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Abstract
A qualitative exploratory study investigated the experiences and needs of family carers of persons
with enduring mental illness in Ireland. The current mixed-methods secondary study used content
analysis and statistical procedures in order to identify and explore the coping strategies emerging
from the original interviews. The majority of family carers reported use of active behavioural
coping strategies, sometimes combined with active cognitive or avoidance strategies. The
percentage of cares reporting use of active cognitive strategies was the lowest among those whose
ill relative lived in their home, and the highest among those whose relative lived independently.
Participants with identified active cognitive strategies often reported that their relative was
employed or in training. Participants who reported use of avoidance strategies were significantly
younger than participants who did not report use of such strategies. The lowest percentage of
avoidance strategies was among participants whose ill relative lived independently, whereas the
highest was among carers whose relative lived in their home. The findings of this study highlight
the importance of a contextual approach to studying coping styles and processes. Further research
questions and methodological implications are discussed.

Introduction
Studies show that family carers play an important role in treatment and rehabilitation of
persons with mental illness (1); (2). The participation of carers and families in coping skills
and problem-solving trainings can reduce patients' hospitalization rates (3). Carers and
relatives of persons with mental illness are at greater risk of psychiatric morbidity and
stress-related illness than the general population (4); (5).

Research shows that the support of a family member by mental health services often helped
the whole family to cope with the stresses of mental illness (6). In order to inform the design
and maintenance of effective family support resources, it is helpful to study the constructive
adaptation of family members to enduring illness of a relative (7).

The original study: experiences and needs of carers
An exploratory Family Support Study (8) collected qualitative data on the experiences and
needs of family carers of persons with enduring mental illness of two or more years'
duration. The study adopted a broad definition of a family, often used in clinical psychology
and counselling (9). This definition includes one's family of origin (parents and siblings) and
spouses and children, including step- and foster- parents and children (10). The main
purpose of this family-related research (11) was to explore the experiences and needs of
individual family members in order to inform recommendations for various stakeholders in
the mental health area.

The term carers selected for the study referred to the participants who were closely related to
persons with enduring mental illness. Lefley (12) argues that the terms care-givers and care-
takers are mostly associated with functional aspects of caring tasks and responsibilities, and
do not encompass the whole spectrum of emotional and social investments of family caring.
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Lefley (12) defines carers as “individuals whose own happiness is entwined with the well-
being of people who are dear to them” (p. 141). The terms carers and participants are used
interchangeably in this article and refer to parents, step-parents, spouses and siblings of
persons with enduring mental illness. The term persons with mental illness refers to the ill
relatives of the participants of the study. In this article, the terms persons with enduring
mental illness and ill relatives are used interchangeably as appropriate.

In the course of the interviews participants were asked whether they considered themselves
to be the main (responsible) carers, or secondary carers. This question was designed as an
additional tool for the exploration of the individual needs and adaptation to mental illness of
various family members.

The term enduring rather than chronic mental illness was used in the study due to the
challenges of the chronicity paradigm evolving from research on rehabilitation and recovery
of persons diagnosed with severe mental illness (13), (14). In this study, enduring mental
illness was defined as being of two or more years' duration and requiring contacts with
mental health services or professionals at least twice within one year.

The original study proposal and the final report had undergone peer reviews. The study
received the ethical approval from the Research Ethics Committee of the Health Research
Board (HRB) on 8 July 2005, and the ethics committee of the participating mental health
services on 15 July 2005.

The majority of participants (n=26/38, 68.4%) were recruited via Schizophrenia Ireland (SI),
a voluntary Irish organisation supporting persons with mental illness and their families.
Nearly one-third of participants (n=12, 31.6%) were recruited via public mental health
services (MHS) of an area of county Dublin, whereby the services contacted the next-of-kin
of persons using their services where appropriate. Representatives of SI and MHS
disseminated the HRB information letters about the study among potential participants.
Volunteers contacted the researchers directly to agree on the interview date and location.
Most of the interviews were carried out in the HRB office in Dublin City.

