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REMARKS

The reader is reminded of the following:

The editorial style as well as the reference used in this mini-dissertation follow the format

prescribed by the Publication Manual (5th edition) of the American Psychological association

(APA). This practice is in line with the policy of the Programme in Industrial Psychology of

the North-West University (Potchefstroom) to use APA in all scientific documents as from
- January 1999.

The mini-dissertation is submitted in the form of a research article. The editorial style
specified by the South African Journal of Industrial Psychology (which agrees largely
with the APA style) is used, but the APA guidelines were followed in the constructing
tables.
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ABSTRACT
Title: Emotional intelligence, coping and health of non-professional counsellors in the
Key terms: Emotional intelligence, coping, health, well-being, non-professional counsellors

Apart from the exceptional landscapes, ideal weather, cultural diversity and other
characteristics that typify South Africa, crime and HIV/AIDS are two of the most pressing
phrases linked to our country. Victims of crime are at high risk of suffering from post-
traumatic stress disorder. Many interventions have been initiated by the government to assist
victims in overcoming the effects of crime, HIV/ AIDS and other social health problems on
an emotional level, one of which is counselling. The paradigm shift from curing towards
caring for HIV/AIDS positive individuals increased the demand for non-professional
counsellors. However, without acquiring critical skills and attributes such as emotional
intelligence, coping skills and so forth during a professional training programme, non-
professional counsellors are at higher risk of suffering from secondary stress disorder. A
neglected area as far as non-professional counsellors is concerned, is the well-being of the
counsellors. It therefore becomes necessary to conduct research on the health of non-

professional counsellors.

The objective of this research was to determine the relationship between emotional
intelligence, coping and health of non-professional counsellors in the North-West and
Gauteng provinces. A cross-sectional survey design with an availability sample (N = 172)
was taken from clinics and institutions where counselling was provided to victims of
HIV/AIDS and social problems in the North-West and Gauteng Provinces. The Emotional
Intelligence Scale, COPE and Health Subscale of the ASSET were used as measuring
instruments.

The factor analysis confirmed two factors for emotional intelligence, consisting of emotion
expression and appraisal and emotion utilisation. Four factors were confirmed for coping,
namely approach coping, avoidance, turning to religion and seeking emotional support.
Health was found to comprise psychological health and physical health. Pearson product-

moment correlation coefficients were used to specify the relationships between the variables.
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Results showed a statistically significant positive correlation between emotion expression and
appraisal, emotion utilisation, as well as approach to coping and seeking emotional support.
Emotion utilisation was statistically significantly positively correlated with seeking emotional
support. Approach to coping was statistically significantly positively correlated with seeking
emotional support, while avoidance was statistically significantly positively correlated with
physical health. Turning to religion was statistically significantly positively correlated with
seeking emotional support, and psychological health was statistically significantly positively
correlated with physical health.

Multiple regression analyses showed that nine per cent of the variance in psychological
health was predicted by emotion expression, appraisal and emotion utilisation, whereas 19
per cent of the variance in psychological health was predicted by emotional intelligence and
approach to coping strategies. The only significant predictors of psychological health were
emotion utilisation and avoidance. Furthermore, the multiple regression analyses also
showed that 15 per cent of the variance in physical health was predicted by emotion
expression and appraisal, emotion utilisation, approach coping, avoidance, turning to religion
and seeking emotional support. The only significant predictor of physical health was

avoidance.

Recommendations were made for future research.

