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ABSTRACT

The present study examined the relationship between
life event stress, 1illness and alcohol use as a function of
one's social support level and personality, while taking
into account the "contamination" of past life event research
and the potential differential response to life event stress
(i.e., depression, psychosomatic disorders and alcohol use).
Three hundred and three wuniversity undergraduate students
voluntarily completed an extensive qQuestionnaire. In addi-
tion to demographics and life event stress, predictor vari-
ables measured were: social support, including loneliness;
anxiety, rationality, and self concept. Qutcome measures
included depression, psychosomatic disorders, and alcohol
use. According to the study results, life event stress was
observed to be associated with mental and physical illness
but was found to be unrelated to alcohol use. The "contami-
nated" events seemed to account for the stress-illness rela-
tionship. Uncontaminated 1life stressors did not interact
with social support or personality variables to predict any
of the outcome measures. Further, according to canonical
correlation analysis, the predictor canonical variables re-
lated similarly, not differentially, to the‘outcome canoni-
cal variables. Life event stress did not seem to predict

different outcomes among different people. It was concluded



that little, if any, relationship exists between life stress
and mental or physical illness, nor does this study provide
support for a relationship between life event stress and al-
cohol use. These findings were suggested to be as a result
of methodological problems. In the future, there is a need
to reconceptualize stress and measure it differently, in-

cluding utilizing longitudinal designs.
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THE ASSOCIATION OF DEMOGRAPHIC CHARACTERISTICS,
LIFE EVENT STRESS, SOCIAL SUPPORT AND PERSONALITY
. WITH DEPRESSION, PSYCHOSOMATIC DISORDERS

AND ALCOHOL USE

Holmes & Rahe ( 1967 ) developed a scale which purport-
edly measures life event stress. Subsequently, much re-
search has been conducted employing this scale in an attempt
to link 1life event stress with 1illness, and as such this
scale is widely acclaimed by academics, researchers and many
others in the business world ( see Dohrenwend & Dohrenwend,
1974 ). Despite this the results of a recent study indicate
that current measures of life event stress are inadequate (
Schroeder & Costa, 1984 ). The present study focuses on

this finding.

This study examined the association of 1life event
stress with depression, psychosomatic disorders and alcohol
use as a function of one's social support level and person-
ality. The notion that disease is related one's environment
was suggested by Donnison ( 1938 ) and Halliday ( 1949 ).
According to Donnison ( 1938 ), organic disease is related
to an individual's reaction to stimuli induced by life in a

civilized society. This notion was the forerunner of the



2
idea that biomedical effects result from one's environment (
Henry & Stephens, 1977 ). Similarly, Halliday ( 1949 ) not-
ed that <changes in the environment were related to an in-
crease in the 1incidence of several diseases 1including high

blood pressure, ulcers and coronary heart disease.

Does life stress predict physical and mental health

problems? Research has shown that there exists a relation-
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ss and both mental illness (
e.g., Brown & Harris, 1978 ) and physical illness ( e.g.,
Cobb & Rose, 1973 ). The exact nature of this relationship
has yet to be determined as the link between life event
stress and 1illness has been consistentiy observed to be a
"weak" association at best. According to Schroeder & Costa
( 1984 ), studies that have related life event stress to
illness by utilizing retrospective self-report designs have
shown correlations on the order of .2-.3 1in a wide array of
populations experiencing a broad range of disorders ( cf.
Dohrenwend & Dohrenwend, 1974 ). Further, a number of pro-
spective designed studies have failed to replicate the find-
ings from retrospective studies ( c¢f. Goldberg & Comstock,
1976; Theorell, Lind & Floderus, 1975 ). In(short, the
findings concerning the nature of the relationship between

" life event stress and illness are equivocal.

Consequently, Schroeder & Costa ( 1984 ) argue that
memory, perception, as well as response tendencies, could be

artifacts which account for the weak associations observed
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between life event stress and illness. They claim that the
self-report methodology often used to test the relationship
between life event stress and illness, which has been appro-
priately criticized for methodological flaws ( cf. Rabkin &
Struening, 1976 ), may explain the results that have been
found in the past. Schroeder & Costa ( 1984 ) also argue
that conventional life event measures contain "contaminated"
items and conseguently these may confound the relationship
between life event stress and illness. They point out that
conventional 1life event measures include: 1) items or
events that relate to physical health and thus overlap with
the criterion; 2) events that relate to neuroticism, which
also influences the criterion; and 3) events that are sub-
jective or vague and as a consequence could be affected by
individual differences in psychological distress, response

set and retrospective bias.

Schroeder & Costa ( 1984 ) examined whether substantive
effects exist, or by contrast, whether methodological flaws
could account for the observed correlations between life
event stress and iliness. That is, does "contamination" ac-
count for the effect. They observed that illness was sig-
nificantly related to event subscales containing: 1) health
related events, 2) neuroticism related events and 3) subjec-
tive events. They observed no relationship between "uncon-
taminated" events, or those thought to be representative of

life event stress ( e.g., death of family member, quit a
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job, new family member ), and illness. According to Schroe-
der & Costa ( 1984 ), "illness is essentially independent of

the occurrence of life change per se".

If the uncontaminated events are defined as those which
best represent "stress", then why are these events uncorre-
lated with illness measures? Two possible answers are plau-

sible. Either no relationship exists, or an alternative ex-
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responsible for the observed relationship between life event
stress and illness ( Schroeder & Costa, 1984 ). Neuroticism
is the variable thought to affect one's perception of life
event stress and subsequent reporting of illness. Schroeder
& Costa ( 1984 ) explain that items in life event scales may
be measuring symptoms of psychopathology ( example items in-
clude; major change in eating habits, sexual difficulties )
or they may represent events that could be the result of
neurotic traits, such as divorce, or being fired from a job.
To illustrate this point they suggest that, "the occurrence
of an event could reflect maladjustment by the person along
with environmental changes... [and] ...neurotic or dis-
tressed persons tend to endorse more symptoms and other

health complaints" ( Schroeder & Costa, 1984; 854 ).

From these conclusions, it would seem to be important
to recognize the confounding nature of "contaminated" items
in life event measures. The first major objective of the
present study was to examine the relationship between "con-

taminated" and "uncontaminated" life events and illness.
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In addition to taking into account the findings of
Schroeder & Costa ( 1984 ), the second major objective of
the present study was to consider the potential role of so-
cial support and personality while examining the relation-
ship between life event stress and illness. Social support
has been suggested to act as a moderator of the potential
effects of life event stress ( cf. Turner, Frankel & Levin,
1983 ). As such, the role of social support in its rela-
tionship with life event stress and illness needs to be con-
sidered here. As well, personality may play a role in the
relationship between life event stress and illness ( cf. Ey-
senck, 1981 ). 1In the same way that a "neurotic" individual
may differentially perceive his/her environment relative to
someone who is not neurotic, an "anxious" or "irrational"
person could also have an altered perception of his/her en-
vironment. Schroeder & Costa ( 1984 ) failed to measure so-
cial support or other personality variables besides neuroti-
cism. By examining these dimensions and their possible
interactions with stress events, the present study is an ex-
tension of their research design. In other words, do uncon-
taminated life events only affect those who are already

vulnerable by reason of low social support or personality?

In addition to the aforementioned, it is of interest to
inguire; does the life event stress effect exist but predict
different outcomes in different people? A third major ob-

jective of this study was to acknowledge that individuals
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may react differently to stress. It 1is suggested that
stress may differentially impact on one's health and behav-
ior. That is, life event stress may affect one person's
physical health ( represented in this study by level of psy-
chosomatic disorders ), while impacting upon another per-
son's mental health ( represented in this case by a measure
of depression ), and impact on still another person at a be-
havioral level ( represented here by an increase in alcohol
use ). Life event stress has been shown to relate to both
physical and mental illness ( cf. Jenkins, 1976; Caplan &
Jones, 1975; Caplan, Cobb & French, 1975 ), however, past
studies have failed to include multiple illness outcome
measures. Again, this relationship may be a function of ar-
tifacts or methodological flaws, or due to an unmeasured

personality variable such as neuroticism.

Besides affecting one's physical and mental health,
stress may induce individual's to engage in compensating be-
haviors. The adverse effects of life event stress may con-
tribute to the adoption of maladaptive behaviors in order to
cope with these stressors. An individual may not be direct-
ly affected by the life event stress, but would engage in
behavior that would possibly, in an indirect manner, affect
one's health. For example, individual's may consume alcohol
as a means of reducing the effects of stress. Recently,
life event stress has been shown to be associated with alco-

hol use ( cf. Linsky, Straus & Colby, 1985 ). In short,
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different people might respond to stress differently: some
may choose alcohol; some might become depressed; others may
develop psychosomatic disorders. This study attempts to
identify which variables best predict the reactions of indi-

viduals under stress.

At this point it seems appropriate to offer a defini-
tion of "stress". Although stress 1is difficult to define,
often because of 1its subjective nature ( Lazarus,
the description offered by Gottesfeld ( 1979 ) seems to be
suitable for present purposes. Stress is described as "any
interference which disturbs the functioning of an organism
at any level and produces a situation natural for the organ-
ism to avoid. Reactions to stress are typically manifested
as disturbed psychologic and/or physiologic functioning..."
(p.531). This disturbed functioning can include such phe-
nomena as anxiety attacks, cardiovascular disorders, drug-

related problems, gastrointestinal disorders, avoidance be-

havior, and depression.

Noting that stress may impact on one's health, it may
be worthwhile to explain how this might occur. There are
two view points as to the link between psychological factors
and disease. One 1is a focus on general susceptibility to
illness ( cf. Kagan & Levi, 1974; Holmes & Rahe, 1967 ), the
other viewpoint focuses on the development of specific ill-
nesses ( cf. Weiner, 1977; Jenkins, 1971; 1976 ). The basic

distinction between the generality versus the specificity
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approach is whether generalized or specific somatic effects
are predicted to result from the particular factors under
study ( Cohen, 1980 ). The generality theories postulate
general biological mechanisms have negative effects on the
system as a whole, or on vulnerable organ systems ( e.g.,
vulnerable for reasons of inherited weaknesses ). The spe-
cificity theories focus on particular biological mechanisms
which are directly implicated, through their effects, in the
development of a specific disease. One of the wunique
aspects of this study is that these two approaches were
tested to see which is the more viable alternative. That
is, an effort was made to determine whether the predictor
variables exert a similar influence versus a different in-
fluence on the criterion variables. The intention was to
examine whether demographic, environmental and personality
factors act in a similar fashion or unigue manner in pre-

dicting depression, psychosomatic disorders and alcohol use.

Figure 1 outlines the predictors and the three criteri-
on variables. Essentially, lowered psychophysiological
well-being was suggested to be due to a lack of social sup-

port, life event stress and an individual's personality.

In summary, the present study examined the relationship
between life event stress and illness as a function of one's
sociai support level and personality, while taking into ac-
count the ‘"contamination" of past life event research and

the potential differential response to life event stress (



Figure 1

LEVEL I LEVEL II LEVEL III
DEMOGRAPHICS
1. Age
2. Sex
3., Other
PSYCHOPHYSIOLOGICAL
ENVIRONMENTAL WELL-BEING
STRESSORS
e 1. Depression
2. Psychosomatic
1. Life Change > Disorders
PERSONALITY 3. Alcohol Use

1. Ratiomality

2. Anxiety
ENVIRONMENTAL 3. Self-concept
MODERATORS

1. Social Support
2., Loneliness

Theoretical model indicating the relationship

between the predictor variables and psychophysiological
well-being. Each of the predictors are hypothesized

to relate individually, and in combination with each
other, to psychophysiological well-being.
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i.e., depression, psychosomatic disorders and alcohol use ).
In doing so, an attempt has been made to answer four central
guestions: 1) Does life event stress predict physical and
mental illness? 2) If so, does "contamination account for
the effect? 3) 1If "contamination" accounts for the effect,
does there remain a possible role for "uncontaminated" life
stressors in interaction effects with other variables (
e.g., social support and personality variables)? and 4)
Does the 1life event stress effect still exist but predict

different criterion or outcomes in different people?

At this time it would be useful to provide a brief ex-
planation as to why the specific variables incorporated in
this study are included vis a vis other variables. As far
as the specific variables that are included in this study
are concerned, many of these have been indicted as precur-
sors of a variety of disorders, illnesses and diseases. For
example, a high level of anxiety has been found to be a con-
sistent psychosocial predictor of coronary heart disease,
and has been indicted as a forerunner in the development of
psychosomatic disorders ( Cohen, 1980 ). With this in
mind, this variable may also relate to depression and alco-

hol use.

In addition, there has been a growing body of litera-
ture on the epidemiology of psychiatric disorders ( for re-
views see Leighton, 1979; Weissman & Klerman, 1978 ) and the

role of environemntal influences such as life stress ( see
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for instance, Dohrenwend & Dohrenwend, 1974 ) and social
support ( e.g., Brown & Harris, 1978; Caplan, 1974 ) in pre-
dicting psychiatric disturbance. However, the role of per-
sonality factors in predicting psychiatric disturbance as
measured in epidemiological surveys on mental health has
been largely ignored ( Leighton, 1979 ). As Leighton aptly

1

states: "...much more information 1is needed regarding per-
sonality assets and capacities as these relate to the ori-
gin, course and outcome of mental illnesses. It is desira-
ble that epidemiology pertinent to these guestions become
more fully developed." (p.244) Personality variables have
been related to psychiatric disturbances such as depression
in clinical samples ( for a review see Chodoff, 1972 ), how-
ever, there are virtually no epidemiologic surveys on mental
health that have included personality scales. The present
study attempts to rectify this shortcoming. Thus, the vari-
ables that are outlined in Figure 1 were included 1in this
study as these would seem to affect psychophysiological

well-being.

Criterion Variables

As far as the «criterion variables to be wutilized as
measures of psychophysiological well-being; are concerned,
depression, psychosomatic disorders and alcohol use have
been identified as those which are most 1likely to manifest

themselves as consequences related to the effects of life



12
event stress ( e.g., Sarason & Sarason, 1984 ), Briefly
outlined is an examination of each of these criterion vari-

ables.

Depression

There is an increasing concern about the etiology and
treatment of depression. Depression is the most common psy-
chiatric disorder ( Weissman & Myers, 1980 ) and the magni-
tude of untreated depression is high. Estimates of individ-
uals not in treatment who suffer depression range from 66%
to 80% ( i.e., only 20-35% of depressed people are receiving
treatment ; Barrett, Hurst, DiScala & Rose, 1978 ). Point
prevalence estimates of «c¢linically significant depression
are approximately 5%, with 10-20% of the population report-
ing significant depressive symtomatology ( Radloff, 1977;
Weissman & Myers, 1978; Roberts & Vernon, 1982 ). Four re-
cent studies used a self-report depression measure ( CES-D;
Centre for Epidemiological Studies Depression Scale ) and
employed general populatién samples ( Amenson & Lewinsohn,
1981; Comstock & Helsing, 1976; Craig & Van Natta, 1979;
Frerichs, Aneshensel & Clark, 1981 ). The highest rates of
depression were observed in the 18 to 24 age group. As
well, estimates of the prevalence of depression among col-

lege students range from 15-20% ( Schuckit, 1982 ),
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In addition to these concerns, depression has been con-
cluded to be debilitating, where 50% of patients seen in
general practice were unable to lead normal lives ( Johnson,
1973 ). Further, 30% admitted suicidal ideation. 1In short,
depressive disorders can be a major health problem. As such
there is a need to realize ways of detecting depression in
the community for purposes of aiding those who are untreat-

ed.

Concerning the measurément of depression, the clinical
criteria for the diagnosis of depression vary somewhat al-
though most include symptoms such as negative mood, self
depreciation, guilt, hopelessness, helplessness, social iso-
lation, somatic complaints, and a reduced rate of behavior (
Brown & Harris, 1978 ). According to Comstock & Helsing (
1976 ), it seems reasonable to infer that persons with clin-
ical depression are concentrated among persons with high
levels of related symptoms. Further, they suggest that the
epidemiological pattern of clinical depression could be re-
vealed in a broad form by the characteristics of persons
with many or persistent symptoms of depression. Studies
showing good concordance between high self-report scores and
clinical impressions of depression ( e.g., Craig & Van Nat-
ta, 1973 ) support the idea that the freqguencies of clinical
depression and depressive symptoms will parallel each other
in the population ( Comstock & Helsing, 1976 ). With the

magnitude of undetected depression high, where depression is
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often untreated, i1t has been conceded that self-report as-
sessment of depressive symptoms is a useful method for gath-

ering data on the prevalence of depression in the community.

Psychosomatic Disorders

In considering the literature on the prevalence and in-

cidence of psychosomatic disorders, the data indicate that
the freguency of psychosomatic disorders is increasing in
Western culture ( e.g., Canada Health Survey, 1981 ). In

addition, these disorders are considered to be possible pre-
cursors of serious diseases ( e.g., coronary heart disease
). A psychosomatic disorder, as defined by Davison & Neale
( 1978 ), is a "disorder characterized by physical symptoms,
which may involve actual tissue damage, usually in one organ
system, produced in part by continued mobilization of the
autonomic nervous system under stress" (p.598). Psychoso-
matic disorders for present purposes included the following
symptoms and conditions: headaches, indigestion, constipa-
tion, nervous stomach, stomach aches, diarrhea, high blood
pressure, asthma, ulcers, <colitis, and problems in weight
control. Previous research has indicated the aforementioned
symptoms and conditions to be best thought of as "psychoso-
matic™ because of the link between perceived stress in the
environment and a personality overreactive to stress ( e.g.,

Cochrane, 1971; Weiner, 1977; Lipowski, 1968 ).
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Past studies ( e.g., Pelletier, 1977 ) have shown that

a significant percentage of people in the general population
suffer from psychosomatic symptoms and conditions. For ex-
ample, Schwab & Traven ( 1979 ) estimate that the total rate
of psychosomatic conditions 1in adult patient populations
range anywhere from 15% to 50%. In addition, they estimate

rates were as high as 60% in the general population.

Prevalence of Alcohol Use

Stress may not directly impact on one's health where an
individual may manage stress by engaging in potentially
harmful compensating behaviors. Alcohol and tobaéco use are
two such behaviors. That is, people do drink and smoke for
reasons other than as a reaction to stress, but the poten-
tial impact on their health would be equivocal. The per-
spective employed in this study is that stress experienced
by an individual may lead that person to engage in behaviors
he/she believes helpful for dealing with the stress. The
indirect effects of the compensatory behaviors (drinking and

tobacco use ) may have a negative impact on one's health.

<

By way of illustration, excessive alcohol use has been
linked to mortality ( e.g., Dyer, Stamler, Paul, Lepper,
Shekelle, McKean & Garside, 1980 ). The potential problems
associated with excessive alcohol use have been outlined (
cf. Kissin & Begleiter, 1983 ). These include problems as-
sociated with one's liver, pancreas, brain, gastrointestinal

tract and cardiovascular system.
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Another reason for measuring alcohol consumption 1is

that depressive symptomatology can be confounded with exces-
sive drinking ( Schuckit, 1982 ), although Neff & Husaini
1982 ) noted there was not any higher level of depression
among drinkers., If this is the case, abstinence usually re-
sults in the depressive symptoms disappearing. Consegently,
it is important to be able to take into account the poten-

tial confounding effects of alcohol consumption.

Concerning the gathering of information on drinking
practices, period prevalence measures involving the past
week or month are suggested to give the most relevant data
with the least distortion ( Blane & Hewitt, 1977 ). This

consideration was adopted for purposes of the present study.

Predictor Variables

Outlined in the following sections are possible pre-
dictors of 1illness. The associations between demographic
characteristics, life event stress, social support, person-

ality and illness will be reviewed.

Demographic and Background Characteristics

Demographic and background characteristics may contrib-
ute to the prediction of depression, psychosomatic disorders

and alcohol use. Also, it is necessary to measure these
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variables as they may confound the relationships to be stud-

ied.
Demographic Characteristics and Depression

The findings from studies that have examined the rela-
tionship between demographic characteristics and depression
have been inconsistent. By way of an illustration, findings
relating depression to age have indicated higher depression
rates among the elderly ( e.g., Gurin, Veroff & Feld, 1960 )
and other studies have shown higher depression rates among
youthful samples ( e.g., Comstock & Helsing, 1976 ). Ad-
justing for income level, younger people, 1i.e., the 18-25
year old group, demonstrate the highest depression scores (
cf. Comstock & Helsing, 1976 ). Upon examining the simulta-
neous influence of commonly studied demographic characteris-
tics, including gender, age, marital status, education lev-
el, socioeconomic status and race, the following

relationships are apparent.

