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ABSTRACT

This prospective study of a cohort of human immunodefi-
ciency virus positive (HIV+) and HIV negative (HIV—) care-
giving partners of men with AIDS examined the contextual effects
of caregiving and bereavement on coping and the association
between coping and positive and negative mood during the five
months leading up to their partner’s death and the five months
Jollowing their partner’s death. Participants used more problem-
focused types of coping and more cognitive escape avoidance
during caregiving than during bereavement. Six of the eight types
of coping that were assessed were associated with negative mood,
controlling for prior negative mood. These associations differed
as a function of context (caregiving versus bereavement). Five
types of coping were associated with positive mood, controlling
for prior positive mood. HIV serostatus did not affect the relation
between coping and mood.

(Ann Behav Med 1996, 18(1):49-57)

INTRODUCTION

Acquired immune deficiency syndrome (AIDS) is currently
the leading cause of death among young adults aged 25 to 44
(1). The cumulative total of AIDS cases in the United States
since the start of the epidemic has exceeded 500,000 (2), and
estimates of the number of people in the United States infected
with human immunodeficiency virus (HIV), the virus that causes
AIDS, range from 1 million to 1.5 million (3). As the AIDS
epidemic has progressed, there has been a concurrent rise in the
number of people caring for a loved one with AIDS. Estimates
from a national survey indicate that 3.2% of the general U.S.
population and 5.2% in a central cities sample have cared for
a friend, relative, or lover with AIDS (4). For homosexual and
bisexual men, the proportion who has been caregivers is much
higher. More than 50% of homosexual or bisexual men living
in large cities have cared for someone with AIDS (4).

In the current study, we focus on a sample of gay men who
are serving as the primary caregivers for their partners with

! Preparation of this manuscript was supported in part by grants
MH44045, MH49985, and T32 MH19105 from the National Institute
of Mental Health.

2 The authors are deeply indebted to the men who participated in this
study.

Reprint Address: J. T. Moskowitz, Ph.D., M.P.H., Center for AIDS
Prevention Studies, 74 New Montgomery, Suite 400, San Francisco,
CA 94105.

© 1996 by The Society of Behavioral Medicine.

49

AIDS. These men experience two of the most profoundly stress-
ful life circumstances humans encounter: providing care to a
partner who is in the final stages of a horrific terminal disease,
and then enduring the loss of that partner. Although providing
care to an ill partner or spouse is always stressful, caregiving for
a person with AIDS can be especially trying (5). The symptoms
associated with AIDS are often especially brutal and uncon-
trollable. The course of the disease is unpredictable, with bouts
of infection and severe illness followed by periods of seemingly
good health. The tasks involved with AIDS caregiving are often
emotionally as well as physically exhausting, especially if the
caregiver has not had previous experience in caring for a seri-
ously ill person. Persons with advanced AIDS may experience
severe diarrhea, wasting, pain, neuropathies, and cognitive im-
pairment that require the caregiver to perform medical tasks
for which he has little formal training. This lack of training can
lead a caregiver to question his ability to care for his partner
and result in even higher levels of stress. Another characteristic
of caring for a partner with AIDS that makes it uniquely stressful
is the stigma associated with AIDS and the widespread preva-
lence of homophobia (6). Fear of discrimination may lead care-
givers to refrain from revealing their caregiving activities to
relatives or coworkers. Therefore, they may miss out on poten-
tially valuable sources of social support and may experience
additional stress in the effort to keep their caregiving a secret.
Finally, many caregivers are themselves infected with HIV. Their
partner’s disease progression is a vivid reminder of what may
be ahead for them (4,7).

The death of a spouse or partner can take a devastating toll
on the surviving partner. Studies of bereaved spouses have shown
that severe depression, decreased immune function, and even
mortality are not unknown in the time immediately following
the spouse’s death (8-10). In the context of AIDS, the bereaved
partner is often young, and the bereavement is therefore “off
time” (11) compared to the norm in which bereaved spouses
are in their 60s or 70s. People who become bereaved at a younger
age tend to have more intense grief reactions and poorer ad-
justment than those who are bereaved when they are elderly
(12,13). Further, because AIDS has had such a disproportionally
high impact on the gay community, many caregivers have had
many close friends and acquaintances die from AIDS (14). In
addition to essentially unremitting grief, this repeated bereave-
ment may result in the depletion of social networks and the loss
of valuable emotional resources that could have buffered the
effects of the death of the partner.

