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ABSTRACT 

Coping has been implicated in health outcomes through a 

process of adaptation. The purpose of this study was to 

describe the coping strategies used by 37 patients undergoing 

Continuous Ambulatory Peritoneal Dialysis treatment in Taiwan. 

The Jalowiec Coping Scale was used to measure the use and 

effect of patients' coping styles. Descriptive statistics were 

used to analyze the data. Seven commonly used coping 

strategies and three never used coping strategies were 

reported. Subjects also reported six not helpful coping 

strategies. Results of t-tests indicated that there was a 

significant difference (p < 0.05) between those with a 

supportive person and those without. Several significant 

correlations (p < 0.05) were found between coping styles and 

demographic factors. Finally, the results of 2-way analysis of 

variance (ANOVA) showed a significant difference (p < 0.05) in 

the main effect of support, gender, and interaction in total 

effect of the Jalowiec Coping Scalfe. 
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CHAPTER 1 

INTRODUCTION 

Chronic renal failure, a chronic disease, affects all 

body systems. Patients with chronic renal failure must adjust 

to a life that is regimented, complicated, compromised, and 

with little hope of recovery (Kasch, 1984). There are three 

methods available for patients to deal with their chronic 

renal failure: 1) hemodialysis, 2) continuous ambulatory 

peritoneal dialysis (CAPD), and 3) renal transplantation. 

Health researchers have reported that more and more patients 

choose CAPD for the treatment of chronic renal failure because 

of the physiologic maintenance of parameters such as 

hemoglobin levels, potassium levels, and well-controlled blood 

pressure (Kurtz & Johnson, 1984; Popovich , Moncrief, Nolph, 

Ghods, Twardowski, & Pyle, 1978; Roxe, Greco, Hughes, 

Krumlovsky, Ghantous, Ivanovich, Quintanilla, Salkin, Stone, 

& Reins, 1981). Additionally, CAPD can provide patients with 

chronic renal failure full ambulation and freedom from the 

dialysis machine. In terms of cost effectiveness, CAPD is less 

expensive than home hemodialysis, because the water used for 

home hemodialysis needs to be prepared by reverse osmosis and 

costs more than the fluid used for CAPD (Zappacosta & Perras, 

1984) . 
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However, the stressor issues related to CAPD are 

apparent. As noted in Swartz's study (1981) CAPD "merely 

changes the constraints and shifts responsibility for a strict 

regimen directly onto the patient" (p.19). Sorrels, Blackson, 

and Moncrief (1982) pointed out that patients who received 

CAPD treatment may need to face psychosocial constraints such 

as dependency conflicts, social isolation, time commitment, 

and body image changes. 

After World War II, under the joint efforts of the 

government and the people, the economy of the Taiwan area has 

improved rapidly. The Gross National Product in 1988 was NT$ 

3,529,708 billion (US$ 133,196 billion) and the economy is 

growing at a rate of 7.84 percent. The economic growth in 

Taiwan has resulted in an expansion of the insurance industry 

and, as a result, a rapid increase in the population receiving 

dialysis. As of December 31, 1988, 3,929 patients in Taiwan 

were receiving dialysis regularly. Of these 3,929 dialysis 

patients, 3,798 (96.7%) received hemodialysis in the hospital 

and 131 (3.3%) received CAPD (Yen, 1990). For the population 

receiving CAPD in Taiwan, the manner in which they manage 

their lives is becoming more important. 

Statement of the Problem 

For patients to know that they need to depend on a 

machine or some kind of tube, bag, and solution for survival 

brings tremendous challenges. From the time of diagnosis, they 

must face many potential losses such as life-style changes, 
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decreased financial status, unemployment, fluid and food 

restrictions, change in family roles and responsibilities, and 

decreased ability to fulfill long-range life goals (Gurklis & 

Menke, 1988). They usually complain about the uncertainty of 

the future, the low degree of predictability, or the shadow of 

death. All of these are examples of stressors for dialysis 

patients. How do these patients deal with these challenges and 

how can professional caregivers help them? 

Coping is a response to stress. To identify stressors and 

coping strategies, Eichel (1986) studied 30 CAPD patients and 

compared them with 35 hemodialysis patients. She found many 

similarities in the two groups in the ranking of coping 

strategies: maintaining control, looking at the problem 

objectively, prayer, acceptance, hope, thinking through, and 

trying different solutions were all in the top 10 selected 

strategies. 

Purpose of the Study 

The purpose of this study was to determine the coping 

strategies commonly used by CAPD patients in Taiwan. Some 

demographic factors of CAPD patients in Taiwan were 

investigated to describe the relationship with coping 

strategies. The relationship between coping strategies used by 

CAPD patients and those with and without supportive persons 

was also addressed in this study. 

Research Questions 

1. What are the coping strategies that CAPD patients in 
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Taiwan commonly use in dealing with their disease? 

2. What is the relationship between demographic factors 

and coping strategies used by CAPD patients in Taiwan? 

3. Are the coping strategies different in those with the 

•presence of a supportive person than those without? 

4. Is there a difference in the coping strategies of male 

and female patients in those with the presence of a 

supportive person and those without? 

Definition of Terms 

Continuous Ambulatory Peritoneal Dialysis 

Continuous ambulatory peritoneal dialysis is a technique 

used by patients with chronic end-stage renal disease. The 

technique uses two liters of dialysate which stays inside the 

abdominal cavity for about four hours. The dialysate is 

drained by gravity and a fresh solution is infused. Continuous 

ambulatory peritoneal dialysis is a self-care dialysis method 

and is also a safe and effective method to manage chronic end-

stage renal disease (Zappacosta & Perras, 1984). 

Coping Strategies 

Miller (1983) defined coping strategies as the specific 

techniques which a sick person selects to deal with an illness 

and its consequences. 

Significance of the Problem 

Coping is a concept that has received much attention by 

many disciplines such as sociology, psychology, and nursing 

(Wegmann, 1984). There are many instruments used for measuring 
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aspects of this concept. Typically, coping has been evaluated 

for two reasons: validation or confirmation of a particular 

theory, and evaluation of a patient with a diagnostic 

instrument (Singer, 1984). It is also valuable to investigate 

coping strategies of patients to assess them for inappropriate 

or inadequate coping patterns, which may have a subsequent 

impact on health outcomes (Wegmann, 1984). 

Assessing coping strategies and support of CAPD patients 

has been recognized as essential for implementing nursing 

interventions for CAPD patients. Cluff (1982) pointed out that 

80 percent of the health care resources in the United States 

are allocated to the treatment of chronic diseases. End-stage 

renal disease is a major chronic disease affecting 70,000 

patients in the U.S., costing $2.6 billion in 1984 (Ruchlin, 

1984). For nurses dealing with patients who are undergoing 

CAPD, the knowledge base of patients' coping strategies and 

supportive status could help nurses to predict, anticipate, 

and prepare effective interventions for CAPD patients. 

Summary 

Continuous ambulatory peritoneal dialysis treatment for 

patients with end-stage renal disease is stressful. Patients 

seek their own way to deal with stressors. As nurses, 

providing the promotion of patients' adaptive abilities 

necessitates the assessment of coping strategies used by these 

patients. The purpose of this study was to gain knowledge 

about the coping strategies used by CAPD patients and the 
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relationship between coping strategies and supportive persons. 

This knowledge should assist nurses in developing effective 

interventions which contribute to positive outcomes in 

patients with CAPD. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

Included in this chapter are the conceptual framework and 

a review of the related literature. The relationships among 

the concepts are described. Each concept is discussed in 

relation to the literature review. The conceptual framework is 

presented in Figure 1. 

Conceptual Framework 

The conceptual framework for this study was based on 

Roy's (1984) adaptation model (Figure 1) . Chronic renal 

failure or the treatment of CAPD is seen as the input going 

through the whole adaptive system. The control process of the 

adaptive system should be coping mechanisms and was measured 

by the Jalowiec Coping Scale (1987). Support could be a factor 

that affects the control process of the adaptive system. 

Roy (1984) described the person as an adaptive system. 

The person is an open system receiving stimuli from external 

and internal environment. Coping mechanisms used by the whole 

adaptive system deal with the changing environment. And 

"persons as adaptive systems constantly raise their levels of 

ability to cope by responding to the challenges of the 

environment" (Roy, 1984, p.31). Roy viewed the nurse as a 

promoter of client adaptation. She described four primary 
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Figure 1: Conceptual Framework for Stressors and Coping 

Strategies of CAPD Patients in Taiwan 

With 
Supportive Person 

COPING 
STRATEGIES 

STRESSOR ^ EMOTIONAL 
(CRF + CAPD)7 STRESS 

Maladaptive 
(Ineffective 

Coping) 

Without 
Supportive Person 

/ Jalowiec \ 
Coping Scale 

FEEDBACK 



18 

adaptive modes: physiological needs, self-concept, role 

function, and interdependence. Roy (1984) also stated that 

nursing's function is to help the client learn and practice 

self-care, an adaptive activity. The client is respected as an 

active participant in all health care. Clients may need 

assistance in increasing, decreasing, or modifying both 

internal and external stimuli to promote adaptation. Both 

client and nurse are actively involved in the assessment of 

specific needs and plans to alter these stimuli. In Roy's 

model (1984), health teaching is seen as a central nursing 

intervention and as an activity that promotes adaptation. 

In conclusion, Roy's adaptation model specifies 

particular emphasis on the person as an adaptive system who is 

constantly coping with environmental stressors. The conceptual 

framework for this study was developed from Roy's system model 

(Figure 1). The person system in this study referred to CAPD 

patients in Taiwan. Environmental stimuli addressed in this 

study were stressors related to chronic renal failure and CAPD 

treatment that threaten Taiwanese CAPD patients. The control 

process was the coping mechanisms and the use of coping 

strategies. 

Related Literature Review 

Construct Level 

Chronic Renal Failure 

The process of patients having chronic renal failure is 

discussed within several issues such as the disease, dialysis, 
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and life-style changes. 

Renal Disease 

The most common causes of renal disease are classified as 

prerenal (decreased renal perfusion), postrenal (urinary tract 

obstruction), and renal (glomerular, vascular, tubular, 

interstitial) (Rose & Black, 1988). Loss of renal function 

results in the accumulation of metabolic waste products and 

alters the normal homeostatic mechanisms that control water 

and electrolyte balance. These abnormalities are the signs and 

symptoms of uremia. They include fluid accumulation (resulting 

in hypertension, and peripheral and pulmonary edema), 

hyperkalemia, pericarditis, and nonlocalizing signs of central 

nervous system dysfunction (such as confusion, coma, or even 

seizures) (Rose & Black, 1988). Loss of renal function could 

be reversible or irreversible and incurable. If the disease 

damages renal function progressively, end-stage renal disease 

occurs. When this occurs, patients lose total renal function. 

Dialysis, either hemodialysis or peritoneal dialysis, is 

a useful way to remove uremic toxins and potassium. Abram 

(1977) stated that "chronic dialysis serves as a paradigm not 

only of man's response to a chronic illness, but to a 

treatment which requires dependence upon an artificial device 

for survival" (p.307). 

