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66 Goal on hold

Sam ran into Jasper and his mother in the hospital yesterday, when she came in 
for her biweekly chemotherapy session. She hardly recognized Jasper, but she did 
remember his mother. 
When Sam and Jasper left the room to watch the theatrical performance in the 
hallway, Jasper’s mother told Sam’s mother about Jasper’s rapid weight gain 
(16 kg in 3 months), which started shortly after surgery and shows no signs of abating. 
She mentioned Jasper’s difficulties with his changing body appearance and how 
he tried to lose weight (at least 5 kg) by suppressing his insatiable hunger (caused 
by damage to his hypothalamus during surgery) and by engaging in sporting 
activities. 
Although Jasper was able to lose some weight initially, his weight gain resumed 
after he started radiation therapy (mainly due to inactivity). He decided to postpone 
the pursuit of his weight loss goal until he is able to exercise again (i.e., after 
radiation therapy). 
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Abstract

Objectives: Adolescents facing cancer may need to adjust their goals. Theories 
identified several goal adjustment strategies, but their use has not been tested. 
Therefore, this study operationalizes goal adjustment strategies, and examines 
their use.

Methods: Adolescent cancer patients listed their goals 3 and 12 months post-
diagnosis. Goals received scores on five goal characteristics: life domain, level 
of abstraction, importance, attainability and effort.

Results: Adolescents with cancer (n = 30, mean age 14.2 years, 60% female) used 
four of five strategies. One additional strategy was found.

Conclusions: Adolescents with cancer use goal adjustment strategies as measured 
by changes in goals over time.
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The successful pursuit of personal life goals is an important determinant of 
people’s sense of well-being [1-3]. That said, goals are representations of what 
people aim to achieve, maintain, or avoid during their lives [4]. The diagnosis 
of cancer, however, can have a severe impact on the pursuit and achievement of 
these goals [5, 6]. On the one hand, the physical consequences of diagnosis and 
treatment can lead to changed opportunities for goal pursuit (e.g., setting 
important goals beyond reach) [7, 8]. On the other hand, the confrontation with 
the finiteness of life may alter a person’s outlook on life [9-11]. Thus, as a result 
of a cancer diagnosis, patients may (need to) change or modify their goals [12, 13].

Adolescence is a specific period in life that is marked by key developmental 
phases in which age-related goals are set and pursued [6, 14, 15]. Important 
aspects of this period include becoming independent of parents and developing 
oneself physically and socially [14, 16]. A cancer diagnosis can threaten this 
development by altering the patient’s physique, separating the patient from 
friends, and increasing the patient’s reliance on parents [6, 15, 17]. Thus, the 
disturbance in achieving these goals due to cancer may cause the cancer patient 
to adjust his/her goals. A recent study found that the personal goals of adolescents 
afflicted by cancer differed from the personal goals of their healthy peers, 
indicating that cancer patients do indeed adjust their goals to their changed 
circumstances [8].

Based on theory, we identified several ways in which people can respond to 
changed opportunities for goal attainment and/or a changed outlook on life.

Shift priorities across life domains (reprioritize): This strategy implies that 
people reduce the importance of goals in one life domain that have become 
difficult to attain or lost their priority, and increase the importance of attainable 
and newly valued goals in another life domain [1, 18-22]. For instance, in the 
face of cancer, the pursuit of an education might lose its significance, whereas 
the need to spend time with family and loved ones may become exceedingly 
important.

Scale back goals in the same life domain: When goals become more difficult to 
achieve (e.g., when life prospect is reduced) or people lower their aspirations as 
a result of changed life standards, people may replace them with more concrete, 
actionable goals within the same life domain [18, 20, 22, 23]. The alternative goal 
is highly related to the original goal, but more suitable for current conditions in 
the sense that the adjusted goal is less demanding and more manageable, and 
the individual is still able to move forward. For example, due to illness, a person 
may replace the goal of a holiday in a foreign country with the goal of spending 
time at a local campsite. In this way, the goal of going on a vacation can still be 
achieved.
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Give up effort but remain committed/Put goal on hold: When the likelihood of 
attainment of an important goal in the near future is considered to be low, but 
when people do expect that the attainability of the goal will increase again in the 
near future (e.g., because of regained strength after cancer treatment), they may 
stay committed to the goal, but (temporarily) not invest any effort in attaining it [23].

