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ABSTRACT

COPING STRATEGIES AND HEALTH STATUS OF MARRIED,

EMPLOYED, PROFESSIONAL WOMEN WITH CHILDREN

By

Susan E. Wilson-Stem

In 1994 70% of married women with children under the age of 18 years

were in the work force. Research indicates that while women are taking on

larger working roles, they continue to take primary responsibility for child-

rearing and domestic work as well. The rapid change in women’s roles over the

past thirty years necessitates research which examines the effects of multiple

role stress on women’s health. This study examines coping strategies and

health outcomes of women functioning in multiple roles. The use of cognitive

coping strategies in the home and work domains was examined in relation to

measures of psychological well-being and physical symptoms. Data were

analyzed from Wave V (1993, N=165) of an ongoing longitudinal study

begun in 1985 (N=200). Married women with children who were

professionally employed as either college faculty or business managers

responded to a mailed questionnaire. Findings suggest a positive correlation

between psychological well-being and the use of cognitive coping strategies at

home. No significant correlation between the frequency of stress related

physical symptoms and use of cognitive coping is shown.
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INTRODUCTION

Working women with children represent one of the fastest growing

segments of modern society. In 1960, 19% of women in the United States

with preschool aged children were employed. By 1986 that number had

jumped to 54% (Bureau of Census, 1987). TWO-thirds of babies born in the

United States are born to women aged 25-44 years. The labor force

participation rate for this age group increased to 75.5% in 1994 (Wall Street

Journal, 1995). In 1994 almost 70% of married women with children under

eighteen years old were in the work force (Rawlings St Saluter, 1994). With

such rapid changes in women’s roles, more information is needed about the

effects of employment demands on working women and their families

(Mortimer 81. London, 1984; Hoffman, 1989). While a growing body of

literature exists on the health effects of employment on women, the results

have been mixed and in some cases contradictory. Some researchers

hypothesize a negative effect on the health of employed women (Haw, 1982;

Sorensen et al., 1985; Schwartz, 1989), while others predict health benefits for

employed women (Pugliesi, 1988; Adelmann, et al., 1990). However, the

majority of recent literature suggests that the combination of multiple roles

(wife, mother, employee) has both positive and negative effects with the net

impact lying somewhere between benign and positive (Barnett St Baruch,

1985; Rosenfield, 1989; Walker 81 Best, 1991).

In order to understand these conflicting results, some investigators are

focusing on mitigating variables involved in the health impact of multiple role
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stress. Social support (House, 1981), positive and negative spill-over from one

role to another (Barnett St Marshall, 1992), and coping strategies ( Killien 81

Brown, 1987) are some of the variables being examined in the current

literature. Current understanding of how each of these relates to the overall

health status of employed women is murky at best.

Further research is needed to illuminate the relationships among

multiple role occupation, stress, coping and the impact on women's health.

The purpose of this study is to examine the relationship between personal

coping strategies and the physical and psychological health status of married,

employed, professional women with children.

A brief review of role theory literature describes the often unique coping

challenges present in managing the multiple life roles that working mothers

encounter. Several suggest that employed women with small children feel a

great deal of pressure from multiple role stress (McLanahan &Adams, 1987;

Owen 81 Cox, 1988: Wortman et. al., 1991). These women must cope with

the strain resulting from: 1) conflicts among personal needs, family and career

obligations (Grey, 1983; Walker 81. Best, 1991); 2) child rearing conflicts

associated with maternal fatigue and guilt (Johnson St Johnson, 1977); 3)

concerns about new role adaptations (Collins et. al., 1992); and 4) difficulties

maintaining an adequate external support structure (House et al., 1988).

This is a particularly salient area of study because a) little is known

about the mechanisms involved in the mitigation of multiple role stress in

working mothers; b) women are the most frequent users of the healthcare

system (Waldron, 1983; Verbrugge, 1985; Mechanic, 1976), even when

gynecological visits are controlled for; c) women with children are seen in the

primary care setting when they bring their children for care and when they

seek care for themselves, offering multiple opportunities for health



3

maintenance intervention by health care providers; (1) the most frequent

complaints brought to primary health care providers by women are non-specific

complaints which are often stress related (Mechanic, 1976; Verbrugge, 1985);

e) the pressure of handling multiple roles is greatest, and the psychological

benefits of employment appear to be the least, among married women with

small children (McLanahan and Adams, 1987; Owen and Cox, 1 988;

Wortman, et. al., 1991 ). Finding out more about this group of women and

how effectively they cope with multiple role stress will guide primary care

providers in providing better health maintenance care and intervention for

stress management.

It is hoped that this study will contribute to the understanding of the

possible effects of coping on health outcomes in women occupying multiple

roles. Perhaps women who utilize coping techniques that involve either

changing or limiting the problem directly or changing or limiting the internal

significance of the problem in order to manage multiple role stress will have

fewer physical and psychological symptoms of disease than women who utilize

these coping strategies to a lesser degree. This investigator hopes to answer the

following questions about professional women who work and have families: 1)

Are feelings of psychological well-being affected by how frequently coping

strategies are used at home or at work? 2) Are perceptions of overall health

affected by the use of coping strategies? 3) Do women who use coping

strategies more frequently, less likely to experience stress related physical

symptoms than women who utilize these strategies less often? This study

seeks to examine how the use of coping strategies in both employee and family

domains may impact upon the physical and psychological health of working

women with children. Much can be learned by examining the health status of

women who have functioned in multiple roles over at least eight years, as these
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women have. This information will add to the developing knowledge base on

the health status of employed women with children.