Dialysis 

(a) Hemodialysis 

The concept of hemodialysis is simple, i.e., the use of 
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a semipermeable membrane that separates the patient's blood 

from a constantly replenished volume of dialysate. Patients 

need to have an arteriovenous fistula which is connected to a 

blood pump by two large lumen needles which serve as the 

artery and vein and exchange body waste products to the 

dialysate in the dialyzer. The whole procedure is kept under 

surveillance by the monitor and alarm system. 

The first hemodialysis in Taiwan was performed at the 

National Taiwan University Hospital in 1963. As mentioned 

previously, most of the patients (96.7%) treated by 

hemodialysis are hospitalized in Taiwan. The primary renal 

diseases of patients on regular hemodialysis in Taiwan are 

glomerulonephritis (50.6%), diabetic nephropathy (14.7%), 

chronic pyelonephritis/interstitial nephritis (11.1%), and 

hypertension (8.1%) (Yen, 1990). 

The cost of regular hemodialysis in Taiwan is NT$ 4,000 

(approximately US$ 154) per dialysis. Most of the patients 

with regular dialysis in Taiwan are treated from four to six 

hours per day and two to three times per week. According to 

Yen (1990), in Taiwan most of the costs of dialysis are paid 

by Labor (58.3%) and Government Employee (9.5%) insurance. 

Just 6.1 percent of the patients pay the cost of dialysis 

themselves. 

(b) Peritoneal Dialysis 

Peritoneal dialysis is an alternative treatment to 

hemodialysis in patients with acute and chronic renal failure 
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(Rose & Black, 1988). The concept of peritoneal dialysis is 

that the solute and water movement occur across the peritoneal 

membrane, rather than through an external dialyzer (Rose & 

Black, 1988). Peritoneal dialysis is categorized by 

intermittent peritoneal dialysis (IPD), continuous ambulatory 

peritoneal dialysis (CAPD), and continuous cyclic peritoneal 

dialysis (CCPD) and depends on the needs of patients during 

the disease trajectory. 

In Taiwan, some patients receive IPD at Medical Intensive 

Care Units during the acute stage of renal failure. Just a 

small group of patients (3.3%) are treated by CAPD at home in 

Taiwan. The current expenses for CAPD in Taiwan are NT$ 35,000 

(US$ 1,348) per month. Continuous cyclic peritoneal dialysis 

is being introduced to Taiwan's patients now. 

Patients having dialysis usually feel controlled by the 

dialysis, dialysis machine, and hospital staff (Stapleton, 

1983) . They also experience a feeling of no choice about the 

initiation of dialysis. Some of th'em are too sick to make the 

decision to start dialysis (Stapleton, 1983) . Some of them 

lose control over their everyday life. 

Life-style changes 

Role disturbances could contribute to life-style changes 

in the individual with chronic renal failure. Wright, Sand, 

and Goodhue (1966) stated that loss of membership in groups 

and loss of job or occupation are two of the stressors in the 

individual with chronic renal failure. Maurin and Schenkel 
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(1976) studied a family unit's response to dialysis and found 

that the whole family withdrew from social life into an 

existence focused on the family and some focused only on the 

patient. There were also disturbances in family roles. The 

individual may feel guilty for being unable to fulfill role 

expectations, and this could become a threat to the 

individual's self-esteem (Stapleton, 1983). 

Loss of financial security could be a factor related to 

life-style changes in individuals with chronic renal failure 

(Anger, 1975; Brand & Komorita, 1966; Cumming, 1970; Levy, 

1973; & Wright, Sand, & Goodhue, 1966) . There is a loss of 

income if individuals with chronic renal failure cannot work, 

even if medical expenses are covered by insurance. They may 

experience a decrease in their living standards (Stapleton, 

1983) . 

According to Wright, Sand, and Goodhue (1966), 

individuals with chronic renal failure may fail to plan their 

future. They also found that chronic renal failure individuals 

experience the stress of being unable to plan for vacations, 

a new home, or children's education because of uncertain 

outcomes of the illness (Wright, Sand, & Goodhue, 1966). Other 

factors related to life-style changes would be the time 

required for dialysis treatment in the hospital (Comty, 

Leonard, & Shapiro, 1974). 

Continuous Ambulatory Peritoneal Dialysis 

Continuous ambulatory peritoneal dialysis (CAPD) is an 
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alternative method of hemodialysis for patients who have end 

stage renal disease and totally lose their renal function. 

Continuous ambulatory peritoneal dialysis is also a kind of 

peritoneal dialysis managed by patients themselves at home. 

This type of dialysis increases ambulation, continuity, and 

safety. Continuous ambulatory peritoneal dialysis was approved 

by the Food and Drug Administration in 1978, and widely used 

in United States by 1980 (Zappacosta & Perras, 1984). 

Social Support 

According to Schulz and Rau (1985), there are normative 

and non-normative events existing in human life. Non-normative 

events are more stressful to the individual than normative 

events. These have direct consequences for the health of the 

individual. In addition, the type of event has direct effects 

on the need for and expectations of social support as well as 

the availability of social support, which may in term affect 

the individual's health (Schulz & Rau, 1985). 

Kemp and Vash (1971) and Schulz and Decker (1983) found 

that individuals who received social support consistently 

coped better with events such as physical disability. Several 

studies have shown a consistently strong relationship between 

marital status and reported well-being (Campbell, 1981; 

Veroff, Douran, & Kulka, 1981). 

According to Schulz and Rau (1985), three generic 

categories of support (tangible aid, informational support, 

and emotional support) and three age stages (young adulthood, 
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middle age, and old age) were used to depict human beings 

(pp.143-144): 

"1. For the young adult, the parents are the primary 

source of tangible aid and friends are the major source 

of informational and emotional support, with other 

relatives playing a secondary role. 

2. For middle-aged individuals, the spouse is the primary 

provider of both tangible and emotional support, with 

friends, colleagues, and neighbors providing most of the 

informational support. 

3. In old age, adult children and the spouse, if living, 

provide most of the tangible aid. Informational and 

emotional support is provided by a variety of sources, 

including children, formal organizations such as 

organized religions, specialized support groups such as 

widowhood groups, and friends". 

Dimond (1979) studied the relationship between social 

support and adaptation in 36 hemodialysis patients and found 

a positive relationship between the measures of social support 

and morale and a negative relationship among family cohesion, 

presence of a confidant, and changes in social functioning. 

According to Muhlenkamp and Sayles (1986), both self-esteem 

and social support are positive indicators of life-style, and 

social support was also found to influence indirectly through 

its direct effect on self-esteem. 

In Hilbert's study (1985), an investigation of the 
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relationship of social support to the compliance of 

hemodialysis patients, found that higher levels of social 

support are associated with higher levels of compliance. She 

also found that 58 percent of the subjects (all of whom were 

married) named the spouse as the person who was most important 

to them; two each named mother, daughter, and sister; one each 

named father, son, brother, other relative, and same sex 

friend. 

Bloom (1982) investigated 13 0 women with breast cancer 

and found that two indicators of social support, perception of 

family cohesiveness and the amount of social contact, had 

direct effects on coping. McNett (1986) indicated that 

perceived availability of social support was significantly and 

positively related to coping effectiveness. Northouse (1988) 

stated that patients and husbands with higher levels of social 

support reported fewer adjustment difficulties. 

According to Berkman and Syme (1979), women have a larger 

social network of close relationships, while men's networks 

are more work-related. They also found that women discussed 

more content areas with each other in their network and felt 

more help from these individuals (Berkman & Syme, 1979). 

Self-care 

Orem defined the person's ability to perform self-care as 

that "action directed by individuals to themselves or their 

environments to regulate their own functioning and development 

in the interest of sustaining life, maintaining or restoring 
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integrated functioning under stable or changing environmental 

conditions, and maintaining or bringing about a condition of 

well-being" (Orem & Taylor, 1986, p.52) . According to Orem and 

Taylor (1986), self-care is described as a goal-oriented 

activity that is learned. Adults care for themselves, whereas 

infants, children, and socially dependent adults require 

assistance with their self-care activities. The assistance 

provided by responsible adults such as family members or 

significant others is called dependent-care (Orem & Taylor, 

1986). 

Continuous ambulatory peritoneal dialysis involves many 

self-care skills such as daily dialysate change, exit site 

care, and self assessment for physical conditions such as 

daily body weight change, blood pressure, and edema. Patients 

with CAPD need to take responsibility for their own care. 

According to Hill and Smith (1985), extensive changes in 

personal, family, and work life were positively correlated 

with a higher potential for illness. Clients can use this 

information in practicing self-care (Hill & Smith, 1985). 

Concept Level 

Stress and Adaptation 

Certain illnesses, such as heart attacks, diabetes 

mellitus, backaches, arthritis, and chronic renal failure, are 

commonly linked to stress (Aidman & McQuade, 1974). Selye 

(1976) identified stress as a universal phenomenon that occurs 

with all changes. Both positive and negative changes are 
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stressful to people. Stress requires a series of physical and 

emotional adaptations (Selye, 1976). People react to stress 

differently depending on the amount and the specific meaning 

it has for them in their family and social environment (Hill 

& Smith, 1985). 

People cannot eliminate stress from their lives, as it is 

needed as the basis for survival and growth. They can, 

however, "reduce stress and learn to maintain healthy and 

adaptive responses when stress does occur" (Hill & Smith, 

1985, p.71) . Several theories which describe physiological and 

psychological reactions to stress can help nurses predict 

clients' responses in particularly stressful situations. 

Differentiating reactions in these circumstances can help make 

appropriate diagnoses and provide effective interventions 

(Hill & Smith, 1985). 

Stressor 

According to Stapleton (1983), patients with chronic 

renal failure confront multiple" stressors which can be 

interpreted as powerlessness. Stressors could be manifested as 

physiologic stressors and psychologic stressors, 

(a) Physiologic Stressors 

Bailey (1972) and Harrington and Brenner (1973) indicated 

that chronic renal failure caused accumulation of toxins in 

the body and disturbed the biochemistry such as body water 

homeostasis, metabolic acidosis, and elevation of serum 

potassium, sodium, phosphorus, calcium, magnesium, and uric 
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acid. Chronic renal failure can also affect the whole body 

system and cause some pathophysiologic changes such as 

hypertension, heart failure, anemia, gastrointestinal 

irritation, osteodystrophy, soft-tissue calcification, 

clotting deficiencies, altered endocrine function, and 

neuropathy (Bailey, 1972; Harrington, & Brenner, 1973). 

The body function changes of chronic renal failure 

patients were also described as stressors by Wright, Sand, and 

Goodhue (1966), and included weakness, decreased energy, 

impaired concentration, insomnia, and weight loss. Stapleton 

(1983) stated "the individual's lack of control over the 

physical changes and the course of illness would seem to be a 

major factor resulting in powerlessness. Individuals cannot 

predict or control how they will feel and function from day to 

day" (p.136). 

