and the Emotion Interview (developed by Patricia Benner, Susan Folkman,

Allen Kanner, Raymond Launier, Catherine Schaefer and Judith Wrubel, with

the assistance of Peggy Boyd, David Buss, Frances Cohen, David Frey,

Robert Hiatt, Shoshana Nevo, Trudy Solomon, and Bernice Wan Dort, ).

The Coping and Emotion Interviews formed the basis of the coded data.

Copies of these instruments are included in the Appendices.

Although the precise focus of these two interviews differed, the

questions in the two formats were highly similar. In each case, the

purpose was to elicit a detailed account of the events, emotions, and

coping strategies involved in a stressful episode. The importance of

these two instruments lies in the fact that they elicit information on

stress and coping in specific stressful situations. Most previous

research on stress and coping has collected information on coping

strategies generally used in stressful situations.

The Emotion Interview elicited descriptions of events linked to

positive as well as negative emotions. The interviewer's instructions

for the Emotion Interview provide a succinct overview of the instru

ment's intent:

"In the 'Emotion Interview' the entrance to the participant's
recollection of a significant event is through the individual's
recollection of an episode of a specific emotion. For example,
the interviewer may ask the participant to remember a time recently
when she/he felt angry. When the participant remembers an episode
of the feeling, the interviewer will ask about the event associated
with that feeling. The interview guides the participant so that
we get a description of the participant's process of appraisal,
coping, and reappraisal in the subject event."

The interviewer was instructed to probe until he or she had a "good
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feeling for what happened." More specifically, the interviewer

attempted to determine: what was said or done to express the feeling;

what led up to the situation; the feelings in the days prior to the

episode; what the respondent did; how the respondent's actions changed

the situation, and what the respondent would have done differently.

At the close of this interview, the respondent also completed a 68

item strategy checklist called Ways of Coping. If necessary, the

interviewer asked for clarification on items marked on this checklist.

The Coping Interview had three parts. Again, the interviewer's

instructions capture the intent of the instrument:

"Part I is a structured interview in which a series of reasons
people can be troubled or bothered in their day-to-day lives is
presented. These reasons are to serve as stimuli for the partici
pant; we want him/her to recollect troubling experiences from
recent months or from the present...Part II is a semi-structured
interview of three events which the participant indicated in
Part I...The interview is designed to elicit a description of
what happened and how the participant dealt with it."

In Part III, while the participant filled out the Ways of Coping, the

interviewer wrote observations about what the participant had just

described.

In large part, as already indicated, the thoroughness of the inter

view depended on the interviewer's ability to probe for thoughts that

were not immediately articulated, or emotions suggested by facial ex

pressions or body language. Through repeated use of the Emotion and

Coping Interview formats (two to three times on seven occasions), res

pondents themselves became adept at recounting the emotions and thoughts

experienced in specific stressful events.

Sources of case data. Four interviews were addressed to the col

lection of case history data. These were: the Initial Interview; the
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Family Relations Interview (third month); the Life Cycle Interview

(tenth month); the Work, Life Review and Aging Interview (eleventh

Parts of some of these instruments have been included in the Appen

dices.

The Family Relations Interview covered: continuity of current

values with those of the family of origin; satisfying and unsatisfy

ing activities of daily life; content and quality of communication

with spouse; methods for handling marital conflicts, and types of

support given to spouse and received from spouse during stressful

events.

The Life Cycle Interview addressed central issues of adulthood,

including: menopause, children leaving home, divorce, widowhood,

sexual relationships, friends, major turning points. In the Work,

Life Review, and Aging Interview, the respondents reviewed their

work history, discussed stresses and satisfactions in their own

work and their spouse's work, and commented on their retirement

expectations. This same interview posed questions regarding feelings

and concerns about aging, death of parents, and of self. Interviewees

also described any support (e.g., emotional, practical) they were giving

their parents and in-laws. Advantages and drawbacks of the respondent's

present age were highlighted by the Life Review questions. Finally,

respondents talked briefly about religion, and any effect they thought

their beliefs had on how they coped with stress.

Relevant quantitative measures. In the course of this disserta

tion, a number of quantitative measures used in the Stress and Coping

in Aging Study have been drawn upon to confirm or illuminate the quali
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tative data. These instruments are: the Health Status Questionnaire,

the Hopkins Symptom Checklist; the Social Supports Questionnaire;

the Daily Log of Emotions, and the Bradburn Morale Scale. Each will

be described briefly:

Health Status Questionnaire -- Adapted with minimal modifications from

the 1965 and 1974 HPL surveys, this self-report instrument elicits in

formation on a variety of chronic conditions and specific somatic

symptoms. A number of questions assess participants' perceived energy

levels. Administered directly before the first interview, and then

again as homework during the tenth interview, the Health Status

Questionnaire places respondents in one of seven categories, according

to the severity of their health problems. Citing Wingard (1980),

Schaefer, Coyne, and Lazarus (1981) report that the Questionnaire

"predicted mortality from all causes in the complete HPL cohort with a

relative risk of at least 3.0 for the least healthy compared with the

most healthy, in 9 1/2 years of follow-up " (p. 391).

Hopkins Symptom Checklist -- This self-report inventory is regarded as

a reliable and valid assessment of neurotic symptoms (Derogatis et al.,

1974). It was used to measure the amount of distress caused by

psycho-physiological symptoms during the prior week at months two and

ten. The instrument yields a score for the average intensity of symp

toms and sub-scale scores for depression, anxiety, somatization, inter

personal sensitivity, obsessive-compulsive rumination, as well as a

total score. Overall, the prevalence of psychological symptoms

in this sample of 100 was very low (Schaefer, Coyne and Lazarus, 1981).

It is noteworthy then, that the Hopkins Symptom Checklist has proven to
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be sensitive to low levels of symptoms in normal populations (Rickels

et al., 1972; Uhlenhuth et al., 1974).

Social Supports Questionnaire -- This instrument assesses perceived

social support of three types -- tangible, informational and emotional.

The questionnaire was given verbally by the interviewer during the third

and twelfth interviews. To determine the use of tangible support, par

ticipants were asked if there was an individual to whom they could turn

for assistance in nine major and minor situations requiring such sup

port. For the assessment of informational and emotional support, par

ticipants listed their contacts (e.g., spouse, close friend) and

rated each in respect to: amount and helpfulness of information given;
ability to boost spirits; ability to communicate concern, and the degree

to which the individual could serve as a confidant. In analyzing the

social support results, Schaefer, Coyne, and Lazarus (1981) found that

"tangible support was significantly but inversely correlated with

depression and negative morale" (p. 23). Emotional support also had

distinct and "important functions in reducing or averting depression"

(p. 23). Although informational support was not related to depression

or negative morale, it was correlated with positive morale. The first

section of the Social Supports Questionnaire was developed by Richard

Lazarus and Judith Cohen, together with Catherine Schaefer, Lisa Berkman,

Margaret Boyd, and Bernice Wan Dort. The second section was adapted from

the Dimensions of Social Support Scale, developed by Frances Cohen,

University of California, San Francisco.

Daily Log of Emotions -- This instrument measures the frequency and in

tensity of 35 positive and negative feelings for four consecutive days
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in months one through nine. Items included emotions found on other

affect checklists (e.g., Bradburn and Caplovitz, 1965; Davitz, 1969)

as well as emotions expressed in everyday language that are not found

on such scales. Two subscales reflect emotional tone (Dakof and

Lazarus, 1981). The positively toned emotion scale includes these

descriptors: excited, content, humorous, friendly, hopeful, easy

going, physically well, challenged, relaxed, ecstatic, amused, happy,

proud, relieved, sexual, serious, loved, cared for, and confident. The

negatively toned emotion scale includes: guilty, frustrated, fearful,

hurt, sad, bored, angry, depressed, pressured, anxious, disgusted,

worried, threatened, physically pained, resentful, and embarrassed.

Dakof and Lazarus (1981) found that separate measures of emotion (the

Daily Log, the Bradburn Morale Scale, and sources of stress assessed by

the Hassles Scale) add "different components to the explanation of psy

chological symptomatology" and also account for "a substantial portion

of the variance of somatic health status..." (p. 19). The instrument

was devised by the planning group for the Stress and Coping in Aging

Study, including Patricia Benner, Frances Cohen, David Frey, Shoshana

Nevo, Catherine Schaefer, and Judith Wrubel. Major development effort

is attributed to Susan Folkman, Allen Kanner, and Raymond Launier.

Bradburn Morale Scale -- This scale measures the frequency of positive

and negative feelings during the prior week for months one through nine.

Used frequently in social and personality psychology, the instrument

has subscales of positive and negative affect. These have been shown

to be independent and to have different correlates (Bradburn, 1969;

Bradburn and Caplovitz, 1965).
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Data Collection

The qualitative data was collected during 12 monthly inter

views, each one and a half to two hours long. Some of the quantitative

instruments were administered at these times; others were left with the

respondents to be done as "homework." In all but two of the 15 cases,

the interviews were conducted in the participant's home. Both Werner

and Layton found it more convenient to do the interview at their place

of employment.

The interviewee's narration of stressful episodes usually had an

informal quality, with the interviewer asking questions which helped

flesh out the story. The interview experience was enhanced by the

continuity of the monthly contacts, and the genuine interest which

the interviewers expressed in the respondents' lives.

In two cases (Hovland, McCloskey), there were problems that the

interviewer could not completely master. Mr. Howland resented re

counting his highly painful experiences concerning his wife's illness.

On more than one occasion, he expressed considerable verbal hostility

towards the interviewer. Although disturbed by these attacks, the

interviewer handled the situation with considerable sensitivity. She

told Mr. Hovland that he should feel free to withdraw from the Study if
participation became too painful. He did not in fact withdraw -- in

part, because he felt under obligation to finish what he had started,

and in part, I believe, because it was more important to him to express

his intense discomfort than to actually withdraw from the Study.

Mr. McCloskey's wife would agree to his participation in the Study

Only if he promised not to speak about her. As a result, he reported



8]

only one stressful episode which concerned his relationship with her.

Although this posed a handicap for interpretation of the data, ultimately

the information he gave about his health, his work, his hobby, and

other parts of his family life made inclusion of his case highly worth

while.

Data Analysis

Two sorts of data were analyzed: 1) case data, drawn from the

Initial Interview, the Family Relations Interview, the Life Cycle

Interview, and the Work, Life Review and Aging Interviews, and 2) coded

stressful episodes, drawn from approximately seven episodes for each

case. Table 5 provides a breakdown of the episodes, by content, and

by respondent. The method of analysis for both the case data and the

coded data will be described below. r

Analysis of case data. Each case was read thoroughly up to five

times; cases varied in length from 40 to 75 pages of single or double

spaced typing. On the third reading, detailed notes were taken on

the respondent's comments regarding four themes -- health and aging of

self; care of parent, spouse or self; strategies for handling stressful

events and emotions, and experiences which were particularly descrip

tive of the individual (e.g., religious practices, childhood events,

work life). On the basis of these notes, as well as the coded stress

ful episodes, I wrote a detailed case analysis (approximately 20 type

written pages) for each of the 15 participants. This analysis was

divided into four sections -- background, coping style, caring for

parent, spouse or self, and attitude towards own aging. The case

analyses for three participants -- Morgenthal, Hovland, and Sanderson --
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were reviewed and critiqued by various Committee members. The best

way to indicate the nature of the case analysis is to provide an

example; therefore, the full text of the analysis for Marlene Sander

son has been included in Chapter Six.

Analysis of stressful episodes. All stressful episodes concerning

care-giving and illness of self were coded in each of the 15 cases. As

shown in Table 6, for the seven adult children, such sources of stress

account for 53% of their 55 coded episodes; for the four spouses, they

account for 75% of 24 coded episodes, and for the four ill individuals,

38% of 24 coded episodes.

Most, but not all, episodes which reflected other sources of

Stress (e.g., problems related to other family members, friends, work)

were also coded for each case. Episodes of this sort amounted to 44%

of the total of 103 coded episodes; they encompass both health and

non-health stresses. Their inclusion provided a basis for describing

respondents' coping styles.

Table 5 provides a more detailed categorization of the subject

matter of the coded episodes for each of the 15 respondents. Of the

103 coded stressful episodes, 38% concerned care-giving, 18% illness

of self, 4% illness or death of a family member other than the spouse

or parent receiving care, 7% the illness or death of a friend. Non

health family problems (e.g., arguments with relatives, conflicts with

children) accounted for 10% of the episodes while work problems (e.g.,

work overload, disagreements with supervisors) amounted to 17%. Eight

percent of the episodes dealt with various other sources of stress

(e.g., jury duty, traffic tie-up, car. trouble, loss of a valued article).
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Table 6

Main Types of Coded Episodes

Categories of Stressful Events
Respondent

Group Care-giving | Health of Self |Other Stresses|| Group Total
No. % NO. % No. % No.

(for
group)

Seven Adult
Children 26 47 4 7 25 46 55

Four Spouses | 13 54 5 2] 6 25 24

; :-i----------------|--------------
Individuals 9 38 15 62 24

TOTAL _r 39 18 46 103

Over a two-year period, the Interview Committee had developed an

extensive set of qualitative codes in order to describe the stress

appraisals, coping strategies, and emotions experienced in stressful

episodes. Beginning with an outline developed by Professor Lazarus, the

Committee had progressively refined the structure which guided the cod

ing of episodes.

following:

Codes were developed to convey information about the

l) Basic features of the event (e.g., location, persons involved);

2) Environmental press (whether the stressful stakes consist of

physical or psychological threats to self);

3) Secondary appraisal (awareness of resources aiding coping;

factors preventing or enabling access to resources);

4) Overall primary appraisal (psychological or physical harm,

threat, challenge, or irritation);
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5) Coping;

6) Emotions experienced during episode;

7) Physical experience of emotions;

8) Effect of episode on health, morale, or physical functioning;

9) Sanctions for or against the expression of emotion;

10) Effect of coping on emotion;

11) Effect of coping on external circumstances; and

12) Appraised outcome of episode.

Code development. Working on one case at a time, the Committee

first assigned itself the task of becoming thoroughly familiar with a

CdSe . Next, one stressful episode was chosen for study. Working

alone, or in pairs, the Committee members coded the episode prior to

the weekly Committee meeting; at the meeting, one member or pair,

presented its codes for review. Differences in opinion were discussed

in great detail; sometimes two or three meetings were devoted to a

single episode. Before moving on to the next case, all or most of the

stressful episodes were coded in the case at hand. In striving for

consensus, the Committee became increasingly clear about the level

of specificity required for workable codes, as well as the solidity of

the evidence needed to justify a code. The resulting coding document,

which has been excerpted in the Appendices, was based on the intensive

scrutiny of 10 cases.

Coding rules. The Committee established a number of rules, includ

ing the following:

1) A code will be adopted only if the Committee achieves consen

SUS;
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2) A code cannot be assigned on the basis of inferential evidence;

the evidence must come directly from the respondent's verbal de

scription of the episode;

3) Evidence for the codes can only be drawn from the episode it

self; although evidence from other parts of a case could clarify

the meaning of an action within an episode, such cross-referencing

would confuse actions taken in a specific incident with actions

described on a general level;

4) A given piece of evidence can only be used once; that is,

.it cannot support more than one code;

5) A conflict between two possible codes will be resolved in

favor of the most specific descriptor; for example, a coping

Code Such as ACTS DIRECTLY AT THE TIME OF THE EPISODE BY DOING SOME

THING would only be used if there was no information about the

specific content of the coping strategy.

Example of code development. The Interview Committee repeatedly

reformulated codes and added codes until they accurately reflected the

processes in question. For example, the Committee found that although

a respondent might report experiencing a given emotion, he or she

might not express that emotion in any observable fashion. Thus, it

would be incorrect to assume that the code EXPERIENCES EMOTION also

indicates that the emotion was openly expressed. The code EXPRESSES

EMOTION (or specifically, EXPRESSES GUILT, or EXPRESSES SADNESS) was

therefore added to the coding document.

Walidation of codes. Although the Coding Document underwent two

major revisions (December, 1979; May, 1980), it still did not contain
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all the codes which I needed to adequately code the 103 episodes

selected from my 15 cases. As a result, I developed additional codes

in the course of coding my own episodes. After many months of ex

perience with the Committee, I was able to develop codes on an

independent basis with relative ease.

At various points, my coded episodes were submitted to the Com

mittee for checks on validity and reliability. In two cases --
-

Lion, Sanderson -- all the episodes were submitted; in three cases --

Layton, Carp, Werner -- selected episodes were submitted.

-Analysis process. Only when all the episodes for the 15 cases

had been coded did I draw on the coded evidence to identify patterns
in coping. In this regard, my method is a departure from that outlined

by Glaser and Strauss (1967); they counsel a successive intermixture of

coding and analysis. I chose a different path for two reasons: 1) I

was not merely saturating categories across cases; I was also analyzing

the episodes in a simple case as an integrated whole; therefore, there

was little to be gained from coding only those episodes which contributed

to my understanding of a given process, and 2) I needed a means of

distancing myself from my own data; in qualitative analysis, it is all

too easy to lose the forest for the trees; since the codes were
governed by fairly rigorous rules, I treated the coded evidence as a

kind of hard data which could be used to support or refute my own

hypotheses.

It is essential to make clear, however, that the value of the

coded evidence went beyond the testing of preliminary hypotheses. The

coded episodes revealed patterns that I did not even suspect in advance



88

of the data analysis. This use of the data helped make five months of

laborious coding worthwhile. My findings on social support and somatiza

tion provide the most provocative examples of this. An examination of

patterns in the coded data on a case by case basis showed that some in

dividuals sought or used available social support when in the midst of

a stressful episode, while others showed a conspicuous absence of such

behavior. (These findings are presented in the data analysis [Chapter

Eight] and commented upon in the discussion [Chapter Ten].) The same exami

nation of patterns in the codes also revealed that some individuals con

sistently reported physical symptoms during stressful episodes, while

others showed a consistent lack of such symptoms. (As will be shown in

the data analysis, further investigation exposed a connection between

the suppression of strong negative emotions and somatization.)

Validation of analysis process. Unexpectedly, these qualitative

findings on social support and somatization were particularly gratify

ing for methodological reasons. In checking my qualitative evidence

against quantitative measures of the same phenomena, I found that my re

sults on the usage of social support and the experience of somatization

closely matched those from the Social Supports Questionnaire and the

Hopkins Symptom Checklist for the cases in question. This confirmation

of the accuracy of the qualitative analysis was reassuring; it reflected

positively on the validity of the qualitative method -- at least in re

lation to these variables.
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Methodological Problems

Generalizations. This qualitative research is based on the prem

ise that there is value in studying the specific processes of stressful

person-environment transactions through a detailed and thorough exam

ination of a limited number of cases. The primary purpose is descriptive;

the emphasis is not on the achievement of generalizable results. As

Glaser and Strauss (1967) wrote:

"No attempt is made by the constant comparative method to ascer
tain either the universality or the proof of suggested causes and
other properties...the constant comparative method...requires only
saturation of data -- not consideration of all available
data..." (p. 104)

Nevertheless, the ability to generalize is a desired end point of

scientific inquiry. Therefore, two concerns related to the ability to

generalize will be addressed. These are: 1) the notion of "saturation

of data," mentioned above, and 2) my own confidence in the credibility

of my analysis.

Saturation of data. This concept indicates that the researcher

has a sufficiently large number of examples of a category to distinguish

it unambiguously from both contrasting and related categories. That is,

at the very least, the researcher can generalize in regard to the limited

number of cases at hand. According to Glaser and Strauss (1967),

"After an analyst has coded incidents for the same category a
number of times, he learns to see quickly whether the next
applicable incident points to a new aspect. If yes, then the
incident is coded and compared. If no, the incident is not
coded, since it only adds bulk to the coded data and nothing to
the theory." (p. lll)

My ability to saturate the data differed according to the number

of cases I had in a particular category, the nature of the comparison

groups, and the complexity of the theoretical tasks. For example, I
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had relatively little difficulty in saturating the data regarding the

emotional stresses of care-giving by adult children. If, however, the

stresses of caring for a parent in one's own home had been at issue, an

acceptable level of saturation would not have been possible, as only

three of the seven adult children lived with their parent. Thus, I

could only concentrate on those stresses -- in this instance, emotional

stresses -- which appeared repeatedly in all cases studied. With seven

cases, representing diverse care-giving circumstances, and with each

case providing on average four stressful care-giving episodes, I

could draw upon a rich pool of incidents on emotional stresses. More

over, the four spousal care-givers provided additional evidence on emo

tional stresses, allowing further clarity as to which stresses are spe

cific to adult children.

Confidence in data. My confidence in the data derives from two

sources. The first is my extreme familiarity with my cases -- achieved

through repeated reading of the cases in entirety, extensive notes on

pertinent themes, the coding of 103 stressful episodes, and the lengthy

written analyses of both coded and case data. Secondly, my confidence

derives from the use of certain rules during the data analysis. In

ference had to be kept to a minimum. My observations, particularly

those which were theoretical in nature, had to be based on the patterns

emerging from the coded data. This limited the degree to which my ob

servations were affected by what a respondent said, rather than by what

a respondent actually did. I could not, for example, merely suspect

that an individual drew on social support, or believe a respondent's

estimate of the use of such support. Instead, I had to be able to

Show the use of such support in actual episodes, as indicated
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by the coded evidence.

Obviously, neither saturation of categories nor trust in my

analysis indicates that the data can be generalized. The numbers are,

after all, too small. Nevertheless, this data can illuminate the

processes involved in results which others have reached by quantitative

routes -- results which do lend themselves to generalization. For

example, Schaefer, Coyne, and Lazarus (1981) reported an inverse Ye

lationship between the use of social support and depression. My data

inform this finding by examining the specific ways that support is used

to cope with stress. My data can also confirm, and thereby enhance the

ability to generalize from, the cumulative efforts of qualitative research.

For example, Calkins (1972), in her ethnographic study of care-givers,

found that the perceived obligation to provide care is extremely strong.

My results, obtained before I knew of Calkins' work, support her re

sults and thereby strengthen the ability to generalize from our mutual

findings.

A final word regarding generalizations: In my Data Analysis and

Discussion chapters, I have avoided using language which contains ex

cessive qualifications regarding the limits of my data. This practice

entails the obvious risk of seeming to claim more than the methodology

can support. However, as Glaser and Strauss (1967) advise, this prac

tice has the marked and welcome advantage of making the prose less

burdensome.

Insufficient saturation of stylistic categories. Saturation of

the data was more difficult to achieve in respect to the stylistic

categories -- confrontation, avoidance, and denial. A larger number
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of cases was needed. This problem was particularly severe, and agoniz

ing, in respect to deniers. Nevertheless, the stylistic differences

which did exist were striking; I therefore decided to proceed with

exploration of the coping style categories. Some of the problems

posed by the lack of sufficient cases for category saturation are

noted in the following points:

1) The fact that there were only two denial cases renders the

description of the denial style more tentative than that of the

confronters (six cases) and the avoiders (seven cases). The

relevance of some important differences between the two deniers
needs further exploration, based on larger numbers of cases. For

example, one denier experienced repeated depressions; the other

did not. In what circumstances, and how frequently, is the stylis
tic use of denial accompanied by depression?

2) The fact that there were no male respondents among confron

ters raises questions. On an intuitive basis, I find no grounds

for suspecting that males do not use the confrontational style.

However, since it is entirely possible that there are sex dif

ferences in the use of the style, a more satisfactory definition

of this stylistic category must be based on male as well as female

CaSOS.

3) A larger number of cases would provide a larger pool of

stressful incidents concerning work, family, friendship; this

would facilitate judgments about the stability of coping style

across situations. Certainly, there are some situational

variables which consistently exert a stronger pull for denial
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like strategies than does coping style. For example, care-giving

spouses tended to minimize their own illnesses even when their

overall style was confrontational.

4) Finally, greater saturation of the stylistic categories would

also provide more information about the boundaries of categories.

In this small sample, the differences between avoiders and deniers

were generally sharp ones. Yet, one of the avoidance cases

(Werner) bordered on denial in some behaviors. Moreover, deniers

and avoiders were alike in their minimal use of social support.

A larger sample would reveal whether there is a subset of cases

characterized by a mix of the avoidance and denial styles.

Outcome data. In the main Stress and Coping in Aging Study, three

types of adaptational outcome data were examined -- morale, social

functioning, and somatic health. By contrast, in my own research, I

made no attempt to treat behaviors related to these three factors as

dependent variables. To persons with a strictly quantitative, hypoth

esis-testing orientation, this may seem a muddled approach. Yet, at

certain stages of qualitative research, this method is required.

Determination of evidence of outcomes before inspecting the data would

impose a priori constructions. This would ultimately be counter

productive.

Certainly, the data on the use of social support gave important

evidence of the need to avoid prejudgment. For example, the seeking

of social support constitutes a form of social functioning. Yet, with

out recourse to the descriptive data it is not at all clear whether

seeking social support is a behavior predisposing one to a certain
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standard of social functioning or whether it is the result of a certain

standard of social functioning. In fact, data from the coded proc

esses strongly suggest that the social competence reflected in con

fronters' use of social support is an important prior condition for

effective functioning under stress.

However, my study did treat "fears of aging" as a kind of

dependent variable. Indeed, the results regarding fears of aging have

implications for both clinicians and researchers. Although clinicians

could not generalize from the findings on fears of aging in any abso

lute sense, they could draw on them to generate working hypotheses

about a client's fears. For example, a clinician counseling an adult

child stressed by care-giving could be alert to the possibility that

the client dreads acquiring the illness of the parent.

Researchers might find that the relationship between particular

coping styles and particular methods of handling fears of aging is

relevant to the further formulation of theory regarding stress, coping,

and aging.
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CHAPTER SIX

A CASE ANALYSIS

Background

Marlene Sanderson, the 64-year-old woman in this case, is described

as a tall, well-groomed upper-middle-class woman who is at ease with the

interview process. According to the interviewer,

"She has a round face and big round eyes, which can be wide and
sorrowful, or happy and radiant. She has a soft look about her,
a quiet, sweet manner. She lives in a wooded area in a lovely,
immaculately kept house."

A dominant impression throughout the interview year (1977-78) is that

this woman is highly content with her life. The intensely demanding pro

blems brought about by her mother's stroke and resultant senility four

years earlier provided a recurrent challenge to this contentment and form

the core of the respondent's concerns during the interview year.

The pleasure the respondent draws from her life is bolstered by her

strong religious commitment and is partly founded on her involvement in

her family and friends. These involvements include: her marriage to a

69-year-old partially retired real estate salesman -- they have been mar

ried 40 years and are clearly very devoted to one another; her affection

for her 29-year-old married daughter and 36-year-old married son (one of

her few disappointments is that her children live out of town); her joy

in her grandchildren (a high point of the year is the birth of twin grand

children); her close friends with whom she socializes regularly (two hap

py episodes in the interview year are a two-week vacation with a close

woman friend from out of town, and a New Year's eve party given by close

friends living nearby).
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Earlier in her life she had had thoughts of becoming a librarian.

Noting that she did not complete college, she described herself as a

woman who had not had strong career ambitions. Although she did not

work while her children were young, at age 49, with her children

approaching college age, she went to work as a clerk in a clothing

store. At the time of the interviews, she still retained this posi

tion, and had assumed substantial responsibility in her department.

Although the employment provided a sense of independence as well as

a means of filling the "void" left by her children's departure, she

was not deeply committed to the work itself. During the interview
year, the job brought considerable frustration because she had to

satisfy the unrealistic and uncoordinated demands of three bosses. As

the year progressed, she began to speak with increasing enthusiasm

about retiring the following year. However, since she admittedly

relied on the work to divert her attention from her problems with

her mother, she also had some trepidation about retirement.

One of her frequent complaints during the interview year was that

she lacked energy and got worn out easily. Although generally she

was in good health and rarely missed work, she had a cold, the flu

and a painful foot problem in the course of the year. She also

complained of having too much to do. In the interviewer's words,

"She seems overly committed and seems to feel personal respon
sibility for so much at work. She says she needs to do things
right for herself."

This last comment referred to her efforts at keeping her house in top

condition, maintaining social obligations, pursuing church activities,

spending time with her husband on his days off, and responding to her

mother's personal and recreational needs.
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Because her unmarried sister had died several years earlier, and

her brother lived out of town, she had assumed major responsibility

for her mother. At the beginning of the interview year, the respondent

gave a retrospective account of the onset of her mother's ailment :

"Mother is 88 years old. Four years ago she had a mild stroke
that no one realized. That affected her mind. It was a big
shock -- the sudden change in her...One minute she's herself and
the next minute accusing me of taking her money. At first, I
didn't understand it. At first I felt just terrible."

On the Cantril Current Concerns, she rated the period when her

mother first became senile as a "2" -- a very low rating, indicating

considerable unhappiness. At that time, she verged on being over

whelmed by the logistical and emotional difficulties presented by her

mother's sudden decline. It was two years before she felt she was

coping effectively, and even then she continued to experience recurrent

Self-doubt.

Since arranging for her mother's entry into a retirement home,

where she has a separate apartment, the respondent has had contact

with her mother daily by phone and weekly in person. Each day brings

a certain dread, as this 64-year-old daughter girds herself to cope

with angry outbursts from her parent. For example, one interview

contained this account:

"I had an early call from a woman at the retirement center.
Mother was mad at me -- saying she's deprived; we're living
high. Her phone was just disconnected -- blamed me for it.
Wouldn't talk to me the night before... I think for half the
month my mother's been really mad at me...She gets so disoriented.
Really depresses me."

In another interview, she described a typical phone interaction with

her mother:

"I called her Friday night, late, I say 'Hello' -- she says
'Go to hell' and hangs up. That's a momentary thing that makes
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me mad. I hung up and called back a half hour later. I asked
her if she is still mad. She tells me a story that someone's
been harrassing her on the phone and she thought it was them
who called... Friday night, I thought, here we go again -- I've
come to know that she has hallucinations, beyond her control."

Structure of Coping: Confrontational Style

This case reflects the confrontational style in that the respon

dent copes by deliberately facing stressful events and emotions rather

than by using either conscious or unconscious techniques of evasion.

Eight episodes have been coded: five concern the respondent's

care for her mother; one concerns work; another, jury duty, and yet

another, the grief of a friend. Two other stressful incidents,

which were not coded, deal with having too much to do and with

problems at work. Thus, half of the stressful episodes in this case

relate to strains of caring for an elderly parent. The respondent's

approach to the factual or logistical elements of stressful events

will be described first; then her strategies for coping with difficult

emotions evoked by such events will be analyzed. It should be noted

that in reality these two types of coping occur concurrently.

Strategies for coping with factual or logistical elements of stress.

In the first, highly disarming period when her mother fell ill, the

respondent engaged in help-seeking and information-seeking strategies

and then proceeded to act definitively by taking over her mother's

finances and establishing her in a retirement home. In a retrospectively

reported stressful episode which occurred four years earlier, she used

the following strategies -- help-seeking, information-seeking, and direct

action. These are thematic elements of her particular version of the

confrontational coping style.
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SEEKS INFORMATION She called numerous social
agencies but could not get useful
information about housing alterna
tives for her mother.

SEEKS PROFESSIONAL She called the doctor and he was no
ADVICE help.

"A man...provides a senior care
referral service. He's a self
employed man, whom you learn about
through word of mouth. A young
man....He counselled me on how to
go about changing mother's resi
dence. Everything he told me
worked. He took me around and
found a place to live -- he gets a
commission from places, and only
took $5 from me."

ALTERS AND MANAGES LIVING "I had to take over handling her
ARRANGEMENTS FOR CLOSE business affairs, arrange to put
OTHER her in a retirement home."

An episode from the fifth interview shows the consistency with

which her confrontational style continued to involve the same core

strategies -- help-seeking, information-seeking and direct action. The

following excerpt from the interview notes provides the background for

the episode:

"Found bank book at mother's on Sunday and realized that mother
had gone out on her own....She started telling me that she'd gone
to the bank. I thought she had had a dream. Finally she showed
me the checkbook and it had a new account number. Mother didn't
know what she'd done.... I thought I had everything under control
and here again, was another big hassle. It is hard to hassle with
Someone who is unreasonable. ... I was even more upset because she
was leaving the following Saturday [to stay with her son for a
few weeks] and I had a lot to do and my hands were tied. I'd
gone to take care of bills, etc., and couldn't handle it, because
of the change in accounts....She'd gone out on the street like
that and could have been in bad trouble. And... she doesn't seem
to have any confidence in me -- trying to help someone and they
think you're doing bad things for them."

In this episode, the respondent's confrontational coping strategies

were addressed to two of several stakes contributing to the stressful
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ness of the episode -- "concern over parent's well-being" and "concern

that own plans threatened." The coping strategies included:

ATTEMPTS TO CORRECT ERROR "I had to talk with the bank
OF OTHER manager."

SEEKS ACTIVE ASSISTANCE "I talked to the man who owns the
WITH PROBLEM place [where her mother lives] and

told him what she had done.... She
acts better when I'm not around.
He doesn't think she's that bad
[in terms of not being able to take
care of herself]."

SEEKS INFORMATION "I talked with a banker friend....
The thing is, I could have her
declared incompetent and I wouldn't
have any of these problems, but
I've heard that that is traumatic
and if I could avoid that I would
rather. The banker says I should
do that -- it's great to say that,
but the experience she'd have to
go through -- that wouldn't be very
pleasant."

MAKES DECISION "I told mother that it would be me
or an attorney, and I resolved to
do that."

"I've taken her checkbook away."

MAKES A DIRECT EFFORT TO "I tried to make her feel involved
CHANGE ANOTHER'S UNDER- in things. [But] probably better
STANDING, COGNITION if I just handle it and not discuss

with her.... My mother won't give
in that she can't handle it."

The intensity of the respondent's emotional response to the above

incident, and her strategies for coping with these emotions, will be

Covered later in this discussion.

Strategies for coping with emotional elements of stress. Marlene

Sanderson devoted numerous and diverse coping efforts to understanding

and alleviating intense emotions -- guilt, anger and fear. Her fears

concerned not only her mother's welfare but also her own aging. Daily,
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she found herself praying, "Dear Lord, keep me from being like that

when I'm Old."

Five types of strategies for dealing with difficult emotions are

thematic in this case. They are: inhibiting the public expression of

anger; curbing the experience of anger; seeking and using emotional

support; engaging in prayer, and diverting attention from feelings which

tend to be overwhelming or exhausting.

Inhibiting public expression of anger. As a woman who places con

siderable importance on emotional self-control, Marlene Sanderson tends

to inhibit the expression of emotion in public or non-intimate inter

personal settings. One could mistake this inhibition for avoidance

of the expérience of emotion. In fact, she does not avoid her emotions:

rather, she regularly handles them, by expressing her feelings to her

self and to close others. Such behavior is consistent with her belief

that the public expression of certain emotions, principally anger, can

be destructive. Note that she sees herself as rechanneling, rather

than suppressing her anger.

"You divert the anger somehow. Not that I believe in holding in
anger. (Can you explain this?)... You learn that some of these
emotions are destructive to you -- you get angry at others and it
comes back on you and makes you ill. Thinking to myself -- no
use in my being angry in this situation. . . Conscious that I am
controlling thoughts and that I will control my voice."

Thus, as this case demonstrates, a confrontational style does not

necessarily imply direct confrontations with the persons provoking

stressful emotions.

One of numerous examples of this respondent's usually successful

inhibition of anger in public occurs in an episode involving the bank

manager who handled her mother's account. He had behaved towards her
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abrasively and had consistently eluded her efforts to contact him.

Although she had given ample expression to her emotion in private con

versation with her husband, she was careful not to reveal her anger to

the bank manager when she met with him. Indeed, she even approached

him with humor.

INHIBITS EXPRESSION OF "Felt like taking him apart -- for
EMOTION brushing me off. Figured that

wouldn't get me anywhere." '

USES HUMOR "Thought he [bank manager] was
avoiding us at first. I approached
him with humor -- worked out okay."

By contrast, Marlene Sanderson's efforts at inhibiting the expres

sion of her anger towards her mother are only partially successful:

"(What’sort of thing makes you emotionally angry?) My mother!
You know that's directed to you -- not a business thing. When
I control anger against mother, I'm really churning inside.
Thank goodness I don't churn as much as I used to."

