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1 argue that stress management and coping studies in the health care setting have not been sufficiently
theoretically grounded. In particular, in formulating and evaluating intervention strategies, research-
ers have not adequately taken into account the nature of the stressor under study in terms of the
degree to which it poses emotion-focused versus problem-focused coping demands for the individ-
ual. This theme is explored in examination of research in five essential areas: (a) effectiveness of
problem- versus emotion-focused coping strategies, (b) effectiveness of interventions, (c) the role of
individual difference variables, (d) timing of interventions, and (e) evaluation of treatment impact.

Stress and coping are inextricably tied to every aspect of in-
volvement with the health care system. Exposure to stressful
life events and dispositional coping style differences have been
implicated in the onset of diseases ranging from ulcers to cancer.
For persons receiving health care, the manner in which they
deal with the stresses associated with chronic disease and with
medical/surgical treatment plays a significant role in adjust-
ment and recovery.

Each of the eight articles in this Special Series deals with the
stresses of chronic disease and of medical procedures. These
areas pose somewhat different problems and have generated
largely separate research literatures, but they share underlying
assumptions and implicit goals. Most behavioral research ori-
ented around stressful medical, dental, or surgical procedures
involves evaluation of the efficacy of interventions designed to
enhance the short-term adjustment or recovery of patients who
can reasonably expect return to previous levels of physical func-
tioning after a brief recuperative period. The chronic disease
patient, in contrast, must often deal not only with these transi-
tory stressors but also with others in a context of continuing
uncertainty and threat to well-being. Coping resecarch with
chronic disease patients is thus often not oriented around spe-
cific stressors or interventions, and it typically involves descrip-
tive studies of the relation between coping-related variables and
adjustment. Most intervention studies that have been con-
ducted with chronic disease patients have examined how they
cope with invasive treatments pertaining to their disease (e.g.,
Burish & Lyles, 1979; Johnson, Lauver, & Nail, 1989, in this
issue). Despite these differences, the ultimate goal in research
in both health care and illness-related stressors is ascertaining
how to enhance patients’ ability to cope effectively with the
stressors they are encountering.

The present article provides an overview and methodological
commentary on research pertaining to coping with health care
and illness-related stressors. A major theme that shall be devel-
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oped is that this research has been insufficiently theoretically
grounded: The stimulus complex confronting the individual has
rarely been conceptualized in terms of the nature of the coping
demands it poses for that individual, and intervention strategies
have often not been formulated to match those demands.

In order to exemplify this theme, five major research areas
are addressed within the context of a cognitive appraisal model
of stress coping (Lazarus, 1966; Lazarus & Folkman, 1984). In
this model, the coping process is conceptualized as consisting of
two broad categories: problem solving and emotion regulation.
Problem-focused coping involves activities directed toward
modification, avoidance, or minimization of the impact of a
stressor or cognitive activity that leads to the belief that a stres-
sor can be controlled. Emotion-focused coping denotes at-
tempts to palliate or eliminate dysphoric emotions elicited by
a stressor by using mechanisms such as denial and wishful
thinking that avoid direct confrontation with the stressor. I have
chosen this process-oriented framework as an integrative tool
because of its heuristic power and broad applicability to essen-
tial questions pertaining to stress management and coping re-
search in the health care setting, and because many of the arti-
cles in this Special Series grew out of this tradition of coping
research. In applying the model to coping with stressors associ-
ated with illness and health care, I employ primarily the emo-
tion-focused/problem-focused dichotomy without further
differentiating among the specific coping strategies subsumed
within these categories; future research will dictate whether the
model is sufficiently robust to account for more refined distinc-
tions.

Determination of which coping mechanisms are most useful
logically should precede development and evaluation of inter-
vention strategies that are designed to teach appropriate coping.
Thus the question of the differential utility of problem-focused
and emotion-focused coping strategies is considered first. This
section deals largely with research on chronic disease patients.
The four remaining topics (effectiveness of interventions, the
role of individual difference variables, timing of interventions,
and evaluation of treatment impact) deal directly with stress
management procedures and focus on research on patients ex-
posed to invasive medical, dental, or surgical procedures.
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Within each section, the status of research or methodology is
summarized and recommendations are made for future re-
search.

