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PREFACE 

The research leading to this Note was supported in part by 

National Institute of Mental Health Training Grant MHl4664. in part 

by Public Health Service Grant 2 S07 RR-57l0-l3. and in part by The 

Rand Corporation using its own corporate research funds. It was 

conducted in partial fulfillment of the requirements for a Ph.D. 

degree from the University of California at Los Angeles. 

The contents of this Note should be of interest to researchers 

studying the mechanisms by which people cope with serious illness 

and the effects of such illnesses on people's lives. The conceptual 

model presented provides a way of thinking about the psychosocial 

aspects of grave illness, and the measures developed could be applied 

to a variety of health research questions. 
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SUMMARY 

This Note contains a Ph.D. dissertation on a conceptual framework 

of coping with serious illness. Coping responses are behavioral 

responses (thoughts or actions) to concerns associated with the illness. 

These must be viewed within the context of the person's life and illness 

situation. Coping responses and context variables can be evaluated in 

relation to certain outcomes, such as psychological well-being or 

survival. 

A set of over 75 measures were developed assessing a variety of 

coping responses, context variables, and outcomes; 60 of these are multi

item measures. Reliability and validity information and suggestions for 

improving the measures were developed in a sample of 158 people with 

either cancer or myocardial .infarction; data are cross-sectional, 

obtained from self-administered queslionnaires. 

Measures were constructed in beliefs about recovery from the 

illness, attitudes about death, attribution of the illness, sense of 

control, self-esteem, social networks, social support, will to live, 

active coping, acceptance/rejection of illness, the doctor-patient 

relationship, benefits of illness, positive and negative feelings, 

functional status, symptoms, pain, and general health. 

Studies of interrelationships among the measures include the 

dimensionality of the context variables; the dimensionality of coping 

responses; associations among context and coping measures; the 

relationship of all of these measures to sociodemographic 

characteristics, outcomes, and phYSician ratings; and the dimensionality 

of all of the measures. 

Results suggest that there are four dimensions of coping responses: 

(1) relax/routine/enjoy, (2) active distraction, (3) concern with the 

illness, and (4) rejecting the sick role. Four dimensions of context 

variables were: (1) social network/social support, (2) personal, (3) 

beliefs in self-care/religious/spiritual, and (4) belief in the efficacy 

of medical care. 
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1. I~TRODUCTIOK 

People who have a serious and possibly life-threatening illness are 

faced with a number of medical concerns (e.g .. pain, symptoms, and 

finding an appropriate medical treatment). Additional concerns have to 

do \.,'1th the psychologici'll and social effect of the illness--for example, 

facing possible death, not being able to work or care for ooe's 

children, and simply trying to be happy. 

Copin.s with illness refers 'La what a person does in response to all 

the concerns associated Idth the illness. It is increasingly recognized 

that how people cope with their illness may be as important as the 

medical care they receive in determining satisfactory outcomes. 

Rflsearch Oil illness has focused on determining optimal mr<dicai 

treatments. I-,'e kno\<' very li.llle, ho,,'ever, about Io;hich p,;ychological and 

social re5ponscs Io.·ill provide optimal conditions [or recovery. If 

researchers could determine that certilin coping responses improve il 

pe.n;on's quality of life, facilitille healing, or lengthen life, patients 

can b(l assisted in planning coping striltegies that ""i 11 increase their 

chances of achie\-ing these outcomes. 

~lODELS OF HEALTH A!\D J LL~ESS 

Until quite recently, concepts of health and illness largely 

conformed to Io.'hat is sometimes l-eferred to as the medical model which 

emphasizes the physiological and biological aspects of disease. ' .. ,Iithin 

the medical model, health is generally defined as the absence of 

disease, the patient's role is to seek medical care in response to 

illness, and the physician's role is to diagnose and treat illness 

(Parsons, 1951). 

This medical model is gradually being modified in favor of a 

broader model t.hat. includes mental, emotional, ,:md spirilual aspects of 

disease and heflllh, in addition to the physiological and biological 

aspects. The emerging model concerns t.he " .... hole mind-body-spirit 

personality. Idth emphasis on life-style, Io.'ell-being, and Io.'ellncss" 

(Yahn, 1979). Health is increasingly being defined in terms of positive 
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well-being (in addition to the absence of disease). For example, 

optimal health has been defined as a synthesis of body, emotions, mind, 

will, and spirit (O'RegAn and Carlson, 1979). 

Several researchers have suggested that this new model should be 

thought of as a hierarchy of models rather than as a single 

all-encompassing model (Engel, 1979; Howard and Strauss, 1975; 

Antonovsky, 1979). Thus, an individual's health can be evaluated at any 

of several levels such as phY5iological, biological, psychological, 

social, enVironmental, or cultural. At each level, an autonomous model 

can be conceived (Engel, 1979). For example, at the physiological 

level, -the introduction of a virus may cause a sign of illness to occur. 

In this hierarchical scheme, each level is related to other levels, and 

a breakdown at one level may influence variables at another level. For 

example, the loss of a job (environmental) may result in emotional 

distress (psychological), t,/hich in turn disrupts the digestive process 

(biological). 

Health is defined by Engel in terms of the "relative intactness and 

functioning of each component system on each hierarchical level" (1979, 

p. 161). 

Within this hierarchical conception, the medical model represents 

an attempt to view health and illness on only two levels, the 

physiological and biological. Consideration of psychological, social, 

environmental, or cultural influences has largely been out of the realm 

of traditional medicine. 

\r,'ithin the new model, the promotion of healLh and the treatment of 

disease become a jOint effort of the individual, the family, the medical 

community, and society. An example of a conflict in such effort occurs 

when the medical community urges people to take personal responsibility 

for their health by not smoking, yet society allows a proliferation of 

alluring cigarette ads. 

This new and broader approach to illness and health is not a new 

one; it was commonly advocated in the early days of mediCine, is today 

the underlYing philosophy of milch nonwestern medicine, and has for many 

years fallen under the rubric of "psychosomatic medicjnt'!.." It has 

suffered from a considerable lack of reputability and even today stirs 

up controversy within the medical community. Although it is commonly 



- 3 -

termed holistic medicine, even this term stir~ controversy as connoting 

quackery. Critics of the holistic v-iel'.'point frequently point to the 

lack of "scientific" evidence, often Io.'ith justification. Nevertheless, 

concepts of holistic medicine are rapidly gaining recognition and 

respect (Challcs, 1979; Holden, 1980; Yaho, 1979). 

Because of the increasing recognition given to concepts of holistic 

medicine, research on how psychosocial and other factors relate to 

health and illness l-:i11 undoubtedly increase in the next decade. Doe of 

the challenges that researchers in the holistic medicine arena face is 

to conduct methodologically sound research. 

In condUcting research based an the holistic model, an important 

first step is to develop a strong conceptual framework. This should 

include a thorough clarification of the concepts involved, as well as a 

preliminary understanding of how the concepts are organized. Once this 

framework is established, the operationalization of the concepts can 

follow--i.e., the development of reliable and valid measures of the 

concepts. Finally, tests of the relationships among the various 

concepts can be made using these measures. 
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I I. A CO~CEPTUAL ~lODEL OF COPI:-.IG 

AN OVERVIEW OF COPI~G 

Defining Co~ 

There are many definitions of coping. Some refer to coping in 

general, and some arc specific to coping \dth illness. For example: 

Coping refers to strategies for dealing \dth threat (Lazarus, 
1966) . 

Coping is the instrumental behavior and problemsolving 
capaciLies of persons in meeting liff! demands and goals 
Ulechan ic, 1968). 

Coping is all cogniLive and motor activities which a sick 
person employs to preserve his bodily and psychic integrity, 
to rt~cover revers ibly impaired funct ion and compensate to the 
limit for any irreversible impairment (Lipo,,",ski, 1970). 

Coping is any response to external life-strains that serves to 
prevent, avoid, or con t ro 1 emot ion a 1 dis tress (Pear 1 in and 
Schooler, 1978). 

Coping is ... 'hat one does about a perceived problem in order to 
bring about relief, re ... ·iHd, quiescence and equilibrium 
(lI-eism<111 and II'orden, 1976). 

Coping h to deal \.;ith 3nd attempt to 
and difficulties (II-ebster's, 1975). 

overcome problems 

Coping is ildaptation under V(,ry difficult. conditions (lI'hite, 
1974) . 

Coping is the cognitive and behilvioral efforts made to master, 
minimiZe, tolerate, reduce, or minimi7.e int.ernal and 
ell\"ironmental dem.:mds aIld the conflicts among them (Lazarus 
and Launicr, 1978). 

Coping is viel,'ed as fI response in nearly all of these definitions, where 

the response could be either II brlilavior or a cognition. 

~l:!llY of the definitions include reference to a part.icular outcome, 
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usually a positive ooe--e.g., "to bring about relief," "to recover _ 

impaired function," or "to avoid distress." There are several problems 

with this. First, a person may be making a response that is intended to 

lead to a particular outcome, but for some reason the outcome is not 

achieved (e.g., the person meditates to reduce distress but it doesn't 

work). Nevertheless, the response should be considered as a coping 

response. A second problem with defining coping in terms of outcomes is 

that many desired outcomes may be distant in time from the response, 

thus whether the response is a coping response could not he assessed 

until that time. In fact, it may be necessary for a person to tolerate 

a shart'-term undesirable outcome (e.g .• distress of surgery) in order to 

achieve a long-term desired outcome (survival). In this example, one 

would probably want to refer to the response of facing up to surgery as 

coping, even though the short-term outcome is distress. A third problem 

is that people differ in the outcomes they desire. One person may 

choose to face a great deal of initial distress to achieve a longer 

life, whereas another may prefer to risk a shorter life to maintain a 

certain quality of that life. Again, one would want to be able to 

define both of these responses as coping. 

For these reasons, it is preferable to limit the definition of 

coping to the responses and describe the outcomes separately. 

A simple definition of coping is presented here that takes into 

account some of the problems discussed above, and is appropriate in 

describing coping .... ith a serious illness: 

Coping is any behavioral response (thought or action) to 
concerns associated "tith the illness. 

\<i'hether the coping responses are effective or not can thus be dealt with 

as a separate issue. The word "concerns" was chosen over "problems" 

because not all illness-related concerns are problems (e.g., the concern 

about the meaning of one's life is not necessarily a problem). 
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Schemes for Organizing Coping Responses 

In describing coping responses, one must decide whether to simply 

list the specific responses or organize these responses according to 

some apparent underlying scheme. 

Most researchers who have attempted to organize coping responses 

have done so based on the purpose of the coping response. Many 

investigators consider the essential purpose of coping responses as the 

reduction of emotional distress (Lazarus, 1974; ~Ioos. 1976; Pearlin and 

Schooler, 1978; Wolff et a1.. 1964). Lazarus (1979) classifies coping 

responses into two types: 1) problemsolving responses, which are aimed 

at changing the situation; and 2) emotion-focused responses, which are 

intended to make the person feel better. Pearlin and Schooler (1978) 

classify coping responses according to three purposes, two of which 

parallel Lazarus's: 1) responses that change the situat.ion; 2) 

responses that control the stress itself; and 3) responses that control 

the meaning of the situation. Hamburg and Adams (1967) suggest five 

purposes of coping behaviors as those that: 1) keep distress within 

manageable limits; 2) maintain a sense of personal worth; 3) restore 

relationships with significant other people; 4) enhance prospects for 

the recovery of bodily functions; and 5) increase the likelihood of 

working out a personally valued and socially acceptable situation after 

maximum physical recovery has been attained. Lipowski (1970) suggests 

that the purposes of coping are to: 1) preserve bodily integrity; 2) 

preserve psychic integrity; 3) recover reversibly impaired function, and 

4) compensate for any irreversible impairment. 

There are two problems with organizing coping responses according 

to their purpose. First, many responses may serve more than one 

purpose. Second, such an organization scheme should be derived 

empirically (e.g., using factor analytic methods) rather than according 

to an investigator's a priori theory. In order to do this, measures of 

the separate responses must first be obtained. Because of these 

problems, it is preferable to first assess specific coping responses 

without attempting to organize the responses into a scheme. 
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Areas of Concern Rogarding Serious Illness 

Coping is defined here as a response to concerns associated with 

the illness. A number of areas of concern to people faced with a 

serious illness have been suggested. A summary of these is presented in 

Table 1. based on the work of Cohen and Lazarus (1979); HODS and Tsu 

(1979); Straus and Glaser (1975); USDHHS (1980); Weisman (1979); and 

Yager and Robinson (1980). These areas of concern are highly 

interrelated--i.e., problems in one area clearly affect other areas. 

Different concerns will be foremost for differeoL people depending on 

the nature of the illness, the particular life situation, and the 

personality of the individual. 

Outcomes of. Coping 

These areas of concern to some extent provide the basis for 

describing the outcomes that could be used to assess the effectiveness 

of various coping responses. That is, some of the areas of concern are 

also categories of outcomes. Outcomes that might be of interest 

include: 1) length of survival; 2) physiological (e.g., functioning of 

immune system, sedimentation rate, tumor size); 3) physical (e.g., 

symptoms, pain, bodily functioning); 4) feelings (e.g., positive well

being, depression); 3) social (e.g., role and social functioning); and 

4) self-concept (e.g., self-esteem, competence). 

The relative value of each of these outcomes may differ among 

individuals. For example, one person may consider the most valuable 

outcome being able to work, even at the cost of a shorter survival time, 

whereas another person may hold the reverse values. For most people, 

lowered emotional distress will almost certainly be a valued outcome. 

However, other outcomes may be equally valued, such as relating to 

friends or continuing to work. To obtain some of these other outcomes 

may require at least a temporary state of increased distress. The 

consideration of the value of various outcomes to the individual has 

implications in assessing the effectiveness of various coping responseS. 

An investigator may not be able to objectively define olle outcome as 

more valuable than any other. This again illustrates the importance of 

defining coping responses separately from the outcomes of those 
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Table 1 

SUMtlARY OF AREAS OF CONCERN REGARDING SERIOUS ILLNESS 

Area of Concern 

Survival 

Bodily integrity 

Self-concept 

Social role 

Finances 

Fami 1y 

Fricnd~ 

Religion 

Existential, 
belief systems 

Feel ings, emotions 

Example 

Desire to live 
Fear of dying 

Pain 
Bodily function 
Tumor size 
Symptoms 

Self-esteem 
Sense of competence and mastery 
Body image 

Ability to work 
Ability to be a mother 

~loney for medical care, drugs 
~loney for household help, child care 

Relationships with family, 
separation from family 

Burden on family, dependency 

Relationships with friends 
and associates, isolation, 
separation, rejection 

Concern .. dth life after death 
Desire to be closer to God 

Evaluation of the meaning 
of the illness 

Concerns of life, death, destiny 
Regrets about the past 

Avoid depression, anxiety 
~laintain feelings of well-being, 

pleasure, hope 
Express negative feelings 
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Table l--continued 

Area of Concern Example 
-----------------------------------------------------------------

Dependency 

Sexuali ty 

Prepar iog for 
uncertain future 

Dealing with hospital 
environment and special 
treatment procedures 

Developing relatiou5 
with care givers 

Dealing \.:ith treatment 
regimens 

Burden on others 
Need for help vs. need for independence 

Desirability 
Ability to function sexually 

Financial support for family 
Change in life goals 

Chemotherapy, radiation 
Unknown procedures 
Rules of hospi tal 
Adjust to new surroundings 

Doctors, nurses 
ApPTopriate behavior, 

how to deal with disagreements 

Learning and maintaining 
prescribed treatment regimens 
(e.g., change in diet, lifestyle, 
giving injections) 

responses. It may in fact be necessary to evaluate all of 

these outcomes in order to assess the effectiveness of coping. 

If these outcomes are mea~ured at the same time as the coping and 

context variables, they may be more appropriately labeled as concurrent 

psychological states or concurrent health. For purposes of 

classification as measures, however, they "-'ill be referred to here as 

outcomes. 
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fontext Within Which Coping Responses Occur 

The coping responses a person makes depend on many things such as 

the nature of the illness, the person's beliefs about illness, the 

person's self-esteem, and the availability of friends or family. In 

other words, the person's coping responses occur within the context of 

that person's life and illness situation. To adequately assess how 

people cope with serious illness, this context must be recognized. The 

holistic approach considers this context as an essential part of the 

person's illness, and of the person's responses to that illness. 

Some of these contextual variables may facilitate certain coping 

responses (e.g., having friends facilitates seeking emotional support) 

and can be considered coping resources (Pear1in and Schooler, 1978; 

Antonovsky, 1979). Other factors may limit the availability of certain 

coping responses (e.g., a physician who is unwilling to allow the 

patient to participate in the decision about treatment hinders that 

person's sense of control); these become coping hindrances. 

Seven general categories of contextual variables are: 1) 

psychological (e.g., sense of control, self-esteem, self-sufficiency); 

2) sociocultural (e.g., availability of friends); 3) medical (e.g., type 

of treatment, information imparted by the physician, expectations of 

physician); 4) environmental (e.g., cost of medical care, life events); 

5) sociodemographic (e.g., age, income); 6) illness (e.g., nature of 

illness, prognosis); and 7) constitutional (e.g., general resistance, 

genetics) . 

Coping as a Process 

Clearly, any discussion of coping must consider its dynamic nature, 

that is, different coping responses may occur depending on the stage in 

the process (Lipowski, 1970). Most investigators who allude to such a 

process suggest that denial is more common in the early phases of coping 

(Hamburg and Adams, 1967; Lazarus, 1979; ~loos, 1976; Visotsky et al., 

1961), followed by a recognition and reorganization phase in which the 

new situation is faced and incorporated into the person's life (Moos 

1976; Vis at sky et a1., 1961). The transition from denial to the 

recognition phase is not accomplished at a single point in time, but is 
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gradual (Hamburg and Adams, 1967). The denial stage is viewed as 

preventing people from being overwhelmed, allowing a gradual transition 

to the recognition and reorganization phase (Hamburg and Adams, 1967; 

Noos, 1976). This recognition and reorganizat ion phase may be viewed as 

containing the adaptive tasks, such as those outlined in Table 1. 

There is some controversy over whether there are stages of coping. 

Silver and ~'ortman (1980) suggest that there is little empirical 

evidence to support a stage model, based on their own review of the 

literature on coping with undesirable life events. 

Before one can describe the process of coping, however, the basic 

concepts must be clearly understood. Thus, we continue with a more 

detailed description of some of the elements of coping. 

Framework of Coping witJ:t~.§erjEus Illness 

Coping responses to the concerns associated with the illness must 

be viewed within a particular context and can be evaluated according to 

a number of outcomes. This is the framework within which coping 

responses can be viewed. A summary of the elements of this framework is 

presented in Fig. 1. 

The elements identified within this framework are based on a 

synthesis of the literature on coping, and on the author's discussions 

with social workers, nurses, physicians, and counselors who work with 

ill people. 

CONCEPTUALIZATION OF COl'lPONENTS OF COPING 

Each of the elements that appears in the framework of Fig. I will 

be discussed below. These will be grouped into sections corresponding 

to the three categories that appear in the framework (context, coping 

responses, outcomes). In some instances, a particular element may 

appear within two categories, with a subtle difference in meaning 

distinguishing each appearance. For example, although feelings of anger 

properly belong under mental outcomes, the actual expression (or 

nonexpression) of anger will fall under coping responses. This example 

illustrates the importance of the framework. That is, the framework 

forces a careful look at what is meant by each element when its role in 

coping is being discussed. 
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Where empirical studies have been done using any of the context 

variables or cQping responses in relation to health outcomes, they will 

be mentioned. Such 5t.udies \.;ill be referred to even if they did not 

specifically address coping with illness, as long as the findings 

illustrate that a particular contextual variable or coping response may 

relate to health outcomes. 

The elements of coping defined here vary in terms of whether they 

represent specific responses or more global constructs. A construct is 

an abstraction, something that cannot be observed, but which is 

hypothesized to explain a set of observable events (Nunnally, 1978). 

For example, anxiety is a construct that is commonly hypothesized to 

explain such observables as I>.'ringing of hands, sweaty palms, and 

increased pulse. Constructs can be of increaSingly higher order. For 

example, specific responses of reading about one's illness, asking 

questions of the doctor, and talking to a friend who had a similar 

illness may (if they all occur together) form a construct pertaining to 

information seeking. If information seeking, positive outlook, and 

having a sense of purpose in life occur together, they may define a 

higher order construct such as the will to live. 

Nost of the concept~ in this Note are described either as 

observables or as lower order constructs. When a concept is difficult 

to define, it is often because it is a higher order construct. For 

example, control is a higher order construct and must be broken down 

into lower order constructs and observables before it can be adequately 

defined. 

Contextual Variables 

Knol>.'ledg~ ~bollt Hea_~~_!:! Hatters. The degree of familiarity or 

cognitive complexity regarding health terminology, disease, and 

treCltments should be taken into account in evaluating a person's coping 

responses. People I>.'ho have had little experience with the medical 

system may not. understand commonly used medical terms; even 

well-educated people may not have this understanding (Yager and 

Robillson, 1980, p. 90). 
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Beliefs about Health and Illness. A person's beliefs about what 

causes health and illness and what affects recovery from illness may 

strongly affect how that person copes. Health, illness, and recovery 

from illness may be attributed to: 1) the medical care system (e.g.~ 

medications); 2) one's own behavior (e.g., nutrition, exercise); 3) 

one's thoughts and emotions; 4) one's environment (e.g., stresses, cold 

weather, viruses); 5) fate or God (e.g., predetermination; retribution 

for certain behavior); and 6) chance. 

A belief that the medical care system affects recovery from illness 

has been termed a belief in the efficacy of medical care (Lau and Ware, 

1981) . 

A belief that one's own behavior can influence recovery from 

illness has been termed a belief in the efficacy of self-care (Lau and 

\I'are, 1981). 

That one's thoughts and emotions can affect health and illness is a 

relatively ne,,' concept in our culture (Simonton, Simonton, and 

Creighton, 1978). 

Sense of Control. People may view the occurrence of life events in 

basically four ways: 1) as under their own personal control; 2) as 

under the control of pOI<.'crful others; 3) as due to chance; 4) as up to 

fate--i.e., predetermined. How a person experiences life events depends 

on that person's interpretation of those events--Le., a given event. may 

be experienced as aversive or not depending on how the person appraises 

and interprets the event. 

A sense of personal control has classically been referred to in 

terms of the occurrence of life events: an internal locus of control 

(believing one is in control of events) is opposed to having an external 

locus of conLrol (believing events are due to chance, fate, or powerful 

others) (Lefcourt, 1976; Rotter, Seeman, and Liverant, 1962). Personal 

control can be viewed in terms of control over the events themselves. 

The "availability of a response that may directly influence the 

objective characteristics of a threatening event" has been labeled 

behavioral control by Averill (1973) and refers to this sense of 

personal control over the events themselves. One could also, however, 

consider personal control in terms of how one interprets life events. A 
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person could feel a sense of personal control if he or she was confident 

that potentially aversive events could be interpreted in a way so that 

the aversive experience was minimized. Thus, feeling in control of the 

experience of the events (e.g., one's feelings) may occur regardless of 

whether one felt in personal control of the occurrence of the event. 

Averill (1973) has labeled this latter aspect of personal control as 

cogni t ive control; lithe processing of potentially threatening 

information so as to reduce the net long-term stress and/or the psychic 

cost of adaptation." Averill has also distinguished "decisional 

control" as the opportunity to choose among various courses of action. 

The existence of such opportunity may enhance one's sense of being in 

personal control, but is probably more indicative of the person's 

sociocultural context (e.g., socioeconomic status) than of the person's 

psychological sense of control. Having an internal locus of control 

(i.e., a sense of personal control) was associated with less illness in 

a sample of execuLives under high stress (Kobasa, 1979). 

The extent to which people believe they can affect their aIm health 

and illness (i.e., through their behavior, thoughts, and emotions) 

determines the extent to which they feel a sense of personal control 

over their health. If they believe that medical care influences 

recovery, people can still have a sense of their health being under 

conLrol, although the source of control is external in this case. The 

belief that health is up to chance, fate, or uncontrollable external 

influences (e.g., environment) all pertain to having no sense of health 

being controllable. These concepts have been referred to as health 

locus of control (Lau, 1982; Lau and I.rare, 1981; v,'allston et al., 1976). 

Lau and Ware (1981), using factor analysis, found three dimensions of 

health locus of control: 1) a belief in the efficacy of self-care 

(i.e., viewing one's health as a result of one's own behavior); 2) a 

belief in the efficacy of medical care (i.e., viewing one's health as a 

result of medical care); and 3) a belief that health was due.to chance 

(i.e., that no one could do anything about it). They did not include 

items pertaining to health being due to environmental influences, being 

predetermined, or being up to fate. 
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Very little is known about the relationship between the various 

aspects of control and health. It would be interesting to determine the 

relationship of each aspect of control to health separately (e.g., 

belief in personal control, control by powerful others, fate, and 

chance), as well as how various profiles of these beliefs arc related to 

health outcomes (e.g., it may be that nonextreme belief in all four 

aspects is associated with better health outcomes). 

One study is known that tested the association between a belief in 

the efficacy of medical care and health. The belief that emergency room 

care would be effective for chest pain and heart attack was positively 

associated ~d,th relief from chest pain following such care (Linn, Ware, 

and Greenfield, 1980). However, questions regarding efficacy were asked 

after the emergency room viSit, thus the direction of prediction is 

unclear. 

SBnse of Coherence. Returning to the bas ic concepts of control. 

another way of classifying these concepts is according to whether events 

are seen as occurring by chance or according to some overall scheme. 

Perceiving the ~..-orld as coherent (i.e., predictable, la .. -.'fu1) has been 

referred to as having a sense of coherence (Antonovsky, 1979). This 

v.'Ould include being able to find meaning in life events, being able to 

pllt things in long-term perspective, or interpreting life events into an 

ongoing life plan (Averill, 1973; Frankl, 1963; Kobasa, 1979; :1oos, 

1979a). A sellse of coherence may derive from Viewing events as being 

under oue's personal control, under the control of powerful (legitimate) 

others (e.g., of society), under the control of fate or God (i.e., 

predetermined), or [rom a philosophical outlook on life. Viewing events 

as due to chance (i.e. 

a sense of coherence. 

as unpredictable, arbitrary) is the opposite of 

This brings us back to Averill's (1973) concept of cognitive 

control--i.e., the ",,'ay in ~.:hich an event is interpreted, appraised, or 

incorporated into a cognitive plan. Actually, Averill considers such 

interpretation as "control" only when it reduces the net long-term 

stress. Thus, his concept of cognitive control includes the outcome. 

Nore simply, a sense of cohcnmce is the ext.ent to which a person 

perceiVes events as part of a meaningful scheme, and is thus independent 

of the outcomes. 
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With respect to illness, having a strong sense of coherence would 

be expected to facilitate coping to the extent that the person could fit 

the illness into the coherent scheme (e.g., the illness is the will of 

God, the illness is because the person smoked). Kobasa (979) found 

that having the ability to find meaning in stressful life events was 

associated with less illness in a group of highly stressed executives. 

COllversely, believing recovery is up 1.0 chance may hinder coping. For 

example, if a person strongly believes that something will heal him or 

her (e.g., believes in the efficacy of self-care or the efficacy of 

medical car-e) as opposed to believing that healing is beyond anyone's 

control, that person may become better (Jourard, 1971, pp. 85-90). 

Sense of Purpose. Having a sense of purpose refers to having an 

immediate purpose in one's life, a reason to live, e.g., feeling 

important and needed by friends and family, or having a mission or goal 

to fulfill (Visotsky et a1., 1961; Hutschnecker, 1951; Haas, 1979a). In 

a group of patients wi1.h severe polio, those who felt a strong sense of 

being important and needfld (e.g., mothers of small children) made more 

favorable adjustments than those who did not (Visotsky et al., 1961). 

Sense of rleaning. Whether life holds any meaning or satisfaction 

for a person is closely related to having a sense of coherence and a 

sense of purpose, but may nevertheless be somel>'hat different from these 

concepts. Neaning in life may derjve from religion or spiritual 

beliefs, love, work, family, or interesting experiences--i.e., what the 

person likes about living. Satisfaction I<;ith }jfe and enjoyment in 

living probably indicate that life has meaning for a person. In one 

study, sudden death among coronary patients was predicted on the basis 

of an inability to find meaningful satisfaction in social and leisure 

activities and frustration in the person's job and family (Wolf, 1967; 

see Engel, 1971). 

Self-Sufficiency or Autonomy. Self-sufficiency refers to a sense 

that one does not need to depend on others for help. It has been 

conceptualized as a tendency to ... 'ard self-de1.ermination, or a tendency to 

resist external influences (Angyal, 1941; see Haas, 1976). 
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This concept can be considered as a continuum, the other end of 

which would be a tendency toward dependency on others for help in 

coping. 

The concept of self-sufficiency may be quite useful in 

understanding the role of social supports. That is, a self-sufficient 

person may cope well with no social support, whereas a dependent person 

may need a large amount of social support. 

Self-Image. Self-image (or self-esteem) refers to one's attitudes 

about oneself--i.e., the extent to which one is satisfied with and has 

respect for oneself (Pearlin and Schooler, 1978; Rosenberg, 1965). 

Four separate but interactive components of self-image have been 

defined as: 1) body image, 2) the achieving self, 3) the interpersonal 

self; and 4) the identification self (Gates, 1974; see Taylor and Levin, 

1976) . 

Body image is an important aspect of self-image because many 

serious illnesses (or treatments) result in disfigurement (see Schwab 

and Harmel ing, 1968). 

Self-denigration, or tbe tendency to hold negative attitudes toward 

oneself or to feel inferior or inadequate in comparison with other 

people may be the opposite end of a continuum or may be an independent 

factor (Derogatis and Cleary, 1977; Pear lin and Schooler, 1978; 

Rosenberg, 1965). 

Closely related to this concept is one termed self-commitment. 

Self-commitment. has been defined as having the ability to recognize 

one's distinctive values, goals, and priorities, and as having an 

appreciation of one's capacities to have purpose and to make decisions 

(Kobasa, 1979). Having such a commitment to oneself has been associated 

with lm.'cr illness in a group of highly stressed executives (Kobasa, 

1979). Se1f-estecm was negatively related to the number of 

psychosomatic symptoms (e.g., insomnia, headache, dizziness) in a sample 

of soldiers (see Rosenberg, 1965). 

Sense of ~J:tallenge. Having a basic sense of challenge with respect 

to life has been defined as feeling positively about changes in the 

environment, valuing a lifB filled with interesting and new experiences, 

being actively involved with one's enVironment, and having a sense of 
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responsibility toward life's demands (Kobasa, 1979). Having a sense of 

challenge in terms of being actively involved with one's environment and 

in terms of having a sense of responsibility was associated with less 

illness in a study of highly stressed executives (Kohasa, 1979). 

If people have a sense of challenge with respect to life, they may 

respond to illness as a challenge--e.g., see the illness as a creative 

opportunity to learn more about themselves (Lipowski, 1970; Pelletier, 

1977) . 

Sense of Humor. 

a number of meanings. 

A sense of humor is not easily defined, as it has 

It may he defined most conventionally as laughing 

fairly easily at the same kinds of things that other people find amusing 

and laughable. Another broader meaning refers to an ability to see 

oneself and others in a somewhat distant way; life is viewed from a 

perspective in which one can laugh at people and events, yet remain in 

contact \dth these same people and events nloody, 1978). 

Having a sense of humor can be contrasted to being resistant to 

humor and laughter. That is, for some people laughter evokes feelings 

of guil t. 

Intelligence. A person's intelligence may be a resource when [aced 

with a serious illness. 

In a study of people with malignant melanoma, those who survived 

the longest had larger verbal intelligence scores than those who 

survived the shortest time (Krasnoff, 1959). 

Social Suppor~. A great bulk of literature has been concerned with 

the role of social supports as a mediator of stress. (See for example 

Cassel, 1976; Kaplan, Cassel, Gore, 1977; Lin et al., 1979; Porritt, 

1979; Silver and \o.'ortman, 1980; and Wortman and Dunkel-Schetter, 1979). 

BaSically, the theory suggests that given a stressful situation, people 

with adequate social supports will experience less distress. Social 

supports can be described in terms of their quantity (e.g., number of 

friends), quality (e.g., having people one can trust), availability 

(e.g., likelihood of having someone there when needed), use (e.g., 

actually spending time with people), meaning (e.g., importance of 

friends), and satisfaction With these supports. 
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One important issue in considering the role of social supports in 

coping is that of individual !leeds for social supports. Some people are 

more self-sufficient and thus need a relatively small amount of support, 

whereas others may need greater amounts (Kaplan, 1977). 

It has been noted that a person with a serious illness will have an 

unusually high need for affectionate regard by love objects and other 

persons on whom he/she is emotionally dependent (Janis, 1958, p. 200). 

Similarly, Visotsky ot al. (1961) noted that polio patients have a high 

need for frequent contact \o,'ith others, even if that contact is brief. 

He suggests that a sense of isolation is very threatening while 

hospitalized and ordinary lon!lliness can become more frightening than 

usual. It has also been suggested that seriously ill people have a 

particular need for support from other seriously ill patients--i.e., 

from others who have experienced the same problems and feelings 

(Kushner, 1977; Neyero\o,'itz, 1980; tl.yan and Ryan, 1979; Visotsky et aI., 

1961). Hamburg and Adams (1967) point out that people cope more 

effectively with disability when they have a. firm sense of belonging in 

a highly valued group such as family or community, 

This generally high need of ill people for increased social support 

comes at a time when these supports are often diminished. For example, 

people with serious illness (especially cancer) are often faced with 

isolatjon from friends Lecause these friends fear contagion, fear the 

expression of intense emotions or don't wish to be reminded of their own 

vulnerability (Videka, 1979), In addit:ion, the person's family may 

become more distant because of all the disruptions. 

There is much 1 iterature 011 the association between social support 

and health. In a correlational study, patients with rheumatoid 

arthritis \o,'ho were isolated and alienated [rom oLhers had more 

functional incapacity (tloos and Solomon, 1965). Cancer patients who 

I<,'ithdrew socially were morc emotionally distressed than those who talked 

with ot.hers (l-ieisman and Worden, 1976). In men hospitalized with road 

injuries, the quality of social supports was more important than the 

quantity in determining a good outcome, where outcome was measured in 

terms of health, emotional distress, work adjustment, and life 

enjoyment. Being accompanied by someone to the emergency room was 
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positively associated with relief from chest pain in a sample of people 

who sought emergency room care for chest pain (Linn, Ware. and 

Greenfield, 1980). Polio patients in the acute phase who were visited 

frequently by warm. respectful relatives and friends were the best 

adjusted (as determined by a variety of subjective measures) (Visotsky 

et al., 1961). People who lacked social and community ties were more 

likely to die in a nine-year follo~'-up study of 6.928 adults (Berkman 

and Syme, 1979), 

It has been suggested that the crucial distinction is between 

having no friends and having one or more (Langner and Hichael, 1960; see 

Kaplan, 1977). 

Porritt (1979) believes that supportive reactions of others can be 

"canceled out" by unsupportive reactions (i.e., unhelpful people become 

a coping hindrance instead of a resource). 

One mechanism that has been proposed whereby social supports are 

viewed as facilitative is that social supports provide a sense of being 

important and needed, or of belonging (Visotsky et al .• 1961). In this 

sense, having social supports is closely related to having a sense of 

meaning or purpose. Another mechanism suggested is that having social 

supports allows the expression of affiliative tendencies (i.e., provides 

a person with an outlet for emotional expression), which serve to reduce 

anxiety (Schacter, 1959. see Kaplan, 1977). Jourard (1971) eloquently 

described the benefits of social support: "being heard and touched by 

another Io.'ho caLes seems to reinforce identity, mobilize the spirit. and 

promote self-healing." 

Social Opportunities for Control. The extent to which family, 

friends. or employers provide the ill person with opportunities for 

control ~'ill affect that person's coping responses. For example, a wife 

may consult her hospitalized husband regarding family decisions or ask 

when he ~'ould like her to visit, thus offering him an opportunity for 

control, or she could deny him these opportunities. Similarly. an 

employer may offer a person a choice of alternatives (e.g .• ~'ork at 

home, work part-time), or instead fire that person. 

Humaneness and Facilitation of Expression of Physicians. The 

emotional quality of the physiCian-patient relationship has been 

suggested as affecting the physiological condition of heart patients 
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(Lynch et al., 1974, see DiMatteo, 1979), their survival (Jarvinen, 

]955; see DiMatteo, 1979), and their adjustment to having mastectomies 

(Jamison, Wellisch, Pasnau, 1978; see Meyerowitz, 1980). 

Physicians Providing Information, Choices, ~nd Opportunities for 

Participation. Hedical personnel may provide information, choices, and 

opportunities for the patient to participate; whether these are 

beneficial depends on the patient and the particular circumstances. 

Information can be provided on the nature of the illness, possible 

treatments, and probable effects and risks of each treatment, treatment 

procedures, and the amount of discomfort to be expected. Having such 

information has been termed informational control (Averill, 1973; Krantz 

and Schulz, 1979). There is some controversy over whether having such 

information is beneficial or harmful to the patients. Some suggest that 

patients \<"ho have information about the amount of discomfort to be 

expected from a noxious procedure are able to tolerate the discomfort 

more easily (Taylor, 1979). Johnson (1975) found that having 

information about the physical sensations to expect during a stressful 

medical procedure reduced the distress. Krantz and Schulz (1979) found 

that providing patients with information about what symptoms to expect 

reduced complicaLions following heart attack. SUrgical patients who 

were told about postoperative pain and what could be done for it 

required only half as much postoperative narcotics in a controlled s~udy 

(Egbert et nl., 1964). Uncertainty seems to be an important source of 

stress. People apparently prefer the predictable to the unpredictable, 

and having information allows this predictability (Yager and Robinson, 

1980, p. 76). Terminally ill patients were found to resent not being 

kept fully informed and being excluded from decisions regarding their 

own Lreat.menL (Yalom and Greaves, 1977). 

\o,'hether information about what to expect during noxious medical 

procedures is beneficial may depend on whether the patient is a 

sensitizer (typically seeks informat.ion t.o prepare for things) or a 

repressor (prefers not to know). Shipley, Butt, and Horwitz (1979) 

found that having such information was beneficial for sensitizers but 

increased anxiety for repressors. 
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Adverse effects of providing information on possible treatment 

complications are thaL patients may be deterred from lifesaving 

treatments because of knowing the risks (Ravitch, 1974; see Cohen and 

Lazarus, 1979, p. 231), and that more of these complications may occur 

through the power of suggestion (as in the placebo effect) (Cohen and 

Lazarus, 1979). Similarly, telling i1 person a poor prognosis may lead 

to helpless, giving-up behavior, thus fulfilling that prognosis. 

There is some evidence that most patients remain inadequately 

informed (i.e. > forget substantial amounts of the information) 

regardless of the amount of information, the manner in Io.'hich it is 

presented, aod the type of mndical procedure involved (Cassileth et al., 

1980; Horwitz, 1976). 

Choices and participation can be with respect to daily events 

(e.g .• timing of baths in hospital), treatments (e.g., surgery or 

chemotherapy), or responsibility for self-treatment (e.g., take 

responsibility for injections). The hospital environment Ilsually 

provides little opportunity for choices and participation. That is, 

scheduling of treatment, meals, Visitors, baths, is nearly always done 

for the convenience of hospital staff. 

It has been argued that allowing the patient more choices may 

improve that patient's physical and psychological health (Janis, 1958; 

Taylor, 1979). Langer and Rodin (1976) found that allowing patients to 

make choices about daily matters resulted in better hf>.alth, a heightened 

sense of well-being, and longer survival. ~lills and Krantz (1979) found 

that patients who were both provided with information about a blood test 

procedUre and allowed to choose which arm to use experienced less 

anxiety and distress over the procedure. 

Whether such opportunities for choices and participation arc 

beneficial to the patient may depend on the patient's desire to be a 

participant. Some people prefer to place themselves in the hands of the 

medical system and Io.'ould consider it a burden to become a participant in 

the decisions. 

Providing information, choices, and opportunities for participation 

mayor may not give the patient a sense of control; this probably 

depends on the person's usual sense of control. 
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B!Y.sicians Competent, Inspire Confidence. If medical personnel 

appear inexperienced, or incompetent, patients may lose confidence. 

Physicians ~l)owing Hope and Optimism. A strong influence on the 

patient's coping responses will be the extent to which medical 

personnel, especially Lhe physician, allow for hope and optimism 

regarding recovery. 

Sociodemographic. Sociodemographic factors, such as socioeconomic 

status, clearly will have an effect on the coping responses of an 

individual (Antonovsky, 1979). For example, amount of income will 

affect whether a person will be able to seek expert advice, get second 

opinions, search out relevant information, or get household help or 

professional counseling. 

Socioeconomic status was a consistent predictor of returning to 

work after a heart attack (Croog, 1968; Higgins and Pooler, 1968). 

Heart attack patients with higher socioeconomic status were more likely 

to receive counseling and education on their rehabilit.ation (Aday and 

Eichhorn, 1972). 

Coping Responses 

Coping responses can be classified into behaviors and cognitions 

(thoughts) . Although t.his usually represents a useful distinction, a 

response can often be considered as both. For example, refusal to 

accept the prognosis may manifest itself in both thoughts and behaviors. 

Thus, for purposes of this Note, responses will not be classified. 

Sense of Control. As a coping response, a sense of control can 

refer to: 1) one's sense of control over life in general now (i.e., in 

the presence of the illness); and 2) as one's sense of control over the 

outcomes of this illness. 

The first (.;ay of describing control as a response (having a sense 

of control over one's daily life now) is the same as discussed earlier 

.dth respect to control as a psychological context variable. The 

distinction between one's usual (pre-illness) sense of control and one's 

current (in the presence of the illness) sense of control is important 

because the conditions of illness often reduce this sense of control-

e.g., the person may be unable to work or be confined to bed. A 
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person's perceptions of control given the illness will depend on that 

person's usual sense of control. That is, for some people (e.g., those 

accustomed to ~ large amount of control), the reduction ~n control is 

severe, whereas for others it may not change much. 

It ",'auld be interesting to test whether it is the absolute level of 

conLrol or the degree of loss of control that is important in predicting 

outcomes. 

The extent to which the person feels a sense of control over the 

outcomes of this particular illness is distinct from that person's sense 

of control over his/her health in general (as was discussed earlier as a 

context variable). Although there is undoubtedly some relationship, the 

first represents a more generalized attitude whereas the second pertains 

to a very salient current illness. A sense of control over the outcomes 

of t.his illness may derive from beliefs that one can E!':Es~!l_~ control 

the outcomes (e.g., that one's behaviors, thoughts, or emotions will 

affect the outcomes) or fram beliefs that one i~ in the hands of 

powerful ot.hers (e.g., that one's doctor is providing an effective 

treatment) . 

Denia 1/ Avoidance. As a coping response, denial and avoidance are 

complex and somewhat difficult to conceptualize. Denial has been 

defined a~ the effort to negate a problem or situation; avoidance refers 

to acceptance of the reality of the threat, but there is deliberate 

effort not to 'think or talk about it. (Cohen and Lazarus, 1979, p. 226). 

In speaking of denial as a response to serious illness, one must 

first ask "denial of what"? There are three basic forms of denial: 1) 

of facts; 2) of the meaning of the facts; and 3) of one's emotional 

state (Lipowski, 1970). 

To deny the facts is to deny the existence of the illness. 

However, one must be careful in defining "facts." Whereas a lump in the 

breast might be considered as a "fact," a first diagnosis of cancer may 

not be. In the latter case, the seeking of a second opinion may not 

properly be labeled as denial of the facts. This of course becomes more 

complicated as information accrues (i.e., do two opinions represent 

"fact"?). Denial of the facts may indicate a lack of or 

misunderstanding of information. For example, if a person has no pain 

and has not been informed of a poor prognosis, that person may not 

believe he or she is ill. 
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To deny the meaning of the facts is to minimize the personal 

significance or implications of having the illness (Hackett and Cassem, 

1974; Janis, 1958; Lipowski, 1970; }loos, 1979a; Visotsky et 81., 1961). 

This may take the form of denying that one may be dependent (Chodoff, 

1962), minimizing the seriousness of the illness (Janis, 1958; Visotsky 

et a1., 1961); maximizing one's ability to cope (Janis, 1958); or 

maximizing one's chance of receiving help (Janis, 1958). This form of 

denial is akin to maintaining hope, and may not necessarily be 

unrealistic. Given the shortcomings of medicine in predicting outcomes 

with certainty, denial of the meaning of the "facts" may represent 

adaptiv'e coping behavior. 

Finally, one may deny one's emotional state, as for example 

refusing to acknm .. 'ledge that one is fearful, angry or hostile. Denying 

negative affect may take the form of displacing it (e.g., focusing on 

the family's negative affect, Katz, 1970), attributing it to other 

things (Janis, 1958, p. 198; ~Ioos, 1979a) or di.splaying a hearty, jovial 

manIter (Hackett and Cassem, 1974). 

All of these types of denial need to be distinguished from 

avoidancG. A person can avoid thinking about. or talking about the 

illness (facts, meaning, or affect) yet not be denying it (Goldstein, 

1973; Hackett and Cassem, 1974; Lazarus, 1979; Krantz and Schulz, 1979). 

Such avoidance may indicate a conscious unwillingness to discuss such an 

emotionally laden issue, (e.g., so as not to burden one's family), or 

may indicate an inability to do so (Krantz and Schulz, 1979). 

The use of denial as a response varies both among people, and in 

the same per~on at different stages in the illness CLipowski, 1970). It 

is especially likely to occur in the early phases of the illness 

(Visotsky et al., 1961) or when the threat of damage is great (Janis, 

1958). 

The extent of denial may vary from ~evere (e.g., delusional denial 

of the illness) to mild (e.g., selective misinterpretation of facts) 

(Lipowski, 1970). Hackett and Cassem classified people into three 

categories of the extent of denial based on .the amount of fear 

expressed: 1) major deniers (felt no fear); 2) partial deniers 

(eventually admitted fear); and 3) minimal deniers (complained of 
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anxiety or readily admitted fright). This classification confounds 

denial with willingness to express negative affect. 

Depending on the form and extent of denial, it may be adaptive 

(e.g., reduce fear to a point that allows the person to function; allow 

hope and optimism) or maladaptive (e.g., person does not seek 

treatment). The effectiveness of a particular denial response varies 

depending on the person, the situation, and the stage in the process of 

coping. 

Denial and avoidance are sometimes related to positive outcomes and 

sometimes to negative outcome!>. Denial and avoidance were positively 

associated with survival in patients in a coronary care unit (Hackett 

and Cassem, 1974). Breast cancer patients who initially used denial 

were more likely to survive than those who responded with stoic 

acceptance (Greer, Norris, and Pettingale, 1979). ~Iore postsurgical 

complications were observed in patients who used denial strongly (Janis, 

1958; see Beisser, 1979). 

In an experim<:<lltal study in \.,'hich subjects were threatened by 

possible electric shock, those who used avoidant thinking showed more 

stress (indicated by pulse rate and skin resistance) than those who did 

not (Houston and Holmes, 1974). These authors concluded that subjects 

who did not use avoidant thinking used the time to reappraise the threat 

as less serious, thus reducing thcir level of stress. 

Acceptance.. The opposite of denial is the acceptance of the 

illness. As in denial, one can distinguish the acceptance of facts, of 

the meaning of the facts, and of one's emotional state. Additional 

questions that need to be addressed regarding acceptance are whether it 

represents a positive acceptance in which the person continues to live 

as fully as possible, or a resignation and giving up. The term 

"insightful" acceptance has been used to refer to being able to accept 

dependency without bitterness or hostility, or to accept any loss 

without feelings of personal devaluation (Chodoff, 1962). 

Breast cancer patients who responded with stoic acceptance did not 

survive as long as those who responded with a fighting spirit or denial 

(Greer, I'lorris, and Pettingale. 1979). In a sample of women with 

metastatic breast cancer, those who were better adjusted to their 

illness (in terms of overall psychological adjustment) did not survive 
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as long as those less well adjusted (Derogatis, Abeloff, and 

Melisaratos, 1979). 

Naintaining hope or optimism refers to having a sense that 

there is a high probability that things will work out as reasonably as 

can be expected (Antonovsky, 1979; Simonton, Simonton, and Creighton, 

1978) . It has been suggested that maintaining hope has beneficial 

effects on other outcomes --I .e., that if one expects to get well and 

behaves as if one ~'ill get ... 'el1, this expectation may increase one's 

chances of getting well (i.e., the self-fulfilling prophecy) (Cousins, 

1979; Hutschnecker, 1951; Simonton, Simonton, and Creighton, 1978; 

Visotsky et al., 1961). Hope is strongly influenced by those in the 

patient's environment such as physicians and family (Visotsky et al .• 

1961). 

The placebo effect is closely related to hope. It has been well 

documented that if the physician and the patient believe that a 

particular treatment or medication will work, it does work more often 

than would be expected by chance (see, for example Beecher, 1955; Benson 

and Epstein, 1975; or Rosenthal, 1966). 

Hope may be difficult. to measure because people may verbalize a 

positive expectancy but behave in I.lays that express negative 

expectancies (Simont.on, Simonton, and Creighton, 1978). 

Breast cancer pat.ient.s who had a highly optimistic attitude 

(accompanied by a search for greater information) survived longer than 

those ... 'ho responded ""ith stoic acceptance or feelings of helplessness or 

hopelessness (Greer, Horris, and Pettingale, 1979). 

Giving~. A complex of responses has been identified and labeled 

as "giving up" (Engel, 1968; Sweeney, Tinling, and Schmale, 1970). 

Giving up refers to a sense of psychological impotence, a feeling of 

being unable to cope (Engel, 1968), or a loss of motivation (Schmale, 

1972). T ... 'o affects of giving up have been labeled as helplessness and 

hopelessness (Engel, 1968). Each refers 1.0 t.he same unpleasant. feeling, 

but they are distinguished on the basis of the attribution the person 

makes as to the cause of the impotence. 

Helplessness refers to feelings of being powerless to cope because 

of environmental constraints (Engel, 1968; Seligman, 1975; Schmale, 

1972). The person feels forced to wait for something in the environment 
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to change (Sweeney, Tinling, Schmale, 1970). Although this results in 

behavioral passivity (Taylor, 1979), the person nevertheless remains 

alert to environmental changes (Sweeney, Tin1ing, and Schmale, 1970). 

Hopelessness occurs when the person assumes personal responsibility 

for the inability to cope--i.e., believes that there is nothing he or 

she or anyone can do (Sweeney, Tinling, and Schmale, 1970; Schmale, 

1972; Engel, 1968). Hopelessness is thus more unpleasant than 

helplessness, because there is not even the hope that something external 

may change; i.e., hopelessness has a permanent, irreversible quality 

(Sweeney, Tinling, and Schmale, 1970). Hopelessness is associated with 

low self-esteem (Schmale and Iker, 1971). Both hope)essne~s and 

helplessness lead to feelings of depression (Schmale, 1972). 

Breast cancer patients who responded with feelings of helplessness 

or hopelessness did not survive as long as those who responded with 

denial or a fighting spirit (Greer, Harris, and Pettingale, 1979). 

Use of ~lental Imagery. The mental images that a person uses with 

respect to the illness is a fairly new aspect of coping being discussed 

(see Strosahl and Ascough, 1981). For example, people can visualize 

themselves being well, visuali7.e their white blood cells as being 

nonexistent, or the cancer can be visualized as a powerful thing against 

a weak treatment (Simonton and Simonton, 1975). 

One way mental imagery has been suggested to be effective is in its 

effect on physiological responses. When a person thinks about stressful 

events, some of the physiological activities associated with those 

event.s occur; the more specific the image, the more specific the 

response (Jacobson, 1938). The use of Il)ental imagery in healing is 

based on this finding--i.e., if a person envisions pleasurable events 

(either by recalling them or anticipating them), the physjological 

responses associated with pleasurable events will be evoked. 

Another mechanism that has been suggested is that by repeatedly 

creating mental images of desired events, the person comes to expect 

that these events will bappen. Such a positive expectation influences 

the way the person behaves and feels, creating a self-fulfilling 

prophecy (Simont.on, Simonton, and Creighton, 1978). 
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To the extent that feelings influence the healing processes, such 

mental imagery may affect illness outcomes. This idea is the subject of 

milch controversy, both on ethical and methodological grounds (Kolata, 

1980; Scarf, 1980). 

Nevertheless, it may be a valuable coping mechanism and should be 

subjected to a controlled study. 

Setting Goals. One approach to the overwhelming nnmber of tasks 

that must be dealt ~dth in response to the illness is to set limited or 

intermediate goals--i.e., break the problems down into manageable bits 

and work on them one at a time (Caplan, 1964; see Moos, 1976; Moos, 

1979a) . Even when an intermediate goal is not directly related to 

recovery, such a response (if reinforced) may encourage futUre effort 

and provide a sense of accomplishment (Visotsky et aI., 1961). 

Setting goals can be viewed as a means for examining one's life and 

making des-ired changes. A suggestion has been made to set three three

month goals, three six-month goals and three one-year goals, where the 

latter are broken dOl,m into manageable parts (Simonton, Simonton, and 

Creighton, 1978). The process of setting goals that address a variety 

of needs (e.g. recreation, personal growth, exercise, time alone) may 

allol<.' a look at whether one's needs in these areas are being met. 

SimonLon, Simonton, and Creight.on suggest that many people spend so much 

time meeting the expectations of others (e.g., employer, spouse, 

children) that they ilTe not sure what they want for themselves. 

Goal-setting is thus viewed as a way of t.aking control and Io'orking to 

fill one's own needs. 

Goal setting mily also be viewed as a way of creating a future, as a 

statement. that there are things to be accomplished, reasons for living, 

and a belief that one will live to accomplish t.hem (Simonton, Simonton, 

and Creighton, 1978). 

Activity y_e_rsus P~:>sivity. Coping responses can be considered 

solely in terms of an active/passive dimension--i.e., doing something as 

opposed to not doing something, regardless of what is done. It has been 

suggested that relief and encouragement are provided when patients have 

a sense of being able to do something rather than waiting passively for 

whatever is to come (Visotsky et al., 1961). 
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It may be that the number of coping responses is important in 

effective coping--i.e., that diversity is more effective than excessive 

reliance on a small number of coping responses (Yager and Robinson, 

1980, p. 97). 

Taking Control/Participating jn !<~E<?yefl' The terms instrumental 

control (Schulz, 1976), behavioral control (Krantz and Schulz, 1979; 

Averill, 1973) and decisional control (Averill, 1973) all refer to 

acting on the environment to change the situation. In the context of 

coping with a serious illness, however, the situation (i.e., the 

illness) can rarely be changed directly. Thus, taking direct action 

takes on a slightly different meaning, that of becoming a participant in 

the process of recovery. 

Becoming a participant in the healing process is increasingly being 

advocated (see, [or example, Fiore, 1979; and Jaffe, 1980). Such 

participation may entail learning skills to cope with stress, 

maintaining a positive attitude, seeking the help and support of others, 

seeking information, using the self-healing power of the mind, or 

participating in decisions regarding types of treatment. Participating 

in medical decisions must be exercised with common sensc--i.c., thc 

person should not be making medical decisions that are beyond his or her 

realm o[ competence. The term informed participation has been used to 

characterize this; the patient is "neither a passive recipient of 

services nor fully in charge of medical decisions, but is rather an 

informed, active member of a team responsible for his or her health" 

(Taylor and LeVin, 1976). Naking such choices often leads to an 

increase in perceived control (Nills and Krantz, 1979). 

Taking control through action is closely related to the concept of 

activity versus passivity. Simply "doing something" may provide the 

person with a sense of control (Visotsky et al., 1961). With respect to 

serious illness, the term tltackling" has been used, referring to a 

tendency to adopt an active attitude toward the challenges and tasks 

posed by the illness (Lipo~'ski, 1970). 

Information §",ek~_!!g. One response to a serious illness is to seek 

information regarding the illness. This can be considered as one aspect 

of taking control or becoming a participant. Such information may 
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pertain to ~he nature of the illness, its etiology, the diagnostic and 

therapeutic procedures used, its natural progression, and its 

implications or prognosis. Several purposes of information seeking have 

been suggested, for example, to reduce the uncertainty or ambiguity 

about the illness (Lipowski, 1969; HcInto$h, 1974; Taylor, 1979); to 

restore a sense of control Woos, 1979a; Lazarus, 1979; Mills and 

Krantz, 1979), to givc. the person something to do nloos, 19798; Yager 

and Robinson, 1980) and to question the facts and continue searching for 

more acceptable answers (Silver and Wortman, 1980; Wcisman and Worden. 

1976). Depending on thc purpose, different outcomes may be observed. 

There is apparently considerable variation in people's inclination 

to obtain information. La;carus (1979) classified surgery patients into 

two types: 1) avoiders (those who were not interested in listening to 

anything related to their illness or surgery) and 2) vigilant types 

(those who tried to get as much information as they could). 

Based on a reviet-.' of the literature, Mcintosh (1974) concluded that 

most patients would rather have information, and reacted well to having 

it. 

Failure to seek information may be due to not wanting to appear a 

nuisance, not t-.'anting to expose one's ignorance, diffidence, or a 

reluctance of medical personnel to convey lnforma'tion (McIntosh, 1974). 

l.aughing. The idea tha't laughter can be therapeutic has been 

suggest.ed as a well-known, but little discussed, fact (Cousins, 1979; 

tlcDollgall, 1922; ~!oody, 1978). I'ts benefits have been noted as bringing 

about euphoria or general t-.'el1-being O'lcDougall, 1922; Noady, 1978), 

reduction of pain (Cousins, 1979); relaxation (Walsh, 1928); stimulation 

of the internal organs Uloody, 1978), arid reduction of muscular tension 

(Hoody, 1978). It ha~ been suggested that laughter provides a t-.'ay of 

establishing communication bf'.tt-.'een people (Hoody, 1978). 

Adoptin~ or Avoiding the Sick Role. The sick role includes 

behaviors such as staying in bed, not performing one's usual activities, 

and other behaviors that are not sanctioned if one is healthy. The 

adoption of the sick role in response to the illness can be viewed 

negatively (Le .• as giving in, becoming dependent), or positively 

(i.e., as surrendering to the care of competent persons, complying with 

the phys ician 's orders) (Kas 1 and Cobb. 1966; Lipowski. 1969). Thus, 
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adopting the sick role must be carefully distinguished from other 

concepts such as compliance and giving up. 

Parsons (1951), viewed the sick role as one in which th~ pArson was 

exempt from his or her normal social obligations but in exchange for 

this privilege was obliged to cooperate to the fullest to get well. lie 

viewed the sick role as socially disruptive, one that should be 

controlled to prevent its abuse (see Bloom and '.oHlson, 1979). 

The sick role concept must be considered within the context of the 

nature anrl severity of Lhe illness (Parsons, 1951) which determines the 

appropriateness of adopting or avoiding the sick role. Given an 

"appropriate" situation (e.g., following surgery) the abiUty to accept 

the sick role may represent "insightful acceptance" of the situation 

(Chodoff, 1962), and the inability to adopt the sick role (due to 

inability to be dependent, desire to maintain control) may be extremely 

detrimental. On the other hand, if the situation is inappropriate, 

adopting the sick role may indicate an attempt to escape an unpleasant 

situation, a clamoring for help, giving in to dependency needs, or a 

demand to be cil.r-ed for (Chodoff, 1962). 

One way to evaluate sick role behavior may be to determine what (i f 

any) benefits the per-son derives from being ill. These might include 

increased attention and caring from other people, avoiding a troublesome 

situation such as .. ark or family, an opportunity to think and perhaps 

gain a new perspective on life, a relief from having to meet the 

expectations of others, or making it acceptable to ask for love or 

express one's unhappiness (Hutschnecker, 1951; Lipowski, 1969; and 

Simonton, Simonton, and Creighton, 1978). If a person is deriving a 

number of benefits from being ill, it may be necessary to focus on ways 

of deriving these benefits in ways other than through the illness. 

It may be difficult to assess many of these benefits of illness, 

because such benefits arc pr-obably recognized by patients as not 

socially acceptable. For example, people may like having the extra 

aLtention but would never admit that they like it. 

flaking Positive Life ~_!~ang~~. Some seriously ill people respond by 

making positive life changes. That is, on becoming ill, they take stock 

of what they want from life and make changes to corne closer to their 

goals. It is as if on being faced with a shortened life span, they 
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realize they should use that time well. Such changes might include 

becoming emotionally closar to family or friends, quitting a 

high-pressure job, leaving an unsatisfying relationship or situation. 

becoming more religious or spiritual, doing things they always wanted to 

do, or becoming more sen~itive to their o\<,'n needs and feelings. 

Requesting Support/Seeking Reassurance. People who are ill are 

socially and psychologically vulnerable, i.e., need special reassurance 

that they are worthy (Bloom and Wilson, 1979). Ways of requesting 

support from others may be to join special groups such as self-help 

groups (Jaffe, 1980; Yalom and Greaves, 1977; Noos, 1979a), or request 

reassurance or emotional support from family, friends, or medical staff 

(Noos, 1979a; Visotsky et al., 1961; Caplan, 1964; see Noos, 1976). For 

some people this may be difficult, as many of us have a culturally 

induced reluctance to seek help for emotional problems (Simonton, 

Simonton, and Creighton, 1978). 

Pleasurable Behaviors. Behaviors may be adopted (or continued) 

that provide satisfaction or pleasure in and of themselves. For 

example, hobbies, meditation, exercise, or listening to music may be 

considered as responses that arc designed to create pleasure (Lipowski, 

1969; Pelletier, 1977). 

As a coping response, the important point here is that the person 

spends time doing things that. are enjoyable. ]\;ot at issue here is the 

nature of the activity (i.e., different activities are enjoyable for 

different people), 

To the extent that positive emotions have a beneficial effect on 

the body, time spent doing pleasurable activities may affect outcomes of 

the illness. 

Stress Reduction Behaviors. 
-- _.- --- rlany behaviors that are enjoyable to a 

person may also be considered as stress reducing. However, this may not 

always be the case (e.g., the person may run to reduce stress but not 

enjoy it). Thus, st.ress-rcduction behaviors should be considered 

separately from p]ea~urable behaviors. 

Some investigators suggest that only certain activities will 

adequately discharge the physical effects of stress (for example 

exercise, meditation, or progressiVe relaxation) whereas other 

activit.ies that people commonly think of as "relaxing" {e.g. watching 
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1V, drinking) wi 11 not discharge stress effects (Simonton, Simonton, and 

Creighton, 1978). 

Behaviors that are designed to reduce stress include progressive 

relaxation (Benson, 1975; Jacobson, 1938), meditation (Bloomfield, Cain. 

and Jaf fe, 1975; LeShan, 1976), autogenic training (Schu Hz and Luthe, 

1969, see Jaffe, 1980), biofeedback (Brown, 1977). exercise (Selye, 

1956). hypnosis or self-hypnosis (Kroger, 1977), mental imagery 

(Simonton, Simonton, and Creighton, 1978), and relaxation exercises 

(Jaffe, 1980). 

Escape/Distra~tioQ. Behaviors that are engaged in as a means of 

escaping or distracting oneself from the illness may constitute a 

category distinct from pleasurable behaviors or stress reduction 

behaviors. For example, some people may engage in "keeping busy" simply 

to distract themselves, not particularly enjoying the activities (e.g., 

housecleaning, Iwrking extra hours, going to social gatherings). 

Sleeping, watching TV, drinking, using drugs, or daydreaming might fall 

in La this category of distracting behaviors. 

~ression of [eel}ngs. Expression to others of positive and 

negativ<:l feelings is probably an important coping response. Such 

expression is vie .... ed as an outlet for discharging feelings Olonat and 

Lazarus, 1977, p. 151; Schmale and Iker, 1977), and a~ a way of 

resolving some of the problems (\·.'ei~miJn and I'/orden, 1976). However, 

such expression can alienate other people if it is excessive or tends 

to .... ard "crying 'why me?'" (Weisman and 1,o,'orden, 1976). 

The nonexpre.ssion of emotion is believed to lead to increased 

physiological arousal (Tourangeau and Ellsworth, 1979) and to changes in 

patterns of cellular organizations (Schmale and Iker, 1971). People who 

were better at facially expressing emotion in response to emotionally 

loaded slides were found to have a lower skin conduct.ance and heart rate 

(Buck, Niller, and Caul, 1974) and were less physiologically reactive to 

electric shock (Notarius and Levenson, 1979). Progression of cancer was 

faster in those lacking self-expression (e.g, those who were serious, 

over-cooperative, oVer-nice, passive, apologetic) (Blumberg, West, and 

Ellis, 1954). 1,o,Tome.n with metastatic breast cancer .... ho were 

communicative about their distress survived longer than those who .... ere 

not (Derogat.is, Abeloff, and ~Ielisaratos. 1979). Lung cancer patients 
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had fewer outlets for emotional discharge than a group of controls 

(Kissen, Brown, and Kissen, 1969). 

The expression of emotion must be distinguished from the feelings 

of emotion. Many people choose not to express their feelings, but this 

does not indicate the extent of their feelings. 

The Will to Live. Although the will to live is not a specific 

coping response, it nevertheless merits attention as a higher order 

construct that may explain patterns of coping responses. It has been 

described as a powerful drive to stay alive (Le., the creative 

instinct) (Hutschnecker, 1951), as the belief that onc is not going to 

die even though the prognosis is poor (l'loody, 1978), and as having a 

reason to live or a feeling of being responsible to life for something 

(Frankl, 1963). Visotsky, et al. (1961) describe a similar concept, 

the "determination to improve," as a powerful attitude in which the 

persall is eager to make progress, determined to do everything possible 

tOIo.'ard improving. Visotsky et al suggest that although this attitude 

seems to be a personality characteristic, it nevertheless can be 

significantly influenced by tho behavior of friends, family, hospital 

staff, and community. 

Out.comes 

Whether the various coping responses described above are effective 

can be dptermined by looking at a variety of outcomes of these 

respon5es. These includp medical outcomes (e.g., reduction of tumor), 

quality of Life outcomes (reduction of pain, positive well-being), and 

length of life. These outcomes have been categorized here as follows: 

length of survival, physiological, physical, social, positive mental 

states, negative mental states, and self-concept. 

~pgtp of Survival. Length of survival is the most final outcome 

that can be used to evaluate the effectiveness of coping. 

