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A Prospective Study of Coping, Perceived Control, and
Psychological A daptation to Breast Cancer

Dana M. Osowiecki1 and Bruce E. Compas1,2

Coping, perceived control, and symptoms of anxiety/depression were assessed in 70
women with breast cancer near their diagnosis and at 3- and 6-m onth follow-ups.
Multip le regression equations were constructed to investigate the effects of coping,
perceived control, and their interaction on anxiety /depression symptoms. Problem-
focused engagement coping was related to lower anxiety /depression symptoms near
diagnosis; emotion-focused disengagem ent coping was related to more anxiety/depres-
sion symptoms at 6 months, controlling for initial anxiety /depression; and problem-
focused engagem ent was marginally related to lower anxiety /depression sym ptoms
at 6 months controlling for initial anxiety /depression. There were no main effects
for perceived control. The interaction of problem-focused engagement coping and
perceived control was a sign i® cant predictor of lower anxiety /depression symptoms
only near the time of diagn osis. Thus, the goodness-of-® t effect, in which problem-
focused coping interacts with perceived control to predict lower levels o f anxiety /
depression, was rep licated cross-sectionally, but not prospectively.
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Adjustment to breast cancer is best viewed as a process of adaptation that

involve s the complex inte raction of the characte ristics of cancer and its treatment,

cognitive appraisals, and coping efforts. Changing demands of the stress of breast

cancer include shock of the diagnosis, various aspects of treatment, and continued

uncertainty about the future. The changing nature of breast cancer and its treatment

offer differing opportunitie s for patients to deve lop cognitive appraisals of control

and cope with the disease . Some patients experience high leve ls of perceived control,

whereas othe rs experience breast cancer as relative ly uncontrollab le. Because cop-

ing efforts re¯ ect attempts to addre ss speci® c situational demands and appraisals

of these demands, coping also varie s at diffe rent points in the process, and the

ef® cacy of different coping response s may diffe r as demands and appraisals change .

Previous research on individuals with cancer has shown that symptoms of psycholog-
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ical distre ss, stress appraisals, and coping responses are he ightened at the time of

diagnosis and through the early phases of cancer, but decrease over time (e.g.,

Andersen, Anderson, & deProsse , 1989; Carver et al., 1993; Stanton & Snide r,

1993) . Not only do response s to the situation decrease in intensity over time, but

different coping responses may also be effective at diffe rent time points (e.g., Carver

et al., 1993) . Thus, when inve stigating coping strategie s of cancer patients, it is

important to consider the changing demands of the stressor and stress appraisals.

Both appraisals of control and coping efforts have been shown to be important

predictors of psychologica l adjustme nt to breast cancer. For example , Taylor, Licht-

man, and Wood (1984) found a main effect for personal control be liefs in predicting

psychologica l adjustme nt to cancer. The be lief that one could control one ’s cancer

and the be lie f that othe rs could control the cancer were signi® cantly associate d

with better psychologica l adjustment. Thompson, Sobole w-Shubin, Galbraith,

Schwankovsky, and Cruzen (1993) found that cancer patients with greater percep-

tions of control reported fewer symptoms of depression, with the stronger effects

for patients’ beliefs that they could control their daily emotional reactions and

physical symptoms than for perceived control over the course of the disease. Process

research on coping with cancer has shown that coping response s and their association

with emotional distre ss change over the course of cancer diagnosis and treatment.

For example , in a study of breast cancer patients, Carver et al. (1993) found that

acceptance predicted less distress postsurge ry, and denial and behavioral avoidance

were predictors of psychologica l distre ss at 6 months. However, coping was not a

signi® cant predictor of psychologic al distre ss at 3 and 12 months. Stanton and Snider

(1993) , in a prospe ctive study of women before and after a breast biopsy, found that

cognitive avoidance was the only unique predictor of emotional distress over time.