(b) Psychologic Stressors 

Individuals with chronic renal failure frequently 

experience changes in appearance and function of the body and 

an alteration of self-concept, body image, and self-esteem 

(Stapleton, 1983). DeNour and Czaczkes (1974) indicated that 

patients with chronic renal failure commonly experience a 

temporary loss of body part and function each time they 

undergo dialysis. Another psychologic stressor for patients 

with chronic renal failure discussed by Halper (1971) was the 

frustration of basic drives such as aggression, satisfaction 

of hunger and thirst, and sexual expression. 
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Beard (1969) indicated that a psychologic stressor 

experienced by chronic renal failure patients is fear of death 

and fear of life. A dependence-independence conflict was also 

a psychologic stressor for chronic renal failure patients 

related to their feeling of helplessness (Stapleton, 1983). 

Patients are expected to engage in dependent behavior to 

comply with their treatment; however, patients are also asked 

to be independent and live as normally as possible. 

According to Baldree, Murphy, and Powers (1982), 

psychosocial stressors have an impact equal to that of 

physiological stressors in patients on hemodialysis. They also 

found that patients on dialysis for one to three years 

indicated the greatest amount of stress. Eichel (1986) 

mentioned that CAPD patients had less stress and used fewer 

coping strategies in comparison with hemodialysis patients, 

but both hemodialysis and CAPD patients exhibited similarity 

in the resources of stress (such as fatigue, limitation of 

physical activity, muscle cramps, changes in body appearance, 

itching, and interference with their job) and the use of 

coping strategy. 

A study to identify stressors and use of coping methods 

in chronic hemodialysis patients was conducted by Gurklis and 

Menke (1988) . The sample consisted of 32 males and 36 females 

hemodialysis patients. The results of the study indicated that 

physiological stressors were more troublesome than 

psychosocial stressors (t=10.85, p<.0001). Subjects used 
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problem-oriented coping more often than affective methods to 

handle stress (t=10.93, p<.0001). 

Coping 

Coping is a concept used by health-care professionals for 

the purpose of analyzing patient problems (Miller, 1983). 

Coping assists in the development of insight into patients' 

coping capacity, coping strategies, and effective coping. 

Coping Capacity 

According to Weisman (1984), coping capacity was defined 

as the ability to change with the times and redefine new 

problems as different from older prejudices. He also mentioned 

that "self-instruction" promotes effective coping, because it 

uses the past in revising, correcting, and perfecting 

strategies for dealing with newer problems. Weisman (1984) 

emphasized that the range of self-instruction is limitless and 

the world would be the best tutor for this. To deal with the 

changing environment, problems, and future, people remember 

the past as a base to repeat it or to modify their behavior 

and correct mistakes. People also learn to self-instruct by 

differentiating between the real and the respectable for years 

(Weisman, 1984). 

Weisman (1984) defined coping as a skill, not a science. 

According to Weisman (1984), good coping depends on improving 

the perception and interpretation of facts, gathering more 

information, and correcting the past experience of performance 

in managing problems. "Our modest aim is learning how to cope 
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well enough for practical purposes, and all good coping is 

practical without necessarily being ideal, propitious, heroic, 

original, or transcendent" (Weisman, 1984, p.4). Weisman 

(1984) also emphasized that coping well enough is an 

attainable skill which is acquired by self-instruction and 

with a little help from others. He stated that coping well 

enough related to personal autonomy (Weisman, 1984). 

Coping Strategies 

Weisman (1979) pointed out that "coping is the language 

of existence" (p.33). In this particular language, there are 

special history, grammar, etymology, and skills used by people 

to communicate with each other (Weisman, 1979). 

Weisman (1979) stated "coping is thought to be a good 

thing to do, provided that the strategy is socially 

sanctioned, i.e., not reckless, imprudent, revolutionary, or 

so on" (p.41) . He also stated that "hope is a prerequisite for 

good coping" (p.13). Lazarus (1976) pointed out four major 

tasks for persons coping with stressful conditions: 

"(1) Tolerating or relieving some or all of the 

accompanying distress. 

(2) Maintaining a sense of personal worth despite 

defeats. 

(3) Maintaining rewarding interpersonal relationships. 

(4) Meeting the specific requirements of the stressful 

tasks" (p.183). 

According to Zeitlin (1980), coping effectiveness can be 
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thought of as a continuum from adaptive to maladaptive coping. 

Adaptive coping meets the demands of the stress and the needs 

of the individual. Maladaptive coping may generate additional 

and excessive stress (Zeitlin, 1980). 

Jacobson (1983) indicated that "improving personal coping 

or assisting others to cope requires an ability to identify 

the possible strategies" (p.180). A major goal of research on 

coping is to develop a taxonomy or category system of coping 

strategies to facilitate their description and use (Lazarus, 

Averill, & Opton, 1974). Hoothay, Leary, DeStefano, and Foley-

Hartel (1990) studied life satisfaction and coping of diabetic 

hemodialysis patients and found that the most frequent 

statements for hemodialysis patients were "hope for the 

future", "living day-to-day", and "fears". 

According to Baldree, Murphy, and Powers (1982), 

hemodialysis patients used problem-oriented coping methods 

significantly more than affective-oriented methods 

(t[34]=7.06, p<.ool). They also found that optimism and 

controlling the situation were the two most common coping 

methods, and putting the problem out of one's mind and blaming 

someone else were the least important coping tools. Eichel 

(1986) found in her study that CAPD patients had lower scores 

on the affective subscale which could be related to the 

training of self-responsible care in CAPD patients. 

Coping with Chronic Illness 

Patients with chronic illness experience some stressors 
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such as loss or threat of loss of psychic objects like 

personal relationships, body functions and image, and social 

roles; injury or threat of injury to the body involving 

notions of pain; and frustration of biologic drive 

satisfaction (Kiely, 1972). According to Miller (1983), 

several tasks were used by patients with chronic illness to 

deal with the stressors, such as maintaining a sense of 

normal, modified daily routine (i.e., therapy or symptom 

control) and adjusting life-style, obtaining knowledge and 

skill for continuing self-care, maintaining a positive concept 

of self, adjusting to altered social relationships, grieving 

over losses concomitant with chronic illness, dealing with 

role change, handling physical discomfort, dealing with the 

social stigma of illness or disability, maintaining a feeling 

of being in control, and maintaining hope despite an uncertain 

or downward course of health. 

Coping with Chronic Renal Failure 

The disease process of chronic renal failure affects 

several organs and causes the disability. Patients may 

experience fatigue, exhaustion, and weakness. Some central 

nervous system involvement includes symptoms such as decreased 

alertness, memory loss, and impaired thought process 

(Stapleton, 1983). Endless dialysis, unpredictable renal 

transplant, physical discomfort, and social isolation all 

cause stress for chronic renal failure patients. Patients 

experience the stress caused by chronic renal failure and 
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struggle to find a way to cope with these stressors. 

Gurklis and Menke (1988) pointed out that total 

hemodialysis stressor scores were related to total coping 

scores (r=.43), and physiological stressors to affective 

coping (r=.38). They also found that psychosocial stressors 

were associated with affective-oriented (r=.43) and problem-

oriented coping (r=.33). That length of time on hemodialysis 

was associated with problem-oriented coping (r=.26) was also 

pointed by them (Gurklis & Menke, 1988). 

Murdaugh (1987) conducted a study to measure the coping 

responses of spouses of myocardial infarction patients and of 

hemodialysis patients by using the Jalowiec Coping Scale 

(1979). She reported that the spouses and hemodialysis 

patients commonly used two coping responses: hope and 

maintaining control over the situation. She also found that 

hemodialysis patients expressed the need to pray, look at the 

problem objectively, and worry. Blaming others, letting 

someone else solve the problem, drinking alcohol, and taking 

drugs were found to be the least used coping responses by 

hemodialysis patients. 

Effective Coping 

Effective coping depends on the personal ability to deal 

with problems of interpersonal relationships and life roles 

and maintain a positive self-concept to preserve the integrity 

of the individual (Miller, 1983). Factors affecting coping 

include intrapersonal, environmental, and illness-related. 
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According to Miller (1983), intrapersonal factors may be "age, 

personality, intelligence, specific self-care skills, values, 

beliefs, emotional state, and cognitive capacity" (p.17). 

Environmental factors may be "presence of support network of 

significant others and friends, access to health services, 

physical resources for living, and financial resources" 

(Miller, 1983, p.17). Illness-related factors may be "type of 

illness, its location, degree of impairment, meaning of the 

illness to the individual, rate of onset, and stage of 

progression" (Miller, 1983, p.17). 

According to Visotsky and coworkers (1961), effective 

coping could be described by keeping distress within 

manageable limits, generating encouragement and hope, 

maintaining or restoring a sense of personal worth, 

maintaining or restoring relationships with significant 

others, enhancing prospects for physical recovery, and 

enhancing prospects for favorable situations (interpersonal, 

social, and economic). Coping strategies identified by Caplan 

(1963) were actively exploring reality issues and searching 

for information; freely expressing both positive and negative 

feelings, and having tolerance for frustration; actively 

invoking help from others; breaking problems into manageable 

bits and working them through one at a time; being aware of 

fatigue and tendencies toward disorganization, pacing 

activities, and engaging in problem-solving efforts; mastering 

feelings when possible and accepting the inevitable when not; 
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trusting in oneself and others, and maintaining optimism about 

the outcome. 

Operational Level 

As shown in the conceptual framework, coping strategies 

were measured by Jalowiec Coping Scale (1987). The properties 

of the instruments are presented in detail in chapter three. 

Summary 

Roy's adaptation model was used for developing the 

conceptual framework of this study. The construct level 

included chronic renal failure, CAPD, social support, and 

self-care. Related literature examined the concept of stress 

and adaptation, stressors, coping, and coping strategies. The 

literature reviewed the relationships among chronic renal 

failure, stressors, social support, and coping. 
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CHAPTER 3 

METHODOLOGY 

In this chapter, the methods used to conduct the study 

are described. The research design, setting and sample, 

protection of human subjects, instruments, data collection 

procedure, and method of data analysis are discussed. 

Design 

A descriptive design was used to examine coping 

strategies used by patients receiving CAPD treatment in 

Taiwan. The relationship between the personal demographic 

factors and coping strategies used by CAPD patients were 

measured in this study. The study was also designed to address 

the relationship between coping strategies used by CAPD 

patients and social support. 

The specific research questions were: 

1. What are the coping strategies that CAPD patients in 

Taiwan commonly use in dealing with their disease? 

2. What is the relationship between demographic factors 

and coping strategies used by CAPD patients in Taiwan? 

3. Are the coping strategies different in those with the 

presence of a supportive person than those without? 

4. Is there a difference in the coping strategies of male 

and female patients in those with the presence of a 
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supportive person and those without? 

Setting and Sample 

The study was conducted in the outpatient CAPD centers of 

three hospitals in Taiwan. One hospital was a governmental 

institution, and the other two hospitals were university 

teaching hospitals. The investigator and CAPD center staff 

nurses collected data for this study from December 9, 1991 to 

January 11, 1992. Permission to conduct the study was obtained 

from National Taiwan University Hospital, Veterans General 

Hospital, and China Medical College Hospital (Appendix A). 