!,~Tsiological. PhYSiological outcomes refer to bodily processes 

and signs of illness that mayor may not be symptomatic. These may be 

indicative of the course of the disease without the person's awareness. 

For example, tumor size, metastasis of cancer, blood counts, heart rate, 

and blood pressure may all be related t.o how a person copes. 

Physiological indicators of the immune response (e.g., amount of 
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steroids in the blood) may be especially important to evaluate as a 

function of coping responses, as these may clarify the mechanisms 

involved in the effect of coping on the course of illness. 

Physical. Physical outcomes arC! those that pertain to the body and 

include symptoms, pain, and functional status (e.g., ability to walk or 

climb stairs). 

Functional status refers to thp performance of, or ability to 

perform, a variety of daily activities (Stewnrt, Ware, Brook, 1978). 

These include major role activities (job, school, or housework), 

physical activities (walking, climbing stairs), self-care activities 

(bathing, eating), and mobility (getting around the community, being 

able to drive). The advantage of fUnctional status measures of health 

is that they are useful across a variety of illnesses, i.e., they are 

not illness-specific. 

Sexual functioning hll!'; not tradit.ionally been included in measures 

of functional stat.us, but may be particularly relevant to people with 

serious illnesses. People I>.'ho are ill may be especially likely to have 

sexual problems because of surgery, medications, or low energy. Role 

functioning may also be especially relevant to ill people. For many 

people, their I-,.'ork is not only a way to earn a living but is closely 

tied to their identit.y and self-concept. Problems in I>.'orking may occur 

as a direct result of the illness (e.g., due to hospitalization or 

recuperation) or indirectly through discdmination by employers (e.g., 

people with cancer are often stigmatized). 

Social. A person's ability to continue fulfilling social roles and 

to relate to other people are important in evaluating the effectiveness 

of various coping responses, to the extent that these outcomes arc 

valued by the person. As an outcome, the focus should be on the 

person's satisfaction wilh his or her ability to function socially, 

rather than on the extent of social support.s. 

Negative ~Iental States. Both negative and positive feelings are 

important outcomes in terms of evaluating t.he effectiveness of coping. 

Negative feelings that are especially relevant to coping effectiveness 

are depression, anxiety, anger, and guilt. These may be used as 

outcomes to assess the effectiveness of various coping responses (e.g., 

does participating in the healing process reduce depression) or as 
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mediators of other illness outcomes (e.g., does the reduction of 

depression result in longer survival). 

Depression generally refers to affective states such as feeling 

blue, downhearted, sad, or discouraged. Although there are also somatic 

symptoms of depression (e.g., insomnia, low energy, anorexia), these may 

reflect disease. states in addition to depression. Thus, it is 

preferable to refer specifically to the affect (see Plumb and Holland, 

1977; Silberfarb, Naurer, and Crouthamel, 1980; and Ware, Johnston, and 

Davies-Avery, 1979). 

Anxiety has also been defined in terms of affect as well as somatic 

complaints. As in depression, it is preferable to assess anxiety in 

terms of affect so as not to confound it with symptoms of illness. 

AffectiVe components of anxiety include nervousness, restlessness, 

tension, and jumpiness. Serious illness offers many possibilities for 

experiencing anxiety, such as medical treatments and procedures, threat 

of recurrence, not knowing what to expect, unfamiliar hospital 

surroundings, and financial concerns. 

Anger and resentment may be felt by seriously ill people toward the 

doctor, family, and toward the world in general. Such anger may be 

generalized (Le., over being ill and others being healthy) or specific 

to a variety of situations (e.g., being angry because surgical 

reconstruction did not fulfill their expectations). 

Seriously ill people experience considerable guilt about being ill 

and needing help, being unable to perform usual roles, for somehow 

bringing the illness on themselves (e.g., by smoking, not exercising), 

and for being a burden to their family and friends. 

Positive Hental States. Positive mental states generally include 

satisfaction ~dth life, being happy, cheerful, pleased, excited, 

interested in something, or on top of the world (Bradburn, 1969; Ware, 

Johnston, and Davies-Avery, 1979). 
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III. REVIEW OF LITERATURE ON NEASURES OF COPING AND COPING-RELATED CONCEPTS 

This section will review: (1) existing measures of coping and 

coping-related concepts, (2) studies of the dimensions of coping, and 

(3) studies of relationships among these concepts. 

NEASURES OF COPING A~D COPIt\G-RELATED CONCEPTS 

Health Locus of Control 

Lau and Ware (1981) developed four scales pertaining to health 

locus of control. These were as follows (internal-consistency 

reliability coefficients are presented in parenLheses): (1) chance 

(0.71), (2) provider control (0.70), (3) self-care (0.65), and health 

threat (0.67). 

A seven-item scale of personal control over illness o;..'as developed 

by ~lcchanic (1979) (items obtained by personal communication). The 

Chronbach's alpha was 0.70 for this scale . 

.... 'allston and WalIston (1978) developed several measures of health 

locus of control, with 12 items each as follows (internal consistency 

reliabilities in parentheses): iut.ernal health locus of control (0.86), 

powerful others health locus of control (0.83), and chance health locus 

of control (0.84). 

No measures of beliefs about recovery from an existing illness were 

found in the literature (i.c., these health locus of control measures 

were all developed for usc in general populations). 

Sense of Control 

A seven-it.em summated ratings measure of mastery was developed by 

Pearl in and Schooler (1978). They did not report the reliability of the 

scale. 

Powerlessness versus personal control was assessed by Kopasa 

(1979), but its reliability was not reported (items obtained by personal 

communication) . 
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"Coping ability" was assessed by Antonovsky (1979, p. 162) using 

five items, but its reliability was not assessed. Items pertained to 

running into problems that you think can't be solved, success in solving 

problems, and being in unpleasant situations where you felt you were 

helpless to do anything; thus this appears to be a measure of control. 

This measure correlated 0.49 with health status. 

Self-Esteem 

Self-esteem has been assessed by Rosenberg (1965) and by Pearlin 

and Schooler (1978). Neither investigator reported the reliability of 

the scale. 

Social Support 

Social support has been conceptualized and measured extensively by 

other investigators (e.g., Porritt, 1979; Berkman and Syme, 1979; and 

Schaefer, Coyne, and Lazarus, 1981). 

Social support was defined in terms of beliefs that the person is 

cared for, loved, esteemed, and valued, and beliefs that the person 

belongs to a network in .,,,hieh others can be counted on when needed 

(TUrner, 19t1l). 

Berkman and Syme (1979) identified marital status and the number of 

close friends and relatives as important aspects of social support. 

Schaefer, Coyne, and Lazarus (1981) suggest that both social 

netlo'orks (e.g .• the number of people involved) and perceived social 

support (how helpful these people are) are important dimensions of 

social support. They measured social networks, emotional support, 

informational support, and tangible support. 

Porritt (1979) approached the measurement of social support in much 

the same Io'ay. Porritt listed all potential sources of support (e.g., 

spouse, mother, friends, doctor) and respondents Io'cre asked questions 

regarding the availability and nature of help available from each 

person. 

BUrawski, Penman, and Schmitt (1978) suggest that il measure of 

social support (for use in the study of illness and social support) 

include the following: 
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(1) an inventory of persons or institutions the person believes 

constitute his or her interpersonal support system, and some 

measure of the nature, strength, and availability of their 

support 

(2) an assessment of the background characteristics that define the 

per~on's social roles within his or her primary support groups 

(3) an assessment of the person's beliefs about available sources 

of support in meeting his and her role obligations during 

i11neS5 

(4) measure of person's pattern of social affiliation 

(5) measure of person's need for affiliation. 

Expression of Ne~~~nd Feelings 

Lazarus (1966) has assessed several [Jspects of expression of needs 

and feelings (e.g., tried to keep others from knowing how bad I feel, 

talked to someone about how I was feeling)(itGms obtained by personal 

communication) . 

Keeping Busy 

Lazarus (1966) and Sidle et al. (1969) assessed keeping busy and 

being involved in other activities to take your mind off things. 

Pleasurable Activities 

Lazarus (1966) and Sidle et al. (1969) assessed several 

pleasurable/escapist activities such as getting away for a while, or 

trying to rest or take a V[Jcation. 

Fantasize/Daydream 

Lazarus (1966) assessed fantasizing responses such as daydreaming 

or imagining a better time or place. 
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Doctor-Patient Relati?~ship 

Several aspects of the doctor-patient relationship were assessed by 

Ware, Snyder, and \I'right. (1976). Those that were relevant to coping 

included satisfaction with the art of care (e.g., humaneness, caring) 

and the technical quality of care (e.g .• competence). 

Changes Resulting from Illness 

Leta Adler (personal communication) assessed some aspects of 

changes resulting from the illness (e.g., I enjoy everyday experiences 

more than before I was ill). 

Positive and Negative Feelings 

Negative feelings have been assessed by a variety of investigators, 

and generally include anxiety (e.g., Ware, Johnston, and Davies-Avery, 

1979; Turner, 1981), depression (e.g., Plumb and Holland, 1977; Ware, 

Johnston, and Davies-Avery, 1979; Turner, 1981), and anger (e.g., 

Turner, 1981). 

Depressive symptoms, anger, and anxiety were all assessed by 

Derogatis, Lipman, and Covi (1973). 

Positivp. feelings that have been assessed by other investigators 

include positive ""ell-being Ilnd satisfaction with life nlare, Johnston, 

Davie~-Avcry, 1979). 

Functional Status 

Functional ~tatus has been assessed in terms of personal 

functioning (self-care, mobility, and physical activity) and role 

functioning (major role activity) in the Rand Health Insurance Study 

(Stewart:, \\;are, and Brook, 1981£1, b). 

Symptoms of Illness 

Twenty-seven acute physical symptoms were asse~sed in the Rand 

Health Insurance Study (~lanning, Newhouse, and Ware, 1981). These 

included such things as backaches, headaches, and trouble falling asleep 

at night. 
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STUDIES OF THE DHIENSIONS OF COPING 

The elements of coping defined in Fig. 1 vary in terms of whether 

they represent specific responses or more global consLrucLs. A 

construct is an abstraction, something that cannot be obsRTved but is 

hypothesized to explain a set of observable events (Nunnally, 1978). 

For example, anxiety is a construct that is commonly hypothesized to 

explain such observables as l.:ringing of hands, sweaty palms, and 

increased pulse. Constructs can be of increasingly higher order. For 

example, specific responses of reading about one's illness, asking 

questions of the doctor, and talking to a friend who had a similar 

illness may (if they all occur together) form a construct pertaining to 

information seeking. If information seeking, positive outlook, and 

having a sense of purpose in life occur together, they may define a 

higher order construct such as the will to live. 

Some researchers in coping with illness have attempted to organize 

coping responses according to higher order constructs. Weisman (1979) 

suggests 15 coping strategies for cancer patients. These are 

theoretical; no analyses were done to verify these empirically. The 

strategies are: seek information, share concerns and talk with others, 

make light of the siLuation, put it out of your mind, Jist-raction, take 

firm action, find something favorable, passive accept.ance, do anything 

to be doing something, negotiate alternatives, reduce tension, withdraw 

into isolation, blame someone or something, seek direction and follow 

it, and blame yourself. Penman (1979) developed the Coping Strategy 

Inventory. She identified 45 coping behaviors by interviewing women who 

had breast cancer. She c'ategorized these 45 coping behaviors into five 

theoretical categories: tackling and mastering; rationalizing or 

reinterpreting; avoiding; capitulating or passively acquiescing; and 

tension-relieving behaviors. 

Only two studies were found that empirically evaluated the 

dimensions of coping .. dth serious illness. Based on the coping 

behaviors identified by Penman (1979), Adler and Penman (personal 

communication) wrote items to be administered by an interviewer. They 

conducted scaling analyses of items using data obtained from 295 cancer 

patients. Three factors were observed and scales were constructed 
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corresponding to the factors: active involvement, avoidance of the sick 

role, and reliance on religion. They wrote new items to test the 

hypothesis that the active involvement factor contained two coping 

strategies and administered the new battery to 160 cancer patients. 

Five factors were identified: reordering life priorities, mobilizing 

social support, positive outlook, avoidance of sick role, and reliance 

on religion. Another empirical study based on personal interviews is 

the Felton .nt a1. (980) study of 170 patients with chronic illness. 

They factor analyzed 57 items pertaining to coping responses. Only 86 

of these patients had clearly life-threatening diseases (cancer and 

diabetes); the others had less serious diseases (hypertension and 

rheumatoid n.rthritis). They observed six factors: cognitive 

restructuring (efforts to find positive aspects of the illness 

experience), affective expression (emotional and behavioral expression 

of strain such as anger or retreat), l--'ish-fulfil1ing fantasy (escape 

into fantasy), self-blaming denial, information seeking (active problcm-

001ving orientation to the illness), and minimization of threat (refusal 

to think abOllt it). 

~TUDIES or RELATIO~SHJPS AI-lONG COPING COI\CEPTS 

A variety of relationships among all of these measures have been 

studied and reported in the literature. These findings will provide the 

basis for some of the construct validity studies (to be reported later 

in this l\ote). 

Health Locus of Control 

Intercorrelations among four health locus of control scales 

(chance, provider control, self-care, and health threat) were reported 

by Lau and Ware (1981). 

The correlations among the scales were r=-0.04 (chance and provider 

control), r=-O.27 (chance and self-care, p<.Ol), r=0.12 (chance and 

health threat, p<.05), r=0.20 (provider control and self-care, p<.OOl), 

r=O.02 (provider control and health threat), and r=-O.lO (self-care and 

health threat). 
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Sense of Control and Sociodemographic Characteristics 

Product-moment correlations were reported between a 7-item mastery 

scale and sex (-0.11, where female is a high score), age (-0.17), 

education (0.28), and income (0.27) (Pearlin and Schooler, 1978). 

Self-Esteem and Sociodemographic Characteristics 

Product-moment correlations were reported between self-esteem and 

sex (-0.05, p < .05, where female is a high score), age (0.01), 

education (0.21, p < .05), and income (0.15, p < .05) (Pearlin and 

Schooler, 1978). 

Self-Esteem and Negative Feelings 

Self-esteem was negatively associated with both depression and 

anxiety using a x
2 

statistic (Rosenberg, 1965). 

Self-Esteem and Svmptom~ 

Self-esteem 1o.'8S negatively associated with the number of 

psychosomaLic symptoms (Rosenberg, 1965). 

Negative Feelings 

Anxiety, anger, and depression were all assessed separately by 

Turner (1981). 

Product-moment. correlations between anger and anxiety were 0.44, 

0.55, and 0.53 in three study samples; correlations between anger and 

depression were 0.57, 0.53, and 0.52; and correlations between anxiety 

and depression were 0.57, 0.64, and 0.64 (see Turner, Table 4). 

Anxiety and depression were positively associated (r""0.72) in the 

Rand Health Insurance Study (Wa.c, Davies-Avery, and Brook, 1980). 

Social Support and Negat.ive Feelings 

Social suppa.t was assessed in relation to anger, anxiety, and 

dapression in a study by Turner (1981) on three study samples. Social 

support was negatively associated with anxiety in two of tha three study 

samplm; (r=-0.37 and -0.24); negatively associated with depression in 

all th.ee study samples (r=-0.39, -0.33, -0.30); and negatively 

associated Io.'ith anger in all three samples (.=-0.32, -0.36, -0.30). 
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Emotional support was positively related to positive morale 

(r=O.22, p < .05) and not related to negative feelings (Schaefer, Coyne, 

and Lazarus. 1981). Social networks Were unrelated to any of the 

feeling states in the same study. 

Functional Status and Positive and Negative Feelings 

Role activity limitations were positively associated with anxiety 

and depression Cr=O.21 and 0.19, respectively), and negatively 

associated with positive well-being and life satisfaction (r=-O.24 and 

-0.26, respectively) in the Rand Health Insurance Study (Ware, 

DaVies-Avery, and Brook, 1980). 



- 47 -

IV. l'fETHODS 

SUBJECTS 

The population of interest is adults (18 years and older) who have 

a serious life-threatening illness. 

Six sources of subjects were used: 

(1) People with serious illnesses who attended the orientation 

meeting of "Live Today," a self-help program at the Learning 

for Health Center, 1314 Westwood Boulevard, Suite 107, Los 

Angeles, CA 90024. 

(2) People with cancer who attended either (or both) an educational 

group or a self-help group at the Bresler Center for Allied 

Therapeutics, 12401 Wilshire Boulevard, Suite 280, Los Angeles, 

CA 90025. 

(3) Pat-ients of Dr. Nichael Van Scoy-Hosher, an oncologist in 

privat.e practice at 8631 West Third Street, Suite 600E, Los 

Angeles, CA 90048. 

(4) Patients of Dr. Fred P. Rosenfelt and Dr. Barry E. Rosenbloom, 

oncologist.5 in private practice at 8635 West Third Street, Los 

Angeles, CA 90048. 

(5) Patients at the UCLA Em.'yer Oncology Clinic, UCLA Hospital, 

10833 LeConte, Los Angeles, CA 90024. 

(6) People with first myocardial infarctions participating in a 

study by Kathleen Ell, Ph.D., of the USC School of Social Work. 

These people were patients at either the UCLA ho~pital or the 

Los Angele~ County/USC hospital. 

Recruitment and Consent to Participate Procedures 

The "Live Today" subjects were recruited at monthly orie,ntation 

meetings for an 8-week self-help program for people with serious 

illnesses. At these meetings, the self-help program was described (it 

was free of cost because it was a research project funded by the Holmes 

Foundation). ""helher or not they chose to attend the self-help group, 

people were welcome to fill out the questionnaire. 
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Dr. Van Scoy-~losher and Drs. Rosenfelt and Rosenbloom mailed their 

cancer patients a lettar asking if they would like to participate in 

this research. Patients were asked to return a postcard indicating 

their con~ent to provide me with their name and address. I then 

contacted oach patient and explained the research to them, at which time 

they were free to accept. or decline participation. 

In the Bow"yer Oncology Clinic, I obtained permission of each 

physician to approach his or her patients as they waited for their 

appointment. The study I-,"as described and if the patient agreed to 

participate, he or she filled out a consent form at that time. 

All participants in Dr. Ell's study were included, because she used 

the questionnaire as her primary instrument. Dr. Ell obtained a 

sequential sample of all people with a first myocardial infarction 

admitted to the coronary care unit at UCLA and Los Angeles County/USC 

hospitals. Excluded from her sample were people with psychoses or other 

life-threatening i Ilnesse~. 

Patien~s at the Bresler Center were approached by Janet MacKen7.ie, 

R.~., C.R.N.A., who briefly explained the study. If they were 

interested, ~ls. ;lacKenzie gave their names and addresses to me and I 

contacted them directly. 

Consent to Contact_PhyO?icial] Prgccdurcs 

All participants except those in Dr. Ell's ~tudy were a~ked their 

permission to have an evaluat.ion completed by their phy~.ician. 

Human Subjects Committee Approval 

Approval to interview these subjects was obtained from the Human 

Subjects Committee, UCLA School of Nedicinc. 

NETHODS or DATA COLLECTIQ\' 

All part.icipants complet.ed a structured self-administered 

questionnaire containing about 300 items. ~lost did so at. home in the 

intended self-administered manner. Some of the myocardial infarction 

patients required assistance in completing the questionnaire, which was 

provided by Lucy Solin, ~lSW. Ns. Solin is bilingual and was able to 

assist Spanish-speaking participants. 



- 49 -

For about 20 participants, a personal open-ended interview was 

conducted in addition to the structured questionnaire. 

For those participants who consented to have their physician 

contacted, an evaluation form was sent to their physician including a 

rf'turn st.amped envelope and a cover letter explaining the study and 

asking the physician's cooperation. The signed consent form of the 

patient was included. (The evaluaLion form is described below.) 

Item Construction: Coping Questionnaire 

Several questionnaire items were written to assess each of the 

concepts based on the conceptual details presented in the literature 

revim,·. viherever possible, items were selected or adapted from measures 

that had been developed by others, to benefit from previous research. 

For most of t.he concepts, however, original items had to be written to 

be specific to coping I.·ith a serious illness. To evaluate the items, 

the principal investigat.or:- collaborated with tbr:-ee ot.her researchers: 

Dennis T. Jaffe, Ph.D., a clinical psychologist. I>.'ho works primarily with 

seriously ill people; Joanne Hantell, Ph.D., NSSIo,T, HSPH, a researcher 

and professor in social work; and Kouji Nakata, Ph.D., a researcher 

studying the effects of self-help groups in cancer patients. The final 

set of items was reviewed by a number of health clinicians and 

researchers. 

\o,'ithin each hypothesized concept, the researchers t.ried to achieve 

a balance of positively and negatively worded jtems. It is important. to 

have both positively and negatively \.:orded items in a scale to diminish 

the extent of acquiescent response set (ARS) in the scale. Because less-

educated people are more likely to agree with item~ regardless of item 

content, if items in a scale arc all worded in the same direction, the 

scale score for less-educated people may be spuriously increased or 

decreased because of ARS. This makes it hard to interpret group 

differences in scale scores. 

A summary of the concepts for I>.'hich items I>.'ere constructed is 

presented in Table 2. The actual questionnaire is presented in Appendix 

C. 
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Table 2 

SUN:1ARY OF CONCEPTS ~lEASURED 

CONTEXT VARIABLES 

I. BELIEFS ABOUT ILLNESS 
Belief that thoughts and emotions can affect healing 
Belief that health habits will facilitate healing 
Beliefs that recovery is up to chance 
Belief that recovery is up to medical care 
Belief that recovery is up to God 
Attribution of this illness 
Feelings and attitudes about death 

II. GENERAL SENSE OF CO~TROL, COPING 
Powerlessness 
Generalized sense of control, coping ability 

III. SELF-ESTEE~l 
General self-esteem 
Body image 
Change in body image as a result of illness 

IV. SOCIAL SUPPORTS 
General quality of social supports and emotional support 
Availability of :;upports 
Perceived need of support 
Cognitive guidance 
Instrumental support 
Stigma of being ill 
Quantity of social supports 

V. REA SO:\' TO LIVE/~lEANING I~ LIVING 
Reason to l:i ve 
Heaning in 1 iving 
Will to live 

VI. BE0iEFITS OF ILLNESS 

COPI"IG RESPO\SES 

I. EXPRESSTOX OF NEEDS A;\D FEELI~GS 

I I. ~1E1\TAL RESPO~SES 

Active use of mind to facilitate the healing process 
;lain1.ain positive outlook 
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Table 2--continued 

III. BEHAVIORS 
Perform h~alth habits that will facilitate healing 
Engage in pleasurable activities 
~jake positive life changes as a result of the illness 
Diversions, time-out 

IV. SEEK INFOR~IATION 

V. NOBILIZE SOCIAL SUPPORTS 

VI. AVOIDANCE/ACCEPTANCE OF ILLNESS 
Avoidance 
Acceptance 
Rejection of sick role 

DOCTORMPATIE~T RELATIO~SHIP 

I. CHARACTERISTICS OF DOCTORS 
Humaneness of doctors 
Doctor facilitates expression of feelings and concerns 
Doctor encourages participation 
Information imparted by doctors 
Doctors believe mind affects body 
Doctors encourage positive health habits 
Doctor allolo.'s optimism and hope 
Communication of diagnosis 

II. SATISFACTIO!\ 'r.'ITH DOCTORS 
General Satisfaction 
Confidence in doct.ors 

OUTCOHES 

I. POSITIVE FEELINGS 
Optimism 
Satisfaction with life 
Positive well-being 

II. KEGATIVE FEELIKGS 
Depression 
Anxiety 
Guilt 
Anger 
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Table 2--continued 

Leisure and social activities 
Personal fUnctioning 
General health 

IV. SYHPTmlS AND PAIN 
Pain 
Sympt..oms list 

To determine if there were aspects of coping not identified by this 

procedure, several open-ended questions were included in the 

questionnaire. These asked the respondent to "'rite in a response, faT: 

example, whether there (.:ere things that had made it particularly 

difficult to cope, or "'hether something they had done had been 

especially helpful. 

Item Construction: __ Physician Evaluation Form 

Items were developed to obtain information from the physician 

regarding diflgnosis, any metast.ases prescnt., current t.herapy, and a 

rating by the phYSician of the patient's current health status, 

prognosis, coping, compliance, and optimism. 

QCESTIONKAIRE PRODUCTION 

A self-administered questionnaire was designed to ease respondent 

burden to the extent possible (given the large number of items). 

~latriccs of response choices facilitated this. Items were organized 

according to sect:lons to give a sense of closure as the respondent 

proceeded through the questionnaire. 

The questionnaire Io.'as designed by Sandra H. Berry of The Rand 

Corporation and was prepared by the Survey Production Group of The Rand 

CorporBtion. 
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METHODS OF CONSTRUCTION OF MEASURES 

Multi-item measures have several advantages over single-item 

measures, Multi-item measures (1) reduce the number of scores necessary 

to define each variable; (2) increase score reliability by pooling the 

information that items have in common; (3) increase validity (if items 

are carefully selected to provide a more representative sample of 

information about the construct); (4) minimize bias caused by tendencies 

to endorse or negate items regardless of content (in cases where both 

favorably and unfavorably worded items are combined); and (5) provide 

the option. if item responses are missing. to estimate responses using 

other items in the measure, thus reducing missing scores on the multi

item scale. 

The first step in constructing multi-item measures is to 

hypothesize groups of items that could be combined into a single score. 

Hypotheses are based Oil logical combinations of items appearing from 

their content to measure the same construct. Likert's (1932) Method of 

Summated Ratings and Guttman's (1944) Scalogram Analysis were used for 

these analyses. 

Hetl~od . ..9f Summated Ratings 

A modified version of Likert 's ~lethod of Summated Ratings was used 

to score the coping scales. Construction of summated ratings scales 

from item batteries followed five steps. These steps add several 

scaling criteria to those usually associat-ed with Likert scaling. These 

steps are designed to determine ",'hether: 

(1) Each item in a hypothesized grouping is substantially linearly 

related to the total score computed from items in that group 

(traditional Likert criterion). 

(2) Each it-em correlates higher with the construct it is 

hypothesized to measure than w·ith other constructs (item 

discriminant validity criterion). 

(3) Item groups not hypothesized a priori might be identified 

(factor analytic test). 
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(4) Items in the same scale contain the same proportion of 

information about the same constructs or should be given 

different weights (test for equal factor loadings). 

(5) The score for each item requires standardization before 

combining it with other items in the same scale (equal 

variances criterion). 

If items in each hypothesized grouping roughly satisfy these 

assumptions, responses to the items can be simply summed to derive a 

scale score for that construct. If numerous scaling errors are 

encountered in a priori hypothesized groupings, item groupings can be 

revised on the basis of empirical findings and reevaluated according to 

these criteria. 

Hultitrait Scaling. The first two steps used to construct summated 

ratings scales were based on rnultitrait scaling analyses, which involve 

examining a matrix of item-scale correlations.fl! Each row of the matrix 

contains correlations between scores for one item and all hypothesized 

item groupings (constructs defined by scales). Each column contains 

correlations betlo'een the scores for one scale and all items, including 

those hypothesized to be part of that scale and those hypothesized to be 

part of other scales. Correlations between each scale are corrected for 

overlap so that estimates of the item-construct relationships will not 

be spuriously inflated. 

The first step in the analysis of these matrices involves examining 

the magnitude of item-scale correlations. Each item-scale correlation 

should be substantial (i.e., about 0.30 or higher, absolute magnitude). 

Any item not having a strong linear relationship (corrected for overlap) 

with the total score for the scale that included the item does not meet 

the Likert-type criterion and is usually eliminated from that scale. 

(11 All computations were performed using the ANLITH (Analysis of 
Item-Trait Homogeneity) program, which was written by Thomas Gronek at 
IB~I and Thomas Tyler at the Academic Computing Center at Southern 
Illinois University. This program was modified for use at The Rand 
Corporation by Bill Rogers and John Ware. 
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For the second step, the highest correlation in a row should be the 

one between the item and the scale defining the construct it is 

hypothesized to measure. This step is a test of discriminant validity 

(following Campbell and Fiske, 1959). The item discriminant validity 

criterion is satisfied and a scaling "successt! counted whenever the 

correlation between an item and its hypothesized scale is more than two 

standard errors higher than other correlations in the same row. When a 

correlation be~ween an item and its hypothesized scale is more than two 

standard errors below another correlation in the same row, a "definite" 

scaling error is counted. When the correlation between the item and 

other scales in the same row is within two standard errors of its 

correlation with its hypothesized scale, a "probable" scaling error is 

counted. 

Factor Analysis. For the next two steps in constructing summated 

ratings scales, factor analysis was used to test for unhypothesized item 

grouping~ and to evaluate factor loadings for items. In a factor 

analysis, the factors identified represent underlying dimensions of 

measurement defined by the items. The multitrait scaling tests are 

based on a particular hypothesized structure underlying the battery 

(i.e., constructs are defined by groups of items in advance). Factor 

analysis tests for unhypothesized factors that could account for scaling 

errors in the multitrait analyses. Factor analyses also test whether 

weights (factor loadings) are comparable across standardized items in 

t.he same scale. If so, each item can be given the same unit weight. 

When the factors correspond to constructs defined in the a priori 

hypothesized item groupings, items defining each factor are examined to 

determine whether they are identical with those used to define 

hypothesized scales in the multitrait scaling tests. Only items that 

correlate substantially with the same factor are retained in the that 

item grouping. 

The method of factor analysis was principal components apalysis. 

Because the sample size i~ small relative to the number of items, factor 

analyses were performed using subsets of items (Comrey, 1973). Once 

multi-item scale~ were con~tructed from each subset of items, higher 

order factor analyses were performed using scales as the unit of 

analysis. 
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Five criteria were used to determine how many factors to rotate 

(see Ware, Brook, and Davies-Avery, 1980): 

(1) Eigenvalues (sum of squared factor loadings) greater than or 

equal to 1.0. 

(2) The Scree Test (Cattell, 1966), which involves interpreting the 

curve relating the factors to the proportion of total variance 

accounted for by each factor. The test is based on the 

assumpt.ion that Io.'hen the decreasing negative slope of the curve 

begin~ to level off, random error factors have been 

encountered. 

(3) The 5 percent guideline described by Guertin and Bailey (1970), 

Io.'hich suggests that factors associated wiLh 5 percent or more 

of the common variance Io.'arrant further study. 

(4) Identification of true cornman factors, in which only unrotated 

factors having tlo.'O or more loadings of 0.30 or greater 

(absolute magnitude) are selected for rotation and 

int::erpretat ion. 

(5) Use of trial rotations Io.'hen the decision as to the "best" 

number of factors for final rotation is ambiguous according to 

the preceding criteria. Trial rotations are evaluated in terms 

of interpretability and the meaningfulness and desirabilit.y of 

alterations in major factors when additional factors are 

rotated. 

~!issing Data 

When summated ratings scales are scored, substitutions may need to 

be made for missing item responses. Several options are possible: 

(1) ~!idpoint of the possible scale range. 

(2) Sample central tendency statistics: mean, median, or modal 

score for the item in question. 

(3) Respondent central tendency statistic: mean, median, or modal 

score for that respondent across either all items in the 

batt.ery or other items in the same scale. When the range of 
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response values differs for items used (e.g., one item with 

four possible responses and another with five), responses would 

be prorated to estimate the missing response. 

(4) Regression estimate. 

The computer program A~LITH, which was used for summated ratings 

scales, uses option 3, assigning the mean. If a person is missing all 

items in an item grouping, a missing value is assigned on that scale. 

Guttman __ Scalogram Analysis 

Scalogram Analysis (Guttman, 1944), or Guttman scaling, was used to 

construct a multi-item measure from the personal functioning items. In 

addition to evaluating the extent to which items measure the same 

construct (are Unidimensional), Scalogram Analysis evaluates whether 

items are correctly ordered by level (e.g., level of severity of 

limitation) and whether the hYpothesized pattern of scores across items 

can be reproduced from the scale score (whether a cumulative scale is 

defincd) . 

Two coefficients arc generally used to evaluate whether items meet 

Guttman criteria (Le., their scalability). First, the co(!fficient of 

reproducibility, CR = 1 (observed errors/total possible errors), is 

computed. All deviations from hypothesized response patterns are 

initially counted as observed errors; the total possible number of 

errors is N (the number of observations) times the number of items being 

scaled. A high CR value indicates both reliability (in the internal

consistency sense) and reproducibility (sec further discussion under 

"Reliability" below). Following guidelines suggested by Guttman (1944) 

and Edwards (1957), CR values of 0.90 or greater were accepted as 

evidence of the reliabilit.y and reproducibility of these items. 

It is also necessary to evaluate the extent to which each observed 

CR represents an improvement over its minimum pos~ible value, because CR 

can be large even when a truly cumuJative scale is not achieved. For 

this reason, the extent to t.'hich the observed CR represents an 

improvement over the minimum possible CR was examined. This minimal 

marginal reproducibility W~lR) is the smallest possible value of CR 

given the distributions of item responses. CR and N~lR are compared 
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using the coefficient of scalability, CS - (CR - I1I'1R)/(l - MMR). which 

indicates the propart ion of possible improvement in HI'IR that is achieved 

by the scale. The recommended standard for CS of 0.60 was accepted as 

evidence of scalability (Nie et al., 1975). 

To estimate missing responses for items in the Guttman scale, items 

were reviewed case by case. Inspection of the total pattern of 

responses across completed items in a given scale allows a "best guess" 

regarding the appropriate scale level to be assigned the respondent; 

substitute values were not assigned to individual items. 

RELIABILITY STUDIES 

Reliability of measurement refers to the extent to which measured 

variance reflects true score rather than random error. Reliability is a 

prerequisite to use of a score for any purpose. A reliability 

coefficient is an estimate of the proportion of total variance that is 

true score variance, as expressed in the following formula (from 

Kerlinger and Pedhazur, 1973): 

Reliability >= 1 - (V /V ), 
e t 

where Ve equals the error variance and V
t 

is the total measured 

variance. TI<.'o methods were used to study the reliability of the scales, 

depending on the method of scale construction: 

reproducibility. 

internal consistency and 

lnternal-Consi~tency Reliability 

The internal-con~istency method of estimating reliability applies 

to multi-item summated ratings scales. The reliability coefficient it 

yields is a function of two properties of scale items: (1) item 

homogeneity, or the extent to which the items share common variance; and 

(2) the number of items in the scale. The relationships among internal

consistency reliability, homogeneity, and scale length are shown in the 
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following formula (from Nunnally, 1978): 

(kr .. /1 + (k - l)r, .), 
11 11 

where r tt is the internal-consistency reliability of a score, k is the 

number of items used to compute the scale score, and r" is the average 
n 

inter-item correlation (Fiske, 1966; Tyler and Fiske, 1968). 

The internal-consistency approach was used to estimate reliability 

for all scales constructed using the ~1ethod of Summated Ratings, 

Internal-consistency estimates are considered acceptable to make group 

comparisons if they are 0,50 or above. Coefficients of 0.90 or greater 

would be acceptable for individual comparisons (Helmstadter, 1964). 

Reproducibility 

The concept of reproducibility--the degree to Io.'hich a person's item 

responses can be predict~d from knowledge of his total score--is closely 

related to reliability, and is thu~ an appropriate indicator of the 

reliability of Guttman scales. The cOf~fficient of reproducibility (CR), 

discussed with respect to Guttman Scalogram Analysis above, defines a 

special case of internal-consistency reliability, The 

internal-consistency of a group of items represents the degree to which 

they measure the same construct. If CR is high, a Guttman scale is both 

reprodUcible and internally consistent. If CR is low, either the scale 

is not internally consistent or is not cumulative, or is neither. As 

noted above. CR values of 0.90 or greater were accepted as evidence of 

the reliability and reproducibility of Guttman scales, consistent with 

Guttman (1944) and Edwards (1957). 

VALIDITY STUDIES 

In addition to being reliable, the validity of a meaSllre must be 

well understood before it can be used in testing hypotheses. Although 

reliability studies provide estimates of how much information (true 

score variance) is provided by a measure, validity studies are necessary 
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to determine I>'hat should be inferred about the meaning of scores. 

Unless a measure is judged valid, the scores it yields cannot be 

interpreted I>'ith confidence for purposes of hypothesis testing, and the 

measure cannot be used to advance theory (e.g., by studying 

relationships between the measure and other variables of interest). 

Three types of validity are identified by the American 

Psychological Association (1974): 

validity, and construct validity. 

Content Validity 

content validity, criterion-related 

Content validity refers to how well a measurement battery covers 

important aspects of the dimensions to be measured. Content validity 

was essentially esLablished by extensively reviewing the literature to 

identify all concepts relevant to coping, and by verifying this by 

talking Idth health professionals who work with seriously ill patients. 

Content validity at the item level Io.'8.S established when items were 

\o,'ritten; at least one item was to.'ritten to assess important aspects of 

each concept. 

Face validity, related to but distinct from content validity, 

Tl'fers to \o,'hat an item £lppears to measure from its m£lnifest content. To 

evaluate face valid,ity, the words used in each item were reviewed to 

determine their relevance and adequacy as descriptors of the construct 

being measured. 

Criterion-Related Validity 

Criterion-related validity is assessed by using a person's score on 

one measure to predict his score on some other measure referred to as a 

"criterion" (Anastasi, 1968 and Cronbach, 1970). Because well-validated 

measures that ~ould provide true score estimates are {lot available for 

the construct5 of interest, criterion-related validity studies were not 

performed for these measures. 
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Construct Validity 

Construct validity is assessed by examining the patterns of 

relationships between the measure being validated and measures of other 

variables theoretically related, or unrelated, to it. Validity is 

supported \o,'hen the associations show the direction and magnitUde of 

relationships hypothesized from theory. "'hen exceptions to hypotheses 

are observed and theory is well founded, validity should be questioned. 

lI'hen there is rcason to question both theory and measurement, drawing 

inferences about validity is more difficult. 

Construct validation usually relies on correlation coeffjcients as 

evidence of hypothesized relationships. Because of the shortcomings of 

a single criterion variable or the absence of an agreed-upon criterion, 

a network of relationships is examined. In this method, hypotheses are 

usually stated regarding the strength and direction of relationships 

that might be expected, based on findings reported in the literature and 

on thf'ory. 

One mnst keep in mind that construct validations cannot be assessed 

in a single study. Rather, findings from several studies, using 

different study populations and different methods of measurement, must 

be synthesized. If a similar association is observed between two 

concepts ill several studies, both the theory and the construct 

validation of the measures is supported. 

Because coping with serious illness is such a new research area, 

many relationship!> of interest have nOL been previously tested, and 

theory is not clear on the expected direction and magnitude of 

associat ions. Construct validity studies \o,'ere thus largely exploratory 

in nature. Nevertheless, a few tests can be devised based on the theory 

that does exist, and on findings of other investigators. 

The construct validity studies conducted here are of three types: 

(1) tests based on existing theory (e.g., that people with better social 

supports have better outcomes), (2) tests based on logic (e.g., that 

optimism should be associated with a favorable prognosis), and (3) 

reports of findings not previously studied (i.e., with which subsequent 

study results can be compared). The goal of this third type of 

validation is to describe the associaLions among the various coping 
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measures, identify any higher order dimensions that describe coping, and 

describe the associations among these higher-order dimensions. 

TWo basic criteria were used in these studies: (1) measures of 

different concepts within a particular dimension (e.g., anxiety, 

depression) should be significantly related to each other, and (2) 

measures within a dimension should be more highly related to each other 

than to measures of other dimensions (e.g., physical health). 

These criteria Io'ere assessed both visually (e.g., by examining 

matrices of intercorrelations among various measures) and by using 

factor analysis. Factor analysis can help determine the nature and 

number of dimensions that account for correlations among the measures. 

At this point, the unit of analysis was scales, not items. 
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V. SAHPLE CHARACTERISTICS 

SAMPLE SIZE 

The sample consisted of 158 subjects from the following sources: 

CANCER PATIENTS 
Live Today 15 
Bresler Center 6 
Dr. Van Scoy-Hosher 32 
Drs. Rosenfelt and Rosenbloom 7 
UCLA Bowyer Clinic 

Total Cancer Patients 

HI PATIENTS 
UCLA 
L.A. County/USC 

Total ~1I Patients 

TOTAL 

35 

95 

19 
44 

63 

158 

Of those 136 cancer patients who agreed to complete the 

questionnaire, 95 returned it (overall return rate of 70 percent). This 

rate is broken down by source of subjects as follows: 

Number '"/ho 
Initially 

Source Agreed 

Live Today 28 
Bres ler Center 7 
Dr. Van Scoy-~Iosher 38 
Drs. Rosenfelt and Rosenbloom 10 
UCLA 51 

Return Rate 
(%) 

54 
86 
84 
70 
68 
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The return rate for physician evaluation forms was 100 percent for 

Dr. Van Scoy-Hosher and Drs. Rosenfelt and Rosenbloom. For the 

remaining sample, the return rate was about 48 percent. 

SAHPLE CHARACTERISTICS 

A summary of sample characteristics for the cancer sample, the NI 

sample, and the total (combined) sample are shown in Table 3. 

The cancer sample is 75 percent female and 83 percent white, and 

the ~1I :;ample is 38 percent female and 49 percent white. The mean age 

of the cancer sample are about 50 and of the ~1I sample, 60. The mean 

years of education is about 14 for the cancer sample and 10 for the HI 

sample. About 37 percent of the cancer sample is working at a paid job, 

whereas about. 78 percent of the ~11 sample are doing so. Religious or 

spiritual beliefs arc at least somel<.'hat important to about 75 percent of 

the cancer sample and 71 percent of the HI sample. 

The tl<.'O samples are thus quite different, with the HI sample being 

older, less educated, having less income, and more likely to be male and 

nonl<.'hite t.han in the CElnCer sample. 
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Table 3 

SUMMARY OF SAMPLE CHARACTERISTICS 

Cancer Sample MI Sample Total Sample 
(N"95) (N"63) (N"158) 

Characteristic Number Percent Number Percent Number Percent 

Sex 

Female 71 74.7 24 38.1 95 60.1 
Male 24 25.3 39 61.9 63 39.9 

--

Total 95 100.0 63 100.0 158 100.0 

Race 

White 78 83.0 30 49.2 108 70.1 
Black 7 7.4 18 29.5 25 16.2 
Hispanic 6 6.4 11 18.0 17 11.0 
AE.ian 2 2.1 2 3.3 4 2.6 

Missing 1 2 4 --
Total 95 100.0 63 100.0 158 100. a 

~ 

Mean 49.58 59.69 53.60 
S.D. 14.28 12.34 14.39 
Range 20-87 26-87 20-87 

20-39 9 9.6 1 1.6 10 6.4 
30-39 19 20.2 2 3.2 21 13.5 
40-49 18 19.1 10 16.1 28 17.9 
50-59 19 20.2 14 22.6 33 21.1 
60-69 26 27.6 23 37.1 49 31. 4 
70+ 3 3.2 12 19.4 15 9.6 

Missing 1 1 2 
--

Total 95 100.0 63 100.0 158 100.0 

Years of Education 

Mean 14.36 10.21 12.74 
S.D. 2.95 4.49 4.15 
Range 6-23 2-20 2-23 

Less than 12 years 7 7.7 33 56.9 40 27.2 
12 years 26 28.6 8 13.8 35 23.8 
13 to 16 years 35 38.5 14 24.1 49 33.3 
More than 16 years 23 25.3 3 5.2 26 17.7 

Missing 4 5 9 

Total 95 100.0 63 100.0 158 100.0 
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Table 3 

Cont'd 

Cancer Sample MI Sample Total Sample 
(N=95) (N=63) (N=158) 

Characteristic Number Percent Number Percent Number Percent 

Income 

Less than $10,000 21 23.6 46 75.4 67 44.7 
$10,000 to .19,999 28 31.5 8 13.1 36 24.0 
$20,000 to "9,999 15 16.8 0 0.0 15 10.0 
.30,000 to .39,999 7 7.9 3 4.9 10 6.7 
$40,000 or more 18 20.2 4 6.6 22 14.7 

Missing 6 2 8 

Total 95 100.0 63 100.0 158 100.0 

Major Role Activity 

Working a paid Job 35 36.8 49 77 .8 84 53.2 
Unemployed 8 8.4 3 4.8 11 7.0 
Retired 16 16.8 16 2.5 32 20.2 
Disabled 24 25.3 17 27.0 41 25.9 
In school 1 1.0 1 1.6 2 1.3 
Keeping house 10 10.5 7 11.1 17 10.8 

ImEortance of Religiolls/ 
SEiritual Beliefs 

Very important 42 45.2 30 48.4 72 46.4 
Somewhat important 28 30.1 14 22.6 42 27.1 
Not very important 12 12.9 9 14.5 21 13.5 
Not at all important 11 11.8 9 14.5 20 12.9 

Missing 2 1 3 

Total 95 100.0 63 100.0 158 100.0 
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VI. BELIEFS ABOUT RECOVERY 

ITEH DESCRIPTION 

Twenty items asked what people believed affected their recovery. 

Five item groupings were hypothesized: 

(1) That thoughts and emotions can affect recovery 

(2) Health habits can affect recovery 

(3 ) Recovery i, up to chance 

(4 ) Recovery i, up to medical care 

(5) Recovery i, up to religious faith or God 

Items hYpothesized to measure each grouping are shown in Table 4 

for the cancer sample and Table 5 for the HI sample. Response choices 

for: each item were: (1) strongly agree, (2) agree, (3) not sure, (4) 

disagree, and (5) strongly disagree. 

SAHPLE DIFFERENCES 

The ~II sample consisted of 19 patients at UCLA I<.'ho completed the 

questionnaire at home, and 44 patients at L.A. County/USC tledical Center 

who were assisted by an interviewer. Some of the beliefs about recovery 

items were worded differently for the USC portion of the HI sample. 

Because the UCLA patients filled out the questionnaire at home, they 

received the same questions as the cancer sample. 

For these analyses, results will be presented separately for the 

cancer sample (N=95) and for the USC portion of the ~II sample (N=44). 

DESCRIPTIVE STATISTICS ON ITEBS 

~Ieans, standard deviations, and the number of missing responses for 

the 20 beliefs about recovery items are shown in Table 4 for the cancer 

sample and in Table 5 for the USC/HI sample. Frequency distributions 

for the items are shown in Table A.l in Appendix A. 



Table 4 

BELIEFS ABOUT RECOVERY ITe'MS AND SUMl'{ARY STATISTICS: CA!;CER SAMPLE (N~95) 

Item Grouping/Item 

Belief That Thoughts and Emotions Can Affect 
Recov .. ry 

1 Th .. more I tell mys .. 1f that I'm going to be 
be well, the more likely my body will heal. 

2 F .. eling happy wIll help my body heal. 

3 When I feel good about myself, I'm more 
lik .. ly to get better. 

4 Thinking a lot about how sick I am ~111 slow 
my recovery. 

5 1 find it hard to believe that my fcalings 
have any effect on my illness. 

6 Telling myself I'm going to get better has 
nothing to do with whether I do. 

Belief That Health Habits Will Facilitate Recovery 

Taking good ,,-are of myself is ilnpOI:tant in 
getting well. 

8 Well~balanced meals will help me get better. 

9 Regular exercise (like walking and bicy,,-ling) 
is not very important in helping me recover 
from my illness. 

10 Not getting enough sleep makes it hatder for 
me to get berrer. 

11 Relaxation techniques ~ill help me get well. 

12 There is not much I c.an do to help myself 
get well. 

Belief ,hal Illicovetv Is Not Up to Chance 

13 My geLt_tng ~ell has little or nothing to do 
;nth chance. 

14 Whether I recover is pretty much up to chance. 

Belief That Recovery Is Up to Medical Care 

15 Whether I get well depends on the help of 
do,,-tcrs and medicines. 

16 For diseases like mine, medical treatments 
can sometimes do as much harm as good.d 

l7 More than anything else, my recovery requires 
good medical cate.d 

Belief That Re,,-overy Is Up to God oT Religious Faith 

18 Prayer and religiOus faith can help me get 
better. 

19 My faith in God will help me recOver. 

20 It is up to God wheth"r I get well. 

a D Different 
S Same or essentially the same 

SD Slightly different 

Similarity 
to MI 

Samplea 

, 
, 
, 

Questionair .. 
Item Number 

V.14 

V.18 

V.22 

V.38 

V.31 

V.12 

V.28 

V.36 

V.32 

V.25 

V.15 

V.20 

,., 
v.lO 

V.26 

V.35 

Direction of 
Scoringb 

, 
, 
, 
, 

, 

, 
, 

, 

, 

, 

, 
, 
, 

Mean" 

1.96 

1.77 

1.89 

2.20 

3.56 

3.82 

1.42 

1.90 

3.56 

2.41 

2.28 

4.23 

2.64 

3.58 

2.19 

3.08 

1.98 

2.60 

2.56 

3.12 

S.D. 

1.06 

0.86 

0.89 

1.11 

1.34 

1.04 

0.73 

0.95 

1.25 

1.10 

1.04 

1.01 

1.18 

1.14 

0.98 

1.30 

1.08 

1. 35 

1.39 

1.41 

Missing 

, 
, 
4 

, 

, 
, 
, 
, 
, 
, 

4 

4 

, 
4 

, 
, 

bAn 'R' indicates that items must be recoded so a high score indicates that something aff"cts their tecov@ry. 
"Response choices were: i , , 

Strongly agr"-e 
Agree 
Not sure 

4 Disagre .. 
~ Strongly disagree 

dAdapted from Lau end Ware. 1981. 

(Percent) 

0) 

OJ 
(4) 

('l 

(4) 

''l 

m 
(') 

") 

(4) 

(4) 

(4) 

(') 

(4) 

(') 

,'> 
,» 
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Table 5 

BELIEFS ABOUT RECOVERY ITEMS AND SbHMARY STATISTICS: HI/USC SAMPLE (N~~~) 

Ie .... Grouping/ Item 

Belief That Thoughts and Emotions can Affect 
Recovery 

1 If 1 tell myself I'll get well, I will. 

2 reeling happy will help my body heal. 

3 When 1 reel good about myself, r 'to !IIO"" likely 
to g"-t better. 

4 Thinking a lot about how sick I am keeps tile 

from getttng better. 

I believe my feelings affect my illness. 

6 Tdling myself I'm not going to get better has 
nothing to do with whether I do. 

Belief That Health Habits 1.'111 Fadlitate Healing 

Taking good care of myself is important in 
gettiog well. 

8 Well balanced meals will help me get Leeler. 

Regular a><ercbe (like walHng and bicycling) 
Is not very important In helping m~ r<'eOVH 
from my llln@ss. 

10 It's harder for me to set better if 
g"-t enough ste,,-p. 

don't 

11 It 1 c<y to relax when I'm nervous. it will 
help me ~et well. 

12 There!s not 1lIUch I can do to help mys.df E~_t 
well. 

Hctier That ~ecovery Is Not UI> to Chance 

13 My s"-ttlng well has littl,,- or nothing to do 
with chance.d 

14 WhHher I recover is pre-tty much up to luck. 

Belief T.!>at !l.ecovery Is Up to Medical Care 

15 Whether I get well depen~s on the help of 
of doaors and __ di<:1nes. 

16 For 111n"ss"-5 like mine. medical treatments 
can sometimes do as much harm as good.d 

17 The 1DOat important thing in my recovery 16 
good _dical Care. 

Belief That ReCOVErY Is Up to God 

18 Prayer and religious faith can help me get 
better. 

19 My faith in Cod ..,111 help __ recover. 

20 It is up to God whether I get "ell. 

a n Different 
S Same 0< essentially the Mme 

SD Slightly different 

Similarity 
to Can~er 
Samplea 

, 
, 
, 
, 
, 
, 

, 
, 

, 

, 
, 

Quesdonnaire 
Item Number 

,., 
V.14 

V.18 

v.n 

'.J 
V.38 

11.31 

V.12 

V.28 

V.J6 

11.12 

V.25 

V.15 

V.20 

V.IO 

V.26 

V.35 

D!rection of 
Scoringb 

, 
, 
, 
, 
, 

, 
, 

, 
, 

, 

, 

, 

, 
, 
, 

'" 
1.86 

2.00 

2.13 

3.62 

3.78 

1.45 

1.71 

4.17 

2.70 

2.02 

4.05 

2.64 

3.M 

2.05 

3.50 

1.83 

2.57 

S.D. 

1.18 

0.90 

0.88 

1.34 

1.65 

1. 52 

0.67 

0.74 

1.19 

LIB 

0.83 

L~3 

1.48 

1. 36 

0.B9 

1.45 

0.93 

1.56 

1. 56 

1. 70 

hItems with an 'R' must be recoded so that a high .core indicates belids thn something affecU their recovery. 

cResponsc ~hoices were: 1 , Strongly agree 
Agree 

] Not Sure 
~ Disagree 
5 Strongly disagree 

dAdaPted from Lau and lIare, 1981. 

, 
, 

, 
, 

, 
, 
, 

, 

, 
, 

(Percent) 

'" 
'" 
'" 

'" 
'" 

'" 
'" '" 

(l6) 

'" 
'" 

'" 
'" 
p, 

'" 
'" 

'" 
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For the cancer and HI samples, all but two items were skewed 

indicating that people tend to believe that these various things affect 

their recovery and that it is not up to chance. One exception in the 

cancer sample was item 20, which was skewed in the direction of 

believing that it is not up to God whether they get well. One exception 

in the ~1I sample was item 5, which was skewed indicating that they 

believe their feelings do not affect their illness. 

Standard deviations in the cancer sample ranged from 0.73 to 1.41 

(median of 1. 10) and in the NI sample from 0.67 to 1.70 (median of 

1. 36) . 

All evaluation of the item frequency distributions (see Table A.I) 

revealed t.hat several items were quite skewed. Item 7 had more than 90 

percent of responses in the extreme two response choices in both 

samples. In the HI sample, items 15 and 17 had more than 85 percent in 

the extreme tlo.'O choices, and item R had more than 90 percent. 

The percent of mis~ing values per item ranged from 2 to 5 in the 

cancer sample (median of 3 percent) and from 4 to 16 in the HI sample 

(median of 4 pcrcant). [I J The number of missing items per person ranged 

from 0 to 20 in both samples. Ninety-two percent of the cancer sample 

and 93 percent of the ~!I sample had one or zero missing responses. 

A count of the number of agree and strongly agree responses (see 

Table 6) ranged from 0 to 16 in the cancer sample and 0 La 18 in the HI 

sample. A count of 13 in the cancer sample and 15 in the HI sample would 

be expected if people believed all these things affected their recovery. 

There appears to be no strong indication of acquiescent response set. 

[1) There weI:"e a large number of missing responses on item 10 in 
t.he NI sample; many people wrote iII beside this item "I do get enough 
sleep." This item thus needs revis.ion to clarify its hypothetical 
intention. 
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Table 6 

FREQUENCY DISTRIBUTION OF A COUNT OF AGREE AND STRONGLY AGREE 
RESPONSES TO BELIEFS ABOUT RECOVERY ITEMS 

Count 

a 
1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 

Total 

Cancer Sample (N=95) 

Cumulative 
Number Percent Percent 

1 1.0 1.0 
a 0.0 1.0 
3 3.2 4.2 
2 2.1 6.3 
2 2.1 8.4 
4 4.2 12.6 
5 5.3 17 .9 
6 6.3 24.2 
3 3.2 27.4 
8 8.4 35.8 
9 9.5 45.3 

12 12.6 57.9 
15 15.8 73.7 
11 11.6 85.3 
8 8.4 93.7 
5 5.3 98.9 
1 1.0 100.0 
a 0.0 100.0 
a 0.0 100.0 
a . 0.0 100.0 
a 0.0 100.0 

95 100.0 

Cumulative 
Number Percent Percent 

2 4.5 4.5 

a 0.0 4.5 
a 0.0 4.5 
a 0.0 4.5 
1 2.3 6.8 
a 0.0 6.8 
1 2.3 9.1 
a 0.0 9.1 
1 2.3 11.4 
4 9.1 20.4 
1 2.3 22.7 
8 18.2 40.9 
8 18.2 72.7 
4 9.1 81.8 
4 9.1 90.9 
2 4.5 95.4 
a 0.0 95.4 
2 4.5 100.0 
a 0.0 100.-0 
a 0.0 100.0 

44 100.0 
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NULTITRAIT SCALING ANALYSES 

CancGr Samp Ie 

A multitrait scaling analysis was performed on all 20 items, 

according to the item groupings hypothesized in Table 4. Items were 

recoded as ~pecified in Table 4. In the cancer sample, items 5 and 16 

correlated .21 and .19 .dll! their respective scales. These two items 

were excluded, and the analyses rerun. Results are shown in Table 7, 

and reliability coefficients are summarized in Table B. 

All item-total correlations in all scales equal or exceed 0.30, and 

all reliability coefficients exceed 0.50. 

In the thoughts and emotions scale, all items correlate highest 

with this scale than with any other scale. All items are probable 

successes. 

In the health habiLs scale, three of the six items correlate higher 

I<.'ith this scale than \o,'ith any other scale. Items 9, 11, and 12 

correlate as high or higher I<.·ith the thoughts and emotions scale. There 

are three probable succes~es and three probable failures in this scale. 

In the recovery no~_ ~ to chance scale, one of the two items (item 

14, recovery up to chance) correlates higher with the health habits 

scale. Ther!'. is thus one probnble success and one probable failure. 

In the recovery !:!l) to ~~dical care scale, both items correlate 

highest Idtll this scale and any other scale. Both items are scaling 

successes. 

In the ~eyO~'ery ~ to Go~ or religjous faith scale, all items 

corrplatc highest I>'ith this scale than any other, and all items are 

scaling successes. 

These results suggest that alLhough one can reliably assess the 

belief that thoughts and emotions can affect recovery, and that healt:h 

habits affect recovery, the two are closely related and may form one 

scale pertaining to LhR belief that the person can do things toward 

their recovery. 



Table 7 

ITEH-SCALE CORRELATION MATRIX OF BELIEFS ABOUT RECOVERY ITEMS; CANCER SAMPLE (N-~l) 

Item Grouping/Itema 
(abbreviated item content) "''' "" CHANCE MED GOD/REt ,"'AL 

Thoughts and Emotions Affect Recoverl (EMOT) 

1 Telling myself going to be well helps .70 • .63 .35 .25 .14 .69 • 
2 Feeling happy helps .74 • .73 .52 .D9 .45 .79 • 

• • 3 Feeling good about self helps .81 .71 .42 .22 .34 .76 
4 Thinking how sick I am slows recovery .59 • .53 .37 .26 .18 • .57 

6 Telling myself I'll be better doesn't help .45 • .47 .26 -,01 .27 .46 • 
Health Habits Will Facilitate Recoverl (HH) 

7 Taking care of self important .67 .72 • .47 .23 .37 .75 • 
8 Well-balanced meals help .68 • .81 .44 .19 .36 .76 • 
9 Regular exercise not important .40 .40 • .23 -.01 .07 .14 • 

1D Not enough sleep makes it hard .40 . 51 • .16 .09 .11 .42 '" 

11 Relaxation helps • .01 .32 • ~ 
.75 .65 .45 .69 w 

12 Not much I can do to help myself .53 .47 • .48 .21 .08 .50 • 
Recovery Not Up to Chance (CHANCE) 

13 Getting well nothing to do "'ith chance .39 .36 .40 • • .09 .28 .44 
14 Recovery up to chance .42 .47 .40 • • -.05 .19 .44 

Recoverl UI:! to Medical Care (MED) 

15 Recovery depends on doctors and medicines .13 .10 .03 • • .70 .05 .17 
17 Recovery requires good medical care .25 .18 .03 • • .70 .19 .29 

Recover~ UI:! to God/Religious Faith (GOn/REt) 
• • 18 Prayer, religious faith can help .40 .36 .37 .06 .82 .58 

19 My faith in God will help .45 .14 .34 • • .14 .83 .59 
20 It's up to God whether I get well .22 .11 .07 .14 .72 • • .33 

"'Indicates coefficient corrected for overlap. 

altern number from Table 4. 

Note; Standard error is 0.10. 
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Table 8 

RELIABILITY (RTf) ANU HOHOGENEITY (Rn) COEFFICIENTS 

FOR BELIEFS ABOUT RECOVERY SCALES: CANCER SMlPLE (N=91) 

Number 
Scale of Items r

tt 
r .. 

" 
Thoughts and emotions affect recovery 5 .84 .52 
Health habits affect recovery 6 .81 .41 
Recovery not up to chance 2 .57 .40 
Recovery up to medical care 2 .82 .70 
Recovery up to God/religious faith 3 .89 .74 
Total 18 .88 .30 

m Sample 

A multitrait scaling analysis was performed on all 20 items, 

according to the item groupings hypothesized in Table 5. Items 5,7,8, 

10, 13, and 14 corrp.lated -0.14, 0.11, 0.13, 0.00, -0.01, and -0.01 with 

their respective scales. These were eliminated and the analyses rerun. 

(This meant eliminating the chance scale entirely.) 

Results are shO\<in in Table 9, and the reliability coefficients are 

summarized in Table 10. All reliability coefficients equaled or 

exceeded 0.50. 

For the thoughts and emotions scale, all but one item-total 

corrr!lation equaled or exceeded 0.30, and all but one item correlated 

highest Idth this scale than Idth any other scale. Item 4 (thinking how 

sick I am keeps me from getting better) correlated higher with the 

health habits scale. There are five probable successes and one probable 

failure for this scale. 

For the h~ltl~ habits scalf!, tl.,'O of the three item-total 

correlations equaled or exceeded 0.30, and these same two items 

correlated highest \oiith this scale than any ot..her scale. Item 11 

(relaxing to.'hen nervous will help) correlated higher with the thoughts 

and ernot ions sea Ie. There is one sca I ing success, one probab 1 e success, 

and Olle probable failure in this &cale. 
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Table 9 

ITEH-SCALE CORRELATION NATRIX OF BELIEFS ABOUT RECOVERY ITnIS: 
I'll SANPLE (N=42) 

Item Grouping Item8 

(abbreviated item content) 

THOUGHTS AND El'1OTIONS AFFECT RECOVERY (EHOT) 
1 I tell myself I'll get well I will 
2 Feeling happy I.'ill help 
3 Feeling good about myself helps 
4 Thinking how sick I am doesn't help 
6 Telling myself going to get better 

doesn't help 

HEALTH HABITS AFFECT RECOVERY (HIl) 
9 Regular exercise not important 

II Relaxing will help 
12 Not much I can do to help 

RECOVERY UP TO ~IEDICAL CARE (~lED) 

15 Recovery depends on doctors and 
medicines 

16 Hedical tre8tm£lnt can do harm 
17 Recovery depends on good medical care 

RECOVERY CP TO GOD/RELIGIOUS FAITH (GOD/REL) 
18 Prayer, religious faith helps 
19 Faith in God helps 
20 It's up to God whether I get well 

NOTE: Standard error is 0.13. 
,', 

E~10T HH m:D GOD/REL 

.43* - .03 

.62'~ .39 

.49'" .27 

.27'" .30 

.44'" . 24 

.16 

.04 

. 18 

.15 

.14 

.05 

.40 

.32 

.35'" .01 

.27'" -.12 

.38':: .11 

.31 

.36 

.33 
- .05 

.40 

.09 

.11 

.04 

.20 

.06 

.26 

.06 
-.04 

.08 

.61'" -.04 

.36~' -.16 

.39'" . 00 

.30 
,43 
. 39 

.08 -.12 

.14 -.13 

.07 -.06 

. 83", 
, 93'~ 
.89'';-

Indicates coefficient corrected for overlap. 

altern number from Table 2. 

TOTAL 

· 39'';
, 59", 
, 53", 
· 22'" 

• 53'" 

· 15", 
· 28'" 
· 28'" 

.23':: 
· OO'~ 
.24": 

.48", 
· 61'" 
.56* 
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Table 10 

RELIABILITY (RTf) AND HmlOGENEITY (R
II

) COEFFICIENTS 

FOR BELIEFS ABOUT RECOVERY SCALES: HI SAHPLE (N""41) 

Number 
Scale of Items r

tt 

Thoughts and emotions affect recovery 5 .67 
Health habits affect recovery 3 .50 
Recovery up to medical care 3 .61 
Recovery up to God/religious faith 3 .94 
Total 14 .74 

r .. 
H 

.29 

.25 

.34 

.85 

.17 

For the recovery ~ to medical care scale, all item-total 

correlations equal or exceed 0.30, and all items correlate higher with 

this scale than any other scale. There are one scaling success and two 

probable successes in this scale. 

For the !:~covery ~ to God or religious l_a~~JI scale, all item

total correlations exceed 0.30, and all items correlate highest with 

this sCille than any other. All three items are scaling succeSSHS. 

PRT~CIPAL CO~!PO!\E\'TS A)jALYSES 

~~ncer __ §am~ 

The product-moment correlations among the (unrecoded) beliefs about 

rccover-y items are shOl·m in Table B.l in Appendix B for the cancer 

sample. A princip!ll components analysis was performed on all 20 items, 

using a varimax rotation. Five factors had eigenvalues greater than 

one, and each predicted more than 5 percent of the variance. A scree 

test confirmp.d that five factors should be rotated. In this solution, 

the first fllctor p(;rtained to a belief that thoughts, emotions, and 

heaIt-1t habits facilitate healing. However, item 5 did not have its 

highest loading on this factor. The third factor pertained to recovery 

up to merii(;al care, exC{~pt item 16 did not load on this factor. Because 

items 5 and lb were e1 iminated from their hypothesized scales in the 

multitrait scaling a.nalyses, they wr;re eliminated from this analysis, 

and it Io.'as rerun. 
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A principal components analysis was performed on the remaining 18 

items. Four factors had eigenvalues greater than one, each explaining 

more than 5 percent of the variance. A scree test confirmed that four 

factors should be rotated. Resul ts are shown in Table 11. Sixty-seven 

percent of the variance. was explained. 

Factor one is a belief that thoughts, emotions, and health habits 

ean faei litate recovery. It essentially is a combination of all items 

in the thoughts and emotions and health habits scales. 

The second and third factors correspond exactly to the recovery up 

to God or religious faith and the recovery up to medical care scales. 

Fa'ctor four is a recovery not up to chance factor, but item' 12 (not 

much I can do to help myself) is added to this factor, whereas in the 

multitrait scaling analysis it is included in the health habits scale. 

