
CHAPTER 3.	 51.

RESULTS 

HYPOTHESIS (11: THE HASSLE MEANS FOR THE AMERICAN AND 

AUSTRALIAN STUDIES WOULD BE SIMILAR, THOUGH THE HASSLE

PATTERNS WOULD DIFFER BECAUSE THE AUSTRALIAN STUDY 

EMPLOYED A WIDER DEMOGRAPHIC SAMPLE.

Table 1 shows that while the average frequency of reported hassles for the

Australian study was 19.44, there was considerable variation between respondents

relative to the number of hassles endorsed as demonstrated by the large standard

deviation of 15.69. The mean hassles intensity score of 1.55 (SD 0.50)

approximated the middle, or "moderately severe" response category (1 to 3). The

individual hassle scores ranged from 0 to 110; maximum score possible was 125.

The Top Ten Hassles in the Australian Study. Table 2 shows the top ten hassles in

the Australian studies. The most frequently endorsed hassle was "Troubling

thoughts about the future." Fifty three percent of respondents reported this item to

be a hassle. Fifty percent of respondents found 'misplacing or losing things' to be a

hassle. While approximately 40% were hassled by "health of a family member,

trouble relaxing" and "not getting enough sleep." The next most frequently

endorsed hassle was "lack of time to do the things you need to do," followed by

"concerns about weight, too many things to do, lack of personal energy' and the

"rising price of common goods."

While there was little difference between the means on the Australian and American

studies, there are both differences and similarities between the studies in the pattern

of hassle endorsement. There were five shared items included "Misplacing or losing

things, Health of a family member, Concerns about weight, Too many things to do,

and the rising price of common goods." Of the remaining top ten hassles

Australians were most hassled by "Troubling thoughts about the future, Trouble

relaxing, Not getting enough sleep, Lack of time to do the things you need to do,

and Lack of personal energy." The top ten hassles Americans did not share with

Australians included, "Home maintenance, yard work and outside home

maintenance, Property, Investment or Taxes, Crime and Physical appearance."

"Concern about weight," was the 'top' hassle in the American study and was

endorsed by 52.4% of respondents, followed by "Health of a family member"

48.1%, "Rising price of common goods" 43.7%, "Home maintenance" 42.8%,

while the remaining items were endorsed by 35% to 38% of respondents.



TABLE 1. THE STRESS AND HEALTH 

MEANS AND STANDARD DEVIATIONS 

OF THE STUDIED POPULATION.

STRESS
Events

Chge.
Life

HEALTH
Hassles

Freq.	 Inten. Freq.
Psychol.( GHQ) Somatic( RSC)

Dist	 Freq.	 Inten.	 Freq.	 Inten.

<	 19.44	 1.55 5.14 76.00 55.00	 20.60	 1.29	 7.28	 1.45
5D15.69 0.50 3.25 55.76 43.49	 5.38 0.3	 5.87 0.58

GHQ SCORETX = 27.75 (SD 13.05)

MALES
X 	 17.50	 1.50 5.36 55.56 82.26	 20.10	 1.21* 6.99*1.46
SD13.63 0.46 3.67 53.09 63.78	 5.19 0.28 10.69 0.60

GHQ WORE: X = 24.95 (SD 10.10)*

FEMALES

	

X 20.82 1.62 1.98 54.59 71.50	 20.94 1.34* 8.25' 1.45
5D16.19 0.51	 2.91 15.18 49.12	 5.50 0.41	 5.63 0.57

GHQ SCORE: 3; = 29.73 (SD 14.31)*
Legend 

Freq: Number of stressors or symptoms Number of males = 84

Inten: Intensity of stressors or symptoms Number of females = 119

Chge: Life event change scores

Dist: Life event distress scores

*: Females were significantly higher than males on GHQ score,
psychological symptom intensity and somatic symptom frequency

P < 0.05
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TABLE 2. THE "TOP TEN" HASSLES 
IN THE AUSTRALIAN STUDY.

HASSLE	 % OF OCCURRENCE

1.	 Troubling thoughts about the
future

53.2

2.	 Misplacing or losing things* 50.8
3.	 Health of a family member* 41,4
4.	 Trouble relaxing 4L3
5.	 Not getting enoungh sleep 40.8
6.	 Lack of time to do the things

you need to do
37.9

7.	 Concerns about weight* 37,4
8. Too many things to do* 34.0
9.	 Lack of personal energy 31.5

10,	 Rising price of common goods* 29.1

"Percentage of occurrence" refers to the
percentage of the studied population who
reported experiencing the hassle.
* denotes items shared with the American
'top ten' hassles.
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While there were five shared hassles between the Australian and American, the order

of priority for these differed between the studies. The most notable differences

occurred on "Concerns about weight" and the "Rising price of common goods."

"Concerns about weight " was endorsed by 52.4% of Americans as opposed to

37.4% of Australians, and only 29.1% of Australians were hassled by the "Rising

price of common goods," as compared to 43.7% of Americans. Misplacing or

losing things" was a hassle to 50.8% of Australians as compared to 38.1% of

Americans. "Health of a family member" hassled 48.1% of Americans relative to

41.40% of Australians.

Sixteen percent of the population listed additional hassles beyond those provided in

The Hassles Scale. The additional items related primarily to family occupational

(5%), family (4.5%) and social (5.4%) hassles. In response to the questionnaire

item "Has there been a change in your life that affected how you answered this

scale," 20% of respondents listed events. Only 5.5% of respondents listed addtional

symptoms (appendix vii).

While there are no comparable tables between the American and Australian studies,

for life events and symptoms it was found that the most frequently listed life events

in the current study were minor illness or injury 52% of respondents, followed by

holidays 37%, moderate financial difficulties 26% and death of a close family

friend/relative 25%. The most frequent psychological symptoms included problems

with the following: concentrating 95%, ability to enjoy daily life 94%, do things

well 90% and face problems 90%. Headache was the most frequently reported

somatic symptom at 48%, followed by unusual fatigue 39%, colds 38% and

backache 33%.

Aim (1): EXAMINATION OF THE SIMILARITIES AND DIFFERENCES IN
THE STRESS AND HEALTH STATUS OF THE AUSTRALIAN AND
AMERICAN RESEARCH SAMPLES. 

The average number of life events recorded on the Life Events Inventory (LEI) for

the 12 months preceding the survey was 5.14 (SD 3.25) with a distress score mean

of 55.00 (SD 43.49) and an average change score of 76.00 (SD 55.76). Again, the

standard deviations relative to the means are indicative of a substantial range of

responses on the life event measures, particularly on the distress score. The range

of life events reported was 0 to 24; maximum possible frequency score was 75.
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The frequency of psychological symptoms, as measured by the General Health

Questionnaire (GHQ), with a mean of 20.60 (SD 5.38) exceeded the number of

somatic symptoms, as measured on the Ruffin Symptom Checklist (RSC), with an

average of 7.28 (SD 5.87). The standard deviations demonstrate that the frequency

scores obtained on the GHQ have a smaller spread around the mean as those

obtained on the RSC, indicating a much smaller range in the number of reported

psychological symptoms than somatic. The GHQ score yielded a mean of 27.75 (SD

13.05). However, some caution is advisable when comparing these frequencies as

the possible range differs on the two measures. The maximum frequency range on

the GHQ was 30 and 72 on the RSC. Intensity rates on the GHQ and RSC had the

same range of 1 to 3, so are perhaps more comparable than the frequencies. Somatic

symptom intensity rates with a mean of 1.45 (SD 0.58) were slightly higher than the

corresponding rates for psychological symptoms with a mean of 1.29 (SD 0.37).

The number of psychological and somatic events reported by individual respondents

ranged from 0 to 30 and 0 to 28, respectively. The average number of reported

major health syndromes was extremely low at 0.18 and consequently was not

included in further analysis.

AIM (2): EXAMINATION OF THE INTERCORRELATIONS BETWEEN THE 
STRESS AND HEALTH MEASURES.
The Intercorrelations between Hassles and between Life Events. Table 3 shows the

Pearson Product Moment correlation coefficients between the Hassles and life

events. The association between hassle frequency and intensity with an r = + 0.34

(P < 0.000) is much lower than the intercorrelations obtained on the life event

measures, where the coefficients ranged from r = + 0.76 between life event

frequency and life event distress measures, to r = + 0.83 (P < 0.000) between life

event frequency and life event change.

The relationships between the hassles ratings and the life event measures are

stronger for hassle frequency and all life event scores than for hassle intensity. The

coefficients for hassle frequency on the life event measures ranged from r = + 0.33

on life event change to r = + 0.42 (P < 0.000) on life event distress scores, whereas

the range on hassle intensity was r = + 0.23 between hassle intensity and life event
frequency to r = + 0.30 for hassle intensity and life event distress scores.



TABLE 3. THE PEARSON PRODUCT MOMENT

CORRELATION COEFFICIENTS BETWEEEN THE

STRESS MEASURES.

HASSLES	 LIFE EVENTS

Frequency

HASSLES

Frequency	 -	 0.34	 0.40	 0.42	 0.33

Intensity	 -	 0.23	 0.30	 0.27

Frequency	 -	 0.76	 0.83

Distress	 -	 0.78

LIFE EVENTS

Change

All correlations significantly different from zero

P < 0.001
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TABLE 4. THE PEARSON PRODUCT MOMENT

CORRELATION COEFFICIENTS BETWEEN THE 

HEALTH MEASURES.

PSYCHOLOGICAL SYMPTOMS SOMATIC SYMPTOMS

Frequency Score Intensity Frequency Intensity

PSYCHOLOGICAL (GHQ

Frequency	 -	 0.81 0.51 0.27 0.18

Score 0.87 0.45 0.26

Intensity 0.48 0.33

SOMATIC (RSC)

Frequency	 - 0.33

Intensity	 _ _ _

All correlations significantly different from zero

P < 0.05
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The Intercorrelations between Psychological Symptoms (GHQ) and between 
Somatic Symptoms. For the symptom measures, Table 4 indicates that the
intercorrelations obtained on the psychological symptoms (GHQ) clearly exceeded

the intercorrelations for the somatic symptom (RSC) ratings. Although there is little
difference in the coefficients between GHQ score and frequency and GHQ score
and intensity, the strongest association on the psychological symptom measures
occurred between the GHQ score and GHQ intensity ratings with an r = + 0.87.
The smallest coefficient of r = + 0.51 (P < 0.000) was recorded between GHQ

frequency and GHQ intensity. The correlation obtained between RSC frequency
and intensity was r = + 0.21 (P < 0.002).

The relationship between the psychological symptom (GHQ) measures and the
somatic symptom (RSC) ratings varied considerably. The strongest coefficient of r
= + 0.48 was obtained between GHQ intensity and RSC frequency, followed by
GHQ score and RSC frequency r = + 0.45. The relationships between GHQ

frequency and RSC frequency and intensity were not as strong with a coefficients of

r = + 0. 27 and r = + 0.18. Correlations obtained between the GHQ score and
GHQ intensity, with RSC intensity ratings were r = + 0.26 and r = + 0.33,

respectively (P < 0.05).

HYPOTHESIS (2): IN MULTIPLE REGRESSION ANALYSIS, THE 
HASSLES SCALE RATINGS WOULD BE MORE PREDICTIVE OF

PSYCHOLOGICAL SYMPTOMS, AS MEASURED ON THE GENERAL
HEALTH OUESTIONNAIRE, THAN SCORES ON THE LIFE EVENTS 
INVENTORY.

The results obtained from the stepwise multiple regression analysis using the stress
measures and demographics as the predictor variables and the symptom measures as

the criterion variables are illustrated in Table 5. With psychological symptoms as the

criterion variable, hassle frequency was the first predictor variable entered into the
equations for psychological symptom (GHQ) frequency, intensity and score, and
accounted for the majority of the explained variance, followed by hassle intensity.

Sex contributed minimally on step three of the equations predicting GHQ intensity
and score but was statistically significant.

Table 5 indicates the amount of unique and shared variance contributed by the

predictor variables for each criterion variable. In relation to GHQ frequency, the

unique contribution by hassle frequency accounted for 5% of the explained variance,



TABLE 5. STEPWISE MULTIPLE REGRESSION,

ANALYSIS OF PSYCHOLOGICAL (GHQ) AND SOMATIC 

SYMPTOMS (RSC) ON HASSLES AND LIFE EVENTS.

CRITERION PREDICTOR

VARIABLE S VARIABLES	 N = 203 P < 0.001

In order of

entry	 R	 R2 AR2	 F

1. HASFREQ 0.39 0.10 0.10 23.89

2. HASINT 0.15 0.14 18.19

1. HASFREQ 0.62 0.29 0.28 80.62

2. HASINT 0.39 0.38 62.78

3. SEX 0.40 0.39 43.41

1. HASFREQ 0.60 0.26 0.25 69.18

2. HASINT 0.34 0.34 53.49

3. SEX 0.36 0.35 32.07

1. HASFREQ 0.70 0.35 0.34 110.23

2. LEFREQ 0.45 0.44 82.61

3. SEX 0.49 0.48 63.83

1. HASINT 0.52 0.24 0.24 66.45

2. MARSTAT 0.26 0.25 34.98

3. AGE 0.27 0.26 24.81

LEGEND

HASFREQ: Number of hassles HASINT: Hassle intensity

LEFREQ: Number of life events LEDIS: Life event distress score

GHQFREQ: Number of psychological symptoms

GHQINT: Psychological symptom intensity GHQSCR: GHQ score

SYPFREQ (RSC): Number of somatic symptoms SYPINT (RSC):

Somatic symptom frequency MARSTAT: Marital status
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hassle intensity alone accounted for 4%, while a combination of hassle frequency

and intensity contributed the remaining 5%. Thirty nine percent of the variance on

GHQ intensity was accounted for by hassles and sex. The two hassles measures

accounted for 37% of the variance on GHQ intensity. The unique contributions of

hassle frequency and hassle intensity accounted for 18% and 10% respectively,

while 8% of the variance was shared by both hassles measures. Sex contributed

anotherl% to the GHQ intensity equation while the remainingl% of the variance

was shared by hassles and sex. Thirty five percent of the variance on the GHQ

score was explained by the predictor variables. Hassle frequency alone explained

14% of the variance on the GHQ score, with hassle intensity contributing 9%, and

11% was shared by both hassles measures. Sex uniquely accounted for 1% of the

variance on the GHQ score and shared a further 1% with hassles.

HYPOTHESIS (3): IN MULTIPLE REGRESSION  ANALYSIS THE

HASSLES SCALE RATINGS WOULD BE MORE PREDICTIVE OF SOMATIC
SYMPTOMS, AS MEASURED BY THE RUFFIN SYMPTOM CHECKLIST, 

THAN SCORES ON THE LIFE EVENTS INVENTORY.