A convenience sample of 37 subjects was recruited. The 

following criteria were used: 

1. Male or female adults, at least 18 years of age. 

2. Alert, oriented and able to read and write Chinese. 

3. Diagnosis of end-stage renal disease. 

4. Receiving CAPD and discharged from the hospital for at 

least one month since the initial implantation of 

CAPD catheter. 

Protection of Human Subjects 

The proposal was approved by Human Subjects Review 

Committee of the University of Arizona College of Nursing and 

to the University of Arizona Human Subjects Committee 

(Appendix B) . A disclaimer was given to each subject and 

included the purpose of the study and the right to withdraw at 

any time without any consequence (Appendix C) . Confidentiality 

of the information was assured by assigning each subject a 
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code number. 

Instrumentation 

A demographic data sheet, designed by the investigator, 

was used to collect data on age, sex, marital status, 

occupation, education, length of time in present treatment, 

length of time since diagnosis, and social support status 

(Appendix D). The demographic data sheet was translated into 

Chinese (Appendix E). 

The Jalowiec Coping Scale (JCS) (1987) was administered 

to CAPD patients in Taiwan. Permission was obtained from Dr. 

Jalowiec to reproduce the JCS for the purpose of this study 

(Appendix F) . The Jalowiec Coping Scale (JCS) , translated into 

Chinese, was used as the indicator of coping in this study 

(Appendix G & H) . This instrument was translated into Chinese 

by Chiou (1991), who asked eight Chinese people who knew both 

English and Chinese to back-translate the instrument into 

English. The Cronbach Alpha reliabilities on the Chinese 

version of the revised JCS were '0.83 for the total use of 

coping styles, and 0.85 for the total effectiveness of coping 

styles (Chiou, 1991). 

The Jalowiec Coping Scale was developed by Jalowiec in 

1977 for her master's thesis research. The original Jalowiec 

Coping Scale contained 40 items, 15 problem oriented items and 

25 affective oriented items that were classified by 20 judges. 

Overall agreement by the judges was 85 percent with greater 

consensus on problem items. 
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The revised JCS (1987) was the instrument used for 

assessing the use and effectiveness of coping strategies by 

subjects. The 60-item rating scale is grouped by conceptual 

base into eight coping styles. The eight coping styles 

described by Jalowiec are: 

(1) Confrontive Coping Style— constructive problem 

solving (10 items). 

(2) Evasive Coping Style— evasive and avoidant 

activities (13 items). 

(3) Optimistic Coping Style— positive outlook (9 items) . 

(4) Fatalistic Coping Style— pessimistic approach (4 

items). 

(5) Emotive Coping Style— expressive emotions (5 items) . 

(6) Palliative Coping Style— stress reducing methods (7 

items). 

(7) Supportant Coping Style— supportive systems (5 

items). 

(8) Self-Reliant Coping Style— self-initiated activities 

(7 items). 

Subjects were asked to rate the degree to which each 

coping style was used on a 4-point (0-3) scale ranking from 

never used to often used. The effectiveness rating scale, also 

a 4-point (0-3) scale, ranged from not helpful to very 

helpful. Content validity of the JCS was substantiated by a 

broad literature base and empirical base from which the items 

are drawn, by the large number of items used to tap the 
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conceptual domain of coping, and by the inclusion of diverse 

types of coping behavior. The homogeneity reliability for the 

total use of the coping styles was 0.91 (N=177), and for the 

total effectiveness of the coping styles was 0.92 (N=177) 

(Jalowiec, unpublished raw data, 1989). 

Data Collection Procedure 

Data were collected as patients came for their regular 

clinic visit. Patients receiving CAPD usually have their 

medical evaluation appointments every month in the hospital. 

When the patients arrived at the hospital, they were asked to 

volunteer to become a study subject. Subjects were given a 

packet which consisted of a Chinese translated form of the 

disclaimer, the demographic sheet, and the Chinese version of 

the Jalowiec Coping Scale. Each subject was given verbal and 

written instructions by the investigator. 

Data Analysis 

Descriptive statistics were used to analyze the data. 

Demographic data included age, sex, marital status, 

occupation, education, length of time in present treatment, 

length of time since diagnosis, and social support status. The 

research questions and how they were analyzed are as follows: 

1. What are the coping strategies that CAPD patients in 

Taiwan commonly use in dealing with their disease? 

2. What is the relationship between demographic factors 

and coping strategies used by CAPD patients in Taiwan? 

3. Are the coping strategies in those with the presence 
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of a supportive person different than those without? 

4. Is there a difference in the coping strategies of male 

and female patients in those with the presence of a 

supportive person and those without? 

Descriptive statistics were used for analyzing question 

one. Pearson Correlation Coefficient statistics were used to 

determine the relationship between personal demographic 

factors and the coping strategies used by CAPD patients in 

Taiwan and addressed question two. Independent t-test 

statistics were used for differentiating the two groups' 

coping strategies. A two-way ANOVA was used to answer question 

four to determine significant differences in coping strategies 

between male and female subjects with supportive persons and 

those without. 

Summary 

In this study, the translated version of Jalowiec Coping 

Scale (JCS) was used to determine the coping strategies of two 

groups of CAPD patients in Taiwan. The JCS has been tested for 

reliability and validity. A convenience sample of 37 subjects 

from three outpatient CAPD centers located in three hospitals 

in Taiwan were asked to participate. Descriptive statistics, 

Pearson Correlation Coefficient, t-test, and two-way ANOVA 

were used for analyzing the data. 
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CHAPTER 4 

PRESENTATION OF RESULTS 

In this chapter, the characteristics of the sample, the 

reliability coefficients of the Jalowiec Coping Scale, and 

results related to the research questions are presented. 

Characteristics of the Sample 

Thirty seven subjects comprised the total sample. Nine 

subjects were from National Taiwan University Hospital, 11 

from China Medical College Hospital, and 17 from Veterans 

General Hospital. The subjects ranged in age from 24 years old 

to 83 years old with a mean age of 45.35 years (S.D. = 14.54 

years). Table 1 describes the population by sex, marital 

status, occupation, and education level. There were 20 males 

and 17 females in this study. The majority of the sample 

(N=28, 75.7%) were married, 5 subjects (13.5%) were single, 2 

subjects (5.4%) were separated/divorced, and 2 subjects (5.4%) 

were widowed. 

Several kinds of occupations were reported such as 

employee (N=4, 10.8%), laborer (N=4, 10.8%), government 

employee (N=2, 5.4%), retired (N=3, 8.1%), unemployed (N=3, 

8.1%), teacher (N=3, 8.1%), self-employee (N=5, 13.5%), farmer 

(N=2, 5.4%), housekeeper (N=6, 16.2%), and student (N=l, 

2.7%). The education level of the sample was high with 81.1% 
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Table 1. Demographic Characteristics of the Sample by Sex, 
Marital Status, Occupation, and Education (N=37) 

Frequency Percent 

Sex 
Male 20 54.1 
Female 17 45.9 

Total 37 100.0 

Marital Status 
Single 5 13.5 
Married 28 75.7 
Separated/Divorced 2 5.4 
Widowed 2 5.4 

Total 37 100.0 

Occupation 
Employee 4 10.8 
Laborer 4 10.8 
Government Employee 2 5.4 
Retired 3 8.1 
Unemployed 3 8.1 
Teacher 3 8.1 
Self-employee 5 13.5 
Farmer 2 5.4 
Housekeeper 7 18.9 
Student 1 2.7 
Missing 4 10.8 

Total *37 100.0 

Education 
Primary School 
Junior High School 
Senior High School 
College 

Total 

7 18.9 
7 18.9 

14 37.8 
9 24.3 

37 100.0 
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(N=30) reporting a high school education or higher. 

Table 2 includes subjects' religious status, hospital, 

support status and relationship. Twenty four subjects (64.9%) 

reported that they were Buddhist, 4 subjects (10.8%) were 

Taoist, 4 subjects (10.8%) were Christian, 2 subjects (5.4%) 

were Catholic, and 3 subjects (8.1%) reported that they had no 

affiliation with any religion. Nine subjects (24.3%) came from 

National Taiwan University Hospital, 11 subjects (29.7%) came 

from China Medical College Hospital, and the other 17 (45.9%) 

subjects came from Veterans General Hospital. 

Twenty four subjects (64.9%) reported that they did CAPD 

by themselves. Thirteen subjects (35.1%) reported that they 

had other people's help for their CAPD care, and their 

relationships with the helper were reported as spouse (N=10, 

76.9%), children (N=l, 7.7%), parents (N=l, 7.7%), and 

employee of caregiver (N=l, 7.7%). 

The subjects were also asked about the length of time 

they had the diagnosis and the time they had received CAPD. 

The time of living with the diagnosis ranged from 1 month to 

360 months with a mean of 89.0 months ( S.D. = 90.49 months). 

The time of receiving CAPD treatment ranged from 1 month to 94 

months with a mean of 26.72 months ( S.D. = 26.13 months). 

Reliability of the Instruments 

Reliability coefficient were run on the Chinese version 

of the revised JCS (1987) and the eight subscales. Since the 

JCS (1979) was a well developed instrument, a reliability 
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Frequency Percent 

Religion 
Buddhist 
Taoist 
Christian 
Catholic 
None 

24 
4 
4 
2 
3 

64.9 
10.8 
10.8 
5.4 
8.1 

Total 37 100.0 

Hospital 
NTUH 
CMCH 
VGH 

9 
11 
17 

24.3 
29.7 
45.9 

Total 37 100.0 

NTUH = National Taiwan University Hospital 
CMCH = China Medical College Hospital 
VGH = Veterans General Hospital 

Support Status 
Without 
With 

24 
13 

64.9 
35.1 

Total 37 100.0 

Relationship 
Spouse 
Children 
Parents 
Employee 

10 
1 
1 
1 

76.9 
7.7 
7.7 
7.7 

Total 13 100. 0 
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coefficient of >0.80 was considered satisfactory (Burns & 

Grove, 1987). 

The standardized alpha for the total use of the Chinese 

version of the JCS was 0.87. For the eight subscales, the 

coefficients were: confrontive coping style 0.88; evasive 

coping style 0.65; optimistic coping style 0.62; emotive 

coping style 0.60; palliative coping style 0.20; supportant 

coping style 0.19; and self-reliant coping style 0.65. The 

standardized alpha for the total effect of the Chinese version 

of the JCS was 0.95. The coefficients for the eight subscales 

were: confrontive coping style 0.91; evasive coping style 

0.85; optimistic coping style 0.73; fatalistic coping style 

0.57; emotive coping style 0.73; palliative coping style 0.56; 

supportant coping style 0.68; and self-reliant coping style 

0.86. 

Table 3 summarizes the standardized alpha coefficients 

for the Chinese version of the JCS. Only six attained 

satisfactory coefficients, the total use of the JCS, the total 

effect of the JCS, the use of the confrontive coping style 

subscale, the effect of the confrontive coping style subscale, 

the effect of the evasive coping style subscale, and the 

effect of self-reliant coping style style subscale, indicating 

overall homogeneity of content among the items of the use and 

effect of the total scales and subscales. Although statistical 

significance was found on the total use and total effect of 

the Chinese version of JCS, it is difficult to infer which 
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Table 3. Standardized Alpha Coefficients for the Total Use of 
JCS, the Total Effect of JCS, and the Subscales for 
both Use and Effect of JCS (N=15) 

Use Effect 

Total Scale 0.87* 0.95* 

Subscale 

Confrontive 0.88* 0.91* 

Evasive 0.65 0.85* 

Optimistic 0.62 0.73 

Fatalistic 0.52 0.57 

Emotive 0.60 0.73 

Palliative 0.20 0.56 

Supportant 0.19 0.68 

Self-reliant 0.65 0.86* 

* Alpha > 0.80 



49 

type of coping strategies was reliable on the total scale. 