Prior to the interviews, participants were asked to sign a consent form and to fill out two
socio-demographic questionnaires pertaining to them and their ill relatives. Persons with
mental illness did not participate in this study; information related to the diagnosis and the
use of mental health services was collected from their carers.

The participants were asked open-ended questions about their experiences of the illness in
the family, encounters with mental health services, and available and needed family support
resources. Interviews lasted between 45 minutes and two hours. All interviews were audio-
taped and transcribed verbatim. In total, 38 carers were interviewed for the study.

During the interviews participants were asked what helped them to cope during their most
difficult periods of experience. Data on the specific coping mechanisms of individual family
members was used for the purposes of analysing carers' needs. Detailed analysis of self-
reported coping mechanisms was not performed for the original exploratory study.

The secondary analysis: coping of carers
Many researchers (15) have emphasised coping as a key concept for the study of adaptation
and health. Coping can be defined as a cognitive, affective or behavioural effort made by the
individual to offset the impact of harm, threat or stress when an automatic response is not
readily available (16). There are two distinct theoretical approaches to studying coping: as a
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relatively stable personality characteristic, and as a changing process shaped by its
adaptational context (17).

Some descriptions of coping style as a personality characteristic pertain to how a person
approaches a problem, i.e. making an active effort to solve it or trying to avoid it (18).
Coping strategies were further categorised by response to a stressor, such as cognitive
(internal) or behavioural (external) (19). The current study adapted the classification of
coping often used in health research, which involves a combination of avoidance, active
behavioural and active cognitive coping styles (20). Active behavioural coping style pertains
to such external behaviours as problem-solving, talking or seeking professional help. Active
cognitive style involves such internal processes as acceptance, positive reassessment, or
finding inner strength in religious beliefs. Avoidance style includes such strategies as trying
to ignore the problem, resorting to legal or illegal drugs, and keeping fears or worries to
oneself without discussing them with others (21).

Several studies show that active behavioural and active cognitive strategies may be more
effective for alleviating distress than passive strategies, such as avoidance. For example, a
study of young adolescents coping with divorce in the family (22) showed that girls, who
reported use of avoidance coping, demonstrated more psychological and physical problems
than boys or girls who did not report use of such strategies.

Whereas individual coping styles can be shaped by some personal or socio-demographic
factors and may remain relatively stable across the life span, the range and number of
specific coping strategies can be constantly changing over the life time of individuals (15).
A broader range of coping strategies may be acquired with age (23), (24); and a higher
number and range of coping mechanisms may be used in response to higher levels of
perceived stress or complexity of mental health problems (21), (20).

Some studies explored the process of family adaptation to mental illness holistically and
identified various stages from the onset of illness to recovery (25), (26), (27), (6). Some
coping mechanisms used by various kinship groups at different stages of experience were
described in the original study. However, the interaction of the coping styles of carers with
some contextual factors required further investigation.

In this article the term coping strategy is used to describe a specific coping behaviour or
technique employed by an individual in a stressful situation, e.g. doing household chores or
exercising. The term coping style refers to a broader classification of specific coping
strategies into active behavioural, active cognitive or avoidance styles, as suggested by
Holahan and Moos (28). For example, such strategies as exercising would fall under the
definition of active behavioural coping style, trying to look at the positive side of things
would be classified as active cognitive coping, whereas avoiding contact with the ill relative
would fall into avoidance style.

Aims and objectives
The current research will use qualitative data collected by the previous exploratory study in
order to investigate the coping strategies and styles used by the carers of persons with
enduring mental illness, and the interaction of their coping strategies and styles with some
personal and contextual factors.