Although these studies suggested that both perceptions of control and coping

have direct associations with psychologic al adjustment to cancer, studies of individu-

als coping with other types of stress found that coping and control be lie fs inte ract

in their association with emotional distre ss (e.g., Compas, Malcarne , & Fondacaro,

1988; Conway & Terry, 1992; Forsythe & Compas, 1987; Hynes, Callan, Terry, &

Gallois, 1992; Mase l, Terry, & Gribble , 1996; Terry & Hynes, 1998; Vitaliano et

al., 1990; Weisz, McCabe , & Dennig, 1994) . These inve stigations examined whether

there is a goodne ss-of-® t be tween coping and control, such that active proble m-

oriented coping responses are more adaptive in response to stressors that are

perceived as controllable , whereas coping efforts directed at emotional regulation

and palliation are more effective in response to stressors that are appraise d as

beyond personal control. In spite of the intuitive appeal of the idea that coping

and control inte ract in the ir effects on adaptation to stress, empirical support for

the inte raction of coping and control has been mixed. Generally, stronge r support

has been found for the adaptive effects of problem-oriented coping in response to

controllable stressors and less support for the ef® cacy of emotion-focused coping

in response to uncontrollable stress (e.g., Forsythe & Compas, 1987) . More recently,

Terry and Hynes (1998) found that it is important to make more ® ne -grained

distinctions between types of coping. In a study of women coping with an uncontrol-

lable stressor, unsuccessful in vitro fertilization, they found that proble m manage -

ment was related to more distre ss, proble m-appraisal was related to less distre ss,
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emotional-appro ach coping was related to less distre ss, and emotional avoidance

to more distre ss (Terry & Hynes, 1998) . These ® ndings are consistent with the

distinction between engage ment and disengage ment coping efforts (Compas, Con-

nor, Osowiecki, & Welch, 1997; Tobin, Holroyd, Reynolds, & Wigal, 1989) . Engage -

ment coping include s those response s that are oriented toward the proble m or

one ’ s emotions but involve active attempts at proble m or emotion manage ment;

disengage ment coping involve s attempts to avoid eithe r the problem or one ’s emo-

tions.

Only one study has examined the inte raction of coping and control in cancer

patients. Osowiecki and Compas (1998) inve stigated the interaction of coping with

control in a sample of individuals with heterogeneous cancer diagnose s. They found

that the combination of high perceived control and the use of more proble m-focused

coping was associate d with less psychologic al distre ss; however, the interaction of

control be liefs and emotion-focused coping was not signi® cant. Furthe rmore , the

inte raction of perceptions of control and proble m-focused coping was signi® cant

near the time of patients’ diagnose s, but not in prospe ctive analyse s 3 months later

controlling for initial distress. This study was limited in several ways, however. The

sample was heterogeneous, as it include d both men and women who had been

diagnose d with a varie ty of diffe rent type s of cancer. The initial assessment occurred

approximate ly 10 weeks after patients were diagnose d, and therefore did not re¯ ect

the ir initial efforts to cope with the ir cancer. Furthermore , Osowiecki and Compas

(1998) used an inte rview measure of coping that did not allow for analyse s of

subtype s of proble m- and emotion-focuse d coping.

The present study was designed to examine perceptions of control, coping

efforts, and emotional distress in a prospective study of women with newly diagnose d

breast cancer. Patients were assessed close to the time of the ir diagnosis and at 3-

and 6-month follow-ups. Coping was assessed with an instrument that distinguishe d

between engagement and disengage ment response s that were proble m- and emo-

tion-focuse d coping in the ir intent. It was hypothe sized that high perceived control

and the use of proble m-focused engage ment coping (proble m solving and cognitive

restructuring) would be associate d with lower psychological distre ss, and low per-

ceived control and emotion-focused engagement (emotional expre ssion and seeking

social support coping) would be associate d with lower distress. Problem-focused

disengage ment (avoidance and wishful thinking) and emotion-focused disen-

gagement coping (social withdrawal and self-criticism) were not expected to interact

with control be lie fs, as both of these types of coping were expected to be related

to higher symptoms of emotional distress. These effects were examined both cross-

sectionally near the time of diagnosis and at follow-up, controlling for initial leve ls

of distress.