This difficulty regarding anger towards her mother is shown in the bank

book episode discussed earlier. In this instance, her anger was

undisguised.

EXPRESSES ANGER TO OFFEND- "Scolded her [mother] for her lack
ING PARTY of confidence in me and for going

out on her own like that -- could
have been hurt."

"Spoke harshly to her, severely to
her."

She immediately regretted her outburst. An exploration of the factors

influencing the respondent's anger towards her mother will be under

taken later in this case discussion.

Curtailing the experience of anger. In other episodes, such as

the phone calls in which she is frequently maligned by her mother,

Marlene Sanderson used a variety of strategies to diminish the intensity
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of her anger. Again, however, this does not mean that she avoided or

suppressed her anger. For example, she understood that her mother's

mental impairment was irreversible and might even worsen; yet, she

continued to have intense emotional responses to her mother's behavior.

Instead of suppressing her emotions, she therefore attempted to curb

their intensity. Thus, when her mother told her to "Go to hell," she

used these intrapsychic strategies to cope with her intense response:

ACCEPTS SITUATION "Friday night, I thought, here we
go again -- I've come to know that
she has hallucinations..."

EXCUSES THE ANTAGONIST "Just like a child.... Beyond her
-

Control."

In the seventh interview, again recounting a verbal attack by her

mother, she used the same two strategies; in addition, she talked to

herself in a nurturing way.

ACCEPTS SITUATION "Because I really understand... think
I understand."

EXCUSES THE ANTAGONIST "More worried what she might do,
than hurt feelings."

SELF-NURTURANCE: "(Talk to self about it?) Yes. I do.
PERSUADES SELF TO FEEL Probably I try to [do] some things
BETTER that make me feel better."

In fact, self-nurturing persuasion is one of her consistent strat

egies not only in handling but also in anticipating her anger towards

her mother :

"I always go down there and on my way say that I'm going to be
calm, soothe her -- talk to self and say what I'm going to do.
I've improved a lot."

Seeking and using emotional support. The respondent's comments

indicate that, just as she relies strongly on instrumental or informa

tional assistance in confronting problems, so too does she make con
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siderable use of affective support in confronting emotions. She used

friends' observations as a yardstick for assessing the acceptability of

her own emotions regarding her mother; in doing so, she lessened her

sense of being overwhelmed. Thus, at the onset of her mother's ail

ment when she felt intense guilt because she had decided not to have

her mother live with her, she sought help from others.

SEEKS ACTIVE ASSISTANCE "It was a guilt situation. Con
WITH EMOTIONS science bothered me.... I wrote

to my ex-church minister, and he
gave good advice. He thought it
[her mother moving in with her]
would compile the misery. He said
at that stage a person is not happy
no matter what."

At one point, she explicitly commented on her reliance on friends:

"It took me a couple of years to learn to cope, to get myself
together. I know it is something that she and you can't help.
I learned to relax about it. Talked to myself and to friends.
I'm not one to hold it all in and grin and bear it."

The incident involving the changed bank account provides another

example of the respondent's use of emotional support. As indicated

by the number and range of emotions in this episode, her need for

support was intense. The description of her emotions, as reported by

the interviewer and the respondent, follows:

Anxiety She says that she has had a divided
month -- the first half filled with
anxiety.

Anger "Get so angry inside, I can hardly
control myself."

Misery "All wrought up and miserable."

Sadness "Just going down and clearing up the
place makes you sad.... Downhearted
feeling that you get."

Upset "Wish I hadn't been so upset. Wish
I hadn't let it upset me so much."
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Regret "Spoke harshly to her, severely to
her, then feel bad."

She also described the physical experience associated with these emo

tions, saying: "Invades whole being. Head throbbing, feel tense all

over." In this episode, she found relief in conferring with a friend

at work.

USES AVAILABLE EMOTIONAL "With other people can see the
SUPPORT funny side of things.... Friend at

work that I talk with. She has a
mother problem also. We compare
notes."

Indeed, her propensity to temper her negative emotions with a humorous

perspective occurs several times in the case -- each time in the con

text of contact with a friend. She admits that it is usually only with

the help of friends that she can see a lighter side to her problems with

her mother. There is some suggestion that she chooses her friends

partly because of their skill in coping with emotionally trying situa

tions. However, at times she compares herself unfavorably to these

friends, wishing that she were less serious, more accepting, more

giving, more energetic:

"Feel like I give out too easy. In my actual physical handling
of things. I'm not able to do as much as they. And also emo
tionally tired. I don't feel like I can bring myself to go down
and see mother -- emotionally and coping with it. I have a
friend that sees her mother every day. Wish I had more of her
staying power; it's not in me to do it."

Engaging in prayer. The respondent uses prayer as a coping

strategy in only two of the five stressful episodes concerning her

mother. However, she frequently discusses prayer and other religious

activities in other interview segments:

"...some things that help me. Bible study class.... It seems
that the lessons on each particular Sunday always apply to me
-- and that gives me strength. Help on things that can't help
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Self with."

When her mother accused her of "living high," and reported the phone

had been disconnected, the respondent was depressed throughout the day.

That night she turned to prayer.

PRAYS "At night, to bed -- 'Dear Lord,
it's the end of the day, you take
over.' That's probably the
biggest help that I have."

In short, at times praying helped her when other strategies seemed to

fail her.

Diverting attention from overwhelming feelings. The respondent

regularly used a number of strategies which allowed her to rest from

both the experience and expression of emotion. This coping is not
avoidance. Such diversion is calculated to ease the emotional burden,

not to escape the emotional experience. In reporting an early episode,

She gave a somewhat generalized account of these strategies.

EWADES CONTACT WITH "Once in a while I take the phone
CLOSE OTHER IN ORDER off the hook and rest, or don't
TO REST answer it."

TAKES BRIEF WACATION "I take a day off to "be good to
myself.'"

Working at her job was one of this woman's foolproof methods for

coping with overwhelming emotions. In four stressful episodes -- two

of which did not concern her mother -- she diverted her feelings by

immersing herself in the task at hand. The four uses of this strategy

are given here:

CONTINUES WITH NORMAL "I go to work and forget it all --
ROUTINE (Fifth interview, so busy -- no time to dwell on
bank book mix-up) these things."
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CONTINUES WITH NORMAL "(In course of afternoon, were you
ROUTINE (Sixth inter- working in anger?) No time to think
view, work problem) about it.... Have to think of what's

at hand -- what has to be done."

CONTINUES WITH NORMAL "Felt better after a few business
ROUTINE (Seventh inter- things taken care of.... Go to
View, mother accuses work -- no time to think too much
her of living high) there -- that's a good thing."

CONTINUES WITH NORMAL "Then too busy to think too much."
ROUTINE (Ninth interview,
grief of friend)

In some cases in this sample, these same diversions constitute

avoidance because they are used in lieu of confrontational coping. In

Mrs. Sanderson's case, they are always used after other strategies have
been tried.
Caring for "Elderly Parent

One fascinating question in this case concerns this woman's han

dling of anger towards her mother. Given her beliefs regarding the

control of anger, and her obvious skill in channeling the expression of

anger, why is she repeatedly disarmed by her mother's behavior? Why

does not the very unpredictability of her mother's actions become

expectable? There are several factors contributing to this situation.

The first factor, seen in several cases, concerns issues of

authority and obedience in the relationship of the elderly parent and

the adult child. Recalcitrant or antagonistic behavior in the parent

tends to arouse feelings of fear and guilt in the adult child. This

occurs in all but one of seven parental cases in this sample; Elizabeth

Keen is the only exception. Even when it is clear that the parent's

behavior may have been provoked by illness, the adult child may feel

intimidated. The respondent in this case remarked: "It's awfully

difficult to handle someone who has been your boss all your life."



108

Regarding her anger at her mother for altering the bank account, she

noted:

"...she [mother] doesn't seem to have any confidence in me --
trying to help someone and they think you're doing bad things
to them. In fact at one time she had me convinced that I was
doing bad things to her, then I realized that I wasn't."

The authority-obedience issue also limited the degree to which this

64-year-old daughter felt she could take charge when her mother behaved

unreasonably; this, in turn, intensified the anger:

"I have a hard time being that forceful with her. I know that
I'm doing the right thing but I feel guilty because she tells
me that I'm wrong. I guess that's from a mother. When she tells
you you're doing something wrong -- you can't help but think it,
.it's your mother. I still have trouble not getting upset
emotionally with her. Once in a while I lose my temper and
blurt something out -- it doesn't accomplish much."

There is evidence that the particular dynamics of the mother

child relationship not only help explain the daughter's behavior, but

also account for some of the mother's behaviors. As Marlene Sanderson

Observed:

"Mother doesn't behave as poorly around others. Other people
think of her as a little old lady -- don't realize how belligerent
and demanding she can be... It helped a lot when I went on vaca
tion -- She let them do more for her."

A second factor contributing to Mrs. Sanderson's difficulty in

controlling her anger towards her mother is particular to her case.

This respondent has a strong predilection for careful planning:
Generally, this helps her cope effectively with anxiety-provoking

situations. For example, to prepare for a party she was giving, she

kept herself from being overwhelmed by making a long list of tasks and

2
This observation is owed to Judith Wrubel who headed the Stress and

Coping in Aging Project's Interview Committee.
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tackling one or two tasks a day over several weeks. And in organizing

a May vacation to Hawaii, she began planning in February. In view of

this strong preference for anticipatory coping, Marlene Sanderson's

frustration and anger in response to her mother becomes more under

standable. Her mother can be affable and quiet one minute, antagonistic

and rowdy the next. There is little that advance planning can do to

alter the unsettling and startling features of such behavior.

Third, beyond the issue of anticipatory coping, it must be empha

sized that her mother's mental disorientation was in itself deeply

unsettling. These rapid and violent changes threw into question the

very substance of the relationship. Did she have a mother, or did she

not? Was this the person she knew? Who was this defiant, anti-social

individual 2

"Can't leave mother at Christmastime. Can't take her with us.
She gets belligerent sometimes... (She gives an example of her
mother at Thanksgiving in a good mood and suddenly changing; Mar
lene Sanderson had to tell her to be quiet.)... She used to be
such a fun person.... You think how upset you get and she's for
gotten it. Hard to describe the emotion... couldn't come out of
feeling cold in the middle."

In sum, there were multiple reasons for Marlene Sanderson's difficulty

in controlling her anger towards her mother: the recurrent authority

obedience theme; the interference with a stable strategy for antici

patory coping, and the loss of the relationship as she had known it.

Most of the persons in this sample long for permanent relief from

the responsibility of caring for their elderly parent or parents. This

case is no exception. This respondent makes it clear that the responsi

bility has been oppressive:

"The change that I wasn't expecting -- was to have my mother like
she was. I thought I would be free of responsibility. Life sur
prises you. You lose one responsibility and get another. I
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thought I could lead my own life again. I guess we're not meant to
do that. The difference is that children are a happy responsibility;
an aging parent isn't."

She admits that for all her dedication to providing adequate care for

her mother, she is "ready" for her mother to die :

"(Deep down inside do you wish it were over?) ... If I'm honest
with myself, both my husband and I are ready for a little peace
and quiet."

She also dreads the possibility of more extensive deterioration in her

mother's mental condition. Although her mother's physical health is

not otherwise in jeopardy, Marlene Sanderson hopes that her mother

dies before her mental condition worsens:

"(How do you regard your parent's aging?) I think really sad.
It would be a blessing if she would just die suddenly rather than
to go on as she is."

Attitude Towards Own Aging

Marlene Sanderson's attitude towards her own aging has been pro

foundly affected by her mother's ailment. She is more fearful about

the hazards of old age:

"(How do you feel about the future?) I hope there won't be 50
more years. I always had a good feeling about growing old.
Never thought of it as a bad period. Old age -- be sweet little
old lady -- now it's not beginning to have such a happy connota
tion to me. Seeing old people and changes..."

She also fears she will make the same errors as her mother:

"There are times when it gets to me. Part of that is not only
that mother disturbs me in herself but I think ‘Am I going to be
like that some day?' You don't know what can happen to yourself.
I think my mother has a nice place to live and could have a
hobby. Instead she feels there is nothing to do, and she is
miserable."

This woman has devoted considerable time to analyzing the aging

process, particularly by trying to understand the conditions shaping

her mother's aging. Although she regards physical decline as one aspect
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of old age, in her view, it is not physical weakness which poses the

greatest threat. Instead, she believes that emotional and spiritual

issues are the most crucial factors in aging. Specifically, she thinks

her mother has always relied too heavily on the family for social con

tact, and that it was the death of her unmarried sister (with whom her

mother had lived) that had precipitated her mother's physical decline.

It is precisely because of Marlene Sanderson's own advancement

towards old age that her mother's predicament affects her so strongly.

She resents a drain on her energy at a time when her own stamina has

declined. And she resents restricting her freedom at a time when free

dom was supposed to be one of the rewards for having endured:

"Mother's thinking I'm 40 again and can run around for her.--
I'm tired now...Hard to explain to her that I'm not young
any more -- not the energy. She can't think of us as senior
citizens (laughs). Peculiar time we live in -- number of
friends going through this. My mother never had to cope with
an elderly parent. We're all wondering how to handle it.
Society doesn't help."

At times, the simultaneous concerns about her mother's aging and her

own aging are expressed as an agonizing conflict -- it is as though

if one lives, the other will be robbed of life. Her disturbing sense of

restriction is reflected in the following statement:

"My son-in-law's parents stopped by. They're younger than us.
They're settled regarding their retirement. Have bought a
place to retire to. They have no major family problems like my
mother. I had a wish in the back of my mind that we would be
settled that way. I feel like we can't leave here because of
my mother."

This woman's conflict between her own aging and her mother's aging

have led her to puzzle basic questions. For example: Why live beyond

a certain level of physical and mental deterioration? It does not make

sense to her that her mother goes on living but draws so little pleasure
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from life. She does not want her own life to reach this point. Yet, she

fears that ultimately the quality of her life in old-old age may not be

Within her control :

"I think what is the use of keeping her alive. Now she wishes
she were dead. I wish my doctor could say something about how
to keep my arteries from hardening and being like my mother.
I'd rather die suddenly of a heart attack -- but the slow dis
integration of a person."

When the husband of a friend died, Marlene Sanderson found herself

unable to fathom the cosmic injustice inflicted on her friend. Again, a

basic question arose: After only two years of retirement, her friend's

husband was dead; yet her friend's burdensome stepmother was still alive ;

why did the frail elderly woman survive while the still strong young-old

man had died?

"One thought was -- She has a stepmother nearby -- she's just
as much a thorn in her side as my mother. Here the stepmother
is still living and her husband is gone. Hard to understand
life."

This respondent claims repeatedly that she does not dwell in an ex

cessive or unproductive way on her own future. With the important ex

ception of her intense fear of ending up like her mother, her claim is

defensible. For example, she admits that, in view of statistics, she ex

pects to outlive her husband. It is rare for a female respondent to

make such a realistic statement. Furthermore, she pays very close atten

tion to the strategies of persons who have coped effectively with the

losses accompanying aging. Of her close friend who had been widowed

three years earlier, she said:

"She had a husband who was a lot of fun...to see how she's

accepted his death and her º by herself -- inspiration thatshe hasn't let joy leave her... (Does it make you think how it
would be to be without your husband?) It makes me think about
how to meet any situation that has hard parts. She accepts life."
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In the previous section, it was noted that her characteristic

control of anger broke down in response to her mother, partly because

her typically successful use of anticipatory coping failed her.

Similarly, her characteristic ability to confront the future without

being disarmed by fear broke down on certain dimensions. As she

observed, she could fill the "voids" in her life with friends and work

-- in other words she could use strategies which her mother had not

used; this much anticipatory coping with the vicissitudes of aging

was in her power. But she could not, in the final analysis, guarantee

that she, too, would not lose her mental abilities to a stroke or

other illness. Against this, she felt powerless to cope in advance.

But still, she did not avoid the issue. She simply could not solve the

problem and thus, this one anxiety about growing old nagged at her

relentlessly, much as she felt her mother did.
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CHAPTER SEVEN

STRESSES OF CARE-GIWING AND ILLNESS OF SELF

Death and Illness as Midlife Themes

This subsample of 15 middle-aged persons, as well as others in the

overall sample, had an important commonality. They had frequent contact

with instances of illness, dying and death among friends and fellow work

ers and among relatives who were not part of the nuclear family unit. Be

cause this sample represents a community-dwelling, lower and middle

middle-class population, it is fair to presume that their experience re

sembles that of vast numbers of middle-aged Americans. That is, serious

chronic and acute illness among close others is an intermittent but ex

pectable occurrence for many midlife adults. New instances of illness

and death as an accompaniment of aging regularly pierce awareness.

The stressful episodes concerning these encounters with illness and

death usually demanded relatively brief involvement on the part of the

respondent -- even when a friend or co-worker was stricken by a chronic

ailment. Thus, such episodes formed a kind of stacatto counterpoint to

the ongoing preoccupation demanded by the chronic illness of parent,

spouse, or self. The brief examples which follow all occurred during the

interview year. Ted Forest was working on a construction site when his

boss died within a few hours of being stricken by a coronary on the job.

Athalia Layton, a secretary at a university, lost her supervisor to a

sudden heart attack at the start of the interview year. Rachel Werner

learned that one of her close friends who had "never been ill a day in

her life" had cancer of the kidney. Graham Olson, who himself suffer

ed from a serious heart condition, discovered in the latter part of the
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interview year that his older brother had to have open heart surgery;

a few months earlier, his closest friend, who seemingly had been making

a successful recovery from a heart ailment, died unexpectedly.

In a number of cases, the sheer number of convergent events related

to death, dying and illness is staggering. For example, during the in

terview year, Elizabeth Keen visited her husband's sister who had suffer

ed a stroke four years earlier, and was now unable to speak. At the same

time, ■ irs. Keen learned that her husband had an inexplicably high white

blood count. According to the interviewer, Mrs. Keen was besieged by a

"strong nagging doubt because his sister had a stroke," and her "first

thought was of her friend's husband who had leukemia." In approximately

the same time period, a long-time friend from the church was diagnosed

as having an inoperable malignant brain tumor. In addition, Mrs. Keen's

mother underwent a pace-maker implant, and while still in the hospital, she

was told she had cysts on her kidney and would need additional immediate

Surgery. There is, sadly enough, a certain soap-opera-like quality to

these cumulative catastrophes; yet, in fact, they are real events which

punctuated the lives of real respondents. There are few cases in the

sample of 100 which do not include one or more stressful episodes of this

sort. As noted, in this smaller sample of 15, such occurrences become

all the more striking because the respondents are already occupied with

ailments of parent, spouse, or self.

Although the respondents differ in how they construe these events

-- and often these differences are consistent with their coping style,

overall, these events are experienced as jarring reminders of mortality.
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Thus, when Noreen Schaefer described one of two funerals she attended

during the interview year, she thought directly of her own husband who

had had two heart attacks:

"We weren't close friends with this man, but...our lives have
intertwined during 25 years. All of the sudden for him not
to be there...He was a year older than Michael (her husband)."

Caring for Parents: Salient Factors

A factor has been judged to be a salient theme in the care-giving

experience if it is present in all cases in the group (or, in rare

instances, in all but one case). Four factors emerged as salient:

1) All seven respondents in the group giving care to parents

acted on the basis of a strong sense of obligation to the

parent; this sense of obligation operates on a cultural level

and is clearly distinct from any bonds of affection which may

exist;

2) Guilt appears to be an inescapable facet of the care-giving

experience; regardless of how constant and thoughtful the care

giving effort, adult children are rarely, if ever, convinced

that they have done enough. Often, too, some unsatisfied demand

of the parent continually evokes guilt;

3) Strong undercurrents of resentment are experienced by

adult children caring for parents and constitute a major

Source of internal conflict. Resentment is aimed somewhat

more at the burden of care-giving, and the interference with

the care-giver's life plans than at the parent, although this

distinction is not always maintained, and

4) The physical or mental decline of the parent evoked a

strong sense of actual or impending loss in the adult children

providing care.
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Obligation. Perhaps the most potent indicator of the strength of

filial obligation is the degree to which it is not questioned, and
rarely even discussed by the respondents. I believe that the obligation

to care for ailing parents has the status of a cultural mandate. The

obligation must be undertaken even when the bonds of affection are

weak, even when the emotional and financial costs are high, even when

the adult child does not expect such care from his or her own children.

Of course, the fact that in four of the seven cases the adult child has

siblings indicates that some offspring may feel the obligation more

keenly than others, or as Silverstone and Hyman (1976) indicate, the

care-givers may have been pressed into service by their less willing

siblings. Even so, in three of these four cases, there were instances

where the care-giving burden was shared by siblings, albeit only for

brief intervals.

The data reveal explicit indications of the obligation to care for

the parents as well as variations in the way the obligation is experi

enced. An episode from Ted Forest's case shows the clarity with which

the sense of obligation is generally felt. Mr. Forest had to choose

between demands made on him by his mother, who had recently had a minor

heart attack, and demands made by his wife. His wife wanted him to go

out of town with her and their young son over Thanksgiving; his parents

pleaded for him to stay. For Ted Forest, the required decision was

unambiguous, the nature of the obligation unquestioned:

"I said [on the phone] we were going up to the cabin for
Thanksgiving, I heard my mother was upset. (How did you
hear?) I was talking to her on the phone, and she said my
Dad wants to talk to me. He kind of hedged around that it
would be nice to be around that weekend #j.
My wife said, 'I wish I could go to the cabin.' I said,
"There's nothing we can do." She said, 'I know there's
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nothing you could do.' Then I say, 'Why did you bring it
up, do you like to put pressure on me?' I told her what
she was doing to me... (What were yo” thinking when she
brought this up?) I thought, she [mother] could have
another attack, I had to stay, it was the thing to do.
It was upsetting her. Her just getting over a heart
attack, I didn't want to put stress on her after that.
I didn't know why she [wife] put pressure on me. She
should have just accepted it, I guess. That's what I
would have done...My duty's just at home, then comes my
family."

In another case, that of Elizabeth Keen, the strength and clarity

of the obligation overrides personal preferences regarding lifestyle or

desired activities. This is poignantly conveyed by the contrast

between Mrs. Keen's current relief at not living in the same state with

her mother, and her decision to nevertheless care for her mother in her

home should this one day become necessary. The decision is based on a

strong feeling of reciprocity. Indeed, a sense of reciprocity under

lies the obligation to the parent for all of the seven respondents,

even when the bonds of affection are weak. Mrs. Keen stated:

"She ■ mother] surmounted all sorts of difficulties to raise us
when my father died...we were probably at the poverty level
and she worked...Then she spent 17 years taking care of my
grandmother... If she became ill and required constant care,
I would bring her home here. I wouldn't want her to stay in
Arizona -- I don't think my sister could handle it and I
wouldn't want my sister-in-law to do it... In my mind all that
is settled already."

Yet Mrs. Keen's stated expectations of her own children contrast

strongly with her expectation of herself in respect to her mother. The

interviewer wrote:

"...she does not want to ever be financially or physically
dependent on her children. She told me if she needed it,
she hoped that they would put her in a nursing home, that
it would be too much of a burden for them to care for her
in their homes. This seemed a reasonably charged issue and
when I explored it later, it came out that her grandmother
had been cared for by her widowed mother (along with four
other children) for 17 years and had been a source of much
conflict in the home. She told me she would never want to
be a source of conflict."
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In this instance, the respondent's sense of obligation not only

was shaped by the example of her mother's lengthy care for her grand

mother, it was also coupled with genuine admiration and affection for

her mother. By contrast, in two of the cases, the sense of responsi

bility to the parent outweighed (or outlasted) any overt affection for

the parent. This was true for Nina Morgenthal who had cared for one or

both of her parents all of her adult life. In the first interview month,

the interviewer wrote:

"(...she lowered her voice and talked about her father living
with them. He had been in the adjoining room watching TV all
the time we were there.) It's a stress and a strain!
He's always there, there is no privacy. The children can't
relax as much with him there. It's a stress on us all. He
hates my son's music, he hated the stuff I used to listen to.
And if my husband and I should go out and come back a little
happy, which I can assure you doesn't happen very often, he
gets really angry. He thinks a woman's place is in the home
period. And when I was thinking of going back to work last
year, he was really upset. He's a source of contention between
my husband and I. He's just a duty."

Despite her bitterness, this middle-aged daughter did not seek an alter

native care-giving arrangement. Indeed, the fact that she was an only

child must have further locked her into this restricted position.

After her father died, she experienced a sense of relief from these

bonds and joy at her new-found freedom.

In two of the cases, the parent had become senile. It is evident

that with the profound change in the parent's personality, the adult

child's affection had diminished; what remained was an intense, but

tortured, sense of duty.

Guilt. No matter how attentive, tenacious or energetic the respon

dent was in providing for a parent's needs, the experience of guilt

inevitably surfaced. As Pat Benner (personal communication, 1981), a
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nurse and educator, has suggested, there is something in the nature of

the care-giving situation which defeats even the most dedicated adult

child. In other difficult life circumstances (e.g., illness in children;

conflicts at work, marital problems) time is often a resource which

bolsters coping; but in the case of the chronically ill elderly, it is

frequently unlikely that the situation will improve markedly with time.

The adult child can never really do enough, can never cope brilliantly

enough to stem the parent's decline. Obviously, it is even more diffi

cult for the parent to accept the severe limitations of irreparable

decline, and in some cases, the guilt-provoking demands and complaints
directed to the adult child attest to this.

Even respondents who gave unstintingly to their parents repeatedly

felt that they had not done enough. According to the interviewer,

Elizabeth Keen's mother "told her children that she wished someone would

decide for her where she would live..." Yet, after Mrs. Keen and her

brother had made living arrangements for her, she complained frequently

and at length that these arrangements did not suit her. Mrs. Keen

described her guilt:

"I felt like I was responsible. I had doubts...Maybe, I made
the wrong decision. She says it was a mistake to move there...
I don't have a solution -- if she would tell me what she wanted,
I would do anything in my power to get it."

More extreme guilt occurred in the case of 64-year-old Marlene

Sanderson whose mother has senile dementia. Mrs. Sanderson's mother

daily accused her daughter of harrassing her, stealing her money and

mismanaging her affairs. Although Mrs. Sanderson understood that

mental impairment underlay this behavior, her guilt was recurrent:
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"Days when thinking of my own feelings and desires more than
I should...Sometimes I feel guilt... Each time, I've always
got the same problems. I have such good resolutions about
improving -- each month there's not a big improvement...some
times I feel like I'm going backwards."

Given the pervasiveness of both the sense of filial obligation and

the experience of guilt, it is not surprising that considerable coping

effort is given to the anticipation (prevention, forestalling) of guilt.

This can be seen in the case of Arlene Longfellow. Because her mother,

described by the respondent as schizophrenic, would not allow her adult

children into the house to assist their frail father, Mrs. Longfellow

organized her brothers and sisters to develop a plan of action. At

first, she herself did not understand that she was attempting to elimi

nate potential guilt.

"I doubted my motives. I wondered why I was suddenly trying
to take charge, because I'm not a take-charge kind of person --
I don't see myself that way. My younger sister takes charge.
She did it [taking charge earlier with parents], and all hell
broke loose, which is why we're all hesitating... I told them
[siblings] that I wanted to do what we could, so that when they
died, we wouldn't [she holds head] say how we wished we had
done something."

As will be seen in the discussion of coping styles, guilt was a

much greater liability for the avoiders and deniers than for the con

fronters in this sample. In two cases, one an avoider, the other a

denier, guilt, occurring at the time of a parent's decline or death,

was strongly associated with an abiding depression. For Sarah Lion,

for example, the severity of her depression is underscored by the sheer

number of physical symptoms, as revealed in this excerpt from my case

analysis.

"'Depressed, everything sags right out of you,' she mentioned
with her hands leading away from her stomach. She experienced
a weight loss of 17 pounds, an accidental fall down an escalator,
sleep loss, continued tiredness and lack of energy, and intense
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bleeding and hot flashes accompanying the onset of menopause...
all but the tiredness occurred after her mother entered the
nursing home. Physical problems [weight loss, accident J are
mentioned by her a few sentences before she reports 'screaming
inwardly, Why me, I can't do anything." This was in response
to her mother who had once again asked, "When am I going home?'
In view of the sequence in which the internal dialogue occurs,
it seems likely that her physical symptoms are partly linked
to her persistent guilt concerning her mother's entry to the
nursing home."

Resentment. Just as there are strong cultural sanctions for

accepting responsibility for the care of an aging parent, so too are

there strong sanctions against expressing resentment of the burden.

Indeed, it was not unusual for guilt to follow closely upon an expres

sion of anger or frustration regarding the care-giving demands.

Although resentment of the responsibility was not often expressed

overtly, there were almost always lapses of the zeal with which this

emotion was hidden. In three cases, the resentment was so strong it

masked any positive affect towards the parent; only after the parent

had died or direct conflict with the parent had subsided, did it become

evident that there had once been feelings of warmth.

The specific rationale for the resentment varies considerably.

The feelings are often linked to some specific comfort or freedom, in

short, some element of lifestyle which the respondent has had to

forego in order to provide care. On one Friday, as Rachel Werner was

preparing for a weekend at her recently purchased mountain cabin, her

elderly father complained he had not been feeling well and did not want
to be left alone. (He had lived with Mrs. Werner and her husband for

five years.) In recounting her decision to leave her father under a

neighbor's surveillance and go to the cabin, she revealed her anger:

"I don't want to stay home, I have my plans made, my Christmas
cards are in the car, then the dinner date, everything would
be disrupted and I'm sure there is nothing wrong...and if I
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stayed home, at 4:00, he would say, 'Why aren't you in the
mountains?' and I'd shoot him! He'd probably not even remember
he'd said it."

Several months later, after her father's death, she made a more explicit

statement about the previously resented disruptions to her lifestyle:

"...how changed my lifestyle is...we don't have the extra
laundry and care now and we don't feel guilty when we go out...
we almost feel like we are sneaking... I think my father used to
bug us so much."

While for Rachel Werner, who was 50, caring for her parent dis

rupted immediate recreational plans, for Marlene Sanderson, who was

64, care-giving played havoc with lifelong plans for her own old age:

"The change that I wasn't expecting -- was to have my mother
like she was. I thought I would be free of responsibility.
Life surprises you. You lose one responsibility and get
another. I thought I could lead my own life again. I guess
we're not meant to do that. The difference is that children
are a happy responsibility; an aging parent isn't."

But again, this respondent did not simply resent the responsibility in

a general sense. She had specific plans for travel and for retirement

that could not be realized.

"My son-in-law's parents stopped by. They're younger than
us. They're settled regarding retirement. Have bought a
place to retire to. They have no major family problems like
my mother. I had a wish in the back of my mind that we would
be settled that way. I feel like we can't leave here because
of my mother."

While some persons expressed their resentment chiefly towards the

parent, others expressed it alternately towards the parent and the

care-giving situation. Sarah Lion, whose mother became increasingly

senile during the interview year, blamed her mother, society and the

world in general. Regarding her mother, she said:

"I feel frustration also because of her letting herself get
this way. She didn't have to. When my father retired, she
decided to retire too, she even quit cooking, and let him
do that. She forgot how. It's too late for senior citizen
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[center] now, I'm afraid. A few years back, it would have
helped. She has arteriosclerosis, high blood pressure... I
was sad, too, that she let it get this bad. She didn't
have to. Now there's no going back."

Regarding society she said:

"Why isn't there something to be done, a better place to send
her. There are so many there who are worse off than she, it's
so depressing..."

Often her bitterness was expressed in a kind of cosmic question:

"...utter depression, I keep wondering, "Why, why her, why not
just die?’ (She looked close to tears.)...Anger...at the world
in general -- why me?...not again...more depression."

Elizabeth Keen's case illustrates a struggle to deflect her anger

from the parent to the situation; in fact, in part, this respondent

copes with her anger toward her mother by schooling herself to attri

bute her mother's behaviors to age rather than to willfulness:

"I know these things are real to her, even if they seem petty
to me. I don't know how I'll be when I'm her age. Older
people need special understanding. You don't gain anything
by anger -- I do indulge in it sometimes, but it's never
really worthwhile."

In some of the cases, respondents secretly harbored the thought

that life would be decidedly more enjoyable if the parent were dead.

For persons who differentiated parental and situational factors, such

thoughts were less likely to provoke agonizing guilt. For example,

Marlene Sanderson made determined efforts to dissociate her mother

from her mother's condition; this helped make it possible for her to

express heavily sanctioned sentiments without being consumed by self

recrimination. The interviewer asked her if she wished "it were over."

She replied, "If I'm honest with myself, both my husband and I are

ready for a little peace and quiet." She was also able to express her

feeling that an earlier death would benefit her mother:
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"(How do you regard your parent's aging?) I think really
sad. It would be a blessing if she would just die suddenly
rather than to go on as she is...so unhappy. Doesn't know
what she is doing. Alternately resenting and begging my
help."

But for Nina Morgenthal, who did not distinguish her feelings about

her father from her feelings about the conditions affecting him, such

wishes were highly problematic. The notion that she would be better

off if he were dead is expressed with great vacillation, and is linked

in her mind to the threat of a guilt-provoked depression, such as she

had when her mother died.

. "I wonder if I can cope with it [his death]. I'm not worried.
I have a suspicion that everyone would relax more here, but I
wonder if I would go off the deep-end like I did with my
mother. At the same time, it would leave me free to do the
things I want...then I think that's pretty hogwash. Then my
head says that's normal. But my heart says no. Your heart
and head don't always agree, no matter how much your head
tries. Another trap is, what have I done that was wrong -- the
guilt, did I bring it on, was I responsible for it?"

It would be simplistic to say that the differences in these respon

dents' experiences of resentment and guilt stem chiefly from the capac

ity to distinguish person and situation factors. These differences are

only a small indication of far greater differences in coping style

which will be discussed in the next chapter. Here the intent is to

show the pervasiveness of the resentment and the different paths

through which it is expressed, and to observe that the meanings sur

rounding the anger have importance for the ability to cope with cul

turally sanctioned thoughts.

Loss. In each of the cases, the adult child experienced a strong

sense of actual or impending loss. For some, there was an intense

foreboding that death was imminent; for others, there were irrevocable

changes in the quality of the relationship with the parent. Often the
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fear of loss led to a reassessment of the meaning of the relationship.

For example, Elizabeth Keen reported the following experience when she

saw her mother in the hospital :

"That's when it hit me--she's 75 and had come in here for a
pacemaker transplant...and at that moment, the fear of losing
her was very real. I realized how important this lady has
been to me all these years. I can't imagine life without her --
like a bolt of lightning flashing down my middle."

For Sarah Lion, Marlene Sanderson and Rachel Werner, the senility of

the parent drastically altered the relationship with the parent. This

is evident in Mrs. Sanderson's description of how she was affected by

the changes in her mother's personality:

"Can't leave mother at Christmas time. Can't take her with
us. She gets belligerent sometimes...She used to be such a
fun person...You think how upset you get and she's forgotten
it. Hard to describe the emotion...couldn't come out of
feeling cold in the middle."

In Arlene Longfellow's case, the sense of loss has an unusual

dimension. As a result of her care-giving role, Mrs. Longfellow

realized that her mother was not the individual she had imagined her

to be. Thus, her sense of loss did not center on impending death or

on sudden personality change, but on owning up to a long-time deficit

in the quality of the relationship with the parent:

"She [mother] wouldn't let us in, she was awful (hides head
in hands)... It was so scary because some of the things she
said were not rational . As I was listening, I thought she'd
flipped her wig. I felt disgust, too, kinda. Well, by the
time we left we were numb. You see your parents one way and
I can't imagine some of the things she actually said would
ever be said...unbelief...angry and annoyed...stupid and so
unnecessary."

-

For Sarah Lion, her mother's senility not only changed the nature

of the relationship, it also destroyed a lifelong living arrangement.

When her mother entered a nursing home, Ms. Lion was faced with living
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alone for the first time in her adult life. For Nina Morgenthal, too,

the possibility of her father's death boded a major disruption in a

lifelong arrangement. An only child whose mother was no longer alive,

she saw her father as the sole link with her childhood past. After he

died, she told the interviewer:

"I know, I've lost a lot, not material, but the memories. Now
there's no one to share them with, all my childhood memories
are mine alone. That's what you have when you have brothers
and sisters... It was the other half of my parents and I am all
alone in the world."