Effectiveness of Emotion- and Problem-Focused
Coping Strategies

Most of us initially approach a problem with the attitude “If
something is wrong, fix it.” As Ellis (1971) noted, this is the
“American way,” a philosophy that is instilled in us in early
childhood and that carries with it the need to view ourselves as
competent and able to instrumentally control almost any situa-
tion. Accordingly, many prominent approaches to stress and
coping emphasize rational mechanisms and environmental
mastery (e.g., Bandura, 1977; Ellis, 1971), and in the mental
health fields accurate reality testing is traditionally considered
the “hallmark of mental health” (Lazarus, 1983), whereas cop-
ing oriented toward suppression of dysphoric emotions through
denial and avoidant mechanisms is considered primitive and
maladaptive (Eitinger, 1983). Some of the research findings on
chronic disease patients presented in this Series are consistent
with this viewpoint. For example, Revenson and Felton found
that emotion-focused coping strategies (such as wish-fulfilling
fantasy and self-blame) were associated with increased distress
in rheumatoid arthritis patients, whereas information seeking
tended to be associated with increased positive affect. In addi-
tion, Vitaliano, Katon, Maiuro, and Russo found that chest
pain patients with psychiatric disorder used more wishful
thinking and less problem-focused coping than did chest pain
patients without psychiatric disorder. They also point out that
similar relations have been observed between coping modes and
emotional distress in a number of other chronic disease popula-
tions. Further, Peterson found that avoidant as opposed to active
coping was consistently associated with less beneficial outcomes
in children undergoing stressful medical and surgical proce-
dures.

Nonetheless, stress management techniques designed to in-
duce avoidant emotion-focused coping (e.g., relaxation, medi-
tation, and biofeedback) are widely used clinically and accepted
by patients, and emotion regulation is recognized as a key com-
ponent of the coping process in most major theoretical formula-
tions including Janis’s (1958) emotional-drive theory, Leven-
thal and Johnson’s (1983) self-regulation theory (see Johnson
et al., in this issue; Leventhal, Leventhal, Shacham, & Easter-
ling, in this issue), and Lazarus and Folkman’s (1984) cognitive
appraisal model (also see Suls and Wans’s dual process prepara-
tion hypothesis in this issue). Further, there is evidence from
laboratory research and studies involving transitory health care
stressors for the utility of emotion-focused coping in short-term
low-control situations (see sections titled Effectiveness of Inter-
ventions and Timing of Interventions; also Suls & Fletcher,
1985) as well as for coping with largely uncontrollable chronic
diseases. Regarding the latter, in reviewing the literature on cop-
ing with cancer, Meyerowitz, Heinrich, and Schag (1983) con-
cluded that denial is often an effective tool for adjusting to some
aspects of the cancer experience and that some researchers have
found denial to be adaptive for extended periods after diagnosis
and treatment, not just in the short term.

Problem- and emotion-focused coping mechanisms are both

useful under the appropriate circumstances in facilitating ad-
justment to stressors associated with disease and health care.
However, the data obtained in most coping research with
chronic disease patients have been of limited theoretical and
practical value because chronic diseases are treated as unitary
stressors rather than as complex situations subsuming multiple
substressors, each with its own coping demands. For example,
cancer patients face job discrimination, fears of death, and in-
terpersonal difficulties as well as stressors pertaining directly to
health care and disease management (Meyerowitz et al., 1983).
Although diabetes mellitus patients must adhere to a wide range
of self-care regimens (involving diet, physical activity, monitor-
ing of blood and urine, and insulin administration) as well as
deal with associated interpersonal and self-esteem problems,
coping studies have been “‘global” and have not considered
“specific threats and demands of living with diabetes,” and thus
“little is known about the nature of problems as perceived by
the patient [or] the process of coping [with these problems]”
(Turk & Speers, 1983, p. 210).