viii




OPSOMMING

Titel: Emosionele intelligensie, coping-strategie€ en gesondheid van nie-professionele

beraders

Sleuterterme: Emosionele intelligensie, coping-strategieé, gesondheid, welstand, nie-

professionele beraders

Bo en behalwe die uitsonderlike natuurlewe, ideale weersomstandighede, kulturele diversiteit
en ander eienskappe wat Suid Afrika tipeer, is geweld en MIV/VIGS twee van die
algemeenste woorde wat met hierdie land geassosieer word. Slagoffers van misdaad dra die
risiko om aan post-traumatise stressversteuring te lei. Talle intervensies is geinisieer deur die
regering om slagoffers te help om die effek van geweld, MIV/VIGS en ander sosiale
gesondheidsprobleme op ’'n emosionele vlak te oorkom. Een van hierdie inisiatiewe is
berading. Die paradigmaskuif vanaf genesing na versorging van MIV/VIGS-individue
verhoog die aanvraag na nie-professionele beraders. Die feit dat daar nie kritiese vaardighede
en vermoéns soos emosionele intelligensie, coping-vaardighede, en dies meer oorgedra word
tydens ‘n professionele opleidingsprogram nie, veroorsaak dat nie-professionele beraders ’n
hoér risiko loop om aan ’n sekondére stressiekte te ly. Min aandag word egter geskenk aan
die algehele gesondheidstoestand en welstand van nie-professionele beraders en dit dra by tot

die noodsaaklikheid van hierdie navorsing.

Die doelwit van hierdie navorsing is om die verhouding tussen emosionele intelligensie,
coping-strategie€é en gesondheid van nie-professionele beraders in die Noordwes- en
Gautengprovinsies te  bepaal. n  Dwarsdeursnee-opname-ontwerp met n
beskikbaarheidsteekproef (N = 172) is geneem by klinieke en instansies waar berading
aangebied word vir slagoffers van MIV/VIGS en ander sosiale probleme in die Noordwes- en
Gautengprovinsies. Die Emosionele Intelligensieskaal, COPE en Gesondheidsubskaal van die

ASSET is gebruik as meetinstrumente.
Faktoranalise het twee faktore vir emosionele intelligensie bevestig, wat bestaan het uit

emosionele uitdrukking en waardering, en emosionele benutting. Vier faktore is bevestig vir

coping, en dit is benaderings tot coping, vermyding, mense wat hulle wend tot geloof en
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soeke na emosionele bystand. Daar is gevind dat welstand saamgestel is uit psigologiese

welstand en fisiese welstand.

Die Pearson produk-momentekorrelasiekoéffisiént is gebruik om die verhouding tussen
veranderlikes te spesifiseer. Resultate het getoon dat daar ’n statisties-beduidende korrelasie
bestaan tussen emosionele uitdrukking en vergoeding, emosionele gebruik, asook benadering
tot coping-strategie€ en soeke na emosionele bystand. Emosionele gebruik is statisties-
beduidend positief gekorreleer met soeke na emosionele bystand en benadering tot coping-
strategie€ is statisties-positief gekorreleer met die soeke na emosionele bystand. Vermyding
is statisties-beduidend positief gekorreleer met fisiese gesondheid, terwyl mense wat hulle
wend tot geloof statisties-beduidend positief gekorreleer is met die soeke na emosionele
bystand. Psigologiese gesondheid is statisties-beduidend positief gekorreleer met fisiese
gesondheid.

Meervoudige regressie-analises het getoon dat nege persent van die variansie in psigologiese
welstand voorspel is deur emosionele uitdrukking, waardering en emosionele benutting, waar
19 persent van die variansie van psigologiese welstand voorspel is deur emosionele
intelligensie en coping-strategie€. Die enigste betekenisvolle voorspeller van psigologiese
welstand was emosionele benutting en vermyding. Hierdie analise toon ook dat 15 persent
van die variansie in fisiese welstand voorspel is deur emosionele uitdrukking en waardering,
emosionele benutting, benadering tot coping, vermyding, wend tot geloof, en soeke na

emosionele bystand. Die enigste beduidende voorspeller van fisiese welstand was vermyding.

Aanbevelings is gemaak vir toekomstige navorsing.




CHAPTER 1
INTRODUCTION

This mini-dissertation focuses on emotional intelligence, coping and health of non-

professional counsellors.

