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« o . Abstract

and analyzes within thé cognitive-phenomenoiogical
y .

theory qf ptychological stress developed by Lazarus and. his colleagues the

éoping strategies used. bj 95 O9th-grade adolescents in specific stressful

events in 'their daily 1ives.

Four research 1nstrum;n?:s were administered three times at five- to

six-week intervals: (1) the Semi-Structured Interview Schedule; (2) the Ways

of Coping Checklist; (3) the Daily Hassles and Uplifts Scales; and, (4) the
Ropkins Symptoms Theck 1ist. .
Results of the staudy indicate the most frequently reported hassies and

upH‘fts are consistent with the age and developmental level of this sample.

_The concerns are Br1marﬂy frequent, chronic minor events associated with

actﬂlvitirj of daily 1tving, - Hassles and uplifts were positively correlated

“with eachjother, as well as with symptomatology and coping strategies. Coping

strategies were positively related to symptomatoliogy. Female adolescents

:reported higher Jevels of uplifts intensity, more coping §trategies. and

higher levels of symptomatology th'an male adolescgnts. Although significantly.
fewer.'coping strat'egfres were reported over time, both problem-solving and
emotion-reqgulating \strategi'es were used in the majority of st‘ressful events.
Significant d'l‘fferences in levels qf sympt'omatplégy .appeared as a function of
the language-group- to whtich §ubjects belonged. A

. While further 1investigation of adblescents" coping behaviors is
warranted, the results of this, Stlfdy ’ identifigd the need for stress'
managenent Leducation ‘for adolescents™3s well as for teachers, counsellors,

3

and otb\er professionals who wo‘nk with them,
, . o - \
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des symptdmes de Hopkins,

13

Abrege

Cette etude deécrit et analyse les strategies utilisées par 95 .
sdolescents de 9idme degreé’, pour faire face i des événements specifiques dans .
leurs vies quotidiennes comportant du stress, Cette étude a dte faite suivant '
la theorie connaissance-pheénoméne du stress psychologique, deéveloppee par
Lazarus et ses collegues, ' -

Quatre instruments de recherche ont éte administrés a trois reprises
dans des intervalles de cing a six semaines: (1) Le tableau de 1'entrevue
semi-structuree; (2) La liste de maniéres de faire face aux situations: (3)
Les echelles des problémes et des élévations journaliers; et, (4) La liste

Les resultats de 1'etude indiquent que les problemes et les élevations
mentionnes le plus souvent conseéquents avec 1'8ge et le niveau de
développement de cet echantillon. Les soucis sont surtout des eévenement;
mineurs, ‘fre’quents et chronidles, associes avec les activites de la vie
quotidienne. Les problémes et les elevations etaient en corrélation positive
entre eux, ainsi qu'avec la symptomatologie et les strategies pour y faire
face. Les strate'gies pour faire face aux situations avaﬁent une re‘}ation
positive avec la symptomatologie. Les jeunes femmes ont signale des niveaux
plus hauts dans 1'intensite des elévations, davantage de strategies pour
faire face aux situwstions et des “niveaux plus hauts de symptomatologie que
les adolescents males. D'une fagon significative, bien que, Qu fur et a
mesure que le temps passait, les rapports des strategies pour faire féce aux
situations ont diminue, des strategies pour resoudre des probldmes et pour
contrGler les emotions ont été utilisdes dans la plupart des evénements
comportant de ;la tension. Des differences signiﬁ'caﬂves dans les niveaux de
symptomatologie ont apparu comme une fonct i onYu groupe de langage auquel le
sujet appartenait. '

Tout en reconnaissant que davantage de recherches daps le comportement
des adolescents et leurs manieres de faire face aux situations sont
necessaires, les resultats de cette é&tude ont constaté le besoin
d'instruction pour 1'administration du stress pour les adolescents, ainsi que
pour leurs instituteurs, .conseillers et les autres professionnels qui
travailient avec eux.
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CHAPTER I

Adolescent Coping and Adaptation: A Statement of the Problem

»

It has been postulated that a major factor in physical and mental health
may be an individual's capacity to adapt to life changes which have the
potential to create stress (Bakal, 1979; Mendez, Yeaworth, York, & Goodwin,

4]

1980; Zegans, 1982). I

_Tradftionally, stress has been equaged with unusual emergency situations
which disrupt normal behavioral, physioIogicali. and emotional functioning and
1nterfere. ;M:h everyday adaptation (Roskies & Lazarus, 1980). Thus
conceptualized, stress constitutes an abnormal state, a deviation from the
norm. With the rapidly accelerating rate of change in society, to confront
harm, threat, or challenge in a way which taxes or exceeds adaptive
capacities is no longer perceived as the fate of the particularly wvulnerable,
or of those exposed to an e;fceptiona‘l set of circumstances (Roskies &
Lazarus, 1980). Rather, it is part of the average, expectable environment.
It‘is no longer correct, if indeed it ever was, to speak of the absence of
stress, but only of variations in its intensity and quality.

In our 'society adolescence has traditionally presente—d special
adjustment problems. In addit‘lor; \to having to adapt to the physical and
physiolqgical changes as'sociated with pubev:ty, the adolescent is expected to
master a number of critically important, interrelated developmnfa’l tasks.

' Although adolescence is a particularly vulnerable period for exposure to

11fe changes and stress, onTy a limited number of studies have considered the

”



effects of major rapyd, social, and physical changes on individuals in this
developmental phase of their lives (Elkind, 1981; Newcomb, Huba, & Rentler,
1981; Rubinstein, 1980; Tyerman & Humphrey, 1983). Furthermore, although
normal adaptive responses to stressful events have become the focus of recent
studies, relatively little 15 known about the normal coping processes 1n
adolescence (Folkman & Lazarus, 1980; Hyson, 1983; Murphy & Moriarty, 1976;
Offer & Offer, 1975; Peariin, Llebemtarr.—Menaghan, & Mullin, 1981; Peariin &
Schooler, 1978). |

Despite the increasingly popular and scientific concern regarding health
consequences of stress, relatively few reports have 1involved children or
adolescents compared with the number of studies i1nvolving adults. Moreover,
most of the research has been concerned with unusual popuiations or extreme
situations (Garmezy & Rutter, 1983; Goldberger &'Rrezmtz. 1982).

In view of the significant number of difficult 11fe tasks which need
confronting, 1t 1s not surprising that many forms of social and persona.I
pathology make their first appearance during adolescence: alcoholism and
other addlctlons,\ delinquency,l depression, and schizophrenia (Coleman, j,1‘980;
Horrocks, 1976; Klerman, 1980). ‘lt 1s not clear to what extent the typical
stresses of adolescence contribute to the origms‘of these probiems, While
disturbed behaviour 1n adolescence has been studied, far less 1s kr:own about
the normal ‘processes of coping and adaptation, Prel imnnary evidence has
. suggested that many of the relationships observed between 11fe changes and
personal functioning in adults are also prevalent at younger ages (Newcomb et

al., 1981). The coping styles developed during these critical 1ife periods

will influence the manner in which future life events will be managed- (Hyson,

&
A



rarely explicit (Roskies & Lazarus, 1980). Predetermined standards, usually

5 3’}‘
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1983; Murphy & Moriarty, 1976).

To determine what constltutes normali.ty and pathology -in mental
function is a d1ff1cult task, but for the adolescent populatlon this appears
to have been particularly emgmatic (Mitchell, 1980). Interest in normality,
a difficutt concept, 1s often overshadowed by the interest in pathology, the
latter seemingly more easily defined {Blotcky & Looney, 1980). However, any
conception of the abnormal or deviant, reduvres an understanding of the
normal 1f therapeutic goals are to be established (0ffer & Offer, 1975).

A critical issue 1n the study of coping is the ability to evaluate the
adequacy of coping, that is, to distinguish effective from ineffective coping
(Roskies & Lazarus, 1980). Therapeutic i1nterventions that can change
maladaptive coping strategies into effective ones may prove to #e the most
powerful clinical tool yet devised for treating and even preventing stress-

relate‘d’ﬂlnesses (Roskies & -lLazarus, 1980). Before this goal can be

attained however, a system needs to be devised to describe, measure, and

evaluate coping.

Value jud;en:ents ares frequently made by clinicians about their clients'
coping processes, but the criteria by which thgse evaluations are made are
o~
of outcome, are used to judge coping adequacy. However, it 1is highly
questionable whether a particular cbping act, when it can be defined, is a.
sufficient predictor of long term mental functtomng.

The development of a repertoire or range of coping patterns, their

cdnsistency and/or variability across life situations and across time,

requi.r}s the observation of many types of people 1in varied encounters.

i
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Bescription'and‘classificati;:n is essential in ortder to categorize the data
Yon coping processes in a manner which pem.ﬁts intraindividurl aﬁd_ -
interindividual comparisons.

Before the relationship between coping processes and adaptational
outcomes tan be examined, 1t is necessary to r.\ave a pragmatic approach to the
measurement of coping. It is also neces—sary to rhave a opreliminary
understandmg of the cohsu,stency. of the coping process across streséors. and
of some <;f the determ{nan‘ts of coping. Hence, the purpose of this study was
to examine the nature of the relationship between adolescent stresses and
normal adolescent adjustment (coping and adaptation).

This study h%s described and analyzed the coping strategies used by
adolescents in specific stressful events 1n their dd1ly 1fves. Within the
general framework of the problem stated above, a number of general questions
have been addressed which, for the purpose of clarity, are listed below. In
the course of this dissertation these questions will be specified oand
rfésponses will be offered that are deemed to be merited by the analyses. ’

{1) what is’the naturé of specific events experienced as stressful by

adolescents?\

(2) .To what éextent are these specific events‘ experienced as streﬁsful

over time? "’

(3) What strategies (thoughts and actions) are usgd by ‘adolescents to

deal with specific stressful events? .

(4) To what extént are adolescents consistent in their use of particular

strategies to deal with stressful events over time? i

(5) How do gender and mother tongue influence strategies chosen by
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adolescents to deal with stressful ‘events over time?

3
\

(6) To what extent -are the stresses e‘xperienced by adolescents, and the
‘use of partlcular copmg strategles to deal with the stressful events in

' their daily lives and over time, reﬁted to their level of psychological

symptomatology (adaptation)?




CHAPTER II

. Review of the Literature’

Formulations of Adolescent Development

Of all the fretful stages of human development, adolescence is the
most infamous.It is an age nobody loves. The mere mention of the subject
among parepts is enough to set them exchanging, commiserative anecdotes
about perverse and ungovernable teenagers, For adolescents themselves, it
is the age of anomie - a time of strugqling to balance the capacities and
desires of adults with the social franchise of children.

(Newsweek, 1986, January 20, p. 52)

The popular as well as scholarly literature evidences a preoccupation
with adolescence. A stage beginning at puberty and ending when the i1ndividual
reaches maturity, adolescence 1s iUniversally acknowledged to be a critical
phase in human deveiopment (Coleman, 1980). What makes this period important
and complicated is the concyrrence of physical, mentai, emotional, and social
maturational variables.

In comparison with other stages of the life cycle, it is only in recent
years that knowledge dbout  adolescent development  has  exppnded
substantiatly, or even been &eemed to exist as a stage. Although theory as
well as research findings are generally consistent in their formulations of
basic adolescent tasks, on the one hand, and the stresses of growing up 1n
modern society, on the other, they differ considerably with respect to their
predictions regarding adolescent functioning (Blotcky & Looney, 1980). Most
psychiatric and psychoanalytic theoreticians describe one specific route as

best typifying adolescent development, a route in which adolescent turmoil



A ' ‘c v .
T is fl}e "sine'qya,non"of healthy developmerit (Erikson, 1963; Mitchell,
1980).

The concept of normative adolescent turmoil has not been universally

accepted. A numl;er of longitudinal and epidemialogic studies have focused on

defining and understanding normal adolescent develiopment. In a longitudinal

study of 102 boys from suburban, middie-class environments conducted by Offer

and Offer (1975), three fnajor types of growth patterns were 1dentified 1n 79%

of théir subjects: contipuous, surgent, and tumultuous. Their findings

. » determined that the turmoil to be experienced in adolescence by some
/ individuals is.related more to t,h;! psychological developmental pattern of the
', particular individual than to an age-grouped necessity that adolescents must

react to adolescence with turmoil before proceeding into the devélopmental

" phase of young adulithood. Tumult is aggravated during-tran;;itional periods,
and in this way, adolescen‘ce may qualify as a catalyst for those individuals ‘
+ who are prone to meet changes with emotional upheaval.

In a survey of the general population of adolescents 1n Great Rritain,
dépending on the criteria used, the prevalence of psychiatric d1sorders was
'?pproxvmately 10% to 21% (Lems, 1982, »p. 296) Nearly one half of the
14-year-olds in this study reported that at times they cried or "needed to
get away from 1t ali" because they felt so miserable (Rutter, 1982). About
one q\uarter of the group sometimes‘ felt that people were looking at, talking
about, or laughing at them, and approximately one fifth expressed feelings of
self—depreci"ion and worthlessness. One adolescent in 12 admitted to

occasional suicidal ideas which rarely persisted. Rutter (1982) reported that

° very few parents or adolescents reported parent-chil&~ alienation. He

P
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emphasized‘that although feelings of "inner turmoil™ described by some of the
aqolescents 1n his study were common among l4-year olds, about S5S0% of the
L: ‘ado1escents in thls,age group did not report feelings of this kind. What is
mast important about these result; 1S the fact that this level of “"turmoil'
is very sfmilar to that found in chi]& or adult populations (Céleman, 1980).

N

Incidence and Prevalence of Adolescent Morbidity and Mortality

While there is considerable epidemiological Viterature on the incidence

'anq prevalence of such probl;ms as suicides, drug abuse, psychiatric

disorders, and a 145nts, the methodology used has varied so widely that 1t

is difflgult, 1f not impossible, to gfneralize from them., In the United

States, natronal data show a decline 1n adolescent alcoholism, drug abuse and

serious crime and a plateau 1n adolescent suicide since 1980, nésp1te these

data some mental-health practitioners are certain that adolescents' problems

are worsening, both in psychological support requirements for this age group
and in the 22ver1ty of the presenting pathology (Staff, 1986).

Between 1980 and 1984, adolescent admissions to private psychiatric

hospitals 1n the United States increased more than 5501. from 10,765 to

'+ 48,375 (Staff, 1986, p. 52). In many cases, these hospitalizations were for

diagnoses such as "conduct disorder" and "adolescent adjustment disorder”.

"~ The majority of the parents had tried various measures-before resorting to

psych{atry or hospitalization; this increase in admissions may be a

. reflection of their increased 50phisgjcation about seeking psychological help

for their children. Other reasons for this increase may be that the



avai{ability of insuranée to pay’ for such treatment has also increased.
Furthermdré, media coverage may have contributed by heightening parents'
awa}eness of teenage suicide and of the signs of severe depression which
necessitate treatment. Another reason for the increase in admissions may be

that before the 1970s adolescents were placed in juvenile-detention centers

.and reform schools for commtting such offences as drinking and truancy,

whereas many are now referred to psychiatric facilities for treatment,

In 1980, the mortality rate i1n Canada for adolescents aged 12 to 17 was
6 per 10,000; 72% of these deaths were caused by accidents, poisoning, and
violence (Health and Welfare Canada, 1983, p. 12). On closer examination of
these data, approximately 73% of all adolescent deaths from accidents,
poisbning and violence occurred among the male population. Motor vehicle
accidents accounted for 42% of all adolescent deaths and represented 63% of
accidental deaths. Suicidés represen;ed approxvﬁétely 9% of all deaths among
adolescents and 11% of all deaths in the 16 to 17 age group. Between 1970 Snd
1980, the suicide rate for maler'agéJ 15 to 19 increased from 10,1 to 19.5
per 100,000 - a relative.jﬁcrease of 93%. It should be noted many accidents
may also ha;e-been disguised suicides.

Morbidity as measured by the utilization of acute care hospital services

paralleled the most common causes of mortality 3among adolescents. In 1978

7

(
- approximately 21% of all hospital days for adolescents, 31% for males anq 12%

for females, were attributable to accidents. An additional 1,192,612 days

were utilized by adolescents aged 12 to 17 for psychiatric hospital services,

accounting for 11% of all hospital days in this age group.

It is likely that many‘—of the behaviors which place adolescents at

[
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risk are amenable to health promotion inperventioo. Honever.’;?“irder to
evaluate any heaith 6romokion program or problem, it‘q: esséntial to tonsider
the changing age distribution of the population, and the trend of
age-specific incidence or prevalence rates prior to the program int;rvention

(Health and Welfare Canada, 1983),

Clinical Psychiatric Syndromes

- . '

Although the roots of serious troublesome behavior and delinéuency occur
frequently in early and mddle chi;zaood, adolescence is the time when youths
come before the courts, thereby bringing these problems to publgc awareness,
Rutter ,(1982) has clasgif{ed children's clinical psychiatric syndromes in
operational terms that (a) are relevant to %ﬁe chinical situation, (b) have
predictive value, and (c) differeﬁtiate disorders among chxldren and
adolescents. The major classifications which he has identified are emotional
and gonduct disorders, adjustment reactions, developmental disorders, ang
schizophrenia. ‘ . .

The main difference between emotional and conduct disorders exhibited

during childhood and those of adolescence 1s that depressive conditions are

much more frequent in adolescents. Emotional disorders are those in which

“the main problem 1nvolves an abnormality of the emotions evidenced as

anxiety, fear, depression, obsessions, hypochondriasis, and the Tike (Rutter,

1982, p. 28). These occur somewhat more -frequently in girls ‘than boys, and

‘most children recover completely from them. Conduct disorders are those in

which the chief characteristic is persistent abnormal behavior which gives

.
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rise to social disapproval (Rutter, 1982), About one third to one half of
those chﬂdgen with a conduct disorder recover complietely (Rutter, 1982, p.
29). 'Adjustment reaction or adaptation reaction are ter;ns used to describe
mild transient disorders. Nevelopmental disorders constitute a group of
disorders in which a specific delay in development s the main
characteristic. They frequently coexist with other psychiatric disorders.
The majority of children with developmental disorders, such as 'speech
disorder and specific reading retardatw‘c;n are free of psychiatric problems
in adulthood,’ however many continue to experience difficulties reading and
spelling. While schizophrenia does not begin until late childhood, the
majority of such disorders begin 1n late adolescence or early aduithood.
Scmizophrenn 1s slightly more common in boys than gi‘sz, and afflicted
individuals remain handicapped to some degree for 1i1fe. There are‘other

conditions such as enuresis, encopresis, and anorexia nervosa which do not

fall 'into any single well-defined category.

Effects of Health éducation

. 4

The recent emphasis in the _health field on prevention and wellness
underTines the importance of identifying those variables that contribute to
11lness, but which may be changed by appropriate interventions. Large

population studies have demonstrated/that cardiovascular diseases, for

. example, result from the interaction of multiple causative factors which can

be traced to heredity on_the one hand, and to past and present lifestyle and
environmental factors on the ather (e.g., Lalonde, 1974). The latter two

k]
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factors are both prohinent and chahgeable. A longitudinal stddy to determine
the effectiveness and.measura511|ty of,comgrehensvye health education among
high school students and young men after they had left school demonstrated
that a long-term health education program can exert a measurable positive
influence on physiological functions and daily habits (Riener, 1975). More
recent evidence for the effects of health education on health-related
behavior has led to the conclusion that schools can favourably affect
adolescent health behavior, particularly 1n relation to émok|ng. oral
hygiene, and teenage fert;lity, and potentially 11n the field of diet an&

exercise (Reid & Massey, 1986).

Et1ology and Onset of 1llness

The recent surge of 1nterest in the adolescent years 1S one aspect of
a growing i1nterest in human development. This interest also springs from an
ncreasing awareness that experiences othe#7;han in the first 5 years of Ihfe
(f&r example, 1n adolescence) have critical implications for later adult
development as well as for the health of society 1in general (Colemen, 1980;
Mitchell, 1980; Thomas & Chess, 1977, 1980). Increasingly, it 1s reecognized
by social screntists and h;alth professionals that factors other than the
bresence of a disease agent are sigmficant 1n the etiology of 11lness
(Barsky & Klerman, 1983; Katon, K]einmaq, & Rosen, 1982; Maier &
Laudenslager, 1985). Models have been developed to explain the etiology and
onset of iliness. Such models are built on the assumption that it s

necessary to examine the following: (a) the presence of stressful

2
%



13

enyironmental conditions, that is, problemitlc 1ife situations; (b)
perceptions by the‘ndwidual as to the stretf’fulness of life circumstances;
(c) the individual's ability to cope or adapt; (d) his/hér genetic
predisposition to a given disease or diseases; and (e) the presence of the
disease agent (Dohrenwend & Dohrenwend, 1978; Hyman & Woog, 1982; Klerman,

19805 Simmons, 1977).

Biological Markers

An 1ssue identified by McConville and Bruce (1985) 1n their summary of

current knowledge and interest in child and adolescent depressive illnesses,

is the presence of biologrcal markers for adolescent behavior. The

measurement of cortisol hypersecretion, growth hormone secretion, and sleep
“architecture”, referred to as polysomnography, s a possible i1ndicator of
altered psychobiologic states in adolescence. Preliminary findings cited by
Howard (1985) from a study at the National Institute of Mental Healthlprowde
further evidence 1n support of a long-suspected link between hormones and
adolescent behaviar. Nottelmann, Susman, ‘and their colleagues (cited 1n
Howard, 1985) examned the physical development and behavioral
Characteristics of 108 normal adolescent, boys and girls, ageci 9 to 14, as a
— function of three groups of hormones - gonadotropins, sex sterfmdsJ and
adrenal androgens- which together are responsible for the physical changes
occurring during puberty. Their most consistent finding was that higher sex
steroid and lower adrenal androgen levels were associated with a positive

behavioral adjustment in this age group.
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" Coping Responses To Stressful.Life Events

’

.

When considering how humans react 'to stressful' V1fe eyen‘ts. it is
1mportant~ to distinguish between exposure to a potential stressor and the
actual pﬁysuca] and psychoiogical responses to ae event. Both these factors
are influential 1n determining whether immune functioning will be affected
and hence whether disease will develop (Maier anmd Laudenslager, 1985). In
exploring the 1links between Istress and health, Maier and Laudenslager (1985)
have demonstrated i1n anmmal research that control over an event 1s very
mmportant in dietermining 1ts psychological and physical effects. On the basts
of these findings, they hypothesized that the immune responses of some people
may also be suppressed when they cannot control ;severe negative events.

There 1s a growing conviction that how people cope with stress 1s more
1mportant. to their physmlogwcai, physical, -and social well-being than the
frequency and severity of the stress émsodes themselves (Hyman & Woog, 1982;
Ke;::sler, 1979; Murphy & Mor1‘artyg 1976; Pearlin et al., 1981; Roskies &
Lazarus, 1980). Aithough this béhef 1s, 1n part, the result of empirical
evidence linking effective or 1neffective coping strategies to mental and
physical heatth, 1t represents a change in the conceptualization of stress in
human existénce and the relationship between stress and 111ness.

Pl

Research \pertaming to adult populations, Holmes and Rahe (1967)

L
proposed that the readjustment required by major 1ife changes, as measured by
their Social Readjustment Rating Questionnaire, substantially increases the
risk of «{mys“cal iliness, particutarly in an already vulnerable individual

(Bakal, 1979). . Using a psychophysical technique, Holmes and Rahe (1967) rank

[3
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ordered a series of 43 life events. A high deg';ree of c'or_\sensus was reached
about the significance of these items that transcended differences.in age,
sex, marital status, education, social alass, generation-American, religion,
and race. The 43 1ife events on the questionnaire pertain to major areés of
dynamic significance in the social structure of the American way of Iife,
that is, family Cons’telthion. marriage, occupation, ‘economics, residence,
group and peer relationships, education, religion, recreation, and health,
Derived from-clinical experience, the events are indicative of the life-style
of the indr\v_ﬂmal and of occurrences.involvingﬂhe individual that require a
sign1ficant change 1n the 11ndividual's regular 1i1fe pattern, As defined,
social readjustment )measures the intensity and length of time necessary to
accommodate to a life event, regardiess of the desirability of this event
(Hoimes & Rahe, 1967, p. 213). The approach _of’ Holmes and Rahe 1s simlar to
Selye's (1956) concept that or:ganisms have a finite capacity for- to{erating

stress which, when exceeded, will result in the organism's breakdown. This

'approach treats stress as life events . that create change and require

adaptation. “

Based on the scale developed by Hoimes and Rahé (1967), Linden (1984) -
derived an empirical 1list of life events (Life Event Scale fort Students)
erl} to be characteﬁstic for a college student population in the 18 to 23
year age range. Eighty-eight students were asked to indicate on the( scale
those events that bhad actually occurred within the previous 6 months.
Linden's initial attempt to validate this new scale determined that there
were significantly higher frequencies of medical illness, seeking of

psychological asslstance,._and academic failures in individuals with above
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average 1ife change.

N In another prospective study of 426 adults, desi’gned to explo.re the
relatio_nshwp between social stress and health, Norman, McFarlane, and
Streiner (1985) determined fhat individuals under st_resslexperlenced
considerably more .iliness associated with greater levels of disability than -

those not under stress.

" Research pertaining to children and adolescents. Although a few
longitudinal studies have been publishe‘d recently in which the authors have
followed the behavioral dev\elbpment of children from early 1nfancy to early
adult 1I1fe, the majority of the research literature 1n childhood and
adolescence has focused on developmental crises and on life crises (Murphy &
Moriarty, 1975; Thomas & Chess, 1984)., Three discrete types of stress have

o been 1dent1fied during the normal experiences of chi 1dhood : developmental
crises, 11fe crises, and tensions assocuatéd with activities of darly living
(Tyerman & Humphrey, 1983), The 1nves.tigators in the majority of
s‘tress-rel.ated studies of ths a;;e group have sought to determine whether

_there was an increased frequency of life events such as bereavement,
admission to hospital, and other separation experiences In the mistories of
"prob]em‘“ chiidren and adolescents (Bruns & Shiro Geist, 1984; Forman,
Evdson, & Hagan, 1983; Garmezy & Rutter, 1983 Hyson, 1983; Mendez et al.,
1980; Newcomb et al., 1981; Novy & Donohue, 1985; Steinhausen & Radtke, 1986;
Sweahingen & Cohen, 1985; Tyerman & Humphrey, 1983),

Utilizing the method described by Holmes and Rahe (1967), Coddington
(1972a) developed a method ‘of quantifying the significance of various life

events that dccur in the lives of children. Mental health workers, teachers,

o N



and pediatricians employed in academic divisions of psychi'atry were asked to
rate a series of life events. The life events were selected from the
Titerature as well as from experience with normal and abnorma children, as
to their relative degree of necéésary readjustment for children of four
different age groups; preschool age, elementary school age, junior high
school age, and sentror high school age. While some discordance was found
between the teachers and the othe’rhrespondents, these differences were deemad
to be small, and were explained by differences in their estimates of the
amount of readjustment necessitated by a given life event, not by differences
of opinion regarding the relative importance of the di‘fferent' events., The
amount of readjustment undergone by a child during a specific time period
could then be determined by summing the life change umts to yield a Iife
events score, The ef&t of different social and cultural factors
influencing the amount of life change a child /is exposed to was not .examin:ed
in Coddington's (1972a) study.

Coddington (1972b) subsequently attempted (a) to establish normal values
for childreﬁ of different ages in’ the course of a }ear. and (b)' to
investigate the influence of the variables of sex, race, socio-econon;ic
class, and religion on these normal values., He surveyed 3620 individuals and
found that an average of 3.37 life events had occurred 1n the previous year,
Parents were asked to complete the preschool and elementary school age forms,
while adolescents compieted their own questionnaires in the junior high and
senior high schools., As his study was designed to measure the effect of life
events on the etiology of iliness, the 94 children who indicated that they

had a.serious illness requiring hospitalization were excluded from the final
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results. . No differences were‘ found between sexe;, races, or m;mbers of
different social classes. However, fewer events océurred in the lives of
- younger children. Because the investigators failed to determine how many
times a particular. evént had occurred to a given i1ndividual in the course of
the year, they recognized that Fhis was a possible source of error. )

Coddington (1972a) used aduits to assign the weights for the amount of
adjustment to 1ife stress events required by children and adolescents. The
question was asked by Yeaworth et al. (1980, p. 91): Can adults validly
impute the psychological and physical adjustment required by adolescents and
children when the latter experience specific changes? In a study to develop a
Jife change evgnt scale which utilized 1tems of importance to adolJescents.a,nd
which were rated by adolescents, the question to be answered was: How do )
_adolescents rate 11fe change events 1n terms of the amount of stress created
by them? (Yeaworth et al., 1980). Life change events referred to a variety
of personal, social, famly, and occupational 1i1fe changes which required
adjustment of the adolescent and therefore, presumably created stress. The
‘Adolescent Life Change Event Scale~(ALCES) Tlisting 31 11fe change events was
administered to 207 adolescents aged 11 to 18 years. The students were asked
to rate the 1tems on a scale of 1 to 5 to indicate how upsetting tﬁey
believed the event was, and to 1ndicate how many of the events they had
experienced. Because the majority of chg‘ldren were Caucasian and because a
non-randomized, voluntary middie-class sampie was used, the authors
recommended that the questionnaire be administered to subjects of differing
socioeconomic levels, from different racial >and '‘cultural backgrounds. In

addition they recommended that 'some of the items be clarified further, prior

A

“



19

- -

L)

to assigning the final weightings to items.
With the purpose of replicating the development of the ALCES, and

'expanding it to' include itemslrelated to adolescent suicide, & modified form

of the scale was administered to 96 white suburban adolescents. In this
study the differential impact of life change events on gifted versus
non-gifted adolescents was investigated (Ferguson,\1981). It was found that
while the gifted in this sampie experienced fewer stressful events than the
non-gifted all the adolescents were sensitive to the occurrence of events.
Furtr{grmore. because stress was found to be significantly correlated with
suiciqél ideation and indirect self-destructive behavior among the
adolescents in this study, Fergquson (1981) felt that it was hecessary to
inc.lude the suicidal items n future ALCES.