Coping as Mediator of the Impact of
Stressful Situations

Clearly, then, caring for a loved one with AIDS and the
eventual death of that loved one are two of the most profoundly
stressful life events that people experience. The way in which
an individual copes in a given stressful situation has been iden-
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tified as one of the determinants of adjustment to a stressful
experience (e.g. 15,16). Coping can be conceptualized in various
ways but, in general, there are two types of coping: problem-
focused and emotion-focused (15,17). Problem-focused coping
responses address the problem directly, whereas emotion-fo-
cused responses address the emotional concomitants of the
problem.

There are a myriad of studies concerning the effect of coping
on emotional well-being in various stressful situations such as
exams (18,19), surgery (20,21), and adjustment to college (22).
Characteristics of the stressful situation such as perceived con-
trollability, importance, stressfulness, and amount of situational
self-efficacy have been found to influence the coping responses
that are used (17-19,22,23), as well as the effect of those re-
sponses on various outcomes (24-27). In general, problem-fo-
cused responses and positive reappraisal tend to be related to
positive outcomes and emotion-focused responses such as dis-
tancing, escape—avoidance, and self-blame tend to be related to
negative outcomes.

Coping with Caregiving: The majority of studies of the role
of coping in adjustment to caregiving look at elderly caregivers
of family members suffering from Alzheimer’s disease or other
forms of dementia. Most of the studies have looked at the re-
lationship between coping and negative outcomes such as anx-
iety or depressive mood, although a few have examined the
effect of coping on positive outcomes such as life satisfaction
or positive mood.

In general, the studies of coping in caregiving situations
have found that emotion-focused coping responses such as emo-
tional discharge (28), wishful thinking (29-31), and escape-
avoidance (32) are positively associated with depressive mood
and anxiety. Problem-focused types of coping such as logical
analysis, information-seeking, problem-solving (26), and in-
strumental coping (30) are typically found to be negatively re-
lated to depression and anxiety and positively associated with
life satisfaction and positive mood (26,30). In addition, positive
reappraisal, which is usually categorized as an emotion-focused
response (18,33) but is positively correlated with problem-fo-
cused responses (e.g. 24,34), has been found to be related to
positive mood in caregiving situations (32).

The relationship between coping and mood in the context
of caregiving may be more complex than it would appear based
on the findings reviewed above, however. Williamson and Schulz
(35) found that the effect of coping on depressive mood de-
pended on which aspect of the caregiving situation was the focus
of the coping efforts. For example, in coping with memory def-
icits, relaxation was negatively related to depressive mood, but
wishfulness was positively related to depressive mood. In ad-
dition, contrary to the results of other studies of coping with
caregiving which found that problem-focused responses were
beneficial, Williamson and Schulz found that direct action was
associated with increased depressive mood when coping with
memory deficits and unrelated to depressive mood when coping
with loss of communication or decline of a loved one. These
apparent contradictions may be a function of the degree to which
the specific stressor is controllable by the caregiver. For example,
using problem-focused coping to deal with memory deficits,
something that is largely out of the caregiver’s control, may
result in frustration and increased depressive mood.

Coping with Bereavement: Although a significant amount
of bereavement research has focused on adjustment to the death
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of a spouse, few studies have looked specifically at the role of
coping. The results of the studies that have been done, however,
tend to be consistent with the findings of studies of coping with
other types of stressful situations: problem-focused responses
are related to positive outcomes, and emotion-focused responses
are related to negative outcomes. For example, Gass and Chang
(36) examined the effect of problem-focused and emotion-fo-
cused coping on psychosocial health dysfunction (a measure of
adaptation to conjugal bereavement) in elderly widows and wid-
owers. Problem-focused coping was negatively related to dys-
function, and emotion-focused coping was positively related to
dysfunction. Jacobs et al. (37) looked at seven types of coping
in elderly people whose spouse had recently died or had a serious
illness. They found that participants who reported less problem-
focused planning shortly after their spouse’s death or illness were
more likely to experience depression 13 months later. Mattlin,
Wethington, and Kessler (27) found that respondents who re-
ported the use of situational reappraisal and religion in response
to a death in the past year were less likely to experience symp-
toms of depression and anxiety. Their results indicated that
problem-focused responses such as active cognitive and active
behavioral coping were not significantly related to depression
or anxiety when dealing with the death of a loved one.

Thus, the role of various types of coping in adjustment to
the death of a partner is not clear. In some studies, it appears
that problem-focused responses are beneficial; in others, emo-
tion-focused types of coping appear to be beneficial. In addition,
the extent to which these results will apply to bereaved care-
givers in the context of AIDS is not known. The nature of the
iliness may call for qualitatively different types of coping, and
therefore, coping may play a different role in the adaptation of
the bereaved caregiver than in other bereavement situations.