Chapter 1 contains the problem statement, research objectives and research methodology that
were used. The chapter starts out with a problem statement, giving an overview of previous
related research conducted on emotional intelligence, coping and health among non-
proféssional counsellors, linking it to the objectives set for this research project. A discussion
of the research method follows, with details regarding the empirical study, research design,
participants, measuring instruments and statistical analyses. It concludes with a chapter

summary and an overview of the chaptérs that comprise this mini-dissertation.
1.1 PROBLEM STATEMENT

The significant increase of HIV/Aids infections poses a threat to the social development of
South Africa. Statistics indicated that at the end of 2003, an estimated number of 5,1 million
adults were globally affected with HIV/Aids (Ministry of Health, 2004). An estimated 29,5%
of pregnant women were living with HIV (Ministry of Health, 2004) with the most affected
living in KwaZulu-Natal, Gauteng and Mpumalanga. In Gauteng alone, the number of
pregnant women affected increased from 29,4% in 2000 to 33,1% in 2004, and in the North-
West, these numbers increased from 22,9% in 2000 to 26,7% in 2004 (Ministry of Health,
2004). Until 1998, South Africa had one of the fastest expanding epidemics in the world, but
the level of HIV prevalence is now growing more slowly (Ministry of Health, 2004).

The nature of HIV/AIDS requires a paradigm shift from curing towards caring - since there is
no cure for HIV/AIDS, and interventions have to be adjusted to care for the physical, as well
as the psychological well-being of the HIV-positive individual and his or her significant
others (Van Dyk, 2001). The increase in HIV/Aids infections resulted in an increasing
demand for counselling of people with HIV/Aids along with their families. This, together
with the increase in social health problems and crime such as drug abuse, violence and

robberies on the one hand, and the limited supply of professionally trained counsellors on the




other hand (Du Plessis, 1986), have resulted in an increased utilisation of non-professional

counsellors.

Non-professional counsellors are crisis workers, defined as front-line first responders to
whom potential exposure to occupational trauma is a fact of daily life (Beaton & Murphy,
1995). Most non-professional counsellors are volunteers who provide their services on a part-
time basis without receiving financial remuneration. They do not even participate in a formal
selection procedure (Wilson, 1998). They receive some form of short-term training in a
specific field and do not necessarily have a formal qualification. People who have not
received formal clinical training in professional programmes of psychology, psychiatry,
social work, and psychiatric nursing are also considered to be non-professional counsellors
(Krupenia, 1984). This system has been in place for a number of decades (Fourie, 2004), and
non-professional counsellors work under a variety of job titles, such as community support
worker, human services worker, social work assistant, alcohol or drug counsellor, child care

worker, community outreach worker, and case manager.

Non-professional counsellors have been shown to have a positive influence in the human
service field (McClam, 2002), but are, however, exposed to high levels of stress, anxiety and
other psychological problems (Slaski & Cartwright, 2002). They often encounter situations
where clients/victims are emotionally traumatised and they work directly with victims and
survivors of catastrophic events, something that poses a psychological threat to the caregiver.
The engagement in therapeutic work with trauma survivors can, and does, impact on the
counsellor (Figley, 1995). Research also indicates that these helpers are subjected to stressors
which can produce an array of psychological, social, and physical reactions, and even burnout
(Everley, 1995). Specific stress experienced by counsellors is called secondary traumatic
stress (STSD) and stress disorder (STS) or compassion stress and fatigue (Dutton &
Rubinstein, 1995; Figley, 1995). Compassion fatigue is a state of tension and preoccupation
with traumatised patients by re-experiencing traumatic events, avoidance/numbing of
reminders, and persistent arousal (e.g. anxiety) associated with the patient (Dutton &

Rubinstein, 1995).

Common stressors amongst human service workers are poor working conditions, lack of

control, poor social relations and a lack of social support, work overload, lack of rewards and




monotonous work (Oginska-Bulik, 2005). Schaufeli and Enzmann (1998) also make a
distinction between two types of stressors experienced by the helping profession, namely job-
related stressors and client-related stressors. Job-related stressors refer to the working
conditions under which non-professional counsellors work (e.g. lack of job security). This
also includes system-related stressors such as low pay, temporary positions, poor working
conditions, and low employee status (Schaufeli & Enzmann, 1998). Client-related stressors
refer to the confrontation non-professional counsellors have with death and the dying
(Schaufeli & Enzmann, 1998). Oginska-Bulik (2005) mentions that stress among human
service workers can also be a result of clients’ behaviour, which can be demanding and

aggressive.