As with psychological symptoms, hassles were the first predictor variables entered

into equations for somatic symptom ratings, as measured by the RSC, and

accounted for the majority of the explained variance. However, as shown in Table 5

life event frequency, sex, marital status and age also contributed significantly to both

somatic symptom frequency and somatic symptom intensity.

On somatic symptom frequency 48% of the variance was explained by hassle

frequency, life event frequency and sex. Hassle frequency alone accounted for 17%

of the variance, while the number of life events uniquely contributed 9%. Together,

hassles and life events accounted for 18%. There was no shared variance between

hassles, life events and sex, although sex alone added a further 4% to the explained

variance on RSC frequency.

In relation to somatic symptom intensity, 26% of the variance was accounted for by

hassle intensity, marital status and age. The unique contribution by hassle intensity

was 9%, while marital status and age together added another 2%. The remaining

15% of explained variance on RSC intensity was shared by hassle intensity with

marital status and age.
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After entry of the predictor variables into both the psychological and somatic

symptom equations, the multiple R, R2 , adjusted R2 and the squared semipartial

correlations (Sr2) or R square change, were significantly different from zero at each

step. On all equations the predictor variables entered subsequent to step one, added

significantly to the increment in R 2 and improved the predictive value of the

equation. However, the analysis of the unique and shared contributions of the

predictor variables, indicated that the first variable entered into the five equations is

probably the most significant predictor.

BREAKDOWN BY SEX, AGE, MARITAL STATUS,
OCCUPATION AND EDUCATION.

HYPOTHESIS (4):_ THERE WOULD BE SEX DIFFERENCES, WITH

FEMALES RATING HIGHER THAN MALES ON BOTH STRESS AND 

SYMPTOM MEASURES. ALSO, THE HASSLES SCALE RATINGS WOULD 

BE MORE PREDICTIVE OF PSYCHOLOGICAL (GHQ) AND SOMATIC (RSC) 

SYMPTOMS, THAN SCORES ON THE LIFE EVENTS INVENTORY.

The Hassle Means. With a mean of 20.82 (SD 16.19) females recorded a higher

average number of hassles than males with a mean of 17.50 (SD 13.63) - see Table

1. This pattern is repeated for hassle intensity where Table 1 shows that females

also recorded a higher hassle intensity mean at 1. 62 (SD 0.51), relative to males

where the average hassle intensity was 1.50 (SD 0.46). While there are differences

between the two sexes recorded on the hassles ratings, these did not reach statistical

significance given an alpha level of 0.05, although a significance level of 0.07 was

obtained on hassle intensity.

The Life Event Means. On life event frequency and distress scores, males scored

slightly higher than females. Males recorded a life event frequency mean of 5.36

(SD 3.67) and a life event distress score mean of 55.56 (SD 53.09), while on the

same measures females scored means of 4.98 (SD 2.91) and 54.59 (SD 45.18)

respectively. While the average for males on life event change scores of 82.26 (SD

63.78) was noticably higher than females on this measure at 71.50 (SD 49.12) the

difference was not statistically significant P > 0.05. Overall, the standard deviations

on both the hassles and life event measures indicate a wider spread of scores about

the means for males than females.
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Psychological Symptom (GHQ) Means. The psychological symptom (GHQ)

frequencies means for the sex are almost identical with males recording a mean of

20. 10 (SD 5.19) and females 20.94 (SD5.50). However, the GHQ score mean of

29.73 (SD 14.34) for females was significantly higher than the 24.95 (SD 10.40)

obtained for males (P < .009). The female GHQ mean intensity rating of 1.34 (SD

0.41) was also significantly higher than the male mean of 1.21 (SD 0.28) P <

0.009. Dispersion of scores about the means was larger for females on all

psychological measures, particularly the GHQ score.

Somatic Symptom (RSC) Means. The means for the sexes on somatic symptom

(RSC) intensity are very similar with males recording 1.46 (SD 0.60) and females

1.45 (SD 0.57). However, statistically significant differences were evident between

the sexes on RSC frequency with 6.99 (SD 10.69) recorded for males and 8.25 (SD

5.63) for females. The dispersion of scores about the mean was greater for females

than males for the number of somatic symptoms, but slightly greater for males on

somatic symptom intensity.

Hassles and Life Events as Predictors of Health Outcomes for the Sexes. Tables 6

and 7, show the regression equations for males and females. As with the overall

regression analysis, the multiple R, R2 , adjusted R2 and the Sr2 on each step of the

equations were significantly different from zero. Again, it is suggested that the first

variable entered into the symptomatology equations accounts for the majority of the

explained variance.

For males, hassle frequency and intensity were the criterion variables entered into

the predictive equation for GHQ intensity and the GHQ score, and accounted for

22% and 2% of the variances respectively. Eight per cent of the variance on GHQ

intensity was accounted for by hassle frequency, 5% by hassle intensity while 9%

was shared by the two hassle measures. On the GHQ score hassle frequency

accounted for 16% of the variance, hassle intensity 13%, while the remaining 6%

was shared. Somatic symptom (RSC) frequency for males, was the only criterion

variable on which life events was the primary predictor variable. Life event

frequency contributed 18% of the explained variance, hassle frequency 9%, while

life event and hassle frequencies combined explained the remaining 12% of the

variance. In relation to somatic symptom intensity, hassle intensity, marital status

and age were entered into the predictive equation for males. Hassle intensity



TABLE G. STEPWISE MULTIPLE

REGRESSION ANALYSIS OF PSYCHOLOGICAL

AMD SOMATIC SYMPTOMS ON HASSLES AND 

LIFE EVENTS TO MALES.

CRITERION PREDICTOR,

VARIABLES	 VARIABLES

in order of
entry

N = 8 .1

R	 P2

P < 0.001

oR L	F

GHQFREQ 1. HASFREQ 0,31 0.10 0.09 8.82 N. 5

GHQINT	 1. HASFREO 0.49 0.18 0.17 17.88

2. HASINT 0.24 0.22 12,91

GHQSCR	 1. HASFREQ 0.47 0,21 0.20 21.82

2 HASINT 0.22 0.21 12 08

SYPFREQ 1. LEFREQ 0.64 0.30 0.30 36.59

2. HASFREO 0.41 0.39 28.25

SYPINT	 1. HASINT 0.54 0.22 0.21 23.15

2, MARSTAT 0.25 0 23 13.56

3, AGE 0.29 0.27 11.05

LEGEND 

HASFREQ: Number of hassles HASINT: Hassle intensity

LEDIS: Life event distress score
OHQFREQ: Number of psychological symptoms

01-1Q5CR: GHQ score 01-10111T. psychological symptom intensity

SYPFREQ (RSC): Number of somatiCsyrnptorris SYPINT (RSC):

Somatic symptom intensity
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TABLE 7. STEPWISE MULTIPLE 
REGRESSION ANALYSIS OF PSYCHOLOGICAL 
AND SOMATIC SYMPTOMS ON HASSLES AND 

LIFE EVENTS FOR  FEMALES.

CRITERION PREDICTOR
VARIABLES VARIABLES

	 N= 119 P < 0,001

In order of
entry	 R
	

R	 aR	 F

GHQFREQ 1. HASINT	 0.45	 0.16 0.14 21.64

2. HASFREQ	 0.20 0,19 19.90

64.

GHQINT	 2. HASFREQ	 0.67	 0.32
3. HASINT	 0.44

OHQSCR	 1. HASFREQ 0.63	 0.27
2. HASINT	 0.40

0.31 56.22
0.43 46.78

0.26 42.29

0.39 39.58

SYPFREQ 1. HASFREQ	 0.70	 0.90 0.90 80.41

2, LEDIS	 0.50 0,49 57.94

SYPINT	 1. HASINT	 0.52	 0.28 0.27 95.61

LEGEND 
HASFREQ: Number of hassles HASINT: Hassle intensity

LEDIS: Life event distress score LECH: Life event change score

GHQFREQ: Number ofpsychological symptoms GHQINT:

psychological symptom intensity GHQSCR: OHO score
SYPFREQ ( RSC): Number of somatic symptoms SYPINTkRSC):

Intensity of somatic symptoms
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accounted for 17% of the variance, marital status and age 5 % with the remaining

5% shared between the predictor variables. Neither life events nor hassles predicted

the number of psychological symptoms for males, as the equation did not reach

significance (P > 0.001).

For females, hassles ratings were entered on step one for all psychological and

somatic synptoms. With psycholological symptom (GHQ) frequency as the

criterion variables, 10% of the variance was accounted for with hassle intensity, 5%

by hassle frequency, with 4% shared between the two hassles measures. In relation

to GHQ intensity, 42% of the variance was accounted for by the hassles measures

with hassle frequency contributing 19% and hassle intensity 12%, while 12% was

shared. For the GHQ score, 39% of the variance was explained with hassle

frequency and hassle intensity as the predictor variables contributing 14% and 13%,

respectively and sharing the remaing 12%. For females, 49% of the variance on

somatic symptom (RSC) frequency was accounted for by hassle and life event

frequencies. Hassle frequency accounted for 17%, life event frequency 9%, while

23% of the variance was shared by hassles and life events. Hassle intensity was the

only variable predictive of somatic symtom intensity for females, and accounted for

25% of the variance.

HYPTHOSIS (5): THERE WOULD BE AGE DIFFERENCES ON THE
STRESS AND HEALTH MEASURES. IT WAS EXPECTED THAT THE 
HIGHEST SCORES ON THE STRESS AND PSYCHOLOGICAL (GHQ) 
MEASURES WOULD BE RECORDED BY THE 15 TO 19 YEARS AND 35 TO 
49 YEARS AGE BRACKETS. WHILE THE 50 + AGE GROUP WOULD 
RECORD THE LOWEST STRESS, PSYCHOLOGICAL (GHQ) SYMPTOM AND 
SOMATIC (RSC) SYMPTOM INTENSITY RATINGS, BUT THE HIGHEST
NUMBER OF SOMATIC (RSC) SYMPTOMS.

The Hassle Means. Table 8 provides a breakdown of hassle frequency and intensity

ratings by age. As indicated, the age bracket 15 to 19 years recorded the highest

average ratings on both hassle frequency and intensity with means of 23.30 (SD

12.64) and 1.78 (SD 0.35) respectively. Conversely, the 55 + group recorded the

lowest averages on the hassle ratings with mean of 14.87 (SD 17.85) for hassle

frequency and 1.41 (SD 0.30) on hassle intensity.
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The 35 to 49 age bracket has the second highest average on hassle frequency with a

mean of 22.10 (SD 16.60) followed by the 20 to 24 age bracket with a mean of

19.62 (SD 4.72) and the 25 to 34 age group with mean of 16.97 (SD 12.08). The

20 to 24 age group rated the second highest hassle intensity mean at 1.62 (SD 0.40),

followed by the 25 to 34 and 35 to 49 age brackets with means of 1.60 (SD 0.48)

and 1.53 (SD 0.46), respectively. The standard deviations indicate that the range of

responses on hassle frequency for all age groups varied considerably, particularly

for the 50 + bracket where the standard deviation exceeded the mean score. So there

were considerable differences between respondents in the 50 + age group regarding

the number of hassles they reported.

However, while there are differences between the means on all age groups,

application of the Scheffe Multiple Comparison Procedure for pairwise comparison

of group means indicated that these differences were not significant (P > 0.05).

The Life Event Means. Table 8 shows that the overall pattern for life events is not

unlike that observed in relation to the hassles ratings. The age bracket 15 to 19 years

recorded the highest means and the 55 + age group the lowest. For life event

frequency the 15 to 19 age bracket had a mean of 7.05 (SD 3.84), followed by the

20 to 24, 25 to 34, 35 to 49 and 55+ age groups with averages of 6.47 (SD 4.03),

5.17 (SD 2.35), 4.60 (SD 3.21) and 3.31 (SD 2.94), respectively.

The progression of means from highest to lowest beginning with the youngest age

group through to the oldest, is again evident on the life event distress and change

scores. The 15 to 19 years group recorded a mean life event distress score of 75.05

(SD 55.02) and life event change mean of 92.30 (SD 61.29). The 20 to 24 age

group followed closely with a life event distress mean of 65.78 (SD 65.86) and life

event change mean of 93.34 (SD 65.26). The mean scores, which followed,

evidence a considerable drop from the two highest with the 25 to 34 group recording

a life event distress score mean of 51.38 (SD 35.44) and a life event change score

mean of 76.88 (SD 42.28). The next highest was the 35 to 49 age bracket with a

life event distress score average of 49.18 (SD 44.70) and a life event change mean

of 65.94 (SD 55.39). Again, the 55 + group recorded the lowest life event distress

score mean of 52.55 (SD 54.30). The life event change score mean for those 55 and

over was 66.44 (SD 71.23). As indicated by the standard deviations, the 55 +

group also evidenced the widest dispersion of scores about the mean on the life

event distress and change measures.



TABLE 8. T  RE_CILAN3 AN125_TAN_D.A1112.
DEVIATIONS FOR TUE STRESS MEASURES 

BY AOE.

AGE IN YEARS
15-19 20-24 25-34 35-49 50 +
N = 20 N = 32 N=64 N = 55 N = 32

67.

HASSLE FREQUENCY 
X	 23.30
SD	 12.64

HASSLE INTENSITY 

X	 1.78
SD	 0.35

LIFE EVENT FREQUENCY
X	 7.05*
SD	 3.84

LIFE EVENT DISTRESS
X	 75.05

SD	 55.02

LIFE EVENT CHANGE 
X 	 92.30

SD	 61.29

19.62 16.97 22.10 14.87
14.72 12.08 16.60 17.85

1.62 1.60 1.53 1.41

0.40 0.48 0.46 0.30

6.47* 5.17 4.60 3.31*

4.03 2.35 3.21 2.94

65.78 51.38 49,18 52.54

65.86 35.44 44.70 54.30

93.34 76.88 65.94 66.44

65.26 42.28 55.39 71.23

*: According to the Sheffe test group 5 was significantly
different from groups 1 and 2 P < 0.05



68.

Application of the Scheffe test indicated that the average for 55 + age group was

signifcantly lower than the 15 to 19 year age bracket and the 19 to 24 group means,

for life event frequency (P < 0.05).

The Psychological Symptom (GHQ) Means Figures 5 and 6, illustrates the means

for psychological and somatic symptom frequencies, as measured by the GHQ and

RSC, broken down by age. In relation to psychological symptoms, on two of the

three GHQ measures, the youngest age group once again recorded the highest means

while the oldest age bracket obtained the lowest mean on all three GHQ measures.