It does have a moderate secondary loading on the first factor. 

Essentially, these results confirm the scales derived during the 

multitrait scaling analyses, although they suggest that the thoughts and 

emotions and health habits scales might be combined. 

HI Sample 

The product-moment correlations among the Cunrecoded) beliefs about 

recovery items are shown in Table B.2 in Appendix B for the MI sample. A 

principal components analysis \>.'as performed on all 20 items and seven 

factors had eigenvalues greater than one, each explaining 5 percent or 

more of the variance. A scree test confjrmed that seven factors should 

be rotated. Factor five consisted of items 1 and 6, which aTe direct 

opposites of each other. These ",ere therefore combined into a single 

variable "telling myself," scored so that a high score indicates a 

belief that telling myself I'll get better Idll help. 

Because the t\o.·O chance items (items 13 and 14) did not load on the 

same factor, and because these were eliminated from the multitrait 

scaling analysjs, it \.;as decided to exclude them from the prinCipal 

components analysis. The analysis was rerun excluding items 13 and 14, 

and combining items 1 and 6. 
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Table 11 

CORRELATIONS OF BELIEFS ABOUT RECOVERY ITEHS 
WITH ROTATED PRINCIPAL COMPONENTS: 

CANCER SMIPLE (N=95) 

Component 

Item Grouping/ltema 

(abbreviated item content) 

THOUGHTS, HIOTIONS, HEALTH HABITS 
AFFECT RECOVERY 

8 Well-balanced meals help 
3 Feeling good about self helps 

11 Relaxa~ion helps 
10 Not enough sleep makes it hard 

2 Feeling happy helps 
7 Taking care of self important 
1 Telling myself going to be well helps 
9 Regular exercise not important 
6 Telling myself 1 '11 be better 

doesn't help 
4 Thinking hot,.,' sick I am slows recovery 

RECOVERY UP TO GOD, REI,fGlOUS FAITH 
20 It's up to God t,.,'hether I get we 11 
19 Ny faith in God will help 
18 Prayer, religious faith can help 

RECOVERY UP TO ~!EDICAL CARE 
15 Recovery depends on doctors 

and medicines 
17 Recovery requires good medical care 

RECOVERY !\OT UP TO CHANCE 
13 Getting well nothing to do with chance 
14 Recovery up to chance 

I 

.79 

.74 

.72 

.70 

.68 

.67 

.67 
- . 61 

-.58 
.55 

12 Not much I can do to help myself -.42 

Percent of variance explained 27 

II 

.31 

.89 

.88 

.87 

15 

NOTE: Only coefficients above [0.23[ are reported. 

altern number from Table 2. 

III 

.24 

.29 

.91 

.88 

IV 

.25 

.34 

.36 

.46 

.35 

.28 

.36 

.75 
-.74 

-.25 -.59 

11 14 

.73 

.73 

.69 

.51 

.77 

.67 

.61 

.39 

.40 

.52 

.83 

.87 

.84 

.82 

.82 

.62 

.62 

.60 
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Six factors had eigenvalues greater than one, each explaining more 

than 5 percent of the variance. A scree test confirmed that six factors 

were appropriate, so six were rotated. 

In this solution, the first and third factor corresponded to the 

recovery up to God/religious faith and the recovery up to medical care 

scales. However, the remaining items were scattered about on the other 

four factors. It was was therefore decided to perform a principal 

components analysis on the items retained in the multi trait scaling 

analysis. Results are sholom in Table 12. Four factors had eigenvalues 

greater than one, each explaining more than 5 percent of the variance. 

A scree test confirmed that four factors should be rotated. These four 

factors explained 68 percent of the variance. 

The first factor corresponds to the recovery up to God, religiOUS 

faith scale except that items 1 and 6 (telling myself I'll get well 

helps) loaded on this factor. 

The second factor includes three of the four thoughts and emotions 

items, but has in addition item 11 pertaining to relaxing. 

The third factor corresponds exactly to the recovery up to medical 

care scale. 

The fourth factor includes two of the three health habits items. 

DESCRIPTION OF SCALES 

Cancer Sample 

All scales derived during the multitrait scaling analyses were 

retained. Although the principal components analysis suggested that 

thoughts and emotions and health habits should be combined, this can be 

done during the higher-order analyses. 

Summary statistics for the five scales and for the total scale are 

shown in Table 13. Product-moment correlations among the scales are 

shown in Table 14. An evaluation of the frequency distributions of the 

scales (not presented) revealed that the recovery up to medic~l care 

scale is very skewed (42 percent of responses are in the highest two 

scores); the thoughts and emotions scale is moderately skewed (25 

percent of responses are in the highest tlo'O scores); the recovery up t.o 

God or religious faith is moderately skewed (23 percent are in the 
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Table 12 

CORRELATIONS OF BELIEFS ABOUT RECOVERY ITEMS 
IHTH ROTATED PRINCIPAL COHPONENTS: 

~II SAHPLE (N=44) 

Component 

Item Grouping/Item 
a 

(abbreviated item content) I II [II 

RECOVERY UP TO GOD, RELIGIOUS FAITH 
19 Faith in God helps .96 
20 It's up to God whether I gilt well .92 
18 Prayer, religious faith helps .89 
1+6 Telling myself I' 11 get well helps .55 .30 .26 

THOUGHTS AND E~IOTIO\'S AFFECT RECOVERY 
4 Thinking how' sick I am doesn't help .71 
3 Feeling good about myself helps .34 .69 
2 Feel ing happy will help .40 .68 

11 Relaxing I<.'ill help .68 

RECOVERY UP TO ~IEDICAL CARe 
15 Recovery depends on doctors 

and medicines .88 
16 ~Iedical treatmr~nts can do harm .24 -.74 
17 Recovery depends on good medical 

care .42 .65 

HEALTH HAB ITS AFFECT RECOVERY 
9 Regular exercise not important 

12 Not much I can do to help .33 

Percent of variance explained 24 18 15 

-
NOTE: Only coefficients above 10.231 are reported. 

a Item number from Table 1. 

IV h
2 

.93 

.86 

.82 

.46 

.57 

.62 

.66 

.56 

.78 

.63 

.62 

.87 .76 

.68 .60 

10 
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Table 13 

SUmlARY STATISTICS FOR BELIEFS ABOUT RECOVERY SCALES; 
CAt\'CER SMIPLE (t\'=91) 

Number 
Scale of It.ems ~Ieans 

Thoughts and emotions affect recovery 5 19.98 
Health habits affect recovery 6 23.72 
Recovery not up to chance 2 6.99 
Recovery up to medical care 2 7.86 
Recovery up to God, religious faith 3 9.70 
Total 18 68.25 

Table 14 

S.D. 

3.86 
4.38 
1.91 
1. 87 
3.74 

11. 36 

PRODLJCT-~IO:'!El\T CORRELATIONS MIONG BELIEFS ABOUT RECOVERY SCALES; 
CAKCER SMIPLE (K=91) 

Scale 1 2 3 4 5 

Thoughts 'nd emotions affect recovery (.84)a 
Health habits affect recovery .77 ( . 81) 
Recovery not up to chance .48 .49 (.57) 
Recovery up to medical care .21 . 15 .03 (.82) 
Recovery up to God, religious faith .39 .30 .28 . 13 ( . 89) 
Total .88 .85 .62 .34 .64 

aReliability coefficients are on the diagonal. 

highest t~'o scores); and the recovery not up to chance is skewed 

(14 percent of people have the lowest score). In other words, only the 

health habits affect recovery scale is normally distribut.ed. 

6 

.88 
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HI Sample 

All scales derived during the multitrait scaling analyses were 

retained. Summary statistics for the scales are shown in Table 15 and 

product-moment correlations among the scales are shown in Table 16. 

Evaluation of frequency distribution of the scales (not shown) 

revealed that the recovery up to God or religious faith scale was very 

skewed (40 percent of people had the highest two scores) and the 

recovery up to medical care and health habits scales were slightly 

negatively skewed with people tending to get high scores. 
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Table 15 

SUMMARY STATISTICS FOR BELIEFS ABOUT RECOVERY SCALES: 
~11 SAHPLE (N=42) 

Number 
Scale of Items Neans S.D. 

and emotions affect recovery 5 19.11 3.85 
Health habits affect recovery 3 12.21 2.48 
Recovery up to medical care 3 11.62 2.49 
Recovery up to God, religious faith 3 10.64 4.52 
Total 14 53.58 8.47 

Table 16 

PRODUCT-~IO~IEr-.:T CORRELATIONS A~IONG BELIEFS ABOUT RECOVERY SCALES: 
HI SANPLE (N=42) 

Scale 1 2 3 4 5 

Thoughts 'nd emotions affect recovery (.67)a 
Health habits affect recovery .34 (.50 ) 
Recovery up to medical care .20 .02 ( . 61) 
Recovery up to God, religious faith .39 .10 -.11 ( . 94) 
Total .82 .51 .33 .71 (.74) 

aReliBbility coefficients are on the diagonal. 
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VII. ATTRIBUTIO~ OF CAUSES OF ILLNESS 

Eleven items assessed a variety of attributions regarding the cause 

of the illness. These items are shown in Table 17, along with means and 

standard deviations and the. number missing in each it.em. (Frequency 

distributions for the items are shown in Table A.2 in Appendix A). 

All but one item were skewed in the same direction in the two 

samples, indicating that all these people tended to attribute their 

illness to pollutants and stresses, or they indicated they did not know. 

Respondents tended to disagree with most items. In the HI sample, 

people tended to believe they might have brought the illness on 

themselves, whereas in the cancer sample, people tended to disagree with 

this statement. 

Information all "Lh~se items is summarized in Table 18 according t.o 

the percent of people who agreed (strongly agree or agree responses), 

were not sure, or disagreed (strongly disagree or disagree responses). 

Seventy~onc percent of the total sample (77 percent of the cancer 

sample and iSl percent of the NI sample) agree that they don't really 

knol>; why they got this illness. 

l\inety-fiv(~ percent of the tOlal sample (94 and 98 percent of the 

cancer and NI samples, respectively) disagree that they caught the 

illness from someone else. 

The three highest percentages of "agree" responses in t.he cancer 

sample (other than the "don't really knOl./' item) I>,'ere: (1) stresses in 

my life (34 percent), (2) pollutants (34 percent), and (3) brought the 

illness aT! myself (22 percent). 

The four highest percentages of "agree" responses in the ~1I sample 

were: (1) brought the illness on myself (53 percent), (2) stresses in 

my ]ife (52 percent), (3) God's ~.;i1l (44 percent), and (4) po1lutants 

(40 percent). 

People in the tIl sample were more willing to make attributions of 

all kinds. For ncarly all items, percentages of "agree" responses were 

greater for the ~Il sample than for the cancer sample. 

No further scaling studies were performed on these items. 



Table 17 

ATTRIBUfION OF ILLNESS ITEMS AND SIlHMAIlY STATISTICS 

Cancer Sa~le ( .. 95) HI S811.ple (!+o63) Total S-.p1e (1+0158) 

Queationnaire Number. Number Number 
ltelQ Hell Number .... S.D. Milling (Par~ent) "'~ S.D. Missing (Percent) .... S.D. HiaBing (Parcent) 

1 Getting this illness waa due to V., 
bad luck 

~.Ol 1.21 2 (2) 3.85 1.~7 1 (l) 3.95 1.32 l (3) 

2 I may have brousht thia illnelll V.U 
on myself 

3.S3 1. 23 1 (3) 2.13 1.46 1 (J) 3.22 1.38 • (4) 

1 Some pollutant auch aa amog. V.17 2.83 0.93 1 (3) 
chemicals, or food additives 

2.95 1.33 2 (3) 2.118 1.U l (1) 

contributed to my illneaa 

4 My tUoess was brought on by the v.n 2.96 1.17 4 (4) 
strene, in my life 

2.69 1.25 4 (0) 2.85 1.21 • (l) 

l My tUnesa 18 IDOstly hereditary 
(inherited) 

V.24 3.85 1.12 4 (4) 4.03 1.22 1 (J) 3.92 
00 

1.16 7 (4) ~ 

• My iUnesa may be a puniahment V.29 
for so~thiog I've done 

4.44 0.86 4 (4) 3.81 1.34 4 (') 4.20 1.11 • (l) 

7 My illnellil is God '. will V.40 3.76 1.26 • (6) 3.24 1.64 4 (0) 3.55 1.44 10 (0) 

• 1 caught my illneaa frolll 101lleOne V.33 4.67 0.76 3 (3) 4.88 0.45 1 ( 5) 4.76 0.66 • (4) else 

, My 1Uneaa lIIlIy hava been caused by V.41 4.21 1.00 3 (3) 
something I lite 

4.l2 1. 33 4 (0) ~.17 1.14 7 (4) 

10 I don't really know wby I got thb V.U 2.01 1.06 4 (4) 
illness 

2.52 1.52 4 (0) 2.21 1.28 • (J) 

11 My illness may have been caulled by V.44 3.94 1.05 4 (4) 4.43 1.09 1 (J) 4.14 1.09 7 (4) 
dr~gs or medications 

Note: Response choices were: 

1 Strongly agree 
2 II Agree 
1 Not sure 
4 Ohsgree 
5 Strollgly disagree 
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VIII. ATTITUDES ABOUT DEATH 

ITEM DESCRIPTION 

Thirteen items assessed attitudes about death. Five item groupings 

were hypothesized: acceptance of death, thinking about death, 

religious/spiritual perspective on death, right to die, and thinking of 

dying changed living. The items and item groupings are shown in Table 

19. Response choices for all 13 items were; (1) strongly agree, (2) 

agree, (3) not sure, (4) disagree, and (5) strongly disagree. 

DESCRIPTIVE STATISTICS ON lTENS 

The mean, standard deviation, and number of missing responses for 

the 13 items are shot..'n in Table 19 for both the cancer and the HI 

samples as well as for the total sample. The frequency distributions 

for these items are shot..'n in Appendix A, Table A.3. 

The five acceptance ~f ~e_~th items are nearly all sket..'ed--i.e. 

mean respomie~ al"C Lo thf'. side of the response scale midpoint indicating 

an accepting attitude toward death. This is true for both samples, but 

the skGl . .mcss is more pronounced in thp. HI sample. The three thinking 

about death items are skewed in the HI sample indicating these people 

avoid thinking about their death. In the cancer sample, items 6 and 7 

are similarly skewed, but item 8 is skewed in the other direction 

indicating they tend to think about their death. Both items assessing a 

religiou~/spiritual persp'~ct:i'.'.~ on death are skewed. The skewness 

indicat<:lS (for both samples) that t.hese people tend to believe in life 

after death and they also tend to have a religious or spiritual 

perspective on death. The two right to die items are skewed indicating 

that people tend to believe in a person's right to decide to die. The 

one item on thinking about dying has changed views about living is 

skewed in opposite directions; The cancer sample tends to agree whereas 

the ~11 sample tends to disngree t..'ith this item. 

A count of the number of "agree" and "strongly agree" response~ 

made by each respondent indicated no tendency toward acquiescent 

response set--i.e., 98 percent. of each sample had a count of 9 or less 



tabh 19 

AfTTTt:DES ABOUT DEATII ITEMS AND SUHlIi\RY STATISTICS 

CIIneer Sarnpla (Nq 95) 

Direction of questionnaire Number 
Item GroupIng/He", Soortnga It"",lIufllber Heanb S.D. Missing (Penent)O 

Acuptanee of Death 

It is difficult for Ole to accept the fact 
that I ""'y db. fro .. this illness. 

2 When 1 think aboot my Own dHth T get 
very angry. 

3 Thinking about dying mahs me d~pres.ed. 

I have a cal .. and accepting attitude 
tOlo1ard my own death. 

Tbe fur of dying ia vHy much "itb me. 

Thinking About Deatb 

• 

• 

find it best nOt to tbl.nk too ",uch 
ab()ut dying. 

,"void thinking about my """ duth. 

hav~ thought a lot about my 0"" death. 

hlisioue/Spiritual p~r."pective on Death 

9 In sorne fotm I believe that there i. 
life after duth. 

10 bave a rellgious ()r spiritu .. l pHspec
tive on death . 

..Ma.h.t ~o Die 

11 A person should have the right ~o decide 
t() die. 

12 We should prolong life at any cost. 

Thinking of [)Y.1..!1-.s .Changed Vi~ws ()f Living 

13 Thinking "",re about dying has ~bangEd my 
vlew8 about how 1 l1v ... 

• 

• 

• 
• 

• 

, 

u 

V.19 

V.31o 

V.39 

V.43 

,., 
V.27 

v.]] 

,., 
V.U 

V.16 

V.30 

V.B 

]. 08 

3.77 

3.05 

2.71 

3.56 

2.24 

2.98 

2.70 

Z.33 

.'0 

2.04 

3.66 

2.38 

1.1,0 

1. 15 

1. 26 

1.14 

1.21 

1. 16 

1.21 

1.21 

1.41 

1. 29 

1.15 

1. 28 

1. 20 

, 
, 

, 
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, 

, 

, 

, 
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(n 
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'n 

0) 

") 

'" 
") 

(I,) 

'" 
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'n 

HI Sample eN-6]) 

Numbe< 
Meanb S.D. MiSSing (P .. rcent)d 

3.65 L45 

4.50 0.95 

4.00 1.01 

2.03 0.91 

4.52 

2.31 

." 
"" 
2.82 

2.59 

2.17 

3. S3 

3.42 

1. 0] 

1.46 

1.106 

1.19 

1. 52 

1. 62 

1.24 

1. 57 

1.33 

, 
, 

; 

, 
, 

, 

(;, 

'" 
(" 

(0) 

") 

,., 
(n 

'" 
'n 
('l 

'" 
'" 
''l 

"u",ber 
Haan b S.D. Hi"sing (Perc.:!"t) 

.n 

4.00 

3.42 

2.45 

3.94 

2.67 

2.85 

3.14 

2.52 

2.47 

2.09 

3.61 

2.79 

1.4,\ 

1.15 

'" .w 

J..23 

1. 2B 

1. ]2 

1.11 

1.47 

1.4] 

1.18 

1.40 

1. ]5 

• 

• 

• 

'') 

(0) 

'" 
0' 

'') 

'" 
'" '" 
(0) 

'" 
(!o) 

'" 
''l 

SIte"", with an 'R' moat be recorded so that a higb sCore indicates tIIOre acceptance, thinking. religious peropec~tv~., belief In right to dl .. , or Changed views. 

bR.o.sponlle choices: Strongly agree 
2 Agre .. 
3 Not Au .. e 
4 Dhagree 
S Strongly dioBgne 

cOne person did n()t complete any of the"~ items. 

dThree people did ~ot complete any of thHe items. 

00 
en , 
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of the 13 items, and the maximum number of agree/strongly agree 

responses was 11 in the cancer sample and 10 in the HI sample. The 

frequency distribution of these counts is shown in Table 20. 

Standard deviation for the 13 items are summarized as follows: 

LOIo.'est Highest Number 
Sample Value Value ~ledian 1+0.2 

Cancer 1.1 1.4 1.2 8 
til 0.9 1.6 1.4 5 
Total 1.1 1.5 1.3 4 

In an evaluation of the item frequency distributions (see Table A.3, 

Appendix A) three items in the HI sample were quite skewed, one (item 4) 

with 85 percent of responses in the extreme two choices, and tlo,'O (items 

2 and 5) with 90 percent or more ill t.he extreme two choices. None of 

the items in the cancer sample were skewed to this extent. These 

findings suggest that data for the cancer sample are more normally 

distributed than those for the NI sample. 

The number of miSSing responses per item ranged from 3 to .5 percent 

in the cancer sample (median of 4 percent) and from 5 to 8 percent 

(median of 5 percent) in the ~II sample. A count of the number of 

miSSing items per person revealed that three people in the HI sample and 

one person in the cancer sample did not complete any of these items. 

A count of the number of "not sure" responses made by each 

respondent did not indicate a tendency to check this midpoint response. 

The maximum number of "not sure" responses made by anyone was 4 in the 

cancer sample and 7 ill the ~II sample. 

~lULTITRAIT SCALI1\G Al\ALYSES 

~lultitrait scaling analyses were performed on the 13 items recoded 

as indicated in Table 19. The item-scale correlation matrix for the 13 

items and the hypothesized item groupings is shown in Table 21 for both 

samples and for the total sample. 
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Table 20 

FREQUENCY DISTRIBl1!rON OF A COUNT OF THE NUMBER OF AGREE AND STRONGLY 
AGREE RESPONSES TO THE ATTITUDES ABOUT DEATH ITEMS 

cancer Sample (N-95) HI Sample (N-63) 

Cumulative Cumulative 
Count Number Percent Percent Number Percent Percent 

0 1 1.0 1.0 3 4.8 4.8 
1 0 0.0 1.0 0 0.0 4.8 

2 3 3.2 4.2 3 4.8 9.5 
3 7 7.4 11.6 9 14.3 23.8 
4 10 10.5 22.1 5 7.9 31.7 
5 13 13.7 35.8 17 27.0 58.7 
6 19 20.0 55.8 11 17.5 76.2 

7 20 21.0 76.8 6 9.5 85.7 
8 16 16.8 93.7 5 7.9 93.6 
9 4 4.2 97.9 2 3.2 96.8 

10 1 1.0 98.9 2 3.2 100.0 

11 1 1.0 100.0 0 0.0 100.0 

12 0 0.0 100.0 0 0.0 100.0 

13 0 0.0 100.0 0 0.0 100.0 



Table 21 

ITEM-SCALE CORRELATION MATRIX OF ATTITUDES ABOUT DEATH ITEMS 

• Cancet" S~le (N-94) Ml Sample (N-60) Total Sample (N-1S4) 
Item. Grouping/Item 

(abbt"eviated item content) ACCEPT THINK RELIC lUGHT ACCEPT THINK REJ.rG RIGHT ACCEPT THINK RELIG RIGHT 

Acceetance of Death (ACCEPT) 

1 Difficulr to accept I may die .42 • .34 • -.05 .18 .53 .38 .05 .2& .48 • .30 .OJ .20 , When think. of own. death get angry .62 • .08 .05 .OJ • .56 .OJ .1) .18 .65 • -.03 .05 .06 

3 Thinking of dying makes me depreased .61 • .0' • .01 .06 .65 .26 .10 .24 .6) • .07 .D> .11 

4 Calm attepting attitude of death .56 • .09 -.01 .0' • .56 .25 .32 .23 .60 • .0) .07 .09 , Feat" of dying .47 • -.20 .17 .03 • .45 • -.08 .13 .0' .54 -.23 .09 .01 

Thinking. About Death (THINK) 

6 Don't think about dying .22 .48 • .04 .09 .2& .58
10 

.02 .28 .22 .49 • .03 .17 
) Avoid thinking about death .10 .60 • .0) .29 .34 .56 • -.10 .38 .13 .59'" .01 .33 

• Thought a lot about death -.04 .45'" .09 .26 -. 06 .24'" .00 .02 -.21 • 35'" .09 .17 

ReligiousLSEit"itUal Persl2ective on 
~ 

Death (RELlG) ~ , Believe in life after death .05 .0' .78'" -.27 .11 -.05 .65'" -.19 .01 .0' .121< -.23 

10 Have religious/spiritual perspective .0' .11 .78" -.2& .23 -.02 .65" -.25 .08 .0) .121< -.25 

Right to Die (RIGHT) 

11 Peraon has right to die .10 .15 -.3& .47'" .11 .05 -.15 .19'" .08 .11 -.26 .34" 

12 Should prolong life st any cost .0) .31 -.14 .47'" .29 .39 -,22 .19'" .14 .35 -.17 .34" 

Thinking About Qring. Changed Views of 
Living 

13 Thinking about dying chsnged views -.27 .21 -.34 -.08 -.27 -.19 -.15 -.26 -.38 .12 -.28 .0' 
of living 

• Indicates coefficient is corrected for overlsp. 

sItem number from Table 1. 

Note: Standard errors are 0.10 (Cancer Sample), 0.13 (111 Sample), and 0.08 (Total Sample). 
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For the acceptance of death scale, all item-total correlations in 

all samples equaled or exceeded 0.30; all items in all samples correlate 

higher with this scale than with any other scale. Thus the first two 

muiltitrait scaling criteria are satisfied. In this scale, all five 

items were scaling successes in the total sample (i.e., correlations of 

the it.ems \>-"ith the scale score were more than two standard errors 

different from the correlation of the item with any other scale). 

For the thinking about deat.h scale, all jtem-total correlations 

equaled or exceeded 0.30 in the cancer sample and the total sample, but 

only two items did so in the HI sample (item 8 correlates only 0.24 with 

this scale). All items in all samples correlate higher with this scale 

than with any other scale. There were two scaling successes and one 

probable success in the total sample for this scale (see Table 21). 

For the two-item ~!&ht to die scale, only the item-total 

correlations in the cancer sample and the total sample equal or exceed 

0.30. There are no scaling successes ill this scale; in fact, there are 

h,-o scaling errors for item 12 (one in the I'll sample and one in the 

total sample) (see Table 21). 

For Item 13, \.,'hich was hypothesized as a single item, an 

inconsistent pattern of item-total correlations was observed. It is 

somel>'hat evenly associated across the four scales, but the direction and 

magnitude of association is not consistent across samples. These 

results SUpport the decision to score this item separately. 

The reI iabj 1 it.y anrl homogeneity coefficient for the four scales are 

shown in Table 22. The reliability coefficients are above 0.50 for all 

scales in all samples except the right to die scale, thus these three 

scales an, reliable enough for group comparisons. The right to die 

scale is not reliable in the ~1I sample, although it is in the cancer 

sample and in the total sample. 

PRIKCIPAL CmlPO,\;Ei\TS ANALYSES 

The correlation matrix of the 13 (unrecoded) attitudes about death 

items is presented in Appendix B; Table B.3 is the cancer sample, Table 

B.4 is the ~1I sample, and Table B.S is the total sample. All matrices 

arc calculated using pairwise deletion of missing data. 



Table 22 

RELIABILITY (r ttl AND HOMOGENEITY (r 11) COEFFICIENTS 

FOR ATTITUDES ABOUT DEATH SCALES 

Cancer Sample HI Sample 
(N-92) (N-60) 

Number of 
Scale Items r tt rit r tt r11 

Acceptance of Death 5 .76 .39 .76 .39 

Thinking, About Death 3 .69 .43 .64 .37 

Religious/Spiritual Per- 2 .88 .78 .79 .65 
spective on Death 

Right to Die 2 .64 .47 .31 .18 

Total Sample 
(N-152) 

r tt rit 

.80 .44 

.66 .39 
~ 

.84 .72 w 

.51 .34 
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A principal components analysis of the correlations among the 13 

unrecoded items in the cancer sample resulted in four factors with 

eigenvalues greater than one. Each of these factors explained at least 

5 percent of the variance, and a scree test indicated that four factors 

should be rotated. Thus, these four factors, which explain 66 percent 

of the variance, were rotated (see Table 23). The four factors 

correspond to the four scales constructed in the multitrait scaling 

analyses. Item 13 (see Table 19), which was excluded from the 

mu1titrait scaling analyses, has loadings on three scales, 

religious/spiritual perspective, acceptance of death, and right to die. 

}"hen the principal components analysis was performed on the HI 

sample, the results Io'ere difficult to interpret. Three factors were 

rotated, roughly corresponding to thinking about death (items 7, 6, 1, 

and 12), acceptance of death (items 2, 5, 3, 4, and 8), and 

religious/spiritual perspective (items 10, 9, 11, and 13). Because of 

the low sample size (;";::60) relative to the number of items (13) it was 

decided not to consider this analysis. 

A prinCipal components analysis of the correlations among the 13 

items in the tOLal sample resulted in three components w'ith eigenvalues 

greater than one. Each explained at least 5 percent of the variance, 

and a scree test confirmed that three factors should be rotated. These 

factors explained 59 percent of the variance (see Table 24). The three 

facLors correspond to the first three scales constructed in the 

multitrait scaling analysis. The two right to die items load on both 

Lhe thinking of death and the religious/spiritual perspective on death 

factors. Item 13 (thinking of dying has changed view's of living) loaded 

on the acceptance of death factor. 

Because item 13 was not hypothesized to measure any of the four 

item groupings, another principal components analysis of the 12 items 

(excluding item 13) was performed. These results are shown in Table 25 

for the cancer sample and Table 26 for the total sample. For the cancer 

sample, four factors met all criteria for rotatjon; these explained 68 

percent of the Variance. The four factors and the items loading on each 

factor correspond exactly to the hypothesized item groupings. For the 

total sample, Lhree factors were rotated, accounting for 49 percent of 
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Table 23 

CORRELATIONS BE'NEEN 13 ATTITUDES ABOUT DEATH ITEMS AND 
ROTATED PRINCIPAL COMPONENTS, CANCER SAMPLE (N=91) 

Item Grouping!Item
a 

Acceptance of Death 

3 Thinking of dying makes me depressed 

2 If think of own death. get angry 

4 Calm accepting attitudes 

5 Fear of dying 

Thinking of Death 

6 Don't think about dying 

7 Avoid thinking about death 

8 Thought a lot about. death 

1 Difficult to accept I may die 

Religious/Spiritual Perspective 

10 Have religious/spiritual perspective 

9 Believe in life after death 

13 Thinking of dying changed views 

Right to Die 

12 Should prolong life at any cost 

11 Person has right to die 

Percent of Variance Explained 

a 
ltem number from Table 19. 

Component 

1 11 111 IV 

17 

74 

-73 

73 -33 

78 

76 

-67 

48 53 

41 

21 16 

89 

89 

-33 

55 -27 

86 

-36 -74 

16 12 

Note: Only coefficients above 10.231 are reported. 

64 

56 

54 

69 

66 

65 

62 

54 

84 

82 

59 

75 

68 
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Table 24 

CORRELATIONS BETWEEN 13 ATTITUDES ABOUT DEATH ITEMS AND 
BDTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N-151) 

Item Grouping/Itema 

Acceptance of Death 

3 Thinking of dying makes me depressed 

2 If think of own death9 get angry 

5 Fear of dying 

4 Calm accepting attitude 

13 Thinking of dying changed views 

1 Difficult to accept I may die 

Thinking of Death 

7 Avoid thinking about death 

6 Dontt think about dying 

8 Thought a lot about death 

Component 

I 

79 

77 

76 

-73 

54 41 

54 48 

67 

60 

62 

56 

48 

53 

69 

52 

58 

12 Should prolong life at any cost 

83 

70 

40 -62 

55 31 41 

Religious/Spiritual Perspective 

10 Have religious/spiritual perspective 

9 Believe in life after death 

11 2ersan has right to die 

Percent of Variance Explained 

aItem number from Table 19. 

89 

86 

-31 -48 

24 18 16 

NQte: Only coefficients above 10.231 are reported. 

80 

73 

33 
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Table 25 

CORRELATIONS BETWEEN 12 ATTITUDES ABOUT DEATH ITEMS AND 
ROTATED PRINCIPAL COMPONENTS: CANCER SAMPLE (N-n) 

Component 

Item Grouping/ltema 
I II III IV 

AcceEtance of Death 

3 Thinking of dying makes me depressed 77 

4 Calm accepting attitude -75 
2 If think of own death. get angry 75 

5 Fear of dying 70 -35 -26 

1 Difficult to accept I may die 54 50 

Tbi nkin8j of Death 

7 Avoid thinking about death 78 26 

6 Don't think about dying 77 

8 Thought a lot about death -70 -30 

Reli&ious/S2iritual PersEective 

9 Believe in life after death 92 

10 Have religious/spiritual perspective 90 

Risht to Die 

12 Should prolong life at any cost 89 

11 Person has right to die -40 -70 

Percent of Variance Explained 21 18 16 12 

a1tem number from Table 19. 

Note: Only coefficients above 10.231 are reported. 

h2 

61 

56 

56 

69 

58 

68 

64 

61 

87 

84 

81 

67 
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Table 26 

CORRELATIONS BETWEEN 12 ATTITUDES ABOUT DEATH ITEMS AND 
ROTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N-151) 

Item Grouping/Itema 

Acceptance of Death 

2 If think of own death. get angry 

3 Thinking of dying makes me depressed 

5 Fear of dying 

4 Calm accepting attitude 

1 Difficult to accept I may die 

Thinking of Death 

7 Avoid thinking about death 

6 Don't think about dying 

8 Thought a lot about death 

12 Should prolong life at any cost 

Religious/Spiritual Perspective 

10 Have religious/spiritual perspective 

9 Believe in life after death 

II Person has right to die 

Percent of Variance Explained 

~tem number from Table 19. 

Component 

I II III 

79 

78 

76 -24 

-75 

57 44 

84 

70 

37 -64 

52 36 

88 

86 

-26 -54 

24 19 16 

Note: Only coefficients above 10.231 are reported. 

63 

65 

64 

58 

54 

71 

53 

57 

41 

79 

75 

36 
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the vllriance. Again, as when item 13 was included, the right to die 

items are loading on the two factors thinking of death and 

religious/spiritual perspective. 

DESCRIPTION OF SCALES 

Three scales met scaling criteria in hoth the cancer sample and the 

I'll sample and t.:ill be retained: acceptance of death, thinking about 

death, and religious/spiritual perspective on death. The fourth 

hypotheSized scale, right to die, did not meet scaling criteria in the 

HI sample. Further, the principal components analysis did not 

differentiate this scale in tllCl total sample. Therefore, it will not be 

retained. 

A summary of means and standard deviations for the three scales is 

presented in Table 27. The cancer sample has lower sco,es on the 

acceptance of death scale (t=-3.9, p<.Ol) and higher scores on the 

thinking about death scale (t=2.83, p<.Ol) than the m sample. No 

significant differences Io·ere observed on the religious/spiritual 

perspective on death scale. 

An evaluat.ion of t.JHl frequency distribut.ions of t.h!'. scales in the 

total sample (not shown) revealed that the acceptance of death scale wa" 

slightly negatively skelo'ed with people tending to have high scores. The 

religious spiritual perspective on death scale lo'a5 skewed (36 percent of 

people had the highest t,,'o scor(5), and the right to die scale was 

skewed Io'ith people tending to get high scores. The thinking <lbout death 

scale was roughly normally distributed. 

A summary of product-moment correlations among the three scales is 

shown in Table 2B. The coefficients are all small in relation to their 

reliabilities, indicating that the scales are fairly independent. 
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Table 27 

SUMMARY STATISTICS FOR THE ATTITUDES ABOUT DEATH SCALES 

Cancer Sample MI Sample Total Sample 
(N-92) (11-60) (N-152) 

Number of 
Scale Items Ileana S.D. Meanb S. D. lleanc S.D. 

Acceptance of Death 5 16.67 4.40 20.60 4.17 18.22 4.72 

Thinking about Death 3 8.55 2.82 7.13 3.10 7.99 3.02 

Religious/Spiritual 2 7.24 2.54 6.58 2.82 6.98 2.67 
Perspective on 
Death 

aA high score indicates greater acceptance. 

b A high scare indicates more thinklng about death.. 

cA "-h d a1 ~ score in icates a more religious or spiritu perspective. 



Table 28 

PRODUCT-MOMENT CORRELATIONS AMONG ATTITUDES ABOUT DEATH SCALES 

Cancer Sample HI Sample Total Sample 
(N=n) (N=60) (N-152) 

Scale 1 2 3 1 2 3 1 2 3 

1 Acceptance of Death (.76) (.76) (.80) 

2 Thinking About Death .12 (.69) .26 (.64) .06 (.66) 

3 Religious/Spiritual Per- .05 .09 (.88) .19 -.04 (.79) .05 .06 (.84) ~ 
0 

spective on Death ~ 

~eliability coefficients are on the diagonal. 
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IX. SENSE OF CONTROL 

ITEM DESCRIPTION 

Seven items assessed a sense of control in terms of ability to 

solve problems and influence others (see Table 29). 

DESCRIPTIVE STATISTICS ON ITEHS 

The mean, standard deviation, and number of not applicable and 

missing responses arc shown in Table 29 for all samples. The frequency 

distributions [or these items are shown in Appendix A, Table A.4. 

All items are skewed in both samples, indicating t.hat. these people 

tend to feel in control. 

Standard deviations for the seven items are summarized as follows: 

Lowest Highest Number 
Sample Value Value Nedian 1+0.2 

Cancer 0.78 1. 26 0.88 5 
m 0.60 1. 17 1. 05 6 
Total 0.74 1. 23 0.93 5 

The item frequency distributions (See Table A.4, Appendix A) indicate 

that two items (5 and i) arc quite skewed with 85-90 percent of 

responses in Uw extreme tl.'O choi.ces in the total sample. In the HI 

sample, over 90 percent were in the extremG two choices of item 5. 

The number of missing responses per item ranged from 1 to 3 percent 

in the cancer sample (median of 2 percent.) and ranged from 2 to 8 

percent in the HI sample (mediiln of 5 percent). A count of the number 

of missing responses per persall ranged from 0 to 6 in the cancer sample 

and from 0 to 7 in the NI sample. 
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NULTITRAIT SCALING ANALYSES 

·The item~scale correlation matrix for the seven items is shown in 

Table 30, Items were recoded as shown in Table 9, Only one scale \.:a5 

hypothesized. The correlation between item 7 and this scale was very 

low in the cancer sample and in the total sample. Therefore, the 

analysis was rerun excluding item 7 (see Table 31). All but one of the 

item~tota1 correlations equal or exceed 0.30; item 3 (able to influence 

others) does not meet this criterion in the HI sample in the total 

sample. The reliability coefficients for this six-item scale are 0.74 

(cancer sample), 0.72 UlI sample), and 0.72 (total sample). 

PRINCIPAL COtiPONEl\'TS ANALYSES 

The correlation matrix of the seven (unrecoded) sense of control 

items is presented in Appendix B: Table B.6 is the cancer sample, Tabl, 

B.7 the I'll sample, and Table B.B the total sample. 

A principal components analysis of the seven unrecoded items 

yielded two factors with eigenvalues greater than one, each explaining 

Table 30 

ITE~I-SCALE CORRELATIONS FOR SE~SE OF CO~"'TROL SCALE: SEVEN ITalS 

1 

2 

3 

4 

5 

6 

7 

b Cancer Sample 

(1\0:95) 

<, 
.45 ,,. 
.35 

,', 
.39 

,', 
.50 

,', 
,59 

.;, 
,52 

.:, 
.07 

c 
~II Sample 

(N=62) 

,.,. 
.57 

" .29 ,,. 
.35 

,', 
.63 

.. 
.40 

,', 
.54 

,', 
.30 

Coefficient corrected for overlap. 

altern number from Table 29. 

d Total Sample 

(N=157) 

, 
.50 

i, 
.32 

,'c 
.33 

,', 
.56 

,', 
.52 

,', 
.53 

,~. 

12 

NOTE: Standard errors are 0.10 (cancer 
samp.le)I 0.13 WI sample), and 0.08 (total sample). 
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Table 31 

ITEM-SCALE CORRELATIONS FOR SENSE OF CONTROL SCALE; SIX ITE~IS 

Item 

1 

2 

3 

4 

5 

6 

Cancer Sample HI Sample Total Sample 
a 

(N=94) (N=62) 

, .. ,', 
.48 .60 

,', * .36 .36 

~, ,~ 

.42 .25 

,', * .50 .65 

,', ,', 
.59 .33 

,', ,', 
.52 .56 

,'~ 
Coefficient corrected for overlap. 

altern number from Table 29. 

(N=lS6) 

'''' .52 

,', 
.37 

-t, 
.29 

,', 
.57 

,', 
.50 

" .55 

NOTE; Standard errors are 0.10 (cancer 
sample), 0.13 (HI sample), and 0.08 (total sample). 

more than 5 percent of the variance in all samples. However, the::;e 

appeared to be methods factors (i.e., positively worded items tended to 

load on one factor and negatively worded items on the other). 

Therefore, only the first unrotated component was evaluated. 

The correlations of the seven sense of control items with the first 

principal component are shown in Table 32. As in the scaling analysis, 

item 7 appears to measure something else, especially in the cancer 

sample. Item 7 was excluded and the analysis rerun. 

The correlations of the six sense of control items with the first 

principal component are ::;hown in Table 33. All correlat-ions are 10.401 

or greater in all samples, and about 42 percent of the variance is 

explained. 
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Table 32 

CORRELATIONS OF SEVEN SENSE OF CONTROL ITEMS 
WITH FIRST PRINCIPAL CmlPONENT 

Cancer Sample HI Sample Total Sample 

Item a 
('=92 ) (N=60) (N=152) 

1 .66 .76 .70 
2 -.51 - .40 -.51 
3 .62 .52 .50 
4 -.69 -.76 -.74 
5 .76 .61 .69 
6 -.68 -.70 -.72 
7 .07 .45 .16 

Percent of 
Variance 
Explained 37 38 36 

altern number from Table 29. 

Table 33 

CORRF.LATIO~S 'OF SIX SE~SE OF CO:-'TROL ITHIS 
laTH FIRST PRII\CIPAL COHPONENT 

Cancer Sample 

1 
2 
3 
4 
5 
6 

Percent of 
Variance 
Explained 

(N=92) 

.66 
- .51 

.62 
-.69 

.76 
-.67 

43 

m Sample 

('=60) 

-.80 
.50 

- .43 
.78 

-.54 
.74 

42 

altern number from Table 29. 

Total Sample 

(N=152) 

-.70 
.52 

-.48 
.74 

-.68 
.72 

42 
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DESCRIPTION OF SCALE 

Because of the correspondence between the scaling analysis and the 

principal components analysis, the six-item scale was deemed 

appropriate. Reliabilities and summary statistics for this scale are 

shown in Table 34. Reliability coefficients are well above 0.50, thus 

are adequate for group comparisons. The scale was normally distributed. 

The HI sample has a slightly greater sense of control than the 

cancer sample (t=-2.07, p < .05). 
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Table 34 

SENSE OF CONTROL SCALE RELIABILITY AND SUMMARY STATISTICS 

Cancer Sample HI Sample Total Sample 
InfDrmat.ion (N=94 ) (N=62) (N=lS6 ) 

Reliability (r
tt

) .74 .72 .72 

Homogeneity (r ii) .32 .30 .30 

~lean 22.15 23.45 22.67 
Standard deviation 3.81 3.85 3.88 
Number of items 6 6 6 
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x. SELF EST~PI/BODY IMAGE 

ITEN DESCRIPTION 

Thirteen items assessed self-esteem, body image, find changes in 

body image as a result of illness. These items are shown in Table 35. 

Two types of re:;ponse choices were used for these items (see Table 35, 

footnote a). 

SAMPLE 

The self-esteem it.ems .... 'ere asked of all respondents. The body 

image and change in body image item:; were asked only of the cancer 

sample. Therefore, analyses were performed separately for the cancer 

and Nl samples. 

DESCRIPTIVE STATISTICS ON ITE~IS 

Cancer Sample 

The mean, standard deviation, and number of missing responses for 

the 13 items are shown in Table 35. along with the response choices for 

each item end an indication of .... 'hether the item should be reversed ('0 

that a high score indicates high esteem DC body image) . 

All six of the self-esteem items ore skewed (i. e .• mean responses 

oce to the side of the response scale midpoint), indicating favorable 

esteem. Of the seven body image and change in body image items, three 

(8,11,12) are similarly ske .... 'ed (indicating a favorable image), three 

(9,10,13) are ske .... 'ed to the opposite side (indicating a poor image), and 

one is not skewed (item 7). 

Frequency distributions for the unrecoded item:; are presented in 

Table A.5 in Appendix A. One item (item 3) is quite skewed, in hath 

samples, .... 'ith over 90 percent of responses in the extreme two response 

choices. 

A count of the number of "agree" and "strongly agree" responses (of 

the 10 items t.:ith this response choice) indicated no tendency toward 

acquiescent response set. A frequency distribution of this count is 

shown in Table 36. A count of six would be expected if a person had 



Table 35 

SELF-ESTEEM/BODY IMAGE ITEMS AND SUMMARY STATISTICS 

Cancer Sample (N--95) MI Sample (Nm63) 

Reaponae Direction of Questionnaire Number Number 
Item Grouping/Item Choices a 

Scoringb Item Number Mean S. D. Missing (Percent) Mean S. D. Missing (Percent) 

Self-Esteem 

1 During the paat IllOnth, how often have T VI.9C 4.33 0.91 
you felt that you deserved very lit-

5 (5) 3.93 1. 35 4 (6) 

tle from other people? 

2 During the past month, how often have T 
you felt down on yourself? 

VI.9A 3.76 1.05 4 (4) 3.97 1.03 2 (3) 

3 There are s lot of things I like A 
about myaelf. 

R VI.IA 1.80 0.70 2 (2) 1. 81 0.73 4 (6) 

4 During the past month, how often have T 
you felt good about yourself? 

R VI. ZA 2.50 0.96 3 (3) 2.27 1. 03 3 (5) 

5 I feel that I am an attractive person. A R VI.lU 2.49 1.10 4 (4) 2.48 1.03 3 (5) , I am usually satisfied with the wsy I A R VI. IV 2.47 -. 1.02 3 (3) 2.23 0.79 3 (5) 

~ 
Bod! Image ~ 

0 
7 I like !II)' looks just the way they are A R VI.IQ 2.97 1.18 2 (2) 

, 
no 

8 I feel good about my body. A R VI.IB 2.45 1.13 2 (2) ." , I would like to change some parts of A VI.IH 
my body. 

2.67 1.29 5 (5) ." 
Chanse in Bod;t Image as a Re9ult of Illness 

10 I feel less physicslly attrsctive be- A VI.IE 
cause of my illness. 

2.82 1.37 2 (2) ." 
11 I feel less seKUslly desirable now A VI.1M 

than before my illness. 
3.08 1.42 2 (2) ." 

12 My illness has made me feel sshamed A VI.IO 3.94 1.11 2 (2) ." of my body. 

13 My body looks as good as it did be- A R VLIS 
fore my illness. 

3.34 1.29 2 (2) ." 
", 1 B All of the time A - 1 Strongly agree 

2 Moat of the time 2 Agree 
3 Some of the time ) Not sure 
4 A little of the time 4 Disagree 
5 None of the time 5 .. Strongly diaagree 

b 
Items with an 'R' muat be recoded so that a high score indicates more esteem or a more positive body image. 

cNot asked. 
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Table 36 

comrr OF AGBEE AND STRWGLY AGREE RESPONSES TO TEN SELF
ESTEEM/SODY IMAGE ITEMS: CANCER SAMPLE (N-95) 

Cumulative 
CountS Number Percea.t Percent 

0 2 2.1 2.1 
1 1 1.0 3.2 
2 7 7.4 10.5 
3 4 4.2 14.7 
4 15 15.8 30.5 
5 18 18.9 49.5 
6 31 32.6 82.1 
7 16 16.8 98.9 
8 1 1.0 100.0 
9 0 0.0 100.0 

10 0 0.0 100.0 

"nus is a count of items 3, 5, 6. 7, 8, 9, 
10, 11, 12, and 13~ Items 1, 2, and 4 had differ-
ent response choices (see Table 35). 

Note: A count of 6 wou1d be expected if a 
person had high self-esteem and answered accord
Ingly. 
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high self-esteem and good body image and answered accordingly. 

Standard deviations ranged from 0.7 to 1.4 with a median of 1.1 of 

the 13 items. Twelve of the 13 standard deviations were within 0.2 

points of 1.0. 

The number of missing items ranged from two to five with a median 

of 2 (2 percent) of the 13 items. One person did not complete any of 

the items and 84 (88 percent) had no missing data. 

Of the ten items in which "not sure" was the midpoint response, 89 

people (94 percent) used this response three times or less. The maximum 

number of "not sure" responses was six. 

HI Sample 

The mean, standard deviation, and number of missing responses for 

the six self-esteem items are shown in Table 35. All of the items are 

skel • .'ed, indicating favorable esteem. Standard deviations ranged from 

0.7 to 1.4 wjth a median of 1.0 of the six items. Four of the six 

standard deviations were within 0.2 points of 1.0. 

The number of missing items ranged from two to four with a median 

of 3.5 (6 percent) of the six items. One person did not complete any of 

the items and 56 (89 percent) had no missing data. 

NULTITRAIT SCALI!\G Al\ALYSF.S 
._,- -

Cancer Sample 

The itum-scale correlation matrix for the 13 recoded items and the 

three hypothesized item groupings (see Table 35) are shown in Table 37. 

For each item grouping, all items correlate at least 0.30 with their 

hypothesized scalc. Thus items in these scales satisfied the first 

multitrait scaling criterion. 

Of the six items in the self-esteem scale, fivc correlated higher 

with this :;cale than with either of the other two scales. Only one of 

the three body image items met this item discriminant validity 

criterion. 

criterion. 

All four items in the change in body image grouping met this 

The reliability and homogeneity coefficients for these three 

scales are as follow:;; 
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Table 37 

ITEM-SCALE CORRELATIONS MATRIX OF SELF-ESTEEM/BODY IMAGE 
ITEMS lIITH THREE ITEM GROUPINGS: CANCER SAMPLE (H-93) 

Body Change in Self-
Item Grouping/Itema Image Body Image Esteem Total 

Body Image 
• • 7 .68 .63 .50 .70 

8 .55 • .64 .57 .72 • 
9 .49 • .49 .21 .45 • 

Chanse in Body Image 

10 .70 .76 • .49 .76 • • 
11 .58 .78 • .44 .70 • 
12 .53 .60 • .46 .63 • 
13 .59 .69 • .35 .63 • 

Self-Esteem. 

1 .19 .20 .39 • .30 * 
2 .28 .35 .33 • .38 • 
3 .35 .33 .45 * .44 • 
4 • • .59 .50 .63 .67 

5 .15 .25 .34 • • .29 

6 .43 .38 .57 • .53 * 
• Indicates coefficient is corrected for overlap. 

~tem numbu from Table 35. 

Note: Standard error - 0.10. 



- 114 -

Number 

Scale of Items 

Self-esteem 6 

Body Image 3 

Change in 

body image 

4 

.71 

.74 

.86 

L. 
H 

.29 

.49 

.60 

The tlo.'O items causing the scaling errors in the body image scale (items 

8 and 9) correlated higher or equally with the chilnge in body image 

scale. In fact, the it.ems ill t.he chflngfl in body image grouping 

correlllte highly with the body image scale. This suggests that the body 

image and change in body image items are measuring one construct. The 

analysis Io:as rerun hypothesizing twa item groupings: 

body image. 

self-esteem and 

The item-scale correlatioll matrix for these two groupings is shown 

in Table 38. All items correlate 0.30 or greater with their 

hypotheSized scale. All seven body image items correlate higher with 

the body image scale than the self-esteem scale. Four of these seven 

body image items are scaling successes (correlations tl.'O standard errors 

or greater diffl'rent from the con-elations with the self-esteem scale) 

and the other three item~ an' probilble successes (i.e. correlations 

within two sumdanl errors). 

Five of the 5ix self-esteem items correlilte higher with this scale 

than the body image scale. All five are probable successes, i.e. the 

correlations I.·ith self-esteem are Io.'it.hin two st.andard errors of the 

correlations I.·ith body image. 
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Table 38 

ITEM SCALE CORRELATION MATRIX OF SELF-ESTEEM/BODY IMAGE 
ITEMS WITH TIIO SCALES: CANCER SAMPLE (N#93) 

Body Self-
Item Grouping/ltema 

Image Esteem. Total 

Body Image 

7 .70 • .50 .70 • 
8 .66 • .57 .72 • 
9 .52 • .20 .44 • 

10 .80 • .49 .76 • 
11 .74 • .44 .70 • 

• • 12 .61 .46 .63 

13 .70 • .35 .63 • 
Self-Esteem 

• • 1 .21 .39 .30 
• • 2 .35 .33 .38 
• • 3 .36 .45 .44 
• • 4 .58 .63 .67 

5 .22 .34 • .29 • 
6 .43 .57 • .53 • 

• Indicates corrected for overlap. 

~tem. number from Table 35. 

Note: Standard error - 0.10. 
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The reliability and homogeneity coefficients for these two scales 

are; 

Number 
Scale of Items r

tt 
L. 

n 

Self-esteem 6 .71 .29 
Body Image 7 . BB .52 

It appears that a total scale is appropriate for these items, as 

evidenced by the correlations of the items with the total scale score. 

All but one (item 5) of these correlations are above 0.30. The 

reliability coefficient for the total scale is 0.88 and the homogeneity 

coefficient is 0.35. 

~11 Sample 

Because Dilly the six self-esteem items were asked of the MI sample, 

a mulLitrait scaling analysis could not be performed. Instead, the item-

scale correlation and reliability coefficients were calculated for a 

self-esteem scale using all six items. The following item-scale 

coefficents were observed (all are corrected for overlap): 

Item Number 

1 
2 
3 
4 
5 
6 

Correlation with 
Scale Score 

.37 

.47 

.39 

.55 

.22 

.46 

All but one item correlated 0.30 or greater with the scale. The 

reliability coefficient (r
tt

) is 0.66 and the homogeneity coefficient 

(r
ii

) is 0.25. 
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PRINCIPAL CONPONENTS ANALYSES 

Cancer Sample 

The correlation matrix of the 13 (unrecoded) Self-Esteem/Body Image 

items is presented in Appendix E, Table B.9 for the cancer sample. The 

matrix is calculated using paindse deletion of missing data (!'-J ranged 

from 86 to 93). 

A principal components analysis of the correlation among all 13 

unrecoded items resulted in three factors with eigenvalues greater than 

one. In the rotated solution, the body image and change in the body 

image items all loaded on the first factor. The self-esteem items were 

divided between the other two factors according to whether the item was 

positively or negatively worded. This appeared to be a split according 

to method (factor analysis is sensitive to such method differences). A 

scree test of the eigenvalues indicated that only two factors should be 

rotated. 

i','hen two factors .. 'ere rotated, 53 percent of the variance was 

explained. The rotated factor pattern is shown in Table 39. As seen in 

Table 39, the first factor is a body image factor, All body image and 

change in body image items load highest 011 this factor. All self-flsteem 

items load highest on the second factor except item 2 ("During the past 

month, ho\>.' often have you felt do"'n on yourself?"), which correlates 

higher on the body image factor and very poorly with the self-esteem 

factor. 

items. 

In fact, item 2 has very 10 .. ' communality (0.21) with tho other 

This analysis suggests that all the body image items are measuring 

one constrllct, supporting the multitrait scaling results \>.'hen two item 

groupings were hypothesized. 

To help determine the feasability of scoring a total scale, the 

first unrotated factor (see Table 40) was examined. All items correlate 

in the expected direction when direction of scoring is taken iuto 

account (see Table 35). Correlations are all above 0.30 (absolute 

value). These findings suggest that these items measure a general 

Self-Esteem/Body Image Construct. 
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Table 39 

CORRELATIONS BETWEEN SELF-ESTEEM/BODY IMAGE ITEMS AND 
ROTATED PRINCIPAL COMPONENTS: CANCER SAMPLE (N-90) 

Item Grouping/Itema 

Body Image 

10 Less physical1y attractive 

13 Body looks as good as before 

11 Less sexually desirable now 

9 Would like to change parts of body 

7 Like my looks 

12 Illness made me ashamed of body 

8 Feel good about my body 

2 Felt down on self 

Self-Esteem. 

3 Lot of things I like about self 

6 Satisfied with way I am 

5 At.tractive person 

4 Felt good about self 

1 Felt deserved little from others 

Percent of Variance Explained 

~tem number from. Table 35. 

Component 

I 

84b 

-80 

II 

74 -27 

74 

75 

65 

62 

58 

-72 

62 

-60 

38 

33 62 

-35 51 

54 65 

-25 21 

73 55 

-26 69 54 

63 40 

-47 63 62 

-48 24 

32 21 

banly coefficients above 10.23\ are presented. 
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Table 40 

UNROTATED PRINCIPAL COMPONENTS OF ALL 13 SELF-ESTEEMI 
BODY IMAGE ITEMS: CANCER SAMPLE (N",,90) 

Item a I II 

1 -38 -32 
2 -45 01 

3 53 52 
4 75 25 
5 34 54 
6 60 42 
7 78 -14 
8 80 10 
9 -51 57 

10 -82 29 

11 -76 20 
12 -71 06 
13 71 -37 

Percent of Variance Explained 41 12 

a 
Item number from Table 35. 
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MI Sample 

The correlation ma'trix of the six unrecoded self-esteem items for 

the NI sample is presented in Appendix B in Table B .10. 

A principal components analysis of the six unrecoded items assessed 

in the HI sample resulted in two factors with eigenvalues greater than 

one. However, each factor represented one type of response choice 

(i.e., it.ems 1,2, and 4 loaded on one factor and 3,5, and 6 on the 

other). When one factor was specified, 40 percent of the variance was 

explained. The following correlations (and communalities) were 

observed: 

Item Correlation h
2 

1 -.57 .33 
2 -.70 .49 
3 .57 .32 
4 .78 .61 
5 .40 .16 
6 .69 .47 

All correlations are 0.40 or above, supporting the construction of a 

single self-esteem scale using these six items. 

GO:-1PARISON OF N.ESULTS IN THE TIm SM1PLF.S 

The six self-esteem items were identical in both samples and 

results on these items can thus be compared. The item distributions 

were extremely similar in the two samples. When the self-esteem scale 

\·,.as constructed, the pattern of item-scale correlations was similar in 

the two samples, and the reliability and homogeneity coefficients were 

near} y ident i Cil 1. 

DESGRIPTIO~ OF SCALES 

Three scale~ were constructed based on the 13 self-esteem/body 

image items: Self-Esteem, Body Image, and a total Self-Esteem/Body 

Image scale. The homogeneity and reliability of these scales is 

summilrized in Table 41 for both samples. Reliability coefficients are 

all lo.'e11 above 0.50, thus are reliable for purpose of group comparisons. 
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Summary statistics for the scales are shown in Table 42 for the two 

samples. The difference between the cancer and the HI samples on the 

self-esteem scale is not significant. All scales are normally 

distributed (not sho\.m). 

The correlaLion between the Self-Esteem and Body Image scales in 

the cancer sample is .55 (p < .01). 
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Table 41 

RELIABILITY (r
tt

) AND HOMOGENEITY (r
1i

) COEFFICIENTS 

FOR THE SELF-ESTEEM AND BODY IMAGE SCALES 

Cancer Sampl~ HI Sample 
(N-93l (N-60l 

Number of 
Scale Items r •• TU r tt rU 

Self-Esteem 6 .71 .29 .66 .25 

Body Image 7 .88 .52 a -
Self-Esteem/Body Imase 13 .88 .35 

~ot measured in this sample. 

Table 42 

SUMMARY STATISTICS FOR THE SELF-ESTEEM .AND BODY IMAGE SCALES 

cancer Sample HI Sample 
(N-93l (N-60l 

Number of 
Scale Items Keana S.D. 

_a 
S.D. 

Self -Esteem 6 22.85 3.64 23. 08 3.65 

Body Image 7 21.76 6.74 b 

Self-Esteem.!Body lmag.e 13 44.61 9.26 

a A high seare indicates higher self-esteem or body tmage. 

~o~ measured in tMs sample. 
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XI. SOCIAL NETWORK 

ITEM DESCRIPTION 

Several items assessed various aspects of the social network. 

Other social support items are evaluated in Sec. XII. Thirteen of these 

asked how helpful or unhelpful a variety of people had been in coping 

with the stresses of illness. This approach was adapted from Porritt 

(1979). The items are shown in Table 43. A response choice of "does 

not apply" was provided to indicate if no such person was in the 

person's net\<"ork. Several items in part one of the ques t ionnaire 

(descriptive information) assessed marital status, whether other people 

shared the person's household, and the number of people in the 

household. 

DESCRIPTIVE STATISTICS ON !TENS 

The mean, standard deviation, number of not applicable, and number 

of missing responses for each of the help from others items are shown in 

Table 43. Summary statistics ou the other social network items are 

presented in Table 44. Frequency distributions for the help from others 

items arc shown in Table A.6 in Appendix A. 

Nearly all items are skewed indicating that \<,·hen a particular 

person is available, they tend to be helpful. The only exception is 

that coworkers tend to be unhelpful in the }1I sample. 

About half "the respondents in the total sample are married, with 

slightly more being married in the cancer sample (54 percent) than in 

the }II sample (48 percent). 

DESCRIPTIOK OF r-1EASURES 

Several measures were constructed from these items to indicate a 

variety of aspects of the social network. For all measures pertaining 

to the help from others items, a missing value was assigned if the 

person was missing all 12 items. 



lt~m 

How helpful or unhelpful have ea~h of the 
following people been since you've been 
coping with the stresses of your 111ness1 
If you've had contact ~ith several people 
in one ~ategory (for example, aeveral 
doctors), try to give us your overall 
1~resdDn. 

A My spouse or mate 

" My doctors 

C My nurses 

D My neighbors 

E My coworkers 

F My fri~nds 

G My counsdor, 80cial worker, 
or other professional 

, 
) 

My childn'n 

Other people. with a similar 
ill"ess 

J My mother 

K My father 

L My brother(sl Dr ,,{ster(a) 

M My minister, priest, or oth .. r 
religious leader 

~ot appli~able (response of 6). 

Note: Response "hoi"es were: 

1 Extremely helpful 
2 Very h .. lpful 
3 Moderately helpful 
4 Not ~ery helpful 
5 Extremely unhelpful 
(, Does not apply 

Questionnaire 
Item Number 

IV.IA 

IV.18 

IV.IC 

IV.tD 

IV. IE 

IV.IF 

III. Ie 

III.1N 

III.lI 

11l.lJ 

IV.IK 

III.IL 

IV. 1M 

Tahl~ 1,3 

HELP FROM OTIlERS ITEMS AND SUHl{.\RY STATISTICS 

Cancer Sample (N~95) HI Sample (N-53) Total Sample (IF] 'i8) 

Number Number Numher 
Numher N/A

a 
Missing Number N/Aa Missing Number ':I/A" Mi8sing 

Mean S.D. (Pe~cen!:) (Percent) Me"" S.D. (Percent) (PercE>nt) Mea" S.D. (Perc~nt) (Perce.nt) 

lot'} 1.16 

1.86 1.06 

2.05 0.94 

2.55 1.15 

2.82 1.37 

1.90 0.94 

2.11 l.04 

2.03 1.07 

2.21 0.95 

2.22 1.36 

2.12 1.28 

2.28 1.22 

2.17 1.32 

27 (28) 

2 (2) 

16 (17) 

20 (21) 

o (0) 

'n 
45 (47) 

27 (28) 

32 (34) 

37 (39) 

56 (59) 

20 (21) 

45 (47) 

1 (1) 

1 (1) 

3 0) 

1 (1) 

2 (2) 

o (0) 

6 (6) 

(, (6) 

p, 

8 (8) 

11 (12) 

4 (4) 

8 (8) 

2.00 1.21 

2.00 0.89 

2.n 0.90 

2.72 0.93 

3.68 1.39 

2.32 0.85 

2.53 1.)1 

2.07 1.07 

2.81 0.96 

2.33 1.12 

3.00 1.00 

2.38 l.01 

2.39 0.89 

24 (38) 

o (0) 

(, (to) 

16 (25) 

o (0) 

7 (11) 

39 (62) 

19 (30) 

26 (41) 

46 (73) 

52 (62) 

33 (52) 

35 (56) 

5 (8) 

2 0) 

4 (6) 

4 (6) 

41 (65) 

) (5) 

") 

2 (3) 

5 (8) 

8 (1.3) 

8 (13) 

6 (10) 

5 (8) 

1.79 1.18 51 (32) 

1.90 1.00 0) 

2.12 0.92 22 (14) 

2.62 1.07 36 (23) 

2.98 1.41 o (0) 

2.06 0.92 14 (9) 

2.24 1.13 84 (53) 

2.05 1.06 46 (29) 

Z.43 0.99 58 (37) 

2.24 1.32 113 (52) 

2.39 1.26 108 (68) 

2.30 1.17 

2.25 1.19 

53 (34) 

SO (51) 

, ') 

3 (2) 

''l 
5 (3) 

4) (27) 

3 (2) 

11 (7) 

8 (5) 

12 (8) 

16 (10) 

19 (12) 

10 (6) 

13 (8) 

~ 
N 
~ 
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Table 44 

SOCIAL NETWORK I'.a:EMS AND SUMMARY STATISTICS 

Cancer Sample HI Sample Total Sample 
(11-95) (11-63) (N-158) 

Item/Response Choices Number Percent Number Percent Number Percent 

1 Marital Status 

Married 51 54.2 30 47.6 81 51.6 

Separated 3 3.2 2 3.2 5 3.2 

Divorced 24 25.5 14 22.2 38 24.2 

Widowed 4 4.2 12 19.0 16 10.2 

Never married 12 12.8 5 7.9 17 10.8 

Missing 1 ...Q 1 

Total 95 100.0 63 100.0 158 100.0 

2 Others in Household 

Spouse or mate 54 56.8 29 46.0 83 52.5 

Relatives 6 6.3 10 15.9 16 10.1 

Friends 5 5.3 4 6.3 9 5.7 

Preschool children 3 3.2 2 3.2 5 3.2 
(age 1-5) 

School-age children 10 10.5 9 14.3 20 12.6 
(age 6-12) 

Teenage children 14 14.7 9 14.3 23 14.6 
(age 13-19) 

Older children 8 8.4 11 17.5 19 12.0 
(age 20+) 

3 Number of Peo2le in 
Household 

!lean 2.65 2.68 2.66 

S.D. 1.31 1.84 1.56 

Bange I to 9 I 'to 8 I to 9 
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The nUl!Jb_er of helpful people is a count of the number of people 

whom the respondent reported as being helpful (response choices of I, 2, 

or 3). 

The number of extremely helpful people is a similar count but only 

of those who were reported to be extremely helpful (response of 1). 

The number of unhelpful ~~ i, a count of the number of people 

reported to be unhelpful (response choice of 4 or 5) . 

The number of extremely unhelEful Eeople i, a similar count but 
only of those reported to be extremely unhelpful (response of 5) . 

At least one ~>s:t.remely helpful person was scored as a dichotomous 

variable based on whether there were one or more extremely helpful 

people. 

The total amount of helEfulness was scored by summing "helpful" 

responses. "Helpful" responses were first reeoded as follows: 

o ~ not helpful or does not apply or missing 

1 = moderately helpful 

2 = very helpful 

3 extremely helpful 

These were then summed across all items. 

