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ABSTRACT

<

AN ANALYSIS OF THE RELATIONSHIP BETWEEN COPING STRATEGIES

USED AND THE INCIDENCE OF RELAPSE IN MYALGIC -

ENCEPHALOMYELITIS

BICCARD, Anne-Masie, B.A (Hons) University of the Witwatersrand, 1993,

This dissertation studies the relationship between the use of cértain coping étrategies and
the relapse of illness. Eighty subjects with “yalgic Encephalomyelitis (M.B.) were fol-
lowed over a nine month period, initially completing a biographicel questionnaire which
showed some interesting common features, but these characteristics may be attributed
to the narrow population from which the sample wag drawn. The subjects then com-
pleted a batfery of tests every cight weeks, These tests monitored appraisa) of stressors,
ways of coping and general health over the eight weeks since the previous test, Results
were analysed using a Pearson’s product moment correlation and a principal compo-
nents factor analysis with g varimax rotation, The subjects were expected to show
& positive correlation between certain coping techniques (such as denial, avoidance, and
self- blarne) and the relapse of M.F., whils a zero or negative correlation between other
coping techniques {such as seeking social support and problem solving when the stressor
is vontrollable) and relapse, Neither of these hypotheses was supported by the data
pathered, However, the subjects showed a remarkable consistency in the types of coping
used, rather that adapting the mode of coping to the type of stressor experienced.

Tt was concluded that the subjects vsed abnormal coping technigues and that these
techniques were snmehow related to their illness. However, the exact causal reiationship
between the coping techniques and the illness could not be assessed. It is possible that
the subjects’ poor coping mechanisms contributed to the development and exacerbation
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of tho illness but it is also possible that the iliness imited the repertoire of coping tecke

niques available to the patient.
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PREFACE

Currently, medicine and p;?'ychology oécupy sgparate camps in the invostigation of ill-
ness, Most research, is physiological or psychological, with a few holigtic thinkers at+
tempting to amalgamate the two. This thesis approaches the subject from an integrated
perspective, proposing that state of mind and ways ¢f dealing with tha.world ar vital
components of the disease process. Looking specifically at coping techniques, the study
attempts to access the relationship between the individual’s appraisal of the stressor, the
ways of dealing with it and the impact of these factors on the individual’s health, In
addition, discases like Myalgic Encephalomyelitis need to be investigated and the dis-

miissive attitude towards psychosomatic dlnems must be redeessed, o
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Throughout the text, the feminine form is used. This does not imply any prejudice on -
the past of the writer; for the sale of convenience,. Jne form had to be selected and the
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Howaver, aity remarks can be considered equally applicabile to the masculine gender
unileas otherwise specified.



“1 tust go buck where all the ladders stact;
"To the foul rag and bone shop of the heart”

-W.B. Ye_ats
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_ INTRODUCTION
This study focuses on the relationship between stress, coping and llness. It iy postulated
that a psychophysiological patiern is set up when the individual is exposed to distreséing
circumstances, An attempt is made to gain some insight into the relationsnip between

the individual’s perception of the event as negative, the atterapts to ameliorate the event
through coping and the individual’s resulting state of health, Insight into this relation-
ship would lead to a better urderstanding of the many diseases which are currently be-
lieved to be stress-selated. It would also cast some light onto the complox relationship
between the mind and the body.

Recent research finds a myriad of psychologicat, social and environmental factors in-
volved in the siress response. These factors either enbance or retard the progress of the
physiological response and may nnugﬁte: against, or exarerbate, the advent of disease.
The brain cun be seen as a nexus of pathways that receive, evaluate, process, store and
act on physicaliocerencos in the environment as well as aspeots within the individuel
Biological tesearch has put forward many. postulates on how the individual adapts and
reacts to these stimuli, but behavioural scientists and physiologists have yet to settle on
a design incorporating all the factors which infiuence the individual in the environment.
Nevertholess, it can be postulated that this design is structured in order to enable us to
manipulate all the variables that impinge on us in the present, as well as all the axj;eﬁ-
ences which come with us from the past, and still maintain the homeostasis that Cannon
observed in 1939, It is when we can no longer maintain the balance that the classic
symptoms of stress become apparent. It is not a leap of faith, therefore, to expect to find
the mind and body working togoether as a unit in the maintenance of health,

This study explores the relationship between the individual’s perceptions and her state
of health, moving away from the linear notion of “one germ, one disease, one cure” and
trying to sce hiealth and diseass in mor} holistic terms, The study investigates u geowp
of eighty women, between the ages of sixteen and sixty, with Myalgic Encephalor velitis
{M.E.). Their perceptions of siress, ways of coping and general health were nionitor‘ed
over a pine month period. Some insight into sivessful life events was also soughi, but
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the emphasis did not fall on stressful life events before the onset of the illness. Literature ‘:
warns against retrospectively testing premorbid events, referring {0 it as “effort after

meaning” (Fisher and Reason, 1988). Subjecis tend to over-mport the impact of life
events atid post-morbid depression may bias recall in favour of unhappy events.
Commencing with the literature review, the theoretical framowcek sdopted as tho
foundation for this study is ouﬂhmd, Mention wiil be made of alterhative approaches
but the fundamental theoretical approach sees the individual’s cognitive perceptions of
the stressor as the central issue. Following the teview of literature on the stress responée
itself, 2 summary of recent yesearch into the connection between stress and illness will
be presented and certain theories of coping 'will be outlined as possible methods of
intervention between stress and illness, -

_ )__ |
There are thice reasons for choosing t& :@dy M.E. as opposed 10 any other illness,
Firstly, the cyolical nature of M.E., witl an unprediotable patterst of recovery and ro-
lapse, makes it easier to monitor ihe effects of certuin coping behaviours on the
progression of the disease once the diagnosi;as a8 been made, Seooudly',' the atgument
concerning the psychosomatic nature of the illners! is a fascinating-one and lends itseii‘
to the investigation of the rmind-body coutiection, Lastly, this iliness has corne to the
fore at the same time a.\¥+ '§ and has thercfore suffered a lack of attention, funds and
research; probably becauss it is not known to be terminal, It is, however, quiet debili-
tating, and effects people in their most economically productive years. It is estimated
by the Nightingale Research foundation that there are at least 300 000 people who are
unemploysd as a result of MLE. it the United States, This fipure cannot be ignored and
any insight into the cause and progression of the disease, for example the use of
maladaptive coping mechanisms, will help thousands of sufferers and contribute to re-
search on MLE. as well ag reseatch into the relationshin between stress aud disease.

A problem wi. " the selection of M.E. ag the illness to ba studied iz that it has become
a slot into which many dostors put ‘problem patients’; especially those with illnesses
that do not respond to treatment, The result of this is that there are numerous indi-
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viduals who have been dmguosed with M.E. w,hp« tic: not actually have the syndrome
as it is defined by leading authontws Including thieo individuals in the sample would -

treate a bias, 8o there has heen an atiempt to séreett them out by only using subjecis .

acoessed through doctors, s0 that physiological diagnostic tests will have been done,
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MYALGIC ENCEPHALOMYELITIS -

¥

Introduction _

A controversy rages around the topic of encephalomyelitis ~ whether it is a virus, a
psychiatdc disease or some sort of psychotomatic ailiment resulting from our
Westernised way of life. Researchers cannot even concut on a name for it - it has been
called Chronic Patigue Syndrome, Yoelandic disense, Tapanui ‘flu, Yuppie v, Epidemic
nevromyesthenia, Royal Free disease and Post Viral Patigue Systern. The currently
accepted fiame is Myalgic Encephalomyeliiis - a name which deseribes the syndeome in
itself, with ‘myaigic’ denoting the muscle pain, ‘encephalo’ meaning ‘affecting the brain’
and myelitis meaning ‘affecting the nervey’, Jt seems that M.E. does not have a cardinal
symptom which sets it aside diagrostically from other illnesses. Perhaps this is why it
has been misdiagnosed repeatedly over the last forty years. The most consistently re-
ported symptom.is petsistent fitigus and muscle pain, but this is not solely an indicator
of MLE. and is reported by people suffering from a multitude of other viral complaints,
CItis possiblé that M.E. will not be tecognised as a bona £d. iliness until such a feature
is isolated and can be used to classify the discase, Another obstacle preventing the re-
cogpition of the disesse is that two thirds of the sufferers are female. Unfortunately, this
has lead to a trivialisation of the illusss with intimations of hysteria and psychosomatic

syndromes in some citcles.

Brief History and Current Research
The first recorded outbreak of M.E, was in Los Angeles in 1934, 198 staff members

became ill at the L.A, County General Hospital and six moziths after the epidemic peak
50 of the staff were still unable to work (Macintyre, 1988). Interestingly, this epidemic
followed 2 massive polio outbreak with 1 301 cases in the L.A. County General ﬁca;pital
alone. The fuct that the staff, rather then the patients, were at & much higher sk is
something which is repeated in many of the other 52 recorded outbreaks worldwide,
most notebly in the Royal Free Hospital outbreal of 1955, This supports the hypoth-
esis that vulnerability to ML.E. may be effected by ihe siresses present in the individual’s

life at the time of exposuse to the virus, Iaterestingly, medical research hag founid many



similaritios between the onset and progression of M., and Poliomyelitis - one similarity
that I have not seen documented is that Polio also followed a more severe course if the
sufferer exercised or was gmasec_l during the ten day incubation petiod.

In 1970 Dx Méﬁvedy'and Dr Beard, psychiatrists at Middlesex hospital, London, pub-
lished two papers in the British Medical Journal claiming that M.E, was a product of
. “mass hysteria® and was “all in the mind” { Maclntyrs, i9§8). Although many impnr-
tant issues have been taised disputingthis ciaim, the suggestion was accepted by many
people perhaps for reasone.of conveniense -it iy less expensive and less threatening to
believe that MLB, is “all in the mind” than to consider it a “bova fide disease”.

In terms of the clinical picture of MLE., it usually follows a viral infection of some kind
~ but, rather than recovering, patients continue to suffer from a variety of appatestly ua-
, :,mléted symptoms. Exhaustion is the most commonly repbrted symptom. - paticnts are
unable to tecover from any form of exertion - and severe muscle pain after any exercise
is usually reported. Gastro-intestinal and respir-tory problems are frequently mypurted,
a3 are sensory disturbances such as paraesthesia, tinnitus and defective visual accom-
modation. Mental functioning is almost always effscted, with marked impairment in
short-term memory, motor function and concentration, The severity of disability vaties
considerably, but sufferers may be unzble to continue to work or function at a level
which they find acceptable, This disability is & confounding variable in terms of psy-
chological research because it is very difficult 1o determine whether the depression and
anxiety which is prevalent amongst sufferers is a secondary function of the disease or
was a pre-imorbid factor which may have conttibuted to the onset of M.E,

An investigution into the current research on MLE, revealed numerous theories but very
little conclugive avidence, A full sumty a4y of the research is boyond the scope of this
chapter, but a widely accepted study by Prof. James Mowbzay at St. Mary’s Medical
School, London, it was found that 51% of M.E. sufferers were positive for the VP1
polypeptide (an enterovirus), Of those MLE. suffaters who were negative on the YP1
test, just over half (Le, about 20% of the original population) were positive for an
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Epstein Barr viras and the reraining 25% had no detectable virus in their bloodstoearn,
The Nightingale Ressarck Foundation suggests that the illness may be caused by a
fragment of a virus, too small to cause a priper immune respowse and thus never piving
the body the chance to really fight it. This may be reluted to the recerit discovery that

M.E. patients may have highes thah nosmuat levels of interferon in their bloodstreams.

Interforon is & 'lymphcikine - an member of the ’ﬁvhite blood cell army” and high lovels
are associated with a persisting infection. In fact, it is these lymphokines which cause
the discomfort of iliness, rather than the presence of the virus ftself in the cefls.
Interferon is particularly well-knowsn for cavsing depression, fatigus, muscle pains and
‘Bu-like symptotns - the cardinal features of MJE. Recent research has also found ab-
notimal neurological, metabolic and hacmatological processes in M.B. sufferess, The
hypothesis that the illness is caused by an infestions agent is supported by the fact that
1 in 4 M.E, sufferers have a colleague or refative with the virus (Macintyre, 1989). Of
couzss, this figure may be explained by geneticlsts as a genetic predisposition and by
environmentalists as supgesting that there is a stressor in the common environment
which is responsible. Investigations into jonising and eloctromagnetic radiation, the ef-
fects of pesticides and the chemiical pollution in our soil, aiv, water and food have been
done (Macintyre, 1989; Shepherd, 1989), but no convincing evidesice hag come to light.
Dieticians have suggested that M.E. may be caused by dietary deficiencies ~ levels of
amino acids, vitaming A, B and C, essential fatty acids and zive have all been miunitored,
but no conclusive findings l?ave been reported,

It is thought by many theorists that both acute and prilonged stress may play a pact in
the onset and prognosis of MLE. (Macintyre, 1989; SB._ xrd, 1989) but the exact re-
lationship is not clear. It may weaken the immunity system, cavse hormonal change
or cause changes on a cellulay level, thereby interfering with the metabolism of the cell.

In Response to Hysteria

The article writien by psychiatrists McEverdy and Beard (1970) has had ‘o marked iti-
flusnce on the perception of M.E. and o its validity as a physiological disease. ‘Their
postulation that M.E, is the result of a mass hysteria was, and still is, accepted by many
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medical professionals. For this reason, 1 feel that it is necessary to comment 6n the
psychological theory behind the “hysterical personality’, so that the possible validity of
these claims can be investigated,

The concept of the hysterical personality was inifially developed in the psychoanalytic
studies of hysterical neurosis. The origin of the word is with the root “hysteris” (utervis)
and was initially coined meaning wandesing uterus. An ideal typology of the hysterical

style was developed, althoogh very few indiyiduals will fulfil all the criteria, The main °

symptoms of hysterical neurosis included either conversion reactionsi or digsociative ep-~
isodes (Janet, 1909, in Horowitz, 1986) « both of these being related to the repression

of ideas and emotions which would be intolerable if they were to gain access 1o tho,

conscious mind, In classic analytic theory, the emotions centre around the love feclings
directed towards a symbolically incestuous object - thess feelings are not morally ac-
ceptable and feelings of guilt and fear are experienced. There is the costinuous threat
that the feelings, which are being repressed and denied, will gain access to the individ-
ual’s consciousness; this predisposes the individual towards developing conversion re-
actions, anxlety attacks and/or dissociative episodes. Horowitz {1986} Iﬂ;:ims out that,
because of a tendenty to act out oedipal fantasics, the hysterical character is more sus-
ceptible to stress response syndromes after seductions, loss of persons or positions which
provided direct or symbolic love, afier loss of disfipurement of body parts or attsibutes
which are thought to male the individual more attractive to others, and after guilt as-
sociated with a pessonal activity, In addition, any évent which elicits strong emotions,
such as erotic exciteraent, anger, guilt, anxiety or shame is more than usually stressful.
In terms of their cognitive style, hysterics are chatacterised by & lack of sharp focus of
attention and the tendency to arrive quickly at a global but superficial assumpticns
(Shapiro, in Horowitz, 1986). Traits include attontion-seeking behaviours in the inter
view setting, rapid changes in mood and emotion and inconsistency of apparent atti-
tudes, Interpersonal relationships may be dramatic and characterised by repetitive,
impulsive relationships, often following victim-agaressor or child-parent themes, The-
oretically, thers may be a link between these ﬁosh:lations and the reactions of M.E,
sufferers to stress, but claims that MLE. sufferers are actually bysterical personalities are

13



difficult to validate. No data on ths pro-morbid persona]ities of ths é_l.lﬂ‘qﬁjrs is available,
and.the idea that epidemios are sitply outbreaks of mass hysteria takes no cognizance
of the numerous endemic cases which occur throughout the western World. Although
each initiel interview at the omtset of the study is reasanably detailed, it cannot claim to

gain access to the individ%?.i's ‘psyche and therefore will not comment on the

paychodynamic world of the subject. Impresslons made during the interview will be
noted, but will not be included in the statistical analysis of the results. It is riot believed
that McBverdy and Beard's sesponse does justios to both the physical and mentel
coraponents of the dissase, but the nature of this study prevents it from being used as
a springboard to support or eritique their position.

Summary
The search i’dj hgle ‘canse’ for M.E. has not been cbncluéiva. perhaps because M.E.
may be a syndrome rather than one specific vmtﬂ; Twenty Yyears ago, no otganic basis
for Multiple Sclerosis could be found and victims were labelled as nevrotic or hysterical.
Current medical science recopnises it as a mal disease, although no single test bas been

devised to diagnose it. In the same vein, the diagnosis of MLB. relies to a large extent .

on the clinical presentation of the disease and the history of the patient,

Looking at the histories of the individual patients themselves, there appears to be a
comenon factor in that many of them were healthy, high-functioning adults before thay
contracted MJE, The name *Yuppie ‘Flu’ was coined by the media because M., is
prevalent amongst pedple in. responsible jobs - who funictionh under stress and oxtend
themnselves both physically and mentally. 1 would proposs that there are important
factors in thess people’s lifestyles which places them at a greater risk for contracting
M.E. These factors may be refated to the conditions which seem to precipitate a relapse
in a recovering M.E, patient, The foremost cause for relapse is physical exercise, fol-
lowed closely be emotional stress and major changes in environment (for example
moving, marriage, change of jobs). Other factors which place both physical and emo-
Hotial strain on the individual, such as surgery, dental treatment, sudden changes in cli-
mate and exposure 1o chemicals, all seem to be instrumental in cavsing a relapse, As

14



will be seen ﬁ'&xh the chapier on stress theory, it is believed that the individual’s per-
ceptions of these events are more important than the events themselves,

S
L

15




'MODELS OF STRESS

The dynamics of stress areso complen that they viriually cﬁcompass the dynamics of
tife. In fact, constant challenge and adaptation. in order to susvive is a characteristic
which is central to all living things, Befors an assesseent of coping strategies sad their
.. role in the stress process and the advent of disense js attempted, a comprehensive bio-
social-psychologioal must be accepted as an anchor for the m@ch. Asaesamenta made
will depend on which theoretical perspective is adopted, as will undersiarl,.u qu the
‘causal relationships between the stressor, the coping strategies and the stress pmcess a8

a whole,

The Siest problem in working with the concept of stess is a sermantic one, In the ltor-
ature, the term “stress’ has been very broadly used, covering a variety of concepts in
.many different contexts, ‘Stress’ can refer to an adaptive prcess, a cause for a rauge
of diseases, or a disorder in jtself. It can refer to independent, defmdmt or intervening
vatiables in the interaction loosely described as living, The qupns betmh\u the vari-
ous conceptual sets reparding the natore of health and dliness have not aerve{fa tor claify
the definition of stress. Physiologists and behavioural scientists find it du’,mult 1o apree
on a language in which to define sttess, let alofie all the underlying issues which tome
together in the formation of a definition. Certain occurrences (such as & promotion at
work) can be seen as either a challenge or & stress, depending on all the other things
which are happening, and which have happened in the past, for that individual.

Then there is the issue of defining whether a attpss has negative or positive conse-
queaces, The short-term conseguences may dlffer vastly from the long-term conses
quence of the same event, and the very act of classxfying consequences a3 positive or
nepative involves a subjective value judgement on the part of the researcher,

16
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The Transactional Model

At the outset of stress rcsegrcii. theotists attempied to undefstand and describe the stress

process from their own perspective, with little or no inter-disciplinary refermcea. This
proved to be limited, however, as the stress process is muitifaceted and the feedback
loops existing between the physiological, psychologival and social are too central to be

igmored. Much reseaxch defines stress as a response to certain external or internal -

stimuli, Uut this definition implies that the nature of the stimuli which will induce stress
is oonsi;_;.‘em. This is not the case - aside from certain physical conditions, such as ex-
trexne temperature changes or pain, there is no roliable way in which to predict whether
an environmental stimmlus will canse a physinlogical stress response, This problem ray
be largely a result of the subjectivity of the stress response apd will not be easily over-
come a8 subjectivity is a vital part of the human condition which we are attempting to
study, Due to problems such as these, tesponse-based and situational-based approaches
have been abandoned as unidimensional {McGrath, 1970); they underestimate the im-
portange of the inﬁﬁml’s perception of the stressor and the feedback loops which exist.

between perceptions and coping resources. For this reason, I propose to use Cox’s

(1978), Lazaros's (1966; 1967; Coyne & Lazarus 1980) and Chalmers’s (1981) (all cited.

in Chalmers, 1581.) models of the stress process, all of which are transactional. They
postulate that environmental demands, cognitive appraisals and emotional fesponses all
. interact reciprocally, 5o that stress s not perceived as a linear function or a simple
stimulus-demand interaction, Also, the transactions must be understood both withia
their context and ovet time so that the totality of the individual’s transactions with her

envirotiment are vnderstood,

Lazarus (1981) (cited in Chalmers, 1981) restricts his defistition of psychological stress
to demands that exceed resources as cognitively appraised by the individual, This re-
flests the move in stress research towards recognising the Importance of the individual’s
perception of the stressor and assits in explaining why different individuals react diffes-
ently to stresses which appear to the observer 1o be of the same magnitude, This defi-
nition leads to the conception of coping as a means of bridging the discrepuncy betweon
demand and capacity. If this is the case, efforts at stress reduction must be aitmed at

17
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reducing the actual stress in the environment orM&Mg the l:nd_ividual’s capacity to
deal with the stressor. But another possibility exists - that the individual alters her
perception of the significance of stressor, of the demand that it is making or of her own
capacity. If this possibilify did not exist. 1he relationship between strors experienced,
coping strategies used and outcome would be far more simple. However, it is the per-
ceptmﬂr_)f the stressor and the self within the environment that makes-the_fstmss re-
sponie 153 enigrna that #f currently is. If a simple diagram showing the reciprocal
relationship beiween potentiel activators, reactions, rr: equences and mediators is
drawn it can be sgen that the mediators and/or feedback loops are perhaps the most
important aspect as they have an effect on all the other variables in the relationship, It
should be noted that, although no agreement has been reached as 16 the nature of the
strass response iteelf, almogt all researchers in this area scem to accept a relational,
interactional or transactionsl view of stress and to describe siress as a process rather than
an outcome, There s algo att acknowledgenent of the multilevel, multitemporal nature
of stress (Appley, 1987).