Forman et al. (1983) developed a brief, 24-item version of the ALCES

which they administered to 94 students between the ages of 12 and 29. A high

degree of correspondence 1n the ranking of items provided additional, evidence
that the scale could be a useful inde;~of perceived stressful events among
adolescents. It was empha"sized, however, that furthef work was required to
assess its relevance to experiences of adolescents of different
socioeconomic, ethnic, and racial groups. |

Novy and Donahue (1985) administered the ALCES to 55 adolescents ranging
in age from 12 to 16 who were on proba.tion or being held i1n detention for
offenses ranging from a felony to conduct indicating a need for supervisi’on.
No relationship was found between stress events experienced and offences
committed during the past year. However 87.5% of runaway subjects had

experienced “hassiing with parents”, and 94.1% of truancjy subjects had

\
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-experienged “failing one or more subjects in school”. The adolescents'
reﬁ&rts of these stress events lgd the investigators to suggest that. further
research on adolescent stress and impulsive beﬁavior was warranted.‘

‘Research pertaining to functional illness in adolescence. Frequently

the no}mal developmental struggles of adolescence are manifested through
various _problemS' at school, somafic symptoms, and . other behavioral
_ disturbances. As Sir MWiliiam Osler (cited in Zeltzer & LeBaron, 1984, P.
164) stated, "It 1s more Hmportaht to know what sort of patient has a disease
than what sort of disease a patient has". The stress created for the
adolescent and famly by the psychological and physical changes of pubescéhEé"'
may be manifested through functional disease, such as headaches, dizziness,
abdominal pains, and a variety of other symptoms, which can produce
significant disability defpiye the absence of organic f1nd1n§s. In a random
. samplé of f;boo British school chridren. approximately 100 chiidren were
hospitalized for 1ntensive diagnostic evaluation of chronic abdominal pawn
' (Ze]ter & LeBaron, 1984); Only 8% of these children were found to have
&rganic disease. In the remaining 92% the pain was considered to be of
péychosomatic or1gin. The incidence of psychosomatic illness 1n chiidhood and
adolescence 15 thought to bé even higher when older adolescents are:included
in the studies.

In a study conducted by physicians at Vanderbilt ‘University (Staff,
1985), a group of adolescents who were suffering from stomach aches,
headaches, or chest péin, for which no organic etiolog; could be determined,
were asked what stressful events they had recently experienced, and what

impact the event had on their lives, The adolescents with recurrent stomach

I
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and ch;st pain were determined to have significanth{ higher ne’gative Tife
stress scores than patients seen for routine checks or minor iilnessﬁs. The
most frequently identified stressful eventsrincluded failing grades (33.9%),
, increasing arguments between parents (28.3%), serious family illness (27.9%),
and breaking up with a girl- or boyf—riend (27.8%). The adolescents ranked

the divorce of their parents (13.9%) 15th on the list of 20 most stressful

events,

In an effort to address the direction of the life event-psychological
disorder relationship, Swearingen and Cohen (1985) employed a prospective
dgsign to assess the etiologic role of negative life events 1n the
maladjustment of early adolescents. A life events scale as measured by the
Junior High Life Experiences Survey (JH‘LES), and a state and trait anxiety
scale to measure psychological distress were administered at two points 1n
time s\eparated by about a S-month interval. Although negative evehts were
found to be a significant predictor of psychological dvstres§ at both points
in time, the magnmitude of the correlations was Tow. Recognizing the
importance of chronic stresses in the psychological functioning of child;-en,
Swearingen and Cohen (1985) suggested that a useful approach for future
research might be the development of a survey of chronic Stresses, which
could be administered to subjects concurrently with a measure of 11fe
experiences such as the JHLES.

In a study of 323 high school students, Thomas and Groer (1986) examined
the relationship of selected anthropometric, lifés;:yle, demographic, and
stress factors to blood pressure, The mean age of the subjects was 15.5

years, Life stress was measured by the ALCES (Yeaworth et al., 1980). The

!
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overgll incidenc; of hypertension found in this sample was 6.5%, the majority
of the hyperté;;}ve subjects were maile. While the dietary practices of the
females were better than those of the males, the females were more likely to
smoke, had more family members with a history of Hypertens{on-related
illnesses, Qnd exercised less than the males. By comparing the students in
the upper 25% of scores on the health' questionnaire with those in the lower
25%, a notable difference was observed in life stress scores. However 1t was
not clear whether heaith habits were neglected as life stress increased or
whether neglect of health was an etiological factor in higher stress levels.
The stressors reported most frequently by this sample of adolescents were
hassling with parents (71%), hassling with siblings (61%), And making new
friends (50%). Females reported higher levels of stress than matles,
particularly ’ialles living 1n urban areas. Gender differences were found in
amount and typéﬁ of other stressors. Females reported being more stressed
than males by their physical appearance, by their peer relationships, and by
“getfing grounded”, Males were.more stressed than females by their school

performance, and adjusting to a new job. Overall, the significant predictors

. of higher systolic pressure were found to be age, gender, body mass index,

and urban residence. Significant predictors of diastolic pressure were body

[

mass index, smoking, and lack of reqular exercise.

Coping Responses to Activities of Daily Living

While the literature on coping is vast, only -3 few recent studies have

focused on the events of daily living that individuals find stressful and on
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the development of iué:;ments an'daprocedures to elicit information about

theif coping strategies. The majority of such studies have invoived adult

populations.

Research pertaining to $du1t populations. Pearlin and Schooler (1978)

were the fi‘rst to undertake a major longitudinal study to- examine how
individuais cope with the ordinary stressful events of their day-to-day
lives. A sample of 2300 individuals between the ages of 18 and 65 }ears were
interviewed about the potential lifestrains they experienced in major social

role areas, the coping repertoires they employed ‘iﬂn dealing with these
_~"Straing, and the emotional stresses that they felt, as well as the extent to
which\théy experienced symptoms of depression and anxiety. The results
indicated that mdividt;als' coping interventions were most effectrvé when

o dealing with problems within the close interpersonal role areas of marriage
and ch{ldrearlng. and least effective when :ealmg with the more 1mpersdnal

problems found in occupation. Males, the educdted, and the affluent made

-greater «(se of coping methods which were efﬁcam.ous in reducing measured

Tife stre#:f.. Unfortunately Pearlin and Schogler's analyses were based

largely on questions designed to eTicit how the respondents usually coped

with general sources of stress, rather than ‘on actual coping behavior 1n
specific situations. According to Folkman and Lazarus (1980, p. 223), there
is generally a poor relationship between what people say they usually do and
what they actually do in“specific instances. ~Furthermore, because subjects
were not asked about stresses they had resolved or were successful in
| ove;rcomng, a large domain of copjng respons?s was not addressed.

In 1980, Folkman and Lazarus reported a study of the ways 100

o |
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middlg-aged men and women coped with the stressful events of daily living
during 1 year. —

. « .information -about recently experienced stressful encounters was
elicited through monthly interviews and self-report questionnaires
completed between interviews. At the end of each interview and
questionnaire, the participant indicated on a 68-item Ways of Coping
checklist those coping thoughts and actions wused in the specific
encounter. A mean of 13.3 episodes was reported by each participant, Two
functions of coping, problem-focused and emotion-focused, were analyzed
with separate measures. .

Both problem- and emotion-focused coping were used in 98% of the 1,332
episodes, emphasizing that coping conceptualized in either defensive or
problem-soliving terms 15 incomplete - both functions are usually
involved. Intraindividual analyses showed that people were more variable
than consistent in their coping patterns.

The context of an event, who was inyolved, how 1t was appraised, age,
and gender were examined as potential influences on coping. Context and
how the event was appraised were the most potent factors. Work contexts
favored problem-focused coping, and health contexts favored emotion-
focused coping. Situations in which the person thought something
constructive could be done or that were appraised as requiring more
information favored problem-focused coping, whereas those having to bhe
accepted favored emotjon-focused coping. There were no effects
associated with age, and gender differences emerged only in problem-
focused coping. Men used more problem-focused coping than women,
Contrary to the cultural stereotype, there were no gender differences in
emotijon-focused coping.
(Folkman & Lazarus, 1980, p. 219)

In addition to reporting how they coped with the stressful events of
daily living during 1 year, this sampfe of 100 middie-aged adults completed
home questionnaires which focused on stressful day-to-day events’rsferred to

y

as “hassles and uplifts" (each of the first 9 months) and concurrent
p;ychological symptoms (months 2 and 10) to determ{ne 1f sych an approach
could be used to predict adaptational outcomes (Kanner, Coyne, Schaéfer. &
Lazarus, 1981). Some of the major findings included the following: that the

overall frequency scores for -both hassles and uptifts were consistent over
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time, and that within the same month these two scores were moderately
correlated. When the data reported by this middle-aged sample was compared
with a sample of coliege students and Canadian health professionals, hassles
and uplifts “"themes” were identified which appeared to reflect the age and
occupation of each sample. For example, with respect to hassles, the
middle-aged group reported economi ¢ concerns, a theme consistent with their
nearness to retirement, the students were concerned with the academic and
social pressures related to éttending college, and the health p‘rc;fesswna‘ls
were preoccupied with the responsibilities and pressures of their work and
home 1ife. With respect to uplhifts, the mddle-aged sampie found pleasure 1n
being at home with their family, while the Students looked to entertainment,
music, and being with friends. Furthermore, upli1fts were posit'iv‘ely related
to symptoms for women but not for men.

More recently, Folkman and Lazarus (1985) studied a naturalistic stress
sSituation, 2 college midte\rm examnatic;\‘, to enhance therr understanding'of
what transpires during a particular event. They 1dentified three criteria
which must be satis}’ied to study coping as a process: (1) Coping must be
examined'within the context of a sp;cific stressful encounter, (2) what the
individual actually does must be described, and, (3) there must be muitiple
assessments during the stressful encounter to examine changes in coping over
time. Although their.specific findings will not be discussed, this reference
is: particularly important because it affords support for a theoretical
approach that has been used in this study,

According to Lazarus and Folkman (1984), at the present stage of our

knowledge, the most effective research design appropriate to a transactionaj
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theoretical model which views the person and the environment in a dynamic,
mutually reciprocal relationship is an “i;;sative-normative" design in a
naturalistic setting. [psative-normative research allows for the
observations of many facets of the same individual in one context, and/or one
facet 1n a variety of contexts thereby yielding intraindividual information
which can later be used for interindividual comparisons. By repeatedly
assessing an individual's coping processes 1n a variety of contexts, it is

, possible to determine the patterns the person uses and the extent to which
those patterns vary across encounters. Importantly, medum:g processes are
studied repeatedly through self-reports about appraisals and"copmg. or
through behaviors that imply the use of particular forms of coping.

Lazarus and Folkman (1984) have addressed a number of methodological
problems 1nherent 1n the style of assessment which they advocate. The
problems of memory, the desire of subjects to present themseives 11n a

) j)ositive 11ght, language ambiguity, and the use of verbal reports as an ego
defense are some of the 1imitations and disadtantages of self-report data. In
addition there are the difficulties assoc;ated with precisely 1denti1fying the

coping act or thought that is connected with different phases of the

stressful event. Method variance refers to the dilemma that arises from the

fact' that h a phenomenon 15 measured affects the content of the observed
and the findings of the research. .

A common solution to some of these problems is to analyze physiological,

’ . T
behavioral, and subjective data simuitaneousiy in order to make the fullest
sense out of what is happening in stressful situations. Unfortunately this

solution is often financially and technically impractical.
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At this stage of knowledge Lazarus and Folkman (1984) favor the sole use
of self-report data to generate what appear to be stable findings leading to
empirically based principles. They argue that only after stress levels and
adaptational outcomes can be predicted from sel f-reports about appraisal and
coping is there Jjustification to ¢o beyond se\f-report to do experiments

using behavioral and physiological ﬂata.

Research pertaining to healthy familijes. Using a different approach

from the studies previously(}dwcussed. Curtan (1983) attempted to tidentify -
the 15 positive traits most. commonly found 1n healthy families from the
perspective of the professionals who work closely with famlies. Respected
professionals i1n each of five fields, education (principals, counsellors,
teachers), church (pastoral staffs, _ counsellors, educators), ~ health
(pediatricvans, school nurses, family physicians, pediatric nurse
practitioners), famly counselling (counsellors, therapists, mental heaith
personnel, social workefs), and voluntary organizations (directors, leaders,
coaches) were asked to develop a 1i1st of possible traits of a healthy family.
A total of 56 possible traits were isolated. The professionals surveyed were

asked to prioritize 15 traits from this list. Thelfr selections follow.

The healthy family . . .
1. communicates and listens.
2, affirms and supports one another.
3. teaches re\s'pect for others.
4.'develops a sense of trust.

5. has a sense of play and humor.
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6. exhibits a sense of shared responsibility.

7. teaches a sense of right and wrong. .

(8. has a strong sense of family in which rituals and traditions abound.
9. has a balance of mtéraction among members,

10. has a shared religious core.

11. respects the privacy of one another,

12, values service to others.

13. fosters famly table time and conversation. (

14, shares letsure time.

15. admts to and seeks help with problems.

(Curran, 1983, pp. 26-27)

Curran subsequently attempted to 1dentify the 10 most common everyday
stresses that healthy families ’face and to describe how they deal with them,
After asking 210 respondents in four geographically scattered areas to rank
the top 25 of 45 stressful situations commoniy found in famly 11fe, she
refined her survey instrument to the 25 most selected stressors and included
a request for informatron- on gender, marital status, ages of children and
famly income. Curran's (1985) results are based on the responses of 169
couples, 239 married women, and 42 single mothers. Of the couples who
responded, the spouses each completed a separate sfnrvey. Interestyngly, 4 of
the 10 stresses selected by the spouses were different within the same
favpily. As a result of this finding, Curran ordered the stresses selected by

married women, married men, and single mothers. Thesg will now be presented:
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Top stresses in order of priority:

Total Group

1.

-~ . .
Children's behavior/discipline/sibling fighting

Economics /finances /budgeting

Insufficient coupie time

Lack of shared responsibility in the family
Communicating with children

Insufficient "me" time

Guilt for not accompliishing more

Spousal relationship (communication,friendship,sex)
Insufficient famly piaytimé

Overscheauled family calendar

Married Women

1.

- N
L)

L 4

Pt
o
.

Economics/finances /budgeting
Lack of shacgg responsibility in the family
Insufficient couple time

Children's behavior/discipline/sibling fighting

-

»

Housekeeping standards

Insufficient "me" time

Guilt for nét accomplishing more

Idsufficient family playtime

Spousal relationsh%p (communication,féiendé‘ip,sex)
Self-image/self-esteem/feelings of unattractiveness

‘ -

1
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- 8. Communicating with chiidren

Research pertaining to adolescents.

30

Married Men

1. Ecoﬁomics/finaﬁces/budgeting ‘

2. Insufficient coupie time |

3. Communicating with children

4, Children's behavior/discipline/sibling fighting

5. Spousal relationship (communJthlon.friendship,sgx)
6. Overscheduled fam%ly calendar » ' . \
7. Insufficient "me" fime

8.'Unhappiness with work Situation

9. Insufficient family playtime i \

10. Television

Single Mothers
1. Economics/finances /budgeting ‘ ' o

2, Guilt for not accomplishing more

3. Insufficient "me" time

- 4, Self-image/self-esteem/feelings of unattractiveness '

5. Children's behavior/discipline/sibling fighting

6. Unhappiness with work situation ’ '

7. Housekeeping standards ( ‘ -

‘9, Insufficient family playtime e

10, Lack of shared respoensibility in the family

(Curran, 1985, pp. 20-21)

If the stress and coping paradigm
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has proven valuaﬁlé\in identifying relationships between compliex biological,
psychologigal. and social 6rocesses .in adults, .then why should these
constructs not prove equally helpful in understanding the same reactions in
the adolesceﬁt? Although awaréness and concern about the ‘health of
adolescents surged in the mid-1960s, coinciding with ‘the so-called "teenage
bulge” - legacy of the post-war baby boom, little SopuTation-representatlve
information had been collecte®& at that time concerning “normal" health
changes that accompany the life course transition {Brunswick, 1980). Because
this kind of information caa become available only when “"healthy" population-
representative sampies are followed over time into successive stages of the
life cycle, considerations such as these led to the systematic investigation
of self-perceived adolescent health problems, and their persistence and
change over time.

Brunswick and Josephson (1972) were among the first .to recognize that
information was lacking on adolescents' general health status, behaviors, and -
attitudes, and medical care needs. Between 1968 and—1970 they conducted a
comprehensive study of adolescent health, based on data collected through
personal interviews, medical examinations, and information abstracted from
the school records of 668, urban Black adolescents, aged 12 to 17 years.

Dental problems and needs for dental care were by far the most prevalent
of all health problems presented by the adolescents. Nearly 9 out of 10 of
the 12- to 15-year-old youth® examined required referral for dental care. The
cdnditiqn of teeth and gums amqng 12- to 15-year-old boys was poorer than
that of girls this age. Girls had more heal%h problems than boys according tq

their own reports and physicians' findings. Visual problems were reported by
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one in four; among girls the percentage was 32% and among boys 20%. Frequent
colds were reported by one in five, girls more than boys. Repeated headaches
were reported by one in five respondenis‘. While nb gender differences were
‘found, headaches were the second ‘most frequent of all the ;;roblems reported
by boys while it ranked sixth among qirls. Nervous or emotional problems
were reported by one in six'. including nearly 25% of the girls and 12.5% of
the boyﬁs—. Other n;dicators of empt1onal health that were included in the
personal interview determined ihat, four in five youths aged 12 to ‘iS years
indicated some concern about their school performance, and 3 in 10, more boys
than girls, reported that they "worried a lot" about what their future would
. be like 1n 5 to 10 years. Between one in four and one in five reported some
Sleep difficulties - girls somewhat more often than boys. Stomach pains were
reported by one in six, ﬁ\ore girls than boys.- Healgh probiems and needs for
health care increased with age during adolescence, with girls 16- to
17-years-old requiring the most care. High participation rates suggested that
adolescents and their parents in this community were interested and concerned
regarding health matters. While 1t was recognized that the study addressed
the concerns of a particular sampie, 1t was hoped that some of the findings
would be useful to those responsible for improving the delivery of health
services to adolescents.

Ninety-four percent of the original sample of 668 urban BRlack
adolescents were relocated 6 to 8 years after the initial study, and personal
interviews were again conducted with 536 of these adolescents, or 80% of the
entire initi1al study group (Brunswick, 1980), Self-reported morbidity was

‘the health indicator used to measure global health status (the number of
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health probiems reported) and to track specific probiems over time. Similar
heaith items and the same number were included at both times of study. The
number of health problems increased for both sexes. The increase was
significantly more among males whose greatest increase occurred between ages
17. and 18, 2 years behind the range of years for females. While most
' cond(tions showed increased prevalence from the period of adolescence to
early adult life, with only a few exceptions, the samé health problems
persisted over time. It needs to be determined whether these findings would
be consistent with those in comparable studies of other socigeconomic andh
other sociocultural groups, and when using clinical evaluations in addition
to self-reports. One positive implication which might be drawn from the
observed instability in health is the prospect that interventions broadly
conceived as bio-psycho-social ones in adolescence can aiter patterns of
future health (Brunswick, 1980). The model employed 1n Brunswick's (fQRO)
research posits that psychological factors (perceptual, cognitive, and
affective), along with the social situation interact with biological féctors
to produce the phenomenon labeled "heaith".

Nealth care resources and health education programs for adolescents are
frequently underutilized or poorly received because they are based on
chgracterist1cs. needs, or problems of adolescents attributed to them by
adults who plan such programs (Parcel, Nader, & Meyer, 1977). A‘study was
coqdﬁcte& by Parcei et al. (1977) to obtain nformation directly from
‘adolescents that could be psed to plan and develop ‘hea1th educat1oﬁ and

health service programs. The highest, ranked concerns and problems of 3,255
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g high schoof-students, aged 15. to 18,[?rom a2 triethnic urban population were
school, drugs, sex, getting along with parents and adultg. acne, depression,
and weight problems, Females were more likely than males to identify
problems requiring assistance; While the students appeared to be able to
select appropriate community resources for dealing with specific problems,
resources available in gchool were selected infrequently because the services
were not perceived to be effective i1n serving the needs of the students,

It is obvious that because of regional population differences, accurate
information is needed to plan and implement preventatlvé and treatment
progams that are effective in meeting the health care needs of the community,
One method of evaluating whether the existing services are meeting the needs
of the population is to survey the target population on its patterns and
preferences for heaith care. Such a study was conducted by Hodgson and
associates (Hodgson, Feldman, Corber, & Quinn, 1986) using 1,000 Canadran
adolescents, ages 12 to 20 years. The results from the survey indicated that,
in general, these adolescents received adequate medical attention. It was
apparent, however, that many of the health concerns of the adolescents were
of a personal rather than a clinical nature involving such issues as
sexuality, peer and parental relations, drtnkiqg. and appearance-oriented
factors such as weight and acne. Ig was emphasized by the 1nvestigators that
the impact of these Eoncerns on adolescent emotions and behavior must not be
underest imated. 3

In 1984 and 1985, a major study was conducted in order to obtain a
Tongijtudinal perspective of the development of health attitudes and behaviors

of Canadian children, The Canadian Health Attitudes and Behaviors Survey was
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administered to a total of 33,111 students in Grades /4, 7, and 10, with an
overall response rate of 99% (Health and Welfare Canada, E}BS). The sample
of students was selected in such a way that for each province, 90 times out
’ of a 100, the responses could be expected to lie within 5 percentage points
from the responses obtained, had the entire grade population been surveyed.
The health topics covered in the survey instruments were nutrition,
leisure-time activities, safety, parent-child relationships, peer infiuence, ]
smoking, self-esteem, body image, dental health, apd mental health. Questions
related to alicohol, drugs, tobacco, sex, and family roles were excluded for
the grade 4 students, however, they were 1ncluded for the gradé 7 and grade
10 students. Additional questions concerning sources of information about
sex education were only administered to the grade 10 students. The findings
which are particularly relevant to the present study are summarized below.
Nearly half the young people did not eat a balanced diet, and 20% of
15-year-olds rarely ate breakfast. Two out of five 15-year-olds drank
alcohol at least twice a month, and 30% of the alcohol drinkers t§p1ca1ly
drank five or more drinks at one time. More than 25% of tHe 15-year olds
smoked cigarettes - more girls than boys smoked. Roys' self-esteem was

determined to be more positive than the self-esteem of the girls, More than

© 25% of the 9-year-olds reported difficulty sleeping because they worried

about things. This percentage decreaséd to 22% for the grade 7 sample, and
20% for the students in grade 10. More than 50% of the grade 7 and grade 10
students reported feeling depressed “Eome, or most of the time". In order to
be successful, 52% of the grade 10 students stated that physical appearance

was important. While more boys than girls reported a positive relationship
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with tﬁeir parents, ghguqua11ty of the relationshig between_ parents and thti
children declined as they got older, Grade 10 students spent an average of
more than i4 hours each week jistening to music, and just less than seven
hours per week reading books or magazines outside of school. Grade iD
students watched an average of 15 hours of television per week. Males
watched an average of 3.3 hours more television per wéek than females.
Findings of particular interest were the relationships between the
health attitudes held by the students and their behaviours, Strong
relationships between these variables were only found for the 12- and

15-year-olds and included the following: the more physically-active young

‘people were more likely than the less active to be involved inna variety of

other leisure-time activities, to have self-confidence and to have a positive
relationship with their parents. They were less likely to exhibit symptoms of
mental health concerns. For Grade 10 students, the higher the level of
physical activity, the less the likelihood of experiencing depression. The
alcohol, marijuana, and cigarette users were much more likely than the

non-users to spend more time listening to music, to have a negative attitude

- towards parents and school, and to have lower self-esteem and poorer menﬁal

health. Watching television between 15 and 30 hours per week did not appear
to be related to negative health patterns. Finally, significant differences
in the students responses on such measures as alcohol and c1§;rette use,
nutritional status, and source of i1nformation about sex were found among the
different provinces and territories in Canada. .

It has been recognized recently that there is a need for sound

epidemiological data on the "non-clinical problems” of adolescents to provide
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a basis for the planning of appropriate services. éighty-five percent of

(Y

1593 high school students surveyed in a rural county responded to a voluntary

and anonymous Self-admin)' () uestionnaire completed in school (House,
Durfee.w The students e presented with a list of 19

psychological and social problems and asked how frequently each ”problem
occurred or was a concern for them. The most frequent personal concerns
reported were the use of free time, personal appearance (weight, slsoin, and
height), relationships with parents (talking with parents), and emotiongl
stress (nervousness, headaches, stomachaches). The female stud;nts expressed
more frequent concerns than the males in the areas of personal appearance,
relationships with parents, emotional stress, and sex-related probiems

(getting gregnant, birth control, sexual development, venereal disease),

‘while the males expressed more concern than the females 11n the area of

substance. abuse (smoking, alcohol, marijuana, other drugs). The younger
students were more concerned about peer relationships while the‘ older
students were more concerned with substance abuse.\

Two hundred and forty white tr'iddle-clgss adolescents were administered a

J14-item questionnaire designed to assess the severity of typicalsadolescent

" problems (Eme, Maisiak, & Goodale, 1979). ~ The results in order of those

concerns ranked from highes‘t to least in severity were: (1) physical
appearance, (2) career, grades, future schooling, (3) parents, independence,
peers, sexual impulses and siblings, and (4) alcohol, -extra-curricular
activities, smoking, and drugs. The females rated problem areas of physical
appearance, grades, and future schooling significantly -more worrisome than

the males. Hﬁen compared to work-bound students, college-bound students rated

3
~
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jtﬁe problem‘ar\eas of grhdes. future schoaling and extra-cur}icular activities
as significantly more worrisome. Als expected, older adolescents expressed
more worry over career and independence than did the younger adolescents who
reported more worry about physical appearance and sexual impulses,

Smith (1980) structured his survey to ‘obtain spontaneou§ responses about
personal ongoing concerns and interests from a wide age range of 1ndividual
adolescents. -The sample was 15% urban, 25% suburban, and 60% rural.' Among
the‘strong.er‘concerns found were school/grades, dating, peer relationships,
the future, parents, maney, and sibling relations. What to do about dating
relations, school/grades, sports, growing up/life, and the future were the

most frequently selected items of informational interest., Gender differences

were insignificant. ]

In 1985, Bibby and Posterski published the results of a Canadian
" "Project Teen Canada®, which was conducted during the four months
J;me, September, and October of 1984, This study was designed to pro
comprehensive profile of young people aged 15 to 19 years regar
_attitudes, values, beliefs, outlook, e;pectattons, and  behavior.
Participation was voluntary, with’ students assur;d of anonymty am;
confidentiality. The 3,600 participants who returned‘questionnaires wére
frqn 152 ofVZOO randomly selected schools 1n Canada's five regions - a return
rate of 76%. Th; signi?lcant personal concerns 'experienced by these
. ~adolescents, and their major sburces‘ of happiness will be described, ‘

The authors of the survey found that the major personal concern of 70% )
.0f the Canadian young people was what they were going to do after high school

graduation, Money matters ranked .second on Lhe 1ist of concerns. One in two.
o ’

v
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students stated that school produced a high level of stress and anxiety.
While § in'lo\students expressed concerns relate& to insufficient time, an
equal proportion said that boredom was a serious problem, and in some cases
the boredom was associated with school. Physical appearance was also a
source of anxiety for just under one in two of the adoiescents surveye¥sn The
purpose of life was questioned by more than 40% of this sample. Loneliness
was stated as being a dif!icultyx for 35% of these Qé!{dents, with féma!es
reporting a slightly higher Ieve] of loneliness than males. Approximately
35% of the female students and 23% of the male students admitted to having
feelings of inferiority. Twenty-eight percent of the adolescents surveyed
nationally expressed concerns about sexuality, and 20% of them expressed that
they were troubled by their parents' marriage.