The specific objectives of this study are to:

• identify and describe the coping strategies and styles of participants as emerging
from their narratives;
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• investigate the interaction of identified coping strategies and styles with the socio-
demographic characteristics of participants;

• explore the interaction of the identified coping styles with contextual factors,
including duration of illness, living arrangements and occupational status of the ill
relative.

Method
Design

Content analysis (29) was used in order to explore and classify the self-reported coping
strategies and styles of participants as emerging from the original interviews. Statistical
procedures were employed to further explore the interaction of coping styles with contextual
factors. The authors were driven by pragmatism rather than an epistemological principle
(30). The main reason for selecting the mixed-methods approach was the nature of the
research question (31).

Combining qualitative and quantitative methods has proven to be beneficial in such
multidisciplinary research areas as public health, nursing or health education (32). Mixed-
methods research in such areas allows researchers to study complex phenomena which may
not be fully captured by other research methods (33).

Whereas a lot of quantitative research on coping has been carried out, the relationship
between its personal and contextual aspects is still not clear and warrants further research
(17). The mixed-methods analysis allowed the researchers to explore the qualitative data
from the perspective of well-established quantitative findings in the area of stress and
coping, and to further interpret the emergent findings using qualitative data.

Data collection and participants
The secondary analysis was performed on the original narratives of 31 of the 38 participants
who responded to the question: “So what helped you to cope during your most difficult
periods of experience?” The rest of the participants (n=7/38) commented that they were not
sure how they coped during their most difficult times.

Most of the 31 participants who provided data on how they coped were female (n=22, 71%),
and nine (29%) were male. There were 18 mothers (58.1%), eight fathers (25.8%), three
sisters (9.7%), one wife (3.2%) and one brother (3.2%). The majority of both female
(n=20/25, 80%) and male (n=5/6, 83.3%) participants considered themselves to be main
carers, and less than one-quarter of the participants (n=6/31, 19.4%) considered themselves
to be secondary carers.

The age of the 31 participants ranged from 20 to 81 years old (M=61.6, SD=14.4) and was
re-coded into four broad age groups: 20–54 years (n=4, 12.9%), 55–64 years (n=12, 38.7%),
65–74 years (n=10, 32.3%), and 75 years or over (n=5, 16.1%). The majority were recruited
via SI (n=20/31, 64.5%) whereas over one third were recruited via MHS (n=11/31, 35.5%).
Most of the participants (n=20/31, 64.5%) attended some family support groups at the time
of the study.

As reported by the participants, the majority of their 31 ill relatives were male (n=24,
77.4%), and seven (22.6%) were female. Most (n=26, 83.9%) had been diagnosed with
schizophrenia. The approximate duration of illness ranged from two to 49 years (M=16.7,
SD=11.4). The Psychosocial Resistance to Activities of Daily Living Inventory (PRADLI)
(34) scores of the independent functioning of ill relatives in the last 30 days, reported by 29
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participants, ranged from 42 to 56 on a scale from seven to 56, (M=50.4, SD=11.4). These
scores indicated a relatively independent level of functioning (34). Two participants were
not sure about the current level of independent functioning of their relative.

The majority of participants (n=19/31, 61.3%) commented that their relative was residing
outside their family home, namely in community residences (n=7/31, 22.6%), in in-patient
units (n=6/31, 19.4%) or in independent accommodation (n=6/31, 19.4%). The employment
status of 30 relatives (excluding one retired) was re-coded into two broad categories of
occupied (n=14/30, 46.7%), including those in full-time, part-time, or sheltered employment
or in training, and unoccupied, including those not in any kind of employment or training at
the time of the study (n=16/30, 53.3%).

Data analysis
The current study used a combination of content analysis (29) and statistical procedures for
the analysis of qualitative data. Some researchers suggest using a bespoke criteria approach
to evaluation of mixed-methods studies integrating qualitative and quantitative data (35).
Such criteria are based on the commonalities between quantitative and qualitative criteria,
and include truth value (internal validity in quantitative studies versus credibility in
qualitative studies), applicability (external validity versus transferability), consistency
(reliability versus dependability), and neutrality (objectivity versus confirmability).