Continue to pursue disturbed goals: When a goal has become disturbed and is 
no longer easily attainable, people may respond by persistence and continue or 
increase their effort to attain the goal [1, 19, 24]. People may do this because they 
are not yet willing to let go of the goal or because there is no alternative goal to 
pursue [23]. For example, if they have trouble walking their dog, but are not 
willing to give this up and ask for help, they might be walking despite the 
physical impediment, thus putting greater effort into completing the walk.

Give up goal commitment without adopting a new goal: Some theories assume 
that people remain committed to goals until the end of life [20, 25], but others 
[23] suggest that people may give up their commitment to goals when the barriers 
for reaching them are considered too substantial to overcome. This might be 
the case when the goal is to exercise, but all forms of exercise have become 
impossible due to physical deterioration. Accordingly, the goal is abandoned 
without replacing it with an alternative goal.

Although the mentioning of these goal adjustment strategies can be found 
in many scientific articles, their use has never been investigated. Previous 
empirical research has focused mainly on goal adjustment tendencies in the 
context of goal disturbance (i.e., how one would act in general after experiencing 
goal disturbance, by disengaging from the goal or re-engaging in new, alternative 
goals) [20, 26]. This, however, does not provide information on what people 
actually do in times of serious life changes. Within the field of goal research, we 
found suggestions that a good way to identify actual goal adjustment strategies 
people use could be to collect data on people’s actual goals over time and then 
investigate changes in goal characteristics [4, 13, 27-30]. Therefore, we aimed to 
develop formulas for each of the five described goal adjustment strategies based 
on assessing changes in the characteristics of goals and subsequently testing 
these formulas in a population of newly diagnosed adolescent cancer patients.

Goal characteristics: content and structure
Goal characteristics, also termed to as goal constructs by Austin and Vancouver 
[27] and Carver and Scheier [31] and goal dimensions by Emmons [4] and Little 
[29], refer to ways in which goals can be specified and categorized according to 
their content and structure. As there are numerous ways in which goals have 
been categorized [7, 27, 31, 32], herein we focus on the aspects of goal content 
and structure, which, in our opinion, are relevant for studying the previously 
identified goal adjustment strategies.
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refers to the aspects of life in which goals can be grouped, such as physical, 
psychological, social, achievement, and leisure [4, 13, 33-35]. For example, the 
goal ‘spending time with friends’ belongs to the social domain, as the goal 
implies a social activity. One way for researchers to group goals into life domains 
is to ask independent raters to classify each goal into predetermined life domains.

Level of abstraction refers to the hierarchical structure of goals [27, 31, 36]. 
Goals are assumed to be organized within a hierarchy, with abstract goals at the 
top and more concrete goals at the bottom (see fig. 1). It is assumed that the 
higher the goals are in the hierarchy, the more important they are [31]. The more 
concrete goals serve as ways to achieve the more abstract, important goals. As 
an example, the very abstract goal ‘to be happy’ can be achieved in a multitude 
of ways. People can find happiness by pursuing less abstract goals, such as 
finding a loving spouse or by completing their education. For example, 
‘completing my education’ is rather specific and detailed and involves a shorter 
time. The actions one needs to take to achieve this goal are clear, including 
several more concrete goals such as ‘registering for the course’ and ‘buying study 
books’ [31]. Researchers assess the abstraction level of goals by having independent 
raters categorize each goal provided by a respondent according to its level of 
abstraction.

The second important goal characteristic when studying the five goal adjustment 
strategies is the structure of the goal. Goal structure refers to the respondent’s 
appraisal of his/her goals with respect to the importance, attainability, and 
amount of effort invested in achieving the goal [4, 27, 29]. Importance refers to 
the intrinsic attractiveness or relevance of a goal to a respondent [27], while 
attainability is the extent to which the respondent can attain the goal. Effort 
refers to the amount of effort and energy respondents typically exert to attain 
the goal [4]. Researchers can gain insight in the structural aspects of goals by 
asking respondents to rate each of their goals on level of importance, attainability 
and effort.