Of the 17 areas and activities itemized in the survey, friendship and
musi1c were the two major sources of enjoyment reported as "a great deal" by
slightly more than 70% of the adolescents. Only about 4 in louteenagers
reportedy that they got "a great deal" of personal enjoyment from tgeir
relationships with their parents. Another important source of gratification
was sports (45%). An interesting' finding was that v'mﬂe 57% of the
adolescents reported watching television "very often", only 29% said that
they received "a great deal™ of satisfaction from so doing. Appreximately
20% of the studeﬁts indicated that cars and having a job were important
soyrces of enjoyment. Other leisure activities which were reported included
spending time on t)obb{es (34%), reading magazines and books (30%), goir:g to 2
movie (17%), or visiting a video games arc;de (13%2). School (15%) and church

life (8%) were enjoyed by relatively few.

7
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With the objective of explori;g and describing healthy Canadian
adolescents' perceptions of str'-ess. Bowering (1984) developed a questionnaire
based on interviews with youths, consultation with health professionals, and
a review of the literature. This questionnaire was administered to a
convenience sample of ’46 m;les and females, ages 14 to 19, in the Young Men"s
Christian Association (Y.M.C.A.) of Greater Vancouver youth group programs.
The mean age of the respondents was 16 years and more than twice as many boys
(N=31) as girls (N=14) completed the questionnaire. The girls rated all
events as more stressful, reported more stress, and i1dentified more symptoms
of stres; than did the boys. The most frequently listed items of stress
perceived by these adolescents (70%) related to work and school performance,
and to their interpersonal relationships with peers. Approximately 21% of
the respondents selected the following causes of stress: family arguments;
parental pressure; trouble with persons 1n authority; self expectations and
body image; time pressure; 1oss (lost personal i1tems, death, illness,
injury); emotions of depression, nervousness; and change (not knowing what to
do). The symptoms of stress listed most frequently were of a physiological
nature, such as tense muscles, heart pounding, headaches, and nervousness.
Next 1n frequency were i1tems in the behavioral categary Such as short temper
and bad mood, while the items listed least frequently were those in the
affective category such- as feeling sad, depressed, or ;rrltable. The
responses to stress 1identified by this sample of adolescents were (a)
behavioral responses, defined as the actions employed to manage the stress,
and (b) resource responses, or the available aids, which facilitated the
management of stress. The most frequently listed response items (open-ended)

L
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were those in the category labelled relaxation techniques (fying down, relaxing,
dri?\king. smoking), followed by social support sources (friends, parefits, pets),
music and diversionary activities, and then p'hys1cal activity. When the
respohdents were asked to select from a list of options, those behaviors used in
response to stress, problem solving was most frequently selected (87%), followed
by music, reading, or other diversionary activities (74%), physical activity
(67%), and talking to someone (61%).

In another Canadian study, Siddique and D'Arcy (1984) analyzed the
mental-health consequences of stre;s in a sample of 1,038 adolescent high school
Students who were registered in grades 9 through 12 in all nine coilegiates in a
prairie city of 162,000 population, The data were obtained through a structured
sealf-response questionnaire administered durmg. school hours. Topics included the
socioeconomic baci(ground of the students, their academt performance and
aspirations, their evaluation of school life, examination and teaching methods,
the quality of their relationshi_ps with famly and peers, the students' mental and
physical health, health behav1'or~,'use of alcahol and drugs, and a locus of control
scale, Perceived stress in famﬂ)’y, school, and peer situations was found to be
related to the four measure’s; of psychological well-being that were examined
(anxiety, depression, social dysfunction, and anergia), with family stress~ having
the strongest negative health impact. The health protective role of locus of
coatrol was limited primarily to those stresses emanating from schpol and peer

. \
groups. With respect to gender, the results indicated that the female adolescents

_were highly susceptible to family and peer group stress and this contributed to

their greater depression, anxiet:y. and other symptoms of distress.’
Miller, Tobacyk, and Wilcox (19.85-).’radm'nistered the Hassles: and Uplifts

< -
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Scales (Kanner et al,, 1981) to 38 high school students between the ages of
15 and 18 ;'ears to bdetermine which specific experiences were perceived as
stressful and pleasurable, respectively, TroubTesome thoughts about the
future, preoccupation with the physical/socia? self, and the influence of
peers were found to be the major issues during these years.

As a result of the increasing number of adoiescents who are employed on
a part-time basis, there 15 a developing interest on the impact of early work
experience on adolescent development. Manzi (1986) conducted a preliminary
and naturalistic exploration of how 20 adolescents who worked part-time
responded to work stress. Using the transactional stress and coping model of
Lazarus and his colleagues (Lazarus, 1966; Lazarus & Folkman, 1984), the
investigator obtained information relating ‘to the ctognitive appraisal,
emotion, and coping strategies of three streséful work situations that the
Students encountered withmn a 3-mlonth period. The subjects completed a Ways
of Coping Checklist for-each stressful episode. " One significant finding
supported Lazarus' transactional model of stress and coping in the specific
context of adolescent employment. Consis’tent with previous findings on
coping in college studénts and aduits, there was substantial vari1ation in the
use of coping)strategles by the ag!olescents' 1 Manzi's study. It was

suggested that the gender differences found in the assessment of coping

.options warranted further i1nvestigation.

Despite the increasing popular and scientific concern regarding heaith
consequences of stress, there have been no longitudinal studies examining how
adolescents cope with the stressful events of daily living and the nature of

the relationship between adolescent stresses and adolescent adaptition.

. -
~
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Conceptual Framework

’ -
The conceptualization of stress and coping in adolescence in,th\e present

study falis within the cognitive-phenomenological theory of psychological
stress developed by Lazarus and his colleagues (Coyne & Lazarus, 1981;

Folkman & Lazarus, 1980; Lazarus, 1966; Lazarus & Folkman, 1984; Roskies &

Lazarus, 1980),

CognitiVe-?henofnenologicﬂ Theory of Psychological Stress

In their articulation of the cognitive-phenomenological theory of
'psychbl'ogical stress, Lazaf_'us' and his colleagues (Coyne & i.azarus. 1981 ;
Folkman & Lazarus, 1980;. Lazarus, 1966; Lazarus & Folkman, 1984) " have
formulated thg following overall transactional, theoretical framework 1n
which the individual and the environment are viewed in an ongoing

l‘\ relationship of reciprocal action, each affecting and iryturn being affected

by the other. N
, L
Stress. In contrast to the major-life-events aﬁroach proposed by

\ . Holmes ~and Rahe (1967) outlined previously, Lazarus and his colleagues have
publ"ished a ‘series/ of papers a[dvocatind another model, the adaptational
-éignificance of‘ the relativefy minor stresseés and pleasures that characterize
everyday life (Kanner et al.h, 1981; Lazarus & Folkman, 1984), In a
regr‘ession-basled analysis of life events and daily hassles, these authors
'have shown that hassles are far superior ‘to major h‘fe{ event‘s in predicting

p'sychologicai and somatic symptoms. The Hassles:and Uplifts Scales developed

,
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by Lazarus and his colleagues (Kanner et al... 1981) focuses on relatively
m}‘ nor eyents of everyday life, rather than on life crises, ’

Hassies are defined as the irritating, frustrating, distressing demands
that to some degree characterize everyday transactions with the environment
(Kanner et al., 1981). Kanner et al. (1981) have proposed that the impact of
hassles on health must depend on such factors as a chro:n‘cally high frequency
of hassles, the heightening of hassles during a given period, as 1n a crisis,
or the presence of one or more %d hassles of compelling psychological
importance. While some hassles are situationally determined, and some
‘hasslles are rare, other hassies recur. Possible reasons for the latter may be
caused by the person remalm‘ng 1n the same context that poses consistent and

predictable demands or by ihe person’s ineffective way of dealing with such

" situations.

.

., To evaluéte the impact of stressful events, Kanner et al. (1981) have

suggested it may be of great importance to examine concuyrrent positive

,experiences.' Uplift§, the counterpart of hassles, are positive experiences

that may serve as "breathers" from reguiar stressful encounters, "sustaincrs”
of coping activity, and ‘“restorers" that contribute to replenishment of

depleted resources (Kanner et al., 1981). The cumulative effect of hassles

- and uplifts, in tandem, is of particular theoretical and empirical 1nterest

to these authors. They ;c1te'evidence that a person's resources and deficits

. taken together predict adaptation better than either alone. Simijarly,

psycnological morale is a ﬁungtion of the balance between positive and

negative emotions.' Finally, the’ balance between desirability and

,undesirability of life events is the critical element i1n their effect on
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health status. Because the possiblle patierns of relationship between hassles
and uplifts for health outcomes are varied, further study in this area might
enhance one's understanding of the postulated relationship between stress and

illness.

In the cognitive-phenomengiogical theory of psychological stress,

consideration is given to the characteristics of the individual on the one
hand, and to the nature of the environmental event thuat is appraised by the
individual on the other. Appraisal and coping are the two key processes that
mediate this relationship.

) Appraisal. Appraisal is the cogn’itive process by which an event is
evaluated with respect to (a) what is at stake, and (b) the coping resources
and options that are available. The manner and extent to which an individual
e,xpe‘riences psychological stress, in other (ords. feels harmed, threatéened,
or challenged, is determined by the rela;cionship between the person and the
environment in a particular situation. The stressful encounter is defined by
both the 'evaluation of what is at stake (primary appraisal), and the
evaluation of coping resources and options (secondary appraisal), as
addressed by the question "What can I.do?". Primary and secondary appraisal
processes operate interdependently. For -example,® a situatian may be
perceived as highly threatening when the individual's coping resources are
depleted, or as benign when resources are adequate.

Whether and to what extent an individual is threatened will depend on
his or her evaluation of available coping stategies. with respect to their

cost and likelihood of success. The person's previous experiences with such

situations, generaiized beliefs about self and environment, and the

»
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. availability of resources will determine the nature of this secondary
appraisal.

At least six categories of resources have been identified, some existing
within the individual (health/energy, morale, problem-solving skills, system
6f beliefs) and others which can be drawn from a cooperative environment
(social support, material resources) (Andrews, Tennant, Hewson, & Vaillant,
1978; Caplan, 1981; Chan, 1977; Cobb, 1976; Dean & Lin, 1977; Halpin &
Ottinger, 1983; Roskies & Lazarus, 1980; Shaefer, Coyne, & Lazarus, 1981,
Wallston & Wallston, 1978).

The appraisal process involves balancing competing concerns as the
individual simultaneously evaluates thosé resources which can be mobilized,
the adequacy of alternative coping strategies, and feedback from copihg
efforts. As cognitive appraisals change in response to new nformation e;bout
the person-environment relationship, or in an attempt to reduce distress,
these reappraisals also need to be evaluated as to their adaptiveness and
appropriateness.

Emotions are products of how 1ndividuals appraise their ongoing
transactions with the environment (Folkman & Lazarus, 1985)., The intensaty
and quality of emotions reveal how people think they are managing what 1s
important to them in a ‘particular context. As individuals' apprusais of °
situations changé, so too will their emotions.

_C_op_i_rlg_. Copmg is defined as -the cognitive and behavioral efforts made
lto manage (masﬂter, tolerate, or reduce) a troubled person-environment
relationship. Coping 1s best understood as being determined by the

relationship between the 1ndividual and the environment, rather than by

-
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independent person or situatio;\ factors. 'If coping is determined primarily
by person vari‘ablesﬁ'%traindividual coping patterns should be highly
consistent across/st{‘essful events. Conversely, if situationa} variables are
the major determinants, coping patterns will be situation specific and there
will be low consistency. Coping efforts serve two main functions: (1) the
regulation of stressful emotions (emotion-focused coping), and (2) doing
something to improve the ,problem that is the saurce of the stress
(problem-focused coping). In accordance with appraisal theory, 1n a
threatening or harmful situation that was appraised as having few
possibilities for beneficial change, the adults 1n Folkman and Lazarus'
(1980} sample employed emotion-focused modes of coping. Where the situation
was -appraised as having thel potential for amelioratiof gy/a?:/tton. they used
problem-focused coping more frequently to improve the sit\uation which created
the emotional distress.

In addition to funct\ion. coping s'trqteg'ies may be di'stinguished
accordihg to the mode used: direct action 6r pa\iiative (Rakal, 1979; Coyne &
Lazarus, 1981; Llazarus,' 1966; 1977; Rbs‘k,ies_ s l'.azarus,. 1980). In
direc_é-ac,‘.ion .coping, individuals attempt to alter ‘their beh.laviorﬂ
interactions with the env%ronment by taking constructive action-to meet the
fhreat or, failing that, by dlemolishmg, avoiding, or fleeing the. threat.
In s@ cases, these behaviors can lead to a sense of mastery before the
threat is faced. On the other hand, palliative forms of coping are directed
'-It reducing the affective, motor,” and physiological disturbances that are
. distressing the individual by altering the internal environment through the

use of defence mechanisms, alcohol, or tranquilizers, or through engaging .in



a8
beh_avjor such as relaxation training, mdipation. and hypnosis-, These
.actions may permit an  individual to deal with the problem at the
&iréct-action level, As the cognitive behavior therapists have demonstrated,
c'h'anging how a person thinks and feels in a situation can constitute an
~ éxtremely effective form of problem-solving (Bakal, 1979; Roskies & Lazarus,
1980). These major coping modes are sufficiently broad to encompass a large
‘rangé of discrete acts. Such a scheme provides a provisional means for
ondéring data corfcerning intraindividual and interindividual differences 1n
the constellation of caping, over the period of one or several stressful
encounters.

'Coping efforts are made in\response, to stress appraisals, However,
appraisal and coping continuously influénce each other throughout an
encounter such that; the identification of ~appraisal as a determinant of
‘coping, or cop1;\g ‘as A déteﬁm‘nant of appraisal depends upon where the
t;ngoing, dynamic relationship between the two is interrupted.

Summa ry

-

; N@ _%ssue in the psychology of héalth is of gqreater _lnterest and
.importancg than ;lhether and how stress\ influences adaptational outcomes such
_‘a.s well-being, social functioning, and somatic health, Developing a knowledqe
b;se'about coping, including information about the conditions that shape 1t,
the variety of coping processes and how they combine in stressful encounters,
and above all the adaptational oufcomeé of co‘ping. should ultimately

contribute significantly to prevention and treatment of stress-related

o
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i1lnesses. Adolescents are in the midst of rapid physical, psychological, _and
social growth in environments which are complex, varied and changing. The
effects of environmental and/or internal disturbances can 0nly_be captured by
greater specification of environmental conditior;s. and by longitudinal
strategiés that consider the great variability in the developmental responses
in adolescents.

This review of the literature suggests that there are a number of
questions which have yet to be answered, and which there are grounds to

believe can now profitably be addressed. Within the present study attention

.was given to the examination of a number of assertions which will now be

outiined, and which will be more explicitly specified in the Methodology
Chapter.

_ First, it was asserted that the nature of the speci1fic events of davly
1iving appraised as stressful by adoTescents will encompass the developmental
tasks which they are striving to' master in their social environments,
primarily school and home, where these are to be achieved. The content of
their hassles and uplifts will focus on the physical, emotional, mental, and
social maturational variables which the adolescents are experiencing
concurrently. Second, both problem- and emotion-focused coping functions will
be used by the majority of adolescents in response to the stressful events of
daily living described. Third, the coping strategies used by adolescents 1in
respolse to stressful events of daily living will vary over time. Fourth,
when it is appraised by adolescents that a stressful event has the potential
for amelioration by direct action or by seeking more ‘information, they will

use more problem-focused- than emotion-focused strategies. For situations

-
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"which are appraised as ones which must be accepted or for which little can be
done, they -will report using more emoti(;n-focused- than ;;roblem-foéused_
‘ coping fur{ctions; Fifth, adolescents reporting a high proporfion of hassles
to uplifts will describe using fewer coping strategies and experience lower
levels of ac_iaptation (symptomatology) compared with adol-escents m‘th_ the

reverse pattern,
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CHAPTER 111

1

Methodology

This study was conducted at the exploratory- descrrptwe level of inquiry
as the knowledge availabie on the coping strateg1es used by adolescents in
specific stressful events in their daily lives is sparse. A semi-structured
interview and a set of questionnaires were adminht—éred by four ;nterviewers
three times at five-to-six week intervals to a sample of adolescents
attending four high schools in the Montreal area. The methodology will be
desc;'ibed in the following sequential subsections: (1) subjects; (2)

measures; (3) procedure; an&, (4) statistical analyses,

»

A

Subjects

'ﬁh..\’

[

Recause early adolescence {ages 12 to 14) is marked by the transition
from elementary to high school, and later adolesc‘ence (ages 15 to 18) is a

period of transition from high school to post-secondary education or to entry

“into the labor force, the decision was made to study adolescents in grade 9,

who are primarily 15 years of age, and perhaps in the most stable period of
these significant transitions. Practical considerations resuited in the

randomized selection of a representative sample of 51 males and 50 females

from the grade 9 population of four high schools in the Montreal area in

which English is the language of instruction. The characteristics of the

sample are outlined in Table 1.
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Table 1 - . L

Description of Sample (N-l»(')-ls _

Characteristic : ) Fequency” 14

Gender Female 50 S 49,5
Male 51 50.%

Mother Tongue English 52 51.5
Igalian 24 23.8
French s 14,9
Other ' . 10 10.0

Parent (s) Two (Original) 83 82,2 .
Gre " T 10,9
Other . , 7 - 7.0 .

Employed Fatheér . Yes 93 . . 92.1
No ~ & - 4,0
Ngt_AppﬁcébTe ‘ 4 _ 4,0

Employed Mother  Yes R 56 ‘ 55.4

| No J . 45 ' 44,6
Se&ings

.
LY

I

The major characterz\?’ of the school environments from which the

adolescents were selected\yill now be described.
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- Y v
« High School A. High School A is comprised only of the first three

s&ondary Jevels, that is, grades 7, 8, and 9. Over 90% of the almost 1,000
adolescents who attend the school are of a middle-class socioeconomic status,
Italian children of first and second generation immigrants. s

High School B. High School B is comprised of approximately 500
adolescents from families of middie- or higher-socioeconomic status., Grades
7 through 11 are‘offered. The school population is 100% Jewish, of which 95%

are Anglophone and 5% are Francophone,

High Schgol C. The student population of ﬁigh School C, approximately

1800, is distributed in grades 7 through 11. Thirty percent of the student
population are Black. The remyinder of the students are primarily from
Indian, Chinese, Greek, or Italian ethnic backgrounds. The community from

uhjéh the student population is drawn is described as a middle-class or

-
]

lower-middie-class socioeconomic group.

High School 0. High School D has 5 grades, namely 7 through 11, and 1s

comprised of approximately 500 students. The community ‘in which these

students live is described as a middle-class -or an upper-mi&dle-class

-socioeconomic environment, Although classes are given in the English

language, the majority of the students live in families where the mother

'tongue is French, A small percentage of the students are of Greek,

{’ortugese. or Italian background,

While High School A, C, and D are public schools (free tax-supported
schools controlled by a local gpvermntal authority)y High School B is a
private school that is established, conducted, and primarily suppbrted by a

nongovernmental agency.

™M
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Although- ]01 adolescents were to be interviewed and )d’nni'steredﬂ
questionnaires at eac;of three time periods, the decision was made to delete
the responses of 6 adoléscents from the final analysis for reasons which will
now be outlined. .

High School A's sample was the only one to remain unchanged. The data
from two female ado1escent; were deleted from High School R because too much
data were unavailable., In one case a total questionnaire was lost and in the
other, the adolescent was absent from school for several weeks during which
time the second administration of the questionnaires occurred. The sample
size of High School C was reduced from 25 adolescents)to 22 adq_Lescents
because one male adolescent was suspended from school due to his misconduct,

and two female adolescents on the final two administrations of the

" .questionnaires stated that they had not experienced any stresses or symptoms,

and therefore had no copmglstrateéies to report relative to a specific._
stressful event. It was the interviewer's perception thuf while these latter
two adoliescents were not totally uncooperative, their attitude lacked the
necessary motivation to complete the g_uestuonnawres in a meaningful way.‘ Ohe .
rmale ado1e;cent was deleted from Sample D because he inadequately completed

three of the questionnaires at the third time of administration. As a result

of these deletions, a final sample popu\lation of 95 adolescents 1s 1inclyded

in this study. The characteristics of the sample are prese{nted 1n Table 2.

While the mother tongue distribution of the #dolescents 1n the sample

was divided among English-speaking (50%), Italian-speaking (25%), French-

‘ \
speaking (16%), and other (10%) (see Table 2), it is interestiqg to note in
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. ‘ Table/z‘
‘Description of Sample (N=95)
Characteristic \\l Frequency E4
' | Gender Female T . 8.4
. Male 49 51.6 _
Mother Tongue English 47 49.5
\ ' Italian’ 24 25.3
; | French 18 15.8
Other . 9 ’ 9.7
i\ Parent(s) Two (Original) 77 ' 81.1
. One ‘ 11 11,6
Other 7 1.6 -
o Employed Father VYes . 87 9.6
\ | No 4 4.2
' . Mot Applicable ! 4.2
é’ : ~ Employed Mother Yes C 53 55.8
o No ' 42 44,2
i .
——\ A
, ’ F) » R
School A and 100% of the adolescents in High School B spoke English at home.
Most of the French-speaking a&olbescgnts attended High School D where t?:é';“r
'_’ ' ratio of English ,tb.French speaking adolescents was almost the same, and
’ . together, comprised aimost '80% of ‘the - sample in that school.’ Eighty-one
E 3 pgrcentwof th\e‘,adoleuents H;red with two (original) parents and 12% lived

with a single parent, Ninety-two percent of the fathers, and 56% of the



-
~

56

. mothers were employed ‘outside the' home. The characteristics of the sampie,

by school, are outlined in Table 3.

L4

Tahle 3

Description of Sample by School

: ~Schoal
Characteristic A (n= n= n= ne
Gender - Female 44.0 42.1 5445 51,7
Male 56.0 57.9 45.5 48,3
Mother Tongue English 4.0 : 100.0 68.2 41.4
| Italian 84.0 - 4.5 6.9
. French 12.0° - 4.5 37.9
Other - - 22.8 13.6
Pgrent(s! Two (0r1g1'n°al) 92.0 89.5 68.2 75.9
' One 4.0 10.5 27.3 6.9
Othen 4.0 - | 4.5 17,2
.Employed Father Yes~ 84.0 100.0 86.4 96.6
«No . 8.0 - 4.5 3.4
~2

Not Applicable 8.0 - 9.1 -

]
‘ Empligoyed Mother Yes 68.0 52.6 54 .5 48.3
R No 32.0 47.4 45.5 51,7

Note. The values represent percentage frequency of characteristic by school.

A
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Measures

Four research instruments were used: (1) a Semi-Structured Interview

Schedule (SSIS) (Folkman & Lazarus, 1980); (2) the Ways of Coping Checklist:

/ (NCCL) (Lazarus & Folkman, 1984); (3) the Daily Hassles -and Up'l*ifts Scales

(Kanner et al., 1981); and, (4) the Hopkins Symptoms Checklist (HSCL)

(Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974).

-

(1) The Semf -Structured Interview Schedule (SSIS)

For the purposes of this study, the SSISs were used to elicit the

. adolescents' cooperation 1n identifying the specific stressful events to

which they applied the WCCL. _The aetuh question was the following:

Take a few moments and think about the event or situation that has
been the most stressful for you during the last month. By "“stressful” I
mean a situation which was difficult or troubling to you, either because
it made you feel bad or because it took effort to deal with {1t. It
might have been something to do with your family, with school, with your
friends, with your health, or with some other kind of situation.

Please describe what the event was about and what happened. Inc1ifde such
details as the place, who was involved, what you did, what made it
important to you and perhaps what led up to the situation. The
situation could also be one that is going on right now as well as—one
that has already happened. Don't worry about how you describe it. Just
say the things that come to you.

A content analysis of the interviews was not done because the questions
which were addressed in this study did not require such an examination or
warrant the expenditure of resources that would otherwise have been
necessary. Nevertheless, a semi-structured interview of the adolescent was
selected as one of the measures for a. variety of reasons. Adolescents'

thoughts and actions (coping strategies) do not appear to have been studied

.
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previously and this method encouraged the adolescents' freedom of expression.
A semi-structured interview allowed the 1nterv1ewer'to choose the manner in
which {information was e'Hcfted and the timing of relevant questions.
Furthermore, the interviewer was free to explore reasons and motives and to
probe further in potentially productive areas.

The 1interviews were tape-recorded with the permission of each
ado1e'scent. In the future, these recordings will allow the principal
investigator the opportunity to examine adolescents' exact words +in
describing particular kinds of situations and feelings. It will be {mportant
to know whether communications were offered or probed, because the validity
of data is increased when responses are spontaneous rather than forced, and

highly specific and concrete rather than diffuse and general.

(2) The Ways of Coping Checklist (WCCL)

The WCCL is a 66-11teni (see Appendix A), self-report measure designed to
elicit the broad range of cognitive and behavioral strategies an {ndividual
uses to deal with a specific stressful event. The adolescents were asked to
apply the checklist to the event they’desccibed during the SSIS, and to
respbnd on a 4-point Lfkert-type scale (0 = does not apply and/or not used; 1
=’used somewhat; 2 = t;sed quite a bit; 3 = used a great deal). The checklist
.ﬁ,s a process measure which can be administered repeatedly to look for
consistency across situations and to do intraindividual analyses. ‘

Eight scales have been developed from the WCCL, of which one measures

problem-focused coping (problem-focused coping), six néasure emotion-focused
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coping (wishful thinking, détachment. focusing on' the positive, self-blame,
tension-reduction; keep to self), and an eighth scale (seeking social
support ) contains both probliem- and émotion-focused items. The scales were
_constructed by Folkman and Lazarus (1985) after gathering data from 108
students who completed the WCCL three times as part of a study of examination
stress. Observations from the three occasions were pooled. ” Nine items were
deleted from analysis because they showed high skewness and restricted
variance. The remaining 57 items were submitted to common factor analysis
with oblique rotation. A six-factor solution yielded the most conceptually
interpretable set of factors. Fifteen items that did not load clearly on any
one factor were deleted, One of the six factors contained three

distinguishable groups of items. The three groups were rationally assigned to

three factors to provide greater theoretical clarity. The factor loadings

_ for the five empirically constructed scales, which range from .47 to .78, as

well as the Cronbach algha coefficients for all eight scales, which range
from .59 to .88, are presented in Appendix B, Scores are calculated by
summing the ratings. The average reliabilities and intercorrelations among
the eight scales are also outlined in Appendix C. | .

Since one of the ‘questions to be answered is whether problem- and/or
emotion-focused coping are differentially influenced by appraisal, on the
WCCL, the adolescents were asked to indicate whicr mode of secondary
appraisal they used: (1) seeking information, (2) accﬂeptance, (3) direct
action, or (4) inhibiting action.

Folkman and Lazarus (1980) have outlined the advantages offer:ed by the

WCCL that are otherwise unavailable to those who wish to study coping. The

)
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checklist is designed to assess coping in a specific encounter and can be
used for both intraindividual and comparative ana]y;es. It allowed the
adolescent to describe his/her coging thoughts and actions complexly by
indicating as many strategies as were relevant, As a chqcklist, the measure
is easy to use and requires minimal training to administer. Although the
findings of the study depended on self-reports, by asking for recent
encounters the problem of memory and retrospective ‘f\alsification was
minimized. Theoretically, the reliability of the findings can be #acreased

by repeatedly sampling coping strategies within the adolescent's domain.

(3) The Hassles and Uplifts Scales

The Hassles Scale (Kanner et al,, 198]) was designed to assess the

-frequency and severity of daily hassles. It consists of a list of 117

hass1 using the areas of work, health, family,:friends, the envi‘ronment.

practical considerations, and chance occurrences as guidelines. Adolescents

" were asked to circle the hassles that they had experienced 1n the four weeks

Just elapsed and to rate each hassle for severity on a'3-point subscale, a

score of 1, 2, or 3 meaning “somewhat," “"moderately," or “extremely."”
Similarly to the Hassles Scale, the” Uplifts Scale (Kanner et al.,, 1981)
consists of 135 uplifts that were generated using the content areas of the

Hassles Scale as guidelines. Adolescents were asked to indicate which of the

items made them feel good in the past month, and how often each of the

experienced uplifts occurred, indicating by a score of 1, 2, or 3,

/

“somewhit," “moderately,” or “"extremely."”
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When Kanner et af. (1931) constructea their Hassles and Uplifts Scales,

they rated the hasslies and the uplifts durin}; the previous month on 3-point
-.‘subluales for both “how strongly” and "“how often“. In the present study,
scores for frequency (a simple count of t’he number of items checked),
cumulated severity (the sum of the 3-point severity 'ratings). and intensity
(the cumulated severity divided by the frequency) were obtained. The
T~ intensity score is an index of how strongly or intensely the average hassle

or uplift was experienced, regardless of the frequency checked.