With respect to GHQ frequency, the highest mean recorded was that of 22.00 (SD

4.62) for the 35 to 49 age bracket. There was little difference between the two

second highest means with the 25 to 34 age group recording an average of 20.56

(SD 5.39) and the 15 to 19 age bracket obtaining a mean of 20.35 (SD 5.48). These

were followed by the 20 to 24 age group with a mean of 19.28 (SD 5.51) and the

55+ group with a mean of 18.33 (SD 6.13). The standard deviations tend to

indicate that the spread of scores about the mean on this measure is not as large as

indicated for some of the previous measures in this study.

While the GHQ score mean for the 15 to 19 year age bracket at 30.85 (SD 14.69)

was higher than the averages obtained for the other age groups, it was closely

followed by the average of 29.63 (SD 12.97) for the 35 to 49 age bracket. The

averages for the groups 25 to 34, 20 to 24 and 55 + were 27.95 (SD 13.30), 25.09

(SD 10.50) and 22.14 (SD 11.16) respectively. The standard deviations show that

the response range on this measure is wider than that indicated for GHQ frequency.

In relation to GHQ intensity rating means, the 15 to 19 year age bracket again scored

the highest on both measures. This group recorded a GHQ intensity mean of 1.47

(SD 0.39) followed by groups 25 to 34 and 35 to 49 years recording the same

means of 1.30, although the standard deviations varied at SD 0.34 and SD 0.40

respectively. The age bracket 20 to 24 recorded a mean of 1.28 (SD 0.28), while

the 55+ were again the lowest with an average intensity rating of 1.24 (SD 0.37).

The Somatic Symptom (RSC) Means. As shown in figures 5 and 6, the RSC

frequency mean of 14.50 (SD 19.86) recorded for the 15 to 19 year age bracket,

clearly exceeded the means obtained for the other age brackets. Further, the high

standard deviation relative to the mean for this group is indicative of a substantial

range of responses on the measure. The second highest groups were the 19 to 24

years and the 34 to 49 years with similar means of 7.56 (SD 6.07) and
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7.12 (SD 5.40) respectively. The age groups 24 to 34 and 55 + years also had

similar means of 6.64 (SD 4.21) and 6.50 (SD 5.10). As would be expected, the

Scheffe test indicated that the age group 15 to 19 years was signficantly different

from all the other age groups (P < 0.05).

In relation to RSC intensity ratings, the mean for the 15 to 19 year old group was

1.67 (SD 0.40), was the highest followed by the 20 to 24 age bracket with a mean

intensity of 1.52 (SD 0.49). An average of 1.42 was recorded by groups 25 to 34

years and 35 to 49 years with little difference in the two standard deviations at 0.60

and 0.61 respectively. The 55 + age bracket once again recorded the lowest average

at 1.39 (SD 0.71). The differences between the groups on both the GHQ and RSC

intensity ratings did not meet the Scheffe significance criterion.

HYPOTHESIS (61: THE WOULD BE MARITAL DIFFERENCES, WITH THE

WIDOWED/SEPARATED/DIVORCED GROUP RATING HIGHER ON BOTH
STRESS AND HEALTH MEASURES THAN OTHER GROUPS: 

PARTICULARLY THOSE MARRIED OR SHARING A SIMILAR
RELATIONSHIP 

The Hassle Means. Figures 7 and 8, show the Hassle ratings broken down by

marital status. As indicated in figure 7, with means of 22.31 (SD 13 .92) and 22.90

(SD 13.36), there is very little difference between the averages recorded for 'single'

and 'separated' (widowed/divorced/separated) on the hassle frequency ratings, while

'married' respondents had the lowest mean at 18.04 (SD 16.40). Figure 8 show

that the separated group rated highest on hassles intensity with a mean of 1.84 (SD

0.67). Singles and marrieds followed with means of 1.60 (SD 0.34 and 1.53 (SD

0.50), respectively. While the group differences were not significant on hassle

frequency, the Scheffe test indicated that on hassle intensity the group means for

married and separated respondents were statistically different (P < 0.05).

The Life Event Means. The life event measures by marital status are provided in

Figure 9. Over all three measures, the 'separated' respondents scored as higher, or

higher than the other two marital status groups. At 6.84 (SD 3.29) and 6.35 (SD

5.69) there is little between the means for 'single' and 'separated' on the life event

frequency ratings. 'Married' respondents again recorded the lowest with an average

of 4.42 (SD 2.44). However, in relation to life event distress and life event change

scores, the means for separated respondents clearly exceeded those obtained for the
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other two groups. Separated respondents recorded an average life event distress

score of 88.55 (SD 87), followed by single respondents with a mean of 70.36 (SD

45.51) and the married group with a considerably lower average at 46.16 (SD

38.50). For life event change scores the mean for 'separated' respondents at 103

(SD 96), was greater than for 'singles' 90.52 (SD 52.59 and for 'marrieds' at 67.41

(SD 46.60).

The standard deviations relative to the means on life event distress and change scores

are indicative of a substantial range of responses on these measures, particularly for

'separated' respondents where the standard deviation is close to, or exceeds the life

event means. Results from the Schef4 test indicated there were significant group

differences on all life event measures. On life event frequency and distress scores

the means obtained for 'married' respondents were significantly less than those for

'singles' and 'separated.' For life event change score the mean for 'married'

respondents was significantly less than that of 'separated' respondents.

The Frequency Means for Psychological (GHQ) and Somatic (RSC) Symptoms.
Table 9, shows that there is very little difference between groups relative to the

average psychological symptom (GHQ) frequency, or the spread of the scores about

the mean. 'Single' respondents recorded a GHQ frequency mean of 20.55 (SD

5.34), 'marrieds' 20.58 (SD 5.43) and separated respondents 20.85 (SD 5.34).

However, on the GHQ score 'separated' respondents again scored highest with a

mean of 30.90 (SD 15.63), folllowed by 'singles' with an average of 28.30. (SD

12.01) and 'marrieds' at 27.00 (SD 12.98).

For somatic symptom (RSC) frequency ,'single' respondents recorded the highest

average and the greatest range of scores with a mean of 10.50 (SD 14.50). The

'separated' group rated second highest with a mean of 9.20 (SD 6.55) and

'marrieds' were considerably lower at 6.64 (SD 4.88). According to the Scheffe

test, the mean for married respondents on RSC frequency ratings was significantly

different from that obtained for the single group (P < 0.05).

The Intensity Means for Psychological (GHQ) and Somatic (RSC) Symptoms.
Table 9, indicates that on psychological symptom (GHQ) and somatic symptom

(RSC) intensity ratings 'separated' respondents again recorded the highest means on

the measures with an average intensity of 1.42 (SD 0.46) on the GHQ, and 1.77

(SD 0.82) on the RSC. With an intensity mean of 1.36 (SD 0.35)



IOU 9. THE MEANS AND STANDARD 

DEVIATIONS FOR THE SYMPTOM MEASURES BY
MARITAL STATUS.

SINGLE
N = 44

MARRIED
N = 139

SEPARATED
N = 20

PSYCHOLOGICAL

GHQ FREQUENCY

X	 20.55 20.58 20.85
SD	 5.35 5.43 5.34

GHQ INTENSITY

X	 1.36 1.24 1.42

SD	 0.35 0.35 0.46

GHQ SCORE
X	 28.70 27.00 30.90
SD	 12.01 12.98 15.63

SOMAT IC 

RSC FREQUENCY
X 8.45 6.64 9.20

SD 5.26 4.88 6.55

R5C INTENSITY

1.40 1.43* 1.77*

SD 0.47 0.56 0.82

*: According to the Scheffg test group 2 is significantly
lower than group 3 on RSC INTENSITY P < 0.05

76.
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on the GHQ, 'singles' were the next highest and 'marrieds' at 1.24 (SD 0.35)

recorded the lowest GHQ intensity mean. On RSC intensity, the second highest

average of 1.43 (SD 0.56) was obtained for 'married' respondents followed by

'singles' with 1.40 (SD 47). The differences between marital status groups on the

GHQ intensity means did not reach significance according to the Scheffe test (P >

0.05), but in relation to RSC intensity ratings, the mean for married respondents

was significantly different from that of separated respondents (P < 0.05).

HYPOTHESIS (7): THERE WOULD BE OCCUPATIONAL DIFFERENCES, 
WITH THE LOWER STATUS OCCUPATIONAL BRACKET SCORING 
HIGHER ON THE STRESS AND SYMPTOM MEASURES THAN OTHER
GROUPS. THE LOWEST SCORES ON THE STRESS AND SYMPTOM 
MEASURES WOULD BE RECORDED BV THE HIGHEST OCCUPATIONAL
GROUP.

The Hassle Means. With respect to hassle ratings, the lower status occupational

group recorded the highest averages with a mean of 21.62 (SD 15.37) on hassle

frequency and 1.68 (SD 0.59) for intensity. Conversely, the high status group

recorded the lowest averages of 15.50 (SD 10.02) for hassle frequency and 1.29

(SD 0.38) for intensity - see Table 10. The hassle means for those in home duties,

and occupations of middle status respectively, fell between these values. Overall,

there was considerable variance of scores about the means on the hassle measures.

Most noticeable was the standard deviation for home duties on hassle frequency

which exceeded the mean for this occupational group. The Scheffe test indicated

that the mean for high status occupations on hassle intensity was significantly

different from that obtained for low status occupations (P < 0.05).

The Life Event Means. The tendency for the low status occupational group to score

higher than the other groups on the hassle measures is repeated with the life event

measures, as shown in Table 10. For life event frequency there is little difference

between the mean of this group at 5.83 (SD 3.81) and that of middle occupational

status group of 5.09 (SD 3.12). Likewise, the means for the high status group and

home duties vie for second position at 4.81 (SD 2.34) and 4.31 (SD 2.63),

respectively. However, the averages for the low status occupational group of 67.52

(SD 58.86) and 91.10 (SD 67.60) on the life event distress and change scores, are

clearly higher than any other group. Again the high status group



TABLE 10. THE MEANS AND STANDARD 
DEVIATIONS FOR THE STRESS 

MEASURES BY OCCUPATION.

7 8

OCCUPAT I ONAL STATUS
High	 11 iddle

N= 16 N = 73

HASSLE INTENSITY 
X	 1.29*	 1.52
SD	 0.38	 0.44

LIFE EVENT FREQUENCY 
X	 4.81	 5.09
SD	 2.34	 3.12

LIFE EVENT DISTRESS
X	 33.88	 47.78
SD	 29.64	 38.18

LIFE EVENT CHANGE 
X	 71.38	 71.52
SD	 45.12	 49.14

Low
N = 67

Home Duties
N = 47

21.62 19.40
15.37 20.40

1.68* 1.61
0.49 0 59

5.83 4.31
3.81 2.63

67.52 55.51

58.86 48.16

91.10 62.80
67.60 45.86

HASSLE FREQUENCY 
X	 15.50	 18.34
SD	 10.02	 13.34

*: According to the Sheffe test group 1 was significantly

lower than group 3 on HASSSLE INTENSITY P < 0.05
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recorded the lowest mean of 33.88 (SD 29.64) on life event distress, while home

duties accounted for the lowest average on life event change with a mean of 62.80

(SD 45.86). The differences in group means were not significant according to the

Scheffe test (P > 0.05).

The Psychological Symptom (GHQ) Means. In relation to psychological

symptoms, as measured by the GHQ, the results in Table 11, indicate there is

practically no differences between the means of the groups for GHQ frequency.

They range from 20.06 to 20.66. However, while the dispersion of scores about

the means is not substantial, there are some differences, with the standard deviations

indicating that home duties had a wider range of responses than the other four

groups. Home duties and the low status occupational group also recorded the the

highest frequency means at around 28.00, with middle status following on 27.53,

and high status with the lowest average of 24.50. The standard deviations for

psychological symptom scores ranged from 8.18 for high status occupations

through to 14.86 for housewives. So dispersion of scores about the means was

greater than those recorded for GHQ frequency. With respect to GHQ intensity, the

mean ratings ranged from 1.18 for the high occupational status group to 1.33 for

low status occupations, while the standard deviations ranged from 0.27 for high

status occupations to 0.42 for housewives. However, the Scheffe indicated that the

differences between the group means were not significant (P > 0.05).

The Somatic Symptom (RSC) Means. Again, reference to Table 11, indicates that

the pattern of low scores for high status occupations and high scores for low status

occupation also applies to somatic symptoms, as measured by the RSC. On RSC
frequency, the low status group mean at 9.69 is clearly greater than the means for

the other occupational groups. The high status group recorded an average RSC

frequency of 5.00, with home duties and the middle status group recording 7.07 and

6.54 respectively.

The low status occupational group also evidenced the greatest dispersion of scores

about the frequency means with a standard deviation of 11.85. For the remaining

groups the standard deviations ranged from 3.88 to 5.96, with the high status group

evidencing the least dispersion of scores. For RSC intensity ratings, the means

ranged from 1.09 for the high status group through to 1.61 for the low status

occupations. The means for home duties and middle status occupations were almost

identical at 1.41 and 1.42. The Scheffe indicated that the high status group mean

was significantly different from the low status group mean on RSC intensity ratings

(P < 0.05).



TABLE 11. THE MEANS AND STANDARD 

DEVIATIONS FOR THE SYMPTOM MEASURE 

BY OCCUPATION.

OCUUPATIONAL STATUS

High	 Middle	 Low	 Home duties

N = 16	 N = 73	 N = 67	 N = 47

20.06 20.66 20.64 20.63

2.89 5.44 5.32 6.10

1.18 1.27 1.33 1.30

0.27 0.35 0.36 0.42

24.50 27.53 28.25 28.49

8.18 12.88 12.96 14.86

5.00 6.54 8.34 7.07

3.82 4.88 5.08 5.96

1.09* 1.41 1.61* 1.42

0.50 0.62 0.44 0.64

*: According to the Sheffe test group 1 is significantly

lower than group 3 on RSC INTENSITY P < 0.05

PSYCHOLOGICAL

GHQ FREQUENCY

R

SD

GHQ INTENSITY

X

SD

GHQ SCORE

X

SD

SOMATIC,

RSC FREQUENCY

X

SD

RSC INTENSITY

X
SD
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HYPOTHESIS (g): THERE WOULD BE EDUCATIONAL DIFFERENCES, 

WITH THE NON-TERTIARY EDUCATED GROUP SCORING HIGHER ON
THE STRESS AND SYMPTOM MEASURES THAN THE TERTIARY 
EDUCATED GROUP.

