THE MANY FACES OF COPING:
A PERSONAL AND PROFESSIONAL JOURNEY
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INTRODUCTION
A. Psychologist in family medicine: taught for past 16 vears
B. Longstanding research and clinical interest in family coping

1. family communication patterns - pediatric oncology
patients
2. family functioning - Latine families w/ physically

disabled children
3. support groups and meaning - developmentally disabled
C. I would like to share with you a few of the things T have
learned in the process of my research and clinical work both about
the families I studied and about myself,

IT. TECHNICAL DEFINITIONS OF COPING: SLIDE

A. Coping refers to efforts to master conditions of harm,
threat, or challenge when routine or automatic responses are not
readily available

B. Coping are efforts both action-oriented and intrapsychic, to
manage environmental and internal demands, and conflicts among
them, which tax or exceed a person's resources (Lazarus)

C. Put even more broadly, coping is the response elicited by a
stressful event in order to minimize emotional and physical
distress

I1II. MODES OF COPING: SLIDE
R. Problem-focused (instrumental)
1. seeking information and support
2. taking problem-solving action
3. identifying alternative approaches
4. goal is to eliminate or modify conditions giving rise to
the problem
B. Emotion-focused (palliative - affective regulation
1. secondary coping
2. when can't change outcome, change attitudes about cutcome
3. maintaining hope, emctional discharge, acceptance (+)
4., Wishful thinking, avoidance of intrusive thoughts,
keeping feelings to oneself, distancing (-)
C. Each of these may be both cognitive or behavioral
1. Cognitive coping styles
a. Minimization
b, Vigilant focusing
2. Behavioral
a. Tackling
b. Capitulating
D. Coping may employ strategies of approach or avoidance

IV. ROLE OF APPRAISAL: SLIDE
A. Coping is interactive with appraisal of the stressor
1. What the event means to us



context in which disabled children and their families exist
B. As one child said to me, "This handicap is not my problem.
Your attitude about this handicap is my problem.”
C. Disability on a continuum of normalcy, but most people think
of it dichotomously
D. Spread effect
1. Disability takes over child's identity
2. Entire family is seen as having something wrong
E. Stigmatization
1. Disability seen as deviant, threatening
2. Children, as well as adults, hold negative attitudes
towards disability
F. Intrapsychic organizing schemata to distance from disability
I am intact and invulnerable
There is a just world
My world has meaning and coherence
I am in control of my own life
Disability challenges all these assumptions
G. Dlscomfcrt of nondisabled in presence of disabled
1. Reminds nondisabled of own vulnerability
2. Underlying belief handicap represents punishment
3. Fear of loss of mastery and control
H. Comparisons of parents of disabled and nondisabled children
{my research)
. Parents of nondisabled had much more negative views of
disabled persons -
a. Evaluated them more negatively
h, Saw them 25 more different from normal peopl
2. Parents of nondisabled children engaged in 51gn1f1cantlv
more personal blame attribution
2. Disabled families had significantly less social support
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VII., EFFECTIVE COPING: SLIDE

A. For the past 15 years I have studied, interviewed, and spent
time with families whose children had leukemia and other cancers,
were physically disabled by polic and congenital birth defects, or
were mentally retarded as a result of Down Syndrome and other
genetic disorders.

B. After awhile it became apparent that those families who were
coping most effectively, who appeared to have made a successful
adaptation, who had less stress, depression and anxiety, and better
physical health, shared some things in common:

1. Personality resources
a. Optimism
b. Hardiness {(commitment, control, challenge)
c. Hope

2. Acquiring and using seocial support: asking for help (all
kinds of help) and receiving it

3. Communicating effectively: being able to share feelings and
fears, especially with those closest to them

4. Developing instrumental skills of problem-solving and
information acquisition: knowing how to interact effectively with
a system, like a large hospital

5. Being flexible in terms of what coping strategies they used
in responding to different aspects of a stressful event

6. Using humor

7. Capacity to grieve loss: to recognize the shattering of
certain dreams, and to create new dreams for themselves and their
families

8. Ability to recognize and accept both normal and deviant
aspects of their c¢hild

9. Identifyving meaning: whether through religious conviction or
other experiences and beliefs, evolving a sense of purposiveness
and trust

VITII. NEGATIVE COPING: SLIDE
A. Blame (self and others)
B. Avoidance (chronic); escape; denial
C. Obsessional wishful thinking
D. Excessive self-controlling strategies/emotional discharge
E. Persistent hypervigilance

IX. COPING WITH DISABILITY IN THE CONTEXT OF SOCIETY: SLIDE
A. My research alse taught me something about the social
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