For the purposes of this study, hassles and uplifts which did not have
obvious significance for a grade-9 adolescent population were deleted from
the guestionnaire. Such items included, for example: financially supporting
someone who doesn't live with you (uplift); look\ing forward to retirement
(uplift); and, job dissatisfactions (hassle). The revised Hassles Scale (see
Appendix D) for the purpose of this study consisted of a list of 85 hassles,

vfhile the revised Uplifts Scale (see Appendix E) consisted @f 106 uplifts.

(4) The Hopkins Symptom Checklist (HSCL)

- ' \

The HSCL (Derogatis et al., 1974) (see Appendix F) is a 58-item,
self-report symptom rating scale that is widely regarded as a reliable and
valid measure of neurotic symptoms. It has demonstrated a sensitivity to low
levels of symptems in normal populations and 1s particularly likely to show
‘alterations in clinical status arisiné _from multiple therapeutic as well as

nontreatment factors. This self-report scale possesses the sinqular

advantage of refiecting information from the respondent directly experiencing

~N

-
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the phenoqena. The adolescent was’ instructed to rate himself or herself on
each of the HSCL items with reference to "How you have felt during the past 7
days including today". Distress lavels are reported on a 4-point Likert-type
scale circling 1 to represent "not at all distressed", 2 to. represent
" “somewhat distressed”, 3 to represent “moderately distressed", and 4 to
represent "extremely d‘istressed“. B

According to Derogatis et al. (1974), while ther'e have been numerous
allterat‘ions and revisions of the‘HSCL which can be identified, the present
basic 58-item instrument represents 2 'majorj' landmark in the scale's
evolution. The HSCL is composed of five primary symptom dimensions (factors)
labeled somatization, obses;ive-compuls{ve, interpergonal sensitivity,
depréssion, anci anxiety, The 1tems that are subsumed under these factors are
presented 11n Appendix G, together with the 1tem-total correlations and
internal con’s1stency reliability coefficients. Internal consistency
co;:fficients were calculated based on an anxious neurotic sample of 1,435
outpatients who were involved in a series of collaborative drug trials that
took place at three outpatient clinics. All patients were new admissions to .
the clinics who presented functional neurotic complaints involving Wigh
levels of manifest anxiety. Patients exhibiting sym;;toms of overt psychosis,
organic impairment, “a‘lcohohsm, sociopathic personality disturbance, or
neurotic disorders without high anxiety were excluded from the trials. The
Cronbach alpha coefficients are all uniformly high, ranging from”0.84 to N.87
for each of the dimensions.

Determination of thé fundamental symptom constructs underlying the items

of the HSCL proceeded in two distinct but coincident modes: (a) clinical-
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';atidnal clustering, and (b) empirical-analytic factor analysis. Working

independently., Rickels and Uhlenhuth (Derogatis et \al., 1974) empioyed highly
* experienced clinical raters to‘as-sign the symptoms of. the HSCL to homogeneous
subclysters; those symptoms that were assigned with "a high degree of
consistency by the raters were designated as comprising the respective HSCL
Clusters. The results of the two studies were highly congruent. The second

approach to determining fundamental symptom constructs within the HSCL, i.e.,

. the use of factor analysis, has been proceding 1n a series of studies,

Derogatis et al., (1974) have assessed the constancy of the primary HSCL

dimensions with regard to patient social status, psychiatrist versus patient

¢ rating, and diagnostic category. In all studies the symptom dimensions have

demonstrated substantial levels of factorial invariance, with the
somatization and dbsessive-compulswe dimensions generally demonstrating the

highest levels:of constancy and the primary affective dimensions, anxiety and

.depiession, reflecting the most configural variation among the various

groups. For exampie, gcros's three groups of outpatients (1) anxious neurotic
(N = 641), (2) depressed neurotic (N = 367), and (3) diagnotistically
heterogeneous (N = 432), the average invariance coefficients for the symptom
dimensions were 0,96 for somatization, 0.85 for obsessive-compulsive, 0,72
for depression, 0.65 for interpe;-sonal sensitivity, and 0,51 for amqety
(Derogatis et al., 1974, pp. 104-105). e k

The HSCL may be used as a screening measure to determine who requires

professional attention or it may be used, as in this study, as a standardized

source of information regarding the clinical status of an adolescent.

/)

Although the presupposition is that the subject can and will describe
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:accurately his or her nelevint symptoms and behaviors on the self-report

scalt;, a2 number of problems associated with this mode (;f Isymptom assessment
have_ beén documented., Acutely di—sturbed patients are frequently unable to
respond accurately. The subject's lack of clinical expertise makes accurate
assessments of the level of severity of symptoms difhcult\. The desire to
“please the doctor” or to report only socially desirable responses have been
found to influence the accuracy of responses. Nevertheless Derogatis et al.
(1974) point out that the self-report inventory is the most frequently used

means of operationally defining "normality versus abnormality" found in the

literature, because alternatives to self-report, such as clinical observer

ratings, are not without sérious biasing influences,

Pilot Study

A pilot study was conducted with a total -of 12 adolescents who were
randomly selected by the interviewers from their respective high schools. The
investigator's specific objectives were: (1) to pretest the self-administered
questionnaires to ensure that the wording used was comprehensible to this
population; (2) to solicit input and feedback from the students on which
items could be deleted from the Daily Hassles and Uplifts Scales because they
were not age-appropriate; and finally, (3) to determine the length of time
required for the adolescents to complet'e‘ the interview and all of the
questionnaires to ensure that the protocol was not too tiring. The content

of the stress scales was revised on the basis of the students' feedback.
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The four interviewer§ were Master's students [in the Counselling
Psychology programme at McGill University who elected to do an internshib in
the Guidance Department of one of four different high schools in the Montreal
area. The purpose and design of the study was discussed with the interviewers
by the investigator to request their assistance with the data coilection.
After they agreed to participate in this capacity, the process by which the
study was to be conducted and i:he details of the specific questionnaires to
be adlt;inistered were reviewed with them. The interviewers obtained written
con\sents from their respective high school princfpa!s to conduct the study
(see Appendix H). Once their respective adolescent sampies were randomly
identified, the interviewers met with the adolescents to inform them of the
pur:;ose of the study, to request their support and to obtain a signed consent
(see Appendix 1). The interv_/iewers explained to the adolescents that they
would be required to participate in a brief interview, and to complete four
self-administered questionnaires three times at approximately five- fo six-
© week intervals. Each administration would be carried out at school, take
'approximately one hour, and the questionnaires would be returned to the
interviewer immediately after completion. On the first occasion only, the
adolescent would be asked to provide basic demggraphic %nformation (see
Appendix J), Confidentiality would be strictly maintained throughout the
study by —assigning each adolescent a code number. A1l data would be
identified by this number. The adolescents who agreed to participate in the

study were given & letter of consent to be completed by a parent or quardian
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(see Appendix K). The, data 1ere collected between December 1984 and April
1985,

The process by which the adolescent sample in each of the Higﬁ Schools

was randomly selected will now be described. -

High School A

R N 7
The 25 adolescents chosen from High School A were selected randomly from

heterogeneous groups of geography classes that were compiled using a random

N ]
number generator. A1l 25 adolescents and parents/quardians consented to
participate. The interviews and questionnaires. were administered by the

interviev ™~ on an individual basis.

High School B

Adolescents attending High Schgol B were assigned to homerooms on a
randomized basis. A1l adoliescents in the selected homeroom, and vtheir
parents/guardians consented tq participate in the study. To limit class
disruption, the decision was made ‘by the intervjewer to administer the
questionnaires to small groups of adolescents simultaneously rather than
individually. The 21 adolescents were randomly assigned the letters A to U,
and désignated to be in one of three groups. The semi-structured interyiews
were carried out on an individual basis after each group administration of

D

the questionnaires.
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High School C )

" The adolescent sample was r;andomly selected by the interviewer. who
chose 14 male names and 14 female names separately from the total gra‘de 9
population. The interviews and questionnaires were administered by the
in%p?éiewer on an individual basis. 0f the 28 adolescents contacted
initially, four male adolescents did not agree to participate because of the
“time commitment", and two female adolescents said they were "not interested"
in the study. Two male adolescents' names and one female adolescent’s name
were subsequently drawn randomly from the class list, and they agreed to

participate in the study.

High School D ’

«Fifteerg male ag 15 female, grade 9 adolescents were randomly selected
from the three classes of students attending this level. Two of the females
originally selected did not agree to participate as one was concerned about
the time commitment, and the other ”adoleséent felt that it was not
appropriate for her to discuss her probiems with anyone outside her family,
An'ad;itiohl two female names were therefore randomly selected from the
remjining grade 9 student population and these adolescents agreed to

p_articipate. The interviews and questionnaires were administered on an

individual basis,
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Statistical Ahalyses

Although this siudy was conducted largely at the exploratory-descriptive
tevel of inquiry, the analyses which were performed were both inferential and
descriptive in nature. o

Using the SPSSX Information Analysis System (1986), repeated measures
analyses were performed using a three-factor design, S{A x B) x C, [gee Table
4) with two between-subjects factors, namely, gender (A), and mother tongue
(B), and one within-subjects factor, time (C), and each .of the major
dependent variables subscales - stress (hassies and uplifts frequency,
cumulated severity, and intensity derived fr?m the Hassles and Uplifts
Scales); coping (eight coping scales and total strategies derived from the
WCCL); and, adaptation v(five symptom dimensions and total level of
symptomatology derived from the HSCL).

-

Table 4 ,

Three-Factor Design: S (A xB) xC

. . Time ({.)
Gender (A) | Mother Tongue (B) ﬁ& €2 c3

a1 b3 ~ .

az b3

e . A AV
AN
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No diffaﬂences were expected for mother tongue or time on. eath of the
dependent variables. However, for gender, it was expected that female
adolescents would report significantly more hassies, uplifts, coping
strategies, and symptomg than male adolescents. Two-tailed tests were used in
the estimation of prebabilities. A level of significance of .05, or less was
adopted. The Scheffe multiple comparison procedure‘ was used to analyze the
diff-erences between pairs of means when effects were found signmificant., Every
F that was obtained was compared to the F computed in accordance with the.

" Scheffe method.

The hassles and uplifts, forms of appra‘isal, and symptoms reported most
frequently by this sampie of grade-9 adolescents on the Hassles and Uplifts
Scales, the WCCL, a}\d the HSCL, respectively, were calculated for each time
of administration ind averaged over the three times of administration.

Cr:osstabuiations were performed to determine the frequency with which
each of the eight and total coping scales derived from the WCCL was reported

" by . the- group,_over the three times of administration. SimiTarly the coping
srcalgsl were crosstabulated with the four forms of appraisal to determine if
there were relationships which could be described.

fFor each time of administration, Pearson correlation coefficients were
Computed to Wi_ne the‘bnature of the relationships .between’:'(}) hassles
ar;d uplifts, using frequency, cumulated severity (total), and intensity.
scores; '(2-.) hassles and uplifts frequency and intensity scores, z;nd coping
stra\tegy sc‘ales; (3) ﬁassles and uplifts frequency and intensity scores, and

tr;e symptom dimensions; apd, (4) coping strategies and symptom dimensions.

¢ [N
e \ c/
1y

.

>



T 70
CHAPTER 1V

Results
Certain results which wi]l be presented are descriptive in nature. For
the inferential statistics, only those specific data supporting tﬁe presence
of significant differences and relationships will be presented in Tables, All
results will be described in the order in which,the dependent variables were
addressed: (1) stress (hassles and uplifts); (2) coping; (3) adaptation
(symptomatology); and finally, (4) the relationships between these major

\ v
variables, that is, stress and coping, stress and adaptation, and, coping and

adaptation.

Stress

Hassles

Table 5 lists the 10 most frequent hassles reported by 50% or more of
this sample of grade-9 adolescents in at least one time period, and the
percentage of ~adolescents 'checking the item averaged over the three

administrations.



n
G Table 5
Ten Most Frequent Hassles
%'ﬁ*
Time
[tem* 1 2 3 Averag
“
1. Troubling thoughts about your future(5) 72 74 63 69
2. Not getting enough sleep(47) 65 62 68 65
3. Misplacing or losing things(l) - 74 58 54 62
4, Family obligations(3) 63 54 59 59
5. Making silly mistakes (34) 56 60 58 58
6. School performance(exams,grades)(85) 58 59 54 57
G 7. Trouble making decisions(20) - 56 53 60 56
.8. Physical appearance(38) 52 55 56 54 f
9. Too many responsibilities(15) 55 50 48 51
10. Feel confused over what to do(67) 46 50 52 49

*Item scale number 15 in parentheses fol lowing the i1tem.

**Figures represent the percentage of adolescents checking the item at each

time, and averaged over the three administrations.
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The 10 most frequent hassles reported by the t,o'ta'l group are presented

by gend%r over the three administration times in Table 6.

Table 6 -

Ten Most Frequent Hassles by Gender

4

Item* Females - Males
1. Troubling thoughts about your future(fy\) 74 63
2. Not getting enough sleep(47) 69 59
3. Misplacing or losing things (1) 57 68
4, Family obligations(3) 59 ‘59
5. Making silly mistakes(34) 60 56
6. School'performance(exams.grades)(85) 55 56
7. Trouble making decisions(20) 60 53
8. Physical appearance(38) 55 49
9, Too many responsibilities(15) 47 56

10. Feel :onfused over what to do(67) 53 43

*Ttem scale number is in parentheses following the Ttem, P

**figures represent the percentage of adolescents checking the item averaged
over the three administrations.
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Mean levels and standard deviations of hassles frequency, cumulated
. . severity (total), and intensity scores for the total group for each of the
three administration times, and averaged over the three administrations are

presented in Table 7. No significant differences were found for time,

gender, or mother tongue.

Table 7 | ' ‘ | o
Mean Levels and Standard Deviations of Hassles Frequency,' Total, and
Tntensity Scores for Jotal Group by lime

Time ,
Variable n 1 2 3 Average
Frequency 84 M 27.881 27.536 27.524 27.647
S0 17.524 16.776 19.686 17.995
Total 90 M 49.978 44,289 43.311 45,959
SD 31.521 31.121 33,301 31,981
Intensity 95 M 1.631 1.630 1.562 1.608
b’ .319 .403 .383 368
J
Uplifts

Table 8 lists the 20 most frequent uplifts reported by the total sample

at each time, and averaged over the three administrations.

i




Table 8

Twenty Most Frequent Uplifts

& T

74

) i
Item* Time :
1. Listening to music(50) %6' 33 gl Av%aye_
~ 2. Receiving a compliment (21) 83 78 74 78
3. Laughing(74) ) 79 73 74 75
4. Having fun(78) 72 81 70 74
5. Feeling loved(82) D 15 12 62 69
6. Visiting, phoning, or writing someone(17) 70 73 66 69
7. Relating well with friends(23) 70 75 62 69
8. Entertainment (movies,T.V.,concerts)(65) 60 75 70 68
9, Performing well at school(grades ,etc)(69) 75 66 63 68
10, Being visited, phoned, or sent a letter(44) 65 68 67 67
11. Having someone listen to .you(6§) | 64 70 65 67
12. Getting enough sleep(1) | 58 74 66 66
13, Liking your fellow students(7) 64 73 57 65
14, Staying or getting in good physical shape(14) 60 70 62, 64
15, Socializing(being with friends,partjes)(58) 70 66 56 64
16. Making a friend(59) 66 66 57 63
17, Giving a compliment(20) 66 62 58 62
18, Loving someone(90) 63 66 56 61
19, Your room or home is pleasing to you(.1'04) 64 61 59 61
20. Feeling healthy(11) 59 65 60 61

FTtem scale number 1s in parentheses following the item,
**fjgures represent the percentage of adolescents checking the item
time, and averaged over the three administrations.

at each
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OJ o Table 9 lists the 20 most frequent uplifts reported by the total sample,
by gender, over the three administrations. ey
Table 9
Twenty Most Frequent Uplifts by Gender %
5k
Item* Gender
Females Males
I, Listening to music(30) 93 85
2. Receiving a compliment (21) . ’ 74 ‘ 78
3. Laughing(74) §2 69
4. Having fun(78) .14 75
5. Feeling loved(82) 74 63
_6. Visiting, phoning, or writing someone(l7) 74 65
- 7. Relating well with friends(23) 77 63
8. Entertainment(movies,T.V.,concerts)(65) 64 N1
0 9, Performing well at school(grades,etc)(69) . 66 67
‘ 10, Being visited, phoned, or sent a letter(44) 76 59
11, Having someone listen to you(62) 73 57
12. Getting enough sleep(1) , 64 69
o T 13, Liking your fellow students(7) 72 59
. 14, Staying of getting in goéd physical stnape(14) 63 65
15. Socializing(being with friends.parties)(sa)\ 74 56
BT Making a friend(59) : 70 57
17. Giving a compliment(20) 64 65
18, Loving someone(90) 64 59
19. Your room or home is pleasing to you(104) 63 57
20, Feeling healthy(11) 6l .. 64

*[tem scale number is in parentheses following the item.
**figures represent the percentage of adolescents checking the item over the

o . three administrations.
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Mean levels and standard deviations of uplifts frequency, cumulated
severity (total), and intensity scbres’ for the total group for each of the
three administration times, and a»)eraged over the three administrations are
presented in Table 10.

Table 10

Mean Levels and Standard Deviations of Uplifts Frequency, Total, and
Tntensity Scores for lotal Group by 1ime

Time
Variable n 1 2 3 Average
Frequency 94 M 49.213 51.245 47,266 49,241
S0 22.769 22.939 26,147 23,952
Total 95 M 94.232 93,147 81.695 89,691
D 51, 204 46.570 46,926 48,233
Lntensity 95 M 1,907 1.826 1.768 1.834
) .387 .348 415 .383

An examination of the analyses of variance in Tables 11 and 12
indicated significant differences for“ time and mother tongue by time, for
uplifts total, and gender and time, for uplifts intensity.

Using the Scheffé procedure, a significant decrease in the scores (see
Table 10) was found for uplifts total between the first and third time of
administration, F(2, 174) = 8.62, p € .05, and the second and third time of
administration, F(2, 174) = 7.19, p €.05, and for uplifts intensity, between

the first and third time of administration, F(2, 174) = 13,70, p< .0l.
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Table 11 =

Analysis of Variance for Upiifts Total

Source of Varjation dr WS F )

Between Subjects

A Gender 1 12447.302 2.423 .123

B Mother Tongue 3 5927.748 1.154 .332

AB 3 3163.757 .616 .607

S (A8) 87 5136.663

Within Subjects . v
b

C -Time 2 4583.919 5.294 .N06*

AC 2 .442 .001 .999

BC 6 2470.158 2.853 Ol1*

ABC 6 870.647 1.006 .423

CS (A8) 174 865.872

Table 12

Analysi%of vVariance for Uplifts Intensity

Source of Variation af L3 P I

Between Subjects

A Gender 1 1.552 5.442 .022*

B Mother Tongue 3 .299 1.048 .376

AB 3 727 2.550 .061

S (AB) 87 .285

Within Subjects

T Time 2 .463 6.951 .001*

AC 2 .037 .552 577

BC 6 .070 1.052 .393

ABC , 6 .020 .297 .938

CS (A8) 174 .067
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The mean levels and standard deviatians of uplifts total for mother
tongue by time are presented in Table 13.
Table 13

Mean Levels and Standard Deviations of Uplifts Total for Mother Tongue by
Time

' _ Tine

Mother Tongue n 1 4 3
English a7 M 99,021 Y 100.468 75.106
D 57.770 49.560 44,549

14

French 15 M 78,200 86.467 80.267
D 47,032 50.123 44,549
Italian 24 M 101,792 89.125 103.333
' SO 40.536 36.168 41.739
Other 9 M 72,000 71.600 57,800
SD 40.367 54,174 53,326

Using the Scheffé procedure, a significant decrease in the uplifts total
scores was found for the English-speaking adolescents between the first and
third time of administration, F(6, 174) = 15.52, p & .05, and between the

second and third time of administration, F(6, 174) = 17.46, p & .01,
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The mean levels and standard deviations for uplifts intensity for gender

by time, and overall for each gender are presented in Table 14, Female

adolescents reported significantly higher mean scores than male adolescents

(see Table 12).
Table 14 »

Mean Levels and Standard Deviations of Uplifts Intensity for Gender by

Time
i Time
Gender n .z 1 2 3 Average
Fenale | 46 Mo 2,008 1.885 1.885  1.912
D .364 .319 .412 .365
Male 49 M 1.816 1.7711 1.697 1.761
so .390 .368 .408 .389
i;;

Correlations between hassies and uplifts scores

It can be observed in Table 15 that the correlations between the
frequency (a simple count of the number of items checked) and cumulaéed
severity (total) (the sum of the 3-point severity ratings) scoring techniques
for hassles and uplifts mean scores were so high that it would seem redundant
to consider both. For this reason, in subsequent analyses only the hassles‘
and uplifts scores for frequency and intensity were utilized.

Also shown in Table 15 are the correlations between hassies and uplifts
scores for the same time administration. Significant positive hassles-uplifts

correlations using frequency scores and intensity scores were found at each

time.



Table 15
Correlation Matrix of Stress Variables by Time

Stress Variables

Stress Variables T, Z. 3. 7. 5. 5. 7.
Time 1 _ ]
1, Hassles frequency a JOT*R 28%* 9%+  65** .01 A4

2, Hassles total AS**  g2%v  58% 04 AT

3. Hassles intensity 1 237 34wr 04w

4, Uplifts frequency 94 10 ., 21*

[34)

. Uplifts total ‘ AIRE L 24w

B p— A A s - i

6. Uplifts intensity , . -.23*
7. Ratio (HR/UF)

Time 2

1, Hassles frequency 93* 07 69%*  66%* -, 04 36**
2, Hasstes total ' A1*v 60%*  64** 15 J2e+
3. Hassles intFnsity -.09 .09 S53* 07
4, Uplifts frequency _ 93% 04 . 24+
5. Uplifts total 35w e
6. Uplifts intensity - 27%*

7. Ratio (HF/UF)

1. Hassles frequency L95** 19 JIS**  62%* _ 17 J33%w
2. Hassles total ' AL¥v 69** 62%% .05 37+
3. Hassles intensity ! .00 .14 A3 .28;*
4, Uplifts frequency 88%* .13 ., 22*
5. Uplifts total | 28%* - 23%
6. Uplifts intensity -.09

7. Ratio (HF/UF)

*p£ .05. **p £.04.
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The mean scores and standard deviations for the total strategies used by
the total group during each of the coping events, and for the eight coping

scales derived from the WCCL are shown in Table 16.

Table 16
Mean Level and Standard Deviation of Coping Scales derived from the WCCL
Tor ra€.1 Group by Time ) ‘
, Tine
Ways of Coping Scales n \ 1 4 3
Total coping % M 76.340 65.287 - 57.138
. D 22748 25,990 26,615
Problem-focused coping 86 M 15.047 12.640 ©  11.558
'sn 5.800 ~._ 6.084 6.171
Wishful thinking 2 M 7.57 __ —._ 5708 5,889
' D 3.910 - 4.432 4,116
Distancing ) 76 M 5.868 4,921 4,355
sD 2.609 3174 2,755
Seeking social support 82 M 9.427 8.305 7.024
s 4.546 4.416 4.613
Emhasi/gng'the positive 89 M 4,404 3.584 2.921
sD 2.319 2,245 2.079
Self-blame o M 3.128 2.670 2.457
sD 1.856 1.713 2.144
Tension-reduction 94 LI 2.340 1.872 1,681
| D 1.852 1.483 1.533
Self-isolation “ M 3.266 2787 . 2.319
S0

1.797 2.063 1.947
. -~
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Coping Scales: Significant Findings

An examination of the analyses of variance for each of the coping scales
indicated significant differences were found for time and gender, however not
for mother tongue. The mean scores for each of the coping scales decreased
between timé one and time three, and female adolescents reported higher mean
scores than male adolescents for total coping s%rategies. proble&-focused
coping, wishful thinking, and seeking social support.

The analyses of variance and the data supporting the significant
findings will be presented for each of the coping scaltes. Recause the mean
levels and standard deviations of the distancing-, emphasizing the ppsitive-,
self-isolation-, self—Blame-, and tensionsreduction coping scales for the

+rtotal group, by time, were shown in Table 16, only the analyses of variance
and the results of the Scheffé'procedure supporting the time differences for

.,

these scales will be presented,

o ’ C

Q
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Total coping. The mean scores and standard deviations of total coping

for gendé?”,‘ by time, are shown in Table 17. The data supporting the gender
and t‘m_e differences are shown in Table 18. When Scheffé's procedure was
used, a decrease in mean scores between times of administra"cion was fouhd’
between times one-and two, F(2, 172) = 26.02, p < .0l, times one and three,

F(2, 172) = 78.53, p<.01, and times two and three, F(2f 172) = 14.14, p<.01,

Table 17 .
Mean Levels and Standard Deviations of Total Coping for Gender by Time
- Time
Gender n 1 Z 3 Average
'Female 45 M 82.413 71,109 63.733 72.418
D 20.490 25.298 23.581 23.123
Male 49 "ﬁ 70,347 59.102 51;082 ' 60.177
SO 23.268 25,752 28,008 ' 25.676
Table 18

Analysis of Variance for Coping Scale - Total Coping

Source of Variation df MS F D

}

Between Subjects

A Gender 1 11797.973 8.550 ©.004*
B Mother Tongue 3 901.300 .653 . .583
AB _ 3 1087.165 .788 .503
S (AB) 86, 1379.809 N
Within Subjects ' ‘

e Time 2 8731.032 39,563 .0005*
AC 2 - 3.758 .017 .983
BC .6 147,597 . 669, 675
ABC ‘ 6 257.961 1.169 .325
CS (AB) ’ ‘HZ\ 220.685

¢ - A}
\

1}
W
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Problem-focused coping. The mean levels .and standard deviations of

probl\em-focusedlcoping for gender, by time, are shown in Table 19, The. data
supporting the genaer and time differences are Shown in Table 20. When
Scheffé's procedure. was used, a decrease"“in mean scores between times of
admini}tration was found between times one and two, F(2, 156) =17.74, p
£.01, and times one and three, F(2, 156) = 37.28, p £ .01.

Table 19

Mean Levels and Standard Deviations of Probiem-Focused Coping for Gender by
Time

e ——————

Time
Gender n 1 2 3 Average
Female a1 M 16.364 13.818 12,191 14.124
. s 5318 5,990 5.705 5.671
Male 45 , M 13.596 11.044 10.286  11.642
S 5.926 . 6,037 6.652 6 .205

Table 20 .
Analysis of Varijance for Copjng Scale - Problem-Focused Coping

Source of Vériation' ) df MS, F p

Between Subjects

A Gender 1 442,908 5.570 - 021*
B Mother Tongue 3 81.106 1.020 .388
A8 — - -3 . 18,520 .233 .873
S (AB) 78 < 79.515 ‘ ¢
Within Subjects
C Time 2 - 274,221 19.529 .0005*
AC 2 11,903 .848 . .430
BC . 6 9.000 .641 . .697
ABC 6 5.091 «363 .902
CS (AB) 156 14,042

A\

- - . - ’
. ]
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Wishful thinking., The mean levels and standard deviations of wishful

——y -

thinking for gender, by time, are shown in Table 21. De data supporting the
geﬁder and time differences are shown in Table 22. WhHén Scheffé's procedure
was ‘used, a decrease 1n mean scores between times of administration was found

between times one and three, F(2, 128) = 18,38, p<.0l.

-

Ii:t;:\eLi{re‘]s andlﬁStandard NDeviations of Wishful Thir;ki'n—g for Gender by Time
" \ Time .
Gender n 1 L 2 . 3. Average
Female 35 M 8.878 8.535 7.167 8.193
SO 3.648 3.960 3,950 3.853
Mate 37 M 6.932 5.364 4,787 5.694
D 3.750 - ;’3.895 3.605 3.750
Table 22} -

Analysis of Variance for Coping Scale - Wishful Thinking

sgurce of Variation df M5 F p

Between Subjects

A Gender 1 399,200 11.115 .001*

B Mother Tongue .3 42.452 1,182 . 324 o

AB 3 17,982 .501 .683

S (AB) 64 ‘4 35.916

Within Subjects ' M

C Time .2 52.560 9,196 .0005*

AC 2 5.076 4 .88 L4148

BC ~ 6 2.462 .431 .857

ABC 6 7.956 1.392 .23
. CS (AB) 128 5.715, . ‘ oo

‘ o .




Seeking social support, The mean levels and standard deviations of

seeking social support for gender,‘by time,” are shown in Table 23. The data '
supporting the genher and time differences are shown on T;ble 24, When
Scheffe's procedure was used, a decrease in mean scores between times p?
‘administration was found between times one and two, F(2, 148) ='6.87,_E
£ .05, times one and three, F(2,148) = 31,51, p £ .01, and fimes two and
tﬁreet_i(z, 148) = 8,95, p €.05.

Table 23 s,

Y
Mean Levels and Standard Deviations of Seeking Social Support for Gender by
Time !