METHOD

Subjects

Participants were 70 women newly diagnose d with breast cancer, participating

in a longitudinal study of individual coping and adjustme nt to breast cancer. Patients
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had a mean age of 54.86 years (SD 5 10.01, range 5 36 ± 80) . Patients’ mean years

of education were 14.17 years (SD 5 3.30, range 5 7 ± 27) . Sixty-se ven percent were

either married or living with a partne r, and 89% had childre n. Diagnose s include d

61% with stage I breast cancer, 30% with stage II, and 9% with stage III. Comparisons

were made between the 70 patients who had comple te data at all three assessments

and the 40 patients for whom partial data were missing. Patients who remained in

the study and those who had missing data did not diffe r on any of the disease

variable s (stage ), demographics (age , education) , or psychologic al characte ristics

(optimism, monitoring, intrusive thoughts, avoidance , initial symptoms of anxie ty/

depression, or coping) . Thus, the sample include d in the present analyse s is represen-

tative of the full sample who originally volunte ered for the study.

Procedure

Participants were recruited from the Breast Care Center of the Vermont Cancer

Center. Patients were approache d near the time of their diagnosis by a member of

the medical staff about participating {mean time from diagnosis to interview was

10.8 days (SD 5 10.8, range 5 0 ± 43)}, and were referred to a research assistant

who obtaine d written consent from those willing to participate . Patients eithe r were

inte rviewed in person or comple ted a telephone inte rview within a few days of

providing consent. Each participant comple ted a structured inte rview and written

questionnaire s assessing psychological variable s. Initial follow-up interviews were

conducte d eithe r when the patients returned for a medical check-up or over the

phone approximate ly 3 months after the ir diagnosis (mean time from diagnosis 5
112 days, or 3.7 months; SD 5 24.3 days, range 5 110 ± 179) . A second set of follow-

up inte rviews was conducted approxim ate ly 6 months postdiagnos is (mean time

from diagnosis 5 199 days, or 6.6 months; SD 5 25.8, range 5 160± 266) .

Measures

Structured Interview

A structured inte rview was deve loped for this study to colle ct information on

patient demographics and perceptions of control. Portions of the interview were

based on prior research by Taylor et al. (1984) and Osowiecki and Compas (1998) .

Trained inte rviewers administe red the protocol and recorded the participants ’ re-

sponse s. Perceptions of control were assessed with the following question: ``How

much control do you believe you have over the symptoms of your cancer? ’ ’ Patients

rated the ir perception of the ir control on a Likert scale ranging from 1 (not at all)

to 4 (a great deal) . A lthough the reliability of this single item measuring perceived

control could not be determined, this approach has been used to measure control

in a number of othe r studie s (e.g., Taylor et al., 1985) .

Affective Distress

Symptoms of emotional distre ss were measured by the Symptom Checklist-

90-Revised (SCL-90-R; Derogitis & Spencer, 1982) . The SCL-90-R is a 90-ite m self-
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report questionnaire covering symptoms of emotional distre ss with well-e stablishe d

inte rnal consistency, test ± retest reliability, and discriminant validity. For this study,

the anxie ty and depression scales were used as an index of patients’ emotional

distre ss. These two scales were chosen because they re¯ ect overall psychologica l

distre ss or negative affect (Clark & Watson, 1991; Katon & Roy-Byrne , 1991) and

because they are relative ly free of symptoms that may occur as a result of factors

related to the patients’ cancer or their treatment. The two scale s were conve rted

to normalized T scores based on the normative data from a community sample of

adult women reported by Derogatis (1983) ; the mean of the anxie ty/depression T

scores was used in all analyse s. Internal consistency reliabilitie s for the present

sample were a 5 .88 to .91 anxie ty sclae, and a 5 .90 to .92 for the depression

scale . The anxie ty and depression subscale s were signi® cantly corre lated at all three

time points in the present sample , with corre lations ranging from .81 to .83.

Coping

Coping was assessed by the Coping Strategie s Inventory (CSI; Tobin, Holroyd,

Reynolds, & Wigal, 1989) , a 72-item self-report questionnaire in which responde nts

indicate the extent to which they have used speci® c coping strategie s in managing

a stressor Ð in this case , cancer. Score s from the four secondary scale s, proble m-

and emotion-focuse d engage ment, and disengage ment coping, were used. Proble m-

focused engagement is composed of two primary scale s: proble m solving and cogni-

tive restructuring (a 5 .85 in the present sample) . Proble m-focused disengage ment

is composed of two primary scales: avoidance and wishful thinking (a 5 .81) .

