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ABSTRACT 

The present study examined the individual and social implications of coping 

behaviours among parents of children with Fetal Alcohol Spectrum Disorder (FASD). 

The coping behaviours of both members of a couple were investigated in relation to the 

primary caregiver's depressive symptoms and relationship adjustment. Thirty-eight 

couples completed a questionnaire that assessed how they were coping with stressful 

situations related to their FASD child. Regression analyses were conducted on caregivers 

and partners' prosocial and antisocial coping behaviours in relation to caregivers' 

outcomes. Caregiver antisocial coping predicted more depressive symptoms and poorer 

marital adjustment in caregivers. No relationship was found between caregivers' 

prosocial coping and caregivers' outcomes. Partners' coping behaviours did not 

significantly contribute to caregivers' outcomes. Theoretical implications are based on 

Hobfoll's multiaxial model of coping. Clinical implications pertaining to antisocial 

coping are discussed and a call for other researchers to examine stress in coping in this 

population is reiterated. 
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CHAPTER ONE: INTRODUCTION 

It is a reality that in today's fast paced society most people cope with various 

stressors throughout their day. Busy lifestyles often include multiple challenges across 

domains such as relationships, child rearing, and finances. Some people cope with these 

challenges better than others do. Everyone knows people who appear to "have it 

together" regardless of whatever is thrown their way, but there are also those individuals 

who crumble when faced with the slightest problem. In the past few decades, researchers 

have been questioning why people report such different outcomes, even though they may 

experience similar stressors. 

The answer to this question is not clear. The history of stress and coping research is 

diverse with a variety of populations and theoretical perspectives used in the literature. 

For example, in the 20 t h century, Freud (1959) proposed the concept of unconscious 

coping in the form of "defences." Elaborating on this theory, Anna Freud (1946) 

suggested the influential idea that some defence mechanisms are more destructive than 

others to individual well being. This belief continues to be a popular idea, but has 

evolved from the unconscious realm of defence mechanisms to the conscious realm of 

coping responses. 

These coping responses have been conceptualized in several different ways. Some 

researchers propose that coping behaviours are dependent upon the situational context, a 

person-environment model (e.g., Billings & Moos, 1981; Lazarus & Folkman, 1984), 

while others view coping as a style or trait that the individual possesses, a personality 

based model (Endler & Parker, 1992). The first theoretical approach emphasizes coping 

as an individualistic process that includes appraisal of the threat and action to combat it. 
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From this perspective, stress only occurs i f the individual perceives an event as 

threatening. 

Traditionally, situational coping models, particularly Lazarus and Folkman's (1984) 

transactional model of coping, have dominated the stress and coping research literature. 

In this research, the individual is viewed as independently functioning and coping with 

stressful circumstances separately from a social context. However, in the past decade, 

investigators have begun to recognize that people experience stressful situations in their 

social groups and the type of coping response employed is likely a reflection of one's 

own needs as well as the needs of other group members (Hobfoll, 1998; Lyons, 

Mickelson, Sullivan, & Coyne, 1998). Even though a general model for examining 

coping within a social context has not been established within the research community, 

the conceptualization of one framework has been gaining increased support. 

The multiaxial model of coping, developed by Hobfoll and his colleagues (Dunahoo, 

Hobfoll, Monnier, Hulsizer & Johnson, 1998; Hobfoll, Dunahoo, Ben-Porath, & 

Monnier, 1994; Monnier, Hobfoll, Dunahoo, Hulsizer, & Johnson, 1998) has been 

described as "a groundbreaking contribution to initiate the examination of communal 

coping in the context of coping" (Lyons et al., 1998, p. 599). Where other models have 

failed, this approach has succeeded in recognizing the social ramifications of coping. The 

Strategic Approach to Coping Scale (SACS) is the result of this effort. Essentially, this 

scale allows the user to measure individual coping from a multidimensional approach that 

includes the constructs of antisocial-prosocial coping, active-passive coping, and indirect-

direct coping. 
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By using a model that reflects the social aspects of coping it is possible to investigate 

how coping responses are related to social outcomes. Specifically, it is possible to 

examine how the coping behaviours of couples affect one another. Researchers who have 

explored social aspects of coping have used couples from different populations that likely 

experience high levels of stress, such as Fire Emergency Workers (Monnier, Cameron, 

Hobfoll, & Gribble, 2000) and parents of children with cancer (Dalhquist, Czyzewski, 

Copeland, Jones, Taub, & Vaughan, 1993). Using the multiaxial model of coping, the 

current study intends to investigate a population that also experiences high levels of 

stress. Parents raising children with fetal alcohol spectrum disorder (FASD) must cope 

with a multitude of stressful situations. 

While studies investigating the coping behaviours of parents of children with 

challenges such as developmental disabilities or cancer have been conducted in 

abundance, examinations of coping methods used by caregivers of children with FASD 

have lagged far behind. Over the past 30 years, researchers have extensively investigated 

the effects of maternal alcohol consumption on the development of the body and brain of 

the fetus. It is clear that prenatal alcohol exposure can result in a variety of detrimental 

effects with the most severe being fetal alcohol syndrome (FAS) (Clarren & Smith, 1978; 

Jones & Smith, 1973). Recently, the term fetal alcohol spectrum disorder (FASD) has 

been used to describe the range of deficits that result from the continuous effects of 

alcohol's teratogenicity on the fetus (Striessguth & O'Malley, 2000). This term, FASD, is 

used throughout the current study as an umbrella term to describe the varying degrees of 

fetal alcohol exposure on an individual. 
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During this time of insight into the effects of prenatal alcohol exposure, the 

examination of the impact of FASD on family functioning has been neglected. Little is 

known about stress and coping in families experiencing the daily challenges of living 

with a child prenatally exposed to alcohol. To date, only two known studies have been 

published that focus on parenting a child diagnosed with FASD, and both are qualitative 

investigations (Gardner, 2000; Morrissette, 2001). The results from these investigations 

indicate that foster/adoptive parents cope with stress by relying on a support system, 

changing expectations about their child's potential, and by employing practical strategies 

such as providing a consistent environment and constant supervision. These findings 

suggest that caregivers employ specific strategies that enable them to cope with the 

behavioural and cognitive difficulties observed in children with FASD. However, it is not 

yet clear which coping behaviours most effectively relieve stress and promote 

adjustment. 

Rational for the Current Study 

It is evident that there is a lack of empirical research regarding which types of coping 

responses are most beneficial for caregivers of children with FASD. Without this 

knowledge it is difficult to predict which coping strategies contribute to individual and 

social well being. Consequently, effective empirically based interventions aimed at 

supporting and assisting families of children with FASD are scarce. Thus, the purpose of 

this study is to gain a better understanding of the coping responses used by parents of 

children with FASD. However, due to the lack of research with this particular population, 

this investigation should be considered a preliminary analysis. Using a social model of 

coping, the coping behaviours of both members of a couple parenting a child with F A S D 
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are examined in relation to the primary caregiver's depressive symptoms and marital 

adjustment. Specifically, the objective of this endeavour is to determine how much each 

member's coping behaviours contribute to the primary caregiver's individual and social 

well being. 

In the current study, mothers were chosen as the primary caregivers. Researchers have 

consistently shown that overall, women tend to predominate the care giving role (e.g., 

Hirst, 1985; Schilling, Sckinke, & Kirkham, 1988; Stone, Cafferata, & Sangl, 1987). In 

samples of families with children with developmental disabilities, fathers actually 

participated less in childcare, than in families without children with disabilities (Bristol, 

Gallagher, & Schopler, 1988). Furthermore, it is a reality that seven out of ten couples 

with children are both employed in the workforce, and in these households, employed 

mothers still spend roughly double the time on the care of children than do employed 

fathers (Vanier Institute of the Family, 1997). Therefore, it is reasonable to assume that 

mothers of children with FASD are generally the primary caregivers. 

The rationale for choosing primary caregivers' symptoms of depression and marital 

adjustment as dependent measures is based both on theory and the results of previous 

research. The first variable, depressive symptoms, has been examined in thousands of 

studies in relation to coping behaviours. Accumulating evidence suggests that specific 

coping responses are significantly correlated with symptoms of depression (e.g., Giunta 

& Compas, 1993; Hobfoll et al., 1994). In accordance with these findings, it is assumed 

that coping efforts act as mediators between stressful events and emotional responses 

(Endler & Parker, 1992; Folkman & Lazarus, 1991). 
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Examining the factors that contribute to depression is important for several reasons. 

Depression is a condition that impairs functioning at work, in parental roles, and in 

relationships. Researchers have even shown that depression has implications for the 

health of the affected individual. It has been demonstrated that depression is a risk factor 

for heart disease (Nemeroff, Musselman, Evans, & 1998; Pratt, Ford, Crum, Armenian, 

Gallo, & Eaton, 1996) and is associated with increased rates of mortality due to medical 

conditions and accidents (Tsuang & Simpson, 1985). 

In the realm of marital and family relationships, depression also has serious 

consequences. For example, it has been shown that couples with a depressed member 

report more negative, hostile, and mistrusting interactions than nondepressed couples 

(Kahn, Coyne, & Margolin, 1985). Similarly, Gotlib and Whiffen (1989) found that 

depressed psychiatric patients and their spouses reported lower marital adjustment than 

did community control couples. In addition, numerous family studies have indicated that 

parental depression has adverse consequences for children's outcomes (for a review see 

Goodman & Gotlib, 2002). For example, rates of psychiatric disorders of children of 

depressed parents range from 41% (Orvaschel, Walsh-Allis, & Ye, 1988) to 77% 

(Hammen, Adrian, Gordon, Burge, Jaenicke, & Hiroto, 1987). 

There is also evidence, though not as well researched, that the second dependent 

variable, marital adjustment, is associated with coping responses. Specifically, coping by 

one member of a couple has been shown to be related to individual relationship 

adjustment (Bouchard, Sabourin, Wright, Lussier, Richer, & 1998; Cohan & Bradbury, 

1994) as well as partner's marital adjustment ( Dahlquist et al., 1993; Ptacek & Dodge, 

1995) . Since "couples coping" is a relatively new concept, theory in this area is not 
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clearly established. However, the model that is employed in this study, the multiaxial 

model of coping (Dunahoo et al., 1998; Hobfoll et al., 1994; Monnier, Hobfoll, et al., 

1998) contends that there are social implications of coping behaviours, and marital 

adjustment is perceived as one of these social consequences. This is further described in 

the subsequent chapter. 

Researchers investigating marital distress have shown that marital adjustment has 

implications for the whole family. As previously discussed, there is evidence that 

depression leads to marital distress (Gotlib & Whiffen, 1989), but there is also evidence 

that martial distress leads to depression (e.g., Beach & O'Leary, 1993; Weissman & 

Paykel, 1974). In addition, researchers have demonstrated that conflict-ridden 

relationships are associated with children's adjustment problems (see Cummings, Goeke-

Morey, & Papp, 2001 for a review). Specifically, Cummings and colleagues (2001) 

describe investigations that show that children from high conflict homes exhibit more 

externalizing and internalizing disorders, display lower social competence with peers, and 

have more academic problems than children from low conflict homes. 

Altogether, the evidence from the literature pertaining to the areas of depression and 

marital adjustment suggests that these two variables are important outcome measures that 

contribute to the quality of life of all family members. Since it has been shown in 

previous research that coping response are correlated to each of these variables, it is 

important to investigate how coping behaviours contribute to symptoms of depression 

and marital distress in caregivers of children with FASD. 
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Study Outline 

In the first half of chapter two, an overview of the literature in the area of stress and 

coping is presented. It includes a summary of popular stress and coping research as well 

as working definitions pertaining to the current research. In the second part of this 

chapter, a description of the effects of prenatal alcohol exposure is provided in the 

context of stress and coping. Finally, the literature pertaining to the mediating variables 

in parental coping research is reviewed. Chapter three consists of the current study's 

research methodology and is divided into five sections describing the research design, 

procedures for data collection, participants, measurement instruments employed, and the 

data analysis. In chapter four the results of the data analysis are presented. Finally, 

chapter five includes a discussion of the results and implications, research limitations, 

and directions for future research. 
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CHAPTER TWO: LITERATURE REVIEW 

In this chapter, theoretical perspectives of stress and coping are examined and 

arguments are made in support of the model that is used to guide this study. Specifically, 

the definitions of constructs of stress and coping are reviewed, as well as the advantages 

and disadvantages of using particular working models. In the second part of the chapter, 

characteristics of FASD are discussed within the context of parental stress and coping. 

Rationale is provided as to why parenting a child with FASD may include more stressful 

experiences than parenting a child without a disability. Finally, the mediating variables of 

parental stress and coping in relevant areas of research are identified. 

Traditional Models of Stress 

The concept of stress has become the focus of much research in the past 50 years. 

Despite the large number of studies that have investigated this concept, there is not a 

consensus among researchers regarding the definition of stress. Initially, stress was 

believed to be the effect of external stimuli and the individual was a passive recipient to it 

(Seyle, 1956). From this perspective, the emotional arousal resulting from the external 

agent produced a physiological stress reaction. However, this model did not explain why 

some people displayed a stress reaction to an external stimulus while others did not. 

Lazarus and Folkman (1984) argue that stress does not simply arise as a result of an 

external stimulus, but also is a consequence of individual appraisal. According to this 

theoretical perspective, i f an event or situation is perceived as exceeding resources or 

endangering well being, a stress reaction occurs. In this process, there is a transaction 

between the environment and the individual that is viewed as a dynamic interaction. The 

revised development of this model, the cognitive-motivational-relational theory proposes 
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that an individual's situational variables (knowledge and beliefs) and personal variables 

(goals, needs, and abilities interact with appraisal) interact together to produce emotional 

responses (Lazarus, 1991, 1993; Lazarus & Smith, 1988). 

Recently, several arguments have been proposed to challenge this approach. At the 

centre of Lazarus and Folkman's (1984) definition of stress, is a reliance on the 

individual's perceptions of their surroundings. Hobfoll (1998) points out that "by basing 

the existence of stress on perception, we cannot disentangle whether we are receiving 

report of the stressor, the emotional response, the perceived difficulty of coping, or the 

amalgam of all of these" (p. 29). From this perspective, there is a lack of distinction 

between coping and appraisal, hence making the primary assumptions of this model 

problematic. Consequently, Hobfoll (1988, 1998) argues that this model is circular and 

difficult to test. He reasons that the central tenant of individualistic theories is 

contradictory to the purpose of research, which is to gather evidence to support a 

hypothesis based on a model of appraisal. 