The average amount of helpfulness was scored by dividing the total 

amount of helpfulness by the number of people who were available and 

helpful (i.e., the number of people for whom a response choice of I, 2, 

or 3 was made). 

The total amount of unhelpfulness was scored by summing "unhelpful" 

responses. These responses Io.'ere first recoded as follows: 
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o = helpful or does not apply or missing 

1 = not very helpful 

2 extremely unhelpful 

These were then summed across all items. 

The average amount of unhelpfulness was scored by dividing the 

total amount of unhelpfulness by the number of people who were available 

and unhelpful. 

Whether the person lives alone was scored as a dichotomous 

variable. A zero was aSSigned if the respondent reported living with 

others or had children at home. 

The number of ~l~ in the network was scored by counting the 

number of categories of people who were available (either helpful or 

unhelpful) . 

The number of people in the family network was scored by counting 

the number of available people in the categories spouse or mate, 

children, mother, father. and brother(s) or sisterCs). 

The number of people in the professional network was scored by 

counting the number of available people in the categories doctor; nurse; 

counselor, social worker, or other professional; and minister, priest, 

or other religious leader. 

The number of people in the peripheral neLwork ,,'as scored by 

counting the number of available people in the categories neighbors, 

coworkers, and other people ""ith a similar illness. 

Whether the person has friends was scored based on the availability 

of someone in the category of friends. 

Whether the person has a spouse or mate was scored based on the 

availability of someone in the category of spouse or mate. 

The nllmber of people in ~!~~ household was asked as a single item. 

Whether th.ere are any depen9-_ent children living at horne was scored 

based on whether the respondent reported any preschool, school-age, or 

teen-age children living at home. 

Whether th.e respondent is married was scored based on responses to 

the marital status item. 
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The number of children living at horne was based on a single item 

asking this question. 

SUM~lARY STATISTICS ON HEASURES 

Summary statistics on these measures are presented in Table 45 for 

the continuous measures and in Table 46 for the dichotomous measures. 

Essentially, as seen in Table 45, the cancer sample has larger means on 

all measures except the number of people in the household and the number 

of children at home. (Statistical tests for differences between the 

measures are presented in a later section.) 

As seen in the total sample, there are about seven helpful people, 

about three extremely helpful people, and about one unhelpful person 

available to each person in this sample. The number of people in the 

network averages eight. 

As seen in Table 46, about half the people are married (54 percent 

in the cancer sample and 48 percent in the ~1I sample), but more have a 

spouse or mate (70 and 54 percent in the cancer and NI samples. 

n~spectively) . 

People in the cancer sample tend to have more network according to 

these measures: A higher percentage of those in the cancer sample 

report all of these types of network, although the same percentage (24 

percent) of both samples live alone. 



Measure 

-------------------
Number of helpful people 

Number of extro;'mely helpful 
people 

Number of unhelpful pf'opl<, 

Number of extremely 
unhelpful people 

Total amount of helpfulness 

Total amount of unhelpful~ 
ne.SS 

Average amount of heipful
hdpfulness 

Average amount of 
"nhelpfulness 

Number of people in network 

Number of p<,ople in famtly 
network 

Number of people in 
professional ""twork 

Numb"r of p"opJe in 
p"ripheral network 

Numb"r of people in 
household 

Number of children ill borne 

Tnhl" ~S 

SUI-NARY STA1lSTICS FOR SOc.tAl NETWORK CONTINUOUS ~jEASURr.S 

Cancer Sample (N~95) HI Sumpl" (N~63) 
-- -----

Maximum Nu:nb(>r Maximum Number 
Mean S.ll. Range Possible. Mi"sing Mean S. Cl. Range Possible Missing 

7. 1,2 2.46 2-13 13 o 5.88 2.22 2-10 1) 2 

3.35 2.57 0-9 13 o 1.46 2.02 0-7 13 ) 

1.05 1.62 0-9 1) o 0.85 1.06 0-6 13 2 

0.32 0.88 0-6 1) o 0.16 0.42 0-2 13 2 

16.33 7.16 2-33 39 o 11.56 5.70 2-25 )9 2 

1.17 2.36 0-15 26 o 1.02 1.27 0-6 26 2 

2.16 0.49 0-3 3 o 1.92 O.t.9 0-3 3 2 

1.23 0.3/, 0-2 2 " 1.19 0.35 0-2 2 )0 

8.47 2.47 2-13 13 o 6.74 2.03 3-11 13 2 

2.93 1.15 0-5 5 o 1.84 1.24 0-5 5 2 

2.67 0.96 0-4 4 o 2.56 0.7t. H 4 2 

1.95 0.97 0-3 ) o 1.48 0.90 0-3 3 ) 

2.65 L.31 1-9 21 2.68 1.1l4 1-8 3 

0.73 1.00 0-4 24 0.76 1.112 0-6 o 

Total Sample (N~lS8) 

~Kjmu~ Number 
Mean S. D. Range Possible Mi~sing 

6.82 2.48 2-13 13 2 

2.61 2.5/, 0-9 13 2 

0.97 1.41 0-9 13 2 

0.26 0.74 0-6 13 2 

14.46 7.01 2-33 39 2 

1.23 2.01 0-15 26 2 

2.06 0.50 1-3 3 2 

1.21 0.34 1-2 2 82 

7.79 2.45 2-lJ 13 2 

2.50 1.30 0-5 5 2 

2.63 0.88 2-4 4 2 

1.76 0.97 0-3 3 2 

2.66 1.56 1-9 24 

0.75 1.21 0-6 24 

~ 
N 
~ 



Table 46 

SUMMARY STATISTICS FOR SOCIAL NETWORK DICHOTOMOUS MEASURES 

Cancer Sample HI Sample Total Sample 
(N-95) (N-63) (N-158) 

Measure Number Percent Number Percent Number Percent 

At least one extremely helpful person 82 86.3 32 50.8 114 72.2 

Live alone 23 24.2 15 24.2 38 24.2 
~ 
w 

Any friends 88 92.6 53 84.1 141 89.2 0 

Mate or spouse 67 70.5 34 54.0 101 63.9 

Any dependent children at home 24 25.3 13 20.6 37 23.4 

Married 51 53.7 30 47.6 81 51.3 
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XII. SOCIAL SUPPORT/EXPRESSIVENESS 

ITEM DESCRIPTION 

Thirty-six items assessing social support and expressiveness are 

evaluated in this section. Other social support items were evaluated in 

Section XI. Eleven item groupings were initially hypothesized: 

1) Expression of feelings 

2) Expression of needs 

3) People who understand 

4) Stigma of illness 

5) Availability of social support 

6) Des ire for support 

7) Attachment to others 

8) Instrumental support 

9) Cognitive guidance, advice 

10) Frequency of contact 

11) Able to give support. 

The items and item groupings are shown in Table 47. Six different 

sets of response choices ~'ere offered and are shown in footnote a. 

DESCRIPTIVE STATISTICS ON ITE~IS 

The mean standard deviation, number of not applicable responses, 

and the number of missing values are presented in Table 47 for all 

samples, along with the response choice and whether the item needs 

recoding so that a high score indicates greater expression or support. 

The frequency distributions for these 36 items are shown in Appendix A, 

Table A. 7. 

Nost items were skewed, 1. e .• had scores to the s ide of the 

response scale midpOint. The direction of skewness was similar for the 

two samples, indicating a tendency to experience nonexpression of 

feelings and needs, understanding from people when feelings were 

expressed, no stigma of illness, availability of social support, desire 
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for social support, feelings of attachment to others, availability of 

instrumental support, people offering cognitive guidance and advice, and 

being able to give support to others. The cancer sample tends to have 

contact with others more than once a week whereas the ~II sample tends to 

have contact with others less than once a week. 

Standard deviations of the 36 items are summarized as follows: 

Lowest Highest Number 
Sample Value Value ~ledian 1+0 .. 2 

Cancer 0.70 1. 57 1. 15 18 
HI 0.71 1.64 1. 29 11 
Total 0.74 1.57 1. 23 16 

In evaluating the item frequency distributions (see Table A.7 in 

Appendix A), six items were quite skewed. Item 32 had more than 90 

percent of responses in the extreme two choices in both samples. Items 

4, II, 26, 28, and 33 had more than 85 percent of responses in the 

extreme two choices in the cancer sample. However, only item 28 was 

this skewed in the HI sample. These findings suggest" that distributions 

are more spread out and more normally distributed in the ~II sample than 

in the cancer sample. 

A number of items had a high percentage of nonapplicable responses. 

These were: 

Percent Percent 
Cancer HI 

Item Sample Sample 

2 6 19 
5 23 35 

15 8 24 
21 7 17 
28 36 24 
29 12 13 
31 12 • 
33 10 17 
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Not counting these nonapplicable responses as missing, the percent of 

missing responses ranged from 0 to 8 in the cancer sample (median of 2 

percent) and from 2 to 10 in the HI sample (median of 4 percent). 

MULTITRAIT SCALING ANALYSES 

Items 5 and 28 were not included in any of the multitrait and 

scaling analyses because of the extremely high percentage of missing 

and/or nonapplicable responses. For purposes of these analyses, 

nonapplicable responses were recoded as missing. 

Analysis 1 

The remaining 34 items were included in the first analysis. Items 

20, 29, 35, and 36 were included as separate items. The remaining items 

were included in scales corresponding to the item groupings hypothesized 

in Table 47, and recoded as specified in Table 47. It was immediately 

apparent that expression of needs and expression of feelings should be 

combined into one scale (e.g .• in the total sample, four of these nine 

items correlated with the other of these two scales). Therefore these 

items were included in one scale and the analysis rerun. 

Analysis 2 

The item-scale correlation matrix for the 34 items and six 

hypothesized item groupings is shol<.'n in Table 48. Results indicated 

that several changes were needed. Items 2, 7, and 10 all had 

correlations of less than 0.10 with their hypothesized scale in the tU 

sample and were excluded from further analyses. 

In the cancer sample, none of the three desire for support items 

correlated the highest with this scale; items 21 and 22 correlated 

highest with the cognitive advice scale, and item 23 with the 

expressiveness scale. 

The same was true for items 21 and 23 in the total sample. 

Therefore, this hypothesized item grouping was dropped from 

consideration. Item 23 was moved to the expressiveness grouping because 

it correlated highest with the grouping, and because the item cootent 

was compatible with that grouping. Item 21 was not moved to the 
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cognitive guidance grouping because, even though it correlated 

highest with th i~ grouping, the item content did not refer to the amount 

of advice received. 

The multitrait analysis was thus rerun excluding now items 5, 2B 

(for missing values) and items 2, 7. 10, 21, and 22. 

Analysis 3 

The item-scale correlation matrix for the remaining 29 items and 

five hypothesiz.ed item groupings (i.e. excluding desire for support) is 

not shown. Essentially, the expressiveness and close attachments scales 

appear to be a5~essing the same construct. For example, in the total 

sample, of the 11 itC'.ms assessing these two scales, three were 

correlated more than 0.50 .. >lith the other scale, and eight of the 11 

items correlated above 0.30 \o'ith the other scale. Further, items 20 and 

29 each had the highest correlations with the expressiveness and the 

attachment scales in the total sample. 

Therefore, analyses were rerun with the expressiveness and 

attachment to others items combined into one hypothesized item grouping, 

which now also included items 20 and 29. 

Analysis 4 

The item-total correlation matrix still included 29 items, but only 

four item groupings were hypothesized: 

close attachments (1, 3, 4, 6, B, 9, 23, 24, 25, 26, 27, 20, 

29) 

no stigma of illness (16, 17, IB, 19) 

people \o'ho understand (11, 12, 13, 14, 15) 

cognitive guidance/advice (30, 31, 32, 33, 34) 

A problem still existed in the ~1I sample where two items correlated 

higher with another scale than \o'ith the hypothesized scale. Item 6 

correlated higher \o'ith the cognitive gUidance/advice scale and item 9 

\o'ith the 1:>tigma of illness scale as well as the people who understand 

scale. Therefore., these. tl.'O items were. dropped and the analysis rerun. 
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Analysis 5; Final Analysis 

The item-total correlation matrix for the remaining 27 items and 

the four hypothesized item groupings is shown in Table 49. 

For the close attachments/expressiveness scale, all but one item

total correlation equaled or exceeded 0.30 in all samples. That item 

(item 23) equaled or exceeded 0.30 in the cancer sample and the total 

sample. All items in all samples correlate higher with this scale than 

with any other scale. In the total sample. five items were scaling 

successes and six items were probable successes. 

For the no stigma of ill~~ss scale. all but one item-total 

correlation equaled or exceeded 0.30 (item 17 did not in the HI sample). 

All items correlated higher with this scale than with any other scale in 

all three samples. There \<"cre three scaling successes and one probable 

success in the total sample. 

For the ~ople I .... ho understand scale, all but one item-total 

correlation equaled or exceeded 0.30 (item 14 did not in the tii sample). 

In the total sample, all items correlate higher with this scale than 

• .:ith any other scale. In the cancnr sample. item 13 correlates equally 

high \<,'ith the close attachments and the stigma of illness scales. In 

the ~n sample, items 11 and 14 correlate higher \<"ith the close 

attachments scale. Because these problems were not consistent across 

samples, and because this criterion was met in the total sample, these 

items ... 'ere scaling successcs and three were probable successes in the 

total sample. 

For the cognitive guidance/advice scale, all item-total 

correlations ill all samples equaled or exceeded 0.30. All items 

correlated higher \<"ith this scale than any other scale in all samples 

... 'ith one exception (item 30 correlated equally with the close 

attachments scale in the cancer sample). There were four scaling 

successes and one probable success in the total sample. 

The reliability and homogeneity coefficient for these four scales 

as ... ·e11 as the total scale arc sho ... ·n in Table SO. The reliability 

coefficients are all above 0.50 for all scales in all samples. 



Table 49 

ITEN···SCALE CORRELATIO~ NATRIX OF SOCIAL SUPPORT/EXPRESSIVENESS ITEHS: FINAL ANALYSIS 

cancer Sample (~-95) Mt Sample (N~62) Tot"l Sample (N-157) 
Item G,ouping!lterna 

(aooreviated item content) ATTAC1I STIGMA PeOPLE ADVICE TOTAl. ATTACli StIGMA P£OPLE AJ)V!CE TOTAL ATTAOl STIGt!I, PEOPLE ADVICE TOTAL 

35 Frequency get together, friends, relative8 

36 GIve a. 1IIuch ouppon a. receive 

Clos~ Attachment"!E~!'l'f~ (ATTACH) 

1 Ke~t feelings to self 

3 Let people know feeUngs 

Talked to someone about feelings 

S Ask"d paapl@ for hodp 

23 Sought company and suppon 

24 felt lo~ed 

25 Fdt close to family 

26 Felt close to one friend 

27 Felt londy 

20 Hu been someone available to talk to 

29 Could count an others to do thinS" usually 

'" 
No StiW"a of Illness (STIGMA) 

16 Hesitant to t"l1 f~iends of illness 

17 People treat me different11 

18 People" avoid me 

19 Hide illness from others 

?eople "no Uoderstand (PEOPL~) 

11 Puson close to understood feelings 

12 Person dose to didn't .. cc"pt fe"linga 

13 liithdraw because people don't underHand 

14 Family keep8 feeling. to ourselvea 

15 Ha,d to blow off Bteam 

Cognitive Gul.danc,,!Advlce (ADVICE) 

30 Anount of advice aoout 111nu. 

31 People l<.eep me infot1ne.d 

32 People encou<age hopefulness 

J] People tell me can liel<. this disease 

34 Person <:108e to @ncou~aged OHter copl.nS 
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Table 50 

RELIABILITY (rtt ) AND HOMOGENEITY (rii) COEFFICIENTS 

FOR SOCIAL SuPPORT/EXPRESSIVENESS SCALES 

Cancer Sample HI Sample 
(N-95) (N-62) 

Number of 
Scale Items r tt r 11 r tt r 11 

Close Attachments! 
Expressiveness 

11 .87 .38 .84 .33 

No Stigma of Illness 4 .78 .47 .64 .31 

People who Understand 5 .73 .35 .62 .25 

Cognitive Guidance/Advice 5 .64 .27 .80 .45 

Total 25 .88 .21 .84 .16 

Total Sample 
(N-157) 

r tt r 11 

.87 .37 

.71 .38 ,... 
~ 
0 

.68 .30 

.74 .36 

.87 .20 
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PRINCIPAL CmlPONDITS ANALYSES 

Thp correlation matrix of the 36 lunrecoded) social 

support/expressiveness item~ is shO\.:n in Table B.11, B.12, and B.13 in 

Appendix B for the cancer sample, ~1I sample, and total sample, 

respectively. All matrices are calculated based on paindse deletion of 

missing data. 

The principal components analysis was performed only on the total 

sample because of the large number of items. Before performing this 

analysis, pairs of highly correlated oppositely worded items were 

combined. These .. :ere: (1) items 1 and 3 (r"'-.0.52) into a variable 

labeled FEELISGS, and (2) items 11 and 12 (r=-.O.41) into a variable 

labeled PEOPLE. 

The principal component analysis was pcrformEld on these two 

variables plus the remaining 30 llnrecoded item::. (item:; 5 and 28 Were 

excluded from this as they \<"ere at thp outset [rom the multitrait 

scaling analyses). Ten factors had eigenvalues greater than 1.0; 

hOI.:ever, only four of these predicted S percent or more of the variance. 

A ~cree test indicated that [our factors could bro rotated. Therefore, 

four factors were rotated, I.:hich explained 43 percent of the variance. 

These were very difficult to interpret. Beciluse so many items had been 

deleted during the multitrait scaling analyses, the! principal components 

analysis \<"as rerun including only those items Lhat remained ill the final 

multitrait scaling analysis (see Tahle 49). 

This analysis yielded eight facLors \<"ith eigenvalues greater than 

one, but only five that eXplained 5 percent or marc of the variance. A 

scree test indicated that three factors should be rotated. Four were 

rotated, representing a compromise between the 5 percent test and the 

scree test. The~e four factors explained 48 percent of the variance. 

Results are shown in Table 51. 

The four factors roughly correspond to the [our scales resulting 

from the multitrait scaling analysis (see Table 49): c10se attachments, 

people \<"ho understand, stigma of illness, and cognitive gUidance/advice. 

Of the 11 items in the close attachments/expressiveness scale, six 

had their highest loadings on the close ilttachments factor, and all but 

one of the rest of the items had their second-highest loading on this 
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Table 51 

CORRELATIONS BETWEEN SOCIAL SUPPORT/ExPRESSIVENESS ITEMS AND 
ROTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N=149) 

Item Grouping/ltema 

Close Attachments/Expressiveness 

4 Talked to someone about feelings 

1,3 Feelings (let people know) 

8 Asked people for help 

23 Sought company and support 

35 Frequency of contact 

26 Felt close to a friend 

30 Amount of advice about illness 

People Who Understand 

27 Felt lonely 

15 Hard to blow off steam 

11,12 People understand feelings 

24 'Felt loved 

20 Someone available to talk to 

36 Give as much support as receive 

29 Could count on others 

18 Could avoid me 

17 People treat me differently 

No Stigma of Illness 

16 Hesitant to tell friends of 
illness 

19 Hide illness from others 

13 Withdraw because people don't 
understand 

14 Family keeps feelings to ourselves 

Cognitive Guidance/Advice 

32 People encourage hopefulness 

31 Peapl keep me informed 

34 Person close to encouraged better 
coping 

33 People tell me can lick this 
disease 

I 

.66b 

-.63 

.62 

.61 

.60 

.54 

.51 

-.35 

.41 

.32 

.32 

.26 

.23 

-.26 

.34 

25 Felt close to family .45 

Percent of Variance EXplained 14 

altern number from Table 47. 
b 

Only coefficients above 10.231 are reported. 

Component 

I! 

-.26 

.64 

.61 

.59 

-.59 

-.55 

-.49 

-.47 

.46 

.35 

.40 

.33 

-.34 

-.28 

13 

II! 

.43 

-.32 

-.34 

-.28 

.37 

.27 

.84 

.72 

.58 

.42 

-.30 

11 

IV 

.29 

.27 

.23 

.33 

-.27 

.32 

.27 

.26 

.67 

.65 

.62 

.50 

.47 

10 

.54 

.63 

.47 

.39 

.43 

.46 

.38 

.54 

.42 

.46 

.55 

.62 

.36 

.47 

.41 

.28 

.72 

.56 

.53 

.36 

.51 

.54 

.51 

.41 

.55 
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factor. 

Of the four items in the no stigma of illTIflsS scale, two had t.beir 

highest loading on the stigma of illness factor and two had their sflcond

highest loading on this factor. 

Of the five items in the people ~ho understand scale, three had 

their higlwst loadings on the people who understand factor and two had 

their second-highest loadings on this factor. 

Of the five items in the cognit.ive gu~<i_ance/advice scale, four had 

their highest loadings on the cognit.ive guidance/advice factor and one 

had its second-highest loading on this factor. 

DESCRIPTro~ OF SCALES 

Because of the small sample size relative to the number of items, 

more \<'-eight was given to the multitrait scaling analysis in determining 

final scales_ Alt.hough t.he principal components identified did not 

correspond exactly to the scales in the multit.rait scaling, they at 

least- approximated them. Thf'refore, all scales \<"i11 be retained. 

A summary of means, and standard deviations for the four scales, is 

shown in Table 52. 

The cancer sample has higher scores than the ~1I sample on the close 

at.tachmenLs scale (L=3.34, p < .01), on the cognitive guidance/advice 

scale (t=3.00, p < .01), and on the t.otal scale (t=3.09, p < .01)_ No 

significant differellces betwel1TI the t.\<,·o samples were observed on the 

stigma of illness or t.he people \.:ho understand scales. 

A summary of product-moment. correlations among the scales is shown 

in Table 53. The coefficients are all moderat.e indicating that the 

scales are not very independent. 

An evaluation of frequency distributions of the scales in the total 

sample (not shOl .. ,:n) revealed that the close attachments/expressiveness 

scale had a flat distribution and the people \<'-ho understand scale hnd a 

sljghtly ske\.o,'ed distribution I.'ith people tending to have high scores. 
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Table 52 

SUMMARY STATISTICS FOR TaE SOCIAL SlPPORT/EXPRESSIVENESS SCALES 

Cancer Sample HI Sample Total Sample 
(N-95) (N-62) (N-157) 

Number of 
Scale Items Mean S.D. Mean S.D. Mean S.D. 

Close Attachments/ 11 40.31 8.08 35.39 9.02 38.45 8.77 
Expressivess 

No Stigma of 4 14.79 3.74 14.69 3.83 14.75 3.7B 
Illness 

People who Under- 5 18.55 4.19 17.74 4.02 18.23 4.14 
stand 

Cognitive Gui.d- 5 lB. 77 3.61 16.62 4.84 17.92 4.27 
ance/Advice 

Total 25 92.41 15.04 84.64 15.66 89.34 15.76 



Table 53 

PRODUCT-MOMENT CORRELATIONS AMONG SOCIAL SUPPORT/EXPRESSIVENESS SCALES 

Cancet Sample (N .. 95) Ml Swnple (N .. 62) Total Sample (N .. IS7) 

Scale 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

1 Close Attachments! (.87)a C.84) (.87) 
No Exptessiveness 

2 Stigma of Illness .44 (.78) .17 (.64) .32 (.71) 

3 People who Understand .48 .46 (.73 .49 .31 (.62) .49 .40 (.68) 

4 Cognitive Guidance/ .50 .2B .19 (.64) .48 
Advice 

.04 .25 (.80) .52 .16 .23 (.74) 

5 Total .90 .OS .70 .63 (.88) .89 .44 ... .66 C .84) .90 . .57 .70 .66 C.87) 

"Reliability coefficients ate on the diagonal. 
,... 
~ 
~ 
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XIII. WILL TO LIVE 

ITEN DESCRIPTION 

Thirteen items assessed concepts related to will to live. Four 

item groupings were hypothesized: reason to live, meaning in living, 

religious beliefs, and will to live. 

shown in Table 54. 

Items assessing each grouping are 

DESCRIPTIVE STATISTICS 0:-'< ITP1S 

The mean, standard deviation, and number of missing responses for 

each item are shm.m in Table 54. The frequency distributions for the 

items are presented in Appendix A, Table A.B. 

All but two items are skewed in the same direction in both samples, 

indicating that these people have reasons to 1 ive, meaning in living, 

and will to live, and that religious or spiritual beliefs are important. 

It£:oms 2 and 8 are skewed in opposite directions in the two samples: In 

the cancer sample, people tend not to have done most of the things they 

I.,anted to and have become more religious or spiritual, whereas the I'll 

sample tends to report the opposite. 

Standard deviations for the 13 items are summarized as follows: 

Lo,,'est Highest Number 
Sample Value Value ~ledian 1+0.2 

Cancer 0.63 1. 35 0.9B 7 
~1I 0.74 1.54 1.13 6 
Total 0.71 1. 47 1.05 8 

Th(l frequency distributions (shown in Table A.B) indicated that many 

items were qui.te skewed. Items 3, 6, 11, 12, and 13 all had more than 

85 percent of responses in the extreme two response categories in all 

three samples (items 12 and 13 had 90 percent or more in the extreme two 

response categories in all three samples). 
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The number of missing responses per item ranged from 2 to 4 percent 

in the cancer sample (median 3 percent) and from 2 to 6 percent in the 

HI sample (median 5 percent). The number of missing responses per 

person ranged from 0 to 9 in the cancer sample and from 0 to 12 in the 

HI sample (95 percent of each sample had one or zero). 

NULTITRAIT SCALH,G ANALYSES 

~lultitrait analyses ~ere performed on items recoded a~ specified in 

Table 54. 

Analysis 1 

When all 13 items Io!ere analyzed according to the hypothesized item 

groupings (see Table 54), item 2 clearly did not belong in the matrix 

(the maximum correlation of this item with any scale was -0.10 in the 

total sample). Further, items in the reason to live and meaning in 

living groupings tended to correlate as high or higher with the other 

scale (i.e., there seemed to be no distinction bet~een the two scales). 

Ana I J:'?_ i_~ 

In this analysis, item 2 was excluded and items 1, 3, 4, 5, 6, and 

7 I-:ere combined into one reason/meaning item grouping. Results are 

shot.'n in Tab lR SS. 

In the !eason/meaning grouping. all but one item-scale correlations 

equaled or exceeded 0.30 in all samples. 

ltem.5 did not correlate above 0.30 with any scale in the cancer 

sample, and correlated above O. 30 ~.:ith the religious/spiritual beliefs 

scale in the HI and the total sample. Because this item does not 

clearly assess religious/spiritual belicfs in terms of its content, it 

\.:as excluded from further analysis. Only items 3 and 4 correlated 

higher ~.:ith this scale "than with any other scale in all samples. Item 1 

correlated higher with the ,eligious/spiritual beliefs scale in the HI 

sample; item 6 correlated higher with the will to live scale in the 

cancer and the total samples; and item 7 correlated higher with the 

religious/spiritual beliefs scale in all three samples. For the next 

analysis, item 7 was therefore moved to the religious/spiritual beliefs 



Table. 5S 

ITEM-SCALE CORRELATION MATRIX OF WILL TO LIVE ITEm: ANALYSIS TWO 

• Gance.r Sample (N-93) HI Sample (N-61) Total Sample (N-154) 
Item Grouping/Item 

(abbreviated tt"m content) REASON REL/SPIR WILL TOTAL REASON REL/SPIR WILL TOTAL REASON REL/SPIR lflLL TOTAL 

Reason/M-.aning 
• • • • • • 1 Hav" important taaks to do .57 .29 .42 .53 .38 .43 .35 .40 .50 .38 .n .53 
• • .581' • • • Important to Someone .52 .23 .54 .51 .20 .39 .46 .56 .l2 ." .49 

4 People depend on me ." • .20 • • .29 .39 .52 .24 .19 .40 • .H • • .23 .26 .n 
5 Like helping others who are ill . L4 • .28 .13 .25 • .04 • .45 .22 .29 • .11 • • .37 .18 .28 
6 Life empty, haa no m"aning .55 • .23 .77 . 60 • • ." .13 .39 .36 • .48 • • .18 .60 .48 
7 Aware of what'a important/mean- .35 • .53 .21 • • .50 .33 .41 • • • • J9 .46 .J8 .49 .32 .51 ~ 

ingful ~ 
~ 

Relisious/S2iritual Beliefs 

8 Become mOre religious/spiritual .n .77 • .18 .56 • .34 .59 • • • • .23 .47 .42 .67 .23 .54 , Religious/spiritual beliefa .50 .79 • • .32 .68 .55 .n • • • • .55 .74 .52 .76 .42 .70 
give. meaning 

10 Religious/apiritual beliefs im- .38 .S> • .13 .56 • .49 .80 • • • • .47 .70 .41 .79 .26 .60 
portant 

Will to Live 

11 Feel lik" giving in to illness .47 .11 .n • • .43 .31 .13 • • • • .28 ." .39 .12 .H .36 
• • • • • • 12 Determined to improve/recover .S) .21 .74 .54 .43 .49 .S) .57 .51 .36 .64 .57 

13 Strong will to live .59 .31 .67 • • .67 .46 .49 • • • • .41 .57 .54 .40 .56 .60 

• Indicates coeffiCient corrected for overlap. 

altern number from Table 54. 

Note: Standard errOrs are 0,10 (Cancer Sample). 0.13 (MI Sample), and 0.08 (Total Sample). 
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scale and item 6 to the will to live scale. 

In the religious/spiritual beliefs scale, all items exceeded 0.30 

in all samples, and all items correlated higher with this scale than any 

other scale. Therefore these items were all retained in this scale for 

the next analysis. 

For the will t~ live scale, two of the three item-total 

correlations equaled or exceeded 0.30 (item 11 did not in the NI 

sample). Only item 12 correlated higher with this scale than any other 

scale in all samples. Items 11 and 13 did so only in the cancer and 

total samples. All items Io.'ere retained [or the next analysis. 

Analysis 3 

Results of the third analysis are shown in Table 56. In the reason 

to Jive scale, all item-scale correlations exceed 0.30 in all samples. 

However, only item 4 correlates higher with this scale than any other in 

a II samples. Item 3 (important to someone) correlates as high or higher 

with the will to live scale in all three samples. Item 1 correlates 

highest with this scale in the cancer and total samples. In the total 

sample, there is one scaling success (item 4), one probable success 

(item I), and one probable failure (item 3). K'evertheless the 

reliability coefficients are all well above 0.50 in all samples (see 

Table 57), thus this scale is acceptable for group comparisons. 

For the religious/spiritual beliefs scale, all item-scale 

correlations exceed 0.30, and all items correlate highest with this 

scale in all samples. In the total sample, there are three scaling 

successes and one probable success. Reliability coefficients are all 

acceptable (see Table 57). 

In the will to live scale, all item-total correlations equal or 

exceed 0.30 in all samples. Two items (11 and 12) correlate highest 

with this scale than any other scale in all samples, but items 6 and 13 

only do so in the cancer and total samples. In the total sample, there 

arc two scaling successes and two probable successes. Reliability 

coefficients are all acceptable for purposes of group comparisons (see 

Table 57). 



Table 55 

ITEM-SCALE CORRELATION MATRIX OF \JILt TO LIVE ITEMS: ANALYSIS THREE 

• Cancer Sample (N-93) MI Sample (N-61) Total Sample (Nm154) 
Item Grouping/Item 

(abbreviated item content) REASON REL/SPIR WILL TOTAL REASON REL/SPIR WILL TOTAL REASON REt/SPIR WILL TOTAL 

Reason/Meaning 
• • • • , • , Have important tasks to do .52 .33 ." .54 .J< .4> .H .49 ." .40 .42 .54 , , , • • • , Important to Someone ." .20 .59 .52 .55 .n .55 .48 .49 .25 .56 .n , • • , • , 4 People depend on me . ., .22 .33 .4> .55 .'7 .28 .H .60 .27 ." . ., 

ReliSious!SEiritual Reliefs 
• , • • , , Aware of what's importsnt!mean- .33 .56 .20 .H .28 . .a .n ." ." .50 ." .n 

ingful 

8 Become more religious/spiritual .20 
, 

.74 .20 
, , 

.55 .22 ." 
, , , ~ 

.'8 .42 ." .67 .22 .52 ~ , • • • , , ~ , Religious/spiritusl beliefs .36 .81 . " .68 . ., .73 .50 .n .40 .76 ." .60 
give meaning 

Religious/spiritual beliefs im-
, , , • • , 10 .1B .60 .14 .n .30 .77 .42 .65 .22 .16 .24 .56 

portant 

Will to Live , Life empty, has no meaning .59 .27 .78 
, , 

.CO .48 .17 
, , , , ." ." .52 .22 .00 ." 

11 Feel like giving in to illness .n .12 .73 
, , 

." .14 .20 .30 • .25 • .27 
, , 

.16 .54 ." 
12 Determined to improve/recovor ." .23 . 74 

, , 
.55 ." .49 

, • • • .55 .56 .42 ." .OS ." , , , , • , 
13 Strong will to live .50 .33 .n .63 .<4 .47 ." ." .48 .40 .63 .61 

• Indicatea coefficient Cortected for overlap. 

aItem number from Table 54. 

Note: Standard errOrS are 0.10 (Cancer Sample), 0.13 (MI Sample), and 0,08 (Total Sample). 
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Table 57 

RELIABILITY (~) AND HOHOGENEITY (R
II

) COEFFICIENTS 

FOR WILL TO LIVE SCALES 

Cancer Sample m Sample Total Sample 
(N=93) (N=60) (N=ls3) 

Number 
Scale of items r r .. r

tt 
r .. r

tt tt H H 

Reason to live 3 .68 .42 .67 .41 .70 
Religious/spiritual perspective 4 .87 .62 .79 .48 .83 
\Hll to live 4 .88 .64 .62 .29 .79 

Total scale 11 .85 .33 .81 .28 .84 

PRIJ\CIPAL CmlPONENTS ANALYSES 

The correlation matrices of the 13 (unrecoded) I>'ill to live items 

are shOl.m in Appendix B, Tables B. 14, B. 15, and B. 16 for the cancer 

sample, HI sample, and total sample, respectively. 

Analysis 1 

A principal components analysis of these correlations using all 13 

unrecoded items yielded four factors with eigenvalues greater than one, 

each explaining more than 5 percent of the variance, in all samples. 

However, item 2 did not seem to belong with this set (as it was the only 

item loading all a factor in the total sample and the HI sample, and 

loaded I<.'i th only one other item (item 5) in the cancer sampJ e) . 

Therefore, item 2 was dropped and the analysis rerun. 

Analysis 2 

A principal compOllellts analysiS of the 12 items (excluding item 2) 

yielded thrue factors with eigenvalues greater than one, each explaining 

more than 5 percent of the variance, in all samples. A scree test 

confirmed that three factors should be rotated. Because of the extreme 

ske\o.'ness of many of the items, the results [rom the total sample will be 

presented herc. Results are showll in Table 58. The three factors 

r .. 
H 

.43 

.56 

.48 

.32 
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Table 58 

CORRELATIONS OF 12 WILL TO LIVE ITEMS WITH ROTATED PRINCIPAL 
COMPONENTS: ANALYSIS NO (TOTAL SAMPLE, N-158) 

Item Grouping/Itema 

Will to Li.ve 

11 Feel like giving in to illness 

12 Determined to improve, recover 

6 Life empty, has no meaning 

13 Strong will to live 

Religious/Spiritual Perspective 

10 Religious/spiritual beliefs important 

9 Re1igious/spiritual beliefs give 
meaning 

8 Become more religious/spiritual 

7 Aware of what's important/meaningfu1 

5 Like be1ping otbers who are ill 

Reason to Live 

4 People depend on me 

3 Important to someone 

1 Rave important tasks t.o do 

Percent of Variance Explained 

~tem number from Table 54. 

Components 

I 

-.82 

.76 

-.70 

.67 

.49 

22 

II III 

.27 

-.42 

.30 .28 

.89 

.83 

.80 

.55 

.54 -.32 

.34 

25 

.84 

.62 

.61 

16 

Note: Only coefficients above [0.23[ are reported. 

.67 

.67 

.67 

.62 

.81 

.77 

.68 

.36 

.43 

.72 

.62 

.54 
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explain 63 percent of the variance and correspond to the item 

groupings resulting from the multitrait scaling analyses. Because item 5 

was subsequently dropped from those analyses, and because its item 

content does not warrant it being in the religious/spiritual perspective 

scale, it was dropped and the analysis rerun. 

Ana 1 ys is 3 

A principal components analysis of the 11 items (excluding items 2 

and .S) yielded three factors with eigenvalues greater than one, each 

explaining more than') percent of the variance. A scree test confirmed 

that three factors were appropriate. Again, because of the skelo'ness of 

many of the items, only the total sample results will be presented. 

Results are shown in Table 59, The three factors explain 67 percent of 

the varjanco, and again, the three factors correspond to those in the 

multitrait scaling analyses (Io'ill to live, religious/spiritual 

perspective, and reason to live). 

DESCRIPTIO?'\ OF SCALES 

A summary of means and standard deviations for the will to live 

scales is sho\o.'n in Table 60. The scales are scored so that higher 

scores indicate greater reason to live, religious/spiritual perspective, 

and lo'il1 to live. ThQ cancer sample has more reason to live than the HI 

sample (t~3. 15, p<.Ol), a greater religious/spiritual perspective 

(t~2.24, p<.Ol), and greater total scores (t~2.99). No significant 

differences were observed in Io'ill to live. 

All evaluation of frequency di!-;tributions of the scales in the total 

sample (not shown) revealed that the reason to live and will to live 

scales \o.·ere very skewed (43 and 53 percent, respectively, of people had 

the highest two scores). The religious/spiritual perspective scale was 

slightly skewed Io'ith people tending to have high scores. 

ProdUct-moment correlations among the scales are summarized in 

Table 61. Correlations are moderate among the separate scales, 

indicating that. they are independent enough to be scored separately, but 

also warranting a total scale score. 
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Table 59 

CORRELATIONS OF 11 WILL TO UVE ITEMS WITH ROTATED PRINCIPAL 
COMPONENTS: ANALYSIS THREE (TOTAL SAMPLE, N-158) 

Item Grouping/ltema 

Will to Live 

11 Feel like giving in to illness 

12 Determined to improve, recover 

13 Strong will to live 

6 Life empty. has no meaning 

Religious/Spiritual Perspective 

10 Beligious/spiritual beliefs important 

9 Religious/spiritual beliefs give 
meaning 

8 Beco~ more religious/spiritual 

7 Aware of what' s important/meaningful 

Reason to Live 

4 People depend on me 

3 Important to someone 

1 Rave important tasks to do 

Percent of Variance Explained 

~tem number from Table 54. 

Components 

I 

-.82 

.77 

.68 

-.67 

.23 

.43 

22 

II III 

.28 

.32 .28 

-.46 

.89 

.85 

.82 

.58 

.36 

26 

.88 

.69 

.60 

18 

Note: Only coefficients above 10.231 are reported. 

.67 

.69 

.63 

.67 

.79 

• BO 

.69 

.38 

.80 

.66 

.53 



- 156 -

Table 60 

SUMHARY STATISTICS FOR WILL TO LIVE SCALES 

Cancer Sample HI Sample Total Sample 
(N=:93) (N=60) (N=153) 

Number 
of 

Scale Items Bean S.D. Hean S.D. Bean S.D. 

Reason to live 3 13.02 1. 98 11.75 2.69 12.52 2.37 
Religious/spiritual perspective 4 14.43 3.93 12.92 4.17 13.83 4.09 
Will to live 4 18.10 2.59 17.38 2.41 17.82 2.54 

Total scale 11 45.55 6.52 42.05 7.39 44.18 7.09 

-.. --.-~.-
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Table 61 

PRODUCT-MOMENT CORRELATIONS AMONG WILL TO LIVE SCALES 

Sample Scale Reason Rel/Spir Will Total 

Cancer Reason (.68)" 

Rel/Spir .34 (.87) 

Will .56 .27 (.88) 

Total .73 .81 .73 ( .85) 

HI Reason (.67) 

Rel/Spir .39 (.79) 

Will .49 .45 (.62) 

Total .74 .85 .76 (.81) 

Total Reason (.70) 

Rel/Spir .39 (.83) 

Will .53 .36 (.79) 

Total .75 .83 .74 (.84) 

~eliability coefficients are on the diagonal. 
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XIV. ACTIVE COPING 

ITal DESCRIPTION 

Fifteen items assessed behaviors classified as active coping, i.e., 

things a person might do to feel actively involved in the healing 

process. Three item groupings were hypothesized: active positive 

thinking, perform health habits to facilitate healing, and seek 

information. Items assessing each grouping are shown in Table 62. 

DESCRIPTIVE STATISTICS ot\ !TENS 

The mean, standard deviation, and number of misSing responses for 

each item are shown ill Table 62. Tbe frequency distributions for the 

items are presented in Appendix A, Table A.9. 

All but t,,'o items are skewed in the same direction in both samples, 

indicilting that these people tend to think positively and tell 

themselves things to help them feel better, that they tend to practice 

positive health habits (e.g., relax, avoid stress, eat well), With 

regard to seeking information, in the cancer sample, all items were 

skel ... ed indicating "that people seek information and that it helps. In 

the ~II sample, the skewness indicates that they tend not to seek 

information but tha"t having information has helped them, Part of this 

inconsistency in the :'lJ sample may be because many of these people had 

particular djfficulty understanding the negative items regarding 

information, esp(>cially item 14. 

Standard deviations for the 15 items are summarized as follows: 

LO\o.'est Highest Number 
Sample Value Value Hedian 1+0.2 

Cancer 0.83 1. 51 1. 14 10 
m 0.66 1. 49 1. 14 7 
Total 0.91 1. 58 1. 14 9 
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The frequency distributions (shown in Table A.9) indicate that two items 

are quite skewed in the cancer sample (items 3 and 7 have 85 percent or 

more of the responses in the two extreme response categories), and four 

items are skewed in the ~1I sample (items 5, 10, and 11 have more than 90 

percent in the two eXLreme categories, and item 8 has more than 85 

percent) . 

The number of missing responses per item ranged from 0 to 4 percent 

in the cancer sample (median of 2 percent) and from 2 to 8 percent in 

the HI sample (median of 3 percent). The number of missing responses 

per person ranged from 0 to 5 in the cancer sample and from 0 to 11 in 

the ~n sample (96 percent of the cancer sample and 89 percent of the HI 

sample had zero or one missing responses). 

NULTITRAIT SCALING AKALYSES: 1 

\>lhen all 15 jtems weUl analyzed according to the hypothesized 

groupings (and recoded as specified in Table 62), the following items 

correlated less than 0.30 I.'ith their hypothesized scale: 

Item Sample 

1 ~fI 

2 m, total 
4 ~!I , cancer, total 
6 HI, cancer, tot a] 

7 HI 
8 HI 
9 NI. cancer, total 

10 'II 
11 HI 
12 NI 
15 }II 

Because of the many problems of scaling these items, it was decided to 

do .'l. principal components analysis to determine if any other item 

groupings could be identified. 
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PRINCIPAL CmlPONENTS ANALYSES 

The correlation matrices of the 15 (unrecoded) active coping items 

are shown in Appendix B, Tables B.17, B.18, and B.19 for the cancer 

sample, NI sample, and total sample, respectively. 

A principal components analysis of these correlations in the total 

sample using allIS unrecoded items yielded five factors with 

eigenvalues greater than one, each explaining more than 5 percent of the 

variance. A scree test was difficult to evaluate, however the fifth 

unrotated factor appeared to be a common factor. Therefore, five factors 

were rotated. Item 6 was the only item to load on the fifth factor, 

confirming the findjngs of the multitrait scaling analyses that this 

item does not belong in its hypothesi~ed group. 

Item 4 (thinking negative thoughts) loaded on factor 4 along with 

items 7 and 8 (eating well-balanced meals and getting a good night's 

sleep). This confirms that item 4 does not belong in its hypothesized 

item grouping, as was apparent in the multitrait scaling analyses. 

Item 9, hm.ever (I.-hich did not correlate 0.30 or greater with its 

hypothesized grouping in any samplG in the multitrait scaling analyses), 

loaded on the first fact.or along I.'ith three other health habit items. 

The prinCipal components Ilnalysis was rerun, eliminating items 4 

and 6. In the total sample, five factors had eigenvalues greater than 

one, each explaining more than 5 percent of the variance. Because the 

fifth factor appeared to be a common factor, five factors were rotated. 

Results are shol.'n in Table 63 for the total sample. The five factors 

explain 63 percent of the variance. 

EsseIltially, the active use of the mind and seek information 

groupings aTe distingui:o.hed a~ separate factors. The heal th habits 

grouping, however, splits into three concepts: 

daily routine, and physical activity. 

relax/take it easy, 

~1ULTITRAIT SCALING ANALYSES: 2 

~lultitrait scaling analyses were rerun using the item groupings 

identified in the prinCipal components analysis (see Table 63). Item 9 

(physical activity) was included as a separate item. 

in Table 64. 

Results are shown 
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Table 63 

CORRELATIONS BE'IWEEN' ACUVE COPING ITEMS AND ROTATED 
PRINCIPAL COMPONENTS: TOTAL SAMPLE (N-ISS) 

Item Grouping/Itema 

Relax/Take it Easy 

10 Avoided stressful situations 

11 Took things a little easier 

5 Took tillle to relax 

Seek Information 

14 Having information won't help 

13 Don I t seek information 

12 Information helped plan program 

15 Tried to get information 

Active Positive Thinking 

3 Hopeful outlook helped 

2 Told self things to feel better 

1 Thinking positive thoughts helped 

Daily Routine 

7 Ate well-balanced meals 

8 Got good uight's sleep 

Physical Activity 

9 Physical activity daily 

I 

.79 

.78 

.49 

.33 

Percent of Variance Explained 13 

~tem number from Table 62. 

Component 

II 

.80 

.75 

III 

-.60 .30 

-.51 

.80 

.24 .70 

.69 

15 14 

IV 

.45 

v 

.66 

.65 

.41 .62 

.68 

.60 

.27 -.28 .62 

-.43 

.80 

.74 

13 

.52 

.68 

.57 

.68 

.65 

.59 

.85 .77 

9 

Note: On1y coefficients above !0.231 are shown. 



Table 64 

ITEM-SCALE CORRELATION MATRIX OF ACTIVE COPING ITEMS 

a 
Cancer Sample (N=94) MI Sample (N=S9) Total Sample (N=IS2) 

Item Grouping/Item 
(abbreviated item content) POS DAILY RELAX INFO POS DAILY RELAX INFO POS DAILY RELAX INFO 

4 Thought negative thoughts 

6 Could have done more 

9 Physical activity daily .21 .21 .21 -.02 .26 -.10 .07 .24 .20 .09 .22 -.14 

Active _Positive Thinking (POS) 

* 1 Thinking positive thoughts helped .55 .26 .33 .18 .24 * .01 .12 .12 .43* .15 .23 .19 

2 Told self things to feel better .42* .09 .06 -.03 .35* -.20 -.06 -.21 .39* -.02 .03 -.11 

3 Hopeful outlook helped .68* .18 .21 .04 .33* -.14 -.21 .03 .53* .03 .05 .09 

Relax/Take it Easy (RELAX) 

5 Took time to relax .21 .61 .44* .06 -.22 .04 .27 * .18 .09 .43 .43* .01 
~ 

.49* * .45* 10 Avoided stressful situations .23 .28 .14 .07 -. 07 .17 .23 .17 .17 .06 ~ 
w 

11 Took things a little easier .11 .38 .49* .10 -.03 .12 .35 * .26 .05 .29 .48* .05 

Daily Routine (DAILY) 

7 Ate well-balanced meals .22 .48 * .55 .04 -.12 .33* -.15 -.10 .08 .41* .29 -.01 

8 Got a good night's sleep .15 .48* .41 .08 -.15 .33 * .25 .15 .03 .41* .35 .06 

Seek Information (INFO) 

12 Information helped plan program .24 .16 * .02 .37 .12 .19 .17 .10 * .19 .16 -.01 .33* 

13 Don't seek information .03 -.01 .12 .39 * -.15 .06 .27 .30 * -.01 .01 .07 .43* 

14 Having information won't help .05 .18 .20 .52 * -.22 .05 .29 .38* -.04 .11 .15 .50* 

* * * 15 Tried to get information -.07 -.08 .03 .37 .14 -.23 .04 .01 .03 -.14 -.05 .32 

* Indicates coefficient corrected for overlap. 

altern number from Table 62. 

Note: Standard errors are 0.10 (Cancer Sample), 0.13 (MI Sample), and 0.08 (Total Sample). 
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For the acti~~ positive thinking scale, all but one item-total 

correlation equaled or exceeded 0.30 in all samples (item one did not in 

the I'll sample), and all items correlated higher with this scale in all 

samples. In the total sample, all three items were scaling successes. 

Reliability coefficients were acceptable in the cancer sample and the 

total sample, but not in the HI sample (see Table 65). 

For the relax/take it easy scale. in the cancer sample and the 

total sample, all item-total correlations exceeded 0.30, only one did 

(item 11) in the I'll sample. Only tlo'O of the items (10 Bnd 11) 

correlated higher with this scale than any other scale in the cancer and 

total samples. In the total sample, two items were scaling successes, 

and one Io'as a probable success. Reliability coefficients were 

acceptable in the cancer sample and the total sample, but not in the NI 

sample. 

For the daily routine scale, all item-total correlations exceeded 

0.30 in all samples. All but one item (item 7) in the cancer sample 

correlated highest Io'ith this scale than any other scale. In the total 

sample, both items were scaling Sllccesses. Reliability coefficients 

were acceptable in the cancer sample and the total sample, but not in 

the NI sample. 

Table 65 

RELIABILITY (R
TI

.) A~D HmlOGENEITY (R
II

) COEFFICIENTS 

FOR ACTIVE COPI~G SCALES 

Cancer Sample HI Sample Total Sample 
(N"93) (N=59) (N"152) 

Number 
Scale of items r r .. r

tt 
r .. r

tt 
r .. 

tt " " u 

-----_. 

Active positive thinking 3 .72 .46 .49 .24 .63 .37 
Relax/take it easy 3 .66 .39 .42 .20 .64 .37 
Daily routine 2 .65 .48 .49 .33 .58 .41 
Seek information 4 .62 .29 .35 .12 .61 .28 
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For the seek information scale, item-total correlations for items 

13 and 14 equaled or exceeded 0.30 in all samples. Items 12 and 15 did 

so only in the cancer sample and the total sample. In the tolal sample, 

there were three scaling successes and oue probable Sllccess. 

Reliability coefficients were acceptable .in the cancer sample and t.he 

total sample, but not in the HI sample. 

DESCRIPTIO~ OF SCALES 

Although none of the scales in the HI sample met the criterion for 

reliability, they did so in the total sample. It thus appears that they 

cannot be Ilsed alone in the ~II sample. The scales are acceptable in the 

cancer sample, therefore descriptive information will be presented. 

A summary of means and standaJ:'d deviations foJ:' the scales is shown 

in Table 66. The scales aJ:'e scored so that higheJ:' scores indicate 

gJ:'eater use of the mind, relaxation, adherence to a daily routine, and 

information seeking. People in the ~1I sample do more relnxing and 

taking it easy (t=-3.41, p<.Ol), and are less likely to seek information 

(t=-5.81, p<.OI) than people in the cancer sample. An evaluation of 

frequency distributions in the total sample (not shown) indicated that 

the active positive thinking ~cale I-,'as slightly skewed (with people 

tending to get high scores). The relax/take it easy and daily routine 

Table 66 

SUmlARY STATISTICS FOR THE ACTIVE COPING SCALES 

Cancer Sample >II Sample Total Sample 
(N=93) (N=59) (N=152) 

Number 
of 

Scale Items Hean S.D. ~lean S.D. Hean S.D. 

Active positive thinking 3 11.54 2.45 11.17 2.22 11.40 2.37 
Relax/take it easy 3 12.00 2.75 13.19 1. 55 12.46 2.43 
Daily routine 2 8.82 1.47 8.90 1. 62 8.85 1. 53 
Seek information 4 15.82 3.57 12.52 3.31 14.54 3.83 
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scales were very skowed (42 and 68 percent of people, respectively, 

had Lho highest two scores). The seek information scale was slightly 

skewed with people tending to get high scores. 

Product-moment correlations among the scales are summarized in 

Table 67. 
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Table 67 

PRODUCT-HOMENT CORRELATIONS MlONG THE ACTIVE COPING SCALES 

Sample/Scale 1 2 3 4 

CANGER SA~[PLE (N=93) 

1 Active positive thinking (.72)a 
2 Relax/take it easy .23 (.66) 
3 Daily routine .21 .55 ( . 65) 
4 Sf'.ek information .07 .07 .13 ( .62) 

til SAMPLE (N=59) 
1 Active positive thinking ( . 49) 
2 Relax/take it easy -.08 (.42) 
3 Daily routine - . 16 .05 ( .49) 
4 Seek information -.04 .02 .33 ( . 35) 

TOTAL SMIPLE (/1;=152) 
J Active positive thinking ( . 63) 
2 Relax/take it easy . J 3 (.64) 
3 Daily routine .06 .39 ( . 58) 
4 Seek informa lion .06 .03 .05 ( . 61) 

aReliability coeffjcients ore on the diagona 1. 
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XV. ACCEPTANCE/REJECTION 

ITHI DESCRIPTION 

Seven items pertained to concepts having to do ,,>lith acceptance of 

illness, thinking about illness, and rejection of sick role. No item 

groupings were hypothesized. Three different response choices were 

offered. Items are shown in Table 68, and response choices are shown in 

footnote a. 

DESCRIPTIVE STATISTICS ON ITE~IS 

Thn mean, standard deviation, number of not applicable responses, 

and number of missing responses for each item are shown in Table 68. 

The frequency distributions for these items are presented in Appendix A, 

Table A.IO. 

All items are skewed in both samples, indicating that these people 

tend to avoid letting illness interfere with their lives, they try to 

forget about their illness, tend to be upset when their illness 

interferes with what they want to do, and are bothered a little when 

they think about their illness. 

Standard deviations for the seven items are summarized as follows: 

Sample 

Cancer 
m 
Total 

Lowest 
Value 

0.83 
0.60 
0.79 

Highest 
Value 

1. 56 
1. 50 
1. 53 

!'-Iedian 

1. 02 
1. 01 
1. 08 

Number 
1+0.2 

5 
2 
4 

---------- "-"-- ----

The frequency distributions (shown in Table A.IO in Appendix A) 

indicated that three items were quite skewed in both samples: Item 4 

had more than 90 percent of responses in the extreme two choices in both 

samples, and items 6 and 7 had 89 percent or more in the extreme two 

choices in both samples. 
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There were some nonapplicable responses in the cancer sample, 

having to do with people who said they did not feel ill now, or that 

illness did not interfere with their lives (item 3). No nonapplicable 

responses occurred in the ~n sample. 

The number of missing responses ranged from 0 to 2 percent in the 

cancer sample (median 1 percent) and 3 to 6 percent in the ~1I sample 

(median 5 percent). 

PRINCIPAL CmlPONEt-.'TS ANALYSES 

Because no item groupings were hypothesized, a principal components 

analysis was performed first. The correlation matrix of the seven 

(unrecoded) acceptance/rejection items is shown in Appendix B, Tables 

B.lO, B.21, and B.22. The basic pattern of correlations is similar in 

the two samples except for items 6 and 7. The extreme skewness of items 

6 and 7, especially in the HI sample, probably accounts for these 

variations. 

A principal components analysis of these correlations yielded three 

factors with eigenvalues greater than one in the cancer sample and two 

factors greater than one in the ~!I sample. Because of the extreme 

skewness of items 6 and 7 in the ~II sample, the results for the total 

sample were considered to be more reliable and will therefore be 

evaluated here instead of the two separate samples. 

In the total sample, three factors had eigenvalues greater than 

one, and each explained mare than 5 percent of the variance. A scree 

test indicated that three factors were appropriate. Results are shown 

in Table 69. The three factors explained 72 percent of the variance. 

The first factor is a rejection of sick role factor, pertaining to nat 

letting the illness interfere with their lives. The second factor is 

less clear, having to do with being bothered 2.Y illness. Two of the 

items directly pertain to being bothered or upset, and the third 

indirectly (if one can presume that thinking a lot about the illness 

probably indicates that the person is bothered by it). 

Item 1, trying to forget about the illness, is apparently a 

separate construct. 
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Table 69 

CORRELATIONS BETWEEN ACCEPTANCE/REJECTION ITEMS AND 
ROTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N-158) 

Item Grouping/Itema 

Rej ection of Sick Role 

6 Avoid letting illness interfere 

4 Accept illness. live fully 

7 Try to keep going as usual 

Not Bothered by Illness 

5 Bothered t.o think about. illness 

3 Get upset when illness interferes 

2 Think about Ulness 

Try to Forget 

1 Try t.o forget I am ill 

Percent of Variance Explained 

~tem. number from Table 1. 

I 

.89 

.81 

.74 

29 

Component 

II III 

.23 

.84 

.79 .28 

.72 -.39 

.92 

27 16 

Note; Only coefficients above 10.23[ are shown. 

.80 

.67 

.60 

.74 

.71 

.67 

.86 
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MULTI TRAIT SCALl~G ANALYSES 

To confirm the findings of the principal components analysis, a 

multitrait scaling analysis w'as performed on the seven items, using the 

item groupings from the principal components results. 

recoded as specified in Table 68. 

Items were 

Results are shol<.'n in Table 70. All item·total correlations in all 

samples equaled or exceeded 0.30; all items in all samples correlate 

higher with their hypothesized scale than with any other scale. Thus, 

the first two multitrait scaling criteria are satisfied. All items were 

scaling successes in all scales and in all samples. 

The reliability and homogeneity coefficients arc shown in Table 71. 

The reliability coefficients are all above 0.50, thus these scales are 

reliable enough for group comparisons. 

DESCRIPTIOS OF SCALES 

A summary of mean and standard deviations for the two scales is 

ShOI<.'1l in Table 72. The lC'_~jection of sick role scale is scored so that a 

hjgh score indicates greater rejection. The not bothered ~ illness 

scalf> is scored so that a high score indicates not being bothered. No 

significant differences in mean scores were observed between the two 

samples. An evaluation of the frequency distributions of the scales in 

the total sample (not shol<.'n) indicated that the rejection of sick role 

scale was negatively skel<.'cd (48 percent of people received the highest 

two scores). The not bothered by illness scale had a flat distribution 

and the try to forget item was slightly skewed with people tending to 

try to forget. 

PrOdllct·mOment correlations bel.ween the two scales were 0.34, 0.03, 

and 0.22 for the cancer, NI, and total samples, respectively. The 

coefficients are all small in relation to their reliabilities, 

indicating that the scales are independent. 



Table 70 

ITEM-SCALE CORRELATION MATRIX OF ACCEPTANCE/REJECTION ITEMS 

Cancer Sample HI Sample Totsl Sample 

Item Grouping/ItemS 
(N-94) (N-60) (N-154) 

(abbreviated item content) REJECT BOTHERED REJECT BOTHERED REJECT BOTHFRED 

1 Try to forget I am ill .08 .14 .28 .17 .16 .13 

Rejection of Sick Role 

6 Avoid letting illness interfere .79 • .35 .49 • • .01 .71 .21 ~ 

• • • ~ 

4 Accept illness, live fully .58 .20 .52 .19 .56 .18 w 

7 Try to keep going as usual .55 • .29 .39 • -.16 .51 • .15 

Not Bothered bI Illness 

* * • 5 Bothered to think about illness .37 .64 -.02 .60 .22 .62 

3 Get upset when illness interferes .21 .46 * .01 * .45 .14 .46 * 
2 Think about illness .27 .52 * .06 .44 * .17 .48 • 

• Indicates coefficient is corrected for overlap. 

altem number from Table 68. 

Note: Standard errors are 0.10 (Cancer Sample), 0.13 (HI Sample), and 0.08 (Total Sample), 



- 174 -

Table 71 

RELIABILJTY (RTf) AND HmlOGENEITY (Rn) COEFFICIENTS 

FOR ACCEPTA~CE/REJECTION SCALES 

Cancer Sample HI Sample 
(N=94) (N=60) 

Kumber 
--------

Scale of items r
tt rU r r .. 

tt U 

Rejection of sick role 3 .79 .55 .65 .38 
Not bothered by illness 3 .69 .42 .68 .41 

Table 72 

SUmlARY STATISTICS FOR ACCEPTANCE/REJECTIOS SCALES 

Scale 

Rejection of sick role 
Not bothered by illness 

Number 
of items 

3 
3 

------------------

Cancer Sample 
(K=94) 

13.19 
8.46 

S.D. 

2.31 
2.80 

HI Sample 
(N=60) 

~lean S.D. 

12.88 1.60 
9.13 3.13 

Total Sample 
(N=154) 

r
tt 

r .. 
u 

.76 .51 

.69 .42 

Total Sample. 
CN=lS4) 

Hean S.D. 

13.07 2.07 
8.72 2.95 



- 175 -

XVI. DOCTOR-PATIE~~ RELATIONSHIP 

The items regarding the doctor-patient relationship were asked only 

of the cancer sample. 

ITEtl DESCRIPTION· 

Twenty-six items were asked about various aspects of the doctor~ 

patient relationship. Ten item groupings were hypothesized, as follows: 

(1) confidence in doctors 

(2) humaneness of doctors 

(3) doctors facilitate expression of feelings and concerns 

(4) doctors encourage participation 

(5) information 

(6) doctors believe mind affects body 

(7) doctors allow optimism and hope 

(8) diagnosis/outlook 

(9) doctors encourage positive health habits 

(10) overall satisfaction 

Items included in each item grouping are shown in Table 73. Three 

different response choices were used for these items (see footnote a). 

DESCRIPTIVE STATISTICS ON ITE~IS 

The mean, standard deviation, and number of missing responses are 

shown in Table 73. Frequency distributions for these items are 

presented in Table A.ll in Appendix A. 

All items are skewed indicating that these people have favorable 

opinions about all of these aspects of their doctors. 

Standard deviations for the 26 items range from 0.64 to 1.24 with a 

median of 1.0. The frequency distributions indicate that six of the 

items are quite skewed. Items 5, 12, 13, and 15 have between 85 and 90 

percent of responses in the extreme two choices, and items 4 and 11 have 

more than 90 percent in the extreme two choices. 
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The percent of missing responses per item ranged from 3 to 5 

(median of 4) percent. 

HULTITRAIT SCALING A~ALYSES 

All items were included in a multi trait scaling analysis according 

to the item groupings in Table 73. Items were recoded as specified in 

Table 73. All item-total correlations equaled or exceeded 0.30 with the 

hypothesized scale. Ho\.,-cvcr, a number of items correlated higher with 

other scales than the hypothesized scale. Items 11 and 12 correlated 

highest with the information scale. Therefore, items 11, 12, 13, 14, 

and 15 were hypothesized t.o be a single scale pertaining to 

communication of information. It.ems 16 and 19 correlated higher with 

every other scale than ,,"·ith thei r own, thus both were removed from their 

hypothesized grouping. 

Item 23 (seemed cold and distant when explaining diagnosis) 

correlated highest ,,"'ith hUmaneness, facilitate expression, and 

information. Because this item appears to assess humaneness more than 

diagnosis/outlook, it was moved to the humaneness scale. Item 20 

correlated as high with the diagnosis/outlook scale as with its own. 

Because the other it.em in this scale was removed, item 20 was moved to 

the diagnosis/outlook scale. 

Analyses w'ere run including these changes, and results are shown in 

Table 74. All item-tot.al correlations exceeded 0.30 in all scales. 

Reliability and homogeneity coefficients are sho,,"'n in Table 75. 

For the confidence in doctors scale, three of the four items 

correlate higher with this scale than with any other scale. Item 2 

(follo""'ing or-ders ,,"'ill help) correlates slightly higher !.'ith 

communication of information. The reliability coefficient was 0.76. 

For the humaneness scale, two of the [our it.ems (':orrelate higher 

with other scales: item 6 (acts impersonal) correlates highest with 

facilitate expression, and item 23 (cold and distant) correlates highest 

with communication of information. The reliability was 0.8l. 

For the facilitate expression scale, item 8 (don't really listen) 

correlates higher ""'ith the communication of information scale. The 

reliability was 0.88. 
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Table 74 

ITEM-SCALE CORRELATIONS MATRIX OF DOCTOR-PATIENT 
RELATIONSHIP ITEMS: CANCER SAMPLE (N=95) 

Item Grouping/Itema 

(abbreviated item content) 

25 Improve health habits 

26 Overall satisfaction 

16 Encourage me to do things I 
like 

19 Inspire hope and optimism 

Confidence in Doctors (CONF) 

1 Know if anything can be done 

2 Following orders will help 

3 Make me feel better 

4 Seem well-trained 

Humaneness (HUM) 

5 Caring 

6 Ac t impersonal 

7 Respect my feelings 

23 Cold and distant 

Facilitates Expression (EXPR) 

8 Don't really listen 

9 Make it easy to talk 

10 Encourage expression 

Communication of Information (COMM) 

11 Never discuss decisions 

12 We work together 

13 Puts off my questions 

14 Explain things 

15 Hardly even explain 

Believes Mind Affects Body (MIND) 

17 Believe in fighting spirit 

18 Believe in hopeful outlook 

Diagnosis/Outlook (DIAG) 

21 Wasn't much to be done 

22 Had chance for recovery 

24 Encouraged me to overcome 

20 Not hopeful 

* 

CONF 

.51 

.59 

.67 

.60 

.66* 

.52* 

.48* 

.66* 

.44 

.42 

.26 

.43 

.63 

.57 

.46 

.39 

.67 

.61 

.52 

.58 

.31 

.41 

.23 

.36 

.43 

.41 

HUM 

.36 

.69 

.54 

.68 

.53 

.37 

.25 

.39 

.64 * 

.66* 

.67* 

.55* 

.68 

.73 

.65 

.55 

.64 

.62 

.58 

.58 

.34 

.39 

.39 

.34 

.64 

.37 

Indicates coefficient corrected for overlap. 

a ltem number from Table 73. 

Note: Standard error is 0.10. 

EXPR 

.58 

.66 

.59 

.77 

.61 

.48 

.33 

.52 

.55 

.78 

.55 

.56 

.46 

.77 

.75 

.69 

.67 

.42 

.47 

.25 

.33 

.54 

.39 

COHM 

.53 

.70 

.60 

.70 

.65 

.53 

.33 

.62 

.54 

.63 

.51 

.58 

.81 

.77 

.61 

.60* 

.70* 

.80* 

.69* . 