BEvidence from past research indicates that women, 1in
comparison to men, preponderate in rates of depression (
e.g., Comstock & Helsing, 1976; Radloff, 1977; Amenson &
Lewinsohn, 1981; Frerichs, Aneshensel & Clark, 1981 ). The
depression prevalence rates among women can be 1,6 to 4
times as high as the rates for men ( cf. Weissman & Klerman,
1977 ), although Husaini, Neff & Stone ( 1980 ) failed to

find a significant sex difference. Controlling for the po-
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tential effects of other factors, gender differences emerge

only in white samples ( Comstock & Helsing, 1976 ).

High rates of depression have been evidenced among ado-
lescents and young adults ( ages 14-24 ). For example, in a
recent epidemiological survey almost 47% of the adolescents
surveyed, or one teenager in two, reported being depressed (
Barnes & Vulcano, 1984 ). Findings of other studies indi-
cate a consistent negative relationship between age and de-
pression ( e.g., Comstock & Helsing, 1976; Frerichs, et al.,
1981; Craig & Van Natta, 1978; Husaini, et al., 1980 ). An-
other consistent finding is that 1in every age group, rates

of depression are highest among women ( Weissman & Klerman,

1977 ).

It is usually the case that single persons, including
those who are divorced and separated, are more likely to be
depressed in comparison to those who are married ( cf. Cana-
da Health Survey, 1981; Craig & Van Natta, 1978; Husaini, et
al., 1980 ). However, evidence exists to indicate that be-
ing married serves a protective function for males but may
have a detrimental effect for females ( cf. Weissman & Kler-

man, 1977 ).

Utilizing various socioeconomic status indicators,
high depression levels have been associated with low socioe-
conomic status. For example, high depression levels are

consistently observed among those with a low income ( e.g.,
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Frerichs, et al., 1981; Amenson & Lewinsohn, 1981 ). High
depression rates are usually reported by 1individuals poss-
essing less education ( e.g., Frerichs, et al., 1981; Com-
stock & Helsing, 1976; Husaini, et al., 1980; Amenson & Lew-

insohn, 1981 ).

Differences in reported depression rates seem to dimin-
ish and become nonsignificant upon controlling for the ef-

fects of other factors. For example, wupon controlling for

Lo}

socioeconomic status, blacks are not observed to report the

highest rates of depression ( e.g., Frerichs, et al., 1981

).
Demographic Characteristics and Psychosomatic Disorders

There would seem to be' few available studies that have
examined the relationship between demographic characteris-
tics and psychosomatic disorders. According to available
studies, women report more psychosomatic illnesses than do
men ( e.g., Sheldrake, 1977 ). 1In this study, psychosomatic
illnesses included asthma, headaches, ulcers, and high blood
pressure. Elsewhere, Selzer, Paluszny & Carroll ( 1978 )
indicate that females complain more of "headaches", "feeling
tired" and other illnesses generally thought of as being
"psychosomatic". Lastly, in a large epidemiological study,
Schwab & Traven ( 1979 ) reported that females were more

likely to develop psychosomatic disorders.
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Schwab & Traven ( 1979 ) reported that, among an Ameri-

can general population sample, those over age 45, in compar-
ison to younger respondents, were at higher risk for devel-
oping psychosomatic disorders. In a fairly recent study,
Vulcano, Barnes & Breen ( 1984 ) found that a population of
young police officers reported a significantly higher preva-
lence of psychosomatic disorders than did the above men-
tioned general population sample. The different prevalence
rates reported by each was suggested to be due to the stress
associated with the officer's occupation. Generally, psy-
chosomatic disorders tend to be more evident among older age
groups in comparison to younger age dgroups ( cf. Canada

Health Survey, 1981 ).

Persons who were previously married ( i.e., separated
or divorced ) tend to report higher rates of psychosomatic
disorders in comparison to respondents who are married or
single ( Schwab & Traven, 1979 ). In general, married re-
spondents seem to report fewer psychosomatic disorders than
single respondents, including separated and divorced per-

sons.

Those of lower socioceconomic status have a greater num-
ber of psychosomatic disorders ( Schwab & Traven, 1979 ).
Controlling for the effects of socioeconmic status, there
would seem to be no significant difference between whites

and blacks ( Schwab & Traven, 1979 ).
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Demographic Characteristics and Drinking Level

While the results of large scale studies are consistent
regarding the relationship between gender, age and drinking
level, the findings relating drinking level with other demo-

graphic characteristics are equivocal.

From the Canada Health Survey ( 1981 ), a study con-
ucted utilizing a Canadian general population sample, it is
possible to conclude that drinking prevalence is much higher
among men than it is for women. Specifically, in the 20-24
year old age group, 31% of men and 8% of women have 14 or
more drinks per week, or are defined as "Heavy drinkers" ac-
cording to the Canada Health Survey ( 1981 ), while 10% of

men and 2% of women age 65 and over consume 14 or more

drinks per week.

According to the findings of the Canada Health Survey (
1981 ), high prevalence of regular alcohol <consumption is
not statistically associated with higher, rather than lower,
education levels. . Prevalence of alcohol consumption is sta-
tistically associated with higher income earners ( Canada
Health Survey, 1981 ). This finding was also evidenced in a

previous Canadian national survey ( McGregor, 1978 ).

Prevalence of regular alcohol consumption increases
with occupational status. That is, in comparison to blue or

white collar occupations, those in managerial and profes-
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sional occupations are significantly more 1likely to be cur-

rent drinkers ( cf. Canada Health Survey, 1981 ).

In summary, individuals reporting significant levels of
depressive symptoms tend to be younger, female, less educat-
ed, have a low income and be single, including divorced and
separated persons. Generally, psychosomatic disorders tend
to be more evident among older age groups 1in comparison to
younger age groups, and females rather than males, report
higher levels of these. Men tend to drink more than women,
and this 1is reported in all age categories. High income
earners tend to drink more and alcohol consumption increases

with occupational status.

Stress

What is the nature of the relationship between stress
and health? According to past findings, stress will neg-
atively impact on one's health. The potential effect of
stress is noted to possibly vary as a function of one's so-

cial support level and one's personality.

<

There is very little consensus as to what constitutes a
stressor as different events have different meanings to dif-
ferent people. The only agreement among researchers, 1is
that, a person's perception of an event, whether it is seen
as stressful or otherwise, 1is what is important. One per-

son's stress can be of no consequence to another, or may in
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fact become a relished challenge to another ( Finestone,

1978; List, 1967 ).

Among the first to establish a link between psychoso-
cial stressors and health were Hinkle & Wolff ( 1957 ).
Since that time there has been an expansive growth of liter-
ature in this area ( cf. Kagan & Levi, 1974; Jenkins, 1976;
Caplan, Cobb & French, 1975 ). For example, the role of
stress in psychosomatic diseases has 1long been accepted (
e.g., Selye, 1956 ) and, the notion of stress as a precipi-
tating factor in chronic diseases 1is gaining widespread ac-

ceptance.

Stress is suspected to be linked with health via phys-
iological mechanisms which produce biochemical changes in
the body ( cf. Pardine & Napoli, 1983 ). These changes are
believed to produce a vulnerability or susceptibility to
disease. By way of illustration, a high stress group, as
defined by a cut-off score of 26 or above on the Life Ex-
periences Survey ( Sarason, Johnson & Siegel, 1978 ), main-
tained an elevated stressor level throughout the recovery
phase of an experimental manipulation. This was not the
case for the low stress group. Their stressor level re-
turned to normal. Stressor level was measured by blood
pressure and heart rate. Thus, the authors ( Pardine & Na-
poli, 1983 ) concluded that stress does create "wear and
tear" on an organism. Stress 1s suspected to create a weak-

ness in the bodily systems in a general manner, but these
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weaknesses are also noted to take specific paths as well as

non-specific routes ( Mikhail, 1981 ).

Life Event Stress

The role of stressful life events in the etiology of
various diseases has been well documented over the last 30
years (see Rabkin & Struening, 1976). The general framework
outlined was that the onset of illness was associated with a
recent increase in the number of events that required so-
cially adaptive responses on the part of the individual.
The impact "of events was presumed to be additive and the

more events that occurred, the greater the impact.

Meyer (1951) attempted to systematize the relationship
between stressful experiences and the development of somatic
disorders. Numerous other studies (e.g., Dohrenwend & Doh-
renwend, 1974) have investigated the relationship between
life stress and susceptibility to physical and psychological
problems. Accordingly, the bases for this research has been
that 1life changes are stressful and require adaptation,
while "marked degrees" of 1life change 1in the recent past
tend to produce illness susceptibility. There is an abun-
dance of evidence to indicate that a relationship exists be-
tween life stress, as measured by a self report index, and

physical illness (e.g. Dohrenwend & Dohrenwend, 1974).
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Holmes & Rahe (1967) attempted to quantify the extent

of readjustment required by selected events which marked an
advancement in specifying the gqualities of stressors that
are usually related to later illness. In order to do this,
Holmes & Rahe (1967) developed the Social Readjustment Rat-
ing Scale (SRRS) based on é large sample's magnitude estima-
tions of the amount of social readjustment an average person
would experience when an event occurs. Social readjustment
refers to the degree and duration of a person's accomodation
to a 1life event, regardless of the events desirability.
There have been numerous findings of an association between
high readjustment scores and illness onset (Dohrenwend &

Dohrenwend, 1974; Rabkin & Struening, 1976).

According to Rahe (1974), life events is one measure of
psychological stress where the more serious the life stress
the higher the likelihood of disease sequelae. These find-
ings have been interpreted as confirmation of the etiologi—
cal significance of life stress. The idea that change is a
central component of stressful experiences is common to many

theoretical conceptions of stress (Selye, 1956).

Investigators have found modestly statistically signif-
icant relationships between life change and the onset of a
host of illnesses (e.g., Prince & Miranda, 1977). Recent
studies have focused on the effects of negative life events
(e.g., Vinokur & Selzer, 1975). Vinokur & Selzer (1975)

were one of several investigators who argqued undesirable
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events may have a different impact on individuals than would
positive events i.e. certain negative events may have a more
detrimental effect than change per se. According to Vinokur
& Selzer (1975), undesirable events were found to be related
to self ratings of depression, anxiety and tension as well

as several other personality measures.

Holmes & Masuda (1974) feel the important thing about
stressors is the adaptive demand made on the individual, ir-
respective of whether the life evenf is happy or sad. They
disregard affect and are concerned solely with negative con-

seguences.

Hinkle (1974) emphasized the role of negative life ex-
periences while investigating differences 1in illness fre-
guency. Illness was not randomly distributed throughout the
sample. They found clusters of illnesses often appeared in
a person having trouble adapting to his environment as per-
ceived by the person. Those with the highest susceptibility
to illness were those who failed to adapt sucessfully to
negative life situations. Aakster (1974) holds a similar
view where the failure to adapt to negative consequences is

highlighted as the major concern with life events.

Johnson & Sarason (1978) provide support for conceptu-
alizing life stress in terms of negative life change rather
than in terms of change per se. This again, 1is consistent

with others (Sarason, Johnson & Siegel, 1978; Mechanic,
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1975; Vinokur & Selzer, 1975). Life events research ( e.g.,
Brown & Harris, 1978; Grant, Sweetwood, Yager & Gerst, 1981;
Mueller, Edwards & Yarvis, 1977; ) indicates that a person's
perception of the nature of change determines the impact on
health. According to Sharit & Salvendy ( 1982 ), stressful-
ness of an event is related to a complex interaction of; 1)
genetic predisposition, 2) early social experience, 3) cul-
tural factors, and 4) a life long conditioning process.
Self-report of life-events has been associated with depres-
sion and general psychiatric symptoms ( Paykel, Myers, Dien-
elt, Klerman, Lindenthal & Pepper, 1969; Myers, Lindenthal,
Pepper & Ostrander, 1972; Dohrenwend, 1973; Dohrenwend &

Dohrenwend, 1974 ).

Depression

The association between stressful life events and vari-
ous forms of psychological and physical disorders has been
repeatedly documented. For example, Billings & Moos ( 1982c
) noted that much of the research examining stress and its
relation to depression has been concerned with the effects
of major life events. Environmental stressors have been im-
plicated in the development and maintenance of depression (
cf. Paykel, 1979 ). Negative life changes in the areas of
health, finances and interpersonal relationships ( deaths
and separations ) have been tested for their depressogenic
effects. These negative effects have been found to be 3-6

times more common among depressed individuals as compared to
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general population controls ( Brown & Harris, 1978; Costel-

lo, 1982 ).

Lloyd ( 1980 ) indicated that, for six months following
an event, depressive risk increases by a factor of five or
six., Certain events, such as undesirable, loss, or severely
threatening events, are particularly likely to precede a de-
pression. Barnes & Prosen ( 1985 ) showed a significant re-
lationship exists between father loss ( especially for the
ages, 0-6 and 10-15 ) ~and depression in a large sample (
N=1250 ) of general practitioner's patients. The relation-
ship held even when possible confounding factors were con-
trolled. Also, Pearlin & Schooler ( 1978 ) found home life
stressors relate to depression. These results suggest that

stressful events can bring about depressive episodes.

Despite the claims made from the findings of the vari-
ous studies, no study of psychiatric illness has explained
more than 10% of the variance of the dependent variable, and
as such, "research is unlikely to have <clinical or preven-
tive importance" ( Andrews & Tennant, 1978 ). Brown ( 1981
) feels that this is a pessimistic view and one which is un-
warranted. He explains that a reason for the weak relation-
ships observed are that the measures utilized have been in-
adequate. Brown ( 1981 ) claims that the additive effect of
scales is not necessary to precipitate depression. In a pro-
spective study ( Brown & Harris, 1978 ), the occurence of at
least one severe event or major difficulty had causal sig-

nificance for 49% of those who developed depression.
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Billings & Moos ( 1982¢c ) point out that stressful life
circumstances provide a partial explanation for the develop-
ment of serious depression or the prevalence of depressed
mood among normals. While up to 75% of depressed patients
may have a experienced a provoking event, one person in five
in a nonpatient population will become clinically depressed
after facing a severe stressor ( e.g., death of one's moth-
er; Brown & Harris, 1978 ). Among general population sam-
ples, 1less than 10% of the variance of depressive symptoma-
tology can be accounted for by life stressors ( Billings &
Moos, 1981; Warheit, 1979 ). Stressors may act directly on
depression or they may have indirect effects by reducing so-
cial resources and lead to maladaptive appraisals and inef-
fective coping responses ( Billings & Moos, 1981 ). In ad-
dition, depressives may describe themselves negatively as a

function of stressful events.
Physical Health

Stressful life events may precipitate other forms of
ill health. Several studies have reported a relationship

between life events and physical symptoms.

In addition to examining depression, Billings & Moos (
1982a ) looked at physical symptoms including headaches,
stomach aches and indigestion occurring as a function of ex-
periencing negative events. A significant degree of consis-

tency was observed for the association between negative
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events and symptom level. The relationship held even when
statistical controls were applied for one's social back-
ground and initial symptom level. Those with higher social
standing experienced fewer negative events and more positive
events, and those with high levels of symptoms experienced
more negative life events. They concluded that the associa-
tion between events and symptoms may be due to sociodemo-
graphic factors. Negative events may be related to age, ed-
ucation, ethnicity and social class ( Kessler, 1979; Liem &
‘Liem, 1978; Myers, Lindenthal & Pepper, 1974 ). Those of
lower socioeconomic status may be more exposed to unemploy-
ment and poor health and thus experience a high number of
negative life events. Persons of lower social status may
report higher symptom levels leading to spurious events-

symptoms relationships ( Billings & Moos, 1982a ).

Vulcano ( 1982 ) observed in a study of police officers
that officers who reported suffering a high number of neg-
ative life events also reported a high level of psychosomat-
ic disorders. These findings could possibly indicate that a
relationship exists between life events and psychosomatic

disorders.
Alcohol Use

Generally, stress tends to be accompanied by more prob-
lem-prone patterns of alcohol and drug use. Drinking and

drug problems have been related to stressful 1life events (
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e.g., Hoffman & Noem, 1975; Blum & Levine, 1975 ) and to job
related stress ( e.g., Trice & Roman, 1973; Margolis, Kroes
& Quinn, 1974; Mangione & Quinn, 1975 ). Also, it has been
noted that the misuse of alcohol or drugs was related to
higher stress 'as shown by a self report measure ( Sadava,

Thistle & Forsyth, 1978 ).

Despite this pattern of findings, there is no evidence
that stress related drinking or drug use is accompanied by a
specific 1increase in the coping function of alcohol or
drugs. That is, there is no evidence to indicate that ei-
ther alcohol or drug use aids in allowing one to somehow
cope effectively with stress. There is some support for the
notion that people may not drink to escape, as drinking in-
creases, the person may find more reasons to continue and
fewer to justify abstinence. Thus, one may drink on impulse
and adopt an "I don't care" attitude. So they feel there is
no reason to discontinue, where drinking may represent a

loss of purpose ( Sadava, et al., 1978 ).

Neff & Husaini { 1982 ) noted that the relationship be-
tween life events and depression may vary according to alco-
hol consumption. Specifically, among abstainers and heavy
drinkers, as opposed to moderate drinkers, life events are

strongly related to depressive symptomatology.
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The observed relationship between 1life events and
health has been weak in past research ( cf. deFaire & Theo-
rell, 1977; Hinkle, 1974; Rabkin & Struening, 1976; Wershaw
& Reinhart, 1974; Vulcano, 1982 ). There may be a confound-
ing between stress and illness as the scales which measure
these dimensions tend to be highly correlated. This is sug-
gested to be due to an overlap 1in just what the scale items
are measuring. For example, research utilizing measurement
of "daily hassles” has been suggested to improve the evi-
dence for a relationship between 1life event stress and ill-
ness, however, Dohrenwend, Dohrenwend, Dodson & Shrout (
18984 ) noted that the hassles scales items may overlap with
health items. ( Daily hassles are events that occur on a
daily basis and which are viewed as stressful; e.g., being
stuck in rush hour traffic ). Schroeder & Costa ( 1984 )
also provide evidence for the confounding nature of the re-
lationship between life event stress and illness as measured
by current scales. In addition, the relationship between
life event stress and illness may be‘moderated by several
variables including social support and personality. The

following section deals with these possibilities.
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Moderators

Social Support

The link between a variety of psychosocial stressors
and periods of illness have been amply documented (e.g.,
Henry & Stephens, 1977), as well, evidence has been present-
ed which links stressful life events to a wide range of dis-
eases and acute conditions(e.g., Prince & Miranda, 1977).
In all of these studies, the stressor is conceptualized as
an event or task which places an adaptive demand on the in-
dividual. It is inferred that these stressors create chang-
es in life patterns which increase streés on the body and
lead to a weakened state and vulnerability to illness (e.g.,

Antonovsky, 1979).

Recently, several models have been proposed which offer
factors that mediate this relationship between stressful
life events and adverse health consequences (see Cobb, 1974;
Holmes & Masuda, 1974). According to the models, situation-
al moderators, such as social support and social assets, are
related to the lack of incidence of 1illness (see Kagan &
Levi, 1974). Studies consistently indicate that social sup-
port plays a significant role in maintaining and promoting
both psychological and physical health. Empirical evidence
from several sources has indicated an 1inverse relationship/

between social support and physical and mental illnes ( cf.

Gore, 1978; Berkman & Syme, 1979 ).



34
In past research, social support has been
differentially defined. Cobb (1976) defines social support

1"

as information which prompts the individual... to believe
he is cared for and loved... esteemed and valued...and that
he belongs to a network of communication and mutual obliga-
tion" (p.300). Cassel (1974) defines " support as the sim-
ple presence of others, and support as the feedback persons
receive from significant others about the relationship be-
tween their behaviour and its consequences" ( Carveth &
Gottlieb, 1979; p. 180 ). Other definitions include "psy-
chosocial assets" (Nuckolls, Cassel & Caplan, 1972), " link-
ages with valued groups" (Coehlo, Hamburg & Adams, 1974 and
" the psychological sense of community" (Sarason, 1974).
House ( 1981 ) offers 4 types of support behaviors: 1) emo-
tional support which involves caring, trust & empathy, 2)
instrumental support which includes helping others do their
work, loaning money, and aiding others with difficult tasks,
3) 1informational support which means giving information or
teaching a skill which can provide a solution to a problem,
4) appraisal support which involves information that helps
in evaluating personal performance, as when a work supervi-
sor tells an underling that a job was well done. Important-
ly, these categories are not independent but do overlap as
components of social support ( House, 1981 ). In short,
there is little agreement on the exact definition of social

support ( Carveth & Gottlieb, 1979; p. 181). 1In an attempt

to tap into an individual's social support system, the
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present study measured loneliness, one's personal support
network and their satisfaction with available social sup-

port.