Following the philosophical lead of existentialism, and more recently, social 

constructionism, psychology has come to equate the selfs experience of the world as 

the world. If this philosophical stance is an accepted assumption, then there is no need 

for empirical inquiry as the extent real events influence individuals independent of 

their perceptions. There are no real worlds (Hobfoll, 1998, p. 41). 

Also, according to Lazarus and Folkman (1984) the types of coping behaviours 

employed by people are determined by the demand of the situation rather than by 

preferred styles of coping. While they acknowledge that some pattern of responding 

exists in congruence with person characteristics, it is not a major focus of their model 
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(Folkman & Lazarus, 1988, 1991). Essentially, coping behaviours change over time in 

response to changing demands and perceptions of the situation. Hobfoll (1988) proposes 

that coping responses are influenced both by the situational context as well as preferred 

styles of coping. He speculates that people eventually adopt a repertoire of coping 

responses that they are comfortable for them. However, he warns that an individual will 

not use a preferred style of coping i f it does not meet the demands of the situation. Thus, 

Hobfoll (1988) argues that the distinction between trait versus state coping does not truly 

exist. 

In response to these limitations, Hobfoll proposed a model that takes into account 

several of these problems. The Conservation of Resources (COR) theory (Hobfoll, 

1988,1989) was developed to be applicable across culture and time periods. As well, the 

elasticity of this theory makes it a more testable model (Hobfoll, 1998). 

Conservation of Resources (COR) Theory 

Hobfoll (1998) suggests that by understanding what people value in general and in a 

given culture, the prediction of stress is based on both individual and social-structural 

components. These social-structural components include the individual's attachments to 

families, religious institutions, employment organizations, charitable institutions, 

neighbourhoods, and ethnic groups. "At this level of social organization, people come to 

see themselves as deserving of esteem, status, and the right to earn a livelihood" 

(Hobfoll, 1998, p.45). Within this system, the things that people value are termed 

resources. 

COR theory (Hobfoll, 1988,1989) is a motivational model which states "that 

individuals strive to obtain, retain, protect that which they value, and in order to gain 
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resources or prevent loss, one must invest resources" (Monnier, Hobfoll, & Stone, 1996, 

p. 192). In accordance with COR theory, resources are defined as the things people either 

directly value, such as a home or health, or are instrumental in acquiring the things that 

they value, such as money or knowledge (Hobfoll, 1998). Breaking resources down 

categorically, Hobfoll describes the different types as object resources (e.g. home, 

transportation, clothing), personal resources (e.g. mastery, self-esteem, optimism), 

condition resources (e.g. employment, marriage, being attached to loving others), and 

energy resources (e.g. credit, money, and knowledge). 

The occurrence of psychological stress is thought to occur when an individual is 

threatened with resource loss, when resource loss is experienced, or resources are not 

gained when they are invested (Hobfoll, 1998). " The first principle of COR theory is that 

resource loss is more impactful than gain" (Hobfoll, Ennis, & Kay, 2000 p. 271). 

Evidence of this tenant has been demonstrated in several studies conducted by Hobfoll 

and his colleagues (e.g., Hobfoll & Lilly, 1993; Wells, Hobfoll, & Lavin, 1997,1999). 

For example, Wells and colleagues (1997) examined stress, coping, and employment 

status (multiple roles) in 92 pregnant women within the framework of COR theory. The 

results indicated that women's resource loss predicted symptoms of depression better 

than their resource gains or their employment status. However, research has also shown 

that gain is important as a protective-buffering agent when resource loss has occurred 

(Wells et al., 1999). 

"The second principle of COR theory is that people must invest resources in order to 

obtain, retain, protect, and foster other resources" (Hobfoll, et al., 2000 p. 271). For 

example, an individual may take a night course, investing money and self-esteem, in 
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order to gain more money and self-esteem. Similarly, to sustain interpersonal 

relationships, the investment of time, trust and energy are needed. As a result, there is a 

potential for future social support, which may protect other resources such as self-esteem 

and optimism during a stressful event. 

With respect to coping behaviours, Hobfoll (1998) points out that coping requires the 

use of external and internal resources. In accordance with COR theory, these investments 

are used to foster future resource gain and prevent resource loss. Therefore, certain 

coping responses may effectively protect and foster resources, while others, threaten or 

create resource loss. Specifically, coping efforts that harm or alienate others may work to 

deplete the prospect of future supporters (Lane & Hobfoll, 1992; DeLongis & O'Brien, 

1990), consequently depleting other resources. In contrast, coping behaviours that 

promote healthy relationships preserve and create resources that can be consumed or 

employed during stressful events. 

The relationship of COR theory to coping behaviours is a relatively new concept in 

the stress and coping literature. Consequently, COR theory's assumptions about coping 

behaviours are not compatible with traditional models of coping. Thus, in accordance 

with COR theory, a compatible model of coping has been developed by Hobfoll and his 

colleagues (1994). This model is proposed as an alternative to Lazarus and Folkman's 

(1984) transactional model of coping that has dominated the research literature over the 

past 15 years. 

Traditional Models of Coping 

Researchers interested in coping have most often employed an individualistic 

framework which views coping activities as being performed in social isolation. 
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According to this paradigm, the coping process involves the individual's perceptions of 

the threat (appraisal) and the evaluation of the cognitive and instrumental options 

available to respond to it (secondary appraisal) (Lazarus, 1991; Lazarus & Folkman, 

1984; Lazarus & Smith, 1988). Emotion-focused coping and problem-focused coping 

result from this appraisal and are associated with either negative or positive psychological 

outcomes. Problem-focused coping is action-oriented and is aimed at changing the source 

of stress by problem solving. Emotion-focused coping is aimed at regulating or reducing 

emotions that are related to the source of the stress. To measure the degree of emotion-

focused versus problem-focused coping, the Ways of Coping Checklist (WOCC) 

constructed by Lazarus and Folkman (1984) has been the most influential measurement 

of coping. Various versions of it have been used in hundreds of studies to examine coping 

activity in situational contexts. 

Most of the results from research that has adopted this model, has shown that 

emotional and avoidance coping is related to high levels of emotional distress, whereas, 

problem-focused coping is related to lower levels of distress (e.g., Billings & Moos 1981; 

Lutzsky & Knight, 1994). Furthermore, some researchers argue that it is characteristic of 

men to use problem-focused coping, while women employ emotion-focused coping 

(Billings & Moos, 1981; Pearlin & Schooler, 1978; Stone & Neale, 1984). However, the 

basis of this model has come under attack in recent years. 

It has been contested that problem-focused coping in some cases may be aggressive or 

passive-aggressive, resulting in the harm of others and possible alienation of potential 

supporters (DeLongis & O'Brien, 1990; Lane & Hobfoll, 1992). Specifically, it has been 

proposed that certain coping behaviours may reduce the individual's distress, but at the 
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same time damage relationships and possibly obstruct another person's goals and 

adjustment (Hobfoll et al., 1994). In accordance with COR theory, the long-term 

consequences of antisocial coping may include the loss of emotional support in times of 

resources loss, and thus an eventual increase in psychological distress for the individual 

coping in an antisocial manner. 

Critics further argue that the effectiveness of coping behaviours should not be solely 

judged upon one's emotional well being and achievement of goals, but consideration of 

the social ramifications of coping activities should also be examined (DeLongis & 

O'Brien 1990; Hobfoll et al., 1994). Evidence for this argument is apparent in research 

that has shown that an individual's coping behaviours can predict partner's levels of 

individual adjustment (Coyne & Smith, 1991; Wamboldt, Steinglass & De-Nour, 1991) 

and marital adjustment (Cohan & Bradbury, 1994; Dahlquist et al., 1993; Monnier et al., 

2000; Ptacek & Dodge, 1995). Furthermore, conventional scales of coping fail to 

measure aspects of coping that are considered to be aggressive and/or antisocial and 

prosocial. As a result, most researchers have failed to tap into these constructs and in 

doing so, have denied the range of human possibilities. 

In the past ten years, researchers have begun to recognize the social implications of 

coping (e.g. Hobfoll et al., 1994; Lyons et al., 1998). Some of the first investigators to 

examine the social context of coping were Coyne and his colleagues (e.g., Coyne & 

Fiske, 1992; Coyne & Smith, 1991). Their research has provided evidence that coping is 

not an individualistic process, but instead is a social process that involves others in the 

coper's environment. Since this research has enhanced the understanding of coping 
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within spousal relationships, it is important to acknowledge and describe the work of 

Coyne and his colleagues. 

Coping Interdependence Between Couples 

Relationship-Focused Coping 

Dissatisfied with coping models that subscribed to an individualistic philosophy, 

Coyne and Smith, (1991,1994) adopted a more contextual approach to investigating 

couples coping with illness. Specifically, they stated that 

focusing on processes occurring within couples in the aftermath of a husband's 

myocardial infarction, we find that coping is best conceptualized as a thoroughly 

dyadic affair. What needs to be done in coping with the infarction—the tasks or issues 

that coping entails—is shaped by what each partner does and how the other responds. 

To a large degree, such give and take, not just the couple's perception of the event, 

determines how the event unfolds and reverberates in these people's lives (Coyne & 

Smith, 1991, p. 405). 

In this statement, Coyne and Smith (1991) stress the importance of examining the 

interdependence between couples when measuring factors related to coping with a major 

stressor. From this perspective, both members of the dyad cope with the illness, and the 

repercussions from the strategies used by each member have consequences for the other. 

Coyne and Smith (1991,1994) also viewed the measurement tools based on traditional 

models of coping as limited instruments that provided an incomplete picture of the social 

implications of coping behaviours. Hence, they developed a relationship coping measure 

to examine the ramifications of couples' coping activities on each other's adjustment. 

The two classes of relationship coping are active engagement and protective buffering. 
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"Active engagement is a matter of involving the partner in discussions, inquiring how the 

partner feels, and other constructive problem-solving. Protective buffering is a matter of 

hiding concerns, denying worries, and yielding to the partner to avoid disagreements" 

(Coyne & Smith, 1991, p. 405). 

Results of research utilizing this model have produced some interesting findings. In a 

study examining couples coping with myocardial infarction, Coyne and Smith (1991) 

showed that when patients (husbands) used active engagement strategies, both members 

of the couple experienced less distress (i.e, less symptoms of depression and anxiety). In 

addition, wives of cardiac patients who protectively buffered were more distressed (i.e., 

more symptoms of depression and anxiety). In a second study (Coyne & Smith, 1994) 

using the same sample of patients and their spouses, the relationship between patient self-

efficacy and coping responses was explored. It was demonstrated that wife's protective 

buffering was related to increased patient self-efficacy. Harpur (1998,2002) used 

Coyne's model to examine couples coping with gynecological cancer. Results indicated a 

significant negative relationship between spousal protective buffering and patient distress 

(i.e., symptoms of depression and anxiety). However, contrary to the results of Coyne and 

Smith (1994), patient (wife) active engagement was not predictive of decreased distress. 

These results highlight the complexity of negotiating a relationship and the emotional 

trade-off that occurs between couples. Evidence from these studies implies that wives 

may be protectively buffering at the expense of their own distress. In a sense, there is a 

trade-off between patient and spousal distress. 

These findings suggest that coping efforts of one member of a dyad may affect the 

other and that these interactions are complex, as opposed to simple linear relationships. 
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Rather than subscribing to a framework that only measures individual coping activity, the 

work of Coyne and his colleagues reiterate the deficiencies of exclusively using a 

problem-focused versus emotion-focused division to examine the impact of coping 

behaviours in couples. Even though this approach considers the social implications of 

coping, it has been recognized that the concept of relationship-focused coping has not 

been advanced to a comprehensive theory of stress and coping (Lyons et al., 1998). 

The Effects of Coping on Depressive Symptoms 

In their work with couples facing a health threat, Coyne and Smith (1991, 1994) as 

well as Harpur (1998) demonstrated the importance of measuring both partners coping 

behaviours in relation to symptoms of anxiety and depression. With respect to couples 

coping with a child with FASD, it is assumed that both members are exposed to parenting 

challenges. Even though this may occur in different ways, it is still thought that each 

member is faced with situations that demand coping efforts. As each member of the 

couple is employing coping strategies, the social implications of these actions are 

unfolding. In the current study, caregiver depressive symptomology is one of the 

outcomes being measures. This variable becomes a social implication of coping when a 

relationship with partners' coping behaviours is demonstrated. Symptoms of depression 

are defined according to the measure being employed in the present study to assess 

depressive symptoms. To evaluate symptoms of depression, the Center for 

Epidemiological Studies Depression Scale (CES-D) (Radloff, 1977) assesses depressed 

mood, feelings of guilt and worthlessness, helplessness and hopelessness, psychomotor 

retardation, loss of appetite, and sleep disturbance. 



As caregiver depression has serious consequences for the entire family, it is critical to 

understand the factors that contribute to it. Thus, for a thorough evaluation, both partners' 

coping behaviours need to be examined in relation to caregivers' symptoms of 

depression. Evidence of this assumption is supported by the results from several other 

researchers who have demonstrated the interdependence between couples' coping 

behaviours. It should be noted that none of these investigators have employed a model 

that specifically measures the social aspects of coping as Coyne and his colleagues did 

with relationship-focused coping. 

In the first study reviewed, Wamboldt et al. (1991) examined the relationship between 

couples' coping behaviours and psychological adjustment two years after forced 

geographic relocation. They found that individual coping was predictive of both 

members' adjustment. Specifically, the highest level of "active coping" (not described in 

this study) within either partner of the couple was the most powerful predictor of each 

member's adjustment. It was also shown that husbands' coping style predicted both their 

own level of adjustment as well as their wives' level of adjustment. 

Giunta and Compas (1993) demonstrated similar results in a study examining the 

coping patterns of 153 married couples. In this investigation, regression analysis was 

employed to identify the relative contribution of each spouse's coping to their own 

psychological adjustment, as well as their partner's psychological adjustment. The results 

indicated that wives' use of escape-avoidance coping was related to their own and their 

husbands' depressive and somatic symptoms. However, husbands' coping behaviours did 

not predict wives' symptoms. 