REVIEW OF LITERATURE

Sorensen and Verbrugge (1987) have identified three predominant

models of study found in the current literature on women, work, stress and

health. The first model is the Job-Stress model in which a negative effect of

multiple role occupation on health status is hypothesized. This model looks

predominantly at specific types of stressors found in the employment arena,

i.e., work overload, time deadlines, high level of responsibility and lack of

control over personal schedules and job tasks. Multiple role occupation is

referred to obliquely: “stress associated with dual responsibilities at home and

job may compound women’s potential health risks.” p. 238. Personal coping is

not examined directly. Researchers using this model expect that as women

increase their exposure to the external stressors of the work place they will

begin to exhibit more of the same negative health effects seen in their male

counterparts, i.e., increased cardiovascular and peptic ulcer disease.

The second model identified by Sorensen and Verbrugge (1987) is the

Health Benefits model in which positive health effects are expected from

employment because women increase their social support resources, enhance

self-esteem by doing socially valued work, and enjoy more financial

independence. Some researchers have hypothesized that employment may

even increase longevity in women (Palmore, 1969). A qualifier does exist in

most of this research, however. It seems that job satisfaction plays a

significant role in health outcomes. Specifically, job satisfaction was examined

in relation to social support, self efficacy, reasons for working and happiness.

5
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Those who felt satisfied at work were found to have better health than their

dissatisfied counterparts. (Verbrugge, 1982).

The third model is the Role Expansion model in which the type and

number of roles a person occupies is examined (Sorensen St Verbrugge, 1987).

The roles of interest are usually parent, employee and spouse. It is postulated

that a number of buffering or intervening factors modify the ultimate impact

on health that role strain or overload may produce. This model supports the

idea that both positive and negative effects result from functioning in multiple

roles but the net effect is positive or benign. This happens because multiple

role involvement can expand resources, rewards, self-esteem and satisfaction.

With this model, the focus is on role demands as Opposed to specific stressors.

The more hours and involvement required by each role the greater the chance

for conflict. Inter-role conflict is often the form of stress examined, either

directly or indirectly.

The present study uses the Role Expansion Model as a conceptual base.

Since this model acknowledges the multidimensional nature of the effects of

multiple role occupation on health, it allows for the exploration of many

mitigating factors. In the present study, the focus is on personal coping style

as a mitigating factor that can modify the health outcomes of women

managing multiple roles.

Sims:

The assumption is made that combining motherhood, a marriage and a

professional career simultaneously is stressful. But what, exactly, is stress; and

how does it affect health? Stress is ill-defined in research literature. In early

research, it is difficult to determine whether stress is an actual event (Thoits,

1981), a reaction to an event (Fairbank St Hough 1979), a pile up of events
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(Langner 81 Michael, 1963), a generalized physiological response (Hans Selye,

1985) or a compilation of normative stressors (McCubben 81. Patterson, 1980).

The ambiguity in defining stress has even led some researchers to question the

usefulness of stress as a concept in research (Elliott 81 Eisdorfer 1982). The

concept remains so broad that consensus on its meaning has yet to be reached.

For the purposes of this study, stress will be viewed within the context of

multiple role stress and subsequent role strain. Stress is conceptually defined

as any stimuli affecting an individual which requires an adaptation in order to

maintain a steady state.

Current research supports the concept that stress is multidimensional

and not limited to isolated stressful events. Some researchers who originally

viewed stress as event focused now realize how important chronic role stress

can be. In his early work, Pearlin focused on single traumatic events, i.e., job

loss, loss of a spouse, divorce, etc. ( Pearlin 8v. Johnson 1977; Pearlin,

Lieberman, Menagham, 8L Mullan 1981). However, Pearlin soon concluded

that it was difficult to isolate the event from the multiple life changes that

accompanied the event or the person's chronic stress levels prior to the event

This realization led to exploration of the convergence of life events and

multiple role stress (strain) (Pearlin, 1989). The chronic normative stress of

meeting multiple role demands on a daily basis continues to be an area of

interest in stress research (Kandel, et. al., 1985; Wortman, et a1, 1991).

In this study, it is assumed that simultaneously occupying three major

life roles (wife, mother, professional) is stressful. Each of these is a high

demand role and can be expected to conflict with one another at some point

(Kandel et al., 1985). Role stress is affected by the number and intensity of

demands found within each role. Since this study focuses on the role of coping

in mitigating the effects of role stress on health outcomes, potential variations
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in role stress are examined. The factors controlled for are: 1) age groups of

dependent children, i.e., preschool, school-aged, and teenaged; 2) marital

status, 3) number of hours worked. The number and intensity of the demands

within these roles are variable. For example, the number and/or ages of the

children at home might affect the parenting role. Young children need far

more help with basic care needs than older children, and the more children

there are, the greater the demands on the parent. Some research suggests that

employed mothers of preschool aged children may experience more role

conflict and fewer benefits from work than women with no children or older

children (McLanahan &Adams, 1987; Owen &Cox, 1988).

In the employee role, the number of hours worked may be an indicator

of role demand. Someone working sixty hours per week may have more

demands on their time than someone working forty hours per week When the

demands of different roles collide, either because there are too many demands

or because they must be met simultaneously, role conflict can result. Marital

status is also considered because support exists for the theory that married

people enjoy better health than their single counterparts, but the cause is

unclear (Kessler 81. Essex, 1982). These findings could be related to increased

social support, increased socio-economic status or a combination of factors.

51min

In Role Theory research, role stress is viewed as an antecedent to role

strain. Role conflict, role accumulation, or role incompatibility are all part of

role stress. Role strain is conceptually defined as a subjective feeling, i.e.,

frustration, insecurity, guilt, pressure or anxiety, resulting from role stress

(Ward, 1986). The occupation of multiple roles relates to role stress; role

strain relates to the subjective feelings of time pressure, guilt, anxiety, or
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insecurity that may result from role stress. Multiple role stress and subsequent

role strain is the type of stress addressed in this study.