Caring for Spouse: Salient Factors

The same factors which are salient in the parental cases -- sense

of obligation, guilt, resentment, the experience of loss -- also occur

in the spousal care-giving cases. However, there are some differences

in the ways these factors are manifest. Moreover, additional behavioral

and emotional factors emerged in the four spousal cases. These are:

the assumption of many instrumental tasks once carried by the ill spouse;

the development of a sharply honed ability to divine what the ill spouse

is feeling or experiencing and to protect the spouse from one's own

negative feelings, and a tendency to minimize one's own health problems.

The last two factors indicate that these respondents manage their emo

tions in ways they think will most enhance the self-worth and peace of

mind of the ill spouse.

Obligation. Parental care-givers experienced their sense of obli

gation as an integral part of their role as adult children. Similarly,

spouses saw their obligation as a logical extension of their marital

role. But whereas, for some adult children, the obligation outweighed

affection, for all four spouses, strong posttive emotions fueled the

desire to fulfill the obligation. Athalia Layton said, "When you care
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about a person, you want to be and do everything possible for them

that's good." This describes the spirit of the care-giving in the four

spousal cases. Moreover, for all four, the responsibility of care for

the ill spouse was regarded as a major organizing factor in their lives;

they referred to their care-giving less as an obligation than as a com

mitment which gave them a sense of purpose. Again, Mrs. Layton's words

express this; she said, "I have to keep it together for Don."

Resentment. For Athalia Layton and Robert Hovland, whose spouses

are partly or wholly immobilized, there is strong anger directed at the

situation. Mr. Hovland's anger is a pervasive theme throughout the

interview year. He described himself as bitter; future happiness was

unthinkable since it could only occur if his wife was no longer alive.

The intensity of his feelings on one occasion is captured in the fol

lowing excerpt from the interviewer's notes:

"He became so frustrated that he put his fist through the
wall ; another time...he kicked a door to shreds. This
happened last May....His wife had been home, he was caring
for her, 24 hours a day, with little rest. He was exhausted,
they needed a doctor and couldn't get hold of one, he became
so frustrated that he kicked the door. It split a little,
then he kicked it again and again until it was demolished.
He said he felt better after and went in to calm his wife
down, telling her, "I just had to do it, to let the steam
off." He then said that this kind of response is quite
rare."

This respondent also frequently noted fierce anger at the following:

society for requiring him to give up all of his hard-earned retirement

money before he could qualify for assistance; the insurance company for

cutting off payments for his wife's $300-a-day hospital bills, and at

the interviewer for asking him questions that reminded him of his

plight. Asked in a later interview if he felt anger towards his wife,

he replied:
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"Not at her. Nor she towards me. (Do you sometimes get irri
tated with each other?) I feel none towards her...but if I did,
I'd talk about it with her."

For Mrs. Layton, anger is linked to events which confirm her sus

picion that little can be done to alleviate her husband's condition:

"For a while, I was absolutely sure something could be done,
now I know that the problem won't get better... It's just diffi
cult not to give way to that feeling of inevitability. (How do
you keep from doing that?) (pause) If you deal with an illness
over a long period of time, you get caught up with the pain of
it all, sometimes you get angry at the whole thing..."

Mrs. Layton went on to explain that she actually valued her anger be

cause it protected her from the "numbing" effects of resignation.

In the two cases in which the spouse has a heart condition and has

recovered or is recovering, gratitude for the recovery, rather than re

sentment or anger at the illness, was the dominant feeling during the in

terview year. For example, on several occasions, Barbara Carp siezed

the opportunity to praise her good fortune. At Christmas, in the midst

of her grief for her niece who had just died of cancer, she managed to

place her own situation in a positive light. One must bear in mind,

in reading the following, that Mr. Carp, who is 72, has already had two

heart attacks:

"I felt happy, glad we were all well... how fortunate we were, we
have our health... I got to thinking about how my brother was feel
ing [her niece's father] and so I thought how fortunate we were."

Guilt. Mrs. Layton and Mr. Howland must cope with recurrent feelings

of guilt. By contrast, for Mrs. Carp and Mrs. Schaefer -- the two cases

involving heart conditions -- guilt is in evidence largely as a feeling

to be anticipated and prevented.
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Mr. Howland's guilt is similar to that reported by parental care

givers; he often feels he has not done enough, and that what he has

done may be wrong. In describing one of the few times he left the

vicinity of his home and hospital for a respite, he noted his guilt:

"More a commitment like thing...We're working with my son to
remodel his house; I like working with my hands, but it was a
commitment. I feel guilt about leaving a wife, she had urged
me to leave."

A more intense expression of guilt occurred when he discussed the pos

sibility of caring for his wife at home. Because her life depends on

the respirator, he was extremely reluctant to be in charge of the vital

equipment. This hesitation was highly appropriate; still, he blamed

himself:

"I feel guilt that I can't do more for her, that she had to
lay there and worry. I worry... I can't cope with bringing
her home, having help here. (He would need at least one
shift a day of nursing help.) I worry about setting up
machines at the house -- (how much it will cost, the different
types of generators and other equipment he would need -- very
complicated and costly)... (What is it you feel guilty about?)
I feel guilty because maybe I rationalize not bringing her
home because I don't want to cope with setting up the situa
tion, having outside help, putting out all the money for all
the equipment."

Mrs. Layton is frequently bothered by conflicts between the amount

of time she invests in her work and outside activities, and the time

she devotes to being with her husband. As with Mr. Hovland, any oppor

tunity to relax may evoke guilt. Thus, she said of her place of work:

"Sometimes I feel a little guilty, for feeling so happy and relaxed

there." The following incident epitomizes her conflict:

"Do you want to know another stress? This is one of my 'inner
conflicts.' I want to do something very much but because of
Don's condition I was hesitant to leave him and to use money
that should go elsewhere. Also the biggest problem would be
to eliminate him in a plan. Good friends are going to
Europe... It was hard to bring myself to decide to (a) leave
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Don, (b) spend the money, and (c) make him feel left out... I
struggled with that for three weeks...betng concerned to do
the right thing...wanting not to diminish anything for him.
(What was on the positive side?) I want to go...The thing
was for him to feel all right about it. All my friends told
me you know he'll be delighted. I wouldn't have thought twice
about it if he'd been well. It's more on a feeling level."

As with parental care-givers, efforts to anticipate or prevent

potential guilt are also evident; for example, Barbara Carp carefully

monitored her interactions with her husband :

"When my daughter-in-law was taking the kids to the theater,
he said he didn't want to go... I won't go without him. (Wished
you could go?) In a way. (What did you feel?) Disappointed,
in a way. (Did you say anything?) I don't want to start any
thing, I don't push, I'm easy to get along with... If I pushed
and anything happened to him, I'd feel I was responsible..."

The interview notes for Noreen Schaefer reveal similar attempts to

insure against future guilt :

"(How about his heart?) I'll remind him of things but I won't
nag...What I'll do is I'll ask him, 'How were the ducks today?'
He's supposed to walk every day and he usually goes by the lake.
I won't ask him, 'How was your walk today?' He understands and
sometimes he'll tell me he saw a new bunch of ducklings, or
something else to indicate that he's been doing his walking,
without my having to ask. He's hard enough on himself."

Loss. As a result of the spouse's past and present illness, each

of the four respondents experienced substantial changes in current

activities, lifestyle or future plans involving self, or spouse

together with self. However, unlike the adult children, three of the

spouses experienced relatively little imminent or actual loss in respect

to the spouse, or the quality of the relationship. The fourth respon

dent, Mr. Hovland, is the exception. Although he still related to his

wife daily, the relationship as he had once known it was profoundly

changed.
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Among the spouses, then, the meaning of a particular lifestyle

change varied in part according to how much the overall relationship

had been altered. For example, in three of the four cases, sexual

activity has been drastically curtailed or eliminated. But while for

Barbara Carp this change is welcomed ("I don't miss it one bit."), for

Mr. Howland, such abstinence is received with bitterness ("It's like

being married and being widowed").

In almost every major respect, the enjoyment of life was profoundly

diminished for Mr. Howland. Four years earlier, he had retired early

to care for his wife; subsequently, he considered this decision to have

been a mistake. He had neither the satisfaction nor the diversion that

his work could have provided; he also lacked the leisure and financial

security which would have accompanied his retirement under favorable

circumstances. In experiencing major disruptions to his plans for

later life, he resembles adult children in their 60's; yet his sense of

loss is even more severe than that generally reported by adult children

in this sample:

"You realize you're past the point of picking up the pieces
and starting all over again...Your productive years are
behind, not ahead...Last year and a half changed me more than
anything else. It created a bitterness I'd never had before,
a distrust in government, a loss of interest in going on
living. I have an 'I don't care' attitude I never had
before... I don't like these changes."

Although Mrs. Layton, also in her 60's, did not endure the

severity of loss felt by Mr. Howland, she, too, reported major disrup

tions to retirement plans. The interviewer noted:

"...the respondent was referring to...the early retirement
of her husband made necessary by his physical condition.
She told me it made a lot of difference in their financial
positions... (and meant) 'a loss of dreams and plans.'"
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Not only her future, but also her present was marred by Mr. Layton's

condition, as the following excerpt from a stressful Christmas epi

sode shows:

"Well, I left work yesterday and went shopping and went home
last night with some expectations of getting a number of
things done. I was just full of vim and vigor... I wanted to
get some things wrapped and the tree up...He usually greets
me at the door, but he wasn't there, so I struggled into the
kitchen with the packages...Then I saw him lying on the couch.
I could tell he was out...finding him immobile brought up
feelings around the fact of his limitations that are now a
part of his life and mine. So everything comes into focus a
little bit more clearly. And there was disappointment because
I had thought we would get some things done...when a person is
suffering and aching, your disappointment is so minimal com
pared to what they are going through, but it is there even if
momentarily."

Again, as with other factors discussed above, the loss of dreams,

plans, resources was felt less keenly in the two spousal care-giving

cases in which there had been at least partial recovery from heart ail

ments. Still, Barbara Carp dealt regularly with disappointment and

with the possibility that major plans might be disrupted;

"So I have to get used to being disappointed because I never
know when he'll feel good. Maybe he didn't feel good at all
that day....He isn't going to be that way all the time."

Role shifts. In two of the four cases -- again Mrs. Layton and

Mr. Howland -- the care-giving spouse assumed major activities which

formerly had defined the ill spouse's role. The degree to which

Mrs. Layton now considered herself the financial provider was revealed

when she herself was threatened with illness, and became anxious about

her job security:

"One thing is my job... I don't want to lose it. I don't know
if I could take four to six weeks off. I have to keep it
together for Don."
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In the Family Relations Interview, she also commented on their reversal

of activities:

"He feels badly that he can't work, bring home a salary, be a
provider, but we don't talk about it...Being home so much he
is really a big help around the house, does laundry, etc. but
he doesn't cook or prepare food at all. I think this is like
a last stronghold for him and although sometimes I wish it
were different after a long day at work, I respect it and
would not say anything."

For Mr. Howland, now living alone while his wife is confined to the

hospital, household work had become his new domain. For Mrs. Carp,

the current responsibility for almost all household work simply repre

sents an intensification of a lifelong pattern.

"I bought him an electric mower so he wouldn't have to push... I
say, 'I wish you'd do a little more, not lay around so much,
how could you lay around so much?' He blames it on the medicine,
it's supposed to relax you, but I think he's a bit over relaxed."

For Noreen Schaefer, there has been no significant change in the divi

sion of labor; her husband has continued to work at a high pressure

selling job despite two heart attacks.

Heightened sensitivity to spouse's emotions. In three cases

(Layton, Hovland and Schaefer), the care-giving spouse seemed to be

constantly on the alert for the ill spouse's unvoiced discomfort or

complaints, or for ways to avoid provoking negative feelings in the

ill spouse. As Mrs. Schaefer noted:

"Now I find myself asking, 'What is really bothering him?"
You can't tell what a chronically ill person feels or hears.
Mostly, I try to get it out. Usually, I come up with a
suggestion later."

According to Athalia Layton:

"The trick is not to make him feel bad. The hardest thing to
do is to say good-bye in the morning. He stands in the living
room by the window and waves...and I know he misses going off
to work...For him, it's a question of self-worth -- The kids
are great. They affirm him; they call all the time. I try."
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This respondent also noted her assiduous avoidance, in her husband's

presence, of two topics -- namely, his health and the future.

In Mr. Howland's case, one also finds a description of the care

taken not to evoke painful feelings in his wife;

"(Do you discuss your money problems with your wife?) No, why
bother her? I don't want to make her feel guilty that she's
laying there and destroying everything. She can't do any
thing...When you have to care for someone for two years who
can't even stand up, you learn to do all that. If anything,
I'd say I'm more protective [than before]."

Minimization of own health problems. All four respondents draw

considerable confidence from their belief that they themselves are in

exceptionally good health. When this belief was threatened by the

possibility or fact of illness, as it was at some point in each case,

three of the spousal care-givers strongly minimized their own health

problems. (This tendency existed even when confrontation was the over

all coping style.) Each expressed the view that he or she had to be

well in order to care for the ill spouse. Good health was regarded as

an indispensable resource. Thus, Athalia Layton commented:

"But with Don's condition, I feel greater responsibility to
drive more carefully for him...the pain of not having some
one would be terrible for him. I have a horror of being
ill, incapacitated."

When she realized she had a gynecological problem, she tried for several

weeks "to ignore" the problem:

"I walked around with the problem for a while before I did
anything about it. I didn't want to worry Don. He has
enough to worry about himself. I really reject anything
that might incapacitate me."

Barbara Carp's declarations about "being fortunate I'm in such

good health as I am" are particularly striking when one considers that

she has long had emphysema and still smokes heavily. Her case reveals
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a dramatic example of both her belief in her physical resilience and

her tendency to minimize her own vulnerability. Midway through the

interview year, bronchitis and pneumonia affected her husband, son and

daughter-in-law and their two children. Her own emphysema notwithstanding,

she was confident she herself would not become ill (and she didn't); she

involved herself in a six-week full-time effort at nursing two households

back to health :

"...if I'm going to catch it, I'll catch it, so I went up...you
see I've been a strong person, I've never worried about me, I
figure...Yeah! If I didn't get it then, I never would."

. In Mr. Howland's interviews, one also finds affirmation of good

health ("I've had very few serious health problems for me, but in my

family I've had lots"). Like Mrs. Layton and Mrs. Carp, he avoided

medical attention; in this account of his back problems, he minimized

the condition, at the same time that he described considerable pain:

"It's so minor... I maybe caught a bug there...There was no
infection, no fever. I was out on the golf course, standing
still. It was like someone hit me with a sledgehammer. It
was in the base of the spine, in the smaller part of the
back...But this radiates out and varies from time to time,
maybe in my kidneys, too. (What reaction did you have?) It
hurt... I have trouble sitting or standing. Some friends sug
gested I see a doctor but I've had so much with them, I haven't
wanted to go. It happened six days ago. If you let it go,
it'll probably take care of itself."

A month later, when on the verge of finally seeing a doctor, he made

an explicit connection between his attempt to "reject" the back problem

and the experience of his wife's illness:

"It hurts most if I'm straightening up or bending. (You
ignore it?) I reject tº: don't feel strongly?) No,
if I had strong feelings about every little thing, I'd be
in the looney bin by now. These last five years I've
learned you can't have strong feelings or it's a problem."
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It is significant that Noreen Schaefer is the one spouse who did

not minimize health problems; with her husband the least incapacitated

of the four ill spouses, she was less compelled to understate her own

physical difficulties. Even so, Mrs. Schaefer, like the others, made

a point of lauding her good health. Thus, when she described a female

hormonal problem which she briefly feared might be cancer, she concluded

her account with the following statement and then laughed:

"I've been spoiled with very good health. I've never suffered
badly with cramps or anything else. It became a humorous in
Cident."

Ill Individuals: Salient Factors

The reporting and interpretation of the data on the four ill re

spondents are problematic. Because the commonalities found for three

of the persons in this group occur in cases with the avoidance coping

style, it is not possible to speak with confidence about patterns which

are influenced chiefly by the experience of illness rather than by the

presence of a particular coping style. (In the fourth case, in which the

style is denial, the experience of illness differs markedly.) While mind

ful of these limitations, I have decided that because of its salience,

the following factor deserves description: The experience of illness is

a dominant organizing principle in the lives of three of the respondents.

Illness as organizing principle. The concept of illness as an organiz

ing principle is used here in two senses -- both the fact of the illness

and the fear of the illness seriously limit activities which are under

taken by the ill individual. The first type of organizing influence

is seen in the case of Frank Croner, age, 50, who reported that he had
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had a heart attack 12 years prior to the study. Unemployed for nearly

two years, he indicated that his heart condition had a profound influence

on his current decision making. He seriously doubted he could invest

savings and insurance money in a new business venture because these

funds were intended for his wife in the event of his early death. An

attempt to assess reality rather than an overpowering fear dominated

Frank Croner's decision making:

"If you really believe that the average life span after a heart
attack is 10 years...you can say that the one thing you will be
certain of is that I will have another. But it might be when I am
102... I lived in fear for three years after it (the attack) and I
can't live that way. (Is that keeping you from buying this equip
ment?) ... I don't want to take too much (money) and then leave a
destitute wife, those things worry a guy...of course, if I sit
around with no jobs I'll leave her that way anyway... It's a fac
tor in any big decision, it would have to be..."

However, for Graham 01 son, whose heart attack and "possible

stroke" occurred approximately a year prior to the study, fear over

powers fact. Anxiety over the possibility of another attack dominates

his awareness and leads to a restriction of activities that is far more

stringent than any rules imposed by his physician. ("Physically and

emotionally, I'm not feeling too good.... I have aches and pains which

cause fear and worry and concern most of the time.") The following

stressful incident appeared in the interviewer's notes:

"Three weeks ago...after the death of his best friend (who
also had a heart condition)...he and his wife decided to
drive up some 275 miles to pay their respects to the
widow...His wife did the driving...about three-quarters of
the way, during the trip, he thought about himself and
whether or not he would get ill, how he would react when
he contacted the widow, whether he would be able to control
himself emotionally...the most anxious part of the trip was
about one hour...he sat in the car and worried about getting
a feeling of pain in his chest and did not think about any
thing else."
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Carla Flanders had had cancer of the uterus approximately three years

prior to the Study; after cobalt treatment and surgery, she was told she

had a "99 percent complete cure." Yet, she continued to feel that every

ache boded a recurrence :

"Oh yes. I woke up two weeks ago and I was creaming my face
and I found this lump on my neck. I was worried sick. I went
to the doctor immediately to check it out and he said for me
not to worry. He said he would cut it out if I wanted but there
was really no reason for it since it was nothing. But once you
have had cancer you still have that in the back of your mind.
You think about it reappearing. And I had so many relatives die
of it."

Like Mr. Olson, Mrs. Flanders carefully selected her activities to

protect either her emotions or her physical stamina, or both. Neither

respondent would go to funerals of close friends for fear of exper

iencing overwhelming emotions regarding illness of self. She noted:

"I went from being really strong to not being able to handle
anything any more... I'm not afraid of dying but I'm so afraid
of suffering. My father and two cousins died of cancer and
Suffered. . ."

The difference in the time that had elapsed between Mr. Croner's attack

(12 years) on one hand, and Mr. Olson's attack ( 1 1/2 years) and Mrs.

Flanders' surgery (3 years) on the other, may be relevant. Perhaps a

longer time span will enable Mr. Olson and Mrs. Flanders to regard their

experience of illness more as an underlying factual reality and less as

an overwhelming fear. For Mr. Croner, it took three years to reach this

realization.

The point in the life cycle at which illness occurs may also be per

tinent to the intensity of the fear and the evaluation of overall health.

While Mr. Croner was 38 when he became ill, Mr. Olson was 56 and

Mrs. Flanders was 60. Still in middle age, Mr. Croner now customarily
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describes himself as basically healthy ("Outside of that heart attack,

I've had no serious illness"). By contrast, Mrs. Flanders implies that

her illness may bode a continuing health deficit during her later years.

Mr. Olson "expects to be dead in 10 years."

But for the fourth ill respondent, Roy McCloskey, who lost most of

his sight in one eye, and who is threatened with complete blindness, ill

ness does not operate as a major organizing factor -- at least not in the

sense of being a constant feature of his awareness. He mentioned his eye

sight as a serious disruption only during the two interviews following

the diagnosis of his ailment. As will be discussed in the next chapter,

Mr. McCloskey's coping, which includes denial and resignation, enabled

him to deemphasize his altered eyesight and the threatened blindness so

pervasively that in later interviews it was not possible to detect either

a health problem or any resultant fear. In short, illness did not appear

to serve in any discernible sense as a major organizing principle for this

respondent.

Vague conceptualization of the future. When Mrs. Flanders was de

ciding whether to participate in the Study, the interviewer wrote:

"She fears she'll only be around six months and therefore would
let me down. Why only six months? Because she is in constant
fear of another attack of cancer in some other place in her body
and thus would die off before we finished the 12 months."

In the closing interviews, when aging, retirement and widowhood were

discussed, Mrs. Flanders' responses were lacking in detail and enthusiasm.

Her foreboding of early death seemed to stifle any ability to look at the

future as compelling or inviting. Although she did discuss immediate

travel plans to Bermuda, she made no spontaneous statements about what
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she hoped to do in her middle or late 60's or in her 70's.

A dramatic lack of enthusiasm for the future is also seen in Mr.

Olson's case. Not only does he state at age 58 that he sees no advan

tages to the present ("I'm not able to do the things I want due to my

health"), he also says of the future: "Oh, I do not think of it as

being bright. I would not like to get very old, maybe 75..." All the

activities that he might have ascribed to the future -- particularly

traveling -- have already been ruled out of the present in his view

(but not in the doctors' view). The future is not experienced in any

measure as an incentive to recovery:

"You're thinking about the future and worrying about it, wonder
ing if you'll improve enough to enjoy life or be a burden to your
wife and family... not being able to travel, to do things you want
to and not being able to plan ahead, living from day to day."

Like Mr. Olson and Mrs. Flanders, Mr. Croner's notion of his fu

ture in respect to old age is vague. However, whereas the two older

respondents relate to the future with intense apprehension, he has de

cided that the likelihood of his living to be old is so small as not to

merit "worry."

Again, in sharp contrast to these three, Roy McCloskey, whose re

maining eyesight is at risk, has highly enthusiastic thoughts of the fu

ture; he expects to have more time to pursue his major hobby -- square

dancing, and he expects to travel in his newly acquired recreational ve

hicle. The fact that his parents died at ages 61 and 62 spurs this 55

year-old man to hasten his retirement. But the fact that his eyesight

is in jeopardy appears in no way to hinder his anticipation of the future:
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"I think about retirement a lot lately -- especially when I get
up in the morning. (Because of your eyes?) No, not them, they
would make it easier with disability. I talk to other people.
There's a fellow I know, I played golf with him last Wednesday
night. I want to retire when I'm 59, but may have to go until
63. Then, I'll quit even if I have to eat beans ! This guy said
to 'retire as quick as you can.'"

Thus, for three of the respondents who are coping with serious ill

ness, the future is regarded in vague terms and with a sense of fore

boding; for one, it is anticipated in specific terms and with zeal.

It is likely that both the nature of the illness experience and the coping

style contribute to this avoidance of the future. The fact that this

avoidance of the future does not occur for Mr. McCloskey may well be due

to his use of denial. The next chapter will describe the three coping

styles construed on the basis of the data.
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Summary

There were major similarities between the experience of providing

care for a parent and the experience of providing care for a spouse.

Both the adult child and the spouse felt a strong sense of obligation,

guilt, resentment or anger, and loss. For both groups, the guilt most

Often concerned the feeling that one could not or had not done enough

or that it was wrong to enjoy one's own life. Both adult children and

spouses strived towards warding off future guilt for the parent's or

spouse's unhappiness, ailment or death.

Resentment or anger was directed at the burden of care-giving, the

infringements on lifestyle (both daily routines and recreational plans),

the hopelessness or intractability of chronic conditions, those societal

institutions which compounded care-giving problems, the loss of lifelong

plans and dreams for the later years, and, in some cases, at the ill

parent or spouse.

In this sample, anticipated or actual loss of the relationship was

experienced more severely by adult children; spouses were more concerned

with losses in the quality of their lifestyles than of the relationship

itself. It is likely that in a larger sample one would also find that

some spouses, like adult children, experience profound alterations in

the relationship when illness leads to disturbing personality changes in

the ill partner.

Care-giving was an unquestioned obligation for both groups. But

while most spouses seemed almost to welcome or embrace the obligation, or

converted it into an engaging purpose, most adult children attributed few

positive qualities to this filial duty. Care-giving was experienced as

highly constraining and burdensome. In two of the cases, the years of
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responsibility had apparently obscured any affection once felt for the

parent.

Although illness of self is also likely to involve feelings of guilt,

anger and loss, these emotions were not the salient features of the stress

ful episodes reported by the four ill respondents. Both the fact of pre

sent illness and the fear of future illness emerged as major organizing

factors for the ill individuals. This prompts the observation that usu

ally, illness of self is far more disruptive of an individual's assumptive

world (Parkes, 1971) than the shouldering of the care-giving responsibil

ity. Even so, severe illness, be it of self or of close other, is unfail
ingly disruptive. Certainly, the impact of giving care to a seriously ill

parent or spouse in some respects resembles that of being personally ill.

Thus, it is not surprising that both persons who were ill and care-giving

spouses tended to have vague conceptualizations of the future. The fates

of each were linked to uncertain and potentially devastating developments.

It is also not surprising that the two sºuse: whose partners were only

moderately ill experienced less guilt, resentment and loss.

Although health of self was not an organizing principle in the lives

of the care-giving spouses, it was still a substantial concern. The possi

bility that they, too, might become ill was almost unthinkable : they saw

their own good health as vital to the well-being of both marital partners.

All four spouses praised their own physical vitality and minimized any

health problems which they did have. Such minimization occurred even when

confrontation, rather than denial or avoidance, characterized the overall

coping style.
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CHAPTER EIGHT

THREE COPING STYLES: CONFRONTATION, AWOIDANCE, AND DENIAL

In analyzing the coping strategies used in the 15 cases, it gradu

ally became apparent that the cases fell into three groups, with each

group using a distinctly different approach to coping. The three ap

proaches or styles have been termed "confrontation," "avoidance," and

"denial." Although each style is actually a composite of diverse coping

strategies, the intent of these labels is to capture the dominant thrust

of the styles. Thus, confronters tend to face stressful problems and emo-
-

tions directly without trying to evade or minimize what they feel or what

has occurred. Avoiders tend to suppress strong emotions and to divert

their attention from, rather than directly resolve, stressful problems.

Deniers are likely to act as though painful emotions and stressful occur

rences had not in fact occurred.

Table 7 shows the coping styles of persons in the care-giving and ill

ness groups. Among adult children giving care, three were confronters,

three were avoiders, and one was a denier. The coping styles of the two

comparison groups -- care-giving spouses and ill individuals -- are also

shown. As discussed in Chapter Five, the use of the comparison groups pro

vided additional data from which to construct descriptions of the three

styles, and enhanced the basis for distinguishing coping which is a situa

tion-specific response to the stressfulness of the care-giving experience

from that which characterizes a particular coping style. Over all, six re

spondents were confronters, seven were avoiders and two were deniers. In

this chapter, the task will be to describe the main features of each style

and to provide excerpts from the data as evidence of these features.
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TABLE 7

Respondents Identified by Coping Style
and Care-giver or Illness Group

Care-giver/
-

Illness Coping Style Group
Group Respondents Confronters Avoiders Deniers

Adult XChildren | Arlene Longfellow
|- * * * * * - - - - - - - - - - - - -H - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - -

Elizabeth Keen X
-

|- “ - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Marlene Sanderson X

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
+---------4-------------------

Ted Forest X

Rachel Werner X

º- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
+-------------------

Sarah Lion X

|- - - - - - - - - - - - - - - - - -
T------------- -H ---------- - - - - - - - - - - - - - - - - - - -Nina Morgenthal X

Total Adult
Children 7 3 3 l

Spouses | Noreen Schaefer X

Athalia Layton X l
|- - - - - - - * * * * * * * * * * * * * * * * * * * * * * * * * * +--------- 4-------------------
Barbara Carp X

º- - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Robert Hovland X

Total O
Spouses 4 3 *

Ill
Persons | Frank Croner X

- - - - - - - - - - - - - - - - - - |- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Graham Olson X

- - - - - - - - - - - - - - - - - - ---------------|----------- * - - - - - - - - - - - - - - - - -

Carla Flanders X

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

Roy McCloskey X

Total TT l
Persons 4 0 3

TOTAL: 15 6 7 2
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Confrontational Coping Style

1)

2)

3)

4)

5)

6)

7)

I find that confronters behave as follows:

They invest major coping effort in expressing strong, negative emo

tions, such as anger, guilt, sadness, in order to prevent overwhelm

ing feelings from remaining overwhelming;

They confide in friends, relatives or colleagues during a stressful

episode; most often, such interactions provide an opportunity to vent

strong emotions evoked by the stressful event;

They assess the implications of painful problems, paying particular

attention to ways the problems might worsen;

They use strategies to divert attention from a stressful event or the

emotions evoked by such an event, only after many other coping strate

gies have been tried;

They make determined efforts to bring stressful episodes to closure,

and generally spend little time between episodes dwelling on painful

facts and emotions;

They do not view the dual tasks of maintaining their own well-being and

that of the parent or spouse as inherently conflicting;

They use strategies which extend the experience of positive emotions;

these emotions are felt and reflected upon before and/or after their

actual occurrence.

Although confronters attack problems in a direct manner, as stated

above, it is their handling of emotions which most clearly distinguishes

them from avoiders and deniers. While on occasion avoiders use a confron

tational style to solve problems, they rarely handle emotions by

expressing them directly to self or others. The same can be said of
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deniers. Similarly, venting strong, negative emotions in the presence

of friends or relatives sharply differentiates the groups. Even when

avoiders or deniers have an intimate other with whom they are in regular

contact, and to whom they might describe a stressful event, they rarely

confide their negative feelings as part of their description.

For each of the features just noted, examples will be drawn from

the interview data in order to more fully explicate what is intended.

The evidence for these styles came primarily from the 103 stressful

episodes which were coded in the 15 cases. In any one case, both

those episodes which concerned care-giving or illness of self and those

which concerned stressful events from other domains in the respondent's

life were coded. In addition, the 12 interviews in each case were ana

lyzed in detail in order to determine the beliefs, commitments, family

relations, social contacts, work involvement, religious orientation, and

experience of and attitude toward aging; these case analyses also pro

vided evidence for the features of the coping styles.

Wherever the coded coping strategies are used to exemplify a stylis

tic feature, an excerpt from the coding itself will be given. The labels

of the coping strategies will appear on the left side of the page, and

the respondent's language -- the actual evidence for the strategy -- will

appear on the right. Where case evidence is given, an excerpt from the

respondent's narrative will be used, as in the previous chapter.

Expression of strong, negative emotions. A cluster of three

strategies, aimed at coping with negative emotions such as fear or anger,

was used repeatedly by the confronters. These strategies were: expres

sion of negative emotion privately to self, management of negative emo

tion in order to function effectively, and active seeking of emotional
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support from others (or use of available emotional support). This

cluster can be seen in the following coded example from Elizabeth Keen's

case. Although Mrs. Keen is involved in caring for an ill parent, this

particular stressful episode concerns her sister-in-law. A fourth coping

strategy, GIVES EMOTIONAL SUPPORT TO OTHERS, is included in order to pre

serve the integrity of the coping used in the episode. (While this fourth

strategy is stylistic for this respondent, it is not a consistent element

of the confrontational style. This point is made in order to distinguish

between the broad strokes with which a respondent's coping style is drawn

in this analysis and the finer detail in which a respondent's coping

has stylistic elements unique to him or her.) It is first necessary to

provide brief background on this stressful episode so that the coping

strategies will be comprehensible. The interviewer wrote:

"The respondent had visited her sister-in-law in Des Moines.
The woman had suffered a stroke four years ago and is still
unable to speak and walks with a brace only with great diffi
culty. The families used to spend time together talking,
playing games, and going on outings... Now when they visit,
the house is not in good shape, they are confined to the house,
and it makes the respondent 'heartsick' to see her sister-in
law making the effort to keep up, but incapacitated by her
condition. The doctor has said that there is little chance
of improvement in her condition. The respondent described
this as a situation about which she felt great frustration."

The stressful event, then, was the visit to the sister-in-law in

Des Moines. As appraised by the respondent, at stake in the episode was

her ability to control her feelings during the visit. ("It was diffi

cult to really be myself because I was aware of her situation. I'm over

whelmed -- it's all I can do to keep from crying.") To cope with this

episode, the respondent used the following strategies:
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MANAGES EXPRESSION OF In front of her sister-in-law
EMOTION IN ORDER TO BE she tried to be "as normal as
EFFECTIVE IN SITUATION possible"...She would talk and

laugh and play games...

EXPRESSES EMOTION "I would go out to the car and
PRIVATELY TO SELF cry."

GIVES EMOTIONAL SUPPORT "I just did the best I could...
TO OTHERS hugging her, letting her know

we care..."

USES AVAILABLE EMOTIONAL She also [had] long talks with
SUPPORT family members, her daughter,

her husband, and her other
sister-in-law. "I was able to
relieve some of my concern.
It helps me to talk to someone
else. If I verbalize my feelings,
I get along better."

In the above example, the cluster of three strategies accounted for

most of the coping. More often, however, this cluster appears embedded

in a longer sequence of coping strategies. This can be seen in the

following episode from Arlene Longfellow who, it will be recalled, or

ganized her brothers and sisters in order to help her father. The

stressful episode excerpted here is simply a specific expression of on

going stressful circumstances. The respondent sets the stage for the

episode by describing what occurred when she and her sister picked up her

parents at church and then took them to lunch:

"I was angry at her [mother's] phoniness [at the church]...We
were standing outside the church and we were talking to some
people there and she sounded so concerned and sympathetic.
But she's not...at lunch he [father] told me quietly that he
fell twice in the bathtub. But while we were talking with these
people she acted so concerned."

The specific incident spanned two settings -- the church and the

restaurant where Mrs. Longfellow afterwards had lunch with her parents

and sister. As appraised by the respondent, the stressful stakes were:

1) The well-being of her father ("He stumbled going up two steps at the
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church and he has to go up 13 steps each day at home"), and 2) Her

control over her own emotions ("It kind of builds up -- by the time we

were in the restaurant, it reached a peak. The last hour was very

hard"). The concern for her father existed prior to the incident and

simply resurfaced during it. Therefore, although the first two coping

strategies occurred in the morning, before the events at the church,

they are appropriately included here. An asterisk appears beside each

of the three core strategies which characterize the handling of painful

emotions in the confrontational style.

*SEEKS SUPPORT (EMOTIONAL
AND INSTRUMENTAL)

DRAFTS A PLAN FOR ACTION

*MANAGES EXPRESSION OF EMOTION
IN ORDER TO BE EFFECTIVE IN
SITUATION

IGNORES OFFENDING BEHAWIOR

*EXPRESSES ANGER PRIVATELY
TO SELF

ATTEMPTS COMFORTING COGNITION

*SEEKS EMOTIONAL SUPPORT
(SECOND USE OF STRATEGY)

DRAFTS A PLAN OF ACTION
(SECOND USE OF STRATEGY)

"I got together with my youngest
sister; we had the whole morning
together."

"I've decided to take charge and
do it myself. We'll take my
father to the doctor. ... I will
not let it go on. He must go
upstairs..."

(Did you show what you felt?)
"I stayed out of the groups she
[mother] was in, intentionally."
(at church)

". . . at the church... I started to
ignore the whole thing..."

"I thought, 'Damn you, what right
do you have to take it.' [food off
her father's plate]. (Respondent
grits teeth and groans.)"

"I say to myself, they're having a
good meal, it's good companionship
for them, that kind of thing."

(After lunch, where did the feeling
go?) "It [mortification, disgust]
stayed with me on the bus when I
left them, and I called my sister in
the evening."