Emotion-focused engagement is composed of the primary scale s social support and

expre ssed emotion (a 5 .89) . Emotion-focused disengage ment is composed of social

withdrawal and self-criticism (a 5 .91) . Because patients diffe red in the total amount

of coping they reported, proportion scores for each of the four types of coping

were constructed. These scores re¯ ect the proportion of each patient’ s total coping

response s that was represented by each of the four types of coping (see Vitaliano

et al., 1990) .

RESULTS

Descriptive Statistics

Means, standard deviations, and ranges for psychological variable s are dis-

played in Table I. MANOVAs were performed on coping and control variable s,

and there were no signi® cant changes in the levels of these variable s over time.

Although norms are not available for the combine d anxie ty and depression

symptom scale s, the anxie ty and depression symptom T scores were averaged for

each patient, resulting in an overall mean for this sample of 58.7 at time 1, indicating

that patients in this study had elevated scores on anxie ty/depression (i.e ., approxi-

mately 1 SD above the mean for a community sample of women). The means for

anxie ty/depression decreased over time, with a mean of 55.06, or 1/2 SD above the

mean, at time 2; and a mean of 53.57, or less than 1/2 SD above the mean, at time 3.
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Tab le I. Means and Standard Deviations of Demographic and

Psychological Variables at Times 1, 2, and 3

Mean SD

Stage 1.49 0.65

Age 54.76 9.97
Education 14.26 3.35
Anxiety± depression T-score

Time 1 58.70 8.56
Time 2 55.06 8.91

Time 3 53.57 9.86
Perce ived control

Time 1 3.00 0.98

Time 2 2.90 0.95
Time 3 2.96 0.94

Problem-focused engage ment coping

Time 1 6.48 1.27
Time 2 5.88 1.17
Time 3 5.30 1.52

Emotion-focused engageme nt coping
Time 1 5.89 1.51

Time 2 5.33 1.39
Time 3 4.59 1.56

Problem-focused disengagement coping

Time 1 4.13 1.04
Time 2 4.29 0.97
Time 3 4.05 1.11

Emotion-focused disengage ment coping
Time 1 3.04 0.81

Time 2 2.90 0.78
Time 3 3.04 1.16

Correlatio nal A nalyse s

The cross-sectional corre lations of anxie ty/depression symptoms with percep-

tions of control and proble m- and emotion-focuse d engage ment and disengage ment

coping at times 1, 2, and 3 are presented in Table II. Perceived control was not

signi® cantly related to anxie ty/depression symptoms at any of the three assessments.

Problem-focused engage ment also was not signi® cantly related to anxie ty/depres-

Tab le II. Cross-Sectional Correlations of Anxiety/Depression Symptoms with Perce ived Control, and
Problem- and Emotion-Focused Engagemen t and Disengage ment Coping

Anxiety/ Problem- Emotion- Problem- Emotion-
depression Perceive d focused focused focused focused
symptoms control engageme nt engage ment disengagement disengagement

Time 1 2 .07 .04 .36a .23 .39a

Time 2 2 .22 .14 .32a .42b .36a

Time 3 2 .08 .07 .20 .48b .75b

ap , .01.
bp , .001.
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sion in the simple corre lation analyse s at any of the three time points. In contrast,

emotion-focuse d engagement coping and both proble m- and emotion-focused disen-

gagement coping were associate d with anxie ty/depression symptoms at all three

assessments. In every case , the use of these forms of coping was signi® cantly related

to highe r leve ls of symptoms.

The stability of perceived control and the four coping variable s were also

examine d. Perceptions of control were moderate ly stable across the three assess-

ments, with corre lations ranging from .30 to .36. The coping variable s were moder-

ate ly to highly stable , and all of the time 1± time 2, time 1 ± time 3, and time 2 ± time

3 corre lations were signi® cant. The corre lations for proble m-focused engage ment

ranged from .27 to .57; for emotion-focused engagement corre lations ranged from

.52 to .69; or proble m-focused disengage ment correlations ranged from .43 to .59;

and for emotion-focused disengagement corre lations ranged from .65 to .72.

Multip le Regression A nalyses

A series of linear multiple regression equations were constructed at each time

point to examine the effects of demographic variable s, stage , perceived control,

proble m-focused coping, and the inte raction of coping and control on psychological

distre ss. The coping variable used was the proportion of proble m-focused engage -

ment or proble m-focused disengage ment strategie s relative to all coping strategie s

endorsed. Coping and control variable s were centered before entering these into

the inte raction term in the regression equations.