Miller, Leinbach, and Brody (in this issue) draw attention to
the need for a more situational focus in their study of the rela-
tion between coping styles and adjustment in hypertensive pa-
tients. Among their conclusions is that one contributor to both
the onset and exacerbation of the disorder may be the fact that
hypertensive individuals tend to monitor and scan for threat-
relevant cues, even when the situation is uncontrollable. In ad-
dition, though hypertensive patients were generally found to
play an active role in their own care, other data (Miller, 1988)
indicate that high-monitoring hypertensive patients play a more
passive role in their own care than do high-monitoring normo-
tensive patients and do a poor job of helping set their own treat-
ment agenda. Thus, high-monitoring hypertensive patients
sometimes use problem-focused strategies when they are not
functional (i.e., they scan for cues and attempt to exert instru-
mental control in largely uncontrollable situations or with re-
spect to stimuli that are not relevant to their condition) and do
not use such strategies when they could be effective (i.e., partici-
pating in decisions pertaining to their own treatment). This sug-
gests that the stressors to which high-monitoring hypertensive
patients are erroneously responding need to be carefully identi-
fied and that these patients need to be taught to apply “blunt-
ing” and “monitoring” strategies selectively in those situations
in which they will be most useful.

Research assessing coping processes in chronic disease pa-
tients needs to focus on identification of critical stress situations
confronting patients along with analysis of the mix of coping
demands posed by these situations. This is a logical first step
prior to implementing and evaluating stress management inter-
ventions designed to teach the coping skills necessary to deal
effectively with these stressors.

Effectiveness of Interventions

In the two to three decades following the influential investiga-
tions of Janis (1958) and Egbert, Battit, Welch, and Bartlett
(1964), a substantial number of studies have been published in
the psychological, nursing, and medical literatures evaluating
the effects of procedures designed to help patients cope with
stress associated with invasive medical or surgical procedures.
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There have been several major reviews of this research literature
or selected aspects of it (Anderson & Masur, 1983; Auerbach,
1979; Auerbach & Kilmann, 1977; Bradley & Kay, 1985; Gil,
1984; Kendall & Watson, 1981; MacDonald & Kuiper, 1983,
Rogers & Reich, 1986; Schultheis, Peterson, & Selby, 1987; Suls
& Wan, in this issue), and there is general agreement that several
types of intervention techniques (notably informational, mod-
eling, and cognitive-behavioral) have utility in promoting adap-
tation/recovery and/or minimizing negative outcomes. How-
ever, this conclusion is generally tempered by the admonition
that these findings must be interpreted cautiously because of
inadequate or insufficient use of control groups and/or con-
founding of treatment components in many studies, which pro-
hibited isolation of essential components responsible for treat-
ment effects. Two factors critical to the effectiveness question
shall be considered: (a) the role of control groups in this setting
and (b) the design of comparative studies.

Two types of control groups are used in situations in which
interventions are delivered personally (rather than by mechani-
cal means). “Routine hospital conditions” controls equate sub-
jects for exposure to standard preparatory procedures as well
as extraneous coping-relevant inputs from fellow patients, rela-
tives, and so forth. Such control groups are of practical utility
in that they provide baseline outcome data that enable evalua-
tion of the extent to which interventions produce effects supe-
rior to what might be expected from normal hospital care.
However, they are not meaningful theoretically. Attention-pla-
cebo controls ideally serve the function of ensuring that out-
come differences result from the specific treatment components
being manipulated rather than from nonspecific effects of the
interpersonal encounter that provides the setting for the inter-
vention. Patients in such groups should engage in what is in-
tended as a “neutral” interaction that is “therapeutically inert
from the standpoint of the theory of the therapy being studied”
(Rosenthal & Frank, 1956, p. 229).

The viability of placebo control groups in psychotherapy re-
search has been questioned by many writers (e.g., Parloff,
1986). Their utility as controls for nonspecific effects in stress
management research in the health care setting is also doubtful.
In order to create credibility and command attention in anxious
patients comparable to that of face valid treatment conditions,
the intervener must establish a fair degree of rapport with the
patient. Thus, rather than being theoretically inert, such en-
counters are likely to stimulate emotion-focused coping pro-
cesses—a theoretically important ingredient of coping. Empiri-
cally, attention alone has been shown to be equally effective as
specific treatments in improving the recovery of heart surgery
patients (R. H. Lucas, cited in Kendall & Watson, 1981), inter-
personal perceptions of the intervener and primary health care
provider have been shown to be significantly related to adjust-
ment in oral surgery patients (Auerbach, Martelli, & Mercuri,
1983; Auerbach, Meredith, Alexander, Mercuri, & Brophy,
1984), and social support has been found to be a powerful stress
buffer in a wide range of situations (Cohen & Wills, 1985).
Thus, as in psychotherapy research, rather than using placebo
controls, it is more informative to conduct comparative studies
using treatments that are operationally and theoretically dis-
tinctive (Parloff, 1986) and are theoretically linked to the prob-
lem being treated.