The work of non-professional counsellors is linked with emotional experiences (Oginska-
Bulik, 2005), and specifically the expression of emotions (either positive or negative) towards
the client. Oginska-Bulik (2005) mentions that emotional dissonance, which applies to the
frequency of having displayed emotions (usually positive) that are not in line with those
genuinely felt (neutral or negative) is perceived as very stressful; for example, smiling at a
difficult client may create emotional dissonance. It is also mentioned that frequent
experiences of emotional dissonance lead to a loss of the capability to regulate one’s own
emotions, which means the loss of a particular internal resource. On the other hand, the
ability to recognise people’s emotions and to regulate one’s own emotions seems to be very
important in human service work (Oginska-Bulik, 2005). This particular ability is called
emotional intelligence and has been introduced by Salovey and Mayer (1990).

Emotional intelligence is the ability to perceive, appraise, and express emotions accurately;
the ability to access and generate feelings when they facilitate thought; the ability to
understand emotion and emotional knowledge; and the ability to regulate emotions to
promote emotional and intellectual growth (Salovey & Mayer, 1995). Emotional intelligence
is also defined as the array of non-cognitive capabilities, competencies and skills that
influences a person’s ability to succeed in coping with environmental demands and pressures
(Bar-On, 1996). Emotional intelligence adds another dimension to human intelligence.
Cognitive intelligence has dominated work in the area of intelligence and refers to the
capacity of an individual to understand, learn, recall, think rationally, solve problems and
apply leamning (Kaplan & Sadock, 1991). Emotional intelligence, on the other hand,

recognises the personal and social dimensions of intelligence (Bar-On, 1997). Emotional




intelligence also helps to account for the individual differences observed in the responses to
stressful encounters and the individual’s general sense of health and well-being (Gerits,

Derksen, & Verbruggen, 2004).

Mayer and Salovey (1995) indicate that the regulation of disturbed feelings and emotions can
lead to poorer health if an individual does not process the relevant emotional information. In
demanding and challenging environments, such as those of non-professional counsellors,
emotional intelligence influences the selection and control of coping strategies for use within
the immediate situation (Matthews & Zeidner, 2000). Emotional intelligence can thus be used

to select and control coping strategies.

Law (2004) found that emotional intelligence is a better predictor of active coping and
problem-solving than sense of coherence. Coping has been conceptualised as an individual’s
pattern of response to external negative events (Carver, Scheier, & Weintraub, 1989). Kleinke
(1991, p.3) defines coping as, “the efforts we make to manage situations we have appraised
as potentially harmful or stressful”. The definition of coping has three key features: (1) it
implies that coping involves a certain amount of effort and planning; (2) the definition does
not imply a positive outcome; (3) the definition emphasises coping as a process, taking place
over time (Kleinke, 1991). Coping also refers to perceptual, cognitive or behavioural
responses that one uses to manage, avoid or control situations that could be regarded as
difficult (Zeidner & Endler, 1996). Active coping, on the one hand, is more adaptive, and
refers to active steps to change a stressful situation or to ameliorate its effects, including both
emotion and problem-focused strategies (Kleinke, 1991). Passive coping, on the other hand,
is less adaptive, and refers to giving up, avoiding, or inhibiting an active response (Kleinke,
1991).

Poor processing of emotional information is similar to denial and avoidance as described in
literature on traumatic stress (Hunt & Robbins, 2001). Individuals who process emotional
information deal with the traumatic memories through a process of narrative development,
and the memories become easier to deal with. Individuals who use avoidance, on the other
hand, tend to steer clear of situations which remind them of the traumatic event and do not
deal with their traumatic memories; memories which may then return to active memory at
some point in future (Hunt & Robbins, 2001). Processing information is generally a more

effective coping strategy than avoidance.