Personality factors

As the physicist takes the nature of the material into account in caloulating the stress
and sirain experienced, so the psychologist must consider the personality of the indi-
vidual entering the stressful situation if an adequate understanding is to be reached, The
currént study does not allow for pre-morbid analysis of character and littis insight has
been gained into the personalities of MLE. suffeters, It may be important to note,
however, that a case hias beeii mnade for hereditary factors increasing the individual’s
vulnerability tc MJE. Traits like nevroticism and irait anxiety havé also been argued to
have an heredifary component (Eysenck, 1967; Gray, 1981) (in Fisher and Reason,
1988), and it is quite possible that personality characteristics and learned behaviours,
which are ‘inherited’ either through the early environment or through the individual's
genes, may be very itaportant in contributing to the individual’s perceptions of stress;
and this may, in tum, influence the developement of disease. Bysenck {In Pisher and
Reason, 1988) points out that neuroticism and trait anxiety are correlated with each
other to a factor of +0,70 - a high cofrelation - and thei both of thess features ate im.
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portant in determining how the individual will react to stress, The Ways of Coping
questionnaire used on this study does give some insight into cerlgin personalicy traits,
One such trait, which may be related to the development of iliness when. exposed to
.stress, is inhibition of thoughts, feelings and behaviouss. Fret_rxd {1915) (in Hasan, 1977)
suggested that inhibition required ah ongoing investment of energy and postulated that
this could result in psyshological problems such as neuroses. Pennecbaker (1988) takes
this theory further, looking at the physiological work required to. tuppress thoughts,
feelings and behaviours, He finds that short-term effects of inhibition. include physio-
logical changes (such as increase of skin conductance, heart rafe and blood pressure)

while Jong-term. inhibition is related to the onset 6f diseases such as infections and
gastrointestinal disonlers, Pennebaker’s research looks specifically at the inhibition of

confiding in others after a tranmatic svent, He suggests that confiding allows the indi-
vidual to cogoitively organise or integrato the event, thus reducing the physivlogical
eiergy wasted. Ho also holds that disclosure of the event allows the event to be “trans-
lated’ into language and thus distances the event from the the individual to a certain
extent. In the cument study, a correlation will be sought between the subjects’
inhibitory behaviour (such as coping through denial} end the general health reported,
It is also expected that subjects who have experiericed an embarrassing ot otherwise
unacceptable situation will inhibit their feclings more and he less likely to confide in a
sigiificant other, thus decreasing the ameliorative effect of social support on stress,

The Copnitive Process

X stress is a relationship between the person and her environment, cogpitive appraisal
is the vital link berween what happens outside and the way that it is represented in the
internal world of the individual. Folkman and Lazarus (1985) postulate two compo-
nents within the stage of cogmitive appraisal. In the first stage the mdiwdual pauges
whether the situation is irrelevant, benign-positive or stmsaﬁll ¥ the situation is irrel
evant it has no significance for the individual’s well-buing and if it is benign-positive,
only a good outcome is expected, In order for an appraisal 1o be stressful, there must
be some depres of threat, challenge or harm-loss (which refers to situations where the
loss has already been sustained - such as a friendship lost), Thus it is expected that a
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harpy 1988 primary appraisal will be positively correlated with negative outcome, In the
second stage, the individual looks at the coping resources open to her and asks “what
can 1 do”, Folkmen and Lazaros (1985) postulate that the pmnary and secondary ap-
praisal stages operate interdependently and coping may intervene at any stage. For ex-

ample, an appropriate coping strategy may transform an event from stressful to
benign-positive in the primary appraisal stage, thereby pre-empting the whole stress re-

sponse. The reverse is also true, and Folkman and Lazarus use emotions as diagnostic
tools with which to measure how the individual appraises herself and her interactions
with the environment. Primary and secondary appraisals should be situation specific;
the subject should be able 1o tell the difference between situations and react appropti-
way .

Reason (1988) postulates that severe stress can induce cogaitive failure. Although not

the fivst researcher to put this hypmnesm forward, his perspective i3 clear and mxmqng. -
Most of the research investigating the effect of ‘real Jife’ stress (i.c. not lab. tests) o1

togaitive processing has been done in the military, dand it has been found that as fow as
15% of able-bodied soldiars actually shot at the enemy during confrontation (Marshall,
1978; in Fisher and Reason, 1988). Reason goes on to the point that cognit‘mm failure
does occur outsids of kigh stress situations, but the incidence of failure appeats 1o in-
crease upofi exposure to stress, Broadbent (1982; in Fisher and Reaéon, 1988) finds
support for the hypothesised relationship between stress levels and copnitive failure,
namely that increased levels of cognitive failure ave related to increased vulnerability to
externally imposed stress, The reciprocal of this relationship may also be true. Si:mlar
1o the concenteation failure reposted by M.E. sofferers, Horowitz (1979) found that
psychiatric illness was assoclated with a*tentional deficits - which is to be expected,
considering the pteoccupation of the conscious mind. Tt is also understandable that
attention to custoraaty actions is considerably diminished it periods of extreme life
stress (Reason and Lucas, 1984, in Fisher and Reason, 1988), This may partinlly ex-
plain why subjects seem to have a sequencs of events befalling them - after a severely
stressful event, the incidenice of acvidents and other mishaps may inerease. Lucas (1985,
in Fisher and Reason, 1988) found that increased error rating way associated with neg-
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. ative mood siates, although the causative direction of this relationship is not established

in this study, g

Cognitive set is also important in understanding the attributional style of th individuel.
'I'hla study attempis to gain some insight into the way in which the subjects explain

events to themselves, It is important as a meditator both through effecting stité of mind
as well a3 concrete action taken in the world, Sense of control, coipetence and ex-

pected outcome will bo tapped through the questionnaires.

v
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Stresses relevant to the Seleeted Population

Due to the specific nature of the population, it was expected that they were more likely
to have experienced certain threats, due to their age, sex and sacicgconomic status.
Financial and martial stresses, as well as anxiety associated with bma?eﬁxent Or pro~
longed illnesn were anticipgied to a larger degree than, stresses rosulting from, for exam-
ple, environmental catastraphes. Occupational stressés may have besn more relevant
to the subjects at the onset of M.B, than at the time of the study due to the drop in
employment (see graph 4, Appendix 1); thus no review of the unpnct of ocoupationat
stress is included In the iiterature review, as this was ot 2 primary area of focus and an
attempt 1o summatise the plethora of tesearch in this area was not_udeemed neccessary,
A bﬁefmview of the relevant literature in some of the former areas has therefore been
compiled. It should be noted, howevet, that there is & vast body of research in each of
these areas and the information presented here hes been spc.dfically sclected and

BEREAVEMENT

Francis Clegg (in Fisher and Reason, 1988) defines ber¢averaent as the state which fol-
lows an actual or perceived loss, This broad conseptualisation allows us to sec the
plethota of situations which m#+ 2voke feelings of bereavement in the subjects of this
study. Their age rangs puts them at fisk for the loss of thelr own parents and ali the
same time allows them to have children of their own, Those in the upper quarter of the
range are alser At increased sisk of losing siblings and friends. The onset of M.E. wilt
induce cettain losses - including the loss of employment, financlal security, homes and
health. In addition, it may put strain on the telationships which could otherwise serve
o mitipate against the bereavement, thersby decreasing the level of support avmlabla
and increasing the chance of losing this relationship as well, Ones again, the sublectm-.
perception of the loss must be taken into account « the losz of a pet may be a source
of feelings of bereavement (Keddie, 1077, in Ficher and Reason, 1988), The individual
in context must also bo considered « cultural nosms, previous lossed, the perceived
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quality of the lost or transformed relationship, the existence of support, the Cronm-
stanced of the loss and the bercaved person’s persow Jity must be ca'n;s:demd. |

Bereaverent has been accepted as a source of stress by profossionals and laymer for
centuries. Freud (1917, 1926; in Iiaan, 1977) was the first to suggesi a formal u.retical
reason for the pain associated with loss. His explanation is anchored to the pfsmise that
all mdwiduals have both positive and negative feslings towards the love object and when
1he love o'bject is lost the moucper attenipis to deny the negauve fuelings by identifying
with the lost person, This impedes the process of detachment and may lead to patho-
logical states or behaviours, There have been numerous moditications and critiques of
this Jieory (e Bowlby, 1969, 1980; in Applav, 1986) and many attempts to understand
the process have been made, A review of ihese theoretical viewpoints is beyoms) the
scops of this thesis, but it should be noted that Bowlby postulated that the threat of loss
resuits in the activation of ‘atiachment behaviours’ which includs anziety, depression,
anger and a state of physiological arousal. Bowlby does not specify the exact nature of
this arousal; but the physiological effects of the strcsé arousal response and the associ-
ated incivase in risk of disease may shed some light on the increased levels of morbidity.
and mortality found amongst the bereaved, In 1972 Parkes assessed the mortality tates
of 1967 and noted that a small number of people were reported ﬁ) have died of grief.
There have been a oumber of studies investigating the reason for the increased incidaﬁoe
of death amongst mourners and Stroebe and Stroebe (1983; in Fisher and Reason, 1988)
provide 4 thomugh review of the work in this field, Although they critique some of the
methodologies employed, they contelede that these is a consistently reported increase in
mortality following loss, particularly amongst men, More support has been found for
increased illness rates amongst the bereaved, with Parkes and Brown (1972, in Parks,
1984) reporting a hospitalisativn, rate three times higher amongst bereaved people than
amongst the control group. The reasons Yor this incvease are varied; the bereaved person
may rmisinterpret the physiological reaponse to Joss as illness, or they may alter their

lifestyles to include more tobacco or substance abuse and poorer nutrition,
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The effect of bercavement vn the physiological functioning of the individual has been

- studied by Bastrop ot al (1977, cited in Fisher and Reason, 1988), who finds changes in
imrune seliponse and altered patterns of corticosteroid produetion. McDermott and

Cobb (1939, in Fisher and Reason, 1988) sugpest a link between bronchiat asthma and

siress and Stein anc'l.Charles (1971, in Fisher and Reason, 1988) propose a connection
between loss and disbetes mellitns, Listing physiolopical responses to acute prief,
Worden (1982, in Fisher and Reason, 1988) includes muscle weakness, lack of energy,
d-:ynéas of mouth, increased sensitivity to noise,.breathlessness, unpleasant hollowness
of stomach and tightness of chest. Parkes (1970, in Patkes, 1984) adds panic aitacks,
inereased muscle tension and restlessness and Maddison and Viola (1968, in Fisher and
Reason, 1588) Iist_a number c:f symptoms including headaches, dizziness, fainting, ap-
petite and djgestm disturbances, meﬁstmal disturbances and peneral aching whwrh are

comraonly seen in bereaved persons. These lists cover many of the cardinal features of

M.E., but this does not imply a relationghip as the symptoms listed hers are very general
and may be reported at the onset of many other diseases. It is intercsting, bowever, that
most other diseases go on to produce cardinal features while M.E. remaios a
frustratingly vague syndrome, The similarity between the mporfed symptoms of M.E.
and those associated with bercavement would, however, become important if a signif-

icant number of subjects on the study repott A bereavetnent in the premorbid period.

A problem with the postulation : ] :major stresses such as bereavément, oombined“&th
the existence of a certain virus, can load to & post-viral fatiguo i that there are matly
individuals who are exposed to losses and viruses who do not contract ME. In the
same way, the D.S.M. 111 distinguishes betwsen ‘normal’ grief, whish may inchude
feetings of guilt or depression, and complicated bereavement which léads toa separ‘atély
identifiable mental disorder. In a study such as the present one, the nature of the
bereavement cantiot be retrospectively determirled; the distinction between normal and
complicated depression is difficult enough to draw in the present and almost impossible
after ths interventlon of a debilitating iliness,




The diathesis-stress model provides an interesting model for considering inter-individual
differences in psychological and physiological resporigses to stress. - Rosenhan and
Seligman (1984; in Fisher and Reason, 1980y suggest that there s a constitutional
tendency towards certain pathologies and the exposurs 1o stress triggers initisl or sub-
sequent episodes, This model would explmn why only some individnals who asa ex-
posed to life stresses such as bereavement will respond in a2 manner which puts tﬁem
at risk for post viral fatigue. |

In eritiquing the Life Events Scale developed by Holmes and Rahe (1967), Dohrenwend
and Martin (1978) suggest that events which are the result of deliberate decision miaking
may be less stressful than those, such as bercavement, over wmch thc. mdivxdual has no
control, The onsst of a viral illness, folloved by a post-»* T w also be an
evert over which the sufferer feels that she has no contru . fﬁr\e‘n i md Martin

are corrert in their assumption, and if the pohmime-‘ rrh. aﬁslup betwer‘a ificreased

peroeptlon of stress and 1o~ pse of MLE. is supposted, we eate expect to find « o relation
between increased relapse and the reporting of stressful, uncontrallable events,

MARRIAGE AND DIVORCE

It cannot be denied that marital status effects the individual, but the exact nature of the
effect is not clear, The mortality rates for deaths from alk causes is curvently preater for
single people (including those who are widowed and divorced) than they are for married
people (Fisher and Reason, 1988). One of the highest correlations in this area is that
between marital status and vulnerabilty to mental illness (Cochrane, 1983; Segraves,
1980; both in Fisher and Reason, 1988). Numerous theories may be put forward 1o
understand the relationship between marital status and decreased pood health, Usn-
married individuals may be more exposed to stress and have a less eﬁ’ectiire social sup-
port systemt, Tiwy may have lower self-esteem and socio-cconomic factors may come
into play. An altemative hypothesis is that these individuals are not married for reasons
which may, in themselves, itarease vulnerability to stress, Inability to communicate and
maladaptive attempts to deal with the environment may have lead them to be over-
looked In the selection of a partner and thus marital status may not be causally related
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to poorer health. On the other hand, it has been suggested (Cohen et al, {984; Lazarus,
Kanner and Folkman, 1980; all in Fisher and Reason; 1988) that a better subjective
quality of life, which is found mote amongst married than unmarried individuals, should
lead to fewer psychological problems, In addition to this, Brown and Harris (1978; int
Fisher and Reason, 1988) found that one of the strongest indicators as to whether
woraen would become depressed in the face of stressors was the absence of ad mtui‘al
relationship, It should be noted that the nature of the marital relatlonsblp is very im-
portant here and marital stresses reported by the subjects should be taken into acciunt,
jondicating that the individual may not have an intimate relationship even though they
fall into the married category. Also, martied individuals bave more access to support
networks in the form of relations and extended family and couples may be mote ac-
ceptable within a socisty where maniage is the norm.,

Although marndage can be seen as a source of increased social support, it may also be a
snurce of stress in itself, thexeby contributing to poor health, Martial difficulties have
been essociated with bypochondriasie (Kristman, 1965; in Appley, 1986) and
paychosoratic disorders (Waring, 1977, in Fisher and Reason, 1988). Also, siresses
expetienced by one member may effect the family as 2 whole - for this reason Mitchell
et al (1983 in Pisher and Reason, 1988) suggest that the stress levels within the family
may be more irnportant than individual levels, Although this study does not intend 1o
ook at the family unit, it may be an area for future MLE. research.

Children may bring illnesses, financial strain, schooling and disciplinary problems. Also,
in the transition to parenthood, Miller and Sollie (1980; in Fisher and Reason, 1988)
report increased levels of personal and miarital stresy after the birth of the first child.
Another area of stress affecting women, and particularly mothers, is the role conflict
associated with working and having a family concurrently. Given the current eoonomic
climate in South Africt, many of the woten on the study may be under pressure to find
employment, and through theie iness they may be getting the worst . { both worlds,
Having M.E. makes them inarcessible to their families, but they do not have the psy-
chological or finzacial benefits of having a job. It hag been supgested that these benefits
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are as important for women as they are for men (Tennant et al, 1982; Cochrane and
Stopes-Roe, 1981; all in Pisher and Reason, 1988), M.E. will also ptevent the subjects
from taking on a multiplicity of roles and it has been found that many, varied roles are
conducive to good health (Barnett and Baruch, 1985; Thoits, 1983; both cited in Pisher
and Reason, 1988). |

As some of the subjects on the study are divorced, it 1s usefol to note that there are two

factors at work here, The trauma of ending a relationship and the fact that the indi-
vidual finds herself single again, and may experience the associated Jack of support. ‘The
stresses effecting divorced women were found to be econormic in origin, as well as linked
to lack of support with child care (Gersel et al, 1985; cited in Fisher and Reason, 1988),
while men report lack of emotional support and social integration. K this hypothesis
holds, divatced MJB. sufferers on this study would be expected to report economic and
child rearing stresses, as these stresses can only be exacerbated by the illness,

Of course, the division of subjects intd two categories « married and unmarried - is
sirplistic as, in reality, many people are ‘q iransition phases, and the siguificance of
these stages or transitions will vary with the individual and the social context, It is
therefore better to divide the subjects into those who have a significant other in their
lives - & person on whom they can rely for support and intimacy, Although this division
is much broader thin a married/ not marrded division, it is belisved that it serves to
qualify the level of social support more clearly, In either case, there iz a diffieulty in
proving the nature of the cansal relationship between telationships and better health,
The data generated by research in this area could equally well support the hypothesis
that good health is cavsally related to being in a relationship. An unwell person may
not be motivated towards establishing an intimate relalionship and may also appear less
altractive to a prospective paitner. This is exacerbated in the case of M.E. becauss of
the poor prognosis and the lingering suspicion that it ie a psychosomatic illness and
therefore may be indicative of some underlying psychological pathology. If this is the
case, women in some gocleties may be effected to a lesser depree because they may play
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a less active role in the courtship process and il health of a spouse may pose less of a
financial stress on a husband than on a wife, '
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STRESS AND DISEASE

Introduetion | }

“There is little.disagreement with the notion that stress aroussl plays a major role in the
ultimate determination of human health” (Everdy, 1989, p 4). Tower (1984) reviewed
523 reports on the relation ship between psychosocial factors and illness; in summary
she states that over 28 000 fugitive studies would be necessary in order to reject the claim
that psychosocial factors are telated to disease. It is widely accepted amongst theorists
working in this fiekl that severe stress can conitibute to the onset and perpetvation of
disease, The individual’s reaction #p the atressor itself can become a major soutes of
siress, and & negative spiral may be set np whereby the debilitated individval is made
morse vulnerable to other stresses, The relationship between. ill health, and stress can
thus be seen, but the exact cansal relationship between the factors has yet to be deter-
. mined. !

In 1980 the U.S, Centre for Disease Control published sstimates of the contribution of
4 factars to the 10 leading causes of prematu:b death. ‘Lifestyle’ ranked as a top canss
of death, this being an umbrella term covering a multitude of factors such ag diet, exer-
d?;- -hobbie;, levels of pessimist and secnrity and, of coutse, levels of stress, Person-
ality type, defined in torms of different ways of dealing with stress, hiave heen found to
be much more predictive of death from cancer and cardiovascular disease than smoking,
drinking and medical discases (Bysenck, 1988). Any negative experience, including
stress, can be said to 'der.;rease the individual’s perceived quality of life. So a stresstul

evenst which is perceived to have negative consequences for the individual will lessen the -
individual’s sense of weli-being, but it may not lead directly into physiological or psy-

chological dissase. There are numerous other factors at work here, some of which will
be outlined in the following chapters,
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The Physiology of Stress

At the outset of this section, it should be noted that the hypothesis that “stress cauises
illness’ is just as unidimensional as the hypothesis that ‘microbes cause illness”, Tnstead,
we should look at stress as an agent in the organism-host interaction; as one factor
amongst many which may contribute to the onset and propression of didease. There
are at least three ways that stress can contribute fo poor health, -

1. In an attempt to cope, the individual may develop behaviours which are be detri-
mental to her health - for example substance abuse, poor diet and lack of rest. Stresses

may also decrease the inciderice of behaviours which promote or maintain good health, )

Copuitive and behavioural patterns may be get up at this time which alienate the indi-
vidual from potential support and dismipt normal lifestyle patterns and these factors can,
in turn, have a negative effect on the individual’s physiological functioning,

2. Physiological functions may be directly disrupted through the occutience of a stress
- for example, the increased plasma noradvenalin levels following exposure to stress may
distupt intermediary fat metabolism and result in the deposit of fat in the arteries,

3, Stress has been found to lower the body’s huroral and cell-mediated immune re-
‘sponse = this increases the likelihood of contracting viral or infectious illnesses and de-

creages chances of containing or overcoming diseasé.

Althouph listed and discussed separately, it is importast to realise that these pathways
do not operate independently; they interact in a contiplicated fashion which physiologists
are still trying to undesstand, They have concluded, thuugh, that the physiological «tate
of the individual varies with the exposure to stress (Mason, 1972, in Appley, 1986).
Blood pressure and cardiag output rise and the refention of salt and water increases.
Blood is redirected to the musculature and the circulation and production of red blood
cells increases, Metabolic changes include an increase in amino acids, plucose and fatty
acids being released from macro-molecular storage forms and pumped into the blood,
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along with a decrease in the blood supply to the kidney, skin and gut. The repair and -

growth of e\ -._is also inhibited, as is the production of cells used by the immune system
{the pmducﬁon of iymph and white blood cells decreases and the thymus shrinks),
Also, the eellular, endocrine, psycholopical and behavioufal uetivities whicﬁ encourages
sexval response show a drop, Catabolic kormons levels increase (cortisol, epinephrine,
nosepinephrine, growth hoymone and vasopressin) while the levels of anabolic
hormones such as insulin, testosterone, oestrogen and prolactin decrease,

Engel (1968) put forward the hypothesis that most disease (70 - 8¢ % in his siudy) oc-
curs within the contexts of primary feelings of hopelessnass and helplessness. This bjf—
pothesis puts the emphasis on the individual reaction to stress, rather than the stressful
occurrence itself. The feelings of hopelessness and helplessness are accompanied, and
exanerbated, by low self-esteem, inability to enjoy activities which were enjoyed previs
nusly, distuption in the continuity of past, present and future and « reactivation of pro-
vious memores of giving up. High levels of stress associated with feelings of
helplessness and hopelessness were also correlated with increased spread of cervical
cancer (Goodkin, Antori and Blaney, 1986) and breast caniosr (Jensen, 1987), Support
for the relationship between feelings of hopelessuess and helplessness and increased
physical illness will be sought in this study, |

STRESS AND THE SYSTEMS EFFECTED BY M.E,
Given the vague nature of the illness, the exact systems effected by MLE, are difficult to
pinpoint, but certain systerus have been isolated as commonly effected by M.E, This
chapter looks at thess systems and their usual responses to stressful stimuli,

The Immune System

The immune system is responsible for maiitaining the integrity of an orgenism by
dealing with forelgn substances which impinge on the organism from the environment,
The immune system comprises two components - cell-mediated immunity and humoral
immunity, 'The basic cellular unit of both components is the lymphocyts, It must be
noted that the action of these systeins may have both protective and pathological effsots
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on the organism, A substance which is recognised as foreign is called an antipen - these
antigens become bonded to the surface of a Jymphoeyte and this stimulates the
lymphocyte to multiply and deal with the foreiga body by engulfing or desttoying 1t
The lymphocytes have a memory and so, upon second exposure to the same antigrﬂx,
their response will be quicker and more effective. The humoral immunity system deals
with antigens by “bombarding” them with a;ltibodies and a variety of studies on animals
have shown that stressors alter humorat irmune responses (Petroyskii, 1961; Solomon,
1969, in Appley, 1986). More recent studies bave found that acute exposure to a
stressor can inhibit humoral immunity response but repeated exposure may cause an
enhanced response, (Gisler, 1974). The relationship becomes further complicated if the
biological and social characteristics of the prganism are considered in conjunction with
the pature and intensity of the stress response (Joasoc & McKenzie {1976). Aniwal
studies bave reported similar findings when investigating the relationship between stress

and cell mediated immunity. The relstionship between humoral stress response and
psychological state in men has not been as well supported but there are reports that - -

some corrslation exists (Fessel, 1972). Thus the functioning of the iramune system can
bo szen as a somatic tesponse in which the brain can intervenc, Iflévels of arousal are
very high, the brain stimulates the release of ACTH, cortisol and other catabolic
hormones which will suppress the immunity and inflammatory systems until the levol
of arousal drops (Keller et al, 1983; Schleifte. ot af, 1985; both in Appley, 1986). This
" taay help to explain why individuals fall ill after perlods of intense aroussl, and may be
important it understanding the developmoent or velapee of MLE. after severe stresses,

A sumrary of the research done by Borysenko (1984), Cale™  Kiing, and Gold
(1987) and Jeromott and Locke {1984) (sl cited ir. Appley, 30h. als that stress,
bereavement and depression are significant iimmunosupressors 'a'.rithll':'ﬁ-he ;ﬁount of sup-
pression increasing with the intensity of the stressor. Bartrop et al (1977; in Appley,
1986) reported a drop in lymphocyte responses in widows and widowers, but a long-
term follow-up of this study has not appeared as yet, 50 0o conclusions on the effect
of immunie system involvement on infections or malipnant diseases may be drawn,
Schmale (1958) found that pathologioal mourning anteondod autofmmuns discases lke
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rheumatoid crtliritis, plant cell arteritis, systematic lupus erythematosis, polymyalgia,
Sjogren’s syndrome and autoimmune thyrold disease. Prolonged stress may bg more
effective as an hnmun;éupresaor than acute, intense stress and the effect of the
immunosupressor will be decreased if the individual has a sense of control over the
stressor,

Psychoneuroimmunclogy

Until racently, attempts to understand the stress process have been pitched either in the
psychological arena - looking at perceptions, ménitiom and affective responses - or in
the physiological arena, As neither of these ateas have provided adequate answers, at-
tempts are now bejug made to bring the fields together. Attempts to find a
*psychobiclogy’ to explain the relationship between the physiological state and various
states of mind date back 1o Hippocrates. Freud’s ‘Project for scientific psychology” was

an attempt to develop a psychology based on physiological and evolutionary theory. |

More recently, there has been an explosion of research into the contiection between
psycholopical state and neuroendocring processes. A primary area for-':l_'eseamh in this
area i8 that of depression, but the field of stress research lso provides great potential,
Research in ps,tchonmnpimmunology has grown rapidly following the work done by
Amkrant and Solomin (1974). In Becember 1982 the first conference, organised by the
BEC, was held in Utrecht, The delegates were from vastly different fields, incheding
paycholopists, neurologists and immunologists. Reports concerning inter-disciplinary

tolerance were not optimistic (Totman, 1988), but the field of psychoneuroimmunology

has subsequently emerped and has made some interesting findings as regards the 1é.
lationships between emotional well-being, neuroendocrine activity autd immune system
function. Unfortunately, growth has been inhibited by inter-professional disputes be-
tween orpanic a7 1 psyshological schools of thought,

The Endocrine Systesm
In 1956 Selye suggested that a relationship between the stress response and the

endocrine system existed, He defined hormones as “specific chernical messenger-
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substances, made by an endocrine gland and secreted into the blood, to regulate and
coorditiate ths functions of distant organs.” {pp. 21, Monat and Lazarus, 1977). Whilst
working in an endocrinology laboratory in 1936, Selye realised that the hormonal and
gland change which he had solicited by pijecting sex hormoﬁes were not the resuli of
the injected hormones themselves, bui rather the result of injecting any foreign toxin
into the body, He defined this as a nonspecific response and did numetous experiments
showing that a seem:t:gl}' endless variety of stimuli could elicit the same physiological
changes, Enlargement of the adrenal cortex, shrinking of the thymus, spleen and lymph
nodes and duodenal vlcers appeared aflter the injection of 2 wide variety of pure and
m:%u:e substances, and with physical agents-such ~s cold, heat, x-ray, mechanical
trauma, pain and forced muscular exercise. These changes only happened initially,
however, and Selye named thia initial stage the ‘alarm stage’; it was followed by a re-
sistance stage in which the organism appeared to have adapted to the stimulus, Even-
tually, exhavstion set in, with phyéiological symptoms similar to the alarm stage. Selye
called the entire process the general adaptation syndrome (GAS).