Health

The mechanism through which stress affects health is complex. The

generalized adaptation syndrome causes a number of physiological effects

which can lead to physical symptoms and/or morbidity. In order for this

response to occur the subject must perceive some sort of physical or mental

stimulation (strain), which in turn stimulates the fight-or-flight response.

When this stimulation is chronic or persistent, illness can be the result (Selye,

1956). Psychological distress and morbidity can be the result of chronic time

pressures and feelings of frustration and inadequacy caused by inter-role

conflict (Barnett 81 Marshall, 1992). However, it is clear that individuals

experience stress within the context of available resources, i.e., previous

experience, social support, personality, and prior socialization (see Figure 1). It

appears that negative health effects from stress are experienced when demands

exceed available resources (Lazarus 81 Folkman, 1984).

The outcome measures used in the current literature to capture the

concept of health include life role satisfaction (Hall, 1 972), symptoms of

depression and anxiety (Pearlin St Schooler, 1978), and physical symptoms

(Kahn, 1964). In this study, health status is described not only by the

presence or absence of illness but by subjective feelings of well-being, as well.

This view of health status follows a nursing model approach (Pender, 1987)

but is also supported by personality research in psychology (Rodin 81 Salovey,

1989). For the purposes of this study good health is defined as subjective

perceptions of psychological well-being as well as the absence of physical

illness. Illness is represented by type and frequency of physical symptoms of

disease and the perception of overall health.
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Calling

Perhaps the conflicting results of role conflict research are due to

variations in personal coping. It is possible that the effect of multiple role

occupation may range from deleterious to positive depending on how the

individual copes. In this thesis it is hypothesized that personal coping is the

factor that mediates the impact of multiple role stress upon the health of

professionally employed women with children in the home.

When reviewing and synthesizing the early role conflict coping research,

two broad categories of coping strategies emerge. While coping research

examines many types of coping strategies, two general categories seem common

to most: 1) coping strategies that have an impact upon the problem or the

environment which creates the problem and 2) coping strategies which deal

with the individual and how she views or responds to the problem internally.

Kahn et a1. (1964) discussed two types of problem-oriented coping strategies:

1) those directed toward the environment (fixing an external problem) and 2)

those directed toward the self (fixing an internal problem or changing the

internal significance of an external problem). Hall's (1972) research identified

similar types of coping. His study of college educated women presented a

model of coping with multiple role stress which included these forms of coping.

1) Type I coping, called structural role redefinition, entails altering the external

expectations of role performance, e.g., renegotiating with others about role

expectations or hiring outside help; 2) type 11, personal role redq‘inition, involves

changing ones own perceptions or expectations about ones performance in a

given role, e.g. telling yourself that you can't do it all; 3) type III, reactive role

behavior, involves increasing effort to meet all the demands made when no

other option appears workable. Pearlin 81. Schooler (1978) also describe three

major types of coping: 1) changing the situation out of which the stressful
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experience arises; 2) controlling the meaning of the experience; 3) controlling

or decreasing the emotional consequences of the stress if nothing more can be

done. These early researchers have provided a firm, broad base of information

about coping strategies used in managing multiple role stress. While the

coping strategies identified by each one differs somewhat they all seem to

indicate that action can be taken by an individual to mitigate the adverse

effects of stress. This action may be directed toward the external environment

or internally, toward the self.

While there are many approaches to conceptualizing human coping,

Lazarus and Folkman (1984) utilize concepts and relationships that fit this

research particularly well. Lazarus and Folkman (1984) define coping as

"constantly changing cognitive and behavioral efforts to manage specific

external and/or internal demands that are appraised as taxing or exceeding the

resources of the person." (p. 141 ). This study will utilize their conceptual

definition of coping because it contains the key components of interest to this

investigator. Lazarus and Folkman (1984) look at coping in terms of cognitive

appraisal. Appraisal is the process by which individuals attach significance to

their experiences. The appraisal process is broken into primary and secondary

components. "Secondary appraisals of coping options and primary appraisals

of what is at stake interact with each other in shaping the degree of stress and

the strength and quality (or content) of the emotional reaction." (p. 35). The

focus is on the person's interpretation of the situation and how prepared he/she

feels to meet the situation. The function of the coping process is to alter either

the problem, or the emotional response to the problem. In theory, a person

who perceives little or no threat or who feels very comfortable meeting the

threat would experience very little physical or emotional impact from the

stimuli.
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Lazarus and Folkman’s theoretical framework for the inter-relationships

of stress, coping and health is of particular importance in conceptualizing the

relationships explored in this thesis. For example, the appraisal process

described above would be directly related to role strain discussed earlier on

page 12. If appraisal is the process of attaching significance to a particular

stimuli and strain is the subjective feeling of discomfort, it seems logical that

strain is a direct result of appraisal. In investigating coping with multiple role

stress, it seems important to look at specific actions the individual may take

that would either change the stressful situation or change the meaning of that

situation for the individual. Thus, for the purposes of this study, cognitive

coping is defined as, conscious mental activity which approaches the problem

with the emphasis on solving a perceived problem.

This study uses questions about coping strategies in both home and

work domains that either, 1) address change in the stressful situation, e.g.,

reducing workload, scheduling, prioritization etc. or, 2) change the personal

interpretation of the role stress, e.g., redefining situations, reducing personal

expectations, lowering standards.