The Hassle Means. As indicated in Table 12, means for the non-tertiary respondents

were equal to, or higher on all than the tertiary group on all measures. Relative to

hassle frequency, the mean of 20.90 for non-tertiary respondents is five points

above that obtained for the tertiary group. On hassle intensity the means for these

two groups were 1.62 and 1.47, respectively.

The Life Event Means. The means on life event frequency are similar at 5.20 for

non-tertiary and 4.97 for tertiary respondents, the means on life event distress and

change scores are higher for non-tertiary than for tertiary ranging from a low of

44.94 on life event distress to a high of 77.61 for life event change. On both the

hassles and life event scales, the standard deviations indicate a considerable range of

responses on all measures.

The Psychological (GHQ) and Somatic (RSC) Symptom Means. For psychological

symptoms, as measured by the GHQ, frequency means for non-tertiary and tertiary

show little difference at approximately 20.00 - see Table 14. However, the GHQ

mean score of 28.60 for non-tertiary respondents is about five points higher than

that obtained for the tertiary educated group. While for the same groups the GHQ

intensity means were 1.32 and 1.21, respectively.

This pattern continues for somatic symptoms, as measured by the RSC, with the

non-tertiary group obtaining means of 8.31 for RSC frequency and 1.53 on RSC

intensity ratings, while for the same measures the tertiary educated group recorded

means of 6.30 and 1.28. Again, there is a reasonable dispersion of scores about the

means with the most notable relating to RSC frequency, where the standard

deviation for the non-tertiary respondents exceeds the mean recorded for that group.

Significant differences were evident between the tertiary and non-tertiary educated

on hassle frequency and intensity, life event distress scores, psychological and

somatic symptom intensity (P < 0.05).



TABLE 12. THE MEANS AND STANDARD 

DEVIATIONS FOR THE STRESS AND HEALTH 

MEASURES BY EDUCATION.

GROUP	 HASSLES	 LIFE EVENTS 

Frequency Intensity	 Frequency Distres Change

TERTIARY EDUCATED (N = 144) 

X	 20.90*	 1.62*	 5.20	 59.10*	 77.61

SD	 17.05	 053	 3.49	 53.86	 59.62

NON-TERTIARY EDUCATED (N = 59) 

X	 15.91*	 1.47*	 4.97	 44.94*	 71.91

SD	 11.07	 0.38	 3.57	 29.83	 45.17

SOMATIC SYMPTOMS PSYCHOLOGICAL SYMPTOMS

(RSC)	 (GHQ) 

Frequency Intensity	 Frequeny Intensity Score

82.

TERTIARY EDUCATED (N =144)

5.,Z	 7.69	 1.53*

SD	 5.53	 0.60

NON-TERTIARY EDUCATED (N = 59)

X	 6.30	 1.28*

SD	 4.19	 0.49

20.72 1.32* 28.60

5.59 0.39 13.73

20.22 1.21* 25.68

4.86 0.28 11.05

*: There were significant difference between groups on

HASSLE FREQUENCY, HASSLE INTENSITY, LIFE EVENT

DISTRESS, PSYCHOLOGICAL AND SOMATIC

SYMPTOM INTENSITY P < 0.05

1
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Finally, the overall responses on the Marlowe-Crowne Social Desirability Scale

yielded a mean of 16.17 and a standard deviation of 5.13, which is similar to the

average obtained in previous American studies of 15.1 (SD 5.6). In an Australian

study undertaken in the Latrobe Valley , an open cut coal mining area in Victoria,

Peterson (1977) reported a mean on the Marlowe-Crowne of 19.35 (SD 5.7). The

Scheffe test indicated that the differences between demographic groups means on the

Marlowe-Crowne relative to the stress and health measures, were not significant (P

> 0.05).



CHAPTER 4.	 84.

DISCUSSION

Consistent with previous research, the results support the fundamental hypothesis of

the study that the minor stresses, or 'little hassles,' characteristic of daily

transactions with the environment relate more significantly to health outcomes than

life events. Ratings on The Hassle Scale were found to be more predictive of

psychological and somatic health than ratings on the Life Events Inventory.

However, the number of life events did contribute significantly to the regression

equation for the number of somatic symptoms, although hassle frequency accounted

for the majority of explained variance on somatic symptom frequency.

HYPOTHESES (1): GIVEN THE CULTURAL SIMILARITIES BETWEEN
AUSTRALIA AND AMERICA IT WAS EXPECTED THAT THE MEANS 

OBTAINED ON THE HASSLE SCALE FOR THE AUSTRALIAN SAMPLE
WOULD BE SIMILAR TO THE MEANS REPORTED IN THE AMERICAN 
STUDIES. HOWEVER, BECAUSE OF THE BROADER DEMOGRAPHIC
SAMPLE IN THE AUSTRALIAN STUDY THE HASSLE PATTERNS WOULD 
DIFFER.

The results obtained in the present research support hypothesis (1). The frequency

of hassles in the current and comparison studies are comparable. The average

number of hassles of 19.44 (SD 15.69) and their mean intensity of 1.58 (SD 0.55),

recorded in the current research are very similar to the means obtained in the

American studies. Kanner et al. (1981), reported a hassle frequency mean of 20.5

(SD 17.7) and an intensity mean of 1.47 (SD 0.39). DeLongis et al. (1982),

obtained a hassle frequency mean of 20.6 (SD 15.1) and an average intensity of

1.47 (SD 0.28).

As expected, the pattern of selection in the top ten hassles varied between the

Australian and comparison population, although the studies did share five of the

most frequently endorsed items in the study. The DeLongis et al. (1982) study did

not list the most frequently endorsed hassles. Shared hassles common in the current

research and the Kanner et al. (1981) study included, "misplacing or losing things,

health of a family member, concerns about weight, too many things to do" and the

"rising price of common goods." However, the priority of shared items differed
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between the two populations. Kanner et al. (1981), found that "concerns about

weight" was the most frequently endorsed hassle, while for the current study it was

"troubling thoughts about the future." This difference in the 'top' hassles between

the studies, may relate primarily to the age differences. Unlike the Australian study,

the American 'hassles' population was middle aged and this is a time of life when

people often become concerned with the effects of aging (Futrell et al., 1980).

"Physical appearance," was also one of the American top ten hassles which tends to

provide further indications of age-related concerns in the Kanner et al., (1981)

study.

Apart from "Troubling thoughts about the future," items not appearing in the

American 'top ten' that hassled Australians included ,"Trouble relaxing, Not getting

enough sleep, Not enough time to do the things you need to do and Lack of personal

energy." Overall, the Australian study population appeared to be most hassled by

personal pressures, such as "Troubling thoughts about the future," lack of time,

sleep, personal energy and relaxation. There were also differences between

demographic groups relative to the number and intensity of hassles, which will be

discussed in greater detail later. Apart from concerns about weight and physical

appearance, the most frequent hassles for American respondents tended to be less

personal, and more concerned with economic, home maintenance and social issues,

such as "Rising price of common goods," property, investment, crime. While

differences in hassle patterns between the studies probably relate primarily to the

differences in the demographic variables, people's priorities can change over time.

It is possible that the priority of particular hassles six years ago in the Kanner et al.

(1981) study, may not have been the same for respondents in the current research.

However, the demographic characteristics may account for different hassle patterns

in terms of appraisal. Stimuli, or events only become hassles, or stressors, if the

individual appraises them as such. Appraisal involves the subjective interpretation

of stimuli relative to the importance of the stimuli to the individual, and this can vary

across individuals, situations and time. What one individual, or demographic group

perceives as stressful, may be quite different to the stressors reported by others

(Lazarus and Folkman, 1984; Lazarus and Launier, 1978).

The American research supports the assumption of demographic differences in stress

appraisals. In addition to the middle aged population in the 'hassles and

psychological health' study, Kanner et al. (1981) also investigated the most
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frequently recorded hassles in a sample of college students and a group of Canadian

health professionals. Hassle differences were found in relation to both age and life

situations of the three samples. Unlike the middle aged respondents, the college

students were primarily concerned with social and academic issues, while the health

professionals were concerned with home and work issues. Given the results

obtained in the Australian and American research, it may be useful to keep in mind

the possibility of constructing subscales relevant to different age or socioeconomic

groups. Kanner et al. (1981) have indicated that research along these lines is already

being considered, so future hassles scales may incorporate such features.

AIM (1): EXAMINATION OF THE SIMILARITIES AND DIFFERENCES IN
THE STRESS AND HEALTH STATUS OF THE AUSTRALIAN AND 

AMERICAN RESEARCH SAMPLES.

The Life Events. Unlike 'hassles,' the life event scales were not directly comparable

between studies because different versions, scoring methods and times spans were

employed in the American and Australian research. The life event measures in the

current study recorded pre-study life events occurring 12 months prior to the study,

and included a distress, change and frequency scores. Whereas, the American study

undertaken by DeLongis et al. (1982) employed a two and half year time span for

pre-study life events, and measured life events occurring within the study period.

The scoring entailed normatively weighted items similar to the SRRS, based on the

estimated magnitude of change associated with an event/s.

For the ten month study period DeLongis et al. (1982) reported a mean life event

score of 84.7 (SD 61.0), with a mean of 148.22 (SD 87.9) for the 2 1/2 year

pre-study period. Kanner et al. (1981), did not detail the life event means.. As the

time spans are similar for the pre-study life event scores in the present study, and

those occurring during the study period in the DeLongis et al. (1982) research,

perhaps the scores associated with the life event score, or change factor could be

tentatively compared; the Life Events Inventory does share similar items with the

SRRS, and the life events scale used in the American studies. if comparable, then

the mean of 76.00 (SD 55.76) obtained in the present research, suggests that

perhaps the magnitude of life event change in the Australian study was lower than in

the American research sample.
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However, the difference in life event change scores between the hassle studies, may

relate primarily to differences in the characteristics of the two populations,

particularly, the age factor. Unlike the Australian study population the comparison

studies were largely comprised of middle aged respondents. Indications are that this

is frequently a time of major change as well a transition. For example, transitions

can involve turning points in career options, with realization that early aspirations

may never be accomplished, loss or care of aging parents, children leaving the

home, biological aging including events like menopause and retirement

considerations. As suggested by previous research and predicted in hypothesis (5)

in the current study, rates of stress are often higher in the teen and middle years

relative to other groups (Argyle, 1987; Sandstrom, 1974). Therefore, caution should

be exercised before interpreting the difference in the life event change scores as

typical, or representative of the overall research populations. While the Australian

study did sample a broad cross-section of the general population, the American

study did not. So, the Delongis et al. (1982) life event scores may be more

representative of middle aged Americans, rather than all Americans.

The Health Measures. Like life events, comparison of health levels between the

Australian and American research was difficult because different measures were

employed in the three studies. DeLongis et al. (1982) used the Health Status
Questionnaire (Belloc and Breslow, 1972; Belloc, Breslow and Hochstim, 1971)

which covers chronic conditions, disabilities and somatic symptoms. The means on

the Questionnaire were 1.15 (SD 1.29) and 6.58 (SD 2.88) on initial somatic

symptoms and energy levels; final evaluations after the study period were similiar.

This is lower than the average number of somatic symptoms in the present study of

7.28 (SD 5.87), as measured by the RSC. However, before concluding that

Australians generally have a higher number of somatic symptoms than their

American counterparts, the nature of the somatic symptom measures must be

considered. Differences between the populations may well relate to differences in

the measures. Unlike the Health Status Questionnaire, the Ruffin Symptom

Checklist deals primarily with somatic symptoms, rather than including aspects such

as 'energy levels.' Further, the symptoms reported in the current study were

primarily more minor than major problems. Major syndromes were excluded

because the rate of occurrence was so low, statistically significant analysis was not

feasible. This may mean that there was the option of reporting more symptoms in
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the Australian study, than in the American study. Also, once again the demographic

spread in the Australian sample was considerably broader than the American study.

The breakdown analysis in the current study, to be discussed in more detail later,

indicated that teenagers had a very high level of somatic symptoms relative to other

age groups. It is possible that a substantially higher rate of somatic symptoms

among one group could inflate the overall mean.

The psychological symptoms means obtained in the Kanner et al. (1981) study were

not detailed, so comparison was not possible. In the present study, the population

demonstrated a much higher rate of psychological symptoms than somatic. This

may relate to the nature of the measures. The General Health Questionnaire covers

items which may tend to occur together, such as depression, loss of confidence, loss

of self esteem. The Ruffin Symptom Checklist also includes items that coincide (e.

g. sinus trouble and headache), but there tends to be more option to report singular

items, for example acne and colds. Thus, if a respondent suffers from a

psychological problem such as depression, it is likely that he/she will also report

accompanying symptoms, but if a symptom like acne occurs, it may not involve

other somatic symptoms.

Particularly noticeable is the mean GHQ score of 27.75. This GHQ score exceeds

the suggested cut off point of 23 to 24 which can be employed to differentiate

'normals' from 'cases."Normals' are respondents whose level of psychological

symptoms, if any, is not interfering with their functioning or daily lives, 'cases' are

respondents whose psychological symptoms are likely to be problematic (Goldberg,

1972). There are a number of possible explanations as to why the GHQ mean score

in the current study is above the suggested cut off point.

First, the simplest explanation is that the research sample for some reason had a

higher rate of psychopathology than the Australian population per se. The refusal

rate in some demographic areas was higher than in others (e. g. North

Geelong/Drumchondra). Perhaps individuals with a higher than average incidence

of psychological problems tended to participate in the survey because it provided a

means for them to express their problems without consulting a doctor. While the

survey certainly did not involve a therapeautic situation, some respondents did ask

questions generally relating to stress and health. Given that there is still stigma

associated with psychological problems (Goffman, 1963), the survey may have
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been viewed by some respondents as a chance to seek attention, or express problems

they had, without resorting to a formal consultation and risk adverse reactions from

others. However, as the study population was comprised of a broad, demographic

sample, the possibility that the sample was primarily pathological is not high.

Second, the higher mean on the GHQ score, may not necessarily indicate that the

current study population has a greater number of potential 'cases' than the average,

but rather the cut off point for this sample is not comparable to the cut off point in

the population used by Goldberg (1972). It could be that individuals in the

Australian study scoring over the suggested cut off point are not experiencing 'above

average' distress, and so do not fall in to the category of 'cases.' Of course there is

no way to verify if the cut off point in the present study is comparable with the

Goldberg (1972) cut off, but it may be worth some consideration in future research.

For example, it may be useful to include inquiries as to whether or not the

respondents had sought treatment, or counselling of any sort within a reasonable

period preceding administration of the GHQ. While not all individuals who

experience distressing, psychological symptoms seek help, those that do have

usually found their symptoms are in some way interfering with their lives, or the

lives of those close to them. Consequently, if there is doubt about the reliablility of

the cut off point differentiating 'normals' from 'cases,' those with a high number of

symptoms and seeking treatment could probably be safely categorized as 'cases.'