More recenitly, much work has been done linking the immune and endocrine systems
in terms of their response to stress; a particularly well-researched ﬁeumeudocrine system
is the hypothalamic « pituitary - adreno « cortical axis (HPAC), ICorticostemids, which
are assyciated with this axis, ave stimulated by a vatiety of stressf;ﬁ experiences and they,
%1 wirn, have extensive and complex effects on the immunity system. Sifuations in-
~ yowing loss of status or power or feelings of helplessness have been shown to be linked
1o incveased lavels of corticusteroids (eg. Henty, 1982; Mason, 1968; Weinberg and
Levine, 1980; all in Risher and Reason, 1988). The HPA( axis is of pasticular interest
to behavioural scientists as depressed individuals have been fount to have significant
levels of cortisol, (Gilbert, in Fisher and Reason, 1988). Gilbert highlights the contro-
versy which bas existed around this finding, sugpesting that increased release of cortisol
may be the result of non-specific sitess response rather than the cause of depression.
Christic (1986, in Fisher and Reason, 1988) suggests that inoreased cortisol fevels may
indicate sovere psychiattic disturbance rather than depression. ¥ aer (1988) writes that
the release of catecholamines is associated with cifort and challenge, while both
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catecholamines and cortisol are released when the individual undergors effort and dis
tress, Further, only cortisol is released when the individual is helpless and distressed,

The group of cate:cholaxhines is an important group for stress research as it includes
hormones which sffect the circulatory and metabolic systema through the action of
adrenalin, The major purpose of adrenalin is to mobilise glucose as 2 source of encray
in times of orisis. It also increases cardiac and pulmonary functioning, The body’s
ability to secrete these hormones Int response fo psycﬁolog[cal factors was first noticed
by Canon in 1929 when he put forward. his ‘fight or flight” theory. Recent work in this
atea bkas indic- ted that these hormones may be highly situation-spetific and sensitive to
perceived frustration and feelings of emotional effort or stress (Frankenhaeuser, 1976;
Cox, 1982).

Growth hormone (GH) has also been found to be responsive to stressful experiences in
humans (Cox, 1984), this relationship is complicated, however, by the relationship be-
tweenn GH and certoin personalily factors such as sociil enpapernent (Greens, 1970),
levels of neuroticismy (Miyabo, 1976; cited in Fisher and Reason, 1988) and type-A
behaviour (Priedman and Rosenman, 1971, in Fisher and Reason, 1988), Increased
levels of GH have also been linked to enhanced immunity system . .nction. Following
exposure to gtress, Elliott and Bisdarfer (1982, in Fisher and Reason, 1988) recorded
elevations in free fatty acids, epinephrine and norepinephrine in the blood.
Catecholamine and adrénocorticosternid levels in the urine are also increased, Stein and
Schleifer (1985, in Fisher and Reason, 1988) point out that changes in thyroid
hormones, growth hormones and sex steroids have been associated with stress and they
are all reported to effect immunity systemn fonction, The pituitary-adreno-cortical sys-
tem appears to partially under the control of the hippocanipus and thus it may be linked
to those cognitive functions which arise in the hippocampus, Among these are genersl
and social learning, as well as memory. Cox (1988) sugpests that this link may partiatly
explain why experiences of learning and rmastery may be associated with lower levels of
physiplogical tesponse to stressful situations
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_'I'he cyclical nature of some disorders (8.8, manic dopression}ds thought to be relawd to
the oyclical activity patterns governing endocrine activity in the body (Rosenthal, 1984)
Hormonai changes. have profound effects on mood and other psychological variables.
This may be relevant in trying to understand the relapses reported by M.E. patients;
cyclical velapses following sepsonal changes can be explained through endocrine cycles,
25 can physiclogioa cycles such as the menstrual oyele. Many M.E. sufferers teport
relapses at certain times of the year and at the onszt of their menstrual cynle

Cox and Mackay (1982) provide convinsing evidetice supporting the role of sex, growth
and stress hormones in the development of malignancy. This atea is complicated by the
various theoretical standpninis reganding the onset of cancer, as well a the fact that
thers may te a delay of up to twenty years belween the appearance of the first
carcinogenic neoplﬂgm and the development of . %1etectable tumour, This delay pro-
vides ample time for psychological and social variables to influence the progression of
the disease through altering 'tlm.homwnal and neurolo!éical climate in which .\tha capeer
cells are prowing. Psychological state may also influence the development of cancer
through its link to carcinopenic behaviours such as smoking and alcohol abuse, as well
* as through its influesice on mefabolic rate. All of these factors may increase the probs-
bility of an oncogene ocourring as well as direotly influencing the tamorigenic process,
An jmportant area of research here is how stress directly effects natural killer (NK) cells;
these cells destroy other c4lis which are malfunciioning, and any inhibition of these cells
in the early stages of cancer may be important in the continuance of the disease. Per-
ceptions of control and tepressed putsonalitics have been two areas where cancer re-

search has focused,

Arnetz et al (1983, in Appley, 1986) reported a relationship between social isolation and
hormone level in elderly people, finding that individuals who were not isolated showed

increase in testosterons, estradiol and plasma growth hormons. Also, Thomas (3979,
in Appley, 1986) has Jinked the occurrence of malignancy with a lack of closehess with

parents, Although the current research looks neither at malighancy nor parental re-
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lationships, it is inaportant to be aware of research linking state of mind and personal
relationships to the occurrence of disease,

Another intportant selationship is that between the endocrine system and the action of
neurottansmitters, Leshner (1979, in Appley, 1986) puts forward two ways in which the
endocrine system influences nevrotransmitters, In the resting state, it is thought that
each individual has a baseline hormonal state and this state will play o part in deter-
ﬁ'nining the individual’s response should a gitessful situation arise, Thea thete are ways
in which the endocrine system feeds back into the neurotransmitter system in order to
control behaviour during the phase of arousud following exposure to. a stimules, Thus,
if individuals differ in their baseline state, as indeed they do, their responses to stressful
gitvations will also differ. To tie this to other research in this area, it is possible that
variables such a8 social interactions may alter the baseline state of the individual, Also,
after the stressfil encounter has been mads, the stable state to which the individual re-
tums may be different to the initial state - this hypothesis could be useful in explaining
the appamﬁily cun julative effects of stress. Whybrow (1984) goes further o suggest that
the stress process initiates a positive fesdback cycle in the individual where a
hypersensitivity to the individual’s own stress hormones exists and so a spiral of
dysfunction is set in motion. Although an interesting hypothesis, this idea awaits tzail
through further research. '

serceptions of control are important determinants of an organism’s physiological re-
sponte to a traumatic event (Gilbert, 1988)., An exatnination of neurotransmitters
shows that no change in lovels of NA and §-HT are found when some control over a
moderately sivessful situation is offered, However, if no possibility of control exists,
levels of NA drop, This is accompanied by, and may be related to, increase in lovels
of rortisol, monecaming oxidase artivity and acetyicholine activity. This combination
of hotmones and neurotrunsmitiers will initially propel the individual into an alest state,
where solutions andjor escape plans are considered. But if the search proves fruitiess
and the stressor yemaing constant, the individual enters a retarded or inhibited stats,
Gilbert (1988) associates this chaoge with a cognitive move towards inaction and focus
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on ‘what not to do’ rather than action- focused copnitions, He draws a paralle]l bstween
this state and that of depression associated with leamad helplessness, However, he
concedes that the physiologieal and psychological changaa that an individual will expe-
rence when faced with an uncontrollavle and travmatic event will be greatly effected .
by the individual's personality and the incentives inherent in the specific sitvation. The
relationship between perceptions of conitrol and levels of reported illness in the current
study will be noted,

Riley (1979, 1981) has reported interesting results regarding the response of the immu
nity systems of mice to siresaful events. He reports that mildly stressful handling led to
significant increases in corticosterone levels and to rapid increase in the size of ron-
histocompatible tumours in the mice. Riley attributes his findings to corticosterone-
induced immunosupression, although there may be other factors in the endocrine and

immunity systems at work,

The Gastrointestinal System

Many M.B. sufferers complain of pastrointestinal {GIT) problems, but the relationship
between siress and gastric diseage is 1ot a linear one. Eisdorfer (in Zule, 1985) reviews
the literature in this area and concludes that more than 20 individual factors may be
involved in altering the risk for peptic ulcers, ranging from getetic to behavioural to
unresolved conflicts over dependency. Emotional state is cleasly Jinked to the ocour.
rence of peptic ulcers (Maht and Brody, 1954, Wolf aad Glass, 1950), Weiner, Thaler,
Reiser and Mirsky (1957) have linked emotional and genstic fachors fo the development
of gastric ulcers, with & more specific study by Backus and Dudley (1977) supgesting that
a feeling of deprivation may contribute to the development of duodenal ulcers, Grace,
Wolf and Wolff (£950) studied the development of ulesrative colitis, linking it with stress
and feelings of anger and reseritriient while both ulcerative colitis and irritable bowel
syndrome are commonly seen in patients who exhibit compulsivensss and interpersonal
sensitivity {Latimer 1985). Young et al (1987) have asserted that oesophageal reflux
(heartburn) is 2 common stress-related disorder; their findings are supported by Dotevall
(1985),



The Cardiovascular sysiem

The otirrent literature on bipchemical procssses which may lead to caxdiovascular dui
ease is not cntirely convincing - largely bevavse the exact nature and aetiology of
atherosclerosis is not fully understood. The cardiovascular systerm is considered by
many researchers to be the prime target for the stresy response and studies have linkéd
stress to essential hypertension. (Eliot, 1979; Henry and Stephens, 1977 and Weiner,
1877) as well as to migraine hoadaches tﬁuyton. 1982) and Raynaud’s disease {Taub
and Stroebel, 1978). A central problem resulting from a chronic stato of arousal is the
sesultant bypertension which. effects every vessel and organ in the body (Sterling and
Eyer, 1988). In addition, clevated cholsétero} and other lipids cause atherosclerosis,
Barly work in this area included the division of personality types into ‘type A’ and “type
B’ by Friedman and Rosenman (1959) - although this division has been critiqued, there
is evidence that the aggressive, work-oriented “4ype A’ is at a greater sisk for coronary
heast disease (CHD), Rabe (1988) studied the effects of recent stressful life change o
the development of CHD aud found that certaln emotions (such as hostility, home
problems and life dissatisfaction) and certain behaviours (overwotk and fime usgency)
were found fo be related 10 the occurrence of CHD. He points out, however, that dis-
ease in general may be predicted by recent life cha.ngn and that CHD patients reported
a relatively low xecent life chanpes baseline, Rahe suggests that the sympathetic nervous
system will be imiportant in future research attempting to understand how perceived
stress can effect the cardiovascular system, Boman '(1988) emphasises that certain
paychosocial variables roay predict coronary heart disease, and links CHD to the type
A behavioural pattern. These individvals manifest high levels of nevroticism and hos-
tility and often attempt t0 be upwardly mobile in society - this contributes to their highl
level of arousal and increases their wﬂnmblhty 1o loss and failure. Fie points out that
thiy increase can be linked 1o physiological changes which increase the individual’s risk
for CHD, These physiclogical changes are noted by other mesearchers as well,
Friedman and Rosenman (1974) found that cholesterol lavel fluctuated with stress levels
and that inereased plasma lipids, tutiznal damage, altered haemodynamics and acceles-
ated blood clotting are all assoniated with increased stress levels and are factors in the
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developmeﬁt 6!‘ éHD. These changes may result from the direct effect of stress on the
body or from maladaptive behaviours resulting from the exposure to stress - such as fack
of exercise, increased consumption of fatty foods and increased alcobol and cigaretie

consumption,

The Brain

Psychiatry is one ficld that is aceustomed to the connection between stress and illaess;
both endocrine and psychiatric illnesses have been linked to psychosocial events, pat-
ticularly to events such as losses and qumulative distuptive ccoutrences in the individ-
ual’s development, Depression, alcohal and substance abuse, gleep disorders and sofne
forms of paychosis ate often seen to have a psychr.\mal component in their actiology,
Once apain, the relationships are not simple. A study of bereaved people showed that
45 became severely depressed within 1 year after their loss. (Bornstein et al, 1973), This
inmease in the incidence of depression led to an mcmase in the suicide rate - but this
alone cahnot account for the increase in mmtahty rate amongnt bereaved peoplc {Rees
et al, 1967; Parka et al, 1969). Rather than simply assuming that bereaved people were
more susceptible-to illneas and death, a study of their change in habits after the loss
shiows that they smoke more cigarettes, drink more aloshol and use more nascotic sub-
stanvies - al’bf which contribute to chronic discase (Parkes and Brown, 1972). Variables
such as these confound tho relationship between stress and illoess if they are not con-
trolled.

Stress can become dangerous for the individual if attempts to deal with the stressor result
in behaviour which is self-destructive on a conscious or unconscious level (Kessler et
al, 1985). An overt expressiots of this self-déstructive tendancy may by a suicide ate
tempt, while a covert example would be the iphibition of the immune system, In terms
of Darwinian theory, the organism must aitempt to adapt to the changing environment,
and individuals who adapt within a society huve 2 far greater chance of survival. This
litiks up with the role theory of the individual in relation to others - individuals who do
not have a role within the societal net have less suevival value to the species and are
potentially & drain on the society’s resources, In this light, it could be postuleted that
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there is a genetic codu)whic}x ensures the survival of the society through ‘programming’
for self-destruction once psychological stress has become 50 great that the individual has
lost aer role within the society. This may seem like a wild theoretical leap, but similar
behaviour is seen in the anumal kinpdomn, where ill or aped animals, which can no longer
contribute to the sdciety, will move away from the group. In the human body, ton, a
sort of alirulstio sulcide is seen in cells which are partially maimed (for example by
sunbura) - they are programmed to kill themselves off in order to allow the new, healthy
cslls full access o the body’s resources, |

Musculoskeletal, Dermatological and Respiratory Systems
M.E. sufferers repost a variety of skin problems, including thrush, candida and various

raskics and allergies. Holmes, Trenting and Wolff (1951) have shown a connection be-
tween stressfol situations and the development of allergies and it is widely accepted that
bronchial asthma can be caused, or at least exacerbated, by psychosocial factors such
as stress (Lachman, 1972; Knapp, 1982). Skin discases like eczema and psoriasis are a
common reaction to stress {Lachman,1972; Engels, 1985) and Medansky (1972) claims
that £0% of denmatological patients have a psycholoical overlay, The musculoskeletal
system alse responds to stress - the musculature in the body rea;;s to the stressful
stimulus by contracting in preparation. for the ‘fight or flight’ response but if there is no

physical action i‘orthcoming the blood flow to the muscles decreases and the leval of
metahohtes invreases; pain is thus experienced (Dorpat and Holmes, 1955; Holtmes and
Wolﬁ‘ 1952) &nd there may bo a link between this phenomenon and thn paih experi-
enced by M.E, sufferers.

Appley and Trumbull (in Monat and Lazatus, 1977) write about the overt emotional
responsy to stzess and include observations of tremors, increased seavtion time, erratic
performance rates, malcoordination, error increase and fatipue,  Headaches,
gastrointesting] disorders and metabolic change can be added to this list and these ob.
sarvations, while rathet vague, cover many of the symptoms commonly reported by
M.E. sufferers. However, it would be erroneous to simply explain M,E, as a physical
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manifestation of stress; rather there appears to be an interaction between a number of
factors and volnerabilities.

Genetic Predisposition

Koty (in Zales, 1985) comments on the research Iivking peychological process to
somatic change, paying particular attention to genetic factors. He holds that, withir the
context of stress and disease, penetic factors play a part in the development of peptic
ulcers and certain types of cancer. Certain stressors may also react with penetic
predispositions in the development of mental disorders, The effect of the gene itself in

_ this process is very difficult to pinpoint - it is almost impossible to separate the

physiologically inherited characteristics from the characteristics which have developed
a8 a result of the family environment in which the child finds herself. In other words,
there may appear 1o be a genetlc factor in the development of peplic ulcers but it is
difficult to exclude the possibility that the ulcers develop because the child has not
leamed.eﬁ‘ective coping techniques or has otherwise been offected by the environment
in which she finds hersé!t «the same environment which may have influenced the de-
veloptaet of her parents’ peptic uloers. Riley’s work (1975) has cotrelated with that
done by'ﬁchlaiﬁ“er {1985) and Harrs and Sinkovics (1970; cited in Fisher and Reason,
1988), ﬁndlug that rats and mice show a higher development of malighancy when éx-
posed to stressful stimuli, The recent discovery of oncogenes - the presence of which
appear to predispose the individual to cancer - was thought to undermice this theory,
but Sterling and Eyer (1988)-fséint out that the proteins soded for by at lsast two of the
oncogenes are exact™s the same as the proteins which make up the receptor molecules
for the thyroid and cortisol molecules, which are important for the stress response. This
may be colncidental, but the possibility of a relatiopship cannot be ignored.

In spite of all the litetature which links stress to disvase, thers are theorists in many
different ficlds who feel 1., the importance of stress is overestimated or that it has any
validity as & concept at all, Amott (1954), referring to the aetiological connection ba-
tween stress and disease, claimed that the hypothiesis had ‘no scieniifically cradible basts
whatsoever - in fact most of tho evidence adduced in its support is dubious and mush
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of it absurd.” (cited in Kasl and Cooper, 1987, pg 28). Bngel (1985) concludes that
”...stresﬁ is neither a noun, nor & verb, nor an adjective. It is an escape from rca]ify”
(Engel, 1985, pg 10). In my opinion, an overall analysis of the literature on stress does
not support these views, but it does allow one to understand how theorists can béﬂ;me
frustrated with the multifaceted and sometimes vaguely defined concept of stress. The
fact that stress has been researched on three rather isolated levels in the past dogs not
facilitate clarity. Tt is only recently that cross-level associations between social, psycho-
logical and physiological research and theary have been made (e Elinan, Levenson and
Pricsen, 1983; Depue and Monroe, 1986),

Fror e above, it can be seen ' aat thera is an undeniable link between psychosocial
and environmental factors and the development and exaceibation. of disease. In partic-

ular, alf of the systems effected by MUE. are also responsive o the levels of stress which

the individual is experiencing, This is not o say that M.E., or any other disease, is ‘all
in ths mind’, but rather that the mind and the body from a cybernetic system and they
eff, it cach other to a large extent, The relationship iz not 2 simple ons, however, and

an important factor in the pereeption of stress and the physiological response to the -

stressor i the individuals ability to ameliorate the effect through the use of offective
coping mechanisms (Lazatus, 1980, Everly, 198%). The search for a virus as a possible
setiology of M.E, continues but it is possible that the physical cause interacts with a

latent psychological vulnetability. An investigation of the ‘psychological immune sys-

tem’, the individual’s ways of coping, is thus in order, Very broadly, coping may be
viewed as “any attempt to reduce or mitigate against the aversive effects of siress”
(Bverly, 1989; pg 95).



COPING

Definitions of Coping .

Coping refers to an effort to reduce the negative imapact of demands made on the indi-
viduai either from within or from the external environment, This can be done by direct
actions (such as fight or flight) or by palliative modes of coping, which would attempt
to lessen the emotional impact of the stress through certain thoughts or actions, In the
latter, no atuript is made to change the environment, but rather to alter its impact
through defences (e.g. denial), deployment (e.g. diverting the attention) or somatic
methods (e.g. drug use or relaxation techniques). Analyses of coping as a mediator in
the stress response have becorne more popula;.dv-er the past decade {Folkman and
Lizarus, 1980; Cohen, 1987; Folkman, 1984), strongly supporting the idea that coping
techanisms - be they behavioural, emotional or cognitive - are a very inaportant pre-
dictor of how the individual will perceive and respond to the stressor.

It seems that the efficacy of any coping method would depend to somu extent on the
nature of the stréssor, If nofhing can bo done to change the stressing stimulus, it would
be more adaptive to focus on the interial reaction to the stimulus rather than continue
in a frustrating struggle with the environment., This point is of pavticular relevance to
M.E. sufferers as there is no concrete plan of action which can be undertaken to change
the nature of the illness, which is a major stress in itself, Direct action coping may ihus
be maladaptive, particul.s¥ if sufferers persist in an action-oriended plan o conquer the
illness, It has been widely reported by MLE. researchers (Macintyre, 1988; Shepherd,
1988) that an ongoing strupglo with the disease will simply exacerbate fatipue and de-
prive the sofferer of the rest which is vital for recovery.