II 1181 . 1' El! '11

How life stress is mitigated by the individual is depicted in Figure 1. In

this model, we see the proposed pathway from stress to health impact. We will

examine the basic pathway first and then discuss the inter-relationships in

more detail. First is the source of stress, in this case, multiple-role occupation,

which leads to the appraisal of stress, both primary (what is at stake?) and

secondary (can I handle it?) which precedes the subjective experience of strain.

Next comes the coping response. The effectiveness of that response determines

the health outcome. The effectiveness of coping and the coping response
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chosen form a feedback loop to stress, either adding to or diminishing overall

stress.

As discussed earlier, the occupation of multiple roles is assumed to be a

source of stress. Cognitive appraisal encompasses the initial evaluation of the

source, type, magnitude and likely impact of the perceived stress (primary

appraisal) as well as the consideration of available actions (secondary

appraisal). Cognitive coping is characterized by conscious, mental activity

which approaches the problem with the emphasis on solving the problem. The

effectiveness of the coping response determines the impact upon health.

Health becomes the measure of long-term coping effectiveness.

Not all coping responses are cognitive in nature, of course. There are

numerous coping responses, not all of which are conscious. An example would

be avoidance. Avoidance is the use of something else to insulate the person

from the discomfort of stress. This would include the use of drugs or alcohol,

smoking or engaging in risk-taking behavior. All of these coping responses

have the effect of diverting attention or avoiding the discomfort resulting from

stress. If cognitive coping is characterized as a conscious, mental activity, then

it is possible to completely by-pass the Appraisal and Strain portion of the

model. Stress can lead directly to a coping behavior if the process is

unconscious. A feedback loop exists in which the type of coping chosen can

affect stress. For example, avoidance usually leads to an increase in stress and

conflict, whereas positive cognitive coping will decrease stress and conflict.

This study will be limited to cognitive coping because this form of

coping lends itself to teaching interventions in the primary care setting.

Coping strategies which incorporate basic problem solving techniques such as,

analysis of the problem, assessment of available resources and barriers, brain

storming, culling, planning and ultimately problem resolution are relatively
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easy to teach. Cognitive reappraisal, in which the patient is guided through

the process of reassessing the impact of stress to reduce strain, is also a fairly

simple procedure. These are techniques most professional nurses are familiar

with because they mirror the "Nursing Process" taught in most schools of

nursing (Pender, 1987).

Throughout the process modeled above, all relationships between steps

are influenced by the overall availability of personal resources, i.e., finances,

social support, previous experience, personality, etc. (House, Umberson, 81

Landis, 1988). The main relationship examined in this study, however, is the

one between coping and health.

Applications

How working mothers cope with multiple role demands and the effects

that different coping strategies have on overall health is of particular

importance to the primary healthcare provider. The primary care provider is

often asked to intervene when working mothers present with symptoms of

fatigue, depression, marital dysfunction, stress related maladies, and health

maintenance issues. If use of positive coping strategies were found to help

mitigate the negative health effects of stress, then health maintenance teaching

could be designed to help clients learn and utilize these strategies at home and

at work. In this study, it is hypothesized that women who utilize cognitive

coping techniques that involve either changing or limiting the problem directly

or changing and limiting the emotional response to the problem in order to

manage multiple role stress will have fewer stress related physical symptoms

and greater psychological well-being than women who utilize these coping

strategies to a lesser degree.



METHODS

Sample

The data for the following analysis are part of a longitudinal study

begun in 1985 by principal investigators, Monica Biernat, Carol-Ann Emmons,

Eric Lang, Linda Beth Tiedje, and Camille Wortman. Their work was funded,

in part, by grants from the National Institute of Mental Health, grant

#MH40255-01, and the National Science Foundation, grant #BNS-84l-7745.

The parent study seeks to clarify the mechanisms through which exposure to

multiple role stress leads to subsequent health and functioning problems for

married professional women with young children. The larger study examines

women’s experiences in each of their primary roles, any inter-role conflict, their

coping strategies, soda] support, personal goals, personality factors, health

behaviors, and family backgrounds. Five waves of data from personal and

telephone interviews as well as a mailed questionnaire were collected from

1985-1993. At intake, the women in the sample were employed full-time in

one of two occupational fields. They were either college faculty or mid-level

business managers. All of the subjects had at least one child under the age of

five years in the home at the time of the first wave (1985). They were married

and living with their spouses.

Female college professors were randomly selected from lists of full-time

women faculty members obtained from the personnel departments of large

and small universities in the southeastern Michigan and Chicago areas.

Women mid-level managers were selected from a random stratified sampling of

16
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Detroit and Chicago area advertising, accounting, legal and banking firms.

The sampling frame was stratified into small, medium, and large companies.

The companies were randomly selected from within these strata to obtain an

equal number of participants across the three types of companies. A total of

104 companies were contacted, 72 in Michigan and 32 in Illinois. Sixty-eight

of the Michigan companies (94%) and 26 of the Chicago-area companies

(81%) agreed to participate. In providing two professionally distinct groups it

is hoped that greater generalizabilty can be obtained.

This study relies on secondary data analysis to examine the patterns of

physical and psychological health as well as coping strategies used by the

subjects as described in wave V data (collected 1992- 1993).

Procedures

Wave V (1993) data were collected using a mailed, self-administered

questionnaire. Signed, informed consent was obtained from each respondent

and confidentiality was insured. The subjects' anonymity in the data file is

protected by coding the respondent ID by number only. The use of secondary

data did not allow this investigator access to the personal identities of the

subjects. The proposal was forwarded to UCRIHS for review (see consent form

Appendix A) and approved.