The research objectives, analysis, coding and quality criteria were discussed in detail and
agreed upon by the authors of the article. The secondary analysis was designed and drafted
by the lead researcher of the original study. The first author had previously carried out
qualitative and quantitative research projects in the areas of education, sociology, drug
misuse and mental health. The second author had been involved in extensive quantitative
research in cognitive psychology, addiction and mental health. It may be suggested that the
authors' multidisciplinary research backgrounds contributed to the neutrality, consistency
and applicability of analysis.

In order to reduce potential bias associated with the original data collection and analysis, the
lead researcher re-read the original transcripts of the 31 participants who responded to the
question about how they coped during their difficult times. Passages containing data on
coping were extracted from the original transcripts and imported to an Excel spreadsheet,
together with an interview number and their page numbers in the original transcript. The
lead researcher highlighted and coded the self-reported coping strategies following the
guidelines of Holahan and Moos (28).

To verify and finalise the coding, the Excel data was imported into SPSS Text Analysis for
Windows 1.5 with the interview number. The categories of active behavioural, active
cognitive and avoidance were added on SPSS Text Analysis and linked to the relevant
narratives of each participant. During categorising, an additional active behavioural strategy
was identified in the narrative of one participant. SPSS Text Analysis was used to count the
frequencies of occurrences of specific coping strategies within each broader coping
category, and to check the total number of strategies in the extracted data.

In order to address the consistency of the coding, the second author independently
highlighted self-reported coping strategies in the printed out Excel spreadsheet, and re-coded
them into strategies and styles following the guidelines of Holahan and Moos (28). The two
Excel sheets with the outcomes of the coding and re-coding of the two authors were
compared. The second author identified one more avoidance strategy self-reported by a
participant. The interpretation of ‘going on automatic’ during relative relapses was discussed
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by the two authors. It was agreed upon as being an avoidance strategy, similar to ‘blocking it
out’ or avoiding the problem, and was added to those previously coded.

The identified and coded coping strategies and styles were imported from SPSS Text
Analysis 1.5 to SPSS 14.0 and merged with socio-demographic data. Multiple response
tables were used for the exploration of participants' coping strategies and styles, and cross-
tabulations were used for comparison of coping styles by gender and other nominal
variables. Results of Pearson's Chi-square tests were reported only for cross tabulations in
which no cells had an expected count of less than five. The Mann-Whitney non-parametric
test was used to explore interaction of specific coping styles with continuous variables such
as age.

After the analysis and write up, two other members of the mental health research team
reviewed the article, and provided comments on the credibility of the coding and re-coding
(31). One of the recommendations was to insert more quotes to the results section,
illustrating the allocation of the self-reported coping strategies into coping styles. Several
more quotes were added to the manuscript. Another recommendation was to re-check the
full interview transcripts in order to ensure that the coding matched the broader context of
the interviews, and that all self-reported coping strategies were captured. The authors re-read
the original transcripts in order to ensure that the truth value of the narratives was not
distorted by recoding. No discrepancies between the coding and the broader context of
narratives were found; no additional self-reported strategies were identified from the rest of
the transcripts.

Results
The coping strategies and styles of participants

On the basis of the qualitative data emerging from 31 participants, 19 main coping strategies
were identified and coded. A range of one to six coping strategies emerged from each
participant, which resulted in a total of 89 reported usages of these strategies. The average
number of the identified strategies per each participant was 2.9 (SD=1.5).

Table 1 presents the main identified coping strategies, by number and percentages of
participants self-reporting these strategies, and by their allocation in the three coping styles.

The three most frequently reported coping strategies were seeking support from others
(n=10, 32.3%), talking (n=9, 29%) and trying to be in control (n=8, 25.8%). These strategies
fell into the active behavioural coping style (Table 1).