.87* 

.37 

.35 

.36 

.35 

.46 

.43 

MIND 

.38 

.19 

.40 

.45 

.25 

.47 

.30 

.09 

.40 

.29 

.36 

.20 

.36 

.45 

.47 

.26 

.48 

.34 

.23 

.33 

.77* 

.77* 

.35 

.45 

.48 

.37 

DIAG 

.28 

.43 

.42 

.63 

.43 

.49 

.21 

.26 

.49 

.43 

.39 

.46 

.41 

.49 

.39 

.35 

.44 

.45 

.40 

.47 

.50 

.48 

.63* 

.73* 

.59 * 

.47* 

TOTAL 

.49 * 

.68* 

.63* 

.67* 

.60* 

.38* 

.55* 

.65* 

.69* 

.58* 

.61* 

.56* 

.78* 

.77* 

.67* 

.74* 

.45* 

.51* 

.66* 

* .51 
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Table 75 

RELIABILITY (R
TT

) AND HOHOGENEITY (Rn) COEFFICIEJ'..'TS 

FOR DOCTOR-PATIENT RELATIONSHIP SCALES: CANCER SAHPLE (N=Y2) 

Number 
Scale of items r r .. 

tt H 

Confidence in doctors 4 .76 .44 
Humaneness 4 .81 .51 
Facilitate expression 3 .88 .71 
Communication of information S .88 .60 
Doctors believe mind affects body 2 .86 .7S 
Diagnosis/outlook 4 .79 .49 

Tot.al 26 .91 .28 

For th!!. commu~ication of information scale, item 12 (we work 

together) correlates highest wit.h the facilitate expression scale. The 

reliability was 0.88. 

For the mind affects body scale, both items correlate highest with 

this scale than any other scale. The reliability was 0.86. 

For the diagnosis/outlook scale, item 24 (encouraged me to overcome 

illness) correlates highest \o,'ith the humaneness scale. The reliability 

was 0.79. 

To facilit.ate the interpretation of these results, a principal 

components analysis was performed. 

PRINCIPAL CONPOl\E1\TS A~ALYSES 

A summary of product-moment correlations among the 26 Cunrecoded) 

items is presented in Appendix B, Table B.23. A prinCipal components 

analysis was performed on all items except 25 and 26, which were 

hypothesized as separate items. This analysis yielded five factors with 

eigenvalues greater than one, but only four explained 5 percent or more 

of the variance. Only two items had loadings greater than 0.30 on the 

fi fth unrotated fact.oJ:. Therefore, four factors were rotated. The~e 

explained 67 percent. of t.he variance, and results are shown in Table 76. 
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Table 76 

CORRELATIONS OF oaCfOR-PATIENT RELATIONSHIP ITEMS WITH ROTATED 
PRINCIPAL COMPONENTS: CANCER SAMPLE (N=95) 

Item Grouping/ltema 

(abbreviated item content) 

Humaneness 

6 Act impersonal 

7 Respect my feelings 

9 Make it easy to talk 

8 Don't really listen 

10 Encourage expression 

5 Caring 

14 Explain things 

23 Cold and distant 

15 Hardly ever explain 

11 Never discuss decisions 

19 Inspire hope and optimism 

Believes Mind Affects Body 

18 Believe in hopeful outlook 

17 Believe in a fighting spirit 

24 Encourage me to overcome 

Confidence in Doctors 

4 Seem well-trained 

1 Know if anything can be done 

16 Encourage me to do things I like 

3 Make me feel better 

12 We work together 

13 Puts off my questions 

Diagnosis/Outlook 

21 Wasn't much to be done 

22 Had chance for recovery 

20 Not hopeful 

2 Following orders will help 

Percent of Variance Explained 

altern number from Table 73. 

I 

-.78 

.77 

.72 

-.66 

.63 

.63 

.61 

-.59 

-.57 

-.57 

.57 

.46 

.24 

.30 

.30 

.51 

-.57 

24 

Components 

II III 

.27 

.33 

.47 

.37 

.39 

.84 

.72 

.48 

.38 

.48 

.40 

.36 

.47 

13 

-.26 

.39 

-.56 

.29 

.48 

-.33 

-.53 

-.25 

.42 

.80 

.72 

.64 

.62 

.59 

-.58 

-.38 

.34 

18 

Note: Only coefficients greater than 10.231 are reported. 

IV 

.23 

-.33 

-.30 

.27 

.34 

.42 

-.24 

-.83 

.75 

-.56 

.48 

11 

.70 

.69 

.79 

.78 

.72 

.60 

.66 

.51 

.72 

.47 

.72 

.78 

.66 

.63 

.71 

.67 

.65 

.62 

.77 

.72 

.75 

.72 

.49 

.57 
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The first factor pertains to humaneness and includes all items from 

the humaneness scale (5, 6, 7, 23), all items from the facilitate 

expression scale (8, 9, 10), and Lhree items from the communication of 

information scale (11, 14, 15). 

The second factor pertains to the doctor bel ieving that mind 

affe.ct!> body, including both items from that scale. Item 24 (encourage 

me to overcomG illness) had a moderate loading on this factor. 

The third factor includes thrc,e of the four confidence ill doctors 

items (and the fourth had a high secondary loading on this factor), aod 

t ... ,o of the f iva comrnun icat ion of informat ion items. 

The fourth factor includes three of the four communication of 

diilgnosis items, and seems to pertain La the outlook as well as the way 

of communicat.ing. 

These results seem to confirm the scaic,s hypothesize.d in the 

multitrilit scaling analyses. Although three of the scales appear to 

assess a geneTfll humanellllss factor (humaneness, facilitate expression, 

and communicaLioll of information), the distinctions among these scales 

""<11Tan1- keeping them separate ilt this time. 

later during the higher-order analyse!>.) 

DF.SCH.IPTIDi\ OF SCALES 

(They could be combinlld 

All scale!> w~re of acceptable reliability and will DO retained. A 

summary of meAns and standard deviations for these scales is sho\.;n in 

Tablo 77. An evaluation of scale frequency distributions (not shown) 

revealed that the confidence in doctors scale was negatively skewed (31 

percent of people received the highest two scores). The overall 

satisfaction item was skewed with people tending to bll satisfied. All 

the other scales were bimodally distributed with about 20 to 26 percent 

of people recPi\"ing the highest scores, but otherlo.'ise being normflily 

distributed. Product-moment correlations among the scales are sho\ .. m in 

Tab10 7B. 

• 
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Table 77 

SUMMARY STATISTICS FOR DOCTOR-PATIENT RELATIONSHIP SCALES: 
CANCER SAMPLE (N=92) 

Number 

Scale of Items Mean S.D. 

Confidence in doctors 4 17.03 2.62 
Humaneness 4 16.28 3.37 
Facilitate expression 3 11. 97 2.65 
Communication of information 5 21.16 3.82 

Doctors believe mind affects body 2 7.90 1.71 
Diagnosis/outlook 4 15.73 3.54 

Total 26 90.08 14.22 

-.----

Table 78 

PRODUCT-MOMENT CORRELATIONS MtoNG DOCTOR-PATIENT RELATIONSHIP SCALE: 
CANCER SAHPLE (N=92) 

Scale 1 2 3 4 5 6 7 

Confidence in doctors (.76)8 

HUmaneness .49 (.81) 

Facilitate expression .61 .77 (.88) 

Communication of information .67 .71 .81 ( . 88) 

Doctors believe mind affects body .38 .39 .47 .39 ( . 86) 
Diagnosis/outlook .45 .56 .48 .51 .52 ( . 79) 

BReliability coefficients are on the diagonal. 

• 
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XVII. RESULTS: PLEASURES/BENEFITS 

rtEH DESCRIPTION 

Fifteen items assessed pleasurable activities engaged in by the 

respondent and benefits of illness. Three item groupings were 

hypothesized: enjoy life more, benefits of illness, and pleasurable 

activities/diversions. The items and item groupings are shown in Ta.ble 

79. Two different response choices were offered for these items (shown 

in footnote a). 

DESCRIPTIVE STATISTICS ON ITE~lS 

The mean, standard deviation, and number of not applicable and 

missing responses for the 15 items are shown in Table 79. The frequency 

distributions for these items are in Appendix A, Table A.l2. 

The five enjoy life more items are not consistently skewed either 

within either sample, or between the two samples. 

Three items are skewed consisten~ly in both samples indicating th~t 

these people tend to live more for today, are not doing things they 

always wanted to do, and have been able to reduce the pressure in their 

lives. In the cancer sample, people tend to do the same things as 

before and enjoy everyday experiences more, but th~ opposite tendency 

was observed in the ~1I sample. 

For the four benefits of illness items, three are skewed in the 

cancer sample indicating that the illness has not given them a chance to 

get away from a bad situation, they do not enjoy being taken care of 

when ill, and that people do pay more attention now. In the HI sample, 

all four items are skewed indicating that illness has not given them a 

chance to get away from a bad situation, it has given them a break from 

a busy life, they do enjoy being taken care of when ill, and people pay 

them more attention. 

The six pleasurable activities/diversions items were all Similarly 

skewed in the two samples except item 13--wher~as people in the cancer 

sample tended to have taken a vacation since becoming ill, people in the 

ttl sample tended not to. The other five items were skewed indicating 
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that people did take time to do enjoyable things, they tended to rely 

on work and other activities to take their mind off things, they did not 

daydream, and they tended to find it easy to fill their free time. 

Standard deviations for the 15 items are summarized as follows: 

Lm.'est Highest Number 
Sample Value Value Nedian 1+0.2 

Cancer 0.96 1.55 1. 31 3 
m 0.94 1. 57 1. 35 4 
Total 0.97 1. 69 1. 37 3 

The item frequency distributions (see Table A.12, Appendix A) were all 

fairly spread out with none of the items being especially skewed. 

The number of miSSing responses per item ranged from 0 to 5 percent 

in the cancer sample (median of J percent) and from 2 to 8 percent in 

the NI sample (median of :3 percent). A count of the number of missing 

items per person (out of 15 items) ranged from 0 to 10 in the cancer 

sample and 0 to 15 in the ~11 sample (one person did not. complete any of 

the items in the ~11 sample). ~lost respondents were missing none or one 

of the items (94 percent in the cancer sample and 97 percent in the HI 

sample) . 

PRINCIPAL Cm!PONEKTS Al\ALYSES 

Because of the inconsistencies in item distributions (i.e. because 

items \o.'ere skewed in opposite directions for similarly \wrded items), it 

\o.'as decided to begin \o.'iLh an exploratory principal components analysis 

to suggest ne\o.· item groupings. 

The product-moment correlations among the 15 (unrecoded) items are 

present.ed in Tables B.24, B.25, and B.26 in Appendix B. 

A principal components analysis was performed on all unrecoded 

items. In the total sample, five factors had eigenvalues greater than 

one, each explaining more than 5 percent of the variance. A scree test 

confirmed that five factors should be rotated; these five factors 

explained 59 percent of the variance (see Table 80). 



- 186 -

Table 80 

CORRELATIONS OF PLEASURES/BENEFITS ITEMS 
WITH ROTATED PRINCIPAL CmlPONENTS: 

TOTAL SAMPLE (N=158) 

Item Grouping/ltem
a 

(abbreviated item content) 

ENJOY LIFE 
15 Easy to fill free time 

1 Live more for today 
10 Took time for things r enjoy 

DOI~G DIFFERE~T THINGS 
13 Taken vacation/gotten alo'ay 

2 Djd things nover got around to 
4 Enjoy everyday experiences more 
6 Got away from bad situation 

BREAK FRO~1 BUSY LIFE 
7 Rest or break from busy life 
3 Do \o,'hat I used to do 
5 ~ot able to reduce pressures 

BUSY, \WRKIl'\G 
12 \o,'ork took mind off things 
11 Too busy for fun 

ENJOY BEIKG CARED FOR 
8 Enjoy being taken care of when ill 
9 People pay me more attention 

14 Daydreamed, imagined things 

Percent of Variance explained 

I 

.74 

.70 

.69 

.39 

.30 
-.27 

-.28 

14 

I! 

.25 

.72 

.70 

.53 

.52 

.28 

.35 

13 

Component 

II! IV 

-.30 

-.24 

.39 
.28 .27 

.79 
-.65 -.23 
-.56 .38 

10 

.84 

.70 

.24 

13 

NOTE: Only coefficients above 10.231 are reported. 

altern number from Table 1. 

V 

.25 

.83 

.70 

.42 

10 

The first factor pertains to enjoying life. The second is harder 

to characterize, concerning doing different things and enjoying everyday 

experiences more. The third factor is having a break from a busy life. 

The fourth factor is being busy or working to take their mind off 

things, and the fifth factor is enjoying being cared for. 

.57 

.55 

.63 

.65 

.58 

.59 

.46 

.68 

.60 

.54 

.72 

.62 

.74 

.59 

.38 
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Based on these results and a reevaluation of the item content, the 

following item groupings were hypothesized: 

0) enjoy life (items 1, 4, 10, 15) 

(2) change as a result of illness (items 2,3,5,6,7,13) 

(3) enjoy being cared for (items 8, 9) 

(4) busy/working (items 11, 12) 

Item 14 was not hypothesized as part of any grouping (although it 

loaded on factor V, it does not belong to this item grouping based on 

its item content). 

NULTITRAIT SCALI~G A:\ALYSES 

Nultitrait scaling analyses were performed on the 15 items (item 14 

Io.'as included as a separate item), according to the above four item 

groupings. Items were recoded as specified in Table 79; however, item 

11 was reversed in sign for inclusion in the busY/I<.'orking item grouping. 

Results indicated that items 3 and 13 did not belong in the 

"change" grouping (these correlated 0.05 and 0.16 with this scale in the 

total sample). These I<.'erc excluded and the analyses rerun. 

Item-total correlations of the 13 items are shmm jn Table 81. 

Item 14 is not associated consistently I<.'ith any hypothesized item 

grouping. 

In the enjoy life scale, all item-total correlations exceed 0.30 in 

the cancer sample only. Only two of the four items do so in the ~II 

sample. All items correlate highest I<.'ith this scale than any other 

scale in the cancer sample. In the HI sample, this is true for three 

items, but item 4 (enjoy everyday (lxpeTiences more) correlates higher 

Io.'ith the "change" and "busy" scales. The reliability coefficients for 

this scale are 0.64 for the cancer sample and 0.56 for the HI sample 

(sec Table 82). 

In the change resulting from illness scale, two of the four item

total correlations equal or exceed 0.30 in the cancer sample, and none 

do so in the HI sample. The reliability coefficients for this scale are 

0.50 in the cancer sample, 0.38 in the HI sample, and 0.44 in the total 



Table 81 

ITEM-SCALE CORRELATION MATRIX OF 13 PLEASURES/BENEFITS ITEMS 

Item Grouping/Item a Cancer Sample (N=93) MI Sample (N=6l) Total Sample (N=154) 

(abbreviated item content) ENJOY CHANGE CARED BUSY ENJOY CHANGE CARED BUSY ENJOY CHANGE CARED BUSY 

14 Daydreamed, imagined things .10 .38 .23 -.02 .06 .07 .29 .33 .10 .26 .24 .12 

Enjoy Life (ENJOY) 

* * * 1 Live more for today .48 .14 .20 .03 .27 .20 .11 -.03 .41 .15 .14 -.01 
* * * 4 Enjoy everyday experiences .32 .23 .13 .19 .20 .46 .26 .38 .29 .29 .16 .25 

more 

* * * 10 Took time for things I enjoy .49 .16 .11 -.35 .48 .30 .21 -.07 .48 .21 .14 -.24 
* * * 15 Easy to fill free time .42 .05 .06 -.15 .46 .20 .06 -.15 .43 .10 .05 -.15 

Change Resulting from Illness 
(CHANGE) '" 00 

2 Did things never got around to .24 .22 * .27 -.11 .26 .26 * * 
00 

.18 .22 .27 .20 .21 .01 
5 Not able to reduce pressures .17 * .28 .08 -.38 .18 .09 * * .29 .01 .18 .20 .16 -.23 
6 Got away from bad situation .03 * .30 .07 .14 .25 .25 * * .24 .33 .09 .28 .15 .23 
7 Rest or break from busy life .09 * .39 .12 -.05 .42 .24 * * .24 .28 .15 .32 .19 .08 

Enjo;[ Being Cared For (CARED 

8 Enjoy being taken care of .18 .10 .36 * -.24 .16 
when ill 

.22 .33 * .21 .14 * .16 .35 -.03 

9 People pay me more attention .11 .26 .36 * -.17 .25 .45 * * .33 .16 .16 .33 .35 -.03 

Busy/Working (BUSY) 

11 Too busy for fun -.19 -.01 -.17 * .41 .07 .33 .21 .60 * -.10 .12 .00 * .49 
12 Work took mind off things .01 -.27 -.25 .41 * .09 .29 .21 .60 * .03 -.06 -.06 .49 * 

* Indicates coefficient corrected for overlap. 

a ltem number from Table 68. 

Note: Standard errors are 0.10 (Cancer Sample). 0.13 (MI Sample), and 0.08 (Total Sample). 
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Table 82 

RELIABILITY (Rrr) AND HONOGENEITY (R
II

) COEFFICIENTS 

FOR BENEFITS/PLEASURE SCALES 

Cancer Sample HI Sample Total Sample 
(N=93) (N==61) (N=154 ) 

Number 
Scale of items rtt r .. r

tt 
r .. r

tt " U 

Enjoy life 4 .64 .30 .56 .24 .62 
Change re5ulting from illness 4 .50 .20 .38 .13 .44 
Enjoy being cared [or 2 .52 .36 .50 .33 .50 
Busy/working 2 .58 .41 .75 .60 .66 

sample. Because these are not acceptable in the HI and "total samples, 

and because no improvements in the scale appear to be possible, this 

scale \>.'ill not be US{)ri. 

In the enjoy being cared for scale, both item-total correlations 

equal or exceed 0.30 in both samples. Both items correlat.e higher with 

this scale than with any other scale. The reliability coefficients are 

0.52 and 0.50 for the cancer and the tJI samples, respectively, which are 

barely acceptable . 

• In the busy/working scale, both item-total correlations exceed 0.30 

in all samples, and both items co!Telate higher with this scale than 

I."ith any other scale. There is one scaling success and one probable 

success in the cancer sample, and two scaling Sllccesses in the NI 

sample. Reliability coefficients are 0.58 and 0.75 in the cancer and NI 

samples, respectively. 

DESCRIPTION OF SCALES 

The mean and standard deviation of the three acceptable 

pleasures/benefits scales are bhown in Table 83. People in the cancer 

sample enjoy life more (t=2.38, p<.OS). An evaluatioll of scale 

frequency distributions in the total sample (not shown) revealed that 

r .. 
H 

.29 

. 16 

.34 

.49 
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Table 83 

SUMMARY STATISTICS FOR THE PLEASURES/BENEFITS SCALES 

---

Cancer Sample HI Sample Total Sample 
(N=93) (N=61) (N=158) 

Number 
of 

Scale Items Mean S.D. Mean S.D. ~lean S.D. 

Enjoy life 4 15.44 3.10 14.27 2.90 14.97 3.07 
Enjoy being cared for 2 6.14 2.13 6.67 2.30 6.35 2.22 
Busy/work ing 2 5.60 2.33 5.93 2.52 5.73 2.41 

the enjoy life scale t-Ias slightly skewed with people tending to score 

high. The other scales were roughly normally distributed. The 

corcclations among the thcee scales aJ;"e ~hown in Table 84. 

Table 84 

PRODUCT-HONEST CORRELATIONS MIONG PLEASURES/BEN"EFITS SCALES 

Sample/Scale 1 2 3 

• 
Cancer 

l. Enjoy life (.64)8 
2. Enjoy being cared for . 18 (.52) 
3. Busy/working -.10 -.25 (.58 ) 

HI 
l. Enjoy life (.56) 
2. Enjoy being cared for .25 (.50 ) 
3. Busy!working .OB .23 ( . 75) 

Total 
l. Enjoy life (.62) 
2. Enjoy being card fOl" .18 (.50) 
3. Busy/working -.04 -.03 ( .66) 

----_._-,---
BReliability coefficients are on the diagonal. 
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XVIII. POSITIVE ~~D NEGATIVE FEELINGS 

nEt! DESCRIPTION 

Several positive and negative feelings were assessed by 31 items, 

including optimism/positive outlook, satisfaction with life, positive 

well-being, depression, anxiety, gUilt, and anger. These items and item 

groupings are shown in Table 85. 

DESCRIPTIVE STATISTICS ON ITE~!S 

The mean, standard dev~ation, alld number of missing responses for 

each item are shown in Table 85. The frequency distributions for the 

items are presented in Appendix A, Table A.13. 

All items are skewed, and all but one item are skewed in the same 

direction. in both samples. Item 9 is differentially skewed, with the 

cancer sample indicating more satisfaction with work than the HI sample, 

The direction of skelo,'ness indicates that all these people tend to be 

optimistic, satisfied with their lives, and experience positive well

being. They do not tend to be depressed, anxious, guilty, or angry. 

Standard deviations for the 31 items are summarized as follows: 

Lowest Highest Number 
Sample V.:llue Value ~Iedian 1+0.2 

Cancer 0.70 1. 24 0.96 24 
m 0.42 1. 58 1. 15 21 
Total 0.68 1.44 1. OJ Z3 

The frequency distributions (shol.'n in Table A.l3) indicated that several 

items were quite skewed, especially in the til sample. I terns 2 and 26 

had more than 83 percent of responses in the extreme two categories in 

the cancer sample, and more than 95 percent in the NI sample. Items 2 

and 13 had no response of five in either sample. 

The number of missing responses wa~ high for item 10 (satisfaction 
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with work) because mBny people did not work (14 and 24 percent for the 

canc~r and MI samples, respectively). Not including item 10, the number 

of missing responses per item ranged from 1 to 4 percent in the cancer 

sample (me.dian of 2 percent) and from 2 to 8 percent in the HI sample 

(median of 5 percent). The number of missing responses per person 

ranged from 0 to 26 in the cancer sample and from 0 to 30 in the HI 

sample. Ninety-five percent of the cancer sample and 87 percent of the 

~1I sample had twa or less missing items. 

~lULTITRAIT SCALING ANALYSES 

All items were recoded BS shown in Table 85. When all 31 items 

were analyzed according to the hypothesized item groupings (see Table 

85), item 7 clearly did nat belong in the matrix (it correlated only 

0.21 with the optimism scale in all samples, and correlated 0.20 or less 

with all other scales in all samples). Analyses were rerun excluding 

item 7. In these results (not shown), item 9 (satisfaction with work) 

correlated much lower with the satisfaction with life scale than did the 

other three items in the scale. Because satisfaction with work can be 

quite distinct from satisfaction with other aspects of life, and because 

of the large number of miSSing responses on this item due to nonworking 

people, this item was excluded from the scale. (Satisfaction with work 

\o,'ill thus be scored as a single item measure). In addition, item 3 

(nothing to look forward to) correlated much higher with the depression 

scale than the optimism scale in all three samples. Therefore, the 

analyses \o,'ere rerun with item 9 excluded and item 3 moved to the 

depression scale. Results are shown in Table 86. 

In the optimism/positive outlook scale, all item-total correlations 

exceeded 0.30 in all samples except for item 2 in the HI sample. Most 

items correlated highest with this scale: exceptions were items I and 4 

in the NI sample and item 6 in all samples. In the total sample, all 

items are probable scaling successes. Reliability coefficients are all 

acceptable (i.e. all are above 0.50) (see Table 87). 

In the satisfaction with life scale, all item-total correlations 

equal or exceed 0.30 in all samples. All items correlate highest with 

this scale except for item 8 in the cancer sample. In the total sample, 
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Table 87 

RELIABILITY (~) AND HOHOGENEITY (RII ) COEFFICIEl'.'TS 

FOR POSITIVE A~~ NEGATIVE FEELINGS SCALES 

Cancer Sample HI Sample Total Sample 
- (N=93) (N:::60) (N:::153) 

Number 
Scale of Items r

tt " . r
tt 

r .. 'tt u u 

Optimism/positive outlook 5 .77 .40 .56 .20 .69 
Satisfaction with life 4 .83 .62 .78 .54 .81 
Positive well-being 4 .90 .69 .80 .49 .86 
Depression 5 .90 .64 .85 .52 .88 
Anxiety 4 .86 .60 .75 .43 .80 
Guilt 3 .54 .28 .13 .05 .37 
Anger 5 .86 .55 .86 .56 .86 

all three items are probable successes. Reliability coefficients are 

all acceptable (see Table 87). 

In the positive well-being scale, all item-total correlations 

exceed 0.30 in all samples. All items correlate higher with this scale 

than any other scale except item 13 in the ~1I sample. The total sample 

has one scaling success and three probable successes. Reliability 

coefficients are acceptable (see Table 87). 

In the depression scale, all item-total correlations exceed 0.30 in 

all samples. All items correlate higher with this scale than any other 

scale except item 18 in the HI sample. In the total sample, all items 

are probable successes. 

In the anXiety scale, all item-total correlations exceed 0.30 in 

all samples. Item Z1 correlates higher with this scale than any other 

scale in all samples. Items 22 and 23 do 50 in the total sample and one 

subsample each. Item 20 (feel nervous) correlates the same or higher 

with the anger scale in all samples. In the total sample, three items 

are probable successes, and one is a probable failure. Reliability 

coefficients are all acceptable (see Table 87). 

, .. 
u 

.31 

.59 

.60 

.60 

.50 

.17 

.56 
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In the guilt scale, none of the item-scale correlations equal or 

exceed 0.30 in the HI sample but all of them do in the cancer sample. 

One item (26) does so in the total sample. Reliability coefficients are 

acceptable in the cancer sample but are not in the ~1I sample or the 

total sample. This scale l.:ill not be retained. 

In the anger scale, all item-total correlations equal or exceed 

0.30 in all samples. All items correlate higher ~'ith this scale than 

any other scale except item 27 (easily annoyed) in the cancer sample, 

~'hich correlates highest ~ith the anxiety scale. In the total sample, 

all items are probable successes. Reliability coefficients are all 

acceptable (see Table 87). 

PRIKCIPAL CmlPONE~TS ANALYSES 

The correlation matrices of the 31 (unrecoded) positive and 

negative feelings items are shown in Appendix B, Tables B.27, B.28, and 

B.29 faY:" the cancer sample, ~1I sample, and total sample, respectively. 

A principal components analysis of the 27 items used in the 

multitrait scaling analysis (item 7 and the three guilt items weJ:"e 

excluded) yielded four factors with eigenvalues greater than one in the 

total sample. Only three of these explained at least 5 percent of the 

variance; a scree test suggested thBt three or four fBctors should be 

rotated. Because there were several loadings greater than 0.30 on the 

fourth unrotated factor, four factors were rotated. Results are shown 

in Table 88. These four factors explained 60 percent of the variance. 

The first factor is a general negative feelings factor, including 

all of the anger item!>, three of the four depression items (and the 

f~urth, item 17, had a secondary loading on this factor), and all of the 

anxiety items. 

The second factor is an optimism/positive outlook factor. The 

first three items (1, 2, 5) are from the same scale, and items 14 and 15 

are from tllCl positive well-being scale. The remaining optimism/positive 

outlook items had secondary loadings on this factor. 

The third factor seems to be a satisfied ~'ith work factor, wit.h the 

other two items having several secoudllry loadings. This is consistent 

with the multitrait scaling results where satisfaction with work was the 
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Table 88 

CORRELATIONS OF POSITIVE AND NEGATIVE FEELINGS ITEMS WITH 
ROTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N:154) 

Item Grouping/ltema 

Negative Feelings 

27 Easily annoyed 

28 Angry 

29 Irritated 

16 Depressed 

22 Tense 

30 Resentful 

21 Anxious 

23 Feeling anxious interfered 

31 Feeling angry interfered 

19 Feeling depressed interfered 

18 In low spirits 

20 Nervous 

Optimism/Positive Outlook 

5 Looked on bright side 

2 Always hope of getting better 

1 Optimistic that life will work out 

15 Happy 

14 Cheerful 

Satisfied with Work 

9 Satisfied with work 

4 Everything looked discouraging 

6 Felt weighed down by illness 

General Satisfaction/Well-Being 

3 Nothing to look forward to 

12 Enjoyed things 

8 Satisfied with personal life 

11 Satisfied with leisure 

10 Satisfied with friendships 

17 Down in the dumps 

13 In a good mood 

Percent of Variance Explained 

altern number from Table 85. 

Component 

I 

.78 

.76 

.75 

II 

.74 -.33 

.73 

.68 

.66 

.66 

.66 

.65 

.64 

.61 

-.38 

-.46 

-.40 

-.33 

.69 

.66 

.61 

.53 

.51 

III 

-.30 

IV 

.28 

.29 

.42 

.49 

.52 

.39 

-.26 

-.43 

-.41 

.24 

.81 

-.40 -.51 .29 

.45 -.36 

-.28 

.41 

-.44 

26 

-.23 

.35 

.24 

.23 

-.28 

.40 

12 

-.50 

.27 

.42 

.74 

-.66 

-.66 

-.63 

.38 -.58 

.55 

-.48 

7 16 

Note: Only coefficients above !0.231 are reported. 

.65 

.59 

.58 

.74 

.59 

.56 

.56 

.63 

.70 

.70 

.72 

.52 

.50 

.46 

.49 

.61 

.66 

.70 

.56 

.60 

.67 

.64 

.65 

.61 

.56 

.56 

.59 
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least correlated with the satisfaction with life scale. These findings 

confirm that satisfaction , . .-ith work should be scored separately. The 

fourth factor is primarily a satisfaction with life factor, including 

all three of the satisfaction items. It also includes one optimism 

item, two positive well-being it-ems, and two depression items. 

These results support scoring a global negative feelings measure. 

HOIo'ever, because the three feelings can be distinguished in multitrait 

scaling studies, they will be scored separately at this time. These 

results suggest that optimism/positive outlook and positive well-being 

are very similar and might be one construct. Again, however, because 

they Io'ere distinguished in the multitrait scaling studies, they Io'ill be 

scored separately at this time. 

being also appear to be similar. 

Life satisfaction and positive well-

Essentially, the principal components results suggest that 

collapsing the positive and negative feelings scales into more global 

indicators may be warranted. HoweveT, [or purposes of this study, they 

.,1i11 be scored separately. 

DESCRIPTIO~ OF SCALES 

A summary of means and standard deviations for the scales is shown 

in Tabl{~ 89. The scales are scor<id so that a higher score indicates 

more of the tjtle of the scale (e.g., a high score means more 

depression). Only one diffcorence ill means between the t ... ,o samples was 

statistically significant: The cancer sample has more depression than 

the ~II sample (t=1.96, p < .05). An evaluation of scale frequency 

distributions in the total sample (not shO\,m) revealed that all of the 

positive feelings scales were normally distributed, as was the 

satisfaction ... 'ith work item. The depression, anxiety, and anger scales 

,,'ere slightly posiLively skelo'ed ill the total sample with people tending 

to get lo ... ' scores. 

Product-moment correlations among the scales are summarized in 

Table 90. Correlations an) high among the three negative feelings 

scales (r=O.68 and greater in the total sample), suggesting that a 

single scale may be appropriate. Correlations are moderate among the 

three positive feelings scales (range is from 0.52 to 0.65 in the total 
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Table 89 

SUMMARY STATISTICS FOR THE POSITIVE AND NEGATIVE FEELINGS SCALES 

Cancer Sample MI Sample Total Sample 
(N'93) (N' 60) (N·153) 

Number of 
Scale Items Mean S.D. Mean S. D. Mean S.D. 

Optimism/Positive Outlook 5 18.97 3.22 18.64 2.98 18.84 3.13 

Satisfaction with Life 3 10.87 2.59 10.10 2.9/, 10.56 2.75 

Positive Well-Being 4 14.60 2.89 14.99 2.92 14.74 2.91 

Depression 5 10.22 4.0B 8.77 3.95 9.65 4.09 

Anxiety 4 9.99 2.96 9 .. 57 3.57 9.82 3.22 

Anger 5 11.19 3.51 10.20 4.19 10.80 3.82 
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Table 90 

PRODUCT-~IONEt\'T CORRELATIONS MIONG THE POSITIVE 
AND NEGATIVE FEELINGS SCALES 

Sample/Scale 1 2 3 

CANCER SMIPLE (1\=93) 

1 Optimism/positive outlook (.i7)a 
2 Satisfaction with life .52 ( . 83) 
3 Positive well-being .64 .75 (.90) 
4 Depression - .58 -.64 .74 
5 Anxiety - .43 -.55 .62 
6 Anger -.32 -.59 .59 

HI SANPLE (K"60) 
1 Optimism/positive outlook ( .56) 
2 Satisfaction \<"ith life .52 (.78) 
3 Positive well-being .42 .55 (.80) 
4 Depression - .47 -.60 -.71 
5 Anxiety -.30 -.32 - .47 
6 Anger ".32 -.38 -.40 

TOTAL SMIPLE (:\=153) 
1 Optimism/positive out-look ( . 69) 
2 Sat is fact-ion \o,'ith life .52 ( . 81) 
3 Positive ""ell-being .55 .65 (.86) 
4 Depression -.52 -.')9 -.73 
5 Anxiety -.37 - .43 -.55 
6 Anger -.31 - .46 -.51 

BReliability coefficients are on the diagona 1. 

sample). A high negative correlation was observed betl • .'een 

and positive well-being (e.g .• r=-.073 in the total sample) 

thilt these may be opposite ends of a single dimension. 

4 5 6 

( . 90) 
.74 ( . 86) 
.74 .80 (.86) 

(.85) 
.60 (.75) 
.60 .64 ( .86) 

( . 88) 
.68 (.80) 
.68 .72 ( . 86) 

depression 

indicating 
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XIX. FUNCTIONAL STATUS 

ITEH DESCRIPTION AND Sml~lARY STATISTICS 

Twelve items assessed three aspects of functional status: personal 

functioning, role functioning, and overall functioning. Nost of these 

items have been previously scaled in the Rand Health Insurance Study 

(Stel.'art, Ware, and Brook, 1981a and b). The items are presented in 

Table 91, .dth the number limited all each item. Two types of response 

choices were offered (see footnote a). The frequency distributions for 

each item are shown in Table A.14 in Appendix A. 

In the cancer sample, the percent limited on each item ranged from 

80 percent on item 1 to 3 percent on item 9. In the ~II sample, the 

percent llmited ranged from 92 percent on item I to 2 percent on item 8. 

The number of miSSing responses was high for item 11, because a 

skip pattern in the qU£lstionnaire erroneously instructed people whose 

illness did not keep thorn from \o,'Orking to skip item 11. Apparently some 

people ignon.,d these instruct ions and n:sponded an:yway. However, the 

scaling rcsult.s of these role functioning items will be problematic. 

For the remaining 1] item~. the percent of miSSing responses per item 

ranged from 0 to 2 in the cancer sampln (median of 0.5 percent) and from 

o to 3 in the :!I sample (median of 1.b percent). 

GCTT:1A:\ SCALOC;RA'I A~ALYSES 

For purposes of the scalogram analysis, items were recoded into 

dichotomous measures (0 = not limited, 1 limited). For those items 

... ·ith three response choices (items 3-9), a response of either 2 or 3 was 

considered "limited." 

T\.:o Gutt.man scales \.;ere tested, personal functioning (items 1-9) 

and role functioning (items 10 and 11). 



Table 91 

FUNCTIONAL STATUS ITEMS AND NUMBER LIMITED 

Item Grouping/Item 

Personal Functioning 

1 Does your health limit the kinds or amounts 
of vigorous activities you can do such as 
running, lifting heavy objects, or parti
cipating in active sports? 

2 Does your health limit the kinds or amount~ 
of moderate activities you Can do such as 
moving a table, carrying gJ:oceries, or 
bowling? 

3 If you had to, could you do light wOJ:k 
around the house like dusting or washing 
dishes? 

4 If you had to, could you rUn a shoJ:t dis-
tance? 

5 Can you walk uphill or upstairs? 

6 Can you walk a block or more? 

7 Can you walk around inside the house? 

8 Can you dress yourself? 

9 Can you bsthe without help? 

Rule Functioning 

10 Does your illnes ... keep you from working at a 
job or going to school? 

11 Does your illness limit the kinds OJ: amounts 
or work or schoolwork that you usually do? 

Overall Functioning 

12 Does your illness limit you in any way in 
doing the things you like to do in your 
free time? 

, 
Ag ", 

"" 
B {~ 

3 

y" 
Yes, hut only slowly 
No, I can't do this 

Questionnah:e 
Item Number 

n.ll 

11.12 

II.13 

n.14 

I1.15 

tI.16 

II.17 

1l.18 

II.19 

I. 6C 

1.7 

II.IO 

Response 
Choi~esa 

A 

A 

, 
, 
, 
, 
, 
, 
, 

A 

A 

A 

Cancer Sample 
(Nm 9S) 

Numberb c 
Limited Percent 

76 

46 

21 

40 

33 

2'. 
W 

5 

3 

38 

" 
58 

80.0 

48.9 

22.1 

42.1 

34.7 

25.3 

10.5 

5.3 

3.2 

40.4d 

73.2e 

61. 7 

MI Sample 
(N~6)) 

Number
b Limited 

56 

40 

9 

41 

76 

15 

4 

1 

3 

30 

41 

45 

Number 
Percent e 

91.6 

63.5 

14.3 

65.1 

"1.3 

23.8 

6.3 

1.6 

1,.8 

49.2d 

71. ge 

72.6 

bLimited is response of 1 on items 1, Z, 10, 11, 12, and response of 2 or 3 on items 3 through 9. 

cpercent is of those who responded. 

Total Sample 
(N"l5B) 

Number
b 

c 
Limited Percent 

132 

86 

30 

81 

59 

39 

14 

6 

6 

68 

93 

103 

64.6 

54.8 

9.1 

S1. 9 

33.1 

24.7 ,., 
3.8 

3.8 

4).9d 

72.6e 

66.0 

dThose who were working at a raid job (and were instructed to skp this item) were !lssign~d a score of 'not limited' on this item. 

eThis item had a large number of missing responses due to ~ faulty skip pattern in the ~uestionnaire 

N 
o 
w 
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Personal Functi0l'!-_~~ 

When it.ems 1-9 were tested, each as a separate item, the following 

scaling coefficients resulted, where CR is the coefficient of 

reproducibility, CS is the coefficient of scalability, and I1I1R is the 

minimum marginal reproducibility: 

Sample CR CS mlR 

Cancer .94 .77 .76 
HI .91 .54 .81 
Total .94 .73 .77 

,------

An evaluation of scaling errors in all samples indicated t.hat items 2 

and 4 appeared to be measuring the same severity level. Therefore the 

analysis wa5 rerun combining items 2 and 4. Results are shown in Table 

92. A summary of the scaling coefficients is shown in Table 93. The 

coefficient of reproducibility is above 0.95 in all samples, and the 

coefficient of scalability is above 0.70. Thus this scale is acceptable 

for purposes of group comparisons. As seen in Table 92, about 80 

percent of the cancer sample and 95 percent of the HI sample have one or 

more limitations in personal functioning (z=247.42, p<.OOI). The scale 

i.s negatively skp.wed in the total sample ~..-ith about 29 percent of people 

receiviug the highest two possible score5. 

Role Functioning 

The t~'o role functioning items formed a perfect Guttman scale, as 

seen in Table 93 (i.e., CR and CS were 1.00 in both samples). Summary 

statistics for this scale are sho~'n in Table 94. About 73 percent of 

the cancer sample and 71 percent of the ~11 sample have one or more 

limitations in role functioning (difference is significant, z=IS.90, 

p<.Ol). The scale is skewed l.rith 49 percent of the people in the total 

sample receiving the lowest score. 



Table 92 

SUMMARY OF STATISTICS FOR PERSONAL FUNCTIONING SCALE 

Item 6 Item 20r4 
Item Sb Item 7 Limited in Item 5 Limited in Item I Cancer Sample MI Sample Total Sample 

Limited in Item 9 Limited in Item 3 Walking Limited in Running or Limited in (N~95) (N-63) (N"'15B) 
Scale Dressing Limited in Walking Limited in Block or Walking Moderate Vigorous 
Levela Self Bathing Inside Light Work M,,,. Uphill Activities Activities Number Percent Number Percent Number Percent 

0 Y" Y" Y" Y" Y" Y" Y" Y" J J.J 0 0.0 J 2.0 

1 0" Y" Y" Y" Y" Y" Y" Y" 1 1.1 J 5.2 4 2.1 

2 0" 0" Y" Y" Y" Y" Y" Y" 5 5.4 0 0.0 5 J.J 

J 0" 0' 0" Y" Y" Y" Y" Y" 9 9.8 4 6.9 JJ 8.1 

4 0" 0' "' 0" Y" Y" Y" Y" 6 6.5 5 8.6 11 1.J 

5 "' "' 0' 0' 0" Y" Y" Y" 10 10.9 11 29.3 21 IB.O 

6 n, "' "' 0' 0' 0' Y" Y" 25 27.2 18 31.0 4J 2B.7 

n, 0' 0' "' 0' 0' 0' Y" 15 16.3 8 13.S 2J 15.3 ~ 
0 

8 "' 0" "' 0' 0" "' "' 0' 18 19.6 J 5.2 21 14.0 
~ 

Missing J 5 8 

Total 95 100.0 OJ 100.0 158 100.0 

Percent Limited SO.4 94.8 86.0 

aScale is scored so that a high score indicates better functioning. 

bSee Table 91. 
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Tl1ble 93 

SUHHARY OF SCALING COEFFICIEKTS FOR FUNCTIONAL STATUS NEASURES 

Personal Role 
Functioning Functioning 

Sample eRa esb mlRc eRa csb H~lRc 

Cancer .98 .91 .80 1.00 

'" Total 
.96 . 74 .85 1. 00 
. 9 7 .84 . 82 1. 00 

aCoefficicnt of reproducibility. 

bCocfficient of scalability. 
c 
~lioimum marginal reproducibility. 

Table 94 

1. 00 
1. 00 
1. 00 

SUH:I!\RY STATISTICS FOR ROLE FC:':CTIONING SCALE 

Cl1ncer Sample fII Sample 
Item 11 (N=95) (N=63) 

Item 10 Ljmited in 
Limited in Kind oc Amount 
\iorking of \-.'ork ;\0. 0 No. 0 

0 .0 

Yes Yes 32 45.7 30 53.6 
!\o Yc, 19 27. 1 10 17.8 
Ko 1\0 19 27. 1 16 28.6 

~lis5 j ng 2S 7 

Total 95 100.0 63 100.0 

Perccot limited at all 72.8 71.4 

.64 

.62 

.62 

Total Sample 
(N=158 ) 

No. o. 
.0 

62 49.2 
29 23.0 
35 27 .8 
32 

1.5 R 100. a 

72.2 
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sumlATED PERSONAL FU1\'CTIONI~G SCALE 

Because many of dH! personal functioning items had three response 

choices, and b~cause some of this information was lost when dichotomous 

items were created for use in t.he Guttman scale, a summated scale was 

also constructed for the personal functioning items. For this scale, 

items 1 and 2 were recoded so that a "no" response was equal to a I and 

a "yes" response was recoded to a 3. The remaining items \o,'ere recoded 

so that a response of yes (able to do the activity) was a 3, able to do 

it but slowly remained a 2, and unable to do it was recoded to a 1. All 

n.ine items \o,'ere then summed. Results are shOl.m in Table 95. Possible 

scores range from 9 to 27, and a high score indicates better 

functioning. This scale is slightly skewed \o,'ith people tending to 

receive high scorl's. 

The jnternal-collsistency reliability (r
tt

) and inter-item 

correlation (r .. ) arc summarized as fo11DIo.'s: 
H 

Sample r
tt 

r .. 
H 

Total 0.78 0.29 
Cancer O.BO 0.31 
m 0.76 0.26 
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Table 95 

FREQUENCY DISTRIBUTION OF PERSONAL FUNCTIONING SUHHATED SCALE 

CaneR\:" Sample (N=95) '11 Sample (N:063) Total Sample (N=158) 

-~--~ -, - ---,---- -

Score " Number Percent Number Percent Number Percent 

27 18 19.6 3 5.2 21 14.0 
26 0 0.0 0 0.0 0 0.0 
25 15 16.3 8 13.8 23 15.3 
24 6 6.5 3 5.2 9 6.0 
23 17 18.5 12 20.7 29 19.3 
22 7 7.6 5 8.6 12 8.0 
21 4 4.3 5 8.6 9 6.0 
20 7 7.6 3 5.2 10 6.7 
19 5 5.4 11 19.0 16 10.7 
18 2 2.2 2 3.4 4 2.7 
17 3 3.3 3 5.2 6 4.0 
16 6 6.5 0 0.0 6 4.0 
15 1 1.1 0 0.0 1 0.7 
14 1 1.1 0 0.0 1 0.7 
13 0 0.0 1 1.7 1 0.7 
12 0 0.0 2 3.4 2 1.3 
11 0 0.0 0 0.0 0 0.0 
10 0 0.0 0 0.0 0 0.0 

9 0 0.0 0 0.0 0 0.0 
~lissing 3 5 8 

Total 95 100.0 63 100.0 158 100.0 

"A high score indicates better functioning. 
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xx. SYHPTmlS 

ITEH DESCRIPTION AND Sm!~IARY STATISTICS 

Twenty-four symptoms were included, and respondents were asked to 

report whether they experienced these in the past 30 days. These were 

selected from the symptoms list used in the Rand Health Insurance S~udy 

Ulanning, Newhouse, and Ware, 1981). The symptoms are shown in Table 

96, along with the percent of people responding "yes" to each symptom, 

and the number of miSSing responses. 

Shortness of breath l.'ith light exercise or light work was the most 

frequently reported symptom for both samples (56 and 53 percent in the 

cancer and NI samples, respectiv;.ely). 

In the cancer sample, the next three most commonly reported 

symptoms were trouble falling asleep at night (55 percent), upset 

stomach (50 percent), and getting up exhausted in the mornings (48 

percent) . 

In the HI sample, the next three most commonly reported symptoms 

were backaches or sciatica (43 percent), getting up exhausted in the 

mornings (42 percent), and chest pain when exercising (34 percent). 

The number of miSSing responses per item ranged from 0 to 7 percent 

in the cancer sample (median 0 percent) and from 0 to 25 percent in the 

~II sample (median 5 percent). The number of missing responses per 

person ranged from 0 to 3 in the cancer sample and from 0 to 22 in the 

~II sample. Ninety-six percent of the cancer sample and 89 percent of 

the ~II sample had one or zero missing responses. 

These symptoms were summarized by counting the number of symptoms 

respondents reported having. This method of summarizing corresponds to 

that used in the Rand Health Insurance Study Ulanning, Newhouse, and 
lI'are, 1981)_ 

The frequency distribution of the number of symptoms in each sample 

is shown in Table 97. Three people were assigned miSSing scores on this 

count of symptoms becuse they had 16 or more miSSing responses. The 

maximum number of missing responses in people who received a score was 
three. 
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Table 97 

FREQUENCY DISTRIBUTIONS OF NUHBER OF snlPTmlS 

---.. 

Cancer Sample (~=95) fII Sample (n=63) 

Cumula- Cumula-
Number of tive tive 

Symptoms 
a No. • . No. . 

~~ .• -. -. 
0 5 5.3 5.3 5 8.3 8.3 
1 5 5.3 10.5 4 6.7 15.0 
2 10 10.5 21.0 6 10.0 25.0 
3 15 15.8 36.8 11 18.3 43.3 
4 12 12.6 49.5 7 11.7 55.0 
5 8 8.4 57.9 5 8.3 63.3 
6 10 10.5 68.4 3 5.0 68.3 
7 11 11.6 80.0 5 8.3 76.7 
8 5 5.3 85.3 3 5.0 81.7 
9 5 5.3 90.5 4 6.7 88.3 

10 1 1.0 91.6 0 0.0 88.3 
11 3 3.2 94.7 4 6.7 95.0 
12 3 3.2 97.9 0 0.0 95.0 
13 1 1.0 98.9 0 0.0 95.0 
J4 0 0.0 98.9 1 1.7 96.7 
15 0 0.0 98.9 2 3.3 100.0. 
16 1 1.0 100.0 0 0.0 100.0 

~Iissing 0 3 

Total 95 100 .0 63 100.0 

aTotlll possible i, 24. 

The means and standard deviations of the number 

Sample 

Cancer 
HI 
Total 

~lean 

5.14 
5.05 
5.10 

S.D. 

3.28 
3.76 
3.46 

Total Sample (N=158) 

Cumula-
tive 

No . .-•• % 

JO 6.4 6.4 
9 5.8 12.2 

16 10.3 22.6 
26 16.8 39.4 
J9 12.2 51.6 
13 8.4 60.0 
13 8.4 68.4 
16 10.3 78.7 

8 5.2 83.9 
9 5.8 89.7 
1 0.6 90.3 
7 4.5 94.8 
3 1.9 96.8 
1 0.6 97.4 
1 0.6 98.1 
2 1.3 99.4 
1 0.6 100.0 
3 

158 100.0 

of symptoms were: 
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Out of 24 possible symptoms, about half of these people had four or 

fewer symptoms. Only 5 percent of the cancer sample and 8 percent of 

the HI sample reported no symptoms. 
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XXI. PAl N AND GENERAL HEALTH 

Pain was assessed using a single item. General health was assessed 

in two ways, each based on a single item: (1) as health in general 

compared with one month ago, and (2) as current health. 

The items and frequency distributions are shown in Table 98. 

No pain at all during the past month was reported by about 36 

percent of the cancer sample and 38 percent of the NI sample. Nost 

people experienced either some or a little pain (54 and 52 percent of 

the cancer and til samples, respectively). About 10 perccn'L of each 

sample experienced a great deal of pain during the past month. 

Compared with a month ago, about 39 percent of the cancer sample 

and 44 percent of the ~1I sample reported being better. About 16 and 19 

percent (cancer and NI samples, respectively) reported being worse. 

~!ost people reported their current health is either good or fair 

(70 and 85 percent of the cancer and ~1I samples, respectively). About 

17 percent of the cancer sample reported excellent health but only 5 

percent of the ~!I sample did so. 
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XXII . Ir-.'TERRELATIONSHIPS MIONG SCALES 

CLASSIFICATION OF MEASURES 

In the conceptual framework of coping (see Fig. 1), variables were 

classified into context, coping responses, and outcomes. For purposes 

of analyses of interrelationships among measures, this classification 

scheme needs some slight revisions. 

Although various sociodemographic characteri!';tics were considered 

as context variables, they will be separately classified here as 

sociodemographics. 

In the process of constructing the mellsures, the distinction 

betlo'een some of the context and coping variables became less clear. 

Attitudes about death were initially considered as context 

variables (sec Fig. 1) in the sense of being attitudes or beliefs. 

However, three of the four actual measures (accepting the idea of one's 

olo'n death. thinking about deat-h, and thinking about dying changed views 

of living) l<'il1 be considered coping responses, in the sense of coping 

.. .'it-h the idea of one's own death. 

Initially, expressiveness of needs and feelings was considered a 

coping response, whereas having attachments to at-hers was considered a 

context variable. HOlo'eVcr, in the measurement analyses, the distinction 

could not be made empirically, and tlmsQ two Io'ere combined into a single 

measure. Close attachments/expressiveness will be considered as a 

context variable, in the sense that expressivenes!'; is probably an 

essent-ial part of having close attachments, and that expressiveness is 

probably an individual characteristic that a person "brings" to the 

illness situation (i.e., could have been thought of as a context 

variable in the first place). 

As part of pleasures/benefits, some items were initially included 

pertaining to enjoying life more as a r(>sult of thf\ illness (i.e. these 

were I<.'ritten because many people apparently revise their life as a 

result of their illness). In the measurement analyses, the measure that 

was empirically developed (enjoy life) included two items from the enjoy 

life more grouping, and t",o from the pleasurable activities grouping 
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(e.g., took time for things I enjoy). Therefore, rather than being a 

response to the illness, the measure is in part a general enjoyment 

measure. This now is as much an outcome measure, on a par with 

satisfaction with life, as it is a coping response. Nevertheless, 

because it contains elements of "taking time to enjoy," it was retained 

as a coping response. 

SUmJARY OF ~JEASURES 

A summary of information about all of the measures is shown in 

Table 99. Included are the variable name, number of items used to 

construct the measure, reliability coefficients (where available), and 

the meaning of a high score. 

ASSOCIATIOI\S il'ITHrr..; CONCEPTS 

Several of the concepts measured have more than one scale assessing 

a very similar concept. In these cases, it may be feasible to create a 

more global measure, I-;hich could be useful in multivariate analyses. 

Associatiof!s Among RnligiOlls Beliefs ~Ieasures 

The Lhree religious beliefs measures were highly correlated, as 

fo llo~s : 

Neasure 1 2 3 

Religious/spiritual perspect-ive 1.00 
2 Religious/spiritual perspective on death .74 1.00 
3 Belief that recovery b up to God .75 .72 1. 00 

Because of these high correlations, it was decided to combine these into 

a single measure. A principal components analysis on the three measures 

yielded one fdctor {~xplaining 82 percent of the variance, with the 



Table 99 

SUNMARY or ItHOI1.MATION ABOUT MEASURES 

MCllsllre 

SAMPLE CHARACTERISTICS 
Sex 
Race 
Age 
Edllca t i on 
Income 
Major role activity 
ReligiOlls/spiritual beliefs 

BELIEfS A80UT RECOVERY 

Va riab I Po 
Nllme 

sex 
RAcr 
AGe 
fDUG 
I NGOME 
ROLE 
REllG 

Thoughts llnd emotions affect recovPory 
Health hllbits affect recover'y 
Recovery not up to chance 

I1.rC[MOT 
RECHH 
Rt:.CNOCH 
RECMED 
RECGOD 

Recove ry lip to med i ca I c~ re 
Recove ry up to God, re I i g i OllS f(l i til 

ATTRIBUTION OF THIS ILLNESS 
111 items, not combined) 

ATTITUDES ABOUT DEAIH 
AcCeptance of dcat~l 
Ttlinking abollt deatJl 
Rcli9ioll~/~pirit\l~1 per~pective on 

Right to die 
lhinking of dying changed vie .... s of 

SENSE Of CONTHOl 
Sense of control 

SELF ESTEEM/BOOY U~AGE 
Se If-esteem 
Body image 

SOCIAL NETWORKS 
Marital st;1tllS 
M~rried 
live alone 
Any friends 
Mate or spollse 
Any dependent chi Idren ~t home 
NLimber of people in social net .... ork 
Nllmber of dependents 

ACCOIII 
THOTH 

death RElDlH 

RIGIIT 
living VI[WS 

CONTIWL 

ESI [f M 
BOOYIM 

M/lRSTAf 
MAHR I ED 
llVAlONE 
FRIENDS 
MAT[SP 
CIlILHOME 
NUMN[f 
NUMDEP 

NumLJe r 
of I terns 

, 
6. 3( c) 
2, O( c) 
2,3 (c) 

3 

, 
J 
? 