Time 1 (Near Diagnosis)

The ® rst equation examine d the interaction of proble m-focused engagement

coping and perceived control near the time of patients’ diagnose s (Table III) . The

overall equation was signi® cant, F (69) 5 3.41, p , .01. A main effect was found

for proble m-focused engagement coping (beta 5 2 .44, sr 2 5 .13, p , .001) . The

inte raction of proble m-focused engage ment and control was also signi® cant (beta 5
2 .32, sr 2 5 .09, p , .01) . The overall equations for problem-focused disengagement,

emotion-focuse d engage ment, and emotion-focused disengagement were not sig-

ni® cant.

Tab le III. Linear Multiple Regression Predicting Time 1 Anxiety /Depression

Symptoms

F 5 (63,6) 3.41, R 2 5 .25, p , .005
Predictors Beta sr 2

Stage 2 .09 .008

Age 2 .19 .037
Education 2 .11 .011

Perce ived control .003 .000
Proportion problem-focused engage ment coping 2 .44 .133a

Interaction of coping and control 2 .321 .078b

ap , .001.
bp , .01.
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Time 2 (3 Months Postdiagnosis)

Prospe ctive analyse s at time 2, controlling for time 1 anxie ty/depression symp-

toms, were constructed in the same manne r as the linear multiple regression equa-

tions as time 1, using time 2 coping and control variable s. At time 2, all of the

overall equations were signi® cant, but this was attributable to a signi® cant main

effect for time 1 anxie ty/depression. There were no main effects for coping or

control and no interaction effects at this time point. The ® rst equation examine d

the interaction of proble m-focused engage ment coping and perceived control. The

overall equation was signi® cant, F (69) 5 5.34, p , .0001. There was a main effect

for time 1 anxie ty/depression (beta 5 .38, sr 2 5 .11, p , .002) , no other main effects

and no inte raction effect was found. The next equation examine d problem-focused

disengage ment coping. The overall equation was signi® cant, F (69) 5 5.10, p ,
.0001. There was a main effect for time 1 anxie ty/depression (beta 5 .45, sr 2 5 .14,

p , .001) . There was no inte raction between focused proble m/disengage ment coping

and perceived control. The overall equation for emotion-focuse d engagement cop-

ing was signi® cant, F (69) 5 4.92, p , .0001. There was a main effect for time 1

anxie ty/depression (beta 5 .42, sr 2 5 .14, p , .001) . There was no inte raction

between emotion-focused engagement coping and perceived control.

Time 3 (6 Months Postdiagnosis)

Prospe ctive analyse s were comple ted at time 3 controlling for time 1 anxie ty/

depression symptoms (Table IV). The overall equation for proble m-focused engage -

ment was signi® cant, F (69) 5 5.68, p , .0001. Main effects were found for time 1

anxie ty/depression (beta 5 .47, sr 2 5 .18, p , .0001) and a marginal effect for time

3 proble m-focused engage ment coping (beta 5 2 .19, sr 2 5 .03, p , .08) . Thus,

when time 1 leve ls of emotional distre ss were controlle d for, there was a marginal

effect for proble m-focused engage ment coping to be related to lower leve ls of

time 3 anxie ty/depression symptoms. The next equation examine d proble m-focused

disengage ment coping (Table V). The overall equation was signi® cant, F (69) 5
5.11, p , .0001. The only signi® cant main effect seen was for time 1 anxie ty/

depression (beta 5 .51, sr 2 5 .21, p , .0001) . However, the inte raction of proble m-

focused disengagement coping and control approache d signi® cance (beta 5 .87,

Tab le IV. Linear Multiple Regression Predicting Time 3 Anxiety /Depression
Symptoms, Controlling for Initial Leve ls of Anxiety /Depression

F 5 (63,6) 3.41, R 2 5 .25, p , .005

Predictors Beta sr 2

Time 1 anxiety /depression .47 .176a

Stage .07 .004

Age 2 .017 .000
Education 2 .190 .032

Perce ived control 2 .005 .000
Proportion problem-focused engage ment coping 2 .194 .031b