0 . l D E . . l I

The women in this sample (current study) have functioned in multiple

roles over a prolonged period of time. This study describes health status and

use of cognitive behaviors as measured by both an established, empirically

tested scale and three new scales. The empirically tested scale was used to

measure positive feelings of well-being. Another scale of stress related

symptoms was created by the investigators of the parent study to measure

physical symptoms of disease. The two coping scales were also designed for the
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parent study. In addition to these scales, a single-item health measure was

used. Information on control variables, such as, marital status, number of

hours worked, smoking status and ages of children, were also collected.

Health

Physical health was measured by a single item self-rating question about

overall health as well as a list of physical symptoms. Several studies support the

accuracy of the single item self-rated scale when compared to objective

measures of health (Eisenberg, 1979). The physical symptoms scale measured

how many times the respondents experienced particular stress related

symptoms within the previous month. Using the overall report of health and

the physical symptom scale should produce a better overall picture of health

than using one or the other exclusively. If only the single-item scale is used the

chance of responses limited to " good" to "excellent" is fairly high, thus

unnecessarily limiting variability. If only the physical symptoms scale is used

then inappropriate assumptions could be made about overall health when only

symptoms over the last 30 days are asked for. The correlation between the

symptom scale and the single item score is fairly strong, r = .45, p = < .000,

though, the symptom scale clearly measures a related but distinct dimension of

health.

The symptom list utilizes a 5-point response scale (1 = "never" to 5 =

"15 or more days") which asks how many days within the past month the

person has been bothered by symptoms such as colds, headaches, infections,

tinnitus, constipation, etc.. This scale was developed by the investigators of

the parent study and does not have established reliability and validity values.

Psychological health was measured by a nine item Positive Affect scale.

The measure of personal well-being derives from Bradburn's Affect Balance

Scale (Bradburn, 1969). In its entirety, the scale measures positive and
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negative affect and has high validity and reliability. The scale employs a 6-

point response scale (1 = "none of the time" to 6: "all of the time") to such

questions as , ”How many times in the past month did you feel relaxed and free

of tension?" and "How many times in the past month have you felt particularly

excited or interested in something?". In each of the health scales the lower the

rating the healthier the person, the higher the score the poorer the health

outcome. Alpha coefficients for reliability were calculated for all the scales

used in this study (see Table 1).

 

#of Std. Range Alpha Mean Inter-

Items Dev. Item

Correlation

 

 
 

 

     

Copingat 1.-6 3.8

Work

Copingat 17 2.2 .41 1.3-3.1 .72 .13

Home

Positive 9 3.7 .89 1.4-5.6 .94 .62

Affect

Physical ‘ 19 1.3 1.29 0-7.18 .77 .16

_ S 't0m8_ -

Caving

The coping variable is measured by two scales developed for this study.

These scales were based on work done by Hall (1972). One scale asks about

coping strategies used in the work domain, and the other asks about strategies

used in the home domain. These scales use 14-item (work) and l7-item

(home) Likert scale responses rated from l=not at all to 4=very true on
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statements, such as, "I recruited more help at home so that I could spend more

time on home activities that 1 do best or enjoy most" or "I told myself, ‘Just do

the best you can.'" (See Appendices C 81 D.) The tools were designed to

measure different aspects of cognitive coping responses as conceptualized in

Hall's work (Hall 1972). This researcher hoped that subscales measuring

external and internal coping strategies could be distinguished in both the home

and work coping scales. Unfortunately, factor analysis did not support the

existence of distinct internal or external coping subscales. Therefore, each

coping scale will be used as a whole to measure more general coping strategies.

The coping scales were analyzed for internal consistency using inter-item

correlations and item-total correlations. As a result some items were deleted

from the scales. The final Coping at Home scale consisted of 17 items with an

alpha of .72, and the Coping at Work scale has 14 items and an alpha of .66

(see Table 1). One question was thrown out of the Work scale due to a typing

error that changed its meaning (question Cln, see Appendix C). On both of

the coping scales, the higher the score, the higher the use of cognitive coping

strategies.



DATA ANALYSIS

This is a cross-sectional, correlational study. The dependent variable is

health status as measured by 1) singe-item self-reported health, 2) physical

symptoms and, 3) positive affect scales. The independent variables are coping

responses used in both the work and home domains. Data analysis included

assessment of relationships using Pearson’s product-moment correlation (r) and

multiple regression analysis. Multiple regression analysis was used to help

statistically control for the possible influences on health of: 1) marital status,

2) number of hours worked, 3) ages of children, grouped into preschool,

school-aged and teen-aged, and 4) smoking status.

E. 1'

The women in this study started participation in a larger longitudinal

study in 1985. At that time selection criteria were: 1) full-time professional

employment, 2) marriage, and 3) at least one pre-school aged child in the

home. The data for the current study were gathered in 1993 during Wave V

data collection of the larger study. With the exception of the age of the

children, the vast majority of women continue to meet these criteria. 91.5% of

the sample are still married (not necessarily to the same spouse); the average

number of children at home is two (2); 97% have their children living with

them at all times; 96.4% have at least one school aged child; 22% have at least

one teenager; and 36% still have preschoolers. The average number of hours

worked per week is 44. The majority of these women continue to meet the

challenges of managing multiple roles (see Table 2).
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Not Employed 6 3.6%

Muslim

Faculty 80 48.5%

Manager 85 51.5%

W

Married 150 90.9%

Not Married 14 8.5%

C] .l I I I! C

All the time 155 93.9%

Halfthe time 5 3.0%

Other than all or half the 6 3.6%

time

E [:1 II I O

Preschoolers 59 35.7%

6 to 12 years 159 96.3%

13tol8years 36 21.9%

'Children may be in more than one

category.

mam

$30K - 49,999 8 4.8%

$50K - 99,999 60 36.1%

$100K - 149,999 52 31.5%

$150K - 199,999 17 10.3%

$200K - 249,999 13 7.9%
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Simple, bivariate correlations between the two coping scales and the

health status variables yielded few significant correlations. Positive affect

appears to be moderately affected by the use of cognitive coping strategies.