The literatore on coping draws an important distinction between two schools of
thoupht, Some researchers investigate dispositional styles of coping - assuming that
certein individuals have a fized tepertoire of copine »ponses; this approach places
auch emphasis on the pre<morbid parsonality, In this study I have adopted the second
approach - that which views coping au situational phenomenon and looks at the me-as
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res token by the individual in ach different situation. Thus, when asked to complete
the Ways of Coping ciﬁestionnaire, the subjects were asked to select one stressful event
and indicate which coping methods they used in that pasticular situation, In order for
their coping to be effective, they should match the type of coping to the situation in
which they find themsotves. Hlowover, a strict division between schools of thought does
not allow the researcher to visw the process as a whole and ignores the interaction be-
tween the individual and the situation and between the different stages of the stress re-
sponse. This must be remembered when reading authors (e.2. Menaghan, in Kaplan,
1983) who draw a distinction betwesn coping resources, coping styles and coping efforts.
Coping resources are generalised attitudes and skills and they are the things which the
individual brings into the stressful situation, Examples include attitudes about the self
(esteem, ego stretgth), attitudes about the world (sense of coherence, belief in mastery),
intellectual skills (coguitive flexibility, analytic abilities and knowledge) and interper-
sonal skills (communication skills and ease ini personal interaction). Coping styles age
also generalised but they are typical, habitual preferences for ways of approachiag
problems. Coping efforis are t¥¢ specific actions - either overt or covert « which are
undertaken in any given situation to overcome the identified problem. The gubjecls on
the study will be expected to adapt their coping efforts and styles to the specific situ-
ation, while coping resources should feniain mote constant,

Fisher (1988) identifies complex moderating variables affecting the individual’s reactions
to specific life stresses. She includes perceived control or helplessness, level of self-
estectn, attributional style and tendency o accept or reject blame for negative outcomes,
learned resourcefulness and hardiness, In a well-rounded summary, Appley (1987)
writes that the efficacy of the coping technique will depend on the interaction between
situational characteristics, predispositional variables and the conteni «F the coping
strategy,

Lazarus and Pollman (1984) emphasise that coping should be'séen s a pruce;a itors
porating cognitive and behavioural acts rather that a gosl, These wits ats not sty dy
responges; they are the result of complex intrapsychic upuhtiunﬁ- ud they focus oo both
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internal and external demands wl,  -are perceived as being beyond the individual's ca«
pacity (Krohne, 1989, in Appley, 208). Thus the aim of the coping act is to reduge the
imbalance between demands and capacities and also to reduce the anxiety state which
accompanies the imbalance, For this reason, reducing the imbalance to an gxact match
will not reduﬁe anxiety {Schulz and Schonpflug) and different individuats will have dif-
fetent levels at which they will izel comfortable. Some prople will experience no obvis
ous negative effects when their capacity only just exceeds the demand while others need
& larger margin,.

The theory that stress results from a disparity between capacity and perceived demand
is a popular one, but it holds some unanswered questions. Withinl this framework, the
validity of the definition of coping is dependent on the clarity of the definitions of de-
mand and capacity. Unfortunately, there are no universally accepted definitions of ca-
pacity and demand, There are also no volues available to measure different demands
and capacities and no scule upon which to measure them. Although scales have begn
devised, they cannot be used across different time periods and different situations.
Further, the assumpiion that the individual either manages her emotions or resolves the
problem in successful caping must be avoided, In actual fact, most coping mechanisms
leave the jndividual somewhere along the path between chaos and resolution; reduction
of presenting problems, avoidance of distress and maintenance of some level of self

estecan: are achieved to varying degrees. |

This study accepts Folkman and Lazarus’ (1980) division of coping into problem.-
focused (doing something to alter the situation) and emotion-focused coping (reducing
the emotional distress associated with the situation). It is acknowledged that Folkman
and Lazarus themselves write that neither of these techniques are used in isolation, This
division is sirnifar to Roth and Cohen’s (1986) concept of approach and avoidance, In
general, research supports Lazarus’ 1983 finding that emotion focused coping (pattic.
ularly denial and avoldance) may only be helpful in the short-term or when the situation
is completely beyond the individual ¥ control, whereas problem focused coping is par-
ticularly useful if the situation is controllable. Billings and Moos (1984) found that
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emation focused coping was associated with a higher degres of dysfunction, and was
used mors commonly, than problem focused coping, Tt must be remembered that both
emotion focused and problem focused coping are linked to personality as well as situ-
| ation variableg. /
S e S I

Measr—.-of Coping J

A teview of the current literaturs on stress and ghress-related topics reveals that much
effort and ingenity has gone into dovising fiew dieasures o the stress process and cop-
ing, Voice aund speech cues are used to measure emotional change (Scherer, 1987); as-
sessment of cortical negativity (Guitman, 1987, in Appley, 1987) and methods to éxtract
blood samples from humans during their daily activities - called ambulatory recording
techniques are described (Frankenhaceuser, 1987). Despite the explosion in physiological
measuring-techniques, the measvres for qeychnlogiml asgegsment are muoltititions and,
on the whole, unsatisfactory, Befors even attempting t¢ measure coping properly, we
must have an acceptable measure of stress - this is necessary becauss, if we are to com-
pare different coping strategies we must be able to start with subjects with aa cquiv;lent'
level of sivess. In order to see how coping intervenies b;tmen stress and outcome, we-
should alo be able o effectively measurs the outcome. ‘These two basic prerequisites
bave not, a3 yet, been met by social scientists, leaving us trying to understand the dy-
namics of a pr:.ass before we understand the internal nature of the individnal compo-
nents, and knowing that we will never understand the individual without grasping the
provcess in which she is involved. A primary problem in this area is the question of ¥hat
exactly one sets out to measure when trylug to assess coping efficacy. A rewew of
studies suppests that three of the mo#* popular indicators ave perceived helpfulaess (e.g,
 Berman and Turk, 1981), reduction in umotional distress (e.g. Pearlin and Schooler,
1978} and reduction in problem level (e.g. Menaghan, 1982b), Obviously, the choice
of outcome ciiteria will effect the conclusions about effectiveness of  certain coping
technique, Time also plays a role hiers - ceitain coping behaviours may have a positive
short-term effect and a negative long-term effect or vice-versa; for exampile, maintaining
hope that & missing loved ons will ¥+ ¥sund may be adaptive in the short terr, but a
persistence of hope, particnlacly if there ars no prounds for belief, may become
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With particular reférence to coping styles, it is impossible to truly vnderstand an indi-

vidual’s coping strategies without some insight into how patental and other models hiave

influenced the development of these strategies. One needs to understand when, where
- .and how the child developed a value system which provides her with a substrate of
mpmg strategies, These are called upon during the appraisal stages and previous expe-

riences have a formative influence in detormining which coping téchniﬁues are at the

individual’s disposal ai any given time. The socin-cultural context is largely responsible

for determining whether a coping strategy is considered ‘appropriate’ or not - this is .with

particular reference to the. developmental stage at which the individual is; certain

stressors also take on different significance for people of different ages and, of cousse, for

people in different Gultuﬁas.

o

B

 Awareness of internal stave i3 another personality factor which may effect the individual
in a stresaful situation. In the stressful situation, the individual can process inform tion
about the stressor itself or about themseli'ca, or about both (Miller and Birnbaum,
1988).- 1t seemy reasonable that the individual whe is more seli-focused will be more
ablgto perceive the internal negative responses 1o a certain life event and will tis be
in a better poéition to take action o reduce the stress or concomitant anxiety. In con-
trast, those whe do not direct their atteh*ion to the self will be more proue to the neg-
ative effects of stressors because .they fail to perceive and interpret their internal
respinses and thiss not take appropriate ingtrumentsl action, This theoty is supported
by work done by Suls and Fletcher (19835, cited in Pisher and Reason, 1988), but other
studies (e.g. M;:ﬂ}anic. 1978) have shown that an increase in attention to the self may
increase vulnerability to maladaptive outcomes when exposed to stress, Little attention
hes been payed ta the nature of the stressor itsclf in the feviews of thoss contradictory
siudies (Mlilerand Birnbauus, 1988), and some clarity may lie in the investigation of the
stressor in question. If a situation cannot be influeinced by the individual, attention to
the self or blunting behaviour may be more appropriate, while in the situation whete
action is called for, less attention to internal perceptions and more mo; - ‘oring of the
situation may lead to a positive outcome, Research done by Miller and Birnbaum
partially upholds this theoty; they found that high monitors - people that typically sobk
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APPRAISAL
The individual needs to appraise the stress if any action is to be taken. The field of
psychology is primarily interssted in cogpitive appraisal, but the body apprams its st-
uation on a biclogical level all the time. For this reason, we may not be mnscinusly
aware of our bodies constantly monitoring and adjusting. ¥ a situation ¢annot be rec-
tified by the autonomic nervous system, it will become conscious and the individual
wilt mg}le to sectify the situation. tiowever, there may be other demands being made
from,,’/ environment, as well a3 our own personal psychological drives which may
prevent resolution of the situation ot rest until resolution has been reached. In this way,
the individual is constantly appraising her way of being in the world and making deci-
sions a8 repards her behaviour, These decisions will all effect each other - for example,
i the individual is constantly fatigued (because her external and internal demands do
not allow her to rest), har appraisal of a stressful situation will be significantly altercd -
due to her fatigue. Her behaviour will also be different - because she percoives the sit-
uation at more sigrificant or more dema fing and because she does not have the ro-
sources to call on coping strategies which wﬂltqu much time and effort. In addition,
the presence of an extra stressor will create more fatipue, as will her attempts to cope
with the stressor, and her appraisal of her own coping attermpts may also be altered doe
to fatigue or to poor self-estq _n (which may, in turn, have been the reason for her 16~
 fusal to xest in the first place.) In this fashion, a negative spiral will be set up in which
the pro¢=ss of appraisal can be seen to play a central fole,
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FEEDBACK

If the eybernetic nature of the stress rasponse is accepted, the importance of the feedback
loop becomes obvions. All three systems - physiological, psychological and social, are
activated and miaintained through feedback., The individual constantly evaluates and
te-gvaluates the environment and internal events and makes associations between per-
ceptions, ckopging behaviours and feelings of apxiety. THere, the individual's
pmdispusitioﬁa eome into play ones again as there is room for subjective interpretation
of the actual feedback. An example of this is when disapproval of action is misinter.
preted as disapproval of self and the individual busomes mote anxious and may expeti-
ence a drop in self-esteem which may, in a circular manner, result in a drop of social
support and 5o the cycle of negative feedback is initiated. In this way, feedback loops
allow physiological, psychological and social systerns to irapact ¢n-each other, leading
1o nepative of positive reinforceinent and the exacerbation or mdtiéﬁon of stress,

TIMING

As stress is a process, the finsug of events will be important in the development and
amelioration of the response, The timing of the stressful event in the individual’s de-
velopzpmtal cycle is an inoportant facter.in determining the slgmﬂcanee of the stressor,
the light in which it is perceived and the resources available for the amelioration of the
stressor, It should also be noted that, in the case of chrortic stress, the effects may ac-
curulate over time, while in épiodic of oyclical stress the preserice of recovery intervals
may have a positive effect (Appley, 193;7). of cc;urse. time is also a factor in the trans-
action between the physiological, psychological and social systéms in that the timing of
the perception of stress on 2ach of these levels will determine whether there is any
overlap; particularly if the individual is exposed to more than one sotiree of stress at any
one tima, The level of stressfulness of a given situation may be influenced by the du-
ration of exposure to the stressor as well as the duration of avcess to support and other
factors which would assist coping, Indeed, the timing of the coping behaviou: itself
may be conttal to its success or faflure, - Certain coping stratezies may be very helpful
if instituted early in the streas process but be useless or even harmful if used later on in
the process.



maladaptive after a few years, Similar to the concept of coping, the tests which measure

coping abilities can be divided into three broad categosies, Some researchers sce cOping - .

”as a defenqiye ego process (Wolff, 1984; Vailliant, 1977); others see it as a personality
trait (ﬂymé, 1964; Goldstein, 1959) and another school believes that coping is situation
specific and so different measures will be taken in response to apec:ﬁc demands. The
fact that there is not, aellE yet, an accepted concept of the coping process will\l.:illow a

controversy to exist around the isswe of measuremient,

In tﬁis study an attempt is made 10 measure situation-specific coping strategies rather
than coﬁaisteq. voping a;rj‘;yles. However, it is unlikely that a composite picture v}vﬂl be
formed by lmﬁ‘mg at afl array of situation-specific coping resﬁonses in isolation; it is far
more likely that the formation or progression of heslth related problems result frotn
freﬁuent use of ineffective or maladaptive coping stratégies. 1t is also not practical, in
terms of r¢search, to attemnpt to identify each épeciﬁc situation-response combiaation
as thers are an infinite number of these and the resuits would not forn a cokesive whole.
Therefore, one tends to fook tor certain pattertis or styles, bearing in mind that changing
gituations may influence these patterns, Krohne (1989) points out that cerlain acts or
strategies may be helpfol in mastering stress in one situation but count%?;rdductive in
another situation, The example given by Krohne is that the increased search for
stross-relevant information may be helpful when preparing for an exam {Krohne and
Schaffner, 1973) but the same behaviour may be counterproductive before surgery
{Cohen and Lazarus, 1773). An understanding of situational parameters is thus vital if
the coping process is to be understood, Once a person has contracted ML.E. there is
fimited behavioural control of the fact that the individusal is ifl, but certain be.ha\g!,'t;urs
wili itnprove or exacerbate the illness, Miiler's (1980) concept of ‘blunting’ (avoiding
stress-related information) will not render the optitual stress reduction because some
degree of monitoring can reduce stress in that the individual can ascertain and avoid
behaviours which exacerbate tag symptoms of M. Also, the fast that the individual
18 ilt can be expecied to limit her sepertoire of coping behaviour so that coping may

become Inss situation-specific,
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The framework of the current study {s similar to Dohrenwned’s (1982) model of the life
stress process. Firstly, he looks at recont events, specifying that the events should have
occurred within the year prios to the shidy, The events could range fromn reajor stresses
to more usual Jife eﬁnm. Secondly, Dohrenwend looks at the individual™ ongoing so-
vial situation, examining the presonce or absence of supportive social networks, noxious
wotk environments, the presence of a chronleally ill relative in the home and a variety

3 ~ of other sitnations which could be referred to as “ongoing difficultivs” (Brown & Hagris,

1978 or mle straing (Pearlin & Lisberman, 1979). Lastly, he examines personl dis-

' pdsh‘.ions, including genetic wﬂnerabi?ﬁes and residues of retmote st sssful events, I\I)Iost
.irﬂport.antly, he considers a set of norﬁ:lal pesonality variables such as atﬁtudes; jooking
particularly at mastery - helplessness, maaculinity - femininity, locus of control, sensa-
tion secking and denial. Although Dohrenwend’s standpoint as regards the thiory of
the stress response is not the aceepted framework for this study, his outlines are relevant
to the stress and coping process and therefors the biographical questionnaire is designed

to gain soine insight into these arcas, -

A problem in the measurement of stress and coping is that it is very difficult o define
where the control of evepte lie and how personal dispositions, sociat situations and the
occurrence of stressful events are interrelated, Methodologically, therefore, it may be
less complicated to measure tho effects of disasters, because at east in this situation the
issue of control of the stressing situation is removed from the tangle of personal end
social cause ~ effect relationships which surround other stressors, In MLE., however, it
is very difficult to define to what extent personal factors effect “ulierability to the disease
and how the ongoing social situation and the personality are ¢ffected by each other and
mutually effect, and are effected by, the disease,

In measuting coping, this study follows Folkman and Lazarus’ (1980) division betwaen
problem-focvsed and emotion-focused coping aitempts, They found that work contexts
favour a problem- focused copitig while health, contexts favovr emotion-focused coping;
emotion-focused coping is aiso favoured when the individual appraises the situation as
something which has to be accepted sather than constructively dealt with. Emotion-
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focused coping appears to be less situation-bound and may therefore be mote consist-
0

ently used across different situations, An unportant issue when exsminidy

emotion-focused copihg is that it may be differentially eﬁ"wtive if it is used as part of the
evaluation or if it is directed at an emotional reaction aftes:the appraisal has taken place,
It % widely accepted that problem-focused coping has pusitive consequences (Frese,
1989, in Appley 184) but a controversy exists around emotion-focused coping. Psy-
choanalyste, believe that emotion-focused coping takes place ﬂ\\ the form of repression -
which results in the expenditure of unergy and often in psychopathology (A. Freud,

1978; Yaillant, 1977). Lazarus (1966, 1982) would postulate that fu_agative emotion, once
dealt with, no longer has a nogative effect unloss another situation evoles them. One.

of the points on which psychoanalytic and cognitive theory concur i3 that the relation-
ship between the perception of stress and coping is central; this relationship is high-
lighted in modern cognitive stress theoriey and also in psychoanalytly theoty where
defences inﬂuence stress percaption. Rescarchers associnted with ego ﬁi’vchology dis-
tinguish between “coping” and “defences”, postulating that the latter is a | lesa efficient
way of handhng stress because of its reality distorting nature {Haan, 197‘}‘) Krohne
(1989) challenges this view, pointing out that this view leads to “an a prioti twalua;ion
of coping strategies without taking situational requixements into account” -.lcm:d in
Appley, 210), 1t is interesting to rote tho difference hetween the mncepmaﬁéiuion of
coping #s an unconscious personality process (determined largely by childhood mcpau-
enses) {(Freud, 1946) to the perception of coping as a skiil or an ability which dan be
leatnied of improved through cognitive and behaviour modification. ”
"]‘:

Fieve's {1989) review of the action theory perspective is interesting, This perspe:.tivilp is
based on the pr, Yise that human beings turn conscious aftention to things only when
it is necessary, So a conscious attempt 1o evolve a coping strategy will only be mads if
abitval coping behaviours are not effeciive. The use of this new coping strategy will
require effort whereas the habitual coping strategics, which operate out of the um:ot"t_-
scious, will require very little effort. The implications of this perspective for the meaﬁ_b
urement of coping responses are considerable because it implies that only consciously
used (and thus problemalic) stratepies will be reported unless indirect measurement of
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coping is used. This implies that measured (or conscions) coping strategies will be re-
lated to psychological dysfunction,

It must be noted that there are numerous references to “successful coping strategies” in
the literature; this implies that thete is one specific goal towands which all coping strat-
egies are aimed. I do not believe that this is the case « thers may be several goals.

Broadly, coping strategies may aim to rogulate the actual stressing event, to regulate in~

formation received, an& to regulate the émotional response; there is variation within
these caiegonea and they all interact with eash other. Witk the exception of a few ex-
tremely maladaptive methods of coping {for example paranoid distortion) it is almost
" impossible fo predict whether a coping behaviour will be efiostive in mastering the it
i;;ation or not. This highlights the individual differences between subjects and the
complexity of the coping response.

| Vaillant {1976) .ranked coping styles in terms of their maturity, thus moving away from
an;késessment of the actual outcoms and arguing that sorop styles are preferabls to
others sicaply because they ass intrinsically-better through achidving a higher level of
matutily, In « similar vein, Haan (1977) assessed the ego procesies as cither adaptive
ot maladaptive and, from this assessment, drew predictions as to the nature of the cop-
ing responce, This led to the development of a detailed set of criteria concerning ma-
turity, with adaptive copirg chara&erized by relative freedom from reahty distortion,
foxibility and future orientation, Thess criterla are carried over from psychoanalytic
theory where Haan argues that “unrestrioted, undistosted communication with the self,
others and the world i3 the unacknowledged cote of psychoanalysis.” (Haan, 1981, 161).
An argument against #aan’s stance 19 that less rational, mote distorted assessments may
actually be useful in some situations; her theory tands to sweep over the importance of
the actual situation in determining which coping effort will be the most effective,
Rosenstiel and Roth (1981), for example, find that denial under certain circumstances
is associated with better outcomes and Hansen and Johnson (1979) hold that misper-
ceptions may make it easier to deal with problems, There is also a problem with the
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concept of matusity, the very definition of which necessitates a subjective value judge-
ment on. the researcher’s behalf,

i

The question of ‘what is adaptive’ remains unanswered « in fact Barofsky (ciied in

Kaplan, 1983) mtaintains that what is adaptive varies by domain, situation, time period

and measurement choices and concludes that the core question may not be completely
answerable, However, this study is mote concerned with the maladaptive effects of
certain coping strategles, particularly those which result in a relapse of M:E. For this
reason, time will not be devoted to the discussion of coping goals and what could be
construed by the subjects or the writer to be euccessful attainment thereof. The research
design allows for the correlation between the use of certain coping techniques and the
relapse of iliness, Thus the results of certain coping stratepies will be split into the three
broad categories of social, psychological and physiological and the study will look at
each aren within the parameters of the General Health Questionnaire,

The Role of the Situation

Central to the understanding of the efficacy of different coping strategies is an under-
standing of the controllability of the situation. This concept has been researc™od in se-
veral studies (Glass & Smger, 1972; Averill & Lazarus, 1972). In a reviow of these

studies, a central premise comes 10 light - that thers is a distinction between behavmln'ai ) I.

controt (controllability) and informational control (predictubility), Combining these
with the assuraption that each situation iy either pesaible or impossible to control, we
ses that there are four types of situations with different control pattesns, A given coping
strategy will bave differing efficacy in reducing stress depending on the nature of the
strategy and which of the four control patierns is encountered, Tha welovance of this
theory for the current study is obvious - faking the coping strategy of monitoring as an
example, we see that the M.E, sufferers may attempt to gain information abous the
stressing event and then influence the stressor. But the information gainted appears not
to be helpful in controlling the stiessor, resultitg in failure, frustration and possibly an
exacerbation of the stress load. Menaghien (1982a; 1983b) asserts that the severity of the
problem exerts a strong influence on coping usage. In her reseatch on coping efforts in
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the assef’ "aent stage, she found that optimistic comparisons and dicect action were less
likely to “;e utilised if the stressor was severe; subjeots undergoing sevire sticss were more
likely to turn to selective inattention or restriction of expectations, It should be noted
that the phase of the strese,event in which the coping strategy is applied is also impor-
tant, tha;"same strategy may have different results if it is applied in the preparation,
confrontation o post-confrontation stages (Krohne, 1989). In the case of responding
o the stress of having M.E., the s litile chance that the peak of stress arousal will
occur in the preparation stage because there is no distinct prepasation phase and, even
if there were, .orgas\:nised behaviour would not be of assi_sijance in ameliorating the pend-
ing disease, For this reason, the stress arousal peak may occur in the middle of the
confrontation stage; this will interfere with any adaptive behaviour and may faed back
physiologically and psychologically into the system, thereby worsening the disease and
resilting in a cyclical increase in stress.