As stress may be differentially defined, social support
too seems to mean different things to different people. One
aspect that these definitions share is "a focus upon the
significance of human relationships” ( Turner, Frankel &
Levin, 1983 ). Social support is not just the resources
available but involves the individual's experience of feel-
ing supported. The important aspect would seem to be the
perception of being supported ( cf. Turner, et al., 1983 ).
"Social suppdrt thus refers to the clarity or certainty with
which the individual experiences being loved, valued and
able to count on others should the need arise" ( Turner, et

al., 1983 ).

The inconsistent defining of social support has result-
ed in several criticisms of the research to date, primarily
to do with the vagueness of the definitions and poor concep-
tualizations ( cf. Kaplan, Cassel & Gore, 1977 ). This
criticism has led Turner ( 1983 ) to suggest that there are
three categories of social support: 1) social integration,
where one assesses support in terms of individual connec-
tions with other, including primary and seccndary relation-
ships, and informal as well as formal group associations, 2)
social network analysis, involving a set of personal con-

tacts including family, neighbors, work, church, etc., and
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3) social psychologic¢al or perceptual approach, the experi-
ence of being supported. The third category 1is a popular
conceptualization where Henderson ( 1981 ), in a prospective
study, notes that a person's dissatisfaction with support he
is receiving, relates to an increased risk of psychiatric
disorder in the presence of '"provoking agents". If social
support is conceptualized as the latter, then the confound-
ing with life events cannot occur, however, there may then
be a confounding with measures of depression as the absence
of perceived support may be an expression of depressive af-

fect ( Turner, 1981; Turner, 1983 ).

Social support is believed to have three possible ef-
fects (Burke & Weir, 1980): 1) directly on the source of
stress (prevention), 2) directly on measures of strain or
well being (therapeutic) and 3) a moderating effect on the
stress — strain relationship (buffering). Generally, it has
been found that individuals who have a high level of social
support are less likely to have stressful transactions with
the environment resulting in the experience of strain and

ill health ( e.g., Burke & Weir, 1980 ).

Thoits ( 1982 ) argues that social support has a di-
rect relationship with psychological health ( i.e., main ef-
fect ). Cobb ( 1976 ) suggested that social support buffers
the relationship between life stressors and mental health.
Here, social support is hypothesized to affect mental health

only when stressful life events are 1in evidence and only in
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an indirect or buffering capacity. As social support is
conceptualized by Cobb ( 1976 ), it does not promote mental

health.

Evidence for a buffering role versus main effects is
available from numerous sources ( cf. Cobb, 1976; Brown, et
al., 1975; Dean & Lin, 1977; Nuckolls, et al., 1972 ). Evi-
dence for main effects is also abundant ( cf. Andrews, et
al., 1978; Aneshensel & Frerichs, 1982; Bell, Leroy & Sfe—
phenson, 1982; Dean & Ensel, 1982; Husaini, Neff, Newbrough
& Moore, 1982 ). There are no conclusive results to argue
whether social support buffers or acts as a main effect.
House {( 1981 ) suggests that research test both formula-
tions. This "inclusive" conceptualization was the one em-

ployed in the present study.
Life Stress, Social Support and Illness

Research has indicated the existance of a relationship
between life stress events, social support and various forms
of physical and psychological illness ( e.g., Andrews, Ten-
nant, Hewson & Vaillant, 1978 ) including mental health (
Lin, Simeone, Ensel & Kuo, 1979 ), and depression ( Lin,
Dean & Ensel, 1981 ). By way of illustration, Cobb & Kasl (
1977 ) demonstrated the stress moderating effects of support
among a sample of men whozhad lost their jobs. Also, social
support may buffer effects of life stress and may be partic-

ularly relevant for depression ( cf. Brown, Bhrolchain &
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Harris, 1975; Dean, Ensel & Lin, 1981 ). Here, a close con-
fiding relationship seems to reduce the risk of developing
depression following a life stress incident or the occurence
of a major difficulty. Results from several studies (e.g.,
Kaplan, Cassel & Gore, 1977) suggest that the joint effects
of social support and stressor factors determine to an ex-
tent, the susceptibility or vulnerability of the individual
to disease. The psychosocial factors are not deemed as be-
ing pathogenic, but conditioning variables determining the
vulnerability to a wide array of disease outcome, such as

psychosomatic disorders.

Lazarus (1966) also pointed out the role of social sup-
port in combatting life change. Reactions or demands of
life changes depend on the capacity of the persons to deal
with the life changes and on the nature of the surrounding
environment, including the amount of social support avail-
able (Kaplan, Cassel & Gore, 1977; Mechanic, 1974; Nuc-
kolls, Cassel & Kaplan, 1972). Other studies have advanced
the proposition that primary group support has health pro-

tective effects (see Cassel, 1974; Cobb, 1976).

Berkman ( 1979 ) analyzed the relationship between so-
cial support and health according to the 1965 data collected
on a random basis from\adults in Alameda County, California.
There were 9,000 persons, aged 30 to 69 in the sample. The
results showed that people with many social contacts had the

lowest mortality rates. Berkman ( 1979 ) concluded this as-
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sociation was independent of a variety of sociodemographic
and risk factor measures ( e.g., health status at the time
of the survey, socioeconomic status, health practices such

as smoking and alcohol consumption ).

In addition, 1isolation, lack of social and community
ties may influence resistance and increase vulnerability to
disease in general. Support for the hypothesis that social
and community ties may be protective against a wide variety
of disease outcomes was offered when four sburces of social
relationships were examined (Berkman & Syme, 1979). The
four relationships were 1) marriage, 2) contacts with close
friends and relatives, 3) church membership, and 4) informal
and formal group associations. People with social ties and
relationships had lower mortality rates than people without
such ties. In addition, each of the four sources was shown
to predict mortality 1independent of the other three. The
strongest predictors were marriage and contact with friends
and relatives. Also, for every age group examined, and for
both males and females, those with many contacts had the
lowest mortality rates in comparison to people with few con-
tacts who had the highest mortality rates. Tﬁe association
between social relations and mortality was also shown to be
independent of physical health at the time of the survey,
year of death, socioeconomic status, smoking, alcohol use,
physical inactivity, obesity, and low utilization of preven-

tive health services.
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Vulcano, Barnes & Breen ( 1983 ) noted that police of-
ficers who had more social relationships ( a social network
conceptualization of social support ) were less lonely, more
rational, less anxious, more satisfied with their job, rated
their job as less stressful, were experiencing less negative
life change, had more social assets and reported a lower
level of psychosomatic disorders than those with fewer so-
cial relationships. This pattern of results is consistent
with past findings and all of the relationships were in the

expected direction.

Antonovsky ( 1979 ) suggests that persons undergoing
stressful life events are cushioned from harmful physiologi-
cal or psychological consequences when such events are ex-
perienced in the presence of social support. Turner ( 1983
) suggests that social factors, when functioning positively,
serve to lower susceptibility to all disease and disorder

generally.

According to Billings & Moos ( 1982b ) those who ex-
perienced a high level of negative events reported less sup-
port from work and family relationships than those that con-
sistently experienced no negative events. These differences
remained after controlling for social background and symptom
levels. Holahan & Moos ( 1981 ) measured initial levels of
support, life change and psychological maladjustment and
noted a decrease in work and family support were signifi-

cantly related to an increase in symptomatology.
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The role of social support in mediating life stress ef-
fects are provided by Brown & Harris ( 1978 ), Myers, et al.
( 1975 ) and Turner ( 1981 ). In depression research, the
lack of a confiding relationship 1is associated with symp-
toms. Turner ( 1983 ) noted that Dean, Lin, Tausig & Ensel
( 1980 ) found that a lack of companionship support showed
the strongest association with depression for all age

groups.

In addition, the effect of social support has been not-
ed to vary as a function of demographic characteristics.
Billings & Moos ( 1982a ) noted those of lower socioeconomic
status may be éxposed to more stress which results in re-
duced support and impaired functioning. Other studies have
shown that poor physical and mental health are more preva-
lent among the socioeconomically deprived ( e.g., Canada
Health Survey, 1981; Schwab, et al., 1979 ). The effects of
support were especially salient for those under high stress,
including those experiencing negative 1life events and pa-

tients recovering from alcoholism ( Billings & Moos, 1982b

).

Despite all the evidence in favor of the relationship
between social support and illness, Wallston, DeVillis & De-
Villis ( 1983 ) claim the research base is "weak". They
claim that the measurements of life events are susceptible
to confounding with social support because the occurrence of

one event may attenuate the source of social support. Death
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of a partner obviously eliminates a source of social support
( Thoits, 1982 ). Further, they claim that viewing low
support as leading directly to illness is an oversimplifica-
tion, whereas multivariate models are likely to be more
fruitful. In addition, they note that prospective studies
testing for statistical interaction do not provide strong or

consistent evidence for the buffering hypothesis.

Turner ( 1983 ) argues that the relationship between
social support and health 1is a reciprocating relationship
where causation goes from social support to psychological
well-being and in the opposite direction. It is likely that
one's psychological status or condition will affect the
availability of social support and one's tendency to experi-
ence that support ( Turner, et al., 1983 ). House ( 1981;51

"

) suggests that "...much...of the causal flow is from social
relations to health rather than vice versa". On a pessimis-
tic note, Turner ( 1983 ) states that it is not likely that
coercive evidence to fully clarify this interpretive dilemma
will emerge, as no single study can provide the necessary
conclusive data. In addition, longitudinal studies have de-
termined that social support has an impact on health but
cannot rule out the possible effect of some third variable

on both, one that may be constitutional in origin or devel-

opmental.

Research evidence seems to indicate that support takes

different forms depending on the situation and desires for
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the person ( Leavy, 1983 ). The idea is that it may be ap-
propriate to try and fit the type of support to the person
and problem. Bordow & Porrit ( 1979 ) and Porrit ( 1979 )
present evidence that the amount of support required differs
according to the situation. Thus some crises are easier to
support than others. For example, it is more difficult to
support someone who is suffering an impending death as op-
posed to providing support for pregnancy or parenthood. 1In-
deed, specific aspects of social support are related to
stress situations ( Norbeck, 1981 ). The emphasis seems to

be on matching social support needs to situations of stress,

According to Leavy ( 1983 ) there is no assessment in-

strument which comprehensively measures the central compo-

nent of social support. with an acceptable level of reli-
ability or validity. Further, he claims that the
relationship between social support, stress, and illness
must be conceptualized as circles, loops and less as

straight lines. In this way one can closely examine the on-
going interactive process via prospective longitudinal and
life-span research strategies. Unfortunately, it is not al-
ways possible to operationalize such definitions. The ideal

study design may not be feasible.

Other conceptualizations beside the buffering one, are
that buffering effects may be limited to cases where the
situation is matched by the the support type provided. Jen-

kins, Hurst & Rose ( 1979 ) suggests social support contrib-
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utes to the adaptive capacity of the person and a lack of
support can thus constitute a stressor. Antonovsky ( 1979 )
has made a similar suggestion. Thus there is a need to dif-
ferentiate among specific components of social support, to
consider individual as well as situational factors, that
might influence psychological processes related to social
support, and to match measurement procedures to theoretical

conceptualizations.

Schaefer ( 1982 ) notes that statistical interactions
may not be a good substitute for examining the processes in-
volved in social support. We need to know more about the
processes that occur when people use social support. The
presence of social support may serve a protective function,
or it may affect appraisal and coping, while support may re-
duce stress by mediating the appraisal. The precise opera-

tion remains to be exacted from future studies.

From these conclusions it is possible to state adeguate
social support may help to protect people in crisis from a
wide array of pathological states. Social support interacts
with environmental stress to result in better health than
would otherwise be expected if social support were not pres-
ent. Succinctly put, social support can make a situation

"bearable or unbearable" ( Shamir & Drory, 1982 ).
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Loneliness

In addition to the actual amount of social support
available, a person's subjective reaction to this support
level may also be an important factor. To ensure that a
person's actual social support system is taken into account,
a measure of 1loneliness was included ( c¢.f. Wallston, et

al., 1983; see Figure 1 ).

For instance, a person might be lonely despite being
surrounded by others. Logically, a person who 1is lonely
would be more 1likely to have 1less of a cushion against
stress and thereby would suffer an increased likelihood of
developing health problems, including psychosomatic symptoms
and conditions. Support for this interpretation was ob-
served in a recent study of police officers ( Vulcano, 1982
). Those officers noted to suffer a high level of psychoso-
matic disorders ( same measure as the one used in the pres-
ent study ) reported being lonely and having fewer social

relationships.

In recent research, loneliness has been defined as a
state of perceived social deficiency, where an individual's
social network is rated as undesirable or dissatisfying
(Gerson & Perlman, 1979). Thus, the desired and actual lev-
els of social contact are disparate. In addition, loneli-
ness is conceived of as being a temporary condition as well

as a consistent condition. Further, loneliness is "almost
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always accompanied by a sense of discomfort " (Gerson &
Perlman, 1979, p.258). Loneliness, as defined for purposes
of the present study, refers to a phenomenon evidenced in
North American culture and this trait/state may not be evi-

dent in other cultures.

Personality Variables

The effects of high life event stress and social sup-
port have been examined for their potential impact on physi-
cal illness. As well as a direct association between these
variables and illness, studies have proposed that personali-
ty factors may be mediating the relationship betweén the two

(e.g., Andrews & Tennant, 1978).

Personality variables have been shown to have some im-
pact on health ( e.g., Garrity, Somes & Marx, 1977 ). As
well, personality variables have been implicated as contrib-
uting independently and in combination with environmental
stressors, such as life change,to the development of illness
( e.g., Rosenman, Brand, Sholtz & Friedman, 1976 ). The no-
tion that a personality variable may be involved in the re-
lationship between environmental stress and the development
of illness has gained support from recent evidence ( cf.
Totman, 1979; Johnson & Sarason, 1978; Kobasa, Maddi & Puc-
cetti, 1982 ) and should be studied in future research (

Leavy, 1983; Eysenck, 1981 ). By way of illustration, there
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has been a paucity of research that examines the relation-
ship between personality variables and depression ( cE.

Hirschfield & Klerman, 1979 )} in epidemiological surveys.

In this study, the effects of stress on psychophysiolo-
gical well-being are postulated to be mediated by personali-
ty characteristics. These personality characteristics (
e.g., anxiety ) are believed to predispose an individual to
certain emotional states. They may affect "appraisals and
subsequent emotional reactions to various situations which
then produces inadequate coping strategies that prolong
stressful encounters, resulting in behavior ( such as drink-
ing and smoking ) that is damaging to health" ( Lazarus,
1966 ). 1In addition, there is the potential for personality
characteristics to influence whether stressful life events
are encountered or avoided, and whether an appraisal of
stress is made ( Cohen, 1980 ). On the other hand, stress-
ful life experiences could influence the development of per-

sonality or these two factors could act in combination.

Another important consideration is that the occurrence
of life events are stress-appraised or perceived by the in-
dividual as being stressful and because of this perception,
illness is likely to develop when personality trait charac-
teristics that are thought to produce negative emotional
states are present. These personality traits or character-

istics include anxiety and depression ( Cohen, 1980 ).
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This section deals with the 1literature related to per-—
sonality variables included 1in Figure 1, which may be in-
volved in affecting an individual's health status. The per-
sonality factors believed to be significant predictors of
health and included for examination are level of; 1) anxie-

ty, 2) rationality, and 3) self-esteem or self-concept.

According to theory ( cf. Kobasa, et al., 1982 ), per-
sons having low levels of rationality and self-esteem and a
high level of anxiety were suggested to be less able to
deal with a stressful environment. When stressful events
occur these people may feel powerless and overwhelmed by
their situation. Alsé, they were suggested to be less capa-
ble of managing and would likely have less basis for "opti-
mistic cognitive appraisal" ( Kobasa, et al., 1882 ) in
dealing with such events. Essentially, these personalities
would provide little or no buffer, and as such, a stressor

would be unhindered in it's impact on one's health.

Anxiety

<

It has been noted that "most people respond to stress-
ful situations with increased anxiety" (Spielberger & Sara-
son, 1975; 129). Scores on the trait measure of anxiety,
utilized in this study, have been demonstrated to increase
in response to various types of stress (Spielberger, Gorsuch

& Lushene, 1970). For example, life change scores were re-
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lated to several aspects of anxiety (Reavely, 1974; Lavuer,

1973; Sarason & Spielberger, 1979; Vinokur & Selzer, 1975).

Pancheri, DeMartino, Spiombi, Biondi & Mosticoni (1979)
assessed the utility of associating a measure of emotional
reactivity with a life stress events measure. They believed
that response style or personality are potential factors af-
fecting the impact of life stress events. Pancheri, et al.
(1979) noted that " the [life change] scores reflect, not so
much the real impact of the event at the moment it occurs
but rather the projection onto the event of the actual emo-
tional state". The scores are believed to say something
about the personality and defense structure at the time of
testing. In addition, Pancheri, et al. (1979) concluded "
the greatest predictive value of 'negative events' as cova-
riables in the genesis of disease 1lies not so much in the
negative guality of the event itself, rather, it is the emo-
tional state of the patient that causes a negative evalua-
tion of a neutral, or even objectively positive event. It
may be hypothesized that the event elicited a persistent
anxious reaction in a predisposed persoﬁality, resulting in

a lasting negative evaluation" (p.194).

The trait anxiety measure that is utilized in the pres-
ent study assesses "relatively stable individual differences
in anxiety proneness, and indicates differences between peo-
ple in the tendency to respond to situations perceived as
threatening with elevations in state anxiety intensity" (

Spielberger, et al. 1970; p. 3 ).
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Anxiety and Illness

Anxiety i1s a factor or variable which is believed to
contribute to the development of illness ( Jenkins, 1976 ).
Jenkins ( 1971; 1976 ) has shown there 1s a considerable
amount of evidence that associates coronary disease with
anxiety. Other studies have not provided support for a re-
lationship between anxiety and coronary disease (e.g., Blu-
menthal, Thompson, Williams & Kong, 1979). As a result of
their findings, Blumenthal, et al. (1979) speculated anxiety

may affect an individual's health via indirect pathways.

In a similar vein, essential hypertension, considered
to be a a psychosomatic disorder where emotions and situ-
ational stressors play a causative or aggravating role in
the disease, was found to be related to anxiety (Whitehead,
Blackwell, DeSilva & Robinson, 1977). However, only some
peoplé were noted to show increases in blood pressure in re-
sponse to environmental stressors. As was the case with the
previous variables, the consensus suggested by much of the.
literature is that, anxiety produced by a stressful situ-
ation is dependent on the "cognitive appraisal" of the situ-

ation as threatening (Spielberger & Sarason, 1975).

As far as the specific outcome measures that were in-
cluded in the present study are concerned, trait anxiety
level was observed to be significantly related to level of

psychosomatic disorder among a sample of police officers (
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Vulcano, Barnes & Breen, 1983 ). Similar findings have been
observed elsewhere ( Chattopadhyay, Biswas, Chattorag & Ba-
sis, 1979 ).

Anxiety has been noted to relate to depression, al-
though the view exists that anxiety states and depression
disorders belong to a single continuum of affective distur-
bance ( cf. Mountjoy & Roth, 1982 ). Several researchers
claim it is possible to distinguish between anxiety and de-
pression disorders although there is considerable overlap in
the symptomatology ( e.g., Prusoff & Klerman, 1974 ). Roth,
et al. ( 1972') propose them to be distinct syndromes which
can be separated by factor analysis of symptoms. Further, a
large number of those who suffer anxiety disorder are rela-
tively free from depression ( Dealy, Ishik, Avery, Wilson &
Dunner, 1981 ). Mountjoy & Roth ( 1982 ) found it is possi-
ble to discriminate between the two and as such they should

be considered "distinct entities".