Employing positive coping strategies at home and at work appears to improve

the positive affect of these women (r = -.291, p < .00 at work; r = -.25, p <

.00) but shows no sign of improving physical health. There were no significant

correlations between self reported health status or the frequency of stress

related symptoms and the use of positive coping strategies, however. The chart

below shows statistical findings using Pearson's product-moment correlations

(see Table 3).

1113:: 1.! C‘ III]!!!

, 7 COHOME ‘,COPE WORK
 

 

 

  

HEALTH r=-.lll p=.l73 r=-.056 p=.482

SYMPTOMS r=-.112 p=.166 r=-.036 p=.654

POAFFECI‘SITIVE I r=-.91 ,, f =.000 r-5=.22 g =.001‘

Other factors likely to have an impact upon the dependent variable of health,

such as, smoking habits, marital status, number of hours worked per week and

the age of the children in the home, were also examined using multiple

regression analysis. The effects of the coping variables were examined again

within a multivariate context along with the confounding variables. When this

method of analysis was used, only the effects of positive coping strategies at

home seem to influence positive affect (b= -.47, p< .03). Among the control

variables only smoking had a direct effect; it appears to reduce overall health

(b= .53, p<.05). This result is expected, of course, but the overall weakness of
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all the control variables in predicting health outcomes is somewhat surprising.

(see Table 4).

In light of these findings, the answers to the research questions appear

to be as follows: 1) Are feelings of psychological well-being affected by how

frequently positive coping strategies are used at home or at work?

Examination of correlations shows a positive correlation between positive affect

and coping in both the home (r = -.252, p = .001) and work ( r = -.291, p <

.001) domains (see Table 3). (The - sign of the r values results from the

reverse scoring of the positive affect scale, with lower scores indicating greater

positive affect.) However, after controlling for the stress modifiers, coping at

work no longer seems to exert an independent effect on positive affect (b= -

.28, p= .14). It would appear that only the use of these coping strategies in

the home improves a woman's positive affect. 2) Are perceptions of overall

health affected by the use of coping strategies? Apparently, neither the use of

cognitive coping at home nor at work has any impact on subjective perceptions

of general health (work: r = -.1 l 1, p = .173; home: r = -.056, p= .482). The

multivariate regression model confirms these findings (home: b=-.07, p=.68;

worlc b= -.28, p= .14) Thus, coping does not appear to influence overall

health in this sample population. 3) Are women who use positive coping

strategies less often, more likely to experience physical symptoms of disease

than women who utilize these strategies frequently? These findings show no

significant correlation between use of coping strategies and physical symptoms

(work: r = -.l 12, p = .166; home: r= -.036, p= .654), these correlational

findings are corroborated by the multivariate analysis (see Table 4).
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INDEPENDENT : (11Wb(2)amnmb(3>£mmam

VARIABLES . b beta T-Si;_ beta T-S: beta T-sr

(l)CopingWork -.13 -.09 .39
 

 
 

 

 

-.05 .6 -.28 -.1

(2) Coping Home f -.07 -04 .68 115-.41 -.13 .21I-.47 -.21 .03

ZMa 2 ’

(1)#Hours Worked ‘ -24 -3.8 .99 -.01 -04 .63 .002 .03 73'

(za) Children Aged 1-5 .18 .14 .13 -.09 -.04 .67 -005 -003 97'
 

(2b) Children Aged 6-12 -.02 -.02 .86 -.17 -.08 .39 .01 .007 .94]

 

(2c) Children Aged 13-18 .11 .09 .34 .09 .04 .66 .25 .16 .06'

 

(3)Marital Status -.24 -.ll .25 -.31 -.07 .42 -.38 -.12 .13

 

   (4) Smoking .53 .22 .01 .78 .16 .06 .02 .007 .93

1 .08

 
 

 



DISCUSSION

Methsxlglggiealmms

While few of the relationships explored in this research proved to be

strongly correlated, it would appear that an individual may exert some control

over how stress affects their psychological well-being via the use of cognitive

coping strategies at home. Unfortunately, a number of methodological

problems exist in this study which may have influenced the research findings.

The most critical problem is that of measuring the independent variable

of coping. Coping is a broad and ill defined concept. It is likely that people

use a variety of coping behaviors, not all of which are cognitive in nature. If

subjects are unaware of what they do to cope it is unlikely that self-report

measures will be of much use in capturing coping style. Even if the research is

limited to strictly cognitive coping behaviors, which coping behaviors should

be measured? Cognitive coping encompasses more than just cognitive

problem-solving behaviors and reappraisal.

The coping scales were designed to measure specific types of coping

strategies, but the factor analysis indicated that there were no stable subscales.

The items seem to measure multiple dimensions of coping without falling into

clearly discernible subscales. Thus a certain ambiguity remains concerning the

meaning of the combined scale scores. This methodological problem could

have implications for the practical applications of the research findings. For

example, if a primary care provider wanted to design a program to teach

cognitive coping techniques to help working mothers improve their

26
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psychological well-being, it would be difficult to pin-point exactly what type of

coping responses to teach. While the scales do provide a general direction,

they are lacking in specificity. Perhaps expanding and refining the coping

scales would lead to a clearer picture of the relationship between coping and

health.

