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Monitoring versus Blunting Styles of
Coping with Cancer Influence the
Information Patients Want and Need
about Their Disease

Implications for Cancer Screening and Management

Suzanne M. Miller, Ph.D.

Background. Two main psychologic coping styles for
dealing with cancer and other health threats have been
identified: monitoring (attending to) or blunting (avoid-
ing) potentially threatening information. This article re-
views results and implications from this research rele-
vant to cancer screening and management.

Methods. The Monitor-Blunter Style Scale has been
used extensively to assess and categorize patients with
regard to these coping styles to predict their differential
responses to various cancer-related screening and man-
agement regimens.

Results. Patients characterized by a monitoring cop-
ing style generally are more concerned and distressed
about their cancer risk, experience greater ireatment side
effects, are more knowledgeable about their medical situ-
ation, and are less satisfied with and more demanding
about the psychosocial aspects of their care. They also
prefer a more passive role in clinical decision making, are
more adherent to medical recommendations, and mani-
fest greater psychologic morbidity in response to cancer-
related threats.

Conclusions. Patients fare better (psychologically,
behaviorally, and physiologically) when the information
they receive about their medical condition is tailored to
their own coping styles: generally those with a monitor-
ing style tend to do better when given more information,
and those with a blunting style do better with less infor-
mation. However, patients with a monitoring style who
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are pessimistic about their future or who face long term,
intensely threatening, and uncontrollable medical situa-
tions may require not just more infermation, but also,
more emotional support to help them deal with their dis-
ease. Cancer 1995;76:167-77.
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Physicians concerned with their patients” adherence to
cancer self-screening regimens and to diagnostic and
medical procedures relevant to cancer detection and
management face a difficult but unavoidable question:
what should they tell the patient? Although there are
no simple answers to the intrinsically complex problems
raised by this question—problems that involve ethical,
medical, social, and psychologic issues—recent re-
search has helped to identify patient characteristics that
physicians need to consider in communicating informa-
tion to those who face high cancer risks or who have
cancer.

This review focuses on the impact of health infor-
mation on the psychologic well being of different types
of patients and on their objective health responses to
medical procedures relevant to cancer. In particular,
stable individual differences have been found in pa-
tients’ tendencies either to seck or to avoid potentially
stressful information about cancer and other threaten-
ing medical conditions."” The studies reviewed here ad-
dress the influence of this characteristic tendency on pa-
tients’ reactions and adherence to routine cancer
screening (such as annual mammography), to preven-
tive self-care and self-screening (such as breast self-ex-
amination [BSE]), and to disease treatment and man-
agement.

The research indicates that although some patients
try to avoid or minimize obtaining stressful medical in-
formation, others seem to search for it and are highly
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sensitive to it. In the research on these processes, two
basic modes of coping with medical stressors need to be
considered.?® The first mode, monitoring (attention to,
scanning for, and amplification of threatening cues), in-
volves the extent to which individuals are alert for and
sensitized to the negative, potentially painful, or dan-
gerous aspects of information and experience. The sec-
ond mode, blunting (avoidance of threatening cues), in-
volves the extent to which individuals distract them-
selves from such information.

Specifically, this article reviews recent findings and
theory on: (1) the effects of monitoring versus blunting
coping styles on cancer-related distress and health be-
havior; and (2) the types and amounts of information
about cancer that seem to be best for patients with these
two coping styles—that is, the specific interaction be-
tween the patient’s style and the information.” ' The
current findings raise issues physicians may need to
consider in their decisions about what to tell particular
patients at various junctures in cancer prevention, de-
tection, treatment, and management efforts.