In a more recent study, Berghuis and Stanton (2002) examined partners' coping 

processes with regard to infertility in relation to depressive symptoms. Forty-three 

couples completed the Coping Orientation Problem Experiences (COPE) scale (Carver, 

Scheier, & Weintraub, 1989) and the Beck Depression Inventory - Second Edition (BDI-

II) (Beck, Steer, & Brown, 1996) the week prior to and the week after receiving a 

negative pregnancy test. The results from a hierarchical multiple regression analysis 

revealed coping strategies as significant predictors of symptoms of depression for both 

male and female partners. For women, the use of social support seeking behaviour, 

problem or emotion-focused coping, or the low use of avoidant coping was associated 

with less depressive symptoms. Symptoms of depression also decreased for women when 

their partners used problem-focused coping or positive reinterpretation. For men, 

depressive symptoms decreased when they used coping strategies that involved positive 

reinterpretation, emotional processing or expression, or the low use of avoidance coping. 

Similarly, men's depressive symptoms decreased when their partners made low use of 

avoidance coping as well as religious coping. Interestingly, results similar to these have 

been shown in previous studies with the same population. Specifically, researchers have 

demonstrated the negative effects of avoidance-oriented coping (Hynes, Callan, Terry, & 

Gallois, 1992; Stanton, Tennen, Affleck, & Mendola, 1992) and the positive effects of 

support seeking and emotional expression on individual well being (Stanton et al., 1992). 

Altogether, these results reiterate the importance of examining both members of a 

couple's coping behaviours when considering each one's level of adjustment. Similarly, 

it is important to investigate both partners coping responses when evaluating relationship 

adjustment in couples. In the following section this is further addressed. 



21 

The Effects of Coping on Marital Adjustment. 

Marital and cohabiting relationships often include social situations that have important 

consequences for the emotional and physical well being of all members of a family. 

Pertaining to the population in the current study, a variety of challenges associated with 

FASD exist that both members must attend to within their role as parents and spouses. 

Given the high day-to-day demands of a child with FASD, co-operation and support 

within marital and cohabiting relationships is critical. Therefore, understanding the 

factors that contribute to the quality and stability of these relationships is important, 

especially when providing intervention to couples in distress. In the past, the association 

between coping behaviour and marital adjustment was overlooked. Investigations of 

these topics have ordinarily remained isolated from one another and have progressed in 

separate directions. However, some researchers contend that this should not be the case 

and that these two variables are in fact related to one another. 

It has been argued that when one partner's reactions to stress become a source of 

stress for the other member, the relationship is affected by the behavioural and emotional 

contaminants (Ptacek & Dodge, 1995). Consider, for example, a situation where a couple 

is parenting an adolescent with FASD who frequently engages in criminal activities that 

involve stealing and vandalism. The couple attempts to cope with their child's behaviours 

by discussing their feelings, but end up blaming one another. This becomes a common 

occurrence altering the way they interact with one another, consequently affecting the 

stability and quality of their relationship. 

Evidence of couples' coping behaviours on marital adjustment has recently been 

demonstrated in several studies. In a cross-sectional and longitudinal analyses, Bouchard 
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and his colleagues (1998) examined the predictive validity of coping strategies on marital 

satisfaction. In this study, the marital adjustment of both partners was considered in 

relation to their own and each other's coping strategies. An overall score of relationship 

satisfaction, reflecting consensus, satisfaction, cohesion, and affectional expression, on 

the Dyadic Adjustment Scale (DAS) (Spanier, 1989) was used to determine levels of 

marital satisfaction. The results revealed that coping strategies predicted self and partner 

marital satisfaction. For men, the use of distancing-avoidance and confrontation-seeking 

social support was related to a decrease in marital satisfaction. In addition, husbands' use 

of confrontation-seeking social support and denial significantly affected their wives 

marital satisfaction. For women, distance-avoidance coping was related to a decrease in 

their own martial satisfaction as well as their partners. These results imply that coping 

activity does indeed impact marital adjustment. 

Dahlquist et al. (1993) also investigated couples' use of coping strategies in relation to 

marital satisfaction. However, the couples in this study were in the midst of experiencing 

a highly stressful event. The sample consisted of 67 marital couples who were parents of 

children newly diagnosed with cancer. The concept of repression-sensitization coping 

was used to predict marital satisfaction, as measured by the DAS (Spanier, 1976). 

Repression being defined as "the tendency to avoid or not think about stressful stimuli, 

whereas sensitization refers to the tendency to focus on or approach these stimuli" 

(Dahlquist et al., 1993, p. 369). When the couples' repression-sensitization coping scores 

were combined for the analyses, they were related to both the husband and wives' marital 

distress, thus, accounting for a significant amount of variance in both the mothers and 

fathers' marital distress scores. 
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In another study, in which the primary goal was to evaluate the Marital Coping 

Inventory (MCI), Cohan and Bradbury (1994) demonstrated the cross over effects of 

spouses' coping behaviours on marital satisfaction. Participants consisted of 120 

newlywed spouses who were administered the MCI and measures of marital satisfaction. 

Wives' use of Self Interest Coping (engaging in social relationships and hobbies outside 

of the marriage) and Conflict Coping (use of conflict, antagonism, criticism, and 

sarcasm) were shown to be related to husbands' lower levels of marital satisfaction. 

Similarly, husbands' use of Self Interest Coping was shown to be related to wives' lower 

levels of marital satisfaction. 

Altogether, the results of these studies confirm the importance of evaluating marital 

adjustment in addition to individual symptoms of depression when investigating the 

effects of couples' coping behaviours. Furthermore, these results suggest that to fully 

understand the consequences of coping behaviours, it is also necessary to measure the 

crossover effects of coping responses from one partner to the other. This means that the 

coping behaviours of both members in a relationship must be investigated in relation to 

the outcome variables, which in the current study are caregivers' symptoms of depression 

and marital adjustment. As previously described, in several studies these two dependent 

variables have been shown to be related to coping behaviours (e.g., Berghuis & Stanton, 

2002; Cohan & Bradbury, 1994; Wamboldt et al., 1991). Therefore, it is important to 

include them both when examining the effects of coping behaviours. 

To understand and assess the coping behaviours of couples, most researchers such as 

Giunta and Compas (1993) and Bouchard et al. (1998) used the revised Ways of Coping 

Checklist (WCQ) (Folkman & Lazarus, 1988). However, this measure fails to evaluate 
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the social aspects of coping and thus limits the types of experiences reported by 

participants. Even when the crossover effects of coping are evaluated using this 

instrument, it is difficult to interpret the results because Lazarus and Folkman's (1984), 

transactional theory of coping does not explain why particular coping behaviours may be 

associated with certain social implications. 

The Multiaxial Model of Coping 

To address these limitations, Hobfoll and colleagues (1994) developed an alternative 

approach to investigate coping behaviours. The multiaxial model of coping is based on 

the premise that there are both individualistic and communal aspects to coping. This 

approach rests on the assumption that there are three dimensions involved in coping 

activities: active-passive, prosocial-antisocial, and direct-indirect. 

The function of the first axis, the active versus passive coping dimension, is to 

indicate the magnitude of coping activity (Hobfoll, 1998). Its purpose is to differentiate 

the individual who is active as opposed to passive when responding to a problem. Hobfoll 

(1998) stresses that this dimension is different from problem-focused coping (Lazarus & 

Folkman, 1984). It not only denotes coping that involves behaviour that is individualistic, 

but it also includes activity that suggests being assertive without harming others. 

The function of the prosocial-antisocial axis is to measure social dimensions of coping 

activities. Prosocial coping entails the positive use of social resources in a stressful 

situation (Hobfoll et al., 1994). Essentially, it encompasses adaptive behaviours that 

include seeking social support and co-operating with others to meet goals. It should be 

noted that other instruments, such as the COPE scale (Carver et al., 1989), that measures 

seeking social support behaviours do so in relation to meeting one's own goals, rather 
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than common goals or someone else's goals. At the opposite end of the axis is antisocial 

coping. This type of coping involves behaviours that may reduce stress for a short time, 

but ultimately will cause harm to others and damage relationships. This type of coping 

entails tactics that are exploitive in nature, and that enable the individual to put 

themselves in a position of advantage at the expense of other's needs (Hobfoll, 1998). 

Unlike other models of coping, this model, through the prosocial-antisocial dimension 

allows for the consideration of the social outcomes of coping. 

The third axis was added to the model to further address communal aspects of coping. 

It is suggested that even when people are active in confronting a stressor, they conduct 

themselves in a way that denotes directness or indirectness. To further clarify, Dunahoo 

and colleagues (1998) explain that "it is a common practice to manipulate the 

environment indirectly so that your company gains an advantage without the other 

company losing face" (p. 141). They propose that this type of behaviour requires a high 

degree of activity and goal-directed stance that occurs behind the scenes". In doing so, 

the faces of the parties involved are maintained and the good of all is upheld. 

Since the development of the multiaxial model of coping (Hobfoll et al., 1994) and its 

companion measurement instrument, the Strategic Approach to Coping Scale (SACS), 

researchers have reported specific patterns of results. First, it has been shown that 

prosocial coping is related to better psychological functioning than antisocial coping 

(Dunahoo, et al., 1998, Monnier, et al., 1998; Monnier et al., 2000; Wells et al., 1997). 

According to the multiaxial model of coping, behaviours that allow all members to meet 

their goals through co-operative situations ensure that relationships are maintained and 

strengthened. Social support (social resource) can then be easily accessed at a later time 
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when a stressful situation arises. As a result, the effects of stress are buffered and less 

depressive symptoms are experienced. When antisocial coping methods are employed, 

the opposite is anticipated to occur. That is, potential supporters are alienated and less 

social support is available to buffer the effects of stress which consequently leads to more 

symptoms of depression. 

Results from research have also indicated that women are more likely to use prosocial 

coping, where as, men are more likely to employ antisocial coping methods (Dunahoo et 

al., 1998; Hobfoll et al., 1994; Monnier, Hobfoll et al., 1998; Monnier, Stone, Hobfoll, & 

Johnson, 1998). With respect to "gendered coping in couples", Hobfoll, Cameron, 

Chapman, and Gallagher (1996) maintain that there are important consequences 

reflecting coping differences. 

Women appear to be gearing their coping efforts toward the needs of their loved ones, 

whereas men are more likely to disregard the consequences their coping efforts may 

have for others. This disregard may potentially contribute to women's being at greater 

risk for dysphoria, powerlessness, and loneliness, and may be the root of conflict and 

poor communication between partners (Hobfoll et al., p. 458,1996). 

Hobfoll and his colleagues (1996) also comment that the causes of these coping style 

differences remain unclear. However, they contemplate that it may be related to 

differences in the power and control that traditionally characterize men and women's 

roles in society. As well, they mention that the differences in role demands may be 

related to the adoption of certain coping styles. 

In another study (Monnier, Stone et al., 1998), evidence of the theoretical 

underpinnings of the multiaxial model of coping has been demonstrated. In this 
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investigation, antisocial and prosocial coping behaviours on support processes among 

men and women in the U.S postal service were examined. The findings indicated that 

prosocial coping was related to increased work place support in both the short and long 

term. Essentially, when an individual uses coping strategies that are co-operative in 

nature and help others to meet their goals, relationships are preserved and more social 

support is acquired. Contrary to predictions, antisocial coping was associated with a 

decrease in social support in the short-term, but not in the long-term. Monnier and 

colleagues (1998) proposed that this was a consequence of the endorsement of antisocial 

behaviour that has become associated with the postal service. 

The patterns of results obtained using the SACS and multiaxial model of coping 

appear to be similar to those associated with Lazarus and Folkman's (1984) model of 

coping; that is, problem-focused coping is related to better psychological well being, 

where as, emotion-focused coping is related to poorer psychological well being. 

However, it is very important that terminology not be confused. Antisocial coping is not 

equivalent to emotion-focused coping and prosocial coping is not equivalent to problem-

focused coping. On the contrary, antisocial coping involves behaviours that are 

aggressive and exploitive to others, while emotion-focused coping involves the regulation 

of one's own emotions. Similarly, prosocial coping involves seeking social support and 

co-operating with others to maintain social relationships and meet individual and 

communal goals, where as, problem-focused coping involves taking action based on 

problem-solving activities to meet one's own goals. To clarify, the primary difference 

between the coping responses determined by these two models is that one measures the 

social ramifications of coping while the other one does not. 
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Recently, Monnier et al (2000) investigated the social ramifications of coping using 

the SACS to evaluate the direct and crossover effects of couples' coping behaviours. 

They examined the association between prosocial and antisocial coping to individual and 

relationship well being in Fire Emergency Workers (FEWs) and their partners. This study 

is of particular interest since it is the first of its kind to use the multiaxial model of coping 

to examine the social implications of coping behaviours in couples. The findings 

indicated that the FEW'S prosocial coping was associated with positive psychological 

outcomes, where as antisocial coping was associated with negative psychological 

outcomes (direct effects). In addition, when FEWs and their partners employed prosocial 

coping strategies, better relationship adjustment was reported (direct effect). Finally, 

partners' prosocial coping behaviours predicted better relationship outcomes for the 

FEWs, indicating crossover effects. From a theoretical standpoint it is assumed that 

coping efforts that promote co-operation and allow both members to meet their goals wil l 

preserve relationships, thus increasing relationship adjustment. 

In this study, FEWs were nominated as the target population of investigation because 

of their high stress profession. To defend this rationale, Monnier and colleagues (2000) 

listed a variety of stressful circumstances experienced by FEWs, such as performing life-

saving aid, suppressing fires under dangerous conditions, and witnessing traumatic 

emotional events. Presently, it is unknown whether other populations that experience 

periodic stressful conditions would report similar patterns of coping in relation to 

individual and marital adjustment. However, based on the results from past studies, it is 

expected that the population proposed in this study, caregivers of children with FASD, 

will report similar outcome patterns in relation to their own as well as their spouses' 



coping behaviours. Specifically, higher levels of depressive symptoms and lower levels 

of marital adjustment are expected to be related to the greater use of antisocial coping 

strategies by caregivers and their spouses. Where as lower levels of depressive symptoms 

and higher levels of marital adjustment are expected to be related to the greater use of 

prosocial coping strategies by caregivers and their spouses. In expectation of these 

predictions, it is assumed that the characteristics associated with FASD will precipitate 

stressful events for a couple parenting a child prenatally exposed to alcohol. This will be 

discussed in the following section. 