"We made a decision (after talking
to sister in evening, presumably)
to meet with all the brothers and
sisters."
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Frequent use of emotional support. As indicated above, for

confronters, the use of emotional support is a key strategy in dealing

with strong, negative emotions. Some confronters turned to a friend or

relative who clearly had the status of a trusted confidant; others drew

support from persons who were part of their friendship network but were

not confidants in a strict sense. Thus, the act of confiding such emo

tions did not so much require the presence of a deep relationship as the

ability to expose the emotions in question. Indeed, Wrubel, Benner and

Lazarus (1982) have proposed that the use of social support requires com

petence or skill. This notion is supported by the data on the confronters

and will be illustrated below.

Marlene Sanderson's extensive use of social support illustrates

the function of such support as an outlet for negative emotions. One

day she became extremely upset. Her mother, who was senile, had endan

gered herself by going downtown to the bank on her own; she had also

thrown her financial affairs into chaos. In a subsequent episode, Mrs.

Sanderson had to deal with an uncooperative, irritable bank manager to

Straighten out the confusion. In this instance, she enlisted her husband's

support. Here only the code in question need be shown:

USES AVAILABLE "Thank goodness, I have a husband
EMOTIONAL SUPPORT who is understanding. He goes

through feelings with me. The
sharing of feelings brings you out
of it... He went with me to the bank. . .
to settle it."

Although the use of emotional support is a part of the coping in

almost all of Mrs. Sanderson's stressful episodes, it is not confined to

those times. In recounting a joyful reunion with a friend, she showed

that just as the stressfulness of caring for her mother was ongoing so



153

too, were her efforts to seek and use support:

"Neither of us could talk fast enough...We both knew each
other's families. Feeling of complete understanding. She had
had similar problems -- her mother-in-law was like my mother
only worse...She activated my sense of humor... I felt that
maybe I had been taking life too seriously. I forgot the
problems...with my mother. I don't let it involve me as much.
(Since being with your friend?) Yes. Because she'd been
through the same thing herself -- reassuring to get her ideas
and feelings (What has changed? What are you doing differently?)
I'm not letting it bother me as much. (It helped you in a
direct way being with her?) Right...She knows my mother --
things other people don't know."

Some of the skillful elements in Mrs. Sanderson's use of social

support bear mention. She chose to talk about her problem with friends

who had similar experiences; she measured her experiences and feelings

against those of her friends in order to assess and possibly modify her

own behavior; she used not only verbal expressions of emotional support

but also the physical and emotional presence of a close other as a means

of lessening the stressfulness of an episode when it was in progress.

Another confronter, Noreen Shaefer, described her use of emotional

support to cope with the stressfulness of attending a friend's funeral.

Her anguish was due partly to the loss of this friend and partly to her

realization that her husband, who has a heart condition, was the same age

as the man who had died. The strategy, as excerpted from her coded

episode, is as follows:

USES AVAILABLE "When we left [the funerall,
EMOTIONAL SUPPORT there were several couples; we

all wanted to go out and do some
thing, and we went to get ice
cream. We all felt the need to
break the spell, the need to get
away from the warm evening and
the memorial atmosphere. (Did
you change?) Yes, we worked on
it, we got over it in our minds.
We talked of other things, of
things coming up. We joked and
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laughed. We all worked on it
without thinking and we're all real
close."

Obviously, there is both personal skill and collective wisdom embodied in

this particular use of social support.

In Athalia Layton's case, the skill in using social support to cope

with stress is consummate if not crafty. As noted earlier, she had a

"horror" of becoming ill because of her husband's illness. When she found

herself avoiding medical consultation for a gynecological problem, she

intentionally used support to thwart her avoidance.

"I didn't want anyone to know. I told my boss, but I asked him
not to say anything to anyone at work. The hardest thing was
just getting myself to the doctor. The minute I told someone
I knew they would make me go to a doctor. I told Don [husband J
first; then I told a friend who had gotten a hysterectomy a few
years ago."

Note that here again the choice of a friend in whom to confide was based

on mutuality of experience. It is, of course, not clear from this excerpt

that the respondent fully exposed her fears. However, she clearly used

social support to manipulate her fear.

More ingenious perhaps is Mrs. Layton's extensive use of social

support for the dual instrumental and emotional purposes of obtaining

social contacts for her husband (who was generally confined to the house

because of his back) and solidifying her position of four months as a

secretary. It will be recalled that she viewed her job as essential

because her husband could not work. The following indicates the scale

of her coping efforts:

"Two days before Thanksgiving I invited the whole staff to my
place for a turkey. I had a 21-pound turkey and there wasn't
enough left to make a sandwich. It was just fantastically
nice....And they sat in the living room on the floor and sang
songs in harmony... For Christmas I gave them an album of pictures
I took that night... (What was the high point?) I think it was
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just their acceptance of me and that they have been so open...
(So work is a real place of support in more ways than one...)
I get a lot there. And I feel that it would be good for Don
to have outside contacts too... I try to keep things going so he
will have something to look forward to and he won't have to be
with me all the time."

Quantitative data from the Social Supports Questionnaire on the use

of emotional support showed that confronters exceed avoiders and deniers

in the use of such support. For Month 3, confronters, with a score of

172, were well above the mean of 136 obtained for the 85 persons in

the Stress and Coping sample who were not studied in this dissertation.

Deniers, with a score of 96, and avoiders with a score of 100, were well

below this mean. A comparable pattern emerged from the Month 12 Social

Support Questionnaire results. The mean for the 85 respondents was

127. Confronters scored 178; avoiders and deniers scored 82 and 50

respectively. Thus, this quantitative data tends to confirm the qualita

tive findings on the marked differences in the use of emotional support

when confronters are compared with deniers and avoiders.

Confronting of negative implications of stressful events. Confront

ers face the implications of painful situations or problems. In parti

cular, they assess the ways in which a difficult or painful set of cir

cumstances may worsen. This behavior is well illustrated by Arlene Long

fellow's evaluation of the risk to her father's well-being. According to

the interviewer:

"Mrs. L's parents have lived together for about forty years and
are in their late 60's and early 70's. They still live in the
house in which she grew up...Her mother keeps things -- everything.
As each child moved out [there were fivel, her mother used that
bedroom and space to keep things. She never throws anything away --
including old newspapers, magazines, etc. Her father has high
blood pressure and is very arthritic. Her mother, for reasons
that she didn't mention, insists that her father sleep downstairs
in the unheated basement, saying that there is no room upstairs
for his bed. In order to get up and down, he must traverse a
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rather rickety stairway. Consequently, Mrs. L. is worried about
the cold, the stairway, and that he might have a heart attack
and not get help, fall on the stairs, etc. She and her sisters
have not been permitted inside the house by their mother for the
last ten years. Her brothers have been inside, on rare occasions.
Finally, the siblings encouraged the mother's favorite son to try
to move their father's bed upstairs. He was physically unable to
do so and so now they are in a quandry -- they need more people to
move the bed, but their mother doesn't want anyone in the house,
and is angry at them for their concern with their father."

Mrs. Longfellow was extremely concerned about her father. Despite

the fact that the situation contained built-in barriers to solution, she

persisted in focusing both on the negative implications and the need to

cope with the problem:

"I have this recurring nightmare about my father falling down
the stairs and my mother not letting anyone in to help him.
I'm tired of talking with my sisters and brothers, I want us to
do something. I feel impatient. Why can't we get my father
upstairs? ‘she gritted her teeth and raised her voice --
sounded frustrated and angry.) I talked to my minister -- he agreed
to come and act as a facilitator with my brothers and sisters so
we could discuss what to do. Thursday night when I was done
calling all my sisters and brothers, my ear hurt! I've got two
sisters and two brothers. I'm the oldest. I wanted... to set up
guidelines and concrete plans about how to deal with my parents,
without my parents being there. I see a problem! My father needs
to be upstairs and have care...They were all in favor of doing
it, but thought it was a waste of time."

In fact, the efforts which Mrs. Longfellow initiated were not wasted.

After two tries and an extremely agonizing confrontation with their mother

who swore vehemently and threatened to call the police, these adult

children succeeded in distracting her long enough to enter the house and

move their father's bed. While dramatic, this stressful episode is

valuable for its clarity in illustrating confrontation with threatening

implications.

Use of attention-diverting strategies after other strategies tried.

With remarkable consistency, when a confronter faced an exceedingly

stressful situation which defied immediate resolution, she would turn to
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strategies to divert attention from the difficult event or painful

emotions only after many other coping strategies had been tried. By

contrast, such strategies were often used by avoiders as the principal

means of coping. (This will be shown more fully under the description

of the avoidance style.) Diverting strategies include: trying to put

something out of one's mind; deliberately undertaking absorbing tasks

unrelated to the stressful event; immersing one's self in one's normal

routine; leaving the scene or otherwise creating a shift of context; using

alcohol, reading. The use of one such strategy can be seen in Elizabeth

Keen's case. First, using the interview notes, brief background for the

episode will be provided:

"This man 12 weeks ago had a headache and six weeks later he was
diagnosed as having an inoperable malignant tumor. He is 52
years old, one year younger than my husband and that had a
sobering effect on both of us... his wife was looking for some
agency to go to for counseling... I knew of the Shanti Project
because they had been very helpful with my niece's husband, who
also died of a brain tumor."

During a phone conversation, in which the respondent tried to

counsel the man's wife, she became frustrated when the woman did not

"seize the opportunity" afforded by the Shanti Project. ("I just hated

to think she would let an opportunity for help go by when it was so

desperately needed.") As appraised by the respondent, the stressfulness

of the event was based on three stakes -- her concern for the ill friend,

her concern over her own and her husband's mortality, and her concern

over her ability to give adequate support to the friend. ("Then as I was

talking to her, I started to feel a little inadequate... I was worried I

was not getting through to her. She just kept talking in a monotone

and I didn't know if it was me.")

To illustrate the use of the diverting strategy, both the emotions
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and the coping strategies are included in the following coded excerpt.

Note that the strategy TRIES TO PUT IT OUT OF MIND was used only after

Mrs. Keen felt there was little else she could do to help the woman or

to assuage her own emotions. Thus, this strategy is the last to appear

in the coping sequence given below.

EMOTIONS

Helplessness

Relief

Sympathy

Frustration

Worry

Disappointment

SEEKS INFORMATION

ANTICIPATES EMOTIONALLY
TRYING SITUATION

GIVES INSTRUMENTAL
SUPPORT TO OTHER

GIVES EMOTIONAL
SUPPORT TO OTHER

USES COMFORTING
COGNITION

"I felt so helpless to do anything."

"I felt relief that I was not in that
position."

"I felt so sorry for her...she seemed
so totally unprepared."

"Then as I was talking to her, I
started to feel ...somewhat frustrated."

"I was worried I was not getting
through to her."

"When I hung up, I felt very let
down, disappointed that she didn't
grasp at the opportunity."

COPING

"At church, I asked about his health
and found that he had lost the use
of his voice. I also found out that
she was looking for an agency to go
to for counseling help."

"I got myself ready." (for the phone
call...The intent of "ready" is
emotional preparation.)

"Then I called this woman on the
phone and told her that I had a
group that she might be interested
in and told her about the Shanti
Project."

"I just let her talk."

"Then I thought, well, I'd given
her the information... I can't force
it. Maybe she will call or take the



159

other suggestions. That was the
only good I could salvage."

PUTS IT OUT OF "I thought, well, what else can I
MIND do... I put the situation aside...

You can't live with Sorrow all the
time."

Attainment of closure in stressful episodes. If an event carries

within it the seeds of a solution, the confronter will characteristically

invest effort in effecting that solution. That is, the confronter fre

quently acts to reduce the chances that the event will be prolonged or

will recur. This approach has the effect of curtailing or eliminating

the negative emotions that might be experienced after an unresolved

stressful event.

When Mrs. Sanderson's mother entangled her finances in red tape,

Mrs. Sanderson used strategies to prevent this from recurring. She

spoke with the supervisor of the retirement home where her mother lived

in order to investigate the security lapse which had allowed her mother

to wander downtown unattended. She also sought legal information. ("I

talked with a banker friend... I could have her declared incompetent;

that is traumatic, and if I could avoid that, I'd rather.") Finally, she

decided on a course of action:

"I told mother that it would be me or an attorney, and I've
resolved to do that [obtain power of attorney, if needed]...
I've taken her checkbook away."

Thus, while the respondent could not alter her mother's chronic condition,

she could partially limit her mother's options and therefore at least

control some major elements underlying the stressfulness of the event.

The tendency to achieve closure also occurs in incidents where the

expression of emotion is the decisive action needed. Ironically, because

Noreen Schaefer had only recently learned strategies for attaining closure,
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the following incident reveals the process with particular clarity.

The coded version of the episode interrupts the flow; therefore, an

excerpt from the narrative itself will be given. The episode involved

an encounter between the respondent and her aunt during a vacation.

Mrs. Schaefer had been angered by the way her aunt was treating her

mother and did not want to upset her mother by openly arguing with the

aunt. By finding a subtle method to express her anger, she gained

"release" from the stressfulness of her negative feelings, and brought

closure to the experience:

"We were talking about Mom and their taking her to the airport...
My aunt... kept looking at me. She wanted my approval...by glance
and by sound... I didn't give her either one. That isn't like me;
normally I would give my approval ... I saw the look in her eyes
looking for approval and I got busy looking at a poster.

Normally, I would have said, 'I'm glad it worked out okay' and
then Seethed... If I had approved, I would have stayed angry.
(How did you feel?) That I had let her know, a sort of revenge,
that's sort of a heavy word, but I felt like out of another life.
I knew right away as it was happening my feelings as I'm telling
you now... I said to myself, 'Noreen, what are you coming to?'... I
was satisfied I had done it... I felt released, I wasn't angry
anymore, with that puffed up in the middle, teeth gritting feeling,
there's a release there I'm not used to... (How did you feel
physically?) At the moment I was more nervous over a possible
explosion. It was a little while before I noticed I was more
released because I had let her know."

In many respects, it is the stressful episodes which have not in

fact been resolved, usually because they do not lend themselves to reso

lution, that provide the best examples of the confronter's tendency to

achieve closure. Often, the diverting strategies discussed under the

previous point are used as a means of achieving closure in such episodes.

As already shown in regard to Elizabeth Keen's attempt to aid the wife

of a seriously ill friend, such closure is generally achieved by using

a strategy which defuses or stops the flow of negative emotion. In some

episodes, sleep is used to obtain this result; in others, prayer. At the
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end of a highly frustrating day, during which she had been accused by

her mother of disconnecting her phone, Mrs. Sanderson found she could

not shake her feelings of "depression" and "upset." She finally turned

to prayer as a way of disengaging herself from these feelings:

"At night, to bed -- 'dear Lord, it's the end of the day, you
take over.' That's probably the biggest help I have."

Perception of welfare of self and that of parent or spouse as

compatible objectives. In most instances, the confronter does not

construe the depletion of her own resources as a necessary condition for

the parent's or spouse's well-being. Confronters' coping demonstrates

this in two ways: 1) They regularly arrange vacations for themselves,

and 2) They establish limits on the amount of time and emotional energy

they devote to the needs of close others. Indeed, confronters often

cope in an anticipatory manner to prevent conflict between their own needs

and that of the parent or spouse.

Examples of the ability to set boundaries will be dealt with first.

In Elizabeth Keen's case, evidence of boundary-setting comes from an

episode in which her daughter is extremely upset over the welfare of

a mentally ill colleague. Although this event does not concern Mrs.

Keen's ill mother, it can be taken as an indication of Mrs. Keen's Overall

coping style; moreover, it provides one of those instances, rare enough

in any case, when the motivations for behavioral style are laid out in

explicit terms. The incident occurred on two levels -- the daughter had

been wearing herself out providing emotional support for her colleague,

and the mother, in turn, had been exhausting herself trying to bolster

her daughter's morale. In this narrative excerpt from the episode, Mrs.

Keen described her views about the limits of giving support:
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"You can wear yourself out supporting people...my daughter
called me into her room the other night as I was...on my way
to bed. I finally told her, "No one is standing with a gun
at your head, quit or learn to let it go at the end of the day...
or you are going to end up with Maalox in your desk at work'...
There comes a time you must draw a line somewhere... You can carry
anything to an extreme -- grieving, etc., but there finally comes
a time when you have to say this is it...The next day I thought
about it and part of it was that I had just about reached my
limit...You can prop some people so long before...it's hard to
say this, but it almost drains your energy. You just give and
give and give and if you can, you have to put an end to it."

Arlene Longfellow's case reveals another explicit example of a

confronter setting limits. The following episode occurred at a church

sponsored support group in which the participants share information and

feelings about interpersonal crises:

"Last time this one woman said she and her husband had serious
problems... and she had tears rolling down her face and there
was a chair next to her and I thought, 'I should go over and
give her a hug,' but I didn't because I didn't want to get
involved with her. (She grimaces.) I really felt pain for her...
You hear about people not wanting to get involved when people
get shot, and I thought...ugh... I knew she needed love, but I
couldn't because she's so frank and would latch onto you, and I
didn't want to get involved between a husband and a wife. And
they wouldn't be the kind of people my husband and I would have
rapport with... Then I felt guilt because I was very aware of her
pain and knew what to do and didn't do it. The bad thing
is, if I had it to do over, I'd probably not do any different...
I knew I didn't want the results. There is a fine line to handle
with those who are difficult."

This last comment is particularly relevant in light of Mrs. Longfellow's

extreme difficulty in coping with her mother's psychological disturbance.

Indeed, the respondent's concern for setting limits on the support given

to her parents is a major theme during the interview year. For instance,

in discussing retirement plans with her husband, she wondered how moving

away would affect her ability to respond to her parents' needs:

"...maybe I was panicked in the beginning. It could be a very
big change for me, not seeing my family. My parents are a big
pain right now...One day I asked my husband, 'What if... I'm not
there?' He said, 'You can take the bus and go visit.' That's
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his attitude. I thought, 'Oh, yeah, I could do that, that
would be just it. If it were important I'd go.'"

This then is an indication of Mrs. Longfellow's appraisal of her own

needs and her parents' as mutually compatible. The respondent's intense

efforts to organize her brothers and sisters to aid her father, and con

vince her mother to cooperate, gave her an advance opportunity to prove

that this appraisal was workable. In the seventh interview month, she

concluded that she had done what she could and must now accept the limits

to her ability to effect change in her parents' condition:

"(What is the situation now?) My youngest sister set up therapy
for my father...So far, there are some signs of caring on her
■ mother's] part and she halfway admitted that my father shouldn't
drive...We decided we would leave things the way they were.
As unhappy as we are about their way of life, it's their choice,
and there is not much we can do about it."

Vacations and respites of varying lengths are a deliberate and con

sistent feature in confronters' lives. Although vacations are one means

of maintaining composure in face of care-giving demands, they are not

planned solely for this purpose. Indeed, they are as likely to take place

at the best of times as at the worst of times. Again, then, the act of

providing support for an ill, intimate other and the act of insuring the

well-being of self are seen as compatible. For example, vacation trips

were a stable part of Barbara Carp's and Athalia Layton's lives. Such

plans would proceed -- with or without their husbands. Thus, Mrs. Layton

reported:

"I'm going away for four days; we're taking our bicycles and
we'll ride at night and my husband will sit by the pool and read.
It's difficult to leave him but my friend's husband will be
around, too. I know the days are long when there isn't a break,
but..."

And, as already noted earlier, Mrs. Carp concluded:
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"My husband ain't going to be that way [feeling sick] all the
time. If he does he'll be a drag on the cruise [to the
Caribbean]. (Would you go any way?) I think I would... Wouldn't
you? Unless he was sick. But if he was just being stubborn or
just because 'I don't feel like it,' I would go."

Extensions of the experience of positive emotion. Three strategies

for capitalizing on positive emotions are evident in the coping of the

confronter: 1) Freezing positive moments in time, and calling upon them

retrospectively during later negative times; 2) Anticipating positive

experiences, and thereby drawing pleasure during the period prior to

their expected occurrence, and 3) Regularly congratulating one's self for

events which signal good fortune.

As expressed in the following excerpts, drawing maximum benefit from

a positive experience can involve considerable artistry. This retrospec

tive report of the first strategy -- freezing a moment in time -- is from

Athalia Layton's case:

"Sometimes you have a sense as you get older that this is a
perfect moment. You want to hold onto it although you know you
can't. You want to put it in a box, mentally, and keep it for
ever... I can remember that feeling once before... I was sitting
with my mother and father and husband, and my son was only 10.
All of a sudden I had that tremendous feeling that everything was
all right...That night was so perfect. I'm glad because the next
day, my father died. And I held that moment...it's strong still...
whatever comes and goes, you still have that moment."

The second strategy -- anticipating positive experiences -- is illus

trated by Noreen Schaefer's case. In describing her preparations for a

joyous Thanksgiving family reunion, Mrs. Schaefer noted that the idea

for this event had come to her in the summer; she had begun to anticipate

the happy occasion at that point:

"I get so excited, every time I think about it... It was an ongoing
situation, I would picture everything and everybody and feel
it. (When did you decide to have everyone at your house?)
Last summer, when with my aunt and uncle on vacation, so then
we talked about it... (What picture came to mind when you thought
about it...?) Happiness at all different levels, laughter, my
son entertaining us and loving it, happiness that comes from
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love, the occasion and the coming together. I see lots of
sparkle -- everything glows, that's a nice background. I know
I'm capable of providing that kind of background, good food
and you know [surprise in voice], it turned out that way."

For Barbara Carp, the expected accomplishment of difficult tasks

provided a focus for positive emotion. Thus, the following comment about

a hugely time-consuming furniture refinishing project: "It's a big job

ahead of me, but when it's done, I'll feel good, I'll feel good, feel

proud of myself when someone compliments me." And nine months later,

that

also

is how she felt :

"I really accomplished something. I'm proud of myself and satis
fied...When I make up my mind to do something, I get it done. I
told my friends and some came in and complimented it. I said,
'Boy, am I glad this is done.' (rolls eyes)"

The third strategy -- the consistent counting of blessings -- is

used by Barbara Carp:

"My granddaughters came on Saturday...they are real pleasures to
have around... I'm fortunate, lucky because a lot of grandkids
don't want to visit you...My daughter-in-law and I have a good
relationships... (Did you expect this relationship?) No... I thought
she'd be closer to her mother, but she's closer to me... (What
caused this?) I don't know, but I feel proud and fortunate...
(What happened to the feelings after they left?) I'm always
proud and happy..."

Avoidance Coping Style

l)

2)

I find that avoiders behave as follows:

They persistently suppress strong, negative emotions; most explicit

ly state that they believe the suppression of negative emotions to be

desirable; they rarely label their emotions and generally find the

reporting of emotions difficult;

They frequently experience physical symptoms, such as headache,

backache, indigestion, following the suppression of strong, negative

emotions;
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3) They often evade the negative implications of stressful events;

this is most likely to occur in highly stressful episodes;

4) They rarely confide strong, negative emotions evoked by stressful

events to relatives, friends or colleagues;

5) They use attention-diverting strategies (e.g., outting something

out of mind) as a principal means of coping;

6) They frequently do not achieve closure in coping with stressful

events; they tend to be preoccupied by unresolved events or by

the negative emotions evoked by these events;

7) They report few moments of positive emotion; they do not use

strategies for extending positive feelings beyond the moment of

actual occurrence;

8) They tend to appraise their own welfare and that of the ill parent

or spouse for whom they are caring as conflicting; in a parallel

vein, avoiders coping with serious illness feel their poor health

precludes happiness.

Suppression of strong, negative emotions. Providing evidence of

the suppression of negative emotions presents a certain methodological

difficulty. If an emotion has been suppressed, this may not be

reflected in the reporting of a stressful episode. In other words, that

which is suppressed is as likely to be omitted in the reporting of an

episode as in the experiencing of it. Nevertheless, in some instances,

in response to interviewer questions, suppression of the experience of

negative emotion is described.

An episode from Rachel Werner's case reveals the suppression of pain

ful emotions. When at work one Friday, she received an unexpected call
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from her elderly father who lived with her and her husband:

"I was... ready for the New Year's weekend and looking forward to
it...when I heard my father's voice on the phone in the morning
... He said: 'Is anyone staying with me while you are away? I
don't feel I can stay alone.'...He calls me at 10:30 when I plan
to leave at 2:00 and he throws this curve at me..."

At stake for Mrs. Werner were her weekend plans. ("I don't want to stay

at home, I have my plans made...everything would be disrupted.") There

is little in her report to indicate that she felt her father's well

being was at stake. On the contrary, she was convinced he was "bluffing."

In coping with the episode, she suppressed her emotions, as shown in

this excerpt:

SUPPRESSES NEGATIVE "(It sounds like it could have been
EMOTIONS depressing?) 'No, no!!! I won't let

it do that. Maybe there's a little
twinge here...very, very suddenly,
maybe two times a year... I always
have a little fear of him. ... I still
have that feeling [fear]...but it
was momentary..."

Mrs. Werner did not reply that she had not been depressed or had not

been fearful. Rather, she said she did not allow herself to feel dejected

about the threat to her weekend plans; and although she "always" had a

little fear, she only permitted herself "momentary" experience of this

emotion. In another episode, she described her handling of emotions

during her visit to her father, a few hours before his death:

SUPPRESSES NEGATIVE "(Were you sad when you went to see
EMOTION him?) No, probably I didn't let

myself. I didn't dare! Got it over
with quickly..."

Ted Forest's case provides examples of overt avowal of the blocking

of emotion, as in this account of his family's frequent dinnertime argu

ments:

"Sometimes it seems like they wait for me. (What do you feel?)
I just want to get up and walk out. It really bothers me bad...



168

arguing makes no sense to me. It just totally should never
happen. (What do you do?) I guess I try to block it out of my
mind, it happens frequently..."

In another episode, concerning the incompetence of an auto repair person,

he noted, "I'm not one who gets angry, I hold it more back. I clam up

inside." This respondent regards suppression of negative emotions as a

positive means of guarding against stress. Thus, he commented, "I really

try to avoid things; my whole life I've tried not to get tense..."

Physical symptoms following the suppression of strong, negative

emotions. Sleeplessness, headaches and other physical symptoms occur in

each avoidance case. In some instances, the connection between the

suppression of strong, negative emotions and the appearance of a symptom

is dramatic. In the following excerpt, Mr. Forest, a carpenter, reported

a complex, stressful work episode which occurred a few days after his

boss' sudden death. The interviewer had asked the respondent to talk

about how his boss' death had affected his current situation:

"I completely lost all my back-up in the father. Now I have
this job, it's a small job, a room addition, and I didn't have
a complete set of plans... I was in charge and the father was
not there to go over it with me. (When did this situation peak?)
Well, when I finally made a mistake, the son said, just do what
you can... I was putting up the support of the window and I got
messed up between the roof and the wall drawing. If I had had
a complete set of plans or they had ordered the materials the
right way, I might have caught it. (How did you feel?) I just
got an instant headache. Like that [snaps fingers]."

Instead of describing his feelings, Mr. Forest described his headache.

What is not labeled is his anger towards the late boss' son. Such

anger is suggested in an earlier, similar instance in which the unex

pressed emotion is more apparent:

"You can't make a house by just tying it all together.
all the hard work for them. (Did you feel anger?) No,
not going to waste my words."

I did
I'm
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In Mrs. Flanders' case, one finds a connection between "upset,"

"shock", suppressed anger, and a physical feeling of limpness:

"(Can you remember exactly what you did when you found out your
son's girlfriend was pregnant?) I was limp-like. I didn't
say anything to her. I said something like 'I'd like to leave
town.' They knew I was upset but I didn't come out and scold
them...Then the next day I decided she did it on purpose... I
stayed in one position in the bed the whole day. It was just
as if someone had given me knockout drops...You want to know the
truth? I wouldn't tell anyone else this but I hope she can't
carry it."

Quantitative data from the Hopkins Symptom Checklist showed that

the avoiders are the only coping style group which has high somatization

scores. Whereas the somatization means for the other 85 respondents in

the Stress and Coping sample are 3.4 at Month 2 and 3.6 at Month 10, the

means for the avoiders are 9.3 and 9. By contrast, the means for the

confronters (2.8, 2.6) and for the deniers (3.5, 3.5) hover around the

mean for the 85. Thus, the quantitative data tends to confirm the quali

tative findings associating physical symptoms with the suppression of

strong, negative emotions.

Avoidance of negative implications of stressful events. Avoidance

of implications occurs in episodes concerning care of the parent in

two of the three cases in which the adult children are avoiders. Such

avoidance also occurs in episodes concerning illness of self in two of

the three cases in which the ill respondents are avoiders. This pattern

suggests that avoidance of implications is more likely to be found in

highly stressful episodes. By contrast, suppression of strong negative

emotions occurs in episodes which differ widely in degree of stressfulness.

Although Sarah Lion was aware that her mother's memory had been

growing worse over a period of months, she persistently avoided the

implications of her awareness, and delayed seeking medical assistance or
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information. That she already possessed alarming information about her

mother's condition is shown on several occasions. In the second inter

view, she reported that her mother had forgotten a pan in the oven; when

Ms. Lion arrived home from work, she found the pan dangerously scorched.

In the fourth interview, she reported that her mother had imagined there

were two people in the fireplace.

Clearly, Ms. Lion knew that her mother was no longer responsive to

persuasive reasoning :

"I told her that she knew she couldn't put something in the
oven and go off because she would forget it. (Did this do any
good?) No, not even when I tell her to fix dinner..."

Yet, despite what she had observed, she attempted rationalizing her

mother's behavior.

USES RATIONALIZATION "She's reasonable. She can still
cook... But she can talk to you.
Even if she repeats herself, she
can fix dinner."

In short, she avoided the implication that her mother could no longer

safely be left alone. Indeed, her mother's condition was diagnosed some

what fortuitously. While visiting her son for a few days, the elderly

woman became ill with the flu, and was taken to the hospital. It was

then she received the overdue examination which established that she

suffered from organic brain syndrome.

Minimal use of emotional support. Avoiders do not often express

the strong, negative feelings evoked by stressful events to close friends

or relatives. For example, although Robert Hovland has two grown sons

and numerous friends, he did not call upon them for emotional support

during stressful episodes. He did not expose his intense feelings re

garding his wife's illness to others:
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"At night, when it's quiet, dark, more alone, and no one to share
it with, I feel it more intense. No one in the world or outside
who cares..."

The case of Frank Croner demonstrates that even when a respondent is

in regular contact with a close other, that person may not be made privy

to the content of strong, negative emotions :

"(Now I'd like to ask you about your feelings. You mentioned
covering them up a lot, not letting your wife see them so she
won't worry. Can you tell me what this is like for you?)
Most of the time I just say nothing about the things...she'll
find out a week later and wonder why I didn't say anything...this
is something I keep to myself. She knows when I am irritated
and upset, and, most of the time, leaves me alone."

Use of attention-diverting strategies as principal approach to

coping. While a confronter uses attention-diversion when other strategies

have failed to resolve a stressful episode, an avoider uses such strate

gies as a main tactic early in the coping sequence. For example, Frank

Croner, finds Sundays very stressful; he copes with this almost solely

by diverting his attention, as will be shown below. As background, he

told the interviewer, "On Sundays, I really get low...The mornings are

fine, but about noon, I start to go downhill. It's downhill for the rest

of the afternoon. I get bored and restless..." On one particular Sunday,

he and his wife were visited by the divorced wife of a longtime friend.

In the coping strategies which follow, both the interviewer and the inter

viewee were not yet at ease with the reporting process. Therefore, the

language moves between comments about difficult Sundays in general and

statements about this particular Sunday. In the context of this episode,

all but the third strategy, inhibition of emotion, are attention-diverting.

These attention-diverting strategies are considered avoidance behavior

because they are used in lieu of more direct approaches.

TAKES A WALK "Even if it's a special dinner, or
there is company over, I get bored
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and restless and end up walking in
the backyard."

EATS "I begin to get up and down and
eat..."

INHIBITS EXPRESSION "I try to cover these feelings,
OF EMOTION especially if there is company..."

IMAGINES SOLUTION "I think of making an effort on
BUT TAKES N0 ACTION Sunday afternoon...to plan to go

somewhere or do something, to get
away from the house... I haven't done
anything about it for a couple years."

DISTANCES OR WITHDRAWS "I come and listen [to his wife and
SELF FROM CONTACT WITH the visitor] until I get depressed
OTHERS or feel I have to get involved, it's

a bad Situation..."

Lack of closure in stressful episodes. Ted Forest's data illustrate

the avoider's difficulty in obtaining closure. Mr. Forest stated that

his biggest worry was his health. Chronically fatigued from construc

tion work, he planned a four-day vacation to protect his health. Yet,

anticipation of the vacation provoked precisely the sort of intense worry

he was trying to alleviate. He worried about his wife getting hurt

skiing ("With me having to work all the time, I really depend on her to

take care of the house and my son"), about his son getting hurt skiing

("He hurt himself last time"), and about the discomfort of driving to and

from the ski resort (he said his muscles become even more tense when he

stops work). He began by identifying work as the underlying cause of

his health problem; he concluded by returning to work to cope with the

tension evoked by the vacation.

BLAMES WORK "I blame it [feeling lousy,
muscularly tense, worrying] on
the type of work I do."
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PLANS WACATION "...you're hurrying and wondering
if it's worth it (i.e., the vacation).
(What did you think about?) The
future, how am I going to be able
to take a long trip -- a two-week
trip -- at this rate? Am I going
to feel lousy the whole time?"

RETURNS TO WORK "It was great to get back to work
So I'd feel a little better."

An accompaniment -- or certainly an indication -- of the lack of

closure is a tendency to constant worry. This is a strong theme not

only for Ted Forest but also for Carla Flanders, Frank Croner, Graham

Olson. Each describes him or herself as a lifelong worrier. Neither

confronters nor deniers exhibit this tendency to prolonged worry.

Infrequency of positive emotions. There is a strikingly low

frequency of positive emotions among avoiders. The avoider appears to

be saying, "I cannot be happy unless..." For Carla Flanders, happiness

hinged largely on the choices her adult children made in their lives.

For Frank Croner, who had been employed only sporadically for two

years, positive moments depended chiefly on his finding work.

For Graham Olson, happiness was linked to health and mobility, precisely

the resources which his heart condition had seriously diminished; his

only reported positive moments occurred during visits with a grandchild

and with his elderly mother. In short, for avoiders, happiness was

often contingent on elusive circumstances.

Quantitative data from the Daily Log of Emotions confirms the

low frequency of positive emotions among avoiders. The 85 Stress and

Coping Study respondents not studied in this dissertation had a mean

of 9.7 positive emotions for the periods recorded on the logs (four

Consecutive days in months one through nine). Avoiders had a mean of
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6.6. Confronters and deniers resembled both one another, and the larger

sample, in having means of 10.9 respectively.

Most avoiders experienced positive emotions only when they obtained

a complete respite from responsibilities for or worry about self or

others. Vacations are only one among several activities which evoke

positive emotions for confronters and deniers. By contrast, vacations are

the main occasions for positive emotions in three avoidance cases; in

a fourth case, vacations are combined with gambling. In the remaining

two avoidance cases-- Graham 01 son, whose heart condition had made him

fearful of taking trips, and Frank Croner, whose unemployment limited his

funds for hunting and fishing -- vacations are highly valued but not

actually experienced during the Study. For these two, time spent with

young grandchildren yielded the sense of brief but complete rest which

vacations might have provided.

Often, for avoiders, the pleasure of a positive emotion barely

outlasts the moment itself. There are very few reports of either anti

cipation or savoring of pleasurable experiences. This is evident, for

example, in Graham Olson's description of relief and happiness in being

with his granddaughter at Christmas. The day after the visit, his sense

of discontent had resumed:

"(I asked about the strongest feeling...of the past month.)
Being with my family on Christmas Day... Oh, I guess that
happiness is the feeling, which hasn't been too good for me
lately. (He laughed meekly, but his face was sad.) (When did
you feel happiest? )... Watching her play with the toys and
showing her how to use them... I was feeling the best I've felt
in a long time... (What did you feel like physically when you
were happiest?) Relieved, good, more relief than anything else...
contentment, I guess... No pains that I usually have...laughing
and showing more energy than I have in the past. (How had you
been feeling before?) Kind of dejected...a headache and pain
in my left arm and chest... It just seemed to go away...as soon
as I started playing with her... (How did you feel when you
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woke up the next morning?) I think that I felt normal, rested,
no aches and pains... (Did you feel as happy?) No, no... (On a
scale of 1 to 10, how would you rate your happiness in the
morning?) About 6, borderline between dejection and happiness...
average day-to-day. (Did you say or do anything that could
change that 6 rating the next morning?) I don't know of anything
that could change it..."