Identifying ‘“Monitors’” and ‘‘Blunters’’: The
Monitor-Blunter Style Scale

To identify the “monitors” (those who attend to threat-
ening information) and the “blunters” (those who
avoid it), the Monitor-Blunter Style Scale (MBSS) was
developed and validated." It consists of four hypothet-
ical stress-evoking scenes of a largely uncontrollable
nature. One example of such a scene is illustrated in
the following sentence: “Imagine that you are afraid of
flying and have to go somewhere by plane.” Each scene
is followed by eight statements representing different
ways of coping with the situation. Half of the state-
ments accompanying each scene are of a monitoring va-
riety (e.g., in the airplane situation: I would listen care-
fully to the engines for unusual noises and would watch
the crew to see if their behavior was out of the ordi-
nary,” or “I would read and reread the safety instruc-
tion booklet””). The other half of the statements are of a
blunting variety (e.g., 1 would watch the in-flight
movie even if | had seen it before”). The patient is asked
to simply mark all the statements after each scene that
might apply to him or her.

The MBSS has been found to have adequate test/
retest reliability (in the 0.70 to 0.80 range'?), and scores
on the scale are not generally related to age, education,
race, or medical background variables.”>”" In labora-
tory situations, the scale has been shown to predict ac-
curately whether individuals actually attend to or avoid
information under threat in vivo, in response to physi-
cally threatening (i.e., electric shock to the finger) and
ego-threatening (i.e., a challenging cognitive task) stres-

Table 1. Comparison of Responses of High
and Low Monitors*

No at all/ Moderate Quite/
Variable minimal (%) (%) extreme (%)
Perceived seriousness of
condition
High monitors 17 44 39
Low monitors 55 39 6
Concern about undergoing
procedure
High monitors 0 11 89
Low monitors 28 22 50
Self-blame over onset of
condition
High monitors 50 6 44
Low monitors 94 6 0
Responsibility for course of
condition
High monitors 0 0 100
Low monitors 22 17 61

* Adapted from Miller S, Roussi P, Altman D, Helm W, Steinberg A. The effects
of coping style on psychological reactions to colposcopy among low-income
minority women. | Reprod Med 1994;39:711-8.

sors.'? It also predicts the extent to which individuals
focus on and ruminate about threatening stimuli'®*
and their ability to control these threat-related cogni-
tions, although their overt behavior may not differ.?’
With the MBSS scale, studies have been conducted
in a variety of cancer-related settings with populations
such as gynecologic patients with precancerous cervical
disease,’*'” women at familial risk for breast and ovar-
ian cancer,?'"?* patients with cancer,'**"*¢ and healthy
women undertaking self-screening cancer regimens.?’
It has also been used in a number. of other threatening
medical contexts and populations,'*!%161872028-48 rele.
vant to cancer-related issues and quality of life.**~!

Overall Differences in Monitors’ and Blunters’
Response to Medical Stress

Differences in Concerns and Distress

Previous findings have shown that a significant subset
of women experience adverse psychologic conse-
quences of positive cytologic cervical screening,®*** and
these effects appear to be most severe and global among
monitors. For example, a study of low-income, inner-
city minority women'? explored the nature and types of
concerns that patients express with respect to having
to undergo diagnostic follow-up (colposcopy) for an
abnormal Pap smear as a function of coping style
(Table 1).

High monitors were significantly more likely to re-
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port that they worried about the seriousness of their
problem. More than one-third of the high monitors re-
ported that they were extremely worried about their
condition, compared with only 6% of the low monitors.
High monitors also expressed greater concern about un-
dergoing colposcopy. That is, they worried more about
what the physician would do and about feeling pain,
discomfort, or embarrassment. Virtually all of the high
monitors expressed extreme concern about the proce-
dure compared with only one-half of the low monitors
and, strikingly, they were far more likely to blame
themselves for the onset of their condition: 44% of high
monitors expressed extreme self-blame, whereas 94%
of the low monitors expressed no or minimal self-
blame. But this self-blame had a positive feature: high
monitors also believed that they had more responsibil-
ity for the course of their condition and their health in
this setting than did low monitors. These beliefs are rel-
evant for adherence to screening and other cancer regi-
mens.