Characteristics of FASD 

In the late 1960's, French researchers were the first to describe the cluster of 

anomalies that often characterize children prenatally exposed to alcohol (Lemoine, 

Harousseau, Borteyru, Menuet, 1968). In the United States, Jones and Smith (1973) 

identified a similar "pattern of malformations" in the offspring of chronic alcoholic 

women that they called fetal alcohol syndrome (FAS). The specific features of FAS 

include (1) pre-and/or postnatal growth retardation, (2) a pattern of craniofacial 

characteristics including short palpebral fissures (eye openings), a long smooth philtrum 

(area between mouth and nose), an elongated midface, and a thin vermillion (lip), and (3) 

some central nervous system (CNS) dysfunction including structural abnormality, such as 

microcephaly (small head circumference), cognitive impairments, and behavioural 

deficits (Clarren & Smith, 1978; Jones, Smith, Ulleland, & Streissguth, 1973). For a 

diagnosis of FAS, all three of these criteria are required with confirmation of significant 

prenatal alcohol exposure. Recently, the Institute of Medicine (IOM) (Strattton, Howe, & 
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Battaglia, 1996) has revised the definition of FAS to include two categories, one with and 

one without maternal alcohol consumption confirmation. 

The effects of prenatal alcohol exposure fall on a continuum with FAS at one end and 

normalcy at the other. Since the mid 1970's cases have been reported in which a child is 

clearly alcohol affected, but does not meet the full criteria for an FAS diagnosis or 

displays varying degrees of the symptoms (Clarren & Smith, 1978). Terms such as fetal 

alcohol effects (FAE) and alcohol related birth defects (ARBD) are used to describe a set 

of characteristics that represent a specific point on the continuum. Even though the 

criteria for these diagnoses do not include all of the features of FAS, the impact of CNS 

dysfunction may be similar to those observed in FAS (e.g., Shaywitz, Cohen, & 

Shaywitz,1980; Streissguth, Barr, Sampson, Darby, & Martin, 1989) 

Likewise, a diagnosis of FAS is not always indicative of a developmental disability, 

nor does it signify the severity of the CNS dysfunction. In some cases of prenatal alcohol 

exposure, deficits are minimal while in other cases, functioning is impaired across all 

domains. Since FAS is only one point on the continuum, it is important to acknowledge 

that the effects of alcohol produce a variety of heterogeneous outcomes. It is possible that 

children prenatally exposed to alcohol without characteristic facial features of FAS have 

similar cognitive and behavioural difficulties as children with FAS. Evidence of this is 

provided by research involving magnetic resonance imaging (MRI), pictures of the 

brain's structure. In a review of the research pertaining to MRI and prenatal exposure to 

alcohol (PEA), Mattson and Riley (1995) noted that both children with FAS and P E A had 

a reduction in the size of their brains overall, and in particular portions of the cerebellum, 

basal ganglia, and corpus callosum. Since the effects of prenatal alcohol exposure are not 



31 

always physically visible, the term fetal alcohol spectrum disorder (FASD) is used to 

describe the range of possible outcomes (Streissguth & O'Malley, 2000). This term is 

especially useful because it allows for the recognition of all individuals exposed to 

alcohol during pregnancy, regardless of the type or extent of their disabilities. 

The factors that are accountable for the varying consequences of alcohol on the fetus 

are still not fully understood by researchers. However, it is clear that alcohol is a 

teratogen on the developing fetus. "Teratogens are substances or conditions that disrupt 

typical development in offspring as a result of gestational exposure and cause birth 

defects" (Streissguth, 1997, p. 56). According to Wilson (1977), the effects of teratogenic 

substances are on a continuum that include death, malformation, growth deficiency, and 

functional effects. A l l four of these outcomes have been observed as an effect of alcohol 

on the fetus. In the study of teratology of alcohol, there is a consensus that variables such 

as the amount of alcohol consumed, the embryotic stage of exposure, the pattern of 

consumption (binge vs. steady), and the metabolic rate of the mother and fetus, are 

responsible for the variety of outcomes (see Abel, 1990 for a review). In particular, 

researchers have shown that timing of alcohol exposure may be a crucial determinant. 

Since the body and brain are developing at accelerated rates, the first and third trimester 

have been found to be especially critical periods (Dobbins & Sand, 1981; Ernhart et al., 

1987). 

The results of numerous studies confirm the diverse consequences of alcohol on the 

fetus. For example, even though FAS is cited as the most common cause of mental 

retardation in the Western world (Abel & Sokol, 1987), a range of IQ scores from 20 

(indicating severe mental retardation) to 120 (indicating above average intelligence) has 



been reported (Streissguth et al, 1991; Streissguth, Barr, Kogan, & Bookstein, 1996). 

Other neurological deficits are most prevalent in areas of activity and attention 

(Carmichael, Feldman, Streissguth, & Gonzalez, 1992; Nanson & Hiscock, 1990; 

Shaywitz et al., 1980; Steinhausen, Willms, & Spohr, 1993), learning and memory 

(Jacobson & Jacobson, 2000; Mattson, Riley, Delis, Stern, & Jones, 1996), language and 

speech (Becker, Warr-Leeper, & Leeper, 1990; Isoub, Fuch, Bingol & Gromisch, 1981), 

and motor abilities (Kyllerman, Aronson, Sabel, Karlberg, Sandin, & Olegard, 1985; 

Marcus, 1987; Mattson, Riley, Gramlinge, Delis, & Jones, 1998). It is essential to 

acknowledge that children with FASD may not display difficulties in all of these areas or 

to the same extent. 

In addition, several researchers have reported an excessive amount of behaviour 

problems and psychopathology in children with prenatal alcohol exposure (LaDue, 

Streissguth, & Randals, 1992; Steinhausen, Nestler, & Spohr, 1982; Steinhausen, et al., 

1993). In a follow-up study of a group of adolescents with FAS, Spohr, Willms, and 

Steinhausen (1994) observed hyperkinetic disorders, emotional disorders, conduct 

disorders, sleep disorders, and abnormal habits and sterotypies in the majority of the 

participants. Similarly, Streissguth and colleagues (1996) showed that individuals 

diagnosed with either FAS or F A E displayed extremely high rates of mental health 

problems, inappropriate sexual behaviour, disrupted school experience, and trouble with 

the law. Maladaptive behaviours, such as dependency, lying, stealing, and social 

withdrawal have also been shown to characterize individuals affected by prenatal alcohol 

exposure (Streisguth et al., 1991). Furthermore, caregivers have described their children 
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with FASD as being hyperactive, aggressive, destructive, fearless, and as having a high 

pain tolerance (Gardner, 2000). 

Since the disabilities that accompany FASD may not be as visible as they are in such 

cases as developmental delay, difficulties in meeting expectations of one's social 

environment may arise. Some researchers view this lack of congruence between ability 

and expectation as the cause of behavioural difficulties (e.g. disrupted school experience 

and trouble with the law) that are often seen in this population (Streissguth et al., 1996). 

This problem creates a particularly stressful situation for caregivers in that they are left to 

explain and justify the behaviours of their child to family, friends, neighbours, teachers, 

principals, police, judges, and any other individuals who do not recognize the 

implications of FASD (Kleinfeld, Morse, & Wescott, 2000; Kleinfeld & Wescott, 1993). 

Altogether, parents of children with FASD not only deal with the direct consequences of 

their child's condition, but they are also responsible for explaining to society the nature 

of FASD and advocating for resources that their child requires. 

The results of the research pertaining to the impact of FASD and the informal 

testimonials of caregivers' experiences suggest that parenting a child prenatally exposed 

to alcohol is challenging (Gardner, 2000; Kleinfeld et al., 2000; Kleinfeld et al., 1993; 

Morrisette, 2001). Evidence of caregiver experiences is illustrated in two recent 

investigations. In a qualitative study, the experiences of eight foster mothers living with a 

child diagnosed with FAS were examined in an in-depth interview (Gardner, 2000). 

Several themes pertaining to the effects of FAS on the foster parents emerged from the 

content analysis. A l l of the parents described the importance of providing a consistent 

environment for their children. As well, parents reported a variety of coping strategies 
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that included attending local classes about FAS, having a support system, putting distance 

between child and caregiver occasionally, and changing their expectations about the 

potential of the child. In addition, all parents expressed fears about their future for their 

child. Specifically, they described worries about their child's employment opportunities 

as adults, and that their child would be taken advantage of because of their trusting 

nature. 

In a second qualitative study, six foster/adoptive mothers of children with FAS were 

interviewed (Morrissette, 2001). Again, several predominant themes emerged. "Theme I" 

involved the use of constant vigilance, in the form of protectivenesss, to ensure the well 

being of their children. To prevent problems, the parents discussed the need to be 

constantly alert to the behaviour and location of their child. One parent reported that the 

"constant supervision of a child can slowly wear on parents and eventually alter their 

perspective on raising children with F A S " (Morrissette, 2001, p. 7). "Theme II" involved 

the effects that FAS had on marriages. In particular, the caregivers stressed the 

importance of couples sharing frustrations and remaining mutually supportive to one 

another. The third theme consisted of child management issues. As in the previous study, 

the importance of providing a consistent environment was discussed. "Theme IV" 

included concerns about parental issues such as experiencing a lack of success teaching 

FAS children age appropriate skills, and developing parenting skills through trial and 

error. "Theme V " involved interactions with the professional community and received 

mixed reviews. In some instances professionals were considered to be helpful, while in 

others they were "disinterested and unsupportive." In the paragraph pertaining to the 

sixth theme, participants again expressed concerns about emancipation of their child in 
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the future. Finally, "Theme VII", medical implications, underscored the enormous 

amount of effort that was involved in caring for children with extensive medical 

complications that are often associated with FAS. 

Taken together, the implications of these two studies are clear. Parenting a child who 

has been exposed to alcohol prenatally is a challenging experience. Issues pertaining to 

behaviour management and child supervision, fears about the future, and being able to 

rely on a spouse or other systems for support were concerns expressed by both samples. It 

is evident from this initial research that in addition to experiencing a variety of 

difficulties, caregivers to children with FAS also cope in different ways. Since these 

investigations were qualitative in nature and the samples were small, it is difficult to 

come to any firm conclusions about the coping experiences of parents with FAS. 

However, it is apparent that these caregivers experience unique challenges and that more 

research is needed to clarify the most beneficial types of coping responses. 

It is surprising that despite all of the empirical evidence of the difficulties that children 

with FASD display, researchers have not shown an interest in examining stress and 

coping within these families. Studies are needed to isolate the variables that mediate 

stress and promote adjustment, thus, directing intervention and treatment for families that 

are having problems. Even though the present study intends to focus on one particular 

variable, coping behaviours, it is important to acknowledge that there are several factors 

that contribute to caregiver well being. Evidence of this assumption is supported by 

research from other areas examining parental coping (e.g., Badianas, Kullgren, Schwartz, 

McDaniel, Smith, & Nesheim, 2001; Bright, Hayward, & Clements, 1997; Friedrich, 

Wilturner, & Cohen, 1985). 
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Mediating Variables in Parental Coping Research 

Even though FASD is defined by a unique pattern of anomolies, some commonalties 

are shared with other disabilities. For example, it is widely documented that children with 

FAS exhibit difficulties with attention and hyperactivity that are similar to attention 

deficit hyperactivity disorder (ADHD) (Carmichael et al., 1992; Nanson & Hiscock, 

1990; Shaywitz et al., 1980). Specifically, Streissguth and colleagues (1996) found that 

60% of the individuals with either FAS or FAE from 6 to 20 years old reported problems 

with attention deficits. In relation to the developmental disability research, reports from 

19% (Olegard et al., 1979) to 70% (Spohr et al., 1994) of individuals with FAS are 

functioning within the mentally retarded range. Since there are some overlapping 

characteristics with other conditions, it may be useful to consider the findings from 

studies pertaining to parental coping in other areas. 

A substantial amount of research focused on stress and coping in families of children 

with developmental disabilities, A D H D , and chronic illness has shown that caregivers 

experience high levels of stress (e.g., Beckman, 1983; Breen & Barkley, 1988; Friedrich 

& Fridrich, 1981; Mash & Johnston, 1983; Quittner, 1991; Quittner, Glueckauf, & 

Jackson, 1990; Wilton & Renaut, 1986). However, certain variables have been found to 

reduce stress and promote adjustment. For example, researchers have shown that 

parenting a child with higher levels of behaviour problems is related to greater parental 

stress (Anastopoulos, Guevremont, Shelton, & DuPaul, 1992; Mash & Johnston, 1990). 

Specifically, children with developmental disabilities such as Prader-Willi syndrome 

and 5p (cri du chat) syndrome display a variety of behaviour problems that include 

temper tantrums, over-eating, skin picking, and extremely high rates of hyperactivity 
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(Dykens & Clarke, 1997; Dykens & Kasari, 1997). The strongest predictor of stress in 

families with children with both of these disorders is the severity of the child's 

maladaptive behaviours (Hodapp, Wijma, & Masino, 1997a; Hodapp, Wijma, & Masion, 

1997b). Furthermore, in a study comparing the psychological adjustment of caregivers of 

HIV infected children and caregivers of healthy children, it was reported that regardless 

of HIV status, caregivers who reported more internalizing and externalizing behaviour 

problems in their children reported more psychological distress (Badianas et al., 2001). 

In families with children with developmental disabilities, marital satisfaction has also 

been shown to be a predictor of stress levels. For example, Friedrich (1979) reported that 

mothers experiencing lower levels of stress had greater marital satisfaction. Trute and 

Hauch (1988) found a high correlation between couple adjustment and family functioning 

that was maintained across the age of the child, the level of the disability, and the level of 

income. Similarly, in a study in which marital adjustment was assessed within a set of 

resources termed social support, it was positively related to parenting functioning 

(Friedrich et al., 1985). The authors of this study make an important point when they 

caution that "the relationship is interactive in that better copers presumably have more 

social support, and more social support facilitates coping" (Friedrich et al., 1985, p. 137). 

Another factor that will be briefly mentioned here, involves personal coping resources. 

The results of the few studies that have included the examination of self-esteem and 

perceived control in the parental coping research have indicated that these are valuable 

resources. Bright et al (1997) examined how the self-esteem of mothers with children 

with handicaps was related to psychological adjustment. They found mothers with poorer 

mental health and mothers with less effective coping strategies had lower self-esteem. 



Pertaining to perceived control, Friedrich and colleagues (1985) examined the locus of 

control of mothers with children with developmental disabilities. They reported that 

mothers who described themselves as being capable and able to make changes had fewer 

problems. These results have been corroborated by research showing that caregivers 

perceptions of their ability to control their lives is related to parental stress and 

psychological distress for mothers and fathers of handicapped children (Frey, Greenberg, 

&Fewell , 1989). 