Third, the higher mean GHQ score may actually reflect a change in attitude toward a

more open approach to mental illness within the general community. In the past

there has been, and unfortunately often still is, an adverse attitude to

psychopathology. Given the stigma attached to mental, or psychological problems

(Goffman, 1963), and the poor prognosis that often accompanied many disorders in

the past, such as schizophrenia (Davison and Neale, 1978), it is understandable that

people would not readily admit to suffering psychological disorders. While attitudes

are still far from positive, there have been optimistic developments in public attitudes

to mental illness. These developments are reflected in the greater communication

and education within the general public on physical and mental health

(Coleman,1983; Hetzel 1980; Stanton,1981), and the tendency to assist those with

psychological difficulties to remain within the community where possible, rather

than resorting to institutionalization. This latter point in many instances, is
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related to the advent of both the major and minor tranquilizers (Davison and Neale,

1978). Further, increased education on mental health allows people to understand

more about themselves and their particular psychological problems. Consequently,

problems may be reported more frequently if people know what to report. So it is

possible that the higher GHQ average in the present study, could reflect a greater

willingness to admit to problems that may have been concealed in earlier studies.

Further research is required to confirm, or disconfirm this possibility.

Fourth, comparison of the psychological and somatic symptom measures in the

present study indicate that there is little difference between the intensity means on the

two measures. This suggests that for the current study the experience of

psychological symptoms was no more, or less upsetting than somatic symptoms.

This is congruent with the notion that the distress associated with a cognitive, or

emotional event can be just as intense, or even more so, than that experienced with a

physical trauma (Weekes, 1962)

To return again to the differences and similarities between the Australian and

American research, there are still differences between study populations yet to be

considered, particularly the the intercorrelations between both the stress measure and

health measures. Consideration of intercorrelations is important as it may shed some

light on the interactions, if any, between the stressors and between the symptoms.

Pertinent to the current study is the possible relationship between hassles and life

events. If life events affect health by upsetting daily living patterns (Hinkle, 1974),

then a relationship between hassles and health is likely.

Importantly, if a strong relationship was evident between hassles and life events,

then either scale would probably serve equally as well as a predictor of health status,

because neither scale contributes uniquely to health predictions. The American

'hassles' research does suggest that hassles do predict health status much more

effectively than life events, but the relationship still needs to be considered in the

current study. Also, even though hassles may eventuate as the strongest predictors

of health for the present sample, any possible contribution made by life events

should also be considered. Similarly, it was of interest in the current study to

investigate for overlap in the symptom measures; to see if the GHQ and RSC were

actually measuring different dimensions of health. Also, where possible

comparisons were made between the Australian and American correlations between

the stress measures and between the symptom measures.
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AIM (2): EXAMINATION OF THE INTERCORRELATIONS BETWEEN THE
STRESS AND HEALTH MEASURES.

Life Events and Hassles. There was a positive association between scores on the

Life Events Inventory and The Hassles Scale ratings - see Table 3. The strongest
relationships occurred between the number of hassles and life event measures with

correlations ranging from r = + 0.33 to r + = 0.42. While statistically significant,

the relationship between life event scores and hassle intensity was weaker ranging
from r + = 0.23 to r + = 0.30. An association between life events and hassles was
not unexpected when it has been suggested that the way in which life events may

impact on the individual is by disrupting daily living pattern (Hinkle, 1974; Rutter,

1981), although hassles may also operate independent of life events. However, as

indicated by Lazarus and colleagues (DeLongis et al., 1982; Kanner et al., 1981),
while there may be a relationship between hassles, life events and health outcomes,
it appears that hassles impact on health more significantly than life events. The
suggested explanation for this is that hassles comprise current transactions between
person and environment, and the current, or 'proximal' situation is generally

appraised as having greater immediate significance to the individual than more

remote, past events or the 'distal' environment (DeLongis et al., 1982).

However, correlations between the stress measures in the current study, ranged
higher than those obtained in the American research. Kanner et al. (1981) reported a
significant relationship between hassle frequency and pre-study life events or r = +

0.21, but not for hassle intensity and life events. They also obtained a correlation

of r = + 0. 36 between hassle frequency and life events occurring during the study

over the nine month time span for women, but not for men. Delongis et al. (1982)
obtained low order correlations ranging from r = + 0.10 to r = + 0.19 for hassles

frequency and intensity with pre-study life events, to r = + 0.17 and r = + 0.22 for

life events and hassles occurring during the nine month study.

The differences between the hassles and life event correlations in the American and

Australian research again may be a function of the different life event scales.
Comparison of the results tends to confirm this notion. Where there were
similarities in the nature of the two life event scales, namely the life event change

scores, there were corresponding similarities between the correlations on hassles and
life events in the comparison and current studies. The American studies employed a
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questionnaire containing 24 adverse items, rather than a mixture of positive and

negative. Those close in content to items on the Social Readjustment Rating Scale

(Holmes and Rahe, 1967) received the same change score weighting as the SRRS

items. Events that did not coincide with SRRS items were assigned weights derived

from ratings obtained from graduate students at the University of California,

Berklely (Delongis et al., 1982; Kanner et al., 1981). The weightings for the Life

Events Inventory change score used in the current study were derived in a similiar

manner as those for the SRRS (Tennant and Andrews, 1976), and could be

compared to the life event change measure used in the American research. Not

comparable to the American life events scale was the subscale designed by Tennant

and Andrews (1976) to measure distress, and the frequency measure included by the

present author. These extra measures were most strongly related to hassles in the

current study.

It was found that the life event distress score, followed by frequency, had the

highest correlation with hassle frequency. This result suggests that the number of

life events, and the distress they arouse, is slightly more relevant to the number of

hassles experienced, than the magnitude of change evoked by life events. While the

correlations for hassle intensity and life events are lower, again the distress arising

from life events, rather than the number or magnitude of life event change, is most

associated with the appraised intensity of experienced hassles. These results are

intriguing, because they are consistent with the notion that the impact life events

have, relates strongly to the disruption they cause in daily living patterns (Hinkle,

1974). However, it could be that the distress caused by major life events, rather

than the change they cause, may be more pertinent in possible relationships between

hassles, life events and health.

The Correlations between Hassles and the Correlations between Life Events. The

correlations between the hassle frequency and intensity was r = + 0.34 - see Table 3.

This result suggests that there is a relationship between hassle frequency and

intensity. Such a relationship would not be unexpected. Given that correlation does

not mean causation the current results are not indicative of the direction of causality,

but it is possible to speculate on possible relationships between hassles. First, it is

feasible that when the number of hassles experienced increases, so does the

subjective evaluation of their impact.



93.

Secondly, it may be that when one, or more hassles are appraised as particularly

upsetting, additional events that would not usually be perceived as stressful will be

regarded as hassles. So, the number of hassles may dictate how intensely they are

experienced, or conversely the intensity of experienced hassles may lead to feeling

more 'hassled.' Probably, there is an interplay between hassle frequency and

intensity which relates to factors such as the timing and duration of hassles. For

example, the momentary hassles of being caught in traffic jam while they may be

experienced intensely (i. e. fear of losing one's job if late for work), involve

different time spans and durations relative to other hassles, such as long term care of

aged parents. These conclusions are consistent with the notion raised by Kanner et

al. (1981) that the effect hassles may have, relate to their various characteristics, for

example, a chronic hassle may impact more significantly on the individual than a

number of transient hassles.

The correlations between life events in the current study, are considerably higher

than those between hassles. The correlation between the number of life events and

the distress score was r = + 0.76, and for the number of life events and the change

score it was r = + 0.83. Between the life event change and distress scores the

correlation was r = + 0.78. Some caution needs to be exercised when strong

correlations appear between subscales. The higher the correlation the greater the

likelihood of encountering difficulties with multicolinearity and related problems.

Multicolinearity can affect analysis and subsequent results; particularly multiple

regression (Tabachnick and Fidell, 1983). Further, a strong association beteeen

subscales may indicate that the different scales are all measuring a similar factor.

Therefore, using one of the scale would be just as effective as using all of them.

Marziali and Pikonis (1986) indicated that previous studies have tended to find a

high overlap r = + 0.90 or greater, between simple frequency counts and

normatively weighted scores assigned to the same life events. While the correlations

between the life event measures in the present study certainly did not reach this

magnitude, they were correlated more strongly than other measures in this study, so

this aspect may be worth further consideration in future studies.

Psychological and Somatic Symptoms. The number of psychological symptoms

(GHQ) was not strongly associated with increased levels of somatic symptoms

(RSC) in the present study, which tends to suggest that the two health scales are

measuring different aspects of health. However, correlations between r = + 0.33 to

+ 0.48, were recorded between the GHQ score and intensity of
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psychological symptoms and the number and intensity of somatic symptoms. For

respondents in this study, it appears that the higher the GHQ scores and

psychological symptom intensity, the more somatic symptoms they reported. Also,

there was similarity between the appraised level of intensity for psychological

symptoms and the level of intensity associated with somatic symptoms. For

example, if psychological symptoms were experienced as 'extremely severe,' so

were any somatic symptoms. An association between intensity measures is

probably not suprising, because the evaluation of both psychological and somatic

symptom severity, is more of a subjective experience than simply summing up

numbers of symptoms.

However, importantly the psychological (GHQ), and somatic symptom (RSC)

scales, seem to have performed as desired and measured different aspects of health

interaction between the physiology and psychology of the individual (Davison and

Neale, 1978). The current study aimed to investigate the role of stress relative to

both psychological and somatic conditions. To achieve this aim, it was necessary to

differentiate between symptoms that were predominantly psychological and those

predominantly somatic. While it is difficult to totally eliminate overlap between

symptom measures, it does appear that the GHQ and RSC did measure different

types of symptoms.

Relationships between the psychological measures (GHQ), were stronger than

between the somatic measures (RSC) - see Table 4. The GHQ frequency and

intensity were correlated at r = + 0.51, and the remaining associations between the

GHQ measures were around r = + 0.80. Similar speculations discussed in relation

to the correlations between the hassles measures could also be raised, for example,

the more psychological symptoms, the more intensely they are experienced, or an

intense psychological symptom/s may precipitate the development of more

symptoms. Importantly, though the psychological symptom measures were

correlated, it appears that each of the three subscales did relate to a specific aspect of

psychopathology. For example, the frequency of psychological symptoms did not

seem to be measuring the same aspect as the intensity rating. The scoring for the

GHQ as developed by Goldberg (1972), appears to be the most effective of the three

subscales used to measure psychological symptoms in the current study; it had the

strongest relationship with the stress measures.
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There seems to be little advantage in using a simple frequency count. It is worth

noting that the GHQ score is equivalent to the cumulated severity rating initially used

by Kanner et al. (1981), in the measurement of hassles, but it was found that

cumulated severity and hassle intensity ratings were strongly correlated. Kanner et

al. (1981), concluded that the two ratings were essentially measuring the same thing

and decided to employ intensity ratings only. Similarly, there is a high correlation

between GHQ score and intensity in the current study (see Table 4), and it may well

be that either the GHQ Likert score or average intensity rating would serve the same

purpose. In the present research GHQ intensity had the strongest relationship with

hassles, which suggests that the psychological symptom intensity score on the

GHQ, did contribute unique information regarding how respondents appraised the

severity of their psychological symptoms.

There was some association between the number and intensity of somatic

symptoms, as measured by the RSC (r = + 0.21). Again, it may be that the more

symptoms that occur, the more intensely they are experienced, or intensely

experienced symptoms may contribute to the development of more symptoms, for

example, severe discomfort from conjunctivitis may lead to headache and nausea.

Because there is an interaction between mind and body, a relationship between the

number of symptoms, and the subjective interpretation of their severity was not

unexpected. However, while there is some relationship evident, it is not powerful

and it does seem the two ratings are measuring different aspects of somatic

symptoms.

Summary. Briefly, the measures used in the current study appear to have performed

as expected without any serious overlap between the scales. While there are

differences between the Australian and American stress and health measures, they do

share similarities. Notably, the hassle means in the current study differ little from

those of the comparison studies. Importantly, further discussion will show that

despite the use of different health measures, The Hassle Scale ratings were generally

more strongly associated with health outcomes than the life event measures.
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HYPOTHESIS (2): IN MULTIPLE REGRESSION ANALYSIS, THE
HASSLES SCALE RATINGS WOULD BE MORE PREDICTIVE OF
PSYCHOLOGICAL SYMPTOMS MEASURED ON THE GENERAL HEALTH
QUESTIONNAIRE, THAN SCORES ON THE LIFE EVENTS INVENTORY.

The results of the stepwise multiple regression firmly support hypothesis (2).

Hassles ratings were more predictive of psychological symptoms, as measured by

the GHQ, than were the scores on the Life Events Inventory - see Table 5. While

both hassle frequency and intensity were predictive of psychological symptoms,

hassle frequency was the strongest predictor and accounted for the majority of the

explained variance on the three GHQ scales. The results obtained in the present

study are basically consistent with the regression analysis reported by Kanner et al.

(1981), which indicated that hassle frequency was the strongest predictor of

psychological symptoms.

However, unlike the Kanner et al. (1981) research, the current study found that

hassle intensity, as well as frequency, accounted for part of the variance relative to

psychological symptoms. DeLongis et al. (1982), also found both hassle frequency

and intensity were predictive of somatic health. The demographic variables sex,

age, marital status, occupation and education were also entered into the analyses, but

sex was the only one of these variables to contribute to the prediction of

psychological symptoms in the present study. The life event measures were not

significant contributors to any of the psychological symptom equations. To check

that hassles and psychological symptoms were still significantly related with life

events partialled out of the equation, a regression analysis was performed where the

order of entry was reversed to the one reported in Table 5. It was found that even

when life events were entered into the equation first, hassles always added
significantly on step two and accounted for the majority of the explained variance.

So the variance explained by life events on psychological symptoms could also be

accounted for by hassles. Thus, hassles could relate to psychological symptoms

independently of life events.

The number of psychological symptoms in the current study, related to both the

number and intensity of respondent's hassles. Fourteen per cent of the variance

relative to psychological symptom frequency was explained by the hassles ratings.