? 
1 

6 

6 
I 

1 
1 
8 
1 
1 
3 

13 

Rei i~bi I ity Coefficient(A) 
~~~--.~~ 

Cflnce r 
S(lmple 

,6 11 
.81 
. ') 7 
.82 
.89 

.76 

.69 

.88 

• Gil 

,711 

.71 

.88 

MI 
Sample 

- (b) 

.67 

.50 
(- ) 
.61 
,911 

.76 
.611 
.79 

( , 31 ) 

.72 

.66 

Tota I 
Snmple 

.8U 

.66 
,811 

.51 

.72 

Meaning of a High Score 

Female 
(Categorical me1'lSllre) 
o I de r 
More educ1'Itian 
More i nco~le 
(Catcgoric1'I1 meflSllre) 
More rei igiotls 

Bel ieve they do affect ['ecovery 
Bel ieve they do affect recovery 
Recovery nOt up to (;111'1nce 
Recave ry up to med i C<l I ca re 
Recover'y lip to God or rei igio!ls 

fa i til 

ACCCj)ts ido,," of deatll 
Marc thinking auout de<lth 
lI~s a roliqiou~/~pirit\lnl 

perspective on de11th 
Bel ieves in one's rigllt to 
Ag rees 

Gn~l1ter sense of control 

Greater self-esteem 
Better body irnnge 

(C~tegorical measure) 
Married 
lives nlone 
Has fr i ends 
HflS 11 mate or spolise 

die 

Hfls dependent chi Idron at home 
Greater n"mbcr 
Gre<l te r numbe r 

~ 
~ 
~ 



Me~ Sll re 

SOCIAL NETWORKS (continued) 
Number or people in ralili Iy neL",ork 
Number of people in proressional not'Work 
Number of people in peripheral nct'Wor"k 
Number of people in household 
Number of chi Idren at lIonle 
At least one extremely tlelpful person 
Number or helprul people 
Number of extremely helpful people 
Number or unhelpful people 
Number aT extremely unhelpful people 
Number of helpful minus number of 

lmhe I pful peop I e 
Tota) amount of tlelpfulness 
Total amount of lmhelpfulness 
Average amount of tlelpfliiness 
Average amount of unhelpful ness 

SOCIAL SUPPORT/EXPRESSIVENESS 
Close a t tachmen t s/exp ro s s i vene ss 
No stigma of illness 
People 'Who understond 
Cognitive guidance/advice 
rrequency of contact 'Wi ttl others 
Give as much Soupport as receive 

WILL TO LIVE 
Reason to live 
Rei igious/spiritUIlI perspective 

Will to live 

ACTIVE COPING 
Active pOSitive thinking 
Relax/take it easy 
Daily routine 
Seek info rma t i on 

ACCEPTANCE/REJECTION OF ILLN[SS 
Rejection of sick role 

Not bothered by illness 
Try to forget illness 

Variable 
N~me 

fANNEr 
PROFNEl 
P(RNET 
NUMHOUSE 
NU~ICH I L 
ONEXHElP 
NH[LP 
NXI-IElP 
NNOIIELP 
NXNOHELP 
NETHELP 

AMTI!ELP 
AMTNHELP 
AVGHELP 
AVGNHELP 

ATTACH 
Nosr IGMA 
PEOPLE 
ADVICE 
FREQCONT 
GIVESUP 

REASON 
RELSPIR 

WilL 

ACTPOS 
RELAX 
OAI LY 
INFO 

REJECT 

NBOTIIER 
FORGET 

Table 99--continucd 

Numbe r 
of Items 

, 
" 3 
1 
1 

13 
13 
13 
13 
13 
13 

13 
13 
13 
13 

11 

" , 
5 
1 
1 

3 
4 

4 

3 
3 
2 

" 

3 

3 
1 

Rei i~bi I ity Coefficient(a) 
---_._-

Cancer 
Sflmp I e 

.87 

.78 

.73 

.611 

.68 

.87 

.88 

.72 

.66 

.65 

.62 

.79 

.69 

HI 
Sample 

.84 

.64 

.62 

.80 

.67 

.79 

.62 

(.49 ) 
( .42) 
( .49) 
( .35) 

.65 

.68 

Tota I 
Sample 

.87 

.71 

.68 

.711 

. 70 

.83 

.79 

.63 

.64 

.58 

.61 

.76 

.69 

Meaning of a High Score 

Grellter number 
Greater number 
Greater number 
G rea te r nllmbe r 
Greater nllmber 
Has at least one 
Greater number 
Greater number 
Greater number 
Greater number 
Greater number of helpful people 

Greater amount 
Greater amount 
Greater amount 
Greater amount 

More close IlttachmentS 
Less stigma of illness 
More llnderstand ing 
Mo re gll i dance/adv i ce 
Greater frequency 
Able to give support 

More reason to live 
More religio(ls/spiritllat 

perspective 
Greater 'Wi II to 'ive 

More positive thinking 
More relaxation 
HilS a daily rOlltine 
Seeks information 

Rejects sick role 

Not bothered by illness 
Greater trying to forget 

affects body 

~ 

~ 
co 
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following factor loadings and factor score coefficients; 

~leasure 

Religious/spiritual perspectivn 
Religious/spiritual perspective on death 
Belief that recovery is up to God 

Factor 
Loading 

0.91 
0.90 
0.90 

Factor 
Score 

Coefficient 

0.37 
0.36 
0.37 

These results indicate that scores can be given equal weight. 

Therefor~, a single religious beliefs measure was calculated by summing 

the standard scores for each of these measures. 

Associations Among Doctor-:-Patient Relationship Neasures 

Product-moment correlations among the doctor-patient relationship 

measures were presented earlier in Table 78. Correlations of the single-

item overall satisfaction measure .dth the other measures are: 

Confidence in doctors 
Humaneness 
Facilitates expression 
Communication of iuformatioll 
Believes mind affects body 
Diagnosis/outlook 

0.57 
0.69 
0.67 
O. 70 
0.19 
0.42 

A principal components analysis of these measures (including overall 

satisfaction) yielded only one factor t..'ith an eigenvalue greater than 

one, explaining 62 percent of the variance. Factor loadings and factor 
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score coefficients WGre: 

Heasure 

Facilitates expression 
Communication of information 
Humaneness 
Overall satisfAction 
Confidence 
Diagnosis/outlook 
Believes mind affects body 

Factor 
Factor Score 

Loading Coefficient 

0.89 .20 
0.88 .20 
0.86 .20 
0.80 .18 
0.76 . 18 
0.69 . 16 
0.57 .13 

These are sUfficiently different to require the individual scales to be 

weighted by the [actor score coefficients in adding them lIlt.o a single 

g loba 1 index. 

Assoc~aLions ~mOJ.lg i'lentdl Health Neasures 

Because of the high correlations among the mental health measures, 

a t.:ombined score appears \,:arranted for purposes of studying 

interrelationships among all coping measures. It was decided to combine 

the three negative feelings measures (depressiolJ, allxiety, and anger) 

int.o an overall llegativc feelings measure. Because positive well-being 

is some\<,'hat distinct from negative feelings, it \<"dS not desir-able to 

combine it with the negative feelings at this point. 

These three measures were correlated as follows: 

~leasure 1 2 3 

I Depression 1. 00 
2 Anxiety .68 1. 00 
3 Anger .70 .73 1. 00 
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To combine the three negative feeling measures, a principal 

components analysis of these three measures was performed. One factor 

resulted, explaining 81 percent of the variance. The factor loadings 

and factor score coefficients were as follows: 

Factor Factor Score 
Heasure Loading Coefficient 

Anger 0.90 0.37 
Anxiety 0.90 0.37 
Depression 0.88 0.37 

These results indicated that the three scores could be given equal 

weight. A total negative feelings score was therefore calculated by 

summing the standard scores of the three measures. 

EXCLUSION OF ~lEASCRES 

For purposes of studies of the dimensionality of these measures, 

some measures \>"cre excluded. In some analyses, the multi-scale global 

measures were used instead of the separate scales. 

SCilles thilt had unacceptable relibilities in the total sample were 

excluded. 

Because the correlation matrix to be analyzed is based on the 

number of people \ .. ;ith complete data on the set of measures being 

analyzed, the inclusion of a measure with a small N would reduce the 

number of cases in the analyses. Therefore, the following measures were 

excluded from the analyses because of a small N (i.e., 130 or less). 

Belief that recovery is not up to chance 
Body image 
All doctor-patient relationship measures 
Satisfaction with work 
Role functioning 
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For purposes of the interrelationships among all the coping 

measures, a subset of social network/social support measures were 

selected such that no multicolinearity existed in the measures (Le., 

because some measures are subsets of other measures, all of them could 

not be used in such an analysis). The follow"ing measures were selected 

for inclusion in the interrelationship studies: 

Sumber of people in social network 
Sumber of children at home 
Total amount of helpfulness 
Total amount of unhelpfulness 
Close attachments/expressiveness 
So stigma of illness 
People who understand 
Cognitive gUidance/advice 
Frequency of contact with others 
Give as much support as receive 

The combined religious beliefs measure was used instead of the 

three separate measures, and the combined negative feelings measure was 

used instead of the three separate measures. 

The personal functioning summated measure was used instead of the 

Guttm'ln scale measure. 

ASSOCIATIO:\S A~IONG COSTE;';:T ~IEASURES 

A summary of product-moment correlations among those measures that 

can be considered context measures is shown in Table 100. 

A principal components analysis yielded 5 factors Idth eigenvalues 

greater than one, each explaining 5 percent or more of the variance. A 

scree test suggested that only three should be rotated. Evaluations of 

the rotated three, four, and five factor solutions suggested that four 

factors Io'ere interpretable and thus appropriate. The four factors 

explained 56 percent of the variance. Results are shown in Table 101. 

The first factor is a social netw~r~/so.c.i_a) sl}pporl construct. 

People Io'ho score high on this factor woul~ have helpful people, a large 

number of people available, feel close to others, express themselves, 

receiVe cognitive guidance and adVice, and have reason to live. 



Measure 

1 Religious/spiritual beliefsa 

2 Belief that thOllghts and emotions 
",an affe",t recovery 

3 Belief that health habits affect 
recovery 

4 Belief that recovery is up to 
medical Car., 

5 Sense of control 

6 Self-esteem 

7 Number of people in social network 

8 Number of children at home 

9 Total amount of helpfulness 

10 Total amount of unhe1pfu1ness 

11 Close attachment~/expres"lveness 

12 No stigma of illness 

13 People who understand 

14 Cognitive guidance/advice 

15 Frequency of contact with others 

16 Give as much support as receives 

17 Reason to Ii ve 

18 Will to live 

"Combined three-variable meaSUre. 

1 

1.00 

.45 

.30 

.00 

.09 

.17 

.26 

.20 

.34 

-. 07 

.25 

.00 

-.01 

.26 

.00 

.15 

.34 

.35 

Table 100 

PRODUCT-MOMENT CORRELATIONS AMONG CONTEXT MEASURES: TOTAL SAMPLE (Nz134) 

2 

l.00 

.58 

.15 

.15 

.20 

.16 

.07 

.26 

-.04 

.20 

.16 

.OB 

.28 

.10 

.17 

.27 

.27 

3 

1.00 

.11 

.12 

.13 

.15 

.00 

.18 

-.06 

.13 

.10 

.01 

.26 

.04 

.10 

.27 

.30 

4 

1. 00 

-.07 

-.10 

.10 

-.10 

.24 

-.22 

.04 

-.10 

.02 

.17 
-.08 

.13 

.02 

.06 

5 

1.00 

.57 

-.10 

-.05 

.20 

-.29 

.28 

.25 

.36 

.05 

.18 

.21 

.15 

.37 

6 

1.00 

-. 03 

.01 

.21 

-.22 

.34 

.26 

.44 

.04 

.>9 

.26 

.31 

.50 

7 

l.00 

.26 

.68 

.26 

8 

1.00 

.12 

.06 

.41 .14 

.14 .13 

.05 -.01 

.36 .05 

.14 -.02 

-.09 -.11 

.35 

.07 

.17 

.03 

9 

1.00 

-.34 

.62 

.29 

.3J 

.53 

.23 

.16 

.40 

.J3 

w 

l.00 

-.24 

-.19 

-.28 

-.14 

-.10 

-.22 

-.07 

-.23 

11 

1.00 

.32 

.49 

.52 

.44 

.16 

.58 

.4e 

12 

1.00 

.40 

.16 

.07 

-.01 

.10 

.14 

13 

1.00 

.23 

.23 

.30 

.20 

.31 

14 

1.00 

.24 

.16 

.45 

.30 

15 

1. 00 

.02 

.22 

.21 

16 

1.00 

.w 

.>B 

17 

1.00 

.53 

1B 

1.00 

N 
N 
~ 
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Table 101 

CORRELATIONS OF CD!'XTEXT NEASURES l·nTH ROTATED PRINCIPAL CDHPDNENTS: 
TOTAL SA~lPLE (N=134) 

Component 

Grouping/~!easure [[ [Ir [V h
2 

SOCIAL NETWORK/SOCIAL SUPPORT 
Total amount of helpfulness .82 .78 
Number of people in social netl<'ork .78 -.30 .75 
Close attachments/ express i veness .72 .49 .77 
Cognitive gUidance/advice .68 .26 .56 
Reason to live .50 .29 .44 .54 

PERSO:-JAL 
Self-esteem .78 .25 .68 
Sense of conl-rol .73 .59 
People \.:ho understand .30 .66 .25 .60 
lI'i 11 to live .53 .48 .56 

'0 stigma of illness .26 .48 .31 
Frequency of contact l<'it1l others .36 .36 .27 

SELF -CARE/ RE L I G 1 Des / SP I R neAL 
Belief that "thought~ and emotions 

affect recovery .78 .63 
Belief that health habits affect recovery .75 .58 
Religious/spiritual beliefs .70 .55 

EFFICACY OF ~lEDICAL CARE 
Belief that recovery up to medica I care .27 -.33 .66 .63 
Total amount of unhelpfulness -.35 -.61 .51 
Give "' much support a, receive .24 .52 .38 
Number of ch i ldren at home .24 -.50 .33 

Percent of var iance explained 17 [6 13 9 

NOTE: Only coefficients above 10.231 are reported. 

The second factor pertains to people's personal resources in tenus 

of self-esteem, sen5e of control, and will to live, and feelings of 

having people .... ho understand and who do not convey that there is a 

stigma associated I<'ith the illness. Close attachments/expressiveness 

has a high secondary loading on this factor. 
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The third facLor is a belief in the efficacy of self-care and 

religious/spiritual beliefs. 

The fourth factor is something of a hodgepodge, but probably is 

primarily a belief in the efficacy of medical care. 

The measures no stigma of illness, frequency of contact with 

others, and number of children at home seem to have little in common 

with these other measures (they have low communalities). 

ASSOCIATIONS MlONG COPING RESPOKSES 

A summary of product-moment correlations among those measures that 

can be considered coping responses (as opposed to context measures or 

outcome measures) is !>howil in Table 102. 

A principal components analysis of these 13 measures yielded five 

factors with eigenvalues greater than one, each explaining more than 5 

percent of the variance. Ho~'ever, a scree test suggested that three 

factors should be rotated. An evaluation of the three, four, and five 

factor solution for interpretability suggested that four factors should 

be rotated. These four factors explained 53 percent of the variance, 

and result!> are shown in Table 103. 

The first factor pertains La relaxing, taking it easy, having a 

daily routine, and enjoying life. 

The second factor suggests a concern with the illness, including a 

nonacceptance of death, having a changed vie~l of living because of 

thinking about dying, seeking information, and being bothered by the 

illne~~ (which has a secondary loading on this factor). 

The third fact.or is an active distraction factor, including active 

positive thinking, tryjng to forget about the illness, and being busy 

and working to take thnir mind off things. 

The fourth factor is a rejection of the sick role, not being 

bothered by the illness, and not thinking about death. 

The coping responses of enjoying being cared for when ill and 

thinking about death are least associated with any of these other 

re~ponses (the.se haVG a communality of less than 0.30). 



Table 102 

PRODUCf-MOMEN1' CORRELATIONS AMONG MEASURES OF COPING RESPONSES: TOTAL SAMPLE (N-1H) 

Measure 1 2 3 4 5 5 7 8 9 10 11 12 13 

1 Acceptance of death 1.00 

2 Thinking about death .08 1.00 

3 Thinking of dying changed views -.3g .12 1.00 
of living 

4 Active positive chinking .04 -.06 .22 1.00 

5 Relax/take it easy .15 -.09 .05 .14 1.00 

5 Daily routine .01 -.09 -.02 .05 .35 LOa 

7 Seek information -.25 .14 .28 .05 .05 .01 LOa 

8 Rejection of sick role .04 -.12 -.08 .19 .00 .13 .18 1.00 

9 Not bothered by illness .34 -.12 -.27 .05 -. 09 .27 -.21 .22 1.00 N 
N 

10 Try co forget I am ill .15 -.17 -.01 .25 .11 .02 -.16 .13 .15 LOa ~ 

11 Enjoy life .03 .05 .20 .28 .34 .38 .19 .25 .18 .08 1.00 

12 Enjoy being cared for .05 -.04 -.05 .18 .15 .15 -.02 .00 -.02 .05 .18 1.00 

13 Busy/working .04 .05 .02 .15 -.08 -.18 .02 -.16 -.19 .13 -.05 -.03 1.00 
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Table 103 

CORRELATIONS BETh'EEN tlEASURES OF COPING RESPONSES 
AND ROTATED PRINCIPAL COHPONENTS: TOTAL SAHPLE (N=149) 

Grouping/Neasure 

RELAX/ROUTIKE/ENJOY 
Relax/take it easy 
Daily rout inc 
Enjoy 1 ife 
Enjoy being cared for 

CO~CER!\ \,'ITH I LL1';ESS 
Thinking of dying chilnged viel>.'s of Jiving 
Seek information 
Acceptance of death 

ACTIVE DISTRACTIO~ 
Act i ve pos it i ve th inking 
Try to forget about illness 
Busy/working 

RCJECT SICK ROLE 
Rejection of sick rol~ 
Sot bothered by illness 
Thinking about death 

PerC(~nt of variance explained 

I 

.76 

.67 

.67 

.49 

.27 

14 

Component 

II 

.26 

.72 

.70 
-.69 

-.44 

14 

II! 

-.26 

.67 

.65 

.62 

11 

",OTE: Only coefficients above 10.231 are reported. 

IV 

.26 

.30 

.24 

.29 
-.34 

. 78 

. 63 
-.36 

12 

.59 

.59 

.62 

.29 

.58 

· 51 
· 53 

.62 

.56 
· 52 

.65 

.62 
· 18 
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ASSOCIATIOr.;'S ANONG OUTCONE ~IEASURES 

A summary of product-moment correlations among the ouLcome measures 

is shown in Table 104. A principal components analysis was performed on 

all Lhese measures excepL role functioning and satisfaction with work, 

which were eliminated because of a high number of missing values. Three 

factors had eigenvalues greater than one, each explaining more than 5 

percent of the variance. A scree test suggested that three factors 

should be rotated. These explained 65 percent of the variance, and 

results are shol-:O in Table 105. The three factors arc mental health, 

physical health, and optimism. 

The symptoms and pain measures, although loading highest on the 

physical health factor, have high secondary loadings on the mental 

health factor. 

Symptoms and optimism seem to be overall health measures, cutting 

across all d imens ions. 

COplt-:G A\,D SOCIODE~IOGRAPHIC CHARACTERISTICS 

ProdUct-moment correlations between the coping (and coping-related 

measures) and sociodemographic characteristics are presented in Table 

106. Because of the large number of tests, only coefficients 

signifjcilnt at the 0.01 levnl are considnred significant. 

B(oiiefs about recovery Lend not to be associated vdth 

sociodemographic characteristics, although nonwhite and less educated 

people are more likely to believe that recovery is up to God or 

re 11gious fa ith. 

Regarding the attitudes about death measures, those people more 

likely to accept the idea of death arc older men v,'ith less education and 

income. ~Iore educated people tend to think about death more. I\onwhites 

are more likely to have a religious or spiritual perspective on death. 

I\onl<.'hites and Jess educated people arc more likely to believe in the 

right to decide La die. Finally those who are more likely to agree that. 

thinking of dying has changed their views of living are younger women 

I<.'ith higher int.:ome. 



Table 104 

PRODUCT-MOMENT CORRELATIONSa AMONG OUTCOKB MEASURES: TOTAL SAMPLE 

Mea8ure 1 2 3 4 5 6 7 8 9 10 11 12 13 14 

1 Optimism/positive 1.00 
outlook 

2 Satisfaction with life .52 1.00 
3 Satisfactioa with work .32 .36 1.00 
4 Positive well-being .55 .65 .23 1.00 
5 Depression -.52 -.54 -.15 -.70 1.00 
6 Anxiety -.37 ·.42 -.29 

N 
-.55 .68 1.00 w 

0 

7 AnJiJer -.31 -.46 -.13 -.52 .70 .73 1.00 I 

8 Personal functionins b .37 .22 .37 .25 -.26 -.15 -.17 1.00 
9 Role functionJDI .26 .16 .48 .13 -.09 -.10 -.13 .59 1.00 

10 Overall funct:ionins .34 .26 .26 .18 -.21 -.10 -.15 .58 .54 1.00 
11 Nuaber of s,.ptoma -.28 -.23 -.18 -.26 .34 .37 .29 -.34 -.33 -.29 1.00 
12 Pain -.41 -.28 -.17 -.31 .37 .32 .35 -.40 -.26 -.40 .37 1.00 
13 Health coapsred to .37 .18 .12 .30 -.31 

... th 
-.17 -.19 .31 .21 .18 -.13 -.26 1.00 

14 Current health .39 .27 .33 .28 -.26 -.22 -.17 .58 .44 .49 -.32 -.32 .31 1.00 

sCorrelationa baaed on pairwise deletion of .ai8810g data (N • 104 to 158). 
bSuaaated acale. 

,. 
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Table 105 

CORRELATIONS OF OUTCmlE HEASURES \I'ITH ROTATED PRINCIPAL CONPO~ENTS: 
TOTAL SANPLE (N=126) 

Component 

-------, 

~leasure I II III h
2 

HENTAL HEALTH 
Anxiety .86 .75 
Depression .83 -.27 .79 
Anger .83 .71 
Positive Io'ell-being -.73 .44 .74 
Life satisfaction - _ 61 .42 .60 

PHYSICAL HEALTH 
Overall fUnctioning .80 .66 

Personal functioning 
, 

.80 .27 .71 
CUrrent health .68 .38 .61 
Pain .33 -.62 .49 
Symptoms .41 -.58 .29 .59 

OPTI~IIS~1 

Health compared with month ago .72 .55 
Optimism/positive outlook .44 .38 .51 .60 

Percent of variance explained 29 22 13 

NOTE: Only coefficients greater than 10.231 are shown_ 

aSummated scale_ 



Table 106 

PRODUCT-MOMENT CORRELATIONS BETWEEN COPING AND COPING-RELATED MEASURES 
AND SOCIODEMOGRAPHIC CHARACTERISTICS: 

TOTAL SAMPLE 

Measure 

BELIEFS ABOUT RECOVERY 
Thoughts and emotions affect recovery 
Health habits affect recovery 
Recovery not up to chance 
Recovery up to medical care 
Recovery up to God, religious faith 

ATTITUDES ABOUT DEATH 
Acceptance of death 
Thinking about death 
Rei iglous/spirftual perspective on death 
Right to die 
Thinking of dying changed vie .... s of living 

SENSE OF CONTROL 
Sense of contro I 

SELF-ESTEEM/BODY IMAGE 
Se 1 f-esteem 
Body image 

SOCIAL NETWORKS 
Married 
Live a lone 
Friends or not 
Mate or spouse 
Any dependent chi Idren at home 
liumbar of people in social network 
liumber of people in fami Iy net .... ork 
Number of people in professional net .... ork 
Number of people in peripheral net .... ork 
Numbe r of peop lei n househo I d 
Number of chi Idren at home 
At least one extremely helpful person 
Number of helpful people 
Number of extremely helpful people 
Numbe r of unhe I pfu I peop I e 
Number of extremely uphelpful people 
Number of helpful minus unhelpful people 
Total amount of helpfulness 
Total amount of unhelpfulness 
Average amount of helpfulness 
Ave rage amount of unhe I pfu I ness 

N 

136 
136 

92 
135 
136 

154 
1514 
154 
152 
149 

156 

155 
93 

158 
157 
156 
156 
158 
156 
156 
156 
156 
134 
134 
158 
156 
156 
156 
156 
156 
156 
156 
156 
156 

S" 
(female) 

. 11 
-.15 
-,11 

.00 

.07 

-.24* 
.12 
.20 

-.08 
.33* 

-.25* 

-.09 
-,21 

-.12 
-.06 
-.04 
-, 10 

. 11 

.04 

.12 
-.02 
-.01 

.05 

.03 

.10 

.06 

.16 
-.02 
-.01 

.06 

.09 
-.02 

,07 
-.06 

Race 
( .... h i te) 

.04 

.01 

.05 
-,06 
-.39* 

-,20 
.19 

-.21* 
.27* 
.18 

-.20 

-.06 
.01 

-.OB 
.08 
.04 

-.02 
-,19 
-.04 
-.01 
-.16 

.05 
-.37* 
-,28* 

.14 
-.08 
-,01 

.08 

.08 
-.10 
-.08 

.08 
-,02 

.05 

A9' 

-.10 
-.17 

.00 

.02 

.08 

.34* 
-.13 
-.14 
-.15 
-.32* 

.02 

-.01 
.03 

.06 
-.01 
-.22* 
-,17 
-.32* 
-.47* 
-.51* 
-.17 
-.29* 
-.17 
-.33* 
-.10 
-.34* 
- . 11~ 
-,21* 
-,10 
-.17 
-.28* 
-.19 
-,03 
-.14 

Educa t i on 

-.01 
.06 

-.15 
-.07 
-.34* 

-,30* 
.24* 

-.10 
.27* 
.16 

-,11 

-.01 
.07 

-.01 
.12 
.00 
.02 
.00 
.10 
.18 

-.05 
.06 

-.14 
-.11 

.24* 

.02 

.12 

.14 

.21 
-.05 

.04 

.18 

.10 

.02 

Income 

.00 
-,09 
-,20 
-.06 
-. 18 

-.32* 
.09 

-.06 
.02 
.23* 

-.09 

.07 
-.06 

.38* 
-.15 

.08 

.36* 

.08 

.23* 

.37* 
-.08 

.12 

.03 

.02 

.28* 

.21* 

.26* 

.02 
-.07 

.15 

.25* 
-,02 

.21 
-.09 

N 
W 
N 



Table 106--continued 

Sox Race 
Measure N (female) ( .... h I te) A,. Education Income 

SOCIAL SUPPORT/EXPRESSIVENESS 
Close attachments/expressiveness 157 ,08 ,00 -.21* ,10 .33* 
No stigma of II I ness 157 -.02 -.12 ,04 ,02 ,08 
People .... ho understaml 157 ,01 ,06 ,02 ,07 .24* 
Cogn I t I ve gu I dance/advice 157 ,04 -.02 -.15 ,20 .23* 
Frequency of contact .... Ith others 151 -.04 ,12 -.16 .10 ,14 
Gives as much support as rece i ves 146 -.04 -.12 ,10 -,07 ,04 

WILL TO LIVE 
Rea son to live 153 ,04 ,09 -.23* ,12 .26* 
Rei igious/spi ritual pe rspect i ve 158 .20* -.23* -.19 -.10 -.02 Wi I I co live 154 ,03 ,02 -.12 ,06 ,16 

ACTIVE COPING 
Active positive thinking 153 ,00 -.10 -.13 -,02 -,02 
Relax/take it easy 157 -.11 -.10 .24* -.14 ,00 
Dai Iy routine 157 -.03 -.06 ,08 .03 ,14 
Seek information 157 ,16 .25* -.20* .43* .43* 

ACCEPTANCE/REJECTION 
Rejection of Sick role 154 -.02 ,08 ,00 ," ,11 
Not bothered by illness 156 -.06 -.02 ,11 -.10 -,08 N Try to forget ill ness 154 ,08 -.12 .26* -.20 -.16 w 

w 
DOCTOR-PATIENT RELATIONSHIP 

Confidence in doctor 94 -,03 -,02 ,12 -.38* -.01 
Humaneness 94 -.19 -,05 ,10 -.17 -.07 
facilitates expression 95 -.22 -,12 ,12 -.29* -.10 
Commun i ca t i on of information 95 -.19 -.03 ,10 -.21 ,01 
Believes mind affects body 93 -.10 ,01 -.02 -.18 -.20 
Diagnosis/outlook 94 -.03 ,12 -,04 -,12 ,00 
Overa II satisfaction 92 -.21 -.04 ,09 -,20 ,02 

PLEASURES/BENEFITS 
Enjoy life 156 ,14 ,12 -.03 ,16 ,07 
Enjoy being cared foc 156 -.05 -.25* ,02 -.25* -.09 
Busy/ .... orking 156 ,06 -.14 -.01 -.12 -.19 

POSITIVE FEELINGS 
Optimism/positive outlook 157 -,05 -.04 -.06 ,01 ,08 
Satisfaction With life 154 -,04 ,01 ,03 ,01 ,19 
Satisfaction .... ith .... ork 130 ,00 ,21 -,18 .24* ,16 
POSitive .... ell-being 156 -,17 -.08 ,06 ,05 ,08 



NEGATIVE FEELINGS 
Depression 
Anxiety 
Anger 

Mea su re 

fUNCTIONAL STATUS 
Personal functioning 
Personal functioning--summated scale 
Rore functioning 
Overal I functioning 

SYMPTOMS 
Number of symptoms 

PAIN AND GENERAL ~EALT~ 
Pa i n 
~ealth compared to month ago 
Current health 

"p < .01. 

Table 106--continued 

Sex Race 
N (female) ( .... hi tel 

155 .26* .07 
155 .12 .02 
155 . 11 .02 

150 -.02 .14 
150 -.03 .17 
12S -.02 .01 
156 .04 .11 

155 .08 .02 

157 .02 .07 
158 .02 -.08 
158 .08 .18 

Age Education Income 

-.12 .04 -.11 
-.13 .OS -.12 
- .17 .17 -.09 

-.30* .27* .22* 
-.36'1 .32'1 .28" 
-.24* .19 .16 
-.08 .12 .14 

-.01 -.03 -.16 

-.06 -.08 -.03 
-.09 .01 -.04 
-.19 .29* .27* 

, 
N 
W .. 
I 
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A sense of control is greater in men, but is not associated with 

any other sociodemographic characteristics. 

No association between self-esteem or body image was observed with 

any of the sociodemographics. 

Regarding the social network and social support measures, almost no 

associations were observed with sex, race, or education (although 

nonwhites tend to have more people in the household and more children at 

home, and more educated people are more likely to have at least one 

extremely helpful person). Older people have fewer people in their 

network, get less help from others, and are less likely to have close 

attachments, or be expressive of their needs and feelings. People with 

higher income generally have more people in their network, get more help 

from other~, are more likely to have close attachments and be 

express i ve, have peop Ie "'ho understand, and get cognitive guidance and 

advice from others. 

The will to live measure is not associated with any of the 

sociodemographics. Younger people with more income tend to have more 

reason to live, and nonwhite women have a more religious or spiritual 

perspective on life. 

Host of the active coping measures are not associated with the 

sociodemographic measures (although older people are more likely to 

relax). Seeking information, however, i:; more likely to be done by 

younger white people "'ith more education and income. 

The acceptance/rejection measures are not associated with the 

sociodemographics except that older people try more to forget that they 

are ill. 

Only two associations were observed between any of the doctor

patient relationship measures and these sociodemographics. Less 

educated people had greater confidence in their doctors and were more 

likely to have a doctor \o,'ho facilitat.ed the expression of their needs 

and fee lings. 

Almost no association was observed between the pleasures/benefits 

measures and the sociodemographics, although nonwhite people with less 

education were more likely to enjoy being cared for when ill. 
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Positive and negative feelings did not tend to be associated with 

the sociodernographics, although more educated people were more satisfied 

with their work, and women tended to be more depressed. 

Personal functioning was better in younger people and in people 

with more education and income. 

people. 

Role functioning was better in younger 

Symptoms, pain, and heal th compared with the situation a month ago 

were not associated .... ith any of the sociodemographics, but current 

health was better in those with more education and income. 

ASS9CIATIO~S M10:-JG CONTEXT A:\D COPING MEASURES 

A summary of product-moment correlations between the context 

measures and the coping measures is shown in Table 107. 

This matrix is large enough Lhat visual inspection is difficult. 

Therefore, a principal components analysis was performed. 

A principal componenLs analysis on these measures yielded 12 

facLors \<"ith eigenvalue5 greater than one. Only four facLors predicted 5 

percenL or more of the variance. A scree test suggested 'lba'l five 

fac'lors should be rOLated. Because 1.Ile fi fth unrotated factor appeared 

to be a common filctor, five factors were roLated. These explained 48 

percent of the varianCl'. Results are shOl'>'n in Table 108. 

The first factor is a general I,iell-being and social support factor. 

People \<.'ho 5COre high on tltis facl.or have greater well-being, fewer 

negative feedings, are satisfied \<.'jth life, have high self-esteem, 

greater sense of control, have people Io.'ho understand around them, have 

clo5c aLLachments and are expressive to those around them. 

The second factor seems to indicate a concern I<.'ith issues 

surrounding the illness, \<.'here high scores would indicate a 

nonacceptance of death, information-seeking, changed views of living as 

a resulL of thinking about dying, getting advice from others, and being 

bOLhercd by the illnes5. 

The third factor is a physical health factor, but includes 

optimism/positive outlook and rejection of the sick role. 



Til b I e 107 

I'HODUGT-MOMENT CORRELATIONS(,,) BUW[EN CONTEXT MEASURES AND COPING RESPONSES: TOTAL SAMPLE 

Coping Responses 
--------_. 

Context M()(lSllreS V I [WS ACCDTH TfIDTH ACTPOS RELAX DAILY INFO REJECT NBOTHER FORGET ENJOY CARED BUSY 

Rei igious/spiritllal bel iefs(tJ) .28* .OU .00 .112* .24* 
Bel ief that thoughts and emotions 

.09 .07 .14 -.05 .12 .23* .28* .02 

affect recave r'Y .28* -.09 -. 17 .%* .22* 
Belief that tlealth hflbilS arrect 

.14 .13 .13 -.02 .23* .20 .10 .06 

recove ry .12 .00 .00 .1/9* .23* 
Bel ief thilt recove ry lip to med i Cft I 

.22 .13 .l9 -.14 .08 .19 .11 .10 

Cft re .03 -.07 -.21 .20 .11 .03 -.09 .06 -.02 .10 .04 .08 .09 
Sense of control -.03 .28* -. 1/\ .19 .2;'* .27* -. 15 • D9 .26* .02 .23* .05 - • 1/\ 
Se If-esteem -.02 .19 -.15 .18 .20 .28* .04 .26* .29* -.02 .33* .13 -.21* 
Number of people in social network .30* -.31 * .08 .23* -.04 .01 .30* .02 -.22* -.10 .10 .3;'* -.01 
Number" of chi Idren at home .06 -.20 -.05 .14 -.27* .00 -.10 .04 -.03 -.06 -.12 .23* .04 
Tota I amollnt of he I pfu I ness .24* -.12 -. 14 .34* .10 .20 .26* .23* .01) .08 . 32·J4- .38* -. 18 
1 atil I ilmollnt of un he I pfllt ness .11 -.26* .20 -.05 -.11 -.22* .02 -.29* -.25* -.13 -. 17 -.18 .16 
C lose at t8 chinen t sl exp re s s i vene 5 s .26* -. 17 -.09 .17 .0' .35* .28* .18 .05 -. 10 .41* .38* -.2U 
No stigma of i ) I ness ~.(J7 .12 -. 17 . 17 -.07 .12 . 17 .07 ,23* .06 .06 .17 -. 10 N People .... ho understand .03 .09 -. 12 .03 . 1~ .22* .21* .20 ,21* .01 .27* -,01 -.22* w 
Cognitive guidance/advice .23* -.17 -. 10 .29* .1J .06 .35* · 20 -.21* .n .29* .27* -.02 ~ 

Frequency of contact .... i til others . 13 -.07 .02 .02 .04 .18 .08 .10 .10 -.10 .23* .14 -. 18 
Give as lIIuch slIpport as rece i ve .09 .04 -. 1/1 .10 .30 .>6 .07 .10 .U~ .08 .22* -.01 -. 10 
Rea son to live ,28* -.20 .01\ .29* .11 .16 .30* · 15 -. 17 .01 .34* .30* -.02 
Wi II to live .16 .03 -.06 .33* .06 .13 .21* ,24* .09 .00 .36* .09 -.02 

• P , . () 1 . 
[e) Coerficients tll1sed on pnirwisc deletion of missing diltil 
[ ') Comb i ned three-variable measure. 

(1'1=136 to 1')6) . 
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Table 108 

CORRELATIONS OF COPING AND COPING-RELATED HEASURES WITH 
ROTATED PRINCIPAL CONPONENTS: TOTAL SANPLE (N:=134) 

Component 

Grouping/Neasure I II III IV 

GENERAL II'ELL- BE ING 
Positive well-being .80 
Negative feelings - . 77 
Satisfac1..ion with life .74 
Self-esteem .67 .25 
Sense of control .66 
People who understand .60 
Close attachments/expressiveness .60 .50 
Daily routine .49 
Total amount of unhelpfulness - .49 
Enjoy life .48 .29 .27 
Relax/take it easy .43 -.38 .36 
Will to live .48 .23 .32 
Gives "' milch support " receives .42 
Busy/woJ:king -.39 .30 
FJ:equency of contact I.·i th others .36 .30 

CO~CER~ "'1TH I LL1'\ESS 
Acceptance of death .33 -.66 
Seek infoJ:miltion .62 
Thinking of dying changed viel.'s of 

living .61 
~umbeJ: of people in social network .56 
Cognitive guidance/advice .23 .55 .30 
Reason to live .32 .52 .26 
)\OL bothered by illness .35 - .49 .48 

PHYSICAL HEALTH 
Personal functioning .81 
Overall functioning .71 
Current health .71 
Paill -.24 -.64 
Optimism/pos i t.i ve Ol1t look .48 .49 .45 
Rejection of sick role .46 
Symptoms -.37 -.40 
Health compared I.'ith month ago .24 .34 .26 

V h
2 

.69 

.70 

.63 

.53 

.50 

.42 
.39 .78 

.28 

.30 

.41 
-.37 .60 

.46 
-.32 .36 

.28 

.28 

.58 

.40 

.43 
.53 .61 

.49 
.32 .55 

.59 

.70 

.55 

.59 

.52 

.72 

.30 
.33 .41 

.27 
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Table 108--continued 

ACTIVE POSITIVE THINKING 
Active positive thinking .77 .26 .67 
Belief thoughts and emotions affect 

recovery .73 .59 
Belief health habits affect recovery .67 . SO 
Religious/spiritual beliefs .56 .23 .43 
Tcy to forget I'm ill -.28 .47 .31 
Belief recovery up to medical care .34 .14 
Thinking about death - . 18 . 12 

SOCIAL NETWORK 
Number of chj Idren at home .62 .43 
Enjoy being cared for when ill .58 .44 
Total amount of helpfulness .41 .41 .26 .46 .62 
No stigma of illness .29 .25 .42 .34 

Percent of variance explained 16 9 9 8 6 

~OTE: Only coefficients above 10.231 are reported, unless they were the 
highest loading of a measure. 
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The fourth facLor pertains to active positive thinking, including 

all the beliefs that recovery is up to something, n)ligiolls/spiritual 

beliefs, and trying to forget about illness. Optimism/positive outlook 

has a secondary loading on this factor. 

The fifth factor is somc\<,'hat of a social network factor, including 

number of children, number of people in social netl.'ork (which has a high 

secondar-y loading on this factor), and total amount of helpfulness. 

COPING AND OUTCONE ~!EASURES 

Product-moment correlations between the coping (and coping-related) 

measures and the outcome measures are shown in Table 109 for the total 

sample. An asterisk indicates the coefficient is significant at p < 

.01. 

Beliefs about. recovery measures were not associat.ed with most of 

the outcome measures, except for optimism. All measures (except recovery 

up to medical care) were positively associated, indicating that people 

were more likely to be opt.imistic if they believed their recovery was up 

to thoughts, emotions, health habits, God, or religious faith, and less 

optimistic if they believed their recovery was up to chance. 

~Iost of the attitudf<s about death measures Io.'ere not associated Io.'ith 

these outcome measures. People who accepted the idGa of their own death 

Io.'cn'. more optimistic, had better posjtivc well-heing, were less 

depressed, anxious, and angry, and had poorer personal functioning. 

People \o,'ho think a lot about their death were less optimistic and had 

more sympt-oms. People who have a religious or spiritual perspective on 

death \o,'ere more optimistic. People who believe in the right to decide 

to die were less optimistic. 

Sense of control I,las associated with several outcomes. People who 

have a greater senSe of control tended to be more optimistic and 

satisfied Idth their life, experienced morel positive well-heing, less 

depreSSion, anxiety, and anger, had fe\<,'er symptoms, and felt. their 

health ,-'as improving compared .. :itl1 a month ago. 

Self-esteem and body image were associated with nearly all of the 

outcomC' measnres. People with higher self-esteem and a more positive 

body image t~nded to be more optimistic and satisfied with life and 



Tilble 109 

PRODUCT~MOMENT CORRELATIONS BETWEEN COPING MEASURES AND OUTCOME MEASURES: TOTAL SAMPLE 

Mea su re 

BELIEFS ABOUT RECOVERY 
Thoughts and emotions ~ffcct 

reCOye ry 
Health habits Ilffect recovery 
Recovery not lip to chalice 
Recovery up to mod icn I cn re 
Recovery lip to GOd. religious 

fa i th 

ATTITUDlS ABDUl DEATH 
Acceptance of dellth 
Thinking about death 
Rei igiolls/spiritual perspective 

on death 
Right to die 
Thinking of dying chnnged vie .... s 

of I i v i n'l 

SENSE OF CONTROL 
Sense of control 

SElf-ESTEEM/BODY IMAGE 
Self~esteem 

Body-image 

SOC I AL NETWORKS 
Married 
live a lone 
Friends or not 
Milte or spollse 
Any dependent chi Idren at home 
Number of people in soci~ I 

net .... ork 
Number of people in fami Iy 

ne t .... o rk 
Number of people in professional 

net .... ork 
Number of people in peripheral 

net .... o rk 
Number of people in household 
Nllmber of chi Idrer"l at home 
At least one externely helpful 

person 
Number of helpful people 

" OPT lSAT WSAT PWS 

136 

136 
n 

13') 
136 

15[1 
1')4 
154 

.19* 

.29* 

.30* 

.04 

.3U!<-

.21 * 
-.23* 

.28* 

.20 

.02 

.11 
-.06 

.22'" 

.0:; 
-. 13 

.19 

152 -.22~ -.12 
1119 .02 .01 

.08 

-.Oil 
-.02 

.0') 
-. U 1 

-. 16 
.11 
.06 

.06 

.06 

.10 

· 10 
· 12 

-.04 
.1"( 

.30* 
-. 18 

· 17 

.00 
-.11 

DE P 

-.02 

-.04 
-.ll9 

.il2 
-.111 

-.33* 
.19 

-.09 

.11 

.06 

Outcome Measure( a) 

PERS- ROl[- OVER- SYMP- Hl TH- HL TH-
ANX ANCER FUNG PFSUM FUNG FUNC TOMS PAIN GOM CUR 

-.01 

.11 
-.08 

.0:; 
-.08 

-.33* 
.16 

-. 12 

.00 

. OJ 

.05 

.16 
-.06 

.05 
-. U8 

-.37* 
.12 

-.07 

-.01 
• ]/1 

.06 

.12 
-.15 
-.04 
-.15 

-. 17 
-.13 

.00 

.15 

.12 

.10 

.16 
-.12 
-.U3 
-. 11 

-.23* 
-.13 

.02 

-.13 
. 15 

.12 

.14 
-.01 

.UO 
-.02 

-.15 
-.07 
-.07 

.07 
-.03 

.07 

.U8 
-. 10 
-.02 

.04 

-. 14 
-.08 

.00 

.01 

.06 

-.08 

-.08 
.03 

-.14 
-.05 

.03 

.24* 
-.06 

.10 
-.02 

-,10 

-.07 
-.04 

.03 
-.11 

.03 

.18 
-. 13 

.07 

.00 

.16 

. 23'!<

. 13 

.04 

.12 

, .19 
-. 10 

.07 

.04 

.05 

.12 

.16 

.14 
-.10 
-. 1" 

-.10 
-.01 

.04 

.08 

.09 

156 .18'" ,1.11* .10 .55~ -.51* -.48* -.47* .13 .11 .18 .13 -.32* -.20 ,23* .09 

155 .49·~ .53!<- .12 .61~ -.60* -.39* -.45* .29* .29'" .21 .23* -.27* -.25" .29'" .32'" 
93 .51* .lI8* .3'''' .116* -.41* -.43* -.34* .27* .10* .40* .36" -.26* -.32* .16 ,46* 

1:;8 .05 
157 .06 
1')6 .06 
156 .03 
158 -.02 
156 .05 

156 .01 

156 .01 

156 .08 

1311 .12 
114 .03 
158 .28·)1-

156 .24* 

.15 

.02 

.05 

.16 
-.05 

.09 

.12 

.00 

.05 

.10 
-.03 

.34'" 

.27"" 

-.05 
.03 
.12 
.07 
.2C 
.19 

.22 

-.02 

.16 

.16 

.18 

.21 

.20 

· 12 
· 06 

-.10 
· ttl 

-.05 
-.03 

.01 

-.04 

-.03 

.02 
-.14 

.27* 

· 17 

-.12 
.03 
.09 

-.03 
.10 
.13 

.11 

.06 

.09 

.01 

.18 
-.15 

-.10 

-.01 
.02 
.08 
.02 
.18 
.11 

.11 

.08 

.04 

.11 

.22 
-.11 

-.0:; 

-.01 
-.01 

.10 

.05 

.15 

.15 

. 13 

.06 

.11 

.08 

.22 
-.06 

-.08 

.04 

.04 
-.04 

.17 

.03 

.03 

.14 

-.16 

.03 

.02 

.10 

.09 

.04 

.09 

.01 

.01 

.21 

.07 

.12 

.24 

-.11 

.08 

.02 

.10 

.14 

.12 

-.1)2 
.07 
.11 
.08 
.00 
.07 

.14 

-.16 

.10 

.14 

.14 

.13 

.06 

. 13 

.05 
-.01 

.09 
-.02 
-.05 

-.02 

-. 10 

.00 

.07 

.02 

.06 

.04 

-.14 
.05 
.08 

-.08 
.11 
.05 

.02 

.02 

.06 

.05 

.14 
-,03 

-.07 

-.03 
-.11 

.08 

.03 

.14 

.13 

.15 

.02 

.08 

.01 

.14 
-.04 

-.02 

-. 18 
.25* 
.02 

-.18 
-.08 

.08 

-.04 

.11 

.14 

-.04 
-.09 

.11 

.19 

.00 

.02 
-.02 

.12 
-.06 

.09 

.10 

-.01 

.12 

.02 
-.02 

.15 

.14 

N 
~ 
~ 



1 ilb I fJ 109--continlled 

Outcome Measure(a) 

PERS- ROLE- OVER- SYMP- HLTH- HLTH-
Meil HI re N OPT LSAT WSAT eWB oEP ANX ANGER rUNC PFSUM FUNC FUNG TOMS PAIN COM CUR 

SOCIAL NETWORKS (continued) 
Number of extremely helpful 1':>6 .37* .34* .18 .30* -.2')* -.22* -.17 .09 .13 .09 .09 -.1') -.13 .16 .21* 

people 
Number of unhe I pnll people 156 -.33~ -.32* -.02 -.34* . 39'~ .27* .39* -,02 -.01 .02 -.16 .21 .27* -.19 -.09 
Number of extremely unhelpful 1')6 -.18 -.22* -.01 -. 1? .22* .18 .23* -.04 -.01 .04 -.10 .13 .23*-.10 -.06 

peop I e 
Number of tlclpflll minus 1% .33* .35* .16 .28* -.25* -.16 - .24* .011 .10 .03 .10 -.14 -.14 .23* .15 

unhelpful peop I e 
Total llmOlint of tlelpfulness 156 .37* .38* .24* .31* -.211* -.18 -.18 .11 . 17 .11 .09 -.12 -.10 .22* .21* 
Total amount of unhelpfulness 156 -.30· -.31* -.02 -.29* .36* .25* .36* -.03 -,[)1 .03 -.15 .19 .28* -.17* -.08 
Average 8mOlint of helprulness 1~6 .113* .44* .23* .42 -.311* -.32* -.2')* .15 .17 .18 .1') -. 15 -.15 .19 .22 
Average amount of untlelpfulness 156 -.16 -.26* -.03 -.19 .29* .14 .24*-.10 -.08 -.01 -.16 .21* .24* -.13 -.09 

SOCIAL SUPPOflT/EXPRESSIV[NlSS 
Close attachments/expressiveness 157 .36* .62* .33* .44* -.41* -.29* -.26* .14 .21 .18 .23* -.22* -.17 .18 .27* 
No stigma of i I I ness '57 .32* .22* .10 .28* -.23* -.18 -.20 .09 .10 .20 .18 -. 15 -.17 .19 .32* 
People .... ho lInderst~nd 157 .30* .112* .20 .38* -.40* -.25* -.39* .20 .19 ." .23* -.23* -.16 .17 .23* 
Cognitive gllidancc/advice 157 .21* .29" .10 .17 -.Olj .00 .05 .08 .12 .09 .20 -.09 .06 .04 .15 
Frequency of contact .... itll others 151 .n .34* .26* .28* -.25* -.10 -. 13 . 22·~ .23* .15 .13 -.07 -. 13 .07 .18 
Give as mllch support as rece i ve '4' .17 .20 -.06 .2')'1+ -.30* -.19 -.26* -.06 -.05 -.10 .06 -.20 -.03 .02 -.03 N 

~ 

WILL TO LIVE N 

Reilson to live 153 .36* .42* .30* .31'*-.17 -.03 .06 .10 .14 .08 .20 -.05 .07 .06 .24 
Religiolis/spiritu~1 pe rspect i vo 158 .211* . 25'1t .07 .>3 -.011 .01 .03 -.05 .01 -.02 .03 .00 .01 .09 .03 
Wi II to live 154 .55* .46* .19 .53* -.49* -.22* -.20 .23* .26* .07 .24* -.18 -.12 .30* .29* 

ACTIVE COPING 
Active positive thinking 153 .49* .09 .04 .20 -.0') .03 .06 .07 .12 .09 .02 .03 -.02 .27* .W 
Relax/take it ea sy 157 .09 .15 -.18 .24* -.23* -.16 -.14 -. 16 -.18 -.28* -.14 -.14 .06 .08 -.19 
Daily routine 157 .25'* .29-11 .12 .37* -.29* -.27* -.24* .13 .14 . 11 .12 -.32* -.21* .13 .18 
Seek information 157 .04 .10 .08 .0;> .00 -.01 .03 .05 .13 -.01 .14 -.05 .03 .06 .18 

ACCEPTANCE/REJECTION 
Reject i on of sick role 154 .41* .23* .23* .26* -.2')* -.11 -.10 .34" . 38* .14 . 32* -.11 -.32* .08 .27* 
Not bothered by i I ) ness 156 .44* .31* .25* .36* -.39* -.36* -.116* .28* .29* .22 .32* -.22* -.44* .23* .25* 
Try to forget i I I ness 154 .23* -.02 .00 .02 -.02 -.04 -.02 -.01 -.05 -.09 .07 -.04 -.20 .07 -.02 

DOCTOR-PATIENT RELATIONSHIP 
Conf I dence in doctor 9" .30* .16 .02 .27* -.32* -.26 -.31* -.05 -.06 -.08 -.03 -.15 .01 .25 .19 
Humaneness 94 .27* .22 .02 .24 -.28* -.29* -.20 -.05 -.09 .06 -.01 -.24 -.05 .28* .05 
Faci I itates expression 95 .26* .22 .13 .24 -.32* -.38* -.29* -.12 -.14 • DO .08 -.29* -.12 .21 .10 
Communication of information 95 .29'* .28* .17 .32* -.41* -.39* -.34* .02 .01 .02 .05 -.32* -.06 .26 .20 
Bel ieves mind affects body 93 .46* .10 .10 .21 -.12 -.08 .05 -.04 -.03 .04 .08 -.07 -.12 .32* .08 
Diagnosis/outlOok 94 .44* .20 .15 .29* -,26* -.18 -.17 .18 .14 .20 .04 -.10 -.08 .39* .24 
avera I I satisfaction 92 .22 .25 .05 .17 -.28* -.30* -.28* .09 .08 .15 .01 -.23 -.09 .31* .24 

PLEASURES/BENEFITS 
Enjoy life 156 .35* .43* .2B* .47* -.31* -.11 -.12 .21 .26* .011 .25* -.13 -. , 2 .21 .20 
Enjoy being cared for 154 . 07 .22* -.02 .08 -.14 -.02 .01 -.01 .00 .06 .07 .09 .08 .15 .08 
Busy/ .... orking 156 -.14 -.25* -.17 -.25* .35* .32* .25* -.14 -.12 -.11 -.10 .35* .16 -.04 -.23* 

I' ) See Table 99 for description of measure. 

• p <. • 01. 
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work, experienced more positive well-being, less depression, 

anxiety, and anger, had better functional status, fewer symptoms, less 

pain, and better health than those with less self-esteem and a less 

favorable body image. 

The size of the social network was unrelated to any of the outcome 

measures (e.g .• number of people in the network, whether they live alone 

or are married). 

The helpfulness of people in the network was associated with 

several outcomes. 

An interesting finding is that the number of helpful people is 

associated with only two outcomes (optimism/positive outlook and 

satisfaction with life), whereas the number of extremely helpful people 

is associated with six outcomes (additionally. positive well-being, 

depression, anxiety, and current health). Those who have more unhelpful 

people in their network tend to experience more pain. 

Those who have greater amounts of helpfulness available tend to be 

more optimistic, are more satisfied with their life and work, and 

experience more positive well-being, less depression, and better health. 

Having close attachments and people who understand is associated 

with more optimism, life satisfaction, better mental health, better 

overall functioning, and fewer symptoms, and better current health. 

Feeling a stigma of the illness is associated with less optimism 

and satisfaction with life, less positive well-being, more depression, 

and poorer current health. 

Having cognitive guidance or advice available is associated with 

greater optimism and life satisfaction, but none of the other outcomes. 

People who have greater frequency of contact with others are more 

satisfied with their lives and work, have greater positive we1l-being, 

less depression, and better personal functioning. 

Being able to give as much support to others as one receives is 

associated with more positive well-being and less depression .and anger. 

The will to live measures are associated with several outcomes. 

People who have more reason to live are more optimistic, satisfied with 

life and work, and have greater positive well-being than those with less 

reason to live. People with a religious or spiritual perspective on 
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ljfe are more optimistic and more satisfied with life than those without 

such a perspective. People with a stronger will to live are more 

optimistic and sati~fied with life, have greater positive well-being, 

experience less depression and anxiety, have better personal and overall 

functioning, have better health compared I.lith a month ago, and have 

better current health than those with a \o,'eaker \o,'ill to live. 

Some of the active coping measures are associated with these 

outcomes. Seeking informatiou is not associated with any of the 

outcomes. and active positive thinking is associated only with optimism 

and health compared .dth a month ilgo (people who think positively arc 

more optimistic and tend to have better health no\o," than a month ago). 

People who relax more have greater positive well-being and less 

depression, but have poorer role functioning. People who tend to follow 

a daily routine (in terms of eating well-balanced meals and getting a 

good night's sleep) were more optimistic, mure satisfied with life, had 

gre<3ter positive I<.'ell-being and less depression, anxiety, and anger, had 

fel<.'er symptoms and less pain than those I<.'ho did not do so. 

The acceptallce/r<'jection measures hild a mixture of associations. 

Trying LO forget about the illness (a Single-item measure) was not 

associated with any outcomes except optimism (those who tried to forget 

I<.'ere more optimistic). Those who rejected the sick role were more 

optimistic, more satisfied I.'ith life and work, had greater positive \o,'e11-

being and less depression, had better personal and overall functioning 

and le~s pain. Not being bother-ed by their illness is associated with 

all outcomes except role functioning. People who are less bothered are 

more optimistic, satisfied with life and \o,'ork, have better mental 

health, better functional status, fewer symptoms, less pain, and better 

health than those I<.'ho are more bothered by their illness. 

Reg3rding the doctor-patient relationship measures, having a doctor 

I<.'ho believes one's mind affects one's body is least associated with 

tlH.)se outcomes (the more their doctor so believes, the more optimistic 

they are and the better is their health is now compared with a month 

ago). The measure associated with the most outcomes is the 

communication of information. If more communication occurs, people tend 

to be more optimistic, satisfied with life, have better mental health 

(on all ment,1.1 health measures), and have fewer symptoms than if less 
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communication occurs. an tim whole, high scores on the other measures 

tend to be associated wilh more optimism and less negative feelings. 

The pleasure/benefits measures are not associated Idth very many 

outcomes. Enjoying life more is associated with more optimism,. 

satisfaction with life and \.;ork, greater positive well-being, less 

depression, and better personal and overall functioning. Enjoying being 

cared for is as.sociated with more satisfact.ion \dth life. Being busy 

and working a lot is associated with less satisfaction with life, less 

positive well-being, more negative feelings, more symptoms, and poorer 

current health. 

PHYSICIAl\'S EVALUATION AND COPING 

A summary of product-moment correlations belween six of the 

physician's evaluation measures and all the measures is shown in Table 

110. Physician evalualion forms were available for only 62 of the 

cancer patients. The evaluation measures are scored so that a high 

score indicates any metastases, better prognosis, better health, greater 

compliance, bett.el· coping, and greater optimism. 

Bel iefs about recovery and attitudes about death Io.'ere not 

associated ",itit any of the ratings. 

A sense of control and high self-esteem were associated with 

patient optimism. High ~elf-esteem was also associated .dth better 

current health and coping. 

Virtually none of the social network/social support measures were 

associated \o;ith. any of the ratings, except people I.'ith any friends were 

rated as more compliant; people who iwd more helpful people in their 

netlo.'ork Io.'er~ rated higher on coping; and people who experienced no 

st igma of illness had blOt. ter hea 1 th. 

II lo.'ill to live was associated lo.'iLh better health and optimism as 

rated by the physician, and active positive thinking was associated \o,'ilh 

greater optimism. 

Rejection of the sick role and not being bothered by the illness 

were associated \<:ith better Iwalth, coping, and optimism. 

Kane of the doctor-patient relationship measures ~'erc associated 

Io.'i th the physician ratings. 



Table 110 

PRODUCT-MOMENT CORRELATION Of PHYSICIAN'S EVALUATION MEASURES WITH COPING AND COPING-RELATED MEASURES 

Coping Measure 

8ELIEfS ABOUT RECOVERY 
Thoughts and emotions affect recovery 
Health habits affect recovery 
Recovery not up to chance 
Recovery up to medical care 
Recovery up to God, rei Igious faith 

ATTITUDES ABOUT DEATH 
Acceptance of death 
Thinking about death 
Rei Igious/spirltual perspective on death 
Right to die 
Thinking of dying changed vie~s of living 

SENSE Of CONTROL 
Sense of control 

SELf-ESTEEM/BODY IMAGE 
Self-esteem 
Body image 

SOCIAL NETWORKS 
Married 
Live alone 
friends or not 
Mate or spouse 
Any dependent chi Idren at home 
Number of people In social net~ork 
Number of people in fami Iy net~ork 
Number of people in professional net~ork 
Number of people In peripheral net~ork 
Number of people in househOld 
Number of chi Idren at home 
At least one extremely helpful person 
Number of helpful people 
Number Of extremely helpful people 
Number of unhelpful people 
Number of extremely unhelpful people 
Number of helpful minus unhelpful people 
Total emount of helpfulness 
Total amount of unhelpfulness 
Average amount of helpfulness 
Average amount of unhelpfulness 

My 
Metastases 

-.02 
-.04 

.07 

.02 
-.14 

.02 

.00 
-. 07 
.0. 
.04 

.02 

-.09 
-.13 

-.09 
-.04 
-.22 
-.10 
-.01 
-.18 
-.06 
-.20 
-.1.4 

.00 
-.12 
-.01 
-.10 

.08 
-.17 
-.17 

.00 

.00 
-.18 

.11 
-.23 

Physician's Evaluation (N-62) 

Prognosis 

-.12 
-.14 
-.06 
-.26 
-.14 

.01 
-.21 

.02 

.26 
-.17 

.15 

.26 

.24 

.14 

.04 . 
-.02 

.10 
-.06 

.02 

.00 

.01 

.04 

.06 

.20 
-.02 
-.04 
-.08 

.10 

.0. 
-.07 
-.07 

.10 
-.02 

.22 

Current 
Health 

.0. 

.06 

.03 
-.09 
-.17 

-.OB 
-.10 

.00 

.23 
-.08 

.16 

.35M 

.22 

-.10 
.22 
.07 
.04 

-.16 . o. 
.03 
.07 
.10 
.08 
.08 

-.06 
.11 
.08 

-.04 
.07 
. 11 
.15 

-.01 .0. 
.02 

Patient's 
Comp I i ance 

-.04 
.01 
.03 
.03 
.0. 

-.07 
-.27 
-.06 
-.08 
-.16 

.03 

.18 
-.03 

-.02 
-.08 

.54M 

-.09 
.15 
.24 
.14 
.08 
.23 
.21 . ,. 
.10 
.26 
.16 

-.02 
.04 
.21 
.25 
.01 
.14 
.07 

Patient's 
Coping 

.05 

.0. 

.05 

.01 
-.07 

.08 
-.27 
-.06 
.0. 

-.22 

.32 

.33 M 

.26 

-.10 
.06 

-.02 
-.07 

.17 
-.08 

.03 
-.16 
-.06 

.23 

.14 

.18 

.10 

.21 
-.31 
-.12 

.21 

.23 
-.27 

.33 M 

.13 

Patient's 
Optimism 

.18 

. '. .18 

.02 

.05 

.02 
-.22 

.05 
-.06 

.05 

.35* 

.45M 

.24 

-.09 
-.08 
-.12 
-.01 

.16 
-.13 

.0.3 
-.20 
-.14 

.17 

.18 

.07 

.01 

.0. 
-.25 
-.04 

.12 

.0. 
-.20 

.16 

.06 

N .. 
~ 



Coping Measure 

SOCIAL SUf>f>ORT/EXf>RESSIV£riESS 
Close attachments/expressiveness 
No st Jgma of i J I ness 
f>eople ~ho understand 
Cognitive guidance/advice 
frequency of contact ~Ith others 
Gives as much support as receives 

WILL TO LIVE 
Reason to live 
Religious/spiritual perspective 
Will to live 

ACTIVE COf>ING 
Active positive thinking 
Relax/take it easy 
Da i Iy routine 
Seek information 

ACCEPTAriCE/RfJECTION 
Rejection of sick role 
Not bothered by illness 
Try to forget illness 

DOCTOR-f>ATI[NT RELATIONSHIP 
Confidence in doctor 
Humaneness 
facilitates expression 
CommlJnlcation of information 
Bel ieves mind affects body 
Diagnosis/outlook 
Overall satisfaction 

f>LEASURES/BEriEfITS 
EnjOy life 
Enjoy being cared for 
Busy/~orklng 

f>OSITIVE fEELINGS 
Optimism/positive outlook 
Satisfaction With life 
Satisfaction with work 
f>ositive wei I-being 

Table 110--continued 

f>hysician's Evaluation (ri-62) 

Any 
Metastases 

-.08 
-.18 
-.03 

.07 

.05 

.00 

-.12 
-.08 
-,16 

-.13 
.00 
.02 

-.12 

-.22 
-.14 
-.16 

-.04 
.25 
.14 
.12 

-.17 
-.12 

.18 

-.20 
-,27 
-,14 

-.16 
.02 

-.11 
.10 

f>rognos i s 

.00 

.11 

.24 
-.12 

.01 
-.07 

.10 
-.10 

.18 

-.09 
-.16 
-.08 

.13 

.29 

.15 
-.10 

-.19 
-.21 
-.20 
-.04 
-.09 

.08 
-.07 

-.16 
-.20 
-.01 

.22 
-,01 

.10 

.14 

Current 
Health 

.12 

.40* 

.24 

.05 

.16 
-.07 

.20 

.05 

.34* 

.09 
-.22 

.00 

.14 

.41* 

.34* 
-,01 

-.03 
-.15 
-.18 
-.05 

.13 

.17 
-.21 

.31 

.06 

.03 

.35* 

.07 

.27 

.19 

Patient's 
Comp I i ance 

.28 

.17 

.26 

.12 

.14 

.07 

.08 
-.02 

.07 

.08 

.19 

.02 

.19 

.09 
-.08 
-.14 

.28 

.07 

.12 

.08 

.00 

.00 

.01 

.01 

.31 
-.02 

.19 

.06 

.07 
-.03 

f>atlent's 
Coping 

.20 

.21 

.18 

.01 

.22 
-.17 

.02 

.02 

.24 

.18 
-.11 

.07 

.06 

.3611-
,4211-

-.05 

.03 
-.02 

.03 

.06 

.13 

.25 
-.10 

.35* 
-.05 

.04 

.47* 

.30 

.4111-

.29 

f>atient's 
Optimism 

.15 

.12 

.04 

.06 

.12 
-.09 

.15 

.24 

.34* 

.36* 
-.12 

.17 

.04 

.38* 

.37* 

.00 

.13 

.01 

.03 

.00 

.0' 

.12 
-,04 

.42* 

.03 
-.03 

.46* 

.26 

.33 

.33 

N .. 
~ 



Coping Measure 

NEGATIVE FEELINGS 
Depression 
Anxiety 
Anger 

FUNCTIONAL STATUS 
Pe rsona I funct i on I n9 
Personal functioning--summated scale 
ROle functioning 
Overall functioning 

SYMPTOMS 
Number of symptoms 

PAIN AND GENERAL HEALTH 
Pa i n 
Hea I th compa red to month ago 
Cu rrent hea I th 

*p '< .01. 

Table 110--contlnued 

Physician's Evaluation (N-62) 

Aoy 
Metastases 

.07 
-.03 
-.01 

-.18 
-.26 
-.14 
-.36* 

-.14 

-.04 
-.04 
-.24 

Prognos i s 

-.08 
-.15 
-.07 

.39* 

./.j0* 

.44* 

.30 

.01 

-.22 
.10 
.33 

Cllrrent Patient's 
Health Compliance 

-.16 -.13 
-.08 -.08 
-.06 -.02 

.65* -.15 

.67* -.15 

.56* -.09 

.60* -.04 

-.16 .00 

-.28 .18 
.29 .00 
.65* -.11 

Pa t lent' 5 
Cop i ng 

-.24 
-.18 
-.12 

.44* 

.43* 

.40* 

.35" 

-.16 

-.21 
.21 
.27 

Patient's 
Optimism 

-.32 
-.22 
-.17 

.40* 

./.j5* 

.40* 

.34* 

-.21 

-. 15 
.26 
.30 

~ 
~ 
00 
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Enjoying life was associated with better coping and optimism. 

Optimism/positive outlook was positively associated with the 

physician's rating of 1.he patient's health, coping, and optimism, and 

satisfaction with work was positively associated with the physician's 

rating of the patient's coping. 

None of the negative feelings were associated with the physician's 

ratings. 

Functional status was positively associated ""i1.h physiCian ratings 

of prognos is, twa I th, coping, and opt imism, but 1.he number of symptoms, 

pain, and health compared ""ith a month ago were not. 

The patient's evaluation of their current health was positively 

associated ... 'ith the. physician's rating. 

flaving metastases or not ... ·as not associated with any of the 

moasures oxcept ovorall functioning (people with metastases had poorer 

functioning) . Prognosis was only ilssociated with functional status; 

people wit.b a bettor prognosis had better personal and role functioning. 
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XXIII. DISCUSSION OF NEASURES 

This discussion section examiness on methodological issues and the 

adequacy of the measures. Result~ are discussed here that pertain to 

reliability and validity issues that might help in improving the quality 

of the measures. A more general discussion of the findings of this 

study is presented in the folloWing section, with emphasis on relating 

the results to the model of coping and to the literature, implications, 

and suggestions for further research. 

Overall, this set of measures can be considered fairly useful in 

the sense that the majorit.y were of acceptable reliability and 

reasonable validity. Even in the myocardial infarction sample, where 

reliability tcnded to be lower than in the cancer sample, the measures 

nevertheless contained useful informat.ion. 

Nearly all of the measures can be improved. The extent of revision 

needed ranges from straightforward lengthening (i.e. the addition of a 

few it.ems to improve the reliability) to major reconceptualizing. The 

results here provide a solid basis for improving the next set of 

measures. 

No new important contents were identified in the open-ended 

questions asking respondents if the questionnaire had covered their 

experiences in dealing with t.heir illness. 

HETHOnOLOGICAL PROBLPIS 

There are a few general methodological issues that should be kept 

in mind when considering t.he results. 

Response bias may be a problem, in terms of both socially dcsirable 

responding and acquiescence. Nany of the questions deal with behaviors 

and feelings that have socially desirable responses (e.g., "eating well

balanced meals"). However, because the questionnaire is 

self-administered, this should be less of a problem than if personal 

interviews had been the primary method of data collection. If socially 

desirable responding is occurring in these data, it is probably of a 

more subtle nature--that of trying to appear to be coping well. Such 
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responding may be because of the unspoken pressure put on victims to 

cope ,well with crisis (see Silver and Wortman, 1980, or Wortman and 

Dunkel-Schetter, 1979). 

The tendency to agree with statements regardless of their content 

(acquiescent response set) is possible; although items were written to 

be balanced within each hypothesized construct, in many cases the final 

scales were unbalanced. If a scale is composed of items worded all in 

the same direction, and if acquiescence is occurring, the 

intercorrelations among the items (and in turn the reliabilitics) would 

be artificially inflated. Acquiescence usually occurs when items are 

ambiguous or complex, or in people that have difficulty understanding 

the items (e.g. those with low education). One would expect, therefore, 

that if this were occurring here, it ",'Culd be more likely in the HI 

sample. Because reliabilities were generally lower in the HI sample 

(i.e. do not appear to be spuriously inflated), acquiescence may not be 

a serious problem in this study. Further, when counts of agree and 

strongly agree responses were made, no indication of acquiescence was 

ever observed. Nevertheless, it is important to improve the balance of 

items in each scale Io'hen using t.hese measures in subsequent studies, and 

to be aware of possible problems when unbalanced scales are used. 

All data are self-reported. The only non-self-report measures are 

the ratings by the phYSicians, and these are available only on 62 

people. \\rhen all data are collected using the same method, correlations 

may be spuriously inflated (e.g. a person may conSistently self-report 

the extent of his or her depression as less severe than a friend or 

observer would rate it). When there is considerable shared variance 

among items because of method, reliabilities may be spuriously inflated. 

Ideally one would like to develop t.hese measures using several methods 

(e.g. reports by friends or family) using the multitrait-multimethod 

technique (see Campbell and Fiske, 1959). 

All measures are based on stuctured responses. Alternatively, data 

can be collected using more open-ended methods, allowing the respondent 

to more freely respond to each issue. Open-ended responding is 

generally more time-consuming and more difficult to code into reliable 

scores. Neverthe less, if adequate resources were avai lable, such open

ended data would provide an excellent test of the validity of t.hese 
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structured measures. That is, by comparing the open-ended responses 

regarding fl particular subject to the content of the structured items, 

information on the extent to ",·hich the items covered the same issues 

might lead to suggestions for broadening the item content. Data from 

open-ended intervielo,·S are available on about 20 of these people. At a 

later time, these can be compared Io,'ith the structured data to further 

evaluate the validity of the results. 

ADEQUACY OF NEASCRES 

The following criteria \.o,'ere used to assess the adequacy of each of 

Lhe final measures: 

(1) l-leasures should have sufficient variability to detect 

dj fferences in the concept being measured and should be 

(roughly) normally disLributed. 

(2) Neasures should be sub.<;tantially free of random error 

(rcliabiliLy) to make comparisons between different groups of 

people. 

(3) Heasures sllould be substantially free of systematic error 

(!~~ons(' bias) 

(4) ~leasures shQuld provide information about t.he concepts they 

\.o,"Cn~ intender! to measure (yalidity) without duplicating 

informaLion from oLher measures. 

(3) There should be only a small percentage of missing dat.a. 

In the case of single-item measures, only the variability, 

validity, and missing data criteria can be evaluated, Essentially, all 

~ingle-iL('.m measures \.o,'ill be judged questionable in the sense that 

reliabiliLy is unknO\.o,·n and response bias is not controlled for. Thus it 

is recommended thl'lt items be added to all of the important Single-item 

measures so that scales caii be constructed. 

If a measure has 10\.0,' reliability, its validity is limited (i.e. the 

reliability essentially establishes an upper limit to validity). In 

some cases, hQ\.,'evcr, the validity of a measure appeared good despite low 

reliabjlity (using internal-consistency criteria). This may indicate a 

heterogeneous concept that is nevertheless a good predictor. 
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Each multi-item measure I.'as evaluated according to these five 

criteria. The following basic steps can be taken to improve 

deficiencies on any of the criteria; 

(1) variability-~nel.' items can be added or ~xisting items can be 

reworded to assess a broader range of the concept being 

measured. 

(2) reliability--the number of items can either be increased or the 

conceptualization of the concept can be improved. Generally a 

minimum of four items seems to be necessary to achieve adequate 

reliability. Items .. ith 10\ ... ' item-scale correlations or that 

\<"cre not scaling successes can be reevaluated for clarity and 

relevance to the concept. 

(3) response bias--by using a balance of positively flUd negatively 

I.'orded items, acquiescent response bias is minimized, Item 

I.'ording should be such that i'L minimizes value connotation, 

thus minimizing socially desirable responding, 

(4) validity--tbe conceptuAlization can be improved and items 

n~I.'orded" 

(5) missing data--item kording should be evaluated for clarity. 

If a scale needs reevaluLltion, some general suggestions for 

evaluating items can be used. Item distributions should be checked and 

those 1.'1th very ~kewed distributions considered for rel.'ording. !'iel.' items 

can be added from recent literature. Some item distribution problems 

could be due to sampling, i.e. a more representative sample would 

perhaps provide less skel.'ed distributions, Items that were difficult to 

understand (as evidenced by ~'rit'Leil comments on the questionnaire) can 

be rel.'orded. 

Some summary comments regarding the adequacy of each of the 

measures are shol.'n in Table 111. For each measure, information is 

presented on the number of items, the distribution of the final score 

(in terms of normality), reliability, whether socially desirable item 

I."ording is 11 problem, I.'hcther there is a b<llance of positively Ilnd 

negatively worded items, and a rough evaluation of its validity. ~!ore 



Me,1sllr·c 
------_._-
BELIEFS ABOUT RECOVERY; CANCER SAHPLE 

Thoughts and emotions affect recovery 
Health habits ilffect recovery 
Recovery not lip to chance 
Recovery up to medicAl cnre 
Recovery liP to God, religiolls faith 

BELIEfS ABOUT RECOVERY; HI SAMPLE 
Thoughts and emotions arfect recovery 
Health h~bits affect recovery 
Recovery not tiP to chance 
Recove ry \IP to med i c~ I ca re 
Recovery up to God, religiolls faith 

ATT I TUDES ABOUT DEATH 
Acceptance of death 
Thinking about death 
Rei igious/spiritual perspective 

on death 
Right to die 
Thinking of dying changed views 

SENSE OF CONTROL 
Sense of control 

SELF~ESTEEM: CANCER SAMPLE 
Se If-esteem 
Body imnge 

sur-ESTEEM: HI SAHPLE 
Se If-esteem 

SOCIAL SUPPORTS 
C lose attachment s/exp res s i vene 5S 
No stigma of illness 
People 'Who understand 
Cognitive guidance/advice 
Frequency of contact 'With others 
Gives as much support as receives 

WILL TO LIVE 
Reason to live 
Religious/spiritual perspective 
Will to live 

ACTIVE COPING 
Active positive thinking 
Relax/take it easy 
Daily routine 
Seek information 

Table 111 

SUMMARY OF ADEQUACY MEASURES 

No. of 

Socially 
Desirable 

Item unbalanced 
Items Distribution Reliability(a) Wording Items 

, 
6 
2 
2 
3 

, 
3 
2 
3 
3 

5 
3 

2 
2 
1 

6 

6 
7 

6 

11 
4 
5 
5 
1 
1 

3 
4 
4 

3 
l 
2 
4 

skowed 
I b 1 
5kel-{ed 
vory skowed 
skewed 

I b 1 
sl ightly skewed 
not scored 
sl ightly Skewed 
vo ry skewod 

skewod 
I b 1 

skewed 
skewed 
I b 1 

I b) 

)b) 
I b 1 

I b) 

f I at 
I b) 
5) ightly skewed 
I b I 
I b 1 
I b) 

ve ry s ke'Wed 
sl ightly skewed 
ve ry skewed 

Sl ightly skewed 
very skewed 
very ske'Wed 
51 ightly skewed 

mode ra te 
mode ra te 
low 
modo ra te 
high 

marginal 
very lOW 
unacceptable 
mil rg i nil I 
high 

modo ra te 
marginal 

mode ra te 
very low 
Ie) 

mode ra te 

mode ra te 
high 

marginal 

madera te 
moderate 
marginal 
mode rate 
lei 
Ie 1 

moderate 
moderate 
mode ra te 

marginal 
marginal 
low 
marginal 

I b 1 
y" 
I b) 
I b) 
I b) 

I b) 
y" 
I b) 
Ib) 
I b) 

I b) 
I b) 

I b) 
I b) 
I b) 

I b) 

I b) 
I b) 

I b) 

Ib 1 
I b) 
Ib 1 
I b) 
I b) 
I b) 

I b) 
I b 1 
yo< 

I b) 
Ib) 
y" 
Ib 1 

y" 
I b) 
I b) 
y" 
Y" 

Y" 
1'1 
I b) 
I bl 
y" 

yes 
I b) 

ye, 
I b) 
Ie) 

I b) 

I b) 
I b) 

1') 

ye, 
ye, 
ye, 
ye, 
Ie) 
Ie) 

ye, 
ye, 
I b) 

ye, 
ye, 
ye, 
I b) 

validity 

good 
good 
not tested 
\lnce rta in 
good 

good 
good 
not tested 
unce rta i n 
good 

good 
poor 

good 
uncertain 
good 

good 

good 
good 

good 

good 
good 
good 
good 
good 
poor 

good 
good 
good 

good 
good 
good 
good 

N 

'" '" I 



Table lll--continued 

Socially 
Desirable 

No. of I tero lJnba I anced 
Measure Items Distribution Rei iabi I ity(a) Wording Items 

ACCEPTANCE/REJECTION 
Rejection of sick role 
Not bothered by i II ness 
Try to forget I am ill 

DOCTOR-PATIENT RELATIONSHIP; CANCER SAMPLE 
Confidence in doctors 
Hllmaneness 
Filc iii tates express ion 
Communication of information 
Doctors bel ieve mind Ilffects body 
o i agnos is/out look 
Overfill sntisfaction 

PLEASURES/BENEFITS 
Enjoy life 
Change resulting from illness 
Enjoy being cilred for 
Busy /'010 rk i n9 

POSITIVE FEELINGS 
Optimism/positive olltlook 
Satisfaction with life 
Positive well-being 
Satisfaction with ","ork 

NEGATIVE FEELINGS 
Depression 
Anxiety 
Anger 
GlI i It 

FUNCTIONAL SlATUS 
Persona I funct i on i ng 
Personal fllnctioning, summated 
Role functioning 
Overilll [(mctioning 

SYMPTOMS 
Nllmber of symptoms 

3 
3 
1 

" 4 
3 
5 
2 

" 1 

" 4 
2 
2 

6 
4 
4 
1 

I, 

'I 
5 
3 

9 
9 
2 
1 

24 

very skewed mode ra te 
f I a t margiml 
Sl ightly skewed 10) 

skewed mode ra te 
bimodal moderate 
bimodal tli gh 
bimodal high 
bimoda I mode ra te 
bimod~1 mode r~ te 
skewed 10) 

51 ightly skewed marginal 
Ib) lIn~cceptable 

I') very low 
Ib) marginal 

I' ) m<lrginal 
Ib) moderate 
I' ) mode ra te 
I' ) 10 ) 

skewed high 
sl ightly skewed mode ra te 
sl ightly skewed mode ra te 
very skewed unacccptab I e 

skewed very high 
sl ightly skewed 10) 
skewed very high 
10) (e) 

skewed 10 ) 

PAIN AND CENERAL HEALTH 
Pa i n 
Health compared to month ago 
CurTent hea I th 

(b) (c) 
sl ightly skewed (c) 
(b) (c) 

(a) Rellabi I ity coefficients were summarized as fallows: 
.00-.49 unacceptable 
.50-.54 very low 
.55-.59 low, but acceptable for grollp-Ievel analyses 
.60-.69 m<1rginal 
.70-.87 moderate 
.88-.94 high 
_,25+ very high 
Reliability is summarized for the total sample, lInle~~ otherwise specified. 

(b) Satisfactory in these s<1mplcs. 
(c) Could not be Assessed. 

Y" ye, 
Ib) Y" 
I') 10 ) 

I' ) Y" 
I' ) I') 
10) I b) 
Ib) Ib) 
I') Y" 
Ib) I') 
Ib) 10 ) 

" ) Y" 
Ib) Y" 
I' ) Y" 
I') I' ) 

I') I') 
Ib) Y" 
I') Y" 
I') 10) 

Ib) ye, 
10) Y" 
I') Y" 
I') Y" 

I') Ie I 
10) Ie) 
I') 10 ) 
I') Ie) 

I') I') 

10) 10) 
Ib) Ie) 
Ib) Ie) 

Validity 

good 
good 
good 

good 
good 
good 
good 
good 
good 
good 

good 
lmtested 
poor 
good 

good 
N 
~ 

good ~ 

good 
good 

good 
good 
good 
untested 

good 
good 
good 
good 

good 

good 
poo r 
good 
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detailed discussion of each of the measures follows. 

Beliefs about Recov~~ 

The t ... 'o measures regarding beliefs in personal control over 

recovery (thoughts and emotions, and health habits) were reasonably 

valid, i.e., they related to other measures in expected v,·ays. For 

example, both \<,'ere significantly positively associated with active 

pos it i ve th inking. HO\<"ever, they were not s igni f j cant ly associated with 

a sense of control. Their reliability was moderate in the cancer sample 

(rtt=O.84 and 0.81 for thoughts and emotions and health habits, 

respectively) but marginal to very low in the HI sample (r
tt

=0.67 and 

0.50, respect.ively). These findings in the cancer sample compare 

favorably ... ·tth those of other investigators, who found internal 

consi~tency reliability coefficients of scales measuring personal 

control OVf'lr health of 0.65 (Lau and \o,'are, 1(181),0.70 Ulechanic, 1979), 

and 0.86 (\-,'aUston and \I'allston, 1978). The reliabilities in the NI 

sample compare less favorably. 

Th!:' be 1 ief in hp_.'1l th habi ts sea Ie needs cons j derab Ie improvement in 

the ~1I sample. Several items had to be eliminated that would have 

broadened the kinds of health habits in this measure (e.g. well~balanced 

mpi'lls, gPtting enough sleep). People- in the t!I sample had difficulty 

understilndillg Llt3L thpsC' questions asse~sed beliefs rather than actual 

behaviors. For example, thn item "it's harder for me to get better if I 

don't get (,nough sleep" prompted many of them to say "but I do get 

enough 51eep." Thus, in revising 1.-his measure, items need to be written 

thi'lt. more clearly indi.cate that these are beliefs. 

The bel ief that recove.ry is up to God has not traditionally been 

included as a dimensioll of health locus of control (e.g. Lau and Wi'lre, 

1981: "'-allston aud II'allston, 1978). The fact that it had high 

reliability ill this sample and good validity indicates that this may be 

an important. dimension to include in subsequent studies of health locus 

of control. 

Tlw belief that recovery ,.;as up to chance had a 10.,1 reliability in 

the cancer sampl(~ (r =0.57) and could not even be scored in the HI u 
sample. Lall and \';are (1981) developed a six-item "chance health 
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OutCOffi£lS" scale with an internal consistency reliability of 0.71 in a 

general population, and Wallston and Walls ton (1978) developed one ~dth 

It is possible that beliefs in chance arc conceptually 

diff~rent in people with serious illness than in general populations, 

i.e., because of the increased salience of health, people's beliefs 

about chance are less clear, hence the lower reliability. For example, 

people \.:ho before their illness believed they had per~onal control over 

their health (and thus did not believe in chance) may noW' be more likely 

to attribute t.heir recovery t.o chance (i.e. their brdicf is undergoing 

change). 

The belief that recovery ""as up to medical care measure was of 

moderate reliability in the cancer sample (r
tt

""0.82) and of marginal 

reliability in the NI sample (r
tt

=0.61). Lau and Ware developed an 

eight-item provider locw; of control scale in d general population with 

an internal consistency reliability of 0.67. Thus, the reliability of 

these measures compares favorably \-v'ith Lau and "'are's findings. The 

validity of this measure \o,'a5 questionable, as it did !lot relate to ot.her 

measures in expected ... ays (e.g., it ",'as only related to one outcome 

measure). One \<"ay this measure could probably be improved is to add 

items pertaining to several aspects of provider control. The scales no,,' 

contain only t\o,'O and three items (cancer and ~11 sample, respectively). 

Items could b(' added t.o assess whether people believe their recovery is 

up to the t.reatments t.lJ<>y receiVe, to the continued monit.oring by lheir 

physician, or to the medications they take. 

The belief that recovery is affectp.d by medical care \o,'a5 not 

associated with either of the beliefs that recovery was under personal 

control (i.e. recovery affected by health habits or by thoughts and 

emot ions) . Tb is is cons is tent with previous findings that at tr ibutions 

of provider control over health arc independent of beliefs in personal 

control over healt.h outcomes (Lau and Ware, 1981). It might be 

interesting to develop an additive measure of beliefs about what affects 

recovery, ",'ith the highest score being given to people who believe both 

in personal control and provider control, and the lowest score 

indicating a belief that neither personal behavior nor providers can 

affect recovery. 
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It might be useful to ask all of these questions regarding beliefs 

about recovery in a more open-ended way, and ask the reason for each 

belief in order to better understand their nature. This might aid in 

understanding \<o'here beliefs about recovery differ from concepts of 

health locus of control in general populations. 

Attribution of This Illness 

The items assessing attributions were not combined in any way and 

therefore \<o'ere not included in any of the studies of interrelationships. 

Therefore, no conclusions can be drawn regarding their adequacy until 

further analyses are conducted. 

Attitudes about Death 

The acceptance of death and religious/spiritual perspective on 

deat.h both were generally good measures. Their reliabilities were 

moderate, and they appear to be valid (i.e., relate to other measures in 

expected ways). One curious finding was that people are more accepting 

of their death if they have poorer personal functioning. Because the 

religious/spiritual perspecti.ve on death measure ultimately was combined 

into an overall religious beliefs measure, it is probably unnecessary to 

retain it as a unique concept. 

The right to die measure has Im.ler reliability than the other 

attitudes about death measures and does not seem to be related to many 

of the other context, coping, and outcome measures. In retrospect, this 

concept seems superfluous in a study of coping and probably is a poor 

use of limited measurement resources. 

The Single-item measure "thinking of dying has changed views of 

living" seems to be an important measure and \<o'arrants additional 

attention. Items should be added to assess this concept reliably. so 

that it.s validity can be studied further. This item is an important 

aspect of the conc~.':'_n. .... 'ith illness dimension of coping. This item is 

positively associated .... 'ith the reason to live scale, which suggests that 

a changed view of one's life seems to give people a stronger sense of 

why they want to live. \\'hen the dimensionality of context and coping 

measures Io'as studied, the reason to live scale and the "thinking of 
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dying ... " item both loaded on the concern with illness factor. These 

findings all suggest that this item might ultimately become a part of a 

reason to live measure. 

The thinking about death measure has marginal reliability and is of 

questionable validity (e.g. it is not associated with rejection of the 

sick role). It doesn't contribute much in any of the studies of 

dimensionality, is not related to any of the context measures, and is 

related to only two outcome measures (people who think more about death 

are less optimistic and have more symptoms). One result pertaining to 

this measure suggests one ... 'ay it might be improved. In the cancer 

sample, people tended to agree ""ith all items, even though one item 

indicated thinking a lot about death and the other two indicated 

avoidance of such thoughts. Kormally, such a result would indicate 

acquiescence. However, acqUiescence usually occurs only when items are 

ambiguous or lengthy or othen ... ise difficult to undersLand, which is not 

the case here. Another explanation may be that people may have spf'.nt II 

lot of time thinking about their death in the past (e.g. when first 

djagnosed) but eventually choose not to do so. Thus, people could agree 

with the statement that they "have thought a lot about my own death," 

and also agree that "I find it best not to think too much about dying." 

This did not occur to a great extent here, as these items are negatively 

correlated. However, it could account for thf' marginal reliability. 

This measure could probably be improved by havi.ng all items refer to the 

same time period (e.g. during the past month). 

Sense of Control 

The sense of control measure was of moderate reliability in both 

samples, had good validity, is related to many outcomes, and is an 

important part of 01le of the context dimensions. Thus, this is one of 

the better measures developed in this sLudy. 

In the traditional typologies of control (e.g. Averill, 1973; 

Thompson, 1981), this measure would be considf'red primarily a measure of 

behavioral control, i.e. it assesses control in terms of solving 

problems and being able to do things. It "'ould be useful to expand this 

measure to include aspects of cognitive control such as calming self

talk, selective attention, and cognitive reappraisal (see Langer, Janis, 

and 1,.,1olfer, 1975). 



- 260 -

Thompson describes cognitive control in terms of believing that 

"one has a cognitive strategy that can mitigate the aversiveness of an 

event" (p. 93). This definition is very similar to the cognitive 

restructuring dimension identified by Felton et al. (1980), which 

contained a considerable mixture of concepts (e.g. being optimistic, 

enjoying life more, keeping busy/working). In constructing items to 

assess cognitive control, one must be careful to limit them to the 

feeling of control provided by knowing that one has a strategy. The 

actual strategy itself should be assessed separately. 

Self-Esteem/]o~ Image 

Self-esteem turned out to be an important measure in terms of the 

number of variables it was associated Io.'ith. It was the most important 

measure in the personal context dimension, was associated with several 

coping responses, and with nearly all of the outcome measures. This 

measure Io.'as of moderate reliability in the cancer sample and marginal 

reliability in the ~11 sample. 

One improvement in the scale in the I'll sample might improve the 

reliability of self-esteem in this sample. The item "I feel that I am 

an attractive person" did not correlate as well with the other items in 

the ~11 sample as it did in the cancer sample. Because the goal was to 

make the scales <IS comparable as possible in the two samples, this item 

was retained. It may be that feeling attractive is distinct from the 

other aspecL5 of self-esteem assessed here (e.g. liking myself, feeling 

satisfied • .;ith myself) for people of lower socioeconomic groups, or for 

older people (both of whicll were characteristics of the I'II sample). By 

deleting this item, the reliability of this scale could probably be 

improved in the :11 sample. 

The body image scale had high reliabili"ty in the cancer sample, the 

only sample in \.:hich it was measured. The validity of the body image 

scale \o,'as not assessed at length. because of the small N; however it was 

associated Io.·ith nearly all of the outcome measures and should probably 

be included in further studies. 
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Social Networks/Social Supports 

The reI iabi lity of the various social network measures could not be 

studied. Very few of these were associated with any of the outcome 

measures. However, the reliabi1ities of the social support measures 

were mostly moderate, and their validity was good on the whole. The 

least important measure I.'as the s iogle item pertaining to giving as much 

support as received. 

In terms of positive mental states, the size of the social network 

and the frequency of contact with others both seem fairly unimportant. 

Repeatedly, it. seems that having close attachments, expressiveness, and 

helpful people are the important aspects of the social support, i.e., 

the quality is lOon., important than the quan~~ty. If resources were 

limited, the size of the network is probably fairly unimportant, and 

emphasi5 should be placed on the measures of quality. 

Having people I.'ho understand appears to be an important concept. 

This measure was highly correlated with other social support measures, 

as wcl) as I.·ith self-esteem and sense of control. It is curious that in 

the study of the dimensionality of context measures, this measure loaded 

highest on the ~sonal factor instead of on the social support factor. 

The people who understand measure pertains largely to being able to 

fully express feelings to people who will accept and listen to the 

feelings. This 5uggests that being in an environment in I.·hich one is 

free to be expressive is somehow translated into a feeling of personal 

resources. This finding also points up the value of conceptualizing 

having people who understand as distinct from having close attachments. 

The distinction between the total amount of helpfulness and the 

total amount of unhelpfulness appears to be somewhat useful. Rather 

than being opposite ends of the same dimension (their correlation is 

only -0.34), they seem to bp. somewhat dislinct. The distinction may be 

important, because helpful people are beneficial, whereas unhelpful 

people arc a hindrance to coping. As Porritt (1979) suggests, having 

unhelpful people in one's social network may negate some of the 

beneficial effects of helpful people. 
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Sel f-sufficiency was discussed in the literature review as 

potentially important because a self-sufficient person may cope well 

\o,'ithout as many social :o;upports. In this study, items were written 

pertaining to desire for support to assess this (see Table 47). 

However, results did not support scoring this as a unique concept. 

Ultimately, one item became part of the close attachments/expressiveness 

scale and the other two were deleted. It is possible that the self

sufficiency/dependency dimension is so closely intertwined with close 

attachments that it cannot be distinguished. However, this concept 

warrants further attention, possibly by writing a larger set of items to 

assess both extremes of this dimension, and trying to construct a unique 

measure. 

Will_~bive 

The religious/spiritual perspect.ive measure was of moderate 

reliability. It was combined \o,'ith other religious/spiritual measures 

with an overall religious/spiritual beliefs measure, which was an 

importtlllt concept in a 11 ana lyses. 

The reason to livG measure is of moderate reliability in both 

samples. TIo.'o of the three items pertain to being important to someone 

or depended on by someone (Lhe third item pertains to having tasks to 

accomp 1 i sh) . Thus. it Lends to be associated with socia 1 support 

measures and doesn't seem to contribute much unique information. 

Curiously, it is not significantly associated with the number of 

children at home but is I.'ith the number of people in the social network. 

This suggests that the "someone" in being important to someone or being 

needed by someone is not as I ike ly to be one t s chi Idren as another 

relationship. The reason to live measure should be expanded to include 

more items pertaining 1..0 oLher "reasons" such as work, creative efforts, 

or goals. 

In the literature revim.:, a sense of purpose and sense of meaning 

were discussed as dist.inct concepts. In this study, these were 

hypothesized as distinct and items were written to assess reason to live 

(i.e. purpose) and meaning in living. However, in the scaling studies, 

only one of these could be developed into a scale (reason to live). Of 