Similarly, Hobfoll and Lerman (1988) investigated the contribution of mastery, 

intimacy, received social support, and discomfort in seeking social support to emotional 

distress (symptoms of anxiety and depression) in 107 Israeli mothers of well, acutely i l l , 

or chronically i l l children. Mothers high in mastery reported less distress and benefited 

more from social support than did mothers low in mastery. The greater social support 

generally received the less psychological distress these mothers experienced. However, 

those mothers who felt uncomfortable seeking social support were more distressed at the 

time of the initial crisis than those women who were more comfortable seeking social 

support. In addition, greater intimacy with spouses was related to less distress, but greater 

intimacy with family was related to more distress. At the time of follow-up (Hobfoll & 

Lerman, 1989), one year later, mastery, spousal intimacy, and lower discomfort in 

seeking social support continued to be related to less emotional distress. Interestingly, for 

those mothers with chronically i l l children, the effects of personal resources on social 

support diminished; that is, mothers with chronically i l l children (even with high personal 

resources) were more distressed the more support they received. Overall, these studies 

(i.e., Hobfoll & Lerman, 1988,1989) indicate the complexity of relationships between 
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emotional distress, personal resources, and social support. As illustrated, there may be 

mediating variables or interactions that affect the psychological distress of mothers with 

i l l children. 

Perhaps, the most investigated mediating variable of caregiver functioning is the 

coping behaviours that are used to combat stress. The effectiveness of coping responses is 

usually determined by measuring symptoms of depression in caregivers within a 

transactional model of coping. The results of several studies suggest that for caregivers of 

children with developmental disabilities, problem-focused coping as opposed to emotion-

focused coping, is associated with less depressive symptomology (Frey et al., 1989; 

Quine & Pahl, 1991; Sloper, Knussen, Turner & Cunningham, 1991). However, as 

previously discussed, a significant limitation of this model is the lack of information that 

is gathered pertaining to the social implications of coping activities. A l l of these studies 

located on parental stress and coping employed an individualistic theoretical perceptive 

that only considered individual well being. Consequently, it is difficult to interpret the 

results of this research when only one aspect of coping is being measured. 

Summary 

The literature on stress and coping in families of children with FASD is virtually non

existent. However, characteristics of children prenatally exposed to alcohol combined 

with society's lack of awareness and resources for families, suggests that parenting a 

child with FASD would present stressful conditions. The likelihood that these caregivers 

experience a significant amount of stress is supported by evidence from relevant areas of 

parental stress and coping research. Studies investigating stress in parents of children 

with developmental disabilities, A D H D , and illness, indicate that these caregivers, do in 



fact, experience a substantial amount of stress (e.g. Beckman, 1983; Breen & Barkley, 

1988; Friedrich & Friedrich, 1981; Mash & Johnston, 1983; Quittner, 1991; Quittner et 

al., 1990 Wilton & Renaut, 1986). Furthermore, the results of research identify several 

mediating variables in the coping process, such as, the severity of maladaptive behaviours 

in the affected child (e.g., Hodapp et al., 1997a; Hodapp et al., 1997b), the degree of 

marital support/satisfaction and intimacy (Friedrich, 1979; Friedrich et al., 1985; Hobfoll 

& Lerman, 1988,1989), personality variables including self-esteem (Bright et al., 1997), 

feelings of mastery (Frey et a l , 1989; Friedrich et al., 1985; Hobfoll & Lerman, 1988; 

1989), and the type of coping behaviours employed (Frey et al., 1989; Quine & Pahl, 

1991 ; Sloper et al., 1991). Even though the focus of the current study is on coping 

behaviours, it is important to recognize that there are likely several variables that 

contribute to caregiver well being. 

In addition to this research, the majority of studies examining the stress process 

subscribe to a model of coping that is based on individual appraisal, response, and 

outcome. Critics contend that this model does not sufficiently describe all of the factors 

indicative of effective coping. Evidence of this argument is demonstrated by research 

which shows that the coping behaviours of one member of a couple can have implications 

for the other member's depressive symptomology and marital adjustment (e.g., Berghuis 

& Stanton, 2002; Bouchard et a l , 1998; Cohan & Bradbury, 1994; Coyne & Smith, 1991, 

1994; Guiunta & Compas, 1993). The results of these studies indicate that to fully 

understand the personal and social well being of one member of a couple, it is necessary 

to examine the coping behaviours that are employed by the other member. 



The multiaxial model of coping (Dunahoo et al., 1998; Hobfoll et al., 1994; Monnier, 

Hobfoll et al., 1998) was developed to better explain the social consequences of coping. 

Hobfoll (1998) proposes that healthy coping requires the individual to consider the social 

implications of their coping responses. Strategies that protect, foster, and create 

interpersonal relationships while balancing one's own goals are termed active prosocial 

coping strategies and are equated with success. This theoretical perspective is supported 

by evidence from several studies using various populations to examine the effectiveness 

of particular coping strategies (e.g., Monnier et al., 2000; Monnier, Stone et al., 1998). 

By using this framework to investigate the coping behaviours of caregivers of children 

with FASD, personal outcomes as well as social outcomes can be evaluated. 

Research Questions 

Question Concerning Caregiver Depression - Question One 

According to the multiaxial model of coping, coping responses that promote the 

maintenance of relationships while meeting both individual and group goals ensures that 

the coper has social support (social resource) when confronted with a later stressful event. 

Since social support is assumed to buffer the effects of stress, fewer symptoms of 

depression are experienced when prosocial coping behaviours are employed (Dunahoo et 

al., 1998, Monnier et a l , 2000; Monnier, Hobfoll et al., 1998; Wells et al., 1997). In 

contrast, coping behaviours that are exploitive in nature and that allow the individual to 

put themselves in a position of advantage at the expense of other's needs are likely to 

alienate future supporters (Lane & Hobfoll, 1992). Consequently, less social support is 

available to buffer stress and more depressive symptomology is experienced when 



antisocial coping is used (Monnier et al., 2000; Wells et al., 1997). Based on this 

information, the following research questions are proposed: 

1. Wi l l caregivers' (mothers') use of prosocial coping behaviours contribute to fewer 

depressive symptoms? Wil l caregivers' use of antisocial coping behaviours contribute 

to more depressive symptoms? 

Question Concerning Caregiver Depression - Question Two 

Past research indicates that the coping responses used by one member of a couple 

affects the psychological well being of the other member (e.g., Coyne & Smith, 1991 ; 

Giunta & Compas, 1993; Wamboldt et al., 1991). In accordance with the multiaxial 

model of coping, coping behaviours occur within a social context and therefore the 

actions of one partner of a dyad are expected to impact on the other partner's outcome. 

When one member of a couple employs prosocial coping strategies, the other member 

experiences less depressive symptoms because both partners are meeting their goals and 

their relationship is being maintained. When one partner of a dyad uses antisocal coping 

responses, the other member experiences more symptoms of depression. In this case, only 

the coper is meeting his/her goals and this is at the expense of the other member's needs. 

As well, it is thought that relationships are being damaged resulting in reduced social 

support at a later time and thus more depressive symptomology. In light of this 

information, the following research questions are proposed: 

2. Wil l spouses' use of prosocial coping behaviours contribute to fewer depressive 

symptoms among caregivers? W i l l spouses' use of antisocial coping behaviours 

contribute to more depressive symptoms among caregivers? 
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Question Concerning Marital Adjustment - Question Three 

Not only are coping behaviours associated with symptoms of depression, but previous 

research suggests that coping responses are also related to marital adjustment (Bouchard 

et al., 1998; Cohan & Bradbury, 1994). Using the multiaxial model of coping, it is thought 

that coping behaviours which involve working together with a partner and supporting one 

another result in the maintenance and strengthening of relationships. Consequently, 

copers who employ prosocial coping strategies experience greater relationship adjustment 

(Monnier et al., 2000). In contrast, it is thought that when exploitive coping behaviours 

are employed that only enable one member of a couple to meet their needs, relationships 

are damaged and less marital adjustment is experienced. Therefore, the following 

research questions are proposed: 

3. Wil l caregivers' use of prosocial coping behaviours contribute to better marital 

adjustment? Wil l caregivers' use of antisocial coping behaviours contribute to poorer 

marital adjustment? 

Question Concerning Marital Adjustment - Question Four 

As in hypothesis number two, the coping behaviour of one member of a couple is 

related to the outcome of the other member. However, in this case, marital adjustment is 

the outcome measure. From this perspective, when one partner employs prosocial coping 

strategies, the other partner experiences greater marital adjustment (Monnier et al., 2000). 

Essentially, coping behaviours that involve working together and supporting one another 

promote relationship strengthening and maintenance. On the other hand, when one 

member of a couple employs coping strategies that are aggressive and only allow their 

needs to be met, the relationship suffers. As a result, it is thought that the partner of the 



antisocial coper experiences less marital adjustment. Based on this information the 

following research questions are proposed: 

4. Wil l spouses' use of prosocial coping behaviours contribute to better marital 

adjustment among caregivers? Wi l l spouses' use of antisocial coping behaviours 

contribute to poorer marital adjustment among caregivers? 



CHAPTER THREE: METHODOLOGY 

Research Design 

To investigate the research questions, a cross-sectional, correlational analysis was 

used to examine the effect of caregivers and spouses' coping behaviours on caregivers' 

depressive symptoms and marital adjustment. The sample was comprised of couples 

parenting a child with FASD who received some type of support related to their child's 

prenatal alcohol exposure. A survey method was chosen to explore this area of research 

for several reasons. Since little research has been conducted with this population, many 

questions exist that encompass a wide area. Surveys enable researchers to collect a great 

deal of information and refine important questions through analysis of the data. They also 

allow for specific areas of interest to be highly targeted and later examined in 

correlational analyses. Furthermore, employing a survey method was particularly 

practical since participants were from a variety of locations in Canada. Since the Institute 

of Medicine (Stratton et al., 1996) estimates the prevalence rates of some degree of FAS 

to be between 0.5 to 3 of every 1000 children born, it was anticipated that not enough 

participates could be recruited from one area of Canada. 

Procedure 

Once ethical approval was obtained from the Ethics Review Committee at the 

University of Calgary, contact was made by telephone or electronic mail with eleven 

agencies providing various support services to families with children with FASD. 

Services provided by these organizations included diagnostic assessment, respite, and 

support group meetings. The nature of the study was explained to representatives of these 

agencies and a verbal agreement to aid in the recruitment of participants was confirmed. 



Representatives were given surveys to hand out to couples who were interested in 

participating. Some resource personnel preferred the researcher to send the packages 

directly to volunteers and obtained permission from the participant to do so. 

Altogether, 75 packages were handed out or mailed to the participants. If surveys were 

not returned two to three weeks after receiving them, follow-up phone calls were made or 

emails were sent. It should be noted that the surveys consisted of additional scales that 

did not apply to the current study, but were part of a larger study examining stress and 

coping in families of children with FASD. The survey package included two copies of 

written informed consent, a survey for the caregiver, a survey for their spouse, and a pre

paid self-addressed return envelope. 

Participants 

Thirty-eight couples of children with FASD participated in this study. Volunteers 

were from Calgary (and surrounding areas) (50%), Kelowna (and surrounding areas) 

(15.8%), Edmonton (10.5%), Regina (and surrounding areas) (10.5%), Medicine Hat 

(5.3%), Winnipeg (5.3%), and the Northwest Territories (2.6%). Criteria for inclusion in 

the study were as follows: (1) having a least one child with FASD 

(biological/foster/adoptive); (2) being either married or living common-law and; (3) 

agreement of partner to complete the survey. 

Of the 75 packages mailed out, 38 completed surveys were returned (response rate of 

51%). Four surveys were returned with only the caregiver filling it out and two were 

returned because participants were not the primary caregivers. When contacted by 

telephone or email, other participants who did not return the questionnaire said that they 

either had become too busy to complete the survey (n = 8) or they did not think some of 
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the questions were relevant to the stress and coping process (n = 5). Since there is not any 

previous quantitative research employing survey methods, it is unknown whether this is a 

typical response rate for this particular population. However, this response rate is 

considered "good" in social research (Babbie, 1992). 

Couples were married an average of 22 years (range 2 to 40 years). Caregivers were 

an average of 49 years old (range, 29 to 65) and their spouses/partners were, on average, 

50 years old (range, 32 to 63). Caregivers had, on average, a high school diploma (range, 

Grades 1 -8 to Postgraduate degree), where as their spouses had a post-secondary degree 

(range, Grades 9-12 to Postgraduate degree). The majority of participants reported that 

their racial background was Caucasian (95% of the sample). The mean income for 

household was $49, 000 (range, less than $15, 000 to over $49,000). Religious 

affiliations are presented in Table 1 for both caregivers and partners. 

Table 1. 

Summary of Religious Affiliation of Study Sample (N = 76) 

Religion Frequency Sample % 

Protestant 36 47% 

Other 15 20% 

Catholic 14 18% 

None 9 12% 

Jewish 2 3% 

Total 76 100% 
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Couples had a mean of four children (range from 1 to 10) and an average of two 

children prenatally exposed to alcohol (range from 1 to 4). Their FASD children were, on 

average, 14 years old (range, 2 to 35). As demonstrated in Table 2, the majority of 

children with FASD, were adoptive children (69% of the sample). The mean for received 

support services related to FASD was three (range, 1 to 7). Table 3 illustrates the type of 

supports received by the study sample. As seen in Table 3, the most common type of 

support received was support group services (55% of the sample). Also, on average, 

families reported needing, as opposed to receiving, 2.5 support services related to FASD 

(range, 1 to 8). Table 4 illustrates that the most common services reported as needed were 

advocacy programs (47% of the sample). 

Table 2. 

Summary of Custodial Relationship With Children with FASD (N = 70) 

Custodial Relationship Frequency Sample % 

Adopted 48 69% 

Foster 13 19% 

Biological 4 6% 

Private Guardianship 3 4% 

Step 2 2% 

Total 70 100% 
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Table 3. 

Summary of Received Support Services Related to FASD 

Services Frequency Sample % 

Support group 21 55% 

Respite services 16 42% 

Physicians 16 42% 

School/learning support 16 42% 

Psychologists 13 34% 

Social Services 12 32% 

Financial support 6 16% 

Other 5 13% 

Advocacy programs 2 5% 
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Table 4. 