Coping, according to Lazarus (1993), refers to the thoughts and behaviours used to manage
the internal and external demands of situations that are appraised as stressful (Folkman &
Moskowitz, 2004). Lazarus and Folkman (1984) identified two forms of coping, namely
problem-focused coping and emotion-focused coping. Problem-focused coping is the attempt
to understand and define a problem and to work out possible solutions. This strategy can be
outer-directed or inner-directed. Outer-directed strategies are oriented towards altering the
situation or the behaviours of others (Lazarus & Folkman, 1984). Inner-directed coping
strategies include the efforts we make to reconsider our attitudes and needs and to develop
new skills and responses. Emotion-focused coping strategies refer to managing emotional
distress. These strategies include physical exercise, mediation, expressing feelings, and
seeking support (Kleinke, 1991).

Individuals employing coping efforts characterised by problem-focused coping suffer from
less psychological distress at lower to moderate stress levels (Wang & Yeh, 2005). On the
other hand, the greater the perceived stress, the more emotion-focused coping behaviours
may be needed (Wang & Yeh, 2005). Results also indicate that the use of avoidance and
emotional disturbance behaviour might reduce individual’s ability to reduce distress,
therefore making the subject more vulnerable to its negative consequences (Wang & Yeh,
- 2005).

Stress at work has an effect on physical health, well-being, and life expectancy (Figley,
- 1995). Negative consequences of not being able to cope effectively with stress can also affect
physical health (e.g. high blood pressure, headaches, indigestion, fatigue, insomnia, etc.),
psychosocial health (e.g. anxiety, irritability, anger, depressibn, mood swings,
hypersensitivity, etc.) and behavioural health (e.g. smoking, overeating, loss of appetite,

increased use of alcohol or drugs, isolation, impatience, etc.) (Figley, 1995).

Optimal health is defined as a feeling of well-being, an ability to cope with the demands of
life, physical and mental fitness, and freedom from disease and disability (Love, Gardner, &
Legion, 1997). Different dimensions of health include the physical or nutritional dimension,
intellectual well-being, interpersonal or social wellness, emotional wellness, spiritual

. wellness, occupational wellness and environmental wellness (Love, et al., 1997).




Research has indicated that emotional intelligence has an influence on stress and affects
mental health such as depression, hopelessness and suicide ideation (Ciarrochi, Deane, &
Anderson, 2002). Oginska-Bulik (2005) also found in her study that employees reporting
high emotional intelligence perceived lower levels of occupational stress and suffered less
from negative health outcomes. It seems that emotional intelligence plays the buffering role

in preventing workers from negative health outcomes, especially from depression symptoms.

Since non-professional counsellors are rapidly growing in numbers due to an increasing
demand, it is necessary to look after their well-being in order to help them to help others. No
- results focusing on the relationship between emotional intelligence, coping and health of non-
professional counsellors in the South-African context could be obtained. It is therefore the

objective of this research to determine whether such a relationship does exist.
This research will attempt to answer the following questions:

e How are emotional intelligence, coping strategies and health conceptualised in the
literature?

e What is the relationship between emotional intelligénce, coping strategies and health,
according to the literature?

e How valid and reliable are the measuring instruments of emotional intelligence, coping
strategies and health for non-professional counsellors?

e What is the relationship between emotional intelligence, coping strategies and health of
non-professional counsellors?

e Does the experience of emotional intelligence and positive coping strategies result in
lower levels of psychological and physical (ill) health in a sample of non-professional
counsellors?

e What are the differences in emotional intelligence, coping strategies and health

experienced, based on certain demographic factors?
1.2 RESEARCH OBJECTIVES

The research objectives are divided into a general objective and specific objectives.