Time
Gender n 1 2 3 Average
Female 39 M 10.667 " 9.476 8.841 9.661
A

. s “4.724 4.369 4.345 4,479

Male 43 . M 7,792 7.213 5.449 6.818
Sb 3.968 - 4.038 4,336 4,114

Table 24 o
Analysis of Variance for Coping Scale - Seeking Social Support
Sourcerof Variation df S F I
Between Subjects .
A Gemger 1 712.190  18.355 .0005*
B Mother Torigue’ 3 22.159 571 4636
AB ° J 3 50.838 1.310 .277'
S (AB) 74 38.800

Within Subjects

C Time 2 118.492 15.769 .0005*
AC > 2 1.412 .,188 .829
BC 6 ‘ 5,716 .761 .602
ABC \ 6 4.294 571 .753 .
CS (A8) 148 7.514
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Distancing. _When Scheffé's procedure was used, a decrease in mean
scores between times of administration was found between .times one and two,
F(2, 136) = 7.77, & .05, and times one and three, F(2, 136) = 19.82, p
Z .01, (see Table 28) . ] -

¢ -

Table 25
Analysis of Var1ance for Coping Sca]e - D1stancfng

t

Sounce pf Variation df . MS - F p
Retween Subjects ~ ' gv
A Gender 1 45,880 | 2.934 .N9l '
B ‘Mother Tongue 3 //_T\749 ,112 .953
AB . ~ 3 20,654 1.321 .275
S (AB) 0 , 68 15,638 *
Within Subjects .
C Time 2 46,425  10.124 0005
AC .2 3.663 .835 .436
BC : 6 6.711 1.529 .173
ABC 6 2.465 .562 .760
CS (AR) - 136 4.388
Emphasizing the positive. When Scheffé's procedure was used, a

decrease 1in mean scores between times of administration was found between
times pne and two, F(2, 162) = 9.43, p { .05, times one and three, F(2, 162)
= 30.84, p ¢.01, and times two and three F(2, 162) = 6.16, p .05 (see Tahle
26).

Table 26 :
Analysis of Variance for Coping Scale - Emphasizing the Pos1t1ve

Il

Source of Var1at1on df MS : F P '

Between Subjects '

A Gender ] 1 28,734 3.653 .N60
B Mother Tongue 3 12,138 1.543 .210

AR 3 11.593 1.474 ,¢ .228

S (AB) 81 7.866

Within Subjects

C Time 2 49,127 15.481 .0005*
AC. 2 N 2.255 711 .493

BC _- 6 /1,335 .421 .864
ABC 6 5.632 1.775 .107

CS (AB) 162 3.173 .
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Seif-isolation. When Stheffé's procedure was used, a decrease 1n
mean scores between times of administration was found between times one and

three, F(2, 172) = 17.91, p£ .01, (see Table 27).

o

Table 27

Analysis of Variance for Coping Scale - Self-Isolation

Source of Variation daf WS 1 )
'Between Subjects - N ' -

A Gender 1 9,227 1,354 248

B Mother Tongue ) 3 1.434 L2107 .889

AB '3 ’ 5.625 .811 ,491

S (AB) 86 6.813

Within Subjects '

C Time T2 21,067 8.954 . .0005* -

AC 2 1.544 . 656 ‘520

BC 6 2.220 .944 .465

ABC 6 1.908 .811 .563

CS (AB) . 172 2,353

-

&

Self-blame. When Scheffé's procedure was used, a decrease jn mean
scores between times of administration was found between times one and three,
F(2, 172) = 11.60,.p £.01, (see Table 28). ~
Table 28 .

Analysis of Viriance for Coping Scale - Self-Blame

J
Source of Vasdation daf MS i F p

Between Subjects

A Gender 1 2.281 .313 577
B Mother Tongue 3 8.886 1.220 .308
AB 3 6.364 .873 ¢ ,458
S (AB) 86 7.286

N
Within Subjects
C Time 2 11,025 6.041 .003* 8
AC 2 1.781 .976 .379
BC . 6. 1,408 . 771 .593
ABC M) 3.337 1.829 .096
CS (AB) 172 1.825
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Tension-reduction. When Scheffe's procedure was used?hi decrease in

3
mean scores between times of administration was found between times one and

_two, F(2, 172) = 6.23, p<.05, and times one and three, F(2, 172) = 12.35, p

Tﬁ)
£ .01, (see Table 29).

‘Table 29

Analysis of Variance for Coping Scale - Tension-Reduction '

¢

Source of Variation df MS F P

Between Subjects

.639 J134 715

A Gender 1

B Mother Tongue 3 4,909 1.028 " .38
AB 3 4,779 11.001 .396

S (AB) b 86 4.775 s )

Within Subjects

C Time 2 10,823 6.547. .002*
AC 2, .104 .063 .939
BC 4 6 « 1,770 1.070 .382
ABC 6 1.087 657 .684 -
CS (AB) 172 1.653 )

o

It is evident in Table 30 that both problem- and emotion-focused cop{ng
were used in the majority of stressful events. qu percentage of items
checked and averaged over the three administrations wds 72% for the probiem-
focused scale, 61% for the six emotion-focused scales, and 69% for the eighth

scale, seeking social support, which contains both problem- and emotion-

focused items.
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Table 30
. .
Nature of Coping Strategies Utilized by'the Total Group by'rime
“¥ Ttems Checked®

L

i Time ,
Ways of Coping Scales 1 i 2 3 Average
Hi;hful thinking =« . 80 72 66 73
Problem-focused coping' 78 71 - 66 72
Seeking s;;ial support ,‘ ;f .70 64 69 ‘
Emphasizing the positive ‘. ﬂ' . 72 . 63 56 64
Distancing N 6 61 56 62
Self-blame L 6 -5 54 59
Self-isolation 66 59 49 58 .
Tension reduction 47 42 38’ 43

<3

*Figures represent the percentage of 1tems checked within each coping scale
at each time of administration, and averaged over the three administratjions.

While the'percentage of items checked within each of the coping strategy
scales decreased over the three time periods, the order of the frequency‘arth
which the strategies were reported remained the same, with wishful th1nk}ng,
problem-focused coping, and seeking SOC1a; support being repbrted the most
freauently, and in that order, and tension-reduction activities being checked

the least frequently 6% the continuum and over time.,

fa



Table 31 'summarizes the classification as to'secondary appraisal by the

adolescents of their stressful events for each time period, and averaged over

‘the three administrations. The majority of adolescents appraised that the

event which they had described had the potential for amelioration by direct
action, including the seeking of information, whereas approximately 35% of
the adolescents appraised that their event held few possibilities for
beneficial change and therefore required acceptance or the inh1bi£ion of
action. Even when 1t was appraised by some adolescents that there was little
to be done for their event, many of them wused a combination of
probiem-focused- and emotion-focused strategies to cope with their stres§ful
event (see Table 30).
Table 31

Secondary Appraisal of Coping Episodes by Total Group by Time

J—

: Time*

Form of Appraisal — 1 2 3 Averaqge

(1) Direct action . I 37 31 3

(2) Acceptance KK} 23 24 27

(3) Seek information X 18 18 15 17

(4) Inhibiting action ‘ 6 9 10 8-
No response o 3 8 9 a7 -

"*Figures represent the total number of adolescents who classified their

coping episode by each form of appraisal for each time of administration, and
averaged over the three administrations. . .

o



Pr

92

Table 32 summarizes the classification of secondary appraisal by the

total group, by gender, over the three administrations. -

Table 52 ’

Secondary Appraisal of Coping Episodes by Gender

] Tender™

Form of Appraisal remales Males

(1) Direct action 42 35

(2) Acceptance 29 27

(3) Seek information 16 20

(4) Inhibiting action 8 9
i 5 9

No response

*Figures represent the percentage of adolescents who ciassified their coping,
episode by eacyf form of appraisal over the three administrations. -

" Presented in Table 33, is the crosstabulation of coping strategies and

secondary appraisal for the total group over the three administrations.

Table 33

Crosstabulation of Coping Strategies and Secondary Appraisal

for the Total

- Group over the Three Time Perijods

- Classification o} Secondary Appraisal*
Coping Scales Direct Action Acceptance Seek Info Inhibit Action
s Wishful {2inkinq 28.8 22.0 12.5 6.4
Problem-focused coping 28.7 18.8 14,2 6.4
Seeking social support——’ 27:8 18.2 13.3 6.5
Emphasizing the positive 24.1 17:6/ﬁ> 13.:h 5.6
" "Distancing . 23.3 19.6 11.4 5.4
— Self-blame . 24.0 15.7 12.0 5.1 '
Self-isolation - . 20,5 18,4 10,4 5.6
Tension-reduction ) _16.7 11.2 9.4 3.3

*Figures represent the percentage of items Lhecked within each coping scale
corresponding to the adolescents' selection of specific . forms of secondary

appraisal -over the three administrations.
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IvAdaptation (HSCL)

o

The 10 symptoms reparted most frequently by the total group on the HSCL

i ‘

at each time of administration and averaged over the three administrations
are shown in Table 34.

Table 34

Ten Most Frequent Symptoms Reported by Total Group by Time

N i ’Tii
Symptom* ‘ . ’ Time
. ) 1 l 3: Average
1. Feeling confused(18) , ‘ 99 97 53 71
2. Having to ask others what you should do(35) 99 96 _ 52 71
3. B]amiﬁg yourself for ghings(26) . " 99 ‘ 55 52 11
4. Feeling easily annoyed or irritated(11) .78 96 70 71
5. Feeling that people are unfriendly or Y
dislike you(37) s . 99 7 96 44 71
6. Difficulty in falling asleep or stayiﬂ:/ -
asleep(44) _' ’ ] 67 98 64 70
7. Trouble concentrating(55) 67 97 60 70
8. Difficulty making decisions(46) 66 957 55 70
9. Wanting to be alone(47) i 61 96 55 . 70
10. Worried about sloppiness or carelessness(10) 61 95 50 70

*Item scale number 1s in parentheses foliowing the item,
**Fiqures represent the percentage of adolescents checking the item at each
time of administration, and averaged over the three administrations.

\
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Presented in Table 35 are the lﬂ most frequent symptoms reported by the
toi‘:al group, by gender,'o;rer the three administrations. {

Table 35
Ten Most Frequent Symptoms by Gender N

L]

N 5
Sympten ' FEmalege-nderMﬂes
1., Feeh‘n’g confuse&(lé) ' 76 <+ 49
2. Having to ask others what you should do(35) - - 63_ ' - 53
3. Blsming yourself for things(2§) 60 . 44
4, Feeling easily annoyed or iwritated(1ll) 8 64
5,'Fee11‘ng that people are,unfriendly or ‘ )
dislike you(37) o 45 43
6. Difficulty in falling asleep or staying
as1e;p(44) ‘ , ) 71 " 55
7. Trouble concentrating(55) © . 65 ‘ 57
8. Difficulty m'aking d{ciswns(46) 69 A
9. Wanting to be alone (47) ~ e a1,
10. Worried about slbppingss or carelessness(10) 43 55

*Itém scale number [is in parentheses foliowing the item.
**Fiqures represent the percentage of adolescents checking the item averaged

over' the three admilnistrations.

~




-HSCL Dimensions -

Presented in Table 36 are the mean .levels and standard deviations of the

.7
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five symptom dimensions, and the total symptomatology reported by the total

group at each time of administration.

Table 36

Mean Levels and Standard Deviations of the HSCL Symptom Dimensions for the

iotal Group by Time

1

; . Time
Symptom Dimension F 1 Z 3
Somatization 92 M 16.826 16.174 17.200
SD 4,221 6.114 5..800
Obsess i ve-Compulsive J1 M 18521 7 13.25 13.197
) D 32960 4.683 3,686
Interpersonal Sensitivity 73 M 12.466 11.80é 12,370
SD 3.428 4.6%5 4,532
Depression 93 M 17.871 16,688 16.634
S 5.638 6.632 5.330
Anxiety 59 M 11.525 10.746 2 10.661
shD 4.256 4,890 4,096
’ ) .
Total Symptomatology 94 M 92.915 86.521 87.713
D 21,768 27.774 24,606 °

B
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The mean scores for the five HSCL symptom dimensions and for total

’symptomatology were analyzed for significant differences

for gender and

mother tongue by time of administration. The findings will now be presented.

Somatization.

As shown in Table 37 agd supported by the data 1n Table

38, Italian-speaking adolescents reported s1gnificant1y higher mean scores

than English-speaking adolescents, F(3, 84) = 7,16, at the p£ .10 level, when

Scheffé's method was used.

Table 37
Mean Levels

-t

and —Standard Deviations

A

of the HSCL Symptom Dimension

Somatization for Mother Tongue by Time

\
Time .
MotHWer-Tongue n 1 2 3 Average
tnglish 46 M 16.370 15.426 16.192 15.996
ki) 3.952 © 4,211 5.926 4 4,696
[tairan 23 M 18.292 19.000 19.565 18,952
sn 4.563 6.600 - 5.151 5.438
. Frenci 15 M 16.400 14.600 16.933 15,978
sn 4.050 8.467 6.595 6.371
Other 8 M 15.800 13.600 15.600  15.000
Sb 4.970 8.503 3.286 5.586
Table 38
Analysis of Variance for HSCL Symptom Dimension - Somatization
source of Vartation MS F p
Between Subjects
A Gender 167.013 2.976 .088
B Mother Tongue 186.900 3.331 .023*
AB 125.484 2.236 .090
S (AB) 56.116
Within Subjects
C Time 21.554 1.723 ..182
AC 33.157 2.650 .074
BC - 7.278 582 . - ,745
ABC 9,037 J22 .632
CS (AB) 12,512 -
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Obses,sive-compulsive. An examination of the mean scores in Table 36
shows a significant decrease over time (see—Table 40), specifically between
times one and two, F(2, 126) = 13.36, p € .01, and times one and three, F(2,
126) = 11.11, p { .01, when Scheffe's procedure was used. Table 39 shows
significantly higher levels of obsessive-compulsive symptoms reported by
female adolescents than male adolescents which are supported by the analyses
of variance shown 1n Table 40,

Table 39

Mean Levels and Standard Deviations of the HSCL Symptom .Dimension -

Obsessive-Compulsive for Gender by Time

- Time
Gender n 1 2 3 Average
Female 37 M 15.191 12.601 13,511 13.768
S0 4,062 5.252 3.232 4,182
Male 34 M 13.143 12.415 11.796 12.451
1 3.475 4.444 3.807 3.930
Table 40 .

Analysis of Variance for HSCL Symptom Dimension - Obsessive Compuisive

Source of Variation df MS . F D

Between Subjects

A Gender 1 140,733 4,145 .N46*

B Mother Tongue - - 3 61.765 1.829 .153

AB 3 33.400 .984 806

'S (AB) 63 33.954

i Within Subjects

C Time 2 39,793 5,439 L005*

AC 2 9,052 1.237 .294

BC 6 1b.168 1.390 224

ABC 6 3.027 .414 .869
6 - 7.316

CS (AB) 12
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Interpersonal sensitivity. No significant ‘differences were found

between the mean scores for gender, mother tongue, or time.

’ Depression.  An examination of the mean scores 1n Table 41 shows that
femalg adolescents reported higher Jlevels of depresswon than male
adolescents. These differences were significant (see Table 42) at time one,
F(2, 170) = 20.99, p £ .01, and at time three, F(2, 170) = 12.28, p £ .01,
when Scheffe's procedure was used. Scheffé's method also supported a
difference at the p<{.10 level for time (see Table 42) between times one and

two, F(2, 170) = 5.08, and times one and three, F(2, 170) = 5.12, (see Table

36). e

»

Table 41 .
Mean Levels and Standard Deviations of the HSCL Symptom Dimension- Depression

for Gender by Time

. fime
Gender n 1 2 3 Average
Female 46 M 20,261 17.674 18.478 18.804
S 5.527 1,778 5.640 6.315
Male 47 M 15.469 15.625 14.813 ’ 15.302
EQ 4.646 5.172 4,311 4,710
Table 42

Analysis of Variance for HSCL Symptom Dimension - Depression

Source of Variation df MS F p

Between Subjects

A Gender 1 819.436 13.047 001+
B Mother Tongue - K 150.230 2.392 . .074
AB 3 129,437 2,061 111

S (AB) 85 62.805

Within Subjects ’

C Time ) 2 . 45,430 3,362 . .037%-
AC 2 50,944 3.772 .025*
BC 6 15.683 1.161 .329
ABC . 6 15.940 1.180 .319
CS (AB) ’ 170 . 13,503 ;
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Anxiety.

v
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Although Italian-speaking adolescents reported higher levels

of anxiety than other adolescent-mother tongue groups (see Table 43) and

mother tongue differences were significant (see Table 44), when Scheffe's

procedure was used no significant differences were found even at the Qf”lo

level.

Table 43

4

Mean Levels and Standard Deviations eof the HSCL Symptom Dimension - Anxiety

for Mother Tongue by Time

Time
Mother Tongue n 1 4 3 “Averaqe
English 28 M 10.350 9,973 10,000 10,408
S0 3.355 3.149 © 3,924 3,476
Italian - 14 M 13.571 12.773 11.684 12.676
S0 4,467 . 4,587 3.560 4,205
French 12 M 10.643 8.923 10,500 10,022
o 2.845 6.048 4.053 , 4.315
Other 5 M 9.000 7.500 9,250 8.583
‘ 30 2.708 4,042 3.862 3.537
Table 44
Analysis of Variance for HSCL Symptom Nimension - Anxiety
. ~
Source of Variation df MS F n
Between Subjects
A Gender 1 71,320 2.126 - .151 '
B Mother Tongue 3 187,320 5,584 .002*
AB 3 68.790 2.051 .118
S (AB) 51 33.548
Within Subjects
C Time ) \ 2 13.395 1.807 169 7
AC 2 3.209 .433 .650
BC 6 12,254 1.653 .140
ARC 6 4,383 .591 .737
CS (AR) 102 7.415
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Total Symptomatology. As shown in Table 45 and supported by the data in

Table 46, female adolescents reported higher levels of total symptomatology
than male adoﬁ’g;tents. When Scheffé's procedure was used, gender dif'r”e;'ences
were found at time one, F(2, 172) = 8.56, p € .05, and at. time three, F(2,
172) =\7.58,_B}< .05, Differencey in the reportéd levels of symptomatology
(see Table 36) were significant between times one and two, F(2, 172) = 9,71,
p <.01, and times one and three, E(Z, 172) = 6.40, p < .05. When Scheffe's
procgdhre was used, a mother-tongue &1fference between the Italian- and

other-speak ing adolescents was found at the ,10 level, F(3, 86) = 7.75.

Table 45

Mean Levels and Standard Deviations of the HSCL Symptom Nimension - Total
Symptomatology for Gender, and Mother Tongue, by Time

P

Time
l

3 — Averaqge

Varlébles n 1

Gender Female 46 M 99,696  87.783 93,978  93.819
3D 22.266  31.269 23.311 25.615
Male 48 M . 86.531 85.313  BL.592 84,479
i 3D 19.166 24,230 24.301 22.566
Mother Tongue English 47 M 90.106  84.425 85.426 86,652
Sp  21.247 19.634 24,772 21.884
= Italian 24 M 102.583  99.792 95,417 99,264
: N 3D 22.773 25.406 24.819 24,333
French 14 M 90,333 * 82.000 87,067  86.467
D 15.324 44,282 25.297  28.301
Other 9 M 81.200  67.200  83.600  77.333
: 3

15,189 35,010 20,452 23,550
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) Tabie 46 7 ,
Analysis of Variance for HSCL Symptom Dimension - Total Symptomatology:

1

Source of Variation df - MS - F p

-

Between Subjects

6532.999 5.364 . 023*

A ,Gender > 1
B Mother Tongue 3 "3950,790  3.244° .026*
AB 3 3003,016 - 2.466 068
l S (AB) 86 1217,987 .

Within Subjects X

~-C Time 2 1086642 15,208 0oex °

" AC 2 872.857 "4,183 © .07
BC 6 185.454 .889 . .504
ABRC D 6 201,555 .966 .450
CS (AR) i 172‘ ¢ 208.657 '

Freqyéncy‘of HSCL Symptom Dimensions

, Shown in Table 47 are the percentage of items checkéd by the total dfoup’
within each of the five symptom dimensions. for each timé of administrétion,
and averaged .over the tﬁree adﬁinistrations. Although the percentages
Qecreased over time, the order with which the symptom diménsidhs were check%d

S remgined the same, with items of interpe}sonal sensitivity reported most

frequently and somatization .items reported least often.

' Table 47 C
. Nature of Symptoms Reported by Totals Group on the HSCL by Time

% Items Checked*

’ , Time .
HSCL Dimensions 1 C 2 3 - Average
Interpersonal Sensitivity 5.4 i7.%5 7.9 47,6
Obsessive-Compulsive 49,3 42,4 ., 40,0 44.0
Depression - 43.4 ’ 39.3 35.0 | 39.2
Anxiety 39.6 36.6 32.9 36.4
Somatization 29.5 28.9 29.8 29.4
.\ ' . )
o  *Figures represent the percentage of 1tems checked within each dimension at
{" each time of administration, and averaged over the three administratipns.

»
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Crosstabulation of Secondary Appraisal and Symptom Dimensions

e, The results of crosstabulating the symptom dimensions with the four
forms of secondary appraisal for the total group over the three
administrations are shown in Table 48.

Table 48

Crosstabulation of Secondary Appraisal and Symptoms Experienced by Total
Group over Three Administrations .

Secondary Appraisal*
Symptom Dimensions Direct Action Acceptance Seek Info Inhibit Action
}nte}personal Sensitivity b 18.0 13.5 8.4 5.0
Obsessive-Compulsive 16:6 o 12.4 7.8 e 4.0
, Depression ‘ 15.1 11.3 7.0 4,1
G "A'nx1ety ~ 13.5° 10.9 6.7 3.4
" Somatization 11.8 7.7 5.6 2.5
. . *Figures represent/ the percentage of 1tems checked within eachr symptom
dimension over the three administrations, corresponding to the adolescents'

/ selection of specific forms of secondary appraisal.

’ .

_~ As one might expect, the symptoms dimensions described most frequently,
- - ' : - when “crosstabulated with the most frequently described forms of secondary

appraisal, yielded the highest percentage of items checked over time, and

vice versa.
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Relationshib Between Stress and Coping

Shown in Tabies 49, 50, and 51 are the relationships betweenuthe stress
variables and the coping strategies checked for time one, two, and three

respectively. For each of the time periods, the mean level of total coping

\

strategies was positively correlated with hassles frequency, hassles
intensity, and uplifts frequency. Uplifts ntensity was positively
correlated with the mean level of total coping strategies at time two and

time three only. . .

’

Table 49

-

Intercorrelations of Stress Variables with Coping Strateqgies at Time 1

——

| Stress Variables

FassTes ~ Hassles Uptifts UpTifts ‘Ratio

Coping Scales Frequency Intensity Frequency Intensity (HF/UE)
Problem-focused coping J32%* ) ki .38** .18 -.02
Wishful thinking ,38% 37w 2013 .19
Distancing .0 1 =07 .05 .06
Seeking social support L23* .16 . 25* .20 ' -.02
Emphasizing the positive  .26* 21+ 29** - .09 -.01
Self-blame 29%* .11 J29%* .09 .08
%enSIOn-reductlon | %% T 33w .19 -.00 . 20%
Self~isolation ’ .14 27 -.02 -.N4 .20*
Total coping ,48%+ ,38* RO .18 .13

*n & .05, **p .01, v
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Table 50 _ ,
Intercorrelations of Stress Variables with Coping Strategies at Time 2

Stress Variables

Hassles Hassles Uplifts Uplifts Ratio

Coping Scales “Frequency Intensity Frequency Intensity (HF/UF)
Problem-focused coping ALr* 21 %% Al rx .15 -.02
Wishful thinking 36** J27** Il .20 01
Distancing J28% .10 L4 %% .20 -.01
Seeking social support ~ .27% .12 Lk 35w 112
Emphasizing the positive  .24* -.10 ; W23* .03 1.04
Self-biame .20 .10 19 .05 -.04
‘Tension-reduction . .19 .09 DY .02 .07
Self-isolation L L8 .10 A1 -.03 .25
Total coping LAG** 21% A4rr 21 .00
*p £ .05, **p (.01, ,.

Table 51

* Intercorrelations of Stress Variables with Coping Strategie§ at Time 3

Stress Variables

Hassles Hasslies Uplifts Uplifts Ratio

Coping Scales Frequency Intensity Frequency Intensity (HF/UF)
Problem-focused coping L33 J23%* 21 .20 .16
Wishful thinking LA0%* L29%+ J35%* .16 07
Distancing .18* .03 13 .08 N5
Seek}ng social support 27 ‘ W37 %% 21* B G .01
Emphasizing the positive .19 JA2  — 16 .15 .01
Self-blame 22 .19 .25% .16 .02
Tension-reduction L27** , -25* .15 .06 L26%%
Self-isolation .18 Le22% .12 .o .05
Total coping L3ge+ J32%% | 3pew .23* .12

¥ .05, *%p ¢.0l.
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Relationship Retween Stress and Adaptation
. ~J

[l
£

Among the most important findings of this study are the squificant
correlations that were found between levels of stress and psychological
’symptoms. Theseqdata are shown 1n Table 52. More spég}fica11y, hassles
frequency and the mean level of total symptomatology, i1n addition to hassles

frequency and the five symptom dimens.ions, were positively correlated for the

e

total group at each of the threé time periods. Hassles 1nten§}ty was also
positively correlated with each of the symptom dimensians and the mean level
:rof total)symptomatology, however, on]& at time one and time three. ‘Up11fts
frequency was positively correlated with all of the symptom di;en51ons and
with the total mean level of symptomatology at time two and time three. The
ratio of hassies frequency to uplifts frequency was positively correlated
w;th the mean level of total symptomatology at each time of adm1n1strat16n n
addition to all of the HSCL dimensions except interpersonal sensitivity and

anxiety on the final two times of administration. There was no relationship’

found between, uplifts intensity and symptomatology at any of .the time

pefiods.
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Table 52 a

intercorrelations of Stress Variables with HSCL Dimensions by Time

A Y

‘ Symptom Dimensions
Tomati- Obsessive Interpersonal

Variables zation - Compulsive Sensitivity Nepression Anxiety Total
Time 1

Hassles Frequency .34+%* LA5%* JA3%* .47** L54%x 51
‘Hassles Intensity .25% . 35w 25+ 43w L34%x 4awx
Uplifts Frequency .07 .15 A7 .19' J26% .19
Uplifts Intensity -.04 - .06  -.12 -~ - .02 .08 .02
Ratio (HF/UF)  .34%x 28%« .28% (5% o 30%r 37
Hassles Frequency .36** A2%* LI ABx* LA5¥* 5]
Hassles Intensity -.02 .04 .17 J22% S .10 .19
Uplifts Frequency .25* 0% 3awr L29%% 37 31
Uplifts Intensity -.05 -.10 12 .01~ -.05 -.01
Ratio  (HF/UF)  .30% .31+ .20 L 29%* 21 .39
Time 3 N

Hassles Frequency ,45** 56%* SO Slrw YA LI LA
Hassles Intensity .26%  .31%* o 4w 3ger L a5we
Uplifts Frequency ,31** 41 %% LA6** ’ J39%* L LAY YL
Uplifts Intensity -.06 -.07 .07 .00 .01 .02
Ratio  (HF/UF)  .29%%  31%+ 17 .28%% 19 L9k

*5Z .05, ¥ L0,
(
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Relationship Between Coping and Symptoms

The correlations between the coping strategies and, the HSCL dimensions

for each of the three time beriods are shown in Tables 53, 54, and 55

’ .respectively. Overall, the mean level of total~coping strategies utilized
was positively correlated 'with the mean Tlevel of total Eymptomatolnqy
experienced. Increasingly over time this was the situation as well for the
relationship between the majority of —the specific coping strategies a&d the
symptom dimensions. The only notable exceptions were the absence of a
correlation between detachment behaviours and the level of somatizatign, and

- the strategy of self-isolation and the symptom dimension, somat1zat1on;

Table 53 , .
Intercorrelations of Coping Strategies with HSCL'DimenS1ons At Time 1

. ‘Symptom Dimensions
__ Somati- Obsessive Interpersonal
Coping Scales’ zation Compulsive Sensitivity Depression Anxiety Total

-

Problem-focused .17 L33+ .20 L 33w L29%% 33w
Wishful thinking .34  ,56%** .40*;: Y X ed L56%* 61
Distancing 16 .26* .17 L34%% 22 L 32w
s Seeking support .15 W23% .22: L24* 36%* At Ll
Positive 0420 -.03 a5 23 .17

Self-blame .18 ,40%* .28 L35%rL50%k 0%
Tension-reduction .19 T A5 %k 4 .23 S 31w Alrr 38w+
Seif-isolation .15 L31* 314 J38% 29ew  35ew
Coping total - ,30%*  57% agee 55 ST*e 5w

¥l .05, Fp L.0T.