Coping and Perceptions of Control

A sense of control is important in dealing with a stressor - this may operate on several
levels. It may be a buffer during the initial assessment phase and it can reduce nogative
emotions throughout the siress process by echancing seif—esteem and increasing
hopefulness, Attempts to gain control may be directed towards the situation itself, or
they can be directed inwards, at controlling the emotional or intellectual responses to
stress, The situation can thus be controlled direstly or through a change in perception
or attitude, Feedback loops play an important role in both physical and cmotional
control as they provide 4 mdhod of monitoring the onset and progression of various
mental and physical symptoms. A sense of control may also lead to more eﬂ"ectiva
potformance. It should be noted, however, that a sense of controf appears to be effective
only in situations where some control over the stressing event is actually possible. X
action is not possible, an at'capt to control the situation can actually lead to negative
conserjuences (Breznitz, in Applay,1987, 205). Hope and positive outlook, on the other
hand, can have a positive effect on the health of people under stress regardless of
whether control is possible or even if the situation is objectively hopeless. Closely re-
Inted to a sense of control is the need for the individual to make an. active commitment
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to a project or cause of éome description. The positive effects of this are anecdotal {for
example, accouﬁts by concentration camp survivoss) and have beeu upheld: by tesearch
(Totman, in Fisher and Reason, 1988). Other research suppurtizié this view is the work
done on unemploy:‘}ent (Brenner, 1979; Levi, 1987) and on loss and beneaesment
{Bowling, i987). ) -

17
Interindividual Différences in Coping Steatepies

Although the emphasis in this stud} fa]ls on situation-spevific coping styles, it is also
vital 1o understand what the mdmdual brings into the situation. It is obvious that some

individuals will be more voltiis .+ to a stressor if they are in a certain place in terms.

of biological, psychological, social and temporal variables ~ all of which mteract st t};e
time at which the individual is exposed to the stressor, These variables are smmned
under the heading 'predispo'sition‘ in much of the Literature on steess and coping
(Appley, 1987},

Physiologically, predisposition develop from penetic, prenatal, developmentél and
nuteitional hiswies of the ir:dividual,\ as well as previous illuesses and inherent physical
weaknessed and strengths, The individual may also effect a physiological predisposition

through training and habituation or taking drugs, not cering for good health and pushing
the body o fatigue. Of course, the fact that the individual chomes 1o behave in a certain -
mauwner catnot be understood thhout ati understanding of psychologwal and social

factors, Psychologtcal predispositions also atise from the mdmdual's past,. uiclud:ng
past succosses and failures, copinyg techniquas learned, self-csteem, attitude, intellipence
{to a certain extent) and the temporal timing of the stressor in relation to the develop-
mental cycle. A considerable athoust of the research on personal resource variables has
looked at locus of control and sense of mastery, Turk (1979) found that adjustment to
illness was positively correlated with a sense of personal mastsry and a number of studios
have found that the perception: of tvents as controllable is associated with less adverse

outeomes 1 *o'adn T Prrason, 1979; Pearlin ef al, 1981),

il

. . .-.
J -



ont threatening information - show greater physical and psychological morbidity in re-
sponrs to uncontrollsble stressors than the matched group of low monitors. Unee
again, it appears that both the nature of the event and the capacities of the individual
in guestion are important; it should alsa bs noted that certain individuals may have the
social competencies and personal skills to deal with. some events and not others - the
match between the individual’s predisposing coping style and the requitements of the
event is very important, As the individual perceives the mismatch between wheat is re«
quired and what ghe is able to do, her perceptions of herself as a cotapetent actor in the
situation will be under pressure (Bandura, 1985) and she may begin to engage i in-
flexible and seemingly rasladaptive behaviouss,

In understandiog why certain individuals react to situation in certain ways, it is helpfol
to raderstand exactly what is perceived as being threatened for the indivﬁdual in the
situation. Kaplan (1975, 1980} posits a universal desire to maintain self-esteem; from

" this viewpoint he goes on to examine how different coping strategies serve to maintain

gelf-csteem or a sense of coherence in the world. The idea that certain strategies are
adopted in order to perpetuate or ta-affin vital beliefs about the self is an intecesting
one. It may shed soms light on the question of why certain coping strategies are de-
_velopad in the first place and why they appear to be adaptive for somie people and

maladaptive for others, J also complicates the examination of stress and mpiﬁg as it
necesgitates an uudmtahding of each individual’s conscious and unconsclous needs.
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Summary

In response 16 the debato as to whether coping strategies are a function of the individ-
ual's disposition or situation-specific processes, it is postulated that the two theories are
not mutually exclusive and that they work as functions of each other. Appley (1987)
points out that individual factors are important in undesstanding the televance and sig
nificance of an event but the “significance of context, as should be clear, fies not in the
situation, as such, nor in the individual, but in the interaction (or transaction) between
person and event” {Appley, 1987, pg 314). Folkman and Lazarus (1984,Jg 288) state
that "the agsessiment df coping traits actually has very modest predictive vulue with ze-
spect to coping progesses”; and Menaghan {in Kaplan, 1983) (.wesses that caution is
cilled for in genecalising about coping usage pattesns, However, an understanding of
the importance of perception in the siress sesponse is vital in this regard, Although
there is widespread agreement that the choice of coping sirategy is dependent on the
situation o a certain degres (Krohne & Roger, 1982; Miller, 1979 a), it cannot bé de-
nied thet dispositional oharacteristics will have a large effect on how the situation is
subjectively perceived and how the individual perceives her own ability to cope with the
perceived demand, For this reason it is postulated that an understanding of the indi-
vidual’s cognitive processes (rather than their ‘coping traits’) would be valuable in
gaining insight into why certain coping strategies are employed and why ihese strategios
may be effective for one individual and not for another, This study looks 3t these cog-
nitive processes within the overall focus on situation- specific responses.



COPING TECHNIQUES - .

Learned Resourcefulness and Self-Repulation

First described by Meichenbaum (1977), the torm leaned sesourcefulness has been
coined by other writers in the field (eg Rosenbaum, 1988) to describe the managemant
of siress. Meichenbaum used this concept in a grogram undertaking to train peoplq {in
cognitive and behavioural skills which would engble them to cops with steessful siin-
atiors more sucuessﬁlilly. The areas in which_ he intervened were those of sel-
momtonng of matadaptive thoughts, images, feelings and bebaviours; problem-solving
skills and emotion regulation and other selfncontrol skills, Rosenbav-a terms this pao-
gram 4 “stress inoculation program’ and adds the ability to delay isnmediate gratification
and the general belief in one’s ability to selfregulate internal (emotional 2ad physio-

logicaly events. He also usus the concept of a personality. repertoire, which he defines

a8 a 56t of behavipurs, cognitions and affee! which are in constant interaction with the
sogial and physical environment of the person (Rosenbamn. in. Fxsh?t and Rmason,
1988). These factors are ~~en as interactive, a0 the personality t*;: mun of an individual

can be an indepenclent or dapendant varigble, and it will be the natyre ui' the personality

repertoire that will determing: ihe individual’s attempts at self-regulation. Self-regulation
will be called upon when the refleit or automatic responses to certain situations ate in-
tesrupted, are inadequate or unavailable, or when several response sequénces of neatly
 equal probability are in conflict (Kanfer, 1985). The conditions which activata the
self-regulatory process are similar to conditions termed “stressors’ by other researchers,
and Rosenbaum suggests that the self-regulation process follows three stages o repre-
tentation, evaluation and action.

‘The basic constructs in this theory follow the models set up by Folkman and Lazarus
(1984) and McGiath (1976), tut a few intercsting vardations occut, Firstly, Rosenbaurm
suppests that the tripger for the self-regulatory process is one of ‘interrbption’, This
follows Mandler’s (1982) postulation that the most psychelogically stressful situations
are ones in which certain situations interrupt the sequéwas of habitual acts or thoughts;
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this interruptiott triggers an autonomic arousal reaction and a oognitive evaluation of the
arousal process. Rosenbaum emphasis.s that this evatuation is conscious and his de-
seription of the evaluation process is synonymous to primary and secondary appraisel
as outlined by Folkman and Lazarus (1984),, Rosenbaum suggests that different traits
within the personality reperto:re will have an effect on different stages of the stress re-
sponse. Using Antonovski’s {1979) definition of ‘coherence’ (confidence that the inter-
nal and external environments are prodictable) and Kobasa's concept of ‘hardiness’ -
(viewing disruptions s challenping and desirable), Rosenbaum (1988) theorised that
fearned resourcefulness does not play much of & role in the :epreaentatmn and pritnary
. .svaluation Mage of stress arovsad, but it is important in the action phase, while individ.
' ﬁalswithahigh sense of colierence and hardiness may fary better in the primary ap-
praisal of the stressor. Individual traits within the sepertoires such as ‘hardiness’ and
sense of coherence’ have been examined (Buss, 1980, Antonovsky, 1979; Kobasa, 1979
a:nd it is thought that individvals with a hiph sense of coherence will evaluate stressnrs
in a more positive light, and expeot thefr internal and external environments to maintain
a level of predictavility. Hardy individuals (Kobasa, 1979) will view the situation as a
challenge rather flien a thieat, Both of these factors intervene in the initial appraisal
stage, while other aspects of learned resourcefulness may come into play when the in-
dividual sets about actually dealing with the stressox,

In tetms of wecondary appraisals, the relationship between self-efficacy beliefs and ability
to cope with a stressor is not clear, Rosenibaum (1988) reviews tﬁe literatute on this area
and concludes that learned resourcefulness only influenced self-efficacy expectations if
the individual had previous experience with the stressful task, But he postulates that
learned resourcefultiess plays a latge role in the action or coping phase of the stress re-
spons¢. He points out that, although the individual’s assessment of the situation is an
important determinant of whether or not she will be able to cope with the siressor,
without the approptiate repertoire of coping #kills (i.e, learned resourcefulness), coping
artempts will be ineffective, Rosenbaum: (1988) holds that high rescurceful subjects
weare more likely to use self-control methods than were low-resourceful subjects.
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Self-regulation itself can be further catsgorited into corrective and anticipatory self-
regulation. Rosenbaum’s studies cited thus far have been conterned wi & cotrective
self-regulation, but Kanfer (1986) points out that anticipatory self-regulatics can also
occur, He defines this as when the individual recalls information that disrupts a planned
of habitual bebavious - in this way the disruption is seli-generated. Nerenz and
Leventhal (1983) call this type of behaviour “danger control’ and they describe it in re-
fation to illness, Individuals objectively present the health threai to themsclves and
make plans for reducing 6r modifying the impact of the threat before it actua.‘lly'occurs.
So, when an lndividual engages in anticipatory self-regulation, she delays immiediate
geatification in favour of a positive Jong-term outcarae, A high level of resourcefulness
'i aseosiated with the use of both snticipatory and corrective sélf-regulation
" (Rosenbaum, it Pisher and Reason, 1988).

Roserbaum (1988) theorises th- learned resourcefulness is acquired during the informal
learning 1rocesses during childiiood. This idea is similar to the idea of ego resiliency
put forward by Block and Block (1980), and is zlso seen as a stable personality reper-
toire which Is built up in early childhoold. Rosenbaum stresses the importance of the
ability to adapt to changing circumstaces and be flexible in problem-solving techniques
as well as to delay immediate gratification, but does not go on to explain exactly what
type of parenting and/or early eavironment is most conducive to the development of
ﬁsoumaﬁ:lness at an early age. |
As repards the importancs «f soctal suppost as a moderating factor, Rosenbaum (1988)
argues that individuals who ars high on resourcefulness will be most able to help
themselves and more likely to be helped by others in the event of a stressful situation
arising while low resourceful people will deplete their social support reserves by their
socially dependent behaviour and are thus less likely 1o be helped when social support
is requived. This hypothesis Is supiaorted by Monroe and Steiner (1986), but no meu-
tion is made of the differing social support offered traditionally across difference
nationalities and race groups,
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Predispositional factors can be impoxtant in terms of coping behaviour, Certain tech-
niques may have bean learned which will allow the individual to deal with the stressor
in an adaptive fashion before it even becomes a stressor. This helps to explam why
certain individuals will perceive certain events s stressful while others do not appear to

" be phased by the event at all. Appley (1987) takes this point a step further and holds
that a response may be trigpered in the individual when there i a ‘match’ between a
provoking agent and the source of a predisposed, stress-related response, The individ-
ual’s prtgdispoaition may also be important once she is engagiug the stressor in that
certain coping strategies will be used and, if they ate ineffective, an attempt to formulate
new sirategies may be made, The stratogies used will depend to 2 large extent on the
physiological, psychological and socio-cultural background of the individual as well as
on the characterdstics of the demand and the manner in which the demand and the in-
dividual’s predispasition intixact,

It is accapted that the dynamics within the physiological, psychological and social sys-
fems act individually and collsctively to providi an ongoing state of ‘health’ for each
individual, If a vulnerability is present, there i3 some degree of coincidence or Tuck’
deter.mining when the individual comes across a streasful situation which ‘matches’ her
vulnerability, Should tliis occus, the three sysmhs interact continuously to determine
whether the individual can adapt to, or cope with, the stressor. If the process is
conceptualised in this tanver, it highlights the fact that research into the relationshi,
between stress and health persists in looking at the individuals who do not have 2 solid
foundation of ‘health’ - because these are the people who contract dissases and show
maladaptive reactions. Perhajrs the answer to the riddle of health can be found just as
casily through studying the bealthy as it can be through studying the discased. but if
tesearch in this atea foouled on heaihy puople, sotne very different theories may be
formed.

It has been hypothesised (Averill, O’Bden and DeWiit, 1977) that different mdwiduazs
have characieristic coping strategies and different potentials in téms of learning e&‘ective
coping techniques, In other words, the subjects who showed non-optimal coping
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siratepies in the study carried out by Averli et al were those who cerded out.rigid
‘behaviour patterns, regardless of whether this was s.pﬁmpz_-iato according to the situstion.

* Another group also showed non-optimal behaviour, but their bebaviour was unstable

{j:"

(random) rather than vigid, Krohnme (1989), con\'{penﬁng_‘on Averill's study, sugaests
that there are four modes of employing coping behaﬁour - a rigid, vigilant mode (sub-
jects try to attain informanonaland behavioural control of the situation, a reid, aen-
vigilant mode ("repression”), a ﬂeﬁb}e use of coping strategie# and lastly a mode
charaéteﬁsed, by unstable beh_aﬁour. Krohna seas the coping mode as the link between
coping dispositions and actual coping behaviour. Averill's hypothesis i socepted n this
study and the sigidity of the subjects’ coping patterns will be monitored anc: gorrelated
with the various measuses of dysfunction. |

\.

In the current researchua.n attempt is made to access the primary and secoudaty ap-

praisals made by the sui:;ects when £ated with a stressful situation. No attempt is macie

to analyse the pre~c0ﬂscmus stage, although this stage is connected to the individual’s
perception of herself in the world o it may hold important insights into the connection

 between mental state aud disease,

Self-Handicapping N

Jones and Berglas (1978) defite a selfhmdir.appmg stratepy as a formn of defence
methanism whereby the individual reduces a threat to self-esteemn through having a
impediment to petformance to which the individual may sscribe her failure. This im-
pediment may actually be unattractive in itself (for example ﬁ@*ﬁhg an alcoholic (Snyder
and Smith, 1982)) but it s stilf regarded as adaptive as long as that is lost through the
use of handicapping is not as valuable as what is protected, Other self-protection

strategies include self-serving explanations, and self deception, in which the individuat B

herself §s also deceived,



The Psyrhosocial Context.

The role of the environment and the individusl’s social support notwork cannot be
overlooked in n analysis of coping strategies. This is indicated in the work of theorists

such as Dotrenwend and Brown (1984, in Appley, 257). Broadly defined, ‘sociat sup-

port’ can inelade anything from financial aid, social services and availability of com-
mercial services to consultation with a psychotherapist, The ﬁeld is further rs-afvii.\mdéd
by the fact that the existence of social ties is a necessary, but not sufficient, condities

for the existence of any kind of relationship. Somal support has been found to buffer

against negative -health consequences of stress in many studies; having positive effects

on rumerous disease states az well as the amount of medication requiced by ill people,

their compliance and speed of recovery (Cobb, 1976). Singer & Davidson (in Applay,

1987,) pmtulaw that, even in nonstress situations (’nnnsi:ress’ referring to very low siress

sxtuattona), individuals who have some social supp: la'l: fare betier than those who do not,
_and social support itself is positively correlated to good health. This good health may,
lI‘in tutn, minimise the effect of stressors in the environment. In addition to this, the
. presence of steain in the individual may lead o a decrease in social support (both offered
andfor perceived) and this may be the primary causative agent in the relationship be-
tween high sirain and low social support, The lisk between stress and social. support
i further confounded by the fact that certain stressful Situations « such as an ongoing
debilitating illness like M.E. - may actually lead o the degeneration of social support
systerns. House (1981) postulates 2 division of social support into emotional support
(behaviour that transmits trust and love), esteem suppott (resulting in information nec-
essary for self-evaluation), instrumental support (bringing goods and services) arid in-
formational support. These categoties are helpful in attempting to defins the parameters
of ‘social support’ bui the individual’s psrception of the act must not be igrnored; a sig-
nificant other may enpage in whai is intended to be suppoitive behaviour, bat actually

upset the individual fusther; fot example b}r denying feelings of grief and atixicty thet the

individual siceds to deal with or by distusbing a process of selective desdal whish may
be the only way to make the situation bearable. The support orovided must algo match
the needs of the recipient if it is to act & a buffer.



“riie definition of social suppo;t and the outcome of studies concerming it will vn-
doubtedly be effected by the perapecﬁj‘re.from which the researcher views social support,
Berkman and Syme (1979) found that long tecm mortality predictions could be made
from an in-depthi study of the individual’s social ties, with particular emphasis on the
nmmber of ties s opposed to the quality thereof. Gentry and Kobasa (1984), on the
other hand, found the subjectively perceived quality of the relationship to be of impor.
tﬁnce. Hatfield (1984) azgues that intimacy has three dimensions - cognitive, eémotional

and behaviousal - and that all throe of thess factors will influence an individual’s ability
*to confide in another, feel intense cmotions toward the other and engags in comfortable
physical contact. Studies (Loweafral and Haven, 1978; Lefcourt, 1985) have shown the
presence of a balanced intlmate relationship to be important to patients’ physical and
emotional well-being, For this reason, insight into the social support availab'e to the
gubjects on. the study i necessary, An important area here is th_ﬁt of self-estecrn and
Brown post:Jates that our image of ourselves as worthy of support and the actual sup-
port offered by those around us am mutually interdependent, Taking this theory a step.
further, howaver, it would be poes'tle to postulate that the exact causal relationship
between tae presence of a social support netwotlt and the mediation of siress cannot
be defined. An individual who has an effective social support network may appear as
If this network is acting as & buffer against stress, but there may be some personality
factor which underfies both the fact that the individuel is able to build up a soclal sup-
port nétwork and that he does not show maladaptive behaviour as the result of exposure
to a stressor. In the 3ame vein, failure to cope with a stressor may be for the same
reason as the individual failed to build up a social support network, rather than becavse
the network was not constructed,

Winnubst, Buunk and Marcelisten (in Pisher and Reason, 1988) write that refational
competence may effect social support through at least four difference processes, Char-
acieristics such as sociability, assertiveness and exiraversion may contribute to the case
with which relationships are built while tolerance of intimacy, emotional stability, co«
operation, sonsitivity and empathy may effect the development and maintenance of re-
lationships. The individual’s conceptualisation of the relationship is also impostant
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should that relationship be called upon to provide support - indiﬁduals with cynical,
negative and pessimistic attitudes toweudy Lylationships may have < fficulties fonmngttes
and may not perceive those relationships as a .posaibla source of support. Lastly, the |
mdmdual must be able to employ the relationship in times of need ~ Hansson (1984)
finds that people with 10# socml anxiety and high self-esteem miay find it easier fo solicit
supportive behaviour from othérs while dépressed and neurutié peoplc may turn, others
away (Sarason and Sarason, 1985b). '
Usider situations of gtress, affective barrers todatcéepting support would include feelings
of shams and goilt » especially if the mdmdnal foels that she could sornehow have in-
fluenced thre coutse of events - as well as feelings of low self-citeem and vulnersability.

-
i

It must Bo noted that most of the literature linking sorial support and health is based

~ on reports concerning perceived support. House (1981) and Tuiner (in Kaplan, 1983)
. suggest therefore that the term ‘social support! bs defined in terms of the experience of
being supported rather thgn the obimi\_ve level of material assistance or adequate re-

SOULCES, !%mwn also finds that depression can be predicted in situations where there is
 match hétvc‘een a severely stressing event and an ongoing conflict of roles and te-
lationships (such as is scen in working mothers). Although Brown & Andrews (1984)
study the relationship between depression and social support, their finding that self-
esteern plays a centeal role is an inferesting one. Looking at the role of velationships,
they found that good experiences in current core relationships could bé more important
than previous relaticnships and that good current relationships could actually help 1o
neutralise the past. These findings are supported by Quinton & Rutter (1984). Good
current relationships appear to act as a buffer apainst hopelessness « a condition which
is not seen &8 conducive to effective t_:oping (Brown & Andrews, 1984; Breznitz, 1987),
In addition to how the significant others around the stressed individual view the situ-
ation and offer support, the effects of their own coping mechanisms must also be ¢ >
amined. The interaction between these two or more sets of coping techniques may be
produstive; providing positive reinforcement and stimulating a mutual attempt to ro-
solve the problem. O the other hand, approaches may clash and vndersrine each
other, sesulting in added stress and a drop in perceived support.
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The socio-cultural system in which the individuel finds herself thus has a direct impact
on'coping fechniquas through variables such as po34l support. It also has an indirect
impact through its role in the formation of the individual herself. Both self-evaluation
and personsl values have some social origin and the social context also has a part in
defining situational constraints and normstive expectations. These féctbrs are largely
reﬁponsible for the formation of the individual’s __.gxpectaﬁonﬁ about herself and her ene
vironment and her definitions of success and fax(i\w. T the importance of individual
pexosption in the stress process s recopnised, these factors cannot be overlooked, In
fact, several aut.hor.i have sugpested that operational confounding exists between roclal
Support measures and tressfol i events. This argument holds that the fes!i‘ng of being
loved and esteeraed and socially valued is so impog %t that the health irdfyuct of loss
events may derive more, or at least as much from, the loss of support as from the as-
2 yoiated stress (Mueller, 1980; Séhaefer. 1981y, This theory has been postulated by
thecriats examining the responge 2o death and dying - the poasxblhty ia that the mourner
grieves for the loss ofa joved one as well as for the loss of Iove and social suppost, This
confounding vadable casts a shadow on the already dubious use of life stress question-
. naires and highlights the fact the social mppbrt cannot be empirically separated from
paychological distress, thus malung the relationship between the two very difficult to
underatand

Brondex Demographic Factors

Factors influencing the perception of a stressful event melude the presence, 20d strength
of, cultural and religious values and sorms and social class. Eisdorfer (1985) points out
that the social clirhate iz an environmental factor which may play a role in the inediation
of stress. Certainly, it is conceivable that factors such as social prejudices and social
expectaticiy could influence the individual’s perception of the stressful situation; théy
would definitely have an effect on the previous experiences of the individual and on her
learning of acceptable cop_ing responses,  Cultural belief systems and accepted attitudes
towards change and specific sressors are also important, Prejudices and expeciations
may increass the ‘load’ which the individual is carrying on entering the situation, thereby
increasing the gap between capability and demand, They may also have an effect on the
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fesources atid support availatle to-':aasist the individual in bridging the gap. ‘Most indi-
viduals form part of an organisation at soms Jevel, and the sife and structurs of that
institution as well as the extent to which the individual subscribes to the values of the
system, will have an effect on the role of the institution in amelivrating or eiaeerbating
the stross, A stimulus in the environment may be the primary stressor, but the affect
of the savironment may be more subtle through contributing to the ‘background noise’
in the individual’s life. Social injustice, war or economic recessions will coniribute to
the day-to-day stress experienced by the individual, influencing her perception of the
world around her and her fealings of personal control.,