The study is further limited by the homogeneity of the subjects. little

variation exists in demographics or in responses to the research variables. This

limits generalizability. The majority of the subjects are in excellent health. For

example, the mean response on the overall health scale (1 = excellent, 4: poor)

was 1.74 with a standard deviation of .69. Similarly, on average, these women

reported only 1.33 symptoms (SD= 1.29). Thus, it may be that these women

are still too young to show significant health consequences of multiple role

stress (average age is 42 yrs.). It would be interesting to analyze longitudinal

data over a twenty year time period and assess change in health status and use

of cognitive coping patterns.

The regression involving a single item response (self-rating of health) as

a dependent variable poses additional analysis problems because its use violates

the underlying assumption of the ordinary least squares procedure in which

error should be normally distributed around the estimated regression line.

Thus, the estimated parameters in this regression are likely to be biased and

the associated significance test are likely to be invalid.

l l' . EE' 1'

I 1' . fl . . l'

The findings of this study seem to support the Role Expansion Model

which hypothesizes that effects of multiple role stress on women's health are

mitigated in a multi-dimensional way. While the impact of cognitive coping

(in the home) on positive affect is statistically significant, this study showed no
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significant effect from cognitive coping in the work domain. The reason for

this probably lies in the inter-dependence of multiple factors in stress

mediation. Further investigation into the types of conflict encountered in

these two domains as well as the differences in how women cope at home as

opposed to work may help illuminate this. It is also interesting to note that

other researchers have found the use of cognitive (concrete) coping strategies

to be more effective in mitigating stress in the home domain than in the work

domain. Pearlin 81 Schooler (1978) found that, "...individuals' coping

interventions are most effective when dealing with problems within the close

interpersonal role areas of marriage and child-rearing and least effective when

dealing with the more impersonal problems found in occupation" (p 2).

The Role Expansion model also supports the concept that the overall

effects of stress on health is mitigated in such a way that the net effect is

somewhere between positive and benign (Sorensen & Verbrugge, 1987).

Though there are likely other explanations, the women in this study appear to

be in excellent health. Most Role Expansion theorists cite the rewards of

increased social support, socio-economic status, role satisfaction, personal

efficacy, enhanced sense of personal control as possible factors in mitigating

multiple role stress (Sorensen 81 Verbrugge, 1987). The specific effects of

personal coping have generally not been examined in this body of literature,

however. The blending of coping theory and multiple role theory offers a

promising area of study.

This study adds further support to the growing body of coping literature

which suggests that coping strategies which involve a reframing (Anderson St

Leslie, 1991), or reappraisal (Lazarus St Folkman, 1985), or perceptual control

of the internal meaning of a particular stressor/s (Pearlin & Schooler, 1978),
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appear to enjoy greater psychological well-being than those who do not use

these coping strategies. ’

The findings that smoking negatively impacts upon overall health comes

as no surprise and further supports the growing volumes of literature on the

subject (Chesney, 1991; Roden St Salovey, 1989).

The Advance Practice Nurse can be sensitive to the needs of women who

manage multiple roles on a daily basis. Adequate assessment of stress and

depression should be part of health maintenance for these women.

Findings suggest that utilization of the coping strategies which either

alter the source of conflict or the psychological appraisal of the conflict, in the

home domain, may increase positive affect. If cognitive coping techniques can

be taught (which is controversial), it seems reasonable for the Advanced

Practice Nurse to address this in the primary care setting. Attempts to teach

cognitive coping techniques and general stress management could be

incorporated into health maintenance and used as intervention for stress-

related complaints.

Caution should be exercised in generalizing from this sample. The

subjects in this study are professional women who have likely been

professionally socialized into utilizing cognitive coping response more

frequently than most women. It may be that problem-solving techniques

learned during their education and professional development closely

approximate cognitive coping strategies. If this is the case, then this sample of

women would be practiced and proficient at utilizing these particular types of

coping strategies. It is possible that women less familiar with these techniques

would have more difficulty implementing them if they were to learn them in an

out patient setting with minimal follow-up.
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Gaining insight into how multiple role occupation affects women's

health and what factors may mediate those effects is a salient area of study.

The need for further information about specific coping strategies utilized by

women to manage multiple role stress has been discussed. Understanding how

women cope and which coping techniques work best would be valuable

information to the primary care provider. It is important to understand the

differences between coping in the home domain and the work domain. Are

certain coping techniques more efficacious at home than at work ? Do women

use different coping mechanisms than men? Does education or age impact

upon the types of cognitive coping used by women? The answer to these

questions would add to the coping literature on working women.

Defining the concept of coping and designing cognitive coping scales

that can clearly reflect particular aspects of coping is an ongoing research

problem. Great strides have been made by the classic researchers like Hall,

Pearlin St Schooler, Lazarus St Folkman, and others, but further work is

needed.

Role theory also offers interesting avenues of investigation. Does the

amount of time spent in each role impact upon the amount of overall

stress/strain? Are certain roles inherently more rewarding than others? How

does personal coping impact upon role overflow? Can a great deal of

satisfaction in one role compensate for strain in another role?

Of course this study does not examine the effects of factors such as

social support, personal efficacy, locus of control, and personal resources; etc.

but a general direction for patient teaching can be ascertained. These findings

add further impetus to explore the complex relationships between stress and

health in women occupying multiple roles.
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APPENDIX B

Health Questionnaire

Section H: HEALTH

H1. Now I'd like to ask you some questions about your health. First, how has your

health been during the past 12 months—fair, excellent. good, fair, poor?

1. E] Excellent

7. C] Good

3. [3 Fair

4. D Poor

H2. Please indicate how often you have had each symptom during the mm}!by

placing an 'X" in the appropriate box.