Summary of Needed Support Services Related to FASD 

Services Frequency Sample % 

Advocacy programs 18 47% 

Financial Support 13 34% 

Psychologists 13 34% 

Respite 12 32% 

School/Learning Support 11 29% 

Support Group 6 16% 

Physicians 6 16% 

Other 5 13% 

A A D A C 4 11% 

Social Services 4 11% 

Required Sample Size 

It is recognized that with four independent variables, 38 participants may not be 

sufficient to clearly accept or reject the null hypothesis. Tabachnick and Fidell (2001) 

comment that when determining the required sample size for a multiple regression 

analyses the "simplest rules of thumb" is N >_50 + 8m (where m is the number of 

independent variables). In this equation, it is assumed that there is a medium-sized 

relationship between the independent variables and the dependent variables, a = .05 and P 

= .20. When using this formula to estimate the number of cases needed in the current 

study, N = 98 because there are four predictor variables (i.e., caregiver's prosocial coping 
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score, caregiver's antisocial coping score, partner's prosocial coping score, and partner's 

antisocial coping score). However, since this is the first known study to quantitatively 

examine the coping behaviours of parents of children with FASD and the prevalence 

rates of FASD in the population are small, it should be considered a preliminary analysis. 

Even though the final results may not lead to firm conclusions, the information will be 

valuable in guiding future research. 

Measures 

Strategic Approach to Coping Scale (SACS) 

The Strategic Approach to Coping Scale (SACS) (Dunahoo et al., 1998; Hobfoll et al., 

1994; Monnier, Hobfoll et al., 1998) is the companion to the multiaxial model of coping 

and was designed to measure both individual and communal aspects of coping. It consists 

of 52-items that reflect specific coping behaviours that an individual usually employs 

when confronted with a stressful event. Participants were asked to answer items on a 5-

point Likert scale ranging from one, "not at all what I would do", to five, "very much 

what I would do." 

In total, the SACS consists of nine subscales: Assertive Action (nine items), Social 

Joining (five items), Seeking Social Support (seven items), Cautious Action (five items), 

Instinctive Action (six items), Avoidance (six items), Indirect Action (four items), 

Antisocial Action (five items), Aggressive Action (five items). However, in the current 

study, only four of the nine subscales were used: Social Joining (building social-

relationships and acting in cooperation with others), Seeking Social Support (relying on 

others for emotional and instrumental support and advice), Antisocial Action (exploiting 

others weaknesses in order to achieve one's own goals and objectives), and Instinctive 



Action (acting without reasoning). According to Monnier and colleagues (2000) "these 

four subscales are the most purely social of those from the SACS and best reflect the 

theoretical polarity between prosocial and antisocial approaches to coping" (p. 575). 

They defend this statement by citing previous research that demonstrates that Antisocial 

Action and Instinctive Action, which were designed to measure antisocial coping, are not 

interrelated to subscales measuring prosocial coping (Hobfoll et al, 1994; Monnier et al., 

1996). Similarly, Seeking Social Support and Social Joining, which were designed to 

measure prosocial coping, are not related to subscales measuring antisocial coping 

(Hobfoll et al, 1994; Monnier et al., 1996). In contrast, Aggressive Action and Assertive 

Action were not included in the present study because they have been shown to correlate 

with both antisocial and prosocial coping (Hobfoll et al, 1994; Monnier et al., 1996). In 

addition, Monnier and colleagues (2000) note that Avoidance, Cautious Action, and 

Indirect Action are not considered to be antisocial or prosocial, and thus, they were not 

included as measures in the current study. 

To calculate coping scores, responses are summed on Seeking Social Support and 

Social Joining scales to make a composite prosocial coping score. Similarly, Antisocial 

Action and Instinctive Action scales are added together to construct a composite 

antisocial coping score. Higher scores on either scale is indicative of greater employment 

of the specific coping behaviour (Monnier et al., 2000). These two coping scores were 

computed for each participant in the current study. 

The known psychometric properties of the SACS appear to be comparable to other 

coping instruments. Internal reliabilities were found ranging from .54 to .88 for the 

subscales in a sample of undergraduate participants and .51 to .85 for the subscales in a 



sample of inner-city residents (Dunahoo et al., 1998). Test-retest reliabilities ranged from 

.46 to .68, with most above .50, in the sample of undergraduate students. Evidence of 

concurrent and predictive validity has also been demonstrated in several studies (e.g., 

Dunahoo et al., 1998; Monnier et al., 1996). It has been shown that psychological 

outcomes, such as depression, anger, and anxiety are correlated with specific coping 

behaviours in the expected patterns (Monnier, Hobfoll et al., 1998; Monnier et al., 1996). 

Generally, antisocial coping has been shown to be associated with poorer psychological 

outcomes, while prosocial coping is related to better psychological outcomes. In addition, 

evidence of construct validity has been demonstrated in several investigations (Dunahoo 

et al., 1998; Monnier, Hobfoll et a l , 1998; Monnier et al, 1996) 

To examine whether the SACS measured a different conceptualization of stress 

(discriminate validity), Monnier and her colleagues (1996) compared subscales of the 

SACS and the COPE scale (Carver et al., 1989). It was demonstrated that several of the 

subscales significantly positively correlated, while some of them significantly negatively 

correlated. Interestingly, it was shown that the COPE's problem focused coping was 

correlated both with prosocial and antisocial coping, indicating the presence of 

unassumed social implications. Consequently, it is likely that social coping responses and 

resulting outcomes are being left unmeasured by traditional coping instruments. 

Center for Epidemiological Studies Depression Scale (CES-D) 

The Center for Epidemiological Studies Depression Scale (CES-D) was originally 

developed by the National Institute for Mental Health's Center for Epidemiological 

Studies as a measure of depressive symptoms. It consists of 20 questions that are 

designed to reflect the presence and severity of depressive symptomology in a 
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community population (Radloff, 1977). The various aspects of depressive symptomology 

include depressed mood, feelings of guilt and worthlessness, helplessness and 

hopelessness, psychomotor retardation, loss of appetite, and sleep disturbance (Radloff, 

1977). 

Respondents were asked to report the frequency for each item during the past month 

on a 4-point Likert scale with zero being "rarely or none of the time", one being "some or 

a little of the time", two being "occasionally or a moderate amount of the time", and three 

being "most or all of the time." Scores range from 0 to 60 with higher scores reflecting 

more depressive symptomology while lower scores represent lower levels of symptoms. 

Based on a comparison study of a depressed patient group and non-patient group, a cut

off score of 16 or above has been suggested in the research literature as being indicative 

of being at a high risk for depression (Radloff, 1977). Weissman, Sholomskas, Pottenger, 

Prusoff, and Locke (1977) also provide the means and standard deviations of the CES-D 

for males and females in five psychiatric populations. 

Researchers have demonstrated that the CES-D has high to moderate psychometric 

properties. According to Brantley, Mehan, and Thomas (2000), the majority of studies 

that have employed the CES-D support Radloff s (1977) original reliability and validity 

statistics. Pertaining to internal consistency, coefficient alpha estimates were found to be 

.85 for the general population and .90 for the patient sample across age, sex, and race 

(Radloff, 1977). Test-retest reliabilities were less favorable, ranging from .32 to .54. 

However, Radloff (1977) anticipated this since the CES-D was originally designed to 

measure one's current depressive state. Evidence of concurrent validity with correlation 

coefficients ranging from .51 to .89 has been shown with the Hamilton Rating Scale, the 



Symptom Checklist-90, and the Raskin Rating Scale (Feighter & Worrall, 1990). 

Weissman and colleagues (1977) also provided evidence of content and discriminate 

validity. In addition, support for Radloff s underlying four-factor structure model 

(comprised of depressed affect, positive affect, somatic and retarded activity, and 

interpersonal activity) have been confirmed in several studies (e.g., Hertzog, Van Alstine, 

& Usala, 1990; Jones-Webb & Snowden, 1993; Roberts, Vernon, & Rhoades, 1989). 

The Dyadic Adjustment Scale (DAS) 

The Dyadic Adjustment Scale (DAS), developed by Graham Spanier (1976), is a 32-

item rating instrument that provides a measure of the quality of a dyadic relationship. It is 

a pencil-and-paper self-report instrument that can be completed in 5 to 10 minutes. 

Spanier (1989) points out that the scale can be used with married couples, as well as 

cohabiting couples. 

Respondents are asked to indicate the extent to which they agree or disagree with their 

partners on several important issues. Possible raw scores range from 0 to 151 with a 

suggested cut-off of 100 on the Total DAS as criterion for poor dyadic adjustment 

(Spanier, 1989). In the current study, the Total DAS score was employed as a measure of 

marital adjustment (higher scores indicating better relationship adjustment). On the 2-

point, 5-point, and 6-point Likert scales, individuals were asked a variety of questions 

pertaining to four interrelated dimensions. These dimensions include (a) Dyadic 

Consensus (13 items); (b) Dyadic Satisfaction (10 items); (c) Affectional Expression (4 

items); and (d) Dyadic Cohesion (5 items). Items on the DAS only correspond to one of 

these four subscales. In the DAS manual, Spanier (1989) provides descriptions of the 

dimensions. "Dyadic Consensus assesses the extent of agreement between partners on 



matters important to the relationship, such as money, religion, recreation, friends, 

household tasks, and time spent together" (p. 12). "Dyadic Satisfaction measures the 

amount of tension in the relationship, as well as the extent to which the individual has 

considered ending the relationship" (p. 12). Spanier (1989) states that high scores on this 

scale are an indication of relationship adjustment and commitment to continuance. 

"Affectional Expression measures the individual's satisfaction with the expression of 

affection and sex in the relationship", (p. 12). Finally, "Dyadic Cohesion assesses the 

common interests and activities shared by the couples" (p. 12). 

"Psychometrically, the DAS has been acknowledged as the best pencil-and-paper 

indicator of dyadic adjustment" (Spanier, 1989, p. 1). It has been used throughout the 

research community and is generally regarded as a sensitive and highly specific measure 

(Eddy, Heyman, & Weiss, 1991). Spanier (1976) reported an internal reliability for the 

Total DAS of .96 with reliabilities from .73 to .96 for the subscales. Values comparable 

to these have been demonstrated by other researchers (e.g., DeTurk & Miller, 1986; 

Sharpley & Cross, 1982). Test-retest reliability has also been shown to be acceptable. 

Eleven-week test-retest correlations for the Total DAS have been reported to be from .69 

(Belsky, Spanier, & Rovine, 1983) to .87 (Carey, Spector, Lantinga, & Krauss, 1993). 

Pertaining to the validity of the instrument, content, criterion-related, concurrent, 

predictive, and convergent validity have been verified as acceptable (Spanier, 1989). 

Three judges who concluded that the items were relevant measures of dyadic adjustment 

evaluated content validity. Regarding criterion-validity, each of the items were shown to 

correlate significantly with external criterion of marital status (Spanier, 1976). Similarly, 

evidence of predictive and concurrent validity have been demonstrated in studies 



involving the prediction of family violence (Meredith, Abbott, & Adams, 1986), 

depression (Kazdin & Kolko, 1986), and changing scores resulting from treatment 

programs (Neidig, 1986). In addition, correlation between the DAS and the Locke-

Wallace Marital Adjustment was shown to be .86 for married respondents and .88 for 

divorced respondents (Spanier, 1976), indicating the presence of convergent validity. 

Data Analysis 

To address the research questions, statistical analyses were run using SPSS 11.0. 

1. To determine i f the assumptions of normality were met, descriptive statistics for the 

independent variables (i.e., prosocial and antisocial coping behaviours for both the 

caregiver and spouse) and dependent variables (i.e., depressive symptoms and marital/ 

relationship adjustment) were completed. 

2. To address the strength and the directions among caregiver and spousal variables, a 

Pearson correlational matrix was calculated. Significance levels of alpha < 0.05 were 

set for the correlations. After this analysis was completed, the significance of each of 

these relationships was then determined using multiple regression analyses. 

3. To examine relationships among caregivers' and spouses' coping behaviours (i.e., 

caregivers' prosocial and antisocial coping scores and spouses' prosocial and 

antisocial coping scores) and caregivers' depressive symptoms and marital 

adjustment, separate hierarchical multiple regression analyses were performed 

(significance level set at < 0.05). This type of analysis was chosen for several reasons. 

First, multiple regression is a useful procedure in determining the contribution of each 

predictor variable when there is more than one independent variable. In the current 

study, there were four independent variables that were hypothesized to predict the 
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dependent variables. Multiple-regression indices are also an appropriate procedure 

when independent variables are correlated with dependent variables (Tabachnick & 

Fidell, 2001) and this was expected in the current study. 

Secondly, a hierarchical multiple regression, as opposed to a stepwise multiple 

regression was chosen for the analyses. It was logical to assume that caregiver's own 

coping behaviours would make a larger contribution than their partner's coping 

behaviours to caregivers' depressive symptoms and marital adjustment. Both 

Tabachnick and Fidell (2001) and Cohen and Cohen (1983) comment that the 

sequence chosen for hierarchical multiple regression can either be based on theory or 

logic. Based on the limited literature in this area, it is not theoretically clear which 

variables would make the largest contribution to R 2 (the proportion of Y variance 

accounted for). However, because of logic and evidence from past research that 

indicates a strong association between coping behaviours and individual outcome 

(e.g. Dunahoo et a l , 1998; Hobfoll et al., 1994; Monnier et al., 2000; Monnier, 

Hobfoll et al., 1998), it is reasonable to assume that one's own coping behaviours 

would be the best predictor of personal and social well being. Therefore, the four 

independent variables were entered in a predetermined order with caregiver's coping 

behaviours (prosocial and antisocial) entered in the first step and partner's coping 

behaviours (prosocial and antisocial) entered in the second step. 



CHAPTER FOUR: RESULTS 

The first part of this chapter consists of a description of the preliminary analyses, 

which includes descriptive statistics and a correlational analysis. The results from the 

hierarchical multiple regressions in the main analyses are also presented. 

Preliminary Analyses 

Descriptive Statistics 

The means, standard deviations, and the range for each independent and dependent 

variable are reported in Table 5. The mean for caregiver prosocial coping was M = 39.55 

and for partner prosocial coping it was M = 35.97 (scale range from 12 to 65). Higher 

scores on this scale indicate greater use of prosocial coping behaviours. The mean for 

caregiver antisocial coping was M - 27.45 and for partner antisocial coping it was M -

27.14 (range, 11 to 55). Again, higher scores indicate greater endorsement of the 

behaviours associated with antisocial coping. 