Perception of welfare of self and that of parent or spouse as

conflicting objectives. The evidence for this point is suggested by

the previous point. The avoider often views personal happiness as

contingent upon a condition which is unobtainable, or very difficult

to obtain. If that condition is the health of a parent or spouse, then

the care-giving demands will evoke profound conflict.

In a parallel point regarding confronters, two issues were examined --

the ability to set limits, and the ability to plan and enjoy vacations.

Despite the fact that avoiders' happiest moments were spent during their

vacations, their participation in such respites was minimal, and often

forced by outside circumstances. Thus, Robert Hovland had a pleasant

birthday dinner with friends only because they surprised him; he other

wise would not have permitted himself the celebration. Sarah Lion was

finally compelled to take a vacation because she was in a state of exhaus

tion. Avoiders also had difficulty setting limits on the expenditure

of care-giving energies. Thus, Ted Forest observed that he had helped

support his parents, to the detriment of his own financial security;

"Before I got married, I gave them everything I had. Then
when I got married, I had to leave with nothing. I had nothing.
I kinda supported them for quite a while. I figured I have
more than done my share. I would be so much more advanced
financially, and I would be able to help them too if I had had
control all these years, it causes friction between us."
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Denial Coping Style

l)

2)

3)

4)

5)

6)

I find that deniers behave as follows:

They suppress strong, negative emotions; however, what is at first

suppressed is eventually repressed; that is, deniers slide

from avoidance -- a conscious process, into denial -- an uncon

scious process;

They handle strong, negative emotions through the verbal use of

undoing -- a defense which is distinct from, but related to,

denial.”

They more often deny the meaning or implications of facts than the

facts themselves; this is consistent with the definition of denial

used in this dissertation; denial of serious or possibly tragic

implications enabled the deniers to behave passively in highly

threatening circumstances;

They tend to confide only in their spouses; their contact with

colleagues and friends is not characterized by an exchange of

confidences;

They use denial as a stylistic coping strategy on an intermittent

basis; deniers had episodes in which their coping resembled

confrontation;

They achieve rapid closure in stressful episodes; in this respect,

deniers superficially resemble confronters; but whereas confronters

*According to Brenner (1973), undoing is "an action which has the purpose
of disproving or undoing the harm which the individual...unconsciously
imagines may be caused by his wishes... For example, a small child whose
hostile wishes towards a sibling or a parent are a source of anxiety
to him may behave in the following way: He first hits the object of
his anger, then he kisses it" (pp. 89-90).
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cope by attempting to resolve problems or express negative emotions,

deniers cope by acting as if the problem or emotions had not

occurred;

7) They persistently seek experiences of elation; these efforts appear

to be based on a tacit assumption that life is supposed to be

happy, and negative emotions are not supposed to occur.

Initial suppression and eventual repression of strong, negative

emotions. The suppression and subsequent repression of strong, negative

emotions is central to the denial coping style. This can be seen in Roy

McCloskey's case. In the sixth month, he told the interviewer that he

had awakened one morning with pain in his eye. Upon consulting a doctor,

he learned that he suffered from a fungus which is common among people

from certain parts of the Midwest. He had sustained a permanent loss

of vision in the left eye and he was threatened with loss of vision in

the right eye. Mr. McCloskey was shocked, depressed, and scared. Almost

immediately, he began to cope by using strategies which he frequently

attributed to himself during the interview year (i.e., PUTS PROBLEM

OUT OF MIND, SUPPRESSES STRONG NEGATIVE EMOTION, and FORGETS.)

One could argue that avoidance and denial are appropriate, or, at

least, expected initial responses to sudden, partial blindness, and to

the threat of total blindness. However, the respondent's statements

as well as scrutiny of other aspects of the case, indicate that

avoidance and denial are strong stylistic elements for him. Moreover,

the denial that he used in the first two months following the diagnosis

of his eye pain persisted in subsequent months. Later, when he discussed

his plans for retirement, he explicitly stated that his eyes were not a
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factor in his projections; he simply proceeded as though further problems

with his eyes were not at issue.

During the first episode concerning his partial blindness, his

coping included two avoidance strategies.

TRIES TO PUT PROBLEM OUT "I tell myself not to think of it."
OF MIND

SUPPRESSES FEELING. "I wasn't going to worry about it
OF WORRY until they tell me what the final

story is, because what's the use
of worrying and getting an ulcer
when it might not be that bad."

In the next month's interview, after another visit to the doctor, he

reported that:

"...without warning the other eye could go...They discovered
the extent of damage in the left eye, saw spots in the right
eye. They were vague about what they could do. There's always
a dull pain in the left eye and sometimes in the right eye.
You know it's there if you think of it."

In this episode, his coping reflected his movement from avoidance to

denial. ("Forgetting" indicates the use of repression, a process

related to denial.)

SUPPRESSES FEEL ING "I don't worry about it, that's
OF WORRY the way I've always done it..."

FORGETS "...tend to forget it, it's not
hard. (Is this working?) I
think so, I'm not a mess."

In keeping with these coping strategies, when Mr. McCloskey was

asked by the interviewer to title the episode, he did not label it

in terms of a major emotion.
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Use of undoing to cope with strong, negative emotions. Undoing is

found on numerous occasions in the cases of the deniers in conjunction

with disturbing, negative emotions. Nina Morgenthal's 83-year old father

had lived with her for nine years. Several months after the start of

the Study, he became ill with the flu. Failing to recover his strength,

he was "listless" and refused to eat. In an episode which will shortly

be presented to illustrate Mrs. Morgenthal's denial of the implications

of her father's condition, she first mentioned her fear of his dying and

then immediately undid her statement: "I wonder if I can cope with it

[his death]. I'm not worried." Months later in a retrospective descrip

tion of the same period, her words again revealed undoing: "I didn't

really expect it. I knew it was close."

Just as one might reason that threatened blindness is likely to

evoke denial, so, too, one might argue that the threatened loss of a

parent is likely to evoke a denial-like process such as undoing. Again,

however, there is evidence of a stylistic tendency. Nina Morgenthal

used undoing in diverse episodes. For example, one of her recurring

stressful experiences involved her intense embarrassment regarding her

husband's avocation -- well-digging. In discussing a newsletter about

his well which he had distributed to neighbors, she said: "They must

think he's a fool, I guess. I'm worried that they laugh at him...

(Has this embarassed you?) 0h no, it doesn't embarass me."

During the second interview -- that is, four months before he

lost the sight in one eye, Roy McCloskey had an exchange with the

interviewer which illustrated his tendency to use undoing:

"Why weren't the important questions on the questionnaire?
(Like what?) Like worry about being ill. (Within the last
two months, two men he knows at his place of work, men who are
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younger than he is, died of heart attacks.) I'm not sure it
bothers me, I don't want to worry too much about it and become
a hypochrondriac or make myself sick. It doesn't bother me."

In commenting on his relationship with his wife, he first noted, and

then undid, his concern over his wife's excessive spending:

"The only conflict is with the wife spending more than I'd
like her to or I think she should. It's not a hassle, or a
bother, it just is."

Another time, Mr. McCloskey used both the suppression of negative

emotions and undoing to cope with anger. Because his wife had gone to

care for their pregnant daughter, he had to miss an annual party which

he very much wanted to attend. The episode concerned not only his

anger at his wife but also his guilt for his feeling of anger. His

coping strategies were:

TRIES TO SUPPRESS "I tried to talk myself out of
NEGATIVE EMOTION being mad."

USES UNDOING "I wasn't mad..."

Denial of negative implications of stressful events. The most

striking instances of denial were those in which the respondent acted

as if the implications of extremely threatening circumstances did not

exist; the circumstances themselves were not denied. Nina Morgenthal

denied the mortal implications of her elderly father's illness. Yet,

she had observed her father's declining health for over two months.

In March, she commented that he was "wasting:"

"When we had the flu back in January and February, my father
got something too. It stuck with him. He doesn't eat, doesn't
know where he is...He's listless, apathetic, not interested in
anything. He is 83, complains of his stomach hurting all the
time. He refuses to see a doctor. Last week, he didn't want to
eat... Sometimes he won't come to the table but I'll fix soup and
he'll eat it. I've fixed enough soup to float a battleship! But
not last week. Up until Christmas he was a huge eater, we used to
have to hide things from him, but not now. (Did you notice him
getting thinner?) I call it wasting. On the day when he didn't



181

come to dinner, he hadn't gotten up until 2:00, which is unusual
too. It almost happened overnight."

As stated in Chapter Three, one cannot deny that which has not first

been perceived. Mrs. Morgenthal knew her father was "wasting." She

clearly grasped the seriousness of the situation. ("You imagine every

thing under the sun that could be wrong. Maybe he's dying, all this

time...") Yet, when he would not see a doctor, she did not persist in

persuading him. Instead, she complied with his refusal and proceeded to

deny the seriousness of his condition:

"He'll complain but won't go. He's afraid. (Can you live with
this not going?) Yes. (Why?) That's the kind of person he is.
If it gets really bad, he'll ask."

He died the following month, within one day of finally entering the

hospital. In the week prior to his death, when he was "failing fast,"

he was at home, without medical attention.

When the care-giver and the chronically ill, elderly person dwell

in the same residence, it is particularly difficult to recognize the

changes signaling serious decline. Calkins L972) reported this regarding

care-givers of the chronically ill. However, in Mrs. Morgenthal's case,

her father's illness came on suddenly. An elderly person has the right

to refuse medical treatment, and therefore there should be limits to the

pressure or persuasion exercised by a care-giver. Mrs. Morgenthal's

actions were not, however, based on ethical considerations. As the coded

version of the episode shows, she was overwhelmed by numerous negative

emotions -- longtime anger at the care-giving burden, guilt as to whether

She had caused her father's illness, conflict between fear that he would

die and a wish for his death, and a fear of a recurrence of the depression
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that she had experienced when her mother died. In struggling to suppress

these emotions (largely by using strategies to divert her attention from

them), she eventually removed her attention from the facts themselves.

She now appraised the circumstances as less drastic than she had previously

perceived. Her denial enabled her to further distance herself from the

disturbing emotions. Thus, the emotional, cognitive, and situational

elements operated on one another in a transactional manner.

A dramatic instance of the denial of implications also occurred in

Roy McCloskey's case. As already indicated, Mr. McCloskey was well

aware that his right eye was now in danger. Shortly after his first

visit to the doctor concerning the left eye, he felt pain in the right

eye. The interviewer asked him if he was considering calling the doctor

regarding this new pain. He replied: "No, I have my appointment. [The

appointment was eight days away.]" Mr. McCloskey's statement about not

being sure of the meaning of the pain is technically accurate; without a

diagnosis, he could not really know the meaning of the pain. But he did

know that the sight in this eye could go without warning, and that if

that occurred, he would then be nearly blind. Here the interviewer's

comments from field notes are relevant:

"I think he should be calling the doctor. I'm amazed at this
willingness to wait for a regularly scheduled appointment to
get an answer."

Mr. McCloskey's statement -- "I'm not sure what it is" -- and his

behavior are interpretable as denial of the possible implications of

his pain. From the field notes, one learns that while there was no

medication that could bring back the sight once it had gone, there were
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surgical techniques for stopping the development once an eye had been

affected, if action was taken speedily. Since Mr. McCloskey knew this,

it is remarkable that he did not act; denial of negative implications

made his dangerous passivity possible.

Minimal use of emotional support. Like avoiders, and unlike con

fronters, the two deniers made little use of emotional support from

close others during stressful episodes. To a limited degree, however,

they appealed to their spouses for support. Mrs. Morgenthal had one

additional source of support in her sessions with a counselor. Although

both respondents have friends, they do not describe these relationships

as close; in addition, they pointedly refer to the belief that it is

not appropriate to confide painful feelings. Thus, Mr. McCloskey noted:

"I don't talk to friends, I've always been an independent type,
I don't tell my problems to too many people. I really think
you don't know if it'll come back on you some time; they'll
repeat it and it will come back."

Mrs. Morgenthal commented: "I'm a very private person. I save my crying

for my bedroom, except for my husband."

Each case contains confirmation of the respondent's stated approach.

For example, when he started to lose his sight, Mr. McCloskey deliberately

limited his mention of his eye problem to three or four family members.

However, he did talk about his condition to persons at work. For Mrs.

Morgenthal, the use of social support was more restricted; in the only

episode in which the possibility of confiding arose, she decided not

to burden a colleague with her problems.

The two deniers also show considerable difficulty in asking for

emotional support. On Mother's Day, which occurred a few weeks after

the death of her father, Mrs. Morgenthal did not want her husband and
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children to leave her alone, but was unable to say so. Later, she was

angry because they had left her alone.

Intermittent use of confrontation. Deniers use confrontation rather

than denial in coping with some stressful episodes. Although it has been

said that deniers use denial massively (Houston, 1973), this does not

appear to be the case based on the evidence examined here. It would be

surprising if it were. An extreme use of denial would so severely hamper

an individual's functioning as to make survival highly tenuous. Such

uses of denial do occur; severe alcoholism or drug addiction are cases

in point.

While admitting his difficulty in doing so, Mr. McCloskey used a

confrontational approach to cope with a stressful event during a meeting

of the square dancing club. He became increasingly angry when meeting

participants accused the nominating committee of choosing inadequate

nominees. ("You sit there and Tisten and it builds up and up.") The

coding of his coping follows. Note his direct expression of emotion,

characteristic of a confrontational approach.

EXPRESSES NEGATIVE EMOTION "...very upset. I kept remembering
PRIVATELY TO SELF the negative problems we had had

on the committee."

FOLLOWS A PLAN "I'd been thinking of it all day,
looking for an opening..."

PREPARES SELF EMOTIONALLY "I wanted to make sure I was
TO CONFRONT DIFFICULT expressing myself, the way I was
SITUATION feeling. Sometimes I have a hard

time with that... I never Sounded
Off like that before."

CONFRONTS OTHERS WITH "I got perturbed, angry and told
STATEMENT ABOUT WHAT them what I thought... I gave 'em
HE DISLIKES IN THEIR hell because I told them that if
BEHAWIOR they weren't willing to commit

themselves, they ought not to
Stick around in their posts and
let some new people in... I let
'em have it."
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USES COMFORTING COGNITION "I guess I didn't lose any friends
... Everyone talked to me afterwards
So I guess it was o.k. ... I wasn't
nasty... No, I'm happy with what I
did."

Denial as a method of closure in stressful episodes. The confronter

frequently achieves closure during a stressful episode. The avoider

frequently does not attain such closure. How does the denial style

compare? Denial can be understood as a kind of foreclosure of stress

fulness. By ignoring the implications of the pain in the previously

unaffected eye, Roy McCloskey had effectively erased the grounds for

feeling stressed enough to go to the doctor before the scheduled visit.

By concluding that if her father had really been seriously ill he would

have sought medical attention, Nina Morgenthal bypassed the parent

child conflict that would have occurred had she openly clashed with her

father.

The degree to which such foreclosure could actually diminish the

experience of stress is an open question. There is not enough informa

tion to judge how Mr. McCloskey felt during the eight-day wait for his

appointment. Still, the fact that he did wait for the appointment indi

cates that any dismay or depression was not subsequently overwhelming.

Mrs. Morgenthal, however, was admittedly nervous and depressed during the

period when her father was "wasting."

Persistent seeking of elation. While evidence of the denier's

frequent and determined efforts to experience elation is substantial,

the beliefs underlying this behavior are more implied than stated. Both

Roy McCloskey and Nina Morgenthal behave, and to some extent, speak

as if life is meant to be uncomplicated and untaxing. They act as

though elation, exhila ration, excitement are real and fear, anger, guilt,
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sadness, grief are not. When stressful events and strong negative emo

tions occur, this appraisal is put to the test; usually, it survives

relatively unscathed.

While the confronter's positive emotions are based on relatively

infrequent instances of family harmony or personal accomplishment, the

denier's positive emotions are based on frequent immersion in elating

activities. Consequently, while for the confronter, positive emotion pro

vides a kind of emotional insurance to be drawn upon during intermittent,

bleak times, for the denier such feelings give almost daily assurance that

the world is not oppressive. Indeed, it is striking that the two deniers

(as well as one avoider, Sarah Werner, whose behavior borders on denial)

have similar methods of consistently securing the experience of elation.

They involve themselves intensively in activities which clear their minds

of distractions (such as negative emotions) and produce feelings of high

excitement.

For Mr. McCloskey, that activity is square dancing -- his hobby of

15 years. In his calendar of important events, constructed in the first

interview, almost all his major events were gala square-dancing occa

sidns; birthdays or anniversaries were relegated to a minor position.

For Mrs. Morgenthal, the activity is the creation of imaginative crafts

activities for children; she had done this devotedly at the local school

for the past seven years, and spoke of opening her own crafts shop.

The following episodes of positive emotion illustrate the emotional

tenor of Mr. McCloskey's square-dancing experiences. As the interviewer

explained, the day before the interview, the respondent and his wife

danced all afternoon and then went to dinner with their friends:
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"(When was the peak?) When there were many callers and we
were up and dancing. (What were you thinking?) You're just
plain enjoying yourself, you feel exuberant, it lifts you all
up...you enjoy it and have to really pay attention to what he's
calling...There are several things at once to pay attention to.
He's one call ahead and you have to keep it flowing not choppy.
It's really regimented when you come down to it, but it's not
forced on you, you enjoy it, when there are 200 or 300 people
out there dancing. (How do you feel physically?) I feel great,
you're not tired, just high. You're not bored, it's an
exuberant feeling, that's my hobby, it's our social life. (What
thoughts were going through your mind?) I don't know, I was
listening to the beat of the music and what he was saying, you
don't have much time to think other than what's going on, you
have to pay attention...A feeling of contentment... (How had you
been feeling before?) I was looking forward to it, anticipating
a good time, nothing was really happening except what was going
on at work. That (stress at work) will be in the back of your
mind and sneak up on you when you don't have anything else to
think about... (How did you show your feeling of happiness?)
I was usually smiling, and laughing, whooping it up. (Did you
talk about how you felt with anyone?) No, because everyone
feels the same or they wouldn't be there. There are few people
you don't like. (Would you change anything about it?) No, I
don't see why."

At the close of this account, the interviewer commented, "He seems

jolly when he talks about this; his face is happy, he smiles, slaps

the table. I feel he is happy talking about this, as it is so important

in his life." Two months later, after describing the onset of his eye

problem, he noted how square dancing helped him during this "low" point

"Not much has happened, I've been down pretty low. I've been
square dancing and all that, but I do that normally. I just
have a good time when I'm dancing, it works, I don't feel low.
(When does the square dancing capture you?) When the music
starts, when you're around people. (Are you an addict?) (He
laughed.) I could probably be. I often feel down but I go
and don't feel tired when they start the music. (Do you do
other things when you feel down?) No."

For Roy McCloskey square dancing is more than an antidote; it is

his major activity aside from work. What shines through his account is

the total absorption which permits of no negative feelings, and paves

the way for feeling "just high." It is a similar absorption which cap

tivates Nina Morgenthal; for her, volunteer art activities assume the
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highest priority; this is shown in the following episode in which she is

stressed by conflicts between her volunteer activities and her routine

chores :

"I like my hobbies; I'd like to get into a small business.
I know housework interferes. There never seems to be enough
time to do all the things I want to do. If I had a place, like
a shop... (Is there one time when you felt this most strongly?)
Halloween. My son is at the junior high, and it's the day
the parents assemble the PTA paper. I was supposed to take my
daughter to flute lessons, but I didn't do that either. I was
dressed up like a witch so I could scare the kids at the elemen
tary school. My husband needed some work clothes washed and I
said, 'Wait until Tuesday.' That's (scaring the kids with costume)
something I enjoy so much I won't give it up, they can all
jump in the lake! I had made the commitment to the friend to
assemble the paper and then I told her I couldn't go. I felt
crummy. But I'd already made the commitment to go in and scare
everybody. I felt bad when she called, and I was the fourth
person to refuse...But I was going to do something I enjoyed
doing... I debated whether to go haunting in the morning and
work in the afternoon... but I said to heck with it, I enjoy
haunting more. Have you ever walked into a classroom with
kindergartners and they all run under the tables? It's great.
I do that from kindergarten through the seventh grade and the
seventh graders are just as scared. (Are there other things
you could have done instead?) I could have cancelled the music
Session but I didn't. I couldn't be bothered to drive all the
way across town... I didn't even make my daughter's lunch that
day! I get sick of preparing meals. I'd rather be working on
hobbies. I'd rather do hobbies than eat sometimes I think.
I've quit trying to understand why I never have enough time.
I would love to be Santa Claus for the school at Christmas,
for instance, but they don't let a woman do it. I'd love it."

Later in the year when she could no longer volunteer at the elemen

tary school because her daughter would be attending junior high school,

she felt great apprehension about the loss of this commitment. In this

too, she and Roy McCloskey are similar; both fear being idle or alone:

"I probably will not work there again and I enjoy it so much,
I enjoy the little people so much... I feel my depression in
my bones, in my muscles, maybe like being a little weak in
the knees, a bit down... I have a horrible fear of not doing
anything, it's like losing a child, they're going, it's over
with... I'm going to have an awful lot of time on my hands..."

It may be mere coincidence, but more likely it is significant,
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that both Roy McCloskey and Nina Morgenthal bought recreational vehicles

late in the interview year -- Mr. McCloskey after learning of his eye

ailment, and Mrs. Morgenthal after her father died. Frequent travel, which

now filled Mrs. Morgenthal's weekends, and which promised to be prominent

in Mr. McCloskey's retirement, offered additional possibilities for fre

quent elation.

Thus far, the point has been to show the denier's method for attain

ing elation. Yet, the experience of such emotion is only one of the

purposes served by absorption in intensely pleasurable activity. Such

absorption also permits the individual considerable control over the

likelihood that reminders of stressful events will be admitted to con

sciousness, or receive more than fleeting attention. It requires only

a stretch of the denier's imagination to equate a stressful event that is

excluded from consciousness to one that hasn't occurred at all.

Superficially, there are intriguing similarities between deniers

and confronters in respect to their affinity for positive emotions and

the commitment of time to pleasurable activities. Yet, the differences

are more dramatic than the similarities. The confronter welcomes elation

when it occurs but does not regularly structure activities that will pro

duce it. Religious activities, which are important to the majority of

the confronters, may provide an important exception to this observation.

Yet, even the frequency of participation in religious ceremonies and

gatherings by confronters is no match for the frequency of immersion in

hobbies by the deniers.

Schematic Versions of the Three Coping Styles

As a means of condensing the descriptions of the three coping

styles, the following table summarizes each style in terms of five main
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Coping

Table
8

BehaviorsCharacterizing
theThreeCopingStyles

Behavioral
Category

Style

Handling
of
Stressful

Information

Handling
ofNega

tiveEmotions

UseofSocial
Support

UseofAttention-diversion

Confrontation

-----------H------------------------
Avoidance

Identifypossibleneg
ativeimplicationsandtakeaction

Donotidentifypossiblenegativeimplicationsorif
identify,donottakeaction

Sameasforavoidance

Expressemotions
toselfandothersSuppressnegativeemotions;oftenexperiencephysicalsymptomsafter

Suppression
Initiallysuppress,theneventuallyrepressnegativeemotions;frequently

use

"undoing"

Obtainemotionaland
instrumentalassistanceRarelyobtainemotionaland

instrumentalassistanceSameasfor
avoidance

Directattentionawayfrom
stressonlyafterotherstrategiestried

ofcoping
Relyondenialratherthan

on
attention
-

diversion

AchievementofClosure

Directattentionawayfrom
StreSSasprimaryIIleanS

Minimizechanceof
recurrence

ofstress;imposearbitraryclosure,
ifneeded

Donotminimizechanceofrecurrence;dwellon
thoughts,emotionsafter

episode
Usedenial

asmeansof

achieving
prematureclosure

ofStress
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features. To further illustrate the styles, three stressful episodes,

each representing a particular coping style, are presented in tabular

form using four of the behavioral categories presented in Table 8.

In an episode from her fourth interview, Arlene Longfellow dealt

with her fears regarding her father's failing health. Table 9 presents

coping behaviors which illustrate her use of the confrontational style.

Table 10 indicates coping strategies from an episode in Rachel Werner's

fifth interview concerning her father's request that she change her

travel plans; the table illustrates the avoidance style. In her sixth

interview, Mrs. Morgenthal reported that her father remained weak,

apathetic and uninterested in food after a bout of the flu. Table ll

summarizes her coping reflecting the denial style.



§

Exampleof
ConfrontationalCare-giverBehaviors

RespondentHandling
of
Stressful
|

Handling
of
Negative
|
UseofSocialAchievement
of

InformationEmotionsSupportClosure
ArleneFacesnegativeimpli-
||

ExpressesfearObtainsemotionalAttainspartial
Longfellowcationand

instrumentalclosure

(Provides
"Iseeaproblem!
My"Ihavethisrecur-SUPPOTL.
■

º;...".;',
S

careforfatherneedstoberingnightmare
oforga
99

mother,75,father,80)

upstairsandhave

care."

aboutmyfatherfallingdownthestairsandmymothernotlettinganyoneintohelphim."Expressesange■
"Idon'ttreat
a

doglikethat.She'snevercaredformyfather,neverdonethingsforhim."Anticipatesguilt
"Itoldthem(siblings)that

I

wantedtodowhatwecould,
sothatwhenhedied,we

wouldn'tsayhow
wewishedwe'ddonesomething." Table

9

"Italkedtomy

minister--heagreedtocomeandactasa

facilitator
withmybrothers

andsisterssowecoulddiscusswhat

todo."

infourthinterview
episode)

"Itseemedlike

someoneshoulddosomethingorquittalkingaboutit...They(sib
lings)saidthey'dcomebutdidn'tsupportit."
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Table10

Exampleof
AvoidanceCare-giverBehaviors

RespondentHandling
of
Stressful
|

Handling
of
Negative
|
UseofSocialAchievement
of

InformationEmotionsSupportClosure
RachelRejectspossiblenega-
||

Attempts
to
suppress
||
Doesnotseekin-
||

DoesnotresolveWernertiveimplicationguiltstrumentalissuesor
emotions

supportenqendered
TB

(Provides
"I
couldn'tbelieveheShesaidto
herself,#;

careforwasREALLYILL...
I

"Oh,it'sjust
abig
|
"Iknewtherewas

father,88)saidtohim,'You'react,
I

can'tdoany-
||

nothingwrong..."Well,thedrive

justlikeyourmother...andyousaidyouneverwantedtobe

likeherwhenyouwereold.Well,you'rejust
puttingonatemper

tantrum.'"

thingaboutitsodon'tfeelguilty."

Then
I

thoughthe'snevercom
plained...maybe

weshouldtake
himtoa
doctor."(Sherejectedtheidea.)

(tocabin)is2}hours.
I

worried
andtalkedtomyselfuntil

I
mademyselfsick...Later

I

begantothinkaboutitagaindrivinghome(aftertheweekend)."
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ExampleofDenialCare-giverBehaviors
Tablell

RespondentHandling
of
StressfulHandling
of
NegativeUseofSocialAchievement
of

-

InformationEmotionsSupportClosure
NinaActsasif
neqativeExpressesanxiety;DoesnotSeekUsesdenialtoMorgenthalimpTiCat■ onThadnotthen"undoes

i■
feeT-instrumentaleffectpremature

(ProvidesbeenassessedingSupport;useofclosure

careforemotional

father,83)

"He(father)doesn'tknowwhereheis..."(Doyounoticehim
gettingthinner?)

"Icallit
wasting...Maybehe'sdying..."(Canyoulivewith

hisnotgoingtothedoctor?)"Yes...Ifit
getsrealbad,he'll

ask."

"I'mmorenervous...Whatwillitbelikeifhedoesdie?...
IwonderifIcancope

withit.I'mnot

worried."
Suppressesànger"Depressionsetin...

Helplessness,like
hittingfog..."

(Whatdidyouwanttodo?)"Draghimtothetableandsay'Eat.'"

supportunclear

Thedecisionnot
toconsult
adoctoramounts

toa

prematurereso
lutionofthestressfulepisode.
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Summary

Three coping styles -- confrontation, avoidance, and denial -- were

described. The styles were not intended as a description of the totality

of a respondent's approach to coping. A given style indicated whether a

respondent faced or evaded stressful problems, and whether evasion was

largely conscious or unconscious. While confronters often assessed, and

then attempted to resolve, threatening implications of stressful events,

avoiders often evaded threatening meaning, even while remaining aware of

information about potential or actual danger. Deniers were initially

aware of threatening conditions, but, in time, they behaved as though the

threatening implications, if not the events themselves, did not exist.

This permitted deniers to assume a passive stance in highly threatening

circumstances.

Each style is characterized by a group of strategies used to cope with

stressful episodes and with ongoing stress. Both avoiders and deniers

were somewhat more likely to invoke their stylistic strategies in highly

threatening than in moderately threatening episodes. On occasion,

avoiders and deniers used a confrontational approach to deal with a stress

ful episode; confronters were less likely to depart from their style.

The strategies composing a given style cover: the approach to

threatening facts or events; the handling of strong, positive and negative

emotions; the use of emotional support; the use of attention-diverting

strategies, and the manner of achieving closure in stressful episodes.

For confronters and avoiders, the coping style is associated with dis

tinctive ways of appraising the implications of illness of close others

or of self for personal happiness. There is not sufficient evidence on

this issue in respect to deniers.



196

Confronters differed markedly from avoiders and deniers in their

methods of handling strong, negative emotions. They regularly expressed

such emotions privately to themselves and in the presence of close others.

For avoiders, the main strategy for dealing with negative emotions was

suppression -- a strategy which maintained the emotion in conscious

awareness. For deniers, suppression was a precursor of repression -- a

strategy which removed the emotions from awareness. Avoiders, but not

deniers, evidenced physical symptoms, such as headaches or sleeplessness,

directly or shortly after the suppression of strong, negative emotions.

Quantitative data from the Hopkins Symptom Checklist confirmed this quali

tative finding on somatization.

The content, duration and functions of positive emotions differed

radically in the three groups. The confronters' positive emotional

experiences centered on family harmony or personal achievement, and the

avoiders' positive emotions occurred mainly during respites from responsi

bility. For deniers, positive moments consisted of elating experiences

attained through immersion in absorbing activities such as hobbies or

travel. While confronters deliberately stored their positive moments

and later used them as emotional sustenance, avoiders persistently

delayed positive emotions until some future time when certain negative

circumstances (e.g., poor health or finances) would be alleviated. The

denier made an almost daily journey to a plane where negative emotions

could not surface as real concerns.

Deniers and avoiders contrasted sharply with confronters in the use

of emotional support. Neither deniers nor avoiders confided strong,

negative emotions to close friends. Although spouses tended to serve as

confidants for some avoiders and deniers, often only factual rather than
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emotional aspects of stressful events were divulged. Confronters, however,

incorporated emotionally supportive contacts with friends and relatives

into the coping strategies used to deal with stressful episodes.

Confronters also showed considerable skill in methods for recruiting

support. They called on persons who had experience with similar life

crises and who comprehended not only the nature of the stress but the

sorts of emotions it evoked. The confronters' strikingly high use of

emotional support, and the avoiders' and deniers' markedly low use of such

support, were confirmed by scores on quantitative measures of the use

of emotional support.

These data indicate that even when stress is due to chronic, irresolv

able problems, there are methods for bringing closure to the separate

stressful episodes which comprise the long-term chronic situation.

This could be seen in the confronters' cases. The confronter tended to

exercise whatever limited options could be extracted from otherwise

intractable situations. When unable to improve the situations or defuse

the painful emotions, the confronter would turn to attention-distracting

activities to attain a synthetic but reasonably effective closure.

While avoiders also used attention-diversion, they did so as a

principal means of coping rather than as a final effort to disengage from

an irresolvable situation. Often the avoider did not achieve closure

in either the problems or the emotions evoked; indeed, worrying about

stressful events and dwelling on negative emotions formed central elements

of the avoidance style. The denier, by acting as though stressful events

or emotions had not occurred, achieved premature closure, and at times,

ironically, seemed to share with the confronter the calm that comes of

true closure.
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CHAPTER NINE

FEARS OF AGING: THEIR LINK TO CARE-GIWING AND COPING STYLE

In the early stages of this study, it was hypothesized that the ex

perience of providing or managing care for an aging and ailing parent or

spouse would lead respondents to be: 1) particularly fearful about their

own aging process, 2) unlikely to deny their fears of aging, and 3) aware

of problems of the elderly, and therefore likely to plan for their own old

age. As already discussed in the chapter on methodology, as the data

analysis progressed, it became apparent that denial and avoidance charac

terized two major coping styles among the respondents. The questions

which emerged from this realization were larger and more intriguing than

the earlier tentative hypotheses. It now became essential to investigate

the separate and interactive contributions of specific stressful care

giving experiences and specific coping styles in affecting attitudes

towards and planning for aging of self.

Fears of Aging

Prevailing fears. First, it must be emphasized that across the

entire Stress and Coping sample, there were two fears of aging which

were as abhorrent to care-givers as to non-caregivers, to deniers as to

avoiders or confronters, to men as to women. These were the fear of

becoming senile and the fear of being dependent. Although sometimes

dependency was specifically associated with extreme physical or mental

disability, it was more commonly used in a general, encompassing sense;

anything less than the degree of independence currently enjoyed was felt

undesirable. Indeed, for those respondents with children at home, and

for those with impending retirement, the expectation was usually towards
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greater independence in the later years than had been enjoyed in the

middle years.

Conceptions of age-related change. Beyond these shared fears,

respondents differed greatly in how they perceived the meaning of

becoming old and in the aspects of aging they feared. In almost all

cases, it was not possible to ascertain these specific meanings and

fears solely on the basis of responses to aging-relevant interview

questions posed in the tenth and eleventh interviews. Instead, it was

necessary to study both incidental and substantial references to

aging as they occurred throughout the entire case, and to pay particular

attention to those thoughts and feelings about aging which were played

out in actual episodes. For example, Arlene Longfellow, age 47, grew

very fearful of her own physical condition when she realized how her

father was deteriorating. She coped with this fear by taking her husband

and herself to the local hospital for a treadmill E.K. G. The results,

which showed she was in above average physical condition, substantially

allayed her fears. Such an episode provides the researcher vital con

textual information about the content of the fear, its relative prominence

as a concern in the respondent's life, its link to other concerns. More

over, in the cases of deniers and avoiders, the evidence derived from

reported behavior was a more convincing indication of what the respondent

actually feared than were reported attitudes.

To provide the context for a discussion of the effects of care

giving on fears of aging, respondents' divergent conceptions of the

changes implied by growing old will first be noted. A given respondent

might have described the aging process as being highly affected by or

synonymous with one of the following: 1) negative changes in health;
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2) negative changes in personality; 3) negative changes in health and

personality; 4) negative changes in circumstances (e.g., finances, death

of close other), and 5) a major decline in the ability to pursue the

level of activity currently enjoyed. (Although health might be the chief

cause of changes in activity, respondents who had this conception of

aging placed their emphasis on inactivity rather than on ill health.)

As is evident, most respondents defined the changes accompanying old

age chiefly in negative terms.

Some examples of these divergent conceptions of aging follow:

For Barbara Carp, the definitive determinant of happiness in old age was

health. ("Without it you don't have anything.") For Elizabeth Keen,

by contrast, the emphasis was on psychological vitality. ("I'm not con

cerned about physical health, I would just like to be mentally capable

and alert for the rest of my days. Physical handicaps I can handle.

I just don't want to be mentally stagnant.") Athalia Layton had strong

aversions to physical illness and mental stagnation, both of which she

viewed as concomitants of old age. Robert Hovland expressed his view

of aging in terms of altered circumstances. Asked how he felt about

being 60, he said, "I don't think good or bad is related to whether

you're 60 or 54 or whatever. It just depends on the circumstances. How

good or bad your health is, more or less your income, that kind of

thing." Finally, Rachel Werner wanted to stay alive only as long as

she could remain active; indeed, she presumed her father did not want

to go on living when he became too ill to function actively outside of

a nursing facility.

