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ABSTRACT 

The area of research into copi ng is  compl ex :lnd chal lcnging and therc are no agreed 

methods to exa m i n e  the facets of copi ng behavi our . The present resea rch a imed to 

capture the complexity of the experi ence of coping as a multi-faceted. dynam ic. flowing 

phenomenon. and to expl ore the way people expe rience the changes that occur over 

ti me as a stressful event evol ves.  Copi ng was conceptua l i sed as a process which i s  

in i tiated w hen a person first becomes aware that s h e  o r  he i s  under stress a n d  conti nues 

to flow and change unti l there is an indication that an outcome has been reached . The 

theoretical  framework was based on the transacti onal perspective of Lazarus and 

Folkman (1984) and included the concepts of appraisaL copi ng strategies, reactions and 

outcome. An a lternative methodology was used w hich corresponded to the theoretical 

framework a n d  attempted to capture how people coped w ith stressful events 

i ndividua l ly and col l ectively. The analyses provided a finer-grained examination of the 

entire coping process. Two studies were conducted to examine the copin g  process over 

ti me. In the first study, ten participants reported their experiences of copi ng with short­

term stress i n  dai l y  stressful events. In the second study, n i ne women reported thei r 

experi ence of copi n g  w i th the l on ger term event of gyn aecological surgery. They 

reported their experiences of copi n g  at five phases: prior to the surgery; duri n g  

hospita l i sation; a t  two stages of the recovery phase; and fol low i n g  the medical  

clearance. 

The results from the first study showed that there was considerable  variabi l i ty in how 

the participants coped with daily events. In the surgery study it was found that those 

w ho had a positive subjective outcome experienced copi n g  as a process d ifferently to 

those w ho had a negative subjective outcome. The results from both studies showed that 

specific  patterns of responses between the appraisals, copin g  strategies, and reactions 

flowed reciprocal ly  and influenced the outcome. It was found that some patterns were 

variable. These were considered to be the continual attempts to manage the stressful 

event, and the effectiveness of these attempts depended on w hether the coping process 

was positive or negative. Other patterns of response appeared to be consistent and these 

were established in the initial stages. They tended to be maintained over time and were 

considered to be the main influence in the outcome. When the coping process w as 

generally appraised as positive, then there w as a positive outcome. When the coping 

process w as appraised as negative, there were positive attempts at coping but these were 

outweighed by the negative influences and there w as usual ly  a negative outcome. It w as 

concluded t hat the process of coping i s  a cont inual ly  flowing experience which is 

i nfluenced mainly by cognitive appraisals w hich are established during the initial stages 

of a stressful event.  It is the specific combinations of appraisals, coping strategies and 

ii 



react ions  whi ch con st i tute the coping proce ss and in flue n ce the outcome . The 

complexity of the experie nce of copi ng and speci f ic patterns of responses can be 

captured in more deta i l  by the use of an alternative methodology which gathers more 

detailed i nformation and analyses the data at an indi \'idual level as well as at the group 

level. There were l im i tat ions to the methodology used and these are discussed. as are 

future directions for research. 
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OVERVIEW 

Researchers general ly  view copin g behaviour as a mediator between stressful events 

and adaptational outcomes. The notion of copi ng  i s  com plex and the l i teratu re in the 

area i s  confus ing .  Over the last fifteen to twenty years there has been a change in focus 

from person variables as the sole determi nant of copi ng.  to a process-oriented approach. 

The major emphasis is now on coping as a dynamic. changing. evol v ing process which 

i nvolves continual appraisal and reappraisal of the person-environment relationship. and 

use of the coping strategies which attempt to alter the negative responses to the stressful 

event. The most pervasive theory in current research is Lazarus and Folkman's ( 1984) 

model which offers a sound basis for the coping process to be v iewed as dynamic and 

mult i -faceted. A major l imitation of the model is the insistence that process and 

outcome be kept separate and this has led to a focus on process to the excl usion of 

considering the effectiveness of the coping strategies and the outcome of the event . 

Process and outcome are linked inevitably and it i s  important to deternl ine how they 

influence each other. In the present research. process and outcome were both considered 

part of the cop ing process, which was defined as the changing efforts to manage 

stressful encounters, which are continual ly  apprai sed over time unti l  eval uation of the 

effectiveness of the efforts alters the stress. 

There is li ttle agreement on the measurement of coping and researchers have general ly 

focused on developing assessments of coping strategies with l i ttle emphasis on other 

aspects of the process. There has continued to be a reliance on traditional quantitative 

research methods and this has led to knowledge of what people do to cope but there is  

l imited knowledge as  to how, when or why people cope. The present research presented 

an al ternat ive methodology which provided a more detai led i n -depth analysis and 

monitored the entire coping process. 

The aim of the present research was to evaluate the coping process as a multi-faceted, 

flowing, changing phenomenon and to explore the changes in the coping process over 

time. Chapter one presents a brief review of theories, argues for including outcome as 

part of the coping process and discusses the need to consider temporal factors. Chapter 

two describes, reviews.  critiques and extends Lazarus and Folkman's ( 1 984) model, and 

describes the theoretical framework for the present research. Chapter three discusses the 

measurement of coping and argues for an alternative framework. Chapter four focuses 

on the method for the first study w hich investigated daily stressful events. Chapter five 

presents the results from the daily events study. Chapter six discusses the need to 

investigate one ongoing event and describes the aim and method of the surgery study. 

The next three chapters present the results of the surgery study. Chapter seven presents 
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the descriptive results for a l l  participants. The results for two groups of participants who 

had different outcomes are presented in chapter eight. Chapter nine examines four case 

studies. and the concl usions from both studies and impl ications of the present research 

are discussed in chapter ten. 
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CHAPTER ONE: 

THE CONCEPT OF COPING 

Coping is  part of the wide area of stress research and is general ly viewed as a mediator 

between stressful events and adaptat ional outcomes ( Folkman . Lazarus. Gruen . & 

DeLongis, 1 986). Stress can be defined simply as excessive demands which surpass the 

resources of an individual (Coyne & Lazarus. 1980 ). An attempt to deal w ith these 

demands requires coping efforts which wi l l  mediate the adaptational outcome ( Pearl in .  

Menaghan , Lieberman . & Mul lan. 1 98 1 ) and th is  adaptation can be described as 

success or fai lure to function in  terms of wel l-being. social action and somatic health 

(Lazarus & Folkman. 1 984). A simplified perspective suggests that stress can create 

emotional and physiological disturbances which may result in poor psychological and 

physical health. Those who cope effectively wi l l  remain healthy. Hol royd and Lazarus 

(1 982) maintain that it i s  effective coping which determi nes heal th outcomes, not a 

result of the presence or absence of stress. Little i s  known about whether or not some 

coping behaviours are more effective than others. and any consequent effects these have 

on adaptation. 

Coping is a term well known to the lay person. yet its common usage bel ies the facets 

of coping behaviour that researchers have identified. Most researchers agree that coping 

can be defined general ly  as a response to stress ( Fleming, Baum, & Singer, 1984). 

However. the concept i s  more complex than this definition suggests. This complexity 

makes it difficult for an agreement on a specific defini tion to be reached (Bi l l ings & 

Moos, 1 98 1 :  Flemi ng. Baum, & Singer, 1 984: Carpenter, 1 992: Menaghan , 1 983 : 

Taylor, 1 990), and consequently there are many variations, often with only subtle 

differences between them. For example, Fleishman (1984) refers to coping as "both 

overt and covert behaviours that are taken to reduce or eliminate psychological distress 

or stressful conditions" (p. 229). Stone and Neale ( 1984) provide a more specific 

defini tion which l imits coping to conscious efforts. They view coping  as "those 

behaviours and thoughts which are consciously used by an individual to handle or 

control the effects of anticipating or experiencing a stressful situation" (p.  893 ). Lazarus 

and Folkman ( 1 984) provide a definition which is more dynamic and does not imply 

that coping wi l l  be successfu l .  They define coping as "constantly changing cognitive 

and behavioural efforts to manage specific external and/or i nternal demands that are 

appraised as taxing or exceeding the resources of the person" (p. 1 4 1 ). 
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Edwards ( 1 988) maintains that because of this lack of agreement on a defin i t ion. the 

coping l i terature is not cohesive, and the onl y  unanimity is that coping is important. 

Cohen ( 1987) states that there is no agreement on the best conceptual framework. and 

Tun ks and Bel l i ssimo ( 1988) maintain that there is l i tt le consensll s on what coping is 

and hO\v to measure and distinguish it .  Carpenter ( 1992) holds a more posit ive " i e\\' as 

he mai ntai ns that different defin i t ions are usefu l as research into coping i s  sti l l  

relatively new . but that it i s  important to define the concept clearly to avoid confusion 

and a l low theoretical and empi rical compari son . These statements summari se the 

difficulties facing researchers in the area of coping behaviour. and the l i terature is vast . 

complex and confusing. There is l i ttle agreement on defin i tions and terminology and 

this leads to a lack of cohesion in the understanding of coping. Nevertheless. over the 

l ast fifteen to twenty years conceptual frameworks have developed and empi rical 

evidence has been gathered which have led to an i ncreased understanding of coping 

behaviour. 

THEORIES OF COPING 

The area of research into stress can be viewed as a continuum. At one extreme are the 

sources of stress. which are general ly v iewed as the perception of a stressful event 

( Pearl i n ,  Menaghan. Lieberman & Mul l an ,  1 98 1 ) . At the other extreme is long-term 

adaptation which may include social functioning. morale and somatic health ( Lazarus & 

Folkman, 1 984). Coping is a key component in the stress continuum and theorists vary 

as to where they place coping on the continuum. For example. some include adaptation 

as an important aspect of coping (e.g. White, 1 974) , and others prefer to conceptual ise 

coping i n  the middle of the continuum in  a pure mediati ng role (e.g. Lazarus & 

Folkman, 1 984). 

Historical perspectives 

There are numerous theories of coping. and over the last fifteen to twenty years there 

has been a change i n  the way coping i s  viewed. Historical ly coping was considered to 

have just one important factor which determined how a person coped, namely person 

variables. This factor was considered to be stable over time and across al l si tuations 

(Laux and Vosse,I , 1982: McCrae,1984).  Two main approaches focusing on person 

variables were evident.  The psychoanalytic approach offered a basis  for coping 

research. and considered ego processes to be the method of coping. Early empirical 

studies found evidence that defense mechanisms may be important in coping behaviour. 

For example, Houston ( 1973).  found that denial  was used by subjects to cope w ith 

threatening s i tuations. Psychoanalytic theories are now general ly out-dated as it has 

become increasingly clear that there is more t9 human behaviour than beiI\g driven by 
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unconscious mechan i sms.  and that there i s  no efficient method of identify ing and 

measuring defense mechanisms (Whitman. 1 980) .  

The trait approach focused on part i cular personal i ty traits or  styles as  being the main 

determinant of coping behaviour. and it assumes that people \ .... ith certain characterist ics 

are able to cope ,\li th stress effect ively ( Ed, .... ards. 1 988 ). For example. Holahan and 
Moos ( 1 985). examined subjects who exhibited self-confidence and had an easy-going 

di sposition, and found both these to be related to stress-resistance. Holahan and Moos 

( 1 987) maintain that there is sufficient evidence to suggest that the personality factors 

of hardi ness, self-confidence. mastery and internal locus of control are connected to 

coping behaviours. 

It is now widely accepted that the psychoanalytic and trait approaches are l imited 

perspectives. A major cri t icism i s  that these perspectives do not provide adequate 

infonnation about the actual thoughts and behaviours involved in coping behaviour. 

( Lazarus & Launier, 1 978: Folkman & Lazarus. 1 980: Folkman . 1 982). Folkman. 

Lazarus ,  Dunkel -Schetter, DeLongis and Gruen ( 1 986) state that the more recent 

research has h ighl ighted the need to examine the actual coping behaviours and the 

contexts in which these occur. These i ssues have become a focus for the more recent 

development of the transactional perspective. 

Transactional models 

Current models focus on the behaviours and processes that actual ly  occur in coping, and 

consider that there is more than one detenninant involved in coping behaviour. Coping 

may vary across situations and over time and is considered by several researchers to be 

a multifaceted. dynamic, evolving process (e.g.  Folkman. Schaefer, & Lazarus .  1 979: 

Hol royd & Lazarus. 1 982; Pearl in & Schooler, 1 978). The transactional perspective is a 

model w hich focuses on coping as a process, and the transaction i s  considered to be 

between the person and the environment. 

According to Laux and Vossel ( 1982), a transactional perspective focuses on describing 

the actual behaviour i nvolved in coping and the consequences of coping responses in a 

particular stressful s ituation. They also maintain that transactional means that there i s  

reciprocal causation, as  opposed to interactional, which has unidirectional causation. 

This highlights the dynamic nature of coping and there are several theorists who have 

developed transactional models. ... 

Cox and MacKay (Cox, 1978) propose a five stage transactional model of stress which 

extends from the sources of the stress to feedback concerning the effectiveness of 

coping. When a person perce ives that there is an imbalance between the demands of the 



s i tuation and his  or her abi l i ty to cope, then stress is experienced. Coping i nvolves 

psychological and physiological responses .  These responses have consequences. \vhich 

i s  an aspect that Cox and MacKay consider extremely important . yet i s  often 

overlooked by other theorists. If coping is ineffect i ve then stress continues. This model 

is one of stress. which includes coping, and so covers the whole of the stress continuum. 

Edwards ( 1988) considers that h is  approach is a process theory which emphasises the 

impact of person and situation variables on coping. and the way that coping influences 

stress and wel l-being. Coping occurs when an individual is motivated to do something 

about reducing the stress and directs coping strategies toward the causes of stress. 

Edwards discusses the detenninants and consequences of coping at length. and includes 

well-being as an important aspect of the outcome of coping. thus extending his concept 

of coping to the far end of the stress continuum. 

Lazarus and Folkman (1984) propose a transactional model which has two central 

concepts: cognitive appraisal and coping. They state that: 

"cogni tive appraisal is an eval uative process that detennines why and to 

what extent a particular transaction or series of transact ions between the 

person and environment is  stressfu l .  Coping i s  the pr-ocess through which 

the individual manages the demands of the person-environment relationship 

that are appraised as stressful and the emotions they generate" ( p. 19). 

The emphasis in  appraisal i s  that i t  i s  a cognitive evaluation, the emphasis in  coping is  

on the management of the stressful event. The type of coping response used is  based on 

an apprai sal of the best method to achieve the outcome that i s  desired (Roskies & 
Lazarus, 1980). 

Parkes ( 1 986) suggests that current research methods are not yet adequate to deal with 

the theoretical and empirical complexi ty of transactional process models .  However 

these models offer a detai led explanation of the process of coping. and are therefore 

superior to previous theories.  There are s imi lari ties between the three transactional 

models described, as a l l  emphasi se the importance of cognitive appraisa l ,  the 

environment, and that coping i s  a process consisting of actual behaviours and thoughts. 

Cox and MacKay ( 1 978), and Edwards ( 1 988) consider the outcome of the coping 

responses to be an important aspect which needs to be included in their models  of 

coping. whereas Lazarus and Folkman ( 1 984),  although they acknow ledge the 

i mportance of outcome, prefer to keep i t  separate from process. 

The transactional theories have potential for empirical validation. The Cox and MacKay 

( 1 978), and Edwards ( 1 988) model s  at this t ime remain theoretical , while Lazarus and 
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his col leagues have researched their model extensively.  and substantial progress has 

been made on the knowledge and understanding of coping. However, Lazarus's research 

into the theory lacks the integration of an important component that is contained in the 

other two transactional theories: adaptational outcome. 

ADAPT A TION AND EFFECTIVENESS OF COPING 

There is an existing controversy concerning the role of adaptational outcome in coping. 

Lazarus and Folkman ( 1 984) emphasise that coping is typical ly  equated with successful 

adaptation, i .e .  if coping has occurred then the outcome must be successful .  They 

maintain this results in the confounding of coping and its outcome. and does not al low 

the separate investigation of coping processes regardless of outcome. Menaghan ( 1 983 ) 

maintains that the notion of effectiveness i s  implicit in the concept of coping. that is .  it 

impl ies that stress has been managed successful l y ,  and therefore has an effect on 

adaptation . 

The notion of effectiveness of coping is an important issue in adaptational outcome. I f  a 

person chooses a coping strategy and perceives it as effective, then presumably the 

outcome wi l l  be posi tive. If a person perceives a coping strategy as ineffective the 

outcome may be negative but i t  may also be unknown . There appears to be a dearth of 

conceptual models  and empirical evidence of the notion of effecti veness of copi ng 

strategies. There is l ittle agreement amongst those who do consider the concept. and the 

determinants of perceived effectiveness are not known.  Very l ittle is known about the 

relative effectiveness of the different copi ng strategies (Aldwin & Revenson. 1 987: 

Houston. 1 977; Pearl in & Schooler. 1 978), and it is considered that the effectiveness of 

coping strategies has had less research consideration than other aspects of copi ng 

(Pearl in, 1 99 1 ). 

Folkman, Chesney, McKusick, Ironson, Johnson and Coates ( l99 l )  maintain that it is 

the theoretical model which determines the definition of effective coping. Sometimes 

the definition is not clear, for example,  some researchers consider that effectiveness i s  

implicit in the concept of  coping (e.g. Menaghan, 1 983), that i s ,  i t  i nfers that stress has 

been managed successfully. This concept of effectiveness does not allow for a specific 

focus  for research purposes. Other researchers focus more specifically  on the 

effectiveness of the coping strategies used, i .e .  how effective what was actually done to 

manage the stress has been. This conceptualisation does allow for a specific definition 

and research focus. These authors also maintain that by defining effectiveness in this 

way i t  is possible to determine which strategies are effective for which stressors (e.g. 

Thoits, 1 986). The role that evaluating effectiveness plays in coping and the evaluation 
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i tself is important as people presumably use coping strategies even though they may not 

be successful ,  so strategies may be perceived as effective or ineffective. 

lazarus and Folkman ( 1 984 ) suggest that i t  is  necessary to consider the possi bi l i ty that 

copi ng strategies can be effect ive or ineffect ive.  dependi ng on the person and/or the 

context . They maintain that a strategy that is effect ive in  one situation can be ineffective 

in another. and vice versa. Fel ton, Revenson and Hindricksen ( 1 984 ) and Folkman . 

lazarus,  Dunkel-Schetter, Delongi s and Gruen ( 1 986) suggest that it i s  not the 

effecti veness of one strategy over another. but the use of strategies which are 

appropriate for the si tuation, which may detennine effectiveness. 

It is  not known what happens when a strategy is  perceived as ineffective. Menaghan 

( 1 983 ) suggests that there might be three possi bi l i ties. Fi rst .  it may continue to be used 

despi te the perceived i neffectiveness. This seems the most l i kely route to a negat ive 

outcome. I f  the distress is not reduced at al l  subsequent physiological reactions may 

resul t .  and when this happens long-term it may lead to heal th problems. Second.  

strategies may be tried and be found lacking, in which case presumably others wil l  be 

tried. Third, strategies may be avoided after being evaluated as not l ike ly to be helpful .  

I t  is  important to discover the issues surrounding these judgements as this i s  an essential 

element of coping behaviour, yet one that has received very l ittle attention. 

Newton and Keenan ( 1985) main tain that i t  is the individual differences and the 

environment which are important in coping effectiveness and that it is not appropriate 

to discover universal effective coping strategies. Mattl in ,  Wethington. and Kessler. 

( 1 990) found that the effectiveness of coping strategies differs according to the 

situation. This is an i mportant finding which has impl ications for the variabi l i ty of 

coping behaviour and individual and/or situational differences. 

Cameron and Meichenbaum ( 1 982) suggest that there i s  a temporal sequence to 

effective coping which interacts with appraisal processes as the stressful event unfolds. 

They are one of the few researchers to suggest specific  prerequ isites for effective 

coping. These include a reali stic appraisal of the situation. the necessary skills to deal 

with the stress, the ability to use appropriate coping strategies. and the l ikelihood that a 

rapid reduction of the stress symptoms can be achieved. They maintain that ineffective 

coping occurs if any of these criteria are not met. Their perspective highlights one of the 

key elements of a transactional model: that there is constant reciprocity between the 

person and the environment and i t  is this reciprocity that determines the nature of 

coping, in this case effective coping specifically .  
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Researchers have not reached consensus as to what determines effective coping but they 

do agree that there are other factors wh ich i nfl uence effecti veness .  With in  a 

transactional perspective these other factors are general ly viewed as part of coping as a 

process wh ich creates the multifaceted and dynamic nature of copi ng. 

COPING AS A PROCESS 

It is now becoming common for researchers to refer to the coping process or processes 

but there appears to be a d iscrepancy between the use of the term theoretical ly and its 

usage w ith in research.  Researchers often appear to equate the coping process w i th 

taxonomies of coping strategies ( e .g. Amirkhan. 1 990: Auerbach. 1 989: Holahan and 

Moos, 1 987) .  In contrast, the theoretical understanding of the coping process is much 

more comprehensi ve and includes several aspects involved in coping. not just the 

coping strategies. 

Lazarus and Fol kman ( 1 984) offer a description of coping as a process which has 

advanced the knowledge of coping behaviour considerably. Briefly ,  the theory suggests 

that when a person is faced with a possi ble stressful event, he or she evaluates whether 

or not the encounter is relevant to his or her wel l-being through a process of primary 

appraisal . If the event is appraised as stressful there may be emotional and physiological 

changes, and coping becomes necessary .  The individual eval uates the various coping 

options through secondary appraisal. There i s  a continuous appraisal process which 

provides the person with information on emotional, physiological , and environmental 

responses to the coping strategies in use. It is considered that al l  of these aspects are 

important in influencing the way a person deals with a stressful si tuation and al l  need to 

be investigated simultaneously so the coping process as a whole can be examined. 

Lazarus and Folkman 's ( 1 984) model offers a sound basis for investi gating coping as a 

process. They view the process approach as having three main components: It focuses 

on the actual thoughts and actions of an individual :  this is examined w ithin a particular 

context; and there are changes in these thoughts and actions as a stressful event evolves. 

This  results i n  a dynamic, changing process which involves continual appraisal and 

reappraisal of the person-envi ronment relationship. Lazarus and Folkman use the 

analogy of the grief process to exemplify the meaning of coping as a process. There are 

several stages to grieving and the entire process may vary i n  length. This i s  also true of 

the coping process. 

Lazarus' ( 1 966) theory and the reformulation of this (Lazarus & Folkman, 1 984) has 

become the most pervasive model in coping  research. Stone, Greenberg, Kennedy­

Moore, and Newman ( 199 1 )  maintain that the theory has had a major influence on the 
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conceptual i sation of coping. The strongest aspects of Lazarus and Folkman's ( 1984) are 

the general concepts of apprai sal and coping and these have been researched 

extensively. One over-riding deficiency is  evident .  and that is the fai l ure to examine and 

measure the copi ng  process as a whole .  Park and Cohen ( 1992 )  offer a 

conceptual isat ion of the coping process which i s  based on Lazarus and Fol kman · s 

( 1984) theory and which extends to the entire process. They descri be the coping  process 

as having four sequential stages: a stressful event: the appraisal of the event. incl ud ing 

the effectiveness of coping strategies: the coping  behav iour: and health outcomes. 

Lazarus and Folkman discuss the copi ng process at length, and acknowledge all the 

possible detenninants and facets, including the effectiveness of coping strategies and 

adaptational outcome. So theoretical ly they view the coping process in  its entirety but 

empirical ly they insi st on the separation of process and outcome and this means that 

investigation of what happens when a person is faced with a stressful event i s  

incomplete. 

Process and outcome 

Lazarus and Folkman's ( 1 984) arguments for the separate study of process ( the efforts 

to manage the stress )  and outcome ( the effect that the efforts to manage have) appear to 

be largely a reaction to the psychoanalytic approach which suggests that coping impl ies 

effectiveness and defense mechanisms imply ineffectiveness. Their argument is sound 

as it has been important to investigate coping strategies and appraisal independent of 

outcome to advance knowledge. With in the tradit ional research methodology of 

developing  and using  psychometrical ly validated checkl ists  to investigate coping 

strategies the i ssue of confounding variables i s  a crucial factor. However, knowledge of 

coping as a process has now extended to a point where outcome needs to be included as 

part of the process to detennine how this is affected by the dynamic encounter. Process 

and outcome are l inked inev itably. There wil l  always be at least an immediate outcome 

when coping processes occur. so i nvestigation of short-tenn adaptation at least is 

imperative. 

Process and outcome, as defined theoretical ly by Lazarus and Folkman ( 1 984) need to 

be considered together as part of the entire coping process so that the two can be l inked 

to ascertain how individuals deal with a stressful situation from the time they are aware 

they are under stress unt i l  there are changes that indicate that the stress has been 

managed in some way. A brief outline  of the h is tory of psychotherapy research 

i l lustrates th is  point. Hersen and Barlow ( 1 978) describe the h istorical aspects of 

process and outcome i n  psychotherapy research. Process research investigated w hat 

occurred during therapy. and in the late 1 950's and early 1960's the amount of this type 

of investigation increased to the point where process and outcome became polarised, so 
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researchers were investigating one without regard to the other. Eventual ly there was a 

decl ine in process research into psychotherapy as a result of the unwi l l i ngness to relate 

process variables to outcome. It seems a simi lar polarisat ion has occurred in copi ng 

research. with the decl ine in outcome research. The gap is  already evident in that very 

l i tt le  i s  known about the effecti veness of coping strategies. If researchers choose to 

concentrate on this area, then investigation into the coping process may decl ine .  

Hersen and Barlow ( 1 978) describe the work of Shapi ro in the 1950's which was largely 

di sregarded. He  repeatedly measured changes during  therapy and continued these 

measures to an endpoint, so that process was related to outcome and the artificial gap 

was closed. I t  is important that a simi lar perspective be taken in the coping process. 

Process implies that there w i l l  be an endpoint. For example, in the grief process there is 

an expectation that there wi l l  be a time when a person considers h im or herself through 

the grief stages, once the recovery phase is endured ( Schulz, 1 978) .  So, in a simi lar 

manner, in the present research the process of coping is viewed as a changing. flowing. 

multifaceted and evolving process which continues unti l a person considers that he or 

she has deal t  with the si tuation in some way . thereby relating process to outcome. A 

central concept in a transactional perspective i s  that the dynamic nature of the coping 

process involves the changes that occur as a stressful event evolves. 

One of the fundamental assumptions of Lazarus' concept of the coping process is that it 

is dynamic and changing. According to Lazarus and Folkman ( 1 984), t hese changes 

occur as a result of continual appraisals  and reappraisals of the relationship between the 

person and the environment. and of the coping strategies which attempt to alter the 

negative responses to the stressfu l  event. Folkman and Lazarus ( 1 985) state that the 

central element of stress, coping and adaptation i s  change and they obtained some 

empirical ev idence to support th i s  notion . They i nvest igated three stages of an 

examination and found that there were changes i n  emotions and coping as the 

examination unfolded, from anticipating the event to learning of i ts outcome. The 

invest igation of several aspects (appraisals, coping and emotions) and the results of this 

study are an encouraging start to determining more about change in  the coping process. 

The basic premises of Lazarus and Folkman's ( 1 984) theory appear to go a long way 

toward answeri ng some of the questions about the coping process. The model i s  

comprehensive and research has begun t o  reveal the nature of the multifaceted. dynamic 

process of coping, (e .g.  Folkman & Lazarus. 1 985; Folkman. Lazarus, Dunkel-Schetter, 

Delangis & Gruen, 1 986; Newton & Keenan, 1 985) and the appraisal process, (e.g. 

Folkman & Lazarus, 1 980; Folkman et aI . ,  1 986: Ptacek. Smith & Zanas, 1 992).  I t  i s  a 

complex theory, w hich paral lels the complexity of the real i ty of the experience of 

coping.  However, as Ptacek et al .  ( 1 992) mainta in .  there are many gaps i n  the 
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understanding of coping as a process. I n  1 980 S i lver and Wortman raised pertinent 

questions about the coping process such as what determines which coping strategies are 

selected. and how do the different aspects of the copi ng process infl uence one another 

and relate to adaptation? These are important questions which to date have remained 

unanswered . 

One of the reasons for th is  may be that researchers invest igate specific aspects of 

coping rather than examining the coping process in a more hol i stic manner. Dewe 

( 1 989) maintains that there is now an empirical separation between the appraisal 

process and the coping process, and suggests that it is essential to investigate both 

processes s imul taneously so that a better understanding is gained of the way the 

transaction between the individual and the environment operates. Lazarus and Fol kman 

( 1 984) also maintain that appraisal is an equal mediator to the copi ng strategies in a 

stressful encounter and both form part of the coping process, yet researchers continue to 

concentrate largely  on the aspect of copi ng strategies. 

To date, much has been discovered about whaT people do to cope with stress, but very 

l i ttle has been ascertained about how, when and why individuals do what they do when 

faced with a stressful situation. Amirkhan ( 1 99 1 ) contends assessment will be difficult 

until there is  agreement on the fundamental aspects of coping. Edwards and Cooper 

( 1 988) maintain that researchers do not place enough emphasis on the detenninants of 

coping. If this was done then it would be possible to discover how and why people cope 

in the way they do, and wil l  help identify the process ( Edwards, 1 988). One of the 

reasons for this lack of knowledge may be due to the insistence of researchers to 

confine measurement of coping to determining the strategies that are used, rather than 

attempting to measure the entire coping process. 

Lazarus and Folkman ( 1 984) state that for progress to be made there must be more 

emphasis on the variables of coping as changing processes. This i s  an important and 

pertinent point in advancing knowledge of coping, yet how the changes occur in the 

coping process remains  largely theoretical . Bolger ( 1990) states that i t  i s  rare for 

researchers to view coping as a process over time. The nature of the definition of a 

coping process indicates that the way people cope can happen only over time, whether 

it be over a few minutes, a few hours, or several days, months or years. Temporal 

factors need to be a consideration but this i s  an area which has received very l ittle 

attention. 
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Temporal Factors 

When the coping  process i s  v iewed as dynamic.  temporal factors become important so 

that the changes can be captured and measured over t ime .  Lazarus and Folkman ( 1 984) 

mai ntain that the  temporal factors may be  an ex tremely i mportant aspect of coping 

research. but there has been very l i t t le attention paid to them. Lazarus and Folkman 

vie\\' t ime as hav ing three main influences on appraisal :  imminence. which is the length 

of time the event is anticipated. and they maintain that the intensity of the appraisal ( e.g. 

a perception of harm or threat ) increases as the stressful event gets closer: temporal 

uncertainty, which refers to not knowing j ust when an event is going to happen; and 

duration, which is the length of time that a stressful event lasts. 

There appears to be no recent research into temporal factors but some earl ier 

experi mental research investigated these factors. For example .  Folkins ( 1 970) 

investigated imminence and psychological stress reactions and the results suggested that 

a longer wait gave participants sufficient t ime to consider and use effective coping 

strategies, whereas the shorter t ime did not. Monat, A veri \I and Lazarus ( 1 972) studied 

temporal uncertainty in a laboratory sett ing. They found that the conditions where the 

t ime of the stressor ( electric shock) was unknown were in i tial ly more threatening than 

the time known conditions. 

There is almost no research into how the different durations of stressful events relate to 

aspects of the coping  process, and investigation i nto this would be beneficial . 

particularly so the relationship to outcome can be ascertained ( Lazarus & Folkman. 

1984). Duration may affect the effectiveness of coping strategies as there may be a l imit 

to how long some coping strategies can remain effective. How long an event lasts may 

have an effect on a person's coping process as the longer a stressful event persists the 

more complex the coping may need to be. 

These laboratory results have i mplications for investigat ing time in a natural event . 

Perhaps l ittle anticipation time means using automatic or habitual coping strategies 

which may not be so effective, or the longer the anticipation time the more l ikelihood of 

deciding on more effective coping strategies. Do people engage in  an effective mode of 

coping if they are unsure when a stressful event i s  to occur? Inclusion of the 

effectiveness of coping strategies as part of the coping process allows the opportunities 

for such possibiliti es to be investigated. 

More recently, some authors have begun to address some of the temporal i ssues 

involved in coping behaviour. Pearlin ( 199 1 )  discusses the temporal factors involved in 

coping in a m uch wider context and maintains that the t ime that the impact of the stress 
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occurs has the greatest effect as this i nfluences the type of copi ng strategies that are 

used . Ptacek et al . ( 1992) mai ntain that when the use of coping strategies occurs may be 

more important than determining if they occur in the sequence of the coping experience. 

Th i s  is an important poi nt when coping is v iev.:ed as a process as the t ime that the 

coping strategies are used may influence the way the copi ng process evol ves. Auerbach 

( 1992 )  a lso di scusses the t im ing of stressors and considers t he not ion of different 

temporal phases of copi ng. He maintains different copi ng strategies may be used at 

different phases of a stressful event, and t hat as coping is sequent ia l  there w i l l  

inevitably be changes in the appraisal process a s  wel l .  His  notion of  temporal phases is 

most important for understanding the coping process. When coping is considered to be 

a dynamic process the notion that coping behaviour changes over ti me is impl icit in the 

defin i tion yet temporal factors need to be made expl icit so that the way in which these 

changes occur can be monitored. 

The understanding of temporal factors i s  an integral part of researching the coping 

process. I t  i s  not only the length or the anticipation of the event that i s  important but 

also the length of t ime each aspect of the process lasts. and when each aspect occurs. 

These factors need to be examined wi th in  the copi ng process to enhance the 

understanding of coping at a finer level . At a broader level the invest igation of changes 

in the copi ng process over time is crucial to a process-oriented approach to ascertain 

how people experience an evolving process. 

SUMMARY 

The current widely accepted notion of coping is that it is multifaceted. dynamic and 

changing, and varying across situations and over time. I t  is also viewed theoretical ly as 

a process through which individuals progress from the t ime they are aware of a stressful 

event until the situation has been altered in some way through coping efforts. However, 

researchers have tended to focus on specific aspects of coping such as coping strategies 

and this  does not capture the complexity of the coping process. 

The most pervasive theory in research is that of Lazarus and Folkman ( 1984) who offer 

a transactional approach to coping. Their transactional model offers the most potential 

for two major reasons. First, the theoretical description of the process of coping is 

clearly defined and detailed; second, there is substantial empirical support for some of 

the theoretical assumptions. The major disadvantage is their insistence on separating 

process and outcome. This can be overcome by extending their model to capture a more 

hol istic v iew of coping by including the effectiveness of coping strategies and 

adaptational outcome, thus l inking the two concepts of process and outcome. 
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To capture the dynamic, multi -faceted, changing nature of the process, it i s  necessary to 

i nclude temporal factors to ascertain w hat happens i n  the coping process over time. I n  

the present research the coping process i s  defined as how people experience the 

changing efforts to manage stressful encounters. which are continually appraised over 

time, until an evaluation of the effectiveness of the efforts alters the stress and 

influences the outcome. 
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To capture the dynamic. multi -faceted. changing nature of the process . it is necessary to 

inc lude temporal factors to ascertain what happens in the coping process over t ime. In  

the present research the coping process i s  defi ned as  hm ... · people experience the 

c/wnging efforts to manage stressful encOUnTers. �"" hich are continually appraised (wer 

time. until an el'(lluarion o{ the effectiven es.\ of rh(' efforts aIrel's rh(' srr('.\ ,'i and 

il?/luence.\ r he (}UrCollle. 
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CHAPTER 1WO: 

AN EXTENDED MODEL OF COPING 

Coping is considered to be a dynamic and flowing process. consist ing  of several aspects 

which change contin ual ly  as a person deal s w i t h  a stressful event .  The intent ion of the 

present research was to examine the copi ng process in a hol i st ic  manner to capture the 

complexity of the experience of coping. The present  chapter describes the theoret ical 

concepts and establ ishes the boundaries for the i nvestigation of the coping process. The 

present research was based on Lazarus and Fol kman ' s  ( 1 984) model and the ir  

conceptual i sation is  descri bed , rev iewed , cri t iqued and extended.  In  addit ion,  the 

hypothetical constructs involved in  the coping process are described and defined at  the 

conceptual level. The term ' constructs '  refers to the processes w hich are inferred to be 

part of the experience of the process of coping. The constructs involved are the coping 

strategies used, the cognit ive appraisal processes, the outcome of the stressfu l event.  

and the emotional , physical and cognitive reactions experienced. 

COPING STRATEGIES 

Previous research has been based largely on developing and using taxonomies of coping 

strategies and there has been a continuing confusion between the terminology used to 

define coping in  a general sense and the specific coping attempts that are used. In the 

present research a distinction is made between the more general use of the term coping 

or coping behaviour w hich refers to the overal l experience of coping, and coping 

strategies (or strategies), w hich is  the term used to describe specific attempts to deal 

with a stressful si tuation. Another confusion in  terminology is  that when most 

researchers describe coping processes they are actually referring to taxonomies of 

coping strategies, i.e. actual cognitive, behavioural or unconscious attempts that people 

make to deal w i th a stressful situation. There are an infinite number of coping strategies 

available, and many taxonomies have been developed. It is considered t hat there are 

problems wi th the measurement of coping strategies as there is  l i ttle agreement between 

researchers on the best way to measure facets of coping behaviour. These problems and 

i ssues surrounding the measurement of coping are discussed in the next chapter. 

Coping strategies are a central concept i n  Lazarus and Folkman's theory and they define 

them as "cognitive and behavioural efforts to manage ( master, reduce or tolerate) a 

troubled person-env ironment relationship" (Folkman & Lazarus ,  1 985, p. 1 52) .  They 

consider that coping strategies have two major functions: regulating emotional distress 

and attempting to solve the problem. Fol kman and Lazarus ( 1980) propose a typology 

of strategies w hich corresponds to their conceptuali sation of coping strategy functions. 
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They consider there are two types. Emotion-focused strategies are attempts to manage 

or reduce emotional distress and are considered to be used when a person has decided 

that nothing can be done to change the situation . Problem-focused coping strategies are 

attempts to manage or alter the situation . and are considered to be lIsed when a person 

decides there is something that can be done to al ter the si tuat ion. In their 1 980 study 

they found that both types of copi ng strategies were used in nearly a l l  the stressfu l 

events they investigated. 

Lazarus and Fol kman ( 1 984 )  state that their d i sti nction between problem-focused 

copi ng strategies and emotion-focused coping strategies is a crucial element of their 

perspective. Thus, their classification of coping strategies is  based on this distinction. 

Lazarus and Folkman 's typology of coping strategies has been extensively researched 

and measured . perhaps to the point of exclusion of adequate investi gation and 

assessment of other aspects of the model .  When coping is  viewed as a process. coping 

strategies have an essential and pivotal function. but it is the reci procal influence w ith 

the other aspects that is important. and the focus is  on the pmce.H rather than the coping 

strategies. The focus on process constitutes a major difference between the present 

research and prev ious research. Therefore the conceptualisation of the function of 

coping strategies was different to that of Lazarus and Folkman. Within their framework 

a coping funct ion is the i ntent of the u{je of the strategy . as d ist i nct from the 

effectiveness that the strategy has. which they refer to as outcome. In the present 

research the focus for coping strategies is on usage of the strategies. in contrast to the 

effectiveness. The distinction between regulating emotional distress and resolving the 

problem is retained. but these functions refer to the outcome ( as distinct from the 

effectiveness) rather than the coping strategies. 

The present research used a definition similar to Lazarus and Folkman's ( 1 984) 

definition of coping strategies. Coping strategies are defined as  the attempts made to 

alter the re�ponses to a stressful situation. There are some issues concerning coping 

strategies which have not been determined adequately. For example, the num\>er of 

strategies that may be used at any given time, how these relate to each other, the 

sequence of use . and whether or not the use of strategies i s  separable to the 

effectiveness of strategies. These are important issues in the coping process as they may 

be influencing factors in the changes that occur and may lead to a better understanding 

of the temporal factors. These issues were incorporated into the measurement of the 

coping process in the present research. 
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APPRAISAL 

A p praisal i s  another key concept essential  to a transactional theory of psychological 

stress and cop i n g  ( Lazarus 1982 : Lazarus & Fol kman. 1984).  Lazarus and Laun ier 

( 1978 ) defi ne appra i sal as " a  con t i n uous l y  chan g i n g  set of j ud gements about the 

s i g n i ficance of the fl ow of events for the person's \\'e l l - be i n g "  ( p . 302). Duri ng a 

stressful encounter cop i n g  strategies and appra i sa l  mutua l l y  i nfl uence each other 

( Fol kman & Lazarus. 1980; Fol kman. 1982). Stone.  Helder and Schneider ( 1988) 

consider that fa i l ure to i nclude appra i sal i n  copi n g  research may contri bute to 

m islead ing conclusions. This is  a perti nent poi nt when considering copi ng as a process. 

Si nce appraisal is part of the coping process its i nclusion is crucial to the understandi n g  

o f  how people experience copin g. If the focus remains on copi n g  strategies and/or the 

i nvesti gat i o n  of constructs separately .  then there wil l  not be con clus ions  d rawn 

accurately  on the real i ty of the experience of coping.  

The concept of apprai sal can be i nterpreted l i berally  to i nclude any cogni tive factors 

which may be experienced as part of the coping process ,  and it is how the apprai sals 

flow reci procall y  with the other constructs of the coping process which need to be 

examined. One of the mai n  difficulties in the conceptual isation of appraisal and copin g  

strategies i s  that the two may b e  so i nter-related that they are fused. For example, a 

commonly classified coping strategy is any variation of situation redefinition. w hich is  

defined as  attempting to view the situation in a more positive way. (Stone & Neale.  

1 984). Since this is a cognitive strategy. it can also be interpreted as an appraisal of the 

s i tuation.  Fol kman and Lazarus ( 1 985) suggest that i t  is not poss ible  to reliably 

distinguish w hen an appraisal i s  actually a form of coping and when it i s  not, despite 

adequate definitions. This i s  an i mportant point and it i s  better to recognise that in  

researching cognitive concepts there wi l l  be  difficulties in investigating the differences 

between the neatly defined concepts and the reality of the experien�e. The present 

research attempts to i nvestigate the reali ty of the experience as individuals deal with 

stressful events, but  to do so within the coping  process requires clear definitions of 

appraisal and other constructs. 

Lazarus ( 1966) was very specific in h is  definition of appraisal . He identified two kinds 

of cognitive appraisal: primary and secondary. In primary appraisal the individual 

evaluates w hether there is anything at all at stake which may affect his or her well­

being ,  and in secondary appraisal the i ndividual evaluates w hat can be done to 

overcome or manage the stressful event (Folkman, Lazarus, Gruen, & DeLongis, 1986). 

The various coping options are taken into account and consideration is given to w hat 

these w il l  accomplish and w hether or not they can be applied effectively .  
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Primary Appraisal 

Pri mary apprai sal i s  the j udgement which determines whether or not coping I S  

necessary . Fol kman & Lazarus ( 1 985) consider that appraisals \v hich i nd icate that stress 

is present wi l l occur only if a person j udges that something is at stake For example. an 

indiv idual may appraise an event as affecting his or her we l l -being i n  some way. When 

this stress appraisal is made then coping behav iour wi l l  fol low. There are three kinds of 

pri mary apprai sal : harm/loss. threat and challenge ( Lazarus & Folkman. 1 984). 

Harm/loss, threat and chal lenge . 

In  harm/loss some damage has already occurred as in death of a loved one or an 

incapacitating inj ury. Threat involves losses or harms that have not yet occurred but are 

anticipated as in problems fi nding a job. or personal i l lness. Challenge has a more 

posit ive.  yet stressful .  tone and genera l ly  requ i res exceptional efforts from the 

individual as in job promotion. a new career, or marriage. 

The disti nction between these primary apprai sal s is important theoret ica l ly  but it i s  

difficult to separate them empirical ly  ( Coyne & Lazarus.  1 980) .  Fol kman ( 1 984) 

suggests that their cognitive elements and accompanying affective components are 

different, (e .g .  threat emotions are negative, challenge emotions are posi tive) ,  but the 

primary appraisals are not necessari ly mutual ly exclusive and can occur s imultaneously. 

Holroyd and Lazarus ( 1 982) maintain that the main distinction between threat and harm 

is temporal .  Threat involves anticipation of a possible stressful event, and harmful 

events are those which have already occurred. So for threat appraisal s individuals are 

focusing on the future, attempting to maintain the current situation or trying to prevent 

harm in some way, whereas harm appraisals focus on interpreting, tolerating, mastering 

or reinstating the effects of the harm (Coyne & Lazarus. 1 980). Lazarus and Folkman 

( 1 984) maintain that even when a harmlloss has happened there is always an element of 

threat as well because every loss has future difficulties involved. 

Coyne and Lazarus ( 1980) see the main difference between threat and challenge as a 

positive ( challenge) versus a negative ( threat) tone, depending on w hether the 

individual focuses on the potential gain or harm resulting from the stressful event. 

Lazarus ( 1982 )  suggests that the distinction between threat and challenge is one of the 

most interesting and obscure questions in coping research. He views them as two very 

different but closely related appraisals. Lazarus and Folkman ( 1 984) suggest that the 

relationship between threat and chal lenge appraisals can alter as a stressful event 

unfolds. A situation that is at first appraised as more threatening can come to be seen as 

challenging w hen coping strategies are used. This is an important point in process terms 
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as it suggests that the changes that occur in pri mary apprai sal influence the coping 

process and may contri bute to the outcome. 

Holroyd and Lazarus ( 1982) maintain i t  is lIsua l l y  assumed that chal lenge has more 

potential for a successfu l  outcome. e .g .  those who appraise the event as chal lenging 

may deal with the sit uation more effect ive ly than those who appraise it as threaten ing .  

Lazarus and Fol kman ( 1984) agree that chal lenge .  rather than threat. has important 

impl ications for outcome. They suggest that these hypotheses seem worth investigating 

more closely . Their comments about the differences between the two types of appraisal 

is speculation as empirical evidence is sparse. As the present research incl uded outcome 

as part of the coping process these issues were examined. 

There appear to be few studies which have specifical ly investigate harm/losses. threats. 

and challenges. McCrae (1 982. 1 984; McCrae & Costa. 1 986) conducted a series of 

investigations into these appraisals .  For example .  McCrae ( 1 984) exami ned the 

infl uence of losses. threats. and challenges on the choice of coping strategies. Recent 

l ife events were categori sed into these three pri mary appraisals. The resul ts prov ided 

ev idence that the choice of copi ng strategies d i ffered accord ing to the apprai sal 

categorisation. For example, he found that subjects facing a threat were most l ike ly  to 

use the coping  strategies of fatal ism, fai th and wishful thinking. Those who faced 

chal lenge used rational action. positive thinking and perseverance. He concluded that 

classifying events into losses, threats and chal lenges has the potential to investigate 

" important d imensions of psychological meaning in situations" ( p. 928). These results 

suggest that the appraisal of a si tuation influences the coping strategies used and 

investigating the reasons is an important aspect of the coping process. 

Foster ( 1 988) i nvestigated the use of specific coping strategies in threat and chal lenge 

situations. I t  was found that threat and chal lenge appraisals were used simultaneously ,  

suggesting t hat t here may not be a c lear differentiation between these two primary 

appraisals. Threat and chall enge were classified as objective variables as these were the 

independent variables, and they were also measured subjectively on a seven point rating 

scale. The results suggested that the objective manipulation and the subjective appraisal 

did not necessaril y  correspond. These results have implications for future studies into 

threat and chall enge as it may not be sufficient to rely on objective classifications. The 

subjective appraisal appears to have an important role, and i n  the present research, the 

way in w hich people perceive the situation was considered to be part of their experience 

of coping with a stressful event. 

Clearly much of the knowledge of harm/loss, threat and chall enge remains theoretical 

and the process of pri mary appraisal i s  sti l l  not understood. I t  i s  i mportant  to 

2 0  



conceptual ise pri mary appraisal as part of the coping process. rather than a separate 

construct. so that any infl uence on the selection and use of coping strategies and their 

effecti veness can be ascertai ned . I t  w i l l  lead to greater understanding to d i scover 

whether or not the d ifferent appraisals of harm/loss. threat. and chal lenge have different 

consequences. For example. does an appraisal of chal lenge evoke a certain choice of 

coping strategies and w hat effect does this choice have on the outcome of the stressful 

encounter? I s  it different to. and more posi t ive than . a threat or harm/loss apprai sal?  

Pri mary appraisal is defined by Lazarus and Fol kman ( 1 984) .  as  the evaluation of 

whether there is anything at stake wh ich may affect wel l -being. The present research 

used a more specific defini tion: the perception ojthe stressful event as harm/loss. threat 

or challenge. McCrae ' s  ( 1 984) suggestion . that there is  a key element concerning the 

psychological significance of situations. is an important point as it emphasises that the 

process of primary appraisal may be influential in  how people experience coping with a 

stressful event. Lazarus and Folkman ( 1 984) argue that how a situation is  perceived is a 

major detenninant of the coping strategies used. and there is some �vidence that this is 

the case . The present research attempted to ascertain the role of primary appraisal 

wi thin the coping process and to examine the changes to th is  apprai sal as stressfu l 

events evolved over time. 

Secondary Appraisal 

Lazarus and Folkman ( 1 984) define secondary appraisal as a complex eval uation of 

w hat can be done to overcome or i mprove the stressful event. This includes the 

eval uation of the avai lable coping strategies and their possible conseq uences. and 

deciding whether or not they can be used effect ively. They state that a basic component 

of secondary appraisal  is a person ' s  assessment of whether or not something can 

actual ly be done to deal with the si tuation. Coyne and Lazarus ( 1 980) suggest that 

secondary appraisal processes are likely to be very complex as an individual wil l  need 

to consider several options simultaneously and these are unlikely to be clear-cut. 

Secondary appraisal is one of the least developed l inks in Lazarus' model as the 

theoretical explanation is l imi ted and the supporting research is sparse. In 1 978 Lazarus 

and Launier commented that past discussion of secondary appraisal was incomplete. 

Little more seems to have been achieved since that time. Lazarus and Folkman ( 1 984) 

themselves state that the understanding of secondary appraisal i s  sti l l  quite l imited. 

There is a dearth of research which has examined the concept of secondary appraisal 

specifically. Folkman, Lazarus, Dunkel-Schetter, DeLongis and Gruen ( 1986) examined 

the functional relations among cognitive appraisal. coping strategies and the outcome of 

stressful encounters. They measured secondary appraisal w ith four questions that 
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referred to the changeabi l i ty of the si tuation. They found that different coping strategies 

were used depending on the eval uations made during secondary appraisal . When the 

situ ation was appraised as chang.eable strategies were used which kept subjects focused 

on the si tuat ion.  When the situat ion was appraised as hav ing to be accepted coping 

strategies were used to help subjects avoid focllsi ng on the situation. 

Most of the l imi ted research has investi gated both pri mary appraisal and secondary 

apprai sal . For example.  Fo lkman and Lazarus ( 1 980 ) investi gated primary and 

secondary apprai sal as part of a study analysing the ways people coped with stressful  

dai l y  events. Their discussion centres on apprai sal as a fusion between pri mary and 

secondary appraisal and they stated that thei r resu l ts showed that these cognit ive 

appraisals could be viewed clearly as a determ inant of coping. However. the items used 

to assess appraisal refer to secondary appraisal only. This is no doubt an indication of 

the lack of clari ty that existed in appraisal theory at that t ime and the difficulties in 

di stinguishing the two appraisals. Lazarus and Folkman ( 1984) emphasise that primary 

appraisal does not necessarily precede secondary apprai sal . nor is it more important .  

The two types of appraisal interact with each other in a complex manner to determine 

the degree of stress and emotional reaction. 

By 1986 Lazarus and his col leagues appeared to have defined and assessed primary and 

secondary apprai sal more clearly.  Folkman. Lazarus .  Gruen. and DeLongi s ( 1 986) 

investigated the relationship between appraisal , personality, coping and health status, in 

an attempt to determine how consistent appraisal is across different stressful events. 

The results showed that there was a lot of variabi l i ty ,  for example, in  secondary 

appraisal .  

I t  would seem that the issues surrounding secondary appraisal need to be clarified to 

ascertain the role t hat this construct plays in the coping process. Sometimes authors 

d iscuss cogni tive appraisal in a general way and pri mary and secondary appraisal 

appear to be viewed as synonymous. For example, Folkman et al. ( 199 1 )  describe both 

primary and secondary appraisal and then proceed to discuss pri mary appraisal only. So 

not only is there no clear conceptuali sation of secondary appraisal but at t imes the 

construct appears to be dismissed. 

Edwards ( 1 988) has noted the lack of conceptual i sation and provides a deta i led 

description of the determinants of coping which focuses on how strategies are selected. 

He d iscusses the d ifference between normative and descriptive approaches to the 

selection of coping strategies. The normative model suggests that there is a rational 

decision making process behind selecting coping strategies. Ind iv iduals consider all 

possible coping strategies, evaluate each of these in terms of their probable success and 
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potential consequences. and select the strategy which provides the best option for well­

being.  Edwards suggests that i ndividuals under stress are not capable of making choices 

in a rat ional manner and so the descript ive model is more usefu l .  This suggests that on ly  

a l i m i ted number of  coping strategies are considered. these are eval uated in a l i mited 

and possibly unreal istic manner. and then strategies are sel ected which may have on ly  

min imal impact on  \ .... el l -being .  

This i s  an i mportant d isti nction. based on research from the deci sion-making area. and 

identifies at least two difficul t ies involved in attempt ing to address some of the issues 

involved in coping behaviour. Fi rst. the complexity of the appraisal is such that some of 

the answers to the fundamental i ssues of coping  may be found in other areas of 

psychology, such as deci sion-making research.  Second. that theoretical perspectives 

vary in  the degree to which they relate to the reality of the experience. Perhaps this 

part ly explains why the understanding of secondary appraisal has remained l imited. I t  is 

the most complex construct as there are so many potential copi ng strategies to be 

evaluated and many different cognit ive processes could account for the final selection . 

So attempting to identify .  understand and measure secondary appraisal i s  a chal lenging 

task. 

A major deficiency is that the determinants of secondary appraisal have not been 

examined extensively .  The invest igation of these would help d iscover how.  when and 

why a person selects particular coping strategies. The main aspects of secondary 

apprai sal have been suggested by Folkman . Schaefer and Lazarus ( 1 979): the 

avai labil i ty of resources i ncluding the available coping strategies ( repertoire) ;  previous 

experiences with similar situations ( history) ;  and generalised bel iefs which involves two 

aspects (constraints in using suitable coping strategies): and the awareness an individual 

has of his or her choice of coping strategies. These four aspects prov ide a basis for 

conceptualising and investigating secondary appraisal in  a more specific and detai led 

manner to detennine t he role this construct plays in the coping process. 

Repertoire 

The concept of repertoire refers to the perceived availabi l ity of resources and coping 

strategies needed to deal w ith  a stressful situation. Cohen ( 1987) suggests that i t  may be 

beneficial to have a large repertoire from which to choose coping strategies so that the 

most appropriate one can be chosen for any given situation. Meichenbaum and Turk 

( 1982) main ta in  that it is also essential to be able to access the repertoire when 

necessary. The repertoire can be accessed only if resources are avai lable. So the reason 

a strategy i s  chosen may depend on the perceived access to resources, and these may 

include, as suggested by Folkman et at . ( 1 979),  the availabi l i ty of resources such as 
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social support. problem-solving ski l ls. health. energy and morale. The repertoire may be 

wide so presumably resources are more readi ly  avai lable, or i t  may be l i mited because 

of inaccessi bi l ity to resources. For example. use of social support as a coping response 

has been found to be quite commonly used and i s  often percei ved as useful (Thoits. 

1 986) .  Choice of th is  strategy may be determ ined by whether or not support is 

avai lable. 

Roskies and Lazarus ( 1 980) suggest that a theoretical ly  relevant issue is whether a wide 

or narrow range of coping strategies i s  avai lable as this may infl uence the effect iveness 

of the coping strategies. They query whether people who cope effect ively use only one 

or two strategies particularly successfu l ly ,  or whether they vary the strategies across 

and within si tuations. This is an important question and central to some of the 

unanswered questions in  the coping area. especial ly consistency versus variabi l i ty and 

w hat constitutes effective coping.  The repertoi re is ul ti mate ly  l i nked with the 

effectiveness of strategies assuming that the more choices one has the more l ikel ihood 

of finding an effecti ve way of deal ing with the event, and that l i mi ted choice reduces 

this l i kel ihood. Cameron and Meichenbaum ( 1 982) and Oste l l  ( 1 99 1 ) suggest that it is 

not possible to cope effectively if the appropriate resources are lacki ng. so an adequate 

repertoire is a necessary condition for effective coping so that the appropriate strategies 

can be chosen.  