Monitors and blunters also differed during the col-
poscopy itself, in which the physicians, who, of course,
were blind to the patients’ coping style (i.e., they did not
know how the patients scored on the MBSS), rated the
monitors to be significantly more agitated than the
blunters.'” This was indexed by various overt signs of
distress, such as muscular tension and tightness in the
vaginal area, which was greater in the monitors. In ad-
dition to these differences on the day of the procedure,
monitors expressed more pain and discomfort than did
blunters during the 5 days after the procedure.'” As Fig-
ure 1 shows, blunters showed a steady decrease in the
amount of discomfort expressed. Monitors, conversely,
actually showed an incubation effect and a more grad-
ual decline in pain and discomfort and did not feel sig-
nificantly better, even at the third day.

Consistent with these findings, among cancer pa-
tients undergoing chemotherapy, monitors and blunt-
ers also display extensive differences in distress. For ex-
ample, nausea and vomiting are common, albeit, un-
pleasant, side effects of chemotherapy.***® One study’
found that a significantly higher percentage of the mon-
itors experienced nausea compared with the blunters
(75% versus 41%). In addition, monitors experienced
significantly longer periods of nausea than did blunters,
whose nausea lasted on average only 4.21 hours after
chemotherapy, whereas, for monitors, it persisted four
times longer, as long as 16 hours. Ninety percent of the
patients who experienced episodes of nausea for longer
than 12 hours were monitors.

These results were obtained despite the finding that
a significantly greater number of the monitors (87%)
than blunters (45%) received antiemetic medication to
reduce the severity of these side effects. The two groups
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Figure 1. Mean pain/discomfort ratings of monitors and blunters (on
a scale of 1-7, in which 1 = I do not feel any pain/discomfort and 7
=1 feel extreme pain /discomfort) for 3 days after the procedure
(adapted from Miller SM, Mangan CE. Interacting effects of
information and coping style in adapting to gynecologic stress:
should the doctor tell all? ] Pers Soc Psychol 1983;45:223-36).

did not differ with regard to variables that may have
affected their chemotherapy experience, such as age,
number of previous chemotherapy sessions, or general
health. Likewise, another study of patients with cancer
found that monitors experienced more anxiety and nau-
sea than blunters before chemotherapy administration
and greater nausea during the procedure.?*

These differences between the two coping styles are
consistent, indicating that monitors typically attend to
and scan for threat-relevant information about aversive
medical events and rehearse and amplify them cogni-
tively, whereas blunters typically cope with aversive
medical events by distracting themselves from threat-
relevant information and psychologically attenuating it.
Indeed, blunters in the extreme tend to encode personal
risks by denying the existence of such risks and avoid
threat-relevant information from the outset.”” Hence,
anxiety is less likely to be aroused and blunters may,
therefore, fail to engage in adherence.***®

Differences in Patient Demands

Monitors are also more demanding as patients, that is,
they desire more things from the physician, perhaps as
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a way to reduce their uncertainty and to promote feel-
ings of reassurance.®*° For example, in a study within
a primary care setting,'* although all patients wanted to
be examined, high monitors were more likely to want
tests to be performed and to want a new prescription,
despite the fact that their presenting medical problems
were less severe (as rated by the physician). They also
were far more concerned about being treated with kind-
ness and respect than were low monitors and were more
likely to want help and advice on how to deal with
stress in conjunction with their medical conditions.
Likewise, the majority of patients wanted to know their
diagnosis. But high monitors also wanted to know the
details about the cause of their medical problems, how
healthy they were in general, what to do to prevent fu-
ture problems, and possible medication side effects.