Data Analysis Related to Research Questions 

Four research questions were proposed. Frequency 

distributions were used to present the results for research 

question one. Pearson correlation coefficients were used to 

analyze research question two, and the t-test was used to 

analyze the results of research question three. Research 

question four was analyzed using a two way ANOVA. 

1. What are the coping strategies that CAPD patients in 

Taiwan commonly use in dealing with their disease? 

The mean values of total use and total effect of the JCS 

mean score, and eight coping style subscale mean scores are 

presented in Table 4. The highest mean value of mean scores of 

total use and the eight use subscales was use of optimistic 

coping style ( X = 2.12, S.D. = 0.43). For the effect part of 

the JCS, the highest mean value was also optimistic coping 

style ( X = 2.10, S.D. = 0.55). This indicates that CAPD 

patients in Taiwan use more optimistic coping styles and also 

feel more useful by using optimistic coping strategies. The 

mean value of mean score of total use of coping strategies was 

1.79 (S.D. = 0.35), indicating that CAPD patients in Taiwan 

did not use the coping strategies listed in the JCS to deal 

with their disease related problems. The mean value of mean 

score of total effect of coping strategies was 1.63 (S.D. = 

0.05), indicating that CAPD patients in Taiwan thought that 

coping strategies listed in the JCS were not very helpful. 
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Table 4. Mean Values of Mean Score of Total Use and Total 
Effect of JCS, and Eight Subscales of Coping Styles 

Use 

X+S.D. (N) 

Effect 

X+S.D. (N) 

Total 1. 79+0. 35 (N=18) 1. 63+0.50 (N=16) 

Subscale 

Confrontive 1. 84+0. 85 (N=27) 1. 96+0.70 (N=22) 

Evasive 1. 55+0. 53 (N=27) 1. 24+0.59 (N=24) 

Optimistic 2. 10±0. 55 (N=31) 2. 12+0.43 (N=27) 

Fatalistic 1. 78+0. 69 (N=33) 1. 31+0.70 (N=29) 

Emotive 1. 3 6+0. 70 (N=33) 0. 81+0.62 (N=28) 

Palliative 1. 57+0. 41 (N=29) 1. 54+0.55 (N=26) 

Supportant 1. 71+0. 55 (N=32) 1. 83+0.62 (N=29) 

Self-reliant 1. 94+0. 73 (N=27) 1. 82+0.75 (N=24) 
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Of the 60 items in the use portion of the Jalowiec Coping 

Scale, the seven commonly used coping strategies are presented 

in Table 5. Nineteen to 26 subjects (51.4%-70.3%) gave 

responses of 3 (often used) in use of these coping strategies. 

In contrast to these seven commonly used coping strategies, 

the three most frequently never used coping strategies are 

summarized in Table 6. More than 24 subjects (64.9%) reported 

scores of 0 (never used) in use of these coping strategies. 

In the effect portion of the JCS, the six not helpful 

coping strategies are presented in Table 7. Nineteen to 27 

subjects (51.4%—73%) reported scores of 0 (not helpful). There 

were missing data from approximately half of the total 

subjects on the use portion of the JCS (51.4%) and the effect 

portion of the JCS (56.8%). 

2. What is the relationship between demographic factors 

and coping strategies used by CAPD patients in Taiwan? 

Pearson correlation coefficients were used to determine 

the strength and direction of the proposed relationship. Table 

8 presents the relationship between demographic factors and 

the use of coping styles of the JCS. Statistically significant 

results were found: age and confrontive use subscale (r = -

0.63), age and evasive use subscale (r = -0.38), age and the 

use of optimistic subscale (r = -0.38), age and the use of 

emotive subscale (r = -0.53), age and the use of supportant 

subscale (r = -0.59), and age and the use of self-reliant 

subscale (r = -0.47). 



52 

Table 5. Distribution of the Seven Commonly Used Coping 
Strategies (N=37) 

Item Never Seldom Sometimes Often Missing 
Used Used Used Used 

N % N % N % N % N % 

COPUSE30 4 10.8 0 0 6 16.2 26 70.3 1 2.7 

C0PUSE2 5 13.5 0 0 8 21.6 22 59.5 2 5.4 

C0PUSE12 2 5.4 1 2.7 9 24.3 22 59.5 3 8.1 

COPUSE50 2 5.4 2 5.4 7 18.9 22 59.5 4 10.8 

COPUSE3 6 5 13.5 3 8.1 8 21.6 21 56.8 0 0 

C0PUSE15 3 8.1 3 8.1 10 27.0 20 54.1 1 2.7 

C0PUSE31 7 18.9 1 2.7 8 21.6 19 51.4 2 5.4 

COPUSE30 = Tried to keep your life as normal as possible and 
not let the problem interfere 

COPUSE2 = Hoped that things would get better 

C0PUSE12 = Accepted the situation because very little could be 
done 

COPUSE50 = Tried to think positively 

COPUSE36 = Tried to distract yourself by doing something that 
you enjoy 

C0PUSE15 = Talked the problem over with a professional person 
(such as a doctor, nurse, minister, teacher, 
counselor) 

COPUSE31 = Thought about how you had handled other problems in 
the past 
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Table 6. Distribution of the Three Most Frequently Never Used 
Coping Strategies (N=37) 

Item Never Seldom Sometimes Often Missing 
Used Used Used Used 

N % N % N % N % N % 

COPUSE34 33 89.2 1 2.7 

COPUSE20 25 67.6 5 13.5 

C0PUSE3 24 64.9 6 16.2 

1 2.7 1 2.7 1 2.7 

3 8.1 3 8.1 1 2.7 

4 10.8 1 2.7 2 5.4 

COPUSE34 = Took a drink to make yourself feel better 

COPUSE20 = Told yourself that the problem was someone else's 
fault 

COPUSE3 = Ate or smoked more than usual 
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Table 7. Distribution of the Six Not Helpful Coping Strategies 
(N=37) 

Item Not Slightly Fairly Very Missing 
Helpful Helpful Helpful Helpful 

N % N % N % N % N % 

COPEFF34 27 73.0 0 0 3 

H
 

•
 

CO 

2 5.4 5 33.5 

COPEFF20 25 67.6 2 5.4 2 5.4 3 8.1 5 13.5 

COPEFF3 22 59.5 3 8.1 6 16.2 3 8.1 3 8.1 

C0PEFF8 22 59.5 4 10.8 6 16.2 1 2.7 4 10.8 

COPEFF24 22 59.5 4 10.8 4 10.8 2 5.4 5 13.5 

COPEFF4Q 19 51.4 6 16.2 4 10.8 3 8.1 5 13.5 

COPEFF34 = Took a drink to make yourself feel better 

COPEFF2 0 = Told yourself that the problem was someone else's 
fault 

COPEFF3 = Ate or smoked more than usual 

COPEFF8 = Got mad and let off steam 

COPEFF24 = Took out your tensions on someone else 

COPEFF4Q = Put off facing up to the problem 
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Table 8. Correlation Coefficients Between Demographic Factors 
and the Use of Coping Styles of JCS 

Correlations Age Time 1 Time 2 

Use 
Confrontive -0.63* 

(N=27) 
-0.01 
(N=26) 

-0.13 
(N=26) 

Evasive -0.38* 
(N=27) 

-0.19 
(N=26) 

-0.12 
(N=26) 

Optimistic -0.38* 
(N=31) 

0.22 
(N=30) 

0.28 
(N=30) 

Fatalistic -0.13 
(N=33) 

-0.13 
(N=32) 

0.07 
(N=32) 

Emotive -0.53* 
(N=33) 

-0.21 
(N=32) 

-0. 00 
(N=32) 

Palliative -0.15 
(N=29) 

0.28 
(N=29) 

0. 04 
(N=29) 

Supportant -0.59* 
(N=32) 

-0.35 
(N=31) 

0.21 
(N=31) 

Self-reliant -0.47* 
(N=27) 

0.06 
(N=26) 

-0. 07 
(N=2 6) 

*p < 0.05 

Time 1 = The time of living with the diagnosis measured by 
months 

Time 2 = The time of receiving CAPD treatment measured by 
months 
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Table 9 shows the results of the effect of coping styles 

in relation to demographic factors. Statistically significant 

results were: age and the effect of confrontive subscale (r = 

-0.38), age and the effect of supportant subscale (r = -0.44), 

and Time 2 and the effect of confrontive subscale (r = -0.44) . 

Table 10 presents the results of the effect of the eight 

coping subscales of use in relation to the eight coping 

subscales of effect. There was a significant positive 

relationship between use and effect of six subscales, such as 

confrontive subscale (r = 0.92), evasive subscale (r =0.62), 

optimistic subscale (r = 0.53), palliative subscale (r = 

0.72), supportant subscale (r = 0.70), and self-reliant 

subscale (r = 0.74). Only the fatalistic and emotive subscales 

indicated no significant relationships between use and effect 

of subscales. 

3. Are the coping strategies different in those with the 

presence of a supportive person than those without? 

A t-test was used to analyze research question three 

which compared responses of CAPD patients with a supportive 

person and those without. The results of use of the JCS are 

presented in Table 11. Only the total scale of use of the JCS 

was statistically significant with a mean of 96.4 (S.D. = 

18.1) in those without a supportive person, and 116.0 (S.D. = 

20.1) in those with a supportive person (t = -2.15). 