The majority of participants reported the use of coping strategies classified as active
behavioural (n=30/31, 96.8%); 15 participants reported the use of active cognitive strategies
(48.4%) and 13 participants reported the use of avoidance strategies (41.9%).

Out of 31 participants, five (16.1%) reported using coping strategies which fell into the three
coping styles of active behavioural, active cognitive and avoidance:

It was a struggle to work, and yet I wanted to work [working: active behavioural],
had to get away from thinking of the situation [blocking it out: avoidance]. We
were very active at the time, even to this day we'd bring him with us and we'd walk
for two or three hours [exercise: active behavioural], and he's our friend now as
well as our son, you know [trying to look at the positive side of things: active
cognitive].
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The reported coping strategies of nine participants fell into two coping styles of active
behavioural and active cognitive (29%):

Well my religion helps me an awful lot [religion: active cognitive], and the SI
group, and my husband [seeking support from others: active behavioural]. I'd say
it's a combination of them all really, they're all quite different.

Eight participants used a combination of active behavioural and avoidance coping (25.8%):

I'd start cleaning, or polishing, or doing the garden [doing household chores: active
behavioural]. Take other things on board [blocking it out: avoidance], and then it'll
even itself out, he's calmed down and I've calmed down.

No participants reported a combination of just avoidance and active cognitive coping.

The coping strategies and styles of participants by gender, attendance at family support
groups and caring responsibility

The distribution of specific coping strategies reported by male and female participants was
slightly different. A slightly higher percentage of male (n=2/9, 22.2%) than female (n=3/22,
13.6%) participants reported coping by exercise and relaxation, and trying to be in control of
the situation (compare n=3/9, 33.3% of males with n=5/22, 22.7% of females). Only female
participants reported use of such strategies as doing household chores (n=3/22, 13.6%),
‘blocking it out’ (n=3, 13.6%), and taking one day at a time (n=3, 13.6%).

There were slight differences in the specific coping strategies reported by attendees and non-
attendees at family support groups. A higher percentage of participants not attending family
support groups coped by considering caring as their family duty (n=4/11, 36.4%), than that
of participants attending family support groups (n=1/20, 5%). Nearly one-third of those
attending family support groups reported that they coped by exercise and relaxation (n=6/20,
30%), whereas carers not attending family support groups did not report such ways of
coping.

No significant gender differences in the three major coping styles were observed. Both
gender groups reported a higher use of active behavioural, than of avoidance and active
cognitive strategies. No significant differences in coping styles were found between the
main and secondary carers, between the two recruitment subgroups of the sample (SI and
MHS), and between the attendees and non-attendees at family support groups.

The coping strategies and styles of participants by age
All participants of the ‘youngest’ group aged 20–54 years (n=4) reported use of active
behavioural strategies, such as getting professional help, or trying to be in control. Such
strategies were combined with avoidance ones (n=4, 100%), such as ‘blocking it out’, or
avoiding discussions about mental illness.

Participants who reported the use of avoidance coping strategies (n=13) were significantly
younger (M = 52.7, SD = 17.2) than those who did not report the use of such strategies
(n=18, M = 68.1, SD =7.1): [U (18, 13) = 42.5, p = .002].

All participants aged 75 years or over reported the use of active behavioural strategies (n=5,
100%), such as seeking support from others, or doing household chores. Such strategies
were often combined with active cognitive ones (n=3, 60%), such as taking one day at a
time, or trying to look at the positive side of things.

Two participants aged between 55 and 64 commented that they had gradually ‘learned’ to
use such skills as taking one day at a time, or accepting the family situation: “But then I
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suppose you learn to live with it, and take each day as it comes [taking one day at a time:
active cognitive].”

The coping strategies and styles of participants by place of residence of their ill relative
Participants whose ill relative resided in their home reported use of 18 out of the total 19
strategies. One-third of such 12 participants reported that they coped by getting involved in
physical activities and relaxation exercises (n=4, 33.3%), and by avoiding discussions about
mental illness in the family (n=4, 33.3%).