Stone, Greenberg, Kennedy-Moore and Newman ( 1 99 1 ) found that thei r subjects did 

not use some copi ng strategies for two main reasons: first. because to do so was not 

typical of their behaviour, so presumably particular coping strategies had not formed 

part of their repertoire; and second. they considered a particular strategy would not have 

helped. Presumably i n  this instance a coping strategy was avai lable from the repertoi re 

but was not appropriate for the particular stressful event. An adequate repertoire i s  

clearly more than the number of available strategies, they need to  be appropriate for the 

particular situation. 

The present research inc luded gathering  information on the repertoi re of coping  

strategies to  help to ascertain why individuals chose the coping strategies they used, and 

more important l y  to invest igate whether or not any l imitations (e .g .  a narrow 

repertoire) had any influence on the coping process. 

History 

Each indiv idual brings a h istory of past experience to any stressful event. but l ittle 

attention appears to have been paid to thi s  aspect. An important factor may be whether a 

simi lar event has occurred before as i ndividuals w i l l  be aware of what the previous 
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consequences were and may select thei r coping strategies on this basi s. I f  persons are 

faced with deal ing with a speci fi c stressful event for the first t ime this may influence 

the coping process as they wi l l  not have any prev ious experience on wh ich to cal l  to 

appraise the situation . Dolan and White ( 1 988) found that the ne\ .... ness of the situation 

their part ici pants were respond ing to affected the use and effecti veness of copi ng 

strategies. They suggested that future research needs to focus on the hi story of deal ing 

with simi lar situations in the past to ascertain hO\\: th is  affects coping behav iour. 

If individuals have found somet hing is  effective they may continue to use it. or they 

may avoid those coping strategies which have been ineffective ( Edwards. 1 988 ) .  

Carver, Scheier and Weintraub ( 1 989) suggest that people w i l l  use fami l iar strategies 

over those that are unfami l iar. They may also use what they have in the past without 

eval uating how effective i t  was then. so it may be that fami l iari ty is more important. 

The present research attempted to detennine the prev ious experience of coping that 

people had had to help to ascertain the reasons that people use the coping strategies that 

they do, and to clarify how fami l iari ty may l i nk to other constructs. especia l ly  

effectiveness of the strategies. 

Constraints 

Constraints refer to any l imitations to using a preferred coping strategy. For example. a 

lack of resources and/or a narrow repertoire may mean an intended strategy cannot be 

used. Roskies and Lazarus ( 1 980) suggest that even with the most h igh ly  developed 

repertoire of coping strategies a person may not be able to use the one they prefer. 

There may be moral or social constraints which prevents an individual from using 

particular strategies. For example, a woman whose rel igious bel iefs are anti -abort ion 

wants to have an abortion, but her ulti mate choice of a coping strategy i s  shaped by 

what she feels she ought to do, not by what she wants to do. I t  i s  not known whether the 

choice of coping response is shaped by moral or rel ig ious bel iefs and concern about 

what others think, and if it is ,  how this influences the coping process. 

Carver et al . ( 1 989) consider that there are l ikely to be situational constraints and ask 

what happens when the situation is constrained through lack of resources. As already 

mentioned, they suggest that people are l ikely to cope more effectively i f  they are using 

fami liar strategies. If there i s  a s ituational constraint where a strategy is  not available 

and they know thi s  has been effective in the past then this l ikely to influence the coping 

process as  different choices wil l  need to be made. 

There appears to be l ittle research i nto constra ints, yet they are l i kely to be an 

influent ia l  aspect w i th in  the cop ing  process. The present research attempted to 



determine fi rst ly whether or not people did report constraints when deal ing with a 

stressful event, and to ascertain  the nature of these constrai nts. There was also an 

attempt to determine the actual i nn uence of constraints on the copi ng process. For 

example. there may be a l i nk  to the effectiveness of coping strategies as it is possi ble 

that if  the preferred strategy i s  not used then the one that i s  used may not be as 

effective. 

Awareness 

Awareness refers to whether or not individuals make a conscious choice of the coping 

strategies they use, or use them habitual ly  or automatical ly .  Edwards' ( 1 988) theoretical 

explanation suggests that individuals make a conscious choice of coping strategies. 

regardless of the normative or descriptive approaches. and that there is an awareness of 

the process of selecting a sui table strategy. If the descriptive approach is used then the 

choice of coping strategies wi l l  be reduced. Endler and Parker ( 1 990) also maintain that 

there is a conscious selection process, and that i ndividuals are aware of their coping 

behaviour. If this is  the case then this wil l  infl uence the coping process as people wil l  

be in a position to consider al l  the options and the consequences. and so presumably 

make an informed choice of coping strategies based on the most l ikely outcome. 

Coyne & Lazarus ( 1 980) agree t hat some strategies may be thought about and 

conscious ly  chosen but also consider that others may be used habitua l l y  or 

automatica l ly .  So it may be that people are not always aware of how they select 

strategies, nor are they aware of the range of possible options available. When habitual 

or automatic use of coping strategies occurs then secondary appraisal presumably does 

not form part of the coping process. It may be that other constructs are also not thought 

about, such as the percei ved effect iveness of coping strategies, and if this is the case 

then this may i nfluence the outcome, either positively or negatively. If a person uses 

fami l iar coping strategies automatical ly  there may be no need to make a conscious 

choice as previous experience had shown that these had been effective. There may be 

some situations w here there simply is no time to consider w hat is to be used. These are 

issues which the present research attempted to clarify to determine how this aspect of 

secondary appraisal i nfluences the coping process. 

Summary 

There are two main aspects of secondary appraisal conceptualisation w hich can be 

improved. First, the focus needs to be on the cognitive processes i nvolved in  the 

selection of coping strategies. The investigation of secondary appraisal  in a more 

specific manner has the potential to establ ish how , w hen and why a person uses the 
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coping strategies that they do. I t  can be a much more pivotal part of the coping process 

than Lazarus' defin i t ion would suggest. The preceding  d iscussion has attempted to 

c lari fy the conceptual i sation so that a more deta i led perspecti ve  can provide an 

opportuni ty  to assess the role of secondary apprai sal  in the copi ng process. The prescnt 

research defined the secondary appraisal aspects of repertoire. hi story. constraints and 

�l.\varcness to hel p determine the i ssues surrounding the se lection of copi ng strategies .  

When these i ssues are addressed some of the essence of copi ng behav iour w i l l  be 

known. and knowledge w i l l  be considerably advanced. 

The second area of im provement i n  secondary appraisal  concerns the overal l 

complexity of the concept. The fact that knowledge of secondary appraisal  has not 

extended much in recen t  years may be part ia l ly due to the theoretical complexity .  I t  

seems that there i s  too much incl uded in  the eval uat ion of what can be done to 

overcome a stressful event. To overcome th i s  the present research extended the  

conceptual i sation of  appraisal . Lazarus' concept of secondary apprai sal was morc 

clearly delineated into two appraisal s rather than one. to attempt to reduce some of the 

complexity. One appraisal focused on the selection of coping strategies and the other on 

the eval uation of the effectiveness of strategies. 

A reconceptual isation of secondary appraisal 

Coyne and Lazarus ( 1 980) discuss the complexity of secondary appraisal and the fact 

that an eval uation involves many different processes, including feedback from the 

copi ng attempts. Once a choice of coping strategy has been made there must be a 

decision made at some point  as to the effectiveness of the strategy. Lazarus includes 

these processes in secondary appraisal but they appear to be two different i ssues. 

Secondary appraisal may be able to be defined more clearly if  the focus i s  on the 

decisions as to which coping strategies will be used. 

Lazarus and Folkman ( 1 984) state that the effectiveness of coping strategies depends on 

"the match between secondary appraisal of resources and the flow of events" (p. 1 86). 

They describe a scenario which shows that if appropriate strategies are not available for 

any reason then this will contribute to a negative appraisal of the situation, which leads 

to the use of ineffective coping strategies, which leads to a negative outcome of the 

situation. This  suggests that the repertoire will have very close links to the effectiveness 

of coping strategies. Other detenninants of secondary appraisal may also be linked 

closely. For example, it may be that when there are constraints on the choice of coping 

strategies the coping efforts used may not be as effective. There are many complex 

processes involved in secondary appraisal such as those outlined by Edwards ( 1988) in  



his d iscussion of normative and descriptive approaches. and clarifying the eval uations 

involved wil l  simplify th is  appraisal and allow more precise information to be gathered. 

So the defin i tion for secondary appraisal in the present research is more specific than 

Lazarus and Folkman 's  defin i tion :  The evaluarion (If {he amilahiliTy (iJ pnTenrial coping 

sTraTegies and The decision as To a'hich s TraTegies To mI!. Another construct was added. 

tert iary appraisal. which introduced the specific not ion of perceived effecti veness. This 

appraisal is  related to outcome. so this was an attempt to close the gap between process 

and outcome. 

Tertiary Appraisal 

Tertiary appraisal refers specifical ly to the perceived effectiveness or ineffectiveness of 

the coping strategies used, and this perception alters the react ions of the individual in a 

positive or negative manner. which in  turn affects the outcome. Tertiary appraisal is  

defined as The evaluation oj the perceived e!fecti\'eness oj The coping strategies used. 

The issues surrounding the effectiveness of coping strategies were di scussed in  chapter 

one. The fact that l i ttle research has been done in to the effect iveness of copi ng  

strategies suggests that researchers have agreed wi th Lazarus' contention that the 

emphasi s  needs to be on appraisal and the coping strategies. rather than outcome. From 

a theoretical view, Lazarus and Folkman ( 1 984) maintain that effective coping depends 

on the apprai sal and coping strategies that mediate between the demands of the 

situat ion .  the resources of the person . and the outcome of the encounter. This 

summarises the role of tertiary appraisal i n  the coping process. The inclusion of tertiary 

appraisal extends Lazarus' concept of appraisal and has two main advantages. I t  w i ll 

l ink process and outcome, and it wil l  provide a clearer basis for the investigation of the 

effectiveness of coping strategies. Pearl i n  ( 1 99 1 )  makes a pertinent point which 

supports the i nclusion of tertiary appraisal: 

"My general impression of coping research is that i n  recent years it has moved 

forward very slowly, if not actually stagnated. It is not because of the construct 

of coping i tself, and it is certainly not because there is l i ttle left to learn. The 

study of cop ing can be rev i ta l i sed. I believe. by expanding  our concerns 

beyond examin ing how i ndividuals cope to i nclude also the condi tions under 

which coping effectiveness varies" (p. 275). 

A clearer conceptual isation wi l l  not only advance knowledge i n  the coping area as 

Pearli n  suggests, but it wi l l  also allow examination of how tertiary appraisal i nfluences 

and is i nfluenced by other constructs in the coping process. It is expected that there w il l  

be a reciprocal flow between al l  the appraisals (primary. secondary and tertiary) and 
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that these w i l l  infl uence the use of the coping strategies and ult i mately the outcome of a 

stressful event. An important aspect of the dynamic nature of the coping process is the 

cont inual changes of these appraisals that occur as the event unfolds. wh ich can be 

v i ew ed as reapprai sal . 

Reappraisal 

Lazarus and Folkman ( 1 984 ) state that "reappraisal is s imply an appra isal that fol lows 

an earl ier appraisal i n  the same encounter and mod ifies i t .  In essence. appraisal and 

reapprai sal do not differ" ( p. 38). Therefore reappraisal is a feedback process and refers 

to the changes a person makes in  eval uative j udgements (Coyne & Lazarus, 1 980) .  

Lazarus and Folkman ( 1 984) suggest that when new information is  received the person ­

environ ment relat ionshi p  may alter so the person has to reassess and change the 

apprai sal . The function of reappraisal is  that it provides the opportunity to determine 

how the coping process is  proceeding and to make changes i f  necessary . Reappraisal is  

considered to be a crucial infl uencing factor in the copi ng process as i t  can be a 

cont inual process which main tains the flow of the transaction between the person and 

the environment. 

Reappraisal may infl uence the sequence of the coping process. Ray, Lindop and Gibson 

( 1 982) suggest that t he first appraisal wi l l  result in some coping efforts and then the 

situation wi l l  be reappraised to determine the outcome of these efforts. This is a 

simplistic view but it describes the process of tertiary appraisal and suggests that an 

individual reappraises when there is some indication that there has been a change in the 

responses to the coping efforts .  This indication may come from a change in the 

situation , such as the resolution of the problem, or the person , such as a reduction in 

emotional reactions. 

I t  i s  not clear when reappraisal i s  most l ikely to occur, but presumably i t  can be at any 

point  in the coping process. Since Lazarus and Folkman consider that reappraisal is 

essentially  the same as an appraisal then reappraisal repeats parts of the coping process. 

When new information is received or there is  some indication that a change has 

occurred, then reappraisal involves an evaluation of the coping process and a decision is 

made concern ing which aspects w i l l  be repeated. This may involve altering the 

perception of the situation (primary appraisal ) ,  choosing another coping  strategy or 

using the original coping strategy again ( secondary appraisal) .  The most l ikely time that 

reappraisal occurs i s  when deciding that a coping  strategy has been effective or 

i neffective ( tertiary appraisal) .  I f  the strategy has been effective then the need for 

coping  behaviour wil l  reduce, and if i t  has been ineffective there wi l l  be a reappraisal. 
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Ray et a l .  ( 1 982) suggest that reappraisal can be a coping strategy if i t  al ters the 

sit uat ion or the coping behaviour. 

Lazarus and Fol k man ' s concept of reapprai sal i s  used in  the present research. I t  \\-'as 

i ntended to ascertain ho\v and when reapprai sal occurs. and to determine wh ich 

apprai sal s and reappraisals  inl1uenced the changes over t ime.  Another appraisal which 

may infl uence the coping process is  the percept ion of control .  

Control 

An important aspect of coping behav iour is the degree of personal control a person can 

apply ( Ray. Li ndop . & Gi bson. 1 982) .  Fleming,  Baum. & S i n ger ( 1 984 ) also 

acknowledge the important role control  may play in  coping behaviour. and Affleck . 

Tennen. Pfeiffer and Fifield ( 1 987) contend that control appraisals may be a forerunner 

to coping behaviour. 

The concept of cantrol is very loosely defined by Lazarus and Folkman ( 1 984). They 

maintain that there is  no one concept of controL but that i t  has several connotations and 

is used differently by different authors. Likewise. they do not focus on control as one 

specific aspect ,  and state that it influences several aspects of the coping process. 

Folkman ( 1 984) provides a theoretical analysis of the concept of personal control. She 

emphasises that control can have multiple funct ions in any stressful event. The focus in 

the present research was on the perception of personal control . I t  is considered a form of 

appraisal and i t  may have a wider i nfluence on the coping process than the mor� 

specific primary. secondary and tertiary appraisals. 

There is  sufficient evidence to suggest the importance of the concept of control , (e.g . .  

Denney & Frisch. 198 1 ;  Lefcourt. 1992; Parkes. 1 984), the difficulty i s  defining it and 

placing it w ithin the process. Lefcourt ( 1 992) comments that the role of control in  

coping behaviour is  neither simple nor straightforward. There are several ways that 

control may infl uence the coping process. There may be an influence on primary 

appraisal, for example, when an individual feels he or she has control over the situation 

then the most l ikely primary appraisal may be challenge (Lazarus and Folkman, 1 982). 

Folkman ( 1984) states that the relationships among control and primary appraisal have 

not yet been investigated systematical ly.  She suggests that differences in the perception 

of control wi l l  determine e ither a threat or challenge appraisal . Lazarus and Folkman 

( 1 984) also suggest that challenge appraisals are more l ikely to occur when there is a 

sense of control. Lefcourt ( 1 992) has a different v iew and mainta ins that those w ith an 

internal locus of control are more l i kely to be aware of the primary appraisal of threat, 
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t han those with an external locus of control as they have more perception and awareness 

of the situation. 

Con trol may also ha\'e an i n il uence on secondary appraisal as the choice of copi ng 

strategies may be determined to some extent by the perfeption of control .  for example. 

there may be more constraints when control i s  lacking .  Folkman ( 1 984 ) maintains that 

apprai sals of the situation are part of secondary appraisal and refer to the possibi l i t ies 

for control l ing a specific stressful encounter. Vital iano. De Wolfe.  Maiuro. Russo and 

Katon ( 1990) suggest that the degree of control a person perceives over the situation is 

related to how changeable the situation is considered to be . This suggests that the 

choice of strategies may be infl uenced by how much contro l  can be exerted over 

changing the situation through using the coping strategies. Lefcourt ( 1 992 )  states that 

control is particularly related to secondary appraisal as if individuals  bel ieve they have 

sufficient control over the situation to deal with it effectively then this w i l l  reduce their 

negative emotions. This suggestion also supports the notion of control infl uencing 

tertiary appraisal , as when coping strategies are perceived as more effective there may 

be more perceived control over a situation. Cozzarel l i  ( 1 993 )  also l inks secondary and 

tertiary appraisal with control by suggest ing that those who consider that they have 

personal control w i l l  have a wider repertoire of coping strategies and the use of the 

strategies w i l l  be more effective. 

Control may influence the outcome of a stressful event. Folkman ( 1 984) maintains that 

there are general i sed bel iefs about control which pertain  to the degree individual s 

assume they can control outcomes of i mportance. Presumably this belief w i l l  i nfl uence 

the coping process. If a person bel ieves he or she has some control over the outcome 

then the coping process is l i ke ly to be i nfluenced in a more positive manner. Taylor 

( 1 990) mainta ins that those who have more control over a stressful episode appear to 

adapt more successful ly than those without any feeling of control . Valentiner, Holahan, 

and Moos ( 1994) examined how control i nfluenced coping strategies and outcome. 

They found that when the event was perceived as controllable, the coping strategies that 

were used had different consequences than if the event was perceived as uncontrol lable. 

In  the present research control was considered a possible influencing appraisal on all 

aspects of the coping process. It is  an important concept but its role is  stil l  speculati ve 

and confusing. Control is defined as the belief in mastery over the stressfuL event. It was 

not the intention to explore control i n  the same depth s the preceding constructs, rather 

to acknowledge its importance as an integral part of t e coping process and to attempt 

to determine the influence it may have on the proc .ss, particularly to ascertain any 

influence on the outcome. 
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OUTCOME 

Coping is genera l ly  v iewed as the mediator between stressful events and outcomes 

( Folkman. lazarus. Gruen & Delang i s .  1986 1 .  A l l  stressful events have an outcome 

whether they are short term or long term . Lazarus and Folkman ( 1 984 )  define outcome 

as " the effect a strategy has" ( p . I ·N ) . They state that the way that appraisal and coping 

strategies affect outcomes is  extremely important and that i t  is  necessary to consider the 

factors that may be i nvol ved in a person ' s  funct ioni ng once copi ng with a stressful 

event has changed or ended. Lazarus and Folkman state that there are three basic kinds 

of long-term outcome : social functioning, morale and somatic health. They consider 

that the three basic types of outcome have a paral lel in short term outcomes. Social 

functioning paral lels the effectiveness of dealing with the event, morale equates to the 

negative and posit ive emotions experienced duri ng and after the event. and somat ic  

heal th refers to  the physiological changes produced by  the event. 

Edwards ( 1 988) discusses the consequences of using coping strategies and mai ntains 

that the outcome i s  determined by changes in  appraisal as the coping process proceeds. 

rather than by use of any given strategy. This statement is  process-oriented and suggests 

that appraisal is more influential than the coping strategies in determining the outcome. 

Pearl in ( 1 99 1 )  suggests that past research has d i scovered that people may deal wi th 

s imilar stressful events and have different outcomes and it is maintained that i t  is coping 

behaviour that makes the difference. This possibi l i ty can be investigated by including 

outcome in  the coping process. There may be different influencing factors in  the coping 

process for different outcomes. 

As discussed previously, in the present research Lazarus and Folkman 's functions of 

coping are considered to be connected to outcome. A resolution of the problem and/or a 

change i n  the emotional reactions are indicators that coping i s  no longer requi red . I t  is  

generall y  assumed that a measure of outcome is  a decrease in  the in itial reactions that 

occurs when a stressful situation eventuates. According to Cameron and Meichenbaum 

( 1982) stress no longer exists when there has been a return to what is considered a 

normal pattern of functioning and it can be assumed that coping has been effective. 

In the present research outcome is defined as the consequences oj using appraisal and 

coping strategies during a stressJul event and the indication that the need Jor coping 

has ended. The outcome indicates the end of the coping  process as i t  suggests that the 

stress is  reduced and the event i s  no longer creating a need for coping behaviour, or it 

may be t hat the event i tself has ended. At  t imes i t  may be difficult to dist inguish 

between tertiary appraisal and outcome as they wi l l  be closely  l inked in  some events, 

especiall y  w hen the event is ongoing and the endpoint is not obvious or unknown. For 
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example .  i f  a person i s  deal ing w i th a minor i l l ness such as infl uenza.  when the 

endpoint of the i l lness w i l l  occur w i l l  be unkno\\-' n .  and when the endpoint has occurred 

wi l l  be unclear. The person may use copi ng strategies to deal with the i l l ness and 

perceive these strategies as effecti \ 'e. which is tert iary appraisa l .  The tertiary appraisal 

may be fused w i th an outcome i f  for instance. the person goes to sleep to reduce the 

stress of the i l lness. Some events "' i l l  be t ime l i m ited. so the outcome wi l l  be apparent. 

For example. a person dea l ing w i th the threat of goi ng to the dentist may use coping 

strategies to reduce the stress during the anticipation period. and may perceive these as 

effective. so this perception is tertiary appraisal . However. the outcome occurs when the 

v isit to the denti st is over. so the threat has gone and there is no longer any need for 

coping behaviour. The effectiveness or ineffecti veness of coping strategies is presumed 

to determine the outcome. In general it is expected that the perceived use of effective 

coping strategies wil l  lead to a positive outcome. and ineffective strategies wil l  lead to a 

negative outcome. 

In the present research outcome was defined as the indication that the need for coping 

has ended. To measure an endpoint requires a base l ine.  One of the indicat ions that 

people are under stress is when they become aware of their in itial reactions to the 

stressor. 

REACTIONS 

As soon as a stressful event is encountered a person may experience emotional. 

physiological and cogn i tive changes. Awareness of these changes may be the first 

i ndication that an individual is under stress. 

The role that emotions play is an important theoretical component of coping theory. 

Coping researchers view emotions as a result of how individuals appraise their ongoing 

transactions with the environment (Folkman & Lazarus, 1985; Lazarus, 1982). Lazarus 

( 1 982) acknowledges that the more recent hypotheses i nclude the idea that coping 

strategies are crucial mediating processes in the stress emotions (e .g. anxiety . fear. 

anger), and there i s  a reciprocal relationship between coping strategies and affect . 

Folkman and Lazarus ( 1 988) also maintain that coping strategies mediate emotion i n  

stressful events. The strategies influence the emotional responses. and emotions wi l l  

alter depending on the success of an i ndividual to manage the stressful event. According 

to Lazarus ( 1977) emotions are not constant, but change over time. partly as  a result of 

coping  efforts. These statements highli ght the reciprocal influence between the coping 

strategies and emotions and emphasise how they may i nfluence the changing and 

evolving coping process. 
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Lazarus and Launier ( 1 978) consider that efforts to control the emotions are extremely 

important aspects of coping. They maintai n that people w i l l  be aroused emotional ly  if  

they consider they are in some sort of trouble. and these stress emotions are distressing 

and need to be reduced. These issues are open to debate .  The emot ions invol ved in  a 

stressful event may not necessari ly  be d isturb ing .  Other more pos i t ive emotions may 

a lso be i nvolved. and if so. these may be usefu l ind icators of outcome . Nevertheless. 

thei r statement summarises the role that emotions play in the in i tial react ions to stress. 

Folkman and Lazarus's ( 1 985) notion of emotion-focused coping strategies suggest that 

there may be a fusion between the strategies that involve emotions. and the emotions 

which are reactions. Stanton, Danoff-Burg, Cameron and El l is  ( 1 994) maintain that any 

expression of emotions should not be considered as a coping strategy and therefore 

should not be included in  any taxonomy of strategies. They state that there needs to be a 

clear distinction empirical ly between coping strategies, emotions and outcomes to avoid 

confounding. This is a relevant point when aspects of coping are researched as separate 

variables. but when coping is viewed as a process the way in which people cope is not a 

series of neatly-defined structured thoughts and behaviours. I t  i s  considered to be a 

flowing, changing and evolving experience in which the thoughts and actions constant ly  

change and blend with each other. 

Short-term physiological changes may inc lude increased heart rate. sweati ng and 

shortness of breath. The study of physiological responses is  a vast field of research on 

its own and is  usuall y  separate to the psychosocial perspective ( Flemi ng. Baum. & 

Singer, 1 984). How coping affects physiological reactions i s  not an aspect which is 

emphasised by Lazarus and Folkman ( 1 984) in thei r model of coping, but physiological 

responses can be viewed as an indication of outcome. Assuming there are changes when 

a person appraises an event as stressful, then according to Cameron and Meichenbaum 

( 1982), the return to normal physiological functioning suggests that stress no longer 

exists and this can be interpreted as a measure of coping effectiveness. 

Lazarus' model of coping is largely a cognitive one and as such it concentrates at length 

on cognitive appraisal (primary ,  secondary, reappraisal ), and on cognitive coping 

strategies as important mediators between stress and outcome. Folkman et at .  ( 1979) 

suggest that a complex set of cognit ive processes is activated w hen stress is  

encountered. These include the specific primary and secondary appraisals, but  there 

may be other cognitive reactions. For example, there �ay be a change in concentration. 

or ruminations and/or unreal istic thoughts may be reported. The cognitive reactions are 

a specific reaction to the stress, rather than an evaluation of the situation as in appraisal . 

If these reactions change as the stressful event unfolds they may fuse with appraisal to 

influence the coping process. Taylor ( 1983) considers that cognitive adaptive efforts 
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alone may help a person to overcome stress. I t  appears important to consider cognitions 

a l i ttle more widely than Lazarus suggests. I t  may be that cogn it ive change as an 

immediate reaction to a stressful event is  an important indicator of outcome. For 

example. if a person lacks concentration this may affect his or her appraisal processes 

and the outcome may not be so positive. 

In the present research react ions are considered an important construct with in the 

coping process and are defined as The emoTional, physiological and cognitive changes (�l 

which a person hecomes aware aT the first indicaTion of a stressful el'ent. and which 

alter as the stressful event evolves. The role that emotional. physiological and cognitive 

reactions play in the coping process is  important. particularly  as a basel ine measure. as 

any changes can be an indicator of the effectiveness or ineffect iveness of the coping 

strategies and the outcome. As is  the case for the control apprai sal .  it was intended to 

place less emphasis on reactions that on primary. secondary and tert iary apprai sal . 

coping strategies and outcome. but to acknowledge and examine thei r  role in the coping 

process. 

SUMMARY 

To restate. i n  the present research the COpIng process IS defined as how people 

experience changing efforts To manage sTressful encounTers, which are continually 

appraised over Time, unTil evaluaTion of The effeCTiveness of The efforTS alTers The stress 

and influences the outcome. 

The present chapter has conceptual i sed the coping process as involving several specific 

constructs. These constructs are not separate but flow reciprocal ly to create the changes 

i n  the coping process and influence the way people deal w ith a stressful event. Figure I 
shows how the rec iprocal flow between the constructs in  the coping process i s  

conceptua l i sed. When a stressful event is  encountered there w i l l  b e  some in i tial 

emotional ,  physiological and cognitive reactions which may interact w ith perception of 

the amount of control over the event. An  appraisal process then eventuates: primary 

appraisal , where a person considers how he or she perceives the si tuation, and evaluates 

whether the event is hannful ,  threatening or challenging; secondary appraisal , where a 

person evaluates the potential coping strategies. There is a reciprocal flow between a l l  

these appraisals which also i nteract with the coping  strategies that are used. Through a 

process of tertiary appraisal the effectiveness of these strategies i s  evaluated. If the 

coping efforts are effective there wi l l  be a positive outcome. If  they are ineffective there 

may be a negative outcome, or the situation may be reappraised and further options wi l l  

be evaluated to determine which part(s) of the process wi l l  be repeated .  
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Lazarus and Folkman's ( 1 984) model offers a sound basis for the coping process to be 

viewed as flowing, changing and mult i -faceted. However. their ins i stence that process 

and ou tcome be kept separate has led to a foc lls on process to the excl usion of 

considering the effecti veness of the coping strategies and the outcome of the event.  The 

present research focused on the ex.periences of coping from the t i me a person is faced 

wi th  a stressful event unt i l the stress has been al tered or managed in  some \o,.'ay . 

More emphasis needs to be placed on the appraisal process and the role that it plays in 

the coping process. Lazarus and Folkman's ( 1 984) concept of primary appraisal i s  ",:ell 

defined . but the infl uence that it has on the cop ing process i s  not clear. The 

understanding of secondary appraisal is  l im i ted and more emphasis needs to be placed 

on ascertaining the determinants of this construct so that knowledge of how and why 

people choose the i r  coping strategies can be gained . The appraisal concept was 

extended to incl ude tert iary apprai sal , w hich is the eval uat ion of the perceived 

effectiveness of the coping strategies. This  reduced the complexity of secondary 

appraisal and i ntroduced the notion of effectiveness into the COpi l .g process. Pri mary . 

secondary, and tertiary appraisal . coping strategies and outcome are the key concepts of 

the theoretical framework in  the present research. and the coping process also incl udes 

the perception of control and emotional , physical and cognitive reactions. 

The aim of the present research was to capture the complexi ty of the coping process by 

examining it as a multi-faceted, flowing, changing phenomenon. To achieve the aim the 

precedi ng d iscussion clarified the conceptual framework and identified areas where the 

understanding of the coping process is l imited. The investigation of coping as a process 

requires a methodology which corresponds to the theory, and an assessment tool which 

gathers information on the real i ty of the experiences reported when people are deal ing 

w i th a stressful event. A major challenge facing researchers i s  to determine adequate 

measures for coping and there have been many taxonomies developed for assessing 

coping strategies, but the other aspects of the coping process have essential l y  been 

i gnored for measurement purposes. Chapter three provides a discussion and critique on 

the measurement of coping, and presents an alternative methodology to assess the 

coping process. 
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CHAPTER THREE: 

MEASUREMENT OF COPING 

One of the major problems facing researchers is  to determine a way to measure aspects 

of copi ng behav iour ( Lalack.  1 986 ) .  and ascertain ing the most appropriate way has been 

a continual problem for researchers in  the area. There i s  general agreement that there is 

no accepted or adequate measure avai lable ( Amirkhan . 1 990: Folkman. 1 982; McCrae. 

1 984) .  When the measurement of coping is discussed it inev i tably refers to the ways 

that coping strategies are classified .  Lazarus and Fol kman ( 1 984) consider that appraisal 

and coping strategies are equal mediators in the coping process, yet there is l i ttle 

emphasis placed on the measurement of appraisal or other aspects of coping which 

contribute to the mul ti -faceted changi ng process. Dewe ( 1 989) suggests that new 

measures and alternative methodologies which consider the dynamic process of coping 

need to be developed. The present chapter descri bes c urrent assessment and 

methodology and discusses the need for an alternati ve framework to assess the ent i re 

COpIng process. 

COPING STRATEGIES 

Lazarus and Launier ( 1 978) state that the lack  of an adequate classification has impeded 

the study of the coping process. Since that time many attempts have been made to 

define and measure coping strategies. Aldwin and Revenson ( 1 987) noted that more 

than 20 measures of coping strategies had been published in the preceding 10  years. 

More have been developed since, for example, Carver, Scheier and Weintrauo/( l 989); 

Dewe and Guesy< 1 990);  Endler and Parker,;( 1 990). This rapid production of new 

measures may be improving the measurement of coping strategies, but i t  may also be 

exacerbating  the confusion in the l iterature by continuing to focus on the same issue 

rather than seeking al ternatives such as addressing the other aspects of the coping 

process. 

McCrae and Costa ( 1 986) describe how theorists differ considerably in the number of 

coping  strategies they propose. from global dichotomies to attempts at finer 

distinctions. Holahan and Moos ( 1987) suggest that most approaches di stinguish 

between active strategies which are directed toward confronting the problem, and 

strategies which endeavour to reduce tension by attempting to avoid the problem. 

Matheny ,  A ycock, Pugh, Curlette & Cannella ( 1 986) maintain that there is no 

agreement on what makes up a complete set of coping strategies . There appears to be an 

infinite number of coping strategies available and determining which ones to include is 

not an easy task. 
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Categori sat ion of coping strategies creates ri gidity as people can respond on ly wi thin 

the boundari es al lowed, and some potential strategies may be deleted. For example, 

Fol kman and Lazarus ( 1 985) added prayer as an item to their revi sed version of the 

Ways of Copi ng Checkl i st at the suggest ion of prev ious subjects, and it is possible that 

other potential ly effective items may have also been excl uded. They maintain that they 

carri ed out the delet ion of items conservat ive ly  in case they omi tted i tems which 

appeared inappropriate for some people but that may be useful for others. This i s  a 

concern when weak items are deleted during scale refinement. With any deletion there 

i s  a danger that important information may be gone and it restricts the choices for a 

participant. Maybe the deleted strategy is  a very effective one for a few people, but the 

opportunity to evaluate this has gone. 

Roskies and Lazarus ( 1 980) consider that a method for classifying strategies is essential 

for the systematic study of coping. It seems that most researchers agree as the majority 

of the research has concentrated on fi ndi ng or using a psychometrica l ly  sound 

instrument for measuring coping strategies. The existing measures emphasise different 

s trategies and categori sat ions ,  and wh i le researchers may not agree that any one 

measure i s  acceptable there are several which are adequate for what they examine, i .e .  

the coping strategies that people use. Traditional psychometrics defini tely have a role in 

the measurement of coping behaviour. For example, Fol kman and Lazarus' ( 1 985) 

revision of the Ways of Coping Checkl ist is a soundly developed instrument consisting 

of two categories (problem-focused and emotion-focused), both including cognitive and 

behavioural  strategies. They used fi ve ways to determi nt: internal consistency and 

achieved high reliability. This instrument has potential for measuring coping strategies 

but it is rigid as i t  al lows for a limited number of responses. Folkman and Lazarus state 

that it may not have the potential to identify other styles of coping and they maintain 

that it is necessary to capture ways that coping  responses change throughout an 

encounter. They admit  that t he ir  own measure does not describe the order in which 

coping strategies are used or how they a l ter in relation to changes in the person­

environment relationship. Stone et aL ( 1 99 1 )  examined some of the issues involved 

with taxonomies of coping strategies and used the Ways of Coping Checklist as a focus 

for their investigation. They found that many of the coping strategies did not apply to 

some kinds of stressful situations and that the participants appeared to respond to the 

checklist i nconsistently and inappropriately. They maintain that coping checklists may 

not be valid and the interpretation of results is confusing. These findings suggest that 

alternative methods of assessing coping strategies need to be attempted. 

There have been some questions raised about psychometric properties of coping 

strategy scales and the conceptual basis for their development (Aldwin & Revenson, 
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1987; McCrae & Costa, 1 986; Stone, Kennedy-Moore, Newman, Greenberg & Neale, 

1992:  Stone and Shiffman, 1992) .  Moos and B i l l ings ( 1 982 ) maintain that "researchers 

should recognise that psychometric procedures such as internal consistency and factor­

analytic techniques may have only l imited usefulness in eval uat ing the adequacy of 

measures of coping "( p. 225) .  The use of psychometric procedures seems inconsi stent 

with the theoretical assumptions. I f  coping is a changing phenomenon then establ ishing 

reliabi l i ty, for example, does not seem appropriate . 

Stone and Neale ( 1 984) discuss some of the difficult ies involved w ith psychometric 

properties of coping strategy scales. They began w ith the intention of developing an 

assessment based on tradi tional psychometric  principles but concl uded that a checkl ist 

methodology was not appropriate for the measurement of coping strategies as the 

internal consistency data was unacceptable.  Their trial of using a sorting method 

showed t hat i tems could mean different things to different people .  They strongly 

criticised the apparent internal rel iability success of traditional scales. They suggested 

that internal consistency may not be relevant with scales such as those used for coping 

for three reasons. 

Fi rst, Stone and Neale ( 1 984) maintain that averaging over several measures reduces 

measurement error and so increases alphas. They suggest that if Fol kman and Lazarus 

( 1 985) assessed the rel iabi lity of their instrument on a single occasion rather than many, 

the alphas may not be so high. This seems a valid point and may well account for the 

difference in alphas between Fol kman and Lazarus' scale and Stone and Neale's 

measure. Folkman and Lazarus maintain that by repeatedly sampling a subject's coping 

strategies they theoretical l y  increased the reliabi l i ty .  They see this as positive and 

presumably have ' not considered the possibi l ity that this may distort internal 

consistencies. 

Second, Stone and Neale maintain that most researchers rely  on retrospective data (e.g. 

the most stressful event that happened in the last month). They maintain that Folkman 

and Lazarus condensed coping over time, i .e. participants responded to an event that 

may have happened several days or even weeks previously and described how they 

coped with it from the time the episode began to the time they answered the 

questionnaire. If participants used more than one strategy over this period then more 

items would be checked and this would i ncrease internal consistencies. This is also a 

valid point, and this method does not allow for determining how many strategies 

subjects may have used, the sequence in which they were used or when a change in a 

strategy may have occurred. 
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Third, Stone and Neale maintain that summarising over t ime does not show which types 

of coping strategies were used i n  the distinct phases of coping that may occur over a 

period of ti me. They maintai n that di stinct modes of copi ng cou ld nol be detected from 

those that were combi ned . This is an i mportant point. I f  the process of copi ng is to be 

determined then measures must be able to detect the changes in the different strategies 

used. The dynamic process of coping cannot be adeq uate ly measured by a stat i st ic 

which re l ies on each item being a l i gned with one sca le. as this is not appropriate if 

people do give i tems different meanings. As multiple i tems are needed to index a single 

category this does not al low for sufficient flexibi l ity to treat each item as a separate 

entity, which may be more appropriate in a changing process. 

Most current val idated measures focus on the development of the assessment of 

strategies without sufficient attention to their role and relationship to other variables 

within t he process of copi ng. Folkman and Lazarus ( 1 985) suggest that assessment 

procedures w i l l  be incomplete until the dynamic quality of coping can be described. If  

th is i s  to be achieved then there needs to be si mul taneous measurement of several 

possible changing aspects so that the real i ty of people 's experience of coping with a 

stressful event is monitored. Research has progressed over recent years so there is now 

abundant knowledge of what people do to cope with stressful events. However. research 

may not advance much further as long as the emphasis is on measuring the coping 

strategies rather than the coping process. There is  a vast difference between these two 

aspects. Until an adequate method is found to measure how . when and why people 

activate their coping behaviour ( i .e .  the process) knowledge wi l l  not progress past what 

i s  attempted in  coping behaviour ( i .e. the strategies ) .  

Leventhal and Nerenz ( 1 985) suggest that people do more mundane things t han the 

scales show. This is a pertinent comment and Stone and Neale ( 1 984) have attempted to 

overcome this problem. They developed an open-ended questionnaire consisting of one 

sentence descriptions of eight strategies which allowed participants to detail their actual 

thoughts and actions. Stone and Neale presented an innovative, open-ended approach 

which has the potential to be extended into a measure which could collect more detailed 

infonnation about the dynamic process of coping behaviour. The present research used 

Stone and Neale ' s  notion of an open-ended fonnat to ascertain the participants' actual 

thoughts and actions in their use of coping strategies. Coping strategies are a pivotal 

aspect of coping behaviour so the measurement is important. The intention of the 

present research was to place the use of strategies within the coping process to ascertain 

their role and influence in how people cope with stress. 
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APPRAISAL 

Taylor and Scogin ( 1 992 )  state that the measures that exist for appraisal have not been 

establ i shed psychometrical l y  as there is no reported val id i ty or rel iabi l i ty .  There appear 

to have been very few attempts to measure the appraisal aspects of coping behaviour. 

and whi le  these measures may not be establ i shed psychometrical l y  the research that has 

used them has contri buted to the knowledge of coping behaviour. 

Primary appraisal 

Folkman . Lazarus. Dunkel-Schetter. DeLongis and Gruen ( 1 986) developed a scale for 

primary apprai sal w hich assessed the physical . psychologica l ,  social . financial and 

occupational stakes. This consi sted of 1 3  items div ided into subscales: when self­

esteem was at stake (6 items) :  when there was concern for a loved one's wel l -bei ng (3 
i tems); and the remainder were individual stakes ( not achieving an important goal .  harm 

to health. safety or physical wel l -being, strain on financial resources.  losing respect for 

someone else) .  This scale attempts to measure the determinants of pri mary apprai sal but 

does not assess harm/loss. threat or chal l enge. Few of the studies which have 

investigated these primary appraisals have attempted to measure the appraisal directly .  

Genera l ly  the appraisal s are categorised into harmlloss. threat or  challenge ( e .g. Bjorck 

& Cohen , !993 : Ptacek et al . .  1 992).  In McCrae's studies ( 1 982. 1 984: McCrae & Costa. 

1 986) the researchers classified the events into the three appraisals. But as McCrae 

( 1 984) pointed out this did not acknowledge the subjective appraisals by individuals.  so 

in his second study. participants classified their own events into the three appraisals. 

Fol kman and Lazarus ( 1 985) and Carver and Sheier's ( 1 994) repl ication, measured 

threat and chal lenge emotions, but made assumptions about the threat and challenge 

appraisals and d id  not assess them d irectly .  Foster ( 1 988) made a more d i rect 

assessment by requesting subjects to rate the extent of a threat and chal lenge appraisal 

on a seven-point scale. 

The main problem w ith the measurement of pri mary appraisal is the rel iance on a 

retrospective classification of events, rather than an assessment of the actual perception 

of the stressor. The changes in the perception of the situation also need to be included if 

the dynamic process of coping is  to be examined. The present research attempted to 

incl ude these notions in the measurement of primary appraisal to ascertain how primary 

appraisal influenced, or i s  i nfluenced by, the coping process. 
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Secondary appraisal 

The only known avai lable measure of secondary appra isal was fi rst llsed by Folkman 

and Lazarus ( 1980 ). They mai nta in  that it descri bes coping opt ions but i t lIses fou r  

q uestions wh ich ask sole ly aboll t t he  si wat ion :  \',,'as the  s i tuation one wh ich  could he 

changed or had to be accepted. \\' as  more information needed or was there someth ing 

that one was preven ted from doing. Th is  is not an adeq uate measure theoret ical ly a s  

there i s  a fai l ure to inc lude  the e\'al uation of coping strategies and th is  appears to  be 

inconsistent wi th  the theoretical i ssues. Folkman. Schaefer and Lazarus ( 1 979) state that 

secondary appraisal focuses on the evaluation of the availabi l i ty of su i table coping 

strategies and that the major influences which detennine secondary appraisal incl ude 

previous experience wi th such si tuations. general ised bel iefs about oneself and the 
. 

environment, and the avai labi l i ty of resources. These aspects were defined in chapter 

two and they provide a more substantial basis for measuring secondary appraisal . A 

measure based on these aspects would lead to better understanding of the fundamental 

i ssues, and is more consistent w i th  the model than Folkman and Lazarus's ( 1 980) 

measure which focuses on the appraisal of the situation .  

Lazarus and Fol kman ( 1 984) do acknowledge that  more accurate measures of 

secondary appraisal need to be developed. Coyne and Lazarus ( 1 980) suggest that 

secondary appraisal processes are l i kely to be very complex as an individual wi l l  need 

to s imu l taneously consider several options and these choices are un l i kely to be 

defini tive. An  adequate assessment needs to attempt to capture the cognitive nature of 

secondary appraisal and to ascertain the function the apprai sal serves. I n  the present 

research the assessment of secondary appraisal was based on the supposition that the 

function is to evaluate the options for the coping strategies that are used . and that these 

are influenced by the repertoire. hi story ,  constraints and awareness that the part icipants 

report. 

Tertiary appraisal 

The measurement of the effectiveness of coping strategies, or tertiary appraisal. has not 

received much attention in the l i terature. Menaghan ( 1 982) asks what cri teria are 

appropriate for deciding whether or not a givrstrategy is effective and she suggests that 

a decrease i n  subj ective distress may be important .  Menaghan ( 1983) provides a 

discussion of the complexities of assessing the effectiveness of coping strategies and 

maintains there is a wide variation on how effectiveness is  measured, such as perceived 

effectiveness or observed effectiveness. She maintains  that a recurring problem i s  the 

fai lure to assess usage and perceived effect iveness separately, so there is  no way of 

knowing whether perceived ineffective strategies were tried and found lacking, were 
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avoided, or were used despite their perceived ineffectiveness. McCrae and Costa ( 1 986) 

exami ned the freq uency of use of coping strategies and suggested that there is some 

evidence that use and perceived effecti veness are separable .  Some coping strategies arc 

uscd but rare ly  thought useful .  Thc fai l u re to  assess usage and pcrcei \'ed effccti \'eness 

separatel y  is evident in much of the l i terat ure that has investi gated effect i \'eness , 

Few researchers seem to be aware of the  need to d i s t ingu ish betwecn usage and 

effectiveness. A serious error that occurs in some research i s  t hat i t  i s  maintained t hat 

effectiveness is being investigated. when on c loser examination it is actual ly usage that 

has been assessed , wi thout any acknowledgement that there may be a difference 

hetween the two. For example, Mattl in ,  Wethington, and Kessler ( 1 990) maintain they 

produced evidence concerning the effectiveness of coping strategies and the situat ion in 

which they were used. An examination of their article reveals that on ly the extent to 

w h i c h  strategies were u sed was measured.  and the  authors equated use and 

effectiveness. Effectiveness can be inferred by thei r results. but this does not prov ide a 

satisfactory basis  to examine the role that tertiary appraisal plays in the coping process. 

I t  is possi ble that the strategies that are used most frequently are also those which are 

perceived as the most effective. but there needs to be a definite distinction between use 

and effectiveness so i ssues such as this can be explored. When investigating the coping 

process i t  is essential to separate usage and effectiveness. and the inclusion of tertiary 

appraisal as a specific construct will assist this. as effectiveness and ineffectiveness can 

be exami ned separately from the use of strategies . The present research explored the 

influences between tertiary appraisal and the coping process by assessing perceived 

effectiveness separately to usage. measuring the extent of the perception quantitatively. 

and determining how the part ic ipants knew that the strategies they had used were 

effective. 

There has been l ittle attempt to assess appraisal and this has led to little information 

about this cognitive aspect of the coping process. Ptaceck et al. ( 1 992) make one of the 

few attempts to assess appraisal more directly using ratings of the level of stressfulness 

of the event, the controllabi lity of the event. and by requesting subjects to state whether 

the stressful situation was perceived as a loss. threat or chal lenge. They also assessed 

use and effectiveness separately by requesting subjects to rate the extent to which they . 

used seven specific strategies and then requested them to rate the effectiveness of these 

on another scale .  Their rationale for i nc luding these constructs was to access 

information that is  not found by using  traditional checklists. They suggest that some 

fun damental issues of coping  can be identified through the method of assessing 

appraisals directly. Their study provides an example of the importance and possibil ity 

for researchers to find alternative methods to assess coping behaviour. However. they 
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assessed t h e  constructs separately and d i d  not attempt t o  examine how they inter­

related. As long as researchers insist on invest i gat ing aspects of the coping process 

separately  in a quant i tat i ve manner there w i l l  never be sufficient i nformation on the 

real i ty of the experience of coping. 

Lazarus and Fol kman ( 1984) state that researchers ha\'e found the measurement of 

apprai sal - l i ke processes very difficu l t .  Two reasons cou ld be suggested for th i s  

difficu lty . Fi rst, the insi stence on using tradit ional psychometrics rather than attempting 

to find an alternative way of measuring coping as a process, which leads to the second 

reason : the rel iance on q uant i tat ive measurement rather than us i ng al ternat i ve 

methodology. 

METHODOLOGICAL ISSUES 

The preceding d iscussion suggested that the problems with the measurement of coping 

behaviour are largely because of the rel i ance on using psychometric procedures for 

assessing coping strategies. There have been quest ions rai sed about the efficacy of 

checkli sts to assess copi ng behav iour as they do not capture the complexity of the 

coping process over time, nor do they ascertain adequate information about the meaning 

people give to their coping behaviour. 

Fol kman and Lazarus ( 1 985) found that there were individual differences involved in a 

stressful encounter. They concluded that coping i s  a mult i -faceted. dynamic process as 

people cope i n  complex ways and can experience seemingly contradictory states at any 

given t ime in a stressful encounter. If these findings are accepted and coping is v iewed 

as a process ,  then tradi t ional methodo logie s  cannot adequately measure t h i s  

phenomenon. A t  best the methodology that i s  currently used in the coping literature can 

assess the different aspects of the process but not the changes and reciprocal flow 

between the constructs. They can assess what people do to cope with stress. but not how 

or why they do what they do. 

To advance knowledge within the area of coping research and specifically the coping 

process requires  d ifferent  methodology. A s  S tone, Kennedy-Moore , Newman 

Greenberg & Neale ( 1992) maintain. it  is  time to address methodological issues rather 

than persisting w ith current assessment methods. Lazarus and Folkman ( 1984) describe 

how the emphasis changed from the tradit ional antecedent-consequent model using 

variables in  a unidirectional and l inear manner to an ipsative-normative and naturalistic 

design more suited to their transactional model of coping. They main tain the design 

allows for both intra and i nter-individual comparisons which enables more i ssues to be 

examined. The intra-individual research has extended knowledge but suffers from the 
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disadvantages of psychometric measures as discussed earl ier, and is st i l l  not adequate 

for the transactional perspective. There is no doubt that th is shift in research design 

advanced know ledge in the area but i t  does not appear that researchers ha\'c considered 

the possibi l ity of another change so that the fundamental issues can be addressed in a 

more flexible and in-depth manner. 

There is a developi ng disqu iet about what quanti tative methods are achieving ( Van 

Maanen . 1 983 ) and a suggestion that this perspective has at t imes been used when it 

was not the most appropriate methodology ( Cook & Reichardt. 1 979 ) .  According to 

Hersen and Barlow ( 1 976) emphasis on the study of indiv iduals in psychology lapsed 

when the group comparison approach was introduced. This focus on averages and inter­

subject variabil i ty became so entrenched that those who studied the i ndiv idual were 

considered radical .  A l though these comments were made more than ten years ago it 

appears that this re l iance on quantitat ive methods st i l l  persi sts w ithin the area of 

research i nto coping behaviour. Continued persi stence i n  using these quanti tat ive 

approaches may hinder progress and l imi t  the opportunities to capture rich and complex 

data offered by alternative methodologies. 

Lather ( 1 986) discusses the importance of developing new methods of research which 

w i l l  be interactive and achievable so that theories are advanced. Dewe ( 1 989) maintains 

that the tradi tional methods used to research the transactional perspective have not been 

d isputed general ly  and this acceptance of quanti tative methodology has led to an 

empirical distinction between appraisa l  and coping strategies. He suggests that future 

research must investigate alternative assessments that match the theoretical issues. 

The accepted al ternati ve to the quantitati ve paradigm is qual i tative methodology . 

Reichardt and Cook ( 1 979) provide a summary of the different attributes of the 

q uantitative and qual itative perspectives. They describe the quantitative paradigm as 

logical-positivistic, objective, particularistic,  hypothetico-deductive, outcome-oriented, 

using obtru sive and control led measurement which produces rel iable,  hard and 

replicable data, and assumes a stable reality. In  contrast, the qualitative perspective is 

phenomenologica l ,  subjective, hol istic, inductive, process-oriented, using naturali stic 

observation which produces valid, real ,  rich and deep data, and it assumes a dynamic 

reali ty. Examination of this summary suggests that the study of coping as a process is 

very suited to the quali tative paradigm as it has the potential to investigate the dynamic 

aspects i n  a more flexible and interactive manner and therefore may provi de a partial 

solution to an alternative methodology. Qualitative data offers a method of i nvestigating 

intention and meaning (Sutherland, 1992) and this has the potential to access the nature 

of the coping process in a more detailed manner. 



47 

However, pure quali tative methodology is not necessari ly the framework that is best 

suited to the coping process. Miles and Huberman ( 1 984) state that most qualitati ve 

research l ies between the extremes of pre-structured. t ight approaches and loose. 

emergent, i nductive designs. Morgan and Smircich ( 1 980 ) consider t hat there are a 

range of possible approaches to quali tative research and that it i s  the nature of the 

phenomena bei ng studied \ .... hich determines the research techniq ues rather t han the 

methodology . These statements suggest that the nature of the copi ng process needs to 

determine the most appropriate methodology . I n the present research the design was 

structured to meet the conceptualisation of the coping process. 

Pearl in ( 1 99 1 )  maintains that the best methods to research into coping have not yet been 

found, and, as Harre ( 1 978) states. any research design has an element of risk.  A 

methodology with q ual i tative aspects is a possib le alternative to gain add itional 

knowledge, as it offers a more fl exible and open method of gathering a participants's 

thoughts and feelings and focuses mostly on the actual words of the participants rather 

than assigning only numerical values and dealing with averages. 

There are valid criticisms of focusing on the words of the participants, one of the 

problems being rel iance on subjective data. However. Lazarus and Folkman ( 1 984) 

maintain that there are advantages to using subjective reports. The main one is that 

people are very capable of using  language to reveal rich patterns of thoughts and 

feelings and this ultimately wil l  glean more infonnation about coping than any other 

source of data. Lazarus and Folkman further suggest that persistence in careful use of 

purely self-report data is preferable. Since much of the model of coping as a process is  

cognitive, dependence on subjective data is inevitable. 

Lazarus, Averi l l  and Opton ( 1974) maintain that only some aspects of coping can be 

assessed with subjective reports, for example, thought processes can be requested for 

problem-so lv ing type aspects, but not defensive forms of coping (e .g .  denial , 

repression). Coping is perhaps something that most people take for granted and do not 

necessari ly stop to think about what they are doing. This raises impl ications for the 

abi l ity of potential participants to respond consciously and appropriately to questions 

concerning their coping behaviour. Oppenheim ( 1968) suggests that as long as a person 

has understood a question then some process of awareness wi l l  take place. There are 

difficulties involved in trying to measure cognitive processes of which people are not 

aware but hopefully most wil l  be able to recognise such processes have occurred when 

a cue is given. Coping as a process can be measured to the level of a person's awareness 

of what they do and this wi l l  vary from one person to another. Some participants wi l l  

have more self-awareness than others and if data i s  obtained on an individual basis this 

wil l  add to existing knowledge. 
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A paradigm wi th  qual itat ive aspects i s  appropriate for the coping process as i t  can 

provide a framework for idiographic research which w i l l  address the temporal i ssues. 

mon i tor the chan ges in the process and explore the reci procal flow between the 

appraisals. coping strategies and outcome in a fl ex i ble manner. using \\!ords rather than 

numbers . However. it provides only a partial sol ut ion.  Si lverman ( 1989) maintains that 

i t  i s  no\\! becoming clearer that quantitat ive methodology is becoming more than merely 

stat i st ics as it is addressing the contexts that surround the data that is col lected. The 

context of coping behaviour can be examined by analysing the participants' words they 

use to describe their thoughts. feelings and actions. and these can be enhanced by the 

use of stat i stics to prov ide a more comprehensive understand ing of ind iv iduals 

experiences of coping with stress. 

AN ALTERNATIVE FRAMEWORK 

Morgan and Smircich ( 1 980) consider that the qualitative and quantitative approaches 

do not have to be viewed as a dichotomy. and that there has been too much emphasis on 

arguing for different methods rather than investigating the best method to explore the 

relationship between theory and method . When th is  is related to copi ng theory it 

identifies the need for a methodology which suits the theory of the copi ng process 

rather than attempting to define and investigate the coping process to suit the tradit ional 

methodology, whether that be qual itative or quantitative. 

Reichardt and Cook ( 1 979) suggest that the differences between q ual i tative and 

quantitative paradigms are not necessari ly as rigid as they appear and that there is  no 

need for researchers to choose between them. but that they can be used together. 

Marshall and Rossman ( 1 989) suggest that the choice of quantitative and/or qual itati ve 

data is ascertained by the decisions made to detennine the most appropriate approach to 

the research questions, rather than allowing the type of data to dictate the methodology. 

So aspects of both qualitative and quantitative can make a contri bution, and the focus in  

the present research was to attempt the most appropriate alternative methodology w hich 

may offer different descriptions and explanations of the changing coping process. This 

was achieved by designating the subjective data collection and analysis techniques as 

having both qualitative and quantitative aspects. The qual i tative aspect offered a more 

detailed description and explanation of the coping process. The main analysis technique 

used was content analysis  to measure how often the participants reported s imi lar 

experiences of coping  and to ascertain the themes that were evident from the 

participants' comments ( McBurney, 1 994). The quantitative techn iques and analysis 

provided descriptive statistics and a method of assessing the changing nature of the 

coping process. The focus was on changes that occurred as the process unfolded, so 
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quantitative data, obtained by methods such as such as vi sual analogue scales, provided 

a quick, sensitive repeated measure along a predetermined dimension. 