Research aim
The aim of this study is to examine the use of the abovementioned five goal 
adjustment strategies by investigating the personal goals and the characteristics 
(content and structure) of those goals of adolescents with cancer over time. To 
the best of our knowledge, this study will be the first to use goal characteristics 
to empirically measure goal adjustment in a longitudinal setting.
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Method
Patients and procedure
Adolescents who underwent curative cancer treatment at the Beatrix Children’s 
Hospital of the University Medical Center Groningen between September 2007 
and December 2009 were asked to participate in the study. Patients who did not 
understand Dutch, had a cognitive impairment, had a previous cancer diagnosis 
or were receiving palliative treatment were excluded from the study. The data 
were pulled from a larger study on psychological adaptation to childhood cancer 
that included parents, patients, and healthy controls [37, 38]. The data used in 
the current study were only collected from among the adolescent patients (11 to 
18 years). Thirty-three adolescent cancer patients were included in the study [38], 
but three respondents were unavailable for follow-up. Therefore, the use of 
strategies over time was calculated for 30 respondents.

Adolescents were asked about their goals 3 months (T1) and 12 months (T2) 
post diagnosis. For both assessments, adolescents were visited in the hospital 
by the researcher who administered the questionnaires. Informed consent was 
obtained from all participants. The Medical Ethical Committee of the University 
Medical Center Groningen in the Netherlands approved the study.

Measures

Goals
During the first interview, adolescents were asked to list three personal goals for the 
upcoming year (T1). At the follow-up interview (9 months later, T2), the goals of 
the first interview were presented and the adolescents were asked whether these 
goals were still active goals and whether they had identified any new goals [29].

Goal characteristics
Goal content: Life domain and level of abstraction.
Each goal was assigned to one of five life domains: physical, psychological, 
social, achievement, and leisure [4, 7, 33-35]. Each goal was also assigned to one 
of four levels of abstraction: 1 = very concrete; 2 = concrete; 3 = abstract; and 
4 = very abstract [31]. The scores were determined by two independent raters, 
and disagreement was resolved with a third rater.
Structural aspects: Importance, attainability and amount of effort. For each goal, 
adolescents rated the importance they attached to the goal, their appraisal of how 
attainable the goal was and the amount of effort invested to achieve that goal 
using 10-point Likert scales ranging from 1 (not at all) to 10 (very much) at both 
time points, T1 and T2 [4].
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Each goal adjustment strategy was operationalized using the goal characteristics 
(i.e., life domain, abstraction level, importance, attainability and effort) and changes 
in these goal characteristics over time.

Results
Table 1 shows the characteristics of the sample. Patients (mean age 14.2 years, 
60% female) were most often diagnosed with a solid tumor (43.3%) or leukemia 
(26.7%). The majority of the patients had a chance of survival greater than 60%, 
at T1 (93.3%) and at T2 (90%). Four patients (13.3%) had not undergone any 
treatment at the time of the first assessment, and 19 (63.3%) had not received 
any treatment at the time of the second assessment.

 Patients listed more goals at T1 (86) than at T2 (78). With respect to 
goal content, achievement and physical goals were mentioned the most at T1, 
while at T2, only physical goals were mentioned the most. Level of abstraction 
did not change over time. With respect to goal structure, physical goals were 
rated as being most important at both assessments. While no difference was 
observed in the rating of the attainability of patients’ goals over time, patients 
did mention higher levels of effort invested in attaining their goals at T2. 
However, none of the differences was statistically significant over time.

We first provide an explanation for the operationalization of each strategy 
and then present the empirical findings. The formulas developed to assess each 
goal adjustment strategy are presented in Table 2.

Shift priorities across life domains
Given that reprioritization across life domains indicates a shift in priorities from 
one life domain to another, one can assume that the strategy is used if the mean 
importance score in one domain decreases over time while it increases in 
another domain. Based on Cohen [39], we used a medium effect size of 0.5 SD 
to determine a meaningful change in importance per life domain (see Table 2 
for the specific cut-off points per life domain).

Empirical results: Five respondents used this strategy. Three adolescents 
showed a decrease of ≥ 0.5 SD in the mean importance of goals in the leisure 
domain, while increasing by ≥ 0.5 SD the mean importance in the achievement 
domain. In contrast, another adolescent decreased by ≥ 0.5 SD the importance 
in the achievement domain, while increasing by ≥ 0.5 SD the importance in the 
physical domain. Finally, one adolescent showed a decrease of ≥ 0.5 SD regarding 
the importance of goals in the physical domain, while goals in the social domain 
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increased by ≥ 0.5 SD in importance. In the context of this strategy, it is noticeable 
that the adolescents tended to report important goals (see Table 1).