How intensely respondents experienced psychological symptoms was primarily
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associated with the number of hassles they had, and how intensely the hassles were

experienced. To a lessor degree whether one was male or female (particularly

female), also contributed to psychological symptom intensity. Hassles explained

38%, and sex 1%, of the variance attributable to the intensity of psychological

symptoms, with the frequency of hassles accounting for half of the explained

variance, and a combination of hassle frequency and intensity sharing the remaining

9% of the variance. This is a considerable amount of the variance accounted for,

given that the independent variables in this study were restricted to the stress

measures and the basic demographics. It could be expected that other factors not

included because of restrictions on the size of the current study, would be operative

in stress-health outcomes, for example, coping styles.

As suggested earlier by Lazarus and Launier (1978) and Folkman et al. (1986) apart

from cognitive appraisal, coping styles play a major role in stress and adaption

processes. How one copes with a psychological symptom may have a powerful

impact on the appraised severity of the symptom. Denial for instance, may not be

the most suitable method of dealing with psychological problems, but this form of

coping may well help decrease the distress level associated with a symptom/s.

Social buffers, interpersonal relations, social networks, economic considerations,

and living conditions, have all been implicated as moderators in the stress-health

relationship (Andrews et al., 1978; Argyle, 1987; Bruhn et al., 1984; Folkman,

1984; Lazarus and DeLongis, 1983). So, given that a variety of factors may be

operative in stress-health outcomes, the ability of hassles to account for a

considerable portion of the variance on psychological intensity is very encouraging.

Future research may find it fruitful to include some of these factors, particularly an

evaluation of coping strategies, or resources. Appraisal and coping are fundamental

aspects of the 'hassles' research and the transactional perspective, so it is quite

possible that the inclusion of a measure of coping processes may enhance the ability

of hassles to predict health outcomes.

For the psychological symptoms GHQ score, hassle frequency, intensity and sex

accounted for 35% of the variance. Hassle frequency uniquely contributed 14%,

hassle intensity 9% and 10% was shared by both hassle measures. For respondents

in the current study, it appears that the more hassles they had, the higher their scores

on the GHQ were likely to be. How intensely respondents appraised their hassles

also influenced the GHQ score, particularly for females. It appears that
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women respondents tended to have higher GHQ scores, and appraised their

psychological symptoms as more intense than did men. Whether this reflects a true

difference between the sexes, or whether it means that women were more likely to

report their subjective experiences than men, is difficult to evaluate. However, the

sex differences in the current study are consistent with previous research, which has

indicated women tend to experience more subjective feelings, such as negative

affect, than men (Bradburn, 1969; Warr and Payne, 1982). These sex differences,

and possible reasons for them will be discussed in greater detail later.

To conclude discussion of hypothesis (2), while both hassle frequency and intensity

impacted on psychological health, it seems that the number of hassles experienced

was the best predictor of the number and intensity of psychological symptoms. It

was not unexpected to find that apart from their unique contributions, hassle

frequency and intensity also had a combined affect on psychological health. As

discussed earlier, there was some relationship evident between hassle frequency and

intensity. Speculations had been raised concerning the direction of the relationship.

Did increased frequency of hassles tend to increase the appraisal of their severity, or,

did the severity of hassles increase hassle frequency? For the current study,

indications are that the more minor, daily stresses experienced, the greater the

likelihood of developing psychological problems. While the hassles measures share

some of the explained variance on psychological symptoms, and hassle intensity

does make a unique contribution, hassle frequency appears to be the strongest

predictor of psychological health. Importantly, hassles were capable of relating to

psychological symptoms independent of life events.

HYPOTHESIS (3): IN MULTIPLE REGRESSION ANALYSIS, THE 
HASSLES SCALE RATINGS WOULD BE MORE PREDICTIVE OF SOMATIC
SYMPTOMS MEASURED ON THE RUFFIN SYMPTOM CHECKLIST, THAN
SCORES ON THE LIFE EVENTS INVENTORY.

The results reported in Table 5, support hypothesis (3). Hassles were the strongest

predictors of somatic symptoms, as measured by the RSC. However, contrary to

expectations arising from previous research (DeLongis et al., 1982; Kanner et al.,

1981), the level of hassle intensity best predicted the intensity of somatic symptom,

rather than hassle frequency. Also, the number of life events, sex, marital status and

age were involved with somatic symptoms in the current study. Similar to the
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regression analysis undertaken with psychological symptoms, an additional

regression was performed for somatic symptoms where the order of entry for the

predictor variables was reversed. The additional anaysis showed that hassles could

account for the majority of the explained variance with life events partialled out, and

when life events were entered, hassles still contributed signficantly to the equation

and accounted for the majority of the explained variance. Hassles were significantly

associated with somatic symptoms independently of life events. However, unlike

psychological symptoms, the number of life events did contribute significantly to the

prediction of the somatic symptom frequency

The predictor variables explained 48% of variance relative to somatic symptoms

frequency. Hassle frequency was the strongest predictor and accounted for 17% of

the variance, life events accounted for 9%, sex 4%, and a further 18% was shared

by hassle and life event frequency. It appears that the more hassles and life events,

particularly for women, the higher the likelihood of developing somatic symptoms.

Although, the number of hassles was the major predictor of the number of reported

somatic symptoms in the current study, life events did make a unique contribution

and shared part of the explained variance with hassle frequency. This result is not

inconsistent with the notion that life events may affect health by disrupting daily

living patterns (Hinkle, 1974). While hassles may operate independently of life

events, they may also be a function of the effect that life events have on the daily

person-environment transactions. If so, some overlap with hassles would be

expected, It is feasible that the number of life events do interact with, or exacerbate,

the number of daily hassles and ultimately impact on somatic health. In the current

study, a combination of both hassles and life events, appears to increase the

probability of developing somatic symptoms.

How intensely somatic symptoms were experienced appeared to depend primarily on

how severely hassles were evaluated, although being divorced, widowed, separated

or a teenage, also had an affect on somatic symptom intensity. It was found that

26% of the variance on somatic symptom intensity (RSC) was accounted for and 9%

of this was attributable to hassle intensity. Together, marital status and age only

accounted for 2% of the variance, but when combined with hassle intensity, the

three variables shared 15% of the variance on somatic symptom intensity. So while

hassle intensity is predictive of the intensity of somatic symptoms, apparently the

predictive power of hassles can be increased if marital status and age is taken into

account.
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As noted earlier, the results of the current study were not entirely consistent with

previous research in this area. There were demographic differences not evident in

the DeLongis et al. (1982) study, and notable differences in the explained variance

between the Australian and American studies for somatic symptoms. DeLongis et al.

(1982), regressed hassles and life events on the three somatic symptom measures

used in their research. These measures included an index of overall health, the total

number of somatic symptoms and respondent's reported energy levels. On all three

somatic measures hassles were better predictors than life events, but did not explain

as much of the variance on somatic symtoms, as they did on the psychological

symptom measures used by Kanner et al. (1981). DeLongis et al. (1981) suggested

that the lower ability of hassles to predict somatic symptoms may relate to the fact

that changes in somatic health involve long-term outcomes not easily detected over

short time spans (e. g. surveys). This suggestion was not implying that

psychological problems do not involve chronicity, but some psychological

symptoms can develop rapidly and/or are rather transient (e. g. peptic ulcers),

require time to develop, whereas anxiety and depression can occur relative to a

transient problem (Davison and Neale, 1978). The DeLongis et al. (1982) study

concluded that stressors impacting on somatic health would probably demonstrate a

stable, consistent pattern of occurrence over time involving appraisal and coping

processes. So, if the magnitude of distress associated with a life event/s was high

and impacted significantly over time on daily living patterns, an increase in hassles is

likely and sustained pattern of stressors would probably occur.

However, in the current study it was found that a substantial portion of the variance

on somatic symptom frequency could be explained by hassles and life events (44%

of the 48%). If the conclusions suggested by DeLongis et al. (1982) are correct,

why are the results of the current study inconsistent with these conclusions? A

possible reason may relate to differences in the measures employed in the American

and Australian research. The Ruffin Symptom Checklist used by the author to

measure somatic symptoms comprised: (i) major disorders such as cancer, and (ii)

other problems which did cover some potentially serious problems such as gastritis,

but were generally less severe (e. g. sore throats and minor accidents). As

previously noted, the rate of occurrence of major syndromes was too low to

undertake statistically significant analysis, so this category was excluded.

Consequently, the somatic symptoms in the current study generally involve

troublesome, but not major health problems. The most frequently occurring
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symptom was headache, followed by unusual fatigue and colds. Symptoms such as

colds and headache, are often transitory and do not necessarily require a substantial

period of time to develop. Consequently, they may be detected more easily in

surveys and show a stronger relationship with stressors, than long term health

outcomes such as ulcers. As the majority of respondents in the current research

primarily reported the less serious health problems, it is probably not surprising that

more variance was accounted for on somatic symptom frequency in the present

study, than in the DeLongis et al. (1982) research.

The demographic differences that were found in the current study and not the

DeLongis et al. (1982) research, probably relate primarily to the differences between

the Australian and American samples. While the American sample was typically

middle aged, the current sample had a broad spread of demographic characteristics,

including younger and older respondents. For example, teenage respondents in the

Australian sample, reported higher somatic symptom rates than other age groups

which and is a group not accounted for in the DeLongis et al. (1982) study.

The conclusions drawn in the Australian and American studies regards somatic

symptoms, are all consistent with the notions that stress can directly affect health

through the disruption of tissue function, maladaptive coping strategies, and

psychosocial mechanisms (Monat and Lazarus, 1977). Appraisal and coping play

key roles in stress-health outcomes, as stress is a function of a perceived inequity

betweeen demands of the situation and the resources available to cope with the

demand. If there is sustained stress over a substantial period of time and the efforts

to cope with it are not particuarly effective, then according to Selye (1978) 'diseases

of adaption' are probable and can entail somatic problems, such as ulcers.

Alternatively, some somatic symptoms may have a rapid onset. For example, if a

stressor of limited duration (e. g. university examinations) is appraised as very

severe and exceeding available coping resources, anxiety is likely to occur. Anxiety

can result in symptoms such as transient headaches and digestive upsets.

Consequently, the proposition that somatic symptoms may relate to both transient

stressors, and to stable patterns of stressors over time is conceivable (Folkman,

Lazarus, Gruen and DeLongis, 1986). A longitudinal study conducted over a
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number of years may be required to adequately investigate the long term impact of

hassles, appraisal and coping on somatic health. While considerable funds,

resources and persistence would be needed to conduct such a study, the benefits

could prove substantial in terms of preventive medicine and stress management.

To briefly sum up hypothesis (3), hassles, life events, sex, marital status and age

were involved in predicting somatic symptoms. Hassle frequency alone could

predict the number of somatic symptoms, but a combination of hassle and life event

frequencies, strengthened the predictive equation. Hassle intensity best predicted the

appraised intensity of somatic symptoms, although being divorced, widowed,

separated or a teenager, also increased the appraised severity of somatic symptoms.

BREAKDOWN OF HASSLES. LIFE EVENTS AND 
HEALTH STATUS BY SEX. AGE. MARITAL STATUS. 

OCCUPATION AND EDUCATION.

Results of the current study are consistent with those of Kanner et al. (1981) in that

sex differences were indicated for the sexes for hassle frequency and psychological

symptoms. Kanner et al. (1981) found sex differences in the correlations between

hassles frequency and psychological symptoms of r = + 0.55 (P < .001) for men

and r = + 0.66 (P < .001) for women. The DeLongis et al. (1982) found no sex, or

age differences or sex-age interactions. Contrary to previous results, the present

study also found differences on the variables sex, age, marital status, occupation,

and education, relative to both the stress and symptom measures. Because there was

a quite a few break down tests undertaken, and this could possibly have increased

the chances of obtaining significant results through sheer numbers, the author

employed the Scheffe multiple comparison procedure for pairwise comparison of

group means (Norusis, 1983). As indicated earlier, the Scheffe provides a

reasonably conservative estimate of differences between group means, as the

differences have to be reasonably large to attain statistical signficance. Importantly,

if signficance is attained, the Scheffe indicates which of the group means differ

statistically, for example where there are five means the Scheffe may show that mean

1, differs signficiantly from mean 4, but there are no other significant differences
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Consequently, it was found that some demographic differences on the stress and

health measures did not hold up statistically after application of the Seheffe.

However, other differences did hold and these outcomes were encouraging.

HYPOTHESIS (4): THERE WOULD BE SEX DIFFERENCES, WITH 
FEMALES RATING HIGHER THAN MALES ON BOTH STRESS AND 
SYMPTOM MEASURES. ALSO THE HASSLES SCALE RATINGS WOULD 
BE MORE PREDICTIVE OF PSYCHOLOGICAL AND SOMATIC SYMPTOMS, 
THAN THE LIFE EVENTS INVENTORY. 

The results generally support hypothesis (4), although not all outcomes were as

predicted. Contrary to expectations, the means obtained on the stress and health

measures in the current study, show that the number of stressors and psychological

symptoms (GHQ), did not differ significantly between the sexes. However, as

expected, the score and intensity of psychological symptoms, and stressor intensity,

were appraised as greater by females than males, and hassles predictive of adverse

health outcomes for females than males (Tables 1 and 6).

The higher stress and symptom means recorded for women, were consistent with

research other than the hassles studies. Previous research has indicated that relative

to men, women have higher rates of anxiety and depression and other stress-related

disorders, tend to suffer from both major and minor mental disorders more

frequently than men, and in general have poorer health (Brown and Harris, 1978;

Kessler and McRae, 1981). Further, Argyle (1987), reports, that in general,

'women tend to feel emotions, both positive and negative, with somewhat greater

intensity, at all ages.' The higher intensity ratings on hassles and psychological

symptoms for women in the present study appear to be consistent with Argyle's

observations.

The Multiple Regression for Males and Females. For males, hassles were generally

more predictive of symptom status than life events. Between 22% and 39% of the

variance on psycholological and somatic symptoms was accounted for and the

majority of this was explained by hassles. Contrary to expectations, the number of
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life events was the strongest predictor of the number of somatic symptoms for

males, although the number of hassles was also involved uniquely and in

conjunction with life events. The more life events and hassles experienced by males

in the current study, the more somatic symptoms they reported. Further,

inconsistent with the Kanner et al. (1981) study, which found hassle frequency best

predicted all psychological symptoms for males, the relationship between hassle

frequency and the GHQ frequency, in the present study, was not statistically

significant. For males in the Australian sample, none of the criterion variables

predicted the number of psychological symptoms. How many hassles males

experienced best predicted their GHQ score and how intensely they experienced

psychological symptoms. A combination of hassle frequency, and how intensely

hassles were appraised, best predicted how intensely males evaluated psychological

symptoms. The intensity of their hassles best predicted the severity of somatic

symptoms for males, but marital status and age were also involved. It appears that

the greater the intensity of hassles the more severely somatic symptoms were

experienced; particularly for young males, or males who were divorced, widowed or

separated.