Chapter two presented the ronceptual  frame\,,. ork for the present research .  Th is  

framcv,;ork can produce a reasonably t i ght prest ructured approach to  al low specific 

assessment of the identified constructs of the copi ng process. to add structure to the data 

and to analyse the interaction betv.:een the appraisals. coping strategies. reactions and 

outcome. The conceptual framework and the a l ternat ive methodological framework 

provided a structured approach which al lowed the design of the research to meet the 

defini tions of the coping process. 

The methodological framework suggests that the unit of analysis for the experience of 

coping needs to alter so that the theoretica l assu mptions can be exami ned in a more 

appropriate way. Coyne and Lazarus ( 1 980) maintain that much of the difficul ty in 

researching coping stems from using " rigid structural concepts." They state that the unit 

of analysis has to change to capture processes differently to what was then focus on trait 

measures. Yet  fifteen years later. researchers sti 1\ use the rigid research methods and 

attempt to make the theory fit these approaches. The unit of analysis has to be able to 

capture the coping process and adapt to the theory. 

The present research focused on analysing the coping process at both the group level 

and at the individual level. Nachmias and Nachmias ( 1 987) state that i t  is not always 

possible to draw the same conclusions from different levels of analysis .  Research into 

coping has generally been conducted at the nomothetic level and the knowledge and 

understanding of what people do to cope with stress has been based on aggregated data. 

The analysis of the data at the group level in the present study allowed a comparison 

wi th  prev ious  research to ascertain s imi lari t ies  and differences between the 

methodologies. The methodological framework was al so designed so that the uni t  of 

analysis could change to examin ing the coping process at the individual level .  

Erlandson. Harris ,  Skipper. & Allen ( 1993) maintain that a case study approach is the 

best method to reconstruct people's  experiences and that this i ncreases the level of 

understanding of the phenomena being i nvestigated. The present research i n tended to 

capture the participants'  experiences of coping in a more comprehensive manner than 

that conducted by previous researchers. A case study approach provided the unit of 

analysis to  achieve this purpose by using individual data to help explore the coping  

process and explain the meaning and intention of the coping experience for i ndividuals 

as a stressful event evolved. 

The aim of the present research was to capture the complexity of the coping process and 

to explore the way people experience the changes that occur over t ime as a stressful 
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event evolves. The methodological framework described i s  a departure from traditional 

methods of research in the area of coping behaviour in an attempt to achieve the aim 

and to expl ore the feasi b i l i ty  of the al ternat i \' (,  frame\vork . M uch of the current 

l i terature focuses on usi ng stressfu l  da i ly  e\ 'ents as the basi s  for i n \'esti gati ng coping 

behaviour. Hence. the fi rst study i n  the present research a lso l Ised stressfu l dai ly events 

to exp l ore the cop i n g  process and to ascerta i n  whether or not an a l ternat ive  

methodology prov ided a better understand ing  of  cop ing behav iour. and add i t ional 

knowledge on coping as a process. 
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CHAPTER FOUR: 

DAILY EVENTS STUDY: .. HMS AND METHOD 

The a im of the present study was to capture and examine the dynamic nature of the 

coping process us ing d i screte dai l y  event s .  Th i s  was achieved by explori ng  the 

in teract ion between apprai sal .  coping  strategies and outcome. examin ing the factors 

which infl uenced the changes in the coping process as a stressfu l event unfolded. and 

ascertaining any general pattem(s )  of the coping process that emerged from the data. 

DAIL Y STRESSFUL EVENTS 

I n  most studies of coping behaviour a stressful event is described for the purposes of 

data col lection. Trad i t iona l ly .  retrospect ive accounts of a si tuation-specific si ngle 

stressful l ife event have been used and these have prov ided l imited information as they 

do not al low for assessi ng coping over t ime ( Ptacek et a l . .  1 992). Stone and Neale 

( 1 984) consider that assessing coping on a dai ly basis is  important so that the dynamic 

process can be captured as it  changes over time. and so that a more i n-depth assessment 

can be conducted. Capsi . Bolger and Eckenrode ( 1 987) maintain that the usual approach 

to analysing dai ly events data is to sum the data over several days. While they consider 

that this is an improvement on averaging data in major l ife events it sti l l  does not assess 

the dynamic nature of coping. They used a time series design to examine daily stressful 

events and they found that th is  type of data analysis has potential for assessing the 

coping process over time. 

There is now a trend toward investigat ing coping behaviour on a dai ly level (e .g. 

Bolger, DeLongis, Kessler and Schilling, 1 989: Ptacek�992; Stone & Shiffman, 1992) .  

Brantley, Waggoner. Jones and Rappaport ( 1 987) ma{ntain that the events that occur on 

a daily basis are not as stressful as crisis type events. but the stressor does not need to 

be extremely stressful to examine' the coping process. Although the coping process may 

change with the intensity of the perceived stress. as long as individuals are dealing with 

a stressful experience then it is the way that they cope with i t  that is important. not 

necessarily the degree of stress. As Capsi et a1 . ( 1987) state, it may be the investigation 

of the day to day stressful experiences which wil l  add to the existing knowledge of 

coping behaviour. Daily events have the advantage that they can be assessed close to 

the time they occur, rather than retrospectively. This allows the participants the 

opportunity to recall the complex aspects of the coping process more readily. 



Stone and Shiffman ( 1 992)  maintain that the simplest method of lIsing dai ly  events is to 

ask part icipants to  descri be the most st ressful  event of the day. Part ic ipants in t he 

present st udy were asked to nomi nate and descri be the most st ressful event of the day. 

every day for a two or three week period ( t he length of t ime was al tered from three to 

two weeks half way through the data collect ion l .  The dai l y  e'·ent was used as a focus to 

monitor the coping process across different e,·ents. 

METHOD 

Participants 

Recruitment was achieved by the researcher asking people known to her if they knew of 

sui table potential participants who had a perceived current l ifesty le which generated 

reasonable ongoing stress. A letter ( see Append ix A )was then given to potential  

part icipants through the contact person who forwarded the name to t he researcher if 

they were w i l l ing to participate. This recruitment process resul ted in  ten participants. 

four males and six females. The age range was 25 to 70 years. wi th  a mean age of 4 1  

years and median of 38.5 years. Eight  of the partici pants were employed by different 

large organisations. The remaining two were caring for people who were dependent on 

them. 

Measures 

A questionnaire. (the Daily Record. see Appendix B)  was developed to meet the aim of 

the present study by creating questions which wou ld gather information in a way that 

allowed the participants' reports of their coping experienced to be sequenced so that the 

coping process could be examined. The intention was to develop a questionnaire which 

provided subjective data to be analysed quali tatively and quantitatively. 

The Daily Record 

The questions in the Daily Record were developed to gather information on the coping 

process (appraisals, coping strategies, reactions and outcome) previously discussed. In 

keeping with tradition in coping research the word 'coping' did not appear on the 

questionnaire or other information provided to prevent bias and to avoid the notion that 

effectiveness is implicit in the concept of coping. 

V i sual analogue scales (Aitken, 1 969) were used as a quantitative measure of the 

participants' perceptions. The scales consisted of 1 00  mil l imetre l ines with stops at 

either end and an appropriate adjective beyond these stops ( Huskisson, 1 983).  Visual 
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analogue scales were chosen as a q uick sensit i ve measure of change to al low a 

quanti tative compari son between events and/or part ic ipants. 

The fol l o\v i n g  is a summary \vhich addresses th ree i ssues  conce rn i n g  the q uestionnai re. 

Fi rst ,  it i s  a summary of t he q uest ions inc l uded in the Da i l y  Record \ ... · h ich  were 

i ntended to gather the data on the copi ng  process. Second . i t  i s  a s u m ma ry of the 

questions that were i ntended to hel p the part ic ipants create some context and meaning 

for their coping behaviour. Thi rd. i t  documents some changes made to the Dai ly  Record 

at the mid-point of the data col lection. I t  became clear that the questions for some of the 

constructs were prov iding responses which made i t  more difficult to ascertain their role 

within the coping process as l imited information was being gathered. The changes were 

made to improve the amount and qual ity of the data. 

The stressful event: The participants were asked to describe the most difficult problem 

of t he day, on every day of a two week period . Participants also indicated on visual 

analogue scales how stressful they found the event. A contextual questminvolved the 

participants indicat ing on visual analogue scales , how much they thought the problem 

affected their abi l i ty to get on with dai ly l ife . 

Few stressful encounters occur in i solation. Most people may have more than one 

stressful incident in one day or something that has happened previously is  having to be 

dealt  with therefore affecting the latest stress i n  some way. So there is a constant 

interaction between previous, present, and future problems. To help the participants 

focus more specifical ly on the context of the event they were recording they were asked 

if they had any other problems which happened that day and if they had any previou.\ 

problems which were being dealt with that day. 

Coping strategies: Some questicns focused on asking the participant to think about all 

the coping  strategies they used, and others asked them to consider one on l y .  

Considering al l  the strategies together provided a more comprehensive perspective and 

was necessary for some constructs, for example secondary appraisal .  to ascertain how 

all the coping strategies were chosen or used. However, it was considered easier for the 

participants to think about only one coping strategy at a time as wel l ,  so that a more 

specific focus was provided and more detai l could be given. The participants were 

asked to nominate one specific strategy. 

An open-ended checklist format was u sed for the participants to record which coping  

strategies they used for each event. For the purposes of brevity in a dai ly measure it was 

necessary to l i mit  the number of strategies in the checklist. I t  was intended to provide 

the opportunity for participants to state exactly what they thought and did when using  
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the coping strategies. The open-ended format developed by Stone and Neale ( 1 984) has 

the potent ia l  to achieve this goa l .  but their i nstrument del i berate ly  excl udes some 

methods of coping ( e .g .  defense mechan isms ). McCrae ( 1 984) developed a scale which 

consi sted of a l arger number of d iscrete copi ng strategies.  i nc lud ing  the defense 

mechanisms that Stone and Neale excl uded . This offers a w ider range of strategies but 

is too large for them all to be i ncl uded in a dai ly  measure. McCrae 's measure or copi ng 

strategies was selected and 14 of the 28 possible scales were used. These were: rat ional 

action ; seeking help: host i le  react ion: fata l i sm:  emotional response: posi t ive th ink ing:  

distraction ; intel lectual denial : relaxation: w ishfu l  th ink ing:  humour: blame: faith and 

self-adaptat ion.  The categories chosen were defined clearly so part ic ipants could add 

their specific thoughts and actions. as suggested by Stone and Neale. They were also 

those strategies that were expected to have the most re levance to dai ly events and would 

be the clearest to document. There w as one more strategy incl uded as 'other' to al low 

participants the opportunity to record anything else they may have used. 

To ascertain any changes that occurred wi thin the use of coping strategies participants 

were asked if they were aware of changing from one strategy to another. and if so. to 

describe how this occurred. In studies where checklists of coping strategies have been 

used most participants check several i tems for deal ing with the same event. It was 

assumed some coping strategies may be used together but others would be used 

separately, so the part icipants were asked which strategies were used together. 

A change was made at the mid-point of the data collection Lo increase the information 

on the use of coping strategies. I t  was decided that it may be possi ble for the 

partici pants to place their use of coping strategies in order so a more exact sequence 

could be obtained. So an addit ional question requested the participants to l ist  the 

strategies in the order they were used. 

Primary Appraisal: Questions were asked so that the events could be categorised into 

harm/loss, threat and c hallenge appraisals. The main distinction between harm and 

threat is  time (Holroyd & Lazarus, 1982), so to gain an accurate gauge of this a question 

was asked to detennine whether or not t he event had occurred. The question to ascertain 

the distinction between threat and challenge was intended to clarify a negative versus a 

positive tone (Coyne & Lazarus, 1980). To ascertain whether or not there was a change 

in primary appraisal part way through the coping process, participants were asked if the 

way they viewed the problem altered at  all at any stage. and if so, how did this change? 

Secondary Appraisal: The questions for secondary appraisal were focused on the four 

main areas of repertoire. history, constraints, and awareness. 



Repertoire : Participants were asked whether or not they had a wide range of methods 
I 

they could use. If the response was negat ive they were asked why they thought this was 

the case , to determi ne how the l i m i ted choice had occurred.  They were a l so asked 

where they thought they l earned the coping  strategies they used to determine  how 

i nd iv idual s bui ld up thei r repertoi re. 

Histon' : Part ic ipants were asked whether or not the part icular problem had occurred 

before. and if they responded i n  the affi rmat ive  they were asked whether s i m i lar 

methods were used to deal wi th i t  then . 

Constraints: Participants were asked if there was another strategy they would have 

preferred to use, what it was and what prevented them from using i t ,  to ascertain 

whether or not they used the strategies that they preferred. 

Awareness: The participants were asked whether or not they had thought about wh ich 

coping strategies they would use as an attempt to determine which strategies were 

chosen consciously and which ones were automatic and habitual . 

Tertiary Appraisal: To determine tertiary appraisal the fol lowing quest ions were 

inc luded, based on one specific strategy which the participants were asked to choose 

from those they had used: 

a) Was the coping strategy used effective? A direct question enabled the participants to 

evaluate the effectiveness in thei r own terms and begin to th ink about how they 

determined it. 

b) How effective was it? This was indicated by a v isual analogue scale to provide a 

measure of comparison. 

c) How did they know the coping strategy had been effective? 

The data on tertiary appraisal was col Iected only on one specific strategy and this did 

not provide adequate i nformation about al l the coping strategies used in any given 

event, especialIy the distinction between effective and ineffective strategies. This was 

improved at the mid-point of the data col lection with the introduction of additional 

questions. These questions requested the participants to provide more information about 

the tertiary appraisal of all the coping strategies used. They were asked how much alI 

the strategies contributed to the overall effectiveness, which one contributed the most, 

and which strategies they found ineffective. 

Reappraisal: When a decision is made that coping has been ineffect ive a form of 

reappraisal presumably occurs and a person wil l  go through a combination of primary 
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apprai sal .  secondary appraisal and coping.  or he or she may re-enter just one of these. 

Participants were asked which part of the process they went through again by prov iding 

them with the options and asking them to rank the responses. 

ControL: Part icipants were asked to indicate on v i sua l analogue scales how much 

control they thought they had over the problem. This enabled the perception of control 

to be placed wi th in  the copi ng process and to determine the infl uence in re lation to 

other appraisals. the coping  strategies and the outcome. 

Reactions and outcome: Participants were asked to report the physical . emotional and 

cognitive responses which they experienced as soon as they were aware of the problem. 

This assessed the immediate reactions to a stressful event which could then be l i nked to 

outcome. I t  was assumed t hat changes in perce ived cogn i t ive .  emotional and 

physiological responses would be the most common indicators of outcome and these 

could be posi t ive (decrease in  these responses ) or negative ( i ncrease or no change in 

these responses)  outcomes. So participants were asked to describe any changes in these 

reactions as a measure of outcome and to ascertain changes in reactions in the coping 

process. 

It is possible that a longer term outcome may be need to be assessed if any of the 

stressfu l events were described as occurri ng over a longer period of t ime .  The 

participants were asked ( i n  every event )  to comment on long-term indicators i ncluding 

change in  sleep patterns, tiredness, minor health problems such as headaches. colds fl u 

etc, anxiety. depression. 

Temporal factors: Ful ler investigation was attempted into the coping process by 

including temporal factors .  The sequence of the copin g  process was mapped by 

request ing the participants to provide detai l s  of psychologica l .  sequent ia l ,  or 

chronological t ime. Psychological t ime refers to how long a person felt or thought 

something occurred. regardless of the actual time. Sequent ial time is  the order the 

progress through the process occurs, and chronological t ime refers to the actual t ime in  

hours and minutes. Several questions focused on the duration of secondary and tertiary 

appraisal. the use of coping strategies and reactions. and the point  at w hich these 

occurred in  the coping process. These questions were in tended to capture all three ways 

of assessing temporal factors. 

Procedure 

The participants were contacted by telephone and a convenien t  meeting t ime was 

arranged. At  the first meeting t hey were given a brief explanation of t he research. They 

completed the I nformed Consent Form (see Appendix C). and any questions were 
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answered.  Part ic ipants then completed the fi rst of the Dai l y  Records so that the 

researcher was avai lable to answer any queries or problems. They were then asked to 

fi l l  out a quest ionna ire at the end of every day. descri b ing the most stressful e\'ent of 
that day . The fi rst fi \'e part ici pants fi l l ed out a Dai l y  Record for three weeks ,  I t  v,,'as 

found that th i s  length of t ime was unnecessary and too long for some part ic ipants to 

reta i n  interest. so th is  was reduced to two weeks for the second fi ve  part ic ipants, 

The Dai ly  Record was the only method used for the col lection of data. This had been 

pi loted on two part ic ipants. I t  was found that these part ici pants were l i m ited i n  the 

i n i tial awareness of their coping behaviour. and that i t  took time for them to understand 

and comprehend the complex factors involved. Therefore the content of the Dai ly  

Record was i ntroduced gradual ly.  so more questions on the coping process were added 

at each of three phases. I n  the first phase on l y  the quest ions concern ing the i n i tial 

reactions, primary appraisal and copin g  strategies were incl uded . In the second phase 

the questions on secondary appraisal and temporal factors were added. and in the final 

phase the questions on tertiary apprai sal and outcome were added so that the entire 

coping process was included .  The fi rst five  part ic ipants provided data with seven days 

of the ful l  description of the coping process. It was found that the t ime requi red for the 

gradual in troduction of the questions could be reduced . so the next fi ve part icipants 

provided data with ten days for the ful l  coping process. 

The researcher made weekly contact to replace the Dai ly  Record and to determine 

progress. Data for each individual was col lated and a feedback session was held where 

the theory and ful 1  purpose of the research was explained. i ndividual data was discussed 

and explained and any questions were answered. 

Ethical Considerations 

No major ethical problems were envisaged and none were encountered. The participants 

were reporting natural ly occurring events, they were ful ly  informed of the purpose of 

the study, and they had signed an informed consent form. However, the possibi lity that 

some participants may encounter major unexpected crises during  the course of t he 

research was recognised. Participants were encouraged from the beginning to contact 

the researcher i n  the event of any difficulties. The right to withdraw was made clear and 

this would have been encouraged and re-emphasised in the event of an unexpected 

cnSlS. 
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Data analysis 

There was no kno\v n precedent for the data anal ysi s of a process. us ing a s im i lar 

methodology. so dec i s i o n s  ,",,'ere made step by step and the a na l ys i s evol ved unt i l  a 

sui table method was found to exp lore the coping  process , The data that was col lected 

for the present research pro\" ided several possib le approaches to exami n ing  the copi ng 

process. so the first step was to transcri be the responses to all the questions into matri x 

form ( event by constructs ). as suggested by M i les and Huberman ( 1 984).  A matrix  was 

completed for each part ic ipant. and each event was documented accord ing  to the 

constructs of primary . secondary and tertiary appraisal .  reapprai sal .  copin g  strategies. 

reactions. outcome and the temporal factors. 

A total of 1 1 3 events was described by the ten participants. The reports of fifty-four of 

these events focused on the entire process and the decision was made to analyse these 

even ts only. The fifty-four events incl uded data from all participants and the number of 

events they each documented on the entire coping process ranged from one to ten. The 

i n i tial exami nation of the matrices indicated complexity and variabi l i ty in copi n g  

behaviour so a decision needed to be made as to how to analyse the data at a level that 

was manageable. I t  was possible to examine the data between and with in participants 

and/or between and with in events. After some trial analyses it was decided to designate 

the unit  of analysis as events. as th is  prov ided the clearest and most manageable 

approach to exploring  the copi ng process. Therefore the data was analysed wi th  

disregard to  the  differences within or between participants. 

Once the matrices had been established and the unit of analysis detennined. the next 

step was to decide how to examine the constructs individual ly .  The decision was made 

to conduct a descriptive analysis of the appraisals .  coping strategies and outcome. The 

data wi thin each of t hese aspects was summarised into frequency tables to ascertain 

how often these specific experiences were reported. A content analysis of the 

qualitative data was completed to detennine the underlying reasons for the participants' 

coping behaviour. This data was also summarised into frequency tables to help clarify 

the main reasons reported. The means, ranges and standard deviations were calculated 

for the v isual analogue scales and the coping strategies. 

The next step of the analysis was to examine the relationships between pairs of 

constructs to detennine w here the links between the constructs were occurring. The 

frequency wi th  w hich one construct, (or aspect of a construct as in secondary 

appraisal) ,  was reported i n  relation to another construct was summarised. This 

frequency data was converted i nto percentages and these were cross-tabulated to 

examine the patterns between pairs of constructs. The resul ts from this  analysis 



suggested that there were l i n ks between the constructs and some of these l i nks were 

clearer than others. 

These pre l i m i nary steps pro v i ded a bas ic unde rstand ing  of how t he part i c ipants 

reported the i r  experi ences of appra isals.  cop ing strategies and outcome separate ly .  

and where there were l i nks between these constructs. These analyses prov ided the 

basis to the method that was lIsed for the final phase of the data analysis.  which was 

to examine the coping process. As this ",;as the ai m of the present research.  on ly  the 

data from this final analysis is presented in the results section in  chapter fi ve. 

The fi nal phase of the analysis involved two approaches. The fi rst approach was to 

cont inue to examine the data at the nomothet ic level . To reduce the data to a more 

manageable level on ly the aspects of the coping process which were considered. from 

the pre l iminary steps, to be important or necessary were i ncluded. The raw data for 

these constructs of the coping process was summarised. for each event . into a format 

w hich  was then converted in to quanti tat i ve data. For example. constra ints and 

repertoire were summari sed in to binary categories and then these were converted into 

percentages. A lso included i n  the summary for each event were the rat ings for the 

v i sual analogue scales and the speci fi c  coping strategies that were used. This 

quanti tat i ve data was reported at the descriptive level and no stat i st ical tests were 

conducted. 

The second approach used was based on the matrices that had been prepared for each 

event and it extended the analysis to the id iographic level .  Each event was analysed as 

a case study to determine the complexity of the coping process at the individual leve l .  

All the data from the matrices was used for th is  analysis .  The incl usion of temporal 

factors made it possible for the experiences reported in the events to be ordered in t ime. 

Each event was mapped so that the constructs were sequenced and the coping process 

became evident .  The mapped events formed the basi s  for the description of the case 

studies that are i ncluded in chapter five. 

As the events were mapped and the data analysis evolved on the coping process i t  

became clear that there was difficulty with identifying a clear role for some appraisals. 

The reasons for this were the lack of qual i tative data and the lack of information on the 

timing of primary appraisal, control and the stressful ness of the event. These omissions 

meant i t  was difficult to determine when these appraisals occurred and to place them 

within the context to assess their i nfluence on the coping process. However, it  w as 

sometimes possible to ascertain more i nformation as the participants would make 

miscellaneous comments. For example, the following comments were made concerning 

control. 
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" The situation was mostl y  out of my control :' 

" 1  was annoyed at myself because I had no control o\'er some noises:' 

" Hel ped me 10 relai n som\? (On l ro\ . · ·  

So where possib le .  during the  mapping and descri pt ion of the  e \"ents these con textual 

comments ' .... ere used for the in terpretat ion of the role of these constructs. 

Once a sui table analysi s for the coping process had been detemlined.  the final step was 

to ascertain the best method to report the resul ts. I t  was decided that the summari sed 

data would be used to compare the coping processes for different cl assifications of 

events. The events were grouped so that the data was examined from three different 

perspecti ves: 

I I I  The events were classified into different categories to determine if there 

were any differences in the coping process for different types of events. Some authors 

suggest that situational determinants of coping behav iour are important. For example .  

Matt l in .  Wethington and Kessler ( 1 990) contend that different copi ng strategies are 

used in  different situations and that the success of coping strategies wi l l  al ter according 

to the si tuation. Thoi ts ( 1 986) suggests that i t  is important to determine whether or not 

one copi ng strategy i s  more effecti ve than another in similar situations. Once again .  

most of the research in to si tuational differences focuses only on the coping strategies. I t  

was the in tention of the present study to explore the coping process in different types of 

stressful events to ascertain the influencing factors in any si tuational differences. 

1 2 )  The data was divided into the three types of outcome to determine if 

there were any differences in the copi ng process when there were different outcomes 

for the stressful events. Pearl in  ( 1 99 1 )  di scusses the notion that coping is usual ly  

considered to be  the  main factor that contributes to outcome variabi l i ty .  He maintains 

that researchers have not adequately establ ished t hat this i s  the case and that one of the 

reasons for this is that the methodological and conceptual problems have not yet been 

overcome. The present study in tended to explore the possibi l ity that certain aspects 

within the coping process. such as appraisal or patterns of coping strategies may 

account for outcome variability. 

[3] The data w as examined from the perspective of each of the primary 

appraisals to determine thei r  i nfluence on the coping process. As d iscussed previously .  

primary appraisal i s  conceptual ised as being  an i mportant aspect of  appraisal ye t  the 

role that i t  plays in the coping process has not been determined adequately .  
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To summarise, the daily events study focused on t he analysis of the 54 events which 

had a compl ete data set . These events were classified in three different ,\'ays: types of 

events ( four s u b-type s ) :  types of outcome ( t hree s u b- types \ :  and d i fferen t  pri mary 
appra i sal s ( three sub-ty pes ).  Each or these c l ass ifi ca t ions  was exami ned at the group 

l evel and the indi vidual l evel.  



CHAPTER FIVE: 

DAILY EVENTS STUDY: RESULTS 

Chapter  fi ve  descri bes t h e  cop i n g  process from t he t h ree d i ffe re n t  p e rspec t i \' e s  

descri bed i n  c ha pt e r  four: types of even ts : types of o u tcome and the  d i fferent pri mary 

appra isa ls .  The data ana lys i s  revea led t h e  fo l l ow i n g aspects  t h at need fu rt he r  

clari ficat ion and d iscussion so that the reported resul t s can be more read i ly  understood . 

Primary appraisal: The quest ions for pri mary appraisal \"' ere i n tended to obta in 

responses w hi ch could be read i l y  classi fi ed i nto harmlloss. threat or chal l enge .  

However. i t  was found that the questions d id  not dist i nguish harm/loss i n  a satisfactory 

manner. There were very few responses to the part icular question relat ing to haml/loss. 

and when the researcher categorised this apprai sal according to the nature of the e\'ents 

there were few events which were considered to be harm or loss. Therefore the decision 

was made to delete this primary apprai sal from the analysis. The quest ions i ntended to 

categorise threat and chal l enge were not considered ent i re ly  sati sfactory but t he  

responses were retai ned. I n  several of t he  e\ 'ents the quest ions for bot h threat and 

chal lenge were responded to affi rmat ively .  It is considered theoret ical ly  possible for 

threat and chal lenge to occur s imul taneously so th is  was included as a th i rd pri mary 

appra isa l .  So the fi nal  categories for pri mary appraisal were threat. chal lenge. and 

threat/challenge. These are the three categories used to report the results i n  the present 

chapter. 

Perceived ineffectiveness of coping strategies: The part ic ipants were asked to i ndicate 

the effectiveness of the i r  nominated specific strategy on v i sual analogue scales and 

there was some d iscrepancy between the statement of effectiveness and the rati n gs. 

There were five events where the partic ipants stated that the strategy was effect ive yet 

the rating  was with in  t he range for those strategies that were rated i neffective. When 

these rat ings were considered within the context of the coping process for the events in 

which they occurred it was decided to include them in  the ratings for ineffectiveness as 

the comments suggested that this was the case. 

The tertiary appraisa l  ratings were completed for the one specific coping strategy that 

was nominated by the participant so this rating may have been for an effect ive or 

ineffective strategy. When the events were mapped the context suggested that in  some 

of the events ineffective strategies had been perceived and not rated. These strategies 

were design ated as i neffective by the researcher so that the role that they played within 

the coping process could be clarified. 
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Reappraisal: The discussion in  chapter two suggested that reappraisal could occur at 

any stage of the coping process. The data analysis surroundi ng terti ary appraisa l  

revealed a clearer defin i t ion of reappraisal which \\:as used for the present study . A 

reappraisal \Vas defi ned as occurri ng \vhere copi ng strategies were in i t ia l ly  appraised as 

i neffective, then a reappraisal occurred Vv'hich resulted in more st rategies being used . 

There were twelve events where a strategy had been rated ineffective by the partici pants 

and another twelve events were j udged to have had ineffect ive  st rategies from the 

context. This was a total of twenty-four events where i neffect ive strategies were 

perceived, and of these a reappraisal occurred in  twenty. or 37% of the total nu mber of 

events. I n  the remain ing four events there was no reappraisal . So i n  the present study. 

for reappraisal to occur there must be an appraisal of i neffect i ve coping strategies. but 

when strategies are perceived as ineffective i t  does not necessari l y  mean that reappraisal 

wi l l  occur. 

Outcome: I n  the present study the emotional . physiological and cogn it ive reactions 

were used as one measure of outcome. The data analysis showed that physiological 

reactions were rarely reported so these were not incl uded in the results .  Base l ine 

information was col lected from the reports concerning the beginn ing of the event and 

the part ic ipants were requested to provide further data about the changes that had 

occurred in their reactions by the end of the event. Some of the decisions concerning the 

outcome came from the context of the event and the comments made. rather than 

responses to specific questions. Other information on outcome came from the response 

to the question concerning how they knew a strategy had been effective as there is an 

inevitable l ink between tertiary appraisal and outcome. 

From the responses it became clear that another measure of outcome was the 

participants' perception of the resol ution of the problem that had created the stressful 

experience. So either a change in the reactions or a comment concerning resolution of 

the problem could be reported in an event. The deci sion was made to categorise the 

outcome according to the responses recorded. The first category was resolution which 

included both resolution of the problem and a posi tive change in  the emotional and/or 

cognitive reactions.  The second category was partial resolution, where only one of these 

measures w as reported and it was clear from the context that the other had not occurred. 

The third category was no resolution, where neither measure was reported and it was 

clear that neither had occurred. These categories are the three sub-types of outcome 

used to report the results in the present chapter. 

There are three sections in the present chapter, corresponding to the three perspectives. 

I n  each section the summary data is tabulated using three variations of descriptive 

stati stics: the mean ratings from the 100 mil l imetre v isual analogue scales for stress, 
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control and tert iary apprai sal ; the mean number of coping strategies used : and the 

percentages of the events which had the defi ned pri mary and secondary appraisal 

processes. perceived ineffective strategies and reapprai sal .  Compari sons arc made of the 

apprai sal s .  copi ng strategies and outcome for each sub-type.  Then the coping process 

for each sub-type i s  descri bed and . as an i l l ustrat ion of each copi ng process . a specific 

e"ent is  presented as a case study . The di fferent copi ng processes arc represented by the 

use of diagrams. These were constructed by not ing the re lative frequencies from the 

data in the tables. and from a composition of the flow of the data from the mapped 

events. Fi nal ly .  the sub-types are compared . 

CLASSIFICATION OF EVENTS 

The majori ty of the 54 events (90% ) could be classified as di screte. that is .  ones w hich 

have a relatively short duration, for example, deal ing with a minor injury or attending a 

stressful meeting. These discrete events were divided further into three categories.  

First. distinct events. where the problem had the potential to have a defi nite outcome 

and the resolution stopped the problem as wel l as the need to be deal ing with i t .  For 

example, catching an i njured cat . Second. indefin i te events. where a resolut ion was 

needed but the outcome may not necessari ly stop the need to be deal ing with i t .  as there 

may be ongoi ng consequences. For example ,  get t ing  held up at work. Third .  

organisational events. w hich were more task-oriented events. for example. gett ing a 

meal ready for a partner. The fourth type of event consisted of the remaining 1 0% of 

events which could be considered ongoing. that is,  they needed to be dealt  wi th as the 

event unfolded over a longer period of time. 

Table 1 presents the descriptive data for the appraisals ,  coping strategies and outcome 

in each of these four types of events. The mean ratings showed that the partici pants 

experienced the appraisals of stress and control differently for the four types of events. 

The mean ratings for these appraisals in the organisational events and indefinite events 

can be considered moderate. The participants reported low stress and high control in the 

distinct events, and they reported the converse in the ongoing events, with high stress 

and low control. 

The participants reported differences between the types of events for primary appraisal. 

The highest percentage of threat appraisal was in the ongoing events w here there was 

no challenge appraisal . showing that in al l the events in this category there was an 

element of threat appraisal . The i ndefinite events also had a higher element of threat 

appraisal than challenge appraisal . In contrast, the distinct events had a higher element 

of challenge appraisal . with no threat/challenge appraisals. The organisational events 
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TABLE 1 :  Descriptive data Jor the constructs in the coping process in each type oj event 

EVENT CATEGORY 

Construct Distinct Organisational Indefinite Ongoing 
{n = 1 6) (n = 6) (n = '27) {n = 5) 

STRESS X = 40.6 x = 6 1 . 6 � = 63.0 x = 75.8 

CONTROL x = 78.6 � = 5 1 .0 x = 44.8 x = 24.6 

PRIMARY APPRAISAL 

Challenge 68.75� 50.0% 29.6% 0.0% 

Threat 3 1 .'25% 0.0% 40.7% 60.0% 

Threat/challenge 0.0% 50.0% 29.6% 40.0% 

SECONDARY APPRAISAL 

Constraints 30.0% 0.0% 30.0% 60.0% 

Wide repertoire 30.7% 83 .3% 55.5% '20.0% 

Occurred before 68.8% 83.4% 63.0% 80.0% 

Familiar strategies 90.9% 100% 94. 1 %  50.0% 

COPING STRATEGIES 

Number x = 3.5 x = 5.0 x = 4.74 x = 4.6 

Type rational action rational action rational action 

emotional response emotional response emotional response 

positive thinking positive thinking positive thinking 

relaxation relaution fatalism 

seek help other 

TERTIARY APPRAISAL 

Effectiveness x = 78.7 x = 77.8 x = 76.6 x = 30.2 

Ineffective 3 1 .2% 33.0% 40.7% 80.0% 

Reappraisal 25.0% 33.0% 40.7% 60.0% 

ourCOME 

Resolution 68.75% 100% 70.3% 0.0% 

Partial resolution 1 8.75% 0.0% '2'2.2% 40.0% 

-
No resolution 1 '2.5% 0.0% 7.4% 60. )5 



had no threat appraisal and an equal number of events wi th chal lenge and threat! 

chal lenge appraisals. 

There w ere differences In  secon dary appra i sa l  between the types of e v e n t s .  Thc 

part ic i pants reported the hi ghest percentage of cvent s that had constrai nts in the 

on goi ng events. \v ith the indefin ite and di stinct categories having a lower percentage. 

There v,:ere no constraints for the organi sational events and this category a lso had the 

hi ghest percentage of events with a wide repertoi re. The lowest percentage of events 

that had a wide repertoi re was in the ongoing category. The data for hi story showed that 

in all the categories more than sixty percent of the events had occurred before and of 

these events, fami l iar strategies were used in the indefini te. d istinct and organisational 

categories more than ninety percent of the time. whereas fami l iar strategies were used 

in the ongoing events only fifty percent of the time. 

The mean number of coping strategies used was simi lar for the indefinite and ongoing 

events. but a higher mean number of strategies was used in the organisational events. 

and a lower number in the dist inct events. The coping strategies which were used in 

fifty percent or more of the events are l i sted in Table 1 .  and this shows that there were 

different patterns for the different types of events. Rational action was not used as 

frequently in the ongoing events, emotional response was not used as frequently in the 

distinct events. and positive th inking was not used so often in the indefin ite events. 

Relaxation was used more frequently in the indefinite and organisational events. Table 

2 provides the mean number of each of the coping strategies in the categories of events 

and this also shows that there were different patterns of the use of coping strategies for 

the four categories. Some coping strategies were not used at all for some categories. For 
'. '" 

example ,  there was no use of self-adaptation or . other' in the dist inct category, and 

some strategies were less l i kely to be used such as fatal ism, emotional response and 

seeking help in the distinct category. 

The mean ratings for the perceived effectiveness of coping strategies was high « 76) for 

all categories except the ongoing which had a noticeably lower mean rating at 30.2. The 

ongoing events also had the h ighest percentage of events w ith perceived i neffect ive 

strategies, and the highest percentage of events that underwent reappraisal .  

The most noticeable difference for outcome was that al l of the organi sational events 

were resolved, and none of the ongoing  events had a resolution. The majority of the 

i ndefinite and d istinct events were resolved or partial ly resolved. 

These results show that there were differences in  the appraisals, copin g  strategies and 

outcome for the different types of events. The fol lowing sections describe and i l lustrate 
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TABLE 2: Mean numher of each of the coping strategies used in the types of events 

COPING STRATEGI ES 

EV ENTS rational seek hosti le emotional posi tive wishful self 
action help rew.:tion fatal ism response t h i n ki ng distraction relaxation th i n k i ng humour blamc fai th adaptation other 

I ndelin i te 88.8 48 . 1 22 . 2  25.9 8 1 .4 40 .7 1 8 . 5  5 1 .8 1 8 .5 1 4 . 8  2 2 . 2  7.4 25.9 I I .  I 

Distinct  75.0 43 .7 1 8 .7 6.2 3 1 .2 62 .5 3 1 .2 1 2 . 5  3 1 .2 1 8 .7 1 8 . 7  6.2 0.0 0.0 

Organisat ion 1 00.0 66.6 33 .3  0.0 83 .3 83 .3 1 6 .6  66.6 0.0 33 .3  0.0 0.0 1 6 .6  0.0 

Ongoi ng 40 .0 40.0 0.0 60.0 60.0 80 .0 40.0 20.0 20.0 20.0 0.0 0.0 20.0 60.0  



hmv the cop ing process for the types of events was experienced different ly by the 

part icipants. 

Distinct {'\"Cnts 

The copi ng process for the events i n  the d is t inct category appeared to be relati ve ly  

straightfonvard and pos i t ive i n  compari son LO the other categories of events.  fi gure 2 

shows the cop ing process for the events i n  the disti nct category and a possible flow 

bet\veen the appraisals. coping strategies and outcome. The diagrams used throughollt 

the present chapter were deri ved from the freq uency data on the tables and the 

constructs represented are those which had the h ighest frequency . e .g .  i n  the dist inct 

events the pri mary appraisal which had the h i ghest percentage was chal lenge. The 

qualifying adjectives in the diagrams are used comparat ively. The direction of the flow 

was derived from the aggregation of the mapped indiv idual events. Figure 2 shows the 

dist i nct events had a low stress appraisal w ith h igh challenge and control appraisals .  

There was a reciprocal flow between these appraisals wh ich then i afl uenced the high 

rat i n g  of tert iary appra isa l .  These combi ned appraisa ls  contri buted to a pos i t ive 

outcome as the majority of the events were resolved or partia l ly resolved. The distinct 

events had a low mean number of coping strategies which may have been l inked to the 

fact that i n  approximately seventy percent of the events there was considered to be a 

narrow repertoire .  The prel iminary analysis showed that the main reason for a narrow 

repertoire was because the l imi ted choice of coping strategies was related to the specific 

problem. This suggests that the di st inct events influenced the coping process as they 

presumably were percei ved as being able to be deal t  with effectively. using few coping 

strategies. 

Event A i l l ustrates the coping process for the dist inct category . The part icipant reported 

finding an oil leak i n  his car, which was an event which had occurred before and he had 

used the same method to deal wi th it previously. The nature of the event cal led for a 

defini te solution and from previous experience he knew that he would be able to deal 

wi th it so the coping process that the participant used was straightforward. He reported 

fee l ing a l i ttle anxious for five to ten minutes and this may have contributed to h i s  

description of the  event as  moderately  stressful (55 on  the 1 00  mm v isual analogue 

sca le) .  He had a perception of chal lenge throughout and th i s  may h ave flowed 

reciprocal ly w ith  the h igh perception of control (93)  w hich then led to his choice of a 

single strategy from a narrow repertoire as he considered that there was only one way to 

deal wi th  i t .  He  used rational action immediately and considered that this was very 

effective (97) because he knew he had solved the problem when the oil stopped leaking. 
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The coping process that the part ic ipant used for this event appears to have been 

infl uenced by the distinct nature and by his perception that he knew exact ly  what to do 

to resolve the proble m ,  Th is  event  i l l ustrates ho\\' t he i n i t ia l  appraisal processes ( stress. 

control and cha l l enge ) may ha\'e i n fl uenced t he cop i n g  process pos i t i ve l y  so that the 

choice w i t h i n  secondary appra isal was ob\' ious  and uncompl icated . which led to t he 

effect i v e  use of the  one strategy he chose . and contri buted to a pos i t i v e  outcome , 

Organisational events 

The copi ng process for the organ i sat ional  e vents a l so appeared re lat i ve l y  

straightforward, Figure 3 provides a diagrammatic v iew of the coping process for the 

organisational events. There was a moderate appraisal of stress and control and a l l  

events had an element of chal lenge appraisal . These appraisals may have infl uenced the 

fact that there were no constraints and that fami l iar strategies were used in all events. 

There was a w ide repertoi re for the majority of events which contri buted to the 

organisational events having the highest mean number of coping strategies, Table 2 

shows that five of the strategies were not used at al l .  suggesting  that a l though the 

participants had a wide range from which to choose. they were select ive in  their choice 

of strategy, presumably choosing those they knew would be effective. Al l  these aspects 

of the coping process appeared to contri bute to a h igh rati ng of effectiveness and 

resolution of the problem in all the events. All the events that had perceived ineffect ive 

strategies also underwent a reappraisaL so the wide repertoire presumably meant there 

were coping strategies available to make a change to more effect ive ones. 

Event B i l l ustrates the coping process for the organisational events. This event invol ved 

the partic ipant trying to do too many things at once at work and not being able to do 

them very wel l ,  and also trying to meet a deadl ine on organising a seminar. This type of 

situation had occurred before and the participant had used similar ways of dealing with 

i t  then. He began by being aware of his high stress ( 87) and this may have influenced 

his low perception of control ( 15). He described his emotional reaction as being worried 

that time was running out to get things done, and his initial cognitive reaction appeared 

to have an infl uence on the coping process as he " real ised would have to j ust do one 

thing at a time and as best I could." It may have been at this point that his appraisal 

changed from threat to chal l enge. He considered that he had a w ide repertoire as he had 

had previous experience of similar situations. He first used rational action and stated 

that he w as aware of this choice as he saw things as getting out of control unless he took 

action. He described rational action as "knew had to get a certain amount of work done, 

went out in the car and did some writing away from the phone." He also sought help by 

phoning a colleague, then used rel axation by going home for l unch "away from the 

panic." He then used emotional response by hiding his anger at not being able to do the 
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job effectively, and then used posit ive thinking. He considered that rational action had 

been effect i ve as he was able to wri te and gather h is  thoughts. and he stated that all the 

strategies contributed to the effect iveness by contro l l ing the si tuation . 

The copi ng process for this event was relat i \'t� l y  straightforward and the organisational 

nat ure appeared to have contri buted to the resol ut ion of the problem. Once he was 

aware of his emot ional reactions he went through a cogni t ive process to decide hO\\: to 

organi se his tasks and this was based on previous s imi lar experi ences, i ncl uding using  

strategies that he  knew would be effect ive.  He  then used the copi ng strategies and 

considered that they were effect ive which led to a satisfactory outcome. 

Indermite events 

The coping process for the indefinite events ( Fi gure 4) involved a moderate appraisal of 

stress and a moderate to low appraisal of control . with a dominant primary appraisal of 

threat. These appraisals may have influenced secondary appraisal as there were some 

constraints and the repertoire was wide or narrow. Fami l iar strategies were used where 

the events had occurred before and these contributed to this category of events having 

the second highest mean number of coping strategies, and Table 2 shows that all coping 

strategies were used . There was a high rating of perceived effect iveness and in all the 

events where ineffective strategies were perceived reappraisal occurred. The majority of 

the events were resolved or partial ly resolved. 

Event C i l l ustrates the coping process in an indefinite event ._This event was work 

related and involved speaking to three short meetings of apathetic workers . The 

participant found the situation relatively stressful (72) and he had a perception of low 

control ( 24) wh ich may have influeficed the apprai sal of both threat and challenge. 

When he fi rst began the tal ks he became aware that he began to stutter and repeat 

h imself, and he had a feel ing of not being supported . He described h i s  cognit ive 

reaction at this point as "realised I had to keep going," and he appeared to go through a 

cognitive process of recognising that "workers didn ' t  have background understanding 

and therefore best I build up a relationship." He felt constrained because he would have 

l i ked to have given them more information but he d idn' t  think t hat they would 

understand, This was a new situation for the participant and he considered that he had a 

narrow repertoire as it "seemed l i ke a case of going through the motions." However, he 

then used the first coping strategy of relaxation by having a cup of tea and during this 

t ime stated that he "could see situation more clearly and tried to stay in  control ." To do 

this he then used rational action ("carried on the meeting and adapted the talk to the 

s ituation") and fatal ism ("j ust had to do best I could") together, fol lowed by emotional 

response (suppressed anger) and positive thinking ("beginning to build up a relationship 
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wi th  them") .  He  considered that these copi ng strategies were effect ive,  especial l y  

rational action a s  adapting to the si tuation and taking act ion to  remedy it had the effect 

of the \\'orkers appeari ng more attentive. and therefore the outcome \\'as sati sfactory . 

The partic ipant made the comment for this event that he thinks that he is " more incl ined 

to take direct action rather than thin k about the problem clearly fi rst ."  and it appears 

that he had started the ta lks before he real i sed that he was under stress . Whi le his  

statement is  no doubt accurate. it \vas probably the part icular si tuation wh ich created his 

need to deal w ith it in the way he did. Had the workers responded more enthusiastical ly 

then the participant may not have found the situation stressfu l .  but once he was aware 

he was under stress he clearly \\-'ent through a cogn i tive process to decide how to deal 

wi th it and i t  seems that the changes in his thinking played a major role in his coping 

wi th this event. 

Ongoing events 

The events in the ongoing category ( Figure 5) had high stress appraisal . low control 

appraisal and a l l  events had some threat appraisa l .  These negative appraisals may have 

influenced secondary appraisal as more than half of the events had constraints and the 

majori ty had a narrow repertoire .  When the events had occurred before fami l i ar 

strategies were used in on ly  half the cases. The ongoing category was the on ly one 

where the strategy of 'other' was used frequently, suggesting that the participants were 

attempting to find alternative ways of deal ing with the situation. The negative appraisal 

presumably conti nued to infl uence tertiary appraisal as ineffective coping strategies 

were perceived in eighty percent of the events . and the mean rating for effectiveness 

was low, with no events ful ly  resolved. 

Event 0 descri bes a situation where an ongolflg event was being managed . The 

participant described the situation involving an incident where his father-in-law had 

rel ied on the participant to do something for h im and this type of situation had been 

ongoing for the last eighteen months. This may have contributed to the h igh perception 

of stress (92). He first became aware of his reactions and reported that h i s  heart rate 

c l imbed a bit and he felt  a bit angry for approximately half an hour. These reactions 

may have influenced the fact that he viewed the situation as a threat and considered that 

he had l i tt le percei ved control over the situation ( 1 2). He com mented on the lack of 

control : 

" If i t  were one of my parents the control would be easier as I could tel l  

them that they were interfering i n  our l ives too m uch and they would 

understand .• , 
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I t  is l ikely that th is perceived lack of control \vas a major factor in establ ishing this as 

an ongoi ng event as i t  created a constrai nt .  and if the constraint did not exist he may 

have been able to deal w i th the s i tuation more effecti \'el y .  The specific constraint that 

he descri bed for the e\'ent was that he real l \' wanted to te l l  h is  father-in - law to "P. off. 

but I ' m not qui te that heavy". This  appeared to infl uence his consideration that he had a 

w i de repertoire yet he used on ly  t\\.'o strategies as he stated he had tried al l  others. He 

reported that he had used sim i lar strategies previously but general !  y unsuccessf ull y. 

The first strategy the part icipant used was fatal i sm (accepting that nothing could be 

done about the situation ) .  He chose this one because he had tried all others. i t  took him 

5 to 10 minutes to choose i t  and he started using it as soon as he had made the decision. 

He found the strategy ineffecti ve ( 5). but did not comment on how he knew i t  was 

ineffecti ve. He then thought about the event again and chose another strategy of 

thinking about the positive side to the problem. He did not report the effect iveness of 

th is  strategy , but it appeared to have the effect that it altered his percept ion from 

worrying to th inking " what the hel l" ,  and he commented that this sort of situation had 

been happening qu i te a lot lately so he just carried on as if h is  father-in- law was not 

there and he started to calm down. He was also aware that he possibly slept less with 

cont inuing thoughts, suggest ing an unsati sfactory longer term outcome. His overal l  

approach to the problem was " I  didn ' t  real ly think too much at aIL just got ' peed off' 

then carried on my way." 

The process that the participant went through for this event included a perception of 

high stress, threat and low control appraisal . There was a constrain t  and a perceived 

lack of control .  The nature of the ongoing event meant that he had a history of having 

tried many other coping strategies unsuccessful ly so all these factors may have 

contributed to the unsati sfactory outcome. The participant began with a negative 

appraisal of the si tuation as history indicated that he would not be able to deal with it 

effectively, and although h is  perception did alter it was to a more apathetic appraisal 

rather than a positive appraisal . so this may have influenced the unsatisfactory outcome. 

Comparison of the types of events 

The results show that there were differences between the types of events. A comparison 

of the d istinct and organisational events shows that the differences occurred in the 

appraisal of stress and control ,  secondary appraisal and coping strategies. I n  the distinct 

events the h igh control and low stress flowed reciprocall y  wi th  the challenge appraisal 

and the nature of the event to create a need for a narrow repertoire only. The narrow 

repertoire contributed to an effective use of a low number of strategies. I n  contrast. in 

the organisational events the participants considered they had a wide repertoire w hich 
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contributed to a higher number of effective coping. strategies being used. I t  seems that 

the nature of the event infl uenced the repertoi re as the dist inct events had a clearer way 

to deal w i th the problem. as b'ent A shows .  Despi te these differences both types of 

c n:nts had a h igh rat ing of percei ved effect i \'eness and resolut ion of the problem. and 

th i s  may have been partly due to the s imi lari t ies between these types of events. In both. 

fami l i ar strategies were used w hen the event had occurred prev iously .  Both categories 

of events used the copi ng strategies of rat ional action and posi t ive thinking.  suggesting 

that these contri buted to the overal l  effecti veness and resolution . and chal lenge \ ... ·as the 

predominant appraisal in both types of events. Presumably it was the manner in which 

these appraisals and the part icular coping strategies interacted which contri buted to the 

eff ecti veness. 

In contrast. the on ly s imi larity between the indefinite and ongoing events was that there 

was an apprai sal of threat, yet the indefin i te events st i l l  had a h igh rat ing of tertiary 

appraisal and resolut ion of the problem. so it does not appear that primary appraisal 

alone accounts enti rely for tertiary appraisal and outcome. The ongoing events were the 

only ones which had the combinat ion of high stress, low contro l .  h igh percentage of 

events w i th constraints. a lower percentage of events which used fam i l iar copi ng 

strategies, and rational action was used less frequently than in the other categories. This 

would suggest that the combination of these apprai sals and coping strategies in  the 

copi ng process, along wi th  a threat apprai sal .  contri buted to the low rating of 

effectiveness and the high percentage of events wh ich had ineffective strategies and no 

resolution. 

In the i ndefini te events the primary apprai sal ( threat, in th is  case ) did not appear to 

influence tertiary apprai sal in the same way that it had in the other categories. A 

possible explanation for this i s  that both the indefini te and distinct events had simi lar 

mean ratings for the stress and control appraisals and these may have had a major 

influence on the tertiary appraisal and outcome. 

Summary 

The results show that the nature of the event reciprocal ly influenced the coping process 

and this interplay may have determined how straightforward or complex the coping 

process was. I t  i s  not possible to determine whether the event influenced the coping 

process, or  the coping  process influenced the event. or both. It i s  clear that the coping 

process for each category of events was different, although there were some similarities. 

I t  is also clear that it was the different combinations of the appraisals and copin g  

strategies w hich determined the effectiveness and outcome, rather than any specific 

construct. 
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OUTCOME AND THE COPING PROCESS 

The resul ts  for the categor ies of e\'ents  showed that the appra i sa l s  and copi ng strategies 

i n  t he copi n g  process i n fl uenced t h e  o u tcomes  i n  some w a y .  The c u rren t sec t i on 

compares the coping process for those events \�' here the outcome differed . O utcomes 

were c l as s i fied i n to resol ut ion.  part i a l  reso l ut ion and no resol u t ion . 

Tab l e  -' shows the data for the constructs in the copi n g  process for the three types of 

outcome. The events in the resolution group had the lov,:est mean rat ing of stress and 

the h ighest mean rat ing of control . There was l i tt le difference in the rat ings for these 

appraisals in the partial resolut ion and no resol ution events as both had moderate stress 

and low control .  

The resolution group had the highest percentage of events with a chal lenge appraisal 

and when th is  was combi ned wi th  the events that had a threat/chal lenge appraisa l .  

nearly seventy percent of events had an element of chal lenge. The partial resol ution 

group had the h ighest percentage of events w i th  threat apprai sal and approximately 

eighty percent of the events had an element of threat. The no resolution category had a 

s l ightly lower percentage of events with an element of threat. 

There were c lear differences in the percentage of events with constraints. The lowest 

percentage was in the resolution group. \ ... · i th more constraints in the partial resol ution 

group, and the highest percentage in  the no resol ution group. I n the resol ution and 

part ial resolution groups the participants considered they had a wide repertoi re in 

approxi mately half of the events. whereas thi s was much lower in  the no resol ution 

group. The resolution and no resolution groups had a simi lar percentage of events that 

had occurred previously and of these the majority_ used famil iar strategies. The partial 

resolution group had a much lower percentage of events that had occurred previously. 

and famil iar strategies were used in al l of these events. 

The same pattern of coping strategies that was used most frequently was evident in the 

resolution and partial resolution groups. I n  both groups, rational action,  emotional 

response, positive thinking and seeking help were used in more than half of the events. 

In addition Table 4 shows that in the resolution group distraction was less l ikely to be 

used, and in  the partial resolution group fatalism was more l ikely to be used. The partial 

resol ution group had a h igher mean number of coping strategies than the partial 

resolution group. A different pattern of strategies was used in the events that had no 

resolution. Table 3 shows that only two strategies were used in more than half of the 

events and emotional response was one of these .  as it was in  the other two groups .  

Distraction was the other strategy used frequent ly and Table 4 shows that hosti le 
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TABLE 3: Descriptive data for the constructs in the coping process for the types of outcome 

Cnnstruct 

STRESS 

CO"-.TROL 

PRI!\·I.-\RY APPRAISAL 

Threat 

Challenge 

Threat/challenge 

SECO!'<DARY APPRAISAL 

Constraints 

Wide repertoi re 

Occurred before 

Fami liar strategies 

COPI�G STRATEGlE..'l 

Num ber 

Type 

TERTIARY APPRAISAL 

Effectiveness 

Ineffective 

ReappraIsal 

TY PES OF OL:TCOME 

Rcso l u !I on 

( n = 3()) 

\ = 53 .5 

\ = 6 1 . 7 

30.St;1 

5O.0l7c 

1 9.4'1 

1 9.4'1( 

53.0ct 

72.39i: 

92.3l7c 

\ = 4.25 

mtional action 

emotional response 

positive thinking 

seek help 

\ = 83. 1 

27.7C7c 

'27.7CJc 

P;.J.rIial rcsol ut ion 

(n = I I ) 

\ = 67.0 

\ = 37.8 

45.4'l 

1 8 . 1 0 

36.30. 

36.3<71. 

.50.00(. 

36.4'7(; 

1 DOCk 

\ = 5.0 

rational action 

emotional response 

positive thinking 

seek help 

\ = 62.9 

45.4<k 

45.4% 

:';0 rcsol u!Ion 

( n  = 7) 

\ = 6 U :� 

\ = 37. 1 

42.8'7c-

28.5'1 

7 1 .4'k. 

28Hk 

7 1 .5Ck 

80.0'7(; 

\ = 4. 1 

distr.lction 

emotional response 

x = 28. 1 

l00'7c 
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TABLE 4: Mean numher (if each oIthe c(I(lil1M .\'trateMie.\' used in each t.vl,e oj outcome 

COPI NG STRATEGI ES 

rational seek hosti le cmotional posi t ivc wishfu l  scl f  
Ol rn :m.lIi  action hel p reaction fatal ism response th inking di stmction rcla'{ation t h i n k i n g  h U lllllur blame faith adaptation othcr 

Resol u t ion 88. 8  50.0 1 9.4 1 3 . 8  58.3 50.3 I I .  I 44 . 4  1 6 .6 1 9 . 4  1 9 .4 2.7 I (d) 2.7 

Partial 8 1 . 8 54 . 5  9.0 45.4 8 1 .8 8 1 .8 3 6 .3 36.3 1 8 . 1 9 .0 0 .0  1 8 . 1  <) . n  27 . 2  

Resol ut i l lll 

No 42.8 28.5 42.8 1 4 . 2  7 1 .4 42 .8 7 1 .4 1 4 . 2  4 2 . 8  2 8 . 5  1 4 . 2  0.0 2 8 . 5  1 4 . 2  
Rcsol u tion 



reaction and wishful th i n ki n g  were more l i ke ly to be used , and relaxat ion was less 

l i kely to be used in the no resol ution group. Th i s  group a l so had the lowest mean 

n umber of strategies. 