Variable name T1 Mean (SD) T2 Mean (SD) 

Age 14.2 (1.7)

T1 N (%) T2 N (%)

Gender (female) 18 (60.0)

Diagnosis

Leukemia 8   (26.7) 

Lymphoma 4   (13.3) 

Solid tumor 13 (43.3) 

Brain tumor 5   (16.7)   

Prognosis (> 60%) 28 (93.3) 27 (90.0)

In treatment (yes) 26 (86.7) 11 (36.7)

Goal content   

Physical 29 (33.7) 33 (42.3)

Psychological 4   (4.7) 4   (5.1)

Social 11 (12.8) 11 (14.1)

Achievement 29 (33.7) 18 (23.1)

Leisure 13 (15.1) 12 (15.4) 

Total 86 78

T1 Mean (SD) T2 Mean (SD) t          p

Level of abstraction 1.5 (0.3) 1.5 (0.4) -0.43 (.67) 

Goal structure

Importance 8.4 (1.0) 8.6 (1.1) -1.1 (.27)

Physical 9.1 (1.4) 8.9 (1.6)

Psychological 8.5 (1.5) 8.3 (1.5)

Social 8.3 (0.8) 8.5 (1.8)

Achievement 7.7 (1.3) 8.4 (1.4)

Leisure 8.6 (1.0) 8.4 (1.0)

Attainability 7.9 (1.3) 7.9 (1.6)  0.12 (.9)

Amount of effort 6.6 (2.6) 7.0 (1.6) -0.48 (.64)

Table 1
Descriptive statistics of patient characteristics and goal characteristics
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1. Shift priorities
 across life 
 domains

2. Scale back goals
 in the same life 
 domain

3. Give up effort 
 but remain
 committed/Put 
 goal on hold

4. Continue to 
 pursue disturbed
 goals

5. Give up goal 
 commitment 
 without adopting
 a new goal

Importance of goals 
in one domain 
decreases over time 
while importance 
of goals in another 
domain increases.

Patients pursue goals 
at a lower level of 
abstraction in the 
same life domain. 
The average 
abstraction level 
score per domain 
decreases over time.

Effort becomes 
insignificant over time 
while the importance 
of the goal continues 
to be high.

Patients still invest 
effort in goals that 
are insufficiently 
attainable and 
continue to do so 
over time.

All goals at T2 are 
rated as insufficiently 
important, and the 
total mean importance 
score at follow-up is 
lower than that at T1.

Domain, importance

Domain, level of 
abstraction

Effort, importance

Effort, attainability

Importance

Mean importance 
changes over time 
≤ 0.5 SD in one 
domain and ≥ 0.5 SD 
in a different domain 
(physical = 0.71, 
psychological = 0.75, 
social = 0.4, 
achievement = 0.63, 
leisure = 0.51; based 
on SDs at T1, see 
Table 1)

Decrease mean level 
score per domain 
over time ≥ 1

Effort is ≥ 6 and 
importance is ≥ 6 at T1; 
effort is ≤ 5 and 
importance is ≥ 6 at T2

Effort is ≥ 6 and 
attainability is ≤ 5 at 
T1 and T2

All importance scores 
T2 < 6 and mean 
importance T2 ≥ 0.5 
SD lower than mean 
importance T1  
(= 0.5 based on SD at 
T1, see Table 1)

Strategy Operationalization Characteristics Formula

Table 2
Operationalization of goal adjustment strategies
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Scale back goals in the same life domain
The strategy ‘scaling back goals’ implies that people shift their focus from 

abstract goals towards more concrete, actionable, and well-defined goals within 
the same life domain. This indicates a shift in the level of abstraction. If goals 
are scaled back in the same life domain, this should be evidenced by a lower 
average abstraction level score within that domain at follow-up. We consider the 
strategy to be used when the average abstraction level per domain declines by 
one abstraction level or more, i.e., 1 point or more (Table 2).

Empirical results: Five adolescents scaled back their goals in the same life 
domain. Two did so in the physical domain, and three did so in the achievement 
domain. An example of scaling back in the achievement domain was a change 
from the goal ‘Pass exams’ at T1 to ‘Finish literature essay’ at T2. All respondents 
scaled back from level 2 (concrete) to level 1 (very concrete) goals.