In contrast to psychotherapy research, in stress management
research the theoretical relevance of an intervention is closely
tied to the nature of the particular stressor around which the
intervention is oriented. As noted above, it is likely that pro-
blem-focused coping and interventions geared at stimulating
such coping processes will be most effective with stressors per-
ceived as possibly being ameliorated by action. In contrast,
emotion-focused coping modes and congruent interventions
are apt to be useful in stressful situations that largely have to
be accepted (Lazarus & Folkman, 1984). Data from laboratory
studies demonstrating the effectiveness of emotion-focused cop-
ing in low-control situations (Folkins, 1970; Monat, Averill, &
Lazarus, 1972), from studies with blood donors showing the rel-
ative ineffectiveness of problem-focused coping in such situa-
tions (Kaloupek & Stoupakis, 1985; Kaloupek, White, & Wong,
1984), and from recent intervention studies provide tentative
support for this hypothesis.

In an intervention study, Martelli, Auerbach, Alexander, and
Mercuri (1987) found that among patients undergoing oral sur-
gery with local anesthetic, those who had received a mixed-fo-
cus intervention designed to induce both emotion- and prob-
lem-focused coping showed better overall response to surgery
than those who had received either a problem- or an emotion-
focused intervention. The results of this study may be con-
trasted with those of a study involving abdominal surgery pa-
tients who underwent general anesthesia and remained in the
hospital an average of 6 days after surgery (Wilson, 1981). In
this study, a relaxation preparation was superior to two infor-
mation conditions and to a mixed condition on a variety of out-
come measures, Though these studies may be compared only
tentatively, it may be conjectured that the mixed-focus inter-
vention worked best in the Martelli et al. study because it pro-
vided patients with the mix of coping devices that was most
congruent with the demands of the stressor (which produced
some unavoidable emotional distress but did not involve loss of
consciousness or hospitalization). Patients in the Wilson study,
in contrast, were exposed to a stressor that involved the need to
accept an uncomfortable, relatively low-control situation (hos-
pitalization) for a prolonged period. It may be inferred that the
relaxation condition was superior in this study because it pro-
moted the type of coping processes (avoidant emotion focused)
that most closely addressed the primary coping tasks associated
with the specific situation.

In sum, there is a need for studies that evaluate the efficacy
of interventions selected on the basis of their likely impact on
the coping skills and processes necessary to deal with stressors
confronted by patients. Such research would need to undertake
independent assessment of the effects of specific interventions
on the techniques patients actually use to cope with stressors,
as well as of the degree to which given stressors allow for control-
lability or are perceived of as such by patients. The greatest po-
tential difficulty in executing the latter task relates to the fact
that many stressors that on a superficial level appear uniform,
in fact subsume multiple and often heterogeneous coping tasks.
For example, Johnson et al’s study (in this issue) undertook
the challenging task of developing an intervention o ease the
negative effects of undergoing radiation treatment for cancer,
which involves a sequence of stressors that unfold over time,
including active involvement in discussion of treatment options
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at planning sessions, the treatments themselves (during which
the patient may not move and no one else may be present), and
painful and highly disruptive side effects. Leventhal et al’s
study (in this issue) represents an unusual attempt to under-
stand the effects of interventions (monitoring vs. no monitoring
instructions) based on their differential applicability to compo-
nents of the stressor (childbirth) that pose different coping de-
mands. Their finding that monitoring {(in contrast to not moni-
toring) had a strong positive effect during the period when sub-
jects could most clearly actively cope (“‘active pushing”)
provides some support for the notion that interventions likely
to stimulate problem-focused processes are particularly useful
in situations in which there are opportunities for control.