T
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Table 54 _ 0T
lntercorTelaﬁions of Coping Strategies with HSCL Dimensions at Time 2
. Symptom Dimensions
Somati- (Obsessive Interpersonal
Coping Scales zation Compulsive Sensitivity Depression Anxiety Total
Probiem-focused  .22*% 3% L45%* 35w VAL S Lo
Wishful ‘thinking .26% .30** Y At LA L32%%x 3] w*
Distancing .16 29* LA40* ,32%* .23* 33
Seeking support  ,31** 25* W 32%% L21* L33kx D ghk
Y Positive .26% J35%* .28% .18 , 30%* .2?{*
Self-blame 17 .22* L 34% ,28%* .26* .26*\\
Tension-reduction ,22* 26% .15 .19 26* J30**
Coping total L 32%* 2% H4r* JA2** LAS*E 4] xx
*n (.05, **p .01,
Table 55 . '
Intercorrelations of Coping Strategies with HSCL Dimensions at Time 3
Symptom Dimensions
4 Somati- (bsessive Interpersonal
Coping Scales zation Compulsive Sensitivity Depressiop~Anxiety Tot§1
Probiem-focused .25* JA6** J34%* J28** L30%* 4] %
Wishful thinking .38%% 55%* J60% L60%* J50%* 614
Distancing .16 SR .20 W22% .18 27
Seeking support e 33%* .38** o 35%* c36%** L 34** LAgn*
Positive J3Bxx 374 .24% .26% J28% 38w
Self-blame .22* 27* o 37%* 37 L35%%  40%*
Tension-reduction .28%* J33** J23* .20* L26% 30
" Self-isolation .19 23" < 35%* W31 .26% W33xx
Coping. total JALF* - G4wk LA48** AT* LA 58%*

LU0 Fp L0
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o Overall Summary of Findings

$
! -

i The major findings were: (1) for both hassies and uplifts, frequency
scores were consistent over the three times of administration; (2) while
hassles intensity scores did not change significantly over time, uplifts
intensity scores decreased significantly between the\fxl;[st and third t1me‘ of
administration; (3) female adolescents reported significantly higher uplifts
intensity scores than male adolescents; (4) significant bositwe hassles -
uplifts correlations using frequency scores and 1intensity scores were found
at each time of administration; (5) female adolescents reported significantly.
higher levels of total coping strategies, prob]em‘-focused coping, wishful
‘think1ng, and seeking social support than male adolescents: (6) signiﬁcant\y.
o fewer coping strategies were reported over time; (7) both problem- and

emotion-focused coping strategies were used by adolescents in the majority of
stressful events; (8) ‘the4ut1’h‘zation of the coping strategies, wishful
thinking, problem-focused, seeking social® support and- emphasizing the
positive were reported more freciuently ‘than sglf-blame and self-isolation;
tension-reducing strategies were described the least frequentiy; (9) whether
it was appraised by adolescents that the event they had described had the
potential for amelioration by direct actioy, as one that required more
information, or as one that required acceptance, a combinati%m of both
problem- and emotion-focused strategies were reported; (10) female
adolescents reported significantly higher levels of depression, obsessive-

compulsive behavior and total symptomatology than males; (11) Italian-

speaking adolescents reported higher levels of somatization and total
/7
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symptomatology than adolescents of other language-groups; (12) the mean level
of obsessive-compulsive ‘behavior and tota) symptomaiogy reported by the .
sample decreased significantly betwéén the first and third time of
administration, while the level of depression remained about the same; (13)
feelings of interpersonal sensitivity, obsessive-compulsive behavior, and
‘depré;;ion were reported more frequently than anxiety or somatization; (14)
at each of’the three administration times, the mean level of total coping
strategies was pégltively correiated with hassles frequén;y, hassles
intensity and uplifts frequency; (15) at the second and third time of
administration, uplifts intensity was positively correlated with the mean
1gve] ;f total coping strategies; (16) hasslies and uplifts frequency was
positively correlated with problem-focused coping, wishful thinking, seeking
soc1al support, and emphasizing the positive; (17) tension-reduction
activities were described more frequently when hassles frequency or the ratio
of hassles frequency to uplifts frequency was high;'(18) uplifts intensity
was positively correlated with seeking social support, whereas hassles

intensity was positively correlated with problem-focused coping, wishful |
thinking, and tensiontreduction strategies; (19) hassles fréquency wa's
positively correlated with the five symptom dimensions in addition to the
total level of symptomatology at each time of administration, whereas hassles
intensity was positively correlated with the HSCL d1mensvon§ only at the
first and third time of administration; (20) uplifts frequency was pé%ltivély.
Correlated with the HSCL dimensions and with the total mean }evel of
symptomatology at the second and third time of administration; (21) overall,

the mean level of total coping strategies described was positively correlated

with the mean \evel_of total symptomatology experienced.
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CHAPTER V

Discussion

” )

-

This chapter will discuss the findings derived from _t'he prgseﬁt study,
hiﬁh}ight its methodological limitations, outline the implications for the
counselling profession, and make recommendétions for further research. )

The purpose of this study was to describe and to analyze, within the
cognitive-phenomenological theory of psychological stress, the coping
strategies used by ninth-gradé adolescents in dealing with specific stressful
events in their daily vas_. This theory views psychological stress and
coping as interdependent, and stress is regarded as a compiex construct
consisting of many interrelated variables and processes, rather than & simple
variable that can be readily measured and correlated with caoping and
adaptational outcomes. Because stress, coping, and adaptational outcomes
were measured by different procédures, these variables will be d;scussed
Séparate]y. The exploratory, -descriptive findings within each subsection will

be followed by a discussion of the inferential relationships between these

variables.

Stress
A ,’
The cumulative effects of hassles and uplifts, -in tandem, are of
particular theoretical and empirical interest in evaluating the ultimate -

Ampact of stressful events in this sample of adolescents. From an examination

J .
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‘of _the content of the items, it was possible to isoldte themes that

- o

distinguished this. sample of ddolescents from the' groups studied previously
(Kanner; et al., 1981). The major themes that er'nerged were: (1) a concern
about the future, as ’exemplified by "troubling thoughts about your future"; -
(2) a preoccupation with the psycho/physical/social self, for example, being
hassied by “trouble making decisions”, "feel confused over what to dd",
"making silly mistakes", “"physical a“ppearance", and having "too many
responsi‘bilities"; and, (3) the sheer happi-ness and pleasures associated with
adolescence as reflected by such uplifts as "listening to music", "laughing",
"having fun",~ "entgrtamﬁxent", and ~"socializing". Because these themes
appear to be . Consistent with the process- of identity formation and the
associated c’ogmti;/ve, social, and physiological changes occurring during the
developmental stag;e of adolescence, they will be discussed from this
perspective?——-~; C

" According to Piaget's theory .(Inhelde‘r & _Pi'aget, 1968), the development
of formal operational thought ’aHows the Jadolescent tp think abpout and
reflect upon his or her own thinking. The significance of the characteri stics
of formal operations lies in the e‘xpansf«ion and freedom of thought permitted
the adolescent compared to the child who has not yet attained this Jlevel of
thought. With their increasing capacity for independen;: conceptualization of
ideas, attitudes, and feelings, adolescents are able to envision alternatives
in situations they facz;, and to challe;wge those points of view offered by
parents which they had previously accepted. Marcia-(1966) stated thaf for -
the develgpment of a mature and differentiated ego rdentity to occur it is

necessary for the adolescent to question the existing famil-ial value systems,
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goals, and belief;s. The 1inexperience with this process of questioning may
explain the present findings that adolescents were hassled by‘sotne of their
cognitive and psychological changes in thinking as exemplified by "troubling
thoughts about your future", "misplacing or losing things", "making silly
mistakes", "trouble making decisions"”, "too many responsibilities", Aand
"feefing ;:onfused over what to do". These findings are consistent with their
symptomatic reports of "“feeling confused”, "having to ask others what y'ou
should do", "difficulty making decisions"”, and "worried about sloppiness or
carelessness”, | . .

It is evident that adoilescents become self-centered because they are
concerned with the transformations they are undergoing‘ in their th1nkin'g,
their feelings and emotions, and in their bodies. Recause physical appearance
is fhe one personal attribute which 1:; obvious and accessible to others in
almost all social interactions, and because it has been demonstrated to be of
major importance in interpersonal attraction, as supported by the findings in
this study, it follows that concern for physical appearance ‘would assume
spe'cial salience(for the adoﬁescent (Eme et al., 1979),

Petersen and Spiga (1982) have suggested that the emergence of the
capacity for abstract_ thinking in relation to pubertal change may be a key
factor in the nature of responses to that change. While they are uncertain of
the extent to which the internal biological changes associated with puberty
alone produce any behavioral effects in adolescents, these authors have no
doubt that the external, visible physical changes of pu—berty are important by

virtlue\of their social and- psychological stimuius value and meaning. They

also suggested that the way in which pubertal changes are understood and

~
L]



114

P
;'éspon&ed to by others probably mediates the individuat adolescent's response
‘to the biological- events. At a concrete level, pyberty may be viewed by some
adolescents simply as a change in physical appeérance. However, for those
adolescents who have the cognitive capacity to assume the perspective of
another person, the broader biological and social meaning of pubertal change
can be understood, and can facilitate their coping with this process.

Within the present study, a number of uplifts were reported by the '’
adolescents attesting to their preoccupation with their social selves and
reflect the multiple functions ofw- peer groups. Thelv;ﬂue of experiencing
satisfying interpersonal relationships was supported by such 1tems as
"receiving’ a compliment”, "feeling loved", "visiting, phoning, or writing
someone", ‘"relating ;eﬂ with friends", "having so'meone Tisten to you",
"making-a friend", "giving a compiiment”, and “"loving someéone".

In the long-standing debate on the relative impact of sources of stress
- on the psychosocial development of adolescent3, some researchers have called
into question the—centrality of peér groups  in ado]escence.‘ From early
childhood,‘frie‘nds assist -in the 1ifelong process of self-development,
similar to what Winnicott has called "transitional objects"'- people who join
in the journey towards maturity, who facilitate separation from the family
\and encourage developing individuality by providing the contact ér;d comfort
negded for the transition from child-in-the-family to person-in-the-world
(Rubin, 1985), As there is a shift from parental influence on adolescents to
peer influence on them, belonging to a crowd becomes a necessary means by

which this transition is seffected. Parents do not necessarily decline 1n

.

importance to adolescents; however, peers do increase in importance (Petersen
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& Spiga, 1982). o = o .
During adolescence, peer groups appear to serve multiple functions whose
salience shiftslwith age_(Brown, éicher, & Petrie, 1986; Rubin, 1985). It
has been argued that the major task of early adolescence-is to affiliate with
a peer group that can accept one's budding sense of identity'and provide
supportive social re}ationshwps to offset the adolescent's withdrawal from
emotional dependence on parents. Another function of peer groups that has
"been identifred is their role in socializing adolescents into appropriate
heteroséxua] interests and behaviour. By contrast, the importancg ;ttached
to crowd affiliation may depend less upon age than upon the type of group to
which an adolescent belongs, that is, the peer group's role in determining
the basis of popularity and social status. Because of the extent to which
many adolescents today feel 1intense pressure to perform, to be popular, and
to be loved, Levine (1981) has suggested the possibility of an added burden'
perpetrated by strong media depiction of the adolescent situation. .
) Given such pressures, it 1s not a surprising finding that almost all of
the adolescents at the first two times of administration, and almost one in
two at time three, reported "feeling that people are unfriendly or dislike
you", and "waﬁting to be alone". The privacy of a "room or home (that) 1s
pleasing to you" probably offers some refuge from the intense pressurés to
be accepted and popular. It may be that over the course of the school year
these specific pressures.dim1n1sh as adolescents become established 1n their
beer groups. Nevertheless, 43i of the items within the symptom dimension,

interpersonal sensitivity, were reported on the final administration of the

questionnaire, decreasing from 52% at time one, and 48% at time two.
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Loneliness due to emotional isolation appears 1in the absence of a close

emotional attachment, whereas loneliness due to social isolation appears‘fﬁTud—
the absence of an engabing social network (Marcoen & Brumagne, 1985). The
family and the peer group are considered as the two most important social
networks, while parents and peers are important attachment figures. "Wanting
to be alone" may be an adaptive response to loneliness and related to
feelings of unpopularity. Feelings of isolation are expressed by adolescents
who perceive disinterest or implicit criticism on the part of their parents,
and the unavailability to them of any other adults such as teachers, or
counsellors (Levine, 1981). \ |

While the family cohtinues to have the major impact during the
Sdolescgdt transition, there is evidence to show the significance of
schooling upon the overall psychosocial health and growth of adolescents
'(Siddique & D'Arcy, 1984; Berkovitz, 1985). In school, children may learn to
form satigfying and ego-enhancing relationships with nurturant adults who are
not parents or otherwise related. Where there has been a disruption of a
relationship with parents, schools can provide adolescents with cortexts in
which they can continue to mature (Berkowitz, 1985). Within the present
study, an average of 68% of the adolescents rated "performing well at

school", and 65% reported "liking your fellow students" as sources of

satisfaction.

r

Attending school on a daily basis, being required to perform tasks in
and out of school, and having routine social contacts provfdes adolescents
with the necessary structure to facilitate adaptation even at a time when

family 1ife may be deteriorating. Significant positive changes can occur as a
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result of the ameliorating influences provided by interested and caring
school personnel, resulting in new feelings pf mastery and self-esteem from
success in {earning, new friends made in school, and pride in the deyelopment
. of new skills,

It is not <lear to what fxtént the adolescents' concerns about
‘themselves and their future were related to the finding that an average of
65% of ‘the adolescents in this sample reported "not getting enough’sleep“ as
a hassle. More than 70% identified "having difficulty fa]]ihé asleep, or
staying asleep" as a symptom which they‘had experienced within the previous
seven days. This is consistent with a study by Kirmil-Gray and her colleaques
(1984) who reported that on the basis of their findings and previous studies
which had been done that between 15 and 50% of adolescents report at least
6ccasiona1 difficulty falling asleep or staying asleep, with 7 to 13% of this
age -group experiencing chronic and severe insomnia. Adolescent insomnia has
been found to be related to anger, depression, poor school adjustment, and
1ife stress. Altered psycﬁobio\og1c states in early adp\egcence msy also
offer some prlanatlon for the h%gh prevatence of reported sleep
disturbances. What 1is important to recognize, however, is that Ehe manner in
which adolescents learn to deal with sleep disturbance may set the pattern
.for.how they deal with it in later life. Teaching adolescents ways to reduce
dayti&m stress, and about the need for stable bedtimes and waketimes are
more acceptable interventions than pharmacologic treatments for _sleep
_ disturbance. The former approach may‘reduce\stress as well as 1mprove sleep.
Interestingly, getting enough sleep was an uplift reported by 60% or

more of these same adolescents. This finding may be explained by Lazarus' and

-



118

"

Folkman’s.(l984) suggestion that baseline conditions of the individual's life
affect which of the many iransactions of daily living will be viewed and
endorsed as hassles or as uplifts. Hassies and uplifts are not mgre1y a
reflection of what has actually happened but depend on the -baseline
conditions "of life and how experiences are appraised. In the context- of
negative life conditions and expectations, positive experiences take on more
salience than they do in the context of positive conditions and expectatidns.
It is ill-advised, therefore, to ‘think that hassles and uplifts scales

provide a simple measurement of stress or satisfaction on the basis of

objective events of living. Although adolescents' endorsements of hasslies

and uplifts reflect the%r actual experience it is the personalized
significance of the event that makes it salient. This significance may vary
greatiy from adolescent to adolescent and over periods of an individual's
Tife.

As mentioned previously, the finél significant th€me that emerged was
concerned with the frequency and order in which this sample of adolescents
é;nsistehtly identified such uplifts as 'Wisteniﬁé to music", "“laughing",
"having fun", "entertainment", and "socializing", giving the 4mpression of
the hedonistic doctrine that pleasure or happiness is the sole or chief good
inXJife. More importantly, however, what it conveys is that having a gobd
ti is very ﬁuch a part of the adolescent's life. This finding 1s of
pafticular significance because most of the current research of the stresses
associated with childhood and adolescence has focused oﬁly on negative life-
events. Of concern as well, because only the potentially negative aspects of

adolescence are portrayed, are the writings of authors such as Postman (1982)
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who posits a theory as to why childhood is "disappearing”, Winn (1984) who
argues that adults have encouraged children's early involvement in adult
concerns rather than allow children the pleasures and security of a "true"
childhg:d, and Elkind (1984) who states “"there is considerable evidence that
childrea are showing more and more serious stress symptoms than ever before
« + producing too many young people who may never be productive and
responsible citizens, much less lead happy and rewarding lives" (p. viii).

The most frequently identified uplift by this group of adolescents at
each time period was listening to music. A better understanding of how
adolescents, in‘particular, and peop]g in general, respond to music provides
some explanation for this significant finding.

People respond to pusic with a complex mix of psychological and
physiological reactions triggered by numerous aspects of the music 1itself., In
his review of the literature for the content and influences of popular music,
White (1985) found that although the lyrics had changed radically over the
years, 1yr1cs(ﬁ§2?e make 1ittle différence to the 11stene}s. who are

gratified pr1mar§ﬂy by the beat, the rhythm, and the sound of the music which

’together serve as diversions from the stresses of daily living and relieve

tension. : ' )
Neverthzless the 1yric§ of music have changed to reflect contemporary
society's concerns and issues. The dominant theme in music through the 1950s
was lcve. Howeve;, during the 1960s and 1970s, youth music began to reflect
themes which expressed protest, social criticism, anti-war expressions,
alienation and loneliness, drugs, and racial mistreatment. Women's roles and

women becahe.*ﬁepicted ﬁore positively, and as having more egalitarian

—
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relationships with men.
- A /

- In its total manifestation - the.lyrics, the music, the volume, the
+ artifacts, the audience, the set and setting - the new music frames as.
well as facilitates an unprecedented questioning of basic cultural

values and institutions.
(Harmon,-cited in White, 1985, p. 66) =~ -~ -

The tendency to have vivid associations with specific pieces of music,
.and to free-associate while listening to it, adds another, special emotional
» dimension tp musical experiences. Reséarch conducted by Goldstein (cited in
Rosenfeld, 1985) has suggested that natural brain opiates, (endorphins),
which are thought to be involved in many kinds of "h%ghs“, may be responsible
for those special feelings of individuals when they experience sudden changes
- in emqtion during their intense enjoyment of music. The thrill sensation
OA which cl(ear]'y invoives the autonomic nervous system, may arise from the brain
area that is linked to the limbic system, a su5cortica1 area heavily involved

in people's emotional reactions. )
L /f * For,young people who are in the process of forming self-identities and
/ <questioning authority, the choice of a particular popular music substreamfis
Iikely influenced by their Qalues and perceptions about themselves and may hé
an indication of their innér emotiona) state. Rock-and-roll -has acquired
symbolic meanings, interpretations, and identifications that adults seemingly
miss or discover well after the fact. Ry subscribing to popular music, the
adolescent claims an identity with other listeﬁers and with performers and

writers who share similar views about who they are or might be and what the

world is ar might be (White, 1985).

AN
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In summary, the‘natuﬁe of the stresses identified most frequently ‘by

this sample of adolescents support previous findings \w1th a' comparable
population, namely, that concerns ’are primarily frequent, chronic, minot
. events associated with activities,of daily living. Of particular interest in
this study were the significant, positive correlations found between hassles

'aﬁd uplifts frequency and intensity scores. Such a relationship may reflect
*ejther a common response style or a tendency for adolescents of this age who
report many hassies to report many uplifts also. Those adolescents who

experiehced their hassles with high intensity, also experienced their upliftst

o

‘with a similar intensity. \ One possible explanation for this particular
pattern of Fe\ationshwp bet;een hassles and uplifts is that adolescents who
‘seek many meaningful experiences or have strong and varied commitments (e.g.
to schqo], achievement, social relationships) may encounter numerous
ré]ativer minor pleasures and frustrations while actively engaged in their
pursuits, and thus e%perience a high incidence and intensity of both hﬁss]es
and uplifts. Such a relationship was proposed by Kanner and his colleagues
(1981) and 1ends support to Lazarus' model of stress, that is, the
adaptational significance of the relatively m{hOT difficulties and pleasures
that characterize‘everyday life. Measuring only hassles could produce a
distorted conception of the postulated relationship betwéen stress’ and
:i1lness.

While the mean level of hassles scores (frequency, total, and intensity)
and uplifts frequency scores did not change significantly over the three

[
adminfstration times, the mean level of uplifts total and 1intensity scores

decreased from time one to time three. The relatively constant hassies
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and uplifts frequency scores _ suggest that adolescents are experiencing

approximately the same number of hassles and uplifts from one time period to

e )

the next, and they apgz:r to be the same ones. The greater fluctuations in
the uplifts total and intensity scores indicate that the amount of pleasure
associatéd with uplifts varies more than the number of events experienced.
Other possible explanations are methodological in nature. For example,
assuming the decrease had Tittle to do with the actual experience of
pleasures or problems, the adolescents may have responded more globally at

time one and became more selective over time in acknowiedging their

experiences, or they may have become bored with the task and concomitantly,

inattentive.
‘-

< .- -

Coping

It is apparent within the present stud; that conceptualiizing coping
solely in terms of défensive processes (emotion-focused function of coping)
or problem-solving processes is inadequate. = Although the total group
reported wusing significantly fewer total coping strategies over time
(possibly for the methodological exp}anations hypothesized previously) more
than 60% of the strategies reported at each time period reflected both
problem-fo;used and'é;otion-focuked items. Folkman and Lazarus (1980)
determined previously that whether problem-focused coping or emotion-focused
coping were used were differentially influenced by the person(s) involved in

the event, its context, how the event was appraised, and by the gender of the

participant. In the present study, maies and females appeared to differ very



[ ‘ 123

little in the way events were appraiéé&. It was appraised by the majority of
adolescents that the event which they had described had the potential for
amelioration—by direct action, including the seeking of information, whereas
it was appraised by approximately 35% of the adolescents that their event
held few possibilities for beneficial change and therefore required
acceptance or the inhibition of action. Even ;hen it was‘appraised by some
adolescents that there was littie to be done for their event, many of them
used a combination of problem-focused and emotjon-focused strategies to cope
with their stressful event. Overall, female adolescents reported higher
levels of total coping strategies than male adolescents; specifically,
" females reported higher mean scores than males for problem-focused coping,
wishful thinking, and seeking social support. Whether differences in coping
were a function of gender per se, or of the context of the giressful event
needs to be determined in future studijes.

These findings do not conclusively support the appraisal theory proposed
by Lazarus that different modes of coping will be used depending on how the
situation was appraised. Though the context of the events 1s unknown, it
appears that the adolescents 1in this sample consistently employed the same
kinds of varied strategies over time. Such a finding would appear to suggest
that these adolescents have not yet hecome as situation-specific as they
might in determining which mddes of coping'£o employ. Once again, consistent
with their developmental‘leve], the strategies employed most frequently bhy
the adolescents in this samplerwere wishful thinking ("hope a miracle ‘will
happeﬁ"), pro lem-focuséd ("I'm making a plan of action and*%ollowing it",

t

seeking—%ocial support (“talk to someone about how 1 am feeling”), and

s
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emphasizing the positive ("try to look on the bright side of things"). While
uplifts of "staying or getting in good physical shape", and "feeling healthy"
were reported by more than 60% of the adolescents, tension-reduction
strategies ("I jog or exercise") were reported the least freguently of all
coping functions. It would appear that with their limited experience,
adolescents may not be as knowledgeable as adults of direct approaches,osuch
as jogging or exercise, to managing stressful situations.

It is of interest to note that hassies frequency, and uplifts frequency
were positively correiated with problem-focused coping, wishful thinking,
seeking social support, and emphasizing ’the positive. Similarly,
t‘egsion-reduction activities were positively correlated with hassles
frequency, and the ratio of hassles frequency to uplifts frequency was
positively correlated with tension-reduction activities. Uplifts intensity
was positively correlated with seeking social support, whereas hassles
intensity was positively corrﬂe]ated with problem-focused coping, wishful
thinking, and tension-reduction strategies. "Within the present study, 1t is
not possible to determine whether the increased frequency or intensity of
hassles or uplifts experienced led to the greater use of these particular
coping strategies, or vice versa. Furthermore, because adolescents were not

asked about the stressful events which they had resolved or were successful

in overcoming, a large domain of coping responses were not addressed. It is

also possible that constellations of coping strategies may be as or even more

effective than individual coping strategies. While patterns of stress
response behaviors which are conducive to adaptive outcomes have been

described for aduits (Pearlin & Schooler, 1978), it is not known whether the

<



L . 125

same behavior patterns by adolescents woind yield similar results. This is

another area requiring further investigation.

Adaptational Qutcomes (HSCL) d

!
The study of coping in everyday life situations would not be complete

~

without some measurement of the efficacy of coping efforts, which may vary

wlth the kind of person and the context of the situation. in the present
study two aspects of effectiveness were measured: (1) the measurement of
stressors over time (hassles and uplifts), and (2) the adolescents'
subjective distress level (HSCL) when faced with these stressors.

The symptom dimensions reported most frequently by the total group on
the HSCL over time (in descending order) were the interpersonal sensitivity
dimension, the obsessive;compulsive dimension, the depression dimension, the
anxiety dimension, and the somatization dimension., Female adolescents
reported significantly higher levels of total symptomatology, depression, and
obsessive-compulsive behaviors than the males. Specific examples of the 10
most frequent symptoms (reported by gend?r and averaged over the three
administrations) include more females than males, “"blamed (themselves) for
things", and experienced "trouble concentrating”, and "difficulty making
decisions". Although the percentagev of items reported within:the symptom
dimensions decreased dver timé, thel order of the freqliency with which the
Symptom dimensions were reporteq remained the same. This is consistent with
the pattern of coping strategies used.

Overall, the.gender differences revealed by this study are noteworthy.

1
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It mayt be recalled that females reported higher 'uplifts iptensity sgores,
more total coping strategies and higher levels ‘of total symptomapology than
males. Int;iestingly, the reviews of the literature relating to gender
differences have shown that over the age of five, females typica]ly admit to
more anxiety than do males (Eme et al., 1979).

Existing research f1ndiﬁgs indicate that female adolescents tend to be
highly dﬁ%endent on their families Snd, to a lesser degree, on their peers
for emotional support and expression of their personal probiems (Rubin, 1985;
Siddique & D'Arcy, 1985). The charaéteristic dependency of females not- only
exercises a negative impact on their self-esteem and identity but also
heijghtens their sensitivity to family and peer‘group-re]ated stress. Due to
their differential structural positions adolescent males ard females are

~

Tikely to experience their family differently., It has been argued that

- females are piaced in a relatively disadvantageous position in contemporary,

sqciety. These differences have tended to perpetuate certain socialization
philosophies and cultural contradictions regarding sex roles which, in turn,
are partly responﬁﬁble for the greater stress and éynmtomatoldgy of females.
Although boys and girls are equally encouraged for both conventional and
cqmpetitive roles during childhood, during ado]es;ence there tends to be a
markedfpressure for éirls to adapt .to traditional feminine roles induciné
role gonflict and anxiety (Siddique.& D'Arcy, 1985). |

Italian-speaking adolescents repo;fed higher levels of somatization ard

. total symptomatology than other adolescent Tlanguage-groups under study.

While these differences may be explained by social and learning experiences '

*which encourage Italian-speaking adolescents to be more expressive of their

1
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feelings than other"language-groups, these group differences may also be a
function of the school environment, as the majority of the I-taHan-speakinq
adolescents attended the same High School. Further investigation of mother
tongue differences appears to be justjh‘ed on the basis of these preliminary
findings. ’

The pattern of findings within the present study appear to rule out
certain artifactual explanations, ;'.uch as the operation of "response sets" or‘
of activity levels. It' ‘may be a‘rpued, for exam)ple, that th‘e ‘positive
correlations found among hassles frequency and symptoms, hassles 1nten§ity
and symptoms, and uplifts frequency and.symptoms reflect a teﬁde‘ncy' for
adqlescer‘ts who checked many items on one scale do so ;)n another. However,
that such a response set did not appear 1n the case of uplifts intensity d\nd
symptomatology at any of the time periods weakens it as an explanation.

Although the mean level omf total coping strategies and total
symptomatology decreased over time, the mean level of total coping strateqiqs.
reported wasl posxtn;ely correlated \:nth the mean leyel of total
symptomatology experienced. Interestingly, over time, the majority of the
coping strateéies were positively correiated with the symptom dimensi'ons.
Again, it was not possible to determine whether more coping strategies were
hused 1n response to higher Tlevels of symptoms, or whether jncreased use of
co‘ping ;trategms resulted in more symptoms being e'xperienced. The finding
that the Hassles and Uplifts Scales correlated with adaptational outcomes
ciearly shpports the usefulness of using these scaies with adolescents of
this age. )

The inevitable -circularity associated with relational definitions of

\
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stress may .be limited by asking what it 1{s about the adolescent in
interaction with ‘a give;v environmental situation that generates specific
appraisals. Apprai\sal shapes the coping process which in turn affects the .
immediate outcome of the stressful event a.nd likely aiso the 1long-term
adaptational outcomes of multiple encounters. The discCovery of the

antecedents of appraisal would be of greater research value than simply

- comparing people in terms of the amount of stress they experienced. With

such a muitivalent system, no single variable can stapd for stress.