Rationality

Another personality variable which may play a signifi-
cant role as a moderator between stress and illness, and
too, as a coping mechanism for stress, is level of rational-
ity. According to rational emotive theory, cognition medi-
ates between the stimuli and responses, as emotions and be-

haviours stem not only from people's reactions to their
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environment, but also from their "thoughts, beliefs and at-
titudes about that environment" ( Ellis, 1977a; p. 3 ).
More specifically, rational emotive theory suggests that
emotion 1is caused by thinking, consequently, changing one's
thinking should reduce negative emotions. Further, events
by themselves are suggested not to arouse negative emotions.
Instead, negative emotional states are suggested to be re-
lated to an individual's belief system regarding 1life
events. An individuals perception of events can be either
rational or irrational. If one has an irrational belief
system, consequences for the individual tend to be maladap-
tive. Previous research has supported the rationality model

( cf. Ellis, 1977b ).
Rationality and Illness

Ellis & Harper ( 1961 ) postulate that irrational be-
liefs may causally relate to the development of depression.
Depression may occur when a particular situation "triggers"
an irrational belief ( Lewinsohn & Lee, 1981 ). Here, the
belief causes the person to emotionally overreact to the
situation. Support for this notion was offered by Knapp (
1979 ) who concluded from study findings that the cognitive
appraisal of events rather than the events themselves con-
tribute to sustained negative emotions. Other evidence to
support this can be observed from research relating irra-
tional beliefs to depression ( e.g., Jones, 1968; Barnes &

Vulcano, 1980; Vestre, 1984 ), By way of an illustration,
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Vestre ( 1984 ) 1investigated the relationship between irra-
tional cognition and depressed mood. Subjects completed a
measure of irrational cognitions and responded daily to a
depression adjective checklist for 14 to 28 days. Results
showed that high levels of irrational thinking were signifi-
cantly associated with greater intensity and variability of
depressed mood. Vestre ( 1984 ) concluded that those who
maintain irrational beliefs are more influenced by "unplea-

sant" events.

In addition to noting that rationality level relates to
depression, other studies have linked irrationality to phys-
ical ‘health. For example, police officers reporting high
levels of psychosomatic disorders were more likely to be ir-
rational ( ie., score high on the Barnes Vulcano Rationality
Test ) relative to those reporting low levels of psychoso-
matic disorders ( Vulcano, Barnes & Breen, 1983 ). Also,
Vulcano, et al. ( 1983 ) observed that level of rationality
was significantly related to level of anxiety and the Type A
coronary prone behavior pattern. From these findings, ra-
tionality level would seem to be related to both physical
and mental health. In conclusion, increasing one's ration-
ality level is believed to be a reliable and valuable method
of coping and preventing psychosomatic complaints and possi-

bly other major diseases.



Self-Concept

A number of personality theorists postulate that the
self-concept is the major, all-encompassing dimension of
personality functioning ( cf. James, 1890; Rogers, 1951 ).
Personal resources like self-esteem may mitigate 1illness
outcomes by reducing occurrence of stressors or by fostering
health functioning. The function of self-esteem as one that
protects against environmental hardships was investigated by

Wolf & Goodell ( 1968 ).

Not unlike the view of stressors and social support,
there is a "lack of agreed-upon definition" of self—concept
or self-esteem ( Marsh, Relich & Smith, 1983 ). Shavelson,
Hubner & Stanton ( 1976 ) provide a definition that is suit-
able for purposes of this study; '"self-concept is an indi-
vidual's perception of self formed through experience with
significant others, and attributions bf his or her own be-
havior". Self-concept seems to be multidimensional with
perceptions ranging from many areas in one's life; i.e., so-
cial, academic and physical components ( cf. Marsh, et al.,

1983 ).

Of interest to note, because of its relationship to
self-concept, 1is the role of reference groups. Reference
groups may affect self-concepts or be of significance by es-
tablishing a frame of reference. That is, one may measure

his own abilities, actions and behavior according to stan-
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dards set by significant others. As such, a pérson may as-
sociate with a reference group that will enhance his self-
concept and it is not wuncommon to have multiple reference
groups ( Marsh, et al., 1983 ). Thus, it is possible to un-
derstand how the valued opinion of coworkers could impact on
one's work self-esteem while the relations at home would
dictate the impact on that dimension of a person's self-con-
cept. In short, those who are happy with their current life
status should possess high self-esteem while those of low

self-concept will be dissatisfied.
Self Concept and Illness

An understanding of the possible relationship between
self-concept and illness, such as depression, could be
gained from the following explanation. An event or series
of events could create the scenario or setting for an indi-
vidual to suffer self-castigation, where this self-criticism
or blame may contribute to a lowering of one's self-esteem (
Beck, 1974 ). Without sources of social support to maintain
or bolster one's self-esteem the effects of self-castigation
elicited by an individual's perception of failure ( loss,
exits, etc. ) could eventually lead to a reduced level of
psychophysiological well-being. In essence, the person may
see him/herself as being deficient and feel at fault and as
such the individual may globalize the self criticism from
the particular characteristic being blamed to the self as a

whole. Then "the ultimate 1in self-condemnation may occur,
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that is total self rejection" ( Beck, 1974; p. 11 ). It is
possible then that one lowers their sense of self-worth due
to negative evaluation. Data to support this relationship
between depression and negative self-concept are available

from Beck ( 1974; p. 18 ).

Billings & Moos ( 1982c¢c ) see self-concept as a "per-
sonal resource" for mediating effects of stress. This pro-
cess may occur as a function of a low level of rationality;
that is, being unable to accurately appraise and optimisti-
cally deal with 5 stressful situation. One may feel power-
less in a particular situation and suffer no means to im-

prove one's self image.

From an empirical standpoint, the notion of self comes
to embrace whatever one values as an important personal pos-
session, including health, friends, honour, property, fami-
ly, social standing, church membership, work, and whatever
else a person may regard pridefully or importantly as his (
Klein, 1970 ). Self concept is referred to as a possessive
phenomenon because of the emphasis on the self as a posses-
sive entity, noting the constituents of the self and the
kinds of emotional reactions and behavior consequences
prompted by these constituents ( Klein, 1970 ). The four
constituents are: 1) material, 2) social, 3) spiritual, and
4) pure ego or sense of personal identity. The emotional
factors are exemplified by anxieties about illness, financ-

es, loss and any threat to personal security as well as by



57
such positive self feelings as pride of accomplishment feel-

ings of superiority and the "glow of righteousness" ( Klein,

1970 ).

Pearlin, Lieberman, Menaghan & Mullan ( 1981 ) examined
low social support, coping, life events, chronic life strain
and self concept influence on depression. They theorized
that life events and chronic life strain lower one's self-
esteem. Social support and coping may influence the risk of
depression through there effect on self-concept. A low self
concept would possibly be associated with the development of
psychopathology, wherein the potential effects of a low self
concept seem to be multifaceted. In addition, studies of
personality traits of depressed patients have stressed the
etiological significance of fragile self-esteem ( e.g., Cho-

doff, 1972 ).

In another vein, Hull & Young ( 1983 ) examined psycho-
logical antecedents of alcohol consumption. People drink
for a variety of reasons, wusually motivated by a social
situation or for personal reasons to achieve the state that
alcohol induces. For example, alcohol is consumed to reduce
self-awareness especially following failure ( Hull & Young,

1983 ).

According to Brown & Crowell ( 1974 ) alcohol consump-
tion does 1little to relieve tension and tends to increase

self-reported social anxiety ( Steffen, Nathan & Taylor,
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1974 ). However, alcohol consumption seems to decrease re-
sponsivity to stressful situations ( Levenson, Sher, Gross-
man, Newman & Newlin, 1980; Wilson, Abrams & Lipscomb, 1980
). It remains unclear whether one drinks in response to
tension but alcohol consumption seems motivated by a neg-
ative affective state. Hull & Young ( 1983 ) concluded that
alcohol consumption can affect one's mood, directly and in-
directly via cognitive processes. Further, aberrant drink-
ing patterns seem to be associated with personality devi-
ance; 1i.e., high anxiety, depression and low self esteem
level ( Brown, 1980 ). Yakichuk ( 1978 ) suggests that the
qgualities of alcoholic drinkers may also characterize non-
alcoholic drinkers who may instead suffer from a wide as-
sortment of mental illnesses. This study is aimed at find-

ing at least a partial answer to this query.

Just how does alcohol consumption relate to one's self-
esteem level? Poor self-concept is suspected to occur in
drinkers at an early age ( cf. Barnes, 1983 ). This is evi-
denced by a relationship between low self-esteem and alcohol
consumption in college students and teenagers. Also, par-
tial understanding for this relationship may be gleaned from
research into alcoholic drinking. Alcoholics, as defined by
a high score on the Michigan Alcohol Screening Test ( Mill-
er, 1976 ) or according to clinical group membership, view
the world differently than non—alcohélics. They have a dif-

ferent view of their health, body, physical appearance and
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sexuality ( Yakichuk, 1978 ). Their self-worth tends to be
low ( cf. Vanderpool, 1969; Gross & Alder, 1970 ). Accord-
ing to Heilbrun & Schwartz ( 1980 ) male alcoholics neutral-
ize this deficit by altering their self evaluation when they
drink. Drinking seems to provide an alternative self-image
which allows one to artificially bolster their self-esteem.
In sum, it 1is noted to be psychologically threatening and
uncomfortable when a discrepancy occurs between one's self-

perception and one's perception by others.

Before proceeding to the’ specific hypotheses for the
study, it seems relevant to first point out that examining
the relationship between life event stress and illness in -a
multidimensional way as suggested ( cf. House, 1981 ), has
at least one major implication for future life events re-
search. Essentially, by examining whether or not the rela-
tionship between life events stress and illness can be iden-
tified with the 1inclusion of ‘"buffering" or moderator
variables, the conceptualization of life events as having
illness precipitating capabilities is being questioned. If
results from the present study support the findings from
Schroeder & Costa ( 1984 ), it may then be necessary to se-
riously reconsider the concept of life stress. 1In addition,
if the results of the present study indicate that there is a
lack of evidence to support a relationship between 1life
event stress and illness ( i.e., uncontaminated life events
are found to be uncorrelated with illness ), it may indicate

a need to construct improved life stress measures.
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Hypotheses

1)

11)

I11)

iv)

Uncontaminated life events would not be significantly
related to level c¢f depression, psychosomatic disorders,
alcohol use.

Contaminated life events would be significantly
associated with the above criterion variables.

A high level of depression would have the strongest
association with high levels of anxiety and loneliness
and low levels of rationality and social support as well
as '"neuroticism contaminated life events".

A high level of psychosomatic disorders would have the
strongest association with "physical health contaminated
life events", a low level of rationality, a low level of

social support and a high level of loneliness.

!5;\
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Method

Sampling Frame

Questionnaires ( see Appendix A ) were administered to
303 college students. For this study there was a high par-
ticipation rate, although exact non-response figures were
not kept. On the average no more than five students from
each of the five classes that participated in the study ref-

used to complete the guestionnaires.

Procedure

Classes of undergraduate university students were asked
to participate in the present study on a voluntary basis.
It was explained to the students that they were free to dis-
continue participation in the study at any time. Question-
naires were administered to those students who consented to
participate in this study.

S

Respondents were required to reply as to whether or not
any of the 1life events ( see Appendix B ) occured in the
past 12 month period. The overall event score consists of
the total number of events marked for the 12 month period.
On the average, the respondents needed approximately one
hour to complete the questionnaire and the respondents were

not required to identify themselves in any manner.
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Measuring Instruments

Each of the members of the sampling frame received the

following self-report inventories ( see Appendix A ).

1.

Life Events List. This list consists of 87 items, of
which 42 events are taken from the Holmes-Rahe ( 1967
) Schedule of Recent Experience. The additional 45
items were taken from lists used by Paykel, Prusoff &
Uhlenhuth ( 1971 ); Myers, Lindenthal & Pepper ( 1971
); Dohrenwend, Krasnoff, Askenasy & Dohrenwend ( 1978
) and Johnson & Sarason ( 1979 ). These items are
the same as those wutilized by Schroeder & Costa (
1984 ). Sample items include: became married, finan-
cial worries, and death of someone dear. The range

of possible scores is 0 - 87,

According to Schroeder & Costa, 1984 ) there are
two categories of items, "uncontaminated" and "con-
taminated". In addition, there are three sub-catego-
ries or contaminated items: 1) physical health relat-
ed, 2) neuroticism related, and 3) subjective events.
Ratings of the contaminated and uncontaminated life
events are the same as those utilized by Schroeder &
Costa ( 1984 ). The complete ratings of the Life
Events items are in Appendix B. Several 1items are
not relevant to males ( e.g., pregnancy ) so the num-

ber of items for each sex differs. Possible scores
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on the uncontaminated and contaminated scales range
from 0 - 48 and from 0 - 43, respectively. More spe-
cifically, scores for males on the contaminated items
range from 0 - 39 and on the uncontaminated, from 0 -
48; while for the females, on the contaminated items,
from 0 - 43, and for the uncontaminated, from 0 - 44,
For each of the three contaminated 1items subscales,
physical health, neuroticism and subjective events,
possible scores range from 0 - 16 ( 0 - 10 for males;
0 - 16 for females ), 0 - 15 ( for both sexes ), and

from 0 - 12 ( again, for both males and females ).

The alpha coefficients for the uncontaminated
and contaminated 1life event scales were computed to

be .78 and .84, respectively. For the three "contam-

inated" subscales, the alpha values were: physical
health ( alpha = .67 ), neuroticism ( alpha = .57 )
and subjective ( alpha = .73 ). Scale scores were

obtained by summing the respondents total score for
the items answered. A high score indicates that the
respondent experienced a large number of events.

Social Support. A combination of two measures of so-
cial support were utilized. These include the Social
Relationship Scale ( McFarlane, Neale, Norman, Roy &
Streiner, 1981 ) and a procedure for surveying per-
sonal networks ( McCallister & Fischer, 1978 ). The

Social Relationship Scale is designed to measure the
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role of support in cushioning the effects of 1life
stressors on health. The participant 1is presented
with six different categories of potential areas of
stress and 1is asked to 1list persons with whom they
have had discussions about each of the problem areas.
The problem areas include; 1) work, 2) family and
home, 3) money and finances, 4) personal and social,
5) personal health, and 6) 1issues that relate to so-
ciety in general. Subjects were asked to rate on a 5
point scale the frequency of contact they have with
each individual that they 1list. Possible scores on
these subscales range from 0 - 7. A high score indi-
cates satisfaction with source of support. The alpha
coefficient for the overall scale indicating satis-

faction with social support is .89,

The procedure for measuring personal networks
was designed to tap into the part of the respondents
networks that most influence their attitudes, behav-
ior and well-being ( McCallister & Fischer, 1978 ).
An additive scale was calculated for this measure
where a high score indicates that one has a large
personal support network ( alpha = .89 ).

Loneliness measure ( Russell, Peplau & Cutrona, 1979
). The scale consists of 20 items measuring general
loneliness. The authors report an internal consis-

tency coeffecient alpha of .96, while Vulcano ( 1982
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) obtained a reliability coefficient of ,94. The
range of possible scores is 0 - 80. A scale score
was obtained by summing the respondent's total score
for the items answered and a scale score was not com-
puted for anyone answering less than 80% of the ques-
tions. In this study, the obtained alpha was .94.
A high score indicates increased loneliness.
Trait measure of anxiety ( Spielberger, Gorsuch &
Luschene, 1970 ). The scale consists of 20 items
that ask people to describe how they generally feel.
Some of the items ( e.g., "I am tense" )} are worded
in such a manner that a rating of four 1indicates a
high level of anxiety, while other items ( e.g., "I
feel pleasant" ) are worded such that a high rating
indicates low anxiety. In past research, this scale
had a reliability value of .89 ( Vulcano, 1982 ).
The range of possible scores is 20 - 80 with a high
score indicating higher anxiety. A scale score was
obtained by summing the respondent's total score for
the items answered and a scale score was not computed
for anyone answering less than 80% of the guestions.
For the present study alpha was .90.
Tennessee Self Concept Scale ( Fitts, 1965 ). The
scale utilizes 100 self-descriptive items to allow an
individual to portray a picture of himself. The
scale provides for up to 29 different sub-dimensions

including; 9 self-esteem scores ( e.qg., physical
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self, moral-ethical self, family self ), psychosis,
personality disorder, neurosis and personality inte-
gration. According to Fitts ( 1965 ), the overall
scale has a reliability of .90, Scores may range

from 90 - 450 with a high score indicating a good

self-concept ( alpha .92 ).

Depression Inventory ( Radloff, 1977 ). Depression
was measured using the CES-D Scale ( for discussion
see Comstock & Helsing, 1976; Weissman, Sholomskas,
Pottenger, Prusoff & Locke, 1977 ). This scale is
based on items from other depression scales including
those of, Beck ( Beck, et al., 1961 ), 2Zung ( 1965 ),
the Minnesota Multiphasic Personality Inventory (
MMPI; Dahlstrom & Welsh, 1960 ), and self-report
scales developed by Raskin, Schulterbrandt, Reating &
McKeon ( 1969 ) and Gardner ( 1968 ). The CES-D was
originally developed for use in epidemiological stud-
ies and hence is suitable for use in this study. Ac-
cording to Comstock & Helsing ( 1976 ) and Weissman

et al. ( 1977 ) the test shows satisfactory validity

and reliability.

The CES-D score is a reflection of depressive
symptoms and cannot be equated with clinical diagno-
sis of depression. The four possible responses to
each of the 20 qguestions are weighted 0 for "rarely

or none of the time" to 3 for "most or all of the
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time". Questions numbered 4, 8, 12, 16 are scored in
reverse. The range of possible scores ig from 0 to
60. High scores indicate both the presence and per-
sistance of symptoms ( i.e., scores egual to or
greater than 16 ). The alpha coefficient was .90.
Health Symptoms/Conditions inventory. This survey,
developed by Schwab, Fennel & Warheit ( 1979 ) is a
measure of frequently cited physical complaints most
often identified with stress; for example, ulcers and
hypertension. From a list of 11 symptoms/conditions
that they may have experienced in the past year, re-
spondents were instructed to indicate frequency of
occurence ( regularly, occasionally or not at all ).
The items are combined to form a scale with a high
score indicating poor health or greater prevalence of
psychosomatic complaints than a low score ( alpha =
.69 ). |
Barnes-Vulcano Rationality Test ( BVRT ) ( Barnes &
Vulcano, 1980; Barnes & Vulcano, 1982 ). The BVRT
was designed to measure the 10 irrational beliefs
proposed by Ellis & Harper ( 1961 ). The basic prem-
ise is that an increased 1level of rationality 1is a
reliable and valuable way to cope with and prevent
psychiatric 1illness, including psychosomatic com-
plaints and depression. Initial reliability and va-
lidity data on this scale has shown this test to be

both reliable ( alpha = .86 ) and adequate in terms
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of both convergent and discriminant validity ( Barnes
& Vulcano, 1980; Barnes & Vulcano, 1982 ). The range
of possible scores is 44-220 and a high score indi-
cates irrationality ( alpha = .90 ).

Experiences with Alcohol Survey ( taken from the Can-
ada Health Survey, 1981 ). This measure indicates
the freguency of consumption and type of alcohol con-
sumed., Possible scores on the consumption measure
(Part A-Question 3) range from 0 to 84 with a high
score representing a greater consumption of alcohol.
Scale scores were obtained by summing the respon-
dent's total score for the items answered and scale
scores were not computed for anyone answering less
than 80% of the guestions. A score on the consump-
tion measure was not calculated for anyone who indi-
cated that they were an "abstainer". In the present
study, the coefficient of reliability, alpha, was
.76.

Demographic Characteristics. Items included consist-
ed of such variables as age and sex.

Background Questionnaire. This scale consists of
items taken from scales developed by each of Lubor-
sky, Todd & Katcher ( 1973 ). Included are such
items as education level, marital status, family
size, and parents education. Also included were
questions duplicated from the Canada Health Survey (

1981 ) measuring participants' parents health histo-

ry.
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Data Analyses

Data analysis involved calculating cross-tabulations
and correlations between predictor variables and criterion
variables. Hypotheses one and two were tested using corre-
lational analyses. Following the examination of univariate
relationships, multivariate data analyses were performed.
Regression analysis were conducted to examine the relative
importance of the predictor variables in predicting the cri-
terion variables. The predictor variables were examined in
sets ( i.e., demographic variables, envirdnmental variables,
including stressors and social support, and personality

variables ) and were analyzed altogether ( Cohen & Cohen,

1975 ). Categorical variables were dummy coded for inclu-
sion in the analyses. Multiple regression analyses were

used to test Hypotheses three and four. Canonical correla-
tion analysis tecﬁnique were utilized 1in order to determine
whether predictor variables exert similar versus different
influences on the assorted variables in the dependent vari-

able set ( Harris, 1975 ).



70

Results

Description of the Respondents

The participants in the present study consisted of 303
undergraduate university students. Women comprised 55% of
this sample. The respondents ranged in age from 18 to 53
years with the mean age being 24.7. Seventy-five percent of
the sample reported being single and 16% indicated that they
were married. For the 48 married respondents, the mean num-
ber of years of marriage was 9.5 and they hadian average of
1.5 children. The remaining 6% of the sample were separated
(0.65%), divorced (1.65%), remarried (1.0%) or living common
law (3.0%). The mean number of years of college education

was 2.27 years.