Differences in Informational Preferences and
Satisfaction

Consistently, monitors desired more voluminous infor-
mation in cancer-related and other medical contexts.
For example, after undergoing follow-up screening (col-
poscopy) for an abnormal Pap smear,'” blunters re-
ported that they were satisfied with the amount of in-
formation they received, but monitors would have pre-
ferred to know more. Furthermore, among patients
with breast cancer who were about to undergo postop-
erative therapy, blunters reported fewer communica-
tion problems with the medical team.” Similarly,
among patients with metastatic cancer,?® those who re-
ported complete satisfaction with information provided
about their medical condition and care had significantly
lower monitoring scores (Fig. 2). The fact that monitors
were generally less satisfied with the standard amount
of information and attention provided in their health
care also has been demonstrated in other medical
contexts. 313

These patients desire more information, despite the
fact that when voluminous supplemental information
was not provided explicitly, monitors were found to
have significantly more factual knowledge about an up-
coming medical procedure (i.e., gynecologic surgery).*
Furthermore, among monitors and blunters, fewer of
the patients who reported a high level of understanding
about what was going to happen during surgery desired
additional information. However, blunters’ satisfaction
with their understanding may not have been a function
of genuine knowledge but may have reflected their re-
luctance to know any more.

This possibility was explored by comparing factual
knowledge (what they actually knew) with reported
understanding (what they claimed they knew). The re-
sults showed that monitors who claimed to have better
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Figure 2. Mean levels of monitoring coping scores (maximum 8,
minimum 0) of patients allocated to five categories of satisfaction
with information (adapted from Steptoe A, Sutcliffe I, Allen B,
Coombes C. Satisfaction with communication, medical knowledge,
and coping style in patients with metastatic cancer. Soc 5ci Med
1991;32:627-32).

levels of understanding actually gave more correct an-
swers. In contrast, factual knowledge was low and was
unrelated to reported understanding among blunters.
Thus, even though blunters had more minimal knowl-
edge, nonetheless, they reported that their knowledge
was sufficient because they did not wish to receive any
further information.

Interaction of Information and Control Preferences

Informational preferences and control preferences may
be closely related.®*®! For example, monitors may be
motivated by the desire to play an active role in deci-
sions about their treatment. That is, they may seek med-
ical information to control their own care. To the extent
that monitors are characterized by a tendency not only
to seek information about their internal states but to use
this information to execute instrumental actions, they
may show greater preferences to play an active role in
decisions about their medical care than do blunters.
Conversely, if monitors primarily are concerned with
issues such as reducing uncertainty, then they may not
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Table 2. Frequency of Pap Smears*

Never Twice, every 3 More than
or once years, every 5 every 3 years
Coping style (%) years (%) (%)
Monitors 17.85 46.42 35.71
Blunters 25.58 67.44 6.97

* Data from Steptoe A, O’Sullivan ). Monitoring and blunting coping styles in
women prior to surgery. Br. | Clin Psychol 1986;25:143-4.

necessarily show increased desires for control in this
context. If it has any impact at all, the patient’s playing
a more active role by making more decisions may in-
terfere with the patient’s ability to obtain symptom-rel-
evant (reassuring) information from the physician.®

In fact, high monitors in a primary care setting gen-
erally desired to play a less active role in decisions about
their medical care than did low monitors,'® illustrating
the discriminative nature of this coping style and sug-
gesting that high monitors are not simply characterized
by a desire for more of everything. High monitors are
more—not less—inclined to yield control to another,
more competent individual (in this case the physician).
Although they listen more attentively to the physician
and desire more information, they do not wish to play a
major role in determining what should be done.

However, monitors appear to be better able to im-
plement the physician’s recommendations. Thus, they
are more likely to engage in screening health-care be-
haviors® (such as performing BSE and obtaining rou-
tine Pap smears, as noted in Table 2) and express more
preventive attitudes toward diseases such as acquired
immune deficiency syndrome.>® The effect of monitor-
ing with regard to health-care behaviors is illustrated
further in a study of patients with end-stage renal dis-
ease.* For patients undergoing continuous ambulatory
peritoneal dialysis (for which there are considerable
self-care requirements, in terms of the knowledge base
the patient is required to master and the behavioral de-
mands of the treatment regimen), monitors were found
to exhibit superior adherence to dietary guidelines com-
pared with blunters. The opposite pattern emerged
among patients undergoing a more staff-controlled mo-
dality (in-center hemodialysis), with monitors exhibit-
ing poorer dietary adherence than blunters. Thus, mon-
itors fare better than blunters when they are given more
responsibility in their own disease management (as long
as the nature and demands of the disease management
regimen are made explicit).