The Role of Individual Differences

The question of the role of individual differences subsumes
two broad research areas: (a) Can we identify characteristics of
persons who in the absence of psychological intervention will
experience negative outcomes when confronted with medical/
surgical stressors? And (b) are there characteristics that identify
persons who are more likely to respond favorably to particular
types of interventions?

Stimulated by Janis’s (1958) landmark investigation, a num-
ber of studies have evaluated the utility of preoperative anxiety
level as a predictor of speed of recovery or ease of adjustment
in surgical patients. Available data suggest that elevated levels
of presurgical anxiety are fairly consistently related to more dis-
tress and slower recovery: Low-anxiety patients tend to do well
postoperatively (Johnston, 1986; Mathews & Ridgeway, 1981).
Thus current findings, on balance, do not confirm Janis’s hy-
pothesis of a curvilinear relation between the two variables. The
best predictor of presurgical state anxiety level is trait anxiety
(Auerbach, 1973). Women tend to respond to the threat of sur-
gery with higher anxiety levels (Auerbach & Kendall, 1978;
Johnston, 1986; Volicer & Burns, 1977), but perceived stress in
both adults and children tends to be unrelated to diagnosis or
severity of illness or surgery as determined by the medical staff
(Auerbach, 1973; Bush, Melamed, Sheras, & Greenbaum,
1986; Janis, 1958; Volicer, Isenburg, & Burns, 1977).

A fair number of studies over the past decade have investi-
gated possible interactions between coping-style-related indivi-
dual-difference measures and patient response to prestress in-
terventions varying in level of prestress information provision
or stimulus exposure (Auerbach, Kendall, Cuttler, & Levitt,
1976; Auerbach et al., 1983; Goldstein, 1973; Martelli et al.,
1987; Miller & Mangan, 1983; Shipley, Butt, & Horwitz, 1979;
Shipley, Butt, Horwitz, & Farbry, 1978). Though the cumula-
tive findings of this literature are complex and not entirely inter-
nally consistent, there is overall support for the conclusion that
persons who are generally information seekers (copers, sensitiz-
ers, monitors, and internals) respond more positively to high
levels of prestress information or stimulus exposure than those
who tend to distract themselves from or avoid stress-relevant
information (avoiders, repressors, blunters, and externals). This
finding has been obtained most consistently when person
differences have been based on a situation-specific measure
(Krantz, Baum, & Wideman’s, 1980, Health Opinion Survey)
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of desire for information about one’s own medical treatment
(Auerbach et al., 1983; Martelli et al., 1987).

In general, however, this line of research also has not ad-
dressed the question of how intervention-individual difference
relations might be affected by the nature of the stressors. The
stressors investigated in the above studies involved surgeries or
medical examinations that likely involved some mix of emo-
tion- and problem-focused coping demands; that is, high stress
levels were elicited, but it may be inferred that patients ap-
praised the situations as having at least some limited potential
for instrumental control. In contrast, in a recent study in which
extremely high stress levels were elicited in a situation in which
subjects had very few options for instrumental control (simu-
lated hostage captivity), emotion-focused preparation had uni-
formly positive effects on adjustment whereas individual
differences in locus of control orientation played a relatively mi-
nor role in determining differential responsiveness to problem-
versus emotion-focused treatments (Strentz & Auerbach,
1988).

Thus, whereas individual dispositional differences are sig-
nificant determinants of response differences in situations that
pose a mix of coping demands, they probably play a less impor-
tant role when the demands are unambiguous and imposing.
This hypothesis needs to be investigated further in health care
settings. For example, it may be conjectured that extensive in-
formation or other interventions that likely induce primarily
problem-focused coping processes would be of relatively little
utility as a preparatory intervention for cancer patients about
to have disfiguring surgery for a facial tumor, regardless of lo-
cus-of-control orientation or coping style. On the other hand,
extremely internal patients, even in largely hopeless situations,
may not respond well to interventions promoting only emotion-
focused strategies. For this group, adjustment may be enhanced
by including unusual strategies designed to induce a sense of
control. These might include providing opportunity for in-
volvement in one’s own treatment in ways that are relevant but
not crucial to medical status (see Cromwell, Butterfield, Bray-
field, & Curry, 1977; Penberthy, 1982) or simply giving patients
the opportunity to make choices about relatively mundane mat-
ters (comparable to the strategies used with nursing home pa-
tients to give them a sense of control in a largely uncontrollable
environment; e.g., Langer & Rodin, 1976).