Descriptive Information for Study Scales

Table 1 provides descriptive information on the various
scales utilized in the present study. Included are the
range of scores on the scales, the mean scale score for the
student sample and the standard deviation as well as the
number of respondents who had scores compiled for each of

the scales.
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Descriptive Information for Study Scales
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Predictor Range Mean S.D. N
Life Event Stress
Physical Health 0 - 10 2.46 1.93 303
Neuroticism 0 - 15 1.54 1.63 303
Subjective 0 - 12 4.77 2.92 303
Contaminated 0 - 37 8.77 5.43 303
Uncontaminated 0 - 42 4,08 3.84 303
Total 0 - 79 12.85 8.48 303
Social Support |
Support Satisfaction 3 -7 5.49 0.66 212
Support Network
Total Network 1 - 48 20.1 8.65 212
Friend 0 - 24 4,96 3.42 296
Relative 0 - 17 3.98 2.59 296
Work 0 -7 0.35 0.91 296
Other 0 - 14 0.69 1.27 296
Loneliness 20 - 76 41.61 11.82 303
Personality
Rationality 56 - 188 115.07 20.45 293
Anxiety 21 - 70 40.29 9.07 303
Self Concept 185 - 436 330.44 37.17 301
Criterion
Depression 0 - 56 14,26 9.93 298



Psychosomatic
Disorders

Regular 0 -9 0.99 1.5 303

Occasional 0 - 10 3.59 2.06 303

Regular &

Occasional 0 - 13 4,57 2.58 303
Drinking Level 0 - 65 6.11 8.75 195

Note: Where 'N' deviates from 303, subjects failed to answer
the questions.
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Hypotheses: Life Stress and Symptoms

Table 2 shows the correlation between the uncontaminat-
ed, contaminated, total life event scales and the outcome
variables. The correlations between the total number of
life events experienced and egchbof depression, psychosomat-
ic disorders and drinking level were .15 ( p<.01 ), .28 (
p<.0001 ) and .01 ( ns ), respectively. It would appear
that life stress, as measured in the present study, 1is sig-
nificantly associated with mental and physical health prob-
lems. Given that life stress predicts physical and mental
illness, does the contaminated group of events account for

this effect?

Upon examining the relationship between the uncontami-
nated and contaminated groups of events with each of the
outcome variables, it may be noted that neither the contami-
nated nor the uncontaminated groups of events relates sig-
nificantly to drinking level. However, it can be seen from
Table 2 that the contaminated group of events ( health re-
lated, neuroticism related and subjective ) predict each of
the depression and psychosomatic disorders outcome variables
as well as does the total number of life events. The con-

taminated events do seem to account for the effect.

Of the contaminated group, the health related events
were most closely associated with depression level ( r=.27;

p<.0001 ), where the neuroticism and subjective groups were



Male

Event (N=131)
Contaminated .252
Health Related .323

Neuroticism Related .211

Subjective .14
Untontaminated .07
1
Total .18
1 p .05
2 p .01
3 p .001
4 p .0001

Female Overall

Reg

3

.30

3

.31

.16

3

.27

.09

2

.22

Occ

1

.17

.04

1

.18

1

.20

W11

.16

Table 2

Male(N=133)
R&O

3

.31

1

.21

2

.23

3

.32

.14

2

.25

.25

Reg

3

.25

3

1

.19

1

.18

1

.16

3

.25

Occ

3

.26

1

.15

3

.25

2

W24

.11

2

.24

Correlations of Contaminated and Uncontaminated Events
with Depression, Psychosomatic Disorders, Level of Drinking

Psychosomatic Disorders
Female (N=164)
R&O

4

.37

3

.28

4

.33

4

.31

2

.20

4

.35

Overall(N=297)
R &O

4

.33

4

.24

4

.24

4

.32
.148

.28

Drinking Level
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also significantly associated with depression level. The
subjective group is most closely associated with level of
psychosomatic disorders ( r=.32; p<.0001 ), while the health
and neuroticism related events were also significantly re-

lated to psychosomatic disorders.

As for the uncontaminated group of events, these do not
relate significantly to depression level ( r=.04 ) but the
combined level of regular and occasional disorders was sig-
nificantly related to uncontaminated events ( r=.15; p<.01 )
or, those university students reporting a high level of reg-
ular and occasional disorders experienced a high number of
uncontaminated life events. Upon closer examination, it may
be noted that the reported level of "regular" psychosomatic
disorders as well as the reported level of "occasional" dis-
orders was unrelated to uncontaminated 1life events ( r=.11;
and r=.10; respectively ). Thus, support was found for hy-
pothesis one, that uncontaminated life events would not be
significantly related to level of depression, psychosomatic

disorders or alcohol use.

Checking to see 1if possible differences exist for men
and women, the above mentioned relationships were also re-
ported separately within gender. For men, there is a sig-
nificant correlation between total life events and both de-
pression ( r=.18; p<.05 ) and psychosomatic disorders (
r=.25; p<.01 ). For women, the correlation coefficients

were .15, which is nonsignificant, and .35 (p<.0001) respec-
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tively. Again, for men, the significant correlations be-
tween the total life events and the criterion variables seem
to be due to the relationship between the contaminated
events and depression ( r=.25; p<.01 ), and between the con-
taminated events and psychosomatic disorders ( r=.31; p<.001
). Similarly, for women, the correlation between contami-
nated events and depression was .20 ( p<.01 ) and between
contaminated events and psychosomatic disorders is .37 (

p<.0001 ).

When the correlations between uncontaminated life
events and the criterion variables are examined separately
for males and females, it is evident that, for males, there
were no significant <correlations between uncontaminated
events and the criterion variables. For women, the unconta-
minated events do not relate to depression, but are signifi-
cantly related to psychosomatic disorders ( r=.20; p<.01 ).
Too, for females, wuncontaminated 1life events are signifi-

cantly associated with the reporting of "regular" psychoso-

matic disorders ( r = .16; p<.05 ) and "regular" plus "occa-
sional" disorders ( r = .,20; p<.01 )}, but not with
"occasional" disorders alone ( r = .11; ns ). However, in

comparison to these correlations, it is noteworthy that the
correlation between contaminated events and psychosomatic
disorders is higher ( r=.37; p<.0001 ). As far as life
stress relating to mental and physical illness, the contami-
nated group of events, as opposed to the uncontaminated

events, seems to account for the effect.
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Partial support was observed for the second hypothesis,

that contaminated life events would be significantly associ-
ated with the criterion variables. Contaminated life events
were significantly associated with depression level and lev-
el of psychosomatic disorders, however, as mentioned, con-
taminated 1life events were observed to be unrelated to
drinking level. Specifically, depressed individuals report-
ed a greater number of contaminated life events in compariF
son to those respondents who were not depressed ( r = ,21;
p<.0002 ). Individuals who indicated that they suffered
from regular and occasional disorders combined, also report-
ed experiencing a large number of contaminated life events (
r = .33; p<.0001 ). Similarly, those who reported experi-
encing "regular" psychosomatic disorders as well as "occa-
sional" psychosomatic disorders were more likely to have ex-
perienced contaminated life events ( r = .27; p<.0001 and r
= ,22; p<.0001, respectively ). All of these relationships
were significant for each of males and females separately (

see Table 2 ).

According to hypothesis three, a high level of depres-
sion should have the strongest association with high levels
of anxiety, loneliness, irrationality, "neuroticism" contam-
inated life events and low levels of social support. Being
depressed was associated with a high 1level of anxiety ( r =
.73; p<.0001 ), having a low self-concept ( r = -.65;

p<.0001 ) and being critical of one's self ( r = .14; p<.02
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). Being depressed was also associated with the respon-
dents age ( r = -.17; p<.003 ) and with being dissatisfied
with one's social support system ( r = -.26; p<.0002 ), hav-
ing a smaller personal support network ( r = -.20; p<.0005
), being lonely ( r = .53; p<.0001 ), irrational ( r = .63;
p<.0001 ) and experiencing contaminated life events ( r =
.27; p<.0002 ) including "physical health" related events (
r = .27; p<.0001 ), "neuroticism" related events ( r = .12;

p<.05 ) and "subjective" events ( r = ,16; p<.01 ).

In order to test the relative magnitude of the pre-
dictors in explaining depression, psychosomatic disorders
and drinking level, simple multiple regression analysis
technique was employed. Interaction effects were also exam-

ined.

Initially, 55 variables were entered into a regression
equation and these 1included second order interactions.
These included moderator variables, personality variables

and demographic variables.

For the depression criterion variables, these 55 vari-
ables accounted for 65% of the explained variance. It was
possible to reduce the number of variables entered into the
regression analyses as the majority of these did not account
for a large amount of variance. Therefore, a parsimonious

solution was reached.
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Partial support was found for hypothesis three, that a

high level of depression would have fhe strongest associa-
tion with high levels of anxiety, loneliness, irrationality,
"neuroticism" contaminated life events and low levels of so-
cial support. Table 3 lists three predictors that account

for 63% of the variance.

According to hypothesis four, a high level of psychoso-
matic disorders should have the strongest association with
"physical health" contaminated life events, a low level of
rationality, a low level of social support and a high level
of loneliness. Among the students, a high level of psycho-
somatic disorders was- associated with experiencing a large
number of contaminated life events ( r=.33; p<.0001 ), in-
cluding each of physical health related events ( r=.24;
p<.0001 ), neuroticism related events ( r=.24; p>.0001 and
subjective events ( r=.32 p<.0001 ), being female ( r= .21;
p<.0003 ), being irrational ( r = .24; p<.0001 ), and having
a large number of relatives in one's personal support net-

work ( r = .19; p<.0008 ).

A high level of psychosomatic disorders was also asso-

ciated with having a large personal ' support network ( r

.16; p<.01 ), being lonely ( r = .16; p<.01 ), anxious ( r
.24; p<.0001 ) and having a low self-concept ( r = -.21;
p<.0001 ). In addition, those respondents who indicated
that their mother and father suffered a large number‘of ill-

nesses were more likely to report a high level of regular



TABLE 3

Regression Coefficients, R-Square & F-Values for Depression

Variable Depression
R-Square
Change B-Value F
. 2

Anxiety .593 .61 82.1
Self-Concept .031 -.07 19.33 2
Self-Criticism .008 -.16 4.11 1
Overall .632 (d.f.= 3,202) 115.59 2

Note: 1 p<.05
2 p<.0001



TABLE 4

Recression (Coefficients, R-Sauare & F-Values for Psychosomatic Tisorder

Variable Psychosomatic Disorders

R-Square

Change B-Value F
Contaminated 3
Life Events 10.0 .13 25.56
Gender 4.9 1.03 13.89 2
Irrationality 3.1 .03 13.49 2
Number of Relatives
in Social Support 1
Network 1.8 .14 6.37
Overall 19.8 (d.f.=4,281) 17.31 3

Note: 1 p<.05
2 p<.001
3 p<.0001
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and occasional psychosomatic disorders ( r = .19; p<.001

and r = .19; p<.001 ).

For the psychosomatic disorders criterion variable, the
original 55 wvariables accounted for 23% of the explained
variance. Upon reducing the number of predictor variables,
because they failed to account for a significant portion of
the variance, a solution was reached which has four vari-

ables in the regression eguation.

Partial support was found for hypothesis four, that a
high level of psychosomatic disorders would have the strong-
est association with "physical health contaminated” life
events, a low level of rationality, a low level of social
support and a high level of loneliness. Table 4 lists four

predictors that account for 19.8% of the explained variance.

For the drinking level or alcohol consumption criterion
variable, the original 55 predictors accounted for 16% of
the explained variance. A parsimonious solution was reached
as most of these were accounting for a very small amount of
the explained variance of drinking level. Table 5 lists two
predictors, gender ( being male )} and having a low level of
satisfaction with one's social support system, that account
for 13.9% of the variance for the drinking level criterion

variable.

From the multiple regression analyses it 1s apparent

that no interaction effects are accounting for a significant
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proportion of explained variance in the outcome variables,
i.e., the uncontaminated life stressors do not seem to in-
teract with social support or personality variables to pre-

dict mental and/or physical illness.



TABLE 5

Regression Coefficients, R-Square & F-Values for Drinking Level

Variable Drinking Level
R-Square
Change B-Value F
Gender 11.8 5.7 15.58 *
Satisfaction
With Social 1
Support 2.1 -2.0 3.49
Overall 13.9  (d.f.=2,143) 11.51 2

Note: 1 p<.07
2 p<.0001
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Canonical Correlations

Utilizing canonical correlation analysis it was possi-
ble to examine whether or not the predictor variables relat-
ed similarly or differently to each of the criterion meas-
ures. Before presenting the canonical correlation analysis
it would seem appropriate to examine the correlations among
the criterion variables. A high level of psychosomatic dis-
orders was moderately related to a high depression level (
r= .26; p<.0001 )  but fhe level of psychosomatic disorders
was unrelated to drinking level ( r = .02 ). Similarly, de-

pression level was unrelated to drinking level ( r= -.05 ).

According to a canonical correlation analysis ( Harris,
1975 ), there were significant correlations between the can-
onical variate pairs. The maximum number of canonical cor-
relations is indicated by the smallest set of variables be-
ing examined. That is, there are three criterion variables
so there can be as many as three canonical variate pairs (

Harris, 1975 ).

The statistical test for the first pair of canonical
variables indicated that the canonical correlation ( rho =
.82 ) was significant ( F = 10.96; p<.00001; d.f. = 24,
389.24 ). The significant canonical correlation between the
first pair of predictor and criterion canonical variables
seems to be compfised of a factor that may be described as a

high anxiety, 1low self-concept score and a high depression
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score. This may be labelled as a "general maladjustment-de-

pression" factor. Further testing proved that the second

and third pairs were also significantly correlated ( rho
.46; F = 4.,08; p<.00001; 4.f. = 14, 270 and rho = ,37; F =
3.57; p,.003; d4.f. = 6, 136 ). Despite this, the second and
third pairs contributed only a small amount of explained

varilance.

The standardized weight vectors or the composition of
the canonical variables are as follows ( see Table 6 ). The
first canonical variable pair for the "predictor" variables
may be represented as a weighted difference of (.68)anxiety
+‘ (-.34) self-concept + (.18)contaminated 1life events +
(-.16)number of relatives in one's personal support network.
From Table 6 it can be seen that the other predictor vari-
ables ( irrationality, being critical of one's self, sex,
and satisfaction with social support ) which were signifi-
cant predictors in the regression analyses, seem to contrib-
ute very little to this first canonical variable. The stan-
dardized canonical coefficients of the variables
contributing to the ‘"criterion" canonical variable were:
(.98)depression + (.09)psychosomatic disorders +

(.02)drinking level.

According to the canonical correlation for the first
pair (.82), a high score on the predictor canonical variable
is associated with a high score on the criterion canonical

variable. The predictor variables contributing to a high
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TABLE 6

Standardized Canonical Coefficients

Pair 1 Pair 2 Pair 3
Predictors
Anxiety .6808 -.0957 -.4075
Rationality -.0234 -.0682 .2040
Self-Concept -.3361 .0841 -.0103
Self
Criticism ~-.0222 ~.0423 .2128
Contaminated
Life Events .1791 .7218 .3088
Gender .0012 L6731 L4121
Personal
Support
Network -
(relatives) -.1578 .3361 L41212
Satisfaction
with Social
Support -.0111 .0007 -.4085
Criterion
Variables
Depression .9762 -.3184 -.1278
Psychosomatic
Disorders .0885 .8667 .5532
Drinking
Level .0155 -.5958 .8101
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score on the predictor canonical variable were: a high score
on both the anxiety scale and the <contaminated life events
scale along with, to a lesser extent, a low score on the
self-concept scale and a low score on the measure indicating
the number of relatives in one's personal support network.
The anxiety variable made the largest contribution to this
canonical variable with self-concept contributing approxi-
mately one-half as much and, each of the contaminated life
events variable and the personal network variable contribut-
ed approximately one-gquarter as much. Correspondingly, a
high score on the criterion canonical variable seems to be
largely contributed to by a high score on the depression

scale.

From Table 6, the standardized canonical coefficients
of the variables contributing to the second predictor canon-
ical variable are as follows: (.72)contaminated life events
+ (.67)sex + (.34) personal network. Also, from Table 6, it
can be seen that each of the remaining variables in the pre-
dictor set, personality variables; anxiety, irrationality
and self-concept along with being critical of one's self and
satisfaction with social support, contribute little to the
canonical variable. Contributing to this second canonical
variable were a high score on the contaminated life events
measure, being female and, to a lesser extent, a high score
on the variable measuring the number of relatives in one's

personal support network. The contaminated life events
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variable and the sex variable contributed an equal amount to
this canonical variable, while the personal support variable
contributed approximately one-half as much as either of
these. The criterion canonical variable for the second pair
was contributed to by (.87)psychosomatic disorders +

(-.60)drinking level + (-.32)depression.

The third canonical variable for the predictor measures
is comprised of (-.50)sex + (-.41)satisfaction with social
support (-.41)anxiety + (.41)number of relatives 1in one's

personal support network as well as being critical of one's

self(.21) + (.20)irrationality. The third canonical vari-
able for the criterion measures is comprised of
(.81)drinking level + (.55)psychosomatic disorders +

(-.13)depression.

The standardized canonical coefficients outlined in Ta-
ble 6 indicate that each of the three canonical pairs are
differently comprised. This is illustrated by the size of
the weights for each of the variables. For example, depres-
sion(.98) contributes the most to the criterion canonical
variable in the first pair, while drinking level(.81) has
the largest weight in the third canonical variable ( see Ta-

ble 6 ).

It is possible to interpret the first canonical corre-
lation according to the canonical redundancy analysis, which

provides the proportion of the variance of each set of vari-
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ables that is explained by their own canonical variables and
the opposite cénonical variables. The general interpreta-
tion of the first canonical correlation is that the first
pair of canonical variables is a moderately good predictor
of the opposite set of variables, as the proportions of var-
iance explained were 22% and 24.6% ( see Table 7 ). That
is, the predictor canonical variable explained 22% of the
variance of the criterion canonical variable and the cri-
terion canonical variable explained 24.6% of the predictor
canonical variable. Also from Table 7, it can be seen that
the second and third canonical variables add a little to the
explained variance of the opposite sets, with the cumulative
proportions for all three canonical variables being 26.7%
and 35.4%. The second and third canonicai variables do not
add much to the explained variance of the <criterion vari-
ables, 2.5% and 2.2%, respectively. The second and third
criterion canonical variables add 6.2% and 4.7% respectively
to the explained variance of the predictor canonical vari-

ables, or an additional 11%.

Table 8 shows the squared multiple correlation for
these canonical variables. The squared multiple correla-
tions indicate that the first canonical variable of the pre-
dictor measurements has good predictive power for anxie-
ty(.59), self-concept(.49) and irrationality(.47). By
contrast, the first canonical variable of the predictor

measurements has poor predictive power for contaminated life
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TABLE 7

Proportion of Standardized Explained Variance

Standardized Variance of the Predictor Variables Explained by
the Opposite Canonical Variables

Proportion

Cumulative Proportion

Predictor

Pair 1 .2199 .2199
Predictor

Pair 2 .0252 .2450
Predictor

Pair 3 .0222 .2673
Criterion

Pair 1 .2463 2463
Criterion

Pair 2 .0615 .3078
Criterion

Pair 3 .0466 .3544
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events(.11) and almcst none for the remaining four vari-
ables. The first canonical variable of the criterion meas-
urements is a good predictor of depression(.67) and 1is a
poor predictor of psychosomatic disorders(.07), and drinking

level(.003).

Table 8 also shows that the second and third predictor
canonical variables predict, fairly well, albeit similarly,
the personality variables, and to a lesser extent, the con-
taminated life events variable. A pattern of prediction is
evident for the criterion canonical variable, where depres-
sion is best predicted in each case. For the second canoni-
cal variable, psychosomatic disorders(.19) is predicted less
well in comparison to the power to predict depression(.67).
As was the case in the first canonical variable, drinking
level is not at all well predicted. For the third canonical
variable, depression(.67) is well predicted with psychoso-
matic disorders(.24) and drinking level(.16) showing better

predictability.