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the two meaning in living items, one became part of the will to live 

scale and the other became part of religious beliefs. These results 

actually support the distinction between purpose and meaning; ho\>.'ever, 

they also suggest that a sense of meaning is more elusive than purpose, 

and needs to be given more conceptual consideration. 

A sense of meaning may der ive from having a scheme Io.'ithin which 

events have meaning (e.g. a religious or spiritual perspective, a 

particular philosophical point of view), i.e. from a sense of coherence 

(see Antonovsky, 1979). Additionally, a sense of meaning may come from 

love, work, family, or other things people like about their lives. In 

developing a sense of meaning measure, items should be included 

assessing these aspects of coherence as well as things that give 

satisfaction. It is possible that a sense of meaning is a higher order 

construct with components of coherence and lif£! satisfaction. 

The \<"il1 to liv£! measure has high reliability in the cancer sample 

and moderate reliability in the tlJ sample. It is associa1.ed 1.6th many 

outcome measures and is an important aspect of the personal context 

dimension. The finding that the item "life is empty and has no meaning" 

ended up in the Io.·ill to live scal~ suggests that will to live and sense 

of meaning are closely related. It \o,'ould be interesting to see if the 

two concepts could be empirically distingUished Io.'hen equal numbers of 

items are included to assess each one. 

Active Coping 

The four active coping measures (active positive thinking, 

relax/take it easy, daily routine, seek information) appear to be 

important and warrant considerable further study and improvement. All 

four measures had unacceptable reliabilities in the til sample, which 

merits attention as to how to reconceptualizc them. (Because their 

reliabilities were acceptable in the total sample, they were included in 

all analyses.) The active coping measures were associated with many 

outcomes. and were all important aspects of several dimensions of 

coping. They did not go together as a dimension of active coping, 

rather three dimensions Io.'ere reflected by these concepts. 
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Originally, all items pertaining to health habits were included in 

onc hypothesized item grouping. This was not empirically feasible, 

however. Results thus suggest that different aspects of health habits 

need to be separately grouped. Apparently, people may practice one 

health habit or another, but there does not seem to be a tendency to 

practice all of them. In subsequent studies, several items should be 

included to assess each aspect of health habits (e.g. physical activity, 

relaxation, sleep. eating well). In this way, the different effects of 

these could be assessed in relation to outcomes. 

The fact that the active coping measures were of unacceptable 

reliability in the !'II sample probably indicates a difference in life 

style. The NT sample was older and had less education and income and 

were more 1 ike ly to be working than the cancer samp 1 e. Thus, concepts 

of active positive thinking, avoiding stressful situations, and relaxing 

and taking it easy are probably more difficult to relate to for people 

in this sample. It might. be useful to backtrack and conduct some open-

ended interviews with ill people with lower socioeconomic groups to 

determine ho\<,' they do think about these issues. The low reliabilities 

obtained here may simply be a good example of a conceptual scheme 

developed by researchers of a middle socioeconomic class and imposed 

upon me.mbe.rs of a 10l·,'er class. 

Acceptance/Reject-ion of III.:ness 

The tlo,'Q scales rejection of the sick role and not being bothered by 

the illness were of moderate_ and marginal reliability in both samples 

and were. of reasonable validity. The single item "try to forget about 

illness" relates well to at-her measures and is an import-ant aspect of 

one of the coping dimensions. 

The rejection of the sick role measure needs to have negatively 

Io.'orded items included. This is especially important in this measure, 

because besides all being positively worded (i.e. in favor of rejecting 

the sick ro Ie), these items carry a va 1 ue connotat ion. That is, it is 

conceivablp that people respond positively to these items partly because 

it seems like the "desirable" or socially valued response. If any type 

of response set were occurring in this measure, it would tend to 
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spuriously inflate the reliability. Because the reliability is not 

high, this may not be a problem here. It is possible that the 

reliability is not higher because these items assess fairly vague 

concepts (e.g. I avoid letting illness interfere with my life). It-ems 

could be written to be both more specific and less value-laden, e.g. 

asking what, if any, types of activities have been interfered with as a 

result of the illness with some questions as to the nature of the 

int.erference. 

The not bothered by illness measure was associated with several 

context variables and outcome measures, despite its marginal 

reliability. These findings suggest that it is an important measure and 

attention should be given to improving its reliability. There are no 

obvious problems with the \-,'ay it is currf>otly conceptual ized. Thus the 

addition of items might improve the reliability most sjmply. 

Doctor:.-Patient Relationship 

The seven doctor-patient relationship measures were highly reliable 

in t.he one sample they wern measured in, and highly related to each 

other. Their distributions were fairly similar, indicating that a lot 

of people were extremely satisfied ~dth all of these aspects of thc 

doctor-patient relationship. Thcsf' measures are all important, as they 

were associated with many outcome measures. 

There seems to be a "halo" effect occurring, in ,,"'hich respondents 

rate their physicians favorably on all aspects of t.he relationship. One 

explanation is that seriously ill patients have a need to attribute 

favorable characteristics to their physicians. Another is that the 

respondents did not. truly believe the explanation by the researcher that 

their physicians would not see their individual responses, and feared 

some consequences of a less-than-favorable rating. Finally, it may 

actually be the case that these patients ,,"'ere extremely satisfied. 

Because only a few physicians ,,"'ere represented by these patjents 

(because many patients \o'ere recruited through a few physicians), then 

such true satisfaction is quite plausible (if these were good 

physicians). ~lany patients expressed such extreme satisfaction in 

personal conversations. If this is the case. it may be that better 

distributions would occur if a more representative sample were obtained, 

i.e. one in which more physicians were represented. 
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Benefits/Pleasures 

The benefits/pleasures items pertaining to enjoying life more, 

having benefits of illness, and undertaking pleasurable activities or 

diversions presented the most problems in developing the measures. The 

measures that were finally developed had generally low reliabilities in 

both samples. These items were originally included to assess the extent 

to \>,'hich people change their life as a result of the illness, take time 

for more plp.asurable activities, and attempt to reduce some of the 

stresses in their life. Even though the reliabilities were poor, these 

measures \>"arrant further study, as they were associated with many 

outcomes and arc an important aspect of one of the dimensions of coping. 

Further, these issue5 arc important to people facing a serious illness, 

as they were discussed repeatedly in open-ended interviews and are 

described in the popular literature. 

The busY/w'orking measure is somRthing of a surprise. The item "too 

busy to take tim~ for fun" \0,'85 originally considered 8S a negatively 

\o:orded aspect of engaging in plp.asllrablF! activities. The concept of 

It is coping by keeping busy and working turned out to be important. 

associll-tcd with poorer mental health, however it \ .. :as positively 

associated with active positive thinking as part of a dimension of 

coping. Clearly. t.his is 0. complex concept o.nd merits further attention. 

The enjoy being Cllrod for when ill measure is of poor reliability 

and validiLy. It had 10\0,' communalities in studies of 

interrelationships. This was originally conceived as a "benefit" of 

illness, \o,'hich if identified might help therapists assist patients in 

obtaining such benefits in other \o:ays. The findings presented here 

suggest. that enjoying being cared for is not a concept of importance. 

Outcome ~lcll-sure.<, 

Virtually all of the outcome measures had moderate to high 

reliahilities (I-.'hore 5tudied) and had good validity. The only exception 

is the gu i I t measurE', I-.'h ic.:h had unacceptab Ie ro 1 iabil i ty in the total 

sample. Guilt does not seem to be a particularly clear feelillg to 

assess (e.g. not as clear as depression), and one may need a fairly 

large number of items to begin to tap this. However, it did not 
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spontaneously come up in the open-ended intervielo.'s, thus it may not 

warrant extensive measurement resources. 

The validity of all of the outcome measures is supported by the 

interrelationships studies. First, the factor structure of the outcome 

measures conforms to theory, i.e., that there are dimensions of health 

such as physical and mental health (e.g. Ware, Davies-Avery, and Brook, 

1980). Pain and symptoms, although clearly being associated with 

physical health, also have a psychosomatic element, i.e., can be 

indicative of psychological distress, as evidenced by their association 

with several of the psychological states. 

Further, the validity of both the current health and 

optimism/positive outlook measure is supported by the comparison of 

these Idth the physician ratings of the same (although one cannot 

consider the physician rating as a criterion measure). The only 

correlatiDn t.hat did not conform to logic was that optimism/positive 

outlook was not significantly associated with prognosis as evaluated by 

the physician. This could be interpreted in terms of optimism/positive 

outlook being an individual characteristic rather than based on 

information about the illness. 

The health compared with a month ago item appears fairly useless; 

it did not correlate ""ith very many of the measures, and when it did, 

the assDciation was not easily interpretable. This measure could 

probably be eliminated. 
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XXIV. GENERAL DISCUSSION 

Several issues ""ill be discussed here, as follows: (1) the 

relationship of the measurement findings to tho model of coping 

presented in the introduction, (2) the relationship of the findings of 

this study to the literature, (3) some questions will be suggosted for 

future research, (4) generalizaLility, (5) comparisons between cancer 

and HI patients, (6) what "good" coping is, (7) suggested therapeutic 

interventions, and (8) how this study contributes to the field. 

RELATIONSHIP OF ~IEASURENENT FINDINGS TO NODEL OF COPISG 

A model of coping was presented in the introduction. Coping 

responses occur ,,·ithin the conte~~ of the person's life and illness 

situation, and can be evaluated according to a variety of outcomes (see 

Fig. 1). 

In this study, coping responses, context. variables, and outcomes 

were assessed in terms of t.heir various components, measures were 

construct.ed representing these component.s, and the higher-order 

dimensionality of these was evaluated. "'hen speaking of the 

dimensionality of coping measures, context variables, and outcomes, one 

must keep in miud ... -Ideh "level" of structure is being referred to. In 

each measurement anflly~is, the dimensionality of a set of items was 

assessed. These first-level dim(~nsions formed the basis for scale 

constructioIl. Once the scales were developed, the dimensionality of the 

scales ,,'as asse~5ed. This represents a second-level higher-order 

dimensionality. 

The context ""iti1in ,,'Idch a person's coping occurs was defined in 

terms of four higher-order dimensions: (1) the person's persona~ 

resources including self-esteem, sense of control, will to live, and 

connectedness to other pf'ople; (2) the social nBtwork/social support 

(i.e. ho\o; helpful the people in that network are), (3) the persoll's 

beliefs about positive thinking, and their religious or spiritual 

beliefs, and (4) the person's confidence in medical care and extent of 

thinking about death. 
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Coping responses were defined in terms of four dim~nsions; (1) 

extent of relaxing, taking it easy, having a daily routine, and enjoying 

life; (2) extent of concern with the illness, manifested in terms of 

seeking information, acceptance of death, and whether thinking about 

death has changed the ir v ie~'s of 1 i v i ng; (3) extent of act i ve 

dissraction, i.e., actively thinking positively, trying to forget about 

the illness, keeping busy, and working to take their mind off things; 

and (4) rejecting the sick role. 

Outcomes were defined in terms of three dimensions, mental health 

(e.g. anxiety, depression), physical health (e.g. functional status), 

optimism/po:;itive outlook (e.g. optimistic that life l-:i11 work out). 

When the dimensionality of all of the measures was evaluated, the 

first dimension \<.'as basically a combination of the personal resource:;, 

relaxing, and mental health djmen~;jons. The remaining overall 

dimensions roughly corresponded to the other dimens ions of context, 

coping, and outcome measures (although optimism combined with physical 

health and confidence in m{~dical care combined with acLjve distraction). 

Two studies were described earlier in which the dimensionality of 

coping was assessed (Adler and Penman, personal communication, and 

Felton ct aI, 1980). These studies both evaluated the dimensionality of 

a set of j terns, thus the i, ,esul ts represen t firs l- J eve 1 dj mens ions. 

Adler and I'p.nman observed five dimensions (the corresponding 

dimension in this st-udy is shol,.,'n in parentheses, with an indication of 

\.!he.ther it is higher-order (HO) or lower-order (LO): 

reordering life priorities 

mobilizing social support 

posit-ive outlook 

avoiding t.he sick role 

reliance all religion 

(enjoy life--LO) 

(social network/social support-HO) 

(opt imi!,;m/pos it i ve out look - - LO) 

(rejec.t sick role--HO) 

(religious/spiritual beliefs--HO) 
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Slightly less correspondence exists between the findings of this 

study and those of FelLoD et al. (1980); however, many similarities were 

observed. They found six factors (the corresponding factor in this 

study is shown in parentheses); 

cognitive restructuring 
(efforts to find positive 
aspects of illness) 

affective expression 

wish-fulfilling fantasy 

self-blaming denial 

information seeking 

minimization of threat 

(enjoy life--LO) 

(social network/social support--HO) 
(social support/expressiveness-La) 

(no corresponding dimension) 

(no corresponding dimension) 

(concern with illness--HO) 
(seek information--LO) 

(active distraction--HO) 

Of the Felton et al. dimensions, wish-fulfilling fantasy and 

self-blaming denial \<'cre not identified in this study because only one 

or two items I.·ere included to assess these concepts. Their cognitive 

restrucLuring dimension contained items pertaining to finding positive 

aspects of the illness, rediscovering what is important in life, finding 

new faith, turning to \<'ork or other things, looking on the bright side 

of things, doing something ne\.,', and taking a vacation. Al though the 

most correspondence exists between this dimension and the enjoy life 

scale (\o,'hich pertains to enjoying things more and living more for 

t.oday), other elements of this dimension appeared in this study in 

several other measures such as optim:ism/positive outlook (looked on the 

bright side of things). religious/spiritual perspective (more aware of 

I.'hat is important and meaningful), and busy/working (turned to work and 

other activities). These findings suggest that cognitive restructuring 

may be a higher-order dimension composed of several lower-order concepts 

such as enjoying life more, having a religious/spiritual perspective, 

!lncl looking on the positive side of things. Because Felton et a1. 

included only one or t\o,'O items assessing each of these concepts, they 

identified only the higher-order dimension. When more items are 
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included pertaining to each concept (as was done in this study), they 

can be identified as distinct concepts. 

The reasonable correspondence between results of this study and the 

other two studies on the dimensionality of coping suggests that the 

conceptual approach presented here is fruitful and should be pursued. 

There is sufficient agreement among the three studies to suggest that 

there are basic dimensions of coping responses. However, the finding 

that slightly different dimnilsions are observed depending on what other 

items are included in the analyses suggests that caution should be used 

.... hen interpreting these dimensions. That is, a particular set of 

dimensions may be replicated in subsequent studies if the same items are 

used, and eventually taken to be true dimensions, when in fact those 

dimensions may only represent the best empirical solution to that 

particular set of items. This point is well illustrated by the 

comparison of dimensions identified in this study with those identified 

by other investigators using different items. lI'hen more items were 

included assessing the various concepts included in the cognitive 

restructuring dimension of Felton et al., as was done in this study, 

several lower-order dimensions (j .c. measures) .wn') identified instead 

of just one cognitive restructuring dimension. 

Nevertheless, continued research efforts should be focused on 

further identification of the dimensions of coping, because by 

understanding them more clearly (i.e., by conducting more studies to 

assess this in different populations, with increasingly refined 

measures), we should be able to describe coping responses more 

parsimoniously. That is, if one had limited measurement resources in a 

study of coping, one could focus those resources on these dimensions, 

selecting two or three measures from each dimension. 

The distinction between context variables and coping responses 

appears to be useful when the dimensionality of context and coping were 

evaluated separately, more dimensions were identified than when their 

combined dimensionality was assessed (as was done by other investigators 

studying dimensionality). For example, in this study the following 

dimensions Were obscured 1.:!1en the dimensionality of all measures 

combined was studied: personal resources, 

self-carejreligiousjspjritual, relax/routine/enjoy, active distraction, 
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and rejection of the sick role. These are important and useful 

dimensions. Thus tho conceptual framework that allows their 

identification should be retained. 

RELATIONSHIP OF FINDINGS TO LITERATURE 

A number of findings here contribute new information to the field, 

as no previous work was reported in the literature. Some add 

information to an existing literature. These contributions to the 

literature \dll be described here. 

As noted in the introduction, very little is known about the 

relationship between the various aspects of health locus of control and 

health. (Health locus of control was assessed in terms of beliefs about 

recovery in this study.) Thus these findings contribute new information. 

People who believe in personal control over recovery and people Io'ho 

believe that. their recovery is not up to chance, or that it is up to God 

or religious faith, are marc optimistic. However, none of the beliefs 

about recovery measures were associated with any of the other health 

outcomflS, '-'ith one exception; t.he exception is that people who believe 

that health habits affect. recovery are more likely to report improvement 

in their lIeal1.h compared \.;11.11 the situaion il month ago. It is possible 

that people ... ho have made changes in their hea I loh habits attribute their 

improved hea 1 th to the changes. 111 though no prey] nllS 5 tudies of these 

rel<ltiollships Io.'crp found in the literature, one might have expected some 

association to occur. For example, if people believe something affects 

their recovery (themselves or medical care) one might expect them to 

feel less depressed and anxious <lnd have a greater sense of well-being 

(see Thompson, 1981). 

Neit.her beliefs t.hat. recovery lo.'dS up to one's thoughts and emotions 

nOr beliefs that one's health habits could affect recovery were 

correlated '-'ith a sense of cOlltrol. This suggests that a general sense 

of control may be disLitlCL from health locus of control; a similar 

finding Io.'as observed by Lau emd \-[are (1981): using factor analysis, they 

found that. a measure of self-control over healt.h loaded on a separate 

fact.or than LlIly of their measures of general locus of control. 
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A sense of control turned out to bB an important concept in terms 

of the number of measures it was related to, as was expected given the 

amount of attention in the literature that this concept has received 

(e.g. Averill. 1973; Lefcourt, 1976; Rotter, Seeman. and Liverant, 1962; 

Thompson, 1981). It 1.'3S an important component of the personal context 

dimension. People who have a greater sense of control are more 

accepting of their death, are more likely to relax and have a daily 

routine, are less bothered by their illness, enjoy life more, are more 

optimistic, satisfied with life, have more positive feelings and fewer 

negative feelings, and fewer symptoms. These findings are consistent 

with those in the literature. For example, patients who were allowed to 

make choices about daily matters (essentially giving them a sense of 

control) had a heightened sense of well being (Langer and Rodin, 1976); 

hospital patients I.'ho felt a lack of control sometimes became angry or 

anxious (Taylor, 1979); people l.'iLh a greater sense of control had less 

illness (Kobasa, 1977); and people with a greater sense of control had 

fewer symptoms (Janis, 1958; Pennebaker et al., 1977). One explanation 

of all of these findings is described by Thompson in terms of the 

minimax hypothesis: People who have a sense of control know that the 

situation I.'ill not become so aversive that they callnot handle it (1981, 

p. 97). Thus, people with a sense of control can relax, enjoy, and 

experience less anxiety and depression because they know that the 

aversiveness of their situation (in this case the serious illness) will 

not become unbearable. 

It would be interesting to determine I.'hether a person's sense of 

control remains stable over the course of coping with illness, or varies 

as a function of tbe "stage" of coping, if there are sllch stages. It is 

conceivable that people's sense of control diminishes at the beginning, 

but is regained as they think about the illness and adjust.. 

Not assessed here, but suggested in the introduction, was thp

possibility tha.t sense of control changes as a resulL of the illness, 

and that the important feature to assess is the degree of change from 

the level of control before the illness. This would still be of 

interest to evaluate, although it probably is difficult to assess pre

illness sense of control retrospectively (i.e. after the onset of the 



- 274 -

illness). Thus, to assess such change requires a longitudinal study 

beginning just at diagnosis, if one can assume that a sense of control 

assessed at diagnosis is representative of the person's pre-illness 

sense of control. 

Self-esteem was highly related to a sense of control. Thompson 

(1981) suggests that the effects of control may in fact operate through 

self-image, e.g., feelings of a lack of control in turn result in 

feelings of incompetence or lowered self-esteem. Self-esteem was 

negatively correlated with the number of symptoms, depression, and 

anxiety, as was also found by Rosenberg (1965) in a sample of soldiers. 

It has been well documented that people with serious illnesses have 

a high need for social support and that many benefits accrue from such 

support (e.g. Berkman and Syrne, 1979; Linn, Ware, and Greenfield, 1980; 

Haas and Solomon, 1965; Visotsky et al. 1961; Weisman and Worden, 1976; 

and Wortman and Dunkel-Schetter, 1979). This was overwhelmingly 

supported by these rcsul ts. People I.lho have more extremely helpful 

people in their net ... 'ork, fewer unhelpful people, greater helpfulness of 

others, less unhelpfulness, more close attachments and expressiveness, 

more people who understand, less stigma of illness, and more frequ~nt 

contact ~ith others have greater positive well-being, fewer negative 

feelings, more optimism, and more life satisfaction. None of the 

indiciltors of the size of the social n~twork were associated ""ith any of 

these outcomes. This has implications for future studies of social 

support in seriously ill people. Social support is commonly measured in 

terms of its quantity (social networks) and quality (perceived support) 

(e.g, ~lurawski, Penman, and Schmitt, 1978; Porritt, 1979; and Schaefer, 

Coyne, and Lazarus, 1981). Although this may be necessary in some 

studies, it appears thilt in studies of social support and serious 

illness, one might focus resources on the quality measures. 

It had been suggested that the crucial distinction is between 

having no friends and having one or more (Langner and ~!ichae1, 1960; see 

also Kaplan, Cassel, and Gore, 1977). This was not supported by these 

results, as the measure "friends or not" (having any friends) was not 

associated with any of the outcome measures. 
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Porritt (1979) suggested that the supportive reactions of others 

can be canceled out by unsupportive reactions. Porritt's hypothesis was 

supported in this study. A measure of the number of helpful minus the 

number of unhelpful people was positively associated with positive well

being and negatively associated with depression and anger, whereas a 

measure of the number of helpful people was not associated with any of 

these. Further, the magnitude of the association between the helpful 

minus unhelpful measure and optimism and life satisfaction was greater 

than between the helpful only measure and these outcomes. These results 

suggest that Porritt has a good point, i.e., that in evaluating a 

person's support system, one needs to look at both helpfulness (coping 

resource) and unhelpfulncss (coping hindrance). 

Almost all aspects of the doctor-patient relationship were 

important, in that they were associated with many of the outcomes, 

especially the psychological states. (Recall that the doctor-patient 

relationship measures were only available on the cancer sample.) For 

example, five of the six doctor-patient relationship measures were 

positively associated Idth optimism/positiVf~ out. 1 oak and negatively 

associated I.·ith depression. This suggests that having a satisfactory 

relationship with the physician may be an especially important context 

that facilit.ates positive psychological states. It may be that patients 

Io.'ith cancer are especially in need of being under competent medical care 

before they can adjust to their illness and continue their lives. 

Confirmed by this study is that people seem to do better if they have 

information about their illness (i.e. the strongest associations were 

observed betl.'een communication of information and the various outcomes). 

This corresponds to the findings of others that having information is 

beneficial (e.g. Johnson, 1975; Krantz and Schultz, 19i9; and Taylor, 

1979). Having a hopeful diagnosis/outlook and having confidence in 

their doctor were the next most important correlates of positive 

out.comes. Although humaueness and facilitation of expression .were also 

correlated Io.'ith positive outcomes, these variables do not seem as 

important as the communication of information, confidence, and 

diagnosis/outlook measures. 
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Seeking information has received considerable attention in the 

literature (e.g. Averill, 1973; Lazarus, 1979; Lipowski, 1979; Krantz 

and Schulz, ]979; Moos, 1979a; Silver and Wortman, 1980; Weisman and 

\·,Jorden, 1976). Some suggested reasons for its beneficial effects were 

to regain a sense of control (e.g. Lazarus, 1979; Noos, 1979a), to give 

the person something to do (e.g. Noos, 1979a), and to question the facts 

and continue to search for more acceptable answers (e.g. Silver and 

Wartman, 1980; Wejsman and Warden, 1976). In this study, seeking 

information was all important aspect of the concern with illness 

dimension, and several significant associations were observed: people 

who seek information tend to report that thinking about dying has 

changed their vie;"'5 of living, to not accept the idea of their own 

death, and to be bothered by. their illness. These findings support the 

hypot.hesis that people seek information to question the facts and search 

for acceptable anS\oiers. Seeking information was not associated with 

keeping bugy, so it does not seem to be undertaken simply to give the 

person someLhing to do. It was not correlated with a sense of control, 

thus the hypothesis is not confirmed that it. may restore a sense of 

control. Further, the lack of an association between seeking 

information and a sense of control suggests that "informational control" 

(see Averill, 1973; Krantz and Schulz, 1979; or Thompson, 1981) may not 

be an important aspect of a general sense of control. Seeking 

informatioll was not associated with any of the outcome measures, nor 

l.:ith any of the physician ratings. This suggests that it may not be a 

very important coping response other than to indicate an active concern 

;"'ith thn illness. 

A provocative finding is that if people report having better 

communication I.'ith their physician (e.g. doctor explains things, doctor 

discusses decisions about treatment), they experience better 

psychological statcs and fewer symptoms. Ho;"'cver, seeking information 

is not associated with any of these outcomes. It may be that having 

open communiciltion with the physician is beneficial, but people ""ho feel 

compelled to seek information from other sources do so because they are 

not satisfied I.'ith the physician's explanaUon, i.e., they may be 

searching for alternative explanations (as was suggested above). The 
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correlations between secking information and the various doctor-patient 

measures (not reported here) suggest this may be true. People who seek 

information are less satisfied with their doctors and find their doctors 

do not facilitate the expression of their feelings. 

Denial and avoidance of the illness received considerable attention 

in the literature (e.g. Cohen and Lazarus, 1979; Hackett and Cassem, 

1974; Janis, 1958; Lipowski, 1970; Noos 1979a). Although denial as such 

was not assessed in this study (because of the many difficulties of 

measuring it), avoidance was assessed in terms of acceptance/rejection 

of the illness. Avoidance can also be considered to be defined in terms 

of the active distraction dimension (active positive thinking, try to 

forget about illness, keep busy to take mind off things). 

In this sample, avoidance in terms of active distraction does not 

appear to be a beneficial response (i.e. two of the measures of this 

dimension are not associated with any of the psychological states and 

one is negatively associated with positive psychological states and 

positively associated ~dth negative psychological states). Previous 

studies are inconsistent regarding these findings, i.e., some find 

beneficial effects and some find detrimental effects of avoidance (see 

Thompson, 1981). Thompson suggests that avoidant and nonavoidant 

strategies may have different effects dGpending on the "stage" of 

coping, c.g. that avoidance may be beneficial at the beginning and less 

beneficial later. 

Although one Io'ould think that denial and acceptance of illness are 

bipolar (i.e. opposite ends of a single dimension), results of this 

study suggest that their relationship may be more complicated. The best 

measure of denial is trying to forget about the illness, and the best 

measure of acceptance is not being bothered by the illness. In the 

scaling analyses, these could not be included in the same measure, 

indicating that these may not be bipolar. In fact, although these 

measures are not significantly correlated. the sign of the coefficient 

is positive. It is possible that both denial and acceptance occur 

periodically, i.e. people may experience denial for a few days and then 

acceptance aud then return to denial. This would account for the 

inability to detect their bipolar nature, 1.::-. in a given time period 

people report both occurring. 
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Haintaining a sense of optimism or positive outlook was believed to 

be strongly influenced by those in the patient t s environment (Visotsky 

et al., 1961). In this study, optimism was associated with all of the 

aspects of the doctor-patient relationship and with nearly all of the 

measures of helpfulness of people and social supports, thus the 

hypothesis of Visotsky et al. is supported. This finding has 

implications for further research and for interventions, which will be 

discussed below. 

Giving up, or the concepts of hopelessness and helplessness, are 

discussed at. length in the literature (e.g. Engel, 1968; Schmale, 1972; 

Sweeney, Tinling, and Schmale, 1970; Seligman, 1975). These were not 

assessed direct.ly in this st.-udy. Indirectly, these arG assessed here in 

terms of a sense of control and a will to live. In other studies, both 

helplessness and hopelessness Io.'ere associated with depression (Schmale, 

1972), and hopelessness was associated Io.'ith low self-esteem (Schmale and 

Iker, 1970). In this study a sense of control and \.'111 to live were 

both negat.-ivcly associated Idth depression, and positively associated 

\.;iLh self-Bst.eem. Thus, t.hese may well be good indicators of 

helplessness/hopelessness. Nevertheless, these concepts should receive 

more direct attention in subsequent studies. Helplessness, for example, 

is defined in terms of the person I<.'aiting for something in the 

environment to change (Sweeney, Tinling, and Schmale, 1970). In the 

caSe of serious illnGs:;, this could be studied in relation to the 

person's beliefs about. the progression of their disease (e.g. one might 

expect. feelings of helplessness to dissipate if they learn they are in 

remission, or if they find a doctor who believes a certain treatment 

will cure them). Hopelessness is defined in terms of t.he person 

assuming personal responsibility for the inability to cope, i.e. the 

person believes no one can help (Sweeney, Tinling, and Schmale, 1970). 

This may occur I<.·hen a person believes he or she is going to die and no 

one can change it. 

A topic of increasing interest is the possible benefit of mental 

imagery (".g. Jacobson, 1938; Simonton and Simonton, 1975; Strosahl and 

Ascough, 1981; Thompson, 19B1). Thompson discusses mental imagery as 

one form of cognit.ive control, i.e. believing that one has a cognitive 
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strategy to minimize the aversiveness of an event. She notes that 

different forms of cognitive control have different levels of 

effectiveness. ~lental imagery is believed to help a person feel better 

and behave in more optimistic ways. The use of mental imagery was not 

direcLly assessed in this study. Indirectly, it may be related to the 

active positive thinking measure, i.e. this measure includes items 

pertaining to thinking positive thoughLs and t.elling oneself things Lo 

feel better. Active positive thinking, however, lola!> not associated with 

any of the psychological states except optimism. Because there are few 

empirical studies of mental imagery in relation to psychological and 

physical health outcomes, this finding contributes some important 

information. Even though active distraction is an indirect measure, one 

would expect some association t.-ith some of the psychological states if 

the theory is to stand up. One should keep in mind, however, that the 

active posiLive thinking measure ... 'as of unacceptable reliability in the 

HI sample (although it was acceplable in the t.olal sample). This 

suggests that part. of the problem may bp that it is difficult to 

measure. It is possible that t.he concept. is foreign to people in lower 

socioeconomic groups. 

Adopting the sick role may he appropriate or not (e.g. it is more 

appropriate if the person is recovering from surgery and less 

appropriat.e if the person is experiencing no symptoms). I f it is 

inappropriate, it. may indicate an attempt to obtain benefits not 

otherwise available. The appropriateness of rejecting the sick role was 

not assessed in this study. However, rejection of tlw sick role was not 

associated with enjoying being cared for when ill, t.hus it. does not 

appear that people are adopting the sick role in order to be cared for. 

In fact, the opposite seemed to occur: rejection of the sick role was 

positively associated ... ·ith total amount of helpfulness, indicating that 

helpfulness of others may enable a person to avoid sick role behavior. 

The I.'ill to live was hypothflsized in the introduction as a possible 

higher order construct. This I.'M' not confirmed in the results. 

Visotsky et al. (1961) suggest that the ~dl1 to live can be 

significantly influenced by people in the environmenL. This suggestion 

is supported by results here. Al t.hough the will to ljve was fI. part of 

the personal dimension of context variables, it was also associated I<"ith 
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many of the social support measures. It is also highly associated with 

reason to live, which was one of its definitions (Frankl, 1963). 

The associations between the physician ratings and thG patient's 

measures were somewhat surprising. (The physician rated the patient's 

prognosis, coping, health, diagnosis, etc.) The most unexpected findings 

were that metastases were not related to anything and prognosis was only 

related to functional status and nothing else. If metastases and 

prognosis can be considered as indicators of the severity of the 

illness, these findings suggests that coping responses and outcomes do 

not depend on the seriousness of the illness. Another possibility is 

that coping responses and outcomes do depend on the severity of the 

illness, but only as perceived by the patient, and that perhaps patients 

do not know their diagnosis or progno~is, or do not believe it. If the 

patients perceived their illness as severe, one would expect them to 

have more negative feelings, and be less optimistic. Although there was 

a tendency in this direction, it was not as strong as it should 

logically b~ (although no previous empirical studies arc known). 

The pattern of associations between the physician's rating of 

current health and all the patients' measur£!s js remarkably similar to 

the pattern of the patients' rating of current health with the other 

measures. This lends support to the validity of both measures of 

current health. There is one exception to the similarity, however. 

Patients \.:ho \.:ark and keep busy to take their mind off things 

(busy/working measure) have poorer current health as rilted by 

themsf>.lves, but there is no association between being busy and current 

health as rated by the physician. If patients' ratings of current 

health can be considered as more subjective than physician ratings, it 

is possible that by I<.'orking and keeping busy, patients ar£! generating 

tension, which increases their sensitivity to pain and symptoms, thus 

causing them to experience themselves as less healthy. This possibility 

is supported by the finding that keeping busy is positively associated 

Io.'ith anxiety and Io.'ith symptoms. 

The physician's rating of the patient's coping, optimism, and 

current healt.h seems to follow a pat.tern, indicating that these three 

may represent an underlying dimension of the physician's overall 

perception of the patient. Similarly, metastases aud prognOSis might 
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indicate an underlying dimension of severity of illness. Factor 

analysis of these ratings would be interesting for future studies. It 

appears that the physician'!:i perception is strongly influenced by the 

patient's self-esteem, rejection of the sick role, not being bothered by 

the illness, optimism/positive outlook, and funcLional status (i.e. all 

of these measures are significantly associated with the physician's 

rating of coping, optimism, and current health). 

The physician's rating of the patient's compliance \<"as only 

associated with one measure, whether the person has any friends or not. 

In fact, although they \.o,'Clre not significant, most of the highest 

associations of compliance were observed between compliance and other 

measures of social support, suggesting that people may be more compliant 

if they have such support. It is also possible that physicians cannot 

accurately rate their patients' compliance, i.e. are Ilnaware of 

compliant or noncompliant behavior. This possibility is supported by 

the unexpected lack of correlation between the belief that recovery is 

up to medical care and physician's rating of compliance. One would 

expect people l.o be more compliant if they held such a belief. 

QUESTlO~S FOR FUTURE RESEARCH 

A number of questions were raised by the finding!:> reported here. 

When an associlltion \.0,'8$ observed between two measures, bP-CflUS(' of the 

cross-sectional nature of the data, one is left to hypothesize the 

direction of causality. These hypotheses can form the basis for 

prospective studies designed to assess the direction of causality. 

Of particular int.erest is the finding that although people have 

more pain if they have more unhelpful people around or if they 

experience a greater amount of unhelpfulness, no association was 

observed between pain and any of the other social support measures. 

This suggests a couple of hypotheses warranting further study. One is 

that people in pain elicit a lack of empathy or helpfulness from others 

(e.g. pain might make other people fcel vulnerable or inadequate) (see, 

for example, Wortman and Dunkel-Schetter, 1979). Another hypothesis is 

that a generally unsupportive environment creates tension and negative 

feelings which exacerbate pain. This hypothesis is supported by one 

study cited in the literature review; Linn, Ware, and Greenfield (1980) 
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found that people ~eeking emergency care for chest pain were more likely 

to get relief from the pain if they were accompanied by someone. Both 

could be true, occurring more or less at the same time. That is, the 

expression of pain might alienate people in the social network, and the 

lack of available support in turn exacerbates the pain. 

A closely related question derives from the finding that pain and 

symptoms are gre~ter in people experiencing more depression, anxiety, 

and anger. Either pain and symptoms are physiological responses to the 

psychological distress, or people \o,"ith more pain and symptoms experience 

more distress as a re~ult. 

Greater self-esteem was associated with better physical and mental 

health, less pain, fewer symptoms, and greater optimism and 

satisfaction. Does self-esteem decline when people are faced with 

increasing symptoms and pain and declining health? Or does 101..' self

esteem make a person more vulnerable to declining health? Or do both 

occur? 

The finding that optimism/positive outlook is not influenced by 

diagnosi~ or prognosis but is associated with social support and most 

aspects of the doctor-patient relationship suggests that. this may be a 

fruitful area for further rflsearch. It. I..'ould be interesting to 

determine in greater depth the nature of optimism and positive outlook, 

nvaluate its stability over the course of the illness, and assess its 

relation to social support in more depth. 

One broad category of hypotheses has receh"ed a great deal of 

attent.ion recentlY--I..'hether coping responses that create positive 

emotions and ment.al states may enhance other outcomes (e.g., physical, 

physiological. survival). This idea is based on the premise that there 

is a mind-body link, that 
, 

one s emotions and thoughts affect the 

physiological \o;orkings of the body. There is considerable evidence that 

t.his is true with respect to negative emotions and thoughts. For 

example, the perception of stress has been shm.'n to increase the 

secretion of corticosteroids, which in turn inhibit the immune response 

(Totman, 1979). Feelings of helplessness and depression have been 

linked to adrenalin depletion (Seligman, 1975). Depressed patients are 

at greater risk of operative death (Kimball, 1968; see Krantz and 

Schulz, 1979), Sad emotions are believed to predispose a person to 
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malignancies (Simonton and Simonton, 1975; LeShan, 1959). Anxiety and 

tension are related to shorter survival time in cancer patients (West, 

Blumberg, and Ellis, 1952; see LeShan, 1959). Depression has been shown 

to retard recovery from influenza (Imboden, Canter, and Cluff, 1961). 

The idea that positive thoughts and emotions can be beneficial is 

more recent, and evidence of such effects is more anecdotal than 

empirical (Cousins, 1979; Frank, 1975; Jaffe, 1980; ~Ioody. 1978; 

Pelletier, 1979; Simonton, Simonton, and Creighton, 1978). For example, 

Frank (1975), Jaffe (1980), and Cousins (1979) have suggested that 

positive mental states such as hope, faith, and laughter can enhance a 

person's recuperative powers, and as such are an integral part of the 

healing process. 

These questions are beyond the scope of this study to adequately 

address. The only indicators of physical health here are functional 

status, pain, symptoms, and current health. Some of the positive mental 

states were positively associated with physical health (e.g., 

optimism/posiLive out1ook, positive Io'ell-being, depression, anxiety, and 

anger). However, religious/spiritual beliefs, active positive thinking, 

and the belief that thoughts and emotions affect recovery were not 

associated \dth any of the phy:>ical health measures. 

These hypotheses regarding the effect of positive mental states on 

illness outcomes need to be studied prospectively, and by assessing a 

variety of illness outcomes (e.g. survival, tumor size). One must also 

be able to account for the effects of the nature of the illness, the 

type of treatment, and constitutional factors such as age and genetiC 

makeup, all of Io'hich Io'ill have pOIo'erful effects on illness outcomes. 

An interesting issue arose when I was talkjng to these cancer 

patients that suggests a general approach for subsequent research. 

People in this study repeatedly said that the most helpful thing was for 

someone just to be there, to listen to their feelings, especially their 

negative feelings. They did not want to be cheered up or admonished 

that others are I<'orse off. They did want to be free to express all of 

their feelings to a nonjudgmental listener. Apparently so little is 

known about the response~ of very ill people that we all are forced to 

imagine what those should be. Patients attempt to conform to these 

expectations, both their own and of those a,oUnd them. These 
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expectations tend to be such things as looking on the bright side, 

staying cheerful, not talking about the illness or the negative feelings 

surrounding it (see Wortman and Dunkel-Schetter, 1979 for an excellent 

review of this problem). If as researchers we design studies to predict 

"good" outcomes and thus define "good" coping, are we not contributing 

to this problem? 

The point of this is to suggest that descriptive studies on coping 

with serious illness could be especially useful in sensitizing the 

reader (health professionals, family, and friends of patients) to the 

variety of feelings and reactions of the seriously ill. As Silver and 

lI'ort.man put it, "it behooves the health-care professional to legitimize 

the feelings and reactions that commonly occur among people who have 

encountered negative life events" (1980, p. 339). With the set of 

measures developed here, improved according to the suggestions made 

below, sl1ch large-scale descriptive studies could be undertaken. 

GE~ERALI ZAB ILITY 

There are both favorable and unfavorable clements of this study 

I<.'ith respect to the gc;neralizability of the findings. 

In favor of the genera}izability, the measures were developd to be 

reliable and valid in the 1.o1.al sample, thus they are appropriate to 

both cancer and myocardial infarction pntients. Thj" suggests that 

these measures may also be useful in studies of people with other life-

threatening diseases. t\cvcrtheless, because different diseases have 

different implication~ for coping, the use of these measures in studying 

people with other diseases should be done with caution. Another element 

in favor is t.hat the sample on \o,'hich the measures were developed 

represents a fairly broad range of age, education, and income. Thus, 

results should be roughly generalizable to a range of socioeconmic 

groups. 

One limitation in 1.erms of generalizability is that this study 

population is not a random sample of people with serious illnesses. In 

fact, these people probably represent a unique group in terms of coping 

styles. For example, they are all actively involved in medical care, 

they are \o,'i11ing to consider their illness in depth, and many are 

actively seeking outside support (13 percent were participants in a self-
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help group of some type). This sample thus might be expected to have 

different mean scores than a random sample on many of the aspects of 

coping assessed here. It is less likely, however, that the 

interrelationships among the items would be affected, thus the scaling 

results should be fairly generalizable. Nevertheless, the scaling 

results should be tested in other populations to assess their 

generalizability. 

Finally, the associations observed here also may not generalize to 

other undesirable situations, i.e., they may be specific to coping with 

ser ious illness. For example, active distraction (keeping busy, 

working) is not associated wi1.h negative feelings in rape victims. 

CANCER VERSUS NI PATlEKrS 

The differences betwecn cancer patients and HI patients would be of 

interest, to assess whethcr coping responses and outcomes differ as a 

func1.ion of these two diseases. 

To briefly summarize the differences in coping responses and 

outcomes, people in the cancer sample were less willing to make 

attributions as to the calIse of their illness, less accep1.ing of death, 

more likely to think about death, less likely to relax and take it easy, 

more likely to seek information, enjoy life more, had more depression, 

had few~r limitations in personal functioning and more limitations in 

role functioning. 

These differences could possibly be due not only to the type of 

disease (cancer or ~II). but to a host of other variables such as age, 

sex, education, income, how severe the disease is, pain, nature of 

symptoms, not to mention the many context variables as!;essed her-e. For 

example, in this study, cancer patients were younger, more likely to be 

female, were more educated, had higher income, had a lower sense of 

control, had more close attachments, more reason to live, and greater 

religious/spiritual perspective. Therefore, to study differeoces in 

coping responses in greater dept.h requires extensive multivariate 

analyses, predicting each measure of interest as a function of disease, 

controlling [or all other relevant variables. These were beyond the 

resources of tllis study at this time. 
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The finding that cancer patients were less willing than HI patients 

to make attributions regarding the cause of their illness is consistent 

with another study comparing cancer to noncancer patients (Linn, Linn, 

and Stein, 1982). The explanation suggested by these researchers is 

that cancer patients may need to defend themselves against self-blame. 

However, HI patients should have a similar need to defend themselves, 

thus this explanation does not seem as plausible in comparing cancer and 

HI patient:;. Given that cancer patients had a lower sense of control, 

they may feel less need to attribute their disease to something. That 

is, one reason such an attribution is likely to be made is to develop a 

theory of the cause of the illness so the person can attempt to change 

the cause. If people feel less in control, they may be less likely to 

search for causes. 

Only tl;'O coping responses were associated with both education and 

income, indicators of socioeconomic status (SES): acceptance of death 

and seeking information (persons of high SES were less likely to accept 

death and morc likely to seek information). Only one context variable 

was associated I;'ith bo'th indicators of SES: Persons of high SES were 

more likely to have at least one extremely helpful person. These 

findings suggest that mean differences in coping responses and context 

variables observed bet~'cen groups on most of the measures in this study 

are not confounded by differences in SES. 

Several coping responses and context variables were associated with 

age, however, thus age should definitely be controlled for when 

comparing specific groups on these measures. This is especially 

important ~'ith respect to measures of social networks (because older 

people have fewer social netto'orks). 

h'HAT IS GOOD COPIKG? 

What is good coping? This study was not designed to address this 

question directly. There arc some issues to be considered before one 

can determine I;'hat "good" i5, such as imposing value judgments on coping 

and on outcomes. A good review of the complexities of this issue is 

pTovided by Silver and Wortman (1980). Nevertheless, a few suggestions 

can be made ba:;ed on the findings here, if one is willing to define 
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effective coping as a response t.hat is associated with positive 

psychological states. People in this study who reported greater 

optimism, satisfaction Idth life, and positive well-being also were more 

likely to accept the idea of death, were more expressive, were marc 

likely to have a daily routine, were not bothered by their illness, had 

a more satisfactory relationship Io.'ith their physician on several 

dimensions, and were less likely to try to distract themselves with work 

or other activities. These findings thus suggest that being expressive, 

practicing a daily routine, trying not to be bothered by the illness, 

finding a physician that one feels satisfied with, and not keeping busy 

simply as a distraction [rom the illness are all good coping responses. 

This simple model, however, neRds to bp. expanded to account for 

factors that influence these coping responses, i.e. the many context 

variables that describe the person's life and illness situation. In 

this study, several context variables were associated with these 

"effective" coping responses. People who were more likely to respond in 

effective ways (i.e. in \<i'ays that were associated with positive 

psychological states) had a greater sense of control and self-esteem, 

had more clo5e attachments and were more expressive, had fewer unhelpful 

people and more people who understood, experienced less stigma of their 

illness, and received less cognitive guidance or advice. 

In this model, it is especially important to control for the 

severity of the illness (e.g. prognosis, pain, symptoms, type of 

treatment). It is highly probable that people are able to respond in 

these "effective" ways because they are experiencing a less severe 

disease status. The effect of disease status may operate directly on 

coping responses (e.g. being in remission makes it possible to not be 

bothered by the illness) or indirectly through the other context 

measures (e.g. people in remission feel a greater sense of control and 

self-esteem, have more social contact, and thus in turn can cope more 

effectively) . 
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SUGGESTED THER~PE[TIC INTERVENTIONS 

Ignoring the difficulties in defining good coping for the moment, a 

number of interventions are suggested pertaining to those things that 

are associated with positive psychological states. 

The findings of this study confirm that a sense of control is an 

important area to design interventions around, because it is positively 

associated with most of the positive p~ychological states and negatively 

associated with t.he number of symptoms and with the negative feelings. 

If people with a low sense of control could be identified and helped to 

improve their sense of control, their physical and mental health might 

in turn improve. For example, a sense of control could be restored by 

helping the patient cognitively reappraise the situation (e.g. Langer, 

Janis, and 1".lolfer, 1975) or by providing information (e.g. Andrew, 1970; 

Egbert et al., 1964; Janis, 1958; Johnson, 1975; Langer, Janis, and 

Wolfer, 1975). Anecdotes from the author's personal interviews with 

cancer patients lend weight to the benefits of a changed sense of 

control. ~lany people reported being happier now than before their 

cancer, because they had reevaluated their lives and decided to do more 

things they ",anted to do and less things that other people expected them 

to do. In other \wrds, these people were taking more control over their 

lives. Thus, the suggestion to patients to consider whether they feel 

in control of their lives and ~uggestions of ways they might assume more 

control may serve as a catalyst for change. 

People \,,'ho cope by actively distracting themselves (e.g., keep 

busy, turn to \wrk on other activities to take their mind off things) 

might be helped to slolo.' dowl! and consider their lives and what they 

\>.'unt. People \oiho spontaneously slow down and take it a little easier 

report feeling happier. Thus this may be a fruitful intervention point. 

Closely related to lhis is the suggested benefit of a daily 

rou tine, a 1 t hough this seems le~s subj ect to intervent ion. 

NeverLhele~s, if people can be ellcouraged to eat regular meals and get 

regular sleep, no harm \dll probably be done and their feelings of well

being may be improved (see Vaillant, 1977). 
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People without close attachm(>nts or helpful people around them may 

risk problems with coping and should be the focus of intervention 

efforts. It is clear in this study as well as many others that people 

do better by all standards if they have good social supports. Such 

interventions cou ld take the form of indi vidua 1 counse 1 ing (e. g. Bloom, 

Ross, and Burnell, 1978) activating the support of family and friends 

(e.g. Finlayson, 1976), or peer-group therapy (Yalom and Greaves, 1977). 

The finding that the quality of social support is more important than 

the quantity has implications for assessing people's needs for 

psychosocial assistance. Social workers and others assessing such needs 

should not assume just because a patient is married or reports having 

friends that adequate support is being provided. Assessment should be 

made of perceived support. 

It may be that the value of all interventions is primarily to 

provide an opportunity for patients to express themselves. For example, 

Putt (1970) found that having a nurse listen to patients' problems and 

explore the patients' feelings \>,'as as effective as another intervention 

involving giving extensive information, compared with standard nursing 

care (see Taylor, 1979). 

This raises another issue, however, that of helping those people 

who have difficulty expressing their feelings, especially the painful 

feelings aroused by having a serious illness. The findings here showed 

that people experiencing til(! most depression, anXiety, and anger have 

fewer close att.achments, fewer people who understand, less of a daily 

routine, are bothered a lot by their illness, have poor communication 

with their doctor, and tend to keep busy to take their mind off things. 

Although the severity of the illness is probably one of the largest 

predictors of these negative feelings, there may be a residual of these 

feelings that is accounted for by some of these other factors. These 

other factors seem to indicate that people experiencing negative 

feelings may be the people who do not ask for help, but are "going it on 

their own. tt If Lhese people could be identified, it is possible Lhey 

could be helped to consider their feelings. This is not to suggest that 

interventions be designed to change these people's responses, but rather 

that time be taken to help them describe their reactions and feelings. 
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CONTRIBUTIONS OF THIS STUDY 

This study is unique in the current field of studying coping with 

serious illness because of its breadth in assessing a variety of context 

variables, coping responses, and outcomes. Over 75 measures were 

developed, 60 of which are multi-item scales. By assessing such a 

variety of aspects of coping in one study, and evaluating their 

interrelationships and dimensionality, a first sLep has been taken 

toward understanding the essence of coping. This in turn allows other 

researchers to focus measurement resources on these dimensions; thus 

parsimony is possible without fear of missing some important aspect of 

coping. 

Another advantage of this study is that the measures were developed 

in a sample that represented two illnesses and a range of ages, 

education, and income. Thus the measures are likely to be useful in a 

variety of settings, possibly even for people with diseases other than 

cancer and heart dlsease. 

Because the usc of reliable and valid measures is so crucial to 

conducting good research, the development of such measures warrants 

considerable effort and resources. However, many investigators are 

faced with limited tlme and money, and are forced either to select fr-om 

measures previously devel-oped by others, even if the measures are not 

exactly suited to the purpose of t.he study, or to develop their own 

measures in a short time b('fore fielding their study. Rarely do 

researchers have the time or resources to devote to full-scale 

measurement studies. This measurement study contributes to the field a 

large pool of pretested measures from which other researchers may select 

those most appropriate to their study. By following the guidelines 

presented here, US(lrS can be assured of reasonably reliable and valid 

measures at the outset. 

This study mlly also be used as a guideline to others for 

constructing reliable and valid measures. Researchers who are not 

highly skilled in measurement devuloprnent can construct their own 

measures by follmdng the procedures described here. Rarely is such a 

document available, as most measurement development is not reported in 

such step-by-step detail. 
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The development of a framework within which coping can be viewed is 

another unique contribution of this study. Although this framework was 

based on ideas of others (e.g. Antonovsky, 1979; Pearlin and Schooler, 

1978), it was expanded considerably and represents a clear and yet 

comprehensive way to view coping with serious illness. The framework 

was developed based on a synLhesis of findings in the literature and its 

usefulness was empirically supported by the results reported here. By 

distinguishing between context variables and coping responses, several 

dimnensions were identified that otherwise might have been obscured. 
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APPENDIX A 

ITEM FREQUENCY DISTRIBUTIONS 
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Table A.l 

BELISFS ABOUT RECOVERY lTEM FREQUENCY DISTRIBUTIONS 

Cancer Sample (N~95) 

Quest:ionnaire Number .Number 
Item Number 1 2 3 4 5 Missing 1 2 3 4 5 Missing 

v.a 41b 25 20 4 3 2 14 20 3 1 4 2 
(44.1) (2&.9) (21.S) (4.3) (3.2) (33.3) (47.6) (J.l) (2.4) (9.5) 

V.14 42 33 14 2 1 3 16 19 5 1 1 2 
(45.6) (35.9) (15.2) (2.2) (1.1) (38.l) (45.2) (11.9) (2.4) (2.4) 

V.1B 306 33 19 2 1 4 11 24 4 2 1 2 
(39.6) (36.3) (20.9) (2.2) (1.1) (26.2) (57.1) (9.5) (4.8) (2.4) 

V.22 27 35 15 9 4 5 5 20 5 3 8 3 
(30.0) 08.9} (16.7) (10.0) (4.4) (12.2) (48.8) (12.2) (7.3) (19.5) 

V.l 11 10 14 30 27 3 9 3 4 5 21 2 
(12.0) (10.9) (15.2) (32.6) (32.6) :21.4) (7.1) (9.5) (11.9) (50.0) 

V.3a 2 9 19 34 27 4 4 9 2 4 23 2 
(2.2) (9.9) (20.9) (37.4) (29.7) (9.5) (21.4) (4.8) (9.5) (54.8) 

V.2 64 21 7 0 1 2 26 14 1 1 0 2 
(68.8) (22.6) (7.5) (0.0) (1.1) (61.9) (33.3) (2.4) (2.4) (O.O) 

V.31 38 32 16 5 1 3 17 22 1 2 0 2 
(41.3) 04.8) (17.4) (5.4) (l.1) (40.5) (52.4) (2.4) (4.8) (0.0) 

V.12 7 15 14 33 24 2 1 6 2 9 24 2 
(7.5) (16.1) (15.0) (35.5) (25.8) (2.4) (14.3) (4.8) (21.4) (57.1) 

V.2a 18 39 14 16 3 5 4 16 8 5 4 7 
(20.0) (43.3) (15.6) (17.8) (3.3) (l0.8) (43.2) (21.6) (13.5) (1O.S) 

V.36 22 37 21 9 3 3 S 28 3 0 2 3 
(23.9) (40.2) (22.B) (9.8) (3.3) (19.5) (68.3) (7.3) (0.0) (4.9) 

V.32 3 4 8 31 46 3 3 7 2 3 27 2 
(3.3) (4.3) (8.7) (33.7) (50.0) (l.1) (16.7) (4.8) (7.l) (64.3) 

V.25 IS 24 29 13 7 4 11 13 7 2 9 2 
(l9.S) (26.4) en.9) (14.3) (7.7) (26.2) (3l.0) (16.7) (4.8) (2l.4) 

V.lS 5 12 19 35 20 4 2 10 6 7 17 2 
(5.5) (13.2) (20.9) (38.5) (22.0) (4.8) (23.8) (14.3) (16.7) (40.5) 

V.20 21 44 17 I; 3 4 S 2a 2 1 2 3 
(23.1) (48.4) (18.7) (6.6) (3.3) (19.5) (&S.3) (4.9) (2.4) (4.9) 

V.3 8 31 18 16 19 3 4 9 8 4 17 2 
(8.7) (33.7) (19.6) (17.4) (20.6) (9.5) (21.4) (19.0) (9.S) {40.5} 

V.lO 39 28 13 ." 2 4 17 19 3 2 1 2 
(42.S) (30.B) {14.3} (9.9) (2.2) (40.5) (45.2) (7.1) (4.8) (2.4) 

V.5 27 18 24 13 11 2 14 12 3 4 9 2 
(29.0) (19.4) (25.8) (14.0) (11.8) (33.3) (28.6) (7.1) (9.5) (21..4) 

V.26 29 17 24 9 13 3 17 13 2 1 9 2 
(31.5) (18.5) (26.1) (9.8) (14.1) (40.5) (31.0) (4.S) (2.4) (21.4) 

V.35 16 15 22 16 21 5 18 11 1 0 12 2 
(17.8) {16.7} (24.4) (17.S) (23.3) (42.8) (26.2) (2.4) (0.0) (28.6) 

a lte .. number from 'fables 4 and 5. 
b 

Number (percent: in p<lI:ent:hesea). 
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raJ, l~ ,1.4 

~P);~~ OF CONTROl. IFf! FRrOIIF,Nry DJ~TRlfllPTlON~ 

.~.-.- -~--.~~ .. -- -~.-.. - .. 
C"ncH ~""'rl~ (~-9S) 1-11 S.1mrl~ (N=6J) T,,'.' I :,.,"'" I, (N-I ',1) 

Qucst10nnnhe 
. ------_ .. _----------

• N/Ab 
N/A

b 
111 ~h ,,- lt~"' Numher , , , 1-I1s~ln& , , , 

Mi~R!nR " "(""I,,~ ---_._-_._---, vr.lr " " " " " 
, , , 

" 
, , , 

" " "" n " (19.5) (51.1) (19.6) (10.9) (D.n (13.3) (65. !J) (ll. J) (lI.7) (I. 7) (16.1,) (,r,. r,) (]',.!) (I I. J) iil.l,) 

vr. '; " " " " n , ., , , 
" n '" " l " \ 1 .. , 'C " (0.0) (20.2) (43.6) (22. ) (13. B) 0.3) (9. ~) (19.7) (2J • 1) (~S. 9) (1. 1) (I h J) (1',. ?) (21 q) (7( • .", I 

Vl.IW , 
" " , , 

" 
, 

" H , 1 " " " ;" " " (9. B) (58.1) (20.6) (9.6) (1.1) (';.0) (';5 . II) (18. J) (1 J.) (8. ) (7.9) ('). Z) (19.7) (II.)) ( I 'J) 

, VI. 4 , n " " " 
, , 1 W " " " ". 2') "j.q [,I " (2.1) (13. B) (20.2) (~3.6) (20.2) D.l) (';. n) (16.1) (28. J) (~~.I) (2.~) (I i.-,,) (IR.~) (17. n (lIl.';) 

1 VI.1P " " 
, 1 , , n ". , l " " " ." '" (24.7) (59.1) (9.7) (5. ~) (1.1) (21. 7) (73. )) (1 • 7) O.J) (0.0) (21. "i) (r,I,.7) (h. "i) (1, (,) (11. r,) 

VI. I , , 
" " " 

, , , ." " " " 
, ce. " " " (7.5) (8.6) (19.4) (25.8) O~. 1) (6.4) (1.(,) (l2.9) (22. ~) (56.Ii) (7. J) (,. ~) ( I".R) (II,. ,) (!,", R) 

IV.7K " " 
, , , 0 n " 

, l l " ce, " , 
(~~. 9) (1i1. 3) (9.8) (1.1 ) (1. 1) (19.6) (f,7 R) (';.1,) 0.6) 0.6) (Jf,. ';) (">I .I.) (R. I) (1.0 ) (! 0) ~ 

~ 
~ --_._--

"ttern n"",ber trOll! Tabl~ 29. 

"Not ~rpll".,hle. 
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Table A.5 

SELF ES1'EEH/BODY IMAGE I'tEM fREQUENcY DISIRIBUTIONS 

Cancer Sample (N~95) ~ Sample (}I-44) 

questionnaire Numb .... Numbe .. 
Item • It .... Numbe .. , , , ; Mining , , , ; Missing 

, VI.9C " , H " ;; ; , , 
" • " 

, 
(0.0) (2.2) (2.3.3) (13.3) (61.1) (6.8) (11.9) (16.9) (10.2) (54.2) , n.n , , 

" " 
,. , , , 

" " " 
, 

(2.2) (9.9) (26.4) (3].0) (28.6) (1. 6) (4.9) (29.5) (23.0) (41.0) , VI.IA H " • , 0 , 
" " , , , , 

(33.3) (57.0) (6.4) (3.2) (0.0) (32.2) (59. J) 0.4) (S .1) (0.0 

, VI. U. , 
" " • ; , n ,. ,,' , , , 

(9.8) (47.8) (30.4) (6.5) (5.4) (22.0) (44.1) (23. n (5.1 ) (5.1) 

; Vl.IL' n " " " , H ; 
(13.2) (;0.5) (17.6) Ill. 0) (7.7) (l.O) (~8. J) (3. ) (lO.J) (8.3) 

• VL1V " " n " 
, , , 

" 
, • , 

(lJ .0) (51.9) (14.1) (19.6) (2.2) (6.7) (76.7) (5.0) (LO.O) (1. 7) 

" " " " " " • 0 
(12.9) (25.8) (19.4) (35. S) (6.4) 

VI.IS " " " " 
, , 

0 
(19.4) (43.0) (15.0) (18.3) (4.3) 

n.1H " " " " n ; 0 
(16.7) (42.2) (11.1) (17 .8) (12.n 

W n.tE " " ; " n , 
0 

(17.2) (37.6) (5.4) (25.8) (14.0) 

n In.1M " n n " n , , 
(17 .2) (24.1) (U.8) (25.8) (l0.~) 

" Vl.I0 , n , 
" " 

, , 
0.2) (11.8) (9.71 (38.7) 06.6) 

D Vl.lS , 
" 

, 
" H , , 

(9.7) (23.6) (7.5) (40.9) (18.3) 

~Ioem number from TabLe 35. 

b~umb"r (pel"cenc in parencbe ... s). 

C'loc ask .. d. 



Concer S.ttlplo (~=q5) 

(hlp"tl~no,ire 

t!e~· Horn Nulnbn 

, 
, 

w 

u 

" 
u 

._. __ ._------

11I.1A 

1\1 \~ 

H.le 

IV.1Tl 

IV. II: 

IV.H 

I\', Ie 

JI',lH 

IV.l1 

1'.'.1.1 

JI' .1R 

II'.lL 

11'. 1M 

44 C 10 7 
(6,.7) (11,,9) (10.") 

" (50.0) " (17.2) 

26 2S 
(34.2) (J2.9) 

" (23.0) 

" (\7.1) 

'" (0.2) 

'" (21). ~) 

" (J7.6) 

" (29.5) 

16 11 
(Jo.4) (27.3) 

" (I,~. 1) " (29. Q) 

" (lb. ~) 

'" (26. ) 

" (31 l) 

, 
(5.4) 

" (ll. ~) 

U 
(2'.0) 

H 
(19.4) 

I, \ 9 17 
(1.6.8) (13.9) (10.4) 

21 12 , 
(42.0) (21,.0) (J 4.0) 

" , 
(15.7) 121.'<) (1.50) 

" (36.6) 

U 
(42.8) 

" (J9.7) 

W 
(lJ.8) 

'" (28.2) 

, 
(16.7) 

a ltem "urni,"r from Table 43. 

bNot a~pll<.;hl~. 

"NomoH (pcc<'''nt in ra<pnthes~"). 

, 
(J. ~) 

, 
(2.2) 

, 
(6,6) 

U 
(17. 0) 

" (15. a) 

, 
(S.71 

, 
(ll.4) 

• 
(9.7) 

, 
(8,9) 

, 
(10.0) 

, 
(JO 7) 

(9.8) 

0.1) 

(".~) 

(I •. J) 

o 
(0.0) 

, 
(4.~) 

U 
(14.8) 

o 
10.0) 

o 
(U 0) 

, 
(J .6) 

, 
(0.0) 

, 
(,0.0) 

, 
(7 1) 

, 
0.6) 

(~. 5) 

',,'" I (, ~. '" 

wet'\e KET.eRK 111'.1' FRfJ)I'eNCY IlJSTRIBUTl~N~; 

~!Ab lll""in~ 

" 

" 
'" 
o 

o 

" 
, 

" 

" 
" 

, 

", n 

" 
" 

HI S""rl~ (~~!;J) 

" (47.0) (26,5) 

'" (29. I) 
;0 

(I.g.2) 

10 2~ 

(lH.9) (49.0) 

, n 
(9.J) (30.2) 

, 
(9.1) 

, 
(J e. 1) 

n 
(17.0) (101 S) 

J 10 
(l5.6) (52 (,) 

" OS.7) " 05.7) 

, 
(8.3) (II .. )) 

, 
(14.8) 

n 
(2 •• 5) 

'" (41. g) 

, 
(<\ •. 1) 

'" (31,. n) 

, 
(l~. 5) 

(l o. 7) 

, 
(.\.9) 

(5. l) 

, 
(16.1) 

, 
(Jr.·8) 

, 
(7. I) 

, 
(S. J) 

(9.5) 

10 II 
(6.1) (H.!) (41.6) (125) 

, 
(12.2) (4~ I,) 

, 
(U.1) 

, 
(22.2) 

, , " (0,0) (')')) O}.]) (JJ 3) 

, 
(lO,8) 

, 
(ll,O) 

, 
(ll.' ) 

" ('.l_R) 

, 
(!I.O) 

(:16.1) 

(1 ('. il 

(U. C) 

, 
(1.9) 

, 
(1.6) 

, 
(1. 9) 

, 
(1.3) 

, 
(36. ") 

" (0.0) 

, 
(15. ~) 

, 
(2.1<1 

, 
(0.2) 

, 
(0.0) 

(0. n) 

, 
(Q.U) 

, 
(0.0) 

Nih" Mi'''ing 

" 
" 

" 

" " 

" 
" 
" 
" 

, 

" 
" 
" 

(,0 19 
(59.1.) (lS.8) 

,,' 
(41. A) 

" (27.9) 

" (Ll.9) 

'" (1).6) 

" OJ. J) 

" (J0.2) 

" (38 5) 

" 05.9) 

" 09.5) 

" (26. ,) 

'" (JJ.9) 

" (1 •. D) 

n 
(JI.,9) 

n 
(31.7) 

11 19 
(19.3) (JJ. 0) 

" (Jq D) " (27 .1) 

111 7 
(12.2) (n.h) 

" (12.(,) 

" (J2. J) 

n 
12". ]) 

, 
: JI J) 

rot,,1 S.,mph (N~lon 

n 
(~. 9) 

" (15.7) 

n 
(1.'.Ii) 

" [lS.O) 

, 
0.2) 

" (20.2) 

" (20.6) 

H 
(la.!) 

H 
(J5,2) 

, 
(13 6) 

, 
{2'.3) 

H 
~17.~ ) 

" UO 0) 

(0.9) 

, 
(3.1) 

, 
(6.2) 

" (ll.l) 

H 
(21.0) 

" (n. ") 

(~. 0) 

" (9, h) 

, 

, 
().O) 

, 
(1. J) 

('l 8) 

, 
(,.4) 

" (1 8 . 1) 

, 
:0.0) 

(:'. R) 

, 
(1. g) 

(In.2) • (1.J) 

, 
(ll. 9) 

(J 1 . g) 

" i!1 (,) 

, 
(9. !) 

, 
CO 

(o. i,) 

(1 .. 1) 

(',.2) 

N/A" ~I~sing 

" 

" 
% 

o " 
u, 

" u 

"" 
, 

co " 
"' co 

1 flB " 
S.' I'j 

'" " 

~ 
~ 
~ 
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I, "",' 

, 

>0 

" 
" 
" 

• 

1.,101., ,I.H 

Will, TO IIVr 11f"1 FNf-'lI:I'Nf:Y OlsnlBl'T10~<; 

--------------- .- --------- ----~.-----

Can,., S."~I. (M_9S) 
---- III S .. pl~ IN-~l) 

----._--- ------ --_ ... ---

N ... b.< <,'u •• tio"".'« 
l .. a M ... ber ._--''--__ "'-___ '-__ .:-___ '-_:""''':'~'". __ ''_._'_'e~t_' ________ _ N,,~b", 

Mhslna (P.reon') 

VI. IX 

VI. lL 

VI.IK 

1"1 l~ 

III H 

VLIJ 

If I. ';M 

I ! I. IE 

VI In 

I. 11 

VI. 11 

VI.II 

VI Ie 

4eDJ~51i1 
02.2) (l1.0) (Ui) (4.J) (1.1) 

Il 21 IS 16 !Ii 
(H.G) (2b.9) (1b.l) (18.0) (H.O) 

bJ 21 6 1 0 
(69.2) (ll.l) (6.6) (l.l) (0,0) 

])410492 
(35.9) ("1.8) (4.]) (9.8) (2.2) 

29 "1 14 1 2 
(ll.lj (4'.1) (IS,O) (l,l) 12 I) 

, 
j 2l 59 

( 1. I) 0.4) (~.l) (2S.0) (6 •. )) 

14 26 6 ) 
()9.J) (28.6) (6,{') (l.l) (2.2) 

10 2S 11 18 12 
(2l.) (21.1) (Ie. I) (H.b) (I).O) 

1~21lS96 
(l9.1) Cl5.0) (19.6) (9.8) (6.\) 

42 28 12 II 
(41.2) (30.1) (12.9) (11.6) 

1 ) 4 H ~9 
(1.1) n.l) (4.)) (21.2) (6ILI) 

sa 28 I 0 0 
(61.q (l0.1) (1.5) (0.0) (0.0) 

ol 21 0 
(oe,,» (;',,0) ( •. 1) (l2) (0.0) 

'" 
m 

'" 
'" 
m 

'" ,., 

'" 
'" 
m 

'" 
'" 
m 

H n 1 7 , 
(n}) m.O) (I. II IlU) (A. J) 

10 11 1 9 I 
(16.7) (~I.1) (~.O) (lUI) (Ll.l) 

142012 
()6,7) (lJ.» (1.1) (l.l) (I.O) 

16 11 \ 6 6 
(16.7) (loS. D) (e.l) (10.0) (10.0) 

11194) 
(ll,Io) (46.S) (0 .• ) (ILl) (8.1) 

I 1 11 1,0 
(1.1) (8.5) (l.4) (18.6) (61.8) 

II 11 ~ 6 4 
(11,.6) (50.8) (8.1) (9.8) (6.6) 

9 12 1 12 II 
(110.8) (19.7) (4.9) 09.1) '41.0) 

211B) II 
(lS.]) (lO.D) (1.0) (8.1) (\8,) 

)0\.99 
(1,8.4) 122.6) (14.1) (i •• I) 

I " ) 16 l.Ii 
(1.1) (6.n (S.O) (U.l) (60.0) 

lln240 
(1I.0) (';';.11) (l.l) (6.J) (0.0) 

llllJ10 
(I. IJ (l1.1) (1,.9) (l.l) (0.0) 

'" 
'" 
'" 
'" 
'" 
'" 
'" 
'" 
m 

'" 
'" 
'" 
'" 

To,,,, S .. pl .. IN_ISS) 
-------,-

.~""'b"r 
1I1"'nll (P,'re.n,) 

62 67 IJ 6 
(40.8) (4. I) (1.9) (/.2) 0.9) 

lJ 16 IB )\ II 
(11.0) (l6.6) (11.8) (11.9) (lJ.7) 

97 41 } 
(64.2) (ll.ll (1,.6) (1.0) (1.0) 

4~ 71 II 
(l1.l) 1'6.7) (5.9) (9.9) (5.}) 

46 70 18 \1, J 
(19.7) (.,1.2) (11.6) (9.0) (4,\) 

21~61499 
(1.1) (6.6) ('.0) (11.5) (6\'.1 

69171196 
(4S.4) O),\) (1.2) (1.9) 0.9) 

29 1) 10 JO 11 
(19.0) (24.2) (11.1) (19.6) (14.2) 

59 .1 21 14 11 
(lB. B) DO,O) (11.8) (9.2) ill.2) 

Jl 42 21 20 
(46.4) (11.1) (I}.I) (12.9) 

2 7 41 95 
(1.)) (4.~) ( •. 6) (ll.O) (61.5) 

79 61 9 4 [) 
(11..) (j·'.9) (1.9) (:1.6) (0.0) 

• (;) 

m 

'" 
('oj 

(n 

'" 
, 

'" 
'" 

• '" 
'" 

• (" 

'" 
'" 

"I, ... """,b~r f,OIII t.ble , •. 

b~"'b" (poe,,"", in p~'.n'h.u.,). 

964640 
(02.7) 00.1) (4.6) 0.6) (0.0) 

-.~ .. --~----------~~. 

I 



Tabl~ A.9 c 
ACTIVE COPING ITEM FREQUENCY DISTRIBUTIONS 

--------------------------------
~.ncer S...."h (N-95) HI S .... p1e (N_61) Total Sample (N_n8 

Que~tionnaire 

!t ... 
a 

It .... N .... b .. " 1 2 3 4 .s M1881ng 1 4 5 Hissing 1 2 4 Hi.stng 

, 

; 

, 

• 

• 
• 

" 
n 

n 

D 

" 
" 

III. 4B 43
b n 11 6 1 

(46.1) (13.1) (12.0) (5.5) (1.1) 

III.4G 13 28 30 11 11 
(D.8) (30.1) (32.2) (11.6) (11.8) 

III.41 36 42 9 3 2 
(39.1) (45.6) (9.8) (3.3) (2.2) 

IIl.4H 2 2 22 45 21 
(2.2) (2.2) (23.9) (48.9) (22.8) 

1I!.2A 72 6 3 5 6 
(78.3) (6.5) (3.3) (5.4) (6.S) 

IIt.lE 14 17 12 22 29 
(14.9) (18.1) (12.8) (23.4) OO.B) 

III. 2C 65 17 8 4 0 
(69.1) (l8.1) (8.5) (4.2) (C).O) 

III. 2D. 483111 3 2 
(50.5) (32.6) (11.6) (3.2) (2.1) 

tU.2B 31 22 ·23 8 10 
(33.0) (23.4) (24.5) (8.5) (10.6) 

II!. 5M 22425202 
(24.2) (46.2) (5.5) (22.0) (2.2) 

In.3D 3636511 7 
(37.9) (37.9) (5.3) (11.6) (7.4) 

III.IA 50 26 8 S 2 
(53.2) (27.7) (8.5) (8.5) (2.1) 

III. a 1016 12046 
(10.S) (17.2) (1.1) (21.5) (49.5) 

III. 10 3951364 
(1.2) (9.6) (5.3) (13.8) (68.1) 

IILLE 32 26 4 18 15 
(31.7) (27.4) (4.2) (18.9) (15.8) 

:nem n .... ber from Table 62. 
NumbH (percent in par"ntheoes). 

; 

, 
; 

; 

, 
, 

, 
, 

, 

1631812 
(27.6) (53.4) (13.6) (1.7) 0.4) 

2235858 
(1.4) (60.3) (13.8) (8.6) (13.6) 

·15 34 6 0 5 
(25.0) (56.7) (10.0) (0.0) (8.3) 

18101426 
(1.7) (13.6) (15.9) (13.7) (44.1) 

50 6 4 1 0 
(82.0) (9.8) (6.6) (1.6) (0.0) 

5 21 3 17 15 
(8.2) (34.4) (4.9) (27.9) (24.6) 

455622 
(75.0) (8.3) (10.0) (3.3) 0.3) 

41 13 ; 1 2. 
(66.1) (21.0) (8.1) (1.6) (3.2) 

3910426 
(63.9) (16.4) (6.6) (l.3) (9.8) 

1938230 
(30.6) (61.3) (3.2) (4.8) (0.0) 

2928041 
(46.8) (45.2) (0.0) (6.4) (loG) 

18 19 3 10 10 
(30.0) (31.7) (5.0) (16.7) (16.7) 

112401313 
(18.0) (39.3) (0.0) (21.3) (21.3) 

312 51~26 
(4.8) (19.4) (8.1) (25.8) (41.9) 

7 12 1 11 24 
(11.5) (19.1) (l.6) (27.9) (J9.3) 

, 

; 

, 
, 
, 

; 

, 

59 62 19 7 3 
D~.j) (41.3) (12.7) (4.J) (2.0) 

15 63 38 16 .19 
(9.9) (41.7) (25.2) (l0.6) (12.6) 

51761537 
(33.6) (50.0) (9.9) (2.0) (4.6)· 

3 10 32 59 47 
(2.0) (6.6) (21.2) (39.1) (J1.1) 

12212766 
(79.1) (7.8) (4.6) 0.9) (3.9) 

19 )8 15 39 44 
(12.2) (24.5) (9.7) (25.2) (28.4) 

110221462 
(11.4) (U.l) (9.1) (3.9) (1.3) 

89 44 16 .; 4 
(56.7) (28.0) (10.2) (2.5) (2.5) 

70 32 27 10 16 
(45.2) (20.6) (17.4) (6.';) (10.3) 

41 80 7 23 2 
(26.8) (52.3) (1..£) (15.0) (1.) 

6564 SIS 8 
(41.4) (40.8) (3.2) (9.6) (5.1) 

68 45 11 18 
(44.2) (29.2) (1.ll (U.J) 

u 
(7. R) 

214013359 
(13.6) (26.0) (0.6) (21.4) (38.3) 

621102990 
(:l.8) (13.5) (6.4) (18.6) (57.7) 

393853539 
(25.0) (24.4) (J.2) (22.4) (25.0) 

• 

• 

, 

, 
w 
o 
w 



T~bl~ 1..10 

ACCEPTANCEfREJECnON IlUI FREQ1IENCY DISTR!BUTIONS 

-.-------~ .~.-----

CanoH SampI" (Na9]) MI Sample (11.63) Total Sampl~ (N~l~B) 
Questlonndte 

~~-- --It.,.." Item N ..... ber , , ; , ; ,', Missing , , ; , ; ,', Hissing ,', MI .. jn~ ... -------- _ .. , II.24A " " ; " n " " 0 • , 0 , ;0 M ; '" " ; 
(32.2) (39.8) (5.4) (10.8) (11.8) (32.8) (52.4) (0.0) (13.1) (1.6) 02.5) (44.8) (1.2) (1 1.7) (1. R) 

Il.22 ; n " " ; 0 0 , , 
" " " 0 " " " " '" 0 

(5.3) (1l.6) (49.5) (28.4) (5. j) (14.8) (11. 5) (26.2) (26.2) (21. j) (9.0) (li.5) (40.1,) (27.6) (11. ';) 

; II. 24B " " 
, 

" " ; n " 
, 

" n 0 ; '" " 
, 

" " (27.8) (28.9) (2.2) (20.0) (21.1) (21.7) (2(,.7) D.3) (2B.l) (20.0J (2;.3) (28.0) (2.71 (2).l) (20.7) 

, 11.240 " " 
, , , 0 " " 0 ; 0 0 ; " " 

, ; , 
(61.7) (31. 9) (2.1) (2.ll (l.l) 08.3) (56.7) (0.0) (5.0) (0.0) (52.6) (41. 6) (1. J) ( 3.2) ('.1) 

; II.23 n " " " 0 0 n • n " 0 , " " " " 0 
(22.1) (25. J) 01.6) (21.0) (21. 1) (13 .1) (24.6) (Ol.O) (21. 8) (20.5) (28.8) (Z8.8) , 1I.24E " " ; , ; , , 

" " 0 , 0 0 I. " " ; , 
(55.9) (33.3) (5.4) (2.2) 0.2) (39.0) (54.2) (0.0) (6.S) (0.0) (49.3) (1<1.'.) (l. j) (J.9) (2.0) , Il.24C " n , , ; " " 

, , 0 0 ; " " 
, , ; I. 

(53.4) (3.3.1) (1.1) (6.5) 0.3) (40.0) (56.7) (1. 7) (1.7) (0.0) (49. J) (42. B) (1. )) (4.6) (2.0) 
W 

--.----. -0 
alt"", nUllber trOll Table 68. ~ 

bNumber (percent in parenth".es). 
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Table A.11 

D<.lCTOR PATIENT RELATIONSHIP ITEM fRI:Q(;ENCY DISTRIlIUTIONS, 
CANCER SAMPLE (~.95) 

Response 

Ques~tonl'l& ir@ lI=be .. 
Ita", • Item Number , , , ; ~t"s1ng 

VII. 511 ,,' " " 
, , 

(4~. 6) (36.7) (13.3) (3.3) (l.ll 

VII.58 " " " 
, , 

00.8) (4] .2) (l8 .. 7) (2.2) (1.1) 

VU.4A " " " ; , 
(39.1) (J5.9) (16.3) (5. ~) (3.J) 

, V1[.4B '" " 
, 0 , 

(/6.1) (19.6) (3.3) (0.0) (1.1) 

VII.5E " " , , , 
(47.8) 09.1) (6.5) (2.2) (4.3) , VII.5I 5 • , 

" " 
, 

(5.5) (B.8) (7.7) (49.4) (28.6) 

VII.5D " " " , , , 
(36.) (45.0) (11.0) 0.3) (4.4) 

, VlI.5U , , , 
" " (2.2) ,7.6) (9.8) (40.2) (40.2) , VII.5M '" " " 
, , , 

(30.4) (51.1) (10.9) (~.3) (3.3) 

" VU.50 " " D , , 5 
(21.a) (45.6) (14.4) (10.0) (2.2) 

n VII. SF 0 , , 
" '" 

, 
(0.0) (3.3) (4.4) (39.6) (52.7) 

n VIl.SR n " 
, , , , 

(34.1) (53. B) (7.7) (2.2) (2.2) 

D Vn.5Q , , • n " (2.2) (2.2) (~.8) (35.9) (50.0) 

" VII.51 n n ; , , 
(40.2) (40.2) (.5.4) (6.5) (7.6) 

" VIl.5L , , 5 n " (loll- (7.6) (5.4) (34.8) (51.1) 

H VI1. SII " 55 n ; , 
(41.3) (35.9) (14.1) (5.4) 0.3) 

n VII.511 n " " 
, , 

(34.4) (28.9) (3D.O) (4.4) (2.2) 

" VII.5S " " " 
, 0 

(31.5) (U.3) (23.9) (3.3) (0.0) 

" Vlt.5K 50 " " 
, , , 

(32.6) (45.6) (10.9) (7.6) (3.3) 

" VII.5V , 
" " " (~. 4) (4.4) (15.4) (36.3) 09.6) 

n VU.5T , , ; " " (7.7) (9.9) (6.6) (38.5) (37.4) 

" VIt. 5G " " • , ; 
(36.7) (40.0) (10.0) (7.8) (5.6) 

" VII.5e • 5 5 " " 
, 

(6.6) (5.5) (5.5) (37.4) (45.0) 

" VII.5N " " ; " 
, 

(39.8) (42.8) (6.6) (16.5) 13.3) 

" V1I.SP " " " n ; 
(16./) (48.9) (16.7) (11 •. !,l ().3) 

" Vll.l ;; " 
, , , 

(71.4) ( 11.8) (2.2) (3.3) (J.3) 

"IteIll nUlllbH fr"'" Table 73. 

b~~umbH (rercent in parentheses). 
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Tahle A.12 

PLEASU1!ES/BENEFnS lTD! FREQUENCY DISTRIBUTIONS 

Cancer Sample (11-95) I'll Sa .. ple (Nm63) 
Questionnaire 
It .... N\JlIIber , , , , NIA Missing filA Mhatng 

Ill.S! 31b38 B 8 10 
(40.2) (41.3) (B.i) (8.7) (1.1) 

111. 3A B 26 8 28 23 0 
(8.4) (29.5) (8.4) (29.5) (24.2) 

JII.5C 2135327 70 
(22.6) (37.6) (3.2) (29.0) 0.5) 

Itt.5J 23321317 60 
(25.3) (35.2) (14.3) (18.7) (6.6) 

111. SL 102052628 
(11.2) (22.5) (5.6) (29.2) (31.5) 

Ill. SK 58 B15540 
(5.6) (8.9) (8.9) (16.1) (60.0) 

HI. SN 1431719200 
(13.4) (34.1) (J.7) (20.9) (22.0) 

tn.SA 10 31 5 27 19 0 
(10.9) (33.1) (5.4) (29.3) (20.~) 

Ill.Sl 1731H2560 
(18.3) (33.3) (15.0) (26.9) (6.~) 

Ill. 3f 283BSU30 
(30.1) (40.9) (5.4) (20.4) (3.2) 

IlL)! 6207)0291 
(6.5) (21.7) (7.6) (32.6) (31.5) 

IIl.3C 1831818170 
(19.6) (33.7) (B.7) (19.6) (18.5) 

1II..,n 3524213160 
(38.9) (26.1) (2.2) (14.4) (17.8) 

III.4I!. 13 14 30 15 220 
(13.8) (14.9) (31.9) (16.0) (23.4) 

Itt. 3G 3817 312 3 
(40.9) (39.8) (3.2) (12.9) (3.2) 

-It ... number frOll Table 79. 

bllUllber (perc .. nt in par"nthuu). 

o 

, 
, 
, 
, 
, 
, 
, 

12347710 
(19.7) (55.7) (11.5) (11.5) (1.6) 

3 15 1 17 25 0 
(4.9) (24.6) (1.6) (27.9) (41.0) 

g20115170 
(14.5) (32.2) (1.6) (24.2) (27.4) 

" IB 10 13 11 0 
(13.3) (30.0) (16.7) (21.7) (18.3) 

616521130 
(~.8) (26.2) (8.2) 04.4) (21.3) 

4 12 4 17 24 0 
(6.6) (19.7) (6.6) (21.9) (39.3) 

1035011 40 
(16.4) (57./O) (0.0) (16.0) (6.6) 

1621 1 9130 
(26.2) (36.1) (1.6) (14.6) (21.3) 

1126512 70 
(18.0) (42.0) (8.2) (19.7) (11.5) 

93521410 
(14.8) (';7.4) (3.3) (23.0) (1.6) 

" 15 2 19 17 0 
(13.1) (24.6) (l.l) (31.1) (27.9) 

1225211 90 
(19.7) (41.0) (3.3) (21.1) (14.8) 

99010330 
(14.6) (l4.8) (0.0) (16.4) (54.1) 

515106220 
(8.6) (25.9) 07.2) (10.1) 07.9) 

16341730 
(26.3) (55.7) (1.6) (l1.S) (4.9) 

, 
, 

, 
, 
; 

, 
, 
, 
, 
, 

, 
, 

Total Sample (N~158) 

------, , , N/A Missing 

49 n lS 15 2 0 
(32.0) (47.0) (9.8) (9.8) 0.3) 

1143 945480 
(7.0) (27.6) (58) (2IU) (JO.B) 

30 55 4 42 24 0 
(19.4) (35.5) (2.6) (27.1) (15.5) 

31502330170 
(20.5) OJ.!} (15.2) (19.9) (11.2) 

16 J(i. 10 47 01 
(l0.7) (H.O) (6.7) (31.3) (27.3) 

9201232780 
(6.0) (13.2) (7.9) (21.2) (51.6) 

24 66 7 30 24 0 
(15.9) (43.7) (4.6) (19.9) (15.9) 

2653636320 
(17.0) (34.6) (3.9) (23.5) (20.9) 

28 57 19 37 13 0 
(lB.2) (37.0) (12.3) (24.0) (8.4) 

3773 733 40 
(24.0) (47.4) (4.5) (21.4) (2.6) 

14359.946 
(9.n (22.9) (5.9) (32.0) 00.1) 

30 % 10 11 26 0 
(19.6) (36.6) (6.';) (20.3) (17.0) 

4433 223490 
(29.1) (21.8) (1.3) (15.2) 02.10) 

1829.021440 
(11.8) (19.1) (26.3) 03.B) (2B.9) 

S4 1! 4 19 6 
(35.1) (46.1) (2.6) (12.3) ().9) 

, 

• 
; 

w 
o 
~ 



It""," 
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, 
, 
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" 
• 

'" 
n 

" 
u 

" 
" 

quutionnair@ 
It@. NUIObe[ 

VI.IG 

VL1N 

VL9B 

IlI.4F 

111.40 

III. I.e 

!IL4A 

V1.6B 

VL6A 

VL6e 

VI.6D 

VLS 

V!.9D 

VI.2G 

vr.2J 

Table A.13 

POSITIVr: AND NEGATIVE FEELINCS tTEf! fll.EQIJENC'f DISTRIBUTIONS 

Cancer S8lAple (N-95) 

, , , , 
26b B 18 3 0 

(28.3) (48.9) (19.6) ().I) (0.0) 

46361010 
(49.5) (18.7) (10.8) (l.1) (0.0) 

1 7 16 16 51 
(1.1) (7.7) (17.6) (17.6) (56.0) 

1 6 18 34 34 
(1.1) (6.4) (19.4) (16.6) (36.6) 

31461042 
(33.3) (49.5) (10.8) (4.1) (2.2) 

510303018 
(5.4) (10.8) 02.2) (32.2) (19.4) 

31232397 
(n.l) (24.7) (24.7) (9.7) (7.5) 

11481912 2 
(12.0) (52.2) (20.6) (13.0) (2.2) 

829221211 
(9.6) (35.<1) (26.~) (14.6) (13.4) 

25421691 
(26.9) (45.2) (17.2) (9.7) (1.1) 

124019156 
(13.0) (43.5) (20.6) (H.I) (6.5) 

323517 7 2 
(34.4) (37.6) (18.3) (1.5) (2.2) 

<I 55 25 7 0 
(4.4) (60.4) (27.5) (7.7) (O.Oj 

3513171 
0.2) (54.8) (33.3) (7.5) (l.1) 

6463092 
(6.4) (49.5) 02.2) (9.7) (2.?) 

N ..... ber 
llt.sing 

, 

, 
, 

, 
n' 

, 
, 
, 

MI S!llllple (N_6]) 

, , , 
10 38 6 2 2 

(17.2) (65.5) (10.3) (3.4) 0.4) 

2829110 
(47.4) (49.2) (1.1) (1.7) (0.0) 

129741 
(t.7) 0.3) (15.0) (11.7) (68.3) 

1 8 15 10 25 
(1.7) (13.6) (25.4) (\6.9) (42.4) 

11311011 
(28.3) (S1.1) (16.7) (1.7) (1.7) 

6 12 11 12 18 
(10.2) (20.'l) (18.6) (20.3) (30.5) 

11211458 
(18.6) (35.6) (23.1) (8.5) (13.6) 

337768 
(4.9) (60.6) (11.5) (9.8) (13.1) 

6105324 
(12.5) (20.8) (10.4) (6.2) (50.0) 

10 32 5 7 6. 
(16.71 (~J.I) (8.3) (11.7) (10.0) 

7221213 6 
(11.7) (36.7) (20.0) (21.7) (10.0) 

2517965 
(40.3) (27.4) (14.';) (9.7) (8.1) 

84011 Z 0 
(13.1) (65.6) (18.0) (3.3) (0.0) 

639951 
(10.0) (65.0) (15.0) (8.3) (1.1) 

4 33 16 3 3 
«(>.8) (55.9) (27.1) (5.l) (5.l) 

NUIOber 

M1",,1ng 

, 
, 
, 

, 

", 

, 

To~al Sallph (N_ISS) 
~~~~-'--------