In summary, high trait anxiety appears to be a useful charac-
teristic for identifying persons who are likely to experience
poorer surgical outcome (from an adjustment/recovery stand-
point) and thus should be targeted for psychological interven-
tion (though it may be argued that depending on the nature of
the treatment, it may be cost-effective to provide some form of
intervention for everyone). However, considerable data have yet
to be collected on whether, for whom, and for which stressors
intervention will necessarily improve on unaided patient cop-
ing. Longitudinal studies assessing the coping processes engaged
in by untreated patients, along with outcome data, would be
useful in this regard (Kaloupek, 1987). Such research, by pro-
viding information on patient coping strategies over the course
of exposure to a stressor, would facilitate studies of the utility
of using different interventions with different patient types in
situations that differ in their relative “pull” for emotion-focused
versus problem-focused coping.
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Timing of Interventions

An important determinant of the most effective coping mode
and thus of the appropriate intervention to use in a given situa-
tion is the temporal relation between the individual and the
stressor (Auerbach, 1986, in press). In some situations in which
arousal is high and potential for control through direct action is
low (e.g., being informed that your child is dying of leukemia),
emotion-focused coping modes such as denial may be effective
early but, as the coping demands of the situation change over
time, may be counterproductive (Hofer, Wolff, Friedman, &
Mason, 1972; Wolff, Friedman, Hofer, & Mason, 1964). In other
situations, the relation between the most effective coping modes
and temporal stage of the stressor is reversed. For example, in
adult heart attack patients, it has been observed that after a
heart attack denial and avoidance were relatively effective cop-
ing styles but were counterproductive during a heart attack be-
cause this situation demanded active problem-focused coping
in the form of seeking medical help (Lazarus & Folkman,
1984).

Even within a temporal stage, coping demands change over
brief periods of time. For example, Faust and Melamed (1984)
found that children admitted to the hospital and prepared the
night prior to elective surgery responded best after viewing a
hospital-relevant presentation. On the other hand, children ad-
mitted on the day of surgery, who were likely too emotionally
aroused to use the information for effective problem-focused
coping, responded better to a distracting, low-information pre-
sentation.

Though clearly significant factors, with the exception of the
Faust and Melamed (1984) study and a few others (e.g., Wolfer
& Visintainer, 1975), time and timing of intervention in rela-
tion to the onset of the stressor have received little attention
from researchers. In the majority of studies interventions are
delivered during the prestress period just prior to confrontation
with the stressor. Few studies have evaluated the effects of inter-
ventions delivered after exposure to the stressor. This is due to
(a) the fact that research has focused on predictable procedures
that may be anticipated and therefore prepared for, (b) a “pre-
vention” philosophy that emphasizes that intervention take
place as early as possible, and (c) the assumption that compared
with the preexposure period the postexposure period is mini-
mally stressful. This latter assumption may be valid when the
stressor is an invasive examination (e.g., endoscopy or barium
enema colonoscopy) or even routine major surgery where, fol-
lowing any decisions pertaining to patient’s health status, this is
likely a relatively low-threat period. However, for some planned
procedures (e.g., orthognathic surgery or surgery producing
disfigurement) there is an extended postoperative period requir-
ing readjustment, and for emergency procedures with virtually
no anticipatory period (e.g., surgery to remediate traumatic in-
juries) the postsurgical period can be highly stressful.