As expected, hassles were not only more predictive of health status in females than

were life events, but the relationship between hassles and health was stronger for

females than for males. Between 19% and 49% of the variance on health status was

accounted for by the predictor variables. For females, hassle frequency was the best

predictor of their GHQ score, and the number of somatic symptoms (RSC), and

how intensely psychological symptoms were appraised. Hassle intensity best

predicted how intensely women evaluated their somatic symptoms and the number

of psycholgical symptoms they reported. However, while hassle frequency and

intensity accounted for the majority of explained variance on health status for

females, life events was also involved with the number of somatic symptoms

reported.

It seems that for women in the current study, the number of hassles they had, and

how intensely they appraised them, related strongly to their psychological

symptoms. How intensely they evaluated their hassles was particularly predictive of

the number of psychological symptom females reported and how intensely they

appraised them. This result is inconsistent with the research of Kanner et al. (1981),

which found hassle frequency to be a stronger predictor of psychological health than

hassle intensity. Again, the difference between the American and
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Australian research may relate to demographic differences. For example, there were

more younger women in the current sample, and studies have indicated that younger

people tend to experience greater affect, negative and positive, than older people

(Argyle, 1987). Such an effect may acccount for the results in the present study.

Although the suggestion is speculative it is possible. The intensity of hassle was

also the best predictor of how intensely women evaluated their somatic symptoms.

While the more hassles women had was the best predictor of the number of somatic

symptoms they reported, life events were also involved. It appears that the more

hassles women had, combined with increased numbers of life events was involved

with increased numbers of somatic symptoms. The current results do not clearly

indicate if the hassles-life event relationship on somatic symptoms for females, is

consistent with Hinkle's (1974) suggestion that life events affect health by

disrupting daily agendas, but both are involved. It may well be that the more life

events women respondents experienced, the more disruptions they had in daily

living patterns, and the more hassles. However, it should be noted that with life

events partialled out of the predictive equation for somatic symptoms, hassles still

explains 40% of the variance for females, so it best predicts the number of somatic

symptoms for females.

While hassles were generally more predictive of health status than life events, for

both sexes there were notable differences in the explained variance. For males, the

amount of variance explained by the stress measures relative to symptom status,

ranged from 'not significant' to 39%, while for females the range was 19% to 49%.

One reason for the male-female differences could be that males may tend to

under-report stress and symptoms. Given that the socialization process tends to

encourage the notion that males are stronger, more independent, efficient and in

control than females (Aronson, 1976), admitting to stress or illness could be

regarded as a weakness, and inconsistent with the preferred male stereotype.

Consequently, males may not admit to stress and health problems as readily as

females. However, regression results in the current research are consistent with the

Kanner et al. (1981) study, where hassles accounted for a greater portion of the

explained variance relative to psychological symptoms, for females than for males.

However, unlike the Kanner et al. (1981) study, both hassle frequency and intensity

were predictive of symptoms for males and females.

Apart from the possibility that the women may more readily report problems than

men, a number of other explanations have been offered for the gender differences in
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stress and health. It has been suggested that some of the reasons women tend to

have poorer health than men, may relate to biological differences between the sexes.

While women tend to live longer than men, their overall health level is often

adversely affected by gynaecological and other female health problems (Argyle,

1987). One of the reasons women may live longer may relate to the fact they tend to

admit to, and seek help more readily for problems, than men. However, the higher

rates of female stress, anxiety and depression have also been related to socialization

factors (Brown and Harris,1978). For instance, during their early development,

girls are often raised to be more dependent than boys, and later tend to have

occupations of lower status than males. So as well as differences in expectations

and role models, the sexes frequently have different coping strategies (Millet, 1972;

Pearlin and Schooler, 1978; Radloff, 1980 cited in Argyle 1987). Dissatisfaction

with social roles, dependency, and inadequate coping strategies, can be particularly

stressful and a source of daily hassles.

A common example of role conflict as a possible stress source is the working wife

or mother. If a women pursues a career after marriage without her spouse's

support, and is still expected to undertake the traditional role of domestic chores and

child rearing, the stress potential is considerable. Such a situation can involve any,

or all of the potentially stressful stimuli such as harm-loss, threat or challenge. As

suggested by the transactional model of stress, if the demands arising from the

situation are appraised by the woman as exceeding her resources to manage them,

then stress is the likely outcome (Lazarus and Launier, 1978).

Differences in male-female coping strategies have been documented by Argyle

(1987). He reports that surveys have indicated that in response to stress, women are

more likely to 'give up and become depressed.' Women also resort more frequently

to medicines and solace in food, and use more palliative coping strategies (i.e.

prayer), whereas men tend to behave more directly aggressively, resort to alcohol

and seek less support from friends. The implications that passive behaviour can

have for health has been well demonstrated by Seligman (1975). His research has

shown that reactions of helplessness in response to frustrations and upsets, rather

than assertive, direct coping responses, can lead to anxiety and depression.

Importantly, in a later revision of the learned helplessness theory, Seligman

proposed that the subjective interpretation of events relates to depression. When the
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individual believes he or she has no control over situations, then adverse health

effects are likely (Atkinson, Atkinson and Hilgard, 1983). Seligman's notions of

subjective interpretation are consistent with the notion of appraisal as employed in

the transactional perspective to stress and health.

To sum up the discussion of hypothesis (4), the results of the breakdown by sex

were generally as expected. Differences in the amount of explained variance suggest

that hassles were stronger predictors of health status for females in the current study,

than for males. It was considered that the higher rate of stress and health problems

among women relative to men, may relate in part to the expectations society has of

women, how women appraise these expectations relative to their own needs and

goals, and the coping strategies they employ. Stress arising from daily agendas and

coping styles, ties in well with the notion that hassles impact on health because they

are of immediate significance within current person-environment transactions

(DeLongis, 1982). Further, because hassles generally occur within the current

situation there is considerable option for the development of intervention and stress

management strategies.

HYPOTHESIS (5): THERE WOULD BE AGE DIFFERENCES ON THE
STRESS AND HEALTH MEASURES. IT WAS EXPECTED THAT THE 
HIGHEST SCORES ON THE STRESS AND PSYCHOLOGICAL SCORES 

WOULD BE RECORDED BY THE 15 TO 19 YEARS AND THE 35 TO 49 
YEARS AGE BRACKETS. THE 50 + YEAR AGE GROUP WOULD 
RECORDED THE LOWEST STRESS AND PSCYHOLOGICAL RATINGS, 
BUT THE HIGHEST FOR SOMATIC SYMPTOM.

Hypothesis (5) was generally supported, although there were some results contrary

to predictions - see Table 8 and Figures 5 and 6. As predicted the 50+ group

recorded the least number of life events and was significantly different from

teenagers and the 19 to 25 year age group who recorded the greatest number of life

events. There were differences between the age groups on hassles, life event change

and distress scores, and somatic symptom intensity rates, with teenagers tending to

score highest. However, according to the Scheffe test, these differences were not

statistically significant.
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As hypothesized, teenagers and respondents in the middle age bracket recorded the

highest, or equal highest on the psychological symptom ratings, as measured by the

GHQ. The 55 + age group reported the least number of psychological symptoms

and the lowest GHQ score. The initial analysis of variance indicated that these

differences between the groups were significant but, application of the more

stringent Scheffe, failed to confirm statistical significance. However, though

statistical confirmation of the ANOVA results was not obtained with the Scheffe test,

the ANOVA did suggest a trend with teenagers and the middle age bracket

experiencing higher rates of psychological symptoms than other age groups. Such a

trend would be consistent with previous research, which has suggested that there is

a decrease in mental illnes with age, even though there is often an increase in organic

brain disorder, such as the degenerative disorders such as Alzheimer's disease

(Argyle, 1987; Davison and Neale, 1978; Sandstrom, 1974). While the current

results do not confirm this trend it may be worth further investigation. Identification

of high risk groups may facilitate the development of preventative stress-health

strategies.

As predicted, the level psychological symptom intensity (GHQ), reported by

respondents in the 55 + age group, was different to that reported by the 15-19 year

group, but significance was not attained with the Scheffe test. However, there is a

trend indicating that teenagers perceived psychological symptoms more intensely

than those over 50 regardless of the number of symptoms, and this may be worth

further discussion. Such an outcome is consistent with research results reported by

Argyle (1987). He found that the intensity of feelings, both positive and negative,

declined with age. Older people tend to be more satisfied with their lives, and their

experiences were inclined to be felt less intensely than those experiences of younger

age groups. Argyle (1987), suggested that this may occur because there is often far

less discrepency between achievements and aspirations in older people. Also, they

tend to be more adjusted to their situation than the young. Further, the sources of

happiness and satisfaction differ betwen the age groups. For example, unlike

younger people, the older age groups are generally less concerned with aspects such

as job options and are more concerned with health issues. However, Argyle

suggests that interpretations of differences between age groups should be

approached with caution as age differences may in fact be 'generation differences,'

or differences in historical periods.' For instance, what a young person appraises as

appropriate to discuss openly i. e. psychological difficulties, may not apply to all age

groups.
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Contrary to predicted outcomes, the 15 to 19 year old groups also had the highest

number of somatic symptoms. Generally, there is a tendency toward an increase in

long-term illness and psychosomatic problems with age. For example,

long-standing illness goes from approximately 22% in the 15 to 44 year age bracket

to 51% in the 65 to 74 age group (Argyle, 1987; Futrell et al.,1980). Given these

indications it was expected that the older age groups would report the most somatic

symptoms. However, considering that the teen years can be a high stress period in

the life cycle, it may not be unusual that this group did record high on both

psychological and somatic symptom measures. Also, the higher rate of somatic

symptoms could relate to injury or short-term problems (e. g. sports-related

injuries), that are not uncommon in younger age groups. For example, Argyle

(1987) suggests that disorders such as head aches and 'nervous stomach' are often

more prevalent in younger age groups.

Further, there are also differences in age groups regards coping strategies. Young

people tend to seek direct help from others, the elderly tend to be passive help

seekers, relying more on medication, prayer etc., while the middle age groups tend

to respond to stress by increased smoking and eating behaviours (Argyle, 1987).

So, while teenagers in the current study experienced the highest number of somatic

symptoms, they may also have reported them more readily than other age groups, or

had a greater number of short term, minor injuries. While these explanations are

purely speculative in relation to the current study, they may be worth consideration

in future research.

HYPOTHESIS (6): THERE WOULD BE MARITAL DIFFERENCES WITH 
THE WIDOWED/SEPARATED/DIVORCED GROUP, RATING HIGHER ON
THE STRESS AND HEALTH MEASURES THAN OTHER GROUPS: 
PARTICULARLY THOSE MARRIED OR SHARING A SIMILAR 
RELATIONSHIP.

Hypothesis (6) is strongly supported. Differences in stress and symptom status

relative to marital status were found in this study - see Table 9 and Figures 7, 8 and

9. On the stress measures, those respondents who were divorced or separated,

scored significantly higher on hassle intensity and magnitude of life event change

than married respondents. No significant difference was indicated between single
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respondents relative to married and divorced/widowed/separated on hassle intensity

and life event distress. However, with regard to the number of life events

experienced, the magnitude of change they entailed, and the level of distress

associated with them, married respondents reported significantly lower rates than

both single and divorced/widowed/separated respondents. Generally being single,

but in particular being divorced, widowed or separated, was associated with a higher

number of stressors which were appraised as more intense or distressing, than those

experienced by married respondents. Possible reasons for these differences will be

discussed shortly.

A similar pattern emerges in relation to somatic symptom status as measured by the

RSC, but not psychological (GHQ). While the initial ANOVA did indicate a

possible significant difference between groups on the psychological symptom

intensity with divorced/widowed/separated scoring the highest, this outcome was

not confirmed by the Scheffe test. So while there are indications that

divorced/windowed/separated respondents may well have appraised their

psychological problems more intensely than single or married respondents, statistical

support for this assumption was not obtained.

In relation to somatic symptoms, it appears that married individuals experienced

significantly fewer symptoms than single respondents and appraised what they did

have as less intense than those experienced by divorced/widowed/separated

respondents. While the American 'hassles' studies did not investigate the role of

marriage and stress, the results obtained in the present study are consistent with

previous research which has indicated higher stress and health problems among

'unmarrieds' as opposed to 'marrieds'. Other studies have shown that widows tend

to suffer more stress and illness than married or other singles, that men tend to

benefit more from marriage than women, and single men have a higher suicide rate

than married (Lynch, 1977 cited in Argyle, 1987). The National Center of Disease

Statistics analyzed data from seven thousand respondents to examine for patterns of

coronary heart disease (CHD) and found, among other facts, the highest death rates

from CHD among men and women who were single, widowed or divorced.

Further, a team of researchers at John Hopkins found that widowhood was more

adverse for men than women, but if widowers remarried, their mortality rates
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dropped back that to those of 'marrieds' (Woods, 1984). Marriage usually means a
substantial change in life style, apparently for the better. Holmes and Rahe (1967),
acknowledged the change marriage entails and used this item as the bench mark to

rate the relative importance of other life events.

Explanations for the differences relative to marital status, have suggested that
married individuals, and those within a similar partnership (e. g. de facto), are less

prone to illness than other individuals because marriage provides social supports and
networks. These supports, or coping resources, can act as buffers against stress
(Argyle, 1987; Mendalie and Goldburt, 1976). So while 'marrieds' also have life
events and daily hassles, they often have more coping resources than singles, which

may buffer stress and ultimately the impact stress has on health. The notion of

'stress buffers' is consistent with the transactional perspective, where stress is a

relational process arising from a perceived inequity between demands and resources.

It is conceivable that the demands of the daily environment are less likely to be

appraised as stressful, or a hassle, if the individual has strong social supports and
coping resouces (Coyne and Holroyd, 1982; Lazarus and Launier, 1978).

HYPOTHESIS (7): THERE WOULD BE OCCUPATIONAL DIFFERENCES, 
WITH THE LOWER STATUS OCCUPATIONAL GROUP SCORING HIGHER
ON THE STRESS AND SYMPTOM MEASURES THAN THE HIGHER
OCCUPATIONAL GROUPS. THE LOWEST SCORES ON ALL MEASURES 
WOULD BE RECORDED BY THE HIGHEST OCCUPATIONAL STATUS 

GROUP.

Hypothesis (7) is generally supported, although some results were contrary to

predictions - see Tables 10 and 11.. As predicted on the stress measures, the low
status occupational group did report the highest rate of hassle frequency and

intensity, and the highest scores on the life event measures. The high status group
reported the lowest scores across these measures. This expected pattern was

repeated for both the number and intensity of somatic symptoms, as measured on the
RS C.