Table 12 presents the results of t-test analysis to 

compare those with a supportive person and those without in 
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Table 9. Correlation Coefficients Between Demographic Factors 
and the Effect of Coping Styles of JCS 

Correlations Age Time 1 Time 2 

Effect 
Confrontive -0. ,38* -0. ,33 -0. ,44* 

(N= =22) (N= =22) (N= =22) 

Evasive 0. , 07 -0. ,14 -0. ,22 
(N= =24) (N= =24) (N= =24) 

Optimistic -0. ,05 0. , 19 0. ,16 
(N= =27) (N= =27) (N= =27) 

Fatalistic -0. ,14 -0. ,08 -0. ,05 
(N= =29) (N= =29) (N= =29) 

Emotive 0. ,15 0. ,04 -0. ,12 
<N= =28) (N= =28) (N= =28) 

Palliative 0. , 08 0. ,24 0. ,01 
(N= =26) (N= =26) (N= =26) 

Supportant -0. ,44* -0. ,19 0. ,20 
(N= =29) (N= =29) (N= =29) 

Self-reliant -0. 06 0. ,06 -0. ,27 
(N= =24) (N= =24) (N= =24) 

* p < 0.05 

Time 1 = The time of living with the diagnosis measured by 
months 

Time 2 = The time of receiving CAPD treatment measured by 
months 
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Table 10. Correlation Coefficients Between the Eight Subscales 
of Use and Effect of the JCS 

Correlations Confuse Evause Optuse Fataluse Emotuse Palluse Supptuse Selfuse 

Confeff 0.90* 
(N-22) 

Evaeff 0.62* 
(N-22) 

Opteff 0.53* 
(N-26) 

Fataleff 0.00 
(N-29) 

Emoteff -0.08 
(N-28) 

P4lle" (S:726) 
0.70* 

Suppeff • (N-27) 

0.74* 
Selfeff (N-24) 

« p < 0.05 

Confuse - Confrontive Use 
Confeff - Confrontive Effect 
Evause - Evasive Use 
Evaeff - Evasive Effect 
Optuse - Optimistic Use 
Opteff - Optimist:' s Effect 
Fataluse " Fatalistic Use 
Fataleff - Fatalistic Effect 
Emotuse m Emotive Use 
Emoteff • Emotive Effect 
Palluse - Palliative Use 
Palleff - Palliative Effect 
Supptuse - Supportant Use 
Suppeff ~ Supportant Effect 
Selfuse " Self-reliant Use 
Selfeff - Self-reliant Effect 
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Table 11. Means of Use of Coping Strategies in Supported and 
Unsupported Groups and a Comparison of t-values 

Group 1 Group 2 t-value 

Without a With a 
Supportive Person Supportive Person 

X+S.D.(N) X+S.D. (N) 

Use 

Confrontive 17 . 4+6. 5 (N=14) 19.5+10. 3 (N=13) -0 .64 

Evasive 19 . 8+6. 1 (N=16) 20.7+8. 1 (N=ll) -0 .33 

Optimistic 19 .3+4. 3 (N=19) 18.3+5. 9 (N=12) 0 .53 

Fatalistic 7 .4+2. 5 (N=20) 6.6+3. 1 (N=13) 0 .85 

Emotive 7 .0+3. 3 (N=20) 6.5+3. 8 (N=13) 0 .47 

Palliative 11 . 3±2. 4 (N=17) 10.6+3. 6 (N=12) 0 .64 

Supportant 8 . 5+2 . 4 (N=19) 8.6+3. 3 (N=13) -0 .14 

Self-reliant 13 .5+4. 9 (N=16) 13.73±5. 6 (N=ll) -0 .11 

Total 96 .4+18 .1 (N=8) 116.0+20. 1 (N=10) -2. 15* 

* p < 0.05 
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Table 12. Means of Effect of Coping Strategies in Supported 
and Unsupported Groups and a Comparison of t-values 

Group 1 Group 2 t-\ake 

Without a 
Supportive Person 

With 
Supportive 

a 
Person 

X±S.D. (N) X+S.D. (N) 

Effect 

Confrontive 17. 5+6.1 (N=12) 22.1+7.6 (N=10) -1. 58 

Evasive 13. 8+5.8 (N=14) 19.5+9.0 (N=10) -1.89 

Optimistic 19. 1+3 .6 (N=17) 19.0+4.5 (N=10) 0. 07 

Fatalistic 5. 0+2.8 (N=20) 5.8+2.9 (N=9) -0.68 

Emotive 3. 6+2.2 (N=18) 4.9+4.3 (N=10) -0.93 

Palliative 10. 5+3.2 (N=15) 11.2+4.8 (N=ll) -0.42 

Supportant 8. 7+3.2 (N=18) 10.0+2.9 (N=ll) -1.14 

Self-reliant 11. 6+5.2 (N=15) 14.7+5.1 (N=9) -1.40 

Total 83. 1±16.1 (N=8) 112.5+34.5 (N=8) -2.18* 

* p < 0.05 
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presponding to the effect part of the JCS. Only the total 

scale of effect of the JCS had a significant difference; (X = 

83.1, S.D. = 16.1) in those without a supportive person, and 

(X = 112.5, S.D. = 34.5) in those with a supportive person (t 

= -2.18) . 

4. Is there a difference in the coping strategies of male 

and female patients in those with the presence of a 

supportive person and those without? 

The mean values of total use and total effect of coping 

strategies by support and gender are shown in Table 13. Female 

subjects having a supportive person and those without had 

hogher scores in responding to the total effect of the JCS 

than male subjects. Female subjects thought they were more 

effective than male subjects in responding to the effect 

portion of the JCS. 

The results of a 2-way ANOVA for the main effect and 

interaction of support and gender are presented in Table 14. 

The results of the effect of support, gender, and the 

interaction in total effect of the JCS were statistically 

significant with a F-value of 17.25 in support, 9.44 in 

gender, and 4.9 6 in interaction. 

Summary 

Data from 37 subjects were analyzed. The mean age of the 

sample was 45.35 years. Generally, the mean length of the time 

of diagnosis was 89.0 months and the mean time of receiving 

CAPD treatment was 26.72 months. Twenty four subjects reported 
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Table 13. Mean Values of Total Use and Total Effect of Coping 
Strategies by Support and Gender 

Group 1 (Without a Supportive Person) 

Male Female 

X±S.D. (N) X±S.D. (N) 

Total Use 102.0+29.5 (N=3) 93.0+10.1 (N=5) 

Total Effect 71.7±20.5 (N=3) 90.0+9.3 (N=5) 

Group 2 (With a Supportive Person) 

Male Female 

X+S.D. (N) X+S.D. (N) 

Total Use 

Total Effect 

114.7±22.1 (N=8) 

103.1±23.9 (N=7) 

121.0+12.7 (N=2) 

178.0+0.0 (N=l) 
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Table 14. Main Effect of Support and Gender Using 2-Way ANOVA 

Support F Gender F Interaction F 

Total Use 3.11 0.03 0.49 

Total Effect 17.25* 9.44* 4.96* 

* p < 0.05 
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that they did CAPD by themselves without the presence of a 

supportive person. Thirteen subjects reported that they had 

other people's help for their CAPD care, and the relationships 

with the helper were reported as spouse, children, parents, 

and employee of caregiver. 

Correlation coefficients were used to analyze the 

relation between demographic factors and the subscales of the 

Jalowiec Coping Scale (JCS). Several relationships between two 

variables were found statistically significant in this study. 

The results of the t-test of the use and effect portions 

of the eight subscales of the JCS indicated the presence of a 

supportive person did not make a significant difference. There 

were significant differences found between the two groups and 

the total scale of use of JCS (t = -2.15), and the total scale 

of effect of JCS (t = -2.18). 

Gender was another factor associated with significant 

differences between the two groups. The interaction of support 

and gender was also statistically significant for the total 

scale of effect of the JCS. 
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CHAPTER 5 

DISCUSSION OF FINDINGS AND CONCLUSIONS 

In this chapter, the findings of the study, the 

limitations, implications and recommendations for nursing are 

discussed. 

Findings of the Study 

The conceptual framework used in this study was based on 

Roy's Adaptation Model (Figure 1, page 17). The findings in 

relation to the research questions are presented in the 

following sections. 

A summary of the data analysis from the Jalowiec Coping 

Scale (1987) on both the use and the effect is as follows. The 

optimistic coping style was the most often used and useful 

coping strategies reported by CAPD patients in Taiwan. Seven 

commonly used coping strategies" were reported by these 

subjects such as: "Tried to keep your life as normal as 

possible and not let the problem interfere," "Hoped that 

things would get better," "Accepted the situation because very 

little could be done," "Tried to think positively," "Tried to 

distract yourself by doing something that you enjoy," "Talked 

the problem over with a professional person," and "Thought 

about how you had handled other problems in the past." These 

comments are indicative of the meaning that these patients 
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used to keep hoping and working, but at the same time felt 

powerless. 

In contrast to the commonly used coping strategies, three 

most frequently never used coping strategies by CAPD patients 

in Taiwan were "Took a drink to make yourself feel better," 

"Told yourself that the problem was someone else's fault," and 

"Ate or smoked more than usual." Six not helpful coping 

strategies were also reported by CAPD patients in Taiwan. They 

were "Took a drink to make yourself feel better," "Told 

yourself that the problem was some one else's fault," "Ate or 

smoked more than usual," "Got mad and let off steam," "Took 

out your tensions on someone else," and "Put off facing up to 

the problem." Patients with CAPD in Taiwan did not like to use 

palliative and evasive ways to deal with their problems, and 

thought that palliative, evasive, and emotive styles of coping 

were not helpful. 

The results of the relationship between demographic 

factors and coping styles had several significant findings. 

The age factor had a negative correlation with the use of 

confrontive subscale (r = -0.63), evasive subscale (r = -

0.38), optimistic subscale (r = -0.38), emotive subscale (r = 

-0.53), supportant subscale (r = -0.59), and self-reliant 

subscale (r = -0.47). These indicated that the older the CAPD 

patient, the less use of confrontive, evasive, optimistic, 

emotive, supportant, and self-reliant coping styles. 

Several significant correlations between the effect of 
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coping styles and demographic factors were also found in this 

study. They were: age had a negative correlation with the 

effect of confrontive subscale (r = -0.38) and supportant 

subscale (r = -0.44) . The younger the CAPD patients, the more 

helpful they were in confrontive and supportant coping styles. 

Time 2 had a weak negative correlation with the effect of 

confrontive subscale (r = -0.44). The longer the patient was 

on CAPD, the less helpful in confrontive coping style. 

A significant positive correlation was found between the 

use and effect of confrontive subscale (r = 0.92), evasive 

subscale (r = 0.62), optimistic subscale (r = 0.53), 

palliative subscale (r = 0.72), supportant subscale (r = 

0.70), and self-reliant subscale (r = 0.74). This indicated 

the more frequently patients used these coping styles, the 

more helpful these coping styles. 

The conceptual framework was intended to describe the 

relationship between supportive persons and coping strategy. 

There was no significant difference between the use and effect 

of eight subscales and those with the presence of a supportive 

person and those without. The results of the t-test indicated 

a significant difference between the total use and total 

effect of the JCS and those with the presence of a supportive 

person and those without. There were higher mean scores in the 

supported group than in the unsupported group. This indicates 

that those with the presence of a supportive person tended to 

use these coping strategies more than those without, and the 
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supported group reported more help using these coping 

strategies than the unsupported group. 

The findings of the study indicated significant 

differences in the total effect of coping strategies of male 

and female patients in those with the presence of a supportive 

person and those without. In the effect of coping strategies, 

female patients had higher mean scores than male patients, and 

those with a supportive person also had higher mean scores 

than the unsupported group. This indicated that the use of 

coping strategies were reported more helpful by females and 

supported patients rather than by males and unsupported 

patients. 

Limitations of the Study 

A major limitation in this study was the difficulty in 

collecting all of the data needed. There were high percentages 

of missing data found in both the use part of the JCS (51.4%) 

and the effect part of the JCS (56.8%). Some reasons for this 

were: questionnaires were too long, patients were too busy 

when they visited the CAPD center, and some questions did not 

make sense. Patients could not make sense with "how often" and 

"how helpful" in the Jalowiec Coping Scale and also did not 

know how to react appropriately to the questions. 