Two types of fears concerning aging. Although these conceptions of

aging provided a framework for respondents' descriptions of their fears
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of aging, and for the priority accorded specific fears, respondents

nevertheless expressed multiple fears of aging. Analysis of the fears

found in the 15 cases showed two distinct categories. The first encom

passes fears about negative aspects of the aging process itself. The

Second includes fears about conditions which could impede the enjoyment

of old age or actually shorten the life span. Respondents feared that

adverse circumstances would diminish or eliminate pleasures that were an

expected part of old age. Examples of such circumstances are: the

threatened death of a loved one, threatened depletion of financial

resources, illness of self.

Before examining the fears about growing old which are evoked by

parents' experience of aging, it is necessary to address the following

question: Do parents' aging experiences influence attitudes towards aging

of self only in cases where adult children are providing care or are they

a significant factor even when care-giving is not involved? Scrutiny of

the other 85 cases in the overall sample as well as non-parental cases

from the subsample of 15 showed strong evidence for the second possibility.

Four types of major parental influences on attitudes towards aging of

self were discerned: 1) the degree and quality of the parent's enjoyment

of life in old age; 2) the nature and amount of suffering endured by the

parent; 3) the occurrence in the parent of personality changes linked to

ill health or senility (e.g., extreme depression, marked psychological

dependency), and 4) the age of the parent at death. Often, only one of

the parents was chosen as the model for aging of self. It is fair to

ask on what basis this choice was made. Unfortunately, there is not

sufficient evidence to adequately answer this question. In a minority

of the cases, the respondent attended to the experience of both parents;
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more often, however, one parent was favored, and this tended to be the

parent of the same sex. Where the parent of the opposite sex was selected,

similarities in personality were used as the rationale.

It was parents, however, and not other relatives, spouses or friends,

who served as the principal reference points for the aging experience of

self. This is underscored by the relatively small number of spontaneous

references to the aging of non-parents as a means of forecasting the

aging of self. Although incidental references to the aging of others

did occur, and often such occasions were taken as opportunities to learn

about aging in general terms, usually only parents' experiences were seen

as convincing evidence of the trajectory one's own aging would

follow.

Approximately half of the respondents were apprehensive about exper

iencing a loss of energy as they aged. A fear of undesirable changes in

physical appearance was not a prevalent concern; only one person in each

group noted it. The three groups differed markedly, however, regarding

other fears of aging, as will be noted below.

Fears of aging experienced by adult children. As Table 12

shows, fears experienced by parental care-givers included: 1) living to

be very old; 2) particular illnesses such as heart disease, stroke, ar

teriosclerosis, cancer (usually, the illness in question was the one

with which the parent had been afflicted); 3) depression, hostility and

dependence associated with aging-related personality changes, and 4) be

coming dependent on one's own children in old age. Fear of specific

ailments was the most commonly expressed fear. All but one of the care

giving respondents felt personally threatened by the specific diseases

or deficits the parent had; yet, none of the respondents, not even
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those in their late 50's or early 60's, reported evidence of having

these diseases.

Table 12

Fears of Aging Experienced by Adult Children

Respondent Nature of Fear

Living Acquiring Negative Dependency | Loss Un
to be ailment personality On OWn Of desired
old- of parent change (e.g., | children energy changes
old being hostile, in

depressed) physical
appear

| an Ce

Sanderson X X X X X

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

Longfellow X X X
- - - - - - - - - -

---------------------------------------------------------------
Keen X X

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

Werner X | In , a -
Forest X X

- - - - - - - - - -
+-------------------------------------------------------------

Lion X X ■ h . a X

Morgenthal - X

Fears of aging experienced by spousal care-givers. As indicated in

Table 13, two spouses were apprehensive about the future: they felt a

vague foreboding. This was most likely based on the sense that their own

fates were tied to the slowly worsening condition of the ill spouse. The

spouse's condition could potentially drain the respondent's physical and

financial resources as well as change the nature of the relationship in

which he or she expected to grow old. Each of three spouses had a dread

of ill health in a general sense. Whereas most parental care-givers

2
r

()
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feared the specific illnesses of their parents, most spouses simply feared

the possibility of any sort of ill health. Over all, the spouses main

tained a sharp distinction between aging of self and aging of spouse, and

were markedly less fearful about their own aging process than were the

adult children.

Table 13

Fears of Aging Experienced by Spousal Care-givers

Respondent Nature of Fear

Living Becoming | Negative Loss of Undesired
to be ill (no future in energy changes in
old- specific general physical
Old ailment) | sense (i.e., appearance

vague fore
boding)

Layton X X X X *----------
Schaefer X X
- - - - - - - - - -

---------------------------------------------------------------
Ca:------------ +--------4-------------- ----------------------------
Hovland X

fears of the future experienced by ill respondents. Illness of

self -- the condition obtaining in four cases -- generated fears that

poor health and suffering would continue or that new health problems

would arise. However, unlike adult children, the ill respondents did

not discuss their fears in terms of growing old; rather they believed

that they were not likely to live long enough to grow old. As seen in

Table 14, two of the ill respondents felt a general apprehension regard

ing the future. (This fear was also expressed by the two respondents

whose spouses were seriously ill.) And two of the four ill individuals
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experienced intense depression in relation to their illnesses. Here,

again, the response to this depression is not expressed in terms of fears

of aging. These repondents simply did not like the changes they had

already experienced -- persistent negativism, irritability and apprehen

siveness -- and were pessimistic about their reversibility.

Table 14

Fears of the Future Experienced by Ill Respondents

Respondent Nature of Fear

Becoming | Continued Negative | Loss of Undesired
ill (no suffering future in energy changes in
specific from general physical
ailment) | particular sense appearance

ailment (i.e.,
vague
fore
boding)

Waldez X X

Olson X X X X .
* - * * * * * * * * * |- - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - -

Flanders X X X X
- - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

McCloskey

Spouses less fearful of aging. The spousal care-givers showed

confidence in their own health. As already noted, unlike adult children,

they did not fear becoming ill in the same manner as the ill persons for

whom they were caring and they did not fear becoming old-old. Rather,

their concerns about their own aging were based on an awareness of con

tingencies which they could not control -- namely, the spouse's health

and the possibility that advancing age would bring some sort of ill

health of self. Thus, the fears expressed by spouses are less engaging
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or intense than those of adult children. Spouses do, however, exceed the

other two groups in numbers of fears regarding the restriction of enjoy

ment of old age.

Fears of diminished pleasure in old age. The second main category

of fears focuses on conditions which could seriously hamper the enjoyment

of old age. Such conditions included: illness of self; threat of own

early death; illness of spouse; threat of spouse's early death, and

threatened or actual depletion of personal resources (time, health, fi

nances) due to care-giving responsibilities. It is striking that each of

the adult children and persons who was ill experienced at most one

fear related to the restriction of enjoyment of old age. Yet, all of

the spouses experienced two or more such fears.

Table 15

Fears of Restricted Enjoyment of Old Age Experienced
by Spousal Care-givers

Respondent Nature of Fear

Loss of personal Death of spouse Change in nature
resources due to (loss of rela- of leisure plans
care-giving (e.g., |tionship in which due to illness
time for own respondent expected of spouse
activities, to grow old)
finances)

Layton X X

Schaefer X X

Carp X X X
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Howland X X

Table 15 shows that two spouses feared loss of the spouse and three

feared a drain on their own time, vitality or finances in old age. All

} Yº
* -

}.

º

>

0.
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four feared the loss of leisure time with the ill partner. (For Robert

Hovland, this was more than just a fear: loss of leisure time with his

wife was a reality.)

Like the spouses, three adult children who were approaching retire

ment age felt the encroachment of care-giving responsibilities on their

plans for a pleasurable, care-free retirement (see Table 16). Clearly,

part of the American retirement dream is entry into that period of adult

hood in which responsibilities are minimal and enjoyment is the first ob

ligation.

of that dream

or family pattern of vulnerability to physical ailments.

Two adult children feared e

Care-giving responsibilities were experienced as a violation

arly death due to a childhood

Two expressed

no fears of conditions that would restrict enjoyment of old age.

Table 16

Fears of Restricted Enjoyment of Old Age Experienced
by Adult Childr en

Respondent Nature of Fear

Loss of personal Shortened life span
resources due to due to illness of
care-giving (e.g., Self
time for recreation,
finances)

Sanderson X

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - F----------------------------

Longfellow X

Keen -

Werner

Forest X

Lion X

Morgenthal X
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Finally, all four ill respondents tended to feel themselves in a

race against the clock, either because of their own illness or their

parents' early deaths, or both (see Table 17). For the two who were not

retired, there was simply no assurance that they could retire early enough

to enjoy old age. For the two who were retired, the fear that time

was running out was by itself experienced as a drain on the capacity to

enjoy.

Table 17

Fears of Restricted Enjoyment of the Future Experienced
by Ill Respondents

Respondent Nature of Fear

Inability to be Shortened life span
active due to due to current or
illness potential illness

Of Self

Walde.........
* * * * * * * * * * * * * - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - *---------------

Olson X X

Flanders X

McCloskey X

Effect of Coping Style on Fears of and Plans for Aging

If coping style affects attitudes and behaviors relevant to aging,

such effects should be observable in the manner in which respondents plan

for the contingencies of aging, such as death of close others or self.

It was hypothesized that confronters would be likely to have thought

about and talked about such contingencies; deniers would neither have

thought about nor have talked about them, and avoiders would have thought



209

about but would not have talked about them. A question asked in the tenth

interview provided data with which to test this hypothesis. Respondents

were asked: "Have you thought of what you might do if your husband [wife]

died? Have you talked about it with him [her]?"

The data bears out the hypothesized differences for confronters and

deniers. (See Table 18.) The results for avoiders only partly confirm

the hypothesized expectations. All of the confronters had thought about

how they might cope with widowhood, and all but Marlene Sanderson, had

also talked about the issue. (Although Mrs. Sanderson did not talk with

her husband about the possibility of her own widowhood, she did talk

about friends' experiences of widowhood: "We talk about other people and

what they are going through -- especially since this friend lost her hus

band -- we've talked about how well she has done.") The deniers had

neither thought about nor talked about widowhood. For example, Nina Mor

genthal said she had "not really" thought about widowhood: "I think

that's one of those things you should do but don't want to talk about it."

Of the six avoiders who were married, two, as hypothesized, had

thought about, but had not talked about, widowhood. For example,

Rachel Werner's interviewer reported:

"(Have you thought about it?) I guess it flashes through all
of our minds. I guess it would depend... right now, my job,
I'd continue it.... (Have you talked about it?) No."

However, two others resemble deniers -- they had neither thought nor

talked about widowhood. This was true of Frank Croner:

"(Have you thought about widowhood?) Not really.... (Have you
talked about it?) Not really. I always planned it the other
way around.... I'd rather go first."

Although the remaining two avoiders showed the confronters' pattern

(they had both thought about and talked about widowhood), one noted
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that his wife "played the major role in all of this planning as it is

more important

tion, he would have avoided the topic.

to her." The implication is that without her interven

In summary, four of the six avoid

ers either partially or wholly evaded the issue of widowhood.

Ta

Coping with One
Wi

ble l8

Age-related Fear:
dowhood

Coping
Style
Group

Reported Behaviors

Thought About
and Talked
About Widowhood

Thought About But

Widowhood
Did Not Talk About

Neither Thought
About Nor Talked
About Widowhood

Confronters
(6 married

Avoiders
(6 married
respondents)

Deniers
(2 married
respondents)

The tenth interview also contained questions regarding the prepara

tion of a will .

groups.

The responses did not differentiate the coping style

Only one person in each of the groups had not prepared a will.

Similarly, responses to a question on burial arrangements showed that the

majority of the sample (two deniers, four avoiders, four confronters) had

not made such a rrangements. That responses to the question

about widowhood are generally in the hypothesized direction while those

to the questions about wills and burial arrangements are not, indicates
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that coping style impinges on selected aging-relevant behaviors.

It is not surprising that coping style does not shape all aging

relevant behaviors. The issue of wills is more distinctly shaped by

institutional arrangements and cultural sanctions than is widowhood. By

virtue of the retirement planning encouraged or required by many employ

ers, most respondents are likely to have wills. But while the drafting

of a will can be partly delegated to a lawyer, and then relegated to a

drawer, the issue of widowhood allows of few convenient hiding places,

aside from the psyche itself. As an issue then, it provides a truer test

of the operation of coping styles on issues of aging.

Combined Effect of Coping Style and Care-giving Experience

Up to this point in this chapter, the care-giving experiences and

the coping styles have been examined separately. It has been seen that

different care-giving experiences are associated with different fears of

aging, and that coping style affects attitudes and behaviors toward some

issues of aging (as in the responses to the question on widowhood), and

not others. Now it is possible to inquire about the combined effects of

experience and style. Do persons of a particular style differ in the num

bers of fears they have in any one of the three care-giving or illness

experiences? Do they differ in how they cope?

In regard to the first question, it must be emphasized that a tabula

tion of fears can only provide a very rough indication of patterns when

the total sample is so small, and the possible combinations of experiences

and styles so numerous. With this qualification, then, it can be said

that the most striking pattern concerns deniers. One denier (Morgenthal)

expressed only one fear about growing old; the other (McCloskey) expressed

none. By contrast, the group of seven avoiders and the group of six con
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fronters each averaged three fears. (One confronter expressed as many

as five fears; two avoiders expressed four fears). Although this quan

titative picture can hardly be persuasive without a large sample, it

further promotes the impression emerging from the responses regarding

widowhood -- namely, the denier is consistent in applying the denial

coping style to themes of aging.

In the initial interview, as part of the Cantril Current Concerns

Questionnaire, respondents were asked to rate their projected happiness

on a scale of one to 10 for the next five and 10 years. It is in keep

ing with their avowed lack of fears of aging that deniers projected

the highest estimates of future happiness. For both projections, they

estimated 9.5. Confronters estimated 7.8 and 8.2, and avoiders, predic

tably, gave the lowest projections of 7.1 and 7. The five- and 10-year

projected ratings of happiness for the other 85 respondents was 8.5

for both time periods.

Did persons with different coping styles cope differently when faced

with fears of aging evoked by care-giving or illness? The data reveals

that within a particular care-giving or illness experience, confronters,

avoiders and deniers did cope differently when faced with similar fears.

Confronters and avoiders will be discussed first. Of the seven persons

caring for an elderly parent, five feared they might eventually suffer

from the same ailment as the parent. Two of these respondents were con

fronters, three were avoiders. The confronters tended to cope with

these fears of illness by identifying underlying problems, crafting solu

tions and carrying them out. Avoiders differed from one another in the

degree of clarity with which they could label a fear and identify asso

ciated problems. But even where a problem was specified, their solutions
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tended to be vague and wistful, rather than concrete and actual, and

their execution, while promised, was postponed to an indefinite future.

Some examples of confronters' and avoiders' approaches are provided

below.

Confronters' approach to fears of aging Arlene Longfellow's case

exemplifies the coping seen in confronters. She, like other adult child

ren in the care-giving role, feared that she might acquire the ailments

of her parents. Although the precise nature of her father's present ail

ment is not specified, he clearly had become too weak to climb steps. In

the midst of the interview year, when coping intensively with the problems

of her father's frailty and her mother's belligerence, Mrs. Longfellow

feared that she, like her father, was losing her stamina due to age. To

cope with her fear, she scheduled an E. K.G. treadmill test for herself

and her husband :

"I went to the treadmill E.K.G. at the hospital. (We had talked
about how excited she was about doing this -- she had found
it in the paper last time) and I stayed on for eight minutes!
Seven is average for my age. (She looked happy and proud.)
I didn't realize I'd been on long enough! I could have stayed
on longer...When talking to the exercise cardiologist and then
when I left, I had a good sense of well-being. I did it out
of curiosity, mainly. I had a confirmed sense of well-being."

Thus, Mrs. Longfellow identified her fear, and sought information which

would dispel or verify it. Once having received the information, she

felt her fear to be considerably allayed.

Beyond this method of coping with a specific and immediate aging

related fear, this respondent was also committed to a regular program of

anticipatory coping. She exercised daily, was devoted to healthful eat

ing, and read Prevention magazine. She explained her rationale for this

regime as prevention of illness associated with aging.

Arlene Longfellow also feared that, when older, she would exhibit
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the same negative behaviors as her mother:

"And I'm afraid of being like my mother. I could be a nag like
her... I could be really bossy. But I try so hard not to be."

This resolve was not an abstract one. In one episode, she was intensely

angry because her husband would not help her renovate the house. In

coping with the episode, she took definite steps to ensure she would not

be like her mother in old age:

"Since that Saturday with my mother, I've made a commitment to
myself. She'd always wait for my father to do things for her.
'If you do this for me, I'll be happy.' I thought about this
a lot, and I'm really afraid to be like her. I don't want to
be in the same trap as she is, so I won't wait for my husband
to paint it for me. I've looked at her and thought of things
I don't want to like in her. So, I think, I can do it."

Not only Mrs. Longfellow, but all of the confronters, were highly

concerned with analyzing behaviors which they considered a hindrance to

successful aging. Indeed, the other two confronters caring for aging

parents coped with their fear of adopting negative behaviors in old age

by using tactics similar to Mrs. Longfellow's. They analyzed the behavi

ors they did not like and set about changing those aspects of self which

hinted of future negativism.

Avoiders' approach to fears of aging. While for the confronter, the

fears themselves were generally articulated with a certain ease, for

avoiders, fears lurked anonymously in the background and only acquired

labels under the press of highly stressful circumstances. This was true

for Rachel Werner. As already noted, after her father's death from a

heart condition, she interpreted certain physical problems (numbness in

her toes and legs) as possible signs of heart trouble in herself. Because

she consulted a doctor and received assurance that she did not have a

heart condition, it might appear that she behaved as a confronter; that

is, she identified her fear, construed it as a problem, determined a
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solution and acted upon it. However, her behavior was not in fact con

frontational. Once having seen the doctor, she treated the fear regard

ing her own health and aging as though resolved. Unlike Mrs. Longfellow,

she had no long-term strategy of exercise or nutrition for sustaining her

current relatively good health in middle age into old age. Indeed, both

she and Ted Forest, who will be discussed in greater depth below, thought

of possible strategies for reaching a healthy old age. But there was

little or no evidence during the interview year that such strategies would

truly be pursued. Thus, avoidance, rather than confrontation, prevailed.

The presence of confrontation must be judged, not by the intent to change,

but by the behaviors actually addressed to change.

Middle-aged Ted Forest is plagued by physical ailments. The inter

viewer wrote:

"His mouth and tongue get sore when he's tense. He has trouble
with his joints and back, the vertebrae are all 'worn out,' and
tilted, so that as long as he's moving, he's comfortable. How
ever, if he stops moving around, that is, when he comes home, or
sits for a long time or rides in a car, his back starts hurting."

He also has tension headaches, for which he takes Walium, and frequent

colds. In the fifth interview, he noted a cold in the back of his

neck; in the eighth, he had dislocated his back; in the twelfth, he had

recently run a temperature and his ears had been draining.

At the same time that he worried about his own health, Ted Forest

kept close track of the health of close others -- his mother, his twin

brother and his construction company boss. He analyzed their behavior

and concluded they had brought illness upon themselves because they were

unable to cope effectively with stress :

"Mother must be where I get some of my tension. She can worry
herself sick, she had a little heart attack a couple of weeks
ago, and had to go to the hospital. It's just a mental stress
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she puts on herself. I hope I can go out and do things and not
sit around home like her and worry about being sick."

The recent death of his boss from a coronary further affected his thoughts

and fears of aging:

"...so sudden, just a shock. I'm getting older. I wondered why
did he push himself into it? And I had the feeling, am I doing
the same thing? Am I pushing myself to the limits? So I avoid
new adventures now."

Ted Forest's self-prescribed antidote to worry was avoidance of

strong, negative emotions:

"I really try to avoid things, my whole life, I've tried not to
get tense. My brother is the same way and my mother, too. She
worried about things that don't mean nothing, but I'm trying to
change."

By virtue of his own analysis, the chief contributor to his tension

was his construction work -- the draining responsiblity, recurrent crises,

long hours, hard physical labor. Yet, he also regarded his work as his

most effective strategy for coping with strong, negative emotions (or with

physical pain), and therefore he felt that he could not give up the very

activity which made him chronically tense. In sum, he was unable to for

mulate concrete strategies to solve his present problems, or alleviate

the fears of ill health in old age which were linked to them. He was

snared by the circularity of his own approach.

Deniers' approach to fears of aging. How does the denier cope with

the fear of acquiring the same ailment as the ill parent? The one denier

who was caring for an ailing parent did not overtly express fears of

having the same or similar ailments as the parent. This might be due to

the fact that her father's ailment went undiagnosed -- a situation which

in itself is partly attributable to the respondent's denial. As
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earlier discussed, she denied her own perception of the seriousness of

her father's condition and did not get him to a doctor. (She also decided

against an autopsy.) Denial was evident in regard to her own aging as

well; she made few references to aging of self, and despite the fact that

she had high blood pressure, she persisted in taking anti-depressants

which could induce high blood pressure as a side effect. Thus, although

both the confronter and the avoider recognized the fact of illness and

consequently had to deal with their fears of illness of self, the denier

exempted herself from both the facts and the resultant fears. Denial

itself became the sum total of her strategies.

Transactional issues. The above evidence regarding stylistic dif

ferences in coping with a specific fear of aging has addressed a

central transactional question: How do the person and the care-giving

experience impinge on one another when an individual of a given coping

style is engaged in caring for an elderly parent? Because some of the

stressful aspects of the care-giving experience are constant across

coping styles (e.g., guilt, resentment, loss, fears of aging of self), it

has been possible to inquire into the relative weights of experiential

and stylistic factors in affecting the perceptions of stress, and the

resultant efforts at coping. From these data, it appears that personal

stylistic factors are more potent contributors to the stressful trans

action than experiential factors, although both elements make substan

tial and distinctive contributions.

Although these data are not adequate for determining the long-term

physical and psychic costs of using a particular coping style, certainly

some of the implications of a particular style for aging are long-term.

In the case of the denier, a fear of aging that is never consciously
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experienced cannot form the basis for any extended strategies for coping

with the stresses of aging. The denial orientation gives the individual

a convincing illusion of minimal stress in regard to the aging of

parents and the aging of self. For most avoiders, however, weighty

fears regarding aging of self do surface, but they are rarely resolved.

They remain a source of nagging concern. For the confronter, the fears

are also weighty. However, the confronter is likely to draft a plan to

alter the conditions which inspire the fear. The confronter, then, is

more apt to actually diminish or eliminate the fear. Ultimately, of

the three coping groups, the confronter is the least victimized by the

fears which are elicited or intensified by the experience of caring for

an ailing parent.
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Summary

Care-givers (adult children, spouses) experienced two broad cate

gories of fears about aging -- fears about negative aspects of the

aging process itself (e.g., fears of illness, of dependency) and fears
about conditions which could prevent or impede the enjoyment of old age

(e.g., early death of self or spouse, depletion of finances). Although

the four persons who were ill had some fears which were similar to those

of care-givers, they tended to feel they would not live long enough to

grow old. They were more likely to fear future suffering or ill health

than old age itself.

Specific care-giving or illness experiences were associated with

specific sets of fears concerning aging of self. Caring for a parent

was linked to fears of: living to be very old; acquiring particular

illnesses, such as heart disease or cancer -- usually illnesses had by

the parent; becoming depressed or hostile in old age, and becoming

dependent on one's children in old age. Caring for a spouse was linked

to: apprehension and uncertainty about the future, and dread of ill

health of self in old age in a general sense. Adult children were some

what more fearful about negative aspects of aging of self than spousal

care-givers. Spouses were more fearful regarding conditions which could

seriously restrict enjoyment of their own old age.

There is evidence supporting the hypothesized influences of coping

styles on fears of and plans for old age. When asked if they had thought

about what they might do if their spouses died, and if they had talked

about widowhood with their spouses, confronters, as predicted, had both

thought about and talked about such contingencies; and deniers, also as

predicted, had neither thought about nor talked about them. The six
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married avoiders showed a mixed pattern, with two behaving as predicted

(they had thought about but had not talked about widowhood), two behaving

like the deniers, and two like the confronters.

There is also evidence showing the nature of the transactions

involving persons of particular coping styles and particular care-giving

or illness experiences. Confronters tended to take steps to prove or

disprove their fears of aging and to change the conditions (e.g., lack

of information, lack of physical fitness) which spurred their fears.

Some avoiders also tended to think about strategies which would signifi

cantly allay their fears and improve the quality of old age, but they

rarely acted on them; when they did act, they did not take steps which

could significantly change the conditions spawning the fears. Deniers

admitted of few fears of aging, and thus, beyond denial itself, they had

no strategies for coping with fears of aging.
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CHAPTER TEN

DISCUSSION OF FINDINGS

Stressfulness of Care-giving

This qualitative research on the stressfulness of the care-giving

experience provides confirmation for results of the existing research on

Caring for elderly parents. The research literature, particularly some

of the work done in England (e.g., Isaacs, Livingstone and Neville, 1972),

has increasingly conveyed a sense of the oppressiveness of the care-giving

responsibility. The data in my study also demonstrate the perceived

oppressiveness of care-giving undertaken by adult children. While there

are multiple reasons for this perception, including the severity of the

parent's illness, it is clear that the experiences of guilt, resentment,

and loss are in themselves substantial contributors to the sense of burden.

The pervasive presence of these emotions in adult children's care-giving

experiences has also been reported by Archbold (1980), Hirschfeld (1978)

and Berezin (1970).
-

The data showed that with decreases in the parent's health and in

creases in the parent's dependence, some adult children tended to evaluate

the quality of the relationship with the parent in negative terms. This

occurred in three of the seven Stress and Coping Study cases concerning

adult children. Johnson and Bursk (1977) also found an association in

their interview data between declining health of the parent and negative

evaluations of the relationship by parents. In two of the three cases just

noted, senility was a major factor underlying the change in the relation

ship. This parallels the findings of those who have associated senility

with extreme stressfulness for caregivers (Kane and Kane, 1976; Sanford,

1975).
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Differences Between Adult Children and Spouses

An association between a feeling that the care-giving obligation

was oppressive and a lack of expressed warmth or affection for the

spouse was not apparent in any of the four spousal cases. Indeed,

three of the spouses did not find care-giving oppressive and none of

the spouses drew sharp distinctions between care provided out of bonds

of affection and care based on formal obligation. Although it is not

possible to generalize from such a small sample, it is likely that in

the population this split between duty and affection occurs more often

among adult children than among spouses.

While adult children experienced the care-giving role as a disrup

tion, spouses found that the care-giving responsibility gave them a

sense of purpose. In part, this can be explained by the fact that the

obligation of care-giving was more thoroughly integrated with the fabric

of present and future lives for spouses than for adult children. In the

one spousal case (Mr. Howland) in which care-giving was experienced as

both oppressive and purposeful, the care-giving spouse's retirement, living

arrangements and finances had been severely disrupted.

The data reveal that fear of one's own aging also makes a major

contribution to the greater oppressiveness of adult children's care

giving tasks. Adult children dreaded living to be very old and acquiring

the parent's illness (heart disease, stroke, arteriosclerosis, cancer).

They also dreaded depression and hostility associated with age-related

personality change as well as dependence on their own children for care.

By contrast, a spousal care-giver was apprehensive of the general possi

bility of reaching old age in bad health, but not of acquiring the

spouse's illness or of living to be very old.
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But why did spouses have markedly less intense and slightly fewer

aging-relevant fears? It was not that the ill spouses were too young

to evoke fears of aging in their care-giving spouses: two spouses were

near or beyond retirement age. More likely, the answer lies in the

tendency of spouses, like adult children, to focus on the aging

of a parent, rather than of a spouse, as powerful evidence of the

direction their own aging would take. Thus, Mrs. Schaefer, a care-giver

whose husband had a heart condition, praised her 92-year-old mother and

expected that she, too, would continue to be physically strong and

active well into old age. ("Age has never bothered me. It's all so

natural ... I have been spoiled with very good health.") And Mrs. Layton,

the only spousal care-giver who expressed a fear of growing old, had,

in fact, devoted a number of years to caring for her ill mother.

Stressful mess of Illness of Self

Scrutiny of the experiences of care-giving and of illness of self

indicates that the latter is far more disruptive of an individual's

assumptive world or life space (Parkes, 1971). For three of the four

ill individuals, illness became a pervasive organizing principle,

associated with debilitating anxiety about the ability to survive. The

changes in activities and plans which occurred for most adult children

and spouses were less pervasive.

As already noted, persons who were ill also differed from both

spouses and adult children in respect to their fears of aging. Because

they believed they were not likely to live long lives, the ill respon

dents would not say they feared growing old. Their fears concerned the
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possibility of continued suffering, of not having much time left, and

of the shapelessness of the future, rather than of aging itself.

Guilt -- as a Common Theme and as Linked to Coping Style

The guilt-laden statement that one had not done enough was another

commonality in the adult child and spousal care-giving experiences. The

care-giver's sense of powerlessness in the face of chronic, severe ail

ments can result in an omnipotent stance which is clearly untenable.

It is as though the care-giver has been charged with finding a cure;

anything less is proof of inadequacy.

Persons in both care-giving groups expressed guilt on those occa

sions when they had relaxing, pleasurable experiences not shared by the

ill, intimate other. However, this sort of guilt was more likely to occur

among spousal care-givers than among adult children. This is under

standable in light of the generally close link in the lifestyles and

activities of spouses.

Anticipation of future guilt was also common to both care-giving

groups, although the content of the anticipated guilt differs. Adult

children wanted to insure that they did not become the indirect cause

of the parent's ill health or death (e.g., by failing to provide for the

parent's health needs). Spouses wanted to prevent situations in which

they directly precipitated a renewed bout of the illness. Thus,

spouses felt an even more intense sense of responsibility for the ill

individual's welfare than did adult children.

Guilt and neglect of parents. In two avoidance cases and one denial

case, it could indeed be shown that the care provided a parent was in

adequate and, therefore, a basis for guilt existed. Not surprisingly,
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in these cases the respondents sometimes experienced overwhelming guilt.

At the same time, they secretly wished for the parent's death as a way

to remove themselves from the care-giving burden. There is a link,

then, among the denial or avoidance styles, inadequate care-giving and

overwhelming guilt. For example, Mrs. Morgenthal, who was strongly

depressed before her father's death, and preoccupied with guilt after

he died, had not in fact done enough for her father: she had not obtained

needed medical attention for him. A milder but parallel dynamic is seen

in Sarah Werner's case. Although her father told her he was feeling ill

and did not want to be left alone, Mrs. Werner decided he was bluffing

and left him with neighbors on a number of weekends. She persisted in

believing he was bluffing even when he had a heart attack and was taken

to the hospital by a neighbor.

The point here is not only that there are grounds for guilt but

also that care-giving can be emotionally exhausting in a profound sense.

For both these respondents, the sense of obligation to the parent was

extremely strong and restrictive; neither care-giver felt there was an

alternative to caring for the parent in her own home. In those for

whom avoidance or denial is a consistent coping style, the combination

of a strong sense of being oppressed by the care-giving responsibility

and an inability to face the wish for the parent's death may lead to

dangerous neglect of the parent.

Coping Style as a Mediator of Situational Pull for Denial

Researchers such as Berezin (1970), Cath (1972) and Calkins (1972)

point to denial and avoidance as defenses evoked in care-givers by the

pain of actual or anticipated loss. For example, Cath wrote that "grief

over the gradual depletion in physical and social terms, or the ultimate



226

death of a particular ego" may stimulate denial. One implication of

these studies is that persons who do not usually avoid or deny would be

likely to do so in face of the strains of care-giving. In other words,

the strong situational pull for denial or avoidance would produce

avoidance or denial behavior in confronters. The Stress and Coping Study

data do not support the substantial weight given to situational factors

by these researchers. Over all, coping style remains by far the more

potent factor determining the uses of avoidance and denial in relation

to care-giving.

Clearly, the three confronters caring for parents used confronta

tional strategies both in episodes concerning parents and in unrelated

episodes. They did not use denial or avoidance to cope with the experi

ence of real or impending loss. True, some evidence for such situational

pull can be found. When Barbara Carp's husband had a heart attack, she

departed from her confrontational style and denied, or more precisely,

undid, her anxiety over his condition. But this is unusual. Ten of the

eleven care-giving respondents stayed with their coping style in dealing

with the stresses of ill parents or spouses.

In the literature, the use of denial in coping with care-giving is

most often spoken of in relation to denial of loss. However, this study

indicated that a number of issues and emotions, some of them conflicting,

may be denied or avoided. Thus, when the care-giving burden is experi

enced as oppressive, and when denial or avoidance is a pervasive coping

style, an individual may simultaneously deny fears over an impending

loss and desires for the occurrence of that loss. The dangers of such

complex uses of these defensive strategies in relation to care-giving
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have already been pointed out in the discussion of guilt.

An Avoidance-Denial Continuum.

As noted in the literature review, denial has often been confused

with avoidance. From the case analyses in this research, it is clear

that when denial is conceived of as a conscious process, it is actually

avoidance and not denial.

In psychoanalytic writing, avoidance has two distinct meanings:

l) a turning away from threatening information or stimuli which one has

already seen, or 2) a refusal to even inspect that which one suspects

is threatening or harmful. (Often both are used.) Avoidance, in the

first sense, is a denial-like process, but it is not the same as denial.

One who avoids is consciously aware, at least vaguely, of having rejected

a particular meaning. One who denies is not consciously aware of the

repudiated meaning.

The coded evidence on the denial and avoidance styles indicates

that, as processes, the first type of avoidance and denial form a

continuum. Specifically, the coded data show that the strategies which

avoiders and deniers use to cope with negative emotions are initially

the same. Both deniers and avoiders begin by suppressing, rather than

repressing, disturbing feelings such as anger, guilt, or fear. But

while the avoider persists in suppression, the denier graduates to

repression. Indeed, in Mr. McCloskey's case, what begins as avoidance

regarding his feelings and thoughts about his loss of eyesight, gradually

develops into denial.
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Presumably, it is the operation of this continuum which led

Weisman (1972) to pose the concept of partial denial. On the basis

of this Stress and Coping Study evidence, I find support for Dansak

and Cordes' (1979) criticism of Weisman's "partial denial" concept.

They correctly indivate suppression rather than repression, and thus

avoidance, rather than denial, would be the more appropriate concept

for the phenomena Weisman observed in cancer patients. As Dansak and

Cordes wrote:

"... denial may be erroneously identified in some cancer
patients. Instead, in such instances, suppression is
usually the mechanism involved...A common assertion by
cancer patients is "I just try to put the thought out of
my mind.'" (p. 258)

These are very close to the words used by Mr. McCloskey during his

first efforts at suppression after learning of the loss of sight in

one eye. He said, "I tell myself not to think about it."

Case evidence also supports the notion of an avoidance-denial

continuum, with denial representing a more extreme point on the con

tinuum. On the basis of qualitative data, Sarah Werner was charac

terized as using the avoidance style. Yet, on a number of quantitative

scores (Cantril Current Concerns, Daily Log of Emotions, somatization

score on the Hopkins Symptom Checklist) and in her use of positive

emotions, she resembled the denial profile. A later reexamination of

her case revealed that Mrs. Werner valued denial as a style and had

been making studied efforts to change from avoidance to denial strate

gies by manipulating the degree to which she maintained consciousness

of strong, negative emotions. She said, for example, that although
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she used to let hassles get to her, she had taught herself, under her

husband's tutelege, to push her emotions beyond the point of awareness.

In other words, she had taught herself to convert avoidance to denial.

"If they (negative emotions) become conscious... I say, this
has gone too far. I'm not going to let it get to me."

This conversion was relatively easy to make precisely because denial

represents a more complete execution of the blocking strategies used

in avoidance.

Finally, while not in itself proof of a continuum, the similarity

in the use of social supports by avoiders and deniers suggests a close

relationship between the two styles, which in turn implies a certain para

lel lism in the functioning of the two processes. In their study of

elderly persons in San Francisco, Clark and Anderson (1967) found a

relationship between denial of aging and social isolation in mentally

ill, hospitalized elderly. In their view, social contact was rejected

because it provided disturbing evidence of those realities that were

being denied. Technically, the respondents in this research are not

social isolates; nevertheless, the dynamic underlying the minimal social

contact of avoiders and deniers is similar to that proposed by Clark and

Anderson. That is, for the avoider, to reveal strong emotions to friends,

relatives or colleagues is to seriously threaten the main thrust of the

avoidance strategy (If it cannot be seen, it may not be there); for the

denier a parallel threat applies (If it cannot be seen, it is not there).