Participants whose relatives were in in-patient units reported a total use of 14 coping
strategies out of 19. Half of such participants (n=3/6, 50%) commented that they coped by
seeking support from voluntary organisations, friends or relatives.

Participants whose relatives resided in community residences (n=7) reported the use of 12
coping strategies out of 19 at least once. Such participants reported variable strategies,
including applying previous knowledge or avoiding contact with the relative.

Six participants whose relative resided in independent accommodation reported the use of
11 coping strategies. Half of such participants reported that they had been coping by talking
(n=3/6, 50%).

Figure 1 presents participants' coping styles by place of residence of the ill relative at the
time of the study.

As can be seen from Figure 1, all participants whose relative resided in their home (n=12,
100%), independently (n=6, 100%) or in a community residence (n=7, 100%) reported use
of strategies falling into an active behavioural style. A slightly lower percentage of
participants whose relative resided in an in-patient unit (n=5/6, 83.3%) reported use of active
behavioural strategies, than the other residential groups.

The highest percentage of participants reporting use of active cognitive strategies was
among those whose relative resided in independent accommodation (n=5/6, 83.3%) (Figure
1). The lowest percentage was among those whose relative resided in their homes (n=3/12,
25%). Differences in the identified strategies between 12 participants whose relative resided
in their home and 19 of those whose relative resided elsewhere were statistically significant:
[χ2 (1, N=31) = 4.3, p = .038].

One participant whose relative had recently moved to a community residence from an in-
patient unit commented that though she was not fully satisfied with the quality of mental
health services provided to her ill relative, it was time for her to accept the current situation:

And what could I do, up to this day, just trying, trying to help. Just that one person
would listen to me and take him on one-to-one, even if it never did any good
[trying to be in control: active behavioural]. In other words, I have given up on
help, if you know what I am saying; I have given up looking for it. I just have to
accept it, this is as good at the moment as it gets [trying to look at the positive side
of things: active cognitive].

Percentages of participants reporting use of avoidance coping strategies decreased from the
majority of those whose relatives resided in their household (n=8/12, 66.7%), to half of
those whose relatives were in in-patient units (n=3/6, 50%), and finally, to less than one-
third of those whose relatives were in community residential facilities (n=2/7, 28.6%)
(Figure 1). No participants whose relative lived in independent accommodation reported use
of avoidance strategies.
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One participant reflected that since their relative moved to independent accommodation, he
worried much less, as now he had an option of sending her back to her house, rather than
confronting or avoiding her “difficult” behaviour:

Well I don't worry as much now, I know she has her own home and if she's in my
house and if she's difficult I can say “Well go back to your own house now”,
whereas if I said that in the past she'd say “I don't have one”. Now she has a lovely
little house and that has been a tremendous help to all of us.

Differences in reporting avoidance coping between 12 participants whose relatives resided
in their homes, and 19 of those whose relatives did not reside in their homes were
statistically significant: [χ2 (1, N=31) = 4.92, p = .027].

The active cognitive coping of participants and the duration of illness of their relative
Participants who reported the use of active cognitive strategies (n=15) also reported a
slightly longer average duration of illness of their relative (M=20.1, SD=11.7), than those
who did not report use of such strategies (n =16, M =13.5, SD = 9.2): [U (16, 15) = -1.7, p
= .096].

Participants whose relative resided in their homes (n=12) reported a significantly shorter
duration of illness of their relative (M= 11.7, SD=7.9), than the 19 participants whose
relatives resided elsewhere: [U (12, 19) = 63.0, p = .038].

The active cognitive coping of participants and the psychosocial functioning of their ill
relative

Participants who used active cognitive coping strategies (n=14) reported a slightly higher
average PRADLI score of psychosocial functioning of their relatives (M=52.0, SD=3.9),
than participants (n=15) who did not use such strategies (M=48.9, SD=4.5): [U (15, 14) =
65.0, p = .075].