1.2.1 General objectives

The general objective of this research is to determine the relationship between emotional

intelligence, coping and health of non-professional counsellors.
1.2.2 Specific objectives
The specific research objectives are:

¢ To conceptualise emotional intelligence, coping strategies and health from the literature.

e To determine the relationship between emotional intelligence, coping strategies and
health according to the literature.

e To determine the validity and reliability of the measuring instruments of emotional
intelligence, coping strategies and health for non-professional counsellors in the North-
West and Gauteng provinces.

e To determine the relationship between emotional intelligence, coping strategies and
health in a sample of non-professional counsellors.

e To determine whether higher levels of emotional intelligence and positive coping
strategies will result in lower levels of psychological and physical (ill) health in a sample
of non-professional counsellors.

e To determine the differences in emotional intelligence, coping strategies and health
experienced, based on certain demographic factors.

¢ To make recommendations for future research.
1.3. RESEARCH METHOD

The research method consists of a literature review and an empirical study. The results

obtained from the research are presented in the form of a research article.




1.3.1 Literature review

A literature study will be undertaken to gather information on emotional intelligence, coping

strategies and health of non-professional counsellors.
1.3.2 Research design

A cross-sectional survey design will be used to collect the data and to attain the research
objectives. Cross-sectional survey designs are used to examine groups of subjects in various
stages of development simultaneously (Burns & Grove, 1993) over a short period of time,
which can vary from one day to a few weeks (Du Plooy, 2001). The survey is a data-
collection technique in which questionnaires are used to gather data about an identified
population. This design is also used to assess interrelationships among variables within a
population (Shaughnessy & Zechmeister, 1997). The cross-sectional survey design is best
suited to address the descriptive and predictive functions associated with the correlational

design, whereby relationships between variables are examined.
1.3.3 Participants

The study population will consist of non-professional counsellors in especially the HIV/Aids-
and-trauma-counselling environment. A non-probability or convenient sampling technique
will be used, which means that every element in the population has a known non-zero

probability of selection (Struwig & Stead, 2001).
1.3.4 Measuring battery

Three questionnaires will be administered to measure emotional intelligence, coping and

health. A biographical questionnaire will be included in order to describe the population.

The Emotional Intelligence Scale (EIS) (Schutte et al., 1998) assesses perception,
understanding, expression, regulation and harnessing of emotions in the self and others. The
brevity of the scale and its accumulating reliability and validity evidence make this scale a
reasonable choice for those who are seeking a brief self-report measure of global emotional

intelligence. The model of Emotional Intelligence of Salovey and Mayer (1990) provides the




conceptual foundation of the items used in this scale. A factor analysis of a larger pool of
items suggested a one-factor solution of 33 items. The 33-item scale showed evidence of
predictive validity, where college students’ emotional intelligence scores predicted their end-
of-the-year grade average. Potential uses of this scale involve exploring the nature of
emotional intelligence, including the determinants of Emotional Intelligence, the effects of
emotional intelligence and whether emotional intelligence can be enhanced (Schutte et al.,
1998). Research done by Vosloo (2005) within South African groups indicated a six-factor
structure with alpha coefficients ranging from 0,54 to 0,73.

The COPE CQuestionnaire (COPE) (Carver et al., 1989) will be used to determine
participants’ coping strategies. The COPE is a multidimensional coping questionnaire that
indicates the different ways in which people cope under different circumstances (Carver et
al., 1989). It measures 13 different coping strategies. There are five subscales that measure
different aspects of problem-focused coping: Active Coping (AC), Planning (P), Suppressing
of Competing Activities (SCA), Restraint Coping (RC) and Seeking Social Support for
Instrumental Reasons. Another five subscales measure aspects of emotionally focused
coping: Seeking Social Support for Emotional Reasons, Positive Reinterpretation and
Growth, Acceptance, Denial, and Turning to Religion. Four subscales measure coping
responses that are used less frequently: Focus on and Venting of Emotions, Behavioural
Disengagement, Mental Disengagement and Alcohol-Drug Disengagement (Carver et al.,
1989). Carver et al. (1989) reported Cronbach alpha coefficients varying from 0,46 to 0,86
and from 0,42 to 0,89 (applied after two weeks). Research done by Du Toit (1999)
specifically with South African groups found acceptable validity for the COPE scale.