Purpose of the Present Study

Despite the amount of research that has examined the sit-
uational influences on coping and the effects of coping on out-
comes, many questions remain unanswered with respect to cop-
ing under conditions in which the stress is profound and enduring,
such as in the contexts of AIDS-related caregiving and bereave-
ment. In the present study we examine two general questions.
First, what is the effect of the stressful context on coping? Spe-
cifically, does coping change significantly over the course of
caregiving and bereavement or is it relatively stable? Second,
to what extent is coping related to mood and does the extent of
the association differ as a function of context? It may be that
under extremely stressful conditions, the context overwhelms
any potential effect of coping. If there is an association between
coping and mood, it may vary as the stressful context changes,
either from caregiving to bereavement or even within caregiving
and bereavement.

We addressed our hypotheses in a prospective study of a
cohort of gay men who were their partner’s primary caregiver.
These men were followed over a ten-month period that included
the five months leading up to their partner’s death and the five
months following their partner’s death. Participants reported
coping and mood bimonthly throughout this period. These fre-
quent reports allowed us to examine situational influences on
coping and its relationship to mood in two ways: first, we could
examine intraindividual changes in coping during caregiving
and during bereavement; second, we could determine whether
the relationship between coping and mood differed during care-
giving and bereavement. In addition, we were able to examine
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the effect of the additional stressor of the caregiver’s own health
(HIV serostatus) on coping and its effects on mood.

We hypothesize that during caregiving, caregivers will use
relatively more problem-focused than emotion-focused types of
coping because the coping tasks include instrumental activities
associated with the partner’s illness. After the death of the part-
ner, individuals will engage in relatively more emotion-focused
types of coping because primary coping tasks at this stage have
to do with managing the grief associated with the loss. We hy-
pothesize that during caregiving, problem-focused responses will
be related to decreased negative mood and increased positive
mood because of the probability that the instrumental tasks
related to caregiving can be accomplished satisfactorily. During
bereavement, emotion-focused coping in the form of positive
reappraisal will be associated with decreased negative mood and
increased positive mood because this type of coping helps in-
dividuals cognitively reframe events in a positive light.

METHOD

The data for this study are from the UCSF Coping Project,
a longitudinal study of caregiving partners of men with AIDS.
Further details of the study are described elsewhere (5,38). Re-
cruitment took place over the course of two years, from April
1990 to June 1992. Respondents were from the San Francisco
Bay area and were recruited through advertisements in the gay
press, public service announcements on radio and television,
referrals from clinics and gay organizations, and annual mailings
to residents of selected San Francisco zip codes. To be eligible
as a caregiver, the participant had to identify as gay or bisexual
and share living quarters with a partner with an AIDS diagnosis
who needed help with at least two instrumental tasks of daily
living. Participants were excluded if they had more than two
symptoms of HIV disease, a diagnosis of AIDS, or used injection
drugs.

We conducted face-to-face interviews with the participants
every two months for two years. In addition, we interviewed
participants whose partners died approximately two weeks and
four weeks after the death of their partner to assess the imme-
diate impact of bereavement. Participants received $20 for each
interview.

Participants who became bereaved during the study and
who had been interviewed at least two times prior to their part-
ner’s death and three times following their partner’s death were
included in the analyses reported here. The cohort for this anal-
ysis was selected in 1993, As of that date, 110 participants met
the criteria for inclusion. Six assessment occasions are used in
the present analyses: five months, three months, and one month
prior to the partner’s death, and one month, three months, and
five months following the partner’s death.

Measures

The interviews covered a variety of topics including mental
and physical health, mood, stressors, psychosocial resources,
and coping. The measures included in the analyses reported
here are as follows.

Positive and Negative Mood: An expanded version of the
Bradburn Affect Balance scale (39) was used to measure positive
and negative mood. This modified version included four ad-
ditional items each for positive and negative mood. The addi-
tional items substantially increased the reliability over the orig-
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TABLE 1
Sample Items for Each of the Eight Types of Coping

Type of Coping Sample Item

I knew what had to be done, so
I doubled my efforts to make
things work.

I came up with a couple of differ-

Active problem-solving
(9 items)

Reflective problem-solving

(7 items) ent solutions to the problem.
Seeking social support I asked a relative or friend I re-
(6 items) spected for advice.
Positive reappraisal (11 items) I changed or grew as a person in a
good way.
Self-blame (3 items) I realized I brought the problem on
myself.

I had fantasies or wishes about
how things might turn out.