Although the mean age of this sample was 45.35 years, 

some subjects did need assistance in filling out the 

questionnaires because of poor eyesight. Several subjects left 

entire sections unanswered, especially with the effect part of 
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the JCS. They just made notes for making no sense of "helpful" 

in the coping strategies. In Chinese culture, "helpful" was 

not used to measure things doing by themselves. 

Another limitation for this study was the limited time 

for data collection. The investigator had only one month in 

Taiwan to collect data. Several subjects were recruited by 

CAPD center nurses and nurses were too busy to assist patients 

in completing the questionnaires. 

Implications for Nursing 

Implications for nursing practice based on this study are 

related to how nurses can assist patients in dealing with 

coping in relation to their CAPD treatment. According to Roy 

(1984), "nurses can explore the basic coping mechanisms of 

each person. Hopefully, they can help persons use their 

abilities more effectively to promote adaptation" (p.35). 

Patients' abilities to respond to disease or treatment depend 

on the state of the patients' coping with the change in the 

body. In this study, there were some interesting findings 

which can provide clues for nurses working in the CAPD center 

to discern their client's psychosocial needs. Nurses can also 

provide more appropriate care for their patients. 

The results of this study may provide some evidences of 

education needs for this population. The results also offer 

some suggestions for including certain area for CAPD nurses. 

This also could be put in the curriculum of CAPD nurse 

training. 
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Further nursing research is needed in the area of coping 

mechanisms in patients with chronic renal failure undergoing 

CAPD treatment. Recommendations based on this study are: 

1. Conduct a qualitative study to describe coping 

strategies used by Chinese CAPD patients in Taiwan. 

2. Conduct a study to determine stressors in CAPD 

patients in Taiwan and their relationships with coping. 

3. Develop questionnaires on coping strategies based on 

the Chinese culture with simpler questions. 

4. Conduct a comparison study to determine stressors and 

coping strategies used by hemodialysis patients in 

Taiwan. 

Summary 

The purpose of this study was to describe the coping.' . 

strategies used by CAPD patients in Taiwan. The conceptual 

framework, that supportive persons can increase the coping 

effectiveness was supported. The relationship of patients' use 

and effect of coping styles and social support still needs 

further study. 
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APPENDIX C 

SUBJECT DISCLAIMER FORM 
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DISCLAIMER 

Coping Strategies Used by Patients 
Undergoing Continuous Ambulatory Peritoneal Dialysis in Taiwan 

You are invited to participate in the above entitled study. 
The purpose of this study is to obtain information about the coping 
strategies used by CAPD patients in Taiwan. The differences in the 
use of coping strategies between those with the presence of support 
and those without are being studied. 

You are being asked to voluntarily participate in this study. 
This is an anonymous survey using a questionnaire. Xou need not 
write your name on it. If you feel very strongly against answering 
questions which you do not like, just ignore them. Your answers 
will not in any way affect your treatment. 

This questionnaire includes two parts. The first part of the 
questionnaire is the information about yourself. The second part of 
the questionnaire provides the questions about the coping 
strategies which you may choose to deal with your disease or 
treatment. It takes about 15 minutes to answer the questionnaire. 

Investigator: Hsiao-Chuang Chao 

Graduate Student 
College of Nursing 
University of Arizona 
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APPENDIX D 

DEMOGRAPHIC SHEET 



SUBJECT INFORMATION SHEET 

Directions: Please circle or fill in the one correct response. 

Subject Number: 

1. What is your age? 

2. What is your sex? Male 

Female 

3. what is your marital status? Single 

Married 

Separated/Divorced 

Widowed 

4. What is your occupation? 

5. what is your educational level? Primary School 

Junior High School 

Senior High School 

College 

Graduate 

Others 

6. what is your religion? Buddhist 

Taoist 

Christian 

Catholic 

Others 

7. How long have you had this diagnosis? 

8. How long have you been receiving CAPD? 
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9. Is there anyone helping you to deal with CAPD treatment at 

home? Yes 

No 

(If yes, please list the relationship, i.e.; parents, spouse, 

friend, etc.) 
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APPENDIX E 

CHINESE VERSION OF THE DEMOGRAPHIC SHEET 
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t l  ft  

S f  «  

* £ •  

* *  

7 .  C « D R * H « f  W » X  ?  

8. a * * capd#! mw f a. ? 
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9 .  S K f  ,  ( C l t i l l l A I I B C I I  C A P D f c  m ? ft 

* 

( *  W  ,  R f H t k t n i l t .  B  I  X f  .  X  »  » f B I B S I .  . )  
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APPENDIX F 

PERMISSION FOR THE USE OF JCS 



PfRHlSSTON FOFI USE OF JCS 

PERMISSION IS HEREBY 6RAHTED TO 

B«iao-Chu*og Chao 

TO USE THE JALOUIEC COPIN6 SCALE 

IH A STUDY OR PROJECT 

AND TO TRANSLATE THE TOOL WTO ANOTHER LANGUAGE 

OR TO HOOIFY THE TOOL AS REQUESTED 

ANNE JALOWIEC, RN, PHD 

LOYOLA UNIVERSITY OF CHICAGO 

D A T E :  9 / & / 9 1  

For translated or vdlfled versions of the JCS, the copyright notation 
on the new version should read as follows: 

COPYRIGHT DR. ANNE JALOUIEC, USA, 1987 
TRANSLATED BY (or HOOIF1ED BY) [your naae, country, year] 
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APPENDIX G 

JALOWIEC COPING SCALE (JCS) 



COPYRIGHT 1987 ANNA JALOWLEC STUDY I 

JALOWIEC COPING SCALE 

THIS QUESTIONNAIRE LA ABOUT HOW YOU COPE WITH STRESS AND TENSION, AND HOW YOU HANDLE STRESSFUL SITUATIONS. 
IN PARTICULAR, I AM INTERESTED IN HOW YOU HAVE COPED WITH THE STRESS OFT 

LISTED ON THIS QUESTIONNAIRE ARE MANY DIFFERENT WAYS OF COPING WITH STRESS. FOR EACH COPING STRATEGY, TWO 
QUESTIONS ARE ASKED: 

PART A: HOW OFTEN YOU HAVE USED THAT PARTICULAR STRATEGY TO COPE WITH THO STRESS LISTED ABOVEJ 
PART B: IF YOU HAVE USED THAT STRATEGY, HOW HELPFUL IT HAS BEEN IN COPING WITH THAT STRESS. 

INSTRUCTIONS 

PART A 

FOR EACH COPING STRATEGY LISTED, CIRCLE A NUMBER FROM 0-3 IN PART A TO SHOW HOW OFTEN VOU HAVE USED THAT 
STRATEQV TO COPE WITH THE STRESS LISTED ABOVE. THE CODLNQ FOR THE NUMBERS IN PART A IS AS FOLLOWS: 

t 

0 - NEVER USED 
1 - SELDOM USED 
2 " SOMETIMES USED 
3 - OFTEN USED 

PART B 

FOR EACH COPING STRATEGY THAT VOU HAVE USED, CIRCLE A NUMBER FROM 0-3 IN PART B TO SHOW HOW HELPFUL THAT 
STRATEQV HAS BEEN IN COPING WITH THE STRESS LISTED ABOVE. THE CODING FOR THE NUMBERS IN PART B IS AS FOLLOWS: 

0 - NOT HELPFUL 
1 • SLIGHTLY HELPFUL 
2 - FAIRLY HELPFUL 
3 - VERY HELPFUL 



Part A 
BOH orran BAVK TOO OSID 
EACH STRATEGY? 

Part B 
BOW BEtFrm. HAS THB 
STRATEGY BEKH? 

COPING STRATXCITS SOM-
Haver Saldoa 
Uaad Oaed 

tlaaa 
Daad 

Oftan 
Oaed 

Hot 
Balpful 

Slightly 
Balpful 

Fairly Vary 
Balpful Balpful 

A a Horrlad about tha problem 0 1 2 3 0 1 2 3 

& • llopad that thlnga would got batter 0 1 2 3 0 1 2 3 

J • Ata or amoked mora than uiual 0 1 2 3 0 1 2 3 

Thought out different waya to handle 
tha altuatlon 

0 1 2 3 0 1 2 3 

Told yourialf that thlnga could ba woraa 0 1 2 3 0 1 2 3 

Bxarclaed or did aome phyalcal activity 0 1 2 3 0 1 2 3 

Tried to get away from tha problem 
for awhile 

o 1 2 3 0 1 2 3 

Got mad and let off ateara 0 • 1 2 3 0 1 2 3 

Prepared for the worat that could happen 0 1 2 3 0 1 2 3 

10. Tried to put the problem out of your 
mind and think of eomethlng elae 

0 1 2 3 0 1 2 3 

11. Talked the problem over with family 
or frlenda 

0 1 . 2 3 0 1 2 3 



Pact A 
BO* OriBN B&VX TOO 03BD 
KAjCH STHATEGYT 

Pact B 
HOW BBLPVUI. HAS XBX 
STRATEGY BEEN? 

COPIHQ 8TRATBQIBS 
Havar 
Died 

Saldcaa 
Oaed 

Soma-
tinaa 
Oaed 

Often 
Daad 

Mot 
Balpful 

Slightly 
Balpful 

Fairly 
Balpful 

Very 
Balpful 

12. Accepted tha situation becauae vary 
llttla could ba dona 

0 1 2 a 0 1 2 3 

13. Triad to look at tha problam objactlvaly 
and aea all aldoa 

0 1 2 3 0 1 2 3 

14. Daydreamed about a battar llfa 0 1 2 3 0 1 2 3 

15. Talked tha problci* over with a 
professional person (auch as a 
doctor, nurae, minister, 
teacher, counsalor) 

0 1 2 3 0 1 2 3 

1<. Triad to kaap tha altuatlon undar control 0 1 2 3 
i 

0 1 2 3 

11. Prayed or put your trust In Cod 0 .1 2 3 0. 1 2 3 

11. Triad to gat out of tha altuatlon 0 1 2 3 0 1 2 3 

19. Kapt your fealln9S to yoursalf 0 1 2 3 0 1 2 3 

20. Told yourself that the problam Mas 
someone alse's fault 

0 1 2 3 0 1 2 3 

21. Haltad to see what would happen 0 1 2 3 0 1 2 3 



Part 1 
BOH Of TEH RAVB TOO OSED 
EACH STRATEGY? 

Part B 
BOH HELPFUL BAS I UK 
STRATEGY BEEN? 