When calculating the average differences in the level of abstraction within 
each life domain, it became clear that both decreases and increases in the mean 
level of abstraction occurred, thus indicating that adolescents also scaled up their 
goals between T1 and T2. This strategy, Scale up goals within the same life domain, 
was used by five adolescents. Four respondents scaled up their goals in the 
physical domain, while one did so in the social domain. An example of scaling 
up in the physical domain was a change from the goal ‘Regaining use of leg’ to 
‘Full recovery’. All respondents scaled up to level 3 from either level 2 or from 
level 1.

In the context of calculating these strategies (i.e., scale back/up goals within 
the same life domain), it is noted that at both time points the adolescents tended 
to report goals with a low abstraction level (see Table 1). Moreover, at both 
assessment points, none of the adolescents reported goals at the highest level 
of abstraction (i.e., level 4).

Give up effort but remain committed/Put goal on hold
The strategy ‘give up effort/put goals on hold’ implies that one reduces the effort 
to attain an important goal to an insignificant level. We defined an insignificant 
level of effort as a score of ≤ 5, which is based on the Dutch school grading system 
in which (on a scale from 1 to 10) 5 or lower is regarded as an insufficient grade. 
The face validity of this method is high, as everyone in the Netherlands knows 
the value of each grade. To see a meaningful reduction of effort, the ratings 
should go from a sufficient 6 or higher at T1 to an insufficient 5 or lower at T2. 
Remaining committed to the goal implies that scores regarding importance 
remain sufficiently high (6 or higher) over time (see Table 1).

Empirical results: Seven adolescents used this strategy. On average, across 
goals, these adolescents reduced their level of effort from 7.7 at T1 to 2.9 at T2, 
whereas the mean importance remained the same (8.8 at T1 and 8.7 at T2). 
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in a 10 km run’, which was rated a 9 on effort and 8 on importance at T1 but a 2 on 
effort and a 10 on importance at T2.

In the context of this strategy, it is relevant to note that, besides reporting 
relatively important goals at both assessment points, the adolescents also 
generally reported goals in which they placed significant levels of effort (Table 1). 
At T1, only 21 (24.4%) of the goals were rated a 5 or lower for effort. This number 
decreased over time, with 13 (16.6%) of the goals receiving an insufficient effort 
score at T2.

Continue to pursue disturbed goals
When people continue to pursue disturbed goals, they invest effort in goals that 
are not sufficiently attainable. Thus, this strategy requires there be considerable 
effort at both assessment periods. Referencing again the Dutch school grading 
system, it was decided that the rating for effort should be at least a 6 (sufficient) 
at both assessment periods. Accordingly, the attainability of this goal must be 
rated 5 or lower (insufficient) at both assessment periods as the strategy implies 
that the goal has been disturbed over time (see Table 2).

Empirical results: The strategy was used by one respondent. At both assessment 
points this respondent reported the goal ‘To become a Dutch swimming champion’. 
Both at T1 and T2, effort was graded as sufficient (i.e., a 6 at T1 and a 7 at T2), 
whereas attainability was graded as insufficient (i.e., a 5 at T1 and a 3 at T2).

In the context of this strategy, it is relevant to note that in addition to reporting 
goals in which they exert sufficient effort, adolescents reported attainable goals 
(Table 1). At T1, 10 goals received a score of 5 or lower with respect to attainability, 
while at T2 only 5 goals were ranked as unattainable (5 or lower).

Give up goal commitment without adopting a new goal
To determine whether people have given up on their goals without identifying 
new goals that are important to them, two aspects of importance should be 
considered. First, all goals reported at T2 should be graded as not important (i.e., 
importance score ≤ 5), and second, the mean importance score at T2 should be 
at least 0.5 points less than it was at T1 (see Table 2). This cut-off is based on a 
0.5 SD medium effect size for a change in importance (see Table 1 for mean and 
SD of importance over all life domains).

Empirical results: The use of this strategy was not evidenced in our sample 
of adolescents as none of the respondents rated all of their goals to be unimportant 
at T2. At both T1 and T2, only four goals (4.7% and 5.3%, respectively) were rated 
a 5 or lower with respect to level of importance.
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In total, taking the use of the new found strategy Scale up goals into account, 
fourteen of the 30 respondents used one strategy, three used two strategies, and 
one person used four strategies. Twelve respondents (40%) did not use any 
strategy, which might indicate that they did not significantly change their goals 
during the study period. A closer examination of the data supports this 
assumption, as the goal content as well as the ratings of the structural aspects 
(i.e., importance, attainability and effort) remained essentially the same over 
time for the respondents in this study.