I went on as if nothing had hap-
pened.

I felt better by drinking.

Cognitive escape-avoidance
(6 items)
Distancing (11 items)

Behavioral escape-avoidance
(5 items)

inal version. Eight items assess positive mood (baseline o = .90)
and eight items assess negative mood (baseline a = .75). Par-
ticipants were asked to indicate how often they felt each of the
moods during the past week from 0 = never to 4 = often.
Responses were summed to form separate positive and negative
mood scales.

Coping: Coping was assessed using the Ways of Coping (40)
modified for use with gay men (5). The modified version con-
tained 74 items. The coping responses were on a four-point
Likert scale from O = Not used, to 3 = Used a great deal. Subjects
completed the Ways of Coping in response to the most stressful
event that occurred in the past week related to caregiving (“Take
a few moments to think about the situation that has been most
stressful for you during the past week that was related to your
caregiving situation”) or following their partner’s death, related
to bereavement (“Take a few moments and think about the
situation that has been most stressful for you during the last
week that was related to the loss of your partner™).

A factor analysis of the baseline data of the entire study
using a principal axis solution with oblimin rotation revealed
eight subscales: active problem-solving (nine items, o = .77),
reflective problem-solving (eleven items, o = .74), seeking social
support (six items, a = .82), positive reappraisal (eleven items,
a = .83), self-blame (three items, o = .65), cognitive escape—
avoidance (six items, « = .78), distancing (eleven items, a =
.78), and behavioral escape-avoidance (five items, a = .70).

Responses were summed to form each of the subscales. The
behavioral escape-avoidance subscale was significantly skewed,
so it was converted into a dichotomous indicator with 0 indi-
cating no behavioral escape—avoidance and 1 indicating any
behavioral escape-avoidance. All other coping subscales were
normally distributed. Sample items from each coping subscale
appear in Table 1.

HIV Serostatus: HIV serostatus was determined at baseline
by a blood draw to test for HIV antibodies. All participants
were informed of the test results and were assigned to the HIV-
positive caregiver group or the HIV-negative caregiver group
accordingly.
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TABLE 2
Means and Standard Deviations for Coping at Each Assessment Point
Caregiving Bereavement
-5 -3 -1 Partner’s +1 +3 +5
Variable Months Months Month Death Month Months Months
Active problem-solving 7.83 8.08 * 8.11 . 7.21 * 6.73 * 5.66
(4.54) (4.90) (4.39) (4.48) (4.98) (3.70)
Reflective problem-solving 7.31 * 6.59 6.63 * 6.35 * 5.95 * 5.42
(3.76) (3.53) (3.89) (4.09) (4.56) (4.00)
Seeking social support 6.50 7.21 8.25 7.11 6.84 6.54
(3.83) 4.07) 4.04) (4.50) 4.33) (4.28)
Positive reappraisal 8.40 9.32 9.46 9.40 * 8.28 8.37
(5.62) (6.52) (6.56) (6.85) (6.48) (6.60)
Self-blame 1.30 1.14 .96 1.16 1.40 1.14
(1.87) (1.42) (1.37) (1.37) (1.78) (1.69)
Cognitive escape-avoidance 6.66 i 6.56 * 7.45 * 5.16 * 5.47 * 4.93
4.22) (4.56) (4.40) (4.08) 4.03) (4.03)
Distancing 9.29 8.95 9.18 8.67 8.65 * 8.15
(5.34) 4.87) (4.59) (4.92) (4.86) 4.41)

Note: Behavioral escape is avoidance not included because it was dichotomized. Standard deviations are in parentheses. Significant (p < .05)

differences between means at successive assessment points denoted by *.

Analysis Plan

Effects of Context on Coping: We examined the effects of
context on coping first by examining changes in coping during
caregiving and during bereavement, and then by comparing
coping during caregiving with coping during bereavement. In a
preliminary step, we tested the fit of various covariance struc-
tures to the data and then examined changes in coping variables
across all six time points. We used a repeated measures model
based on a general or banded autoregressive covariance structure
with appropriate contrasts in the adjusted means for each time
point.

Relation Between Coping and Mood: Using an unbalanced
repeated measures model with structured covariance matrices
(41), we were able to address two questions for all types of coping
simultaneously in a single model for each mood. First, is the
relationship between coping and mood significantly different
from zero at three months and one month prior to the partner’s
death and at three months and five months after the partner’s
death? Since mood at the previous visit was included in the
model predicting current mood, we were unable to test the as-
sociation between coping and mood at the initial visit, 5 months
before the partner’s death. Nor did we model mood one month
after the partner’s death, because its relationship to mood at the
previous—that is the last pre-bereavement—visit might be
anomalous or interpretable. Second, if there is a main effect for
the association between coping and mood, does the extent of
the association differ as a function of context? We compared
the association of coping and mood during caregiving to the
association during bereavement, as well as comparing the as-
sociations at points within caregiving and within bereavement.