The need for increased attention to the postexposure periods
is particularly notable in light of a growing body of findings
suggesting that exposure to a range of circumscribed, time-lim-
ited stressors such as sexual assault, temporary physical disabil-
ity, and natural disaster may produce both short- and long-term
maladaptive psychological functioning and behavioral prob-
lems (Auerbach, 1986; Silver & Wortman, 1980). Posttraumatic

stages of response, characterized by different forms of emo-
tional expression and culminating in a final stage of adaptation
or recovery, have been hypothesized for stressors such as these
as well as those involving irrevocable loss (e.g., spinal cord in-
jury resulting in permanent disability, amputation, or loss of a
loved one as a result of disease), but the evidence for predictable
patterns that constitute a “normal”’ response consists largely of
subjective clinical observations not supported and sometimes
contradicted by the limited empirical data available (Silver &
Wortman, 1980; Wortman & Silver, in this issue). There is thus
a need for systematic longitudinal research to identify any con-
sistencies in patterns of emotional expression and use of adap-
tive coping strategies over time in patients experiencing trau-
matic injuries or loss or those exposed to medical or surgical
procedures with stressful sequelae. Intervention studies could
then evaluate the efficacy of stress management treatments de-
signed to promote coping strategies appropriate to the coping
needs of patients at different points in time.

Evaluating Treatment Impact

Treatment impact may be evaluated on two broad levels: (a)
via intermediate “process” measures and (b) on the basis of
end-point indicants of “‘outcome.”

Process Measures

Process measures include indicants that are useful as validity
checksof the independent variable, as well as those that evaluate
intermediate outcomes consequent to specific interventions.
The first group includes measures of the intervention’s credibil-
ity to the patient (Anderson, 1987) and of whether interventions
had their intended short-term effects (e.g., Did information re-
sult in an increase in knowledge? Did patients trained in skills
actually use them? Klingman, Melamed, Cuthbert, & Hermecz,
1984; Did cognitive-behavioral intervention produce more
positive self-statements? Kendall et al., 1979). Examples of the
second group include measures of the immediate impact of in-
terventions on state anxiety level and of whether the interven-
tions influenced how patients perceived the intervener and the
physician from an interpersonal standpoint (Auerbach et al.,
1983). These measures provide not only data on the immediate
impact of interventions, but also data (e.g., immediate prestress
anxiety level) that may then be used as a patient individual-
difference variable to evaluate in conjunction with an end-point
outcome measure (e.g., relation between preoperative fear level
and postoperative adjustment). Another important process
measure, which is just beginning to be used with health care
stressors, evaluates strategies patients actually used while cop-
ing with the stressor (e.g., Folkman & Lazarus’s, 1980, Ways of
Coping Checklist). Such measures may be used to track fluctu-
ations in coping processes used by unprepared patients over the
course of stressor exposure as a precursor to designing interven-
tions (Wong & Kaloupek, 1986) or as an independent measure
of the mix of problem- and emotion-focused strategies engaged
in by subjects under stress after having been exposed to different
intervention strategies (Strentz & Auerbach, 1988).
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Outcome Measures

A wide range of outcome measures have been used. Some
are idiosyncratic to a particular stressor and are not suitable
elsewhere (e.g., time to insert the endoscope and gagging during
an endoscopic examination; Shipley et al., 1979). Others are
more broadly applicable to generic groups, such as recovering
surgical patients (e.g., self-report and/or observational ratings
of physical status, speed of recovery, anxiety, pain, compliance,
and emotional adjustment during the postoperative period).
However, variability is great even within a particular class of
stressors, and multiple outcome measures are obtained in most
studies. Studies using multiple subjective and objective out-
come measures are potentially most informative, but a ten-
dency to selectively interpret findings by some researchers has
hindered objective assessment of treatment effects (Peterson,
1984). As Peterson noted, one solution to this problem is a pri-
ori selection of particular operationally defined outcomes as
logical prime targets based on the nature of the stressful proce-
dure. Thus, as with intervention procedures, outcome criteria
should be logically and theoretically related to the primary cop-
ing tasks posed by the stressor.