Interaction of coping and control .004 .000

ap , .0001.
bp , .08.
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Tab le V. Linear Multiple Regre ssion Predicting Time 3 Anxiety /Depression

Symptoms, Controlling for Initial Leve ls of Anxiety /Depression

F 5 (63,6) 3.41, R 2 5 .25, p , .005
Predictors Beta sr 2

Time 1 anxiety /depression .471 .196a

Stage .066 .004
Age 2 .044 .002

Education 2 .170 .026
Perce ived control 2 .049 .002

Proportion emotion-focused disengage ment .407 .153a

coping
Interaction of coping and control 2 .114 .012

ap , .0001.

sr 2 5 .04, p 5 .08). The interaction re¯ ected a trend in which higher perceived control

and the use of more problem-focused disengagement coping predicted increases in

anxie ty/depression symptoms from time 2 to time 3. The overall equation for

emotion-focuse d engage ment coping was signi® cant, F (69) 5 5.37, p , .0001. The

only main effect was for time 1 anxie ty/depression (beta 5 .52, sr 2 5 .24, p , .0001) .

The overall equation for emotion-focuse d disengage ment coping was signi® cant,

F (69) 5 9.42, p , .0001. Main effects were seen for time 1 anxie ty/depression

(beta 5 .47, sr 2 5 .20, p , .0001) and emotion-focused disengage ment coping

(beta 5 .40, sr 2 5 .15, p , .0001) . Thus, when controlling for initial leve ls of

distre ss, emotion-focused disengage ment coping was related to highe r levels of

emotional distre ss.

DISCUSSION

The results of the present study provide furthe r evidence regarding the role

of perceptions of control and coping in the process of adaptation to breast cancer.

Patients’ perceptions of control were not associated with symptoms of anxie ty/

depression near diagnosis or at the 3- and 6-month follow-ups. Coping was related

to anxie ty/depression symptoms near diagnosis and again at the 6-month follow-

up. Speci® cally, in the multiple regression analyse s, proble m-focused engage ment

coping (including proble m solving and cognitive restructuring) was associate d with

lower symptoms of distre ss near diagnosis and this association approache d signi® -

cance at 6 months, controlling for initial levels of distre ss. Emotion-focused disen-

gagement coping (social withdrawal and self-criticism) was related to highe r symp-

toms of anxie ty/depression at 6 months, controlling for initial symptom leve ls. Only

one inte raction between perceived control and coping was signi® cant, however.

The inte raction of perceived control and proble m-focused engagement coping was

related to lower symptoms of anxie ty/depression near the time of diagnosis. How-

ever, this effect was not signi® cant in the follow-up analyse s when initial distress was

controlle d. It is noteworthy that the interaction of perceived control and problem-

focused disengagement coping approache d signi® cance at time 3 ( p , .10) , indicat-

ing the opposite patte rn. That is, perceptions of greater control and the use of
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proble m-focused disengage ment coping (avoidance and wishful thinking) predicted

increased anxie ty/depression symptoms from time 2 to time 3.

These ® ndings replicate and extend those reported by Osowiecki and Compas

(1998) , with a sample of men and women coping with a varie ty of diffe rent type s

of cancer. Consistent with this previous study, the present ® ndings offer support for

an interaction betewen appraisals of control and problem-focused but not emotion-

focused coping. This pattern is consistent with studie s of other types of stressors

in which the inte raction of coping and perceptions of control have been examined

(e.g., Forsythe & Compas, 1987) . The present study clari® ed that this association

was limited to problem-focused engage ment coping (proble m solving and cognitive

restructuring) and not proble m-focused disengagement coping (proble m avoidance

and wishful thinking) . However, as in the Osowiecki and Compas (1998) study, this

effect was only found in cross-sectional analyse s near the time of diagnosis. No

evidence was found for the effects of this interaction on increases in anxie ty/

depression symptoms assessed at follow-up. Therefore , the combination of high

perceived control and the use of proble m-focused is associated with lower concur-

rent symptoms of distre ss but does not contribute to decreases in distre ss over the

course of adaptation to breast cancer.