We fit eight exploratory regression models, one for each
outcome at each of four time points—three months and one
month prior to the death of the partner and three months and
five months after the death of the partner—controlling for mood
at the previous visit, as well as HIV status. These preliminary
results were used to guide the selection of a final pair of repeated
measures models (one for positive mood and one for negative
mood). Again controlling for the value of the outcome at the
previous visit, as well as HIV status, the focus of interest in

these two final models was on interactions between coping vari-
ables and time period. This provided statistical tests of the
hypothesis that the effect of coping on positive and negative
mood varies between caregiving and bereavement, and even
within those periods. Because of limited sample size, we selected
parsimonious models excluding non-significant main effects and
interactions (with the exception of HIV status). The likelihood
ratio test was used to determine best-fitting mean and covariance
structures. All models were fit using BMDP 5V which allows
for missing values, adjusts for autocorrelation, and allows for
the specification and testing of alternate covariance structures.
In addition, this approach simultaneously tests the significant
main and interaction effects of coping variables with selected
time points and allows for the calculation of estimates (beta) of
linear combinations of total effects for each coping variable
along with the corresponding p-values.

RESULTS

Sample

One hundred and ten participants had complete data for
five of the six measurement occasions. Eighty-seven had com-
plete data for all six occasions. There were 37 HIV-positive
caregivers and 73 HIV-negative caregivers in the sample. Par-
ticipants’ ages ranged from 24 to 57 with a mean age of 38.
Approximately half of the participants had a college degree. The
majority of participants earned between $20,000 and $40,000
a year. Over 90% of the participants were White.,

Effects of the Context on Coping

Means and standard deviations for each type of coping at
each assessment point appear in Table 2.

Three types of coping changed significantly over the care-
giving and bereavement periods. During caregiving, active prob-
lem-solving increased significantly from three months to one
month prior to the partner’s death (x> = 12.54, p < .01), re-
flective problem-solving decreased significantly from five months
to three months prior to the partner’s death (x> = 14.36, p <
.01), and cognitive escape-avoidance decreased from five months
to three months prior to the partner’s death (x2 = 5.42, p < .05)
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TABLE 3
Results of Unbalanced Repeated Measures Model for Association Between Coping and Negative Mood
Caregiving Bereavement
3 Months 1 Month 3 Months 5 Months
Prior to the  Prior to the After the After the
Partner’s Partner’s Partner’s Partner’s
Death Death Death Death Main Context Significant
(A) (B) ©) (D) Effect Interaction Contrasts
Active problem-solving -.03 - 29%= -.03 -.03 -.09* —.07** Bvs.A,C, D
Reflective problem-solving - - - - - -
Seeking social support .06 250 12 12 12%* —.15%* Avs.B
Positive reappraisal —-.01 -.01 —.13%%= —.1 3% —.07* .06* A,Bvs.C,D
Self-blame 39%* 1.01%** .39 .39 54ex .15% Bvs.A,C,D
Cognitive escape-avoidance 01 .0t 204 .20** A1 -.09* A,Bvs.C,D
. Distancing - - - - - -
Behavioral escape-avoidance 1.96%+* .08 1.96%** 1.96%** 1.49%* —. 47 Bvs.A,C,D

Note: HIV serostatus and mood at previous assessment were entered as covariates. Parameters are beta coefficients.

*p < .05,*p < .01, **p < .001.

then increased from three months to one month prior (x* =
8.33, p < .01). During the two-month period that spanned the
partner’s death—from one month prior to the death of the part-
ner to one month after the death of the partner—active problem-
solving, reflective problem-sclving, and cognitive escape-avoid-
ance all decreased significantly (x2 = 23.55,p < .01; x*= 15.17,
p < .01; and x2 = 37.85, p < .01, respectively).

During the bereavement period following the partner’s death,
active problem-solving and reflective problem-solving de-
creased significantly from one to three months after the death
ofthe partner (x> =6.67,p < .01; x*= 5.05, p= .02, respectively)
and again from three months to five months after the death of
the partner (x2 = 23.51, p < Ol and x> = 11.34, p < .01,
respectively). Cognitive escape-avoidance increased signifi-
cantly from one month to three months after the partner’s death
(x?> = 37.85, p < .01), then decreased significantly from three
months to five months after the partner’s death (x2 = 13.79, p
< .01).