Discriminant Validity

It is possible that monitors are overly sensitive to in-
ternal bodily cues because they experience more dis-
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tress in their lives compared with blunters.®> Although
they also may be more generally anxious, depressed, or
neurotic,*® the available research suggests that this cop-
ing style is not simply another manifestation of such
alternative factors or dispositions. For example, a mon-
itoring coping style generally has been found to be in-
dependent of depression, trait anxiety, and desire for
control 11617344144 Eyen when the effects of these vari-
ables are controlled statistically, coping style differences
in response to health threats and other stressors remain
constant.'**%864-67 OQyerall, then, monitors are not just
more generally anxious or suffering from greater
amounts of negative affectivity than are blunters.

One study included a measure of how well patients
learned the information they received.'” No differences
emerged between monitors and blunters with regard to
this measure. Thus, blunters are not simply less able to
process health-relevant information if it is imposed on
them. Rather, the groups differ in their selective atten-
tion, so that blunters spontaneously prefer not to scan
for threat-relevant information and not to know more.'®
Conversely, monitors scan for, focus on, and amplify
health-relevant information and potential threats and
want to know more,**

Diagnostic Situations to Assess Monitoring-
Blunting Coping Styles: High Cancer Threat

High monitors become particularly aroused in the face
of danger, which activates their tendency to scan for
threatening cues. Thus, the difference between high
and low monitors is likely to become especially visible
in high threat health situations. Within the context of
cancer, such situations range from decisions about un-
dergoing cancer screening procedures in the face of am-
biguous data,® to dealing with high genetic risk for can-
cer,” to undergoing difficult cancer treatment regi-
mens.”!

To illustrate, Wardle and colleagues® studied a
high risk group of women in a screening program to
detect early familial ovarian cancer by ovarian ultra-
sound scan, using transabdominal ultrasonography and
transvaginal ultrasonography with color Doppler im-
aging to detect persistent ovarian lesions and changes
in volume. Women were informed of any abnormality
immediately, although none of the patients were found
to have ovarian cancer. Distress was measured before
and after the screening. As can be observed in Figure 3,
before the scan, all groups showed equivalent distress
as measured by the General Health Questionnaire. Af-
ter the scan, high monitors were more adversely
affected by positive results compared with low monitors
receiving positive results and compared with those re-
ceiving negative results.
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Figure 3. Changes in scores on the General Health Questionnaire
adjusted for age and socioeconomic status from before to after the
first ultrasound scan in relation to positive or negative results and
baseline scores of high and low monitors (adapted from Wardle F,
Collins W, Pernet A, Whitehead M, Bourne T, Campbell S.
Psychological impact of screening for familial ovarian cancer. | Nat!
Cancer Inst 1993;85:653-7).

Among those undergoing follow-up scans for posi-
tive results, high monitors who again tested positive
showed a greater increase in anxiety than other women.
Similar results have been obtained with other medically
at-risk populations®** and with individuals who are
threatened in the laboratory.’*'* High monitors who
are at increased genetic risk for breast-ovarian cancer
are also more likely to believe that genetic testing will
make them distressed and will take a psychologic toll
on them.?!