There were differences in tertiary appraisal between the outcome groups. The highest 

rat ing of effecti veness was in the resol ut ion group wh ich a lso had the lowest percentage 

of events w i th  percei ved ineffect ive strategies. The part ial resol ut ion group had a lower 

mean rat i ng of effect iveness and a h igher percentage of events which had ineffecti \'e 

strategies. The no resol ut ion group had the lowest rat ing of perceived effecti veness and 

a l l  the events in this group had perceived ineffective strategies. but on ly  approximately 

seventy percent of these events underwent reappraisal . I n contrast, al l t he events in the 

resolution and partial resolution groups underwent reapprai sal . The fol lowing sections 

descri be and i l l ustrate how the copi n g  process was experienced different ly for the 

different outcomes. 

Resolution events 

The coping process for these events appeared positi ve and straightforward. Fi gure 6 

shows that there was a moderate perception of stress and control with the majori ty of 

events hav ing chal lenge apprai sal .  These appraisa ls  may have infl uenced secondary 

appraisal as there were few constraints, either a wide or narrow repertoi re and famil iar 

strategies were used in  the events that had occurred previously .  The pattern of coping 

strategies (rational action. emotional response, posit ive thinking and seeking help) that 

was used may also have contri buted to the posit ive outcome as there , .. :ere few 

perceived i neffective strategies and a high rating of effectiveness. 

Event E i l lustrates the coping process for an event which was ful l y  resolved . The 

participant was deal i ng with organising his time at work and found this stressful ( 8 1 ) 

and had l i tt le perceived control ( 1 6). He did find the situation challenging, but did not 

think about this perception until after he had used the coping strategies. He became 

aware initia l ly  of his anger when he was "short with col l eagues," This lasted for 

approximate ly  ten minutes and at th is  point he used the coping strategy of host i le  

reaction w hich was percei ved as ineffective. He  then reapprai sed the si tuation and 

real i sed he needed to " cool down" to be able to deal with the s ituation effectively .  He 

had a wide repertoire from which to choose his coping strategies and used relaxation by 

smoking a cigarette to cool down. as wel l  as humour and emotional response. He also 

used strategies which altered his thinking about the situation: positive thinking and self­

adaptation. He then used rational action which he found very effective (9 1 )  and this 

strategy enabled him to "slow down and prioritise," and he continued to use it for 
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approxi mately four hours so that he did as much as he could in the t ime he had 

avai lable. He stated that his cogn itions altered from " negative to const ructivc:' 

The changes that occurred in the coping. process in  th i s  e" ent appear to have cont ri huted 

greatly to the resol ution. If he had not reapprai sed his init ial emotional react ions and 

found ways to rcduce these he would not have been able to dea l ,..,. i th the si tuation 

effecti vely. The change in his emotions and his th inking.  through the use of copi ng 

strategies clearly led to perceived effective strategies and resol ution of the problem. 

Partial resolution events 

Figure 6 shows that the coping process for these events had a moderate mean rat ing of 

stress and a low rating of control with the majori ty of events having an element of 

threat. There were some constraints and only approximately one third of events wh ich 

had occurred before. The fact that the majority of events were new ones influenced the 

outcome as presumably the participants were needing to find new ways of deal ing them. 

and these new strategies may not necessari ly have been effective. The events in  this 

group had the highest mean number of coping strategies and the pattern of strategies 

that was used most freq uently was the same as that in  the resol ved group. The 

perception of threat and low control may have infl uenced the moderate rat ing of 

effectiveness and the fact that nearly half of the events had perceived ineffect ive 

strategies. 

Event F provides a description of an event w hich had a partial resolution. The 

participant was anticipating facing a stressful situation when she returned to work 

fol lowing leave. S he was dealing with this new situation for the fortnight that she was 

on leave and stated that because of this length of time she was anxious and uptight at 

times and was aware that she needed to remain detached. She found the event both 

challenging and threatening as well as very stressful (97) but with a high perception of 

control (91 ). She considered that she had a narrow repertoire as " to act positively in any 

s i tuation is my main aim in dealing with problems." S he used rational action by 

planning to take direct action once she returned to work, and she started using this 

strategy immediately and continued to use it over 'the fortnight. S he also used seeking 

help, emotional response and positive thinking simultaneously with rational action over 

the same period, and also used distraction and humour. Over this period she also 

described her cognitions as "accepted w hat I couldn't  change, changed w hat I could." 

Her description of this event as the most stressful for the day occurred on the day she 

returned to work when she took the direct action she had been planning. She rated the 

strategy of rational action as very effective (98) as a meeting was called and this direct 

action caused a confrontation . S he stated that the " outcome was not completely 
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resolved but wi l l  be in  due course." and that " because I was able to take posi tive action 

i t  eased the situation ." 

Th i s  event was only part i a l l y  rc soh ed . poss i b l y because there were other people 

i nvol ved with the problem. Al though the part ic ipant had a h igh perception of control . 

and did what she could to deal w i th  the si tuat ion and al ter her o\\'n thoughts ahout i t .  

she had no control over how other people dealt \\' i th  i t .  She stated that she "tried to be 

objective and insi sted on open honest communication which others found threatening ." 

I t  appears that i t  was the nature of the situation which contributed to the lack of a total 

resolution. and the coping process which led to the partial resolution. 

No resolution events 

The events i n  the no resolution group had a moderate percept ion of stress, a low 

perception of control and a predominantly threat appraisal ( Figure 6). There was a high 

percentage of events with constraints and a narrow repertoire and . in  comparison with 

the other outcome groups, a lower percentage of events where fami l iar strategies were 

used. There was a different pattern of coping strategies used, suggesting that th is  may 

have had an i nfl uence on the outcome. A l l  the events had ineffecti ve strategies and 

reappraisal occurred in only approximately seventy percent of these events. The rating 

of effectiveness was low. 

Event G i l l ustrates the coping process for an event which was not resol ved . The 

participant described deal ing with an issue that arose from a meeting and this was a 

si tuation that had occurred previously. She found the event threatening and chal lenging, 

with a moderate appraisal of stress (57) and a very low perception of control (06). 

During the meeting she became aware of feeling hot, uncomfortable and fidgety, with 

some distress and frustration. She wanted to l imit  the discussion and take control by 

being total l y  d irective, but felt constrained as she "felt it would have made matters 

worse, undermined other people:' This constraint created a narrow repertoire as she 

wanted to avoid confl ict,  so she continued to be aware of her reactions for J 0 to 20 

minutes when she decided that her "discomfort was at a peak," and began using coping 

strategies. She used rational action, by suggesting solutions, and distraction, by trying to 

change the topic and move through the agenda. She also used emotional response at the 

same time by trying  to conceal her discomfort and frustration. She rated d istraction as 

i neffective (24) as it didn ' t  change the problem. During the t ime she was using these 

strategies she w as also altering her thoughts "from trying to always  find solutions to 

accepting  status quo and trying to work w i th the current s ituation." This cognit ive 

change appeared to help her deal w ith the situation but did not resolve the problem. 

Once she left the meeting she fel t  relief at being out of the situation and she continued 
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to deal w ith  i t  by using wishfu l th ink ing and sel f-adaptat ion .  Through using these 

strategies her di stress changed to concern a couple of hours later. and several hours later 

she was "more certain of own stance and more sure what to do next t ime ."  

Th is  e\'ent shovv' s that even \",' hen the  problem was  not resol \'ed the part ic ipant st i l l  

made attempts to deal \ .... i t h  t he e\ ent and contin ued to do s o  after she left the si tuation . 

Her ongoing coping helped to reduce her emotions and alter her cogni t ions so that she 

reached a sati sfactory outcome for herself. al though the problem remai ned unresolved. 

An influencing factor in the outcome appeared to be the constraint and low perception 

of control . I f  the participant had chosen to be d irective. as she stated. this would have 

meant she took control . Presumably if she had done so this would have increased her 

perception of control and the outcome may have been different. 

Comparison of the outcome groups 

The only s imi lari ty between the three outcome groups was that they had a simi lar mean 

rati ng of stress. There were no s im i lari t ies between the resol ution group and the no 

resol ution group. suggesting that there were quite different coping processes for these 

outcomes. The resol ut ion and part ial resolution groups had a s imi lar percentage of 

events t hat had a wide repertoi re. a s imi lar pattern of strategies was used and 

reappraisal occurred in  al l the events where there were perceived ineffective strategies. 

This suggests that these aspects of the coping process may be a factor in  at least a 

partial resolution. A w ide repertoire may provide the opportunity to choose effective 

strategies. or use several to ensure that the outcome is successfu l .  The nature of the 

particu lar strategies that were used may have contributed to the positive outcome. and 

reappraisal meant that there was a de�!�ion to change the coping strategies to some that 

were more effective . 

The partial resolution and no resolution groups had a simi lar low rating of control and a 

predominantly threat appraisal . This suggests that these appraisal s  may have i nfluenced 

the lack of resolution, presumably by creating a negative perception of the abi l i ty to 

deal w ith the s i tuation effectively .  This  negative appraisal may have continued to 

i nfluence the coping process in the no resolution group by leading to a low appraisal of 

effectiveness. The no resol ution group also had noticeably more constraints, a narrow 

repertoire, a different  pattern of coping strategies and less l i kel ihood of reappraisal i n  

the 1 00% of events that had i neffective strategies. This suggests that these aspects of 

the coping process contributed to a total lack of resolution. 
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Ineffect i ve strategies and outcome 

The part i c ipants reported ineffect i ve COp Ing st rategies In a l l  the events in the no 

resolut ion group. There were also some �vents in the resol ut ion group w here ineffect ive 

strategies were reported. yet these events st i l l  had a successfu l outcome. This suggests 

that there may be factors in the coping process wh ich determ i ned the outcome despite 

percei ved ineffect i ve strategies being used. To ascertain these factors. the events in the 

no resol ution group and the events in the resol ution group that had ineffective strategies 

were compared. Table 5 presents the data for these events. 

There were s imi larities in both groups: there was a low perception of control : the 

coping strategy of emotional response was used; and in al l the events where host i l e  

reaction was used th is  was perceived as  ineffect i ve. There were several differences 

between these two groups. As these compari sons were made at a fi ner level it was 

possible to suggest a causal flow between the appraisals and coping strategies. Figure 7 

shows a possible causal flow in the coping process which appeared to have contri buted 

to the posi t ive outcome for the events in the resol ution group that had percei ved 

ineffective strategies . There was a higher mean rating of stress in the resolut ion group. 

and this may have been offset by the predominant appraisal of chal lenge. The chal lenge 

appraisal may have helped to maintain a posi t ive perception of the event throughout the 

coping process. and ulti mately contributed to the higher rating of effectiveness. The 

majori ty of the events in the resolution group had a reported wide repertoire, which may 

have meant that the participants had more strategies to ciloose from once i neffective 

strategies had been perceived as not helping to deal with the event. I n  the events that 

had occurred prev ious ly fami l iar  s t rategies were always used, suggest ing t hat 

knowledge of what would be effective contri buted to the resolution of the problem. A 

h igher mean number of coping strategies was used in  the resolution group. This  

suggests that either that the combined use of more strategies was ultimately effective. or 

that there were more strategies used once reappraisal had occurred. There was also a 

different pattern of coping strategies used. and rational action was never perceived as 

i neffective, which suggests that th is  part icular strategy contributed to the posit ive 

outcome. Reappraisal occurred in  al l  events and it seems that this was necessary as a 

way of changing the i neffective strategies. 

Figure 8 shows the possible causal flow in the coping process for the no resolution 

events. There was a threat appraisal , constraints, a narrow repertoire, a low number of 

coping strategies, a l ower rating  of effectiveness and less l ikel ihood of reappraisal . I t  

seems as though there was no  one aspect o r  construct of t he  coping process w hich 

contributed to the different outcomes. I t  was the different combinations of appraisals 

and coping strategies w hich determined the outcome. Figures 7 and 8 show a theoretical 
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TABLE 5: Descriptive datajor the constructs in the coping processjor the resolution and no 
resolution outcomes where ineffective coping strategies were perceived 

Cons truct 

STRESS 

CO:-'TROL 

PRI\IARY APPR.\ISAL 

Threat 

Challenge 

Threat/challenge 

SECO:-'UARY . .\PPRAIS . .\L 

Constrai nts 

Wide repertoire 

Occurred before 

Familiar strategies 

COPING STRUEGIES 

Num ber 

Type 

TERTIARY APPR;\ISAL 

Effectiveness 

Reappraisal 

*ineffective coping strategies 

Resol ution 
(n = 1 0) 

\ = 75.4 

\ = 39.5 

50.0r.;r. 

30.091. 

4O.0Q 

70.0lk 

SO.Og. 
1 0<Yk  

\ = 5.7 

rational action 

* relaxation 

*hostile reaction 

TY PES OF OUTCOME 

No resolution 
(n = 7) 

\ = 6 l .R 

\ = 37. 1 

7 1 . 4r.;r. 

�8.6r.;r. 

7 1 .5'k 

8O.8'k 

\ = 4. 1 

*distraction 

*emotional response 

*emotional response 

� = 69.0 x = 28. 1 

100% 7 1 .4% 
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FIG URE 7: Diagram showing the possihle causal flow hetween the constructs which 
contribured to a resolwion ojrhe prohlem despire ineffective srraregies 
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FIG URE 8: Diagram showing the possible causal flow between the constructs 
that contributed to no resolution of the problem when ineffective 
strategies were,perceived 
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causal flow of the appraisal and coping strategies that contributed to the differences in 

the coping processes. However. when the ind iv idual events (E & G) were examined i t  

was ev ident that the cogn it ive changes that occurred. the chan ges to d ifferent coping 

strategies. and the way these interacted v,,'ere infl uencing factors in the outcome. The 

part icipant i n  event E took the t ime to reappraise the s i t uat ion and chose strategies 

which reduced h is  emotions and changed his cogni tions. These changes led to a posit ive 

outcome. The participant i n  event G did not reduce her emotions and wh i le there were 

some cogn i t ive changes which helped her to deal \ .... ith t he situation. these \ .... ere not 

sufficient to lead to a resolution of the problem. 

Summary 

There were differences i n  the coping process for the types of outcomes. The coping 

process for the resolution group was positive and th is  appeared to be infl uenced by the 

challenge appraisal , use of fami l iar strategies. and the pattern of coping strategies used. 

These flowed reciprocal ly  to create a h igh rating of effectiveness which al l led to a 

positive outcome. 

I t  appears that the infl uencing factor in at least a partial resolution was the combination 

of a wide repertoi re,  a specific pattern of coping strategies and reappraisal . The 

influencing factor in a partial lack of resolution was the combination of low control and 

a t hreat apprai sal .  The combination of threat, low contro l .  constraints ,  narrow 

repertoire, a specific pattern of strategies, ineffective strategies and less chance of 

reappraisal was l ikely to i nfluence the total lack of resolution by creating a negative 

perception of the abi l i ty to deal with the event. 

A comparison of the events in the no resolution group and those in the resolution group 

that had perceived ineffective strategies helped to clarify the influencing factors which 

contribute to a positive outcome. These factors appeared to create a relatively positive 

perception of the abil i ty to deal with the situation and included a challenge appraisal . a 

w ide repertoire, a high number of coping strategies used with one specific strategy 

v iewed as effective, reappraisal and a high rating of effectiveness. The case studies 

showed that the continual  changes that occurred and the way in  which these differed, 

were also influencing factors in the outcome. 

PRIMARY APPRAISAL AND THE COPING PROCESS 

The current section examines primary appraisal ( threat, challenge, threat/challenge) to 

determine if this appraisal has any major influence on the coping process. 
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Table 6 shows the data for each construct of the coping process in the three primary 

apprai sal s.  The hi ghest mean rating of stress was in the threat/chal lenge category and 

the lowest in chall enge.  The e\'ents in the chal lenge group also had the hi ghest mean 

rating of contro l .  and the rati ngs of control for the threat and threat/chal lenge appraisals 

were considerably lower. 

There were differences between the pn mary appraisals in most of the aspects of 

secondary apprai sal .  The chal lenge category had the l owest percentage of events \'v' i th 

con strai n ts ,  and the h i ghest percentage of events w i th const rai nts was in  t he 

threat/challenge group. The events in threat/chal lenge also had the most events with a 

w ide repertoi re, the highest percentage of events which had occurred before and of 

these events al l  used the same strategies as previously.  I n  contrast .  the events i n  the 

threat appraisal had the lowest percentage of events which had a w ide repertoi re. the 

lowest percentage of events which had occurred previously,  and fami l iar strategies were 

not always used for these events. 

There were si mi lari t ies in the type of coping strategy used. as rat ional action and 

emotional response were used for more than half of the events in all primary appraisal s ,  

Posi t ive t h ink ing was used in the chal lenge and threat/chal lenge categories.  whi le 

seeking help was used only in the threat/chal lenge group. Table 7 presents the mean 

number of each of the coping strategies in the primary appraisal categories. This table 

shows that the different primary appraisals e l ic i ted different patterns of coping 

strategies. On a comparative basis. i n  the threat/challenge category hosti le reaction was 

used less frequent ly ,  and emotional response and wishful  thinking were used more 

frequently than in the other primary appraisals.  I n  the challenge category fatal ism was 

used less frequently, and in the threat category the strategy of 'other' was used more 

frequently. 

The events in the cha l lenge category had the highest mean rating of tertiary appraisal. 

The events in t hreat/challenge had the lowest. and also had the most events wi th  

perceived ineffective strategies and reappraisal . More than half of the  events were fully 

resolved in all the primary appraisal s  and the h ighest percentage of events that were 

resolved was in  the challenge category. There was a simi lar percentage of events that 

were partially resolved and not resolved in the threat and threat/challenge appraisals .  

Challenge appraisal 

When the primary apprai sal was challenge the perception of stress was moderate and 

the control appraisal was h igh. There were few constraints and the repertoire was w ide 

for half of the events. Famil iar strategies were used for al l the events that had occurred 
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TABLE 6: Descriptive data/or the constructs in the coping process/or the different primary 
appraisals 

Construct 

STRF�C;;S 

C:01'.TROI . 

SECO:-'UARY .-\PPR.-\.lSAL 

Constraints 

Wide repertoi re 

Occurred berore 

Fam i l iar strategies 

COPI�G STRATEGIES 

N um ber 

Type 

TERTIARY APPRAISAL 

Efrectiveness 

I nerrective 

Reappraisal 

OLTCOME 

Resolution 

Partial resolution 

No resolution 

Threat 
( n  = 1 9) 

:;; = 59.8 

:;; = 40.4 

36.8q 
39.011 

58.011 

72.70 

:;; = 4.0 

rational action 

emotional response 

x = 68.9 

3 L5lk 

57.8lk 

26.3% 

15.7% 

PRJ \ ! .·\RY .·\PPR.·\ I:":\L 

Challenge 
(n = 22) 

.\ = 47.7 

:;; = 7 1 .5 

1 3 .  {)<:f 

5O.0'k 

n3 .7/k 

1 000· 

\ = 4.4 

rational action 

emotional response 

posi tive thi nki ng 

x = 84.0 

36.3lk 

3 1 .8% 

81 .8% 

9.0o/c 

9.0% 

Threatlchal lenge 
( n  = 1 3 )  

:;; = {)9.8 

:;; = 42.6 

46. 1 '1  

69.3<:f 

77.0r.t 

I CID 

:;; = 5.2 

distraction 

emotional response 

positive thinki n g  

seck help  

x = 60.0 

6 L5lk 
6L5lk 

6O.W: 
30.7lk 

15.3lk 



TA BLE 7: Mean nUll/her o/each of the coping strategies used in the different primw:v appraisal.,· 

COPI NG STRATEGI ES 

I 'IW"IA RY rational seck host i lc  cmotional posi t i  \'c wishl'lIl se l l' 

APPRAISAL action hel p  reac tion fatal ism response th inking distraction relaxation t h i n k i n g  hllmollr blame I'ai t h  aLiaptal i l lfl ( )ther 

Threat 78.9 42 . 1  2 1 .0 26.3 52.6 42 . 1 2 1 .0 3 6 .8 2 1 .0 5.2 1 5 . 7  5 .2 1 0 . 5  2 1 .0 

Chal lenge 8 1 . 8 45.4 27 . 2  9 .0 59.0 54 . S  2 2 . 7  3 1 .8 1 8 . 1 2 7 . 2  2 2 . 7  9.0 2 2 .7 0 .0 

Threat 
wll1 84.6 6 1 .5 7 .6  30.7  92 .3  76.9 30 .7  23 .0 46 . 1  1 5 . 3  1 5 .3 7.6 1 5 .3  7 .6 

Chal lenge 



previously and this may have contri buted to the high rating of perceived effecti veness 

and high percentage of events that were resolved. The cogni t ive copi ng strategy of 

pos i t ive thi nking was used frequent ly .  This strategy has a posi t i ve connotation and may 

have contri buted to the overa l l  effecti \"t�ness of the copi ng process. Approx imate ly  one 

th ird of the events had perce i ved i neffect i ve copi ng  strategies and underwent a 

reappra isa l .  suggest ing that the appraisals .  i nclud ing the chal lenge apprai sal . may ha\Oe 

contributed to a posi t ive outcome despi te some perceived ineffect ive strategies. 

Event H involved the part ic ipant hav ing to interv iew and assess an unco-operati"e 

c l ient. As wel l  as a chal lenge appraisal she perceived the event as moderately stressful 

(57) with a high perception of control (70). These appraisals may have been infl uenced 

by the fact that th is  was not a new problem and that she was aware of choosing the 

strategies that she used as these had "been effective many t imes before:' and she 

considered that she had a w ide repertoire. She first became aware that she was under 

stress when she real i sed that her heart rate had increased. her palms were sweating. her 

anxiety had increased and her thinking had "speeded up." Awareness of these reactions 

led her to use the first coping strategy of rational action where she thought object ively 

about the problem and detennined that she "needed to decide to carry out relaxation and 

thought stopping:' She then used the next two coping strategies together: emotional 

response, which " stopped the anxiety because it gets in the way of objectiv ity ;" and 

relaxation. using deep breathing. She used the relaxation as soon as she realised that the 

real problem was anxiety. She stated that al l the strategies contributed to the 

effectiveness of deal ing w ith the situation and she rated relaxation at 1 00. She stated 

that al l  her reactions altered as she was doing the relaxation. her anxiety di sappeared 

and the problem was resolved. 

The partici pant clearly identified her emotional reaction of anxiety as the problem 

w hich needed to be managed and she used strategies which she knew would be 

effective to reduce her anxiety. She had the resources of anxiety management ski l l s  to 

deal with the situation effectively and it is likely that knowing she had these resources 

i nfluenced her appraisals of chal lenge, control and stress. So it seems as though the 

coping process influenced the chal lenge appraisal .  

Threat appraisal 

The events that had a threat appraisal had a moderate perception of both stress and 

control . A l l  these appraisals may have continued throughout the coping process to 

influence the moderate mean rating of perceived effectiveness. Approximately one third 

of the events had constraints and just over half of the events had occurred previously. 

The majority of events had a narrow repertoire reported which would have contributed 
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to only two coping strategies being used i n  more than half of the events. There were 

approximately one th i rd of the events \vhich had percei ved ineffect i ve strategies and the 

majori ty of events were resol ved or partial ly resolved . 

Event I i l l ustrates a s i tuat ion \\: h ich invol ved a threat appraisal and was where the 

part ic ipant was thinking about her re lationship w i th her partner. She had a moderate 

appraisal of stress (47 )  and this may have been partly because she " didn 't have to take 

i mmediate action, not necessari ly a crisis." The threat appraisal and a low perception of 

control ( 3 1 ) may have been influenced by the fact that the particular problem was a 

new one and because of this she considered that she had a narrow repertoire as it was "a 

new set of problems so needed to work out new ways." The repertoi re may have been 

reduced further by the constraints of wanting to discuss the problem with someone else 

but she did not think this was appropriate and she did not fee l  able to talk to her partner. 

Her first coping strategy was emotional response which she used for several hours and 

she found this ineffective. She then used rational action by analysing the problem and in  

the course of doing this stated that she changed from analysing the s i tuation to looking 

at herself and so changed to using two more strategies: the ' other' strategy by 

withdrawing into herself: and self-adaptat ion where she looked at her own strengths and 

weaknesses. S he fel t  angry and sad for several hours and stated that she became 

increasingly apathetic and l i st less. S he reapprai sed the s i tuation and "refocused 

thoughts from us to me," and this had the effect of altering her emotions to "feel ing 

resigned but uncomfortable." I t  was th is  feel i ng of being uncomfortable w hich let her 

know that the coping strategies had been ineffect ive and she stated that the " original 

problem had not gone away and no further toward resolution ." 

It is likely that the coping process influenced the appraisal of threat in  this event, as was 

the case in the preceding example ( event H).  rather than the converse. The constraint 

may have maintained the threat appraisal by preventing effective coping strategies from 

being used, and the strategies that were used may have maintained the threat appraisal 

by their ineffectiveness. The new problem and the need to find new solutions may also 

have contributed to the appraisal of threat. 

Threat/challenge appraisal 

The events with a threat/challenge appraisal had a high mean rating of stress and a low 

rating of control. Nearly half of the events had constraints and approximately seventy 

percent had a wide repertoire. The majority of events had occurred before and of these 

familiar strategies were used in all. There was a h igh mean rating for the number of 

coping strategies that were used and a moderate rating of effecti veness. Nearly two 
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thirds of the events had perceived ineffect ive strategies and reapprai sal and the majority 

of the events were resolved or part ial ly resolved. 

Event J \ .... as a personal one w hich the part i c i pant descri bed as doi n g  a \v hole lot of tasks 

before gett i n g  to a meet ing on t ime. He percei ved the nent as both a t h reat and a 

chal lenge. His fi rst response was to lise the coping strategy of hosti le reaction \'v' hich he 

stated he used automatical ly and reacted badly_  at the same t ime fee l ing angry and 

threatened. The part ic ipant considered that there \ .... as a constraint as he had v,,'anted to 

the things together with h is  wife and this appears to have contri buted to his deci sion 

that this strategy was ineffective as it caused hosti l i ty and bad feel ing all day . He then 

reappraised the situation, "fel t  bad about the anger and decided to get on and do the 

tasks rather than blame anyone:' Presumably the primary appraisal now changed to 

challenge. wi th a moderate perception of stress (52 )  and the perception of control was 
relatively high (72) .  He then used rational action by doing the tasks quickly one at a 

t ime. At the same t ime he used emotional response as he "kept my anger contained at 

everyth ing being t ime consuming." He also used positive thinking " that i t  would all  be 

over soon" and he detennined that these strategies were effective, especially analysing 

it and taking direct action to solve i t .  

I n  th is event the secondary apprai sal process was instant and produced the automatic 

response of using a coping strategy that was ineffective. It is not possible to determine 

whether the appraisal of threat occurred just before or just after this automatic response. 

but it appears that he reappraised the event to one of challenge and he decided that he 

needed to change h is  coping behav iour. Once he used different strategies deal ing with 

the situation was effective and there was a positive outcome. In  this event it appears that 

primary appraisal , especial ly the change from threat to challenge. influenced the coping 

process so that he changed the coping strategies and these were effective. 

Comparison of the primary appraisals 

The events w here there was a challenge appraisal had the lowest rating of stress, h ighest 

rating of control, h ighest rating of effectiveness and the h ighest percentage of events 

that were ful ly resolved. This  suggests that these appraisals and outcome either 

i nfluenced or were influenced by the positive nature of the challenge appraisal to create 

a relatively positive and straightforward coping process. I n  contrast, the threat/challenge 

appraisal had the highest rating of stress, h ighest percentage of events with constraints, 

a w ide repertoire and w here a similar problem had occurred previously, i neffective 

strategies and reappraisal . There was also the h ighest mean number of coping strategies 

and the lowest rating of effectiveness. 
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Figure 9 presents a d iagrammatic v Iew of the differences between the  pri mary 

appraisal s and the possible flow between pri mary appraisal and the other constructs. I n  

the  threat appraisal t he influencing factors appeared to  be the  low controL a narrow 

repertoire and the pattern of coping strategies \v hich contri buted to moderate 

eff ecti veness. 

The threat/challenge appraisal had the most negat ive coping process. Figure 9 shows 

the possible aspects which were l inked to the threat elements. and the possible aspects 

that were connected to the challenge elements. Presumably the threat appraisals and the 

aspects connected to it ( high stress. low controL constraints. ineffect ive strategies and a 

partial resolution) had more i nfluence over the coping process. I t  seems as though the 

high stress. low control . constraints and ineffective strategies combined and interacted 

to create a negative coping process. Events C. F. G and J al l  had a threatJchallenge 

appraisal and one of the common factors between these events is  that they all involved a 

si tuation where the part ic ipant was deal ing wi th  other people and their reactions. I n  

these events the threat appraisal appeared to be in the in i tial stages and the chal lenge 

appraisal appeared to occur once the participants had found more posi tive and effect ive 

ways to deal with the event. This suggests that the initial appraisal may be the one with 

the most influence on the coping process. Where the two primary appraisal s occurred 

t hey appeared to be sequential rather than simultaneous. I t  would be necessary to have 

more precise information as to when the appraisals occurred to be able to ascertain this 

more accurately .  

Summary 

There were differences i n  the coping process for the primary appraisals of threat. 

challenge and threatJchallenge. The posit ive nature of challenge appeared to influence 

the coping process so that the positive perception was continued through to tertiary 

appraisal and outcome. In contrast . a threatJchal lenge appraisal appeared to create a 

negative influence on the coping process. perhaps because the threat appraisal occurred 

first and this ini tial appraisal continued to influence the coping process despite a later 

challenge appraisal. I t  is not so clear why a threat appraisal appeared to create a 

moderate rather than a negative influence on the coping process. 

These results show that it was the combination of the appraisals and coping strategies 

which influenced the coping process and ultimately the outcome. While the single 

construct of primary appraisal clearly had an i nfluence. it was the manner in which 

primary appraisal i nteracted w ith the other appraisals and coping strategies wh ich 

contributed to the process of deal ing with an event. 
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CONCLUSIONS 

S i x  mai n conclusions can be drawn from the resu l ts. First. no s ing le  construct i n  

isolation appeared to have a major infl uence on  the coping process. I t  was the specific 

combinat ions of appraisal s  and the patterns of coping strategies \ .... hich influenced the 

coping processes different ly  and ul ti mately contri buted to different outcomes. There 

were reciprocal influences occurring and these influenced the continual flow between 

the constructs of the coping process. 

The second conclusion is that the patterns of the contributing appraisals and coping 

strategies that emerged appeared to create ei ther negative or posit ive influences on the 

coping process. The coping process that was experienced negative ly appeared to be 

influenced by a threat appraisal and a perception of low contro l .  with constraints and a 

narrow repertoire. The pattern of coping strategies used, in this case, was a combination 

of rational action, emotional response and distraction. and ineffective strategies were 

perceived. Presumably the negative appraisal s  of threat and low control  continued 

throughout the coping process and infl uenced tertiary appraisal , suggesting that a 

negative appraisal influences a negative outcome. 

The positive coping process was dominated by a perception of low stress. chal lenge. 

reappraisal , high tertiary appraisal and resolution of the problem. The pattern of coping 

strategies i nvol ved was rational action , emotional response. posi t ive thinking and 

seeking help.  Secondary appraisal did not appear to be an i mportant influence, i t  

seemed to be  the other appraisals w hich were the i nfluencing factors. whereas two 

aspects of secondary appraisal did appear to be influential in the coping process that 

was experienced negati vel y .  

Third, there were more differences than simi larities in the coping process when the sub­

types of events, outcome and primary appraisal were compared. The results suggest that 

the differences were the variable aspects of the coping process. The differences helped 

to ascertain which constructs may be influencing the coping process from whichever 

. perspective was being examined, such as the types of events. For example ,  the 

constructs that differed between the distinct and organisational events were the 

appraisals of stress and control, secondary appraisal and the coping strategies used. The 

specific differences suggest that in the distinct events the influencing factors were the 

low stress, high control ,  a narrow repertoire and the low num ber of coping  strategies 

used. whereas the influencing factors in the organisational events were moderate stress 

and control ,  a wide repertoire and a high number of coping strategies. There were some 

similarities in the coping process when the sub-types were compared. These similarities 

suggest which constructs, or aspects of constructs, were consistent. For example, in the 
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groups of events that were considered to have a coping process that was experienced 

negatively .  the common aspects in a l I  of them were a threat appraisal ,  constraints and 

ineffective strategies. This suggests that these aspects were determinants of a coping 

process that was appraised and experienced in  a more negative manner. 

Fourth .  changes occurred in the coping  process as an event evolved .  The ten case 

studies that were described showed the continual change and flow in the coping process 

i n  more detai l .  The main changes were cogni tive as every event. except Event A .  

underwent some form of cogni tive reappraisal . This had a major influence o n  the 

coping process as at the very least it al Iowed the participants to consider the event in a 

more positive or bearable l ight. When these cogni tive appraisals were combined with 

emotional changes i t  often meant that the participant was able to feel better about the 

si tuation even if it did not resolve the problem. There were also changes in the use of 

coping strategies. Multiple coping strategies were used in a l l  but two of the fifty-four 

events and the ten events described showed that these altered from one to another as the 

event unfolded. often in a reciprocal process with appraisal or reappraisa l .  It seems that 

the continual change and flow influenced how people coped with daily stressful events. 

Fifth,  appraisal clearly played a major role in the coping process. It appeared that it was 

the combin at ion of the different appraisal s which was infl uential , rather than any 

specific appraisal .  For example. the results for the different primary appraisals showed 

that while these had some i nfluence on the coping process it was the primary appraisals 

combined with the stress. control . secondary and tertiary appraisals which had the major 

influence. The changing nature of the apprai sals was a key factor. As the events 

described showed, there was often a continual  changing of cognitive appraisal and 

generally this reappraisal involved a change to a more positive or manageable thought 

and this then altered the coping process. Reappraisal also appeared to be influential i n  

the coping process. Reappraisal was defined specifical ly  as  another appraisal that 

occurred once a strategy had been perceived as effective. This definition provided 

clarity for data analysis purposes, but it i s  clear that reappraisal has a much wider role 

than that definition permits. There was some suggestion that the initial appraisal may be 

an important influence in the coping process as there appeared to be a l ink between the 

initial appraisal and the outcome. 

Final ly ,  the data supports the notion that coping behaviour is complex, flowing and 

multifaceted. The changes in appraisal and the coping strategies, illustrated by the ten 

case studies described, provided support for coping as a flowing and changing process. 

Part of the complexity of the coping process is the variabil ity which was evident in the 

present study. The ten case studies i l lustrated the variabil ity of coping behaviour as 

each event had a different coping process,  even in seemingly simi lar situations. For 
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example, events B and E were both deal ing \\l i th organising time at work, and w hi le  

there were some simi lari ties the coping process for each event was different. The case 

studies and the nomothetic data confi rm that there are many factors involved in how 

people deal w i th a stressful situat ion .  The manner in w hich these i nfluencing factors 

interacted with each other and intluenced the outcome varied considerably .  

The  q uestionnai re was structured to  assess the many different aspects of the coping 

process and to capture i ts complexity . Genera l ly ,  the information gathered on the 

coping process using this method appears to have been effective. The resu lts showed 

that a finer-grained analysis provided detai l concerning the coping process which is  not 

available through using traditional methodologies. This suggests that the alternative 

methodological framework developed for the present research has the potential to 

col lect and analyse data in  a manner that fi ts the theoretical assumptions of the coping 

process. 

The aim of the dai l y  events study was to exami ne the changing nature of the coping  

process. The resul ts  showed some of  t he  key features and drew some conclusions 

concerning the coping process. However, some difficulties emerged and these issues are 

discussed in  chapter six and a proposal is outl ined for a further study. 
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CHAPTER SIX: 

TRANSITION TO THE SURGERY STUDY 

The data for the dai ly events study 'vas col lected 011 the assumpt ion that the Dai l y  

Record would provide information most ly concerning
' 
discrete . e, 'ery day situat ions but 

may detect some major or cri sis type events. The majori ty of the events descri bed in the 

current study were classified as di screte and several concl usions were dra,vn about the 

coping  process from these events. However. there were several problems w i t h  the 

approach of using dai ly stressful events. 

First , relying on data from discrete events provided a large amount of information that 

was so variable that it was difficult  to determine a method of analysi s that  could 

examine patterns c learly on a nomothetic leve l ,  and explore the coping process 

systematica l ly .  The case study approach did provide a method which examined the 

complexities of the coping process in more detai l ,  but there was considerable variabi l i ty 

between the events which made i t  difficult to compare them. The results of the dai ly 

events study showed that there were some consistencies in  the coping process for 

simi lar types of events and this suggests that assessing one type of event may produce 

more manageable data for nomothetic analysis. Stone and Neale ( 1 984) in thei r study of 

dai ly  events. found that the participants used the same coping strategies to deal with the 

same event that was reported over several days. I t  is l ikely that there is consistency in 

other aspects of the coping process which could be captured by focusing on one type of 

event .  Consi stency would help to refine  t he data analysis and contribute to an 

understanding of how any consistent factors influence coping as a process. especial ly in 

comparison to the changing factors. 

Second. as d iscrete events are time l imited the changes in the coping process were not 

captured as adequately as they might be for an ongoing event with a longer duration. A 

longer duration would provide the opportunity for repeated measures to be used and 

these would capture the coping process over time more adequately. Stone and Shiffman 

( 1 992) mainta in  that there i s  not a sufficient number of studies w hich measure the 

coping process over time using repeated assessments. Stone e t  at .  ( 1 992) suggest that 

repeated measures need to be used so that the dynamics of the coping process can be 

assessed. 

Third ,  there were i nconsis tencies in the rate and type of responses to the Daily Record. 

Some participants responded for fourteen consecutive days no matter how minor the 

event and consequently data was col l ected for some events w hich were perceived as 

m inimally stressful . Several participants did not have a stressful event every day and so 
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did not fi l l  in a questionnai re for those days. Further, some participants experienced 

difficulty in descri bing certain events . One found it difficult to describe a major cri sis 

and another thought i t  was difficult to describe minor events. The abi l i ty to descri be an 

event every day may be affected by the part i c ipants' awareness. the length of the 

questionnai re.  the instructions they were given . or the severi ty of the stressful events. 

Fourth. someti mes participants \ ... ·ere moni toring an ongoing event .  but a si ngle incident 

\\.'ould become more important for one particular day ( i .e. the ongoing event was not the 

most stressful event of the day ). so data for the ongoing event was lost. I t  perhaps needs 

to be either di screte or ongoing events which are mon i tored. but not both .  A difficu l ty 

i n  using dai ly  events i s  the confusion between ongoing and di screte events. I nteraction 

between them must occur. so the problem is  how best to measure this interplay. or i s  i t  

preferable to make a choice between them? 

It i s  true, as Lazarus ( 1 982) stated, that few stressful events are straightforward and 

di stinct. The type of event that was descri bed in the dai ly  events study depended on 

what was happening in the l ife of the part icipants and made the interaction bet\ .... een 

ongoing and d i screte events inevitable. For example. some participants consistent ly 

described work related events. So i s  a stressful working environment an ongoing event 

with d iscrete events happening within that, or are the discrete events seen as i solated 

s i tuations? Another participant was in the recuperati ng stages of a major operation.  

Most of her events were connected to that and deal ing wi th everyday l i v ing was 

problematic as a result of her surgery. So i t  seems that discrete events can occur as a 

consequence of an ongoing event and these can be described. whereas some of the 

consequences of a cont inuing event would be more difficult to deta i l ,  for example, the 

psychological recovery from a loss. 

The advantage of focusing on a well -defined ongoing event is that the changes in the 

coping process can be moni tored over a longer period of t ime. To track an ongoi ng 

event from beginning to end would require longitudinal data. The timing of the data 

collection is flexible. It can be monitored for one event for as long and as often as 

necessary. To realistically collect data for ongoing events only would require: a specific 

populat ion w ho w ere experiencing an ongoing  event ;  repeated measure s :  

acknowledgement that discrete events would occur and overshadow the ongoing event;  

access to participants at the onset of the event to capture the w hole coping process; the 

data collection would have to be time l imited and the whole process may not be 

captured. There appear to be many practical problems in focusing on an ongoing event. 

The most real istic method would be to use a specific population w ho knew a stressful 

ongoing event was about to occur, for example, surgical patients. 
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The main advantage in  focusing on di screte dai ly events i s  that the data can be col lected 

cross-sect iona l ly .  rather than longitudi nal l y .  A da i ly measure may not always be 

possible when part ic ipants do not lead part icularly stressful l i ves as they may not have a 

sufficient ly stressful event each day .  Howe\'er. the data does not have to be col lected 

dai ly for discrete events. it can be gathered as sufficientl y stressful incidents occur. I t  

may be possi ble to  req uest that part ic ipants collect a certa in  number of stressful events 

and some may have several per day . others only two or three a week. This would need 

to be mon itored to ensure that only events \vhich were suffic ien t ly  stressfu l and 

meaningful to the participants were described. 

The i nclusion of temporal factors was an exploratory aspect of the present research. I n  

the dai l y  events study the information col l ected on t ime d i d  not make a major 

contribution to the resu l ts that were ·reported. i .e .  the prel imi nary analysis showed that 

none of the temporal factors measured influenced the coping process. However. the 

gathering of infonnation concerning temporal factors did make a contri bution to the 

dai ly events study. It aided the sequencing of events and provided a context in which 

the changes that were reported could be descri bed. When coping i s  v iewed as a process. 

sequence of the experience is an essential e lement to measure so that the movement 

through the process can be monitored. The changes over time in  the dai l y  events study 

were not captured in a precise manner as the duration of the events was too short. To 

use the temporal factors to their best advantage the fol lowing factors concerning a 

specific stressful event need to be considered: 

First , the t ime span of the event needs to be of sufficient duration to monitor the 

changes that occur as the event progresses. The ideal event would be one which has 

clearly  defined stages: knowing the event is going to occur: deal ing with the event 

i tself; and a definite outcome. Examples of events which meet this criteria are surgery . 

examinations, court appearances and pregnancy. 

Second ,  the event needs to be clearly defined as ongoing so that the changes in the 

process can be monitored. If access to participants can be gained at the onset of an 

ongoing event, and there is a defined outcome to the same event, then the w hole process 

may be captured. From the examples above, examinations, court appearances and 

pregnancy all would allow a focus on a well defined stressor, but they all have daily 

consequences, i .e. the participants would be continuing w ith  their daily l ives as they 

dealt wi th  t he defined stressor, so there would be inevitable i nteraction between the 

ongoing event and the daily events. The ideal s ituation i s  one w here a w el l-defined 

ongoing event can be monitored with no i nterference from daily stressors. I t  i s  doubtful 

that such an event exists, but surgery is an ongoing event w here the daily  stressors 
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would be minimised as the participants would have a temporary inabi l i ty to maintain a 

normal l ifestyle.  

Third.  the stressfu l event needs to have wel l -defi ned phases. Carver and Scheier ( 1 994) 

d iscuss the notion that coping behaviour may differ from phase to phase. They assessed 

the coping behaviour of st udents before and after an exam and after the results were 

known. and found that the students perceived the stressor differently at each stage and 

altered thei r coping behaviour accordingly. Stone et a l .  ( 1 99 1 ) discuss the importance of 

researchers defining the phases of an event clearly .  otherwise part icipants may define 

thei r own phases at which to report thei r coping behaviour. and this does not prov ide an 

adequate comparative bas is .  The c lear defi n it ion of phases al lows some of the 

constructs to be c larified. For example. an ongoing event which has definite phases can 

offer assumptions about the most l ikely primary appraisal at any given point of the 

unfolding process. For example. in  surgery there is antici pation t ime preceding the 

event ( threat) .  the actual operation ( harm ).  and the recuperation period (challenge) .  

Fourth ,  there needs to be a clearly defined outcome. For many events t here is  no 

obvious conclusion , but others have an indicator by which return to normal functioning 

can be gauged. For example, surgery has a medical clearance. pregnancy has the birth 

of the baby, examinations have the results and court appearances have the judgement. 

The aim of the present research is to capture the complexity of the coping process by 

examining i t  as a mult i -faceted , flowing, changing phenomenon . The resul ts from the 

dai ly  events study showed that using d iscrete events did not al low adequate assessment 

of the changes in the coping process and did not capture the coping process over time in 

a conclusive manner. Repeated measures of the same event need to be used to achieve 

the aim of the present research. and the event needs to be ongoing to meet the criteria 

stated above . The only event mentioned in the examples above which meets al l  the 

criteria is surgical i ntervention. The experience of undergoing and recoveri ng from 

surgery has the potential to monitor the process before. during and after t he event. A 

person generally knows ahead of t ime that he or she i s  to have surgery, so the coping  

process can be  monitored during the anticipatory phase. The hospitalisation period often 

means that a person is distanced from other stressful events which occur in daily l ife, so 

t here can be a clearer focus on how a person dealt with surgery. There is a recuperation 

period d uring w hich stressful events can be measured as they arise, and there is a 

medical clearance w hich provides a definite outcome. The second study of the present 

research examined the coping process over t ime using surgery as the defined stressor. 
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METHODOLOGICAL CONSIDERATIONS 

The dai ly events study showed that the methodological framework developed for the 

present research had the potent ia l  to capt ure the coping process in a \\"a)' that accessed 

some of the changing aspects. As the methodol ogy had no known precedent it was 

expected that some refi nements would be necessary . so a second study had been 

antici pated from the outset of the research .  Two main difficu l t ies emerged. The first 

was the nature of stressor chosen.  This has already been discussed and \ ... ·as expected to 

be largely overcome in the surgery study. 

The second d ifficulty encountered. which could be readi ly improved. was the method of 

data col lection. The case study approach used in the dai ly events study showed that th is  

unit of analysis had the potential to provide detai led information on the coping process. 

but the questionnai re was very structured and this l imited the amount of qualitative data 

wh ich was gathered. The design of the present research necessitates a structured 

approach so that the different constructs of the coping process can be defined and 

assessed in  a systematic  manner. However. there i s  value in using an alternative form of 

data col lection to gather any add itional i nformat ion that may be important in the coping 

process. It was decided that data in the second study would be col lected by interv iew.  in 

addi tion to the questionnaire .  

THE SURGERY STUDY 

In the present study the experience of surgery was used as the stressor to examine the 

coping process and therefore there was no research interest in the surgery per se. 

Surgery is  an appropriate stressor for examining the coping process for several reasons. 

First, surgical i ntervention meets the cri teria requi red to investigate the changes over 

time. It is also considered a stressful experience for most people. Gil ( 1 984) states that 

the experience is stressful as i ndividuals are unsure how much stress and pain wi l l  be 

involved and she cites research which provides evidence for the increase in stress 

during the presurgery stage. As  with any stressor. coping i s  considered to mediate this 

i nit ial stress and the outcome of the surgery . Researchers have i nvestigated the 

provision of specific i nterventions prior to surgery (e.g. Wel ls, Howard, Nowl in ,  & 

Vargas, 1 986; Scott & CI um, 1984), to help individ uals deal with their surgery, and 

have generally found that anxiety can be reduced through using these i nterventions. 

Second, the nature of surgery provi des the opportunity to explore the transactional 

perspect ive of cop ing as a process and th is  has also been suggested by other 

researchers. There are some theoretical papers which propose models of coping w ith 

surgery w hich are closely related to the theoretical framework for the present research. 
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For example. Gi l  ( 1 984) adopts essential ly a transactional perspective adapted to the 

particular stressor of what she tenns " i nvasive medical procedures." Breemhar and van 

den Borne ( 1 99 1 ) base their model on Lazarus and Folkman 's  ( 1 984) model . but their 

emphas is i s  on how percei ved control i n fl uences the recuperat ion from surgery . 

However. the studies that have been undertaken into the specific area of coping with 

surgery have fol lo\',:ed s imi lar methodology to the wider area of research into copi ng 

behaviour and focus most ly on coping strategies ( e .g. Cohen . 1 980: Cohen and Lazarus. 

1 973 ; Marte l l i .  Auerbach.  Alexander. & Mercuri .  1 987) .  rather than on coping as a 

process. 

Third ,  surgery has clearly defined phases which provides the opportun ity to investigate 

changes from phase to phase. Peterson ( 1 989) suggests that coping with surgery may 

vary according to the phase of the stressor and suggests that it  is important to specify 

the phases and the different constructs that may be involved in deal ing with the event of 

surgery. Scheier, Magovern, Abbott. Matthews, Owens. Lefebvre and Carver ( 1 989) 

investigated three stages of coronary by-pass surgery over a period of six months. Their 

focus was on the participants '  outcome expectancies and they found that those who 

were more optimistic about the outcome of surgery recovered more quickly from thei r 

operations. Carver. Pozo, Harris, Noriega, Scheier, Robinson. Ketcham. Moffat and 

Clark ( 1 993 )  investigated five phases, from the day prior to surgery through to a fol low­

up twelve months later, of women w ho had had surgery for breast cancer. They 

measured coping strategies and the levels of distress and found that the coping strategy 

of acceptance was an important indicator of less distress. They also found t hat some 

coping strategies were related to positive outcomes and others were related to negative 

outcomes. 

The research that has investigated different phases of surgery has contributed to the 

understanding of how coping strategies are used over time, and the changes that 

occurred at the different phases. The focus continues to be on only one or two aspects 

of coping behaviour and there has been no known research i nto the entire coping 

process that people experience when they deal with their surgery. 

Aim 

The aim of the present study was to use the specific event of surgery to i nvestigate 

changes in the coping process over time. Five phases of the surgery event, over an eight 

to n ine week period, were defined to achieve the aim :  the anticipatory phase 

approx imately two days prior to surgery ; the actual surgery phase during 

hospitalisation; the recuperation phase approximately two weeks fol lowing surgery; the 

recovery phase, approximately four weeks after the operation; and the surgical outcome 



1 07 

phase after a medical clearance had been given. usual ly  six weeks fol lowing the actual 

surgery . Gynaecological surgery was chosen to provide an homogenous group of 

partici pants. The criterion for participation was surgery which had a mini mum s ix week 

recovery to ensure there was suffic ient stress. at least at some of the phases. and to 

prov ide a sufficient duration to monitor the coping process . 

Method 

Participants 

The participants were nine women who underwent gynaecological surgery. The age 

range was from 40 to 56. the mean age was 47.6 and the median age was 45. Five 

women had hysterectomies. two had repair surgery. one had a hysterectomy and a 

repair, and one had triple surgery involving a hysterectomy. a repair and carpal tunnel 

surgery. Three of the women had medical compl ications after surgery which delayed 

thei r recovery progress. A l l  the participants who took part in the fi rst interview 

completed the research. 

Participants were recruited through a gynaecologist who performed surgery for private 

patients on ly .  The gynaecologist ' s  reception i st asked women who were potential 

participants if they would agree to have their name, contact address and phone number 

passed to the researcher. The researcher then sent a letter and information sheet 

explaining the research ( see Appendix D) and informed them that they would be 

contacted by telephone in a few days for their decision . Once they had agreed to 

participate a suitable time was arranged for the first interview. 

Materials 

A modified version of the Dai ly  Record ( see Appendix E) was used for the interviews 

and the questionnaires. The interview had the same structure as the questionnaire so 

these were different methods meeting the same ends. In the interviews the researcher 

asked the questions from the questionnaire and the participants completed the visual 

analogue scales. The i nterviews allowed for probes to provide further exploration of the 

coping process and gather more detailed i nformation. Two interviews were held before 

the participants completed the questionnaires on their own. This provided a l ead i nto the 

complexities of the coping  process, and the questioning by the interviewer was paced to 

individua l  requirements, p lus any difficul ties w ith i nterpretation were explained. Using 

some questionnaires was a time saver and also al lowed the participants more time to 

consider their responses on their own .  A l l  questions focused on i ssues arising from the 

context of surgery. 
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As d iscussed in chapter four, there were some difficulties with the questionnaire,  and 

there needed to be some adjustments to adapt i t  to the event of surgery. The fol lowing is 

a summary of the changes that ' ... ·ere made to the questionnai re. 

Coping strategies: The measure of coping strategies used in the dai ly events study was 

an adaptat ion of McCrae 's  ( 1984 ) scale .  The orig inal scale was developed for lise as a 

much larger checkl ist and on ly some of the items ,vere used for the dai ly  events study. 

The fifteen different strategies used in the dai ly  events study is  a lot for people to 

consider on a repeated basis in the same event. and not al l of the strategies were 

considered to be relevant for deal ing with surgery. Stone and Neale 's ( 1 984) measure 

of coping strategies i s  considerably shorter, and brevity is important when participants 

are responding several times to the same event. It was decided to change the measure of 

coping strategies to that developed by Stone and Neale. Their open-ended format was 

retained where the participants could report their actual cogn itions and behaviours in  

the IJse of the coping strategies. Stone and Neale ' s  scale consists of eight strategies: 

d istraction : situation redefin ition : direct action: catharsis: acceptance; seeking social 

support: relaxation and spi ri tual comfort. The 'other' category was also included . The 

definitions of these strategies were altered to suit the experience of surgery. 

Primary appraisal: Although Lazarus classifies harmlloss as one appraisal , it  may be 

that these are separate and consti tute different meanings, especially in the event of 

surgery. The Col l i n s  Dictionary ( 1 986) defini tion of the two words i s  marked ly 

different.  Loss i mpl ies that something or someone has gone forever and th is  has 

resulted in d i sadvantage or depri vation which cannot be retrieved, whereas harm 

i mplies that some damage, d isappointment or i njury has been done to the person .  

Examples of loss would be  death .  divorce, losing a job or  perceived vi tal organs in  

surgery. Deal ing wi th the consequences of these losses ( i .e. learning to l ive without the 

lost organ ) would presumably be the main coping thrust but the other pri mary 

appraisals would also be present at times. For example, i n  surgery the loss i s  the 

removal of the organs,  but there would also perhaps be physical damage to the body 

( harm) ,  fear of the actual surgery (threat) and posit ive gains for the future (challenge) .  

Examples of harm would be personal i njury or i l lness, or damage to self-esteem.  

Dealing w ith the consequences of these harm events would focus on learning to l ive 

wi th  the altered circumstances, so i n  surgery i t  may be adjusting to the temporary 

physical damage, but the feeling of deprivation would not be as great as it i s  in loss as 

there may be a chance of recovery, so the coping processes may differ. I t  seems then 

that there may be a bas is  for separating  harm and loss i nto two appraisals. In  the 

questionnaire for the surgery study four primary appraisals were assessed ( harm, loss, 

threat, challenge). 
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As discussed in chapter four. the questions for primary apprai sal did not assess the 

appraisal as it  was intended . The wording was too indirect to gain adequate responses 

and there was no opportunity for the part icipants to comment on the apprai sal . The 

fol lowing changes were made. First. i t  was decided to ask part icipants d irect ly about 

harm . loss. threat and chal lenge to gain a more d i rect response. Second. participants 

were asked to comment on . for example. how threaten i ng they found the particular 

phase of surgery and what i t  was they found threaten ing .  Thi rd.  vi sual analogue scales 

were added to provide a measure of which of the pri mary appraisal s were perceived as 

more dominant and to provide a measure of change over time. 

Secondory appraisal: It did not seem necessary to change the questions for constraints 

or repertoire.  As the event was specified. the participants were asked at the first 

interview on ly whether or not they had had previous surgery to ascertain the hi story of 

the event .  To determine the hi story of coping strategies they were asked if any of the 

strategies they used were new. 

The question for the awareness of the choice of strategy was altered to a more direct 

request to nominate the strategies that were used automatical ly and those that were 

thought about before they were used. This was to ascertain whether the awareness the 

participants had of choosing their strategies made any difference to the coping process. 

Tertiary appraisal: As discussed in chapter four there were difficult ies with the 

questions for tertiary appraisal .  One reason was that the focus was on one strategy only .  

The questions were changed so that the participants considered al l the coping strategies 

they had used , and specified which ones were effective and which ones were 

i neffective. They were also asked which strategy they found the most effective and 

which one they found the most ineffective. In addition . they were asked how effective 

they found a combination of strategies. 