Planned comparisons of coping during caregiving to cop-
ing during bereavement revealed that active problem-solving,
reflective problem-solving, and cognitive escape-avoidance
decreased significantly from caregiving to bereavement (x? =
23.55,p < .01; x2=15.17, p < .01; and x® = 37.85, p < .01,
respectively).

Coping and Mood

Positive and negative mood were moderately correlated at
all time points. During the caregiving period, the correlation
between positive and negative mood ranged from —.40 to
—.49. During the bereavement period, the correlation ranged
from —.54 to ~.59. Given the lack of a strong correlation be-
tween positive and negative mood, we chose to examine them
separately.

Coping and Negative Mood: The results of the model ex-
amining the association of coping and negative mood appear in
Table 3. Controlling for HIV serostatus and negative mood at
the previous assessment, active problem-solving, seeking social
support, positive reappraisal, self-blame, cognitive escape—
avoidance, and behavioral escape-avoidance were significantly
associated with negative mood. The relation between coping
and negative mood differed as a function of assessment point.

Positive reappraisal and cognitive escape-avoidance were sig-
nificantly related to negative mood during bereavement but not
during caregiving. Specifically, positive reappraisal was in-
versely related to negative mood and cognitive escape-avoid-
ance was positively related to negative mood at three and five
months after the partner’s death. Active problem-solving and
self-blame were more strongly related to negative mood at one
month prior to the partner’s death than at the other three time
points, and behavioral escape-avoidance was less strongly re-
lated to negative mood at one month prior to the partner’s death
than at the other three time points. Finally, seeking social sup-
port was unrelated to negative mood at three months prior to
the partner’s death, significantly more strongly related to neg-
ative mood at one month prior to the partner’s death, and less
strongly related at three and five months after the partner’s
death.

Coping and Positive Mood: The results of the model com-
paring the association of coping with positive mood across care-
giving and bereavement appear in Table 4. Again controlling
for HIV serostatus and positive mood at the previous assess-
ment, active problem-solving, positive reappraisal, self-blame,
cognitive escape-avoidance, and behavioral escape-avoidance
were significantly associated with positive mood across assess-
ments. The magnitude of the relation did not differ as a function
of context for most types of coping. Only reflective problem-
solving and seeking social support showed significant change in
the association with positive mood as a function of time point.
Reflective problem-solving was inversely related to positive
mood at three months prior to the partner’s death and unrelated
at the other three time points. Seeking social support was in-
versely related to positive mood at one month prior to the
partner’s death and unrelated at the other assessment points.

DISCUSSION

This prospective study of a cohort of caregiving partners
of men with AIDS éxamined the effects of caregiving and be-
reavement on coping and compared the association of coping
with positive and negative mood during caregiving and bereave-
ment. With respect to the effect of the context on coping, as
expected, participants used more problem-focused coping dur-
ing caregiving, when there are many tasks that require attention,
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TABLE 4
Results of Unbalanced Repeated Measures Model for Association Between Coping and Positive Mood

Caregiving Bereavement
3 Months 1 Month 3 Months 5 Months
Prior to the Prior to the After the After the
Death of the Death of the Death of the -Death of the
Partner Partner Partner Partner Main Context  Significant
(A) (B) © D) Effect Interaction  Contrasts
Active problem-solving 16%* .16** 16%* .16%* .16** -
Reflective problem-solving —.25%* .04 -.10 -.10 -.10 -.14* Avs.B
Seeking social support .05 —.22%* -~.09 -.09 -.08 .14* Avs. B
Positive reappraisal L 18%** 18> .18%*= 18w L -
Self-blame —.32%* —.32% —.32%* —.32%= -.32* -
Cognitive escape-avoidance —.13* -.13* —.13* -.13* —.13% -
Distancing - — — - - -
Behavioral escape-avoidance —~1.07** —1.07** —1.07** —1.07** —1.07** -

Note: HIV serostatus and mood at previous assessment were entered as covariates. Parameters are beta coefficients.

*p < .05 *p < .01, *p <.001.

than during bereavement, when participants are dealing pri-
marily with an irrevocable loss. However, contrary to what we

expected, participants did not use more emotion-focused coping -

during bereavement than they did during caregiving. With re-
spect to the relation between coping and mood, in general, active
problem-solving and positive reappraisal were associated with
improved mood, whereas cognitive and behavioral escape-
avoidance and self-blame were associated with worsened mood.
The relation between coping and negative mood was more sen-
sitive to the context (caregiving versus bereavement) than was
the relation between coping and positive mood.