 

l-2 3-6 7-l4 15 or more

Never Days. Days Days Days

(1) (2) (3) (4) (5)
 

H2a. Cold or flu

l-l2b. Menstrual cramps

l-l2c. Stomach cramps (nonmensu'ual)

HZd Bloating (edema)

me. Headaches (nontm'graine)

H2f. Chest pains

l-lzg. Infections of the eye. ear. nose. or throat

 

 

 

 

 

 

 

HZh. Ringing in the cars (tinnitus)
 

H2i. Sinus problems; excluding allergies or hay fever
 

H232 Shortness of breath
 

H2k. Nausea or upset stomach
 

[91. Loss of appetite
 

82m. Constipation
 

HZn. Diarrhea
 

H20. Urinary tract or pelvic infections
 

H2p. Abnormal mcnStrual periods
 

HZq. BreaSt swelling
 

H2r. Muscular swelling. cramping. or pain
 

H23. Joint swelling or pain  
l H2t. Other (specify):
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Coping at Work

Section C: COPING STRATEGIES

Cl. Below are some strategies that women sometimes use to cope with having too much

to dow. Please indicate the extent to which these statements are hue by placing

an ”X" in the appropriate box.

 

Not at Somewhat‘ Fairly Very

During the past fgw months: All True True True

(1) <2) (3) (4)
 

”Eli. Among those professional activities that 1 had

discretion over. I divested myself of those that were not

really important
 

Clb. I was careful not to take on additional professional

activities that would have increased the sense of time

pressure I felt
 

Clc. l reunited more help and/or delegated some of my

work to assistants.
 

Cldltriedtoantici stressful 'odsatworkandlan

aheedforthem. m pen p

 

Cle. Sometimes when people at work asked mc_to do

things diatldidn‘tthinkwercimportant. [Justdidn'tget

around to them.
 

le. I tried to prioritize my work by making lists of what

needed to be done and then figuring out when I‘d be able to

do each thing.
 

Clg. When at work. I tried to be as efficient as possible-

for example. I tried not to wane time chatting or on other

unimportant activities.

 

Clh. ltriedtoworkashardaspossiblesothatlcoulddo

allofthcworkthatwasexpecwdofmconthejob.

 

Cli. I cut back on aetivities like lunch. leisure aetivities.

and sleep in order to have more available time for work.

 

Clj. l allocated certain times for the "105! important

%ofmy work and did n0t let other pressures interfere

wt t.

 

Clk. I talked with a su nisor or superior to eliminate or

reduce certain rcsponsi ilities so that I would have less

work to do.

 

Cll. I set personal deadlines to supplement externally

imposed ones.

 

Clm. I tried out to let little things get to me.

 

Cln. I told myself that it would'bc the end of the world if I

didn‘t get all my work done on time.

  Clo. I told myself. “JuSt do the best you can".     
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Coping at Home

C2. Below are some strategies that women sometimes use to cope t‘vith having too much

to do at hm. Please indicate how true these statements are by placing an “X" in the

 

appropriate box.

Not 3‘ Somewhat Fairly Very

Durin the tfew months: All True TM True

8 Pas a) (2) (3) <4)

 

(Ea. Irecruited morehelpMso thatlcouldspend

more time on home activities that I do best or enjoy most.

 

(2b. I tried to keep my husband and children informed

aboutthedemandsofmy ' sothatthey wouldn‘thave

unrealistic expectations 0 me at home.

 

(Dc. Itriedtoreco nizethatI'dhavetolowermy

standardsaboutsuc thingsashowcleanthehouseisand

howelaboratethemealsare.

 

(22d. Itoldmyselfthaealthoughlhavetogiveupsome

activities with my family now. the situation will get better

when my career is more established.

 

Clo. Iuiedtosetprioritiesofwhatneededtobedoneat

homcbymakin hstsandthenfiguringoutwhenl'dbe

abletodoeach ing.

 

(2f. Whmathmltriedtobeasefficientaspossible-

forexampleltriednottowastetimetalkingonthephone.

 

C‘Zg. Iniedtoworkashardaspossiblesothatlcoulddo

allthethingsthatareexpectedofmeathome.

 

(:er Icutbackonactivideslikeluncluleismeactivities.

andsl inorcktrtohavemoretimeavailableformy

h andchildren.
 

Oi. lallocatedcertaintimesformychildtenlfamilyand

didnotletotherpressuresinterfetewiththat.

 

C2j. Iallocatedcertaintimestospendalonewith

husband and did not let other pressures interfere wi that.

 

CZk. I allocated certain times for housework. errands. meal

preparation. home and car maintenence. etc. and did not let

other pressures interfere with that.

 

C21. I allocated certain times for myself (for relaxation.

leisure. etc.) and did net let ether pressures interfere.

 

C_2rn. Italkedwithmyhusband orOthersinthehouseto

eliminate or reduce some work for which I am responsible.

 

C2n. I u'ied hat to let little things get to me.

 

C20. I told myself. “Just do the bCSl you can.”

 

C2p. I told myself. “You can‘t do everything.“

  C2q. I tried to ignore the things that weren't being done

to my sausfacrion.     
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Positive Affect

During the 23mm,how much of the time have you felt:

 

All of

the

Time

(D

Most of

the

Time

a)

A Good

Bit of the

Time

G)

Some

of_ the

(0

A Little

of the

Time

(fl

None

of the

(Q
 

FU74. On top of the world

 

FU‘IS. Particulariy excited or interested in

somethirg
 

F076. Pleased about having accomplished:

somethinL .
 

FU77. Proud because someone compli~

mented you on something you had done
 

FU78. 'Dtat things were going your way

 

FU79. That the future looks hapcful and

promising
 

FU80. Relaxed and free of tension

 

FU81. How much of the time have you

generally enjoyed the things you do?
 

FU82. How much of the time. during the

past month. have you felt cheerful or  light-hearted?       
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