Some researchers feel that a higher level of educatioﬁ is conducive to better coping.
Reasons for this hypothesis include that bettor educated people fare better in realistic
stress perception and have better problem-solving akills becanse they have a mgher level
of cognitive complexity (George, 1980 cited in Kaplap, 1983). They may also deal with
complexily and novelty better, havc more positive self-perceptions (Shanan et al. 1976)
. and have greater intellectsal flexibility (Kohn ang Schooler, 1978). Pearlin and Schooler
(1978) found that being male, better educated, currently married and having a higher
income were associated with a higher sense of personal mastery, These findings were
confirmed by Pealin et al. (1981), Kessler and Cleary (1980) and Eron and Peterson
(1982). Socioeconomic statwn may be related to the method of oopiﬁg used; an example
of this in the area of assessment of the stressor js that péople of 3 higher socioeconomic
status ate more likely to make optitistic comparison between their own situation and
that of others. They are also more likely to use direct action as a coping technique and
less likely {0 use gelective inattention and resiricted expectations when appraising the
siressor (Meneghan, 1983b, in Kaplan, 1983), Menaghan goes on to postulate that
socioeconomic status shows more correlation with generalised coping rescurces than to
specific coping efforts, These findings may 'i:ot ba peneralisable to M.E, sufferers at-
tempting to deal with the stresses of their illness as they are unhkely o meet with much
sucress using ditect action and, as health-related problems are usually reparded as quite
B s6vers stress, they are less likely to use optimistic comparison.
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It is important to note tha’, 1e population from which the subjects for the current study

were chosen consists predominantly of middle-class, educated people. This tread is one
‘which has been noted by M.E. researchers - 28 cais be seen by the poining of the name

“yuppie ‘flu” by the roedia. There are a number of possible explanations for this phes

nomeénon, onaf;' of which is that higher-functioning people perceive the drop in their
performance niore severely in their day-to-day activities than a person in a less de-
mandit pqsiﬁ’gn would, and are thus more likely to seek medical attention. Another
theory is that the people who coﬁtmct M.E, are usual_l}-".those with 4 high level of re-
sponsibility and arg functioning undef:-*mgssful conditions in their Mplnymcg_\t. Of
course, this need to ‘achieve is, in turn, motivated by underlying personality character-
jutics which may themselves contribute t the onset of M.E. Perhaps it is only the in-
dividuals in 2 higher income bracket who can afford the expenditure and time that it
takes to pursue their ltess up 1o the level of a specialiet - which is easentially what the
clinic for MLE, at the Institute fotr Virology is, Linked to this, there may be a number
of factors in the relationships between these individuvals and their family doctors which
lead to the referral of the patient to the clinic, As regards poorer, rural populations, with
particular reference to the Black population, there are 2 number of differential diagnoses
which could explain an ongoing feeling of ;atigue - for example bilharzia, dysentery and
typhoid « some of which the patient will have snffered in the past and ro blood tests
will be positive and a diagnosis may be made in the light of the patient’s medical history.
S0 we caznot exclude the possibility that thete are people from all sociceconomic
groups who suffer from M.E. The point i that the people from oiher groups cannot
be accessed in a study such as this bevause they do nbt, for a vaniety of reasons, reach
the population from whick the sample is selected,

NEGATIVE EFFECTS OF COPING

Thus far, very little mention has been made of the possible negative effects of coping.
Schonpflog (1985) and Cohen (1986) suggest that the inclusion of the possible negative
effects of coping will lend sophistication and validity to the concept., On a most basic
level, it is obvious that attempts to cope which are unsuccassful not only tap the indi.
vidual’s resources to no effect, but failures can actually become a sitessing factor in
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themaelves, Faﬂum may follow inaccurate cognitive appraual of the self; the demands
made by, and resources offered by, the env'ronment; mappmpnate goal setting; bad
strategies, inefficient execution of good strategios or misinterpretation of feedback
Crnals, fffailm to cope persists, it can become a sourco of threat end loss in itself,
Problems may arise as the consequence of cestain coping strategies which can also be-
come stressors in themselves. Further problems may arise if the individual does not
have sufficient time to recover between coping attemyis - a8 is the case whon faced with

- a oheohde atress. Ongoing coping will deplete enexs;; and other sources of support. On.

the other hand, the experience of using one's coping tesources may be posiiive,

Zuckermian (1980) uses this theory to explain the énjoyment derived from sporis such
as mountain olimbing or sky-diving, where the individual’s ability o cope exceeds the
demands mads by the situation. Successful coping reinforces the individual's sense of

' control and positive feadback stimulates the learning process. In the current study, the

occusrenice of these feelings of accomplishment and triumph are monitored through the

* use of a Likert Scale.

Intc;;estingiy, Billings and Moos (9184) report that coping and social resources did not
have a buffering effect against dysfunction. Pindings such as these demonstrate the
complexity of the coping procedure and remind us that measurable coping behaviours
may be more indicative of impending pathology than atielioration, When the long-tm

analysis of the effects of these stressors show that they have resulted in health~rﬂamé“

problems, it gives the false impression that the coping behaviours were ineffective rather
than that the stressor was problematic in the first place. This does not invalidate the
use of coping strategy questionnaires but rather shows that they maust be understood to
show the correlation bétweens problematic coping sirategies and psychosomatic com.-

plaints,

SUMMARY

Stress cannot, and should not, be avoided, The best form of dealing with the distress
which follows stress is through prevention. Any method of kesping the balance between
demand and capacity may be bensficial, as would any strategy to bolster seif-esteem, to
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zeinforce social support networks and positive, hopefqll;ai:titudes and encourage self-
devilopment with pacticular reference 1o the development of coping steategies.  Rigid
coping mechanisms are Wpﬁve, as are attempts 1o cantrol vacontrollable events,
Coping techniques should ideally be related to the sitoation in which the individual finds
herself. ‘This study accepts the division between emotion focused and problem focused
coping attempts,’ with the latter showing more stability. A stressful avent should be
understood as a dynamic process during which the individual may experience apparently
contradictory states of mind and use different coping mechanisms at different stagee of

the encountet,
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'HYPOTHESES AND AIMS

From the literature reviewed on the relationships between stress, coping and disease, the
following hypotheses have been made by the writer,
1, Denial is expected to be posifiva!y corvelated to poor @neral health, while problem-
focused coping (associated with highei' learned resourcefulness) should have a low or
negative correlation with poor general health, |

i

2.A pt;sﬁtiva relativnship ia expei&ed_ between poor general heaith und harrg - loss pri-
mary appeaisal, Soob

3. A positive correlation is anticipated between feelings of hopeiessness and helplessness
and poor general health,

_ . . _
4. Lack of control over the situation in which the individual finds herself should be
positively correls*ed with poor general health, v

5. Atterapts to conttolj,uncontrollable events should be positively correlated with health

compiaints,
6. Low levels of self focus are expected to cotrelate positively with poor health, -

7. The negative effects of the situation on the individual'y state of health should be
ameliorated by the prssence of a good pessonal relationships and a positive perception
of . cial support. |

8. The subjects should adapt theit coping style to the situations in which they find
themselves, '
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9, As the stressful siusions that the subjects report will vary over the 9 month period,
% consistent pattern of coping mechanisms shov, ’ "¢ be set up,

10, "The primary and secondary appraisals should be situation specific and should cor -

relate positively with euch ciher,

11, I terms of the coping mechanisms used, acceptance of the event as uncontrollable
in the process of primary appraisal should be positively correlated with the uge of
~¥motion- focuszd coping, while the perception of the event as controllable should cor-
° relate pnaiti\\[sly with the use of problem-fbcused coping.

The hypotheses set out above refer to “normal” coping behaviour i.e. copihg that is
considered adaptivo in the literatnre.  However, the current study looks for variations
from the noém. From the correlation coefficients and factor analyses runt on the data,
abnormal coping patterns will be sought and these patterny may be related to 4 decrrase
in. general health, ;

™
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RESBARCH DESIGN

At the outset of this section, a comment must bs made on the relationship betwee::
statistical associations and causality, If statistical correlations between certain ways of
coping and the relapse of M.E. are found, it does not prove that these two variables are
causally related; there may be a thied factor intervening and influencing the incidence
of both factors. Even i they are cansally related, the direction of the cause - effect link

is not known,
Subjects

A sample of eighty women was accessed through the Institunte of Virology,
 Joheanesburg, and were followed in a longittudinal study extending over nine months,
Based on information obtained fromn the Institute’s files, subjests were matched for
ageand sex, They were all woman between the ages of 18 and 60 and they had all
contracted M.E, within six years prior to the onset of the research. They were also all
| resident in the Witwatersrand ared - this was a necessity in terms of cost of ti&el and
logistically as ten interviews were to be conduzied By one nterviewer in one day,

The selection of the sample bagan by letters requesting participation buing sent to ali
132 women who fell into the appropriate population from which the sample was dravn.
The letters explained the nature of the study and 80 women agreed to join the study.
Nineteen women retumed the form marking that they would not be able to participate
in the study; three of these gave the reason the their health was not good enovph and
three becavse they would be out of Johatnesburg for a significant portion of the period
of the study. Four replies indivated that the women were mnving away fror: the
Witwatersrand area. Seven of the respondents did not specify why they were unabls to
tale part. ‘T'wo women replied that they would take part in the study but their replics
wete too late for them to be included, and one subject wished to participate but passed
away between the completion of the forms and the receipt thereof. This leaves thicty
women who did not reply to the initial call for participants, Of these 30, 12 letters wers
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returned by the post office as the addresseos were, no longer at the given address, Thus
gighteen of the possible population (13,6%) were non-compliant in that they were yn-
abilo to participate and unwilling to complete the form explaining their reluctance. This
binses the sample somewhat, in. addition to which the sample does not include the -
people who travel extensively pr move frequently and any factors related to these char-
acteristics (for exemple, economic status or pature c&‘ _employment) will not be accu-
rately represented in the sample that was drawn om the population.

Tha drop-out rate on ‘the stuﬂy was Iuw, partm:larly considering the pcor physiological

| comhtion of the subjects. Aﬁer the second set of interviews, three subjects dropped out

and after the third, five dropped out, leaving seventy two subjects completing all four
m‘féi‘mwn' Tt should be poted that the biographical details and test resubis from those
interviews comp[eted were used for all subjects, including those who dropped out.

]
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The study wos structured as long:mdmak atudy, the purpuse of which was to follow
the subjects over a period of nine months and monitor the stresses to which they were i

exposed, the vmy in: whxch they appraised those itessors and coped with them, and their
genetal health over t}mt petiod. No control gwup was set up because the appraisals and
ways of coping wsed by the subjects wers compared to conventlonal norms atd expec-
f..mons a8 reviewed in the literature; internal compasisons were also made - i, com-
parmg how thu same individugl adapted their coping tec.hmque to suit the new stresses
expenm& over the nine month period,

v

" Initially, each subject mrras required to fill in a detailed biographical questionnaire,
!

-Il‘heréafter. each subject was fested every eight weeks over a pericd of nine months, thus

* aliowing four tests for each subject. In each of the fours tests, the subject completed a

battery of three questionnaires; these questionnaires accessed:

1. Primary and ;ecpnda.ty appraisals,

2. Ways of coping

. LA
3 The subjects’ general haalth over the past eight weekslivaa monitored with the Gea-
eral Health Quostiornaire, | .
Before completing the buttery of questionnaires, the L ‘gcts were asked to list the
sttesses experienced over the last sight weels and to choose one of these stresses on
which to answer the questionnaires. Specific details of the chosen stressor were se-
quested. )



INSTRUMENTS
Primary Appraisal Scale

The ussessment of primary appraisal was catried out using Folkman and Lazarus’ {1980)
primary appraisal scale, consisting of 15 emotions, grouped into thres subscales, meas-
uring primary feelings of challenge or confidence, harm/loss or anxiety and depression. |
Responses were scaled oﬁ a 0 1o 4 seale for each stress raported,

Clinical observnﬁbna in the mid-sixties lead medical professionals to suspect a relation-
ship between the incidence of negative life svents and subsequent physicel illness/:
Holmes and Rahe (1965) structured & scale with which they measured the Lifs Change
Uniis, but thej falled to take individual background and perceptions into accouat.
There has been a move towards understanding the personal meaning of each event in
more tecent litetature (e.g. Brown, 1974) but this type of analysis relies fairly heavily
on interviewer intuition and is time-consuming, No life-stress questionnidre was ad-
ministered 1o this sample of MLE. sufferers as an attempt to gain insight inﬂ; the events
oceurring befors the onset of the illness would be extremely difficult, especially if the
onset was more than a year prior to the study. In addition to bias in recall, the subjects '
have all suffered a major illness betvreen the life stress (if there was one) and the ques-
tionnaire - this itlness is bound to influence reeall and perception of the event, The
critical link is the individual perception of the event and the way ia which the impact
was ameliorated through the use of copitig mechanisms, Also, a simple documentation
of the stresses without an extensive investigation of control groups will not give much
insight into why these individnals have contrected M.E. while other individuals exposed
to similar stresses have not, Also pertinent to the use of life stress questionnaires is the
question of whether significant life changes preceds the onset of illness (thus implying
a cavsal relationship) or follow the onset of the illness (implying a resultant relation-
sip). Rahe and Arthur (cited in Monat and Lazarus, 1977) suggest that these iwo sit-
vations may be equally common, bt it is an important question to answer when
dealing with an iliness such as M.E. which has a great potential to disrupt the lifestyle

8



T,

" of the sufferer and those around her. For sall of the ai;nve reasoﬁg, th@ cufrent study

endpuires about stresses expetienced prior to the onset of the illness 2s a small part of the

biographical questionnaire and the results a2 recorded for interest aud}:erhaps as a

puicle to fituze research, but \:}my gre'i'mt the focﬁs of the analysis or discussion.

1

Although meagurement of dispositional factors has been acknowledged in the literatuze

review ay nnportant, 3 smgln -minded approach assumes consistency of behamm' and
belittles the importance of the situation in determining the coping response. Alsu,
measurements of ctping dlsposmons have not proved 10 predict actual coping in the

situation (Cohen and Lazams, 1973). The methodofogisal problems associated with

an attempt to mt,rospemvely meainre stress experienced in chitdhood have been dis-

cussed, Consequenﬂy, no measures for siresses expeﬁenoedjn childhood were included

in the study.{ ‘wgh many theorists would argpe that the ongoing efféct of eatly
childhood mm&ﬁnws cannot be ignored. Alt‘trﬁ}lgh questions were not ditected to-

wards childhood experiences, it was noted that ma.tw of the interviewees voluntesred

information about their childhood.

Ques{ions regarding the nature of stresses experionced before the onset of ML.E. were
included i the questionnaires, but documentation of these stresses is not relied up;on
as a source of insight into why these individuals have contracted MLE. while oijters ex-
posed 1 similar stresses have not. The ctitical link is the individual’s perception of the
svent and the way in which the impact was ameliorated through the use of coping
mechenisms, For this reason the emphasis falls fm.‘ more heavily on the stresses expe-
rienced during the nine month period of the study.

i

o



Waxs of Copiny i) Scale

In order to measure the coping techniques used by the subjects on this study, the Ways
of Coping scale. (Folkman and Lazarus, 1980) was used. The ucale uses general coping
iterns and thus can be used in a wide vasiety of situations, The Ways of Coping is
f:resented as a self-report checlkdist; on this study the first acale was filled out in an
interview setting to ensure the subjects understood what was required of them. Subjects
using self-report checldists may over- report items with which they are struggling; also,
they may misinterpret the questions or forget to report on coping techniqugs which form
 patt of their dafly routines, {Cohen, 1987). Subjects may also have fo;med theares
reparding whet is being tested and formulate their answers to suppoit or undermine
these hypotheses. Howaver, Cohex {1987) writes that self-report measures are at least
as predictive of outcomes as other assussments - 8 view upheld by Folkman and Lazams
(1984} and Shrauget and Osbm'g (1981,l in Kasl and Coopet, 1987).

The Ways of Coping scale theasures cognitive and behavioural techniques used in fo-
sponse 10 a specific stressor. First déveloped in 1980, it was reviewed in 1986 to a
4-poist Eikert ecale, with the subjects indicating the extent to wiich they used each of
the 72 itejus, Several studies have shown the scale to have good internal consistency
(Folkman and Lazarus, 1980). The scale has be'n used in different ways by vatious
researchers, In the current study, the coping techniques were divided into six categories:
problem-solving, wishful thinking, dental, avoidance, secking social support and self-
blame. These individual categories can be sumnmed into pmbleﬁ:t focused and emotion
focused coping techniques.
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General Health Questionnaire

The General Health Qyestionnaire is a 28-Hem scals comprising 4 subscales: somatio
symptoms, anxiety and msonmla, social dysfunction and severe depression, Goldbm'g
and Hillicr (1979) anslysed the questionnsire and, based on the stability of the data
collected over 8 years, found the scale to be stable, with the the first four factors ac-
counting for 59% of the total variance, They point out that the scaled version of the
GHQ provides the investigator with more information than is provided by  single se-
verity score. They also note, however, *.hat there is som overlap betweerr . dtﬁ'erﬂnt
subscales with the tendency towards a .géﬂeral factor (accounting for 32% of the total
variance) being present. They suggest that anxiety is the core phenomenon but that the
presence of the other subscales allows the reseatcher io measure the other dimensions

as well,

A general problem with the measurement of coping is that many similarly-named scales,
which claim t0 measure similar constructs, have low cotrelates with each other (Cohen,
1987, in Kast and Cooper, 1987). Also, due to the lack of consensus a8 regards the di
mensions measured in the different scales, there is nc comparability between the in-
struments, |

It should be noted that no independant measins of physiological health was made by a
medical doctor as part of the battery of tests - the reason for this is that there is no
apreement amongst medical professionals regarding the signs and symptoms of M.E. and
there is thus no medical measure of relapss available - blood tests, muscle biopsies and
clinical examinations are consistantly uareliable in ﬂiagnosing & wlapse of M.E,

The Ways of Coping questionnaire, the General Health questionnaire and an assessment
of primary and secondary appraisals made up a three-part battery of tests filled in by the
subjects every two months over a nine month period. 'The subjects’ responses to this
battery pertained to ovents which had happened in the two months prior to the date of
the tesi, Ideally, coping techniques could be monitored s they took place, but this was
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not possible as the tests were in the form of interviews and were administesed to eighty’ "

people divided into groups of ten and each subject was seen in person every eighit weels.'
However, Folkamn and Lazarus (1986) qualify stresses he ~pening in the previous two

maonths as recent,

#
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Statistical Analyses |

The data collected from the above procedyres was analysed in two wayg, Primarily, a
Pearon’s product worment corrlation was used to examine tha, correlation coefficients
in the r-ytionships which were predicted to be significant. Correlation coeBlicients
groater's2) 0,300 (or lesscthun ~0.300) at a probabilty esa than 0,001 wers highlighted

and those relaﬁonshlps examined more closely. Also, certain variables were expected'

0.400 (probability less than 0.001) and did not. Thereafter, a principal components

fac_tor ana!ysm with 2 varimax rotation was carried out on the variables which appeared
. tobe aigrﬁﬁt_'.ant]y correlated, | |

It should be noted tl:ata battery of tests refers to the GHQ, the Ways of coping and the
mensurément -of pnmmy appra:sals catried uut at one timg. Statistical investigations
compared findings within each battety - .z h how certain ways of coping correlated

with findings on the GHQ, as well as comparisons between the same individual's difs

ferent batteties of tests at the four tasting times over the nine months, The purpose of
the latter investigation was to monitor whether the subjects changed their ways of cop-
ing to adapt fo new stressors. '

Vithical Approval

Ethical approval from the Board of Ethics of the University of the Witwatersrand was
obtained prior to the commencement of the study.
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RESULTS AND DISCUSSION OF BIOGRAPHICAL QUESTIONNA«RE

In order to reduce erors arising from extraneous variables, the subjects on the study
wore sclected from a population with 4 confirmed medical diagnosis of M.E. This
screening was not infaflible, however, and it is possible that certain of the subjects were
atypical, even though their blood tests and clinical histories strongly suggested MLE.
To further reduce exirancous varibles, it was decided to only include one gender. As
twosthirds of M.E. sufferers are female, the sample includes women between the ages
of eighteen and sixty, The fact that the study consids only of women is significant in
terms of thé stresses experienced as well ag the viruses to which they are exposed. The
Nightingale Research oundation suppests that the higher incidence of women with
M.E. may be partially atiributed to the fact that women spend more time with _small
children and ate thua exposed to viruses more often, They are also less able to take a
break when thoy pet ill - it may be easier for a father to rest when he takes the day off
from work than for a mother to spend time recovering when she has a family to look
sfter, However, the majority of women on this study who are mothers have children
over twenty years of age. Considering that statistical analyses were only catried out on
individuals who had had M.E. for under six years, the minimum age of their children
at the time of onset must have been fourtesn years, Childhood illnesses are not. cora-
mon at this age, which leaves the possibility that the women did not contract the initial
virus from their children, or the virus was dormant for 2 few yeats.

In order to tnake the data more accessible, bar charts and pie diageams representing
some of the resnlts have bean, compiled; these may be found in appéndix 1.

With rcgard to marital status, 59,8% of the sample were married, 17,1% single and
17,1% divorced (Greph 1), The presence of childten is also an important variable; the
majority (32,1%) of the women had iwo children while 27,2% bad no children, Of
those who had chilclre_n. 42,4% had children with an average age of over twenty; 20,3%
had children in the fifteen to twenty age proup and., 20,3% in the ten to fifieen ape
group. This leaves a combined percentape of 17,0% in the under five and five to ten
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group together (Graph 2), The majority of subjects (37,8%) had completed matric,
with 34,1% having obleined & university degcee (Graph 3). This is a surprisingly high
number at‘ women with universify degrees, considering that only between two and five
percent of the general population obtain a degree. Some researchers (George,1980;
Pearlin and Schooler, 1978) found that better education was conducive to adaptive
coping - this was attributed to higher levels of cognitive complexity leading to better
problem-sofving skills and greater intellectnal complexity. According to this, the sub-
jects on this study should have fared much better when faced with the same streszes as
a Jesser educated group - however, as cari be seen, in the next chapter, the coping tech-
_ nigues used d:d not appear to be adaptive, The high percentage of women with uni-
versity degreea on the study may be connected to the abuve average sOCIO+ECONOMIc
status of the sample, but again the subjects did not comply with theories put forward
by other researchers. Meneghan (1983b) suggested that higher socio-economic styius
is associated with moro direct action coping techniques - as will be seen, this warnat
the case on this study, Only 6,25% of the subjects lived in flats - and these were single
women who were unable to work full day, due to their illzess, and had nobody to sup~
port them. The remainder of the subjects lived in townhouses or houses, moitly in the
Notth, North-west or Eastern suburbs of Johannesburg, Although the subjects were
questioned'about their own monthly income, this did not give an aceurate reflection, of
their socio-economic status as many did not work and were supposted by their hus-
bands.