Summary and Conclusions

From a conceptual standpoint, the effectiveness of stress
management interventions is determined by the extent to which
they teach those coping skills and strategies that address the pri-
mary demands on coping resources posed by the stressor com-
plex confronting the individual. Intervention studies are needed
in the health care setting that examine the interaction among
specific interventions, individual differences in coping style, and
the relative pull for emotion- versus problem-focused coping
that characterizes the stressor in question. Further, though it is
clear that persons who are high in trait anxiety tend to adjust
poorly to surgical and medical stress, the issue of whether, for
whom, and for which stressors interventions will necessarily
improve on unaided coping needs to be addressed. Similarly,
intervention studies need to evaluate stress management treat-
ments and their component coping strategies as they relate to
distinct coping needs of patients at different time periods over
the course of the stress reaction. In particular there needs to
be more emphasis on both assessment and intervention studies
implemented during the postimpact period. Finally, assessment
of treatment effects requires careful selection of outcome mea-
sures appropriate to the nature of the stressor and the stressful
procedure involved.

Implementation of the intervention research strategies out-
lined above requires, in addition to outcome data, measures of
(a) dispositional coping style, (b) the impact of interventions on
coping processes, and (c) the nature of the coping demands
posed by stressors. As noted above, a number of dispositional
coping measures have been shown to be effective in predicting
differential response to treatments, though measures specific to
the health care setting are apt to be most useful. Aithough some
controversy exists over the best way to measure active coping,
especially in children (Peterson, in this issue), Folkman and
Lazarus’s (1980) Ways of Coping Checklist is the most widely
used measure with adults, and in at least one study (Strentz
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& Auerbach, 1988) it has been shown to accurately reflect the
differential use of emotion- versus problem-focused processes
under stress by persons given preparatory interventions de-
signed to induce such processes (deep breathing, thought stop-
ping, relaxation, and directed fantasy vs. techniques to actively
deal with or modify the stressor, respectively).

Regarding classification of stressors, many different taxono-
mies have been proposed, but little work has been done on di-
mensioning stressors in terms of continua that are directly rele-
vant to how people cope with them. Such a process would in-
volve first identifying from among the constellation of
situations encompassing given stressors those that are perceived
by patients as most stressful (reaction approach; Magnusson &
Ekehammer, 1975). For example, in the transitory stressor area,
Volicer and Bohannon (1975) developed a list, based on patient
perceptions, of 49 events associated with hospitalization ranked
according to their stressfulness. In the chronic disease area,
Heinrich, Schag, and Ganz (1984) assessed patient perceptions
of the specific problem situations and stressors associated with
cancer. A second step would involve classifying specific stressors
in terms of their coping demands (i.e., the degree to which im-
portant coping outcomes may be influenced by direct action by
the patient). This could be done via rational analysis (e.g., Fel-
ton & Revenson, 1984; Leventhal et al., in this issue) or by ob-
taining data on subjective patient appraisals (perception ap-
proach; Magnusson & Ekehammer, 1975—see Edinger & Auer-
bach, 1978, for an application of this approach in a
rehabilitative setting). The latter approach would likely be more
useful because patients are not always aware of actual situa-
tional demands and opportunities for exercising control (Gil,
1984) and because perception of control may be as important
in influencing patient adjustment as actual emission of behav-
iors that affect health status (see Cromwell et al., 1977).

When patient perceptions of and/or desire for instrumental
control differ from their actual opportunities for exerting con-
trol over important outcomes, two areas would seem to particu-
larly merit further investigation: (a) evaluating the effects of cre-
ating a sense of control by having the patient participate in his
or her own treatment in ways that appear important but are
actually only marginally relevant to health status (see Cromwell
et al., 1977; Penberthy, 1982), and (b) evaluating the effects of
attempting to bring patients’ beliefs about control in line with
what is likely to be their actual opportunities for exerting con-
trol in different aspects of the situation, prior to teaching appro-
priate coping strategies.

In conclusion, it is recognized that stressors are not static,
time-bound entities; that coping is inherently a dynamic, se-
quential process; and that emotion- and problem-focused cop-
ing modes may thus sometimes overlap and become indistin-
guishable as people deal with complex situations. Thus differ-
entiating among discrete techniques persons use to deal
successfully with particular components of stressors at particu-
lar moments in time and teaching patients exactly when to use
particular coping strategies indeed pose challenging tasks. It is
my conviction, however, that given the current state of knowl-
edge in the field, the analytic approach proposed herein will
contribute to our understanding of the coping process and lead
to useful intervention applications in the health care setting.
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