The majority of ill relatives of participants who mentioned use of active cognitive strategies
(n=9/14, 64.3%) were reported to be occupied, being either in employment (n=6) or in
training (n=3):

Well at the moment she is absolutely fantastic, she has a part-time job, and she's
talking about getting married, but that's another day. After seven years of being in
and out of hospital, it's just all about today, and that's how I cope, I just deal with
today [taking one day at a time: active cognitive].

The majority of relatives of participants who did not report use of such strategies (n=16),
were reported to be unoccupied, i.e. unemployed and not in training (n=11/16, 68.8%): [χ 2

(1, N = 30) = 3.3, p = .070]:

I felt family counselling was needed because I could see we were all being dragged
down in the house with all that was going on [getting professional help: active
behavioural]. And I mean she's not working, she's not contributing. And how long,
I mean I can't see her being able to hold any job to be quite honest, certainly not at
the moment.

Discussion
The finding that most of the participants of this study reported use of active behavioural
coping strategies, such as seeking support from other people and talking, is not counter-
intuitive and may partially explain why these carers volunteered to take part in the study
interviews. However, only five participants reported a combined use of all three coping
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styles. Very few carers reported use of active cognitive strategies combined with avoidance.
Are active cognitive and avoidance coping strategies somewhat mutually exclusive in the
context of enduring mental illness? Further exploration of contextual interaction of different
coping strategies among larger groups of participants is needed to answer this question.

Distributions of some specific coping strategies of male and female participants, and of
attendees and non-attendees at family support groups were slightly different. However, no
significant differences in the coping styles of male and female participants, main and
secondary carers or attendees and non-attendees at family support groups were observed in
this study. In order to make recommendations for the design of family-tailored support
resources, there is a need for further exploration of specific coping strategies across gender
and by attendance at various support groups or programmes.

The finding that a high proportion of older people reported use of active cognitive strategies
is in line with previous research showing that acceptance of health problems may increase
with age (24). The finding that a higher percentage of younger participants reported use of
avoidance strategies than older participants is of some concern and warrants further
research. As shown by some previous studies, avoidance coping may have a negative effect
on the psychological well-being of individuals, especially females (22).

These findings pose further questions regarding the interplay of coping styles with personal
and developmental factors. What roles do age and previous experience play in shaping
coping styles? Comments of participants suggested that active cognitive coping developed
with age and at later stages of illness in the family. Further questions are: exactly when and
how does it develop, does avoidance coping decrease with age, and is it more common at the
early stages of mental illness of a relative?

The finding that the highest percentage of participants reporting use of avoidance strategies
was among those whose relative resided in their homes requires further investigation. The
same applies to the finding that the highest percentage of participants reporting use of active
cognitive strategies was among those whose relative lived independently.

There may be several interpretations of these findings. Participants whose relatives resided
in their homes reported a significantly shorter duration of illness of their relatives. Such
participants were at the initial stage of their encounter with enduring mental illness, were
less aware on how to deal with stressful situations and thus tended to use avoidance
strategies more often than other groups of participants. They had yet to develop skills in
order to employ active cognitive strategies, such as reassessing or accepting the situation.
Conversely, participants whose relatives moved out of their homes seemed to have had more
time and experience to develop active cognitive strategies.

In addition, some family members were less worried about confronting ‘difficult’ behaviour
of their relative once they had their own accommodation. With their ill relatives living
independently, family carers may not need to resort to avoidance strategies as often as they
do when their relatives live in their home.