As seen in Table 5, the mean depression score for caregivers of children with FASD 

was 14.31 (scale range 0 to 66, higher scores reflect more depressive symptoms, while 

lower scores reflect less depressive symptoms). This is comparable to a sample of 

recovered dépressives (M = 14.85) and is higher than a community sample (M = 9.10) 

(Weissman et al., 1977). It is also higher than samples of both aging mothers of adults 

with mental retardation (M = 9.58) and mental illness (M = 11.35). (Seltzer, Greenberg, 

& Krauss, 1995). According to Radloff (1977), a total score of 16 best discriminates 

ability to detect depressive symptoms. In the current study, 32% of the caregivers 

received a score of 16 or above. 
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Also as illustrated in Table 5, the mean relationship adjustment score for caregivers of 

children with FASD was 112.97 (scale range 0 to 151, higher scores indicate better 

marital adjustment, while lower scores indicate worse marital adjustment). This is higher 

than Spanier's (1976) normative sample of other married individuals ( M = 101. 5), but 

lower than a sample of parents with chronically i l l children ( M = 114.5) (Walker, 

Johnson, Manion, & Cloutier, 1992). Interestingly, in the study conducted by Walker and 

her colleagues, maritally distressed parents scored significantly higher ( M = 109.7) than 

Spanier's (1976) distress cutoff ( M = 97), indicating that this score may not appropriately 

distinguish distressed from non-distressed couples in couples with chronically i l l 

children. In the DAS manual, Spanier (1989) suggests a score of 100 for identifying poor 

relationship adjustment. Using this criterion, in the current study, 21% of the sample 

received a score below 100. 

Correlational Analyses 

A Pearson correlational matrix of all variables is presented in Table 6. Even though 

the research questions are directional, research using the multiaxial model of coping is 

still in a preliminary stage, hence, strong, consistent support for directional relationships 

is yet to be established. Therefore, the correlations were two tailed tests. The results from 

the correlational analysis indicated only one significant relationship. There was a positive 

correlation between caregiver depressive symptoms and caregiver antisocial coping (r = 

.39, p< 0.05). Caregiver depressive symptoms were not correlated with partner antisocial 

coping behaviours. 



Table 5. 

Descriptive Statistics for Caregiver (N = 38) and Partner fN = 38) Variables 

Variable Mean SD Range Scale Range 

Caregiver Prosocial 39.55 6.48 21-48 12-65 
Coping 

Caregiver Antisocial 27.45 4.50 17-36 11-55 
Coping 

Partner Prosocial 35.97 7.31 20-47 12-65 
Coping 

Partner Antisocial 27.14 5.49 15-36 11-55 
Coping 

Caregiver Depression 14.31 8.42 2-37 0 - 6 0 

Caregiver Relationship 112.97 14.38 80-143 0-151 
Adjustment 

Table 6. 

Pearson Correlation Matrix for Caregiver and Partner Variables 

Variables 1 2 3 4 5 6 

1. Caregiver Prosocial 1.00 

2. Caregiver Antisocial -.07 1.00 

3. Partner Prosocial -.15 .15 1.00 

4. Partner Antisocial -.04 .13 .04 1.00 

5. Caregiver Distress .10 .39* .01 .12 1.00 

6. Caregiver Relationship -.12 -.29 .18 .04 .24 
Adjustment 

*p < 0.05 



coping, (r = .12, p > 0.05), nor was there a significant relationship with caregiver 

prosocial coping (r = .10, p > 0.05) or partner prosocial coping (r = .013, p > 0.05). 

Marital adjustment was not significantly related to any of the other variables. That is, it 

was not significantly related to caregiver prosocial coping (r = -. 12, p > 0.05), partner 

antisocial coping (r = .041, p > 0.05), or partner prosocial coping (r = .18, p > 0.05). 

However, a negative correlation between caregiver marital adjustment and caregiver 

antisocial coping approached significance (r = -. 29, p = .082). It is anticipated that with a 

larger sample size, this relationship would be significant. 

To examine whether demographic variables (i.e., age, years married, number of FASD 

children, number of support services received, number of support services needed, 

education, and income) were related to caregiver depressive symptoms or caregiver 

marital adjustment, a correlational analysis was completed. This analysis revealed no 

significant relationships between the demographic variables and dependent measures. 

Main Analyses 

To further investigate the relationships among the study variables, two separate 

hierarchical multiple regression analyses were conducted to test prospective models of 

coping. 

Caregiver Depressive Symptoms 

The first dependent variable examined was caregiver depressive symptoms. As 

previously indicated, caregiver coping behaviours, both prosocial and antisocial were 

entered hierarchically on the first step. On the second step, partner prosocial and 

antisocial coping behaviours were entered. The alpha was set at p < 0.05. The results of 

the first analysis indicated that partner prosocial coping and partner antisocial coping 
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were not significant predictors (F (2, 33) = .123, p = .885) of caregiver depressive 

symptoms when controlling for caregiver prosocial and antisocial coping. However, 

caregiver prosocial and antisocial coping significantly contributed to the prediction of 

depressive symptoms (16.5%, p < 0.05). Table 7 illustrates that caregiver antisocial 

coping was mostly responsible for this explained variance and was the only significant 

predictor of depressive symptoms (t = 2.41, p < 0.05). The beta, .388, as shown in Table 

7, for caregiver antisocial coping demonstrates that this relationship was in the predicted 

direction. That is, greater caregiver antisocial coping was related to more symptoms of 

depression in caregivers. Caregiver prosocial coping was not a significant predictor of 

caregiver depressive symptoms. 

Table 7 illustrates the unstandardized regression coefficients (B), intercept, 

standardized coefficients (Beta), R, R 2 , and R 2 change. 

Table 7. 

Summary of Hierarchical Regression Analysis For Variables Predicting Caregiver  
Depression (N = 38 for caregiver; N = 38 for partner) 

Variable B Beta R R 2 " R 2 S igT 
change  

Step 1 

Caregiver prosocial coping .169 .129 .407 .165 .165 .426 

Caregiver antisocial coping .727 .338 .407 .165 .165 .022* 

Step 2 

Partner prosocial coping -.82 -.027 .414 .172 .006 .870 

Partner antisocial coping .115 .075 .414 .172 .006 .641 

* p < 0.05 



Caregiver Marital Adjustment 

In the second hierarchical regression analysis, the relationship between coping 

behaviours and caregivers' relationship adjustment was examined. In step one, 

caregivers' prosocial and antisocial coping scores were entered, followed by partners' 

prosocial and antisocial coping scores in step two. The results indicated that R for the 

regression was not significantly different than zero: (F (2,33) = .920, p = .409). In this 

model, caregiver coping contributed 10.2% (p > 0.05) to the prediction of caregiver 

marital adjustment. However, as illustrated in Table 8, caregiver antisocial coping was 

the only significant contributor to caregiver marital adjustment (t = -2.03, p < 0.05). The 

beta, -.333, as shown in Table 8, for caregiver antisocial coping indicates that this 

relationship was in the predicted direction. That is, greater caregiver antisocial coping 

was related to poorer relationship adjustment. Caregiver prosocial coping was not a 

significant predictor of caregiver marital adjustment. Partner coping contributed another 

4.7% (p > 0.05). In total, these variable explained 14.9% of caregiver relationship 

adjustment. 

In Table 8, the unstandardized regression coefficients (B), intercept, standardized 

coefficients (Beta), R, R 2 , and R 2 change are shown. 
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Table 8. 

Summary of Hierarchical Regression Analysis For Variables Predicting Caregiver  
Marital Adjustment (N = 38 for caregiver; N = 38 for partner) 

Variable B Bete R R2 R2 S igT 
change  

Step 1 

Caregiver prosocial coping .-.245 -.110 .319 .102 .102 .502 

Caregiver antisocial coping -1.06 -.333 .319 .102 .102 .050* 

Step 2 

Partner prosocial coping .412 .209 .386 .149 .047 .211 

Partner antisocial coping .186 .071 .386 .149 .047 .664 

* p < 0.05 

Summary 

In the preliminary analyses, descriptive statistics were conducted for the independent 

and dependent variables (see page 61). Relationships between caregiver antisocial 

coping, caregiver prosocial coping, partner antisocial coping, partner prosocial coping, 

caregiver depressive symptoms, and caregiver marital adjustment were examined through 

a Pearson correlational matrix. The results of these analyses indicated only one 

significant relationship. Caregiver antisocial coping was positively correlated with 

caregiver depressive symptoms. A negative correlation between caregiver antisocial 

coping and caregiver marital adjustment approached significance. 

To further examine the relationships between the independent and dependent 

variables, two hierarchical multiple regression analyses were conducted for the main 

analyses. In the first analysis, partner coping behaviours were not significant predictors of 



caregiver depressive symptoms when controlling for caregiver coping behaviours. 

However, caregiver coping accounted for 16.5% (p < 0.05) of the variance of caregiver 

depressive symptoms. Caregiver antisocial coping was mostly responsible for this 

explained variance and was the only significant predictor of depressive symptoms. In the 

second regression analysis, partner coping behaviours were not significant predictors of 

caregiver marital adjustment when controlling for caregiver coping behaviours. In this 

model, caregivers' coping contributed 10.2% (p > 0.05) to the prediction of caregiver 

relationship adjustment. Again, caregiver antisocial coping explained most of this 

variance and was the only significant predictor of marital adjustment. 



CHAPTER FIVE: DISCUSSION 

The purpose of this chapter is to evaluate and interpret the results with respect to 

the original research questions. It is divided into five sections, which include a review of 

the findings, how they compare with previous research, the limitations of the study, 

suggestions for further research and finally the conclusions of the study. 

The Findings of the Study 

The primary goal of this research endeavor was to better understand the stress and 

coping process in families of children with FASD. Specifically, the intention of this study 

was to serve as a preliminary analysis for further research involving this particular 

population. In doing so, this study was designed to determine how much the coping 

behaviours of couples parenting children with FASD contributed to primary caregivers' 

depressive symptoms and relationship adjustment. To guide this research, the multiaxial 

model of coping was employed. 

The results revealed that the only independent variable to significantly predict 

caregivers' depressive symptoms was caregiver antisocial coping. Specifically, the 

greater use of caregiver antisocial coping predicted more symptoms of depression in 

caregivers. However, higher caregiver prosocial coping did not significantly contribute to 

symptoms of depression in caregivers. Partner coping behaviours also failed to predict 

caregiver depressive symptomology, indicating the absence of crossover effects. 

The significant finding of this study that the use of antisocial coping predicted more 

symptoms of depression in caregivers supports the theoretical assumptions of the 

multiaxial model of coping. Specifically, the results suggest that caregivers who employ 

coping behaviours that are exploitive in nature, damage their social relationships and 
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alienate potential supporters. As a result, less social support is available to buffer the 

effects of stress and thus more depressive symptoms are experienced by caregivers. 

According to COR theory, "individuals strive to obtain, retain, and protect that which 

they value, and in order to gain resources or prevent resource loss one must invest 

resources" (Monnier, Hobfoll, & Stone, 1996, p. 192). Thus, the findings imply that when 

caregivers' coping responses do not involve the investment of resources (e.g., time, 

mental energy to negotiate), social resources (i.e., future supporters) are lost. In times of 

threat to resources or resource loss, social support is not available to buffer the effects of 

stress or protect weakened resources (e.g., self-esteem). As a result, caregivers experience 

more depressive symptoms. 

The third research question asked i f caregivers' coping behaviours contributed to 

caregiver marital adjustment. The results indicated that caregiver antisocial coping 

behaviour was a significant predictor of caregiver marital adjustment, but caregiver 

prosocial coping behaviour was not. As expected, the results indicated that higher 

caregiver antisocial coping was related to poorer caregiver marital adjustment. Spouses' 

coping behaviours failed to predict caregivers' marital adjustment, indicating a lack of 

crossover effects. 

The finding that greater caregiver antisocial coping predicted worse marital 

adjustment is congruent with the theoretical underpinnings of the multiaxial model of 

coping. These results suggest that when caregivers employ coping behaviours that are 

aggressive and only allow their own needs to be met, relationships are damaged and less 

marital adjustment is experienced. In accordance with COR theory (Hobfoll, 1988, 1989), 

when caregivers' coping responses do not involve the investment of resources (e.g., time, 



mental energy to negotiate), social resources are threatened or lost, resulting in worse 

marital adjustment. 

There were also additional findings that did not specifically pertain to the hypothesis 

of the study. According to the results, 32% of the caregivers met Radloff s (1977) cutoff 

score for significant depressive symptomology, suggesting high levels of distress in this 

sample. Furthermore, information acquired in the demographic questionnaire showed that 

even though families received a mean of three support services related to their child's 

FASD, they were still, on average, in need of 2.5 more support services. Interestingly, 

advocacy services were cited by almost half of the sample as needed. Other support 

services that were reported as required by at least 30% of the participants included 

financial support, psychological services, and respite. This information suggests that 

families of children prenatally exposed to alcohol do not always have access to needed 

resources. 

Comparison of Findings with Previous Research 

The results that caregivers' antisocial coping behaviour contributed to their own 

symptoms of depression and relationship adjustment are consistent with findings 

demonstrated by Monnier and her colleagues (2000). In this study, FEWs' greater use of 

antisocial coping behaviour was related to an increase in their distress (i.e., symptoms of 

depression and anger) and a decrease in their relationship adjustment. Unlike the results 

of the current study, greater use of prosocial coping by FEWs predicted better individual 

and relationship adjustment. Similarly, partners' use of prosocial coping contributed to 

their own relationship adjustment as well as to the FEWs' relationship adjustment. 

However, this was the only crossover effect demonstrated in this study. Couples' coping 



behaviours did not predict each other's distress, nor did FEWs' coping responses 

contribute to their partners' relationship adjustment. In this study as well as in the present 

study there was limited support for the interdependence between couples coping 

responses. Since these two investigations are the first of their kind to examine the 

crossover effects of couples' coping behaviours using the multiaxial model of coping, it 

would be presumptuous to make any firm conclusions. In addition, both of these studies 

employed quite small sample sizes, thus, the power may not have been sufficient to detect 

the crossover effects of coping. 