Effect of Context on Coping

Active problem-solving and reflective problem-solving were
used significantly more during caregiving than they were during
bereavement. The greater use of both types of problem-focused
coping during caregiving is consistent with our hypothesis that
even though the overall deterioration of the partner’s health is
uncontrollable, there are still situations during caregiving in
which there is the possibility of control and which therefore call
for problem-focused types of coping. For example, one partic-
ipant explained:

I have this illusion that if 1 can maintain control of
things, if I’ve the feeling that I’'m maintaining control of
things, I'd feel better—and essentially I do. I don’t feel that
it’s hopeless. . . . If there’s food in the fridge and dinner’s
taken care of, the laundry’s taken care of, and there’s some-
one there to take care of (Partner) and I report to work on
time everyday, I feel that I’'m controlling those things. And
the feeling I guess is more secure.

In contrast, the stressful events reported during bereave-
ment tended to reflect a lack of perceived control. Many par-
ticipants reported frustration with insurance companies, lack of
understanding from bosses and coworkers, and the inability to
recover from their grief and depression. For example,

[Boss] commented on how he thought that I had not
been putting my full energy into work. He said I was late
a couple of days. I told him I was a little bit depressed, that
I was coming up on the six-month anniversary of (Partner’s)
death and I was feeling that. I told him I had never expe-
rienced the grieving process like this before. His response

was to me, “You are a strong person, you’ll overcome it.”
I read that as meaning, get over it.” I suggested that I take
some time off, he said he couldn’t [allow that] but that he
wanted to be helpful . . . It makes me feel depressed, angry,
and used. It’s stressful because there’s nothing I can do.. ..
I really loved him and I do miss him.

Cognitive escape-avoidance was also used more during care-
giving than during bereavement. As measured in this study,
cognitive escape—avoidance involves wishful thinking about the
way things might turn out and hoping for a miracle. Prior to
the death of his partner, the caregiver might engage in these
types of coping to support hope for the survival of his partner.
However, after the death of his partner, such fantasizing no
longer has much point.

Coping and Mood

Overall, the relation between coping and mood was con-
sistent with previous studies: problem-focused active problem-
solving and emotion-focused positive reappraisal were associ-
ated with improved mood, and emotion-focused types of coping
including cognitive and behavioral escape-avoidance and self-
blame were associated with worsening mood. However, when
the context is taken into account, the findings about coping and
mood become more complex, especially with respect to negative
mood.

Active problem-solving was associated with lessened neg-
ative mood at only one occasion—one month prior to the part-
ner’s death. Yet it was consistently associated with increased
positive mood across all measurement points. Active problem-
solving is generally task focused. Such tasks often include care-
giving responsibilities, such as changing linens, cleaning up the
partner after a bout with diarrhea, or preparing a nice meal.
Although such tasks may appear mundane, their successful com-
pletion can provide a sense of satisfaction that can contribute
to well-being. Similarly, following the partner’s death, there are
often many matters regarding memorials, insurance, and busi-
ness transactions, the successful completion of which can help
provide closure and signify moving on. The completion of these
tasks during bereavement may be especially important in un-
derstanding the maintenance of positive mood in a period that
is characterized by sadness and feelings of loss. The beneficial
effects of active problem-solving are especially interesting in
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light of the virtual absence of any effects associated with reflec-
tive problem-solving. Reflective problem-solving includes re-
sponses such as “I went over in my mind what to say” and *“I
tried to analyze the problem in order to understand it better;”
is inversely associated with positive mood only at three months
prior to the partner’s death; and is unrelated to negative mood
across all time points. It may be that reflective problem-solving
by itself is not sufficient to improve mood. To be beneficial, it
may be necessary to move beyond reflecting to taking action.

Seeking social support is associated with worsening mood
through caregiving and bereavement, with its strongest effect
occuring one month prior to the partner’s death. At this stage,
when the ill partner’s condition is rapidly deteriorating, it is not
clear whether seeking social support leads to deteriorating mood,
or whether the deteriorating mood leads to the seeking of social
support. For example, as the situation deteriorates, it is equally
plausible that the caregiver is prompted to seek additional social
support as it is that social support is having a deleterious effect
on mood (42).