In summary, according to the canonical <correlation
analysis, all three predictor canonical variables are simi-
lar in their ability to predict the criterion canonical
variables and vice versa ( see Table 8 ). The "personality"
or "general maladjustment" component ( as indicated by a
high anxiety, irrationality score and a 1low self-concept
score ) would seem to be associated with a high level of de-

pression. The life event stress effect, as measured in the



TABLE 8

Squared Multiple Correlations

Canonical Canonical Canonical
Pair 1 Pair 2 Pair 3

Predictor

Variables
Anxiety .5859 .5860 .5863
Rationality .4678 .4684 .4698
Self-Concept .4921 .4935 4964
Self-Criticism .0458 .0465 .0638
Contaminated

Life Events .1080 .1848 .2048
Gender .0001 .0804 .1313
Personal

Support

(relatives) .0201 .0576 .0909
Satisfaction

with Social

Support .0392 L0431 .0948
Criterion

Variables
Depression .6664 6672 6677
Psychosomatic

Disorders .0698 . 1937 .2359

Drinking
Level .0027 .0626 . 1596
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present study, does not seem to predict different criteria

or outcomes among different people.
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Discussion

It must be noted that the data in the present study
were collected utilizing a cross-sectional self report meth-
odology. There are advantages to using a self report meth-
odology. Gathering of data by self report 1is economical,
does not require extensive rater/observer training and ob-
server bias is avoided, however, the methodological short-
comings associated with self-report information have been
well documented ( e.g., Stone, et al., 1980 ). In addition
to issuing this caution, it must be stated that no causal
arguments are made here. Etiological inferences based on
cross-sectional data are problematic, and as such, the find-
ings in this study are to be viewed with these limitations

in mindg.

Discussion of the findings related to the study hypoth-
eses involves addressing four central issues. These issues
are: 1) does life stress predict physical and mental health
problems? 2) If so, does contamination account for the ef-
fect? 3) If contamination accounts for the effect is there
still a possible role for uncontaminated life stressors in
interaction effects with other variables? 4) Does the life
event stress effect still exist but predict different cri-

terion or outcomes in different people?
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Hypctheses

Objective One

Upon examining the present study's first objective,
life event stress was found to be significantly associated
with mental and physical health problems. Although 1life
event stress was significantly related with the depression
and psychosomatic disorders outcome variables, the associa-
tion was weak (see Table 2). This finding 1is consistent
with the correlations shown in a variety of studies (cf:
Dohrenwend and Dohrenwend, 1874). Even though life event
stress predicts physical and mental illness, the question
remains which group, the uncontaminated or contaminated, ac-
counts for this effect (cf: Schroeder and Costa, 1984)? Ac-
cording to the findings of the present study, the uncontami-
nated group of events did not significantly relate to
depression and drinking level, nor were they significantly
associated with either of the reported levels of "regular"
or "occasional" disorders. These findings provide support
for hypothesis one, that uncontaminated life events would
not be significantly associated with level of depression,
psychosomatic disorders, or alcohol use. These findings are

consistent with those of Schroeder and Costa (1984).

Further, the contaminated group of events (health re-
lated, neuroticism related and subjective) predict each of

the depression and psychosomatic disorders outcome variables
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as well as does the total number of life events, but were
not significantly associated with drinking level. This is
not that surprising as one realizes that an individual may
not respond to stress by increased alcohol use. As this was
the case, partial support was found for hypothesis two that
contaminated life events would be significantly associated
with depression, psychosomatic disorders, and alcohol use.
Again, these findings are consistent with the results ob-

tained by Schroeder and Costa (1984).

Upon separately examining, for males and females, the
correlations between the uncontaminated events and criterion
measures as well as those between the contaminated events
and criterion measures, the pattern of results is consistent
with the aforementioned. In the <case where, among women,
uncontaminated events correlated significantly with women's
level of psychosomatic disorders, it is relevant to point
out that the correlation magnitude 1is greater between the

contaminated events and psychosomatic disorders.

As the findings of the preéent study are consistent
with those observed by Schroeder and Costa (1984), one is
led to the conclusion that the contaminated items in life
events lists inflate the correlation between life stress and
illness. The contaminated events seem to account for the
effect. If the uncontaminated events had been significantly
related to one of the mental or physical 1illness measures

one would be less likely to confirm this notion.
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Objective Two

Since the contaminated measures seem to account for
this effect, a second objective of the present study was to
consider the potential role of social support and personali-
ty, while examining the relationship between life event
stress and illness. By doing so, the present study attempt-
ed to overcome Lloyd's (1980) criticism that no investigator
has simultaneously examined personality, stress, and social
support. It is relevant to <consider the potential role of
these variables, as social support has been suggested to act
as a moderator of the potential effects of 1life event
stress. As well, it is relevant to consider the role that
one's personality might play in the relationship between
life event stress and illness. Just as a "neurotic" indi-
vidual (cf: Schroeder and Costa, 1984) may differentially
perceive his/her environment, relative to someone who is not
neurotic, an "anxious" or ‘'"irrational" person could also
have an altered or distorted perception of his/her environ-
ment. In their endeavor to uncover the true nature of the
relationship between stress and illness, Schroeder and Costa
(1984) failed to measure social support or other personality
variables besides neuroticism. By examining these dimen-
sions and their possible interactions with stress events,

the present study is an extension of their research design.
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In essence, then, 1f contamination accounts for the
significant association between life stress and 1illness
measures, does it remain possible that the uncontaminated
life stressors interact with other wvariables to account for
any effects? 1In order to answer this question and deal with
this possibility, multiple regression analyses were under-
taken. Regression analyses allowed the identification of
the relative importance of each of the life stressor, social
support, and personality variables, including the interac-

tion of these, in predicting the outcome measures.
Depression

Partial support was found for hypéthesis three, that a
high level of depression will have the strongest association
with high 1levels of anxiety and loneliness, and with low
levels of rationality, social support, as well as "neuroti-
cism contaminated life events". Upon examining the correla-
tion magnitudes as indicators of the strength of association
between the predictor and criterion variables, anxiety,
self-concept, and irrationality showed the strongest rela-
tionship to depression. Social support and neuroticism con-

taminated life events did not relate as strongly.

According to the regression analyses, the anxiety vari-
able was by far the single best predictor as it accounted
for 59% of the explained variance. These findings were not

surprising as previous studies indicate that individuals who
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report experiencing depression also were likely to indicate
that they were experiencing anxiety ( cf. Gotlib, 1984 ).
Specifically, significant correlations between measures of
depression and anxiety have been observed among university
students ( e.g., Krantz & Hammen, 1979 ). As discussed,
university students have many reasons to be anxious. They
could be anxious about doing well 1in university and con-
cerned with what lies ahead for them in their future. Gen-
erally, they may be anxious about whether or not their fu-
ture will be prosperous and they may be concerned as to
whether or not a university education is going to serve as a

vehicle to a better quality of life.

Depression and anxiety have been suggested to be highly
interrelated emotional states, and measures of these appear
to assess '"general psychological distress" rather than inde-
pendent constructs -( Gotlib, 1984 ), This is important to
note as depressed university students have been wused as an
analogue to investigate clinical depression among psychiat-
ric patients. Individuals in nonclinical populations, i.e.,
university students, suffering from depression, are hypoth-
esized to represent the low end of a continuum of severity,
where clinical depression is at the opposite end of this di-
mension. If the current anxiety and depression measures are
actually assessing a unitary construct it is necessary to be
cautious when drawing conclusions about the development of

depression.
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In addition, if one reported a low self concept, rela-

tive to scoring high on the self concept scale, they were
.more likely to be depressed. This variable contributed 3%
to the explained variance of depression. The findings of
the present study are consistent with Fitts ( 1972 ) sugges-
tion that those with low self <concepts would be more likely
to suffer high 1levels of anxiety and depression. Fitts (
1972 ) provided evidence that self concept, as measured by
the Tennessee Self Concept Scale, 1is associated with mental
health. Specifically, according to Fitts ( 1972 ), self
concept reflects "degree of pathology" and types of psycho-
pathology. Further, he suggests that individuals unable to
cope with stress are those with a low self concept. Inabil-
ity to cope would affect their mental health, although in
the present study, there was no evidence that students suf-

fered depression due to an inability to cope with stress.

The self concept variable emerged as a significant pre-
dictor of depression even though loneliness and irrationali-
ty were also strongly correlated with the mental health out-
come measure. This 1is probably due to the fact that self
concept was highly correlated with each of loneliness and
irrationality. 1In the present study, anxiety, self concept,
loneliness and irrationality were observed to be signifi-
cantly interrelated. This is not surprising as loneliness
has been observed to be significantly associated with anxie-

ty ( Gotlib, 1984 ). Gotlib ( 1984 ) utilized the same
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measures of anxiety and loneliness as were employed in the

present study.

Lastly, another aspect of self concept, that being
self-criticism emerged as a predictor of depression. If one
is critical of him/herself then he/she is more likely to re-
port being depressed‘in comparison to one who is not self

critical.

In conclusion, three variables accounted for a large
portion of the explained variance of depression. Interac-
tion variables did not emerge as significant predictors of

the mental illness measure.
Psychosomatic Disorders

In addition to including a mental illness measure, the
present study explored a measure of physical illness. Doing
so allowed the assessment of the relative importance of the
demographic, moderator, and personality variables, including.

interaction effects, in predicting psychosomatic disorders.

Partial support was observed for hypothesis four that a
high level of psychosomatic disorders would have the strong-
est association with '"physical health contaminated" life
events, a low level of rationality, a low level of social
support, and a high level of loneliness. With the exception
of the social support variable, all of these variables were
significantly associated with level of psychosomatic disor-

ders.
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From the regression analyses, four predictors emerged

that accounted for 20% of the explained variance of psychso-
matic disorders. Contaminated life events contributed 10%,
gender accounted for another 5%, rationality level provided
%, while number of relatives in one's personal support net-
work explained an additional 2% of the variance. More spe-
cifically, those who report a large number of contaminated
life events indicate that they suffer from a high level of
psychosomatic disorders. Women, in comparison to men, are
more likely to suffer psychosomatic disorders. Students who
are irrational and who have a large number of relatives in
their personal support network seem to experience a greater
number of psychosomatic disorders, relative to those who are
rational and students with fewer relatives in their personal

support network.

A possible explanation as to why these variables emerge
as significant predictors of psychosomatic disorders is that
these predictors may combine to form a neuroticism compo-
nent. This explanation is 1illustrated by noting that a
large number of relatives might provide an outlet for the
students' complaints. Although having a large’ number of
relatives in one's social support network might serve as
people to complain to, this complaining may not alleviate
the disorder. None of the interaction variables emerged as

significant predictors of physical illness.
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Alcohol Use

In the present study testing of this notion that stress
may relate to high levels of alcohol consumption produced
low correlations between the predictor variables and the
drinking level ocutcome measure. Further, only two variables
emerged as significant predictors of the drinking level cri-
terion measure. The significant predictors were gender (be-
ing male), which accounted for 12% of the explained vari-
ance; and having a low level of satisfaction with one's
social support system contributed another 2%. Simply put,
in comparison to women, men seemed more likely to consume
large amounts of alcohol. This finding is consistent with
the known evidence that, in relation to women, men are three
to four times as likely to be "heavy" drinkers, that is,
consume fourteen or more drinks per week (Cénada Health Sur-

vey, 1981).

Since four times as many males as females, aged 25-45,
in the Canadian general population, consume alcohol 1in
larger quantities, it is not surprising that, in the present
study, being male was the best predictor of university stu-
dents drinking level. This finding coincides with the as-
sertion that males 1live a "riskier" lifestyle as indicated
by their propensity to drink, on the average, larger amounts
of alcohol on a weekly basis relative to female drinkers.

In one respect it might be expected that female university
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students would consume amounts in parity with their male
counterparts. This suggestion stems from the expectation
that, regardless of gender, university students would be ex-

pected to consume equal amounts of alcohol.

In addition, those who are dissatisfied with their so-
cial support system seem inclined to drink more in compari-
son to those who are satisfied with their social support
system. This finding was interpreted as indicating that one
may seek‘additional social support; support that is thought
to be available in a social setting, and provided by drink-

ing in groups, e.g., going to a bar or pub.

It would seem that students do nét drink in order to
gain relief from life stress, nor do they drink in response
to high anxiety levels. 1In addition, even though personali-
ty and environmental factors have been proposed as pfe—
dictors of drinking level ( Winstead, Whitworth & Lawson,
1981 ), the findings of the present study did not support

this notion.

The tension. reduction hypothesis states that alcohol
serves to reduce tension, and that this tension reduction
reinforces the drinking response ( Conger, 1956 ). Although
equivocal findings have been evidenced, Steffen, Nathén &
Taylor ( 1974 ) found a significant correlation between in-
creasing blood alcohol level and decreasing tension level,

which is consistent with the tension reduction hypothesis.
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This hypothesis may not be a major factor in the etiology of
the development of alcoholism but it seems to have merit in
explaining moderate drinking in social situations among col-

lege students.

Generally, students seem to drink for positive versus
negative reasons. Research on alcohol consumption in col-
lege populations has indicated that students drink to ampli-
fy positive affect rather than to compensate for negative
affective states. For example, Schwartz, Burkhart, and
Green (1978) found that sensation seeking was more salient
in students' motivational set regarding alcohol use than was
tension reduction. Also, alcohol consumption seems greater
when subjects were in a positive rather than a depressing

environmental situation ( e.g., Russel & Bond, 1979 ).

As alcohol consumption seemed associated with postive
settings and factors, it is not surprising that the person-
ality correlates examined in the present study failed to
predict drinking level. . Indeed, findings have indicated
that, in college students, sensation seeking traits, such as
experience seeking and disinhibition, are among the best
available personality indicators of drinking behavior (
e.g., Segal, Huba & Singer, 1980 ). As well, according to
Ratliff & Burkhart ( 1984 ), men state more negative or es-
capist reasons for drinking than did women. Men and women
have differential expectations regarding the effects of al-

cohol. Men expect arousal and potentially aggresive behav-



107
ior, while women expect drinking to enhance social enjoy-

ment.

Another consideration to explain the poor predicatabil-
ity of the variables included in the present study is that
alcohol consumption may be beneficial for remedying some
problems but not others. For example, it may be useful to
drink in response to job stress, but not in response to ma-
rital problems or family discord or life events in general.
These specific aspects were not examined in detail in this
study and they may indicate a need for further investiga-

tion.

Too, the effect of life events may be different for
various levels of alcohol consumption. For example, moder-
ate drinking may buffer stress effects and mediate the rela-
tionship between life events and depression. Evidence for

this has been offered by Neff & Husaini ( 1982 ).

In short, drinking is normative behavior among univer-
sity students. This is apparent from prevalence figures
found in previous studies and in the present study. For ex-
ample, Wechsler & ﬁEFadden ( 1979 ) reported as many as 95%
of college students drink, while 90% of the present sample

classified themselves as drinkers.

Finally, it was suspected that the interactions between
uncontaminated life stress events and other variables in-

cluded in the present study, might predict mental and physi-
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cal illness. However, the interaction variables failed to
account for a significant proportion of the explained vari-
ance of the outcome measures. One possible reason for the
interaction variables proving to be non-significant pre-
dictors of depression, psychosomatic disorders and alcohol
use, could be that the variables included were not the best
possible predictors. Other variables to be studied include

internal-external locus of control and sensation seeking.

For example, Johnson & Sarason ( 1978 ) found that in-
ternal-external locus of control mediated the relationship
between life event stress and depression. In addition, the
degree to which a subject feels that an event was "control-
lable" versus "uncontrollable" has been suggested to relate
to illness ( Cochrane & Robertson, 1973 ). By way of an il-
lustration, "marriage" is designated as a controllable
event, while "death" is an uncontrollable event. These
events may differentially impact on one's health. According
to Fairbank & Hough ( 1979 ), an external orientation of an

event being out of one's control seems to predict symptoms.

Another reason for no interaction effects being ob-
served in the present study is that there is a need for im-
proved measures. Although the reliability and validity of
the measures utilized in the present study were acceptable (
i.e., Cronbach's alpha was usually above .80 ), there are
problems associated with paper and pencil self report meas-

ures ( cf. Stone, et al., 1980 ). A likely possibility to
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explain the lack of interaction effects is that life stres-
sors do not predict illness very well, and the contaminated

events seem to account for this effect.

In conclusion, it would seem that the uncontaminated
events do not significantly predict illness, nor do they in-
teract with social support or personality variables to pre-
dict depression or psychosomatic disorders. In order to
completely discount the possibility that the uncontaminated
events interact with other variables to produce mental and/
or physical illness, other aspects of one's personality and

social support system may need to be examined.

Objective Three: Canonical Correlation

A third objective of this study was to acknowledge that
inaividuals may react differently to stress. It is suggest-
ed that stress may differentially impact on one's health.
That is, 1life event stress may affect one berson's physical
health (represented in this study by level of psychosomatic
disorders), while 1impacting upon another person's mental
health (represented 1in this case by a measure of depres-
sion), and another person's behavior ( i.e., alcohol use ).
In other words, does the life event stress effect still ex-

ist but predict different outcomes in different people?

Life event stress has been shown to relate to both

physical and mental illness ( cf:Jenkins, 1976 ). In the
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present study, life event stress was observed to be related
to both depression and psychosomatic disorders, however the
contaminated events seem to be accounting for this effect.
Utilizing canonical correlation analysis it was possible to
examine whether or not the predictor variables ( demograph-
ic, life stress, social support, and personality variables )
related similarly or differently to each of the outcome
measures. This analysis indicated a moderately significant
correlation between the canonical variates. The predictor
canonical variate can be described as a high anxiety, 1low
self-concept factor, while the criterion canonical variate
consisted of a high depression component. This canonical
relationship was labelled a '"general maladjustment- depres-

sion" factor.

Referring to the canonical redundancy analyses ( see
Table 7 ), which provides the proportion of the variance of
each set of variables that is explained by their own canoni-
cal variables and the opposite canonical variables, it is
possible to interpret the first canonical correlation. The
first pair of canonical variables 1is a moderately good pre-
dictor of the opposite set of variables. This was the case
as the predictor canonical variable explained 22% of the
variance of the criterion canonical variable, and the cri-
terion canonical variable explained approximately 25% of the
predictor canonical variable. Analyzing the correlation of

the second and third canonical pairs shows that they add
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little to the explained variance of the opposite set. In
addition, each of the second and third pairs predict simi-
larly, not differently. That is, for all three canonical
correlations, depression is predicted better than psychoso-
matic disorders or drinking level ( see Table 8 ). The gen-
eral maladjustment component is best associated with a high
level of depression. According to this analysis, the vari-
ables utilized in the present study may not be the best pre-
dictors of the criterion measures but they.wouid §eem to of-
fer a moderate degree of predictability. There would seem
to be little support for a differential relationship between
the predictor and criterion variables, and it 1is evident
that life event stress is not a significant predictor of the
outcome variables. Contaminated 1life events do predict
slightly but for each canonical pair, they were better pre-
dictors of depression level than level of psychosomatic dis-

orders or drinking level.

Lastly, it may be worth noting that depression level
was significantly associated with level of psychosomatic
disorders, even though the correlation was small. This cor-
relation may indicate thaf people become depressed or devel-
op psychosomatic disorders while a few show signs of both.
Further, it may be the case that the low correlation is due
to psychiatric disorders preceding the onset of physical
illness. That is, one might not be simultaneously afflicted

by depression and psychosomatic disorders but progress from
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experiencing depression to suffering from psychosomatic dis-
orders ( Murphy and Brown, 1980 ). Schwab and Traven ( 1979
) indicated that those who had high anxiety and depression

scores also became psychosomatically ill.

By contrast, Goldberg, Comstock, and Hornstra ( 1979 )
suggest it is unlikely that depressed mood is related to
subsequent physical 1i1llness. The results of the present
study support this notion. Even though anxiety and depres-
sion were slightly but significantly related to psychosomat-
ic disorders, anxiety was not a significant predictor of

psychosomatic disorders.

It could be that the development of physical illness is
possibly related to pre-existing health problems. According
to the present study findings, parents' poor physical health
was slightly but significantly associated with level of psy-
chosomatic disorders. There may be a genetic component that
manifests itself in the etiology of physical illness, or
that contributes to an individual's vulnerability to ill-

ness.

The life event stress effect, as measured in the pres-
ent study, does not seem to predict different criterion or
outcome measures among different people. In addition, the
predictors employed in this study relate moderately to de-
pression, but not as well to psychosomatic disorders or

drinking level. Other predictors may be better able to ac-
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count for the development of these. For example, Monroe,
Imhoff, Wise & Harris ( 1983 ), wupon finding that a "life
event by social support interaction” significantly predicted
health disturbance, concluded that different support vari-

ables may be important for certain subgroups of individuals.

Reconceptualization ¢of Life Stress

As far as the relationship between life stress and ill-
ness is concerned, the findings of the present study suggest
two possibilities. One possibility is that life.stress does
not predict illness, while the second possibility 1is that
life event stress is inadequately conceptualized. This also
means that life event stress is inappropriately operational-
ized i.e., life event lists or life stress measures are in-

complete.