In general, the studies reviewed showed that mon-
itors are more physiologically, behaviorally, and sub-
jectively aroused than blunters, but these differences
occur primarily under conditions of threat of the sort
found when cancer risk or diagnosis is at issue. As indi-
cated above, monitors are more likely to perceive health
threats pervasively and to scan for them, attending in-
tently to bodily “’symptoms” and other potentially om-

inous cues and news. They tend to encode neutral or
ambiguous information as threatening and to exagger-
ate its significance and their personal risk.'*#!5%¢%72

Tailoring Information

Effects of Matching Information to Coping Style

Given that monitors become extremely upset, particu-
larly by ambiguous, threatening, negative health infor-
mation, whereas blunters seem much less sensitive to
such information, the physician may be inclined to give
less information to the monitor so that this type of pa-
tient does not become too distressed, and more to the
blunter so that this type of patient at least hears the
message. The research suggests, however, that this
strategy sometimes may be the opposite of what is opti-
mal as will be discussed below.

For example, in one study, patients were undergo-
ing an initial colposcopy after an abnormal Pap smear.!”
Before the colposcopy, patients in the high information
group were given a 20-minute audiovisual preparatory
communication, detailing the forthcoming examination
procedure and the sensations that would be experi-
enced. This information was designed to reduce any un-
certainty or misconceptions on the patients’ part. Con-
versely, patients in the low information group were
given the standard (minimal) preparation, equated for
time and attention.

Interactions were found between the patient’s cop-
ing style and the amount of information made avail-
able. This was reflected in measures of psychophysio-
logic arousal, specifically pertaining to pulse rate. As
can be observed in Figure 4, there were initially no
differences between the groups. The only group to
show a decrease in pulse rate immediately before the
procedure were blunters given low information, and
they maintained this low pulse rate throughout. By the
end of the procedure, monitors who were given a large
amount of information also showed reduced pulse
rates, but monitors with low information and blunters
with high information showed sustained higher pulse
rates. Thus, matching the amount of information to the
patients’ coping style reduced their level of stress,
whereas telling patients either more or less than they
wanted to know about a stressor made it more stressful.

Implications for Adherence to Cancer Regimens

These patient-by-situation interactions are also relevant
to the design of interventions to promote adherence to
screening regimens, particularly those that are difficult
and complex to execute and need to be maintained over
time.”'"”* For example, BSE entails fairly complex self-
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regulatory skills to cue the behavior, evaluate one’s per-
formance, and strategically reinforce oneself, while also
managing one’s degree of focus on the threat (i.e., the
potential for finding a lump) to control anxiety.” Thus,
although monitors initially may commence a regimen
such as BSE because they attend to threatening cues and
the need to do it, this focus on threat ultimately may
undermine adherence to reduce negative arousal.”
Therefore, monitors may fare better with interventions
that make them focus on the cue or informative aspects
of performing BSE and that provide positive reinforcers
for sustained practice.

In one study,”” African-American community vol-
unteers were taught how to perform BSE (using video-
tapes, participant modeling, a demonstration self-ex-
amination, and individualized feedback), and were
given BSE record cards to return. For high monitors, the
reported rates of adherence to BSE for a 9-month period
were higher in conditions in which they periodically re-
ceived either reminders (self-cueing) and/or small re-
wards (reinforcement condition), compared with no-in-
tervention controls (Fig. 5). For the low monitors, the
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Figure 4. Mean pulse rate readings of monitors and blunters before
information (on arrival at the clinic), after information
(precolposcopy), and after the procedure {postcolposcopy; adapted
from Miller SM, Mangan CE. Interacting effects of information and
coping style in adapting to gynecologic stress: should the doctor tell
all? ] Pers Soc Psychol 1983;45:223-36).
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Figure 5. Mean frequency of breast self-examination performed over
a 9-month period by high monitors in the Self-Cueing plus
Reinforcement (S-C + R), Self-Cueing (S-C), Reinforcement (R), and
Control (C) conditions, adjusted for history of benign breast disease
(adapted from Jacob TC, Penn NE, Kulik TA, Spieth LE. Effects of
cognitive style and maintenance strategies on breast self-
examination (BSE) practice by African American women. ] Behav
Med 1992;15:589-609).

pattern essentially was reversed and resulted in less BSE
(Fig. 6). A similar pattern was obtained for BSE profi-
ciency, with high monitors more proficient in the inter-
vention conditions and low monitors more proficient
without the interventions.