Positive reappraisal is consistently related to positive mood.
This supports our hypothesis that after the partner’s death, cog-
nitive reframing of the situation in a positive light is one of the
few coping strategies that will be associated with improved mood.
The relationship between positive reappraisal and improved
mood may be a function of the caregiver finding a higher mean-
ing or purpose in his caregiving experience and the death of his
partner (43-45). Finding some positive aspect or potential for
personal growth in an otherwise negative experience has been
shown to be related to increased positive affectivity (43). Pos-
itive reappraisal may reflect stress-related growth even in these
extremely stressful circumstances.

Behavioral escape-avoidance, cognitive escape—-avoidance,
and self-blame were associated with worsening mood during
both caregiving and bereavement. Behavioral escape-avoidance
is made up of behaviors such as drinking and using recreational
drugs, and although these substances may provide a temporary
blunting of the emotional distress, their effects on mood are
typically deleterious. Cognitive escape-avoidance, which in-
cludes such responses as “Hoped a miracle would happen” and
“I wished the situation would go away or somehow be over
with,” is also associated with decreased positive mood during
caregiving and bereavement. The detrimental effect of cognitive
escape-avoidance is especially evident, however, during be-
reavement. There is some indication that when the partner’s
death is imminent, self-blame is more strongly related to wors-
ening mood and behavioral escape-avoidance is less strongly
related to worsening mood. Self-blame is made up of responses
such as “realized I brought the problem on myself” and “crit-
icized or lectured myself.”” The kinds of cognitions and behav-
iors that are described by behavioral and cognitive escape—
avoidance and self-blame can in and of themselves produce
distress, and they do not facilitate coming to terms with the
losses that are suffered throughout caregiving and bereavement
as a result of the ill partner’s disease and eventual death. These
kinds of coping responses are therefore maladaptive in these
contexts.

HIV Sersotatus and Mood

HIV serostatus was not a significant determinant of mood
in either of the models. The absence of a relation between HIV
serostatus and mood may be due to the relative good health of
the HIV-positive participants in this study. Perhaps when the
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participant becomes symptomatic, HIV serostatus may affect
mood.

Positive and Negative Mood

Positive and negative mood were moderately correlated.
The findings with respect to the relations between coping and
mood in general reflect this correlation: types of coping that
were positively associated with negative mood were negatively
associated with positive mood. However, the contextual anal-
ysis supported the decision to examine these moods separately.
The relation between coping and negative mood appears to be
more sensitive to the context than the relation between coping
and positive mood. As an example, positive reappraisal and
active problem-solving always contribute to positive mood, but
their effect on negative mood is limited. Such findings suggest
that what makes a person feel good are not necessarily the same
things that make that person feel less bad.

Other findings from the UCSF Coping Project suggest that
positive mood in the context of chronic stress may be influenced
by factors in addition to coping. For example, early in the study,
the bimonthly interview concluded with the stressful event and
coping report. Several participants commented that by asking
only about stressful events, we were not getting a complete
picture of how they were coping. Further, they did not like
ending interviews by discussing a stressful incident; they wanted
to end the interview on a more upbeat note. We added a question
that asked the participant to describe a meaningful, positive
event that helped him get through the day during the previous
week (46). Perhaps noting and describing meaningful positive
events helps people feel more positive mood, but not necessarily
less negative mood. Further research is needed in this area.

CONCLUSION

This study focused on a population that heretofore has been
little studied: men who at a relatively young age go through the
extraordinarily stressful process of providing care to and then
losing a mate due to AIDS. The extent to which the findings
from this study can be generalized to other populations would
ordinarily be limited by the special characteristics of the sample.
However, the findings are generally consistent with stress and
coping theory (15), which posits that problem-focused coping
can help reduce distress when the situation is controllable or
amenable to change, and certain types of emotion-focused cop-
ing, such as positive reappraisal, can help reduce distress in
situations where little can be done (15,46). For this reason, we
believe that the findings are important not just for gay men but
for other caregivers and bereaved partners as well.

The findings of this study highlight the importance of fo-
cusing on positive mood as well as negative mood. The types
of coping that help support positive mood may differ from those
that reduce negative mood. Stress research has focused primarily
on coping processes that affect negative mood. More attention
needs to be given to coping processes that support positive mood
(46).

The findings also have implications for helping individuals
cope with caregiving and bereavement. Friends, family, and
even professional care providers who want to be helpful might
encourage caregivers or the newly bereaved to identify instru-
mental tasks that are manageable, even if they are ordinary.
These tasks can provide opportunities for experiencing mastery
and control in situations that are generally uncontrollable. Fur-
ther, caregivers or bereaved partners should be encouraged to
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note these successes and capitalize on the positive feelings that
they generate (47). These processes can help support well-being
during circumstances that are normally highly distressing.
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