The first possibility seems unlikely in that contrary
évidence exists to countermand this conclusion. Events that
- occur during one's lifetime (e.g., bereavement and natural
disasters) have been found to elicit elevated rates of mor-
bidity and‘mortality (cf: Dohrenwend and Dohrenwend, 1978).
In addition, Brown (1981), 1in a prospective design study,
showed that a single event had the ability to promote de-
pression onset in 50% of women participants. Due to the ex-
istence of conflicting evidence, 1instead of concluding that

no relationshp exists between life stress and 1illness, it
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would be better to surmise that it is necessary to reconcep-

tualize life stress.

Current conceptualizations of a stressor's ability to
invoke illness involve a three step process (e.g Selye,
1956). First, an event is perceived as a threat to an indi-
vidual. This perception produces physiclogical arousal.
Second, the event requires an individual to utilize resourc-
es to cope with the threat. Third, the individual succumbs
to the stress repfesented by the event as his/her resources
are exhausted. An individual subsequently develops or ex-
hibits a form of illness. This conceptualization is inade-
quate as Schroeder and Costa (1984) aptly point ouﬁ, since
most of the items contained in life events lists fail to
produce the reactions outlined above. The failure of the
events to elicit such reactions is likely due to individu-
al's successfully dealing with them as they occur. ~ Schroe-
der & Costa ( 1984 ) conclude that the items retained in the
life stressor checklist do not actually serve to measure
stress that requires an individual to utilize coping re-

sources.

Lazarus (1966) offers an alternative to the aforemen-
tioned approach. Stress is said to occur as a function of
the ongoing exchange or "transaction" between an individual
and his/her environment. Here, stress is defined as having
occurred "when the environmental circumstances exceed the

individual's capabilities to cope". As suggested by Schroe-
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der and Costa (1984), if stress is defined 1in this manner
there may be greater evidence of its potential impact on
one's health than is manifested by current definitions of

life stress.

This suggestion is well taken but a related practical
consideration is the problem of operationalizing or measur-
ing stress according to its revised conceptualization.
Measuring stress, as it is conceptualized in 1its revised
form, means being able to measure one's ability to cope in
addition to other factors. These other factors include mod-
erators of stress such as social support, personality type,
as well as financial resources (cf: Schroeder and Costa,
1984), That is, in order to assess an event's ability to
impact on one's health, one must also be able to measure or
evaluate other intermediary stages of the 1illness develop-

ment process.

Current models ( e.g., Kagan & Levi, 1974 ) of stress-
illness relationships note the following components. Upon
assessing a situation as stressful, "coping" and "reapprais-
al" may take place. An individual's ability to cope will be
related to his/her social support system, financial resourc-
es, and perhaps personality type. In order to identify the
effects of a.stressor one must be able to separate these
from the other components. To do this successfully, one
must be able to measure satisfactorily each of the compo-

nents e.g. coping ability, social support system, personali-
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ty type. If adequate measurement of these is not feasible,
then it may only be possible to infer that stress relates to

illness (cf: Schroeder and Costa, 1984).

In essence, the successful assessment of an event's
ability to promote illness depends upon being able to ade-
quately measure other processes in the development of ill-
ness. The assessment/measurement of these indicators has
not been perfected, and development 1is slow. For example,
social support measures have only recently been identified
and developed ( cf: Billings and Moos, 1981; Turner et al,

1983 ) .

Too, if an event is inferred to be stressful on the ba-
sis of its effects, i.e., physical and mental symptomatolo-
gy, then the relationship between stress and illness becomes
"circular". If one suffers ill health he/she may be more
inclined to assess or perceive an event as being stressful.
Also, as Schroeder and Costa (1984) point out, certain types
of individuals may perceive their environment as one which
provides a chronic source of distress. These types tend to
include those who are "high in neuroticism" but are not lim-
ited to these, since other personality types may be related

to the development of specific illnesses.

Future studies need to employ a prospective design
which involves participants who are healthy. Doing so will

avert the possibility that an "ill" subject, versus a "well"
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subject, will be inclined to negatively perceive events in
the environment. This design will contribute to reducing
the circularity and inference involved in relating stress to

illness.

Returning to the original issue, as the contaminated
events seem to predict illness, a revised conceptualization
of stress 1is needed. Measurement of stress according to
this revised conceptualization is quite difficult, and to do
this adeqguately requires the satisfactory measurement of

other components outlined in stress- illness models.

Before proceeding to a specific suggestion of how to
improve life event measures it seems relevant to briefly
outline criticisms of current instruments.. Aside from the
obvious criticism that lists contain contaminated items, the
methodological issues include: 1) poor reliability and va-
lidity, 2) additivity assumption, 3) need for prospective/
longitudinal designs, 4) use of suitable control groups, 5)
need for collaborative evidence, 6) quantification of the
importance of events, and 7) need to exclude iﬁappropriate

events.

The reliability and validity of life events scales have
been observed to be poor ( cf. Rabkin & Struening, 1976 ).
This is suggested to be due partially to the "vagueness" of
the questions and the faiiure to probe the respondent fur-

ther. This criticism suggests the need for interviewer
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based instruments which would allow for further probing of

events and for specialization of event lists.

Another critique of the life event lists is that the
effects of life events are assumed to be additive (Brown and
Harris, 1978). Brown and Harris (1978) determined that this
is not necessarily the case. Further, Brown (1981) argues
that weighting 1life event scores does little to alter the
relationship between the life event score and the outcome

measure.

Utilizing a longitudinal panel design it would be pos-
sible to identify event and illness onset dates. This would
ensure that an event preceded an illness and heip eliminate
the circularity and inference regarding event-illness rela-

tionships.

In addition, by employing two groups, one of which is
"illness free", it will be possible to ascertain how ill-
nesses may be maintained as opposed to being induced. Mon-
roe ( 1982 ) suggested that it is necessary to recognize
that subsequent to illness onset, events may contribute to
illness "maintenance". For some individuals an event can
promote or maintain an existing 1illness while for others,
their illness may go into "remission". Also, these groups
should be representative, and not gained from hospital sam-
ples. Hospital patients are not representative of the gen-

eral population.
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Another concern in attempting to establish a relation-

ship between life events and illness is the need for collab-
orative or supportive evidence. Use of collaborative evi-
dence would reduce the subjectivity of self reports and aid

in the confirmation of event/illness occurrence.

Use of collaborative evidence would also aid in the
guantification of the importance of each type of event. As
has been documented, the importance of an event or its abil-
ity to 1impact on one's health is tied to an individual's
perception of that event. However, an individual may deny
the importance of an event. This denial may be identified

and taken into account upon utilizing collaborative reports.

Lastly, events that are possible consequences of ill-
ness should be excluded from consideration as precipitants
of illness. For example, 29 or 43 Social Readjustment Rat-

ing Scale items fall into this category.

These considerations are relevant when trying to refor-
mulate how to adequately measure/operationalize the revised
conceptualization of life stress. Adequate measures of
stress should include non-event items and the list should be

specialized or specific to a domain of the individual.

Non-event items are suggested to have illness promoting
capabilities ( Lazarus & DeLongis, 1983 ). By way of an il-
lustration, not receiving an anticipated promotion is likely

to be perceived by an individual in a manner similar to many
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"events". That is, not receiving an anticipated promotion
would likely be stressful to an individual. Other general
non-event items include, being turned down for a bank loan
and failing to be hired for a job. The 1inclusion of this
type of item would increase the comprehensiveness of life

stress measures.

Also, potential non-event items would be dictated by
the specific domain of an individual. That is, different
groups would experience different events/non-events. One's
job or occupation would be a major consideration in the po-
tential events/non-events to be encountered. For example,
doctors, nurses, patients, students and housewives, experi-
ence some common events, however, much that occurs or fails
to occur within these different domains is specific. To il-
lustrate, generally the daily encounters of a physician
would be qguite different than those experienced by a house-
wife. However, it is likely that, within their respective
domains, each of them would perceive specific events/non-e-
vents as stressful. For a housewife, a stressful non-event
might be that she is unable to go out and work, which would
provide time away from raisfng children, For a physician,
the daily routine of treating patients, cne after the other,

might be straining and stressful.

In summary, event lists tend to include inappropriate
items. In addition, these lists are not comprehensive

enough and they should be specific for different groups ac-
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cording to a domain of the individual. Specifically refer-
ring to the present study, the life stress measure utilized
was a limited one. It did not include a specific list of
stressors encountered by students. The 1list failed to in-
corporate many aspects of a students 1life which might be
stress related and consequently capable of impacting on a

student's health.

Conclusion

The findings of the present study indicate that there
is little 1if any relationship between life stress and re-
ported level of depression or psychosomatic disorders. This
was suggested to be as a result of methodological problems.
In the future, there is a need to reconceptualize stress and
measure it differently, including utilizing longitudinal de-
signs. Further study with a revised life stress list and
other social support and personality measures than those in-
cluded here, should elucidate the nature of the stress-ill-

ness relationship, and the use of alcohol in human subjects.
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ATTITUDES AND OPINIONS SURVEY

Dear Participant:
This questionnaire is a research project designed to determine your

attitudes and opinions on various topics. While participation in this project
is voluntary, accurate results cannot be obtained without your cooperation.

I think that you will find the questionnaire to be both, interesting and
stimulating. The project is being conducted by Mr. Brent Vulcano, under the
supervision of Dr. Lawrence Breen, Department of Psychology, The University of

Manitoba.

You will notice that your name does not appear anywhere on the questionnaire.
Also, you should not sign the questionnaire. We are not concerned with the
answers of any individual but with the answers of all respondents grouped
together. Your ogan answers will be Kept strictly confidential, and will not be
divulged or connected back to you under any circumstances. Results will be
reported in statistical form.

Please read the questions carefully and answer with your own opinions
and to the best of your knowledge. If you have any questions about any of
the questionnaire please feel free to enquire.

Thank you for your cooperation.

4
ol



Note whether or not any of the following events have happened to you in the
past 12 months by rating the impact of the event, if it occured, on a scale
from 1 to 100. For example, if you "quit your job", on a scale of 1 to 100,
with "100" being the highest rating, how important was the event to you.
Event Value
1. Marriage
2. Troubles with the boss
3. Detention in jail or other institution
4. Death of spouse
5. Major change in sleeping habits (a Tot more or a 1ot less
sleep, or change in part of day when asleep)
6. Death of a close family member
7. Major change in eating habits (a Tot more or a Tot less
food intake, or very different meal hours or surroundings)
8. Foreclosure on a mortgage or loan
9. Revision of personal habits (dress, manners, associations, etc.)
10. Death of a close friend
11. Minor violations of the law (e.g., traffic tickets, jaywalking,
disturbing the peace)
12. Outstanding personal achievement
13. Pregnancy
14. Major change in the health or behavior of a family member
15. Sexual difficulties
16. In-law troubles
17. Major change in number of family get-togethers (e.g., a lot
more or a lot less than usual
18. Major change in financial state (e.g., a lot worse off or a
lot better off than usual)
19. Gaining a new family member (e.g., through birth, adoption,
oldster moving in)
20. Change in residence



Event

Value

21.
22.
23.

24.
25,
26.
27.
28.

29.

30.
31.
32.

33.

34.

35.
36.

37.

38.

39.
40.
41.
42.
43.
44.

Son or daughter leaving home (e.g., marriage, attending college)

Marital separation from mate

Major change in church activities (e.g., a lot more or a lot
less than usual)

Marital reconciliation with mate

Being fired from work

Divorce

Changing to a different line of work

Major change in the number of arguments with spouse (e.g.,
either a lot more or a lot less than usual regarding child-

rearing, personal habits)

Major change in responsibilities at work (e.g., promotion,
demotion, lateral transfer)

Wife beginning or ceasing work outside the home
Major change in working hours or conditions
Major change in usual type and/or amount of recreation

Taking on a mortgage greater than $10,000 (e.g., purchasing
a home, business)

Taking on a mortgage or loan less than $10,000 (e.g., purchasing

a car, TV, freezer)
Major personal injury or illness

Major business readjustment (e.g., merger, reorganization,
bankruptcy)

Major change in social activities (e.g., clubs, dancing,
movies, visiting)

Major change in 1iving conditions (e.g., building a new
home, remodeling, deterioration of home or neighborhood)

Retirement from work
Vacation
Graduation

Changing to a new school

Starting a new job

Job demotion



Event

Value

45,
46.
47.

48.
39.
50.
51.
52.
53.
54.
5.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
6.
67.
68.
69.
70.
.
72.

Laid off from job

Unemployed for at least a month

Quit your job

Enfisted in the Armed Forces

Left the Armed Services

Became engaged |

Broke off an engagement

Began or ceased steady dating

Menopause

You or your wife or girlfriend had an unwanted pregnancy
Birth of a first child

Birth of a second or later child
Miscarriage

Adoption of child

Death of child

Death of a parent

Death of a sibling

Severe illness or injury to an immediate family member
Last child Teft home

Child discovered to be taking illegal drugs
Child dropped out of school

Family member was in trouble with law
Other troubles with your children

Parent put in nursing home

Divorce of'a parent

Problems with parents

Car had to be replaced

You sued or were sued by someone in court



Event

Value

73.
74.
75.
76.
77.
78.
79.
80.
81.
82.
83.
84.
85.
86.
87.

Burglary in your housé

Robbery or mugging

Won or inherited substantial money or property
Repossession of merchandise

Falling behind in payments on a loan or mortgage
Credit rating difficulties

Argument or fight with close friend or neighbor
Were hospitalized

Major improvement in health

Difficulty in obtaining treatment for illness or injury
Eyesight failing

Poorer hearing

Major dental work

Traffic accident

Change in religious affiliation



Please Tist the people with whom you generally discuss the following six topics, using first name or initials

only. After each name or set of initials fill in a one or two word description of the relation each person has

to you. Then go on to check the circle which indicates the degree of helpfulness or unhelpfulness of your discussion
with each nerson. Check off 'yes' or *no' if you feel this person would come to you to discuss the topjc, and lastly,
check off how often you are in contact with this person (1=daily; 2=almost daily; 3=2 to 3 times a weeX; 4=weekly;
5=less than weekly). Don't feel you have to fill up all the spaces provided.

WORK,

I discuss work with: Would this person

Name or Helpfulness of Discussion (check one come to you EO Frequency
initials Relation circlie) discuss work? of
makes things makes things helps things helps things Contact
a lot worse a bit worse a bit a lot yes no
----- 0---===0-=c--=0-----=-0---ceu-mmoecf o e Q- mm - ()Y () 1 2 3 4 5
----- O0----="0-=v==ul--=s-=-0--====0-mmmmm Q- e (e mmmm ()Y () 1 2 3 45
----- O0--====0-=vc-u0-----o-0-~===-0-mmmem=0-c - === m - ()Y () 1 2 3 4 5
----- 0-~====0-=----0--=--=-0-==-==0-mmmmeuf---=-0-=m=mv () () 1 2 3 4 5
————— 0------0-----~0-------0------0---=-==0-=u-Q--=m-= () ) 1 2 3 4 5
----- 0------0-===e-0-----=-0---=-c(0-mmmme=0-oouu0-mcmm- () () 1 2 3 4 5
----- 0-=---=0-====-0---=-=-(0-=me-a0-=m-ee(-=ccu-=m--= () () 1 2 3 4 5




MONEY AND FINANCES.

I discuss money and finances with:

Name or
initials

Relation

Helpfulness of Discussion

makes things
a lot worse

circle)
makes things
a bit worse

(check one

- -

-— - -

- -

P R

o O o O

- - -

helps things helps things
a bit a lot

______ Oncocac) cmmea(mmmmmm
______ o [P s WY s M
______ o [N o VY o MU
______ Qecemmc-QmmmaeQommmm-m
______ Qevcoccec(emma(enmmeam
O0--uoum- O~=-==0-----~
______ o PRUSURY o MY o M

Would this person

~come to you to

discuss money

and finances?
Jes

(
(

e~

)
)
)

~— e

~—

no

(
(

)
)

Frequency
of

Contact

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3

1 2 3



HOME AND FAMILY.

I discuss home and family with:

Name or

Helpfulness of Discussion

initials Relation

circle)

(check one

makes things makes things helps things helps things family?
a lot worse & bit worse a bit a lot

----- 0------0------0-------0------0------0 -----0------

----- 0------0------0----~--0------0-------0-----0------

..... Qeceece(eccmccQecmccaa(eccec-Qocemmn-(eceaclmmmmnan

----- 0------0------0-------0------0-------0-----0--~----

----- 0--~---0------0------0------0-------0---~-0--~---
----------- 0------0---euu-0-vve--0->-----0-----0------
----------- 0------0-v=-==-s0----==-0--=-=--0---=-0------

(
(

—~ e~

yes

)
)

P

L N

Would this person
come to.vou to
discuss home and

L N .

¢
g

Frequency
of

Contact




PERSONAL AND SOCIAL PROBLEMS.

I discuss personal and social problems with:

Name or
initials

Relation

Helpfulness of Discussion

makes things
a lot worse

circle)
makes things
a bit worse

(check one

helps things
a bit

Would this person
come to .vou to
discuss personal

Frequency
of

helps things and social problems? Contact
a lot

yes

no

-

- - --

-

R

- ——

-

- -

-~

- ———

(
(

(
(
(
(

(

)
)

— et N

~—

o~ e~

)
)

1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3
1 2 3




PERSONAL HEALTH.

I discuss personal health with:

&

Would this person

Name or Helpfulness of Discussion (check one come to vou to - frequency

initials Relation circle) discuss nersonal of
makes things makes things helps things helps things pealth? Contact
a lot worse a bit worse a bit a lot yes no
----- e R A e A e e L U T e () () 1 2 3
----- 0------0------0-------0----=-0~==-v==n0~=-==0--=--~ () () 1 2 3
----- 0------0----=-0-=-r-~-0nerev-f-enmeecfu-ucclecnua- () () 1 2 3
----- ) S N IR N B O 12 3
----- 0------0------0-----=-0--=--=-0--=w-=u(-----0-muu- () () 12 3
----------- 0------0-----es0---=--0---===-0--=--0--mm-- () () 1 2 3
----- 0------0------0---=~--0------0--=----0-~>==0--=n-- () () 1 2 3




SOCIETAL ISSUES.

I discuss societal issues with:

YWould this person

Name or Helpfulness of Discussion (check one come to you to . Frequency

initials Relation circle) discuss societal of
makes things makes things helps things helps things issues? Contact
a 1ot worse a bit worse a bit a lot yes no
----- PSR HPRPURAY ) MUY I | B | R Rl | EEE () () 1.2 3
----- 0----=-0-====-0-------0------0-----=-0--==-0---v-- () () 1 2 3
----- 0------0------0----=--0------0-------0-----0--=--- () () 1 2 3
----- 0------0~------0--+----0------0----~~-0-=~--0--==-- () () 1 2 3
----- 0------0------0---===-Q~-----0-~------0--=~-0--=--- () () 1 2 3
----- 0------0-=-==-0---=~=-0~--==-0-------0-----0-=--~~ () () 1 2 3
----- 0------0----=-0-----=-0------0-----=-0-----0-==u-- () () 1 2 3




Who would care for your home if your family went out of town? (List name and
relationship to you.)

Who, if anyone, has helped with household tasks in the last 3 months?

With whom do you engage in social activities (1ike inviting home for dinner, or
going to a movie)?

Whose advice do you consider in making important decisions?

From whom would you or could you borrow a large sum of money from?

Have you left someone out that is important to you?



Directions. For the f0110w1hg‘questions you are to circle the choice that best illustrates
how often each of the statements would be descriptive of you.

0 represents "I often feel this way."

S represents "I sometimes feel this way."

R represents "I rarely feel this way."