Methodological Limitations

In commenting on the gender différences found in this study, it is
important to make the more general point that the sample employed in this
research cannot be considgred fully representative of the population of
Canada as a whole. Nevertheless, according to the 1981 Census, more than 3
in 10 Canadians have ethnic oriéins that are neither British (40.2%) nor
French (26.7%). Moreover, the ethnic diversity of ‘Canadians varies
$ignificantly by region, and within cities. The percentage distribution of
population by major ethnic groups within the present study is consistent with
a Canadian sample. A high divorce rate is a phenomenon that is typical of
most highly industrialized countries, with the exception of Italy, with its
traditional Catholic orientation. For the present ‘study, the comparative
divorce rétes for selected countries from which the parents of the
adolescents intervigwed ori'gi;\ated may be of particular interest in

w

(
explaining why 81% of the sample were 1living with both their biological

N
s
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'mother and father. The divorces per 1,000 marriages were: for Canada in 1979,
316.7; for Italy in /1978, 30.9; for the United States in 1979, 505.9
(Eichle'p, 1983, p. 47). Furt_t)ermore, the sample is predominantly middle- and
upper-ciass, and there tend to be fewer divorces in families with higher
incomes (Eichler, 1983, p. 46). X

Finally, while the ado1escentj‘ relationship with their interviewer may
Have facilitated their high level of compliance, this relatignship may also
have influenced their responses to the measures. The convenience of
selecting the four schools and relative size of the sample are additional
factors which fimlt the ability to. generalize. Individual factors ;such as
fatigue, as well as the nature of the school environments might have also
influenced the findings of the study. The timing of the study may have
influenced the results: Between the four schools, the lack of synchrony in
testincj, the qifferent examination and holiday schedules, and the varying
levels of cooperafion by the adolescents are all factors which must be taken

into consideration. These environmental differences should have been

minimized however, because the study was undertaken longitudinally between

the months of December 1984 and April 1985,

‘A number of methodological problems inherent in the style of assessment
advocated by Lazarus and Folkman (1984) have been addressed previously in
Chapter II. In the present study, the longitudinal design enabled the
investigator to study the same‘ adolescents across situations and over time,
thus identifying patterns of cdping strategies used and assessing their
cross-situational stability. While the adolescents were ablé to describe

many strategies that they had utilized to deal with the specific stressful
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. events, several disadvantages of this method need to be highlighted. It may

be difficult to isolate one specific stressful event and the practice of
presenting the adolescents with a prepared checklist of coping strategies may
have provided "cues" which influenced their responses. Free-response items
‘are important since they may elicit different sources of information about
coping strategies. Moreover, the repeated measures of stressful events and
coping efforts may have created a problem of dependency in the data which may

have led to inflation of relationships (Folkman & Lazarus, 1980).

ImchaHons | ' '

This étuc‘iy was designed to examine the nature of the relatijonship
between adolescent stresses and normal adolescent adjustment (coping and
adaptation). The findings have contributed toward an increased understanding
and awareness of the coping strategies used by O9th-grade adolescents in
specific stressful events in their daily lives, and_ illuminated problem ‘areas
that are clearly linked to behaviors.

Most importantly, however, the findings of the present study are a “basis
and justificaiion for school counsellors, teachers, and _administrators to
estab]is}m or increase student counselling. services. Minimally, counselling
aptions need to be available within the school or on a consultancy basis to
help adolescents manage 3tress. To positively influence the behavior of the
adolescent, the school profess{onal must understand the adolescent'’s
pe'rsp\ective. Knowledge of the activities of daily living which adolescents

experience as stressful and pleasureable, their 'coping responses, and
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outcomes (symptoms) may guide the professional in assisting the adolescent to

manage stress more effectively. This knowledge can be shared with parents to

heighten their awareness of the adolescent's experience of daily living.
Adolescents need to be Jistened to, tarléen seriously, and feel that they are
p]aying an impertant, contributing role in the 1lives —of others in order to
find meaning, sig\nificance, and/or status in life. Listening to music is a
particulariy in;portant diversi‘on fram the stresses of daily living for
adolescent5 and knowing their musical listening preferences can provide an
avenue of 'communicatioh and facilitate a mutual understanding of the
adolescent's current emotional state.

The high level of adolescent compliance in responding to the
semij -structured interviews and questionnaires.may be s;en as' an attestation
of adolescents' interest in.the health consequences of stress. The majority
of adolescent respondents viewed stre'ss as a topic of concern., It is
important to accept that adolescents of this age are under stress because the
emotional and physiological stage of devel\opment‘ they . are experiencing
results in their undergoing many rapid changes as they become_increasing]y
aware of t?e potential responsibilities of adulthood.

Over the course of one year, 5 to 15% of adolescents' Suffer from
disorders of ssufficient severity to handicap them in their everyday life
(Rutter, 1982, pp. 16-17). From these prevalence figures it is evident that
non-medical professionals, such as teachers, coun;;ellors, and psychologists
myst be prepared to deal with some kinds of “psyéhiatric" disorders.
Improvement in the s\ensitivity and expertise of schoo,1 .professionals in

identifying and treating such problems is advised. it is dbvious that some

r S
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adolescents need and want professibnal health care for their problems, and it

is the task of the educator to help the adolescent reach for, and obtain this

care. ' !
4
Quaiitatively $the majority of these disorders/ do not constitute

i11nesses which are\?ifferent from hormality; however, qgualitatively, most of
these conditions differ from the normal in terms of bdoth severity and of
fssociated impairment (Rutter, 1982). Furthermore, because it is very common
for these disorders to be partially, or even entirely, specific to particular
situations, the "preblem} needs to be addressed from the perspective of the
interaction between the adolescent and his or her environment, even though
_ factors within the ado]esceet may also be relevant (Rutter, 198?).

Teachers can benefit from discussions with professijonals who are skilied
. in the treatment of adolescents with emotional and behavioral difficulties.
Such discussions may facilitate a better understanding of the sociological
. and psychological factors operating in the( school environment or in the
"adolescent's behavior, or provide teachers with knowledge of specific
techniques for dealing with various types of behaviors. By having the
opportunity to discuss the pngblem§ they are encountering, teachers may feel
less 1isolated and develop increased confidence in their approaches to
difficult emotional and behavioral problems.

Educators today are concerned with more than the knowledge and ateitudes
of their students. They are expected to design curricula and lesson plans
not only with the traditional attention to coqnitive, affective, and
psychomotor domains of learning, but also with methods and materials that

take into account the contingencies of behavior and that provide for rewards
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that will reinforce the desired behavior. The latter are understood to be
especially important in health education where the behaviors of increasing
concern are so heavily embedded in lifestyle and social 1learning (Green &
Iversen, 1982).

Reid and ‘ﬁassey (1§86) ‘have recently reviewed the évidence for the
effects of he;ltﬁ education on health-related behaviors. Assuming that
schools should influence health-related behaviorsq they defined the goals of
school health education as "the need for personal growth and skilf
enhancement Tleading to the development of responsiblé, autonomous; and
assertive young people, capable of .maWing rational and well-informed
decisions about their health" (p. 7). Recognizing that educatioﬁists may not
be primarily concerned with the effects of health-education on health-related
behavior, Reid and Massey (1986) defined health education . , . "(as seeking)
to equip individuals with knowledge, skills, values, and attitudes which~will
he]p them cope successfully with their'present and future lives.:}(p. 7).

In seeking to identify a number of ways to improve the effectiveness'of
school health education in relation to health behavior, Reid and Massey
(1986) highlighted seven essential key factors: (1) provision of adequate
teacher in-service education; (2) maximum parental support and involvement in

school health education; (3) securing peer support involving elements of

small group work as opposed to purely didactic or non-didactic methods

focused on individuals; (4) identification of appropriate timing of
interventions, for example in the 1l-year to l4-year age group, in view of
the importance of "anticipatory strategies" for health-related behaviors; (5)

close cooperation between the educational and community health services; (6)
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development of school policies concerning health-related behavior by teaching

and non;teaching staff on school premises, and-(7) the need to‘brovide health

programs for teachers, in view of the important 1nf'|uer3‘ce of teachers' own

health behavior on their teaching. V

{t is the belief of the investigator that all students _need to be;
educated in a systematic way about coping with stress. Adolescents' stress
ievels, coping responses and symptom ratings can be used in asséssing
adolescent service needs. Responses from the self-administered questionnaires )
emplioyed in this study can be used to plan and manitor health serviées for
adolescents. The questionnaires can be administered in the schools and the
results used to develop the content of their health education curriculum.
The ’lqstruments could also be wused as screening devices to identify
adolescents who are at 'risk and thus are candidates for cpunsgﬂing
interventions.

Adolescents need to be taught that various coping mechanisms for life
stress are available, for examp]é, exercising, meditation, "talking it out" -
with a frjend,,counsening, among others. Counsellors may be required to
work on stress reduction techniques, 1ife-skills training, or relationship
counselling depending on the concerns'u‘ncovered from the responses to the

b}

questionnaire:c,. Better utination, of human resources could be made if, for
example, the need for specific types of“ counselling chgnged Qve'r time.
‘Modatities might also shift from individual to smaﬁ éroup, or larger group
counselling, depending on the nature of the stress issues.

The school nurse is also well placed to offer information relative
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to diet, smoking, and so on, and to promote health education. Referrals from

schools to appropriate services could target those adolescents who rate their

owrfhe\a]th as poor or fair and/or who express a desire for help. Traditional
medical services must .be‘ combined with counselling, education, soc1ai
s'ubport, and advocacy efforts. Schools must be aware of the options
available for adolescents within the community so that effective coordination
may occur. “

While school hea’lth education may be ideally suited to offer some
reinforcement for healthy behavior, the most important sources of
reiﬁforcement, the family, mass media, and peer influences, are beyopd the
d'irecf control of the school. Although schools can attempt to prepare
children and adolescents to recognize and to resist mass media and peer
pressures to adopt unhealthy practices, there needs to be increased support
in the community to educate parents and to work through the mass media and
peer groups of children and adolescents to model and reinforce positive

health decisions and practices.

Recommendations for Further Research

< This study has shown tpat variations +n responses by‘gender'are
'1mportant and that this variable -as well as others, such as.\/age.
socioeconomic levels, and geographic area should be used by planners in
designing services for adolescents. There are profound differences between
the’erst);Ies and needs of adolescents. Individual and-group differences in

;hé content of hassles and ‘upl‘ift‘s need to be systematically assessed



136

together with other demographic factors, such as mother tongue, to determine

- the sources of stress and satisfactions that adolescents of all ages and

L

backgrounds experience. More studies are needed to specify the characteristic
profiles of other subpopulations incorporating the same measures used in this
study.

The 1influence of situational factors on adolescent coping warrants
furthe;’fnvestigation. The context of the stressful event, that is, whether
it was school-related, family-related, health-related, or other, needs to be
specified in order to determine whether context differentially influences

i
great importance to appraisal and considers it the critical determinant of

problem- and emotion-focused coping. Furthermore, beca%{e Lazarus ascribes

the coping process in the cognitive-phenomenological theory of psychological
stress, how the event was appraised needs to be examined more critically in
1ight of the coping gtraiegies utilized.

If, as Lazarus and his colleagues believe, coping effectiveness can only
be measured by the outcome in morale, social functioning and somatic health,
it may be premature to attempt to assess these outcomes until there 1sha
workable approach to the measurement of coping. A better understanding of the
consistquy of the coping process across stressors and some of &he
determinants of coping is required. Neveriheless, this study has demonstrated
that adolescents are experiencing high levels of symptomatology which: need to

be better.understood in 1ight of the stresses they are also experiencing.

\\\M\\- This study has identified issues which need to be addressed relgﬁing to

the meas nt, functions, and evaluation of adolescent cop{ng responses to
’ '\D’FQQ\ |
the activities af daily living. It is only through the dissemination of
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these findings )and continuing research of such issues that a body * of
~knowledge will be developed to faciHéate adolescent's coping with stressful
events in order that they may achieve an optimum level of we‘ngess,\ and

ultimately, self-actualization. 5

~

v
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Appendix A

The Ways of Coping Checklist
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Below is a Tist of ways people cope with a wide variety of stressful events.

Please indicate by circling the appropriate number the strategies you are
using in dealing with (SPECIFIC STRESSFUL EVENT).

WCCL

T, Just concentrate on what I

have to do next -- the next
step.

[ try to analyze the probiem in
order to understand it better.

‘Turn to work or substitute .

activity to take my mind off
things.

[ feel that time will make a
difference - the only th1ng
to do is wait.

Bargain or compromise to get
something positive from

the situation.

I'm doing something which I
don't think will work, but at
least I'm doing something.

Try to get the person responsible
to change his or her mind.

Talk to someone to find out more
about the situation.

Criticize or lTecture myself.

Try not to burn my bridges but
1eav7 things open somewhat.

Hopé“h miraclie will happen.

Go along with fate; sometimes
[ just have bad luck.

Go on as if nothing is happening.

Does . not
apply and/or
not used

Used
some-
what

[

Used a
great




_——

WCCL

T4, I try to keep my feelings to

15,

16,
17.

18.

19.

20.

21,
22.
23.

24,
25,
26.
217.

28.
29.

30,

31.

myself.

Look for the silver lining, soO
to speak; .try to look on the
bright side of things.

Sleep more than usual.

I express my anger to the person(s)

who caused the problem.

Accept sympathy and understanding

from someone.

[ tell myself things that help
me feel better.

I am inspired to do something
creative,

Try to forget the whole thing.
['m getting professional help.

I'm_changing or growing as a
person in a good way.

['m waiting to see what will
happen before doing anything.

Apologize or do something to
make up.

I'm making a plan of action and
following it.

£

I (écept the next best thing to
what 1 want.*.

I let my feelings out somehow.

Realize I brought the problem
on myself. ,

I'11 come out of the experience
better than when 1 went in.

Talk to someone who can do something

concrete about the probliem,

apply and/or

Used
some-
what

147

Used a
great
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H ‘ " Does not . Used ‘Used  Used a
apply and/or some- quite great
. . not used _what a bit  deal
WCCL ) ‘
32. Get away from it for a while; .
try to rest or take a vacation. 0 1 2 3

33. Try to make myself feel better by
eating, drinking, smoking, using

drugs or medication, etc.. 0 1 2 © 3
* 34, Take a big chance or do something

risky. ' ) 0 1 2 3
35. I try not to act too hastily or E

follow my first hunch.* 0 L1 2 3
36. Find new faith. 0 1 2 3
37. Maintain my pride and keep a

stiff upper lip. 0 | 2 - 3

- 38. Rediscover what is important

in life, 0 1 2 -3
39, Change something so things will )

turn out all right. . 0 1 2 3
40, Avoid being with people in general. 0o . 1 . 2 3
41. Don't let it get to me; refuse to = ’

think too much about it. 0 1 2 ~ 3
42, Ask a relative or friend I respect Q ' .

for advice. - . " 0 1 2 3
43. Keep others from knowing how bad

things are. 0 1 2 3
44, Make light of the situation;

refuse to get too serious about it. 0 1 2 3
45, Talk to someone about how I am g 3

feeling. 0 1. . 2 3
46. Stand my ground and fight for ) )

what | want. 6 0 1 2 3
47.- -Take it out on other people. 0 1 2 3

48, Oraw on my past experiences; 1 was
in a similar situation before. 0 -1 2 3.

49, I know what has to be done, so I
am doubling my efforts to make

things work. 0 1 2 » 3




Does not
apply and/or
not used
WCCL
B0. Refuse to believe it will happen. 0
51. Make a promise to myself that things
will be different next time. 0
52. Come up with a couple of different
solutions to the probiem. 0
53. Accept it, since nothing‘can be done O
54, I try to keep my feelings from inter-
fering with other things too much. 0
55. Wish that I can change what is
happening or how | feel. 0
’ 56. Chénge something about myseif. 0
" 57. 1 daydream or imagine a better time
or place than the one I am in. - 0
58. Wish that the situation would go .
away or somehow be over. 0
59. Have fantasies oc\gishes about ‘
hews things might turn out. 0
€0. I pray. 0
61. I prepare myself for the worst. 0
62. I go over in my mind what [
. will say or do, : 0
63. I think about how a person I admire
_would handle this situation and use
that as a model. . 0
64. 1 try to see things from the other
* person's point of view. 0
65. I remind myself how much worse
things could be. -0
" 66. 1 jog or exercise. ’ 0
- 67. 1 try something entirely different
from any of the above. (Please
describe.) ) 0.

Used
some-
what

1

Bl
L]

Used,
quite
2 bit

2

3

149

Used a
great
deal
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(SR

) Ways of Caping (Rev:'lsed)

APPRAISAL QUESTION _ - ’
PLEASE CIRCLE THE NUMBER OF WHICH ONE OF THE FOLLOWING FOUR STATEMENTS REST
DESCRIBES THE SITUATION FOR WHICH YOU HAVE JUST COM&LETED THE CHECKLIST?

A

IN GENERAL, IS THIS SITUATION ONE:

(1) that you could change or do something about?

(2) that must be accepted or gotten used to?
N w» I~

(3) that you needed to know more about before you could act? OR '

+

(4) one in which you had to hold yourself back from doing.

what you wanted to do? . .

t
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0 e
s Appendix B

Scales From The Ways Of Coping Checklist
N

Empirically Constructed Scales-- .

. Factor
Scale - Problem-focused Coping (alpha = .88) an31n9
62. I go over in my mind what I will say or do. T2
46. Stand my ground and fight for what 1 want. ¢ .70
49, I know what has to be done, so ! am doubling my efforts
to make things work. .67
52. Come up with a couple of different solutions to the problem. .67
35. I try not to act too hastily or follow my first hunch. .66
, 26. I'm making a plan of action and following it. .64
. 64. 1 try to see things from the other person's point of view. .61
# , 54. I try to keep my feelings from interfering with other
things too much. .60
39. Change something so things will turn out all right. .59
. 2. 1 try to analyze the problem in order to understand it
é better. .54
48, Draw on my past experiences; I was in a similar situatiqn
D before. . ) .52
Scale 2 - Wishful Thinking (alpha = .86)
55, Wish that I ¢an change what is happening or how I feel, .78
58. Wish that the situation would go away or somehow be over
~ " with, .70
57. 1 daydream or imagine a better tlme or place than the one
I am in. .67
59, Have fantasies or wishes about how things might turn out. .65
11. Hope a miracle will happen. .61
’;‘ Scale 3 - Detachment (alpha = .74) . "oc
21. Try to forget the whole thing. " .61
13. Go on as if nothing is happening. . ' ‘ .58
24, I'm waiting to see what 'will happen before doing anything. . .58
12. Go along with fate; sometimes~I just have bad luck. .52
4, 1 feel that time will make a difference - the on]y thing
to do is to wait. .51
53. Accept it, since nothing can be done. .51
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A

’ Scales From The Ways Of Coping Checklist

\ . Empirically Constructed Scales

Factor
Scale 4 - Seeking Social Support (alpha = .82) Loading
oo 45. Talk to someone about how I am feeling. .71
18. Accept sympathy and understanding from someone. .67
28. 1 let my feelids out somehow. .62
. 31. Talk to someone who can do something concrete about
the problem. .58 .
8. Talk to someone to find out more about the situation. .54
42. Ask a relative or friend I respect for advice. .53
60. I pray. .49
. Scale 5 - Focusing on the Positive (alpha = .70) §
23. I'm changing or arowing as a person in a good way. 72
' 38. Rediscover what is fmportant in 1ife. .59
p . 20. I am inspired to do scmething creative. .48
' 15. Look for the silver lining, so to speak; try to look on
the bright side of things. .47

Rationally Created Scales

s

\
. Scale 6 - Self blame (alpha = .76)
. 9. Cr'lticize or lecture myself.
) : 29., Realize I brought the problem on myself.
4 51. Make a promise to myself that thi ngs will be different
, ‘ next time.
“ A Y
Y Scale 7 - Tension-reduction (alpha = .59)
32. Get away from it for a whﬂe, try to rest or take a - )
vacation.
33. Try to make myself feel better by eating, drinking, smoking,
using drugs or medications, etc.

d . 66. I jog.

Scale 8 - Keep to Seélf (alpha = .65)

- 14, 1 tzr_y to keep my feelings to n\ysélf.\
. 40. Avoid being with people in general.
o 43. Keep others from knowing how bad things are.
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xkel jabiTities and Intercorrelations

3

Alpha 1 ~2

A

Problem-focused coping .85 A1
Wishful thinking .84
Distancing S
Seeking soc¢ial support .81
Emph'asiz‘lng\the positive .65 g
SeTf-blame .75
Tension-reduction .56
Self-isolation .65.
Pl \“
&
ﬁ\\L\ [+

of Coping Scales

.42
T .24

G



. (5)" Troubling thoughts about your future.l.......... 200ens veevedd
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- , Appénd{x D , ' o
The Hassles Scale .(Revised)

~ Directions: Hassles are irritants that can range from mindr annoyances to

iy
fairly major pressures, problems, or difficulties. They can occur few or

man& times. ‘
Ljéted on the following pages are a number of ways in which a person can

feel hassled. %irst, circle the hassles that have happened to you in the

past month; Then.1ook at the'numbers on the right o™ghe items you circled.

Indicate by circling a1, 2, or 3 how SEVERE each of the circled hassles has

been for you in the past month. If a hassle did not occur in the last month

do NOT circle it. "SEVERITY: 1 Somewhat severe

- 2 Moderately severe
HASSLES 3 Extremely severe
(1) Misplacing or losing things..........l..cenee.., 2eeeanns ceesd

(2),’Troublesome neighbours..coieeeeeeseeaclivececeacelicecenennasd

(3) Family obligationS.eeeeeerccesssseeesliviieceeeeaZevecereanesd

¢

(4) Inconsiderate Smokers..'.l.... ..... ..1.'."‘....2....;...'..3

+ (6) Thoughts about death.....eeceeeeevereluviieeeeee?ienneinenesd

(7) Health of a family member........ ....1....1.....2 ......... eed
(8) Not enough money for clothing....eeeelevseeeeeeeeeennnnns .3
(9) Concerns about owing money....eeeeeeeleveeen. eselitanensenead
(10) Someone OWES YOU MONEY.eeeeeeoeeacssolocenennnns Y J R |
(11) Cutting down on electricity,water... l..cc...... 2eveerreesaad

-—(—1%)'Sm0k'iﬂg tOO mUCh.-.'...-u-...-......1-.........2.......-...3

(13) Use of a1coh0l.eeieveeeeecannnoneseaoloceeeeceesZicenncnneaal

(14) Persona] Use Of drugs.0.000--0no.noo010000-.'.oozlconnonlooo3

(15) Too many FESponsibi]itiESCoo.oo.ao.onloocooo.;onzoo-0000000-3
3



<

SEVERITY: 1 Somewhat  severe

'HASSLES 2 Moderately severe

3 Extremely severe

(16) Non-family members 1iving in your house.....livee.eei2eeeeess 3

(17) Care fOr PBt.veeeceeeseeasoecssonesosescosssliveceresleneessnal
(18) Concerned about the meaning of life......ooulivuanns, 2eeeceeesd
» (19) Trouble relaXingeeeeeeseee coesessononcnensss ) U 2eecenias3
(20) Trouble making decisionS.eoeeseens.. PR F R |
(21) Prqblems getting along with school mates....l.ccec.n. 2eenesses3
(22) Problems getting along with teachers...... S P 2...;....3
(23) Don't Tike SChOOl.vevuuirnnnns T P 2eeennn3
(24) Too many interruptionS...cceeeieeveennrenens B S 2eeenindsd
(25) Household chores (indoors)...c.cee.. O NS |
(26) Concerns about parental job security........l..... PRy PPN
(27) Not enough money for food...... ceeeeas R 2eevennns 3
(28) Not enough money for basic, necessities.....oliveenss N 3
{29) Too much time on your handS...cieeeeernraases A R |
(30) Having to waitieiesearosovocosecnnns ;.......1 ........ Covacnes .3
(31) Concerns\about ACCTdeNtS. e eereernoasceanse D P G
(32) Being 1onely.eveeeennes ....:t....,zl:.......l........2....u..3
(33) Fear of confrontation{................7 ..... ) DU 2eieensedd
(34) Making silly mistakeS....... crersecacensans I S
(35) Inability to express yourself..: ........... B A
(36) ﬁhysical 11TNneSSeeecvesincnnas A SR |

+ (37) Concerns about your health in general.......leieeseesZiecocessd

(38) PhysiCa] appearanceo/ccooouoo-onono-n.ooooc.olo.oolc00200000'003 4

(39) Fear of rejectionno..clo.;.o.oo.co.llt'lol001l00000002000000003

(40) Concerns about sex..........................11.....;.2........3
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SEVERITY: 1 Somewhat severe

HASSLES . 2 Moderately severe

3 Extremely severe

'(41) Not seeing enough peop]e..l....'......‘.....1 ..... ‘.'2.0.‘..‘.3

(42) Friends or relatives too far away.......eeonlenieenneZaai....3
(43) Wasting time..oooeeiinreneniiieneniiiiennniiiiiini2en.003
(44) Being explgited or feeling used..... TS PO S
(45) Concerns about bodily functions....... B Y

(46) Not getting enpugh rest..... ceteessersas seseleceeceselacsnnnes 3

(47) Not getting enough sleep.....:. ...... theenes S 2ecivnenad

(48) Problems with your parent(s)iceeeeeeeees eeveleeenenss 2eiiinnesd
(49) Problems with your brothers/sisters......oeoleueiendi2oniaenn .3
(50) Problems with your boyfriend/girlfriend.....l...c..n. 2eieeneedd
(51) Difficulties with your friends..eeeeesesnercleennn. i 2eiiinnl3

(52) Difficulties seeing Or hearinge.eeeeseeeeseeleceeeetelecsraresl

(53) Overloaded with family responsibilities.....l...... R A

(54) Too many things to do.-..‘..."."........y..l........vz.......'3
(55) Unchallenging work at‘school................1........2........3
(56) Concerns about meeting high standards.......lieeeeese2ecinnses3

(57) Trouble reading, writing, or spellingeeeeceeleueeeseeZececeseed

(58) Problems with parents’ separation/divorce...l........2........5

(59) Trouble with arithmetic SKillSeeeeeeerenns S (P

’ w) Gossipuoo-oli..uu..tl'!.toc'.olq-oc-ntln000010000100020000000.3

(61) Prob]ems w‘ith ,the ]aw....’..........“..-....1......’.2.....l..3
(62) Concerns about weight..'...'.'.OO.Q......'.'1""'.'.2...'.".3
(63) Not enough time to do the things you_need -

to do...l...'.'0'...".0.'l...."'.l....00.'10.....'.2.......'3

(64) Te]evision..........'............Q.......'..1........2....-...3
) +

156




© HASSLES

SEVERITY: 1 Somewhat severe
¥ 2 Moderately severe
3 Extremely severe

‘(655 Nat enough personal enNergy.ececescsecccsccscoloncsseeelesossesel

(66) Problems due to being a man or a woman......l.veieeee2iinenaead

(67) Feel confused over what t0 d0..evveeennnnsn.l

(68) Regrets over past deciSionS.....eeeeeeeeerealovirnnns
1.

‘ 3
ssvs oo dloesenv o

2iieanaesd
(69) Menstrual (period) problems................ . ee2irioegesd
(70) The weather.................................1.......L2........3
(71) Nightmares............. TP SPTORS PTTUUU ORI
(72) Concerns about getting ahead..:.......... ceeliiiiieei2iiiinaedd
(73) Not enough time for fami¥y.....eueee... TUUS DTTOURT SUPPURE.
(74) Transportation problems...... cetieensearninse ) R ...2...;....3
(75) Not enough money for entertainment and |
recreation..ieeeeess sessesbescosisiqasannan R K

(76) Prejudice and discrimination from others...el.eceeeees2eioceeasd
(77) Not enough time for entertainment and

recreationN.uieescsssncess e -
(78) Yardwork....coceeiiiennn. teecaaniias U DU ST
(79) Concerns about’news BVeNES ., ueeevrsonocnscseolereeneseluivenoces
(80) Noise....... te e ertrescseertsecertierenne eeveliiiiieea2iiieenes

(Bl) Crime,  eeveeroeseressoccesrassccessonsansssaloneeneesl

(82) Traf;:;.............................,.......1‘...... 2iiiinnns
2
2

(83) POTIULTON . tereeueereecnesseoconssscasensesalonnaneeals, .o
(84) Lack of privacy at home...eeseeeessecocessselovereecelosennnes
(85) School performance (exams,grades)eeeeceeeeeeliveeeeeelereennses
HAVE WE MISSED ANY OF YOUR HASSLES? IF SO, WRITE THEM IN BELOW:

(86) ‘ 2 levereeeeZeseneesed

(87) , 1...'....2.....-..3

HAS THERE BEEN A CHANGE IN YOUR LIFE THAT AFFECTED HOW YOU ANSWERED
THIS SCALE? WHAT WAS IT?
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Appendix E
The Uplifts Scale (Revised) - o

Directions: Uplifts are events that make you feel good. They can be

sources of peace, satisfaction, or joy. Some occur often, others are

relatively rare.