This study adds to previous research sugge sting that active proble m-solving

coping is related to lower leve ls of distre ss (e.g., Kant, D’Zurilla, & Mayde u-

Olivare s, 1997) . A main effect was found for proble m-focused engage ment coping,

which include s cognitive restructuring and seeking information, near the time of

diagnosis; a marginal effect was found prospe ctive ly 6 months later. The idea that

certain strategies, such as self-criticism and social withdrawal, may be related to

highe r leve ls of distre ss was also supporte d. Six months after diagnosis, emotion-

focused disengage ment coping was related to highe r levels of anxie ty/depression,

even when initial leve ls of distress were taken into consideration. Furthe rmore,

there was a trend indicating that problem-focused disengage ment coping (avoidance

and wishful thinking) may contribute to increases in distre ss when these coping

strategie s are used in conjunction with perceptions of control. The distinction be-

tween engagement and disengagement coping proved useful in this study. In addition

to the coping ® ndings mentione d, correlational analyse s sugge sted that the

engage ment/disengagement distinction had a greater impact on the relationship to

affective distre ss than the proble m/emotion-focused distinction.

This study used a more re ® ned measurement of coping that allowe d for distinc-

tions between subtype s of proble m- and emotion-focuse d coping. Other measure s

that make even furthe r discriminations among types of problem solving may be

useful in unde rstanding the relationship between proble m-focused coping and con-

trol (e .g., D’Zurilla & Nezu, 1990) . Furthe rmore , these data sugge st that the mea-

surement of perceived control may require furthe r development beyond the single

scale used in this and in previous studies (Forsythe & Compas, 1987; Osowiecki &

Compas, 1998) . In previous studie s and in the current study, perceived control

was measured with only one item, typically assessed on a Likert scale . It may be

that important information was missed with such broad questions. For example,

do patients ® nd that there are greater opportunitie s for control at diffe rent

times in treatment? Perhaps there is little one could do to control the outcome of
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surgery, but there are diffe rent opportunitie s to gain control during subsequent

treatment.

Substantial evidence suggests that the inte raction of coping and control is a

reliable effect that can be found in a varie ty of settings at a varie ty of time points.

However, inte raction effects are dif® cult to detect by multiple regression in quasi-

experimental designs (McCle lland & Judd, 1993) . This study provide d support for

the inte raction of coping efforts and perceived control; however, the effect only

was signi® cant at the ® rst time point measured. The effect size for the inte raction

at time 1 accounte d for 6% of the variance in anxie ty/depression symptoms, which

is conside red a moderate effect and, in regards to McCle lland and Judd’ s analysis,

a robust effect. However, the interaction of coping and control was not found

prospe ctive ly at 3 or 6 months postdiagnosi s.

Why would perceptions of control only interact with coping efforts at the time

of diagnosis? It may be that during treatment the situation offers less opportunitie s

to exercise control, and after treatment is ® nished, there is less overall distress.

Although this study did not ® nd evidence for the inte raction of coping and control

prospe ctive ly, it will be important to follow this up with larger samples to ascertain

whether this is a problem of statistical power or if, inde ed, the effect is only found

cross-sectionally. One reason that it may only be seen in the cross-sectional analyse s

is that at the late r time points the dependent variable is the change in anxie ty/

depression over time, because initial leve ls of anxie ty/depression are controlle d.

The inte raction of coping and control may be able to account for initial levels of

distre ss, but not be powerful enough to predict change over time. That is, the

inte raction between coping and control may be linke d only to current functioning.

It is also important to consider the possibility that distress may be predictive of

coping and control. That is, individuals who are less distressed may feel more in

control and may be able to mobilize coping efforts more effective ly.

In summary, the inte raction of proble m-focused coping and perceived control

at the time of diagnosis sugge sts that if perceived control is high and active problem-

focused strategie s are used, then distre ss is lower. A lternative ly, if distre ss is low,

then perceptions of control may be highe r and opportunitie s to active ly solve

proble ms may be greater. In light of the fact that the inte raction of proble m-focused

engage ment coping and control has received additional support, it sugge sts it is

useful and appropriate to teach active proble m-solving skills and strategie s for

ascertaining opportunitie s for control to individuals who are confronte d with a

diagnosis of cancer and its subsequent treatments. It may also be useful to assess

how much control patients perceive in regard to the ir diagnosis or treatment,

and tailor inte rventions accordingly . It may be necessary to help patients ® nd

opportunitie s for gaining control, even in a relative ly uncontrollab le situation.
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