Control and stress: In addition to the visual analogue scales. the participants were 

asked an open-ended question to provide an opportunity to describe their perception of 

control and stress for the particular phase of the surgery event. 

Reactions: In the daily  events study reactions were considered part of the measure of 

outcome. In the surgery study repeated measures provided the opportunity to focus on 

reactions as a measure of change, so it was decided to use a more structured assessment. 

The emotional reactions emerged from the daily events study as the most frequently 

reported of the reactions, so the decision was made to use a standardised measure of 

emotions. The Positive and Negative Affect Schedule (PANAS) developed by Watson. 

Clark and Tellegen ( 1988) was chosen. The measure consists of a 5-point rating scale. 



1 1 0 

with ten items measuring the intensity of posit ive emotions and ten items assessing the 

i ntensity of negat ive emotions. The incl usion of both posi tive and negative emotions 

was considered i mportant in  the copi ng process as i t  is assumed theoretical ly that 

posi t ive emotions are associated with the appraisal of chal lenge. and negat ive emotions 

are related to threat apprai sals .  

The cogn it ive and physical reactions measured consi sted of those reactions that were 

considered relevant to the surgery event. The physical react ions inc luded ratings of 

pain,  nausea and lack of energy . The cognitive reactions were derived from those 

mentioned by the participants in the dai ly  events study. and incl uded ratings on the lack 

of concentration, ruminative thoughts. confused thoughts and unreal i st ic thoughts. The 

cognitive and physical reactions were also rated on a 5-point scale measuring intensity. 

Outcome: Lazarus and Folkman ( 1984) consider that the type of outcome for short-term 

stress is different to that for long-term stress. As the surgery event was expected to 

produce long-term stress the questions concern ing outcome were based on thei r 

theoretical notion that social functioning. morale and physical health are the important 

indicators . The participants were asked open-ended questions on these three factors. 

Temporal factors: As repeated measures were used to assess change over time there 

was no need to i nclude any specific questions relating to temporal factors. The repeated 

measures reported natural sequential time. and the deci sion was made not to include 

psychological or chronological time as these had not been found to be influential in the 

dai ly events study, and also were not considered so relevant for the data analysis of an 

ongoing event. 

Procedure 

Data was col lected through three tape-recorded interv iews and the completion of two 

questionnaires. The data for one participant was collected entirely by interview as she 

had difficulty understanding some of the questions and articulating some of the 

responses. The first interview with the participants was held two to three days prior to 

the operation. The researcher answered any questions the participants had concerning 

the research. They then completed the informed consent form (see Appendix F) .  The 

women were then interviewed and were asked to think about how they were dealing 

with the anticipation of surgery during the interview. 

The second interview took place a few days after each participant' s return home from a 

period of five to six days in hospital. The format of the questions remained the same but 

the focus changed as the women were asked to consider retrospectively how they dealt 

with their period of hospitalisation. At the end of the second interview participants were 
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given two questionnaires to be completed duri ng the period of recuperat ion to describe 

how they were deal ing wi th  recovery from their surgery. These were dated by the 

researcher to be completed two weeks after surgery and four weeks into the recovery 

period. 

The th i rd interv iew ' .... as held once medical clearance had been gi ven by the surgeon . 

seven to nine weeks after surgery. The women ' .... ere asked to descri be ,\-'hether or not 

t hey considered that they were sti l l  needing to deal with the surgery. I f  they responded 

affi rmatively they were gi ven a fu l l  i nterview wi th t he same format as the first two 

interv iews but the focus was on how they were currently deal ing wi th the surgery. Two 

part ic ipants were given a ful l  interview. The remainder were asked to complete the 

vi sual analogue scales, rat ings of emotions and \I.'ere asked the questions on outcome. 

This was to provide a measure of change in these aspects of the coping process after 

the surgical outcome. A l l  the participants were asked to briefly describe the process 

retrospecti vel y .  

A final session was held once each participant ' s  data was summarised. This session also 

i ncluded an explanation of the theoretical aspects of the research ,  a debriefing and a 

summary of how she deal t with the process. 

Pi lot study 

A pilot study was conducted with three women participat ing. They went through the 

same procedure as the participants in the main study. The main objective was to test the 

questionnaire and interv iew for the relevance to surgery and the abi l i ty to gather data 

that could be analysed i n  a manner that would provide information about the coping 

process over time. Two changes were made as a result of the pilot study. First. the pi lot 

study used the PANAS scale (Watson, Clark & Tellegen. 1 988) to assess emotions and 

this was found to be largely irrelevant for the emotions involved in the surgery process. 

They were replaced by twenty emotions that emerged from the dai ly  events study . and 

these included some of the relevant emotions from the PANAS scale. The thirteen 

negative emotions included were afraid, angry, anxious, guilty, shocked, agitated, 

annoyed, apprehensive, depressed, embarrassed, frustrated, irritable, upset. The seven 

positive emotions included were confident, eager, excited, hopefu l ,  pleased, happy, 

relieved. The use of a 5-point scale was retained. 

Second, there was an insufficient number of open questions and the closed questions 

did not offer sufficient opportunity to provide information which was within the 

participan ts' framework of coping .  One of the participants in the pi lot study 

commented: 



"As i s  common with questionnai res which are mostly closed I feel that I 

am having a perspective or framework imposed on me but which is not 

actual ly  quite real and does not really fit my meaning system." 
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In  l ight of her comment and real i sation that additional informat ion could be gathered 

which may be important to the coping process. more open-ended questions were added. 

Most of these questions \\!ere designed to obtain information on the cognitive processes 

that were involved in coping \ .... ith the surgery event. 

Ethical considerations 

The surgery study was approved by the Massey University Human Ethics Committee. It 

was acknowledged that the women were asked to participate in the research during a 

period of physical discomfort and reduced qual i ty of l i fe .  The ethical concerns were 

ai med at reducing the risk of further d iscomfort. To min imise the risks. no women 

undergoing emergency operations or severe l ife threatening surgery were asked to 

part;cipate. 

The participants were fu l ly  informed about the research and al l signed an informed 

consent form. Their right to withdraw at any time was emphasised, but all participants 

completed the research requirements. It was emphasi sed that the researcher had no 

medical expertise. and when participants raised concern over their physical condition 

they were encouraged to take respons ibi l i ty for their own health and to take the 

appropriate action. There were no serious ethical difficulties encountered throughout 

the study. There were times when min imal psychological distress occurred for some 

participants. This was anticipated. and the researcher had the necessary clin ical ski l l s  to 

d iscuss the situation w ith the women. and help them take the most appropriate action. 
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CHAPTER SEVEN: 

DESCRIPTIVE RESULTS FOR INDIVIDUAL CONSTRUCTS 

The design of the surgery study \\'as complex as severa l  pe rspect ives needed to be 

considered for the ana lys is .  There was the exami nation of the processes that t he 

partici pants reported for each of the constructs and thei r experiences of the copi n g  

process as a whole . There was the exploration of the coping process during  each phase 

and over t ime. I n  addition. the data could be examined for the part icipants e i ther 

individual ly or as a group. 

To cover all of these perspectives the resul ts are described in the next three chapters 

using three different approaches. with an increasingly fine-grained analys is  with each 

chapter. The data was col lected qual itatively and quantitatively using repeated measures 

over five phases. The quantitative data was summarised using descripti ve statistics. The 

procedures fol lowed for summaris ing the qual itative data were based on those 

suggested by Mi les and Huberman ( 1 984).  The indiv idual data was summarised into 

matrices according to concepts and t ime.  and a s imi lar matri x was completed to 

summarise a l l  part icipants'  data. Frequency data was derived from these matrices. 

Further summarising tables. matrices and charts were completed which incl uded the 

data for each concept ( based on the frequencies) and the main patterns and themes over 

time. 

Chapter seven is largely descriptive. using both the qual itative and quantitative data. I t  

focuses on  individual constructs among the participants. and examines the data at al l 

five phases. The i ntention was to ascertain and describe the viabi l i ty' of the constructs 

within the entire coping process, to determine any common patterns for the group as a 

w hole  and to begin to explore any poss ib le  influences of the appraisa l ,  coping 

strategies, reactions and outcome on the coping process. 

For chapter eight the participants were divided into two groups depending on whether 

their subjective outcome was positive or negative. The intention was to make the data 

more manageable at a nomothetic level so that the finer details of the coping process 

over time could be examined. The differences between the groups were analysed 

q uantitatively using descriptive statistics and the q ualitative data was also subjected to 

further summary tables to ascertain any differences between the groups. Each construct 

was then analysed over all phases. and the coping process during each phase was 

analysed to begin to c larify the differences and s imi larities between the coping  

processes for the participants i n  the two groups. 
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I n  chapter n ine four case studies are presented to ascertain more detai l  about the coping 

process. The data was mostly qual itati ve and was analysed from the summary matrices 

and the transcri pts from the interv ie \  .... s. Chapter n ine  descri bes how ind iv idual 

participants coped \ .... ith the surgery event over all phases. 

The purpose of the present chapter is to c\aminc the i nd i \' i dual  constructs at a 

descriptive level .  and to ascertain any pre l im inary pattcrns at the nomothet ic level .  

COPING STRATEGIES 

The participants were given eight possible strategies and were asked to indicate whether 

or not they used these, and if so were requested to comment on what they actual ly 

thought or d id for each strategy. The frequency data showed that every participant used 

a different number of coping strategies at each phase and the usual pattern was for more 

strategies to be used during the presurgery phase (X = 6.0) and the hospital isation phase 

(x = 6. 1 )  and then to decrease over the recuperation � = 5.3 ) and recovery periods ( x = 

4.0), and only two participants used strategies during the outcome phase (X = 0.5). This 

suggests that number of coping strategies the participants used reduced as thei r need for 

coping with the surgery decreased. There were differences between the participants in 

the mean number of strategies used at each phase. The range was from 5.8 to 2.0, the 

median was 4.6 and the mode was 5.0. 

There were d ifferences between the women tn the types of strategies used. No 

partic ipant used the same pattern of strategies consistently as each woman varied the 

type of strategies she used at each phase. Most had only one or two strategies that they 

used at every phase, otherwise different strategies were used at different times. 

There were different ways that the same strategy was used. For example, the way 

d ivert ing  attention was used varied :  " keeping busy ," "wal k ing," "tal ked about 

children," "thought about my plants ." Direct action was also described in various ways: 

"did exercises," "talked to others who had had the operation," "had a booklet," "got 

information about the surgery." Some strategies were general ly  used in a similar way. 

For example, acceptance and spiritual comfort were described as being used in the same 

way each time by all who used these, and catharsis was described by three participants 

as being used the same way each time. 

The strategies of acceptance, social support and relaxation were used more than 80% of 

the total time, and the l east used were situation redefinition and spiritual comfort which 

were used approximately 30% of the total time. A l l  other strategies were used around 

50% of the t ime. T here were five  occasions where strategies were used by al l  

participants: acceptance at the presurgery and hospital phases,  relaxation during the 
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hospita l i sation and recuperation phases, and social support at the pre surgery stage. 

Table 8 shmvs  the most frequently used copi ng strategies for the fi rst four phases. 

Acceptance and social support were l Ised each t ime .  re laxat ion was lIsed during 

hospi tal i sat ion and recuperation. d i  rect act ion and one other ( as defi ned by each 

part ic ipant ) \a.'ere used duri ng presurgery and hospi tal isation. Catharsis and distraction 

were lIsed only during the presurgery phase. 

TABLE 8: Coping sTraTegies used hy aT feaST six (�flhe participants for each (�fthe 
finT four phases 

PHASE 

PRESURGERY HOSPITAL RECU PERATION RECOVERY 

acceptance 

social support 

distraction 

direct action 

catharsis 

other 

acceptance 

social support 

relaxation 

direct action 

other 

acceptance acceptance 

social support social support 

relaxation 

The participants stated that most of the time they used more than one coping strategy at 

the same time. A l l  agreed that the strategies were not used in isolation but were as one 

woman stated •• all crunched up together". One participant described her interactive use 

of strategies during hospitalisation. "'They are interactive. I nfonnation and support took 

me through surgery , I used spiritual comfort through out,  p l us support ran in 

conj unction w ith a l l  the others." The participants varied as to which coping strategies 

they used together as no patterns were apparent either among the participants or for 

individuals, indicating the variability in the pattern of the use of strategies. 
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Sununary 

The res ults  showed that the use of cop i n g  strateg ies  vari ed . as no w oman used a 

consistent pattern of strategies over t i me .  and no two part ici pants used the same pattern 

of strategies.  The n umber of copi n g  strategies used decreased over t i m e  and for most 

part ic ipants it was no longer necessary to use them by the outcome phase. T h i s  suggests 

that the rol e  that the strategies played in the cop i n g  process decreased as the surgery 

progressed and the  part i ci pants' recovery took place.  There was ev idence that the 

coping strategies were not used in i solation but that they were used simul taneously and 

interacted with each other. 

The type of strategy used also varied and some coping strategies were used more 

frequently at the d ifferent phases. Acceptance and social  support were the only 

strategies used at each phase and the data showed that some strategies were used 

frequently during one phase only.  For example. the presurgery phase was the on ly t ime 

that catharsis and distraction were used frequent ly .  An important l ink  in  the coping 

process i s  to  determine whether the same strategies that were used most frequently were 

also those that were considered effective for deal ing with the surgery event .  

APPRAISAL 

Participants were asked how they general ly perceived the surgery event at each phase. 

There were differences between the participants in the general appraisal of the surgery 

event and typica l ly  the women viewed each phase either posit ively or negatively. For 

example. during the recovery phase some had a posit ive perception: 

"I feel ful l y  recovered." 

''I ' m  l iv ing normal ly now:' 

Others had a more negative perception of their progress during recovery: 

,. When you think about the trauma that's been insti l led on the 

body you have to reali se it takes time. I mpatience is my biggest 

problem." 

"There ' s  not much progress." 

There were changes in this general perception over t ime. At the presurgery phase five 

of the partic ipants v iewed the pending surgery as posit ive and necessary .  The 

perception remained much the same at the next phase except e ight of the nine women 

perceived the event as necessary and/or positive in some way during the hospitalisation 
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period . There was a change in the general perception by the recuperation phase as al l 

the women had a more negati ve apprai sal of the even t .  They considered that progress 

was very s low. Duri ng the recovery phase some of the women now perce i ved 

themselves as fu l ly  recovered. and others sti l l  considered that progress was slow. At the 

final i n terv iew the women were asked to descri be their retrospect ive vie ...... · of the ent i re 

event. Five of the ,vomen percei ,'ed this as pos i t i ve ( " 'did the job that was nccessary and 

i t  was well done:' ··great . i t  had to be done" ). and four of the women vic'\-'ed the entire 

event more negatively ( "' 1  ,vouldn ' t  l i ke to have i t  again .  I was so hel pless." '' I ' m 

wondering if i t  was a waste of t ime" ) .  

Stress appraisal 

The part ic ipants rated their perception of stress on v isual analogue scales at al l  fi ve 

phases. I t  was assumed t hat the part ic ipants would find the experience of surgery 

stressful and al l  the women did rate and descri be at least one t ime that was stressful ,  but 

there was considerable variabi l i ty as the standard deviations and ranges in Table 9 

show . The ran ge remained wide at every phase. reached the ex t remes during 

hospi tal i sation and recovery .  and then decreased at the outcome phase. 

Table 9 also shows the mean rating at t he presurgery phase was moderately low. th is  

i ncreased during hospi tal i sation. decreased at  the recuperation phase , reached thc 

highest point  at the recovery phase. then dropped to very low during the outcome phase. 

TABLE 9: 

MEAN 

S.D. 

RANGE 

Meun ruting\. sruruiarci cieviutions urui ranges jor The perception ojstre.\.'i 
at each phase ojthe surgery event 

PRESURGERY 

36 

24 

1 - 80 

PHASE 

HOSPITAL RECUPERA TION RECOVERY 

4 1  24 44 

35 3 

5 - 98 1 - 70 1 - 98 

OUTCOME 

9 

1 5  

1 - 48 
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The women were asked what they \vere finding stressful  at each phase of the surgery 

event. The nature of the stress \'aried at each phase of the event .  During the presurgery 

phase it was the anti cipation of surgery wh ich most of the women found stressfu l .  and 

d ur ing hospi ta l i sat ion the actual surgery created the percept ion of stress. Duri ng the 

recuperation phase i t  \vas the frustrat ion of not being able to do th ings. At the recovery 

phase, \v hich had the h ighest mean rat ing,  the st ressors were connected to the recovery 

period. By the outcome phase seven of the women did not find the surgery event 

stressful .  

I n  summary , the partici pants had different perceptions of the amount of stress from 

phase to phase . They al so reported changes in the specific  stressors over t ime .  

Presumably the  perception of  stress during the  surgery event has the  potential  to  

influence the coping process a t  each phase and the ent i re event. 

Primary Appraisal 

The participants were asked to rate the extent of their perceptions of threat. chal lenge, 

harm and loss on visual analogue scales and were asked to describe the nature of these 

appraisal s.  Table 1 0  shows the means. ranges and standard deviat ions for pri mary 

appraisal as measured by the \' i sual analogue scales.  There were large standard 

deviations and ranges which show how differently the participants perceived al l  these 

primary appraisals. 

Threat 

The participants reported that the level of threat was qui te low during the presurgery 

phase. They had a higher rating of threat during the hospital isation, recuperation and 

recovery phases. and by the outcome phase their perception was low ,again. The rating 

of the perception of threat overal l  was not  that h igh ,  so i t  seems that the primary 

appraisal of threat was not general ly a dominant factor in the coping process for the 

surgery event. However, the variabi l ity suggests that some did find that this was the 

case. For those w ho did find it threatening it was clear that the nature of the threat 

changed from phase to phase. During presurgery there was some limited concern about 

the future, during hospitalisation the threats were specifically concerned with the actual 

surgery, at the recuperation phase it was problems specifically related to recovery and 

by the recovery phase the threats could be interpreted as more ' nonnal ' daily  hassles 

not necessaril y  connected directly to surgery. 



TABLE 10: Mean ratings, standard deviations and ranges for prinuu:v appraisal as rated Oil The visual analogue scales 

THREAT C H A LLENGE I IA R M  

Phase mean s.d. range mean s .d .  range mean s .d .  range mean 

PRESURGERY 1 2  27 1 -85 37 42 0-97 

HOSPITALISATION 26 32 2-83 58 29 1 5-94 36 42 0-95 13 

RECUPERATION 28 33 0-80 4 1  43 0-95 1 6  21 0-45 I h  

RECOV ERY 27 30 1 -78 35 36 1-94 16 24 1 -68 9 

OlJrCOME 1 0  22 1 -69 5 1  34 2-94 9 I I  1 -36 7 

LOSS 

s . d .  range 

18 0-4() 

2() O-h5 

15 0-50 

9 1-27 
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Challenge 

The rat ing of chal lenge apprai sal also al tered at each phase and at al l  ti mes was hi gher 

than the percept ion of threat. The percept ion of chal lenge and the nature of the 

chal lenge altered as the event unfolded. I n it ial ly there was l i tt le chal lenge overal l and 

for some part i c ipants it \v as to get t h rough the s u rgery n cn ! .  The foc us duri ng 

hospi tal i sat ion was on recovering physica l l y  and begi nn ing to re t urn to normal 

function ing.  During the recuperat ion and recovery phases the participants reported that 

the chal lenge was in the progress during recovery and at the outcome phase they stated 

that looking forward was main chal lenge. 

There were two peaks on the rating of challenge :  at the hospita l isation phase and the 

outcome phase. I t  was assumed that the hospita l i sation stage would have been more 

threatening than chal lenging but th i s  was not the casc o The \ ... ·omen were able to 

maintain a positive appraisal at the time of the actual surgery . and this was a different 

perception of chal lenge to that at the outcome phase when most had recovered 

completely and were wanting to get on with their  l i ves. This suggests that a percept ion 

of challenge can exist whether the potential is  for harm or for gain .  These results also 

show that the nature of challenge was very different at these two phases and show how 

the change occurred in the appraisal despite a simi lar rating. 

Harm and Loss 

The participants general ly  perceived harm and loss at a low level although there were 

some differences as the ranges and standard dev iations in Table I O  show.  I n  spite of 

major surgery being a trauma to the physical body the women did not perceive it as that 

harmful and that may be partly due to their general ly  very positive appraisal overal l .  

However, they d id  perceive the most harm during the hospital isation phase which 

would be expected as this was the time of the actual surgery. The women' s  accounts 

showed that only four of them found the experience at the time of the surgery harmful :  

·'Heaps. My  body was not meant to be cut about. Hopeful ly i t ' s  just 

temporary. " 

"Quite hannful. It was l ike back to being a baby , have to depend on 

everyone. " 

Loss was even less of an i ssue in  spite of all the l iterature surrounding women having to 

come to tenns w ith  the loss of their female organs. On the contrary five of the women 

stated that they w ere surprised that they did not perceive more loss, or that because their 



1 2 1  

female organs were diseased in some way i t  did not matter, thei r heal th was more 

important. 

" Th is  surpri sed me. I thought I \vould fee l  a sense of loss because I 
didn ' t  \vant to lose my womb but I haven ' t  thought about i t .  I used to 

th ink that I would rather ha\'e the period pai n:' 

"Strangely enough the loss of my female organs has not concerned me, 

but I th ink that ' s  mostly because I have been contemplat ing  th i s  for 

years, arriv ing at the deci sion. I think my qual ity of l ife w i l l  be improved 

if anyth ing, not a deterioration, and the support and ki ndness I have 

received from the many men I know has only demonstrated that they do 

not find me any less feminine which is great !"  

Three of the women described some sense of loss at times and th is  was identified in 

different ways: as loss of quality of l ife,  a loss of the usual thought processes, a loss of 

social functioning, and "a vague sense of emotional loss." 

I t  seems that the appraisals of harm and loss were not dominant in the surgery process. 

When the participants descri bed the nature of harm and loss there were fewer 

differences than there were in the nature of threat and challenge. 

Summary 

The specific primary appraisals did not appear to be important i nfluencing factors in the 

surgery process and so it may be that they did not have a major influence on the process 

of coping, Chal lenge was the appraisal that was reported the most frequently and this 

was rated higher than threat. harm or loss throughout. The rat ing and the nature of 

threat and chal lenge altered at each phase while harm and loss were more consistent. 

However, participants were able to distinguish between the appraisals and their 

descriptions showed that these appraisals can occur simultaneously. 

The comments surrounding a more general appraisal showed that this may be more 

i nfluential i n  the coping process. The participants appeared to report either positive or 

negative overall perceptions of the surgery event. I t  could be argued that a positive 

perception equates to the theoretical notion of chall enge, and the negative perception 

corresponds to an appraisal of threat, but the general appraisal appeared to be more 

encompassing than the specific concept of primary appraisal suggests. I t  also appeared 

to have had more i mpact on the coping process than the specific primary appraisals .  I t  

i s  possible that the general appraisal  was the combination o f  several more specific 

appraisals such as stress, primary appraisal and control which al l  contributed to an 
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overal l posi t i ve or negative perception. As the overal l  percept ion appeared to be 

influential in the copi ng process th is  i s  now introduced as an addi t ional concept and 

refers to a general appraisal which can be either posit ive or negative. 

Secondary Appraisal 

I nformation on secondary appraisal was gathered on four different aspects of repertoire. 

history . constraints and awareness. to ascertain the processes invol ved in the choice of 

coping strategies. 

Repertoire 

Participants were asked whether they considered that they had a wide range of coping 

strategies to choose from that they could use to deal w ith thei r surgery. If the response 

was ' yes' they were asked why they made the choice that they did. If the response was 

'no '  ( meaning they reported a narrow repertoi re ) they were asked what l imited thei r 

choice.  

One participant described a narrow repertoi re throughout the process. and two identified 

a wide repertoi re throughout. The remainder stated that the repertoi re al tered as the 

surgery event unfolded. The woman who identified an ent i rely narrow repertoi re did not 

appear to want to become too aware of her coping behaviour and lacked in ternal 

resources. 

" 1  would rather try to shut down. 1 don ' t  want to think about it so I 

didn ' t  think about any other strategies . . . . . . . .  l ' m not one to go into that 

sort of thing, 1 'm more matter of factual. . .  . . . . . . . . .  . i t  was probably because 

1 am not very good at analysing things." 

In contrast the participants who described a wide repertoire across time considered that 

they had internal and external resources which al lowed the avai labi l i ty .  

" I t ' s  my make-up, I 'm a workaholic. I 've always had to talk over and 

over. Listening and talking have been excel lent ,  i t  fi l l s  me with 

confidence . . . . . . .  these are a natural response but I also took the nurses 

advice . . . . . . . . . . .  they were suggested." 

"They were readi ly available, on tap as they are things I am used to 

doing . . . . .  they are part of my l ife. Relaxing and sleeping are common 

sense if I want to get back to ful l  health . . . . . . . . . . . .  they were available 

because 1 have used them before with success." 
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The frequency data showed that the participants indicated a narrow repertoire 44% of 

the t ime. The main reason gi ven for th is  \\'as that noth ing else \ ... ·as needed at that 

particular time. The main reason given for a wide repertoi re was that these were the best 

ones to use as they \\'ere a\'a i  l ab le .  

History 

A hi story of past experi ence was ascertained in two way s .  F irst .  by asking the 

part icipants whether or not they had had prev ious surgery . A l l  part ic ipants had had 

previous surgery involving general anaesthetic. and al l but one had had surgery more 

than once. So none of the women were deal ing with a total ly new experience. It may be 

that this had an impact on the level of perceived stress and threat particularly as al l  

would have known the surgical procedure and recovery process.  They may have 

repeated their previous coping behaviour, believing it to have been effective in the past. 

The second way h istory was ascertained was by determining whether s imi lar copi ng 

strategies had been used in the past. Some women stated that the coping strategies that 

they used were the ones that they always used or had used in previous si tuations. 

"They were al l  others I would use in any situation." 

"I rely on these for most upheavals:' 

It i s  also probable that the women had used simi lar coping methods in deal ing with their 

previous surgery and presumably if they found these effective then they would use them 

agam. 

The women were also asked how they learned the strategies they used. The main reason 

given was that i t  was due to l ife experience and they had been learned along the way. 

"A l i fe l ong learning process. We put ourselves in situations that 

challenge and broaden us. I have also developed methods of coping for 

business." 

"I learned them when I was a baby in the cradle. through my upbringing, 

particularly my grandmother's influence. They are a way of l ife now ." 

It seemed that this applied to the general strategies and those that the women had used 

before i n  other situations. Another reason given for where the strategies were learned 

was from specific teaching and these were strategies that were generally  specific to the 

surgery s ituation. 



" Deep breathing was advocated by the nursing staff:' 

" I  learned these at the hospital and through tuit ion from stress 

management" 

Constraints 
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The participants were asked if there v,,'as anyth ing else they would have l iked to have 

used but for some reason found that this was not possi ble. Fi ve of the participants 

indicated that there were constraints to their choice of coping strategies. These fel l  into 

two categories. the first being situational constraints involv ing a perceived lack of 

resources which prevented use of the st rategies they would have preferred. An 

additional constraint within this category was the fact that their physical and medical 

condition prevented them from achieving some acti vities which they would normally 

have been able to do. 

" I  would l iked to have found information on the drugs. If I know the side effects 

then I know that's it, but this ( information) is not avai lable." 

"I wanted to tal k  to others that have had the same thing done but I don 't 

know how to go about it , I don 't know anyone." 

" I  wanted someone to take me out for a drive but no-one was 

avai labl e." 

The second category was personal constraints where the women held a be l ief about 

themselves or had a fear of the consequences. 

"I wanted to gather more information but I didn't want to delve into it so 

I didn ' t  press it as I thought it best to leave it alone." 

"I wanted to tel l  my boss from the start what it was about. I had a lack of 

courage to tel l her." 

"I wanted to ring the doctor. I fee l  that I 've had the surgery so I should 

be recovered by now. But he might think I'm a pain." 

It is possible that the reported presence of constraints had an impact on the ability of the 

participants to cope effectively with the particular phase of the surgery in which the 

constraints occurred. The entire process of coping for the surgery event may have been 

affected for those who reported several constraints. 
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Awareness 

The women were asked which strategies they used automat ical ly and which ones they 

thought about before they used them. The part ic ipan ts were able to identify \v hich 

choice t hey had made in approxi mately half of the total responses. From this data the 

majority of the coping strategies were chosen and/or lIsed automatica l ly .  Th is tended to 

be because they were fami l iar strategies. 

"They were al l  others that I \\!ould lise in any situation ." 

'Tm using ones that I have used before:' 

The 25% of strategies that were thought about tended to be more practical or where the 

women had an awareness that they had been learned. Sometimes the consciously 

chosen strategies were identified as being new ones to the participants. 

I t  seems that i t  i s  more common for partici pants to use strategies wi thout thinking about 

them because t hey are fami l iar and i t  may be t hat these were the strategies that the 

women had found effective in the past . 

Summary 

The data showed t hat the secondary appraisal process appeared to be influential in the 

coping process. For example. i t  is l ikely that the knowledge and experience gained 

from having had previous surgery reduced the stress appraisals and influenced the 

choice of the strategies. 

I t  appears that the strategies used were acquired from l i fe expenence and t he 

participants tended to use the same coping strategies that they had used previously.  The 

strategies were also acquired from learning new ones to deal specifical ly  with the 

surgery. These new strategies would probably become i ncorporated into a person ' s 

repertoi re .  There were differences among the participants in their perception of their 

available repertoire. 

Constraints were reported by more than half of the participants at least once, and these 

were perceived as either a lack of resources or personal constraints. Partic ipants had 

some difficulty ascerta in ing whether the strategies were chosen consciously or 

automatically as they were able to describe this selection process only approximately 

half of the t ime .  However, the data provided does indicate that both methods of 

choosing strategies were used. 
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Tertial1' Appraisal 

Part ic ipants were asked which strategies they found effect i \'e  and/or ineffecti ve and 

were requested to rate t h i s  o\'eral l  percept i on 011 vi sual analogue scal es ,  Only t\\'o 

part ic ipants descri bed themseh'es as st i l l  needi ng  to cope \\' i t h  their surgery by the 

outcome phase so the fol lowing data focuses main ly  on the presurgery phase through to 

the recovery phase . 

Percei ved effect iveness 

Al l  participants described effective strategies at a l l  phases of the coping process. The 

participants a lso commented that most of the t ime the combination of strategies was 

more effective than just one strategy . The participants rated the perceived effecti veness 

of coping strategies at a consistently high level over t ime. Table I I  shows the means. 

standard deviations and ranges for the visual analogue scales. The participants reported 

the highest level of perceived effectiveness during the presurgery phase and the lowest 

duri ng the recovery phase, which a lso had the largest standard deviation . The le \'el 

remained consistent from presurgery to recuperation. w ith a decrease at the recovery 

t ime and a s l ight increase at the outcome phase. The standard deviations showed there 

was l i tt le d ifference among the part ic ipants. especial l y  in compari son to the other 

constructs rated on the v isual analogue scales. The exception was at the recovery phase 

w hen there was a considerably larger standard deviation. The ranges were a lso smal ler 

than for the other constructs. 

TABLE 1 1 :  Mean ratings. sTaruiard deviaTions and ranges /or The perception 0/ 
tertiary appraisal at each phase 

PHASE 

PRESURGERY HOSPITAL RECUPERA TION RECOVERY OUTCOME 

MEAN 88 83 85 7 1  

S.D. 6.4 8. 1 6.9 10.6 

RANGE 80 - 99  74 - 95 75 - 95 54 - 98  
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The women were requested to identify the most effective coping strategy for each 

phase . I t  was clear that overa l l  the strategy considered to be the most effect ive was 

social support . I t  was identified as be ing the most effect ive onl y in the presurgery . 

hospi ta l isation and recuperation phases. suggesting that by the later recovery stages the 

need to cal i on others had dimini shed. and therefore this st rategy no longer needed to be 

considered the most effecli\ Oeo S i x  of the ..... omen made general comments to the effect 

that they considered social support to be the most effect ive o ... era l l .  part i cularly when 

they were asked at the outcome phase to identify what contributed the most to their 

coping abi l i t y .  In the present study socia l  support a lso inc l uded support from 

professionals and this was important for several of the women. 

'To me the most comforting aspect was the total support and help from 

my surgeon and his nurse. No matter how smal l the problem they saw to 

i t  and made sure I reported in dai ly on progress. I t  gi ves you a lot of 

confidence and makes problems so much easier to cope with:' 

" What cont ributed the most? trust in the staff. a lot was what went on in 

theatre. the anaesthetist did a good job. During recovery my daughter 

and mother were here. and knowing someone was here took the pressure 

off. ·· 

'The main contri bution was the help and support from everybody." 

"I coped pretty good most of the time. A lot of it had to do with support 

as at the time of my depression support was lacking:' 

Social support was also one of the strategies identified as the most frequently used. so 

clearly there was a connection between the most frequently used strategy and the 

strategy perceived as the most effective. It may be that the surgery event created a need 

for support from others as the participants were unable to continue with their dai ly l ife 

independently for a time. So it may have been the nature of the event which contributed 

to social support being perceived as effective rather than the other most frequently used 

strategies of acceptance and relaxation. 

Participants were a lso asked how they knew the strategies had been effective and the 

reasons that the women described fell into three categories. Fifty percent of the time it 

was because the women felt better physically and/or emotionally: 

"I continued to feel better and fitter every day." 



" 1  am steadi ly  feel ing better physical ly and emotional ly and mental ly so 

the results are showing thei r effect iveness:' 

" Because " m  feel i ng  goed. fee l i ng  le\'e l  headed . not dow n to i t .  " m  

coping:' 

The second category was where the part ic ipants descri bed some sense of 

achievement in  a pract ical sense and this occurred 25o/c of the t i me. 

" 1 just about achieved my aims. They would have been total ly  effective 

if the weather hadn' t  held up progress:' 

"I got the information I wanted." 
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The final category was specifical ly re lated to achieving some form of relaxation and/or 

pain relief: 

" Because I was relaxed and everything was going according to plan:' 

" When the spasms of pain were very bad deep breathing seemed to give 

me some contro l .  Staying sti l l  seemed to lessen the bouts of pain:' 

It seems as though the reasons for jUdging a coping strategy effective vary and are 

most ly i nfluenced by the particular si tuation or phase of the event that is being dealt 

with at the time. 

Perceived ineffectiveness 

Five of the women identified using strategies that were ineffective and they stated that 

these were used 25% of the time.  Two of the women used ineffective strategies during 

three phases and each time these strategies were different. There was no strategy that 

was consistently reported as i neffective, For all the strategies that were described as 

ineffective the reason given was that these did not help to change anything. 

Presumably the perception of ineffective strategies would have had an i nfluence on the 

coping process for the particular phase and for that individual ,  and may also have 

i nfluenced the overal l coping ability and possibly the outcome, 

Summary 

The rat ings of perceived effectiveness were consistently high over time and there was 

l i ttle variabi l ity among the women compared to the ratings of other appraisal s. This 

suggests that despite considerable variabil i ty in other appraisals of the coping process 
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all women subjectively considered that their  coping strategies had been effective as they 

wanted to be l ieve they \ ... ·ere coping in the best way they knew. A l l  part ic ipants 

perceived most coping strategies as effective at all stages of the process. Fi ve of the 

women identified at least one ineffect i ve strateg) . There was on ly  one reason gi ven for 

strategies being  perce ived as ineffect ive but several reasons for effect iveness. I t  i s  

possible that the part ic ipants were more aware o f  t hemsel ves and the i r  s i tuation in 

determin ing the posit ive effects and were also aware that the ineffect i ve strategies had 

not had any i nfl uence on their coping attempts. Thi s suggests that the women \vho used 

percei ved ineffecti ve strategies identified the importance of the strategies to effect 

change of some sort to deal with the situation. 

Social support was the coping strategy most often perceived as the most effective. and 

was also one of three strategies identified as being used most frequently. It  could be that 

social support i tself is an important coping strategy in the surgery event. which is l i kely 

since the nature of surgery decreases a person ' s  abil ity to be i ndependent. It i s  also 

possible that it i s  the fact that it was the same strategy that was the most frequently used 

and was percei ved as the most effective that contri buted to consistent tert iary apprai sal .  

Control 

Participants were asked to rate their perception of control over the s i tuat ion at each 

phase and to indicate the nature of the control . Table 1 2  shows the means .  standard 

deviations and ranges for the perception of control on the v isual analogue scales. The 

partic ipants considered their perception of control to be lower for the first two phases 

then they had a hi gher perception at the recuperat ion and recovery t i mes. and the 

highest mean rating was at the outcome phase. The large standard deviations and wide 

ranges show the variabil i ty in the ratings particularly for the first two phases. and these 

decreased over the last two phases. 

The women' s  accounts showed that the sense of control fel l  into two categories: 

external control and the perception of self-control .  During the hospita l isation phase 

when the women perceived a form of external control they also rated the perception of 

control low and considered that others had control : 

"Relying fairly well  on doctor's and nurses whi le in there:' 

"Not very much. in the hands of everybody else." 

During the same phase. when the participants had a perception of self-control they rated 

the v isual analogue scales higher and were able to identify the situation as being in  their 

control even if others were involved: 



"Fair bit of contro l .  1 would normal ly ask for something and if 1 was 

in  pain [ would say. They were taking notice of what 1 was sayi ng:" 

" 1  had ful l  control . you were asked i f  YOll were in pain .  1 was always 

in control as staff gave me a choice:' 
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I t  seems as though the same situation evoked a different cogni t ive appraisal of the sense 

of control and the women who were able to percei \'e self-cont rol were a lso able to 

interpret the involvement of others as beneficial .  whereas those who perceived external 

control v iewed others as having taken control . 

TABLE 12: Mean ratings, standard deviatiol1S and ranf!,es jor the perception of 
control at each phase 

M EAN 

S.D. 

RANGE 

PHASE 

PRES URGERY HOSPITAL RECUPERATION RECOVERY 

43 44 73 69 

4 1  38 26 26 

2 - 1 00 4 - 98 1 5 - 96  34 - 96  

OUTCOME 

80 

25 

1 8 - 96  

None of the partic ipants had a consistent sense of self-control throughout as al l  had at 

least one time when they considered that the situation was not in their control .  Two of 

the women did not achieve a sense of self-control unti l  the outcome phase, and eight of 

the women considered they had self-control by this final phase. 

Summary 

It  seems that a factor in  the control appraisal i s  whether or not there i s  a sense of self­

control. When the ratings on the v isual analogue scales were h igher the participants 

described a sense of self-control ,  and w hen the ratings were lower the women felt  as 

though external factors were the controlling force. 
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REACTIONS 

The women were asked to rate specific emotions. cognit ions and physical reactions on a 

fi ve-point scale.  and \"ere also asked an open-ended quest ion about their  emot ional . 

cogn i t i ve  and physical changes at each phase . There were differences between 

part ic ipants as to what react ions \"ere noted and the reported awareness of reactions. 

Partici pants tended to be more able or w i l l i ng  to descri be their specific emotional 

reactions than the physical or cognitive reactions . All the women reported at least some 

emotional reactions in response to the open-ended question and most identified 

emotions at each phase. Eight of the women described physical reactions but this was 

usually only for one or two of the phases. Seven of the participants reported cognit ive 

reactions and this was only for two or three of the phases. Table 13 shows the mean 

responses and standard deviations at each phase for the ratings of positive and negative 

emotions, and cognitive and physical reactions. 

TABLE 13: Means and sTandard deviaTions and ran�es f()r The posiTive and negaTive 
emOTions and co�niTive and physical reacTions over Time 

REACTIONS 

POSITI VE NEGATI V E  COGNITI VE PHYSICA L  

PHASE mean s.d. mean s.d. mean s.d. mean s.d. 

PRESURGERY 59.0 20.7 3 1 .4 9.3 3 1 .6 13 .9 30.8 1 5.8 

HOSPIT A LISA TION 67.6 1 1 .7 33.2 1 0.7 40.5 1 1 .8 62.2 22.0 

RECUPERATION 69. 1 1 8.8 32.8 1 2.6 38.8 19.9 5 1 .0 2 1 .79 

RECOVERY 59.4 22. 1 37.4 1 6.6 33.8 1 5.9 42. 1 1 7.9 

OlITCOME 76.8 20.2 25.8 8.4 29.75 20.8 32.25 1 5.9 

Positive emotions 

Table 1 3  shows the highest responses throughout were for the positive emotions and the 

women reported these as highest at the outcome phase. The lowest ratings were at the 
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presurgery and recovery phases and the ratings were higher during hospital i sation and 

recuperation . The standard deviat ions for the positi ve emotions ranged between 1 1 .7 

and 22. 1 .  The means for the separate posi tive emotions showed that the women rated 

four of the emotions the h ighest. Confidence '\'as highest at the presurgery and outcome 

phases. hope remai ned relat ively high throughout and peaked at the outcome phase. 

re l ief was h i ghest at the hospi ta l i sation phase. and feel ing pleased " .... as h ighest at the 

hospital i sation and outcome periods. The means showed that the specific posi t ive 

emotions al tered from phase to phase and there ' .... ere differences between emotions. 

The part icipants rare ly  descri bed posit ive emotions in response to the open-ended 

questions and when they did they tended to be connected to a sense of rel ief that the 

surgery was over: 

"Thank God i t ' s  over:' 

"Pleased i t ' s  over. one is definitely more emotional ." 

"Overwhelming sense of thank God i t 's  over - a rel ief." 

"A rel ief that it a l l  went so smoothly and feel ing pleased that my body coped 

so wel l . "  

Negative emotions 

Table 1 3  i ndi cates that the negative emotions showed less variabi l i ty i n  that the 

standard dev iations ranged between 8.4 and 16.6. The participants rated these emotions 

lower overal l  and there was a consistent level for the first three phases, then there was a 

decrease at the outcome phase. The highest rating was during the recovery phase which 

also had the h ighest standard deviation. The means for the separate negative emotions 

showed that four of the emotions were rated the hi ghest. Fear and apprehension were 

rated h ighest at the presurgery and hospitalisation phases, and frustration at the 

recuperation and recovery times. Anxiety steadi ly  i ncreased from presurgery to 

recovery then decreased at the outcome phase. 

The descriptions of negative emotions from the responses to the open-ended questions 

were more frequent and more varied then those for the positive emotions. There were 

four main emotions that were reported. The most frequent reports were for some feeling 

of upset: 

"'I 'm  getting upset that the recovery is so slow ." 



'T m more upset by the fact that I cou ldn ' t  do anything. I l i ke to be 

independent." 

"I shed a fe\\! tears' " 

A descript ion of frustration and impat ience was al so freq uent ly reported: 

"Tearful and frustrated \ .... i th myself this week' " 

"Frustration and impat ience to get on v,:ith l ife." 

Anger, 

" 1  had an argument with a nurse." 

"I  developed a temper tantrum." 

and anxiety 

" 1  was anxious the night before." 

" 1  was anxious when 1 fi rst went in ." 

were reported occasional ly.  

Cognitive reactions 
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Table 1 3  shows that the women rated their cogn itive reactions at a s imi lar  level 

throughout reaching the h ighest point during hospital isation with the smal lest standard 

dev i ation . and the lowest rating at the outcome phase wi th the l argest standard 

deviation. For the specific cogni tive reactions concentration had the h ighest mean rating 

and peaked at hospital isation and recuperation. Confused thoughts were rated h igh 

during hospital isation and rumination was h igh during presurgery. 

More descriptions of cognitive reactions were reported in repl ies to the open-ended 

questions during the first two phases and these tended to be different for each response: 

"As it gets closer I am thinking  more about the deta i l s  of the 

surgery." 

"Am 1 going to be a full woman? What wi l l  my husband think?" 

"I talk myself out of things a lot." 



· · I t  was defini tely hard to think. I f  I had had to do maths I would have 

been in trouble'" 

'Tm not i n terested in th i ngs.  I " m blocki n g  ofC' 

Physical reactions 
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Table 1 3  shows that the women rated the physical responses h ighest duri ng  the 

hospita l i sat ion period then there was a gradual decrease over the recuperation to 

outcome phases to reach a low level simi lar to that of the presurgery phase. For the 

specific reactions the women rated lacking energy the h ighest and these were rated 

highly from the hospi tal phase through to the recovery phase. Pain  fol lowed a similar 

pattern with the highest ratings also at the same phases. 

Some of the physical reactions that were reported . such as di scomfort. pal O  or 

temperature. were connected more to the physical condition rather than a physical 

reaction to stress and there were actual ly  few reports which could be considered a stress 

reaction . I t  is probable that as the surgery event was ongoing it was more difficult for 

the participants to identify physical stress reactions as there might not have been as 

many occurrences as there was with short tenn stress created by discrete events. 

The most frequently reported physical reaction was sweating during the hospitalisation 

phase, for example.  "I was sweaty and overcome, probably  wi th fear." Other 

descriptions included: " my stomach goes kerplop;" " 1  have butterfl ies in my stomach:" 

" my heart has been racing and thumping:' 

Summary 

The results showed that the women rated the emotions and the cognitions reasonably 

consi stently over time. There was an increase in the physical stress reactions during 

hospitalisation w hich would be expected given that th is  was the time of the actual 

surgery. The standard deviations showed there was variabi l ity in the responses. The 

ratings of the specific reactions altered at each phase and the reactions which were 

identified as the highest also altered from phase to phase. 

The descriptions from the women showed that they reported negative emotions far more 

frequently than positive emotions, yet they were able to rate specific positive emotions. 

The positive emotions were rated more highly throughout and these corresponded to a 

higher perception of chal lenge and effectiveness .  The women appeared to be more 

aware of their negative emotions and these may have been the same participants who 

perceived the event genera l ly  more negatively .  I t  is possib le  that the emotional 
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react ions were an infl uencing factor in the coping process. Physical stress reactions 

were rarely reported and the reports of cogn i tions \'aried considerably so the impact of 

t hese react ions on the copi ng  process may be minimal . 

OUTCOME 

Al l  the part ic ipants were informed by the  gynaecologi st at thei r post-operat ive 

exami nation that the ir  surgery had been successfu l .  One part ici pant was sti l l  on 

med ication at th is  t ime. The subjective outcome was measured by social functioning, 

morale and physical health at  three phases: at the presurgery phase to get a basel ine 

measure :  during hospi tal i sation to ascertain  whether or not the actual surgery changed 

the outcome measures: and at the outcome phase to determine whether the women 

considered they had returned to the basel ine level . 

Social Functioning 

During the presurgery phase eight of the women stated that thei r so(:a l  functioning \vas 

not affected at al l .  This changed during  hospita l i sation when fi ve of the women 

considered that their social functioning had been affected considerably :  

" I t does change, I couldn 't go out and party . "  

" I t  was affected , i t  was j ust non-exi stent. but who cares, this i s  far 

more important ." 

" Quite markedly.  1 00% total ly different." 

At the same phase three of the participants maintained that their social functioning had 

actually improved: 

"It was probably more enhanced as it gave more time to think about 

others." 

"I was more sociable in hospital than out." 

By the outcome phase four participants stated that their social functioning was at l east 

the same as it had been prior to the surgery, ("about the same," "no different to prior to 

surgery"), two stated it was better than prior to surgery, ("considerably better," "good"), 

and two maintained that it was not back to where it had been prior to surgery ("sti l l  a 

l ittle l imited," "not back to one hundred percent yet").  
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Morale 

Morale  d id not a l ter as much from phase to phase. Eight women stated t hat i t  ' ... ·as good 

during presurgery and fi ve of these stated it was sti l l  good at the hospital isat ion period . 

Three women found that i t  was not good at t h i s  same phase C·grotty .. ' " certa in ly  far 

from wel l " ). and one part i c ipant stated that her morale had been affected by a bad 

experience but that othef\v ise she was "perfect l y  happy to be there, they treated me so 

well:' 

At the outcome phase six of the women stated that their morale had returned to the level 

it had been at presurgery and t h ree part ic ipan ts stated that they were "st i l l  not one 

hundred percent:' 

Physical Health 

At the presurgery phase five of the women maintained that thei r physical health was not 

good, for example " not behaving i tself."' "a bit nauseated:' and four of the women 

stated that their  health was good . During hospitali sat ion three participants stated that 

they were not well and six maintained that they were well apart from the expected post­

operative problems. By the outcome phase five of the women stated that thei r physical 

health had i mproved,  for example,  "a bi t  better". "great. no doubt about the 

improvement." Two stated that i t  was good and two stated that it was not so good. for 

example, "Sti l l  a wee way to go. I was terrified to have sex. really nervous, scared i t  

was going to hurt," " Sl ightly improved but not as  good as  I had hoped. but d id  I expect 

too much?" 

Summary 

The participants' comments showed that these three measures of the subjective outcome 

altered for most of the women as the surgery event unfolded, It was evident that not al l  

of the participants considered that they were ful ly recovered after their medical post­

operative examinations and it is  possible that this outcome w as influenced by the 

coping process for those women, 

A closer look at the outcome data revealed that the women fel l  into two groups: the five 

who considered that they had positive subjective outcome as all three of the outcome 

measures (social functioning, morale and physical health) had been improved upon or 

returned to the level prior to surgery . The other four participants perceived their 

outcome more negatively, Three had two of the outcome measures which they did not 
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consider had returned to the previous level of functioning. and one part ic ipant had one 

measure which \vas "not back to normal ."  

TRENDS DURING EACH PHASE 

The data was examined at a descri pt i ve level wi th in  each phase of the surgery e\'cnt hy 

searching for patterns wh ich identifi ed ho\\' the part i c ipants were cop ing  w i th the 

surgery event as a group,  There was a lso an attempt to ascertain the possi bi l i ty of 

interaction between the apprai sal s. coping strategies. reactions and outcome for the 

whole group. The preceding descripti \'e resul ts showed that there was considerable 

variabi l ity i n  the data for the i ndividual constructs and there was also variabi l ity in the 

data at each phase . There were few common patterns for the whole group.  and i t  

became clear that at  each phase many of the constructs had dichotomous trends and 

there were possible patterns within these trends. I t  was decided that there needed to be a 

way of making the data more manageable at the nomothetic level and to be able to 

conduct a finer-grained analysis to examine the coping process. As the outcome data 

showed that five of the participants considered that they were recovered ful ly by the 

outcome phase, and four of the women stated that they were not recovered completely 

at this t ime, it seemed appropriate to divide the participants into these two groups, 

Chapter eight examines the differences between these groups and ascertains whether or 

not any differences in the coping process between the groups influenced the outcome. 

CONCLUSIONS 

Two main general conclusions can be drawn from these descriptive results. First, there 

were changes in the speci fic constructs over the phases . The appra isa ls  that were 

measured by visual analogue scales revealed fluctuations in the rat ings, showing that 

the participants perceived the surgery experience differently at each phase. The rat ings 

of the reactions also changed from phase to phase and the specific emotions that were 

rated higher or lower a lso altered over time. The frequency data for the coping 

strategies showed that the participants used a different number and type at each phase. 

The qualitative data also confirmed that the specific nature of most of the constructs 

altered from phase to phase and the women described changes that suggested they were 

aware of the need to alter their coping behaviour according to the phase of the surgery 

event and perhaps according to their perceived ability to have managed the situation in 

the preceding  stages .  The only reported consistency over time w as the rating  of 

perceived effectiveness w hich remained high at a l l  phases for every participant, 

suggesting that al l  women bel ieved they were coping well with the surgery event. The 

qualitative data showed that the strategy perceived as the most effective altered from 

phase to phase, so although the overall perception of tertiary appraisal was relatively 
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consistent ,  the specific strategies that were perce ived as most effective changed over 

t ime. 

Thc second general conc l usion i s  that the experiences that the part ici pants reported 

were more variable than consistent. This \':as evident in the descript i ve stat i stics and the 

d ifferi ng accounts from the women . The qua l i tat i \ 'c data genera l l y  confi rmed the 

variabi l i ty as it showed that the nature of appraisa l .  the type of copi ng strategies and the 

speci fic reactions altered over t ime and di ffered among the part ic ipants. The variabi l i ty 

suggests that there may be differences in the coping process and these may be different 

for each ind iv idual ,  or there may be s imi larities i n  the coping process for those with a 

different  outcome. 

However. the part ic ipants also reported some consi stent experiences in the copi ng 

process and two general hypothetical patterns emerged from these experiences. 

suggest ing how these constructs may combine to i nfl uence the coping process. One 

pattern i ncl uded the constructs that appeared to infl uence the consistent tertiary 

apprai sal , and in the other, the remaining constructs appeared to influence the different 

outcomes. Figure 1 0  shows the first pattern diagrammat ica l ly .  A l l diagrams in  the 

surgery study were constructed from the frequency data reported and represent aspects 

of the coping process which were occurring most frequent ly  and therefore presumed to 

be having an infl uence on the coping process. The fi rst pattern had a bas is  in the 

secondary appraisal factor of h istory \"'here all part ic ipants had had prev ious surgery 

and so were fami l iar with the surgery event. They may have used a coping process 

simi lar to the one they used previously .  This prior experience presumably lessened the 

impact on the perceived level of stress throughout which, al though it was variable ,  was 

rated relatively low. This relatively low perception of stress infl uenced the fact that 

primary appraisal was not dominant as there was l ittle perception of threat. harm or loss 

overal l .  However, the part icipants rated chal lenge more h ighly and this was more 

evident during two of the phases. These m inimal appraisals may have influenced the 

consistent tertiary appraisal The evaluation of perceived effectiveness was preceded by 

the use of coping strategies which were viewed as in teractive rather than isolative, and 

the num ber of which decreased as the surgery event unfolded. The fact that social 

support was one of the most frequently used coping strategies and was also perceived as 

the most effective overall may have also contributed to the consistent tertiary appraisal . 

In the second pattern the participants' experiences flowed dichotomously and appeared 

to i nfluence the different outcomes as shown in Figure 1 1 .  The basis seems to be the 

positive and negative general appraisals that appeared throughout and these may have 

i nfluenced the positive and negative reactions, the perception of self control or external 

control, and the dichotomy within secondary appraisal: whether the repertoire was wide 
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or narrow . whether or not there v,,'ere constraints. and whether coping strategies were 

chosen automatica l ly  or thought about fi rst .  These then influenced whether or not there 

was a posi t ive or negat ive outcome, Presumably a posi t ive general  appraisal contri buted 

to posit ive emotional reactions. perceived self-control .  no constraints. a w ide repertoire. 

automatic choice of fami l iar strategies and final l y  to a posi t ive outcome. A negat ive 

general appraisal infl uenced negat ive emot ional reactions. external control . constrai nts. 

a narrow repertoire .  conscious choice of copi ng  strategies and fi na l l y  a neg.at ive  

outcome. I t  i s  i mportant to examine the data in  finer detai l to determine whether these 

general patterns remained or were replaced with more detai led and varied patterns, and 

to ascertain the reasons for the dichotomies w ithin the constructs. 

The purpose of the present chapter was to examine the ind iv idual  constructs at a 

descriptive level and to ascertain pre l iminary patterns at the nomothetic leve l .  One of 

the l im i tations of this descriptive approach is  that i t  was d ifficult  to establ ish how the 

participants' experiences of coping evolved over t ime. The obvious dichotomous trends 

and the variabi l ity of the data made i t  d ifficult  to establ ish more definite patterns of the 

coping  process. However. the descriptive account establ i shed a basis for further 

explorat ion and al lowed the data analysis to progress to a finer-grained nomothet ic  

analysis. 
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CHAPTER EIGHT: 

TWO GROUPS WITH DIFFERENT OUTCOMES 

The part icipants were d iv ided in to two groups usi ng  the subject ive outcome data at the 

outcome phase. Group P consis ted of the fi \'(� part i c ipants who considered that they 

were fu l l y  recovered by the outcome phase and therefore had a pos i t ive subject i \'c  

outcome. Group N consisted of the four women who stated that they had not rccovered 

completely by the outcome phase and so perceived their outcome more negatively .  I n  

the present study the outcome phase ind icated the end of  the surgery event a s  a medical  

c learance had been given . and so i t  a l so presumably indicated the end of the coping 

process as i t  suggested that the surgery event i tself was no longer creating a need for 

coping behav iour. A s  the women i n  Group N st i l l  had some need for coping at the 

outcome phase i t  i s  l ikely that the coping process for this group was different to that of 

the participants in Group P. 

In the present chapter the data for the participants in  the two groups i s  compared for the 

individual  constructs at all phases. then how the coping process was experienced for the 

women i n  the two groups is compared during each phase. and then the entire process for 

each group is  examined. The purpose i s  to ascertain whether there i s  a difference in  the 

coping process between those who percei ved the outcome as posit ive and those who 

perceived it more negatively .  

TRENDS FOR INDIVIDUAL CONSTRUCTS OVER TIME 

The current section exami nes the differences between the groups for each construct 

using descriptive stati stics and examples of the women 's accounts. It begins to explore 

any differences in  the coping process and how the women experienced coping wi th the 

surgery event at al l  phases. 