In comparison to other studies using the multiaxial model of coping, some of the 

results from the current study are similar to the findings from these studies. In a sample 

of pregnant women with multiple roles (Wells et al., 1997) and in a sample of 

undergraduate students (Monnier, Hobfoll et a., 1998), antisocial coping was related to 

greater symptoms of depression. However, in both of these studies, prosocial coping was 

also related to positive psychological outcomes, where as in the present study this was 

not the case. Of course, there are differences between these studies that may account for 

these results. First, the samples were very different, dealing with separate issues. For 

example, undergraduates and pregnant women may be confronted with stressors, but 

these stressors may not be prolonged. In contrast, caregivers of children with FASD may 

deal with stressful situations chronically. It is reasonable to assume that when stress and 

demand occur for long periods of time, the stress buffering effects of social support that 

result from prosocial coping may not be as beneficial. Evidence of this has been 

demonstrated in research with other populations exposed to prolonged periods of stress 

(Hobfoll & Leiberman, 1987; Hobfoll & Lerman, 1988,1989). 
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When Hobfoll and Lerman (1988,1989) examined how personal resources and social 

support contributed to distress (i.e., symptoms of depression and anxiety) in mothers of 

acute versus chronically i l l children, they found that the positive effects of social support 

decreased over time. Initially, mothers who experienced greater feelings of mastery 

reported more social support and greater social support was associated with better 

emotional outcomes. At the time of the 1-year follow-up, the same results were obtained 

for mothers whose children were well and for mothers whose children had become better. 

However, for those mothers with chronically i l l children, the positive effects of social 

support had diminished even though they still reported high feelings of mastery. Hobfoll 

(1988) proposed that mothers, who initially felt comfortable seeking assistance, grew 

more hesitant due to their continued need for support. Consequently, mothers became 

more uncomfortable when social support was provided, diminishing the stress-buffering 

effects of social support. However, Hobfoll (1988) also proposed that when stressors are 

chronic, personal resources assume a greater role and social support possibly acts 

indirectly to sustain these resources. 

Similarly, in a study examining women's adjustment to complications of pregnancy, 

social support tended to be related to lower levels of depression only at the initial stress 

period, and had limited impact three-months later when a prolonged stressor was still 

present, independent of personal resources (Hobfoll & Leiberman, 1987). With respect to 

this study, Hobfoll (1988) argued that "social support has a time-limited effect, depleting 

as individuals expect themselves to recover and as others expect this of them" (p. 265). 

Social support may also dwindle because supporters must return to other responsibilities 

in their daily lives. It should be noted that in all three of these studies (i.e., Hobfoll & 



Leiberman, 1987; Hobfoll & Lerman, 1988, 1989), personal resources were more robust 

than social resources, demonstrating direct stress buffering effects (i.e., stress was 

buffered during the initial period of stress and in the long-term). 

The implications of these investigations suggest that when chronic stressors occur, 

social support itself may diminish or the positive effects of social support may diminish. 

With respect to the current study, social support was not measured; thus, it is unknown 

whether either of these circumstances was responsible for the results. Further research 

could possibly clarify this issue. Whatever the case, it should be noted that in an informal 

analysis, caregiver self-esteem (measured as part of the larger study) was significantly 

correlated with symptoms of caregiver depression, indicating the positive effects of 

personal resources. Perhaps, in this case, social support acted indirectly to sustain self-

esteem. The importance of personal resources was also illustrated in a study investigating 

couples confronted with gynecological cancer (Harpur, 1998). Specifically, greater 

mastery and self-esteem were associated with less patient distress (i.e., symptoms of 

anxiety and depression). In fact, these variables contributed 33% to the explained 

variance of patient distress, indicating the large role personal resources can play in 

individual well being. 

Secondly, researchers studying the crossover effects of coping often examine a 

population where a stressor only has direct effects for one member of a couple, as in the 

study conducted by Monnier and her colleagues (2000). When couples parenting children 

with FASD are faced with a stressful situation, they may experience it as a unit. If this is 

the case, then it is possible that there are coping differences between couples dealing with 

one member's stressful job versus couples dealing with challenging situations related to 
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their child with FASD. It would seem then, that guidance might be provided by studies 

that have examined situations where both members are threatened with resource loss or 

have experienced resource loss. 

In such studies, researchers have investigated couples coping with specific stressors 

such as cancer (Harpur, 1998), myocardial infarction (Coyne & Smith, 1991; 1994), and 

artificial insemination (Berghuis & Stanton, 2002; Stanton et al., 1992). The findings 

from these investigations converge to suggest that when couples are faced with life 

threatening events or circumstances which affect their plans for life, the coping 

behaviours of each partner are important for the others' outcome. In fact, both Harpur 

(1998) and Coyne and Smith (1994) demonstrated that partners' may even engage in 

coping activities that enhance their spouses' well being at the expense of their own. 

The situation that parents of children with FASD are in may be both similar and 

different to couples coping with illness. Hypothetically, both parents are dealing with the 

cognitive and behavioural difficulties associated with their child's disorder. From this 

perspective they can be viewed as a dyad exposed to the same stressors. However, it is 

likely that it is the primary caregiver who copes with the day to day problems that arise. It 

is possible, after several years caregivers become so dependent on their own coping and 

personal resources that their spouses' coping behaviours no longer affect them to the 

same degree as they did initially. Perhaps, this is because social support provided by their 

husband was ineffective or social support gradually waned. Essentially, caregivers are 

"keeping the peace" by coping prosocially, but they are not expecting any social support 

for day to day difficulties and in a sense are detached from their spouses' coping 

behaviours. In contrast, it is possible that caregivers' antisocial coping behaviours remain 



74 

important because when acute stressors arise, social support continues to have stress-

buffering effects directly or indirectly. 

Unfortunately, there is not any research available on the coping behaviours of parents 

of children with FASD to compare with the results of the current study. Therefore, it is 

difficult to interpret whether the findings of this investigation would be similar to the 

results of other studies using the same population. 

Limitations of the Study 

There are several limitations of this study. As previously mentioned, the sample size 

of 38 cases makes it difficult to come to any firm conclusions pertaining to the results of 

this study. The small sample size was partially due to the low prevalence rates of FASD 

in the general population which made it challenging to obtain volunteers. This was 

compounded by the finding that families, on average, had two F A S D children, 

accounting for multiple cases of FASD in the population. Since the sample was fairly 

small, this study should serve only a preliminary analysis and extreme caution should be 

taken when interpreting the results. In addition, as this was a correlational cross-sectional 

research design, causation cannot be inferred. 

It is acknowledged that there were likely several uncontrolled variables that affected 

the results of this study. First, several of the participants reported that they had eight or 

more children, with the average number of children being four per family. This number is 

higher than the national average, thus, it is unknown whether this factor contributed to the 

caregiver outcomes. Also, because of the heterogeneous nature of FASD, it is difficult to 

know i f child characteristics were significantly different across families. Since prenatal 

alcohol exposure occurs on a spectrum, there is the possibility that the severity of the 



FASD child's cognitive and behavioural difficulties differed a great deal from family to 

family. Therefore, caregiver experiences may have varied depending on the 

characteristics of the FASD child. It is also unknown whether this factor contributed to 

caregiver outcomes. 

Several factors pertaining to the participants of this study also limit the 

generalizability of the findings. Since the sample used in this study was quite 

homogenous generally consisting of white middle class participants, it is difficult to 

generalize the results beyond this population. It is possible that stressors as well as 

resources that buffer the effects of stress are different for caregivers of various ethnic 

groups and socioeconomic status. Furthermore, most of the participants in the current 

study were either adoptive or foster parents. Perhaps, birth parents experience different 

emotions than adoptive or foster parents, such as shame, which contribute to different 

outcomes. 

Another very important limitation that involves this particular sample, is response 

bias. Since participants could not be randomly selected due to the exclusion/inclusion 

criteria, they willingly volunteered. Consequently, it is unknown whether couples who 

did not volunteer would have answered the survey questions differently. Also, families 

who participated were all identified as parents of children with FASD because they 

received support services related to their child's disorder. Thus, the generalizability of the 

results is limited to parents who receive support services related to their child's disorder. 

For inclusion into this study, it was also required that the primary caregiver was a 

member of a couple. An obvious limitation of this is that those caregivers who were 

separated or divorced were not included in the investigation. Again, it is unknown 



whether these parents would have responded differently to the survey questions than 

participants who were part of a couple. It is possible that those people who are able to 

stay in a relationship have unusually good coping skills, so a population of the "best" 

copers was sampled. Evidence of this is illustrated in a comment that one participant 

wrote: 

There were times when my husband and I disagreed strongly and I felt very 

unsupported when I rescued our daughters from their disasters and dangerous 

situations. Fortunately, my husband is extremely committed to our relationship and 

he has taken the time to learn and understand. 

A n additional limitation of this study is related to the use of self-report instruments. 

Even though questionnaires have advantages such as low cost and anonymity, there are 

also disadvantages. The depth of the questions is limited to what is included in the scale 

and answers cannot be further probed to acquire potentially relevant information. When 

questions are forced choice, it may be especially difficult for participants to choose an 

answer without providing clarification. Furthermore, response bias for social desirability 

is a possibility when self-report instruments are employed. Much research has indicated 

that children with FASD display a variety of behavioural and cognitive difficulties (e.g., 

Gardner, 2001; Spohr et al., 1994; Streissguth et al., 1996). It is possible that people 

responded in an overly favorable direction, which was related to feelings of 

overcompensation or guilt that cannot be measured. Even when answering anonymously, 

some participants may have been concerned about looking "bad" and responded in a 

more socially desirable manner. 
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Regardless of these limitations, the present research has uncovered some important 

issues that contribute to the understanding of stress and coping in this population. 

Furthermore, this study is a starting point for future research. 

Suggestions for Future Research 

There are endless possibilities for further research involving stress and coping in 

families of children with FASD. As mentioned several times, very little is known about 

this population. It is not even clear whether parents of children with FASD experience 

more individual or marital distress than other populations, nor is it clear whether they 

cope differently. Therefore, it is suggested that researchers continue to focus on 

functioning in these families. If possible, diverse samples should be comprised of 

participants from a variety of ethnic backgrounds, as well as socioeconomic groups. In 

addition, it would be interesting to explore stress and coping differences among 

biological, foster, and adoptive parents. 

It is also recommended that further research include the examination of other variables 

contributing to adjustment among parents. In other parental research, personal resources 

such as self-esteem and mastery have been shown to be important factors in 

psychological well being (e.g., Bright et al., 1997; Friedrich et al., 1985; Hobfoll & 

Lerman, 1988; 1989). It is possible that this would also be the case in research with 

parents of children with FASD. Other variables that may be relevant include 

characteristics of the alcohol-affected child, whether a diagnosis has been received 

related to prenatal alcohol exposure, and i f families have accessed appropriate support 

services or resources. 
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Further research is also advised using Hobfoll's multiaxial model of coping with this 

population. One of the limitations of the study was that the sample only included 38 cases 

(76 participants). It is unknown whether a larger sample size would have affected the 

results. Also, since this model of coping is relatively new and untested, more research is 

warranted to clarify its utility with various populations. Future research using this model 

should also clarify why there was limited support for the crossover effects of coping from 

one partner to another in the present study. Since only one other investigation (Monnier 

et al., 2000) has examined the impact of couples' coping behaviours using this model of 

coping, more studies are needed to determine i f its theoretical framework is in need of 

refinement. The research questions that were œnfirmed in this study suggests that there 

are social implications of coping, thus this model may continue to be of value to 

researchers interested in examining all aspects of coping. 

A final suggestion for directions for future research involves using other techniques to 

acquire information about coping behaviours. It may be beneficial to conduct structured 

interviews that allow researchers to probe for further clarification. Since there is virtually 

no background literature pertaining to the study population, this may be especially crucial 

when examining the factors that contribute to the adjustment of couples parenting a child 

with FASD. Essentially, research designs that employ a structured interview procedure 

enables investigators to collect relevant information that otherwise might be lost. 

Conclusions of the Study 

The results of the current study suggest that the use of certain coping behaviours by 

caregivers of children with FASD contribute to both individual and social outcomes. 

Specifically, greater use of antisocial coping behaviours predicted higher levels of 



depressive symptoms and lower levels of marital adjustment. These finding indicate that 

coping behaviours may in fact have social implications for the coper. However, as 

previously advised, no direction of causality can be inferred since a correlational design 

was employed in this study. 

Generally, in caregiver research, the effectiveness of coping behaviours has been 

measured by examining symptoms of depression. This study is unique in that two 

outcome measures were used to evaluate the implications of coping behaviours. As 

anticipated, caregiver coping behaviours predicted individual depressive symptomology 

and marital adjustment, indicating the importance of examining both social and 

individual outcomes. Consequently, these findings provide evidence of the theoretical 

assumptions proposed by the multiaxial model of coping. However, not all of the results 

obtained in the current study supported the theoretical underpinnings of this model. 

Prosocial coping behaviours were not related to symptoms of depression or marital 

adjustment. Similarly, a relationship was not established between partners' coping 

behaviours and caregivers' outcomes. Presently, the reasoning behind these findings is 

not clear, although, it is possible that the small sample size did not provide enough power 

to detect effects. Additionally, since this is a relatively new and untested model it is 

possible that its theoretical assumptions do not apply to the study population. Regardless, 

only further research using the multiaxial model of coping can clarify these issues. 

Despite these mixed results, it is important to reiterate the findings that antisocial 

coping predicted worse outcomes for caregivers. Since one third of the study sample 

reported the presence of significant depressive symptomology and one fifth reported poor 

relationship adjustment, it is critical to address the importance of these findings with 
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respect to clinical applications. Ultimately, the results of this study suggest that 

interventions aimed at caregiver coping behaviours should focus on minimizing antisocial 

coping responses. It is anticipated that the long-term effects of such interventions, would 

positively influence individual as well as relationship adjustment. At this point it is not 

clear whether interventions that develop prosocial skills, such as negotiating comprises 

between one's own goals and the goals of others, would be beneficial for caregivers of 

children with FASD. However, i f the reason why prosocial coping was not related to 

caregiver well being was because social support waned over time, then it may be 

appropriate to provide outside support. Essentially, mothers who experience chronic 

stressors may require long-term professional support, since natural resources may have 

depleted due to the prolonged nature of the stressor. The results of this research also have 

important implications for service providers, such as school psychologists. When 

conducting assessments or providing interventions to children with FASD it is important 

for psychologists to assess any parental difficulties that caregivers experience and how 

this is impacting the rest of the family, including the progress of the child with FASD. 

Overall, the evidence from this study provides mixed support for the multiaxial model 

of coping with respect to couples parenting children with FASD. Consequently, this 

investigation should be used to guide further research, and indeed more research is what 

is needed with this population. The important finding that many caregivers of children 

with FASD experience depressive symptoms reiterates the urgency for effective 

interventions based on well designed studies. Since the recognition of the primary 

features of FAS in 1973 by Jones and Smith, researchers have diligently examined the 

effects of prenatal alcohol exposure on the affected child. Now that the direct effects are 
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better understood, it is time for researchers to acknowledge the indirect effects of this 

disorder on the families of these children and take appropriate action. 
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