Outs.de of their jobs, 43,9% of the women reported doing voluntary work; 19.5% be-
longed to social clubs and 36,6% belonged to no clubs at all. The high percentage of
women who were involved in voluntary work is interesting - many of these wosmen wers
working for organiszilons to assist street children or help in hospitals - both of which
are prime sources of viral illuess, The high incidence voltntary work may not be
causally related M.E., however; it may be related to the fact thet many of the women
on the study were supported by their partners, thus making voluntary work more pos-
sible. There fnay also be a common personality factor underlying buth the volamtary
work and the MLE. It has been supgesied that chronis fatizue will fbllow any viral illness
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if the individual does bt tale enough time to recover properdy. People who ate in-
volved in voluntary services may be more enthusiastic and drive themselves harder than
Others do; 57

The subjects were quastioned regardmg both their current employment and :their-em-
ployment befoks contractiog M.E. At the onset of M.E., 51,2% were employed full
time; 18,3% part tims and 18,3% wero unemployed. At the time of the study, 29,1%
weis employed full-time, 32,9% part-time and 32,0% were unemployed (Graph 4).
Since the onset of the illness, 68,5% had chanped jobs and, of those who had changed,
34,6% left their previous employment because of MJF, Of these, only 3,7% left under
pressure from their employers, Of those subjects wholeft their jobs as a direct result
of their illness, the majority (56,7%) left three months or more after the illness had be-
gun., 20,0% left within two weeks of the onset and 16,7% luft six to twelve weeks after
the onset,

In terms of employment, the drop in the number of subjects currently holding full-time
jobs a3 compared to thoss with full-time jobs at onset is 1o be expected, In addition to
the fatigue and inabilify to woik long hours v."ich accompanies M.E., many of these
women may have worked in the early pact of 'tnelf matried lives and left work as soon
as the family was established. The significant increase of unemployment could also be
related 1o the onset of the illncss axd serves to highlipht the crippling éffect that M.E,
has on the individual as well as on the society’., financial welfare, The finding that the
vast majority of women who left their jobs as a result of the illness did so uﬁder their
own steam may ﬁe interpreted in various ways. Firstly, the women may have struggled
to keep their levels of performance high enough to avoid dismissal in spite of the illness,
This would be in line with the profile of the “typical’ ME. victim and would help to
explain why many of them may have a post-viral fatigue which does o« & xusolve, This
hypothesis fits in with the finding that the majority of women who left their jobs did
%0 three motths or more after the onset, Three months is a long time to hold a job
whizn suffering from a contdition as debilitating as MLE. appears to be. Alternatively, the
women could be taking responsibility for their jobs to such an extent that they left be-
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cause they felt that they are not performing adequately, even if their superiors had no
complaints about their level of competenice. Employers may also be sympathetic to the
illness and not want to dismiss employees who were obviously ill,

It is poésible that tho first hypothesis is the most likely, especially when considered in
conjunction with, the fact that the majority of subjects took 10 Jeave from their jobs at
the onset X illness, Any viral infection will linger if the immune systems does tiot get a
chance to operate - and the profile of the subjects at the time of onset does not sﬁggest
.that their bodies hiad much time to recuperate,

At onget, 33,3% \ésre employed in a sectetarial or administrative capac’ »; 16,7% ina
medical or allied profession; 12,1% ran their own business or acted as a director; 10,6%
were studying and 9,1% were teaching, The remainder worked in sales, marketing or
entertainment and film (Graph 5). At the time of the study, 41,8% were employed as
secretaries or administrators; 16,4% in their own business; 12,5/ in a medical profes-
ston; 7,3% teaching and 7,3% studying (Graph 5).

As regards the number of hours worked, at the onset of the ME. 9,4% worked Jess
than 20 hours per week; 15,6% working 20 - 30 hours per week; 26,6% were working
30 - 40 hours per week; 26,6% working 40 - 50 hours pet week and 10,9% working 50
« 60 honrs per week, A furthar 10,9% reported working over 60 hours per week prior
to the onset of M.B. (Graph ;} At the time of the study, 32,8% reported workil;p less
than 20 hours per week; 12,7% worked 20 - 30 hours per week; 18,2% warked 30 - 40
hours per week; 25,5% worked 40 - 50 hours per week and 11,0% worked more than
50 houss per week.

At the time of onset, 81,3% of the subjects felt that their jobs required thetn to make
decisions angd take responsibility; this figure increased marginally to 32,0% when dted
with respect to their current positions, At the onsst, 57,1% took no rest days at all
while 31,2% took under six days leave when they first got ill. 7,8% took mose than 15
days leave, often remaining at home for up to two months after a stay in Lospital, At
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the time of the study, 36,2% still repotted taking no sick leave; with 50 taking wnder six
days (31,0% taking one fo three days and 19,0% taking three to six days) and 8,6%
isking more than 15 days leave per month {Grapix /), '

From the above it is concluded that working hours were reported 1o be very long, with
the majority of subjects falling into the normal -("to « high catepory of working hours
per week und a few working yidiculously long hours. Despite the illness, a pumber of
the woraen still worked more hours per week than the maximum recommended by the
- department of manpower. Even if the figures piven were overestimates on the behalf
of the subjects, they indicate that the subjects perceived their workload as very severs
or that they have the need to portray themselves ag very hard workers - both of these
exlanations hold interesting phychological implications; however, conclusions can not
be seached without access to objewtive reconds of hovrs worked, The vast majority of
the subjécts felt that their jobs required them to make decisions end take responsibility
for things » no objective evaluation of this was attempted as it is the individual’s por-
ception of responsibility in which the study is interested, Comibining these factors with
the knowledge that many of these women also had a family and home to look after and
a numbet were studying part time in addition to their jobs at the time of onset, one
realises that many.of these women were pushing themselves very hard at the time of
onset. Th addition to work stress, the majority of subjects were yndergoing sonte form
of mental or emotional stress in their personal lives at the time of onset,

It teras of economic status and wages carned, 27,5% of the subjects were eaming sal-
aries of less than R1000,00 per month at the time of the study; 15,7% between R 1000,00
and R1500,00; 9,8% between R1500,00 and R2000,00 and 11,5% between R2000,00
and R2500,00. 11,8% earned between R2500,00 and R3000,00 and 23,7% were earting
over R3000,00 per month (Graph 8), The salary distribution at onset was very similar,
aithough the figures were proportionately smaller, Aside from formal employment,
42,7% of the subjects were part-tirne housswives (they employed maids); 24,6% were
full-time housewives and 31,7% teported doing no housework at all. “Vhen asked to
rate their daily tasks as a sousce of stress, 18,6% of the subjects rated their current ac-



tivities as an eight on 4 scaiti of cﬁe to ten (with one being not stressful at all and ten
being very stressful), 22,0% rated it at a five and 11,9% gave a two. The remainder
of the subjects were evenly distributed over the other options, with 8,5% rating their
stress as a ten, When askedi to retrospecuvely rate their activities prior to the onset as
a soutce of stress, 24,3% of the subjects gave a ten. Thus three times as many subjects
rated a ten when referring to activities at the time of onset than those referting to current
activities. ‘This may be the tesult of a bias in retrospective teporting, or due to the fact
that many of the subjects said that their dajly activities were so limited now that they
. coﬁld.not be stressful :

As regards the length of Jlinens ptior to the commencement of the study, 2,8% had had
M.E. for less than one year ind 18,3% had had it for one to two years. The majority
of subjects {25,6%) contracted M.E, two to three years before the study began; 15,9%
ctmtracted it three to four ynam before the study; 7,3% four o five years and 23,2% had -
had it for six years (Graph ¢). From the first timg that they visited their G.P.s about
the problem, 28,0% waited Jess than six months for a disgnosis of M.E.; 20,7% had a

to twelve month delay; .5,8% waited from one to two years; 11,0% from two to
three years; 7,4 from three tp five years and 17,1% had a delay of over six years from
their first visit to & G.P. unti,; & diagnosia of M.E. was reached (Graph 10). Soms insight
into the frostrating nature of this illness can be gleaned from the fact that more than hatf
the subjects had the clinical symptoms of MLE. for over a year before it was diagnosed;
this delay was costly for miuny of them - financially and emotionally, Many of the
subjects commented on the fad that thei friends and families did not believe that they
were il at all. Combined with scepticism from the medical professan, some of the
subjects bepan to doubt thejy own sanity. A few women simply gave up and lived with
the symptoms but others went from one doctor to another, having numerous medical
tests and running up a largs'debt to add to their burden,

As tegards the cost incutred be the illness, 65,9% of the subjects reported that th costs
were not completely covered by medical aid, 66,3% subjects had personally payed over
two thousand rands from the onset of the MLE. and 11,3% had payed over one thou-
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sand rand, Many of the subjects produéed proof of paying hundreds of thousands of
rands out of their own pockets, with one exceptiorial case providing receipts totalling
close to a milion rand for medical and alli~? services. (These costs had been incurred
over a long period of time and the duration of her illness placed this subject eutside of
the time parameters set for the study. The subject was visited prior to the onset of the
study as she was recommien-ded as an expert by the M.E., Association.} 20,0% seported
that the 1llness had cost them under five hundred rand from the onsct, but it should be
| noted that almost ell the subjects who mado up this 20% had had M.E. for under one
year. These sums must be considered in the light of the increase in nnemployment and
in women changing from full- to part-time jobs, The amounts spent by some of the
stibjects were quite alarming - two of the subjects had spent their entite lfe‘s savings,
seiling their houges, and are cumrently living in very downr ‘.'_;‘ o iﬁﬂbtd;l?. Both
atizibuto this changs in ifeetyio wholly to M¥? Tnandl  ja. . ftime which
tho subjects walted for & diagnosis and the amonnt o3 spent in iaching thie di-
agnosig, it should be noted that the suby .8 whe waited ths longest (six y ) wére all
those who hed cqntmnl'&l the illness six years ago. Tre subjects who contracted M.E.
more recently, however, waited a shotter time, proporfonal to their length of illuess,
This may be aftributed to the increase in publicity about M. and the bid to educate
medical professionals which has been made by mony loeal and international
organisations, The nepative results of this increased publicity include a stercotyping of
the iliness and a tendency for doctors to overdiagnoss it more easily.

In texmy of percelved social support and activity Jevels, 43,9% rated their families and
close fiiends as very supportive; 31,7% rated them ax moderately supportive and 24,4%
felt that they offered very little support. As discussed in the literature review, the notion
of social support is a broad one, but overall it has been found to buffer the negative ef-
fects of streas (Cobb, 1976; Singer and Davidson, 1987). Also, social support may buffer
againgt feelings of helplessness and thereby increase the efficacy of coping (Brown and
Andrews, 1984), Iu the case of MLE., members of the family may attempt to be helpful
by telling the individual thai the nead to get up an about and that they should try to
forget about the iliness « in t!;'is cage the support offered dces not meet the sieeds of the
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individual and the support may end up as a further stressor in itself. The level of per-
ceived social support imay be uvsed to make cettain inferences about the individual,
Rosenbaum (1988} postutates that individoals who have a high level of resourcefulnass
are more likely to help themselves and to solicit help from others, while less resourceful
people are mors likely to deplete their social reserves by socially dependant behaviour.
Thus levels of perceived social support can be used to predict cutcome under stressful
conditions as well as to suggest the existence of certain personality factors which, in
themselves, ate not conducive to adaptive coping. Also, there may be personality fac-
tors at woik in the individual which prevents her from employing the relationship in the
time of need. Hansson (1984) finds that people with high sclf-esteem and low social
anxiety find it casier to solicit supportive behaviour from others, while depréssed and
neurotic people may turn others away - this personality dimension may thus be part of
the cange of Jow perceived sociel support and independently also patt of the canse of
high pmawd Jevels of stréss,

At ihe time of the interview, 75,6% of the subjects played no spost at afl and 19,5%
played non-strenuous sport or had active lifestyles. Prior to the onset of MLE,, 8,5%
played no sport and 35,4% played non-strenuous sport for less than two hours per
week, 25,6% played sport for two to five hours per wgék; 19,5% for five to seven hours
and 11,0% for seven to ten hours pes week {Graph il) These figures show the drop ’
in physical exercise expected with an iliness such as M.E.,

In the period before contracting MLE,, 6,1% of the sample had a relative with a viral
illness; 8,5% had an associate with a viral illness; 24,4% had a relative with a non-
infectious illness; 4,9% had an assosiate with a non-infectious illness; $,8% had a rela-
tive with MJE. and 46,3% caonot recall having contact with anybody who was ill at
all. Ih addition to this, approximately half of the aubjei:ts who had contact with M.&.
had never heard of the illness; the othet half had heard or read something about #t.
Looking at the whole sample, 34,1% had read or Leard about M.E. »efore they cons
tracted it (but had had 2o physical contact) while 51,2% had never heard about it and

were not aware of ever coming into contact with it
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In tetms of other illnesses in the subjects’ immediate environment in an attempt to
clasify the possibility of M.E. being a particular virus, we see that only 15,6% of the
subjects recalled any contact with & viral disease - this is not siéniﬁcasxﬂy more than, the
exposure rate of theﬁgeneral population at any one time. In addition to this, 9,8% had
a relative with ME., but it should be noted at more than half of this figure had not had
physical contact with this relative before onset. This points the possibility of 2 genetic
component - certainly a genetic vulnerability should be considered and is supported by
the fact that 5,4% of the subjects reported that one or both of their children contracted
M.E. aftcy +he subject herself had fallen ill. Althouph not included in the statistical an-
alyses, it was noticed, upon meeting two of the families, that the child with MLE, was
the one who resembled the mother most in appearance. Although this gives insight into
the genetic phenotype rather that genotype, it is something which could be investigated,
The hypothesis of genetic velnsrability is further supported by the fact that none of the
subjects reported that their husbands had become ill with MLE. « this does not support
. the theory that it is a contagious virus. These observations could also he explained in
terms of the psychological environment in which the children find themselves, I the
individual’s ways of coping are im;;t;rta:it in deten:nmmg the perception of stress, and
the level of stress increases the individual's vulnerability to MLE., then children are more
likely to learn maladaptive coping skills from their mothers than husbands from their
wives, thereby putting them at greater risk,

In. the year priot to the onset, 12,2% of the subjects suffered a bereavement; 20,7%
suffered another emotional loss {such as a breakup, emigration or any loas not resulting
from death); 19,5% were undergoing financial stress; 1,2% were undergoing martial
stress; 2,4% had problems in non-family telationships; 6,1% reported major lifestyle
changes (such as new babies, renovations and job changes); 18,3% had problems with
their jobs and felt that things were not satisfactory in the workplace; 3,7% reporied a
major illness in their imediate cirele of close fiiends or family; 7,3% had gore through
an experience which was considered threatening to themsclves (such as a major opera-
tion, cat accident, assault or robhery) and 8,5% reported no experiences which could
be construed as a source of emotional or mentul stress (Graph 12), Thus, prior to the
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onset the majority of subjects were undergoing some forna of emotional or mental stress,
The largest aumbers had experienced an emotional loss of sr-ne sort or were struggling
financially, The next largest grdup had suffered a bereavement and the rest of the sub-
jects were distribuied ag expected over the other potential source;' of stress, A very low
percontage were expericncing marital problems - this may have been due to the fact that
some of the subjects were not, martied at that time or that there were other stressors
which overshadowed the marital problems in the subjecis’ winds, It should be re-
membered that information about the events themselves will not give us ingight into the
subjective levels of stress experienced by the subjects. This inforination may only be
used as a rough goideline for what to expect from the longitudinal part of the study.

: %an questioned about the onpoing stresses in their current lives, only 3 of the subjects
(3,75%) claitned not to have ongoing stresses; the remainder reported one br more of
the following: ohgoing financial stresses, martial prob]etﬁs, problems in their immediate
familics which cavsed them distress, problematic relationships outside of their family
anyl stress evolving from the workplace '

Results of the Coping Analyses

A table hes been set out overleaf of alt the variables which cosrelated with eachother
with a cotrelation coefficient greater than 3.000 at a probability of less than 0,01, A
discussion of the results is set out after the table, making mentioﬁ of the correlations
which were significant as well as the lack of cotrelation between vatiables which were
expected to correlate in the light of the literature review.
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Key:

Coselbl = coping through self-blame

Corelig = coping through religious conviction

Codeny = coping through denial

Coavoid = coping through avoidance

Coprofo = problem~focused coping

Coeno = emotion-focused coping

Cososup = coping through the use of social support

Ghganx = anxiety on general health gquestionnaire

Ghadep = depresslon on general health guestiommaire

Ghgqsods = social disfunction on general health guestionnaire

Depress = depression

confid = ¢onfidence

BEvrastr = stressful event v;ewad as restrictive

Evacept = stressful avent accepted

Evchange = stressful event regardad as changeable

The last digit signifies the test battery - i.e. test 1, 2, 3 or

4.

L . n i - e e ki e e

Variable Probab | CorrCoef | Variable | Probab | CorrCoe
depressl 0,0001 | 0,57611 ghgsomal:2 | 0,0001 | 0,44765
sconfidl _ L _ _ L
ghgany: 0,0077 | 0,29938 | ghganx1:2 | 0,005% | 0,32830
wponfidl L . . _
depressl: 0,0005 | -0,238531 | ghgsods2: ] 0,0001 | 0,44163
_Enxiousl _ ghgsomal _ ) o
ghganxl: 00,0036 | ~0,32546 | ghgsods2: b,0082{ 0,31602 f
| depressi. _ o ghganxl _ N
ghganxl: 0,0056 | 0,31084 | ghgsods2: 0,0004 | 0,41509

Hdepressl _ _ ghgsodsl — _
ghgsodsl: 0,0098 | 0,29072 | ghgsods2: 0,0018 | 0,36892
evaceptl . ghgdepl _
ghgdepl: 0,0090 | 0,29387 ghadepl: 0,0001 | 0,66637
evaceptl . ghadep2 _ .
depressl: 0,0033 | 0,32908 | ghysods: 00,0081 | 0,33343
cosgalbll o ghgdep2 N
ghganxi: 0,0020 ) 0,34426 | ghganxil: 0,0005 | 0,41103
coselbll ghedap2 Sl
ghadepl: 00,0011 | 0,36224 | evtype2:3 06,0078 | 0,34872
coselbll _ _ - o
ghgdepl: 0,0045 | 0,31869 | ghgeomal:3 | 0,0020 | 0,40511
codenyl
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0,0046

ghganl: 0,31751 | ghganxl1:3 | 0,0039 | 0,37930 u
codenyl _
coselbll: 0,0033 | ¢,32508 | ghgdepl:3 0,0001 ) 0,540n90

it depreasl - _ _
toselbll: 00,0020 | 0,34426 stakesl: 4 06,0018 | 0,40050
ghganxl :
codenyl: 0,0046 | 0,31753 | confidl:4 00,0002 | 0,47812

| ghqanxl _

ghgsodsl: 00,0098 | 0,29072 | anxiousl:4 | 0,0001 | 0,56175
evaceptl o

ghygdepl: 0,0090 | 0,29387 | depressi:4 | 06,0001 | 0,49692 [
evaceptl . _

coselbll: 0,0001 | 0,43451 | ghgsomal:4 | 0,0001 | 0,49134
codenyl _ _

codeny: Q,0001 | 0,43451 ghganxl:4 0,0016 | 0,40470
coavold :
coavoidi: | 0,0089 [ 0,30902 [ ghgsodsi:4 | 0,0001 | 0,48161
coreligl _ _ NS
aoavoldl: 0,0001 | 0,42727 ghadepl: 4 0,0001 | 0,62875
codenyl . —

coselpll: 00,0086 | 0,29555 | codenyl:2 0,0025 | 0,35771
goreligl _ _ A
coselhll: 0,0005 | 0,38428 | coreligl:2 | 0,0001 ] 0,66578
coavoidl o _ d

coprofol: 0,0001 [ 0,43233 | coavoidl:2 { 0,0001 | 0,49566
coavolidl . _

' coprofol: 0,0043 | 0,31972 coselbll:2 | 60,0001 | 0,593746
cogosupl _ B ]
confida: 10,0001{0,79709 | cososupl:2 | ¢,0002 | 0,42911
depressi . _ L )
avrestrd: 0,0001 | -0,49190 | coprofol:2 | 0,0001 | 0,60916
depressl : . _ _
mastery3: 0,0026 | -0,39121 | coreligi:s | 0,0001 | 0,58823
deprees3 N _ . _

nastary3: 0,0001 | 0,60494 coavoidl:3 | 0,0060 | &,358%82
anxious3 e .

nastery3: 0,0030 ] «0,38659 | coselbll:3 | 0,000 | O0,74134
confid3 o | _
coraligd: 0,0039 | 0,37630 | cososupl:3 | 0,0062 | 0,35806
stakes3 _ e

coselbll: 00,5002 | 0,47432 | coprofol:3 | ¢,0001 | 0,58436
ghgdep3




depressd

coxreligl:4 | 0,0001 | 0,67767 | confida: 00,0030 | -0,38659
_ 5 nmastery3 _ - e
coselbidil 0,0001 | 0,72716 | anxious3: 0,0008 | 0,43119
coprofal _ o
coprofol:i:d | 0,0002 | n,47631 | anxius3: 0,0001 | 0,60494
| mastery3 '
dépressZ:B 10,0010 | 0,4249]1 evrestrl: 0,0001 | -0,49190
o depress3
ghgoomaz2:3 | 0,0004 | 0,45694 | depressl: 00,0026 | -0,39121
_ mastery3 e
ghganx2:3 0,0092 | 0,34493 | coselbl3: | 0,0030} 0,38%33
ghasods3 .
ghgdep2:3 | 0,0001 ) 0,60471 | coselblld: 0,0002 | 0,47432
o ghgdep3 ]
regolve2:4 | 0,0001 ] 0,51489 | coprofo3: 0,0005 | -0,44483
_ " evchange?d _ |
ghgsomaz:4 | 0,0001 | 0,48782 | evtyped: 0,0043 | 0,37245
' anxiouss |
ghganx2:4 0,0001 | 0,4%5406 depressd: 0,0001 | 0,61619
_ _ | confid4 |
ghgsods2:4 | 0,0011 | 0,42147 | anxious4: 0, 0001 | -0,51205
' confid4 _ 3 |
ghadep2t 4 0,0001 | 0,63794 anxiouss: 0,00il | -0,42002
depressd _ )
codenyl: 2 0,0025 | 0,35771 evchanged: | 0,0001 0,53203
_  ghganit4
codeny2:3 0,0010 | 0,42604 evchanged: |.0,0001 | 0,55519
_ghgsods4 b
coxelig2:3 | 0,0001 | ¢,59746 | evchange4: | 0,0019 ) 0,03%81 .
—— ghqdepd —_
coavoid2:3 [ ¢,0023 | 0,39566 | evtyped: 0,0003 | 0,45834
_ nasteryd
coselbl2:3 | 0,0001 | 0,54224 | confid4: 00,0020 { 0,400869
mastery4
cososup2:3 | 0,0001 | 0,49507 | anxiousd: 06,0001 | 0,73609
o | nagtery4 |
coprofoz:3 | 0,0001 | 0,57539 | depress4d: 66,0001 | ~0,49808
_ masterysd _ _
codeny2: 4 0,0050 | 0,36723 | coselbl4d: 0,0002 | 0,47390
_ confidd '
coraelig2:4 | 0,0001 | 0,75138 | cosalbl4: 0,0073

0,35191 “
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coselbl3:
ghgsodsd

H coavoidz 4 0,0035 | 0,38013 cosalbly: 0,0002 | 0,48407
_ _ ghgdep4 . _
llcoselblz 4 | 0,0001 | 0,65040 | evchange4: { 0,0001 | 0,55519 H
_ g&gsodsé | -
H cozosup2:4 | 0,0003 | 0,45756 | evchanged: | ¢,0019 | 0,39892
. ) _ghgdepd _
“coprofuz 4 [ 0,0040 | 0,37533 | coselbl4: 0,0001 | 0,48407
- . ghydepd -
evtypel:3 | 0,0078 | 0,34872 | confid2: 0,0038 | «0,34400
_ anxiug2 _ o
ghqsomal 3 |9,0020 | 0,40511 | depress2: 0,0003 | -0,42583
anxius2 R
ghganxl:3 | 0,0039 | 0,37930 | depress2: | 0,000 | 0,59569
_ B confidz
ghgdepl:3 0,0001 | 0,54090 | evchange2: | 0,0001 | 0, 45971
' resolve? _ _
ghgsoma3:4 | 0,0001 | 0,52039 | evchange2: | 0,0013 { 0,38058
o _ _ relev? :
ghganx3:4 0,0003 [ 0,47078 | evrestr2a: | 0,0078 | -0,31760
_ ) depress2 - i
ghgsods3:4 | 0,0012 | 0,42066 | comelbla: 0,0080 !} 0,31697
_ _ _ depress2 I .
ghadep3:4 0,0001 | 0,70341 | confid2: 0,0001 | -0,50398
_ . _ mastery2 e
confid3: 0,0085 | 0,34517 | depress2: 0,0001 { ~0,59216
caselbld _ mastery2 i o
anxious?: 0,0001 | 0,8440% | coselbisz: | 0,0053 | 0,36774
mastery2 o ghganx3 L _ _
evknowss 00,0001 | -0,45814 | voselbll: | 0.0085 0,34517
cososup2 | . _| contia3s I B
coselbl2: | 0,0067 | -0,32344 | marelig3: [ 0,0039 | 0,37630 |
gvrestr2 gtakesa o
cogelbll: 0,0017 | +0,37138
evirestr? _
coprofo2: 0,0041 { 0,34107
codeny? _ )
coselbla: 00,0052 | 0,33312
curalig? o _
goprofol: 0,0006 | 0,40477
coreligs 3
0,0030 { 0,38933
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Discussion of results supporting nr negating the hypotheses made will be set out in the
same order as the hypotheses themselves, '

L. Denial js expected to be positively corrdlated to poor general health, while problem-
focused coping (assoclated with higher leamned resourcefulness) should have a low or
negative correlation with poor ga‘naral health, |

No consistent significant correlation was found between the use of denial aﬁd the re-
porting of poor health over the nine month: period. However, denial was positively
correlated with anxiefy in the GHQ in the?ﬁtst fest session (Correlation coefficient
0,31869; probability 0,0045). No relationship was found in the other three test sessions.
In the first test seasion, depression on the GHQ was correlated with self blame as o
coping mechanism {correlation coefficient _(_),36294; probability 0,0011) and with denial
a8 a coping mechanism (correlation coefficient 0,31869; probability 0,0045). This is a8
expected in the light of the fiterature on the psychological and physiological effects of
denial and self-blame, Self blame was also correlated with depression in the second test
session (correlation coefficient 0,31760; probability 0,0080), In. the third test ssssion self
blame was corvelated with depression (correlation coefficient 047432 probability
0,0002); with anxiety {correlation coefficient 0,36774; probubility 0,0053) and with social
dysfunction on the GHQ {(correlation coefficient 0,38933; probability 0,0030). In the
fourth session self blatne was correlated with depression on the GHQ (correlation coef-
ficient 0,48407; probability 0,0001).