Coping strategies 

The participants i n  Group N used a s l ightly higher number of coping strategies (x = 4.7) 

than those in Group P (x = 4. 1 )  overall .  

Table 14  shows there were different patterns between the groups i n  the mean number of 

coping strategies used at each phase. The women i n  Group P used the highest n umber at 

the presurgery stage and used fewer strategies at the hospitalisation and recuperation 

phases. They used half this n umber during the recovery phase, and no longer needed to 

use coping strategies by the outcome phase. In contrast. the women in Group N used a 

fluctuating  number of strategies from phase to phase. They used fewer strategies at the 
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presurgery phase than those in  Group p, t hen they used the h ighest number during 

hospita l i sation, even fewer dur ing recuperation . They used an i ncreased number at 

recovery. then these decreased to the lowest number at the outcome phase. 

Th i s  suggests that the number of copi ng strategies most freq uent ly used may have an 

i n fl uence on the outcome. Those in  Group P reported u s i n g  more strategies duri ng  

presurgery and t h i s  may  have combined w i t h  the more posi t ive appraisal to provide a 

better basis for the subsequent phases, and for the need for copi ng strategies to decrease 

gradual ly.  The fluctuations for those in G roup N may have been attempts to manage the 

negat ive s i tuation and suggests that thei r need for coping was greater throughout t he 

surgery event. 

Table 14 also shows the patterns of coping strategies used by the women in the two 

groups for t he first four phases. This data represents the coping strategies that were used 

by at least four out of the five women in G roup P and three of the four women in G roup 

N. Acceptance and social support were used by the participants in  both groups at each 

of the first four phases. Relaxation was used by those in Group P at each phase, and in  

a l l  but the  presurgery phase by  those in  G roup N. There were differences of  a t  least one 

strategy at most phases . but general l y  the pattern of coping s trategies used by the 

women in both groups was similar. 

Appraisal 

The women's comments concerning the general appraisal of the surgery event showed 

there were differences between the groups during the presurgery, recovery and outcome 

phases.  For example, d uring  the presurgery phase those in Group P had a posit ive 

perception over this anticipation t ime: 

" 1  w i l l  get better as quickly as possible so that 1 can recover 

quickly." 

"I  look forward to getting it over and done with ." 

Those i n  Group N had a more negative or indifferent perception of their 

pending surgery: 

"It 's  unfair. i t ' s  all been brought on by what happened before. I 

l i ken it to horror." 

"I t 's  a means to an end. I ' m  n ot particularly looking forward to 

afterwards but 1 forget about i t." 
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There was l i tt le  d i fference bet\veen t he groups during hospi ta l isation as most of the 

part ic i pants v i ewed th is  phase as necessary and/or pos i t i ve .  There \vas a l so l i t t le  

d i fference between the groups during  the recuperat ion phase. as a l l  the women had a 

negat i vc perce pt ion.  I t  i s  possi ble that the difference i n  the general apprai sal at the 

presurgery stage was infl uential i n  determin ing the remai nder of the coping process . I f  

thc women had a certa in  ex pectation of  the ent i re event during this ant ic ipatory phase 

this may have had an impact on the other apprai sals .  the use of copi ng strategies and the 

reactions at this phase. That impact may have been sufficient for there to be re lati ve ly  

constant negative or posi tive effects throughout. 

Stress 

Fi gure 1 2  shows the mean rat ings on the v i sual analogue sca les  for stress ,  threat. 

challenge, harm. loss. effectiveness and control .  The graph shows that those in Group N 

had a h igher rat ing of stress appraisal throughout than the part ic ipants in  Group P. 

However, the women in  both groups had a s imi lar pattern for the appra isal of stress 

over t ime. except during hospita l isation when those in Group N had an increase in the i r  

perception of  stress, whi le  the stress apprai sal for those in G roup P remained at the 

same level as the presurgery phase. The part ic i pants in  both groups found the 

recuperation phase less stressfu l .  the recovery phase more stressfu l .  and by the outcome 

phase their perception had dropped to below the ini tial level. 

The nature of the women ' s  comments concerning their perception of stress differed 

between the groups. Those in Group P generally descri bed the i r  stressors i n  a more 

posi t ive and accepting way: 

" My body is  trying to get back to normal . It's not real l y  a stress. just 

part of the recovery process." 

" I 'm  not able to do the l i ttle things one would l ike to do." 

"I had some natural anxiety prior to surgery." 

The women in Group N gave a more negat ive and overwhelming report of the ir  

stressors: 

"At times the stress has seemed to take over all my thoughts." 

" I t was taking me back twenty-eight years to the horror of the 

previous surgery." 

" My stress is about my frustration at being so helpless." 
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Figure 1 2: Mean ratings over time for the appraisals for the two groups. 
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The differences in the descri ption of the stressors showed that the theme of a positive or 

negat ive general appraisal contin ued through to a posi t ive or negat ive appraisal of 

stress. 

Pri mary appraisal 

Threat: Figure 1 2  shO\· ... s that the rating for the appraisa l  of threat was higher for those 

in Group N in a l l  the phases except the recovery phase. Over time, the participants in 

Group P had a much lower appraisal of threat during the presurgery phase than those in 

Group N. The hospi tal isation phase was more threatening than the presurgery phase for 

the women in both groups. Those in  Group N had an increase i n  thei r mean rating of 

threat during the recuperation phase. whi le  those in Group P found this phase sightly 

less threatening than the prev ious phase. The women in Group N had a noticeable 

decrease at the recovery t ime. wh i le  those in Group P had an i ncrease in their 

perception of threat to a level higher than the \ ... 'omen in  Group N. The threat appraisal 

of both groups decreased to below the init ial level at the outcome phase. 

Only some of the women in both groups specified the nature of the threat, and there was 

l i tt le difference between them. The comments tended to be focused on a specific threat 

connected to the particular phase of the surgery event . 

Challenge: Figure 1 2  shows that the women i n  Group N had a h igher chal lenge 

appraisal throughout than those in Group P. The lowest apprai sal of chal lenge for those 

in G roup N was at the recovery phase, otherwise their perception was steady and above 

the initial level by the outcome phase. The highest appraisal for those in Group P was 

during hospitalisation then their perception dropped sharply at the next phase then rose 

steadi ly to above the initial level by the outcome phase. 

The comments from the participants in Group P tended to be relatively moderate in the 

description of chal lenge: 

"It was not challenging, on the whole quite enjoyable." 

"It was a bit of a challenge getting going again." 

"It was to just get in there and get the job done." 

Those in Group N were more l ikely to describe their perception of challenge more 

i ntensely: 

"Very, very chal lenging - to improve a l i ttle more each day." 
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·To get up and moving as soon as possible." 

·Tm looking forward. may be to doing things I " ve ne\'er done before:· 

These results suggest that there were differences between the \Vomen i n  the groups i n  

the way that they experienced the surgery even t .  Those i n  Group N appeared to  be 

i n vol ved more i ntense ly  in deal i ng  wi th the s i tuat ion . \v hereas those in Group P 

appeared to perceive the surgery as merely another event that needed to be managed. 

Harm: The women in Group P did not fi nd the surgery event harmful as the highest 

mean rating on the 1 00  mill imetre visual analogue scales was 9.8 ( Figure 1 2) .  Only two 

participants in Group P each described hann once only. The ratings for those in Group 

N were higher than those for the women in Group P at all phases. Al l  the women in 

Group N found the surgery event hannful during at least one phase and this was usual ly 

related to physical hann. The women in Group N had a very high hann appraisal during 

hospitalisation which reduced sharply at the recuperation phase. The lowest rating of 

hann appraisal was at the outcome phase. 

Loss: The participants in Group P did not find their surgery experience created a sense 

of loss as the highest mean rating was I I  ( Figure 1 2) .  One of the women in Group P 

descri bed some sense of loss at two phases. The highest appraisal of loss for those 

Group N was at the recuperation phase and thei r perceptions were above those for 

Group P during the first four phases. Two of those in Group N described some loss. For 

one woman it was the loss of quality of l ife; and for the other it was the "loss of 

thought" that concerned her. 

Overal l .  those in Group N had a higher perception of primary appraisal .  including a 

higher perception of challenge which was an unexpected finding. This suggests that the 

higher and more intense perceptions of the negative appraisals of threat and hann, plus 

stress, may have created the need to increase the chal lenge appraisal as well in an effort 

to counteract the negative effects. The lower ratings of primary appraisal for the women 

in Group P suggest that these combined with their initial positive general appraisal and 

low perception of stress to influence the coping process in a positive manner. 

Secondary appraisal 

There was little difference between the participants in the groups for history. repertoire. 

or awareness. As discussed in chapter seven all participants had a history of previous 

surgery experience so no one was deal ing with a new experience. There was little 

difference overal l  between the women in  the two groups in the range of coping 

strategies from which they considered they could choose. There was one woman in each 
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group who considered she had a w ide reperto i re throughout . and one woman from 

Group N w ho described a narrow repertoi re throughout. otherwise the part icipants from 

both groups reported hav ing a wide repertoire at some phases and narrow repertoire at 

other phases. There was also l i tt le difference between the part ic i pants in the groups in 

the use of strategies that were used automat ical ly  and those that were thought abollt 

fi rst . 

There was a difference in constraints between the groups. Three of the women in Group 

N considered that there were constraints during at least two phases. Three of the 

participants in  Group P considered there were no constraints throughout . and the two 

who described reasons for not using the coping strategies they wished did so only once 

each. This suggests that constraints may have been a more important influencing factor 

in the coping process for those with a negative subject ive outcome. Presumably ,  as 

these participants were sometimes not able to use thei r strategy of choice. this would 

have influenced their experience of coping and ultimately the outcome. 

Tertiary appraisal 

Figure 1 2  shows that the perception of effectiveness remained high throughout for the 

women in both groups. Those in Group P had a consistent perception for the first four 

phases and no data was necessary at the outcome phase as al l  participahts considered 

that they no longer needed to use coping strategies. The participants in Group N had a 

similar pattern to those in Group P from the presurgery phase to the recuperation phase. 

then their perception decreased at the recovery time and increased again at the outcome 

phase. The pattern for those in Group N at the recovery phase corresponded to an 

increased perception of stress, and a decreased perception of threat and chal lenge,  

suggesting that tertiary appraisal may be influenced by the other appraisals. 

The women in Group N were more l ikely to be consistent in the coping strategies that 

they described as the most effective. Three of the women in this group perceived the 

same strategy as being the most effective in  three of the four phases described, and the 

fourth woman described two strategies only as being the most effective. In contrast, the 

participants in Group P general ly described a different strategy as being the most 

effective for each phase. This suggests t hat those in Group P may have had more 

flexibi l i ty i n  their coping process and considered the strategy that was the most 

effective was the most appropriate for the phase. Perhaps the most effective strategy 

altered according to c hanges i n  the copin g  process, and this flexibi lity may have 

contributed to the positive subjective outcome. 
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Control 

Fi gure 1 2  shows that the participants in Group P had a higher percept ion of control than 

those in Group N at al l  phases except the recuperation phase . The control appraisal for 

those in Group P remained steady for the fi rst t\\'o phases. then their perception 

gradual ly  i ncreased at each phase to the hi ghest poi n t  at the outcome phase. The \'v'omen 

in Group N had a different pattern in that wh i le their percept ion of control increased 

throughout there was a sharp rise to the h ighest point  at the recuperation ti me when the 

level was s l ightly above that of those in  Group P. 

The women in  Group P were more l i kely overa l l  to describe a sense of self-control .  

whereas those in  Group N reported a perception of external control more often . During 

the fi rst two phases three of the participants in  Group P reported a sense of self-control. 

their perception changed during the recuperation phase as al l  but one considered they 

had external contro l .  Four of the women reported a sense of self-control at the recovery 

phase. and all considered they had a perception of self-control by the outcome phase. In  

contrast, a t  least three of  the participants in Group N described external control for the 

first four phases and their perception al tered by the outcome phase as a l l  but one 

woman considered they had ful l  self-control. 

Clearly there was a difference between the groups in the ratings of control . but the main 

difference was that t hose in Group N considered they had less self-control overal l .  

These differences may have influenced the subjective outcome. A lack of self-control 

implies that the abil i ty to cope with the surgery event was not entirely due to the efforts 

of the individual and therefore t he participants in Group N may not have had a sense of 

being able to have any control over the outcome. I t  is probable that the perception of 

external  control combined with the h igher perception of the negative appraisals of 

stress, threat, hann and a negative general appraisal to influence the negative outcome. 

I n  contrast, the women in Group P had a stronger sense of self-control and may have 

considered that they had more control over the outcome. This may have combined with 

the posit ive general  appraisal , lower stress and primary appraisals to influence the 

coping process positively so that a positive subjective outcome was reached. 

Reactions 

Figure 13 shows the mean ratings for the women in both groups for their positive and 

negative emotions. These were rated on a five-point scale and averaged over the twenty 

adjectives. The mean ratings were converted to percentages of the h ighest ratings 

possible for the positive emotions and for the negative emotions. The women i n  Group 

P reported their posi t ive emotions as consistent ly h igh throughout. Those in Group N 
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percei ved their posit ive emotions as only sl ight ly lower, except at the recovery phase 

where there was a sharp decrease. This was paral le led with an increase in the negative 

emotions for this group during the same phase. The negative emotions remained higher 

for those in Group N at al l ti mes. and there was l i ttle change over t ime for the negative 

emotions for the women in Group P. 

In  the specific emotions that were rated. the women in Group P rated only posi t ive 

emotions highly in  al l  phases except hospital isation w here no one posit ive emotion was 

highl ighted. No negative emotions were identified as being dominant at any phase of 

the surgery event for this group. I n  contrast. those i n  Group N identified specific 

negative emotions at every phase, and identified only one posit ive emotion , during the 

outcome phase. 

These results show that the women rated the negative emotions much h igher overal l  

when the outcome was perceived as negative, but there was less difference in  the 

posit ive emotions between the groups. In the specific emotions Group P clearly focused 

on positive emotions and Group N focused on the negative emotions w hich suggests 

that the negat ive emotions may influence a negative outcome and the focus more on 

positive emotions may be a factor in  a positive subjective outcome. 

Figure 1 4  shows how the participants in the two groups rated the cognitive and physical 

reactions different ly .  Those in  Group N rated their cogn itive reactions h igher at all 

phases except the outcome phase. In the specific cognitive reactions those in Group N 

identified difficulty i n  concentration and rated this cognitive reaction h igher at each of 

the first four phases. They also identified at least one specific cognitive reaction at each 

phase. The specific cognitive reactions were not emphasised by the women i n  Group P. 

The pattern for the physical reactions was simi lar for the women i n  both groups as they 

reported an i ncrease during hospital isation, then their physical  reactions decreased 

steadi ly through to the outcome phase. The participants in Group N rated their physical  

reactions h igher at all times than those i n  Group P.  The women in Group N rated pain 

h ighly at each of the first four phases and they perceived a h igh lack of energy at each 

of the last four p hases. The specific physical reactions were not emphasised by those i n  

Group P. 

These results show that those w ith a perceived negative outcome rated the physical and 

cognit ive reactions h igher, and emphasised more specific reaction s  than the women 

who had a positive subjective outcome. 
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Summary 

The results  show that the combination of the i nd i v i d ua l  constructs in the coping process 

for the part i c i pants i n  the t\\O groups were d i fferent .  The women in Group P had l ower 

stress. threat. chal lenge.  harm. negat i ve emotions and physical  and cogn i tive reactions. 

hi gher posi t ive  emotions and a greater sense of self-control . a gradua l decrease in the 

need for coping strategies and perhaps more flexibi l ity w i th in their coping process. The 

experiences reported by the women in Group P were general ly  more posi tive and less 

intense and it is possible that the posi tive outcome was infl uenced by the positive 

appraisal of t he coping process. In contrast. the women in Group N perceived higher 

levels of stress and primary appraisaL reported more constraints,  perceived more 

external control . reported more negative emotions and used slightly more coping 

strategies overal l .  They reported fluctuations in  the number of strategies used at  each 

phase, suggesting that they were needing to make more attempts at coping with thei r 

more negative experiences. 

When the women's  accounts were analysed for tertiary appraisal t here were some 

differences between the groups. The women in Group P were more l ikely to be flexible 

in their perception of the most effective strategy, whereas those in  Group N tended to be 

more consistent in the strategy they identified as the most effective. However, there was 

little difference between the groups on a quantitative level. I t  is probable that all the 

participants wanted to bel ieve they were coping effectively and stated that this was the 

case. It appears that those in Group N experienced most of their process of coping more 

negatively and this combination of negative experiences ultimately  had more influence 

on the outcome than a positive perception of effectiveness. So a positive and high rating 

of perceived effectiveness in  itself is clearly not sufficient to lead to a positive outcome. 

I t  was not expected that those in Group N would rate challenge higher and report more 

i ntense experiences, but i t  may be that it i s  the overall appraisal process which is  

important, rather than the specific primary appraisals. When one appraisal was rated 

more highly and perceived more intensely so were the rest, including tertiary appraisal . 

Since the appraisals for Group N' were generally  negative and more intense these may 

have had more influence than the chal len ge appraisal alone, or even more than 

challenge and tertiary appraisal combined. It appears that i t  is  the combination of the 

participants' experiences in  the coping process, and the differences w hich occur, that 

have an impact on the outcome. The examination of the differences between the groups 

at each phase wi l l  provide a more detailed analysis of how the participants experienced 

the coping process. 
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TRENDS DURING EACH PHASE 

The c u rren t  sect ion exami nes the d i fferen ces in the women ' s  comments fi rst during 

e a c h  ph ase and then over the en t i re copi n g  p rocess.  A s u m mary matri x o f  t he 

q ual i tati v e  data for a l l  constructs at each phase was prepared .  T h i s  w as converted to 

freq uency data for each group so that a compari son could be made for each construct. 

The mai n themes w i t h i n  the copi n g  process for each group w ere t hen compared. The 

word ' most " is used in the present section and this i ndicates that three or four of the five 

women in Group P. and three of the four women in Group N. made specific statements. 

Presurgery phase 

At the presurgery phase those in Group P had few specific problems associated with the 

surgery. but most did have problems other than the surgery that they were deal ing with 

at this time. I n  contrast. the participants in Group N all had specific problems associated 

with the anticipation of surgery. so it appears that from the initial stages those in Group 

N were already dealing with more in connection to the surgery. 

I n  the general appraisal of the event four of the five participants in Group P viewed the 

surgery as positive and necessary and the fifth thought it was "no big deal ," whereas in 

Group N three of the four had a negative general perception of the pending surgery. 

Two of these women were thinking about previous surgery w hich had had negative 

effects so that may have been a strong influence. Most of the women in  Group P stated 

that there was l ittle that was specifically stressful to them about the surgery. Most of 

those in Group N found that the thought of the surgery; or the reminder of previous 

surgery, was stressful .  Clearly the women in the two groups perceived the anticipatory 

phase differently,  and these initial apprai sals may have influenced the entire coping 

process. 

Most of those in  Group P identified a h igh rating of control and they considered that 

they had a sense of self-control during the anticipation period:  

"1  have reasonable control as I in it iated i t  and made the decision to go 

ahead w ith  it." 

"I  am always in control of myself' 

I n  contrast, most of the women i n  Group N perceived a lack of control over the 

situation: 

"Once 1 have the anaesthetic 1 can' t  do anything" 



" 1  don ' t  know much about the medical profession . The thrush real ly  

spooked me.  I had no control over i t ,  i t  \vas a horrible feel ing" . 
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The women i n  both groups percei ved the nature of threat and chal lenge in a s imi lar 

way. They perceived either no threat or a l im ited threat about the future .  and most did 

not viev.: it as a chal lenge but rather as something that had to be done. 

There v,,'ere differences in the secondary appraisal process. Four of the fi ve women in 

Group P had no constraints and a wide choice of coping strategies at this t ime. They 

were more l i kely to use strategies automatical ly rather than choose them consciously. 

and two used new strategies. I n  contrast, in Group N two of the women considered that 

they had constraints and had considered other strategies but not used them. and three 

stated that they considered that they had a narrow repertoi re of coping strategies from 

w hich to choose. They were more l ike ly to choose strategies consciously than 

automatical l y. 

A l l  participants in Group P used the strategies of acceptance and social support. and 

four out of the five also used distraction . catharsis .  relaxation and another strategy of 

thei r own choice . There was no use of ineffective strategies and three of the five 

participants stated that situation redefinition was the most effective strategy they used. 

Situation redefinition was also the coping strategy most often described as effective and 

the three who used it described thinking positive as their method. As one woman stated 

"If you are posi tive and accepting things go alright anyway." The use of this cognitive 

strategy may have influenced and strengthened the positive general appraisal which 

these three participants reported. 

In  contrast. al l  participants in  Group N used four of the coping strategies ( distraction. 

direct action, acceptance and social support) .  Two women used perceived ineffective 

strategies, and the strategies cited as the most effect ive were different for each 

participant. I t  appears that the women in Group N used a different pattern of coping 

strategies in an attempt to manage the situation that was clearly more negative and 

stressful for them and in doing so two of them perceived some strategies as ineffective. 

The women in Group P reported the emotions that had the -highest means at this time 

were the positive emotions of confident and happy. In Group N the negative emotions 

of afraid, agitated, anxious and apprehensive were noticeably higher than Group P, as 

were the cognitive reactions of rumination, l ack of concentration and pain. The high 

rating of rumination for this group suggests that they were dwelling on the negative  

aspects. This is in  direct contrast with those in  Group P who used situation redefinition 
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as a positi ve reframing of the event . There were clearly different cognit ive functions 

operat ing between the groups. 

More d ifferences were ev ident between the groups at t he presurgery phase than any 

other phase of the surgery event. and the overall  trend was that the participants in Group 

N had a more negative copi ng process than those in Group P. The mai n differences 

were that those in Group N had a negative general appraisal . more specific problems 

connected to the surgery . more percei ved stress. less sense of se lf-contro l .  some 

constraints, a narrow repertoire.  the use of ineffective strategies. and the negat ive 

emot ions were more dominant. I t  i s  possi ble that the differences in  th is  anticipatory 

t ime were the most important in determining the remainder of the coping process and 

ultimately the subjective outcome. The more posit ive appraisal of those in Group P was 

evident i n  thei r general perception. their dominant pos i ti ve emotions. their lack of 

perceived use of ineffective strategies. and their use of situation redefinition which was 

cited as the most effective strategy. This  suggests that during the anticipation phase 

prior to surgery a cognit ive strategy was beneficial as it involved al tering the perception 

of the situation to something more positive. 

Figure 1 5  shows how the women in the two groups experienced coping wi th  the 

pend ing surgery d ifferent ly during the presurgery phase, and incl udes a possible 

explanation of how their  experiences w ithin the coping process flowed. The positive 

appraisal process for those in Group P interacted with their posit ive emotions ,  the i r  

l imited perception of  stress and a sense of self-control. These appraisals contributed to 

thei r  secondary appraisal process which included a wide repertoire and the automatic 

use of strategies. This then influenced the use of s ix coping strategies which were al l  

percei ved as effective. The most effective strategy was situation redefinition which 

could be viewed as interacting with the positive appraisal. 

The coping process for the women in Group N flowed i n  two d i rections from the 

negative appraisal . Their experience of negative appraisal flowed reciprocally  with their 

specific problems connected to the surgery, their  negative emotions, their  perception of 

external control and perceived stress. However. their negative appraisal also i nfluenced 

the ir  coping strategies which were chosen at the secondary appraisal process. The 

women reported a narrow repertoire ,  constraints and having to think about the coping 

strategies that were used. These appraisals of their resources contributed to some 

perceived i neffectiveness but generally the women considered they had coped with their 

pending surgery event effectively. Despite the negative aspects of their coping process 

these women stil l  made attempts to deal w ith the situation and perceived positive 

i nfluences in their experience of coping. 
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Hospitalisation phase 

Most of the women in both groups found this phase stressful and had specific  physical 

problems connected to their  surgery. Those in Group P found the most stressful t ime 

was just prior to surgery and the part ic ipants in Group N related their  perception of 

stress to spec ific factors connected to the surgery .  Most of the women in  both groups 

had a relatively posit ive general percept ion and a sense of coping by "goi ng w i th i t:' 

This was a change for those in Group N to a more posit ive and accepting apprai sal . and 

a change for those in Group P to a more negative perception of stress. 

Most of those i n  Group P had a perceived sense of self-control but the women in Group 

N sti l l  perceived external control over the si tuat ion. The women in both groups found 

this phase chal lenging and six of the women considered that the challenge was i n  

making progress during their stay in  hospital . 

'The chal lenge i s  to ach ieve the best result I can . I t  i s  the abi l ity to 

move, to make progress each day and ach ieve what I wanted to l i ke 

getting out of bed:' 

" I t was good, a great chal lenge. Everything you do is a challenge. I just 

sat and got up." 

There was no threat appraisal for most of the women in Group P but those in Group N 

considered there was some threat about what might happen: 

" I  felt vulnerable so I was threatened in  that way:' 

"One bad experience alters a whole lot." 

There was no sense of hann or loss for those in Group P. I n  contrast, all the participants 

in Group N stated that they had a perception of hann, but none had a perception of loss. 

So the women in both groups experienced the chal lenge appraisal in a similar manner as 

this was reported as dominant, and there were also similarities in the loss appraisal 

which did not feature for those in either group. However, those in Group N found the 

hospital phase more threatening and more harmful ,  which suggests that despite a more 

positive appraisal for this phase, the negative appraisal during the presurgery phase may 

have continued to influence the actual surgery stage. 

The participants experienced the secondary appraisal process similarly as those i n  both 

groups reported no constraints ,  an even automatic or conscious choice of strategies. and 

most used at l east one new strategy. The only difference w as that most of those in  
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Group P stated they had a wide repertoire, whereas the women in  Group N reported the 

repertoire to be evenly  div ided between wide and narrow. 

A l l  the women in Group P u sed the strategies of acceptance and re laxat ion.  and most 

also used direct action and social support . In Group N. the participants al l  used the three 

cop ing strategies of acceptance. social support and relaxation. and most a lso used 

catharsi s and another strategy of their choice. None of the women in Group P reported 

ineffective strategies. and most found social support the most effective. I n  Group N half 

of the women found social support the most effective and half thought that relaxation 

was most effecti ve.  There was one participant who considered that she used an 

ineffective coping strategy. 

The emotions that the participants in Group P rated the highest were rel ieved. confident 

and pleased, but none of these emotions were noticeably higher than those the women 

in Group N reported. Those in Group N rated the negati ve reactions h igher than the 

part ic ipants i n  Group P. These react ions were: afra id .  apprehens ive .  upset.  

concentration, confused thoughts. pain, feel ing sick or nauseous. and lacking energy. So 

the negative reactions continued to be dominant for those in Group N .  

The  women i n  t he  two  groups reported a s imi lar copi ng  process during the 

hospi tal i sation phase. There were simi larities in the general , secondary and tertiary 

appraisal processes, i n  the coping strategies used. and in those found most effective. 

The phase of the surgery event may have influenced the coping processes as the 

participants in both groups reported experiences that would be expected at the time of 

the actual surgery and this may have contributed to the changes that were made in the 

coping process. However, there were some differences between the groups. The women 

in Group N reported a perception of external control , appraisals of threat and harm, and 

more negat ive reactions. I t  may be that these negat ive experiences continued to 

influence the entire process for this group. 

Recuperation phase 

Most of the participants in Group P had no specific problems connected to the surgery. 

w hereas there were still some problems associated w ith the surgery for most of the 

women in  Group N. These were connected to "overdoing i t," or physical problems. 

Most of the women in Group P found their stress was connected to the frustration at not 

being able to do anything. There were similarities in the control appraisal as those in  

Group P now had a perception of external control in that they cou ld only "do what they 

were told and wait" and those in Group N continued to have a perception of external 

control similar to Group P as they also had to "j ust wait". There was a change in the 
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general appraisal for the participants in both groups, as they reported that their general 

perception was not so posi t ive and they stated that they viewed the situation as "slow or 

normal . "' 

There \\" cre differences in the primary appraisa l .  For those in  Group P there was no 

perceived threat . harm or loss and very l i t t le  chal lenge. However. those in Group N 

were concerned about the immediate future due to their physical problems: 

" 1  am worried about going to the toi le t .  I don 't  want to carry that 

through for the rest of my l ife. It is one of the reasons it was done."' 

" I  am worried about the immediate future and having to phone Doctor X 

with my temperature and report on my progress, and then hav ing to go 

and see h im at short notice - something must be wrong. Having to have 

more blood tests and another internal examination and a pelvic scan. I 

find the prospect that I might have to have further surgery over the next 

few days very frightening:' 

Three of the women in  Group N also reported a perceived chal lenge "to make progress"' 

during this phase. Harm was reported by on ly one woman, but loss was described by 

two of the women in this group. 

There were no constraints for either group but most of those in Group P had a narrow 

repertoi re wi th a s l ightly higher conscious choice of strategies. I n  Group N most 

reported a w ide repertoire with a sl ightly higher automatic choice of coping strategies. 

This suggests that those in Group P considered they were more restricted in their choice 

of coping strategies during this phase and so had to think more about what they would 

use. It may be that the change to their more negative appraisal and perceived external 

control influenced these secondary appraisal processes. 

The women in both groups used the coping strategies of acceptance, social support and 

relaxation. Those i n  Group P also used distraction frequently .  Some of the women used 

perceived ineffective coping strategies, and the most effective strategies were different 

for each participant. None of the participants i n  Group N used ineffective strategies, and 

the most effective strategy identified was different for each participant. 

The only reaction that was noticeably  h igher for those i n  Group P was the posit ive 

emotion of confident. The reactions which were noticeably h igher for Group N were: 

agitated, angry, annoyed. guilty, concentration and a l l  the physical reactions (pain, 

sick/nauseous, lacking energy). 
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There were simi lari ties for both groups in the negative appraisal . perception of external 

control .  the type of strategies used. and there were no constrai nts. There were some 

changes in the coping process for those in Group P. including a change in the general 

percept ion from posit ive to "slow and norrnaJ "· .  There were chan ges to an apprai sal of 

external control and a narro\'" repertoi re .  with some ineffective strategies and a decrease 

i n  the number of positi ve emotions identified. These changes suggest that a negative 

general appraisal may have infl uenced a perception of external contro l .  a narrow 

repertoire .  and decreased posit ive emotions. and influenced the tertiary apprai sal 

process by contributing to the use of ineffective strategies. 

The general perception for the participants in Group N returned to negative, there was 

more awareness of threat and chal lenge,  a change to a wide repertoire and a change in  

the negative emotions which were dominant. While the general appraisal was negative 

and simi lar for both groups, clearly there were sti l l  differences between the groups in 

the coping process and these differences were probably i nfluenced by the preceding 

coping behaviour. 

Recovery phase 

There were no specific problems connected to surgery for most of the women in Group 

P at the recovery phase. and there was now l ittle or no stress. Three of the participants 

in Group P now considered themselves fully recovered and two of the five considered 

that they were no longer needing to cope with the surgery. There were sti ll specific 

problems for those in Group N which were connected to reactions to the surgery. They 

a l l  found the recovery at this stage stressful and this was due to ei ther medical 

complications or frustration. There was now a clear difference between the groups in  

terms of  the need to  still be deal ing with the surgery event. 

For those in Group P who were stil l  dealing with the surgery there was some threat but 

this was in connection with deali ng with other people, rather than a specific connection 

to the recovery from surgery. There was no challenge, harm or loss and no constraints, 

and a perception of self control had returned. In contrast, there was sti l l  a negative 

perception for those i n  Group N wi th no threat, harm or loss and there was some 

challenge toward making progress. There was stil l  a perception of external control for 

three of the women as they considered that their abil ity to do what they wanted was 

restricted in  some way. 

In secondary appraisal the repertoire was mostly wide for those in Group P and the 

n umber of automatically  chosen strategies had reduced, w ith no consciously chosen 

strategies. Three of the women in Group N had constraints and a wide repertoire with a 
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h igh automatic choice of strategies and a h igher conscious choice. A l l  of the women in 

both groups used acceptance. social support and relaxation. For those in Group P. the 

most effective strategy was the ' other' of thei r  choice. This suggests that as the need for 

copi ng w i th surgery decreased the women extended their use of coping strategies to 

those of their choice and they found these more effect ive .  perhaps because they were 

fami l iar ones that were used in normal dai ly coping behav iour. Most of the part ici pants 

in Group N found that relaxation was the most effective coping strategy. suggesting that 

they were sti l l  need ing to deal w i th the surgery and therefore found relaxation most 

effective as a way to recover. 

The women i n  Group P rated the pos i t ive emotions of confident. eager. pleased .  

hopefu l .  rel ieved and happy noticeably higher than those in  Group N .  Th is  was a 

marked increase i n  the n umber of pos i t ive emotions from the recuperation phase. I n  

contrast, the women i n  Group N reported a noticeable increase in the number and rating 

of negative emotions and ten of the thirteen negative emotions were noticeably higher 

than those for the participants in Group P. Those in Group N also reported an i ncrease 

in the cogn itions of lack of concentration, confused and unreal istic thoughts. They also 

rated pain and lacking energy h igher. Clearly there was a difference i n  the negative 

emotions, cognit ions and physical reactions for this group. This was also the phase that 

those i n  Group N perceived as the most stressfu l ,  and they reported a decrease in the 

rating of control , chal lenge and effectiveness. suggesting that these combined apprai sals 

were influential in the coping process. 

There was a marked difference in the coping process for the participants in the two 

groups at the recovery phase. Those in Group P were mostly barely needing to cope at 

all and were wel l  on the way to recovery with l i tt le stress, increased self-control and 

positive emotions. On the other hand. those in Group N were st i l l  perceiving the 

situation as negative and stressful with a perception of external control and l i tt le 

challenge .  There were constraints and a noticeable increase in  the number of negative 

emotions and cognitions that were dominant. The women in both groups had had a 

more negative coping process during the preceding recuperation phase, but those in  

Group P were able to pick up again and state that they were recovering well, while 

those i n  Group N appeared to make no noticeable improvement in coping with their 

recovery. 

Outcome phase 

None of the participants in  Group P had any need to stil l  be coping with the surgery 

process by the outcome phase. They no longer perceived any stress and all reported a 

high level of self-control .  The positive emotions of eager and hopeful were dominant. 
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The subjective outcome showed that al l had improved or returned to prior functioning 

on al l three of the measures. and the retrospect ive appraisal showed that they viewed 

their surgery process as posi t ive and worthwhi le overal l .  

Two of the women I n  Group N considered that they vv'ere sti l l  need ing to cope a l i tt le. 

\vere using  coping strategies. st i l l  had some specific problems and some perception of 

stress. The perception of self-control had increased for all but one of the women and 

there was no threat , harm or loss. but some chal lenge to "carry on:' Several of the 

reactions were marked ly higher than for those in Group P: anxious. frustrated. gui l ty.  

shocked. rel ieved, and lacking energy. The subjective outcome showed that at least one 

measure for each woman had not returned to prior function ing. I n  the retrospect ive 

appraisal the women viewed the surgery process as general ly  "helpless and negative:' 

There was a clear difference in  the coping process between the groups at the outcome 

phase. Those in Group P were ful ly recovered. perceived the whole process as posit ive 

and worthwhi le and were no longer needing to cope with their recovery from surgery. 

The participants in Group N were sti l l  perceiv i ng problems as wel l  as stress, were 

needing to cope and saw their si tuation as negative and helpless in  retrospect. 

Summary 

The trend over time began with the women reporting the most differences between the 

groups during the presurgery phase . They reported fewer differences in the coping 

process at the hospi tal i sation phase when the participants in  both groups had a relatively 

positive appraisal of the event, and during the recuperation phase w hen those in both 

groups had a relatively negative appraisal of the event. At the recovery phase those in  

Group N had a change to  a more negative coping process. while most of  the women in 

Group P were not needing to activate coping behaviour. There were sti l l  differences 

between the groups at the outcome phase. 

More differences occurred at the presurgery, recovery and outcome phases, and this is  

i l lustrated in Fi gure 16 which shows the summary of the main differences and 

similarities between the groups for al l the constructs at al l  phases. The shaded areas 

represent the consistency of a construct over time. I t  is probable that the general 

perception of the situation was an important detenninant of the coping process and may 

have been most crucial at the anticipatory time. The general perception may have 

i nfluenced the recovery period rather than the surgery i tself as the women i n  both 

groups appeared to have an expected negative experience of coping w ith their surgery 

at the hospitalisation phase. The women i n  the two groups experienced the entire coping 

process d ifferently and i t  appears that i t  was these different experiences which 
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accounted for the different outcomes. rather than any specific phase or construct. The 

i nfl uenc ing factor appeared to be the different combinations of appraisal . coping 

strategies and reactions which were experienced by the \',;omen . I n  add i t ion .  the 

part ic ipants reported some experiences of coping consi stent ly throughout the coping 

process. and other experiences changed over t ime.  These patterns of consi stent and 

variable experiences of coping were different for those in the (\ .... 0 groups. 

The participants in Group P began their coping process by not dwel l ing on any specific 

problems associated wi th surgery, they reported a posi t ive appraisal .  posit ive emotions 

and minimal negative emotions. a low perception of stress and primary appraisal and a 

sense of self-control . They used the highest n umber of coping strategies at this 

presurgery phase and considered that al l  these were effect ive.  They had a w ide 

repertoi re from which to choose strategies. considered that there were no constraints 

and they used strategies which came automatical ly to them. In sum. there was very
.
l i ttle 

that was negative or a hindrance to the coping process for those in this group at the 

anticipatory stage. 

Some of these experiences were maintained in the hospi tal isation phase as the women 

continued to have a posit ive appraisal ,  a perception of self-control .  there were sti l l  no 

constraints and they continued to use a high number of coping strategies all of which 

they considered effective. There were also changes in the coping process as the women 

considered that they had physical problems connected to the surgery and they found 

t hat th is  was the most stressful t ime for them. Their perception of chal lenge also 

increased, perhaps in an effort to counteract the more stressful effects. Although there 

were some changes in this phase the women were sti l l  viewing the event posi tively and 

were coping effectively. 

There were further changes in the coping process during the recuperation phase and t he 

most noticeable were t he change to a more negative general appraisal, a change to a 

perception of external control , a reduction in the positive emotions identified and a 

decrease i n  the perception of challenge. There was also some use of ineffective 

strategies and a change to a narrow repertoire and more use of strategies that were 

thought about first .  Despite the changes the women continued to consider that they were 

coping  effectively and i t  appears that the changes that occurred here may be due to the 

particular phase of recuperation, as the negative perception and lack of control were 

realistic. 

By the recovery phase some of the women now considered they were fully recovered 

and i n  fact no longer needing to cope. Those that were sti l l  needing to cope considered 

that t here was an increase i n  the positive emotions,  the appraisal returned to positive, a 
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perception of sel f-control  returned and there \\'as l i tt le or no stress, The number of 

strategies used reduced marked ly .  There was some threat but this was connected to 

deal ing wi th  other people and cou ld be considered a normal part of not hav ing qu i te 

regained fu l l  independence. By the outcome phase a l l  the \vomen in  th is  group were 

ful l y  recovered and had a posi t ive retrospecti ve \' iew of the entire surgery event .  

I t  seems that the women in  this group reached a pos i t ive subject i ve outcome as they 

v iewed the event posi t ive ly and rea l i stical ly  and held that apprai sal from the in i t ia l  

stages, along w i th a sense of self-contro l .  and positive emotions. They used a h igh 

number of strategies. a l l  of which they perceived as effective. The changes that 

occurred in  the coping process during the hospita l isation and recuperation phases can be 

considered a real i st ic and appropriate response to the surgery event. It would be 

expected that most people would need to al ter thei r coping behaviour at the time of the 

surgery, and again to deal with the recuperation when the abi lity to continue with daily 

l ife was still reduced. The women were defi nitely recovering and had a return to a more 

pos i ti ve appraisal by the recovery stage, and al l  had returned to normal functioning by 

the outcome phase. I t  can be considered that the women i n  th i s  group dealt with the 

surgery event i n  a posit ive way and their coping process proceeded as would be 

expected given the nature of the event. The changes that occurred during the hospital 

and recuperation phases can be considered a normal reaction to the event which were 

overcome to reach a positive outcome. I t  i s  most l ikely that the positive experiences the 

women had with in the coping process outweighed any negative experiences and 

i nfluenced the outcome positively. 

The women in Group N had a different experience of the coping process and a different 

subjective outcome. During the anticipation phase prior to surgery they were already 

focusing on specific problems connected to the surgery. They considered this phase was 

stressful ,  they had a negative general appraisal and considered they had l i tt le or no 

control .  The negative emotions were dominant as were some cognitive and physical 

reactions. Constraints were reported and there was the use of some ineffective strategies 

although most were considered effective. In short, there was l i ttle that was positive for 

the women i n  thi s  group as they anticipated the surgery event and these negative 

experiences most l ikely affected the entire process. 

During hospitalisation the women continued to have specific problems, to find the event 

stressful ,  to have a perceived lack of control and t he negative emotions were sti l l  

dominant. Changes occurred as their general appraisal became more positive and 

reali stic, there were no constraints, they had increased perceptions of threat, challenge 

and harm. The women used their h ighest number of strategies during th is  phase. 

perhaps i n  an effort to increase their attempts to deal wi th  the situation. The 
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participants' responses can be considered rea l i stic for th i s  particular phase , but v.' hen 

compared to the women in Group P the difference was that those i n  Group N continued, 
to experience a perception of ex ternal control and negat ive emotions and these may 

have influenced the process. 

The copi ng  attem pts during  the recuperation phase can also be v i ev.' ed a s  a more 

real i stic response to the particular phase of the surgery . The women continued to focus 

on specific problems and percei ved the event as stressfu l .  threatening and chal lenging 

but w i th loss more dominant than harm at th is  t ime. Their  general apprai sal was 

negative but real i stic and s imi lar to those in Group P. There continued to be a percei ved 

lack of control and dominant negative emotions, cogn itions and physical reactions as 

there had been during each preceding phase. 

During the recovery phase the women were sti l l  focused on specific  problems. found 

the event stressful and continued with a negative appraisal . The main changes were that 

chal lenge was the on ly primary appraisal which was dominant and there was a return of 

constraints. There was an i ncrease i n  the number of coping strategies used and again 

there continued to be a perceived lack of control along w ith a noticeable i ncrease in  the 

dominant negative emotions. There was also a decrease i n  the rating  of percei ved 

effectiveness to the lowest point of a l l  the phases. Clearl y  this recovery phase was 

negative and stressful and this appeared to be mostly due to the fact that they had 

medical complications or they had not been recovering as well  as would be expected. I t  

i s  difficult to ascertain the direction of the influence between the surgery event and the 

coping process. It may be that the mostly negative coping process had a negative impact 

on their physical wel l-being and recovery, or it may be the converse, or both. 

By the outcome phase two of the women were sti l l  needing to cope a l i tt le and these 

were the two wi th complications, and they continued to focus on specific problems and 

perceive some stress. A l l  the women in this group had a negative retrospective appraisal 

of the entire event and they continued to identify negative emotions, a lthough for the 

first time a positive emotion was dominant. There was also a change for the first time to 

a perception of self-control. 

I t  is possible that the women in Group N had a negative subjective outcome as the 

presurgery phase was so negative for them, so that despite increased attempts at coping 

and some more positive changes the i nitial negative  appraisals continued to influence 

the entire process. There was a focus on specific problems throughout which can be 

viewed as another form of negative cognitive appraisal , and there was a perception of 

external control and a prevalence of negative  emotions throughout. It is possible that 

these were infl uencing factors over the entire process and w hen the same aspects are 
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compared to Group P they genera l ly  did not focus on specific problems or have a 

perceived lack of control except during  the hospi tal phase, and the positive emotions 

\\lere presen t  t h roughout .  It seems t hat it was the negat ive copi ng process w hi ch 

determi ned the negat ive outcome. 

The preced i ng  descri pt ion has begun to re \'eal t hat both grou ps had some consi stent 

copi ng experiences ( which were reported or main tai ned at al l of the first four phases ) 

and some changes i n  t heir experience of coping ( which fl uctuated over t ime or were 

not reported at each of the fi rst four phases) .  Figure 1 7  shows t he consistent and 

variable patterns in the copi ng process for the fi rst four phases for both groups. There 

were two consi stent experiences of coping that both groups had in common: the two 

coping strategies of acceptance and social support : and consistently high tertiary 

appraisal . Those in Group P had consistently low stress and negative emotions, high 

positive emotions, the ratings of control remained steady, the coping strategy of 

relaxation was used at every phase and there were no constraints. These can al l  be 

considered positive in tenns of coping with the surgery event. The women in Group N 

reported specific problems in connection with the surgery at each of the first four 

phases and they consistently reported external control over the surgery event. These can 

be considered negative infl uences on the coping process. I t  is possi b le that the 

consistent experiences that differed between the groups were contributing factors to the 

different outcomes, as these would have helped to main tain the positive or negative 

influences that had been established at the presurgery phase. 

The changes in the coping process that were common to both groups were: the general 

appraisal , which fluctuated between positive and negative; primary appraisal , w hich 

varied in the ratings and the nature of the apprai sal ; repertoire, which fluctuated 

between wide and narrow ; awareness, which could be either automatic or conscious: 

and the coping strategies of catharsis, direct action distraction and 'other' varied in the 

phases in w hich they were used by both groups. The main change for those in Group P 

was the fluctuation between self-control and external control, plus they were flexible in 

the strategy that they perceived as most effective. The women in Group N reported 

constraints in some phases only,  their ratings of stress remained relatively h igh but  

varied across the phases, and their positive and negative emotions varied. 

CONCLUSIONS 

The main conclusion that can be drawn is that there were clear differences in the coping 

process between those w ho perceived the outcome as positive and those who perceived 

it as negative. Those in Group P had a rel atively stable and expected response in  the 

way t hey coped wi th the surgery event. When their coping experiences were more 
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negative these appeared to be a response to the actual phase of the event. In  contrast, the 

fl uctuat ions that occurred for those in Group N appeared to be more a factor of the 

coping process i tse lf rather than the event .  The copi ng process for those in Group N 

was more negative overal l and varied more from phase to phase. Their coping process 

during the hospi tal i sation and recuperat ion phases was very s imi lar to those in Group P. 

suggesting that they also had the expected response to the surgery event at these phases. 

So the difference in the outcomes appears to have been generated from the presurgery 

stage. There was a s imi lar coping process for the two groups through the expected 

negative phases of hospital isation and recuperation and then the differences returned for 

the recovery and outcome phases. 

The second conclusion is that the most influential factor in the differences between the 

two groups appeared to be the general appraisal process during the anticipation period. 

The women in Group P began with a posit ive appraisal and those in Group N began 

with a negative appraisal .  These perceptions appeared to create expectations about the 

surgery event which impacted on the coping process and u l timately  contributed to the 

pos i tive and negative outcomes. It can be suggested that this in itial appraisal had an 

influence on the recovery process rather than the actual surgery as both groups dealt 

with the hospita l isation and i mmediate recuperation periods in a s imi lar manner. 

Third, it is clear that it was the appraisal process rather than the coping strategies which 

had the major effect on the coping process and ult imately the outcome. The appraisals 

which appeared to contribute the most to the outcome were the combination of the 

general appraisal , the stress appraisal and particularly the control appraisal, rather than 

primary or secondary appraisal . There was l ittle evidence that primary appraisal alone 

was influential .  Constraints were the only  secondary appraisal process which may have 

had an impact, but again these were influential as i nteractive parts of the coping 

process, 

It appears that neither the frequency and type of strategies used or the perceived 

effectiveness of these strategies were influential in  the outcome as these did not differ 

noticeably between the groups. There were similar strategies used by both groups but 

the patterns in which they were used varied sl ightly .  These different patterns may have 

contributed to the different outcomes but the coping strategies themselves were not 

major influencing aspects. The crucial role  for the coping strategies was the way they 

interacted w ith the appraisal and reactions. 

Fourth, there were some patterns that were consi stent and some patterns that were 

variable in the coping process for the surgery event. The coping process for those i n  

Group P had more consistency, w hich suggests that this was a major i nfluence on  the 
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posi t i \'e outcome. There were several variable aspects wh ich were common to both 

groups. but the way they varied or the phases in which they occurred d iffered. This 

suggests that i t  may have been the part icular combi nation of aspects and/or the way 

these aspects  i n teracted at any gi \'en phase of the surgery event wh ich determi ned the 

outcome . 

Fi nal ly .  there was no difference in the tert iary apprai sal rat ings between the groups. 

This suggests that although the coping process was clearly different for the groups. 

those in  Group N sti l l considered subjecti vely that their use of coping strategies was j ust 

as effective as those in Group P. So the crucial factor may be the process i tself and the 

interaction that occurred. rather than the participants' perception of tertiary apprai sal .  . 

Perhaps those in  Group N real ly wanted to believe they were coping effectively but the 

negative infl uences u ltimately outweIghed this attempt at an effective perception and 

contributed to a negative outcome. 

The division into two groups al lowed a finer-grained analysi s of the data and began to 

determine some of the infl uential factors in the coping process involved i n  dealing with 

the event of surgery. There are sti l l  some l imitations to this approach as i t  i s  difficult to 

determine any definite relat ionships as t here was sti ll variable data. This  variabi l i ty 

suggests that the coping process is actual l y  very individual so it is important to examine 

it on an idiographic level .  The responses for two women from each of the two groups 

were selected as case studies to explore the data at th is  level and these are described in 

chapter nine.  
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CHAPTER NINE: 

CASE STUDIES: FOUR VIEWS OF THE COPING PROCESS 

The case stud ies pro\' ided the opport un i ty  to examine the coping process for the surgery 

c\ 'cnt at a fi ne-grai ned leve l .  and to ascert a i n  t h e  s i m i l ari t i e s  and differences at a n  

individual leve l .  Four part icipants were chosen for the case studies. The fi rst two case 

studies presented were part ic ipants who had pos i t ive ou tcomes. One was a random 

choice and the other was chosen as she had an expected shorter recovery period due to 

the type of surgery she had and it \ .... as thought this may make a difference to the coping 

process. The other two were women who had a negative outcome and they were chosen 

as they had the most severe compl ications . 

CASE STUDY ONE 

Mrs K was a 45 year old woman who l i ved and worked on a farm, caring for her 

dependent foster chi ldren. Her surgery was a hysterectomy under a general anaesthetic 

and she did not encounter any compl ications in her recovery. After her post-operative 

check she reported that the surgeon was "very pleased about thin gs" and a lso a l l  

medical tests were clear. Mrs K ' s  subjective outcome matched th i s  and she stated: " 1  
feel wonderful compared to what I was feel ing before the operation." 

At the first interview she described her way of generally deal ing with stress as " 1  talk 

about it to (husband) and 1 cope with stress pretty wel l because I haye always had a job 

that ' s  been stressful . I don 't  worry about things that 1 can' t  do anything about and just 

relax and let th ings happen.  I ' m quite prepared to talk about i t ." This statement 

indicates that Mrs K was aware of her exist ing coping  b.ehaviour and t hat she 

considered her abi l i ty to deal with stress was effective. Her statement about her 

cognitive processes suggests that her appraisal of the situation had an influence on her 

coping behaviour. This became evident as she described deal ing with her surgery. 

Throughout the process of coping w ith her surgery Mrs K maintained a positive 

perception of her situation by looking forward: " i t 's  a chance to get better and get 

home;" and using her judgement to maintain the recovery process " I  feel  ready to do 

things but am unable to because I 've been instructed not to and common sense tell s  me 

not to." Another way she maintained her positive appraisal was by tending to counteract 

any negative comment with a positive one. For example, when describing her emotional 

reactions at the hospital isation phase she stated "I don ' t  real ly l ike that but at the same 

time I ' m  grateful ,  so it sort of balances." Her retrospective appraisal at the outcome 

phase also indicated her consistently positive perception as she stated "I think I coped 
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with my recovery quite wel l .  I had a lot of help . . . . . . . .  I feel quite good about it ,  I know i t  

was a good th ing to do and I ' m  qu i te pleased with the way things worked out .  no 

problems anymore." I t  i s  l i kely t hat her overal l posi t i ve appraisal infl uenced the ent i re 

copi ng process and the  basis for t h i s  may have occllrred at the ant ic ipat ion phase: 'T m 

focusi ng on hmv good i t ' s  goi ng to be. Basical ly  I just th ink it w i l l  al l be m·er wi th and 

t.hat w i l l  be sllch a re l ief. I ' m not th ink ing much about the actual operation but about 

what i t ' s  going to be li ke \vhen I get past the nasty bit:' 

I n  spite of a posi tive perception the presurgery phase was the most stressful t ime for 

M rs K and it was the thought of the surgery which she was findi ng stressful : 'T m  

hoping I won ' t  be too flattened by the anaesthetic. I ' ve been taking iron tablets. I ' m 

hoping everything w i l l  go fine. If you think about things that w i l l  go wrong you wi l l  

find something that you expect to:' As the surgery and recovery progressed there was a 

gradual decrease in her perception of stress. The nature of this al tered over time and at 

the hospi tal i sation phase she was aware of being very anxious prior to surgery and 

found the fact that she was 'doped " stressful .  At the recuperation phase her stress was 

about " some frustration at not being able to do things."' by the recovery phase there was 

" very l i ttle" stress and none at all at the outcome phase. A l though there was a decrease 

in her quantitative rat ing of stress this was actually at a low level throughout. Figure 1 8  

i l l ustrates the l ow rating of stress and also shows the rat ings of the vi sual analogue 

scales for control. threat. chal lenge. hann. loss and effectiveness over time. 

As  her stress decreased her perception of control increased over time, suggesting how 

these two apprai sals flowed reciprocally.  The nature of the control also changed over 

t ime. During the anticipation time she did not consider that she had very much control 

but counteracted this by saying " I suppose I have some control but I hope I don 't  have 

to use it." At the hospitalisation phase her sense of control increased "I suppose I had a 

fair  bit of control because 1 would ask for something. 1 would think I would have a fair 

bit of control because 1 didn' t  wait for them . . . . . . . . . I just had to mention i t  and that 

indicates that I was really  taking over." At the recuperation phase her perception of 

control was l inked to waiting for her body to heal i tself and by the outcome phase she 

was "pretty much in ful l  control being able to do everything 1 want to, do whatever and 

go wherever I l ike." Her rating on the visual analogue scales indicated that the level of 

contro l  from the hospita l isation phase to the outcome phase was at a relatively high 

level (see Figure 1 8).  

I t  i s  probable that Mrs K's positive appraisal flowed reciprocally with the low level of 

stress and high level of control throughout and that these contributed to a consistently 

high perception of tertiary appraisal and the fact that she found all coping strategies 

effective. The strategy that she found most effective altered over time from catharsis at 
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the presurgery phase, to support , spi ri tual comfort and di straction at the hospi tal i sation 

phase, and support only at the recuperation phase. This i ndicated that the percept ion of 

what \Vas effect ive altered according to the stage of the coping  process. She stated that 

she knew that the coping strategies had been effect i ve because she started to get better 

and contin ued to feel better and finer every day so that by the recovery phase she kne\v 

they v.·ere effect ive because of " my return to normal l i fe wi thout any hassles' - '  

The increase in control  and decrease in stress i s  clearly indicated i n  Figure 18  as is the 

high tertiary apprai sal throughout. The graph also indicates that pri mary apprai sal 

general ly was not meani ngfu l for Mrs K and this was confirmed by her statements of 

" not much," (threat and loss),"not at aiL" ( threat and chal lenge) ,  "a bi t  of a chal lenge 

getting going again:' and "such a release that i t  was not harmful at al l .  I have a scar but 

I had a scar before . . . . . . . .  what I was experiencing before was more harmful ." The one 

exception was an i ncrease i n  threat at the recovery phase but her comments revealed 

that th is was not connected to surgery but to fami ly difficu l ties. It may have been that 

her overall  primary appraisal was sufficient so there was no need br specific pri mary 

appraisals. 

Mrs K ' s  secondary appraisal processes were very clear and uncomplicated. She stated 

that she had a wide range of coping strategies from \vhich to choose throughout and that 

these were things that she was used to doing and they were readi ly avai lable. This was 

supported by the fact that she stated that she used the majority of the coping strategies 

automatical ly  rather than making a conscious decision. She did use new strategies at the 

presurgery and hospital isation phases. suggest ing that her repertoire was sufficiently 

flexible to find new strategies when necessary. She reported no constraints throughout 

and this probably contributed to her effective coping behaviour. Another contri buting 

factor to her perceived effective coping may have been that she had had two previous 

operations invo lv ing general  anaesthet ic ,  one bei ng major w i th some severe 

consequences and as she stated "I imagine i t ' l l  be much the same as the caesarean and 

the after effects w i l l  be the same . . . . . . . . . 1 don 't  real ly have any fears about what wi l l  

happen. Another i mportant aspect historicall y  is the lead up to her decision to have the 

surgery "I did a lot of thinking when 1 first approached the G.P., so I had basicall y  

thought the issue through and decided 1 had to  do something. For a while 1 thought that 

it would go away, 1 would get over it so 1 had done all that kind of thinking before 1 
approached the G.P. who sent me to Dr X." 