However, there was no statistically significant difference between the four groups in

the number of psychological symptoms, as measured by the GHQ. The high status
group did have the lowest GHQ score and appraised what psychological symptoms
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they did have as less severe than respondents in other job categories. The highest

GHQ scores and psychological intensity ratings were reported by the low status and

home duties groups.

As an occupation, home duties rated the second highest scores on the hassles, life

event distress measures, GHQ score and intensity, and the somatic symptom

measures (RSC). This result is not surprising. The 'home duties' category tends to

be mostly female, and as previously indicated, females tend to record higher levels

of stress and illness than males (Argyle, 1987; Brown and Harris, 1978; Kessler

and McRae, 1981). Although, in the current study, the highest stress and symptom

scores were found among both males and females in low status jobs.

Initially, the ANOVA indicated significant differences on all stress and somatic

symptom measures relative to occupation, except for hassle frequency. However,

subsequent analysis using the more stringent Scheffe test suggested that only hassle

intensity and somatic symptom intensity were significantly related to occupation.

The more intensely hassles were appraised, the higher the individual tended to

evaluate the intensity of somatic symptoms, particularly blue collar workers. So

while a trend is indicated implicating occupation with the number of stressors and

health outcomes, the significant result in the current study related to the evaluation of

stress and symptom intensity. The respondents in low status occupations evaluated

their daily hassles and somatic symptoms as more intense than evaluations made by

respondents in higher status jobs about their stressors and symptoms.

The greater incidence of stress and illness reported in low status occupations relative

to high status jobs has occurred in studies other than the current research. While

DeLongis et al. (1982) and Kanner et al. (1981), did not investigate occupation and

hassles, reasons for the high stress-health relationship in blue collar jobs can be still

accounted for from a transactional perspective. Reasons suggested for the 'low

status job-high stress and illness effect includes less job satisfaction in low status

jobs, lack of control, long hours of repetitive, machine-paced work, noise and

boredom. Job dissatisfaction in particular has been linked with life expectancy

(Argyle, 1978; Cooper and Marshall, 1976; Walker, 1978). Research has connected

the demands of the job with specific biological changes. Studies undertaken by

Jenner et al. (1980), associated elevated excretion levels of the catecholamines
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adrenalin and noradrenalin with occupation. These catecholamines are involved with

arousal of the sympathetic nervous system, including elevation of heart rate and

blood pressure, and have been implicated in hypertension and cardiovascular disease

(Wood, 1984). Studies by Frankenhaeuser (1975), and Jenkins (1982), found that

elevated adrenaline and noradrenalin excretion rates were associated with work

overload, particularly where there was a lack of control over the job (e. g. machine,

paced production line).

A considerable percentage of the 'average' person's life is spent in the work place.

If there is little job satisfaction, it would not be unexpected to find that any

potentially disruptive life events or daily hassles, would be more readily appraised as

stressful and tend to be evaluated as involving a higher level of distress, than

perhaps the same occurrences under more postive conditions. Negative feelings

tend to affect how stimuli are appraised, for example, if you hate your job, a

temporary increase in workload will probably be appraised as more negative and

demanding than it would be if you are satisfied with your job. According to the

transactional perspective, the greater the appraised demands the greater the load on

available coping resources, and the more likely stress will arise and impact on health

(Coyne and Holroyd, 1982; Lazarus and Folkman, 1984).

Coping is an area of particular relevance to occupational, stress-health outcomes.

Research has indicated that blue-collar workers, more so than other occupational

groups, usually have fewer social resources and tend to employ inappropriate coping

strategies learned during the socialization process, such as increased nicotine and

alcohol consumption and a fatalistic attitudes to life outcomes (Argyle, 1987; Pearlin

and Schooler, 1978). Poor coping may not only fail to deal with daily hassles, but

may also serve to exacerbate them. Consequently, poor coping has implications for

both stress management and health outcomes. As indicated by Lazarus and Monat

(1977), maladaptive coping strategies involve one of the possible stress-health

pathways.

In concluding the discussion of hypothesis (7), it may be pertinent to consider the

problem of causality. When interpreting occupational data from a cross sectional

study, it is difficult to define the direction of causality. It is not easy to evaluate if

the stress associated with low status jobs lead to poor health, or whether those with
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poor health find difficulty handling a higher status job so tend to drift toward

blue-collar type occupations. The causality problem highlights the need to employ a

basic perspective that can handle relational concepts over time. As the transactional

perspective incorporates both deterministic and relational concepts, and can be used

with a cross-sectional, longitudinal research design, it could prove to be a

particularly promising approach to future stress-health research in the occupational

area. The longitudinal hassle and health studies undertaken by Lazarus and

colleagues have already demonstrated the usefulness of this approach (DeLongis et

al., 1982; Kanner et al., 1981).

HYPOTHESIS (8): THERE WOULD BE EDUCATIONAL DIFFERENCES, 

WITH THE NON-TERTIARY EDUCATIONAL GROUP RATING HIGHER ON
THE STRESS AND HEALTH MEASURES THAN THE TERTIARY EDUCATED

GROUP.

The results supported hypthesis (8) - see Table 14. Those respondents with a higher

educational level (tertiary), reported less stress and illness than those with a lower

educational level (non-tertiary). This result held on all measures except frequency of

psychological symptoms, as measured by the GHQ. Statistically significant

differences were obtained on the number and intensity of hassles, the level of life

event distress and psychological and somatic symptom intensity, as measured by the

RSC. It appears that non-tertiary educated respondents in the present sample

experienced a greater number of daily stresses than the tertiary educated group, and

they appraised them as being more intense than the tertiary educated group appraised

their stresses. Similarly, non-tertiary respondents recorded higher distress levels on

life events and psychological and somatic symptoms.

While there is no comparable hassle-educational data from the American studies,

other research has indicated that education is generally a component of social status,

and usually relates to occupation (Argyle, 1987). While more education does not

automatically imply less stress and illness, it does have advantages. Those with

higher educations often have occupations that are better paid and more satisfying

than those individuals with less education. Bradburn (1969) found that positive
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affect was correlated with higher income levels. So, the factors previously

discussed in relation to occupation, stress and health, are often relevant to education.

Benefits accruing from a higher education tend to relate not only to more job

satisfaction and financial status, but also different and more effective coping

strategies than those in lower socioeconomic strata, and easier access to available

medical, or remedial type service when required (Dohrenwend, 1975; Finlay-Jones

and Burril, 1977; Jick and Mitz, 1985; Pearlin and Schooler, 1978). A higher

education can enhance knowledge of, and attitudes to, stress and health. Early

recognition of problems and knowing what to do, or where to go for help can have

profound effects on stress and health outcomes (Argyle,1987; Hetzel, 1980).

Consequently, while those with a higher level of education still encounter daily

stresses it seems they may have more resources to deal with them than those with

less eduction. From a transactional perspective, the availability of resources can

affect appraisal of stress and its intensity, and moderate the stress impact on health

(Coyne and Holroyd, 1982; Lazarus and Launier, 1978).

A Brief Summarry of what the Current Study Found. The number and intensity of

hassles for the Australian and American research populations were similar. Though

the patterns of endorsed hassles differed between the present and comparison study

populations, the results between the American and Australian research using The

Hassles Scale were comparable. Hassles were more powerful predictors of

psychological and somatic health status than life events; particularly, hassle

frequency. Hassle intensity had the strongest relationship with the level of intensity

associated with somatic symptoms. The number of life events contributed

significantly to the predictive equation for somatic symptom frequency, however

hassles still accounted for the majority of the explained variance. It was found that

when the regression analysis was reversed, and life events were entered on step 1

and hassle on step 2, hassles still added significantly to the health status equations,

and the variance explained by life events could also be accounted for by hassles. It

can be concluded from these results that hassles are strongly associated with

psychological and somatic symptoms independent of life events.

The hypotheses proposed for the stress and health measures relative to sex, age,

marital status, occupation and education were generally supported. However, there

were some results contrary to predictions. As expected, females rated higher than
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males on hassle and psychological symptom intensity and GHQ score and somatic

symptom frequency. The stress measures were more predictive of the symptom

measures for females than males, with the hassle frequency generally accounting for

the majority of the explained variance for males, while hassle frequency and

intensity was involved for females. The older age groups reported fewer stressors

and symptoms than the younger groups. As predicted, divorced/widowed/separated

respondents reported more stress and illness than their single, or married

counterparts. Similarily, higher occupational and educational levels tended to be

associated with less stress and fewer symptoms than the lower status groups.

Contrary to predictions the older age group recorded few somatic symptoms than

teenagers. Also, while there were other stress and health differences as predicted for

the demographic groups (e. g. sex and life events, marital status and the GHQ

score), these differences were not statistically significant according to the more

stringent Scheffe test.

GENERAL DISCUSSION.

In the closing discussion of the current study, it may be pertinent to reconsider, and

add some final comments, on the theoretical assumptions fundamental to the

transactional perspective and the hassle research. The main question the study

attempted to answer, was whether or not hassles were more strongly related to

health outcomes than major life events. The results obtained indicate that the answer

is 'yes.' Hassles do impact more significantly on health than life events. However,

some involvement of life events was indicated on somatic symptoms, and

speculations were that life events may primarily affect health by interacting with

and/or exacerbating daily hassles, as suggested by Hinkle (1974).

Speculation was raised regarding the nature of the hassles-health relationship. We

all have daily stresses, so why is it we do not all become ill? Apart from differences

in frequency, intensity and chronicity of stressors suggested by Kanner et al.

(1981), it was noted that other research had indicated a number of other factors

capable of modifying, or exacerbating stress effects. While physiologically, some

individuals may be more predisposed to develop the diseases of adaption than
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others Davison and Neale, 1976), psychologically, some individuals have greater

'hardiness,' feel more in control and tend to evaluate potential stressors as more

challenging than threatening (Kobasa, 1979). While appraisal and coping are of

major importance, demographic variables such as sex, age, marital status,

occupation and education can all be involved in stress-health relationships (Lazarus

and Folkman, 1984; Dobson, 1982; Wood, 1984).

The actual stress-illness pathways can involve disruption of tissue function, use of

maladaptive coping stategies and psychosocial mechanisms, such as denial (Monat

and Lazarus, 1977). However, from a psychological viewpoint, activation of the

stress response relative to these pathways is generally a function of cognitive

appraisal; one of the corner stones of the transactional perspective. If a stimulus is

interpreted as threatening to one's wellbeing, coping resources are mobilized, and if

there is a perceived inequity between the demands of the stressor and the resources

to deal with it, stress results. Arousal usually relates primarily to the personal

significance of events, not just the occurrence of events per se. Consequently, there

can be differences between individuals in the way they appraise and cope with

stimuli. Some of the demographic differences in the current and previous research,

appeared to be very much a function of the coping resources that were available to

different individuals and groups. For example, it appears that 'married' individuals

have more coping resources, or 'stress buffers,' than divorced/widowed or

separated individuals. Unlike the life event measures, The Hassles Scale allows for

the subjective interpretations of the individual (Coyne and Holroyd, 1982; Lazarus,

1984).

Subsequent to the 'hassles' studies, Lazarus (1984) reiterated on the pros and cons

of scoring daily stresses, or hassles. He noted that the simplest method was an

additive model; the more hassles, the more disequilibrium, and the greater the tissue

disturbance resulting from stress hormones. However, similar to the life event

tradition, if using a simple additive model, the underlying assumption would be that

the occurrence of hassles per se is stressful, and that they all have equal stress

potential. This, of course, does not adequately account for individual appraisal and

interpretation of an event's importance, or its degree of effect. An event may occur

without being perceived as a hassle, or if appraised as hassle, its effect is relative to

its significance to the perceiver. Another possibility was a non-additive, 'threshold
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model. ' In the 'threshold model,' presumably stress would be tolerated without too

many ill effects until exceeding an upper limit. But with this model, how is the

upper limit to be defined? As explained by Lazarus, the threshold would probably

vary between individuals. He again emphasised that hassles can vary in meaning,

with some overriding the significance of others or exacerbating the effect of others,

and hassles can selectively impact on health. Hassles can arise from relational

processes (e. g. threat), or they may be a function of more stable characteristics of

the individual (i. e. occupation or characteristic coping strategies). Unlike life

events, the endorsement of a hassle item is not merely a check of past, often remote

events with predetermined weightings. It is a function of the immediate

environment, which includes the personal significance of the hassle to the

individual, and this interpretation may vary between individuals, situations and

temporally. The variations in the significance and effect of hassles is a function of

how they are appraised in relation to available coping resources. Thus, the method

of measuring hassles had to account for the notion of differential appraisal and

response to stimuli (Lazarus, 1984). This aim was accomplished by using the

transactional concepts of appraisal and coping. In accord with the theoretical

assumptions of the transactional perspective a stimulus only becomes a hassle if it is

perceived to be hassle; not because it simply occurs. Also, the severity of the

experienced hassle depends on the evaluation of the perceiver. (Coyne and Holroyd,

1982; DeLongis et al., 1982; Lazarus and Launier, 1978, Kanner et al., 1981).

A few final thoughts for future research. Because the person-environment

interaction is dynamic and reciprocal; each affected by, and in turn affecting the

other, it is possible that hassles and symptoms may operate as both antecedents and

consequences. In considering the notion of antecedents and consequences this is not

indicating support for the argument of independent/dependent variable overlap raised

by Dohrenwend et al. (1984), against the methodology of the 'hassles' research.

What is being suggested is that hassles may impact on health, and in turn health

status may influence the number and intensity of perceived hassles. This sort of

research problem can be addressed effectively employing the transactional

perspective with a longitudinal research design, as used by Lazarus and colleagues

in the 'hassle' studies. Further, because hassles are generally concerned with the

daily, transactions between person and environment, they are much more amenable

to intervention strategies than major, life events. It is often easier to modify daily
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agendas and living patterns, than to prevent major life events. So, the 'hassles'

research has possible application within the field of preventative medicine and stress

management techniques.

To conclude, the present study found that in general, the daily hassles experienced

by respondents did impact more significantly on health outcomes than did major life

events. Further, the hassles-health relationship held across a broader demographic

sample than those used in the American studies. However, as suggested by Lazarus

and colleagues, stress is not easily defined because the term encompasses multiple

variables and processes. Therefore, caution should be exercised when advocating

simple stress-health relationships. As already indicated, variables other than hassles

are likely to be operative relative to stress-health outcomes, including life events.

However, indications are that The Hassle Scale, employed within a transactional

framework, has the potential to contribute significantly to the field of stress-health

research.
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