Problematic Aspects of the Avoidant Style

According to Robins and Guze, (1970) a depression must last at least

one month to be considered for clinical classification. Using this
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criterion, it emerges that depression is a problem for the avoiders.

Five of the avoiders experienced depressions during the interview year;

for three, Robert Hovland, Carla Flanders and Graham 01 son, the depres

sion was prolonged, spanning six or more months of the interview year.

One denier reported recurrent serious depressions, which were evident

during the interview year. Although four of the confronters reported

short bouts of depression, none was depressed for as long as one month

during the interview year.

Why might avoiders be vulnerable to depression? Because their

coping strategies depend on the suppression of strong, negative emotions,

avoiders may be seriously disoriented by powerful emotions which defy

this defense. Their lack of skill and comfort with the use of emotional

support may make them additionally susceptible to social withdrawal -- a

prominent feature of the depressive state.

Among the seven avoiders, three were coping with serious illnesses

of self. Indeed, as a group, avoiders had a markedly higher prevalence

of chronic conditions on scores weighted for intensity and severity of

illness than the 85 Stress and Coping Study respondents not studied.

This indicates that, for some persons, avoidance may be a response to

the stressfulness of prolonged illness. While this does not invalidate

the conceptualization of avoidance as a style, it makes it difficult to

know whether avoidance is a long-time style or a more recent adaptation

to severe illness.

Brown and Harris (1978) dealt with a related issue in their study

of depression in working and middle-class women in England. Among
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women suffering from chronic depression, one quarter had had a major

health difficulty lasting at least two years. The depression and the

physical ailment may have occurred independently, or the depression may

have resulted from the health problems, or both may have sprung from a

common cause. What is clear is that once the two factors -- health and

depression -- are associated, the relationship may perpetuate itself.

The same may be true of health and the avoidance coping style.

Illness as an intensifier of avoidance coping. It is my impression

that as a coping style, avoidance usually exists prior to illness, but

may be considerably intensified as a result of the illness. The case

of Graham Olson, who had had a heart attack a year and a half prior to

the study, illustrates both the difficulty in establishing the origins

of avoidance for ill respondents, and in distinguishing it from depres

sive behavior provoked by illness. There is reason to speculate that

avoidance strategies were a stable part of his style even before his

attack. His interviewer felt that Mr. Olson was in a prolonged depression

related to his heart condition. He, himself, connected the onset of his

depression with that of his heart condition. As the interviewer wrote:

"(Have you experienced a major turning point during your
adult years?) Yes, when I had my heart attack it was a
sudden and drastic change. It changed my way of thinking
to death and sickness. (How had you been thinking before
this?) I thought about the enjoyment of life and keeping
myself busy and working. I stopped my traveling and doing
all the things I wanted to do. I worried a lot about every
thing. My health especially... I don't think there have
been any other major turning points in my life."

Despite his doctor's encouragement, he would not play golf. He

feared travel. He was extremely reluctant to be in the presence of

grieving friends or of his ill, elderly mother. He reported frus
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tration and feelings of hopelessness and he frequently had crying

spells. Unlike most other avoiders, he was unable to suppress strong

negative emotions, or to distract himself until their intensity subsided.

He uses avoidance to cope with his own ill health, but confronts

that of his brother even though they have the same illness. Of his

brother he said, "[he] has only a five percent chance of not pulling

through...so thinking about that... calms [me] down." He could not allow

himself to be reassured by his doctor's assertion that it was safe for

him to resume his golf game or take short trips.

Research on post-cardiac depressions (Kavanaugh et al., 1975) veri

fies the impression that Mr. Olson's overwhelming emotions as well as

his avoidance techniques could have been provoked by his heart condition.

A sizable group of post-cardiac patients manifests a similar constella

tion of symptoms 18 months following a myocardial infarction. In one

study (Kavanaugh et al., 1977), half of the depressed post-cardiac

patients showed no improvement in their condition as long as four years

following the heart attack. Unfortunately, the research has not clearly

established whether those who respond to myocardial infarction with

depression tended to be depressed prior to the heart condition. And as

already noted, it is similarly unclear whether the avoidance coping style

of Graham Olson was prominent prior to his illness.

It must also be noted that the avoidance coping style and some

features of illness-related depression are difficult to distinguish,

precisely because in part depression involves the use of avoidance

strategies. Dr. Stephen Shanfield (1978) wrote that in some patients,

when clinical depression complicates chronic disease, "the pain may pro

vide a diversion from life's problems, including the medical and surgical
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difficulties which they face." He also points to avoidance of social

contact as a facet of such depressions.

The relationship between avoidance and physical health is even

further complicated by the finding that avoiders have high somatization

Scores. However, somatization characterized avoiders who were not

currently preoccupied with serious illness as well as those who were.

For example, Robert Hovland had low to average scores on the prevalence

of chronic illness but very high somatization scores. Ted Forest showed

a similar profile. It seems likely, then, that in avoiders the physical

pain that comes of severe illness and the physical symptoms that come

of suppressed affect are separable.

Illness as disruptive of avoidance coping. Another avoider, Carla

Flanders, who had had cancer, and was told it was cured, persisted in

believing she was ill. She lived on the edge of overwhelming emotions

and of depression, terrified that new aches signified the spread of her

cancer. Her case and Mr. Olson's indicate that for avoidance copers, the

terror of major illness may erode the ability to suppress strong negative

emotions, disrupting what is, under ordinary circumstances, a cohesive

set of avoidance coping strategies. For an avoider, then, illness may

not only intensify the need to invoke the avoidance style, it may also

interfere with the operation of the style, and make an individual more

prone to its undesirable effects (e.g., social withdrawal is a more

extreme manifestation of the normally minimal level of social support

sought by avoiders). Nevertheless, one cannot help but recognize a

certain logic in using avoidance behavior in face of extreme vulnerability.
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Stylistic Differences in Uses of Emotional Support

The lack of somatization and the relatively few episodes of serious

depression among the confronters suggests that they coped more effective

ly with their negative emotions, and that the use of emotional supports

is a key contributor to this effectiveness. Moreover, the emotional

support findings from this qualitative analysis are generally consistent

with Schaefer, Coyne and Lazarus' (1981) analysis of social support data

for the overall Stress and Coping Study sample of 100. They found

that depression was significantly related to tangible support (r = -.32,

p K.05), and that positive and negative morale were positively related

to emotional and informational support. Further, quantitative analyses

on the 15 cases showed that the confronters exceeded avoiders and deniers

in the use of informational support and emotional support, with emotional

support showing the most striking difference.

Indeed, the qualitative coding showed that the most impressive

function of social support in stressful episodes concerns the venting of

strong emotions. While all three groups adhered to cultural sanctions

against revealing strong, negative emotions in public, confronters

struck a compromise with these norms. During or shortly after a stress

ful episode, confronters privately expressed their fears of loss,

their resentment of the care-giving burden, or their guilt about censured

thoughts to one or more friends or colleagues or to a spouse. The use

fulness of the confronters' approach is brought into relief by the fol

lowing realization: In this country, individuals are not prepared by the

culture for the strong emotions which crises of aging will evoke; and in

general, as stated above, they have been socialized to keep strong emo

tions under cover. The combined effect of the injunction to suppress
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strong feelings and the shock of resentment, guilt and grief elicited by

care-giving can produce profound psychological discomfort. For con

fronters, the presence of close others served as a positive sanction for

the experience and the expression of these feelings. Thus, Marlene

Sanderson, a confronter, regularly used confidants to check the accept

ability of her emotions. When she decided not to have her senile mother

live with her, she not only confided her guilt to her former minister,

she also determined through his responses that such guilt was unjustified.

What these interview data do not illuminate are the specific inter

actions which occur between the seeker and provider of emotional support.

Were such data available, the following questions could be addressed:

Of what does the emotional support primarily consist -- of listening?

of reassurance? of interpretation of thoughts and feelings? How does

the recipient of support learn that the emotions are acceptable --

through factual information about others' behavior? through modeling?

Do the emotions become less intense once they are unburdened? Does the

lessening of emotional intensity increase an individual's ability to

resolve stressful problems? Ideally, research on such issues would

involve the researcher as observer, or as participant-observer, in numer

ous and varied stressful episodes. In light of the importance of emo

tional support for coping with stress, such ethnographic work would be

extremely useful.

Application of the emotional support findings. Social isolation

has been one of the side-effects of care-giving which has been reported

by a number of researchers (e.g., Archbold, 1980). If emotional support

from friends and family enhances coping effectiveness under stress, then

clearly, establishing and maintaining supportive contacts is crucial for
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persons caring for an ailing parent or spouse. However, the issue is

hardly the straightforward one that it appears to be. The use of social

support is a matter of social competence or skill (Wrubel, Benner and

Lazarus, 1981). A spouse or adult child who has not previously aired

intense emotions in the presence of a close other is not likely to know

either how to initiate this process, or how to act during it, even if

such confidants are available. This importance of social competence is

further emphasized by evidence that several confronters exhibited con

summate skill in seeking and using support. Mrs. Sanderson understood

the need to seek out friends who had similar experiences with ill parents.

Athalia Layton gathered large groups of colleagues into her home, in part

to provide company for her ill husband. Arlene Longfellow called on her

minister and her four brothers and sisters in coping with her anxiety

over her father's health and her mother's intransigence. Noreen Schaefer,

whose husband had a heart condition, relied on emotional support from

friends when she attended the funeral of a man her husband's age.

Nevertheless, many skills for obtaining emotional support can be

learned by those enduring the stresses of care-giving. A recent tele

phone interview with the head of a Seattle Family Service Agency

(Genovay, 1981) revealed two encouraging pieces of information based on

clinical practice: 1) A life crisis such as the illness, or approaching

death, of a loved one, can jolt an individual into willingness to adopt

new patterns of intimacy, and 2) A support group composed of adult chil

dren or spouses of persons with a particular illness, such as stroke,

can provide a safe setting in which to learn to express strong, negative

emotions in the presence of concerned others.

º

nº
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Stylistic Differences in Positive and Negative Emotions

There are major differences in the meanings attributed to and ex

tracted from the experiences of positive and negative emotions within

the three coping styles. Although the two types of affect are distinct

and separate, it is also evident that they operate indirectly on one

another. Specifically, one category provides a framework for the inter

pretation of the other -- a point which is sometimes overlooked in social

science research. For confronters and deniers, positive emotions moderate

the impact of negative emotions. For avoiders, negative emotions offer a

rationale for the absence or low frequency of positive emotions. To il

lustrate the diverse relationships between positive and negative affect,

first a brief summary of the nature of positive emotion in the three

coping styles is in order.

Confronters' positive emotions were moments of family harmony,

personal achievements, good fortune and occasional vacations. They were

adept at extending the experience of positive emotion, either by antici

pating good feelings or by remembering ones that had already occurred.

The deniers' positive emotions occurred during frequent and intensely

preoccupying activities, such as hobbies. Emphasis was on immersion in

the emotion at the moment of occurrence. Avoiders' positive emotions

were rare and usually associated with a rest from responsibilities.

Personal pleasure was conditional on the attainment of elusive goals such

as dramatically improved health. Frequently failing these goals, avoiders

found themselves forced into rest by exhaustion or other compelling

realities.

In what ways do these divergent approaches to positive emotions

mediate the stressfulness of negative emotions? For confronters, positive
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emotions indirectly make negative emotions tolerable by providing a pro

tective cushion of good feelings. The confronters draw on positive emo

tion as a kind of cognitive insurance during stressful events. Emotional

high points are interpreted as proof that life is good, and that bad times

can never obliterate the good. For deniers, positive emotions promote the

illusion that life is composed largely of high excitement. The denier

acts convinced that elation and exhilaratton, are real, and fear, anger,

guilt, grief are not. Positive emotions are not experienced as protection

against difficult times, but rather as assurance that the world is or will

not be oppressive. The avoider, however, simply expects a low quota of

positive emotions. Negative emotions are construed as justification for

limiting the number and frequency of positive emotions. Indeed, blame of

self and blame of others often appeared as coping strategies in avoiders'

stressful episodes. In chronically delaying positive emotional experi

ences, the avoider confirms a suspicion that life is negative and draining.

In essence, my data have shown me that although care-giving is often

heavily laden with negative emotions, overall, an individual's interpre

tation of positive emotions has profound implications for coping with the

repeated stresses of caring for a chronically ill individual. Like

finances and health, positive emotions are resources with sustaining

value. In this light, the intermittent diversion by vacations or fre

quent absorption in hobbies are important long-term adjuncts to coping.

The positive emotions evoked by such experiences will not be obviously

present during specific stressful episodes. Instead, such emotions

constitute a kind of background knowledge, countering the loss of per

spective which is one of the costs of chronic stress.
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Stylistic Differences in Resolution of Stressfulness

An obvious and universal goal in coping with stress is to find ways

to end the experience of stressful ness. One fundamental difference in

the functioning of the three coping styles is the methods by which clo

sure is conceptualized and attained. In reality, an ongoing or chroni

cally stressful situation manifests itself as distinct stressful episodes

with each episode usually containing one or more elements amenable to

complete or partial resolution. In this way, conditions of chronic

stress can yield a number of opportunities for subjective closure.

For the confronter faced with a stressful episode, closure means

effecting change in the conditions which produced stressfulness, or the

discomfort caused by these conditions. For the avoider, closure con

sists in separating the self physically or psychically from the con

ditions contributing to stress, rather than in changing those conditions.

Deniers are seduced by the illusion that specific stressful conditions

have not in fact occurred. All three coping methods yield relief from

stressful ness, and thus, by subjective criteria, each system works.

Yet, observed from without, each stylistic approach appears to

yield far less closure in chronically stressful conditions than would

seem necessary for true relief. Arlene Longfellow, a confronter, faced

multiple negative, chronic, factors in her parents' situation. Her mother

abused her father, living with him in squalor, and barring her adult chil

dren from the house. When Mrs. Longfellow had her father's bed moved to

a safer place in the house, she gained a sense of partial resolution.

Yet, the main dimensions of this agonizingly complex situation were

little changed. The house remained a dirty, cluttered hovel. And

there was no guarantee her mother would not continue to abuse her father.



240

What is the explanation for Arlene Longfellow's considerable relief?

First, she had identified one concrete, immediate condition which

could be changed, and had set about changing it. This is not to say she

had not also attempted more pervasive changes in her parents' living

arrangements and interactional style; she had. But when this could not

be achieved, she gauged her success according to improvement in one acute

circumstance -- the location of her father's bed. Secondly, having made

a major effort to reach her mother, and having failed, she still experi

enced a kind of second order resolution. The resolution was not of the

problems themselves, but of the need to feel she had done whatever she

could. At the end of the interview year, she said she had come to terms

with the limits of her ability to effect change. For the confronter,

then, a single, tangible change in either stressful circumstances or in

emotional responses to stress can go a long way towards diminishing the

degree of appraised stress, and in providing the experiences of closure

needed to make chronic situations bearable for long periods of time.

As already stated, avoiders were notable for depressive episodes

and physical symptoms (e.g., headaches, sleeplessness) associated with

the suppression of strong, negative emotions. To an observer, this would

seem strong proof that relief, as a result of closure, had not been ob

tained. Yet, this does not capture the subjective quality of the avoid

er's experience. It is precisely the separation of affect and cognition

that provides a semblance of closure and resultant relief. Still, the

avoiders experienced less reliable subjective relief than confronters.

Between stressful episodes, they assumed a constantly guarded stance.

This accounts for Robert Hovland's intense annoyance at the interviewer

when she persistently probed into that which he had long suppressed.
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What could be more completely devoid of stressfulness than a stress

ful event which has seemingly not occurred? At first, the impression

conveyed by the denier confuses the observer; the denier seems truly un

stressed. But further scrutiny reveals the denier's vulnerability.

Guilt and depression were persistent presences in one denial case. This

confirms the suspicion that there are limits to the blissful protection

of the denial strategy. For some, such coping may extract a high emo

tional price, and thus the subjective sense of closure, is in the last

analysis, incomplete.

To summarize: in large part, the styles of confrontation, avoid

ance and denial are differentiated by the methods used to resolve stress

fulness. Each style incorporates a distinctive notion of the subjective

experience of closure. To the observer, there is often greater discrep

ancy between actual and experienced closure than to the person coping

with a given style. For avoiders and deniers, the subjective sense of

closure involves a hidden emotional tax.

Shifting Meanings: Interpreting Coping in Context

The analysis of stressful episodes permitted further insight into

Lazarus' transactional approach to stress and coping. Coping becomes a

complex and fluctuating product of the feedback loop formed of an indivi- .

dual's appraisals, the perceived effects of coping strategies, any new

or revised appraisals, and any subsequent coping attempts. Indeed, it

was impossible to judge the intent and usefulness of a particular coping

strategy without reference to its context and sequence. For example,

as shown in the chapter on coping styles, the meaning of attention

diverting strategies differed according to their relative place in the

sequence of coping strategies in an episode. For a confronter, the
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the attention-diverting strategy of "putting something out of mind"

occurred late in the coping sequence, and was almost never intended as

a means of evading problem solving. For the avoider, "putting a problem

out of mind" appeared early in the coping sequence and often constituted

the main attack on the problem. Thus, despite the implication of avoid

ance contained in the label of "attention-diverting," such strategies

have a problem-solving function at one point but an avoidance function

at another. Without reference to a strategy's position within an epi

sode one cannot judge its specific meaning for coping.

Malleability of Coping Style

Are coping styles immutable, or are they behavior patterns which can

be learned and unlearned? There are interesting indications of the

malleability of the three styles. For example, Noreen Schaefer, a con

fronter, had once been an alcoholic and had relied heavily on denial cop

ing. Prior to the interview year, she had been exposed to therapeutic

interventions, such as group therapy. Because of these previous efforts

to change her coping style, her coping was predominantly confrontational

during the Study period. Frank Croner was an avoider -- he described him

self in that way and his episodes supported that interpretation. Yet,

after a year and a half of frustration, due to a combination of unemploy

ment and his own procrastination, he began to cope with his work problems

in a confrontational manner. He developed a plan for an alternative ca

reer, and brought his plan to fruition. The press of adverse circumstances

had pushed this veteran avoider into new behaviors. The fact that for

most respondents a particular coping style was also a matter of avowed pre

ference adds weight to the notion that coping strategies, and ultimately

coping styles, can be learned.
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Fears of Aging: A Transactional View

The complexity of the content and function of fears of aging reveal

ed in this study also bears out the transactional perspective on stress

and coping. The meaning of aging hinges on a shifting rather than a fix

ed reality. Certainly, each individual negotiates a unique mix of fears

of growing old and fears of obstacles to a pleasurable old age. Without

longitudinal data, it is impossible to know with certainty whether once

an adult child has been a care-giver, he or she will continue to empha

size the fears of aging associated with the care-giving experience.

Yet, there is evidence suggesting that the specific care-giving exper

ience leaves a lasting mark. The only spousal care-giver who expressed

a fear of her own aging had also spent years taking care of her mother!

In a transactional framework, an individual brings not only actual

experiences to bear on appraisal and coping but also beliefs about the

aging process. Five conceptions of the changes accompanying aging emerg

ed from the data. Depending on the individual, aging was seen as chief

ly related to negative changes in one of the following: 1) health;

2) personality; 3) health and personality; 4) external circumstances

(e.g., finances, death of spouse), or 5) activity level. Generally,

there was correspondence between some of the fears of aging that were

reported and these avowed concepts. Thus, for Elizabeth Keen, who stat

ed that a decline in psychological rather than physical vitality con

cerned her, the prospect of acquiring her mother's ailments did not

evoke fear, but the prospect of negative personality changes did.

My research has shown that along with beliefs about aging and actual

care-giving experiences, one must give considerable weight to coping style
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in a transactional perspective. In a particular care-giving situation,

avoiders and confronters had similar fears of aging. Yet, there were

clear stylistic differences in the handling of the fears. Confronters

identified their fears, articulated the problems underlying them, con

structed solutions and made unambiguous efforts to carry them out.

Avoiders varied in the clarity with which they labeled their fears, and

although some thought up plans for allaying these concerns, they did not

enact the plans. On an unconscious level, it is likely that deniers had

fears similar to those of the confronters and avoiders. But denial

itself precluded any further strategies for coping with these fears.

To conclude: Coping style exerts an important influence on the

handling of topics implying serious loss in old age. This point is

brought home by the differences in how confronters, avoiders and deniers

treated a painful aging concern such as widowhood. Ultimately, beliefs,

experiences, fears and coping strategies concerning aging operate simul

taneously on several points on the temporal continuum. Whether or not

we think about, talk about and plan for our own aging greatly affects

the quality of our life, in the present, as well as in the future.
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CHAPTER ELEVEN

CONCLUSIONS

Practical Implications

In a recent episode of Public Broadcasting System's nationally

distributed program on aging, Over Easy, a gerontologist took great

pains to emphasize that the majority of middle-aged children cope
successfully with the burdens of caring for ill, elderly parents. In

my view, this assertion is unduly optimistic. Most adult children

undertake care-giving tasks because they feel a profound sense of

obligation. This attests to the strength of the cultural mandate to

fulfill the filial obligation; it does not attest to feelings about the

care-giving responsibility, or the quality of the care-giving. The

seven adult children who were studied in depth in this dissertation felt

a strong obligation to their parents; yet, most perceived care-giving as

an unwelcome and oppressive task. In some instances, the sense of

oppression led to subtle forms of neglect of the parent.

It would be inherently contradictory for our society to promote the

obligation to care for elderly parents on one hand, and advertise the

oppressiveness of the responsibility on the other. Nevertheless, in the

past two years, two of our major television networks have produced well

researched documentaries in which middle-aged and young-old children

caring for aging parents have aired their problems and complaints explic

itly and at length. It is precisely this sort of honest exposure of the

care-giver's guilt, resentment, experience of loss and fears of aging

of self which is needed. In part, this public venting of emotions
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provides crucial reassurance regarding the acceptability of feelings

evoked by care-giving. In this study, the respondents who regarded

their negative feelings as socially inadmissible were unable to separate

their resentment of the care-giving tasks from their resentment of the

parent. As a society, we need ways to condone the expression of anger

and fear provoked by the care-giving burden. Both aging parents and

their aging adult children will ultimately be the benefactors of such

honesty.

The Stress and Coping in Aging Study was premised on the notion that

social scientists have something to learn from the coping strategies of

ordinary persons facing the trials of their daily lives. In my research,

I was struck by the skills which characterized the coping of adult

children and spouses who did not remain overwhelmed by the emotions

evoked by care-giving. None of the care-givers was exempt from fear,

anger, guilt and loss associated with the care-giving responsibilities;

these formed the common themes of the experience. Yet, some allowed

themselves to name their feelings in private, and to expose their feelings

in public. That is, the feelings were recognized, expressed and even

tually sanctioned.

The ability to label and vent emotions may seem elementary and

obvious skills to persons with clinical training in psychology. Yet,

as Scheff (1979) points out, most theorists of social behavior place

little emphasis on the effect of emotions on behavior. Scheff regards

emotional expressions such as crying and anger as "biological necessities"

(p. 10), and argues that undischarged emotion results in rigid or

neurotic behavior patterns. For emotions to be discharged, a distressed
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individual must experience a certain sense of safety when recalling or

recounting painful events. Provided that the distance created is not

too great, a theatrical production, a therapeutic setting and a supportive

companion may all yield the needed reassurance.

Scheff criticizes current therapies:

"Most contemporary doctrines are characterized by an overdistanced
stance. Reality therapy and behavior modification are particularly
overdistanced, and orthodox psychoanalysis, although less extreme,
also emphasizes in actual practice, more observation of, than
participation in, past emotional states." (pp. 207-208)

This criticism is of particular relevance to my own findings. Clients

of overdistanced therapies are not likely to experience the necessary

emotional discharge. Yet, it is this ability to discharge emotions,

especially in the presence of close family and friends, that marked the

behavior of respondents who confronted, rather than avoided or denied,

their emotions.

Practical Recommendations

In light of my own findings on the importance of handling emotions

in coping with the stresses of care-giving, and my agreement with Scheff's

emphasis on emotional discharge, I would like to make a number of

recommendations for persons counseling adult children and spouses in

volved in the care-giving role.

Expressing emotions. The stresses of care-giving evoke strong
emotions -- particularly anger, guilt, fear of loss and fear of aging of

self. It is extremely important to encourage care-givers to feel their

feelings. Simply talking about the feelings is an important first step,

but it is not enough. As noted in Scheff's discussion, Freud (1910)

recognized this need when he surveyed the events which were most likely
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to precede hysteria in his intensive case studies. Freud wrote:

"Anyone whose mind is taken up by the hundred and one tasks of
sick-nursing which follow one another in endless succession
over a period of weeks and months will, on the one hand, adopt
a habit of suppressing every sign of his own emotion, and on the
other, will soon divert his attention away from his own im
pressions, since he has neither time nor strength to do justice
to them. Thus he will accumulate a mass of impressions which
are capable of affect, which are hardly sufficiently perceived

º *. in any case, have not been weakened by abreaction."p. 14

Identifying destructive tendencies. Although anger and guilt are

common to care-givers, their specific manifestations differ greatly. It

is essential to distinguish between emotional experiences which are an

expectable accompaniment to care-giving, and those which may warn of

behaviors potentially destructive to the persons giving and receiving

care. By way of example, note the differences in these two care-givers'

experiences of anger. In her early 60's, Marlene Sanderson resented her

responsibility for her mother because it had occurred at a time in her

life when she had expected to be free from major obligations. In her

late 40's, Nina Morgenthal resented providing care for her elderly father
because he represented parental authority from which she had never

managed to free herself. The former is largely resentment of circum

stances; the latter is largely resentment of an individual. Thus, these

two cases involve profoundly different sorts of anger.

Elizabeth Keen felt guilty because it seemed that despite all her

efforts, she could never do enough for her mother. Rachel Werner felt

guilty because she had in fact not gotten medical attention for her father.

The former is a type of residual guilt or self-deprecation common to many

care-givers in this study; the latter involved a clear failure to attend

to a parent's need. In sum, although guilt and anger are commonly
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experienced by care-givers, one cannot assume that the guilt is un

founded or the anger is harmless.

Handling fears of aging. Fears regarding aging of self are fre

quently a facet of the adult child's care-giving experience. Although

this may simply seem to be one more stressful aspect of care-giving, in

fact, the emergence of such fears presents an important challenge: The

adult child has an opportunity to face and find solutions to fears of

aging of self. For the therapist, this suggests four steps. First, the

professional counselor is in a position to help an individual separate

legitimate from unsupported or exaggerated fears, or to direct an in

dividual to the appropriate sources of information. (Six of the adult

children feared acquiring the ailment of the parent. Yet, none actually

had these physical problems.) Second, the therapist can help the client

articulate his or her private conception of aging; as this study shows,

the meaning of growing old varies dramatically from individual to indi

vidual. Does the care-giver associate aging chiefly with serious health

problems? with personality change? with a decline in activity? with

undesirable changes in circumstances (e.g., loss of finances, loss of

marital partner)? Using this background, a counselor can then help a

client determine which fearful aspects of aging are amenable to control

and which are not. For example, one respondent feared reaching old-old

age in the same state of profound unhappiness which she had observed

in her mother; she decided that the causes of this unhappiness -- a lack

of close non-family contacts, a lack of creative interests -- were within

her control. Finally, the therapist can help the care-giver construct a

plan for altering conditions which could impede a satisfying old age.

This is what Arlene Longfellow did for herself:
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"Since that Saturday with my mother, I've made a commitment to
myself. She'd always wait for my father to do things for her.
'If you do this for me, I'll be happy.' I thought about this
a lot, and I'm really afraid to be like her. I don't want to
be in the same trap as she is, so I won't wait for my husband
to paint it for me."

For this last step, the counselor's awareness of coping style forms

crucial background knowledge. If an individual usually avoids or denies

painful issues, then it will be imperative to provide regular support

for the accomplishment of the plan.

Capitalizing on positive emotions. Both confronters and deniers

were more effective than avoiders at securing reassurance when under

stress; the use of positive emotions contributed to this effectiveness.

Confronters and deniers sought moments of happiness, inner harmony,

exhilaration and pride, and drew upon them for emotional and philosoph

ical sustenance through hard times. By contrast, avoiders delayed

planning or simply did not seek happy occasions.

Many individuals need guidance in structuring pleasurable occasions.

More important, they need to reexamine the notions which prevent them

from doing so. For example, they may not look upon moments of positive

emotion as reassurance that life adds up to more than its darkest

moments. This is not to say they do not value pleasure. Rather, they

regard pleasurable experiences such as vacations or contact with grand

children wholly as a means of resting, and not as a way of storing up

experiences that can lighten or cushion the impact of stressful times.

Avoiders also resist taking vacations. Usually they are forced

into them by exhaustion or by insistent friends. Again, certain beliefs

are implicated. Some individuals believe they can permit themselves
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pleasure only when major problems, such as chronic illness, have been

resolved. Not only is this unrealistic, it is also needlessly punishing.

In a University of California, San Francisco Extension course on women

and depression given in November 1981, psychologist Ann Clark observed

that her depressed clients tended to deny themselves vacations; indeed,

they sometimes confused depression with fatigue. As a therapeutic

measure, she strongly urged her clients to take time off for pleasure.

I think this is key advice for care-givers.

Using social support. One denier believed that she should not

burden others with her problems; another felt his friends would misuse

intimate information. While such views may sometimes be appropriate,

generally they simply serve to block access to comfort. A mental health

professional can guide clients in reexamining their attitudes towards

social support. Moreover, there are a number of strategies for obtaining

social support which are worth cultivating, and which are suggested by

my data.

Several respondents demonstrated that it is extremely helpful to

choose as confidants persons who have experienced similar stresses. As

the burgeoning movement of support groups indicates, individuals find

it enormously reassuring to know their problems are shared and their

emotions are socially acceptable.

The timing of contact with an intimate friend also proved to be

a crucial factor differentiating confronters' use of social support

from that of avoiders and deniers. It is vital to seek support during.

or shortly after a stressful encounter; this provides an immediate

channel for defusing overwhelming emotions. This strategy also implies
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the need to choose an individual who is reasonably at ease in the

presence of strong emotion. Suzanne Bowler's (1980) anthropological

study of a suicide prevention center in the San Francisco Bay Area re

veals there are large numbers of people who do not have access to, or

believe they do not have access to, such help from friends. Yet, they

are willing to seek it from the Center which has a staff trained to

handle intensely emotional help-seeking.

Some social support strategies entail advance planning. For ex

ample, although it runs counter to the American ethic of self-sufficiency,

it is wise to enlist the support of a friend for potentially stressful

transactions, such as medical appointments.

Finally, pleasurable contacts with close others can provide atten

tion-diversion, when other coping efforts have proved exhausting, and

rest is needed. Moreover, when intimate confiding is not seen as an

option, even casual social interaction may still offer valuable, if

subtle, Support.

Theoretical Implications

Earlier, in a paper on denial and aging, Professor Lazarus and I

discussed conditions distinguishing beneficial and harmful uses of denial

(Lazarus and Golden, 1981). I believe this dissertation yields some

comparable distinctions in relation to attention-diversion strategies,

such as putting something out of mind, immersing one's self in routine,

turning to alcohol -- strategies which are commonly linked to avoidance.

My analysis of stressful episodes indicates that strategies to move

emotions and perceptions from foreground to background in conscious

awareness are not in and of themselves beneficial or detrimental.
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However, two factors have a strong bearing on the function of these

strategies: 1) Their position in the coping process -- whether they

are a primary attack on the problem or an adjunct to other coping

efforts; and 2) Their aim -- whether they are intended for the vastly

different purposes of relief through temporary removal from the problem,

or reassurance about the ability to cope effectively with the problem.

Two brief examples will serve to illustrate the distinction.

Sarah Lion tried to put the evidence of her mother's mental im

pairment out of mind during the first few months of its occurence.

Indeed, this constituted her primary strategy for coping with her

mother's condition at that time; she did not seek medical diagnosis.

This strategy did not alter reality; the senility worsened and her

mother's behavior became increasingly dangerous to herself and others.

This respondent used the strategy of putting something out of mind as

though it could provide abiding reassurance regarding the nature of her

mother's condition; in fact, it could only offer a temporary muting or

dampening of the anxiety.

Marlene Sanderson's case provides a sharp contrast. Her mother,

who suffered from senile dementia, endangered herself by travelling to

the bank alone. She also angered her daughter by changing the names on

the bank account. Mrs. Sanderson handled the situation by using

strategies that principally provided reassurance regarding her ability

to limit the negative emotional and factual consequences of the event,

and to prevent the recurrence of similarly stressful events. She in

formed the retirement home supervisor of her mother's behavior, she

communicated her emotions to a sympathetic co-worker and to her husband,
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and she devised a plan to prevent her mother from bungling her finances

in the future. Mrs. Sanderson also used attention-diversion for inter

mittent relief -- she took a drink, she took time off; however, she did

not confuse such strategies with those aimed at reassurance.

When attention-diversion strategies are used as adjunctive rather

than as primary strategies, and when they are used for rest from stress

rather than for reassurance about the ability to cope with stress,

they provide a valuable psychological respite which enables other forms

of coping to proceed. Alternatively, when they are used as the primary

coping approach, they are likely to deflect attention from other

relevant coping efforts, and to diminish coping effectiveness. Indeed,

the outcome data available for the avoiders -- high somatization scores,

lengthy bouts of depression -- indicates that avoiders' strategies were

ultimately less productive than those of confronters, and possibly also,

than those of deniers.

The two examples just given touch on the coping styles of the con

fronter and the avoider. What relevance do these Observations have to

the denial style? The evidence suggests the intriguing possibility .

that denial creates the illusion of reassurance. Deniers repressed

their perceptions and emotions, proceeding as though disturbing events

and emotions had not occurred; that is, they achieved a sort of illusory

sense of closure, not experienced by avoiders. This may help explain

why deniers resemble confronters, but not avoiders, in having relatively

low somatization scores. It also supports the observation that denial

serves a positive function in some illnesses, or at certain points in

the progression of some illnesses (Lazarus and Golden, 1981). Specific

ally, denial is useful when it is vital to allay anxiety, as in the



255

period immediately following treatment of myocardial infarction; at

such times, denial provides the necessary antidote to anxiety -- a

sense of reassurance.

Avoiders appear to be laboring under the profound misconception

that removal from stress, rather than solutions to stress, will provide

some sort of lasting alleviation. Some of the respondents provided

direct evidence of such misconceptions. Ted Forest asserted that

avoidance was his major approach to coping. ("I really try to avoid

things my whole life. I try not to get tense.") In other words, he

believed in avoidance as his strategy of choice. Some cultural beliefs

also provide support for certain avoidance strategies (Zborowski,

1969).

Persons counseling individuals under stress might find it useful

to help clients understand the distinctions discussed here. For

example, as already noted in relation to illness: Pushing undiagnosed

illness out of one's immediate awareness may bring respite from worry;

it does not bring reassurance that a problem is trivial or non-existent.

There is, of course, the possibility that a diagnosis will not reassure,

but rather confirm continued threat or harm. This occurs with some

chronic ailments, and with the severe physical disabilities accompanying

old-old age. Yet, even in such overwhelming circumstances, individuals

can gain some sort of reassurance about their ability to cope, parti

cularly under skilled guidance. For example, by using their own positive

emotions as a resource, they may have the reassuring realization that

their experience is not wholly bleak. Or by simply confiding their

fears, they may allay a sense of extreme loneliness in respect to their
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particular burden.

I propose that reassurance, and relief, in the sense discussed

here, deserve further study. Which experiences provide reassurance

about the ability to cope effectively? Which experiences provide re

lief through temporary removal from stress? Which coping strategies
are used to obtain these differing experiences? In what ways are an

individual's methods of comprehending and obtaining lasting reassurance

and temporary respite culturally patterned? The results of such in

quiries would be usefully extended to groups for whom attention

diversion is a major theme. Persons dependent on alcohol and drugs are

two such groups. The tendency to confuse reassurance and relief may

mark a crucial difference in the appraisal and coping of persons who

maintain moderate use of substances and those who form addictions. In

sum, an understanding of the difference between constructive and

destructive uses of attention-diversion strategies has potential value

for both theory and practice.