N represents "I never feel this way."

often sometimes rarely never

1. 1 am unhappy doing so many things alone. 0 S R N
2. 1 have nobody to talk to. 0 S R N
3. 1 cannot tolerate being so alone. 0 S R N
4 I lack companionship. 0 S R N
5. 1 feel as if nobody really understands me. 0 S R N
6. 1 find myself waiting for people to call

or write. 0 S R N
7. There is no one I can turn to. 0 S R N
8. 1 am no longer close to anyone. 0 S R N
9. My interests and ideas are not shared by

those around me. 0 S R N
10. I feel left out. 0 S R N
11. 1 feel completely alone. 0 S R N
12. 1 am unable to reach out and communicate

with those around me. 0 S R N
13. My social relationships are superficial. 0 S R N
14. 1 feel starved for company. 0 S R N
15. No one really knows me well. 0 S R N
16. 1 feel isolated from others. 0 S R N
17. 1 am unhappy being so withdrawn. 0 S R N
18. It is difficult for me to make friends. 0 S R N
19. I feel shut out and excluded by others. 0 S R N
20. People are around me but not with me. 0 S R N



Directions. A number of statements which people have used to describe themselves are
given below. Read each statement and then blacken in the appropriate circle to the right
of the statement to indicate how you generally feel. There are no right or wrong
answers. Do not spend too much time on any one statement but give the answer which seems
to describe how you generally feel.

almost almost
never sometimes often always

1. I feel pleasant. (1) (2) (3) (4)

2. I tire quickly. (1) (2) (3) (8)

3. I feel like crying. (1) (2) (3) (4)

4. I wish I could be as happy as others (1) (2) (3) (4)
seem to be.

5. I am losing out on things because I can't (1) (2) (3) (4)
make up my mind soon enough.

6. I feel rested. (1) (2) (3) (4)

7. 1 am “calm, cool and collected". ‘ (1) (2) (3) (4)

8. I feel that difficulties are piling up (1) (2) (3) (4)
so that I cannot overcome them.

9. I worry too much over something that (1) (2) (3) (4)
really doesn't matter.

10. I am happy. (1) (2) (3 (4)

11. I am inclined to take things hard. (1) (2) (3) (4)

12. I lack self-confidence. (1) (2) (3) (4)

13. I.feel secure. (1) (2) (3) (4)

14. I try to avoid facing a crisis or (1) (2) (3) (4)
difficulty.

15. 1 feel blue. (1) (2) (3) (4)

16. 1 am content. (1) (2) (3) (4)

17. Some unimportant thought runs through my (1) (2) (3) (4)
mind and bothers me.

18. I take disappointments so keenly that I (1) (2) (3) (4)
can't put them out of my mind.

19. I am a steady person. (1) (2) (3) o (a)

20. I get in a state of tension or turmoil as I (1) (2) (3) (4)

think over my recent concerns and interests.

21. I drink because of job pressures. (1) (2) (3) (4)



TENNESSEE SELF CONCEPT SCALE

The statements in this inventory are to help you describe yourself as you see yourself,
Please respond to them as if you were describing yourself to yourself. Do not omit any
jtem! Read each statement carefully; then select one of the five responses listed below.
Erase completely any answer you wish to change and mark your new answer.

Responses: Completely Mostly Partly false Mostly Completely
false (CF) false and partly true true true (CT)
ool 2 (MF) ...3 (PF,PT) 4 (MT) ...5

- CF MF PEPT M (T
1. I have a healthy body. 1 2 3 4 5
2. I am an attractive person. 1 2 3 4 5
3. I consider myself a sloppy person. 1 2 3 4 5
4. I am a decent sort of person. 1 2 3 4 5
5. I am an honest person. 1T 2 3 4 5
6. I am a bad person. 1T 2 3 4 5
7. I am a cheerful person 1 2 3 4 5
8. I am a calm and easy-going person. 1 2 3 4 5
9. I am a nobody. 1 2 3 4 b
10. 1 have a family that would always help me in any kind of
trouble. 1 2 3 4 5
11. I am a member of a happy family. 1 2 3 4 5
12. My friends have no confidence in me. 1 2 3 4 5
13. I am a friendly person. ’ 1 2 3 4 5
14. 1 am popular with men. 1 2 3 4 5
15. I am not interested in what other people do. 1 2 3 4 5
16. I do not always tell the truth. 1 2 3 4 b
17. 1 get angry sometimes. 1 2 3 4 5
18. 1 Tike to look nice and neat all the time. 1 2 3 4 5
19. I am full of aches and pains. 1 2 3 4 5
20. I am a sick person. 1T 2 3 4 5
21. I am a religious person. 1 2 3 4 5
22. I am a moral failure. 1 2 3 4 5
23. I am a morally weak person. 1 2 3 4 5
24. 1 have a lot of self-control. 1 2 3 4 5
25. I am a hateful person. 1 2 3 4 5
26. I am losing my mind. 1 2 3 4 5
27. 1 am an important person to my friends and family. 1T 2 3 4 5
28. I am not loved by my family. 1 2 3 4 5
29. 1 feel that my family doesn't trust me. 1 2 3 4 5
30. I am popular with women. 1 2 3 4 5



31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.

62.
63.
64.
65.
66.
67.

I am mad at the whole world.

I am hard to be friendly with.

Once in a while I think of things too bad to talk about.
Sometimes, when I am not feeling well, I am cross.

I am neither too fat nor too thin.

I Tike my looks just the way they are.

I would 1ike to change some parts of my body.
I am satisfied with my moral behavior.

I am satisfied with my relationship to God.

I ought to go to church more.

I am satisfied to be just what I am.

I am just as nice as I should be.

I despise myself.

I am satisfied with my family relationships.
I understand my family as well as I should. -
I should trust my family more.

I am as sociable as I want to be.

I try to please others, but I don't overdo it.
I am no good at all from a social standpoint.
I do not 1ike everyone I know.

Once in a while, I laugh at a dirty joke.

am neither too tall nor too short.

don't feel as well as I should.

should have more sex appeal.

am as religious as I want to be.

wish I could be more trustworthy.

shouldn't tell so many lies.

am as smart as I want to be.

am not the person I would like to be.

wish I didn't give up as easily as I do.

treat my parents as well as I should. (Use past tense if
parents are not living.)

L B S T e T T e B I e I o B S e

am too sensitive to things my family say.
should love my family more. '

am satisfied with the way I treat other people.
should be more polite to others.

ought to get along better with other people.
gossip a little at times.
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68.
69.
70.
71.
72.
73.
74.
75.
76.
77.
78.
79.
80.

81.
82.
83.
84.
85.
86.
87.
88.
89.
90.
91.
92.
93.
94.
95.
96.
97.
98.
99.
100.

At times I feel 1ike swearing.

I
I
I
I
I
|
I
1
I
I
I
1
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take good care of myself physically.

try to be careful about my appearance.
often act like I am "all thumbs".

am true to my religion in my everyday life.

try to change when I know I'm doing things that are wrong.

sometimes do very bad things.

can always take care of myself in any situation.
take the blame for things without getting mad.
do things without thinking about them first.

try to play fair with my friends and family.
take a real interest in my family.

give in to my parents. (Use past tense if parents are
not 1iving.)

try to understand the other fellow's point of view.
get along well with other people.

do not forgive others easily.

would rather win than lose in a game.

feel good most of the time.

do poorly in sports and games.

am a poor sleeper.

do what is right most of the time.

sometimes use unfair means to get ahead.

have trouble doing the things that are right.
solve my problems quite easily.

change my mind a lot.

try to run away from my problems.

do my share of work at home.

quarrel with my family.

do not act like my family thinks I should.
see good points in all the people I meet.

do not feel at ease with other people.

find it hard to talk with strangers.

Once in a while I put off until tomorrow what I ought to

do today.
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Instructions for questions. Below is a Tist of the ways you might have felt or
behaved. Please indicate how often you have felt this way during the past week
by circling the appropriate alternative.

0...rarely or none of the time (less than 1 day)
1...some or a little of the time (1-2 days)
2...occasionally or a moderate amount of time (3-4 days)
3...most or all of the time (5-7 days)

1. I was bothered by things that usually don't bother me. o 1 2
I did not feel 1ike eating; my appetite was poor. 2
I felt that I could not shake off the blues even with

help from my family or friends. 0o 1 2

4. I felt that I was just as good as other people. o 1 2
5. I had trouble keeping my mind on what I was doing. 0 1 2
6. I felt depressed. : 0o 1 2
7. I felt that everything I did was .an effort. o 1 2
8. I felt hopeful about the future. 0o 1 2
9. I thought my 1ife had been a failure. 0 1 2
10. I felt fearful. o 1 2
11. My sleep was restiess. o 1 2
12. I was happy. 0 1 2
13. I talked less than usual. 0o 1 2
14. 1 felt Tonely. o 1 2
15. People are unfriendly. 0o 1 2
16. I enjoyed life. 0o 1 2
17. 1 had crying spells. o 1 2
18. I felt sad. 0 1 2
19. I felt that people dislike me. o 1 2
20. I could not get "going". 0o 1 2
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INSTRUCTIONS. Below you will find a number of symptoms and conditions relating to your
health. Please indicate in the appropriate space with a checkmark those symptoms/

conditions which you have experienced in the past year. For example, if you have experienced
headaches regularly, but only experienced a nervous stomach on occasion in the past year,

you would mark the check list as follows: :

Yes Yes
(regularly) (occasionally) No
Nervous stomach . _35{ -
Headache v/

e d—. ————

Please note any other symptoms/conditions in the space provided which are not listed here.

Yes Yes
(regularly) (occasionally) No

Symptoms
headaches
indigestion
constipation
nervous stomach
stomach aches
diarrhea

Conditions
hypertension (high blood pressure)
asthma
ulcers
colitis (inflammation of the colon)
weight trouble:
too heavy
too thin
weight fluctuates

Other symptoms/conditions




Instructions.

1. I do not need to feel that everyone I meet likes me.
2. I frequently worry about things over which I have no control.
3. I find it easy to overcome my irrational fears.

4. I can usually shut off thoughts that are causing me to feel
anxious.

(0] ~ N o
. . . .

9. I tend to worry about things before they actually occur.

10. If I were told that someone had a criminal record I would not
hire him or her to work for me.

11. When I make a mistake I feel worthless and inadequate.
12. When someone is wrong I sure let them know it.

13. When I am frustrated the first thing I do is ask myself
whether there is anything I can do to change it--Now!

14. Whenever something goes wrong I ask myself, "Why did this
have to happen to me?"

15. Whenever things go wrong I say to myself, "I don't like this,
I can't stand it."

16. I can usually find a cure for my own unhappiness when it

occurs.

17. Once I am depressed it takes me a 1ong‘while to recover.

18. I feel that when I become depressed or unhappy it is caused
by other people or the events that happen.

19. People have little or no ability to control their sorrows
or rid themselves of their negative feelings.

Life is a ceaseless battle against irrational worries.
I frequently worry about death.
Crowds make me nervous.

I frequently worry about things before they actually occur.

BARNES-VULCANO RATIONALITY TEST

For each of the following statements, please indicate the degree to which
you tend to either agree or disagree with the statement according to the

following five-point scale:

1 2 3 4 5 _
agree agree neither agree disagree disagree
strongly nor disagree strongly




20.
21.
22.

23.
24,
25.
26.
27.
28.

29.
30.

31.
32.
33.
34.
35.
36.

37.

38.
39.
40.
41.
42.
43.

44,

Barnes-Vulcano rationality test / 2

When 1 become angry I can usually control my anger.

I can usually control my appetites for food or alicohol.

The value of a human being is directly proportionate to his
accomplishments; if he is not thoroughly competent and adequate in
achieving he might as well curl up and die.

The important part of playing a game is that you succeed.

I feel badly when my achievement level is lower than others.

I feel that I must succeed at everything I undertake.

When I feel doubts about potential success I avoid participating
and risking the chance of failure.

When I set out to accomplish a task I stick with it to the end.
If I find difficulties in life I discipline myself to face them.
If I try to do something and encounter problems I give up easily.

I find it difficult to work at tasks that have a long range
payoff.

I usually like to face my problems head on.

A person never learns from his/her mistakes.

Life is what you make it.

Unhappy childhoods inevitably lead to problems in adult life.
I try not to brood over past mistakes.

People who are selfish make me mad because they really
should not be that way.

If T had to nag someone to get what I wanted I would not
think it was worth the trouble.

I frequently find that life is boring.

I often wish that something new and exciting would happen.

I experience 1ife as just the same old thing from day to day.
I often wish life were more stimulating.

I often feel that everything is tiresome and dull.

I wish I could change places with someone who lives an
exciting life.

I often wish 1ife were different than it is.

PR
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Alcohol. The following questions are about your experiences with alcohol.
"~ PART A.

1. In the last twelve months, about how often -have you taken at least one drink of
beer, wine, liquor, or any other alcoholic beverage?
() two or more times a day;
() once a day;
()4 to6 times a week
() 2or3times a week
( ) about once a week
() 2or 3 times a month
) about once a month

(
ZIF YOU HAVE CONSUMED LESS OFTEN THAN ONCE A MONTH, PLEASE GO DIRECTLY TO PART B.

2. Not counting small sips, at what age did you start drinking alcoholic beverages?
At age

3. Beginning with yesterday, how many drinks did you have on each of the last 7 days?
no drinks 1 2o0or3 4to7 8 to 11 12 or more

Yesterday Yy 0y O () () ()

2daysago L () () () () () ()
3 days aqo e () () ) () () ()
sdaysago () () () () () ()
5 days ago () () () () () ()
6 days ago () )y Oy () () ()
Tdaysago () () () () () ()

4. Has your drinking:-changed over the last 12 months?
{ ) drinking more now
~{ ) drinking Ness now
( ) no change over last 12 months

5. What do you usually drink?
(check one only)
() beer
() wine
() Tiquor or mixed drinks
( ) other
() it varies

6. Over the last 12 months, has your drinking played a part in any of the following
problems?
( ) tension or disagreement () trouble at work or school?
with family or friends? ( ) problems with your health?
() difficulties with driving? () trouble with the law? ‘
() accidental injury to yourself( ) violent injury to yourself or someone else?
or someone else? ( ) None of these



Alcohol. PART B (The following questions are about your experience with alcohol.)

1. I drink/drank The following table might help you answer
( ) less often than once a month some of these questions.
( ) not at all in the last 12 months One drink equals... _
e : one pint bottle of beer (12 ounces)
] one small glass of wine (4-5 o0z.)
! one shot of liquor or spirits (1 -
1-1/2 ounces) with or without mix
A shot with a beer chaser or a double
should be counted as two drinks.

2. (a) At what age did you start? At age .
(b) At what age did you have your last drink? At age .

8. About how often did you usually drink?
() two or more times a day ( ) about once a week

( ) once a day () 2 or 3 times a month
()4 to6 times a week ( ) about once a month
() 2or 3 times a week ( ) less often than once a month

4. About how many drinks did you have at a time?
() one

() two or three
() four or five
() six or seven

( ) more than that
W

5. hat did you usually drink?
Check one only)
) beer
) wine
) liquor or mixed drinks
) other
) it varied
6. re there any particular reasons why you stopped drinking?

e
P

ated

ease check all appropriate boxes)

close friend or spouse did not

drink

it was affecting my health

joined the A.A.

had a bad experience because of
drinking

it was a source of conflict with

family or friends

didn't drink much and decided to quit
it was too expensive

thought that I could use my time better
it was affecting my job, studying or homemaking
no particular. reason

(
(
(
(
(
(
W
(
(
(
(
(
(
(
(
(
(
(
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DEMOGRAPHIC DATA & BACKGROUND INFORMATION

-

Instructions: Please answer every question in this section; please do not omit
any questions. Mark questions that do not apply with N/A.

Please write in your answers to each of the questions which
require you to do so.

1. Your age (to the nearest whole year) .

2. Are you male ___ or female  ?

3. What is your marital status?
a. married  b. single _ c. separated  d. divorced
e. widowed _ f. remarried Q. common-law_

4. Were you born in Canada?
a. Yes_ b, No_

5. What is your ethnic background?

a. Asian/Oriental__ b. White__ c. Black _ d. Indian/Native

e. Ukrainian___ f. TItalian___ g. Other, specify
6. What...if any...is your religious preference?
a. Protestant _ b. Catholic___ c. Jewish  d. None

e. Other, specify

7. When not attending university, do you usually live?

a. 1in the city b. in a town c. 1in a rural area
8. Do you:
a. own your home b. rent your home or apartment

c. Tlive with parents or relatives

9. Do you live in:

a. a private house b. an apartment



10. What did your father do for a living while you were growing up?

Please describe briefly

11. What did your mother do for a 1iving while you were growing up?

Please describe briefly.

12. Are you a high school graduate?
13. How many years of college have you completed? Did you graduate?

If yes, type of degree: . Major:

If you are currently married, could you answer the following:
14. How many years have you been married?

15. How many children do you have? Their ages:

16. How did you meet your spduse?

17. Is your spouse now going to school? If yes, at what level?

18. Is your spouse a high school graduate?

19. How many years of college has s/he completed? Did s/he graduate?

20. How many years of graduate work has s/he completed?

Advanced degree:' Major field:




Family History. These questions are about a few aspects of your parent's health.

1. Did your father ever have any of the following?
yes no not sure

heart trouble

high blood pressure
a stroke

diabetes

cancer

PN P~ S
N e S N

2. Is your father now living?
() yes () no
If your answer is 'no'y
(a) at what age did he die? At age ; () don't know
(b) what was the cause of death?
( ) heart trouble
() a stroke
( ) diabetes
( ) cancer
( ) other: please specify:
( ) don't know

3. Did your mother ever have any of the following:
yes no not sure

heart trouble

high blood pressure
a stroke

diabetes

cancer

N e Nl S St
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4. Is your mother now living?
() yes ()no
If your answer is ‘no':
(a) at what age did she die? At age ; () don't know
(c) what was the cause of death?
( ) heart trouble
stroke
diabetes
cancer
other: please specify:
don't know

(
(
(
(



My mother is

(1) Tiving

(2) died when 1 was over .20 years old
(3) died when I was 16-20 years old
(4) died when I was 10-15 years old
(5) died when I was 6-9 years old

(6) died before I was 6 years old

My father is

(1) living _

(2) died when I was over 20 years old.
(3) died when I was 16-20 years old
(4) died when I was 10-15 years old
(5) died when I was 6-9 years old

(6) died before I was 6 years old

When you were growing up, which, if any, of the following illnesses did your
mother have (please circle)?

arthritis

bladder trouble
diabetes

‘heart condition
neuralgia or sciatica
epilepsy

skin condition
asthma

colitis

hay fever

‘high blood pressure
nervous breakdown
stomach trouble

When you were growing up, which, if any, of the following illnesses did your
father have? (please circle)

arthritis

bladder trouble
diabetes

heart condition
neuralgia or sciatica
epilepsy

skin condition
asthma

colitis

hay fever

high blood pressure
nervous breakdown
stomach trouble

EXY



Appendix B

Ratings of Life Event Items

For the 42 items from the Holmes-Rahe Schedule of Re-
cent Experience (using the item numbers from Holmes & Masu-
da, 1974, pp. 48-49), items 5, 7, 15 and 35 were rated as
'being related to physical health; items 2, 3, 8, 11, 16, 22,
25, and 26 as related to neuroticism; and items 9, 12, 14,
17, 18, 23, 28, 29, 31, 32, 37, and 38 as subjective. Items
1, 4, 6, 10, 19, 20, 21, 24, 27, 30, 33, 34, 36, 39, 40, 42
and 43 were rated as being uncontaminated by the three in-
fluences, and item 13 was rated as health-related for women

and uncontaminated for men.

The ratings for the 45 additional items follow:

Uncontaminated

43, Started a new job.

45, Laid off from job.

46. Unemployed for at least a month.
47, Quit your job.

48. Volunteered for the Armed Services.
49, Left the Armed Services.

50. Became engaged.

51. Broke off an engagement.

52. Began or ceased steady dating.

- 142 -
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58. Adoption of child.
59. Death of child.
60. Death of a parent.
61. Death of a sibling.
62. Severe illness or injury to an immediate family member.
63. Last child left home.
64. Child discovered to be taking illegal drugs.
65. Child dropped out of school.
66. Family member was in trouble with law.
68. Parent put in nursing home.
69. Divorce of a parent.
71. Car had to be replaced.
72. You sued to were sued by someone in court.
73. Burglary in your house.
74. Robbery or mugging.
75. Won or inherited substantial money or property.
86. Traffic accident.

87. Change in religious affiliation.

Contaminated (- P = related to physical health;

N = related to neuroticism; S = subjective )

44, Job demotion. (N)



53.

54,

55.

56.

57.
67.
70.
76.
77.
78.
79.
80.
81.
82.

83.
84.

85,

144
Menopause. (P for women; does not pertain to men)
You or your wife or girlfriend had an unwanted
pregnancy. (P for women; uncontaminated for men)
Birth of a first child. (P for women; uncontaminated
for men)
Birth of a second or later child. (P for women;
uncontaminated for men)
Miscarriage. (P for women; does not pertain to men)
Other troubles with your children. (N)
Problems with parents. (N)
Repossession of merchandise. (N)
Falling behind in payments on a loan or mortage. (N)
Credit rating difficulties. (N)
Argument or fight with close friend or neighbor. (N)
Were hospitalized. (P)
Major improvement in health. (P)
Difficulty in obtaining treatment for illness
or injury. (P)
Eyesight failing. (P)
Poorer hearing. (P)

Major dental work. (P)