The clarity surrounding Mrs K ' s  secondary appraisal processes appeared to have 

contributed to the use of perceived effective coping strategies. The number of strategies 

used decreased as the surgery process unfolded from eight at the presurgery phase. to 

seven during hospital i sation then five and two for the recuperation and recovery 
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periods. This paral le ls  the increasing sense of control and the decreasing perception of 

stress over time. Two copi ng strategies were used every t ime ( support from fam i ly and 

friends and spiri t ual comfort ) and the other strategies al tered, both in  the type of 

strategy used and what was used wi thin a strategy, as the situat ion al tered. For example. 

Mrs K used di stract ion from the presurgery phase to the recuperat ion phase and th i s  

changed from being di verted through doi ng dai l y  act i v i t ies .  to  j ust focusing on day to 

day and tal k i ng, to doing some specific work for a local commi ttee. As t ime progressed 

she stopped using some of the strategies. Mrs K '  s data shows clearly that more than one 

strategy was used at a t ime and that the usage of coping strategies was variable for her. 

Genera l ly  Mrs K 's posi tive emotional reactions remained high throughout and her 

negative emotions decreased over time as did her cogni t ive and physical reactions. 

These reactions were general ly consi stent w i th a l l  the other aspects but there was one 

exception at the hospitalisation phase when her posi t ive emotions decreased, and her 

negative emotions and cognitive and physical reactions increased and at the same time 

her perception of tertiary apprai sal was the lowest.  This suggests that during the 

hospitalisation phase a change occurred in her reactions which influenced her perceived 

effectiveness of the coping strategies, although the other aspects were not affected as 

they remained stable. 

Summary 

The coping process for Mrs K as her surgery and recovery unfolded was general ly very 

positive, effective and uncomplicated and by the outcome phase there was no need for 

her to be deal ing with the event. Figure 1 9  shows the probable reciprocal flow between 

the apprai sal s, coping strategies, reactions and outcome. She maintained a positive 

appraisal throughout and this infl uenced tbe entire process and ult imate ly  led to a 

positive outcome. Her secondary appraisal processes were flexible and clear and these 

flowed reciprocal l y  with consistently high tertiary appraisal .  Her secondary and tertiary 

appraisal processes contributed to a decrease in the perception of stress and the number 

of coping strategies, and to an increase in the perception of control over time and the 

reactions altering over time to have stabil i sed as expected by the outcome phase. 

It i s  evident that Mrs K ' s  experience of coping altered over t ime and the nature of 

stress, control ,  the most effective strategy, the strategies themselves and the number 

used changed at each phase of the surgery process. These changes were presumably her 

efforts to manage the surgery event and altered according to the phase. Her responses 

were as expected for dealing with surgery, and as her recovery progressed tbe changes 

i n  her coping experiences altered accordingly .  The consistent pattern that Mrs K 

maintained throughout included a wide repertoire .  suggesting she always had the 
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necessary and appropriate coping strategies from which to choose . She reported no 

constraints. suggesti ng the coping strategies she v,,'anted to lise were always avai lable. 

and she had a consistent ly high perception of ho\\' effect ive the copi ng strategies were. 

The most consistent aspect \\'as her positi \'e appraisal and this \ .... as the most l i ke ly major 

contri bution to her effecti \'e and uncomplicated copi ng process. 

CASE STUDY TWO 

Mrs L was a 56 year old business \ .... oman with adul t  chi ldren.  Her surgery was a vaginal 

hysterectomy and a pelvic repair of the bladder and bowel . performed with an epidural 

anaesthetic, and there were no serious compl icat ions. After her post-operative check she 

reported that the surgery had been successful medical ly and her subjective outcome was 

also positive as she was " considerably better and I feel great, there 's  no doubt about the 

improvement:' Mrs L's recovery was expected to be quicker as she had not had an 

incision or a general anaesthetic. This was the case as she considered at the recovery 

phase that she was fully recovered. Therefore total data was avai lable for the first three 

t ime periods only. 

Her comments concerning her method of general ly  deal ing w i th stress suggested that 

she had an awareness of her existing coping behaviour " 1  l ead a pretty demanding l ife 

so I have to be careful that I look after my physical state first and foremost . . . . . . .  that I 

get enough respite from whatever I am doing . . . . . . . .  the way I go about deal ing with 

probl ems is  that I first of al l have to accept and acknowledge there is a problem there 

and then find out information about i t  and see what is necessary to be done about i t  and 

then make arrangements to have the problem solved:' This awareness was a noticeable 

factor in her process of coping with her surgery and was evident in her description of 

the lead up to her having surgery and her preparation for the situation. 

This preparation had commenced four years previously: "The first t ime I went to see 

him (the doctor) about four years ago he was busy tel l ing me w hat to do and I fainted in  

his anns! I t  took me four years to go back, so I 've really thought about it for a while 

. . . . . .  the acceptance was real l y  a long way back, i t  almost got to the point w here the 

operation i tself was the climax of it." S he a lso made a specific effort to plan for her 

revisit  to the doctor four years later "I really  did a lot of preparation because about four 

months before going to the doctor 1 conscientiously lost about two stone and went onto 

a fitness programme and that was distinctly knowing that when 1 was down i n  weight 1 
would go and see the doctor. And that was distinctly between me and me, 1 didn't  tel l 

anybody else 1 was doing that." These statements suggest that Mrs L had the abi l i ty to 

deal w ith the pending event in a self-sufficient manner by planning and preparing. This 

appeared to be one of the major i nfluences on her acceptance of the s ituation and may 
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have been the major determ i nant of her apprai sal and cop ing  strategy process which 

contributed to a low level of stress throughout. 

The most stressful t ime for M rs L was the presurgery period when it \vas the · ·thought 

of the discomfort aftenvards . . .  get t ing  e\'erything going again and getti ng up and about 

and hav ing to put up w i th feel i ng uncomfortable and sore . . . . . .  J " m beginn ing to wonder 

at th is  stage why I "m goi ng through w ith i t:' She did not fi nd the hospita l i sation or the 

recovery period at all stressful and again her preparat ion and acceptance '\-'as noticeable. 

At the recuperation phase she commented "I ' m  not finding this stressful .  I was prepared 

for a lengthy recuperation period and can do nothing else about it so I ' m making the 

most of it and loving it so much. The only stress comes from the thought of ever having 

to get back into harness." At the recovery phase: "it has not been stressfu l .  mostly 

because I was completely prepared for it:' 

Her low rating of stress was paral le led by h igh rat ing of control  throughout as 

i l l ustrated in Figure 20. Figure 20 also shows the ratings on the visual analogue scales 

for threat, chal lenge ,  harm, loss and effectiveness. The nature of the control remained 

relatively stable and was l inked to her sense of self-control . At the presurgery phase her 

preparation was again i mportant as she considered that she had "a reasonable amount of 

control , after a l l  I ' ve in i t iated it and made the decision to go ahead with i t ." At the 

hospital isation phase she considered t hat she did not have any control in the operating 

theatre but considered that as she had put herself in  that s i tuation and was al lowing 

things to happen then she did have control .  At the recuperation phase she was aware 

that "trying to do too much too soon is going to hinder ultimate progress . . . .  so I am in  

control of w hat I do and do no more than I need." This  sense of self-control over her 

s ituation was stil l  prevalent at the recovery phase. 

Her h igh perception of control corresponded with a consistently high tertiary appraisal 

throughout ( see Figure 20), although data for her perceived effectiveness was only 

avai lable for the first three phases as she did not consider that she was needing to cope 

at the recovery phase. She perceived al l coping strategies as effective throughout and 

the one she i dentified as most effective changed each time. Mrs L considered two 

strategies were most effective at the presurgery phase: situation redefinition by "looking 

at  i t  from the point of v iew that i t ' s  going to make things better in  the future," and 

catharsi s  through talking about it. At the hospital isation phase this changed to support 

from fami ly ,  friends and staff and at the recuperation phase she found al l  strategies 

most effective and stated that "I used them all as a combination and think that was far 

more effectiv e  than j ust one strategy ." She contributed their effectiveness at the 

presurgery phase to her positive perception as "[  am quite calm about the whole thing. 

accepting  that i t ' s not going to be particularly p leasant but there ' s  not much poin t  
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dwel l ing on i t .  I just accept i t  w i l l  be better in the long run so I guess they must be." An 

addi t ional factor here is t hat the copi ng strategy of si tuation redefin i tion can also be 

v i ewed as appraisal so th is  \ .. :ould have strengthened her ex ist ing posi t ive apprai sal . At 

the hospi tal i sat ion and recuperat ion phases she knew the coping strategies she used 

were effect ive because of the fact t hat she was fee l ing better. 

Fi gure 20 shows clearly that Mrs L's  rat ings of con trol .  stress ( after the presurgery 

phase ) and tert iary appraisal were consistent. The pri mary appra isal ratings were more 

variable with the exception of loss w hich remained at a low level overal l .  Threat was 

very low for the first two t ime periods and she commented at t he presurgery phase that 

"I don ' t  th ink threatened i s  the ri ght word for the way I feel .  perhaps a l i tt le anxious 

about it but not particularly threatened." During the two recovery periods her perception 

of threat increased for different reasons each t ime .  At the recuperation phase she 

became concerned that her recovery progress had been threatened as she "jeopardi sed 

its progress with a stupid and unnecessary action . . . . .  I ' ve been bleeding profusely,  bit 

scared to move since then." At the recovery phase she stated that she was very worried 

"but it has nothing to do with surgery, in fact having the surgery out of the way is a 

rel ief:' The increase in the perception of threat at the recuperation phase corresponded 

to the only peak in harm and this was connected to the possible harm she thought she 

may have done to her body.  The percept ion of chal lenge a lso decreased at the 

recuperation phase after the peak at the hospital isation phase when she had found the 

lead up to the surgery challenging, but overal l  Mrs L did not identify a sense of 

challenge but rather saw it as ;'something that has to be done:' and this statement of 

necessity summarised her general perception of the si tuation. 

She viewed her surgery as necessary at the presurgery phase: "the sooner I get i t  done 

the freer I 'm going to be. Al though I 'm not particularly looking forward to having it 

done i t ' s  going to make things easier." This appraisal can be interpreted as positive in  

the sense that it describes her confidence about the outcome and this corresponds to her 

confidence about her preparation and planning for the event and appeared to influence 

an enjoyable recovery period for the most part. She described her hospitalisation as 

" very pleasant. [ really enjoyed my stay." At the recovery phase she stated ' [  feel fully 

recovered," and her retrospective perception continued with the theme of enjoyment: . .  [ 
had a delightful time at home gradually recovering and [ thoroughly enjoyed the pace of 

life and opportunity to relax and do things [ normally do not have time for. I found it 

most enjoyable and [ was most reluctant to return to my usual stressful routine." At the 

recuperation phase her generally positive perception was a l ittle lessened as she became 

aware that she was trying to do too much and that this was hindering her progress. 

However, she was able to acknowledge that what she did was in  her control and that the 
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surgery was general ly very posit ive " 1  fel t  the surgery was exce l len t  and my body 

responded well  . . . .  but I always feel I have to push to the l imits and if I ' m  not doi ng so I 

feel guilty. but doing so threatens my progress." 

Mrs L 's  secondary appraisal process was consistent in that she had no constraints 

throughout. but other aspects varied a l i tt le. At the presurgery phase she stated that she 

had a wide repertoi re and at the hospital isation and recuperation periods she considered 

that her repertoi re was narrow as nothing e lse was needed. S he thought her coping ski l ls  

had developed from previous experience and OOa l ife- long learn ing process." Her 

comments endorse these statements and also show her awareness of her general coping 

behaviour: " I  deal w i th a great deal of stress. I 'm di rector of my company and i t ' s  very 

stressful if we al lowed i t  to be and over the years we have developed quite a method of 

coping  and as much of that is being able to govern yourself as being able to cope in 

si tuations ." S he used one new strategy at the presurgery phase ( seeking emotional 

support from other women) and used this same one plus another ( spiri tual comfort from 

others) at the hospital i sation phase. The reason she gave was that she was now "a l i ttle 

older and wiser and can see the benefit ." She also descri bed these strategies as the ones 

that she chose consciously, as well as relaxation and she stated that these were learned 

behaviour. Al l  other coping  strategies she used automatically "the rest of them I th ink I 

would do al l  of those regardless of what the stressful situation was." 

Mrs L used eight coping strategies at the presurgery phase. this decreased to five at the 

hospital i sation p hase and i ncreased to seven at the recuperation phase when her 

potential complication occurred .  At the recovery phase she commented : " 1  have 

recovered and am no longer thinking of it .  Been and gone and completed. Have gone 

beyond the stage of needing these." She used all of the l isted strategies at least once and 

used four of them every time <diverting attention. acceptance, support and relaxation >. 

Her description w ithin each strategy remained reasonably consistent over time, with 

some variabi l i ty in  the different activ i ties w i thin diverting attention, relaxation and 

spiritual comfort. At the first interview she commented several t imes on the importance 

of acceptance to her "you do have to get to a point of acceptance" . . . . .  "I have accepted 

it and that ' s  i t" . . . . .  " I  just accept it wi l l  be better in the long run." and she stated that 

acceptance was the first coping strategy that she used. In her case she had taken four 

years to get to this point and wi th her preparation this appears to have been the main 

detenninant of her coping process for surgery. 

At the presurgery phase there was l ittle difference between her negative and positive 

emotions, as both were rated low. Her positive emotions increased at the hospita l isation 

phase and remained steady across to the recovery phase. and then decreased at the 

outcome phase. Her confidence was high throughout which is consistent w ith her 
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posit ive appraisal process. Her negative emotions were relat ively low over time. They 

increased at the recuperat ion phase. which corresponded to an increase in her cognitive 

reactions. and this was the time she thought she had harmed herse lf  physical ly .  Her 

react ions were consi stent v.:ith her posit ive experience of copi ng and the high posi t ive 

emotions renect the low stress. h igh control and posi t ive appraisal over time. 

Summary 

Mrs L's  copi ng process over t ime was relati vely stable .  w i th some variation at the 

recuperation phase when she had some temporary physical damage. and by the recovery 

phase she considered she was ful l y  recovered and no longer needed to use coping 

strategies. Figure 21  shows the probable reciprocal now between the appraisals. coping 

strategies. reactions and outcome. The preparat ion prior to the surgery and her 

acceptance throughout the surgery event appear to be the mai n determi nants of her 

process of coping and these reciprocated with a nexible secondary appraisal process 

and consi stent stress. contro l .  tertiary appraisal and emotions wi th positive appraisal 

throughout. These processes ulti mately contributed to a positive outcome. There was 

some variation at the recuperat ion phase but her positive appraisal . low stress. high 

control and tertiary appraisal contributed to her abi l ity to overcome this specific 

incident which did have a positive outcome. Most of Mrs L's apprai sals  and emotions 

were consistent over time and. as for Mrs K. when there were changes these were a 

response to the particular phase. 

The fact that acceptance was a major determinant and that she identified it as her fi rst 

step suggests that the coping process may begin at any point. in this case with a coping 

strategy. I t  may also be argued that acceptance has a main ly  cogni tive component 

therefore an appraisal process was also occurring. The same could be said for the other 

main i nfluence of preparation and planning, which have e lements of coping strategies 

and appraisal,  particularly secondary appraisal as her awareness and previous coping 

experience p layed an important role. 

CASE STUDY THREE 

Mrs M was a 52 year old self employed woman who l ived at home wi th her husband 

and teenage son . She had triple surgery: a hysterectomy, a pel vic  repair and an 

orthopaedic operation for carpal tunnel syndrome. She had complications throughout 

the entire process wi th persistent pain and problems retraining her bladder. She was on 

medication and was sti l l  in pain at the final interview. After her post-operative check 

she said the gynaecologist informed her that her difficulties wi th her recovery were a l l  

i n  the mind and she was left wondering if i t  had al l  been worth it .  She considered that 
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her complicationswere ·'j ust to be expected," and that she ··probably expected too much, 

I thought I would be real ly  new again . . . .  I 'm at a standsti l l  until the pi l l s  run out. r ve 

just got the fee l i ng  that i t ' s  a l l  to do with the pi l l s . I t  i s  better but not what I thought i t  

would be:' 

S he descri bed the  \\'ay she usua l ly  deals w i th  stress as · · i t depends on what it i s ,  th is  

one ' s pretty tough:· and in response to being asked how she was general ly  deal ing with 

the an t ic i pat ion of surgery she commented : " 1 don ' t know , I ' m  doi ng th ings 

mechanica l ly . "  Th is  lack of awareness and terse response was typical as she had 

difficulty understanding some of the questions and articulat ing some responses. After 

discussion with her it was decided that al l  data would be col lected by interview. Mrs M 

was the only participant who was st i l l  engaged ful l y  in  the coping process at the 

outcome phase. 

She was reluctant to have the surgery stating "if I had my way I would stay put here," 

and she maintained a general ly  negative appraisal throughout the copi ng process by 

dwel l ing on a past experience and this was particularly prevalent at the first interview 

when she made several comments at different times: ' · 1  think it 's taking me back 28 
years when I had such a horror, ifs  going right back over ti me, I 'm quite muti lated 

there" . . . . . .  ·' I t ' s  the way I 'm having it done, I ' ve been through a real ly bad patch in that 

area, j ust the thought of having something done" . . . . . . . . .  " I t 's not exactly what I 'm about 

to go through, i t 's  unfair, i t ' s  all been brought on by what I went through. I 'm terrified 

the same thing w i l l  happen. the same feelings w i l l  be there" . . . . .  "One doctor makes a 

big mistake and you wonder if somebody else can too." At the hospital isation phase this 

negative appraisal was sti l l  present: "I tel l  you the thought that did go through my mind 

a lot, I don't know w hether I told you last time but I felt l ike a sheep, you know. bit of 

meat going through the chainl ine. That were my thoughts. l ike a bit of meat, didn ' t  

make me feel  terribly good." Clearly th i s  specific thought had been with her  from the 

beginning and appeared to be indicative of how her coping process would proceed. 

However, she did make several positive comments about her progress: " I  think I ' m  

doing pretty good" . . . . .  "I  feel I ' ve been coping pretty wel l ," and at the outcome phase 

she considered in retrospect t hat " I  think 1 coped pretty wel l .  Don ' t  know w hat 

contributed to that. my husband I suppose." This last comment suggests that while she 

had an ability to perceive her coping behaviour as positive and effective she had 

difficulty in assessing her specific reasons and this lack of awareness plus her negative 

appraisal appear to be the main factors in her coping process. 

Her negative appraisal was matched by a high level of perceived stress most of the time, 

and the nature of the stress altered over time. At  the presurgery p hase i t  was the 

memory of the previous surgery that she was finding stressful and at the hospitalisation 
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phase i t  was the current surgery . especial l y  the n ight before "j ust the way I fel t ,  

wondering what i t  was goi ng to  be  l i ke." Figure 22 shows that her quant i tati ve rat ing 

decreased marked ly  at the recuperat ion phase and she stated that she was more 

frustrated than stressed at not being able to do things. The recovery phase was her most 

stressful t i me as she was in pain and commented "it gives you a few doubts.  start ing to 

think has it been wort h it?" She sti l l  considered that she \ .... as under stress at the outcome 

phase and by now it was because she had lots of questions she wanted answers to and 

these were "things beyond me." 

Fi gure 22 shows that her general ly h igh level of stress was para l le led by a high 

perception of threat throughout and the nature of the threat al tered over t ime from a fear 

of being cut at the presurgery phase to feel ing threatened by her vulnerabi lity at the 

hospital i sation phase. At the recuperation and recovery phases it was worry about the 

fact that her "waterworks aren ' t  fixed up" and she did not want to have that for the rest 

of her l i fe as that was one of the reasons the surgery was done. Her level of threat 

dropped sl ight ly at the outcome phase when she was sti l l  threatened by the insecure 

knowledge of her adequate recovery '" I ' m  hopeful it wi l l  come right. But ( don 't  know. 

Just knowing can make you feel heaps better instead of making me feel as though i t ' s  

a l l  in the  mind." 

Her rat ing of harm was also high at the hospita l isation. recuperat ion and recovery 

phases, and i t  decreased at the outcome phase w hen she considered there was no 

perceived hann ( see Figure 22). The type of harm Mrs M described was al l  connected 

to physical hann to her body and wondering what was causing the slow recovery. At the 

hospital isation phase she rated a moderatel y  high perception of loss but was not able to 

specify the nature, and this was the only time that a sense of loss was an issue for her 

and was the only primary appraisal that was not prevalent in her process of coping. 

The fourth primary appraisal of challenge was also rated high throughout w i th a 

decrease at the recovery phase. This was one area where she attempted to maintain 

some posit i v i ty al though at the presurgery phase s he was not sure what was 

challenging: "going to have to be done." During the hospita l isation, recuperation and 

recovery it was a challenge for her to "get up and get over i t" and to keep doing more as 

time went by. 

Another way that she maintained a positive approach was to have a relat ively high 

perception of control and the ratings for this corresponded to those for challenge, except 

a decrease continued t hrough to the outcome phase. Her description of her sense of 

control suggested her lack of awareness about the specific nature or sense of self­

control and she perhaps preferred that decisions were not in her control "it 's  alright 
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because I didn ' t  have to say yes or no ( to the triple surgery ) ,  the decision was made and 

I had to accept i t:' At the presurgery phase she commented that " 1  feel as though I have 

got contro l .  I ' m  not going to run away from i t .  I ' m  going to face up to i t:' and the 

hospi ta l i sat ion phase she stated " a  lot of contro l .  I don ' t  know. I don ' t  th ink I let my 

fee l ings show a lot ."  By the recovery phase she considered that her control was 

lessening by the doctor ' s act ions: " ob\' iously he wants me to take these tablets, I prefer 

not to take them but he wants me to . it cou ld be detrimental if I stop them :' At the 

outcome phase her rat ing was low and she �t i l l  considered that the doctor 's  actions were 

lessening her sense of self-control : " I  don ' t  feel as though I have got control .  you know 

how you feel i nside, you try to ask ,  you know what you think is causing it and you are 

told who are you to question," 

Her perception of her doctor's att i tude toward her was also a factor in her secondary 

appraisal process as it created constraints which ult imately appeared to have an impact 

on her coping behav iour.  At the hospital i sation phase she rea l l y  wanted more 

information but "thought about i t  and then just gave it away, I did try but whether I 

would have fol lowed i t  through I don ' t  know, The doctor makes you feel inferior. 

grabbed what you don ' t  mean , so I thought that ' s i t  nl j ust be ignorant." A s imi lar 

constraint occurred at the recovery phase when she wanted to ring the doctor but fel t  

that as  she  had had the surgery she  should be  recovered and " he mi ght think I ' m a 

pain," Her perception of the medical profession was also a factor when she considered 

using other strategies and then chose not to use them, For example, at the outcome 

phase "I wanted to talk to Dr X or my G ,P, but they won 't  l i sten, I don 't l i ke going to 

doctors," Her lack of confidence in her doctor appl ied to the gynaecologist only as she 

stated that her experience with the general surgeon for her carpal tunnel operation was 

very positive as he provided her with infonnation and "did not make me feel  i nferior as 

I had wi th Dr X ," Mrs M had a simi lar perception of some of the nursing staff w hen she 

was in hospital "one nurse was very good, but you want to know things but the answers 

you get back i t ' s  not worth asking. At that time you ' re feel ing so sort of low anyway 

and you don' t  want to be pushed away a l i tt le further so i t 's  better to be ignorant than to 

risk that." 

These comments on her i mpression of the medical profession suggest that she had 

d ifficulty asserting herself to help her cope wi th her surgery and this was also evident in 

her description of her arrival at the hospital: "I didn't l i ke i t  when I first went in there, I 

was put in  this room and shown there 's  the radio, TV, toi let and shower and I was left. I 

was left for a l ong long t ime. I couldn't unpack my things, I wasn' t  told to do that, I 

wasn' t  told to do anything, I just sat there, I didn ' t  l i ke that at a ll .  I would have rather 

stayed away and got there at a later t ime than to be just  put there and dumped - you've 
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got time to think, you can 't do anything:' These statements are indicative of a general 

sense of helplessness and lack of control that pervaded Mrs M ' s coping process and 

appeared to impact most on secondary appraisal . 

S he reported constrai nts at every phase and also considered lIs rng other copi ng 

strategies throughout but chose not to use them. She was usual ly pre\'ented from 

fol lowing through with these because of her lack of confidence. for example. at the 

outcome phase she wanted to tal k  to others that had had the same thing done but . . \ 
don 't know how to go about it. 1 don 't know anyone:' The constraint that she placed on 

herself at the presurgery phase may have prevented her from gett ing adequate 

i nformation to prepare herself for the surgery. She wanted to gather some information 

about her pending surgery but "I didn 't press for information and I think it 's better that I 

didn 't  because I would have been delving right into it . . . . .  I don ' t know why but 1 just 

have this vision, nobody's told me because 1 don 't know anyone who's had it done." 

She reported a narrow repertoi re at the presurgery phase which may have also reduced 

her choice of coping strategies as she stated: .. \ don 't know if there 's a lot of ways that 

you can deal with it and I don ' t  l i ke the ' grotties' in l ife but we're al l going to get 

them." She also reported a narrow repertoire at the hospita l i sation phase: "there 

wou ldn 't have been anyth ing e lse;" and the outcome phase, 'Tm at a standsti l l ." 

However at the recuperation and recovery phases she considered that she had a wide 

repertoire and that she used the best coping strategies that she had and the ones that she 

knew had worked before. The lack of awareness of her coping behaviour was evident in 

that she had difficulty distinguishing between the strategies she used habitual ly  and 

those she used consciously . Mrs M was able to identify only one coping strategy at one 

phase that she chose consciously. 

Her negative apprai sal , high threat and stress and secondary appraisal processes 

appeared to have i nfl uenced her tertiary appraisal process. S he used perceived 

ineffective strategies at the presurgery, hospital isation and recovery phases, and she 

knew these were ineffective because "what does it do, nothing" . . . . . . .  " I ' ve sti l l  got the 

same feel ings ,  doubts, apprehension, a l l  sti l l  there in the mind" . . . . .  "j ust happens 

anyway, the pain j ust stays." However, she did general ly perceive the coping strategies 

that she used as effective. Figure 22 shows that she perceived a decrease in the 

effectiveness at the hospitalisation phase when she stated that four strategies were 

effective and three were ineffective. This also corresponds to a sl ight decrease in  

control , the highest point for perceived harm and a slight increase in  challenge. Mrs M 

reported another decrease in perceived effectiveness to the lowest point at the recovery 

phase and this corresponded to a decrease in chal lenge and control and an increase in  
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harm and stress. This was when an increase in  her pai n occurred and she had more 

perceived ineffect ive strategies than perceived effective ones. 

These decreases in the percei ved effect i \'eness of the copi ng strategies corresponded (0 

an i ncrease in the number of strategies used to seven . \vhereas she used four at the 

presurgery and recuperation phases. and three at  the outcome phase . She used t\  ... ·o 

strategies every t ime:  acceptance. although she was a l it tle unsure if this was the case at 

the outcome phase: and support but she considered that her support came entirely from 

her husband. with the exception of some nurses at the hospi tal isation phase. She used 

catharsis (cry ing)  three ti mes and found it i neffective each time. She used spiri tual  

comfort twice and found i t  ineffective once and effective the other t ime.  Mrs M found 

the most effective strategy at the presurgery phase was diverting attention through 

keeping busy, at the hospital isation and recuperat ion phases it was support from her 

husband al though she considered situation redefinition ( th inking posit ively about the 

future ) was just as effective at the recuperation phase .  At the recovery phase she 

considered that d i rect action was the only effective strategy and she merely thought 

about the action and did not carry i t  out. 

Mrs M ' s  emotions during  the anticipatory time corresponded to her negative apprai sal 

as she stated at the beginning " I 'm very apprehensive:' Her negative emotions 

remained at a relatively high level over time and the nature of them al tered as the event 

unfolded. At the presurgery phase being afraid, agitated. anxious and apprehensive were 

the most dominant and this was also the case at the hospi tal isation phase with the 

addi tion of feel ing shocked " yes, I 'd say extremely:' At the recuperation phase she was 

most agitated, angry and frustrated .  She rated her negative emotions highest at the 

recovery phase and the most prevalent were afraid,  angry ,  annoyed, anxious.  

apprehensive, shocked and upset. The ratings decreased to the lowest point at the 

outcome phase but she sti l l  considered she was shocked. Her positive emotions were 

more variable w ith  a sharp increase at the recuperation phase which corresponded to a 

decrease in the negative emotions, and then a sharp decrease at the recovery phase. She 

remained high in  fee l ing hopeful throughout suggesting her attempts at a positive 

perception were matched by one positive emotion. 

Summary 

The coping process for Mrs M was complex and negative.  Figure 23 shows the 

probabl e  reciprocal flow between the aspects. H er coping process flowed in two 

directions: from the negative appraisal to the negative aspects; and from the negative 

appraisal to the more positive attempts at coping. A major influence was her previous 

traumatic surgery w hich had occurred 28 years ago and this memory l eft her feel ing 
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very apprehensive and depersonalised and contributed to a negative apprai sal of the 

situation throughout. This negative appraisal contri buted to a high level of threat. stress. 

harm and negative emotions \v hich infl uenced her secondary apprai sal processes. A 

combi nation of these processes and ev idence of a lack of awareness of her coping 

behaviour produced perceived ineffectiveness, the lise of more coping strategies. which 

then led to a negat ive  outcome. As we l l  as this process she also was making some 

attempts at a posi tive perception of her si tuation but her negative appraisal may have 

reduced the impact. This pattern of responses in her coping process may have had a 

causal rather than a reciprocal flow . She maintained a high perception of chal lenge most 

of the time and in itial l y  her posi tive emotions were increasing along with a h igh 

perception of control .  When this was occurring she had more perceived effecti veness 

and used fewer coping strategies. However. as her sense of control started to decrease 

she used more strategies and perceived more ineffective ones and this perception. with 

her decreasing positive emotions led to a negative outcome. 

Much of Mrs M ' s  process of coping was consistent but there were changes at times and 

these occurred at the recovery phase when her pain increased and she appeared to have 

begun to lose any hope she had of a quick and ful l  recovery, and she described the last 

couple of days as "dreadful ." At this time, her rating of stress increased to its highest 

point. her control decreased as she was beginning to feel that she was having to take 

medication when she didn 't want to. and her perception of chal lenge decreased. Two 

constraints were present and the number of coping strategies that she used increased. 

three of these were perceived as ineffective and the rating for effectiveness for the other 

strategies reduced. She was aware of some confused and unrealistic thoughts and there 

was a sharp decrease in  her positive emotions and an increase in  her negative ones. This 

process suggests that there was an interaction between all the aspects as they all altered. 

Mrs M 's appraisal processes during the anticipatory stage were extremely negative and 

continued to be so, and it is more l ikely that this was a major contribution to her 

negative outcome and that the ineffective process in between was a major contributing 

factor. It is presumed that there was an interaction between Mrs M's  ineffective coping 

process and the medical complications but it is difficult to ascertain the direction of the 

interaction. 

CASE STUDY FOUR 

Mrs N was a 44 year old clerical worker. Her surgery was a hysterectomy under general 

anaesthetic and she encountered complications during the hospitalisation and the 

recovery period. She had a pelvic haematoma and an infection w hen she left hospital, 

she haemorrhaged three weeks later, and bleeding continued for another four weeks. 
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After her post-operat i ve check she stated that she was sti l l  very t ired and the pain was 

uncomfortable but she did feel good with in herse lf. She was sti l l  need ing ··to cope a 

l i tt le bit with the way I hand le if' at the outcome phase. 

She described the way she general ly deals with stress in a terse . general manner: " fairly 

even ly .  no problems usual ly:' and this statement suggests that she ".:as not \'ery a\vare 

of her coping behaviour and this became ev ident as she descri bed deal ing with her 

surgery, At the first interv iew she stated that she was deal ing wi th anticipating the 

surgery by "ignori ng i t  at the moment:' and i t  became clear that part icipat ing in the 

research had raised her awareness of the situation : " i t was funny after you rang th is  

morning I thought 1 hadn' t  thought about i t  very much and i t  hadn ' t  real ly worried me 

very much as I say I was trying to ignore i t  a l i tt le b i t  but after you rang th is  morning 1 
was thinking a litt le bit about the actual surgery . . . . . . . .  suddenly as it gets closer I am 

th inking more about the detai ls  of the actual surgery ." Her ' i gnoring i t '  can be seen as 

typical of her negative appraisal in the sense that she was denying the reality and her 

perception tended to be negative over time but balanced with some posi t ive comments. 

For example at the hospital isation phase she described her ti me in hospital as " 1  was 

pleased with the serv ice 1 got and the relationship between me and the nurses was 

wonderfu l .  For myself 1 was apprehensive but prepared to let them take over," and at 

the outcome phase "the operation was what 1 expected and so was the after care but the 

complications were unexpected and fri ghtening:' 

She summed up her v iew of her coping process in retrospect at the outcome phase when 

she stated " at times 1 coped not very well at all . 1 fel t  I was being positive about things 

but when looking back I possibly  wasn 't .  I was worried about things that 1 wasn 't sure 

of and I thought too much about myself for three to four weeks and maybe became a 

li ttle self-centred." This statement suggests that while she was under stress she was 

unaware of her negat iv i ty yet she was coping with the situation in the best way she 

could. Figure 24 shows the ratings on the v isual analogue scales for stress, control, 

threat, challenge, hann, loss and effectiveness. Her rating of stress, as il lustrated on the 

graph, showed that the most stressful time for her was during hospitalisation when she 

had one n ight of "absolute terror" when she had a severe reaction with cramps and chest 

pain and "they didn ' t  really know what the problem was and that was the worrying part 

as they couldn' t  real ly treat me and the pain just got worse and worse, it was pretty 

frighteni ng." Her stress was still h igh at the recuperation phase w hen she stated "at 

times the stress has seemed to take over all my thoughts," and then her rating of stress 

reduced gradually so that by the outcome phase there was l ittle stress. 

Her h ighest levels of threat corresponded to the peaks of stress at the hospitalisation and 

recuperation phases, with no threat at other times. At the hospitalisation phase it was the 
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" bad experience" which she had found threaten ing at the t ime and at the recuperation 

phase it was the prospect of further surgery that she found threatening and "having  to 

phone Dr X wi th my temperature and report on my progress . . . . .  hav i ng to have more 

blood tests. another in ternal examination and a pe l v ic scan ' " Her perception of harm 

corresponded to her hi ghest levels of stress and threat and at the hospi tal isation phase 

she described the bad experience as harm to her \ .... el l -be ing. w ith an element of threat: 

" i t  real ly put the w ind up me and that went on al l n ight long so if I ever have to have 

another operation it w i l l  bring it al l back so I must say it has done a lot of harm - it 

makes me feel dubious:' The harm she perceived at the recuperation phase was physical 

in connection w ith  her compl ication and sti l l  with the threat of further surgery which 

was pending at that time but which was avoided. She also rated harm as moderately 

high at the outcome phase and this also had an element of threat as she stated 'Tm 

aware that 1 could cause physical harm doing something l ike walking down the stairs ." 

Loss was an issue for her as her compl ication began to affect her recovery progress and 

she was found that she was aware of the loss of her usual quality of l ife. 

Her perception of chal l enge was not very h igh most of the time and i t  gradual ly  

increased from the anticipation stage to the hospi tal stage. then increased sharply to the 

h ighest point at the recuperation phase then l essened over the recovery and outcome 

phases. The nature of the chal lenge was mostly connected to making progress, except at 

the peak at the recuperation phase when it was "to accept that 1 had to keep up the 

antibiotics because of the infection w hen they presumably were causing the pain  and 

diarrhoea." 

Her perception of control had a simi lar pattern to chal lenge except at the outcome phase 

when there was an increase as she considered that she "had got a lot of control over i t  

now." She was able to find a sense of self-control even in  a situation where she felt  the 

effects of the surgery were out of her control .  For example,  at the hospitalisation phase 

she stated: " I  couldn' t  control w hat happened to me but I could  control the way in 

which it happened. I j ust described to the nurses how 1 felt and they would give me 

treatment for i t," and at the recuperation phase: "I have no control over what is  

happen ing  to my body but 1 have some control over the pain  k i l l ers and deep 

breath ing." The lack of perceived control had an impact on her emotions during the 

recovery period as "I realised people were doing things for me and I cried w hen m y  

mother-in-law offered t o  garden. When you are relying o n  others you do lose control ." 

There was l ittle difference between her positive and negative emotions throughout and 

the peak for both was at the hospitalisation phase. Her negative emotions were slightly 

higher during the recovery period and the overal l  pattern was simi lar to her general 

primary appraisal pattern.  



1 9 8  

Her secondary apprai sal processes were rel a t i \' e ly  straightforward . She had no 

constraints and used three new strategies during  her bad experience in the hospital 

suggest ing that when her stress. threat and harm percept ions reached a peak and her 

sense of control and chal lenge \vere not h igh she had the flexi b i l i ty to attempt to use 

d ifferent strategies. two of which had been suggested to her by others and the th ird one 

she used "because it \vas there:' This flex ib i l i ty may have had the effect of increasing 

her repertoire as at  the presurgery phase she stated that she had a narrow repertoi re as 

she didn ' t  need any more than what she ! tad used . but after she was introduced to and 

used the new strategies she stated that her repertoire was wider and she used what came 

natural ly ,  including the new strategies. 

The narrow repertoi re at the anticipatory stage corresponded with the one time that she 

used a perceived ineffective strategy of ignoring the pending surgery and i t  is  possible 

that the use of this strategy had a major influence on her entire coping process. She 

found a l l  other coping strategies effecti ve and her perceived effectiveness remained 

high throughout but did decrease gradually over the recuperation and recovery phases. 

The s trategy that she found the most effect ive al tered over t ime from seek ing 

information at  the presurgery phase, to using relaxation ( deep breathing to give her 

some control over the spasms of pain ) at the hospi tal isation phase and again at the 

recuperation phase with the addition of sleeping. At the recovery phase she found 

relaxation. in  the form of resting. the most effective as this helped her to relieve a lot of 

the discomfort. 

She used these strategies of relaxation plus cathars is  each time during her hospital and 

recovery stages. The three copi ng strategies of acceptance, social  support and 

distraction were used every time. and the nature of distraction altered each t ime from a 

cogni tive use to an activity. The number of coping strategies that Mrs N used remained 

stable at six or seven each time and this suggested that she was needing to find a way to 

manage her complications. 

Summary 

The coping process for Mrs N was variable and this appeared to be a reaction to her 

surgery experience worsening rather than improving. Figure 25 shows the probable 

reciprocal flow throughout her surgery experience. During the anticipation period she 

appeared unaware of her coping behaviour, described having a narrow repertoire and 

was the one time  she used an i neffective coping strategy. This  combined with a 

negative appraisal to contribute to her having to find new w ays of dealing with a bad 

experience in hospital .  She stil l  made positive attempts at coping and these appeared to 

have had an influence on her secondary apprai sal process when she used three new 
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strategies and her  repertoire increased for the remainder of the surgery event. p lus  she 

had no constraints throughout. This positive secondary appraisal led to a relatively high 

tert iary appraisal but this did decrease over time and u l t imate ly contri buted to a 

negati ve outcome . Her appraisal overall was general ly  negative. and during and after 

her bad experience there were increases and peaks in her st ress. control and pri mary 

appraisal . These may have created a reci procal flow w ith the cont inuing medical 

complications she encountered. which ult imately contributed to a negative outcome. 

These peaks and the compl ication would have influenced her decreasing perception of 

effecti veness. Mrs N 's ongoi ng negat ive appraisal . along with the experience of the 

compl ications would have maintained the consistent responses of her coping process. 

These responses of low emotions. lack of self-control and the number of coping 

strategies used also contributed to a negative outcome. 

In the antic ipation stage she was reluctant to deal with the pending event and chose to 

ignore it. and it is difficult to know how much influence this may have had on the future 

complications. I t  i s  l i kely that there was some influence, but to deal with the situation 

Mrs N appeared to have gained more self-awareness and coping ski l l s  duri ng her 

surgery experience. Some of this may have been due to reactivity from the participation 

i n  the research,  and some may have been through necessity to fi nd more ways to 

manage her medical crises. 

COMPARISON OF CASE STUDIES 

Clearly the coping process for each participant was different as Figures 19, 2 1 , 23 and 

25 show. and these d iagrams show that the individual participants had some patterns of 

response that were variable and others that were consistent. For example, in Mrs K ' s  

si tuation her general positive appraisal , wide repertoire, no constraints and consistently  

h igh tertiary appraisal processes were consistent. whi le the number of strategies used 

decreased, her reactions and perception of stress also decreased. and control increased 

over t ime as the surgery event unfolded. I n  Mrs M ' s  situation it was almost the 

converse as the consistent responses were her appraisals of threat. chal lenge, harm and 

stress, her negative emotions, her general negative appraisal and constraints. which can 

al l  be considered negative experiences. Her responses which fluctuated were tertiary 

appraisal, repertoire,  control and positive emotions. This suggests that the outcome may 

be influenced by the consistency or variabili ty of the coping process and when the 

consistent pattern was negative these contributed to a negative outcome. 

Mrs K ' s  situation presented a very straightforward and uncomplicated coping process 

and Mrs L's s ituation was also relatively straightforward and more consistent than Mrs 

K ' s  process. In contrast, both Mrs M and Mrs N had complicated and more variable  
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coping processes, partly because while their general process was negative and at times 

ineffective, they did use efforts to deal with the situation and these had some positive 

and effective elements. It is possible that the variable responses were the more positive 

attempts to deal with the situation. It appeared that when there was a positive outcome 

the coping process was relati vely clear and straightforward, and when there was a 

negative outcome the coping process was more complex. 

The major influencing factor( s) were different for each participant. Mrs K's extremely 

positive appraisal appeared to have been the main influencing factor in her coping 

process and this was maintained over time. Mrs L also had a positive appraisal but for 

her this seemed to be the resul t  of her preparation, planning and acceptance prior to 

surgery. These factors continued to influence the coping process over time. Mrs M's  

negative appraisal and outcome were influenced by  her  focusing on  her previous 

traumatic surgery and the apprehension created by this cognition. This continued over 

the presurgery phase and the hospitalisation phase and probably continued to influence 

the recovery period. Her lack of awareness also contributed to her ineffective process. 

The major influence for Mrs N was the use of an ineffective strategy where she chose to 

ignore the pending surgery and so did l i ttle preparation for the event. This is in direct 

contrast to Mrs L whose planning and preparation contributed to her positive appraisal 

and outcome. An influencing factor for Mrs K and Mrs M was that they both mentioned 

previous major surgery with severe consequences. The difference was evident in that 

Mrs K stated that she had no fear about her pending surgery so presumably she had 

overcome the past trauma and did not perceive it as affecting her any longer. In 

contrast, Mrs M was stil l  dwelling on the trauma of her past surgery and this appeared 

to be a major influencing factor on her negative outcome. The influencing factors were 

reported for all four women during the anticipation stage so i t  appears that the initial 

appraisal process (positive vs negative)  and the initial coping strategies used 

(acceptance and planning vs ignoring it) were a detenninant for the coping process and 

the subjective outcome. 

Another difference that was apparent was the choice the participants had over their 

surgery. Mrs K and Mrs L were very clear that it was their choice to have the surgery 

and both had thought about it for some time. It was also a choice for Mrs N but she had 

less time to consider the situation. Although Mrs M had a choice she did not feel that 

this was the case. It seems that when the women took however long they needed to 

prepare themselves psychologically, and were clear that they had a choice their process 

was more positive. It is possible that this choice and preparation time was linked to the 

perception of control . Mrs K and Mrs L generally had a perception of self-control and 
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presumably having a choice as  well as time for preparation would create a sense of 

being in control. 

Mrs L had a shorter recovery period but this appeared to make little difference to her 

coping process, it was simply shorter and probably due to the type of surgery as well as 

her positive experience of coping. Mrs K also had a shorter recovery period which 

seemed to be the result of an effective coping process. In contrast, the two women with 

complications had a longer recovery period and their coping process was longer and 

more complex, which would be expected when medical complications occur. So those 

who had a positive experience of coping and a positive outcome also had a shorter 

recovery time. Mrs M and N experienced their coping processes negatively,  they had 

negative subjective outcomes with medical complications, and they had a longer 

recovery period. 

CONCLUSIONS 

The use of case studies provided a more detailed analysis of the coping process and this 

enabled further conclusions to be drawn that were not so evident in the nomothetic data. 

The first conclusion is that the basis for the coping process appears to be established 

during the presurgery phase. This was either positive or negative, continued to influence 

the coping process and ultimately contributed to either a positive or negative subjective 

outcome. It is probable that previous similar experiences and/or the psychological 

preparation prior to the presurgery phase contributed to the establishment of the coping 

process as these provided a predisposition to the positive or negative factors. 

Second, the main influencing factors were different for each woman suggesting the 

individual nature of the coping process. The main i nfluencing factor that was 

established during the presurgery phase was a . coping strategy or an appraisal, or a 

combination of both. Although it was ascertained that these were major influencing 

factors they still flowed reciprocally with other aspects at the anticipation phase. 

Third, each of the four participants had patterns of responses that were variable and 

patterns that were consistent. The experiences that were consistent appeared to 

contribute to the outcome depending on whether they were positive or negative. These 

consistent patterns appeared to be established at the presurgery phase and were 

maintained as the women dealt with the surgery event over time. The variability 

appeared to be the attempts at dealing with the surgery event and these attempts 

fluctuated as the event unfolded. When the attempts at coping were changing 

appropriately as the event altered they contributed positively to the coping process and 

the outcome. 
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The participants who had a negative outcome sti l l  made positive attempts at coping. 

A lthough general ly  their experience of coping was negative there were sti l l  continual 

reappraisals and attempts to deal with the situation . They considered subjectively that 

they were using the coping strategies effectively and this bel ief can be considered a 

positive factor w hich appeared to be outweighed by the more negative experiences in 

the coping process. 

The use of case studies has i l lustrated the individual nature of the coping process. The 

actual pattern of response was identified for each women and more detailed i nformation 

on the aspects of the coping process was gathered. 
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CHAPTER TEN: 

DISCUSSION 

The aim of the present research was to capture the complexity of the coping process by 

examining it as a multi-faceted, flowing. changing phenomenon. Two types of stressful 

event were in vesti gated: dai ly events, which examined single stressful episodes 

involving short-tenn stress; and the surgery event which was used to explore the coping 

process at five phases of a long-tenn stressful event. This chapter integrates the major 

findings from both studies, with an emphasis on the surgery study, discusses the results 

and relates them to the theory and the literature. The main conclusions are presented, 

then the aspects of the coping process are discussed and the points made in the 

conclusions are elaborated. The methodological issues are also discussed. 

Five main conclusions can be drawn from the two studies. First, there was a continual 

reciprocal flow which influenced the coping process and detennined how a participant 

coped with a stressful event. The interaction was between the appraisals (stress, control, 

primary, secondary and general), the coping strategies and the reactions. The crucial 

factor was the specific combinations of these appraisals and coping strategies. For 

example, in the daily events study, the coping process in the events that were classified 

as distinct was influenced by the interaction between high control, low stress and 

challenge appraisals, a narrow repertoire and a low number of coping strategies. In 

contrast, the coping process for the events that were classified as ongoing was 

influenced by the interaction between high stress, low control , threat appraisal and 

constraints. These different patterns influenced the way coping was experienced and the 

outcome. In the surgery study, a positive outcome was influenced by a different pattern 

of responses to that experienced by the participants who had a negative outcome. 

The notion of a constant flow is one of the central tenets of the transactional 

perspective. For example, Lazarus ( 1984) suggests that the appraisals and coping 

strategies have the potential to influence each other, and Laux and Vossel ( 1982) 

maintain that there is a reciprocal influence rather than a unidirectional influence. The 

results of the present research supported these notions as no single aspect in isolation 

had any major influence on the coping process. It was the specific patterns of response 

that influenced the coping processes differently and influenced tertiary appraisal and the 

outcome. For example, in the distinct events mentioned above, the specific pattern of 

appraisal and coping strategies contributed to effective coping strategies and resolution 

of the problem. In the ongoing events the specific appraisals contributed to ineffective 

coping strategies and lack of resolution of the problem. 
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Second, there were continual changes over time in the appraisals and coping strategies. 

These changes were examined over time in two different ways: in the dai ly events study 

time was used so that the coping process was able to be mapped in sequence over short­

term events: in the surgery study one longer-term event was examined over five phases 

so that the changes could be monitored. Both these approaches showed that there were 

always changes that occurred , presumably as attempts to manage the events and alter 

either the coping process and/or the environment. For example, in the surgery study, the 

participants who experienced a positive outcome altered thei r appraisals and coping 

strategies according to the phase of the surgery so that their attempts at coping were 

presumably more appropriate for the particular time period. Lazarus and Folkman 

( 1 984) maintain that change is an essential element of the coping process and that these 

changes do not occur indiscriminately but there are patterns that evolve and change 

among the appraisal processes, the coping strategies and the emotional reactions, 

whether the event is  long-term or short-tenn. The results of the present research 

established patterns of change and suggested that the outcome of a stressful event was 

influenced in several different ways by the dynamic nature of the coping process. 

Third, appraisal was more influential than the coping strategies in the changes that 

occurred. Lazarus and Folkman ( 1984) view appraisal and coping strategies as equal 

mediators in the coping process but the results of the present research showed that the 

influential changing aspect was the combination of the different appraisals. The 

literature maintains that appraisal and the coping strategies influence each other 

reciprocally as a stressful event evolves (e.g. Folkman & Lazarus, 1 980; Folkman, 

1982). Appraisal and the coping strategies did flow reciprocally at times, partly as a 

result of the fusion between them. However, there was evidence that there was more of 

a causal flow from appraisal to the coping strategies. When the coping strategies altered 

it was because of the appraisal. In the daily events study they tended to change if there 

were perceived ineffective strategies, then a reappraisal occurred and a different 

strategy was used. In the surgery study the changes in the coping strategies occurred at 

the different phases of the event, suggesting that as the event unfolded and the pattern 

of appraisal changed, the coping strategies altered accordingly. 

Fourth, some of the patterns of response remained consistent throughout the process of 

coping, and other patterns varied as the stressful event evolved. The results suggested 

that the patterns that were consistent were the main contributing factors to either a 

positive or negative outcome. The patterns that fluctuated were continual attempts at 

coping with the stressful event, and the effectiveness of these attempts depended on 

whether the participants' experiences of coping were positive or negative. These results 

were evident at the group level in the daily events study between the events that were 
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examined. For example, in the groups of events that were considered to have a negative 

process of coping, the consistent aspects that were common to all of them were threat 

appraisal ,  constraints and ineffective strategies. The remaining aspects varied according 

to how the participants were attempting to deal with the situation. The patterns that 

were consistent and those that were variable were al so evident in the surgery study. For 

example. when there was a negative outcome the aspects that remained consistent were 

specific problems connected to the surgery , external control .  the two strategies of 

acceptance and social support, the ratings of tertiary appraisal and the strategy that was 

perceived as most effective. The pattern of responses that varied consisted of the 

general , primary, secondary and stress appraisals, the remaining coping strategies and 

the emotions, and these were considered continual attempts to deal with the situation. 

These results were unexpected and provide some understanding of one of the questions 

that remains unanswered about coping behaviour: is it consistent o'r variable (McCrae & 

Costa, 1 986; Peterson, 1 989; Stone & Neale, 1 984). Most researchers appear to 
" 

consider that coping is  either consistent or variable, and do not investigate both 

possibilities. Much of the discussion in the literature that centres on consistency refers 

to characteristics of the person. For example, Folkman, Lazarus,  Gruen and 

DeLongis( 1 986) suggested that the coping strategies that were consistent in their study 

were a result of personality characteristics. While there may well be dispositional 

factors which contribute to coping behaviour, the notion of a coping process focuses on 

cognitions and behaviours. Other researchers focus on the consistent factors that may 

influence the coping strategies, rather than the influences on the coping process. Terry 

( 1994) attempted to isolate the consistent factors and found evidence that coping 

strategies were influenced by the factors that were considered consistent, such as beliefs 

concerning self-control, self-esteem, low neuroticism and social support. Folkman, 

Lazarus, Gruen and DeLongis ( 1986) state that it is a major challenge for researchers to 

find a way to describe consistency in coping behaviour which includes "the cognitive 

and behavioural richness of these processes" (p. 578). The present research has 

(unexpectedly) attempted to meet this challenge and described the patterns which were 

consistent over time. There were also patterns of the actual thoughts and actions that 

. were reported as variable which appeared to be the actual attempts at dealing with the 

situation. These findings suggest that when dealing with a specific situation some of the 

processes of coping behaviour are consistent and some are variable, and future 

researchers could consider investigating both possibilities. 

Fifth, there was a tendency for the participants to experience the coping process as 

either positive or negative. When the outcome was positive there tended to be an initial 

positive appraisal, a sense of self-control, low stress appraisal, perceived effective use 
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of coping strategies and positive emotions. These aspects combined can be considered 

to constitute coping as a positive process. When the outcome was negative there tended 

to be an initial negati ve appraisal, higher stress appraisal , external control , constrai nts, 

perceived effective use of coping strategies wi th some ineffective strategies and 

negative emotions. This pattern of response characterised coping as a negative process. 

This difference between the experiences of the coping processes was also an 

unexpected finding and it does not appear that this is an issue that has been addressed to 

any large extent in the recent l i terature. Carver et al . ( 1993) showed that some coping 

strategies were related to negative outcomes and others were related to positive 

outcomes. The present study found similar evidence, except that it was the interaction 

that occurred in the process of coping, rather than the coping strategies, that influenced 

the outcome. The results from the daily events study showed that it was the particular 

pattern of responses that maintained positive or negative influences on the coping 

process. The results from the surgery study also found different patterns of responses 

and showed that when coping was experienced positively or negativ,ely this followed 
, 

through to a positive or negative outcome. This finding is perhaps the most important in 

the present research as it reveals the patterns that influence the coping process and this 

is now discussed further, with particular attention to the positive and negative aspects 

and how these influenced the outcome. 

CONSTRUCTS OF THE COPING PROCESS 

One of the key findings of both studies in the present research was that the pattern of 

the reciprocal flow within the process of coping influenced the outcome of a stressful 

event. Generally, if the process of coping was positive then so was the outcome, and 

simi larly a negative outcome was preceded by a coping process that was experienced 

negatively. This supports one of the theoretical assumptions of Lazarus and Folkman 

( 1984) who maintain that 

"Regardless of how they are defined or conceptualised, the prime 

importance of appraisal and coping processes is that they affect 

adaptational outcomes" (p. 18 1 ). 

Folkman ( 1984) considers that the cognitive processes that occur during a stressful 

event can either change the meaning of the event or reduce the reactions and if neither 

of these occurs there will be a negative outcome. The findings from the present research 

support Folkman' s  view but also show that the pathway through the coping process is 

more complex as the following discussion shows. Carver & Scheier ( 1994) state that 

most of the research focuses on how positive outcomes are prevented and do not often 

consider how positive outcomes are achieved. The inclusion of outcome in the coping 
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process meant that what happened from the inhial phases of stressful events to the time 

when there was a reported endpoint could be monitored. Both studies showed that there 

were several factors that contributed to a positive or negative outcome, and that these 

contributing factors varied depending on how the patterns of coping experience flowed 

reciprocally throughout the coping process. 

Initial influencing factors 

The results from both studies showed that there were influencing factors w hich were 

established at the initial phases and these initial influences were usually an appraisal. In 

the first study, when there was a threat and a challenge appraisal for the same event, if 

the initial primary appraisal was threat then this negative perception would continue to 

influence how the participant experienced coping with the situation. Although there 

was a change to a challenge appraisal later as the participants continued to deal with the 

situation, the initial perception of threat set up the perceptions of high stress, low 

control, constraints and perceived ineffective coping strategies. These appraisals and 

coping strategies continued to influence each other and led to only a partial resolution 

of the problem. 

The different design and more specific focus of the surgery study provided stronger 

evidence for the influencing factors being established at the initial phase. The results 

suggested that it was the combination of appraisals at this time which contributed to a 

negative or positive coping process, influenced the recovery phases of the event, and 

ultimately the outcome. The initial appraisals appeared to create an expectation about 

the efficacy of dealing with the event and this continued to influence coping with the 

entire event. 