Overview of Interactions between Information and
Coping Style

Thus, how well patients cope is affected by the fit of
their characteristic style to the individual situation. In-
teractions between the effects of type of information
and type of coping style also have been shown in a va-
riety of other medical populations and contexts and
help to clarify why and when health-relevant informa-
tion is likely to have beneficial or detrimental effects on
different types of patients.!®?+3031,33.35.75

Generally, for blunters, there is less stress when
voluminous information and threat-focused interven-
tions are not imposed on them. They prefer to deal with
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Figure 6. Mean frequency of breast self-examination performed over
a 9-month period by low monitors in the Self-Cueing plus
Reinforcement (S-C + R), Self-Cueing (5-C), Reinforcement (R), and
Control (C) conditions, adjusted for history of benign breast disease
(adapted from Jacob TC, Penn NE, Kulik TA, Spieth LE. Effects of
cognitive style and maintenance strategies on breast self-
examination (BSE) practice by African American women. | Behav
Med 1992;15:589-609).

threat by not dealing with it, so they tend to show re-
duced arousal with less threat-relevant information but
become more aroused with increased information,
which interferes with self-distraction and forces them
to face the event.*>”*7% Conversely, monitors derive
some benefit by being exposed to voluminous prepara-
tory information and comprehensive self-regulatory in-
terventions that are consistent with their coping style
preference. Information can provide monitors with in-
creased certainty and safety cues, help them to attach
appropriate meaning to their experience,®” and enable
them to emotionally rehearse, process, or “work it
through.” /808!

Discussion: Implications for Cancer Screening
and Management

In sum, results are beginning to provide a framework to
tailor more sensitively information about cancer to fit
the preferred attentional coping style of the patient and

to meet the demands and requirements of the specific
situation and the medical options. It is generally reason-
able to match the amount of information and the type
of psychosocial intervention given to the patient’s
coping style, giving monitors more and blunters
less. 172431333575 The onocologist, however, also
needs to consider how this general conclusion may have
to be modified depending on other patient characteris-
tics known to influence how health-relevant informa-
tion impacts on disease outcomes and quality of life,**!
particularly in onocologic contexts marked by sustained
and intense levels of high threat.?**

In particular, those monitors who also tend to be
basically pessimistic and to expect negative health out-
comes may be especially vulnerable when coping with
sustained severe health threats in the onocologic
context.*>"® For these patients, the oncologist needs to
be careful about merely communicating threatening
medical information in greater detail and to recognize
that although they may press for more news of danger,
it may not help them cope. These negativistic monitors
would be characterized not only by the tendency toscan
for and amplify their health threats and dangers, but
also to expect the worst (even in the face of minimal
evidence) and to have little confidence in their own abil-
ity to cope effectively and little faith in their future.
Therefore, they soon face an insoluble dilemma: they
continue to monitor for more threatening information,
but are increasingly upset by what they find, amplifying
the threat and expecting and envisioning terrible conse-
quences.®®® To defend against this potentially intolera-
ble situation for sustained periods of high stress in cop-
ing with cancer threats, they may readily resort to more
severe denial attempts that are bound to be penetrated
by intrusive ideation, in a cycle of progressively more
maladaptive coping.®***

Thus, monitoring may be a viable strategy for cop-
ing with cancer when individuals have positive self-
efficacy and outcome expectations and /or when the in-
formation they monitor can be used to adaptively
change their health-protective behavior. Conversely,
high levels of monitoring may be self-defeating and
merely anxiety-producing when individuals believe
their situation is unchangeable or hopeless, or when it
is, in fact, long term, intensely threatening, and uncon-
trollable, as when exposed to information indicating
that they are at high genetic risk for cancer.”’”* In these
contexts, monitors may require not only more informa-
tion, but also emotional support to help them process
the information they receive and accomodate to their
medical situation,
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