COPIHQ 8TRATKCII3 flona-
Maver Beldoa tinea Often, Hot Slightly Fairly Vary 
Uaad Oaed Uaed Daad Helpful Balpful Balpful Balpful 

22. Hanted to ba alona to think thlnga out 0 1 2 3 0 1 2 3 

23. Realgned youraalf to tha altuatlon 
bacauae thlnga lookad hopalaaa 

0 1 2 3 0 1 2 3 

24. Took out your tanalona on aomaona elae 0 1 2 3 0 1 2 3 

25. Triad to changa tha altuatlon 0 1 2 3 0 1 2 3 

26. Uaad relaxation tachnlquaa 0 1 2 3 0 1 2 3 

27. Triad to find out arara about tha problera 0 1 2 3 0 1 2 3 

28. Slept mora than uaual 0 1 2 3 0 1 2 3 

29. Tried to handla thlnga one atep at a time 0 1 2 3 0 1 2 3 

30. Triad to keep your Ufa aa normal aa 
poaalbla and not let tha problem 
Interfere 

0 1 2 3 0 . 1 2 3 

31. Thought about how you had handled 
olhar problama 111 tha paat 

0 1 2 3 0 1 2 3 

32. Told youraalf not to worry baoauaa 
everything would probably work out fine 

0 1 2 3 0 1 2 3 

U3 
to 



Fart A 
BOH OriBM BAVK 
BACB BrRJITBGT? 

YOU OSBD 
Part B 

BOH HELPFUL UkS IBX 
STRATEGY BKEH? ' 

COPINO 8TRATBQIBS 
Never 
Oaed 

Saldoa 
Oaad 

Sona
tina 
Daad 

Often 
Oaad 

Mot Slightly Fairly Vary 
Balpful Balpful Balpful Balpful 

33. Triad to work out a compromlae 0 1 2 3 0 12 3 

34. llad a drink 0 1 2 1 3 , 0 12 3 

35. Lat tlma take car* of tha problan 0 1 2 3 0 12 3 

36. Triad to dlatract youraalf by doing 
aomethlng that you anjoy 

0 1 2 3 0 12 3 

31. Told youraalf that you could handle 
anything no matter how hard 

0 1 2 3 0 12 3 

38. Set up a apeclflo plan of action 0 2 3 0 12 3 

39. Tried to keep a aenaa of hunor 0 1 2 3 0 1 2 3 

40. Put off facing tha problem 0 1 2 3 0 12 3 

41. Tried to keep your faellnga under control 0 1 2 3 0 1 2 3 

42. Talked tha pcoble* over with people who 
had been In a almllar altuatlon 

0 1 2 3 0 12 3 

43. Practiced In your mind what had to ba dona 0 1 2 3 0 12 3 



PART K 
BC« OFIBH BAVH TOO DSBO 
BACH ETRArEGT? 

Pact B 
BOH UR1CFUI, tIAS TBB 
STRAtECT BEBH? 

COPINO STRATIOIHS 6ONA-
Never Seldoa 
Daad Oaed 

tinea 
Oaed 

Often 
Oaed 

Mot' 
Halpful 

Sllgh 
Balp 

iy 
ul 

Fairly 
Balpful 

Vary 
Balpful 

44. Triad to keep buey and work hardar 0 1 2 3 0 2 3 

45. Laarnad (omathlng new In ordar to daal 
ulLli tha problam 

0 1 2 3 0 2 3 

4C. Old aomethlng l*pulelve or rlaky 0 1 2 3 0 2 3 

47. Thought about tha good thlnga In Ufa 0 1 2 3 0 ' 2 3 

48. Triad to Ignore or avoid tha problem 0 1 2 0 2 3 

49. Compared youraalf with other people 
who were In the aame altuatlon 

0 1 2 3 0 2 3 

SO. Tried to think poaltlvely 0 1 2 3 0 2 3 

SI. Blamed youraalf Cor getting Into auch 
a altuatlon 

0 1 2 3 0 2 3 

52. Preferred to work thlnga out youraalf 0 1 2 0 2 3 

53. Took nedlcationa 0 1 2 3 0 2 3 

54. Tried to aee tha good aide of the altuatlon 0 1 2 3 0 2 3 



Pact K 
HOW 07T8H HAVK TOU 03RD 
BACH STRATKOT? 

Part B 
BOW BSLPVUL HAS TBS 
STRATHGT BEEN7 

COPIHQ 8TRATKQIK8 . BOM-

Hi»tc Seldom tinea Often Nob Sllgbtly Palely Vary 
Oaad Died Used Oaed Helpful Helpful Helpful Helpful 

55. Told youraelf that thla problem waa 
really not that Important • 

0 1 2 3 0 1 2 3 

56. Avoided being with paopla 0 1 2 3 0 1 2 3 

57. Triad to Improve youraalf In aoma way 
ao you could handle tha eltuatlon 

0 1 2 3 0 1 2 3 

58. Hlahad that tha problem would go away 0 1 2 3 0 1 2 3 

59. Depended on othara to help you out 0 1 2 3 0 1 2 3 

60. Told yourself that you vera juat having 
aoma bad luck 

o '  1  2 3  0  1 2 3 

If there ara any other thlnqa you did to handle the 
write those coping atrataglaa In tha apacas below, 
each strategy has been. 

stress mentioned 
Then clrale how 

at the beginning, 
often you have uaed 

that are not on 
each strategy. 

this list, please 
and how holptul 

61. 0  1  2 3 0  1  2 3 

62. 0  1  2 3 0  1  2 3 

63. 0  1  2 3 0  1  2 3 
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CHINESE VERSION OF JCS 
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Pact 1 

m M O .  n - m Q K m * n t b a 7 s a i V 3 * m * x i  u - m & i tisflttisawa*. 

a* = 

2. #2«»ISIff « 

3. £«£*tsa£tea 

4. * c * * s a 3TJJ s s vi 

5. 

S. ItSftSS* 

7.  

8. BKX 

0. So***«ff5fTK 

i0.#*72ssaas«fi*« 

n.w* Afi«*Ka 

1 2 . * 3 6 * * .  H a a a X - E l f i S  

13.«•*«•*? WA 

15.«i£SX±Ra«n 

16.«*a«i a ara«« 

17.?* «ra*» *« 

IS. 

19.a a E«?s*ft s&a 

20.J*aS£«S5**»K*A 

21.M^ea* 

22.osaas«s 

23.A SEAMS® AAI« 

* — m o * — B (0 

A A * * H 18 « !S 1 
* 9  m  * W 14 W • • 
AT ft ft ft ft * n  ft : 
n  m  m  JFL tt tt to A I 

I 
0 i  3 

I 
0 i  2 3 0 2 3 I 

* I 
0 I 2 3 0 L 2 . 3 ! 

| 

0 I 2 3' 0 L* 2 3 
1 
R 
T 

0 I 2 3 0 L 2 3 I 
T 

0 I 2 3 0" L 2 - 3 • • 
• 

0 I 2 3 0 L 2 3 
t  
I 
• 

0. I 2 3 0 L 2 3 
I 
I 0. 
I 

0 I 2 3 0 L 2 3 I 
I 

0 I 2 3 0 L 2 3 I 

0 I 2 3 0 L 2 3 
I 
T I 
• 

0 I 2 0 L 2 3 
I 
I I 
• 

0 I 2 3 0 L 2 3 
• 
I 
» 
• 

0 I 2 3 0 I 2 3 
« 
• 
• 

0 I 2 3 0 L 2 3 
• 
• • 
• 

0 I 2 3 0 L 2 3 « 

0 I 2 3 0 L 2 3 • I 
• 

0 I 2 3 0 L 2 3 
T 
I • 
T 

0 I 2 3 0 L 2 3 
I  
i  t  
I 

0 I 2 3 0 I 2 3 • • 
T 

0 I 2 3 0 I 2 3 t  *  

0 I 2 3 0 L 2 3 
• 
• • 
! 

0 I 2 3 0 L 2 3 • 
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Pat* 2  

tt 
=F 
ff 
ff 

a 
iJ> 
c 
ff 

* 
w 
ff 
ff 

* 
* 
ff 
ff 

& 
* 
n 
tb 

ts 
'J> 
n 
tt 

w 
K 
n 
a 

m 1 
W 1 
SI 1 
tt 1 

0 1 2 3 0 l 2 3 : 

2s.a aa**R 0 2 3 0 l 2 3 1 

26.'ffffl«t-C>«;Stt 0 1 2 3 0 ' l 2 .3 1 

27.#a»KlifflHB9*fi 0 1 2 3 0 l 2 3 1 

28.MB3.tfc¥»?£ . 0 1 2 3 0 l 2 . 3 1 

29. K £• tt H * £ JR ttJH a 0 1 2 3 0 l 2 3 1 

30.a*«ff IE*£g. 7'SS*¥i 0 1 2 3 0 l 2 3 1 

3i.«ffa«»sia3s*»8e»! 0 1 2 3 0 l 2 3 : 

32.ftK8S = *«*£. «***« 
*55«*fcS9 

0 1 2 3 0 l 2 3 1 

33.K*a»-«»f S85^ffi 0 1 2 3 0 l Z 3 t 

34.'«B*» 0 1 2 3 0 i 2 3 : 

3s.ai»ff*&na 0 1 2 3 0 l 2 3 1 

36.£tta£>C^*«3R»ltC^ 0 1 2 3 0 l 2 3 1 

37.»«a£: ?iii$bi. as 
®r 

0 1 2 3 0 l 2 3 ! 

38.aSJt*5E*t7 0 1 2 3 0 l 2 3 : 

39.a * * » « »s 0 1 2 3 0 l 2 3 : 

4o.«xi«n 0 1 2 3 0 l 2 3 i 

4i.»c*a«sa»flia 0 1 2 3 0 l 2 3 : 

42.W B* IB **»!B A»a 0 1 2 3 0 l 2 3 i 

43.S'OSfJSX(KB*« 0 1 2 3 0 l 2 3 : 

44.I)IIC*»I!«J!aH» 0 1 2 3 0 i 2 3 1 

4S.»VffffIZM»KH 0 1 2 3 0 l 2 3 : 

49.fl«RaK«iX**M 0 1 2 3 0 l 2 3 : 

47.BS£i£®99ff*AI 0 1 2 3 0 l 2 3 : 
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PAT* 3 

1 « A * * i & a * IB 
1 * 3> If * 1 W 9 U W 
1 c « * « \ n * n n 
i m m n 1 to tt tt KJ 

4S,K**H £S"E- 1 0 
1 

1 . 2 3 1 0 2 3 

49.WIW** 1 0 
1 

1 2 3 1 0 2 ' 3 

50 1 0 
1 

1 2 3 1 0 '. 2 3 

5i.as s e»7aa« 1. O 
1 

1 2 3 4 0 2 3 

5 2 . 5 R  @  A » A « A  1 0 1 2 3 1 0 2 3 -

53.^ m«xm*ma ! O 
1 

1 2 3 1 0 2 *3 

54.SJ? 63 3?® * 1 0 
1 

1 . 2 3 1 0 2 3 

55.&RS2 *•*!**«*«* 1 0 
1 

1 2 3 t 0 2 3 

56.B0H3IA 1 0 
1 

1 2 3 I O 2 3 

57.KVS9 aasE**«a 1 0 
1 

1 2 3 : O .  2 3 

58.#H£* * a »ff *35 I 0 
1 

1 2 3 1 0 2 3 

59. «H* ASS site 1 0 
1 

1 2 3 I 0 2 3 

60.£ B SRSIl^ff 1 0 
1 

1 2 3 1 0 2 3 

si.*'E^a. afflxswas*. aw 
M jqaa* 1 

1 
6 2 .  i 0 1 1 2 3 ! 0 2 3 

63. : O 1 2 3 1 0 2 3 
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