On the following pages, circie the events that made you feel good

in_the past month. Then Took at the numbers on the right of the items

you circled. Indicate by circling a1, 2, or 3 how OFTEN each of the

circled uplifts has occurred in the last month. If an uplift did .not

occur in the last month, do NOT circle it.

’ : HOW OFTEN: 1 Somewhat * often
/ 2 Moderately often
UPLIFTS J Extremely often
(1) - Gettjng enough STeepP.eecrreccccrerscensccsnccslocenens 2ieeaeanld
(2) Practicing your hobby...eeeseeseenseonsenenaalivnennnZuennnnad3
(3)  Being TUCKYeeeurerresinnereeanmrenneeeeneneaclinenniZinnennd
(‘4) SAVING MONEY . e evesencnrssoeoacsssosasnceesans liveeeeeeieeeeeedd
(5) Earning mMONEY.eeeeeeeeeseseooessssonosocenoas 12.3
(6) NAtUPE.eivvevacerrsooccoarocnnncenns S 2iieesasdd
(7) Liking your fellow studentS....eveveececeecceliveeeeeslunnn. eeed

(8) Being on vacation from SCh0OT...veeeeeesseoceliveeeeeelecanesesd
(9) Gossiping: “shooting the bull"...veueevvrienadiennenniZinenens.d
(10) Being rested.e.ceieeseeceesocosssscacnesssoasloneeceeelosennsead
(11) Feeling hea]thy..............................1........'2........3
(12) Finding something presumed 10SteeieeeeeeeesoeliveeeeesZieennassd
(13) Recovering from 111NeSS.eiieecccercacscesseaelivecenee?ivennessd

(14) Staying or getting in good physical shape....l.iieeeeee2eveoenss3

(15) Spending tim With parentSOOOl'.....'.'.l..-.l..t..OOQZOQOOOI'CB

158



" UPLIFTS °

~ (16) Getting away with SOMELNiNG.ssesesoeeecannsass
{17) Visiting, phoning, or writing someone........

(18) Relating well with your girifriend/boyfriend...1.

HOW OFTEN:

.ol

Somewhat often
Moderately often
Extremely often

n.c!l.c02|00.000!3

(19) Completing a task...... Ceereiieenariieas ceveeeeliniiian, 2viiieaddd
(20) Giving a compliment..ceeeverass ceserien ceeeliivania2000000003
(21) Receiving a compliment....... veesee R SRR
(22) Meeting family responsibilities...... .......:..1.. eeliiannaddd
(23) Relating well with friends....c..... N S R
(24) Being efficient.ieeeeecccecnnctn D L S 3
(25) Meeting your responsibilitieS.ieeecereceancannes | 3
(26) Quitting-or cutting down on alcohol...evevrvveeliieinnee2iinnnnasd

(27) Quitting or cutting down on smOKing....ceeeces.l

(28) Solving an ongoing practical problemiveeseessseliiiineeeliiannesdd
(29) Daydreaming..... Cectteseannens D YA |
(30) Height...’..’.'.. ..l.l'.'.ll.ll.l.l “.?C..CO.. 3

(31) SeXeviesoennanean
(32) Having enough time to do what you want........
(33) Eating oute.,....
(34) Having enough (personal) energy.......... ceees
(35) Resolving inner confusions......
(36) Finding no prejudice or discrimination when

you expect itecvieecercnces

e s 000000 000

® eessss 0 eV

B P
S P
Jdadeeei2,00000003
B WP veeliversondd
B AP |

".C...‘00.0.'...l.'.l...l.'..z.ll..l.l3

(37) Capitalizing on an unexpected opportunity..ceseelecesreeeZecerenssd

(38) Us{ng drugs or a‘coho]tﬁl..‘..........l..l....l.l.'."‘.'2......0'3
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HOW OFTEN: 1 Somewhat often

ﬁPLIFTS . 2 Moderately often

3 Extremely often

(39) Life being meaningful......f..................1........2....ﬂ...3
(40) Being well-prepared...c.ceeescecacecsoessacsseslociceeeelosencceed
(81) EAiNgeeeeeeareeansensnoeessenafanssssossensseloreareaclisessansd
(42) Relaxingusssessesoocassooscassomnncssansossssalociaceeelossceneed
(43) Having the "right" amount of things to do...c.leeiveree2iienensed
(44) Being visited, phoned, or sent a letter...coeeleciereeeZenreeessd
(45) The weather...ceeeeveesvaannss D E I R
(46) Thinking about the future......ecveeevenneaesaloiieneai2iiin.0.3
(47) Spending time with family.veeeeeeeeresoscsnscelesieseesliceeeenad
(88) ReadiNgeeeeeeeeececsecsoeasssssanossssosscssralorsannas 2iiieceesd
(49) ShOPPING.euerueensnesns S Y
(20) Listening to music.;.......t..................1 ........ 2iiinnas .3
(51) SMOKINGe.esvroeooaeosssennassocencensanasnss ceeleieiiieeeZiiiiinsdd
(52) Giving a present..ceeeeceeseessncoescocscesesalocerenns 2eiieeeedd
(53) Receiving a present.ciceeecscecccesssccess ceveluiiiieeeZiniieansd
(54) Having enough MONEY...eeeeeeeseaoacssonassossalocesineeZocinanadd
(55) Health of a family member improving.eecesceeeeloviieeeeivieeasad
(56) Resolving confusion over what to do......u.g..l........2........3
(57) Thinking about healthiiveeeeeenaans ceeevoeresaliiiinieliiiinnns 3
(58) Socializing (being with friends, parties)..ceeluieieeeeeZeneenesed
(59) Making @ friendsiececesvsecscoceascaccsossossssselovecceeelorerooned
(60) Sharing SOMEthiNGeeeeeeeeseeeeseacessasassssosluossesseeeseosssel

(61) Being a gOOd “]]‘Stener".....0......l..'ll.....l..i'.l..2.'0.‘0..3

(62) Having someone listen to you..................1........2....,.:.3

(63) Feeling understo0d..ceseeeeecsseocsesonscssssaloceceeeelasssooaed



-

HOW OFTEN: 1 Somewhat often

UPLIFTS 2 Moderately often

(64)

(65)
(66)
(67)
(68)
(69)
(70)
(71)
(72)
(73)
(74)
(75)
(76)
(77)
(78)
——{79)
(80)

(81)
(82)
(83)
(84)
(85)

/ 3 Extremely often

Haviﬁg enough money for entertainment and

recreation..ceeeeceien iiienecterenneacienaeaaloieeiiiZa00,.0003
Enteftainment (movies, T.V., concerts)...;...;.l. ...... 2eciessesd
Good news on local or world level...eiievenoneeleneeiinalacennndad
Getting good advice...... D P
Recreation (sports, games, etcC)eveceeonanns ....1........2:.......3
Performing well at school(grades,etc.).........l.; ...... 2R |
Growing as. a@ PersSON...sveeescsessccnanss tecenen | S 2ecias K
Improving or gaining new SKillS..iieeveosveosoelineseeeelecenensad
Free time.cieveeeeeccocnss teesestsssasens vesens ) PR 2ecanns o3
Expressing yourself well.......:.. ....... S VAR 3
Laughing..veeceeoss Ceesriesseranes veessa cesesseloceesieilanaanns .3
Enjoying school.seieeenceeenns cretraconnsseas R L S
Gett ng unexpected money.....................}.1........2........3
Dreaming.................................:.....1........2........3
Having fun........ secececstosansrtcsan sttt l..d ...... Zeeevenead
Going some place that's different.eeeeeeeceacesleceseeesZocecsessd
Enjoying non-family members 1iving in your‘

NOME. e eseresesencassoncosssanonnsssnsons eseveeselivans erelecannnns 3
PetSeeeeenss P K |
Feeling loved....cv.u.... R S . |
Making decisionS...c.eciriiesecncssrenncercnsns edieieceeslicennesad
Thinking about the PASteriereeonrcenccocnssccealevecorcelosesnesad

GiVing good adv‘icé;lci..Cll.....‘.l.....‘.ll..Ol..l.¢l0l20000\00003

(86) Participating in religious practices...cceseeesleveceseeoncconssd
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G

~'_,____.___—(f1-00)F]irt1ng....-.........-........o..........-..

HOW OFTEN: 1 Somewhat often

UPLIFTS 2 Moderately often

3 Extremely often

..CIQOCOZQOOQOIOQ

(87) Meditatingeeeveveseoooesscaocssssscscssscsosnesl

(88) Confronting someone or something.....eeeoeessl 2

(89) Being accepted..isiececcsescsassccsnsssssscnasl 2

(90) Loving SOMeONEe..seeeearecacosasasaccsssssossselovacesselocenaons
1 2
1 2
.1, 2

e e v s

(91) Parents pleased with your school work........l. ceeens .
(92) Teachers pleased with your school work...... .
(93) Being aloNe..eveeeeveceseacacssssacosaseonss
(94) Feeling safe..vuivececenenans cesesaen cecennens
(95) Doing volunteer work........ ceressassanns cees
(96) Learning Something...eeevseoeceessosenseneens

(97) Being "one" with the wWorld.eeeseseeveoeennses

[
.
.
.
-
.
.
~N

(98) Exercisingl.oul.cn'no.oooo..not..o..o.c-o..ou o
(99) Meeting a Cha]]engen0.0lc.no'ottoic'oq.oo..s-

(101)Hugging and/or kiSSiNG..eseeeeseseovosesnasss
(102)C00KiNGeeeeeeeoseeosncsssosnnoossnssossreassslona
(103)D0iNg Yardwork.eeeeeseeeoeeseorsocoocssoasnsns
(104)Your room or home is pleasing t0 you.........l..
(105)Fixing or repairing something..eeeeeeceseccceloveeanes
(106)MaKing SOMELhiNGsssesesersecosesoosossasceesluovenrenss?unnns. ..
HAVE WE MISSED ANY OF YOUR UPLIFTS? IF SO, PLEASE WRITE THEM IN:
(107) ) R |

(108) S P )
(109) : 1........2...'....3

s e et e pd et e pd b s
.
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- [ ] L]

W W W W W wWww wwwwwwwwwwww

HAS THERE BEEN A CHANGE IN YOUR LIFE THAT AFFECTED HOW YOU ANSWERED THIS

SCALE? IF SO, WHAT WAS IT?
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Appendix F

The Hopkins Symptom Checklist

PLEASE RATE YOURSELF ON EACH OF THE ITEMS LISTED\BELON WITH REFERENCE

T0: HOW YOU HAVE FELT DURING THE PAST 7 DAYS INCLUDING TODAY

SEVERITY: 1 Not at all distressed

2 Somewhat distressed

3 Moderately distressed

HSCL 4 Extremely distressed
(1) HeadaChesO...‘.'..0.’.0.................1.0.....2 ..... .l30l..00'4
(2) Nervousness dr shakiness inside....c.coelivveeai2oenn... 3ieenesdd

(3) Being unable to get rid of bad

thoughts or ideas........ ceeecsans B P P
(8) Faintness oOr diZZineSSeeseceseoescsesscslosesaaclossnncsdenssnssd
(5) Loss of sexual interest or

PlEASUMB. e ereeasscscrsssessssssascssecsaalocicseelassosesdecsacsnd
(6) Feeling critical of others.c.eeeeecercesliveeevre2inceeeadineeasstd
* (7) Bad dreamS.....eeeeo.n teeesvecsosescsessolivenceslicseceedeenaesdd
(8) Difficulty in speaking when you ‘

are exCitedivieeeeevecroasosrcsoscnsscsclocsseneZiceacasdieiessed
(9) Trouble remembering thingS..uieeeeesessoslocieoeelicsosnedinenssstd
(10) Worried about sloppiness

OF CarelesSSNesS.ceeeeevecencens ceeens SRS D N PO
(11) Feeling easily annoyed or

irritated...............................1.......2:......3.......4
(12) Pains in the heart or cheSt.cecececareeolirseeeslisscseadereesesd
(135 Itching.................................1......;2.......3.......4
(14) Feeling low in energy or

s]wed dwn...'....l.‘-........l'.'.....1....’..2....’..3.0...‘.4

B

%
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1 Not at all distressed
2 Somewhat distressed
3  Moderately distressed
4 Extremely distressed

* SEVERITY:

HSCL
(15) Thoughts of ending your Tife....coeveceelinieeesZiienandinaa d
(16) SWEAtING.eersreuerrneecerseenennoeenncosloneeeeeZinenenidennnnsad
(17) Tremblingseeeeeeeeassscsssceonssssssncnslocessealocanns B .4
(18) Feeling CONfUSEed..uunenneeernneeeneennnsloressssZusenneidennnnind

Poor appetitle.secesecocanes.

(19) cecescsccsesasliceesseliieseesdinnsessd
(20) Crying easily;..........................1.......2.......3.......4
(21) Fééiing shy or uneasy with
the 0ppOSite SeX.uieeeeeesccovosscsssososleseaeselosarseedecanessd
(22) A feeling of being trapped ’
or caught........... PUTTTPPUUPS PEOPPTIE PP JOPPEPRY
(23) Suddenly scared for n0 reasoN....ecceeeolicececelocuassediiansadd
(24) Temper outbursts you could
not control........ ceseessesnsesnessseselitesesclicacecedainasd
(25) Constipation.....:........}.....,.......1.......2.......3..;....4
(26) Blaming yourself for thingS.eeesesceseselececeoelocececedeceannsd
(27) Pains in the lower part of
, Yyour T Lol PO Y DY
(28) Feeling blocked or stymied.icececseesveaeloceceeiZerececedenecesdd
(29) Feeling Tomely..cevevevanierecnsoensseselinneees2iveneiduee,. t
(30) Feeling blueiceeessoeseacssceacess ceevenleceveesleveoeeedieceans 4
(31) Worrying or stewing about things......e.lieveeee2iinnen. Jeeeeasod
(32) Feeling no interest in thingS.eeeeeeeesoleveeeeeeceoceedensaasad
(33) Feeling fearful...ieeeecceoesssoccsccesaloceceeelonsecvedocesassd

(34) Your feelings being easily hurt.eeeeeeeeeloieeeee2ivenceedineesssd

]
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!

HSCL
(35)

(36)
< (37)
(38)

(39)
(40)
(41)
(42)
(43)
. (44)

(45)

(46)
(47)
(48)
(49)
(50)

(51)

=
SEVERITY: 1 Not at all distressed
2 Somewhat distressed
3  Moderately distressed
4 Extremely distressed
Having to ask others what .

you Should do.e.iuveceeiinoocavessescnsseloncsseelosssosedecanseed
Feeling others do not understand

you or are unsympathetiC..ceeececencocreloceseseeiceseeedennnesad
Feeling that people are ° .
unfriendly or Aislike YOUeeoorssoeooosooloceeseelucossosdeneessad
Having to do things very slowly to be

sure you are doing them rignt..iveeeeeealececieeinicecedeeeees.d
Heart pounding or racinge.eceeveceeees S DU S BRI
Nausea or upset stomach...cceveiereeosnalececieelecnnns K SR
Feeling inferior to others...veveseceess ) ARG IR
Soreness of your muscCleS.vieeseeessaaas B O I
Loose bowel movementS....cco ... Ceeenenas leceesesZeaosessdacanassd
Difficulty in falling asleep or staying

asleepeeeees e seeeereascnen Ceestrcesanns deeereseZeceeerediiiieeld
Having to check and doﬁb]e check what

you do.oooo'tnot ooooooooooooo secs s QC0001....0..2..0....30.400'04

Difficulty making deci1SionS..veeeseeesseloceeseslaneceeadenacsesd

Wanting to be alone...............;.....1 ....... 2.......3.:.....4.
Trouble getting your.breath ....... TS VU SUUURUOE. SO
Hot or cold spells...ccuunns ceerrereenedinenn 203000, 0
Having to avoid certain places or

activities because they frighten you....leeeeese@oeressedencasesd

Your m‘.nd gOing b]ank.loctl.000000000..olooOoll020000-a03.tpcotl4
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SEVERITY :

o
1 Not at all distressed .

2 Somehat distressed g7
3 Moderately distressed

4 Extremely distressed

»

Bse |
(52) Numbness or tingling in parts of

\ your body...;...........................1...;...2.......3.......4
(53) A lump in your throPt...%...............1;......2.......3.......4
(54) Feeling hopeless about the future.......liccceci2iieee3iien..ld

(55) Trouble concentratjng...................1.......2.....:.3.......4

(56) Weakness sin parts ‘of your body.......... liceeeee2ivincendieneescd

(57). Feeling tense or keyed upscesiatinseeeeaslinennei2aiia00l30.,00.4

(58) Heavy feelings in your arms or Jegss....l....%..2.......3.......8

$
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Appendix G

- L]

HSCL‘Dimensions - Item-Total Correlations & Internal CdnsistencyﬁReliability

N
Somatization (Internal consistency r = 0.87 (coefficient a))

No. Item Item-total r
1 headaches _ 0.51°
4  faintness or dizziness ‘ 0.62

12 pains in the heart or chest . 0.66

14 felling low in enerqgy or slowed down 0.60

27  pains in lower part of your back . .0.65

42  soreness of your muscles | 0.70

48 trouble getting your breath 0.67

49  hot or cold spells ) 0.64

52  numbness or tingling in parts-of your body 0.71

53 a lump in your throat . ' 0.55

56 weakness in parts of your body 0.75

. Sé ‘heavy feeling in your arms or legs ' c 0,72%

4 e ——r e S
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HSCL Dimensions - Item-Total Correlations & Internal Consistency Reliability

Obsessive-Compulsive (Internal consistency r = 0.87 (coefficient a))

No. Item Item-total r
9 trouble remembering things ' 0.73

10 worried about sloppiness or carelessness 0.60 ‘
28 feeling blocked or stymied in getti\'ng things done 0.73

38 having to do things very slowly in order to be
/

sure you were doing them right ) 0.73 !
45 having to check and double-check what you do 0.76,C
i 46 difficulty making decisions ( 0.77 /
51 your mind going blank 0.70
55 trouble concentrating 0.79

Interpersonal Sensitivity (Internal consistency r = 0.85 (coefficient a)

No. Item Item-total r ¥
6 feeling critical of others 0.67

11 feeling easily annoyed or irritated 0.72

24  temper outbursts you could not control . 0.69

34 your feelings being easily hurt 0.74

36 feeling that others do not understand you or are unsympathetic 0.75

37 feeling that people are unfriendly or dislike you 0.77
41 feeling inferior to others 0.72
¥
S
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HSCL Dimensions - Item-Total Correlations & Internal Consistency Reliability

.

Depression (Internal consistency r = 0.86 (coefficient a))

No. Item Item-total r
5 loss of sexual interest or pleasure 0.49
*16  thoughts of ending your life 0.54
19  poor appetite . | 0.45
20 crying easily 0.60
22 a feeling of being trapped or caught ‘ 0.68
26 blaming yourself for things . 0.68 -
29 feeling lonely | 0.77
30 feeling blue ‘ Lo 0.80
31 worrying or stewing about things ‘0.73
32 feeling no interest in things ) 0.66
54 feeling hopeless about the future ‘ { 0.77

3

Anxiety (Internal consistency r = 0.84 (coefficient a)

No. Item Item-total r
2 nervousness or shakiness inside 0.69
17  trembling S 0.70
23 suddenly scared for no reason ‘ - “0.77
33 feeling fearful ' 0.78
39 heart pounding or racing o / 0.69

&

50 having to avoid certain things,places, or activities
because they frighten you , 0.69

57  feeling tense or keyed up ' 0.68
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Appendix H

Letter of Consent to School Administrator

November 1984

i

TO WHOM THIS MAY CONCERN

3

Dear Sir/Madam:

This Tletter 1is' to redquest your permission to allow me, under the
supervision of the Department of Educational Psychology and Counselling at
McGill University, to conduct a research study on the coping strategies used
by grade 9 students in your school.

The general purpose of this study is to examine and describe the kinds
of situations that adolescents find stressful 1in their daily lives and the
specific ways they deal with those situations.

Each student who participates in the study will be seen individually,
and asked to describe an event or situation which he/she has found stressful
in the recent past, as well as to complete 3 questionnaires designed to
assess the frequency and severity of the daily stresses, his/her thoughts and
actions that deal with these stresses, and how he/she has been feeling during
the previous week. These tasks will take about one hour to complete and will
be arranged through the Guidance Department to be done while the student is
at school. The adolescent will be asked to repeat this interview process a
total of 3 times, once every 5 weeks. The research is not attempting to test
adolescents. The students will have this explained to them.

Letters of permission, authorizing the student to participate in the
study will be distributed to the parents.Complete secrecy and confidentiality
will be maintained. No reports of data will use any child's name or allow
identification of individual children. An overall description cf the resuits
of this study will be made available to the School and to parents on
completion of the study.

[ thank you for your consideration of this matter.

[f you have any questions about the research please feel free to contact
me at the following telephone number ( Y, or call
Dr. F.Dumont at McGill University at 392-8886.

Yours sincerely,

»
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Appendix I B

Letter of Consent to Student

November 1984

Dear Student:
o

The School that you are attending is cooperating with McGill University
in a study investigating the nature of the relationship between adolescent
stresses and normal adolescent development.

The general purpose of this study is to examine and describe the kinds
of situations that adolescents find stressful in their daily lives and the
specific ways they deal with those situations.

Each student who participates in the study will be seen individually,
and asked to describe an event or situation which he/she has found stressful
in the recent past, as well as to complete 3 questionnaires designed to
assess the frequency and severity of the daily stresses, his/her thoughts and
actions to deal with these stresses, and how he/she has been feeling during
the previous week., These tasks will take about one hour to complete and will
be arranged through the Guidance Department to be done while the student is
at school. The student will be asked to repeat this interview process a total
of 3 times, once every 5 weeks. The research is not attempting to test the
student.

Complete secrecy and confidentiality will be maintained. No reports of
data will use the student's name or allow identification of individuals. An
overall description of the results of this study will be made available on
completion of the study.

Thank you for your consideration of this matter.

If you have any questions about the research, please feel free to
contact me in the Guidance Departhent.

Kindly indicate if you are willing to participate on the attached
tear-off slip and return it to me in the Guidance Department as soon as
possible.

‘

Yours sincerely,

I, agree to
participate 1n the study investigating the nature of the relationship between
adolescent stresses and normal adolescent development described in the above
memorandum. [ understand that 1t will be carried out by the Guidance
Department, in cooperation with the Department of Educational Psychology and
Counselliing at McGill University.

Date:

Signature of Student
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Appendix J

Demographic Data Sheet

(To be completed by Counselling Intern on lst Interview of student)

DATE: //////////////,,/,»/ﬁ’”"'"’———__-*“‘—‘“‘\\\~*~\\\\
COUNSELLING INTERN:

STUDENT CODE:

GENDER OF STUDENT:

AGE OF STUDENT: .

MOTHER TONGUE (language spoken at home by parents):

+

STUDENT LIVING WITH ONE OR BOTH PARENTS AT HOME OR OTHER:

IS THE FATHER EMPLOYED? YES N0 N/A  FATHER'S OCCUPATION:

1S THE MOTHER EMPLOYED OUTSIDE THE HOME?  YES  NO N/A

MOTHER'S OCCUPATION:
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Appendix K
lLetter of Consent to Parents

November 1984
Dear Parents:

The School that your child 1is attending is cooperating with McGill
University in a study investigating the nature of the relationship between
adolescent stresses and normai adolescent adjustment.

The general purpose of this study is to examine and describe the kinds
of situations that adolescents find stressful in their daily Tlives and the
specific ways they deal with those situations.

Each student who participates in the study will be seen individually,
and asked to describe an event or situation which he/she has found stressful
in the recent past, as well as to complete 3 questionnaires designed to
assess the frequency and severity of the daily stresses, his/her thoughts and
actions that deal with these stresses, and how he/she has been feeling during
the previous week. These tasks will take about one hour to complete and will
be arranged through the Guidance Department to be done while your child is at
school. The adolescent will be asked to repeat this interview process a total
of 3 times, once every 5 weeks. The research is not attempting to test
adolescents. The students will have this explained to them.

Complete secrecy and confidentiality will be maintained. No reports of
data will wuse your child's name or allow identification of individual
children. An overall description of the results of this study will be made
available to parents on completion of the study.

Thank you for your consideration of this matter.

If you have any questions about the research please feel free to contact
me at the following telephone number ( ).

I hope that you will allow your child to participate. Kindly 1indicate
your wishes on the attached tear-off siip and have your child return 1t to
the Guidance Department as soon as possible,

Yours sincerely,

I authorize my child, to
participate in the study investigating the nature of the relationship between
adolescent stresses and normal adolescept' adjustment described in the above
memorandum. I understand that it will be carried out by the Guidance
Department, in cooperation with the Department of Educational Psychology and
Counselling at McGill University.

Date:

Signature of Parent or Guardian
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Appendix L

Ethical Research Statement
Research Committee of the Faculty of Education

Name of researcher Inge Schamborzki
Title of research proposal Stress and Coping in Adolescence

Grant agency applied to, if any
ANSWER EACH QUESTION OR THIS STATEMENT WILL BE RETURNED

1. In your research plans, how do you intend to ensure that informed consent
is obtained from subjects? (Informed consent requires that subjects fully
understand the nature, procedures, risks and benefits of the research and
freely agree to participate in the study.) Please attach a sample of your

consent form(s).

The 4 interviewers are 2nd year Master in Counselling students who have
previously obtained permission to do internships in the Guidance
Departments in their respective high schools. These students will now
request permission from the Principals to conduct the research in their
schools. If this is granted, then parental consent will be requested from
those grade 9 students randomly selected from the class 1iszs to
participate in the research.

2. What assurance can you offer that there are only minimal physical or
psychological risks to your study?

The study is at the exploratory-descriptive level of inquiry only. Only
full-time students attending school on a requiar basis will be asked to
respond to the questionnaires. The sample population will be a "normal”,
"healthy", group of grade 9 students.

What evidence can you offer that the proposed research will not encroach
upon the subject's right to privacy?

Participation is on a voluntary basis. While it 1s hoped that the subjects
will respond to all of the questijons openly and honestly, the students are
clearly able to not respond to those items which they might feel encroach
on their privacy. It i1s the i1nvestigators opinion that all of the

questions are age-appropriate.

4, Describe the provisions that will be made to ensure that the identity of
subjects and the information obtained will be kept in confidence.

The information obtained from the subjects by the interviewers will be
coded in such a way that the principal investigator’ will not be aware of
the identity of the individual students.
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5. Kindly attach a brief summary of your research and research procedures.

The purpose of the study will be to describe and analyze the coping
strategies used by adolescents in specific, stressful events in their
daily lives.

The population will consist of 80 adolescents (40 males, 40 females)
attending the 9th-grade on a full-time basis, in one of 4 consenting,
English-speaking high schools in the Montreal area, who meet the inclu-
sfon criteria as described and who agree, with parental consent, to
participate in the study.

Four research instruments will be used to collect the data:

1. A semi-structured interview of a few inutes duration to find out the
kinds of events that stress adolescents in their daily lives, and how
they deal with them;

2. The Ways of Coping Checklist (revised) reported by Lazarus and his
colleagues (1980;1984) that is a 66-iten self report measure designed to
elicit the broad range of cognitive and behavioral strategies people use
to manage stressful demands. The subject responds on a 4-point Likert
scale;

3. The Daily Hassles and Uplifts Scales (revised) designed by Lazarus and
his colleagues again, to assess the frequency and severity of daily
hassles and uplifts. Subjects are asked to circle a 1ist of items related
to school, health, family, friends, the environment, that they experienced
in the previous month; and,

4. The Hopkins Symptom Checklist (Derogatis & Colleagues, 1974) is a 58-
jtem self-report symptom rating scale that has demonstrated a sensitivity
to low levels of symptomatology in normal populations and that is
particularly likely to show short term changes. It can be utilized as in
this situation as a standardized source of information regarding the
clinical status of the adolescent.

Each of these measures will be administered by the Counseliing Interns,
who are experienced interviewers with adolescents, 3 times at five week
intervals, once the appropriate consent forms have been completed. The
actual times will be coordinated by the Interns to occur during school
hours when the adolescents would not be missing otherwise important class
time.

The data will be analyzed to determine generally speaking, to what extent
adolescents are consistent or inconsistent in their use of particular
strategies to deal with the diverse stressful events of 1iving over time;
what some of the factors are that influence the various strategies
adolescents use; and to what extent the daily hassles experienced, and
their use of particular coping strategies, can be related, if at all, to
the psychological clinical status of the adolescent.