. fl ' I.‘.
2, A positive relationship is expected between poor general health and harm « loss pa-
mary appraisal. " '

Thers was o sigaificant correlation between harm - loss as a primary appraisal and
poor general bezith.

3. A positive correlation is anticipated between feelings of hopelessness and helplessness
and poor general health and



4. Lack of control over the situation in wihich the individual ﬁnds herself should be
poslt.vely correlated with poor general health and

5. Aﬂempta 10 control nncontrollable events should te positively correlated with health
oomplamts

In order to assess the relationship between poor health and feelizigs of hopelessness and
helplessness and lack of control over the situation, the concelaﬂon between GHQ scores
thd teports of mastery, perceived sbility to change the event (as part of the primary
appraisal) and confidence was investigated. Agpain, isolated cosrelations occurred but
overall the pattern did ot indicats a significaut relationship. In the first test session,
depression on the GHQ was positively related 1o the primary appraisal technique of
feeling that the event was one to be accepted and gotter used to, rather than changed
{correlation coefficient 0.29387, probability 0.0090). However, in the fourth test session,
anxiety (correlation coefficient 0,53203, proi.ability 0,0001), det's.sion (cosrelation co-
efficient 039810, probability 0,0019) and social dysfunction (corelation coeflicient

0.55519, probability 0.0001) on the GHQ were positively related to the perception that

the stressing event was nne that could be changed by the subjsct, These two findings
are cg?ntradictorj and nio other findings were found which couid clarify the relationship,
L d;:e third test session, mastery was correlated with angiety (correlation coefficient
{.‘60494; probability 0,001, but mastery was also nepatively correlated with depression

{correlation coefficient -0,39121; probability 0,0026). In the fourth test session mastery -

was correlated with confidence (correlation coefficient 0',4d069; probability 0,002 but
mastery was also correlated with anxlety (correlation cdefﬁcient 2.73609; probability
0,0001) and negatively correlated with depression {(correlation coefficient -0,49805;
probatility 0,0001).

6. Low levels of self focus are expected to correlate positively with poor health

This relationship was not supported by the data,



7. The negative offecis of the situation on the individual's state of health should be
ameliorated by the presence of a good personal relationships und o positive perception
of social support.

Use of social support a9 a coping technique was correlated with the use of problem-
focused co sing (correlavaon eoefficient 0.31972; probability 0.0043) in tho first test ses-
sion but in the sccond session the use of social support was correlated with seif-blame
(correlation coefficient 0.45940; probability 0.0001), No relationship was found between
the 1se of social support and the subject’s health as rated by the GHQ,

8. The subjects will adapt their coping style to the situations in which they find them-
selves and

9, As the stregsful situations thae the subjects report will vary over the 9 month period,
a consistent pattern of coping mechanisros thould not be set up, Therefore, no corre-
lation should be found between the wags of coping used at the different times of the test
if there is no correlaiion between the types of situation in which the subject finds herself,

From the Pearson Product Moment Correlation, a constant pattern of coping behaviour
emesped without thers being a pattern in the types of situations which were emerging,
In order ta investigate this relationship between the different types of ‘coping used
throughout the nine monthy more fully, 4 factor analysis was carsied out on the different
copihg styles and also on the different events reported over the period of the study,
Interestingly, no relationship waa found between the types of event, while a significant
stability was found in the types of coping used, The tesulis of the Principal Components
factor analysis with a vatimaz rotavion are tabulated in appendix 2. In summary, the
factot analysis of problem-focused coping yielded one factor explaining 2,689292 of the
variance; emotion-focused retained one factor explaining 2,891016 of the variance, using
social support as a coping technique retained a factor of one explaining 2,322033 of the
variance and toping through dendal retained ona factor explaining 1,977074 of the vari-

ance.



10. The primary and secondary appraisals should be situation specific and should tor-
relute positively with each other.

Priméry and secondary appraisals were not situation specific and subjects perceived the
event as not controllable 67% of the time although there wers a wide variety of stressing
events described, Also, 78,3% of the events described ware pereeived as threatening or
potentially harm-loss while qnly 21,7% of the events were seen as a challenge.

11, Int terms of the coping mechanisms used, acceptance of the event as uncontroilable
in the procesy of primary appraisal should be positively correlated with the use of
gmotion-focused coping, while the perception of the event as controflable should cor-
relate positively with the uso of problem-focused coping,

No cofrelation between pesception of the event as controllable and the use of
problem-focused coping, nor between conirollable events and emotion-focused coping
was found, However, it should be noted that th¢ majority of the events (69,3%) were
petceived as uncontroliable by the subjects and that, throughout the study, subjects used
emotion- focused coping far more than problem-focused coping, despite the vadety of
stressors with which the individuals were faced,

Thus few of the hypotheses based on the literature review were supported by the data
from the Pearson product moment corvelation. Individual sessions showed some cor-
relation but these correlations were not consistently significant throughout the four tests.
The sipnificanice of the results thus lies in the finding that many of the techniques used
are not in line with conventiotial theories of adaptive coping,

DISCUSSION

From the fiterature review, it can be seen that a higher level of perveived stress leads to
decreased efficacy of the immune system and increased behaviours leading to patholegy.
Maladaptive appraisals and coping w.l! increase perceived fevels of stress, thius decreasing
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the efficiency of the inﬁnune response and increasing-fho chance of the subject .con-
fracting a virus or falling prey to ofie of the stress-télated discases. Proposed elation-
ships and hypotheses dyawn from the literature review were not supporied. There are
three possible exp]anatﬁéons for this lack of relationship. The first {and most unlikely)
is that research supparting these relationships in the literature review is'incorrect,
However, due to oonsim?tem reporting throughout the research and the reputable mejf‘n— _
ods used, this hypoth&i;is has not been pursued, Alternatively, the internal validity of
the current study coulr.t have been compromised by the subjects not reporting their ap-
praisals and physiologiral symptomatology accurately. This hypothesis has also been
discasded here due 0 {he careful use of the interview techique, enstring that the sub-
jects understond what jvas required of them, and the cooperation experienced through-
out the study. The third, and most likely option, is that the subjects on this stody do
not deal with at:aes.mrqI . in the same way that other individuals do. This hypothesis is
supported by the stah#hty in appraisal and coping behaviours across the nine month
period, despite the i‘anh that there was no stability in the types of sitvations arising, As
postulated by Averill, 0'litien and de Witt (1977), rigid behaviour patierns, rogardless
of whether tl ey are api:prapriate or not, appears 1o be maladaptive,

il
i

This deviation from tbijp coping ‘norm’ supports the central hypothesis of this study .
that maladaptive copiry mechanisms are associated with the relapse of physiological
illneys, The exact natui:}e of this relationship is not clearly defined, but it can be seen,
from the biographical dtails, that the majority of the subjects experienced a varioty of
atressesduﬁngtheyeau:hiortothe onset of the illness and the nine month, period of the
study. If the lack of co }mg techniques was present before the onset of the illness, it is
clear that this dmadvanﬂge would make the individual more vuinerable to contracting
and illness like ME and .;.'Less likely to recover rapidly.

There is the possibility that maladaptive coping mechanisgs #re not causally related to
the illness, The debilitating nature of ME could reduce the subject’s coping roparsoire
drastically. Certainly it vilrould explain a decrease in the use of problem-focused coping
and reduce the individuals perceptions of mastery. As it is practically impossible for
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ME sufferers to engage in any form of active behavicur » be it physical or mental - jt is
noct surprising that they do not report the use of problem-focused coping, In fact, this
lethargy may also explain the lack of consistently reported emotion-focused coping such
as denial and thereby explaining the lack of a clear ralationship between denial and
physiological pathology, It must be realised that denial takes as much, if siot more,
emotional energy than problem-focused coping.

Perhaps the most interesting finding is that the stressful situations in which the individ-
val found herself over the nine months did not determing.ptimary and secondary ap-
praisal; nor did it scem to be rélated to the type of coping. in which the subjects were
engaging, Thess findings do not support the findings of researchers cited in the literature
seview, i particular those of Folkman and Lazarus (1988) who hiold that primary and
secondary appraisal should be situation specific and thus should change as situations
change, Also, the individual should only be stressed if the primary appriisal is one of
threat ot challenge or harm/loss. However, most of the primary sppraisals reported by
the subjects on this study wers those of threat or harm/loss; there were very few subjects
who appraised their situations as challenging, The high number of threat or barm/loss
primary appraisals do not necessarily show that ME, sufferers see ivents as mote
thyeatening than other people do; in the interview the subjects were asked 10 answer the
questions with reference 0 a particular stressor which had occurred doding the previous
2 months, Thus, by the nature of the fact that that svent was stressﬁ.:l to them, the
primary appraisal is likely to be threat or harm-lﬁss. All the events that were assassed
as benign-posifive would not have featuted in the interview. However, it is interesting
that the subjects rated most events as threatening or potentially loss-inducing rather than
chaflenging « the third type of primary appraisal that may lead to a stress tesponse, As
noted in the results section, no significant relatio.nship wag found between hatm-loss as
a primary appreisal and decreased levels of generel health - this finding ¢ould be partly
attributed to the finding that most of the primary appraisals wese threat or harmeloss
and so ot eénouph challenge primary appraisals were recorded for a significant coms.
parison to fake place.
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The above finding ties in with the subjects’ secondary lappraisals of the evént ~ here the
event is seen a3 essentially controllable or uncontrollable (Folkman and Lazarus, 1988)
and the individual decides what can be done about the situation. A sense of control
may act as a buffer by enhancing self-esteem and allowing the individual to become
more action-orlented and, if the problem in controllable, lead to mastery of the situ-
ation, eradication of the stressor and a positive learning expetience, It must, however,
be noted that notions of controx .o difficult to define and there is an ongoing contro-
versy about how much control the individusl actually has over any situation and to
what extent we are all congrolled by ﬁmnemus unconscious and external forces,

However, the causal du'ef:}r lon of the relationship betwean having MLE, and seeing events
around ons as uncontrollable is not established. This type of secondary appraisal may
be a result of the onset of M.E. which renders the individual unable to do much -
emotionally or ph&sically - to confrol the sitﬁation. On the other hand, a lowered sense
of control and cognitive mastery i a negative spiral into which the individual may fall
and this may influence the onset of disease, Cognitive mastery and positive association
may be linked 1o a decreased physiological response to stressors via neurological centres
in the hippocampus (Cox, 1988). Aiso, Dohrenwend and Martin (1978) find that events
that are the result of deliberate decisionmaking are less siressful, Engel (1968) and
Jensen (1987}, cited in the literature review, strongly support the relationship between
hopelessness and helplessness and the onget of disease.

Mastery and feelings of confidence wess positively cozrelated with anxiety and negatively
correlated with depression, This may be due to a sense of cotrirol leading to a sense of
responsibility, and thus being sssociated with anxipty, The negative correlation with
depression is as expected in the lighji;:of the literature review, -

Gilbert’s theory of leatned helplessness {1988) highlights how individuals ¢an become
caught vp in this hegative spiral by searching for Solutions or escape plans; if the search
is non-productive and the stregsor remains constant, the individval enters an inhibited
state with a decrease in action-focused copnitions, Tt is possible that atiempts to deal
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with an illness, which cannot be ameliorated via action-fooused coping, may have facil-
itated the move towards learned helplessness, Thus the subjests’ use of emotion-focused
coping, even when problem-focused copirig would be more effective, may be an exten-
sion of the move to cmotion-fotused coping at the onset of the illness. Even though
the study indicates that the subjests’ coping tenhniﬁues are not adaptive, these tech-
niques may ironically bave been encouraged by the onset of ME. In fact, many re-
searchies of MLE, (Macintyre, 1988; Shepherd, 1988) postulate that the only way to
recover from M.E. is to étop the ongoing struggle with the dissase and attempts to ‘get
over it’ via action-otiented behaviour, as these sorts of coping afterapts merely

exacerbate the fatigue,

| Throughout the nine month period, the subjects predominantly used eraotion-focused
coping; this is to be expected in cases whera the stressor was primarily to do with health
or related issues (i.e. issues where active problem-solving is unlikely to be useful).
However, many of the stresses reported by the subjects were related to their employ«
ment, where problem-focused coping would be more appropriate,

Folksnan, and Lazaros (1984) postulate that coping is an attempt to bridge the gap be-
tweee perceived capacity and demand., This can be done by direct action or palliative
mudes and either of these can be used to reduce demand or increase capacity, K would .
appear that M.E, sufferers do not use direct action much at all and their palliative coping
techniques are inconsistently used, Also, palliative or emotion<focused woping is only
really useful in the short term or if the event is truly beyond the individual’s control
(Lazarus, 1983) - this may help to explain why the predominant use of emotion-focused
coping by the subjects does not appear adaptive and does not Smprowe their peneral
health nor state of mind (as measured on the GHEY). As regards social support, without
the ability to confide in others, the individual may have difficulty cognitively organising
the event and the presence of an intimate relationship is important in predicting the
scourrence of deprossion in women (Brown and. Haesis, 1988). The mjosity of the -
women ot this study did not feel emotionally suppotted « by their families, frieads and
the medical profession -~ this factor may influence the individual’s onpoing coping and
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perception of the world around them and may contribute to the onset of, or delayed
recovery from, ilinesses such as MLE. '

‘The relationship between self-blame and anxiety and depression may be understood in
terms of the subject tuming feelings of anger and guilt fawasds rather then divecting
them outwards at external causes, This also influences the perception of self, leading to
feclings of worthlessness; it also leads to guilt which males it harder o calt on social
support. All of these factors will decrease coping resources available,

Predicted areas of stress proved to be correct with most of the subjects reporting finan.
cial and maﬁtal étressurs, as well as problems with theu‘ children and bereavernent.
Bighty subjects answering four guestionnaires each over nine months amounts to 240
questionnaires « of these, only one guestionnaire was ‘spoiled’ by the subject responding
that she had not experienced any roajor stressors over the previous 2 months, Ths high
levelé of stress experienced by the subjects may be a reflection of the South African
political and economio situation; however, the presence of an illness and other stressors
may lead to attentional deficits (Reason, 1988) which may contribute to the increased
number of accidents and other stressful events in the subjects’ lives. Bercavement and
loss featured strongly in the lists of stressors experienced and mast be added to the Iosses
resulting from an illness such as MLE, Bereavement was also an important and frequent
event preceding the onset of M.E. and the physiological symptoms of depression fol-
lowing loss must be differentiated from a diagaosis of M.E, (Bartsop, 1977 and
' ?arkes,!??O). Bereavement results in the loss of a love object as weﬂ ax a Joss of support
and positive reinforcement - all of these factors will influence the individual's ability to
cope with stressful situations, Should the individual be exposed to disease at this time,
the likelihood of contracting the disease appears to be increased, Also it must be noted
that marny of the stresses experienced by the subjects were cumulative, such a8 ongoing
problems i relationships which were not sesolved at all over the nine month period of
the study, Appley (1987) theorised that this sort of stress was more debilitating than
cyclical stress with intermittent recovery intervals, Also thess cumulative stressors are
superimposed on the chronic sttess of having MR,
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As regards Mandler’s (1982) theory that stress is experienced when events interrupt the
sequence of habitual actions or thoughts, thereby activating the autonomic nervous
system and & state of ardusal, it could be postulated that the onset of an illness such as
M.E. zould be just such an interruption, thereby deiving the individual into a stato of
arousal, This would have direct effects on the physiological and psychological state of
the individual as well a8 increase vulnerability to other stressors.

It should be recalled that stress in itself can cause many of the symptoms of M.E.
{Appley and Trumbull, 1977) including fatigue, muscle pain and gastrointestinal disor-
dess. Although this study does not postulate thai the syndrome reported by M.E,
sulferers is purely stress-related, it is possible that these physialogical reastions to stress
are superimposed on the symptons of an existing viral illuess, thersby amplifying them.,
‘This would be in addition to the effects of stress on the immunological, beLavioural and
hormonal functioning of the individual,

As previoudly notiss, the purpose of this study was not to gather information about life
stresses or childbhood events, but many of the subjects volunteered information about
their childhoods. This information was not included in the statistical analyses but merits
mention as 4 conaistent pattern emerged. Predominantly, early expericnces were re-
ported as being negative, with perceptionis of the patents as overbearing and non-
supportive of the chdd Bight subjects sponianeously volumteered information
concerning alcohol abusz by one or both of their parents, However, for this sort of

information to be useful, a study would have to desipned specifically to monitor the

individuval’s pemeptibn of her chitdhood and & baseline matched conteol would have to
he used in order to compare the M.E. sufferer’s perceptions to those of non-M.E,
enfferets, N

In summary, # i <ble that individuals who develop an illness such as M., are
predisposed to the stress response by primary ansd secondary appraisals based on per-
ceptions of belplessnass and lack of control, Thus they may expetience hipher levels of

stress that other people in similar environments - and, via the neuroendohrine, :
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behavioural and immunological axes previously discussed, be more vulnerable to viral
infections. A negative spiral may be set up, with failare to cope becoming a stressor in
" itseif and further damaging self-esteem.

FUTURE RESEARCH

The major limitation of the findings obteined in this study is that the nature and direc-
tion. of the cansal relationship could not be established, Future research could remedy
this by lovking at a population which is free of illness and comprehensively assessing
coping techniques. This samnle would then be used in & long-term follow-up, assessing
Which of the patients conts .cted certain illnesges. In other words, a cohort study would
be very usaful,

Another area of possible future rescarch would be to investigate more fully the lifestyles
of people who have contracted M.E. Interestingly, seventy six of the eighty subjects
(95%) had dogs as pets - either at the time of the interview or uatil a petiod shortly
before. Further, most of the dogs were small and floffy (like mal;ese poodies) and hved ‘
in very closs contact with the subjects. Attermpts to establish a statistical percentage of
the South A&ican population with small fiuffy dogs were unsnccessfuly the high pes-
centage is suggestive of a relationship, but otice again the cansal nature of the refation.
ship is unclear, There may be some sort of virus which i3 passed reciprocally between
the dog and the owner, but enquiry into this did not prove fruitful aside from some
Veterinarans referring 1o a canine disease with very similar sympioms to those of M.E.
However, this disease pmdomimted in mid~ European forest land and no connection is
immediately apparent, The other posaibility is that there is a personality factor commion
to most M.E. sufferers - this factor may include love of animals or the need for small
pets close at hand as company or comfort, This need may have developed as a result
of the isolating effect of a chronic illness, although most of the subjects had their dogs
at the time of onset,
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Mitchell et al (1983) emphaaise the importance of fatmly stress in the onset of iliness
and a study on the stresses within the families of M5, sufferers could cast some light

onto this important dimension. Also research into the physiological response to stress -

~ guch as cortisol or growth hormong levels - tmay highlight any differences between
M.E, sufferers’ responst o stress and that of the general population,

Kaplan (1980) postulates that many coping techniques are adopted so as to retain our
sens_é-.nf self esteem. Cohort studies looking at levels of self esteern in a proup and then
foilbwing the group for a number of years in order to ses which subjects develop M.E,
would provide interesting insight into Jevels of self esteem. Low levels of self-esteem
may also cotrelate with the use of emotion-focuéed, rather than problem-focused, cop-

ing tectmigues,

In terms of the findings of this study, future research could further investigate the re-
[ationship between locus df control and sensé of personal mastery and the outcome of
a mfzssl‘ul event. Again, this sort of investigation would be more nseful if carded out
a8 a cohort study and individual’s coping behaviours were studied before the onset of
an illness. Purther studies of this nature could cast some light onto the causal re-
lationship between the rigid pattern of coping noted in this study and the onset of dis-
case, and also confirm {or disconfirm) the use of certain primary and secondary
appraisals and emotion-fouused eoping in people with chronic diseases,

An intervention. study could be set up in urder to monitor the effect of stress-inoculation
programmes such as that of Rosenbaum (1988) on individuals with MLE. - if the
maladaptive coping teckniques found by this study are playing a causative role in the
progression of the disease, an increase in their lovels of leamed resouteefulness may
cozrelate with an improvement in their general health,
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Appendix 2

Results of Facter Analysis

Description Facior Eigenvalue V.E.B.O.F Communalities F.C.E. Total
Problem-{ccussed coping: session 1 0.80841 factor 1 = 2.6893 2.658202 0653519 2889292
Problem-focussed coping: session 2 0.76731 .588780
Problem-focussed coping: session 3 0.89654 0.805581
Probiem-iocussed coping: session 4 0.80089 0.641432
Emption-focussed coping session 1 0.62830 factor 1 = 2.8910 2891018 0.686076 2891016
Emotion-focussed coping: session 2 0.81052 0.857056
Emotion-focussed coping: session 3 0.88243 0.778672
Emotion-focussed coping: session 4 0.87704 0.769208
Coping using social support: session 1 0.68302 facior 1 = 2.3220 2.322033 0.466518 2322033
Coping using social support: session 2 0.79172 0.626814
Coping usirg social supporl: session 3 0.79307 0.6280585
Coping using social support: session 4 0.77443 0598745
Coping using denial: session 1 - 0.67881 factor 1 = 1.8771 1.977074 0.460787 1877074
Coping using denial: session 2 0.806%4 0-640864
Coping using denial: sessicn 3 0.69829 0.487611
0.61548

Coping using denial: session 4

0.378813

V.E.B.O.F. = Variance explained by one factor; F.C.E. = Final Communaiity Estimates.
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