Concluding Statement

Socialization to old age occurs in this society through a very

private series of encounters with the events of aging in one's own life

and the lives of close others. The process is unquestionably trans

actional. Both the occurence of an event, such as the illness of a

parent, and the individual's method of coping come into play. The

event will usually evoke or heighten certain concerns about aging,

such as fear of acquiring the parent's ailment in old age. The indivi

dual's style of coping -- whether he or she faces or evades threatening

implications and painful emotions -- will usually affect whether such

concerns remain overwhelming.
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Parts I and II

(Part III under separate cover.)

1977@) Stress and Coping Project
R. S. Lazarus and J. B. Cohen
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COPING INTERVIEW

DEVELOPMENT OF THIS INTERVIEW

This interview has been developed to provide information about the
ways a person copes with difficult situations characterized by common,
though important themes. The following persons were primarily respon
sible for its development: Susan Folkman and Catherine Schaefer, with
the assistance of Pat Benner, Peggy Boyd, David Buss, Frances Cohen,
David Frey, Robert Hiatt, Allen Kanner, Raymond Launier, Shoshanna Nevo,
Bernice VanDort, and Judith Wrubel.

USE OF THIS INTERVIEW

Permission to use this scale in other research projects can be
obtained from either principal investiqator, provided that feedback of
any additional information about the scale's psychometric characteris
tics, utility and correlates, and acknowledgement of its source, is
promised.
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TO THE INTERVIEWER:

Instructions for Coping Interview

Contents

There are three parts to the Coping Interview. Part I is a structured
interview ºn which a series of reasons people can be troubled or bothered
in their day-to-day lives is presented. These reasons are to serve as
stimuli for the participant; we want him/her to recollect troublino ex
periences from recent months or from the present. Part I is to be read
by you to the participant. If a stimulus does evoke a positive response,
check the appropriate boxes but do not get into a lengthy description of
the situation. That will come in Part II.

Part II is a semi-structured interview of three events which the
participant indicated in Part I applied to him/her. The participant ranks
the three most important events in order of importance, and you interview
him/her about each of the events. The interview is designed to elicit a
description of what happened and how the participant dealt with it.

Part III has a section for both the participant and you. The parti
cipant's section is an objective questionnaire called "Ways of Coping"
which is filled out by the participant for each of the events described
in Part II. While the participant is doing that, you are to write your
observations about what the participant has just described. (Guides for
these observations are included at the end of Part II.)

The Order for the Interview

Part I

Part II for event ranked most important
Part III for event ranked most important

Part II for event ranked as second most important
Part III for event ranked as second most important

Part II for event ranked as third most important
Part III for event ranked as third most important

If the participant indicates that only one or two of the situations
in Part I apply, then the procedure is, of course, followed for only
those events.

Materials Needed

One copy of Part I and II
Paper for notes
Three copies of Part I I I
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Date 27]

COPING INTERVIEW

Part I

We are interested in the kinds of stressful things that happen to
people, and what people do and think about them. We've made a list of
some of the reasons people can be troubled or stressed in their day-to
day lives. I'll read these to you, and I want you to tell me which ones
remind you of situations that have happened to you during the last few
months, or that are going on now. Take your time and think about eachOne.

1. FRUSTRATION - For example, not getting something you need or deserve.

a. Has this happened to you durinq the last 3 or 4 months?

No []

Yes []. - How much did this situation matter to you?
1 [...] not at all Briefly describe the situation:
2 | | somewhat

• L | quite a bit

• | | a great deal

b. Is this happening to you now?
No || ||

Yes ■ ]”. How much does this situation matter to you?
| | | not at all Briefly describe the situation:

... [ ] somewhat
1 ■ ] quite a bit

... [ ] a great deal

“I a s 5 & 7 c s 1 0 1 1 1 2 1 *

so is

1 &

1 7



2. CONCERN ABOUT DOING WELL - For example, you face an event and you 272
are concerned about how you will do. It could be a meeting with
someone, a dinner party, or an examination.

a. Has this happened to you during the last 3 or 4 months? 5 0 || 1 :

No []
Yes ■ ] *How much did this situation matter to you? 2 :

*| | not at all Briefly describe the situation:

*[ ] somewhat
T] quite a bit

“[] a great deal
b. Is this happening to you now? 2 1

No Il
Yes [...], • How much does this situation matter to you? 22

1| || not at all Briefly describe the situation:

*| somewhat

*| | quite a bit

•[ ] a great deal
3. DISAPPOINTMENT WITH A PERSON - For example, vou depended on someone

who let you down when it counted.

a. Has this happened to you during the last 3 or 4 months? 2 3

No []
Yes []. *How much did this situation matter to you? 2 *

i■ not at all Briefly describe the situation:

2 [ ] Somewhat

*[] quite a bit

•[] a great deal

b. Is this happening to you now? 25

No []
Yes [...], --How much does this situation matter to you? 26

i■ not at all Briefly describe the situation:

2T somewhat
,L] quite a bit

s■ ] a q-eat deal
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4. BEING CRITICIZED OR REJECTED - For example, someone important to you
criticizes you or shows displeasure with you.

a. Has this happened to you during the last 3 or 4 months? $ 0 || 2 7

No []
Yes [...], - How much did this situation matter to you? 20

A not at all Briefly describe the situation:

i■ ) somewhat

i■ quite a bit

“[ ] a great deal
b. Is this happening to you now? 29

No [...],
Yes T1: . How much does this situation matter to you?

-
3 Q

i■ not at all Briefly describe the situation:
-

A somewhat
-

H J quite a bit

‘L] a great deal
5. FIGHTING OR ARGUING - For example, you have a fight or argument with

someone close to you, or someone blames you for something that's not
your fault.

-

a. Has this happened to you during the last 3 or 4 months? 3 1

No [I].
Yes []. - How much did this situation matter to you? 3.2

i■ not at all Briefly describe the situation:

#T somewhat

T] quite a bit
* a great deal

b. Is this happening to you now? 3 3

No TT,
Yes [ ] . How much does this situation matter to you? 3 *

i■ not at all Briefly describe the situation:

# somewhat
# quite a bit

T] a great deal
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6. DEALING WITH A DIFFICULT PERSON - For example, there is a person who

is difficult to get along with, but you have to continue to dealhim or her anyway.

a. Has this happened to you during the last 3 or 4 months?
No [...],

Yes | F. How much did this situation matter to you?
"I not at all Briefly describe the situation:

* | somewhat

with

5 0 || 3

T] quite a bit

T] a great deal

b. Is this happening to you now?
No D,
Yes T, . How much does this situation matter to you?

H | not at all Briefly describe the situation:

4 | $omewhat

H | quite a bit

* a great deal

7. CONSCIENCE BOTHERING YOU - For example, something you are thinking,
something you did or want to do makes your conscience bother you or
causes you to have regrets.

a. Has this happened to you during the last 3 or 4 months?
No [...]".
Yes [...]2+ How much did this situation matter to you?

[ ] not at all Briefly describe the situation:

2 [ ] somewhat

* [ ] quite a bit

• [...] a great deal
b. Is this happening to you now?

No TJ'
Yes []2- How much does this situation matter to you?

[] not at all Briefly describe the situation:

2 L] somewhat

• | quite a bit

* I a great deal



9.

T00 MUCH TO D0 - For example, someone or some people are making too
many demands on you.

LOSING SOMETHING OR SOMEONE - For example, something or someone is

Has this happened to you during the last 3 or 4 months?
No [];
Yes D; How much did this situation matter to you?

1 [...] not at all Briefly describe the situation:

a [...] somewhat

275

• [] quite a bit
• [ ] a great deal

Is this happening to you now?
No []
Yes [], - How much does this situation matter to you?

[...] not at all Briefly describe the situation:

a [] somewhat
* [I] quite a bit
• [ ] a great deal

gone that was important to you.

b.

Has this happened to you during the last 3 or 4 months?
No []
Yes [], "How much did this situation matter to you?

1 [ ] not at all Briefly describe the situation:
2 [I] somewhat
* [I] quite a bit
• [] a great deal

Is this happening to you now?

No L].
Yes [l,” How much does this situation matter to you?

1 [...] not at all Briefly describe the situation:

2 || somewhat

3 [ | quite a bit

... [ ] a qreat deal

“I-,

* *

* 5

& Cº.

& 7

& 0

tº 9

30
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10. PREPARING FOR A BIG CHANGE - For example, something is happening soon

which will make a big change in the way you live.

a. Has this happened to you during the last 3 or 4 months? * *
No [T],
Wes [],” How much did this situation matter to you? 52

l [] not at all Briefly describe the situation:

a [] somewhat
* [I] quite a bit

• [] a great deal
b. Is this happening to you now?

No [ ],
Yes Tl- How much does this situation matter to you? 5 *

53

[ ] not at all Briefly describe the situation:

2 L) somewhat
* [] quite a bit

* [I] a great deal
11. OTHER -

a. Has this happened to you during the last 3 or 4 months? 35

NO Di
Yes [ ],” How much did this situation matter to you? 5 6

1 [ ] not at all Briefly describe the situation:

* [I] somewhat

• LJ quite a bit
* [] a great deal

b. Is this happening to you now?
-

37

to [ ],
Yes [...]." How much does this situation matter to you? 3 0

: T not at all Briefly describe the situation:

* | * schewbat

; : ] qui e a bit

s| | a great deal ■ :0 Of TO PART II
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COPIN■ , INTERVIEW 277

Part II

Let's look back over the situations which you have indicated apply
to you. Which of these situations is most important to you? Which is
next most important? And which is third most important?

Most important: Situation # • *-*.

Second most important: Situation º G 1 - 6 2

© 3 • 6 &Third most important: Situation º

Now, I would like to get a fuller description of each of these
situations. Let's start with the one you ranked as most important.

(THESE QUESTIONS ARE TO GUIDE THE INTERVIEW. THEY DO NOT
HAVE TO BE PRESENTED IN THE ORDER BELOW, Ar■ D IT IS POSSIBLE
THAT THEY WILL NOT ALL BE APPROPRIATE FOR A GIVEN SITUATION.)

1. In general, tell me what happened. (Get story of situation. Probe
until you have a good feeling, for what happened.)

2. How did it make you feel?

3. What led up to this situation?

4. What did you do?
5. How did what you did change the situation?

6. What else did you consider doing?

7. Looking back on it now, would you have done anything differently?
If so, what?

8. Is there anything else about this situation that you think I should
know about, something that my questions haven't covered?

G0 ON TO PART III

(INSTRUCTIONS TO INTERVIEWER: After you have explored the situation
ranked as most important, and the participant has filled out the "Ways of
Coping" questionnaire, repeat for the second and third most important
situations.)
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Instructions for Part III
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The "Ways of Coping" questionnaire is to be self-administered by the
While he/she is doing this, we would like you to give us the

following information. Do this immediately.
participant.

l. Situation ■ º

What were your impressions about the ways in which the participant
appraised the situation just described?

Was it a situation that the participant felt he/she

8.

b.

C.

d.

could change or do something about?

that he/she had to accept or get used to?

that he/she needed to know riore about
before acting?

in which he/she had to hold back from
doing what he/she wanted to?

Wes º
Yes []

Yes []

Yes []

In general, what were your impressions of this individual's coping
style? (Use separate paper.)

2. Situation i■

Was it a situation that the participant felt he/she

8.

b.

C.

d.

could change or do something about?

that he/she had to accept or get used to?

that he/she needed to know more about
before acting?

in which he/she had to hold back from
doing what he/she wanted to?

Yes []

Yes [...]

Yes []

Yes []

NO

No

NO

In general, what were your impressions of this individual's coping
style? (Use separate paper.)

3. Situation #

Was it a situation that the participant felt he/she

& .

b.

C.

could change or do something about?

that he/she had to accept or get used to?

that he/she needed to know more about
before acting?

in which he/she had to hold back from
doing what he/she wanted to?

ve, ■ º
Yes []

Yes []

Yes []

NO

NO

*IO

*IO

In general, what were your impressions of this individual's copinq
style? (Use separate paper.)

so I ss

6 6

67

69

70

71

72

7 3

7 *

75

76
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APPENDIX B

EMOTION INTERVIEW

*c) 1977, Stress and Coping Project
R. S. Lazarus and J. B. Cohen
University of California, Berkeley
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EMUTION INTERVIEW

DEVELOPMENT OF THIS INTERVIEW

An episode of emotion signals an important transaction between an
individual and his/her environment. To gain a good understanding of how
an individual appraises and deals with an important transaction, we need
to describe both the emotional and behavioral aspects of the episode. This
open-ended interview was developed to permit just such a description. Major
responsibility for the development of this interview was shared by Patricia
Benner, Susan Folkman, Allen Kanner, Raymond Launier, Catherine Schaefer, and
Judith Wrubel, with the assistance of Peggy Boyd, David Buss, Frances Cohen,
David Frey, Robert Hiatt, Shoshana Nevo, Trudy Solomon, and Bernice VanDort.

USE OF THIS INTERVIEW

Permission to use this interview by other research projects can be
obtained from either Principal Investigator provided that feedback of any
additional information about the scale's psychometric characteristics, utility
and correlates, and acknowledgement of its source, is promised.
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EMOTION INTERVIEWS: STRESS AND COPING PROJECT

Instructions

One of the ongoing concerns of the Stress and Coping Project is to
learn how people appraise and deal with events that are significant in
their day-to-day lives. In the "Emotion Interview" the entrance to the
participant's recollection of a significant event is through the indi
vidual's recollection of an episode of a specific emotion. For example,
the interviewer may ask the participant to remember a time recently when
she/he felt angry. When the participant remembers an episode of the
feeling, the interviewer will ask about the event associated with that
feeling. The interview guides the participant so that we get a descrip
tion of the participant's process of appraisal, coping, and reappraisal
in the subject event.

The Emotion Interview is to be given six times, in sessions 4-9.
We want to cover two emotional episodes in each interview session. In
order to assure svstematic coverage of events associated with a variety
of emotions, we have selected a set of target emotions that characterize
both stressful and benign/positive events. Ultimately, we want every
participant to describe two events associated with each stress emotion,
i.e., two episodes associated with anger, two associated with sadness,
two associated with quilt, and two associated with anxiety. We are more
flexible in the domain of positive emotions; we want the participant to
describe four episodes from among the positive emotions of love, jov,
exhilaration or pride. We ask only that there not be more than two epi
sodes associated with any one of the positive benign emotions.

There is no fixed order in which the emotions are to be selected.
The participant may wish to select the emotion from the list for the first
episode of the interview, and the interviewer can select the second emo
tion. It should be kept in mind, however, that the goal for the six
sessions is two events associated with each stress emotion (8 events)
and four events associated with positive emotions -- 12 events all tooether.
Interviewer judgment will have to be used as to when to shift the parti
cipant's focus from one emotion to another.

The questions for this interview move back and forth from the situa
tion to the emotional experience of the participant in the situation.
The order in which the questions are written does not have to be followed
in the interview. What is important, however, is that at the conclusion
of the episode all the questions that are appropriate for that episode
be answered. This requires the interviewer to be completely familiar
with the interview schedule before beginning the first session.

-l-
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EMOTION INTERVIEW

We all find ourselves in situations where we have strong feelinqs.
Sometimes situations evoke happy feelings such as joy, pride, love or
exhilaration, and sometimes the situations are ones in which we experience
feelings such as ander, quilt, anxiety or sadness. In this interview, we
want to talk about a situation in which you felt one of the following
strongly: Anger, sadness, anxiety, quilt, love, joy, pride, exhilaration.

Name of Emotion

1. In general, tell me what happened.

(Get story of episode. Probe until you have qood feeling for what
happened.

2. What did you sav or do to express your feelinq of

(Here, we are especiall v interested in (l) whether the emotion is
expressed; (2) if so, how; (3) in just what way the expression of the

:* or lack thereof, is a part of the way in which the personcopes.

3. How do you think you would have appeared to others who know vou well?
Would they have known you were feeling 2 How?

(Some people may have trouble describing how they express their
feelings. This question may facilitate their description.)

(The next questions are directed towards the interplay between the
event and the person's feelings. Anytime there is a change in the
situation, check for a chanqe in emotions; and anytime there is a
change in emotions, check for a change in the situation. If other
emotions appear in conjunction with the focus emotion, note them,
but do not follow them up. Instead, return to the main episode.)

-2-
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What led up to this situation?

How did the feeling of differ from the way you
had been feeling about (this situation, person, problem, place -- whatever
is relevant)?

(The following question applies only to positive emotions which do not
seem to be attached to specific situations demanding coping, i.e., a
feeling of happiness when looking at a sunset, listening to music, etc.
We are looking for the overall context in which this episode occurred,
i.e., had it been a period of hard work, worry, general good feelinqs?)

How had you been feeling during the day or days before this episode of
2

-

(The following questions apply only to those situations in which the
individual was engaged in copinq. Did the person enqaqe in direct
action, information gathering, palliation, intra-psychic activity or
inhibition of action? Was there a combination? Did the person avoid?
How? These are modes of coping to keep in mind as you ask the following
questions.)

What did you do?

(Most likely this question will have been answered earlier. In that
case, summarize what they reported doing and go on with the next questions.)

-3-
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10.

ll.

How did (restate what the person did) change the situation?

What else did you consider doing?

(We're looking for: (1) whether the person generated any alterna
tives, and if so, what they were and why they weren't used; (2) further
information on the individual's appraisal of the situation.)

(Here, we are interested in: (1) whether there was concern about requ
lating emotional responses: (2) whether the emotional response stimu
lated coping, and (3) how acceptable the emotion was to the individual.)

We are talking about a time when you felt . Did
you want to change the way you felt?

If "No", why not?

If "Yes", what did you do to make yourself feel better?

(The next questions bring the interview to a conclusion. They also
permit the participant to add relevant information that our questions
may not have elicited.)

Looking back on it now, would you have done anvthing differently?
If so, what?

-4-



285

T 2. Is there anything else about this feeling or the situation that you
think I should know about, something that my questions haven't covered?

13. Coping questionnaire (strategy checklist only).

While this event is still fresh in your mind, would you please fill out
this questionnaire. Indicate what you did in connection with the event
we just talked about.
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APPENDIX C

CODING PROTOCOL FOR COPING EPISODES

[Excerpted]
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ENVIRONMENTAL PRESS: PHYSICAL THREAT OR HARM
(What's at stake?)

NOTE: THE PHYSICAL THREAT HAS TO BE TO THE
STLF -- IF TO OTHER, SEE PSYCHOLOGICAL STATES

SELF-CARE (CONCERN ABOUT ONE'S OWN MAINTENANCE AND WELL-BEING)

1 = YES

0 m NO

The issue or event prevents or threatens to prevent the person from taking
care of him or herself the way she or he wants. Something inteferes with
rest, relaxation, exercise, etc.

She said she's been losing weight recently, 15 lbs...in the last month and a half...
BODILY INJURY (CONCERN ABOUT AN ACCIDENT, A THREAT TO PHYSICAL SAFETY, AN ILLNESS)

1 = YES

O = NO

MEDICAL INJURY (CONCERN ABOUT IMPENDING OR PAST SURGERY)

1 m YES

O = NO

THREAT TO, DAMAGE TO, or LOSS OF MATERLAL POSSESSIONS OR MONEY

1 = YES

- 2 = NO

"It is using up all of her savings... [What worries you the most?] Financial
problems until we get her into MediCal." (130, 5th interview)

CONCERN OVER PHYSICAL DEMAND (INVOLVES EXTRA EXPENDITURE OF EFFORT)

1 = YES

O = NO

"It was really frustrating. You're crawling around on a building, sweat pour
ing out of you, you don't need more sweat." (003)
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1 -

ENVIRONMENTAL PRESS: PSYCHOLOGICAL THREAT -- STAKES
(What values and commitments are engaged by the encounter?)

CONTROL OVER ONE'S SELF (I.E., OVER IMPULSES, THOUGHTS, FEELINGS AND/OR
BODILY STATES)

0 - No

1 m MATTERS SOMEWHAT

2 m IMPORTANT

3 = CENTRAL

[What aggravated at?] "At myself, that I couldn't relax and sleep. More
aggravated at myself than anyone else. Relaxing is a mental attitude."
(074, ll/7/77, 4th interview)

[How control emotions?] "...I believe it is mentally saying things to self.
I've seen other people make such fools of self -- say I'm not going to be
like that, control physical actions as well as mouth -- control self. If
don't control yourself no telling what a person might do." (074, 3/30/78,
9th interview)

DOMINANCE (NEED TO BE IN THE RIGHT, NEED TO BE ON TOP, NEED TO BE IN CONTROL
OF OTHERS)

* NO

m MATTERS SOMEWHAT

IMPORTANT
- CENTRAL

Later in the conversation about his work history, he admitted that he was
quite a "taskmaster" during his many years as a supervisor. He is always
interested to see a man try on a job. If he doesn't put forth any effort,
"he's gone." (023, 7/6/77, 2nd interview)

"When some guys are putting, I try to psych them out. I putt real near them
and say: 'See what you can do about that!' It puts psychological pressure
on them and they might tense up." (023, 9/8/77, 4th interview)

"I have in mind to see the D.A. of Alameda County for my next step. I will
not take second best. I won't fix the outside until I get what I want and
I'm damned determined to get it." (003, 7/9/77, 2nd interview)
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TYPE OF PRIMARY APPRAISAL --
WHAT BEST DESCRIBES THE TYPE OF APPRAISAL7

HARM -- PHYSICAL (TO THE SELF)

7

1 = YES

O = NO

HARM -- MATERIAL (POSSESSIONS)

l = YES

0 m NO

HARM -- PSYCHOLOGICAL

1 = YES

O = NO

THREAT –– PHYSICAL

1 = YES

O = NO

THREAT -- MATERIAL

1 = YES

O = NO

THREAT –– PSYCHOLOGICAL

1 = YES

O = NO

CHALLENGE

1 = YES

NO
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COPING

INFORMATION SEARCH

O = NO

1 - YES, PROBLEM-FOCUSED

2 = YES, EMOTION-FOCUSED

3 = YES, MIXED

"Mother is 88 years old. Four years ago she had a mild stroke that no one
realized. That affected her mind. It was a big shock, the sudden change
in her. ... I had called all the agencies. Man, whom a friend knew about,
provides a senior care referral service... He counseled me on how to go
about changing mother's residence. Everything he told me worked."
(062, 6/29/77, 2nd interview)

"I called my doctor and he hadn't signed a release." (130, 5 interview)

"When I went there that day the doctor finally told me. I asked if she'd
ever come home again and he said no." (130, 5th interview)

ACTS DIRECTLY AT THE TIME OF THE EPISODE BY SAYING SOMETHING (ABOUT OR TO
DEAL WITH THE PROBLEM)

-

* NO

YES, PROBLEM-FOCUSED

Yes, EMOTION-Focused32lO * -

YES, MIXED

"I spoke up about what I was dissatisfied about..." (062, 6 interview)

"... they called me and said, 'We're going to move her."... [What did you
say on the phone?] "Without any prior notice, no way." (130, 5th interview)

"I said, 'Give them to Mary Jane...'" (130, 7th interview)

ACTS DIRECTLY AT THE TIME OF THE EPISODE BY DOING SOMETHING (TO BE USED
WHEN CAN'T CODE FOR ANYTHING MORE SPECIFIC)

-

O = NO

1 = YES, PROBLEM-FOCUSED

2 - YES, EMOTION-FOCUSED

3 E. YES, MIXED
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ILI. COMFORTING COGNITION

O = NO

l - YES, PROBLEM-FOCUSED

2 = YES, EMOTION-FOCUSED

3 YES, MIXED

"It won't ever be resolved because it's based on fear." [i.e., it's a
situation that must be accepted because of the way the wife is]
(023, 11/17/77, 6th interview)

"This too will pass. Each crisis passes somehow." (062, 6th interview)

[Wish you could bring her home?] "But there's no way. At least there she's
with other people. I hope that helps. I keep telling myself this helps."
(130, 6th interview)

12 - FANTASY REVENGE

O = NO

l sº YES, PROBLEM-FOCUSED

2 YES, EMOTION-FOCUSED

3 = YES, MIXED

"The thought had crossed my mind that I would refuse to go to Oregon over
Thanksgiving to see her relatives. . . kind of a way of getting back at her."
(023, 11/14/77, 6th interview)

13. BLAMES OTHERS

O = NO

l = YES, PROBLEM-FOCUSED

2 = YES, EMOTION-FOCUSED

3 = YES, MIXED

"It should have been looked into before starting. One of the 'Great
Kehunas' should have brought it, to the boss's attention...what led up
to it was that there were too many bosses. Somebody goofed and no one
was aware of it." (023)

-



- 25 -

23 -

24.

25.

26.
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USES ALCOHOL

1 = YES

O = NO

"That night I went to my neighbor's to pay the rent and she got me loaded.
Boy was I loaded !" (l:0, 5th interview)

"I made myself a drink, which I don't usually do." (130, 6th interview)

DECRYING FATE (ACTIVELY complaining ABOUT THE UNFAIRNESS OF IT ALL.
IMPLIES A DISCHARGE OF EMOTION)

1 - Yes

O = NO

"I keep wondering 'why," why her, why not just die." (130, 5th interview) :

"Anger, at them, at the world in general - why me, not again, more
depression." (130, 5th interview)

-

[Felt like? ) "Screaming inwardly, 'why me?' I can't do anything?"
(130, 6th interview)

TRY TO PUT IT OUT OF MIND

1 = YES

0 m NO

"I TRY and let it go in one ear and out the other, and when you get out of
there I try to put it away." (130, 6th interview)

TEMPORIZEs

1 = YES

O = NO

When mother, who is in a convalescent home, asks when she can go home,
#130 replies, "Mom, you can't go home the way you are, you have to get your
memory back." (130, 6th interview)
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3.

EMOTIONS EXPERIENCED IN EPISCDE

GUILT

1 = YES

O = No

"I don't think I should feel guilty about anything, with that situation
[Rose and Mary]. I don't think I should. But, maybe I should get over
there more [to Rose 3... I don't know if Mary makes me feel guilty or if
I make myself." (083, 7th interview)

ANGER

1 m YES

O = NO

"I'm angry over the fact that she doesn't go away." [i.e., that sister
who has i.ad care of invalid sister won't take a vacation]

"She got progressively angrier as time went on." (083, 4th interview)

"Anger, at them, at the world in general..." (130, 5th interview)

"Not at her, at world, why isn't there something that can be done, a better
place to send her?" (130, 6th interview)

[Anger?] "Probably a little." (130, 7th interview)

[Looked like? Angry?] "Oh yeah, my boss mentioned it, the immediate boss."
(130, 7th interview)

-

CONCERN

1 = YES

O = NO .

"I see her health going, that's hard to turn off." [the concern about it
in 083)
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OUTCOME OF ENCOUNTER IN TERMS OF APPRAISAL

OUTCOME OF MANIFEST EVENT (NOTE: OUTCOME REFERS TO APPRAISAL -- WHAT
HAPPENS TO THE APPRAISAL?)

1 m, RESOLVED THROUGH COPING EFFORTS

2 :

3

4

5

RESOLVED AS REAPPRAISED

DEFEREED
DISSIPATED

NOT RESOLVED

RESOLVED THROUGH CHANGE IN
SITUATION (NOT THROUGH COPIXG)

294
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APPENDIX D

INITIAL INTERVIEW

LIFE CYCLE INTERVIEW

WORK, LIFE REVIEW, AND AGING

[Excerpted]

© 1977, R. S. Lazarus and J. B. Cohen
Stress and Coping Project
University of California, Berkeley
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Initial Interview 296

- Materials

A. Interview schedule
B. Consent letter
C. HPL Life Events Questionnaire
D. Calendar Questionnaire
E. Cantril Current Concerns Questionnaire
F. Daily Log (5 copies)
G. Hassles scale
H. Uplifts scale
I. Bradburn-Beck
J. Check request form
K. Appointment card

I - Purposes
A. Introduction

1. Explain nature of study
2. Explain nature of participant's involvement

B. Questionnaires
1. HPL Recent Life Events Questionnaire
2. Calendar
3. Cantril Current Concerns

C. Informed consent
1. Answer participant's questions
2. Go over consent agreement
3. Get signature

D. Explain and/or demonstrate instruments to be used during following month
1. Daily Log
2. Hassles scale
3. Daily uplifts scale
4. Bradburn-Beck

E. Conclusion
. Wrap up any loose ands and answer questions
. Leave questionnaires
. Leave check request form
. Appointment

:
"Discussion about the consent form should take place whenever it seems most

appropriate during the interview. It would be nice to have the participant sign
the consent before you leave. If, however, the person is reluctant, do not press
but suggest he/she may want to read it carefully at his/her convenience and sign it
later.

III. Introduction

There are several major points about the nature of the study and the nature
of the participant's involvement that must be disucssed with the participant in
order to gain informed consent. One approach for presenting these major points
is presented below. After you have read the "scripts" we have written and you are
familiar with the major points we want communicated in this interview, we expect
that you will present them in your own style.
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Initial Interview

"The primary purpose of today's meeting is for me to tell you about
the University of California Stress and Coping project. We want you to
know just what this study is all about.

"You know how everyone talks about stress. You read about it in the
Papers, in magazines, and you hear about it in TV and on the radio. But,
scientists really don't know enough about the kinds of problems people
have in their day to day lives. They don't know very much about what
people do to manage these problems--about what works and what doesn't
work. But we have good reason to believe that the way in which people do
manage their problems makes a difference in how well they feel and in how
effective they are in getting along in life. This is where you come in.
As you know from our letter, we can only study these things by working closely
with people like yoursef.

"You might ask, "Why me?' We want particularly to study people in
mid life because people of this age have many responsibilities and demands
to face. You also have had a lot of experience in dealing with life's
problems. We want to learn from you. We believe that what we learn can
be used to help other people manage their lives.

"Now, you've already learned something about what we will be asking
of you from the things we mailed you earlier. You know that we plan on
interviewing you once a month for the next year. I will be your interviewer.
We will meet each month and talk about things that you have been feeling
good about and things that you have been feeling bad about. We'll also
go over some of the questionnaires that you will have filled out during
the month and talk about ones that you will be filling out in the coming
month.

"We want you to know that everything you say in an interview and
everything that you write in your questionnaires will be held in the
strictest of confidence. Only you and I and my research associates will
ever know what is said in our sessions together. What I can promise
you is that all the tapes, notes, and things I have learned from you
will be safe-guarded. Much later, when we have gained a lot of information
from others, too, we will publish our findings in scientific journals. But
even then we will only be reporting averages and general findings. We will
never publish anything that can identify an individual, you or anybody else.
Our files in our offices will be locked, and only those working on this
project will ever have access to these files. You will appear as merely a
number in those files.

"Do you have any questions, any questions at all, about what the study
is about, what we will be asking of you, and about the 'protection of your
privacy"?"
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/CHANGED/

50. In what ways do you think you have changed as a result of your divorce?

/HAPPY WITH CHANGE/

51. Are these changes you are pleased with?

AGOOD AND BAD SURPRISES/

52. What were the unexpected good things and bad things that happened to you
as a result of your divorce?

/RECOMMENDATIONS/

53. If you were to recommend ways to help people deal with a divorce, what
would you recommend?

Widowhood

Of all the changes that can happen in a person's life, the death of a partner
is almost always the most major change. It requires a great deal of adjustment.

IF NOT WIDOWED:

AWIDOWHOOD -- THOUGHT ABOUT/

54. Have you thought about what you might do if your husband/wife died?

/TALKED ABOUT/

55. Have you talked about it with your husband/wife?

/PLANS/

56. Have you or your husband/wife made any arrangements, for example, estate
planning, wills, burial arrangements, etc.?

/WHO/

57. Which one of you has played the major role in making these plans?

PROBE: Would you say that making such plans was more important to
you or to your husband/wife?

IF HAS EVER BEEN WIDOWED :

/IF WIDOWED -- WHAT HAPPENED/

58. How did your spouse die?

PROBE: When was that?
Was the death anticipated?
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Work, Life Review and Aging Interview
POLICY

40. What is it that you like or don't like about the retirement policy?

41. What kinds of changes do you expect his/her retirement will bring into your life?
-

a. Are there dreams or opportunities you have in mind?

DREAMS

DIFFICULTIES

b. What are the difficult things that you expect it to bring?

Aging Parents

(NOTE TO INTERVIEWER: May begin by clarifying your present knowledge of parents
and choose appropriate sections.)

■ ERRENTS

42. Would you tell me about your parents? Are both parents living?

IF YES: Do they live close by?
How old are they?
How often do you see them?
How is their health?

UPPORT PARENTS

43. Do your parents require support from you?
Financial 2
Emotional 2
Activities of daily living (e.g., shopping, transportation,

medical care)?
Social 2

NEED

44. Are you able to give them what they need?

ERRENTSTRGING
*—-

45. How do you feel about your parents getting on in years?

ADJUST
46. How satisfied are you with the living arrangements and adjustments your

parents have made?
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Work, Life Review, and Aging Interview

FUTURE ADJUST

47. What kinds of adjustments or changes do you anticipate will have to be
made in the future?

IN- LAWS

48. What's the case with your in-laws?

§ATISFIEDTIN-TAWS
49. Are you satisfied with your in-laws' living arrangements and adjustments?

SUPPORT IN-LAWS

50. Do your in-laws require support from you?
Financial 2
Emotional 2
Activities of daily living?
Social 2

RESPONSIBILITIES
5] . How do you feel about these responsibilities?

IF PARENTS NOT LIVING:

PARENT'S DEATH

52. Would you tell me the circumstances of your parent's death?
Mother?

Father?

PROBE: How old were they? Was the death expected?
Was your mother/father ill for a long time?
Were there any circumstances or aspects of your parent's

death that were particularly difficult for you?

RESPONSIBILITY

53. How did the responsibility for your (surviving parent) change after your
mother/father's death?

PROBE: What were things like before?

|LOSS

54. What kinds of changes did the loss of your mother/father make in your life?

PROBE: Self-perception, the ways you thought about yourself?
Relationship changes?
Changes in duties and responsibilities?

How old are they? Are they both living?
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Wörk, Life Review, and Aging Interview

Religious Beliefs

FAITH)
55. What is your religious faith?

ACTIVE)
56. Are you active? In what ways?

IMPORT

57. What importance does your religion have in your everyday life? ºguiding principles, active source of hope or intervention or change
Was this always so?

IMPROVE

58. What are some of the ways you would like to improve the way your faith or
religious beliefs work in your life?

DIFFERENT
59. Please describe for me how your life might be different if you practiced

your faith more? less?

DFTEN

60. How often do you pray, go to church or participate in some other aspect of
your faith?

COPE

61. Does your religion play an important role in the way you deal with life and
cope with difficulty? (e.g., prevents it, alters experience of it, etc.)

62. Please describe ways which your minister (priest), or other church members
might be helpful to you in time of need.

Aqinq and Death

IRCLE

63a. Now we are interested in what you think about time. Draw 3 circles -- one
to represent the past, one the present, and one the future. Arrange these
circles in any way you want that best shows how you feel about the relation
ship of past, present, and future. You may use different size circles.
Label each circle to show which time period it represents.

b. (When participant has finished) Why did you draw the circles in this way?
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Work, Life Review, and Aging Interview
FUTURE

64. After the age of fifty, one has lived a good portion of their lifespan.
We have been talking about some of the features of your life. What do
you think of the future, the next fifty years?

65. Would you like to get very old? How old is very old?

66. What worries you most about getting old?
PROBE: What are the essential capabilities and qualities of life

you would not like to lose due to being very old?

DEATH
67. Do you worry about dying? (NOTE: Try to find out if this is a major concern.)

IF DOES NOT WORRY ABOUT DYING: FOLLOW UP WITH: We all occasionally
think about death; what are your thoughts about dying?

Life Review

EST TIME

68. What do you consider the best time of your life? Why?

ADVANTAGES/DRAWBACKS

69. Considering just this present time of your life, what are the advantages?
The drawbacks?

OOD THINGS

*70. What do you think are some of the good things (the nice or pleasant things)
about being (R's age)?

*71. What are some of the bad things about being your age?

PASTIBACK
~

72. Do you ever wish the past could come back? What parts of it?

LOOK FORWARD
S

73. What are the things you are looking forward to? º

*Havighurst Cross National Study
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