Sometimes the initial influencing factor was a coping strategy and this raises the issue 

concerning how and when coping begins, if indeed an exact beginning can ever be 

determined. Coyne, Aldwin and Lazarus ( 198 1 )  and Folkman ( 1982) discuss the 

ongoing nature of dealing with a stressful event and suggest that the direction of the 

flow is determined by where the process is entered. If an appraisal occurs first then this 

is  followed by a coping strategy, and if a coping strategy is  used first then this is 

followed by an appraisal. There was evidence of the latter occurring in the daily events 

study. In the individual events, each time the initial response was a coping strategy this 

was appraised as ineffective and another strategy was used. It was not until there was a 

change in thoughts and/or emotions that coping with the stressful event was effective. 

This does suggest that there was a causal flow, but this was difficult to ascertain at the 

group level. As Coyne and Lazarus ( 1980) state, it is necessary to relinquish the idea of 
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l inear concepts and instead to acknowledge the feedback loops and the process-oriented 

tenns. 

However, it does seem that the awareness of coping usual ly begins with an appraisal , 

but it may also be the automatic use of a coping strategy. The individual cases of both 

studies showed the processes more clearly and confirmed that the initial influeJlcing 

factors are important, as what happens at the initial phase of a stressful event is crucial 

to the remainder of the coping process. Although changes did occur it appears that the 

expectation created at the beginning continued to influence what happened after that 

and ultimately influenced the outcome. The i ni tial infl uencing factor appeared to 

determine w hich appraisals, coping strategies and emotions would be involved in 

either the positive or negative experience of the coping process. 

Secondary appraisal 

Ray, Lindop and Gibson ( 1982) suggest that the initial appraisal is followed by an 

attempt to use coping strategies but the theoretical structure and the results of the 

present research suggest that the process is not that simple. First there were choices 

made concerning the coping strategies that would be used and i n  most cases this 

secondary appraisal would have fol lowed the initial appraisal . The present research 

attempted to ascertain some of the factors which influence the choice of coping 

strategies and one of the most important findings for secondary appraisal was that the 

participants used coping strategies that were familiar to them. This supports the 

contention of Carver, Scheier and Weintraub ( 1989) who suggest that people use 

famil iar strategies over those that are unfamiliar. However, new strategies were chosen 

when they seemed most appropriate for the situation. For example, in the surgery study 

several participants used the new strategy of relaxation which was taught to them by the 

nurses. This strategy can be considered an appropriate way to aid recovery and deal 

with the consequences of the surgery. This is an example of how the transaction occurs 

between the environment and the person when a particular coping strategy was helpful 

to the specific situation. The surgery created the need for relaxation, and the relaxation 

helped the participants to deal with their recovery. 

The use of new strategies also showed there was a conscious selection process as 

suggested by Edwards ( 1988), and Endler and Parker ( 1990). When the participants 

learned or used a new strategy they stated that they made the choice consciously as they 

considered the strategies were practical for the situation. I n  contrast, Coyne and 

Lazarus ( 1980) suggest that there is an automatic choice of strategies and the results 

from both studies showed that when strategies were famil iar they were more l ikely to 

be used automatically. Clearly then, a consideration in the choice of the coping 

I 
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strategies to be used was their familiarity. In the daily events study a higher percentage 

of use of familiar coping strategies contributed to a positive outcome. This suggests that 

the participants were using the coping strategies which they knew would be effective 

for the specific stressful event. 

Another secondary appraisal aspect which had an influence on how the participants 

experienced coping was the reported presence of constraints. When these were reported 

they were more likely to influence the oUlcome negatively. For example, constraints 

were a factor in the events that were not resolved in the daily events study. In the 

surgery study they were a factor for those who had a negative outcome, and the lack of 

constraints w as a consistent factor for those who reported a positive outcome. 

Constraints influenced the outcome presumably because the participants were not able 

to use the coping strategies they preferred. The most common type of constraint was 

situational as suggested by Carver et al. ( 1989). For example, the participants could not 

use social support as a coping strategy if nobody was available for them to contact. 

Roskies and Lazarus ( 1980), suggest that constraints can be reported even when a 

person has a highly developed repertoire of coping strategies. The results showed that 

this was the case jn both studies as constraints were reported whether the repertoire was 

wide or narrow. It was usually the situational or personal limitations which created the 

constraints. The constraints contributed to a negative outcome and the use of familiar 

strategies contributed to a positive outcome. The role of these secondary appraisal 

aspects was to help determine which coping strategies would be used. 

Coping strategies 

Both studies showed that multiple coping strategies were used. This is consistent with 

previous research as where checklists are used most participants indicate more than one 

strategy. The difference with the present research was that the design enabled the 

patterns of the use of strategies to be examined and to determine how they contributed 

to the process of coping and influenced the outcome. It did not appear that the coping 

strategies on their own had any major influence on the outcome. They certainly had a 

pivotal role and were an integral part of the coping process as without their use coping 

behaviour would not function in the way the theory suggests. This raises the question as 

to how useful it is for researchers to continue to focus only on the coping strategies, or 

the influences on coping strategies as determinants of coping behaviour and outcome. 

The results showed that there was both consistency and variability in the use of coping 

strategies. In the daily events study there was consistent use of the strategies of rational 

action and emotional response. These were used together in the majority of the events. 

Rational action is a problem-focused strategy and emotional response is an emotion-
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focused strategy. Although this distinction was not a focus of the present investigation, 

these results support the research which suggests that both these types are used. (e.g. 

Folkman & Lazarus, 1 985; Holroyd and Lazarus, 1 982). Rational action addressed the 

problem, and emotional response addressed the emotional reactions, so these coping 

strategies can be considered appropriate for daily stressful events. 

In the surgery study the strategies of acceptance, social support and relaxation were 

used consistently and frequently over time. This pattern of usage was consistent with 

the findings of Carver et al . ( 1 993) .  One of their main findings was that the use of 

acceptance was a predictor of "lower distress" in dealing with surgery for breast cancer. 

They found that when acceptance was not used during the presurgery phase then there 

was more post-operative stress. The results from the present study differed as all the 

participants used acceptance in the presurgery phase including those with a negative 

outcome. However, there were different patterns used between the two groups at the 

presurgery phase, which suggests that it was the combination of strategies that were 

used that made a difference to outcome. Social support seems an appropriate strategy to 

use for dealing with surgery as the participants' ability to be independent was decreased 

and presumably they needed to rely on other people for support and professional help. 

Wu and Lam ( 1993) found that social support correlated with the health of the 

participants. Auerbach ( 1992) maintains that social support is an important coping 

strategy in the time following the stress, and this is supported in the present research. 

There is evidence that social support reduces the negative impact of the stressful event 

(Cobb, 1976; Turner & Noh, 1983). This was not necessarily the case in the present 

research as all the women with a negative outcome used social support at each of the 

first four phases. However, the negative impact of the surgery may have been greater if 

social support had not been used. Relaxation can be considered an appropriate strategy 

for dealing with surgery as it presumably aided the physical healing and provided 

participants with a way of managing their time when they were not able to continue 

with their usual daily activities. 

Variability in the use of coping strategies occurred as different patterns of strategies 

were used together and these patterns contributed to either a positive or negative 

outcome. In the daily events study a different pattern of coping strategies was used for 

the events that were not resolved. Rational action was not used in these events which 

suggests that this is a coping strategy w hich contributes to a positive outcome. The 

surgery study showed that the pattern of strategies used changed over time and in 

response to the particular phase of the event. These changes contributed to the different 

coping processes and the different outcomes for the two groups of participants. There 

were more fluctuations in the type and use of strategies for those who experienced the 
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coping process negatively, suggesting that these women were making further attempts 

to alter a negative situation. These results show that there were different types of 

strategies that were used consistently for the two studies. Wethington and Kessler 

( 199 1 )  maintain that the types of strategies used to deal with short-term stressful events 

are different to those used to manage longer-term stressful events. This suggests that 

different patterns are used in short-term events as a response to the immediate stress, so 

presumably these were considered the most appropriate ones for the dai ly events. 

-
The results from the present research showed that the participants usual ly used more 

than one strategy at the same time. The coping strategies were not used in isolation 

from each other but were interactive and simultaneous, and contributed collectively to 

the coping process and the outcome. Most of the time the participants reported that this 

combination of strategies contributed to the overall effectiveness and was more helpful 

than one specific strategy. This complements the findings on the use of multiple 

strategies and points to the importance of the flow between the coping strategies. 

Tertiary appraisal 

One of the reasons for separating the use and effectiveness of strategies was to 

determine whether or not the same strategies that were used most frequently were also 

those that were perceived as the most effective. Felton et al ( 1 984) maintain that 

effectiveness may be determined by the use of strategies which are appropriate for the 

situation. The preceding discussion suggested that the most frequently used strategies 

were the most appropriate for the events. In the surgery study, two of the coping 

strategies used most often were also perceived as the most effective. Acceptance did 

not feature as the most effective strategy, and this may be partly because it is a 

cognitive strategy and was not as easily identified or described as social support or 

relaxation. Social support was considered the most effective at the hospitalisation 

phase, relaxation and social support at the recuperation phase, and relaxation during the 

recovery phase. This pattern suggests that the most effective strategy altered as the 

nature of the event changed and the women found those strategies the best at those 

particular phases. So it was most likely the nature of the phase of the event that 

determined the effectiveness. The need for social support presumably decreased as the 

women regained their ability to continue their daily l ife more independently, then 

relaxation was perceived as more effective. This pattern was evident whether the 

outcome was positive or negative, but one difference was that the most effective 

strategy was more variable when there was a positive outcome. This suggests that the 

main contribution of tertiary appraisal to a positive outcome was flexibility in the 

strategy that was perceived as most effective, rather than the effectiveness of the 
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strategy i tself. These women were perhaps able to alter thei r coping behaviour 

according to the phase of the surgery event. 

Lazarus and Folkman ( 1 984) maintain that it is necessary to explore the possibil ity that 

strategies can be effective or ineffective, depending on the person or the situation. In the 

present research most of the information surrounding ineffective strategies was gathered 

in the daily events study . It was found that when ineffective strategies were perceived 

reappraisal occurred. Cameron and Meichenbaum ( 1982) contend that effective coping 

interacts with appraisal as the event unfolds and the data surrounding i neffective 

strategies showed that this was the case in the daily events study. Menaghan ( 1983) 

suggests three possibilities for what happens when a strategy i s  perceived as effective. 

The daily events study showed that these three possibilities occurred to varying degrees. 

The most frequent process that occurred was to evaluate the strategies, find them 

ineffective, cognitively reappraise, then to use a different strategy. There were times 

when strategies were avoided as the participants knew from previous similar experience 

that they would not be effective. The only time a perceived ineffective strategy 

continued to be used was in the ongoing events when nothing had been found to be 

effective previously. Ineffective strategies were linked to a negative coping process in  

both studies. I n  the daily events study the strategies were more likely to be perceived as 

ineffective when there was a threat/challenge appraisal, the events were not resolved 

and in ongoing events. In the surgery study those with a negative outcome were more 

likely to report perceived ineffective strategies. This suggests that ineffective strategies 

influenced a negative outcome as they did not alter the negative situation in any way. 

In the surgery study there was little difference in the ratings of tertiary appraisal for the 

women with positive and negative outcomes despite clear differences in the ratings of 

other appraisals. The ratings altered a little but were generally high throughout and 

there was little variability in comparison with other appraisals. Those with a negative 

outcome still considered subjectively that their use of coping strategies was just as 

effective as those who had a positive outcome. It seems that those who experienced 

coping negatively firmly believed they were coping effectively which suggests there 

may have been an element of self-efficacy. Bandura ( 19Tl) maintains that "the strength 

of people' s  convictions in their own effectiveness is likely to affect whether they will 

even try to cope with given situations" (p. 193). Perhaps the self-efficacy was necessary 

for the women with a negative outcome so that they at least made attempts to deal with 

their surgery. Despite the participants' belief in their ability to deal w ith the surgery 

event the negative influences within the coping process outweighed this positive 

perception and contributed to the outcome. O'Leary ( 1985) examined several articles 

relating to self-efficacy and health and found that belief in ability to deal with different 
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types of health problems was an important determinant of how people coped with 

specific health issues. The results of the present research suggest that the influencing 

factors for deal ing with recovery from surgery were more complex. It seems that self­

efficacy alone did not influence the outcome as there was l i ttle difference between 

those who had a negative outcome and those who had a positive outcome in the belief 

that they were coping effectively. It would be usefu l to assess self-efficacy more 

specifically as part of the coping process. 

There appears to be a link between the rating of tertiary appraisal and the ratings of 

chal lenge appraisal .  An unanticipated result in the surgery study was that the rating of 

challenge was higher at all phases for the women with a negative outcome. This 

suggests that these women wanted to perceive their experience of surgery in a positive 

l ight as well as believe they were coping effectively. An important point is that 

although some participants were experiencing their coping process negatively they were 

sti l l  making positive attempts to cope with the stressful event. These positive efforts 

probably reduced the negative effects and can be considered effective coping from that 

view.  As Matheny et al .  ( 1985) suggest, effective coping consists of changing the 

meaning of the stressful event and adapting so that the least damage is created. Those 

with medical complications may not have been able to el iminate stress to the same 

extent as those without complications, but they could attempt to adapt to the situation. 

It seems possible that the high and relatively consistent ratings of tertiary appraisal in 

the surgery study were influenced differently by the other appraisals, depending on 

whether the outcome was positive or negative. Those with a positive outcome had lower 

ratings for the perceptions of stress, control, threat, challenge, hann and loss. It appears 

that the way these appraisals interacted with the consistent aspects of the pattern of 

coping strategies, the high positive emotions and low negative emotions contributed to 

a positive outcome. The ratings of all the appraisals were higher for those with a 

negative outcome, including the more positive appraisal of challenge, which suggests 

that these women attempted to increase their perception of challenge in an effort to 

counteract the negative effects. Silver and Wortman ( 1980) found that when individuals 

were able to maintain a positive perception in a situation that was negative then their 

reaction to stress was reduced. This may have been the case for those with a negative 

outcome. Perhaps the positive perceptions acted as a buffer to what may have otherwise 

been an even more negative and distressing experience of coping with surgery. 

Primary appraisal 

Challenge was the primary appraisal that was reported most frequently by the women in 

both groups in the surgery study and those with a negative outcome reported the nature 
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of the challenge more intensely, suggesting their need to believe that everything was 

satisfactory and that they had a positive perception. The results of the surgery study 

showed that in longer-term stress all the specific primary apprai sals were more 

meaningful for those with a negative outcome, and were barely a factor for those with a 

positive outcome. In contrast, the results of the dai ly events study found that primary 

appraisal influenced the coping process positively or negatively in the short-term 

stressful situations. 

Lazarus and Folkman ( 1984) are specific about the primary appraisals that occur within 

the coping process and the results from the present research suggested that the specific 

primary appraisals were more influential in the outcome of dealing with daily stressors. 

The challenge appraisal had more effect on a positive outcome in the daily events 

study, as suggested by Holroyd and Lazarus ( 1982) and Lazarus and Folkman ( 1984). 

However, this was not the case in  the surgery study. 

Previous l iterature discusses the importance of distinguishing between the primary 

appraisals (Coyne & Lazarus, 1980; Lazarus, 1982). The results of the present research 

suggest that this distinction was not as important as the theory implies. Although there 

was evidence in the daily events study that primary appraisals influenced the outcome, 

it was the interactive processes that occurred with other appraisals and the coping 

strategies that were the contributing factors. In the surgery study the distinctions were 

more meaningful for those with a negative outcome. The separation of harm and loss 

into two appraisals suggested that there were some differences between these two 

appraisals, but again none of the primary appraisals in isolation were major influencing 

factors. 

Lazarus and Folkman ( 1984) also suggested that the primary appraisal can alter as a 

stressful event evolves and there was evidence that this change occurred. In the daily 

events where both threat and challenge were reported it was clear that once coping 

strategies were used and cognitive changes occurred then the event was perceived as 

challenging rather than threatening. However, it was the reciprocal influence- from other 

aspects that contributed to the outcome. Although primary appraisal was not so 

prevalent in the surgery study the results showed that the ratings and nature of the 

primary appraisals altered from phase to phase and contributed to the positive or 

negative nature of the coping process. 

Control 

One of the important contributing factors to the outcome of a stressful event is the 

manner in w hich the appraisals flow reci procally.  The one appraisal that differed 
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noticeably between those with a negative outcome and those with a positive outcome in 

the surgery study was the perception of control .  Those with a negative outcome had a 

perception of external control for the first four phases, and thi s consi stent aspect 

appears to have been a major influencing factor in maintaining the negative experience 

of coping. In contrast, the perception of control was variable for those wi th a positive 

outcome and when they had a perception of external control it was when it would have 

been expected: during the hospitalisation and recuperation phases when their abi l i ty to 

function at the usual level would have been reduced. Breemhaar and van den Borne 

( 199 1 )  maintain that perceived control influences the way that people cope with the 

stress involved in the event of surgery. The results from the present research support 

this notion and show that it was the nature of the control which made the difference, 

rather than the quantitative rating, and this result also shows the value of including 

qualitative data. In the daily events study only ratings of control were measured but 

several participants commented on their perception of control over the situation. The 

daily events study showed that there was a higher rating of control when there was a 

positive outcome. The results from both studies suggested that the perception of control 

was a contributing factor to whether a person experienced coping positively or 

negatively. 

Control is considered by most authors to be an important part of coping behaviour but 

there is little agreement as to the role it plays. Several authors consider that control has 

multiple functions (Folkman, 1 984; Lefcourt, 1�; Parkes, 1984), and in the present 

research the focus was specifically on the perception of personal control over the 

situation. Affleck et aI. ( 1987) suggest that the appraisal of control precedes coping 

behaviour. The results of the surgery study supported this notion as the initial appraisal 

of control during the presurgery phase was a major contributing factor to dealing with 

the remainder of the event. Cozzarelli ( 1993) suggests that those who have a high 

perception of control in stressful events will also cope more effectively, use social 

support and have a wide repertoire of coping strategies. The results of the surgery study 

showed that this was true of those with a positive outcome with the exception of a wide 

repertoire. Taylor ( 1990) maintains that those who have more control over a stressful 

episode adapt more effectively than those without any feeling of control. The present 

research found that this was the case and that control was an integral part of the coping 

process and was a contributing factor to different outcomes. There are two additional 

considerations. First, it was the nature of the control (self-control versus external 

control )  which made the difference to the outcome, not just a simple perception of 

control or no control . Second, the contribution that the perception of control made to 

the coping process was a result of the interaction with other aspects, especially other 

appraisals. 



2 1 7 

Appraisal 

As already discussed, the process of cognitive appraisal was more influential than the 

coping strategies. However, cognitions played an even wider role as there were other 

cognitive factors which contributed to the coping process. The inclusion of questions 

concerning thought processes el icited information that was an important part of the 

participants' experiences. This data on the cognitions contributed differently in the two 

studies. In the daily events study it allowed the process of reappraisal to be determined 

so that the cognitive changes that occurred in the short-term events could be monitored. 

It was found that it was the cognitive changes which influenced the defined aspects and, 

most importantly, kept the coping process flowing until the problem was resolved or 

there were changes in the emotions which indicated that the situation had been dealt 

with satisfactorily. In the surgery study the additional data on cognitions allowed more 

precise information on the influence of the cognitions. For example, in the presurgery 

phase it was clear that the negative coping process was influenced by the negative 

ruminations of the women, whereas the positive coping process was influenced by the 

cognitive coping strategy of situation redefinition where the women considered the 

pending surgery in a positive light. These results support the contention by Folkman et 

al. ( 1 979) that a complex set of cognitive processes are activated when a person is faced 

with dealing with a stressful event. This also highlights the fact that the methodology 

used traditionally in coping research has not been effective in capturing the complexity 

of the cognitive processes that has been postulated for several years. 

Reactions 

The present research highlighted the importance of the cognitive processes. It  is  

considered that emotions interact with the appraisal processes to influence coping 

behaviour (Folkman & Lazarus, 1985; Lazarus, 1982). The results of the surgery study 

showed that the emotional, cognitive and physical reactions were a factor in the 

different outcomes. Those with a negative outcome reported higher ratings for all the 

reactions. This suggests that either the negative reactions influenced the coping process 

negatively, or the negative experiences of the coping process had the effect of 

maintaining the reactions at a higher level. 

Lazarus ( 1977) maintains that emotions change over time as a result of the use of 

coping strategies. The results of the surgery study showed that the specific emotions 

that were reported did alter from phase to phase, and these changes were most likely 

created by the changes in the appraisal of the event. The ratings for those with a 

positive coping process were more consistent over time, suggesting that
'
these had a 

stabilising influence. 
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COPING AS A PROCESS 

The transactional perspective maintains that the transaction occurs between the person 

and the environment and it was clear in the present research that the event made a 

difference to how the coping process proceeded. In the dai ly events study the nature of 

the event interacted with the coping process al though it was not possible to determine 

the direction of the flow. The direction may not be important as it was the experience 

that was mapped and described in the individual events which showed that there were 

different coping processes for different types of events. The design of the surgery study 

made it more possible to ascertain that as the event altered at the different phases the 

coping process altered to deal with the changes in the event. 

When coping is viewed as a process there is inevitable fusion of the constructs so that it 

is difficult to distinguish between them at times. The results of the present research 

showed there was often a fusion between appraisal and the coping strategies. This 

fusion could occur at any point in the coping process and it was sometimes difficult to 

distinguish when a cognition was a coping strategy and when it was an appraisal, as 

suggested by Folkman and Lazarus ( 1985). For example, in the surgery study some of 

the women who had a positive outcome reported using the coping strategy of situation 

redefinition during the presurgery phase. They described the use of this strategy as 

perceiving the pending surgery positively. It was difficult to distinguish this cognitive 

strategy from appraisals which were positive. The distinction between the appraisals 

and coping strategies became blurred and to some extent irrelevant. The participants' 

experiences were able to be mapped, in the case studies, so that the reality of the 

experience of how people cope was represented as an ongoing, evolving, changing 

process, rather than as a series of separate variables. 

The main influencing factor in the coping process was appraisal which consisted of a 

complex set of cognitive processes involving a combination of several different 

appraisals. The way in which these appraisals combined and interacted at the initial 

phase of a stressful event continued to influence the coping process as the event 

evolved. The specific combination of appraisals tended to be experienced as either 

positive or negative throughout the process of coping, �d these continually interacted 

to influence the experience of coping. The appraisals that were involved included a I 
perception of stress, and low stress was associated with a positive outcome and high 

stress with a negative outcome. This appraisal of stress interacted with a perception of 

control which was viewed as either self-control or external control. Self-control 

contributed to a positive outcome, and a perception of external control contributed to a 

negative outcome. The appraisals of stress and control flowed reciprocally with the 

primary appraisals of threat, challenge, hann or loss and all of these primary appraisals 
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were l ikely to be perceived more intensely by those who experienced a negative 

outcome. The appraisals of stress, control,  threat. chal lenge. hann and loss, as wel l as 

the emotional and cognitive reactions. continued to interact and change as the stressful 

event evol ved. 

At some point the process of secondary apprai sal occurred, presumabl'y before coping 

strategies were used. The participants were most likely to choose coping strategies that 

were famil iar to them, particularly  if the event had occurred prev iously. Reported 

constraints limited the choice of strategies and had an influence on a negative outcome. 

Several coping strategies were used for each stressful event. or phase of a stressful 

event. and often several were used at the same time. The specific patterns of coping 

strategies used interacted with the specific patterns of the appraisal s  and reactions and 

contributed to a tertiary appraisal . The strategies that were used the most frequently 

were also perceived as being the most effective, although it was the combined use of 
I 

strategies that was considered to contribute the most to the effectiveness. By the time 

the effectiveness of the coping strategies was evaluated the continual reciprocal flow 

over time had contributed to changes in the appraisals and the reactions. The need for 

coping then decreased or ceased. and a positive or a negative outcome was reached. 

Some patterns of appraisals, coping strategies and reactions in the coping process varied 

as the event evolved and these were the attempts at coping. There was likely to be more 

variable attempts when the outcome was negative. Other patterns of response that were 

established remained consistent throughout the process of coping. These patterns 

maintained the positive or  negative experiences of coping and influenced the outcome. 

If the experience of coping was positive then the outcome was positive. If the 

experience of coping was negative, there were stil l  positive attempts to deal with the 

situation, but these were outweighed by the negative experiences and a negative 

outcome was reached. 

There was a continual reciprocal flow over time between the appraisals, coping 

strategies and reactions, and the way in which the interaction occurred and the specific 

patterns of response that were reported in the coping process influenced the outcome. 

Figure 26 shows a conceptualisation of the process of coping which was developed 

from the results of the present research. 

METHODOLOGICAL ISSUES 

Previous l iterature has theorised about coping as a multi-faceted, dynamic changin g  

process and postulated the importance of the role of cognitive appraisa l .  The 

methodology used in previous research has not captured the complexity of the theory of 

the coping process for several reasons: the focus has been largely on the coping 
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FIGURE 26: Conceptualisation showing how the outcome was influenced hy the reciprncalflow of the coping process 
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strategies only; the nature of the cognitive aspects have not been examined adequately; 

there has been an insistence on keeping process and outcome separate, therefore the 

entire coping process has not been examined; there have been few attempts at using 

repeated measures for the same stressful event so that changes can be monitored; and 

there has been a rel iance on researching at the aggregate quantitative level . The present 

research used an alternati ve methodology which attempted to address all these 

limitations and examined the changing nature of the entire coping process. The results 

showed that the alternative methodology was viable and provided some understanding 

of these previously neglected issues. 

The alternative methodology involved collecting a combination of qualitative and 

quantitative data within a structured framework. Palinkas ( 1985) states that qualitative 

analyses can be used to confinn the findings from quantitative data so that if similar 

results are found then stronger conclusions can be drawn. The results of the present 

research showed that the qualitative data often presented different and additional 

infonnation. For example, the ratings of control in the surgery study showed that those 

with a negative outcome had a lower rating at four of the five phases, which, taken on 

its own, suggests merely that this group considered themselves to have less control. 

When the qualitative data was examined it was a perception of external control which 

was associated with lower ratings and a perception of self-control which was associated 

with higher ratings. This distinction was ascertained by requesting qualitative accounts 

and provided additional infonnation on an important link in the coping process. On the 

other hand, the ratings of threat were higher for those with a negative outcome. Alone, 

this suggests that this group found that the surgery event was more threatening. While 

this is accurate, the women's accounts showed that there was little difference in what 

was perceived as threatening, so it could be concluded that the nature of the threat was 

not an influencing factor in the negative coping process. This shows the value of 

including both types of analyses in examining the coping process. If the participants' 

accounts had been omitted then the nature of the coping process would not have been 

captured. If the ratings had not been included then the changes in the coping process 

over time would not have been captured in a sensitive manner. 

The inclusion of the qualitative data allowed the coping process to be sequenced and 

mapped in more detail so that the participants' experiences of coping were captured. 

This method allowed important information to be gathered that would not be possible 

using only a quantitative approach, and the data showed that the participants' 

experiences of coping were far richer and more complex than a quantitative measure 

would show. Some researchers are now focusing more on several aspects within the 

coping process, rather than the coping strategies alone. For example, Ptacek et al. 
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( 1 992), examined daily events using ratings of stress appraisal, control appraisal , the 

frequency of use and the effectiveness of coping strategies. Participants were also asked 

to define primary appraisal and to indicate the order in which they used the coping 

strategies. The statistical results prov ided useful information concerning the 

relationships between these aspects but they failed to capture the richness of the 

experience as there was no qualitative data to provide additional information. Similarly, 

Carver et al . ( 1 993), examined coping strategies and levels of stress at five phases of 

surgery for breast cancer, using only quantitative data. They found evidence that there 

was an interactive effect between these two variables. They maintain that 

"this spiral of influence between distress and coping reactions across 

the stages of the transaction has never been observed in previous 

research, at least in part because it is very rare to have as many 

distinct measurement points as there were in this study." (p. 388). 

Their results also provided useful information on the flow between variables over time, 

but had the researchers included information on their participants' actual experiences 

the understanding of how people cope would have been enhanced. The present research 

incorporated some of the same notions as Ptacek et al .  and Carver et al. ,  but the 

inclusion of qualitative accounts meant the coping process was captured in a more 

comprehensive and realistic manner. 

As well as using both qualitative and quantitative data, the complex design of the 

present research allowed the experience of coping to be examined in several different 

ways. In the daily events study a cross-sectional approach was used and in the surgery 

study a longitudinal design was used. These different designs helped to identify some of 

the differences between coping with short-term events and dealing with a longer tenn 

event. Dolan and White ( 1988) suggest that there needs to be investigations conducted 

at both the group level and the individual level as these two approaches can ascertain 

different infonnation on the consistency of coping behaviour. In the present research 

the data was analysed at the group level and the individual level . These analyses 

enabled theoretical patterns of coping experience to be developed from the nomothetic 

data. The idiographic data helped to show how differently people cope with stressful 

events and the finer-grained analyses enabled the coping process to be examined in 

more detail so that the flow of the experience was captured in a manner that is  not 

possible with nomothetic data. The theoretical framework was structured so that the 

experience of coping could be conceptualised. Some of the data analysis was presented 

at this structural level so that the understanding of the basic theoretical concepts could 

be enhanced. Other aspects of the data were presented at the process level so that a 

description that was closer to the reality of the experience of coping could be reached. 
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The design of the present research facilitated the opportunity to focus on more than how 

the coping strategies make a difference to coping with stress. The results showed that 

the emphasis that traditional methodology has placed on coping strategies has captured 

only part of the picture of what happens when people cope with stressful events. The 

design allowed the role of the cognitive processes to be assessed by asking the 

participants what their thoughts were, and it al lowed the actual thoughts and behaviours 

of the entire coping process to be examined. The analysis of temporal patterns allowed 

changes to be examined so that the dynamic nature could be captured. 

The results of the present research showed the importance of measuring the coping 

process at different phases of a long-term stressful event. If the process of coping is to 

be monitored over time then repeated measures are necessary. As Carver et al . ( 1993) 

state i t  is unusual to have multiple phases of coping with the same stressful event. More 

importantly, it is rare for researchers to use an event such as surgery. This event has the 

advantage of people 's  lifestyle being disrupted, so dealing with the surgery is more 

focused and clearer as there are few other problems to interfere. Investigations such as 

Folkman and Lazarus ( 1985), and Carver and Scheier ( 1994), researched coping with 

the stress of exams over time. Apart from the quantitative aspect, using this type of 

event cannot provide such a clear picture. 

The focus in the present research was on the gathering of information in a different way 

so that the methodology matched the theory rather than parts of the theory matching the 

method. However, some issues need to be raised concerning the data. There were 

limitations in the data in that it was difficult to reduce reactive effects. Erlandson et al 

( 1993)  state that "to get to the relevant matters of human activity, the researcher must 

be involved in that activity. The dangers of bias and reactivity are great: the dangers of 

being insulated from relevant data are greater" (p. 1 5). I n  the present research, 

particularly in the surgery study, the participants were fully informed of the purpose of 

the research and the likelihood that they altered their responses is great. For example, it 

is possible that reactivity contributed to the consistently high ratings of tertiary 

appraisal as the participants may not have wanted to be seen as coping ineffectively. 

However, reactivity effects can be seen as advantageous. Hersen and Barlow ( 1978) 
suggest that self-observation is a reactive process. The most likely change that occurred 

when participants monitored their own coping behaviour was that they became more 

aware of the process they were undergoing. For example, at least half of the participants 

in the daily events study commented that completing the questionnaire raised their 

awareness. As one woman stated: 



"Filling in the questionnaire it makes you stop and think about the 

problem and the way it has affected you, the way you have gone 

about solving it." 
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While the l ikelihood of reactivity needs to be acknowledged and accounted for when 

reporting the data, it can also be seen as an advantage in rai sing the participants ' 

awareness so that their self-report was enhanced. This reactivity meant that the more 

aware the participants became of their coping behaviour, the more infonnation they 

were able to provide and more of their experience of coping was detailed. Fraser, Hotz, 

Hurtig, Hodges and Moher ( 1989) suggest that it is has not yet been ascertained how 

much reactivity effects influence self-report data. 

It is possible that the structure and content of the questions created other response 

effects such as social desirability and demand characteristics, and these may have led to 

misleading answers being given. There needed to be clearer operational definitions 

provided for some of the constructs as it is likely that the participants attributed 

different meanings to the questions. The reliability of the content analysis also needs to 

be considered. McBurney ( 1994) states that there are difficulties with the reliability of 

content analysis, and at least two researchers are needed to code the data. This was not 

implemented in the present research, so the rel iability of the content coding is open to 

debate. 

Marshall and Rossman ( 1989) discuss the criteria for the soundness of qualitative 

research and suggest that there are different rationales for the traditional research 

parameters of reliability ,  validity. generalisability and objectivity. The notion of ' 

reliability suggests that the coping behaviour under study does not change and therefore 

can be replicated by similar research. This notion does not fit the concept of coping as a 

dynamic phenomenon. If coping is to be researched as a process then this means 

acknowledging that reliability, in the rigid sense, is not appropriate as there will be 

constant changes that cannot be replicated. However, the results of the present study 

showed that there were consistent patterns which could be sqbjected to replication. The 

structured theoretical framework also creates the possibility of replication. 

Marshall and Rossman ( 1989) state that "an in-depth description showing the 

complexities of variables and interaction will be so embedded with data derived from 

the setting that it cannot help but be valid" (p. 1 45). The data for the present research 

was considered valid w ithin the theoretical framework and the methodological 

approach as it formed a description of the participants' experiences. However, the 

internal validity of the data needs to be considered cautiously in light of the possible 

response effects. The present research is not considered to have external validity. The 
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results cannot be generalised to other stressful contexts as the events used were 

specific. However, this deficit is counteracted by the knowledge and understanding 

gained in how people cope with daily stressful events and surgery. 

The present research relied totally on subjective data and there are difficulties involved 

in self-report data, the main disadvantage being the lack of objectivi ty, and as Dewe 

and Guest ( 1 990) state coping may not be a conscious process so self-report data is 

liable to error, omission and distortion. The present research attempted to overcome this 

potential limitation by providing an opportunity for the participants to become more 

aware of their coping behaviour by gradually introducing the questionnaire in the daily 

events study, adding an interview in the surgery study so the researcher was available to 

respond to questions, and by using repeated measures in both studies. The comments 

the participants made concerning their awareness being raised suggest that this gradual 

uncovering of cognitive processes particularly, reduced potential difficulties with self­

report data. Erlandson et al. ( 1993) suggest that objectivity is an "illusion," even in the 

physical sciences and that the important factor is the way in which the data can be 

confinned. While the reliance on subjective data can be viewed as a limitation, the 

advantage was that the participants provided an account of their experiences which 

captured cognitive processes which are so often problematic in some research. 

The alternative methodology of the present research was effective in examining the 

changes in the coping process as the theory has suggested they occur. Future research 

needs to refine the method and analysis so that the knowledge of the coping process can 

be more precise and lead to better understanding of how people cope with stressful 

events. The qualitative aspect could be improved by adding some questions on other 

theoretical issues, by adding more open-ended questions and including questions which 

could clarify the role of some of the aspects such as control, which could be measured 

for its possible multiple functions. The antecedents of the coping process need to be 

examined as does more of the contextual detail. For example, how other people being 

involved in a situation affects the coping process. The specific measurement of 

temporal aspects was useful in the daily events study and these could be refined and re­

examined with a focus on a particular type of short-tenn stressor. The quantitative 

aspect can be improved by using a larger sample so more sophisticated statistics can be 

used to ascertain relationships. The value of traditional research needs to be included so 

that the two approaches work together to examine the coping process. 

Previous researchers have structured the theory of coping into constructs and then 

measured these constructs as if they were separate components. The present research 

has also structured the theory into constructs but examined them so that the 

conceptualisation was that of a flowing process. A contribution of the present research 
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was to have developed a methodology which captured the coping process as it was 

in tended theoret ical ly .  The transactional perspective focuses on the changes in the 

actual cognitions and actions which occur when people deal wi th a stressful event. I f  

coping i s  a process then the  methodology must reflect th is  conceptual i sation. and 

researchers need to acknowledge that the real i ty of the experience of coping is a 

complex. dynamic .  changing and flowing process which has a richness that needs to be 

captured. 
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APPENDIX A 

Facslmile 

Would you like to be Involved In my study? 
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� \-' ' ",,\" 

MASSEY 
UNIVERSITY 

P�lrnemon North 
New Zemnd 
Telephone (06)1 69-099 

FACULTY OF 
SOCIAL SC1£HCE5 

-

DEPARTMENT Of 
PSYCHOLOCY 

My name is Helen Foster and I am asking people if they would be prepared to participate in my 

Doctoral research. The research looks at how people deal with problems that occur each day. 

This is something with which we are all familiar, yet research to date has not discovered some 

of, the basic issues involved. Your participation will mean we can help uncover some of these 

issues and the knowledge gained will be an important step in understanding the stress process. 

As a participant you would be required to fiU out a questionnaire for a few minutes each day for 

a period of sixteen days, plus attend a feedback session at the end of the participation period. I 
realise this is asking a lot of your time, but I hope that you will gain a much clearer 

understanding of how you handle everyday problems and that this will be helpful to you in the 

Mure. 

I wDl contact you in a day or two and answer 'any queries you may have and discuss your 

possible participation. Thank you for considering this and I look forward to speaking with you 

shortly. 

Helen Foster 
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MASSEY 
UNlva"'SITV 
- ­
_ tooIond 
"""""" 1061' _ 

-

1.0 .. _____ _ 
DATE 

'AlLY RECORD 

'lease answer an the Iollowlng questions. Where a yeslno answer Is asked lor, please tick the 

,ne Ihat apples. SomeUm" you may not have an answer, so please put O.K. (Don't Know), or 

, quesllon may not apply. so please put N.A. (Not Applicable). 

, What was the most dllncuit problem you had 10 deal with today? 

1) Please Indicate how stressful It was on the lollowlng scala, Place a mark (I) clearly across 

:he line. 

Not at d �I ---------------------------�t Ve� 
stressful 'stresSful 

b) How much control did you Ihlnk you had over the problem? 

No control .. 
I---------------------lb��

ol 

c) How much do you think the problem a"ected the way you were able to gat o n  and do 

things? 

Old not Affected 
afted me 1-1------....:....--------------11 me a great 
al an deal 

2. Think about the way that you viewed the problem at the time you were 

aware that It was creating stress lor you: 

a) Was the problem something that had already happened? 

b) Old you nnd It stress lui but still got something out 01 it? 

C) Are you having difficulty dealing with it now? 

d) 00 you think there may be difficulties in the luture lor yourself 

or others? 

3. Old you notice any phySical reactions ( e.g. hun beat lasl8r, shon 01 
brealh) as soon as you were aware 01 the problem? 

" yel, whal were they? ______________ _ 

How long do you think they lasted? _________ _ 

4. Did you notice any emotional reactions (e.g. lell· anxious. angry) as 

soon as you war. aware 01 the problem? 

II yes, whal were they? _____________ _ 

How long do you think Ihey las led? _________ _ 

yes no 

0 0 
yes no 

0 0 
yes no 

0 0 
yes no 

0 0 

yes no 

0 0 

yes no 

o o 



i. Old you notice any changes In Ihe w�y you were Ihlnklng about things 

15 soon as you were aware 01 the problem? 

" yes, what were Ihey? ______________ _ 

How long do you think they lasted? _________ _ 

yes no 

o 0 
6. Consider whether you used any 01 the following methods. Please 

Indicate any specifIC thoughts or actions associated with the method. 

Answer as many as you like. 

a) Analysed the problem, tried to find solullons to It, or look direct 
action to solve it. 

b) Sought suppo" from triends, family or professionals. 

c) Reacted In a negative way such as taking it out on others, 
becoming Irritable, or finding excuses. 

d) Accepted that nothing could be done aboul Ihe problem. 

e) Expressed or suppressed emollons in some way. 

f) Thought about the positive side 10 the problem.  

g)  Thought about olher things or  did somelhing t o  divert allentlon 
from the problem.  

yes no 

o 0 

o o 

o o 

o o 

o o 

o o 

o o 



h) Refused 10 admit 10 th. problem or bell.ve II .xlsled. 

� Old somelhlno 10 calm down or relax In some way. 

Il Wished thai Ihe problem would be gone or Ihal Ihe pasl could 

be changed. 

n) Found a new underslandlno 01 mysell or grew as a person. 

0) Olher. 

yes no 

o 0 

o o 

o o 

o o 

o o 

5 

7. II possible can you piece the above methods In the order that you 

used them. ________________________________________ ___ 

8. You may also have used some of Ihem together. How many of the 

above methods did you use al lhe same lime? ________________ _ 
Which ones were they? ____________________________ _ 

9. Were you aware of changing from one method 10 another? 

II yes. please describe: ____________________________ _ 

Where do you think you learned them? 

yes no 

o o 

6 



12. Was there somelhlng you would have liked 10 have used bul could 

nol lor some reason? 

II yes. whal was I.? _______________ _ 

Why could you riOI use It? ____________ _ 

13. Old you lind .he way that you viewed Ihe problem e"ered at all a. 

any s.age? (e.g. you may have changed Irom worrying about It to 

deCiding that It may not be so bad after aI. 
II so. how did your thoughts change? 

14. Has this pattlcular event occurred belore? 

II yes. did you use slmHar methods to deal with It then? 

1 5. Are there any other problems which happened today that you have 

been concerned about? 

II yes. please describe: _____________ _ 

1 6. Are ther. any problems which have occurred before today but which 

you were having to deal with today? 

If yes. please describe: ______________ _ 

yes no 

o 0 

yes no 

o 0 

yes no 

o 0 
yes no 

o 0 
yes no 
o 0 

yes no 

o 0 

1 7. Please choose one 01 the above methods that you used. Choose the 

one that you are most aware 01 and answer the following questions: 

a) Pte sse state the leHer of the method that you have chosen. _ 
b) How long did you use It for overall? 

c) Were you aware of choosing this method? 

yes no � 
Why do you think you used it without 

thinking about it? 

Why did you choose It? ___________ _ 

At what point did you choose It? ________ _ 

d) Did you use the one that you wanted to? 

If not, why not� ______________ _ 

e) At what point did you start using the method? ______ _ 

f) Was the method one that you had used before? 

yes 0 no 0 

1 
�hat made you think of using it? 

here do you think you tearned it? 

yes no 

o 0 

6 



01 How long did It take you to decide to use this 

met�? __________________________________ _ 

18. 00 you think the method you used was effective? 

Please indicate how effective " was on the followlno seale: 

yes no 

o 0 

Ve� �-----------------------------4�ff
��

e Ineff&ctte 

1 9. How did you know whether or not It was effectlve? ___________ _ 

20. At what point did you decide whelher Q( nol It was effectlve? __ _ 

2 1 .  How long did you use the method lor before you decided whether or 

nol It was effective? ___________________________________ _ 

22. II you found the method ineffective did you: 

Think about the event aoaln? 

Choose another method to deal with It? 

Use another method without being aware 01 choosing It? 

yes no 

o 0 
yes no 

o 0 
yes no 

o 0 

9 

22a. Think back now to aD Ihe melhods you used lor this problem. and 

the order In which you used them. You may have found some or an of 

Ihese effective anG'or Ineffective. 

al For those you found �: 

How much do you think Ihese methods contributed to the 

overan effectiveness 01 dealing with the problem? 

Which methods In particular do you think contribuled? 

b) For those you found �: 
Which ones do you think were ineffective? 

How do you think you dealt with them? Old you: 

Think about the event again? 

Choose another method to deal with il? 

Use another method without being aware of 

choosing it? 

yos no 

o 0 
yes no 
o 0 
yes no 

o 0 

9. 



!3. Think about the Ume between the llalt of the problem and now: 

a) Old you nollce any changes In your emotions? 

If yes. please descrlle them: _________ _ 

At what point do you Ihlnk Ihese changes occurred? __ _ 

b) Old you notice any changes In your physical reactions? 

II yes. please descrlle them: _________ _ 

At what point do you think these changes occurred? __ _ 

c) Old you notice any changes In the way you thought about 

things? 

II yes. please descrlle them: _________ _ 

At whal point do you think these changes occurred? __ _ 

24. � you dealt with the problem were you eware of any changes 

happening such as feeling more lIred. sleeping more or less hours. 

headaches. 
I! yes. please describe: _____________ _ 

yes no 

o o 

yes no 

o o 

yes no 

o o 

yes no 

o 0 

10 1 1  

25. Think about how you went about dealing with the problem once you were aware 01 i t .  

Please place the following In Ihe order Ihat they occurred: 

1 .  You lhought about how you viewed the problem. 

2. You thought about how you would deal with It. 

3. You Immediately did something to deal with it. 

4. You decided whether what you had done was effective. 

al __ 
bl _  
cl _ 
d) _  

Please feel free to make any further comments about the problem you were dealing with 

today. or anything else that has occurred to you as you filled out this questionnaire. 

tv t 



APPENDlX C 

Focsimile 

INFORMED CONSENT FORM 

MASSEY 
UNIVERSITY 

p.lmerston Nonh New a.�nd Telephone 106 11 6Q.Q9Q 

FACULTY OF 
SOCIAL SCIENCES 

·. 1 
OEPARTMEST OF 
PSYCHOLOGY 

The study you are about to participate in is concerned with how people deal with everyday 

problems. The following explains what I, as the researcher, would like you to do, and what you 

as a participant can expect from me. 

What I would like from you 

I would like you to fill in two types of questionnaire. The first one will be done at the beginning 

and will take approximately ten minutes. The second one will be answered every day for sixteen 

days. This will increase in size on the fourth day and again on the seventh day, and so the 

time required to fill it out will also increase from approximately fIVe minutes for the first few days 

to 1 5  to 20 minutes for the last ten days. I will interview you for approximately an hour at the 

end of the sixteen days and discuss what is happening for you as you deal with everyday 

problems. 

I would like you to make a commitment to this research for the sixteen day period, but if you 

find it necessary you are free to withdraw at any time. 

What you can expect from me. 

As a participant In this research all your responses will be kept confidential. This sheet 

containing your name wDi be kept separately and your questionnaires wDl be Identifiable by a 

number only. As I am Interested In how each irKflViduai deals with problems I may use your 

responses In a case study. If this happens I wiD ensure that you ·cannot be Identified in any 

way. 

I intend to make contact with you several times throughout the research. I will leave you my 

phone number and I will be happy for you to contact me at any time you if you are having any 

difficult/es. 

I HAVE READ THIS INFORMED CONSENT FORM AND I AGREE TO PARTICIPATE IN THIS 
RESEARCH. 

NAME __________________________________________________ _ 

SIGNATURE _____________ DATE ____________ _ 
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APPENDIX D 

W o u l d  y o u  l i ke to be Involve d  I n  m y  research? 

Thank you for agreeing to have your name forwarded to me. The 
following provides you with some information concerning the 
res earch. 

I am asking women, through D r  , if they would be prepared to 
participate in my research. The research is being conducted through 
Massey U niversity and my supervisors are Mr Kerry C ha mberlain 
and Dr John Spicer. The study looks at how women deal with the 
process of going through the different stages of having an 
operation.  Your participation will mean we can more clearly 
understand some of the important issues in dealing with the 
effects of surgery. We hope the knowledge gained will ultimately 
be nefit other people:  

I realise that this may be a difficult t ime for you,  particularly as 
you may have physical discomfort and be unable to carry out some 
of  your n o rmal activities. However, I hope t hat participation will 
help you gain a clearer understanding of how you are handling the 
situation,  and that this will be helpful to you during this period and 
for the future .  

A s  a participant you will b e  asked t o  meet with m e  four times and 
fill out two questionnaires over a period of approximately eight 
weeks. All the meetings will be in your own home or any other 
place convenient to you. At the first three meetings I will 
i nterview you to find out how you are dealing with the different 
stages of your surgery. The first will be before you go i nto 
hospital, the second will be shortly after your return home from 
hospital, and the third at the end of your recovery period. Each of 
these meetings will take approximately one hour. and with your 
permission I would like to tape record these interviews. I would 
also like you to fill in two questionnaires during you recuperation 
period. These wil l  take approximately 15 to 20 minutes each. I will 
also meet with you a fourth time to explain the research i n  more 
detail and provide you with feedback as to how you dealt with your 
surgery. All your responses will be kept confidential throughout. 
and no information concerning your situation will pass between D r  
Wilde a n d  myself. 

I will contact you shortly, explain the research more fully if 
necessary. answer any queries you may have and discuss your 
possible participation. Thank you for considering this and I look 
forward to speaking with you shortly. 
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Please answer all the following questions and no Ie the following points: 

• Where a yeslno answer Is asked (or, please ticle the one thaI applies. 

• Sometimes you may not have an answer, so please put DK. (Don 'I 
Know). 

• A question may not apply, so please put NA. (Not Applicable). 

Have there been any Specific problems connected with your recovery 
from surgery that have happened or you have been thinking about? 

yes 0 

1 
Please d e s cribe Ihem 
briefly. 

no D 

Are there any problems other than your recovery from surgery, that 
you have been thinking about or dealing with at the same time? 

a) yes 0 

1 
Please d e scribe them 
briefly. 

no D 



For this part of the research I would like you to think about how you 
are dealing with your recovery from surgery. Think back to what it 
has been like for you over the previous week. For some questions 
you may find it helpful to think about a specific incident or to focus 
on the most extreme reaction that you can recall. 

1 .  What do you think you have been doing over the last week to cope 
with your recovery from surgery? 

2. Please indicate on the following scale how stressful you are finding 
your recovery: 

Please place a mark (f) clearly across the line. 

Not �1 ____________________________ --41 Very 

stressful stressful 

3.  How would you describe this stress? 

4. How much control do you think you have over your recovery? 

No control II-----------------�I Full control 

s. How would you describe this sense of control? 

6. What reactions to your surgery do you think you have been having 
during your recovery? Think abou t any physical reactions. 
emotional reactions. or reactions which have altered your thinking. 

7 .  a) The following scale consists o f  a number of words that describe 
different feelings and emotions. Read each item and then mark the 
appropriate answer in the space next to the word. Indicate to what 
extent you have felt this way during the last week. Use the 
following scale to record your answers: 

2 3 4 5 

very slightly a little moderately quite a bit extremely 
or not at all 

afraid _ agitated 

_ angry _ annoyed 

anxious _ apprehensive 

confident _ depressed 

_ eager em barrassed 

excited frustrated 

_ gu ilty _ happy 

_ hopeful irritable 

_ pleased relieved 

shocked _ upset 



b) Using the same scale, please indicate to what extent you were aware 
of the following during the last week: 

_ You have had difficulty concentrating 

_ Your thought have been confused 

You have been thinking about the same thing over and over 
- again 

_ Your thoughts have been unrealistic 

_ You have felt pain of some sort 

You have felt sick or nauseous 

_ You have been lacking energy 

8. Can you describe how you have perceived your recovery from 
surgery over the last week? 

9. How much have you been worried about the future or felt threatened 
in anyway over the lnst week? 

a) What was it that you found threatening? 

b) Please indicate how threatened you fel t  over the last week: 

Not 
I Very 

threatened 
rl ------------------j threatened 

10.  How challenging have you been finding your recovery? 

a) What is that you have found challengi ng? 

b) Please i ndicate how challenging you have been fi nding your 
recovery: 

Not rl _______________ -11 Very 
challenging challenging 

I I .  How much harm do you think you have been aware of during your 
recovery in the last week? Think about physical harm to your body, 
or psychological harm, or hann to your quality of life etc. 

a) What was it that you found harmful? 



b) Please indicate how harmful your recovery from surgery was for this 

week: 

harmful �I _____________ --;1 Very harmful 

How much sense of loss were you aware of during the last week? 
lbinlc about loss of quality of life. loss of your female organs etc. 

a) What was the sense of loss that you noticed? 

b) Please indicate how much sense of loss there was for you this week: 

No loss �I ________________ -11 �f�
s
much 

1 3 .  What coping strategies d o  you think you used t o  deal with you 
recovery from surgery for this week? Think about those that were 
effective and those that were ineffective. 

14. These are some other possible strategies that you may have used. 
Please indicate which ones you used to deal with your recovery, and 
state what you actually thought and/or did for each one that you 
used. 

a) D�ve�ted attention away from your recovery and your surgery by 
thinking about other things or engaging in some activ ity.  

b) Tried to se� your recovery i n  a d i ff�renl l i gh l  1 0  make it  seem more 
bearable. 

-

c) Thought about some solutions to deal with your recovery, gathered 
some information about it, or did something to deal with it. 

d) Expressed emotions to reduce tension, anxiety or frustration. 



e) Accepced that your recovery was taking place and that nothing c
.
ould 

be done about ir. 

f) Sought or found emotional support from friends, loved ones, or 
professionals. 

g) Did something with the explicit intention of relaxing. 

h) Sought or found spiritual comfort or support. 

)r the following questions you may find il helpful 10 number and briefly 
rile the stralegies that you used on this page so that you can refer 10 them 
lSily. ego 1 .  support , 2. relaxing. Remember 10 include any thaI you may 
lve described in Question 13. 

15. a) If possible, can you place the strategies in  the order that you used 
them. (eg. I ,  2, 3) 

b) You may also have used some of them together. Which ones did 
you use at the same time? 

1 6. Was there something you would l iked to have used to deal with your 
recovery but could not for some reason? 

yes 0 

1 
What was it? 

1 
What prevented you from 
using it? 

no D 



Did you have a wide range of stralegies you could use 10 deal with 
your recovery? 

yes 0 

1 
What do you think made 
you choose the ones thaI 
you did? 

1 
Where do you think you 
learned them? 

no D 

1 
What do you think limiled 
your choice? 

1 8. Were there other strategies Ihat you considered but chose not to use? 

yes 0 

1 
What were they? 

1 
Why did you not choose 
these strategies? 

no D 

19.  Which strategies did you use automatic-dlly? 

20. Which strategies did you think about be fore you used them? 

N Vl N 



l l .  Were there any strategies which you hod never used before? 

yes D 

1 
Which ones? 

1 
What made you think of 
using them this time? 

no D 
22. Think back now to all the strategies you used. You may have found 

these effective and/or ineffective. 

a) Which strategies did you find ineffective? 

b) Please indicate how ineffective they were on the following scale: 

Very I I Very 
meffective 

r-----------------------------------4 effective 

c) How did you know that they were ineffective? 

d) Which strategy did you find the most ineffective? 



23. a) Which strategies did you find effective? 

b) Please indicate how effective they were on the following scale: 

Very 1-1 ---------------11 Very 
ineffective effective 

c) How did you know that they were effective? 

d) Which strategy did you find the most effective? 

e) How much more effective do you think a combination of strategies 
was compared to the most effective strdtegy? 

Please fee l  free to make any further commc!nts about your recovery, 
or anything e lse that has occurred to you as you fi l led out this 
questionnaire. 



APPENDIX F 

INFORMATION AND CONSENT FORM 

The study in which you are considering participating is concerned 
with how women deal with the effects of surgery. The following 
explains what I, as the researcher, would like you to do, and what 
you, as the participant, can expect from me. 

What I would like from you 

I would like to interview you three times. The first time will be 
before you go into hospital when I will ask you how you are dealing 
with anticipating your operation. The second time will be shortly 
after your return home from hospital when I will ask you how you 
dealt with being in hospital. The third time will be after you have 
had your post-operative check, when I will ask you how you have 
dealt with your recuperation period. All three interviews will take 
approximately one hour, and with your permission I would like to 
tape record these interviews. 

During your recuperation I would like you to fill out two 
questionnaires describing how you are dealing with your recovery. 
These will take approximately 1 5  to 20 minutes each. 

I will also visit you a fourth time to provide you with feedback 
about the research and to discuss what has been happening for you 
as you progressed through to recovery. 

Although I would like you to make a commitment to all the 
requirements of this research, you have the right to refuse to 
answer any particular question, and to withdraw from the study at 
any time. 

What you can expect from me 

As a participant in this research all your responses will be kept 
confidential. All information gathered from you will be identifiable 
only by a code number and any records containing your name will be 
kept separately. No information concerning your situation will pass 
between Dr and myself. 

The results of the research will be written up and submitted as 
part of my doctoral thesiS. As I am interested in how each 
individual deals with surgery I may wish to quote some of the 
responses that you give. If this happens I will ensure that you 
cannot be identified in any way. 

I will not offer you any advice about your physical health. If you 
encounter any health problems during the study I assume you will 
take appropriate action, as you would normally. 

I will be making contact with you throughout the research. I will 
leave you my phone number and I will be happy for you to contact 
me at any time if you are unsure of anything or are having any 
d i f fic u l t i e s .  

I HAVE READ THIS CONSENT FORM AN D  I AGREE TO PARTICIPATE IN 
THIS RESEARCH. 

SIGNATURE: DATE: 

�� 
'<f1 

MASSEY 
UNIVERSITV 
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