Discussion and Conclusions
Discussion
This study aimed to operationalize goal adjustment strategies using goal 
characteristics. For five strategies, we presented a mathematical formula based 
on goal characteristics. Applying these formulas, the degree of use of each 
strategy was calculated for a sample of adolescents with cancer who were asked 
about their goals at two periods in the first year after diagnosis (i.e., after three 
months and after a year). Four of the five strategies examined were used in this 
sample. Interestingly, we also identified a new strategy that was used in this 
sample, that is, Scale up goals in the same life domain.

The strategy Give up effort but remain committed (n = 7) was the most frequently 
used strategy in this sample, followed by Shift priorities across life domains (n = 5), 
and Scale back goals within the same life domain (n = 5). These are strategies that 
were denoted by Wrosch and his colleagues as adaptive, i.e., strategies thought 
to benefit well-being. The two strategies considered to be non-adaptive were 
either not used (Give up goal commitment without adopting a new goal) or used 
only once (Continue to pursue disturbed goals).

 The adolescents in this study were all treated with curative intent, which 
may explain why they so widely adopted the strategy Give up effort but remain 
committed. These adolescents may be more inclined to put their goals on hold 
rather than abandon or replace them because they believe that their original 
goals may well become attainable again in the future. Their curative prognosis 
and the fact that more patients had finished their treatment at the time of the 
second assessment could also explain why we discovered the strategy Scale up 
goals in the same life domain. Some adolescents had probably regained strength 
between the three and twelve months after diagnosis, and as a result, they began 
to strive for more difficult, complex higher order goals.

Adolescence is a very specific developmental phase characterized by rather 
concrete developmental tasks related to education, friendships with peers, and 
developing romantic relationships [14]. The goals of the adolescents in this study 
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abstraction (i.e., they mostly listed concrete goals). Furthermore, there was relatively 
little variation in the structural aspects of the goals within and across time, 
meaning that adolescents tended to report important and attainable goals at the 
first assessment point, and these remained important and attainable over time. 
This lack of variation in goal aspects may explain why we could not identify the 
use of any of the goal adjustment strategies in 40% of the adolescents. A next 
step in the research is to investigate whether this lack of variation in goal aspects 
is specific to adolescents, thus suggesting that the results are more a reflection 
of an age normative pattern than of cancer or that similar patterns are typical in 
other age groups with or without disease. In other words, studying adult cancer 
patients or adding a control group could tear these issues apart.

A strength of this study is its novel and empirical approach towards the 
assessment of specific goal adjustment strategies. Limitations are the small 
sample size and the fact that the adolescents were restricted to mentioning three 
goals at T1. Furthermore, the fact that only curative patients were included in 
the study might explain why not all strategies were used as there was no need 
to give up all goal commitment without turning to a new goal.

Future research is needed that applies the current method of assessment of 
goal adjustment strategies among different patient groups (adults, specific types 
of cancer, curative vs. palliative prognosis) to investigate the extent to which goal 
adjustment actually occurs and to determine whether there are different patterns 
of strategies used between populations. Additionally, the relationships between 
the use of the goal adjustment strategies and individual well-being could be a 
key topic for future studies given that certain strategies might be more adaptive 
in one situation and less so in another (e.g., diagnosis) or more or less adaptive 
across patients (e.g., age, gender). Finally, as we identified a new strategy Scale 
up goals within the same life domain, future studies should not only consider this 
strategy but also further explore new strategies not yet described in the literature.

Conclusions
Whereas our operationalization enables the empirical investigation of the use 
of specific goal adjustment strategies, alternative operationalizations might also 
be possible. It is our hope that our proposed method will stimulate methodological 
and empirical research in the field of goal adjustment. The operationalization 
of goal strategies is a first and necessary step in identifying strategies that can 
help patients adjust to cancer and improve their well-being. Once we know 
which goal adjustment strategies are beneficial for distressed cancer patients, 
we may be able to help them stop using maladaptive strategies and adopt 
strategies that are more adaptive.
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