The Health Subscales of ASSET (which stands for ‘An Organisational Stress Screening
Evaluation Tool’) were developed by Cartwright and Cooper (2002) to assess respondents’
level of health. The Health Subscales consist of 19 items arranged on two subscales: Physical
Health and Psychological Well-Being. All items on the Physical Health subscalé relate to
physical symptoms of stress. The role of this subscale is to provide insight into physical
health, not an in-depth clinical diagnosis. The items listed on the Psychological Health
subscale are symptoms of stress-induced mental ill health. Johnson and Cooper (2003) found
that the Psychological Health subscale has good convergent validity with an existing measure
of psychiatric disorders, the General Health Questionnaire (GHO-12; Goldberg & Williams,
1998). Coetzer (2004) obtained the following Cronbach alpha coefficients among a sample of




613 employees in an insurance company in South Africa: Physical Health 0,79 and
Psychological Health 0,89. Van der Linde (2004) found the following results among a sample
of protection officers: Physical Health 0,81 and Psychological Health 0,88.

A biographical questionnaire will be developed to gather information concerning the
demographic characteristics of the participants. Information gathered will include age,
gender, race, home language, education, marital status and years employed in current

position.
1.3.5 Statistical analysis

The statistical analysis will be carried out with the help of the SPSS-programme (SPSS Inc.,
2007). Descriptive statistics (e.g. means, standard deviations, skewness and kurtosis) will be
used to analyse the data. Cronbach alpha coefficients will be used to determine the internal
consistency, homogeneity and un-dimensionality of the measuring instruments (Clark &
Watson, 1995). Coefficient alpha contains important information regarding the proportion of
variance of the items of a scale in terms of the total variance explained by that particular

scale.

Pearson product-moment correlation coefficients will be used to specify the relationships
between the variables. In terms of statistical significance, it is decided to set the value at a
95% confidence interval level (p<0,05). Effect sizes (Steyn, 1999) will be used to determine
the practical significance of the findings. A cut-off point of 0,30 (medium effect, Cohen,

1988) is set for the practical significance of correlation coefficients.

Stepwise multiple regression analyses will be conducted to determine the percentage variance
in the dependent variables that is predicted by the independent variables. The effect size
(which indicates practical significance) in the case of multiple regressions are given by the
following formula (Steyn, 1999):

f2=R*/1-R?

A cut-off point of 0,35 (large effect, Steyn, 1999) was set for the practical significance.
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Multivariate analysis of variance (MANOVA) will be used to determine the significance of
differences between the levels of emotional intelligence, coping strategies and health of
demographic groups. MANOVA tests whether or not mean differences among groups in a
combination of dependent variables are likely to have occurred by chance (Tabachnick &
Fidell, 2001). In MANOVA, a new dependent variable that maximises group differences was
created from the set of dependent variables. Wilk’s Lambda will be used to test the likelihood
of the data, on the assumption of equal population mean vectors for all groups, against the
likelihood on the assumption that the population mean vectors are identical to those of the
sample mean vectors for the different groups. When an effect is significant in MANOVA,
one-way analysis of variance (ANOVA) will be used to discover which dependent variables
have been affected. Seeing that multiple ANOVA’s will be used, a Bonferroni-type
adjustment will be made for an inflated Type I error. Tukey tests will be done to indicate
which groups differed significantly when ANOV A’s were performed.

1.4 DIVISION OF CHAPTERS

The roll-out of chapters in this mini-dissertation will be as follows:
Chapter 1: Introduction
Chapter 2: Research article

Chapter 3: Conclusions, limitations and recommendations

1.5 CHAPTER SUMMARY

Within this chapter an overview was given of the problem statement and research objectives.
The measuring instruments and research method that will be used in this research were

explained, followed by a brief overview of the chapters that will follow.

The empirical study will be discussed in Chapter 2, and conclusions, limitations and

recommendations will be highlighted in Chapter 3.
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