On the other hand, ill relatives of the participants who were living in their homes could have
had more severe symptoms of mental illness and have not progressed yet in their
rehabilitation or recovery. Such participants had not yet seen any improvement in their
relatives' psychosocial functioning, and could have been under more stress than participants
whose relatives had improved and lived independently. In line with some previous findings
(21), participants whose ill relatives lived in their homes used a higher number of coping
strategies in general and of avoidance strategies in particular.
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We can also hypothesise that the use of active cognitive strategies by carers may have
helped their ill relatives to progress in their rehabilitation so that they could live
independently and engage in meaningful occupation. More research on the interaction of the
degree of symptoms, accommodation of persons with mental illness, and the coping
strategies of their carers is needed in order to test this hypothesis.

These findings raise further research questions. In what ways and to what extent do
contextual factors shape personal coping strategies? Are contextual factors more powerful
predictors of coping styles than personal or developmental ones? To what extent and in what
way are personal, developmental, and contextual factors related to individual coping?

More research involving exploration of specific coping strategies across higher numbers of
participants is needed to test the reliability and validity of these findings. Ideally such
research should be of longitudinal design, aimed at the investigation of the use of specific
coping strategies over time.

Additional qualitative data will help to explore and interpret contextual factors that may
influence personal choice of coping strategies in specific situations. An interpretative
qualitative approach to studying the impact of mental illness on family members or the
family as a group may also help to answer some of the research questions raised by this
study.

Limitations
Self-reported coping strategies were identified and manually re-coded into coping styles by
the researchers. The subjectivity of the researchers' classification of the identified strategies
into coping styles may have influenced the results. The use of the guidelines of Holahan and
Moos (28), independent coding performed by the two authors, and suggestions of the
internal reviewers may have helped to improve consistency of coding.

The sample of this study might have been more socially active than other carers due to the
high proportion of participants attending at family support groups. The use of specific
coping strategies by participants recruited via SI may have been enriched via
communication with other families or through educational activities offered by SI.

The results of this secondary analysis need further validation and exploration via larger
samples. Due to the small number of participants it was difficult to establish whether gender,
the degree of caring responsibility or participation in family support groups played
significant roles in the choice of individual coping strategies. Participation in cognitive
behavioural therapy or family counselling may have also influenced the coping styles of
carers and needs to be explored in this context. Information on the nature and degree of
symptoms of persons with mental illness could have provided further insight into the choice
and development of the coping strategies of their carers.

Conclusions and implications
The results of this study highlight the importance of a contextual approach to studying
coping and caring. The effects of age, duration of illness, living arrangements and other
contextual factors on the coping styles of carers, and on the recovery or rehabilitation of
persons with mental illness require further investigation.

The findings suggest that longitudinal designs aimed at studying coping over time may be
best suited to addressing the complexities in the areas of coping and caring. In addition,
qualitative data can help to clarify and enrich quantitative findings, and to provide
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contextual understanding of how coping strategies used by carers may influence
rehabilitation or recovery of persons with enduring mental illness.
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Figure 1. Percentages of participants by reported coping styles and by place of residence of ill
relative
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Table 1
Numbers and percentages of participants by coping styles and by frequency of reported
strategies

Number % Frequency
ranking

Active behavioural style strategies

 Seeking support from others 10 32.3 1

 Talking 9 29.0 2

 Trying to be in control 8 25.8 3

 Exercise and relaxation 6 19.4 4

 Getting professional help 6 19.4 5

 Getting information 6 19.4 6

 Studying 3 9.7 12

 Doing household chores 3 9.7 13

 Working 3 9.7 15

 Being open about the illness 2 6.5 18

Active cognitive style strategies

 Accepting caring as a family duty 5 16.1 9

 Trying to look at the positive side of things 4 12.9 10

 Applying previous experience or knowledge 3 9.7 11

 Taking one day at a time 3 9.7 16

 Religion 2 6.5 17

Avoidance style strategies

 Avoiding discussions about illness 6 19.4 7

 Avoiding contact with relative 5 16.1 8

 Blocking it out 3 9.7 14

 Prescribed and non-prescribed medication 2 6.5 19
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