, 
36832452 

(24.0) (55.]) (16.0) (3.3) (1.3) 

74 65 11 2 0 
(48.7l (42.S) (7.2) (1.3) (0.0) 

2 9 15 23 92 
(1.3) (6.0) 06.6) (15.2) !60.9) 

214334459 
(1.3) (9.2) (21.7) (28.9) 08.6) 

48 71 20 5 3 
(31.4) (50.3) (13.1) (3.3) (2.0) 

11 12 41 42 36 
(7.2) (14.5) (H.O) (27.6) (n.1) 

42 44 37 14 15 
(27.6) (28.9) (24.3) (9.2) (9.9) 

14 85 26 18 10 
(9.2) (55.6) (17.0) (11.8) (&.5) 

14 39 17 15 35 
(l0.8) 00.0) (20.8) (11.5) (26.9) 

35 14 21 16 
(22.9) (48.4) (13.7) (10.4) 

19 62 31 26 
(12.5) (40.8) (20.4) (18.4) 

57 52 2fi 13 
06.8) (33.5) (16.8) (8.4) 

, 
(4.6) 

" (i.9) 

(4. oj 

12 95 36 9 0 
(7.9) (62.5) (23.1) (5.9) (0.0) 

9904012 
(5.9) (58.8) (26.1) (I. A) 

10 79 ~6 12 
(h.h) ()2.0) 00.3) (7.9) 

, 
(1 .]) 

, 
0·1) 

NLllIlbH 
Mhs1ng 

, 
, 

, 

'"' 

, 
, 
, 

w 
o 
~ 



T~bh A.U «ont.) 

1 ,,,,,,a 

" 
" 
'" 
" 
w 

" 
" 
" 
" 
" 
" 
" 
" 
" 
" 
" 

Questionng1re 
To~_ 'lumhpr 

VIo2a 

VI. 9F 

VI. 2M 

VI.le 

VI.2B 

VI. 21 

VI.2E 

VJ:.3B 

VI.9E 

Il.24F 

VI. 3D 

VL2K 

V!.2G 

VI.2M 

V1.2N 

VI.3A 

, 
(2.2) 

o 
(0.0) 

Cancer S~rnple (N-95) 

, , , 
9 27 37 16 

(9.7) (29.0) (39.8) (19.4) 

, 
(2.2) 

u 
CU.l) '" (19.6) " (6.\.1) 

1 14 2S 38 16 
(l.l) (110.9) (26.6) (40.4) (17.0) 

2720J1)3 
U.~) (7.5) (21.5) (JJ.]) (35.5) 

01152209 
(0.0) (12.0) (56.5) (2l.1) (9.8) 

014392812 
(0.0) (15.0) (41.9) 00.1) (12.9) 

1113914 
(1.1) (11.8) (41.9) (]6.6) • (8.6) 

, 
(1. 1) 

, 
(2.2) 

6252833 
(6.4) (26.9) (30.1) (3S.5) 

6182045 
(6.6) (19.8) (22.0) (49.4) 

~ 11 14 13 50 
(6.4) (11.7) (14.9) (1J.8) (53.2) 

, 
(1.1) 

2101763 
(2.2) (10.8) (18.3) (67.7) 

1 14 31 37 11 
(1.1) (14.9} (33.0) 09.4) (11.7) 

, 
(1.1) 

o 
(0.0) 

, 
(2.1) 

, 
(2.2) 

5363912 
(5.4) (38.7) (4log) (12.9) 

5 43 40 
(5.1) (4;.7) (42.6) 

, 
(6.4) 

8123339 
(8.5) (12.8) (35.1) (41.5) 

]163141 
0.2) (17.2) (33.3) (44.1) 

AH @1n numhor from Table 85. 

bNulnber (percent in parenth@see). 

Nu.ol"'r 
11J',~Jng 

, 

, 

, 

, 
(~. 2) 

, 
(1. 6) 

, 
0·.\) 

HI Sa:npl~ eN-5]) 

, , 
3H152J 

(5.2) (H.I) (25.9) (19.6) 

, 
(3.3) 

, 
(4.9) 

, 
(9.8) " (60.1) 

5 19 9 24 
(8.5) (32.2) (15.2) (40.7) 

14812]5 
(1.7) (6.7) (13.3) (20.0) (58.3) 

591118lJ 
(8.6) (15,5) (19.0) (31.0) (25.9) 

613141611 
(10.0) (21.7) (21.]) (26.7) (18.1) 

, 
(5.2) 

, 
D.4) 

3 25 14 13 
(5.2) (43.1) (24.1) (22.4) 

5615]1 
(8.5) (10.2) (25.4) (52.5) 

o • 
(0.0) (L3.1) . " (13.1) (28.]) 

o 
(0.0) 

o 
(0.0) 

, 
(6.6) 

, " 
(8.2) (72.1) 

3 7 25 
(5.0) (11. 7) (41.1) 

, 
(3.3) 

, " 
(5.0) (91.7) 

2 8 14 17 19 
0.3) (n.3) (23.3) (26.3) (31.7) 

3 6 16 17 16 
(5.2) (l0.3) (27.6) (29.3) (27.6) 

37142016 
(5.0) (11.7) (23.3) 03.3) (26.7) 

077937 
(0.0) (11.7) (11.7) (15.0) (61.7) 

0) 81634 
(0.0) (.\.9) (13.1) (26.2) (55.7) 

Numb@r 
Missing 

, 

, 

, 
, 

.' 
, 

Total Sampl@ (NkI58) 
--

; 
(3.3) 

, 
(0.6) 

12 H 52 41 
(J.9) (27.2) (310.") rn.2) 

, 
(2.6) " (10.4) " (1 ';.7) '"' (70.6) 

1 19 4', 47 40 
(2.0) (12.4) (28.8) (30.7) (26.1) 

1112843M 
(2.0) (7.2) (18.J) (28.1) (44.4) 

5206]]8'4 
(3.]) (13.3) (1,2.0) (25.3) (H.O) 

6 27 53 44 23 
0.9) (17.6) (34,6) (28.8) (15.0) 

, 
(2.6) 

, 
(2.0) 

, 
(1.3) 

14 64 48 21 
(9.1) (42.4) 01.8) (ll.g) 

11 31 43 of, 
(7.2) (20.4) (28.3) (42.1) 

14 22 25 89 
(9.2) (14.5) (16.4) ('l8.6) 

14 28 17 20 75 
(9.1) (18.2) (11.0) (13.0) (48.7) 

, 
(0.6) 

, 
(1. 3) 

12 20 ll8 
(7.8) (13.1) (77.]) 

3 22 45 54 30 
(1.9) (110.3) (29.l) (35.1) 09.5) 

, 
(2.6) 

, 
(1. 9) 

, 
(1.1) 

, 
(1. 3) 

11 52 56 28 
(7.3) (34.4) (37.1) (l8.S) 

12 57 60 22 
(7.S) (37.0) (39.0) (14.1) 

H 19 42 11, 
(9.7) (12.l) (27.3) (/,9,4) 

5 24 47 75 
(3.9) (15.&) (30.5) (48.7) 

Nunhor 
M\",jn~ 

, 

, 

, 

----------------------

w 
o 

'" 
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Table A.14 

FUNCTIONAL STATUS ITEM FREQUENCY DIStRIBUTIONS 

Gancer Sample (N~9S) >IT Sample (Na 63) Total Sample (N-158) 

Item • 1 , 3 Missing 1 2 3 Missing 1 2 3 Missing 

1 " 19 0 56 5 , 132 24 2 
(80.0) (20.0) (91.8) (8.2) (84.6) (15.4) 

, 
" 48 1 " " 0 86 n 1 

(48.9) (51.1) (63. S) (36.5) (54.8) (45.2) 

3 " 18 3 0 53 , 5 1 127 " 8 1 
(77.9) (18.9) 0.2) (85.5) (6.4) (8.1) (80.9) (11 •. 0) (5.1) 

, 
" 15 " 1 21 9 32 1 75 24 57 2 

(57.4) (16.0) (26.6) (33.9) (14.5) (51.6) (48.1) (15.4) (36.5) 

5 " 28 5 , 36 16 10 1 96 " 15 3 
(64.5) (30.1) (5.4) (58.1) (25.8) (16.1) (61. 9) (28.4) (9.7) 

6 n " 1 0 48 9 6 0 119 32 7 0 
(74.7) (24.2) (1.0) (76.2) (14.3) (9.5) (75.3) (20.2) (4.4) 

7 85 10 0 0 59 , , 0 '" " 2 0 
(89.5) (10.5) (0.0) (93.6) (3.2) (3.2) (91.1) (7.6) (1.3) 

8 90 5 0 0 " 1 0 0 152 6 0 0 
(94.7) (5.3) (0.0) (98.4) (1.6) (0.0) (96.2) (3.8) (0.0) 

9 92 3 0 0 60 2 1 0 IS' 5 , 0 
(96.8) (3.2) (0.0) (95.2) (3.2) (1.6) (96.2) (3.2) (0.6) 

lOb 38 56 , 30 " 
, 68 87 3 

(40.4) (59.6) (49.2) ('50.8) (43.9) (56.1) 

11° 52 19 24 " " b 93 35 30 
(73.2) (26.8) (71. 9) (28.1) (72.6) (27.3) 

" 58 36 1 " 17 1 103 53 2 
(61. 7) (38.3) (72.6) (27.4) (66.0) (34.0) 

a lte .. nWllber from Table 9l. 
b 

(respouse of 2) ou People who reported wor~iug at a paid job ",ere assigned a score of not limited 
this itell.. 

CThis item "'as skipped by many respondents because of a faulty skip pattern. 
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APPENDIX B 

PRODUCT-MOMENT CORRELATIONS AMONG ITEMS 



Table B.l 

PRODUCT-MOMENT CORRELA!lONS a AMONG BELIEFS AIlOUT RECOVERY ITEMS: CANCER SA.'fi'LE 

Itemb 1 2 3 4 

1 1.00 

2 .67 1.00 

3 

4 

.76 

.47 

.76 1.00 

.56 .60 1.00 

5 6 

5 -.08 -.19 -.15 -.11 1.00 

-.40 -.39 -.44 -.34 .30 1.00 

7 8 

.57 

.55 

.71 .63 

.61 

.49 -.15 -.30 1.00 

.67 .49 -.16 -.45 .71 1.00 

, 

6 

7 

8 , -.26 -.37 -.39 -.27 .24 .34 -.42 -.44 1.00 

10 

.35 .34 .40 .28 -.30 -.23 .42 .58 -.24 1.00 

11 

.M .72 .66 .49 -.27 -.45 .58 .66 -.28 .47 1.00 

-.U -.47 -.49 -.47 .08 .27 -.49 -.50 .22 -.25 -.39 

12 13 

1.00 

.27 .39 .31 .39 -.06 -.18 .35 .27 -.18 .09 .39 -.33 1.00 

14 

.18 .15 -.12 -.38 .43 -.39 1.00 

15 

-.31 -.46 -.37 -.16 

.18 .05 .15 .17 .32 

.24 -.39 -.44 

.08 ." .16 .09 .06 -.01 -.20 .M .05 1.00 

16 

.09 -.04 .04 -.08 .15 .06 -.22 1.00 

17 18 19 20 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

-.06 

.22 

.28 

.41 

.25 

.11 

.46 

.51 

.27 

.24 

.33 

.42 

.19 

.29 .26 -,05 

.02 -.32 

.00 -.28 

.23 -.16 

.07 

.29 

.40 

.41 

.22 

.07 -.14 

,20 -,06 

.39 -.16 

.40 -,06 

.22 -.01 

.10 

.10 

.20 

.20 

.06 

.03 -.07 

.04 -.20 

.34 -.15 

.36 -.14 

.04 

.09 .OZ .70 -.08 1.00 

.24 

.23 

.03 .12 

aeorrelations are baged on pairwise deletion of missing data (N .. 87 to 93). 

bItem n\lmber from Table 5. 

.07 

.38 -.19 

.31 -.25 

.08 .00 

.OZ .00 

.07 -.05 

.04 .00 

.ll 1.00 

.19 

.25 

.83 1.00 

.69 .70 1.00 

w 
~ 
N 



Table B.2 

PRODUCT-MOMENT CORRELATIONS
a 

AMONG BELIEFS ABOUT RECOVERY' ITEM>; HI SAMPLE 

Itemh 1 2 3 4 

1 1.00 

2 .36 1.00 

3 

4 

.35 

.02 

.64 1.00 

.29 .31 1.00 

5 6 7 8 , 10 11 

5 -.15 -.09 -.05 -.05 1.00 

6 

7 

8 , 

-.45 -.43 -.16 -.17 .12 1.00 

.27 

-.03 

.27 

.16 

.08 .06 -.J2 -.40 1.00 

.07 -.03 

.11 -.20 -.02 -.12 

.15 .10 .14 .09 

.27 .42 .33 .34 

.06 -.26 -.27 -.26 

.25 -.36 

.22 -.01 

.22 1.00 

.02 .06 1.00 

.03 .13 -.28 -.15 -.06 1.00 

-.24 -.U .24 .m -.18 .15 1.00 

-.01 .33 -.12 -.28 .34 .22 -.22 

12 13 

1.00 
.02 .28 -.04 1.00 

14 

• 04 

.23 -.~ -.04 .41 .08 

.03 -.U .~ -.19 -.47 

.06 -.05 

.22 .26 .18 .34 .01 1.00 

15 

• 02 

.17 

.14 

.15 .15 -.02 -.22 -.08 .13 .04 -.17 -.08 -.21 -.23 -.21 1.00 

16 

• 06 

-.15 

.18 

-.15 .06 -.02 .04 -.05 .07 .19 -.02 . as .20 .18 . 01 .29 .09 -.44 1.00 

17 

.32 .32 -.37 -.06 .00 .00 -.11 .10 -.08 -.10 .03 .55 -.21 1.00 

18 " 20 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

• 06 

.20 

.17 

.37 

.35 

.31 

.34 -.14 

.34 -.06 

.00 -.33 

.16 -.42 

.14 -.40 

.04 

.05 .14 -.05 

.19 -.11 

.14 -.09 

.23 .14 -.OJ 

.19 -.07 

.04 -.14 

.06 -.26 

• 00 .27 .08 1.00 

." 

.30 .28 .00 

.11 

.05 

.17 

.06 .15 

8Corre1ations are based on pairwise deletion of missing data (N .. 36 to 42). 

buem number from Table 5. 

• 06 

.00 .02 -.19 -.05 

.14 -.06 

.05 -.03 

.84 1.00 

.79 .92 1.00 

w 
~ 
w 



Itemb 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

• 

1 2 

1.00 

.32 1.00 

.41 .46 

-.26 -.54 

.20 .35 

.34 .05 

.30 .06 

-.22 -.04 

.06 -.10 

.04 -.02 

-.24 -.02 

.06 .02 

.00 .20 

Table B.3 

PRODUCT-MOMENT CORRELATIONS a AMONG 13 ATTITUDES 
ABOUT DEATH ITEMS: CANCER SAMPLE 

3 4 5 6 7 8 9 10 

1.00 

-.42 1.00 

.42 -.40 1.00 

.21 -.17 -.04 1.00 

.09 -.01 -.15 .49 1.00 

.08 .01 .32 -.30 -.47 1.00 

.00 .04 -.20 -.06 -.09 .06 1.00 

-.04 -.03 -.14 -.12 _.10 .13 .77 1.00 

-.03 .04 .03 -.03 -.14 .19 -.35 -.32 

.06 -.03 .06 .07 .34 -.28 .09 .13 

.34 -.19 .22 -.07 -.14 .34 .26 .37 

Coefficients based on pairwise deletion of missing data (N • 81 to 92). 

bItem number from Table 19. 

11 12 13 

w 
~ 
~ 

1.00 

-.45 1.00 

-.02 -.13 1.00 



ttemb 1 2 

1 1.00 

2 .22 1.00 

3 .65 .40 

4 -.41 -.55 

5 .21 .61 

6 .26 .12 

7 .48 .13 

8 -.09 .20 

9 -.01 -.08 

10 -.08 -.23 

11 -.13 -.04 

12 .26 .22 

13 .25 .08 

Table B.4 

PRODUCT-MOMENT CORRELATIONS a AMONG 13 ATTITUDES 
ABOUT DEATH ITEMS: HI SAMPLE 

3 4 5 6 7 8 9 10 

1.00 

-.40 1.00 

.33 -.25 1.00 

.31 -.22 .03 1.00 

.28 -.28 -.02 .63 1.00 

.00 .04 .22 -.21 -.21 1.00 

-.07 .19 -.12 .02 .07 -.03 1.00 

-.11 .38 -.11 -.03 .11 .03 .65 1.00 

-.09 .04 -.03 -.10 -.14 -.14 -.10 -.19 

.26 -.23 .04 .34 .42 -.13 .19 .21 

.33 -.04 .15 .11 .28 -.01 .10 .17 

aCoefficients based on pairwise deleting of missing data (N. 57 to 60). 
b Item numbers from Table 19. 

11 12 13 

w 
~ 
~ 

1.00 

-.19 1.00 

-.08 .29 1.00 



Table B.S 

PRODUCT-MOMENT CORRELATIONS8 AMONG 13 A'ITITUDES 
ABOUT DEATH ITEMS: TOTAL SAMPLE 

Itemb 1 2 3 4 5 6 7 8 9 10 11 12 13 

1 1.00 

2 .32 1.00 

3 .54 .50 1.00 

4 -.35 -.59 -.46 1.00 
5 .25 .51 .46 -.43 1.00 

w 6 .30 .08 .25 -.18 .00 1.00 
~ 

7 .35 .04 .13 -.07 
~ 

-.14 .55 1.00 
8 -.07 .18 .18 -.11 .40 -.23 -.37 1.00 
9 .06 -.02 .02 .04 -.10 -.02 -.03 .09 1.00 

10 .00 -.07 -.04 .10 -.09 -.07 .00 .11 .72 1.00 
11 -.18 -.01 -.04 .03 .02 -.06 -.14 .07 -.23 -.26 1.00 
12 .14 .07 .14 -.09 .03 .20 .38 -.21 .13 .17 -.33 1.00 
13 .18 .27 .42 -.24 .31 .03 .00 .32 .23 .28 -.02 .04 1.00 

8Coefficients based on pairwise deletion of missing data (N. 141 to 151). 
b 

Item number from Table 19. 



Table B.6 

PRODUC[-MOHENT CORRELATIONS
a 

AMONG SENSE OF CONTROL ITEMS: CANCER SAMPLE 

Itemb 1 2 3 4 5 6 7 

1 1.00 

2 -.23 1.00 

3 .33 -.15 1.00 

4 -.27 .24 -.29 1.00 

5 .45 -.32 .47 -.34 1.00 
w 6 -.31 .25 -.20 .53 -.34 1.00 ~ 
~ 

7 -.06 -.04 -.08 -.07 .08 -.10 1.00 

• Correlations based on pairwise deletion of missing data 
(N - 89 to 94) 

b 
Item number from Table 29. 



Table B.7 

PRODUCT-MOMENT CORRELATIONS a AMONG SENSE OF CONTROL ITEMS: MI SAHPLE 

Itemb 1 2 3 4 5 6 7 

1 1.00 

2 -.26 1.00 

3 .21 -.06 1.00 

4 -.54 .36 -.30 1.00 

5 .44 .14 .25 -.30 1.00 w 
~ 

6 -.47 .46 -.11 .41 -.27 1.00 
~ 

7 .09 .14 .49 -.16 .41 -.15 1.00 

• Correlations based on pairwise deletion of missing 
data (N - 55 to 62). 

b Item number from Table 29. 



Table B.B 

PRODUCT-MOMENT CORRELATIONS a AMONG SENSE OF CONTROL ITEHS: TOTAL SAMPLE 

b Item 1 2 3 4 5 6 7 

1 1.00 

2 -.23 1.00 

3 .27 -.04 1.00 

4 -.37 .33 -.25 1.00 

5 .44 -.16 .36 -.33 1.00 

6 -.36 .36 -.13 .50 -.33 1.00 w 
~ 

7 .00 .10 .22 -.06 .15 -.08 1.00 ~ 

a 
Correlations based on pairwise deletion of missing data 
(N - 145 to 155) 

b 
Item number from Table 29. 



Table B.9 

PRODUCT-MOMENT CORRELATIONS8 AMONG SELF-ESTEEM/BODY IMAGE ITEMS: CANCER SAMPLE 

Self-Esteem Body Image Change in Body Image 

Item b 1 2 3 4 5 6 7 8 9 10 11 12 13 

1 1.00 

2 .35 1. 00 

3 -.28 -.12 1.00 

4 -.33 -.44 .46 1.00 

5 -.13 .03 .24 .29 1.00 
~ 6 -.25 -.32 .36 .47 .40 1.00 N 
0 

7 -.25 -.18 .29 .56 .13 .52 1.00 
8 -.20 -.23 .57 .62 .25 .41 .61 1.00 
9 .09 .22 .00 -.29 .05 -.12 -.49 -.33 1.00 

10 .20 .33 -.28 -.52 -.18 -.35 -.59 -.58 .51 1.00 
11 .18 .24 -.31 -.39 -.25 -.30 -.50 -.57 .33 .73 1.00 
12 .14 .25 -.34 -.48 -.24 -.34 -.45 -.51 .34 .51 .59 1.00 
13 -.18 -.33 .19 .33 .11 .28 .57 .47 -.40 -.65 -.64 -.48 1.00 

8Coefftcienta are calculated based on pairwise deletion of missing data (N - 86 to 93) 

b1tem number from Table 35. 
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Table B.10 

PRODUCT-MOMENT CORRELATIONSa AMONG SELF-ESTEEM ITEMS: HI SAMPLE 

Item 

Itemb 1 2 3 4 5 6 

1 1.00 

2 .38 1.00 

3 -.16 -.16 1.00 

4 -.38 -.47 .32 1.00 

5 -.06 -.06 .38 .13 1.00 

6 -.18 -.38 .26 .43 .23 1.00 

a 
Coefficients are cal.culated baaed on pairwise 

cleleti011 of lIissing data (N • 57 to 61). 

bIteDl nUllber from. Table 3S. 
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Table B.l4 

PRODUCT-MOMENT CORRELATIONSa AMONG 13 WILL TO LIVE ITEMS: CANCER SAMPLE 

Item b 1 2 3 4 5 6 7 8 9 10 11 12 13 

1 1.00 

2 -.02 1.00 

3 .24 .20 1.00 

4 .56 .13 .41 1.00 

5 .09 -.26 .11 .00 1.00 

6 -.48 -.23 -.61 -.37 -.06 1.00 w 
N 

7 .27 -.13 .16 .09 .11 -.17 1.00 ~ 

8 .18 -.05 .23 .17 .19 -.19 .41 1.00 

9 .38 -.03 .25 .21 .18 -.27 .49 .70 1.00 

10 .21 -.12 .08 .12 .36 -.14 .43 .71 .78 1.00 

11 -.29 -.11 -.44 -.20 -.10 .65 -.12 -.03 -.17 -.01 1.00 

12 .37 .19 .49 .28 .08 -.64 .15 .13 .28 .11 -.69 1. 00 

13 .47 .07 .47 .28 .10 -.76 .16 .22 .38 .20 -.60 .62 1.00 

a Coefficients based on pairwise deletion of missing data (N = 87 to 93). 

b1tem number from Table 54. 



Table B.15 

PRODUCT-MOMENT CORRELATIONSa AMONG 13 WILL TO LIVE ITEMS: MI SAMPLE 

Item b 
1 2 3 4 5 6 7 8 9 10 11 12 13 

1 1.00 

2 .21 1.00 

3 .32 .18 1.00 

4 .34 -.06 .58 1.00 

5 .06 .17 -.03 -.04 1.00 w 
N 

6 -.21 -.24 -.62 -.34 .04 1.00 "' 
7 .20 -.08 .12 .25 .14 -.13 1.00 

8 .24 .01 .07 .18 .35 -.03 .28 1.00 

9 .46 .10 .26 .27 .38 -.19 .38 .54 1.00 
10 .41 .06 .16 .13 .50 -.18 .35 .60 .80 1.00 
11 -.06 -.04 -.18 -.11 -.17 .22 -.31 .03 -.23 -.12 1.00 
12 .29 .25 .34 .08 .17 -.34 .28 .28 .52 .48 -.31 1.00 
13 .45 .10 .37 .22 .11 -.28 .24 .29 .52 .50 -.16 .53 1.00 

aCoefficients based on pairwise deletion of missing data (N - 58 to 61). 
b 

Item number from Table 54. 



Table B.16 

PRODUCT-MOMENT CORRELATIONSa AMONG 13 WILL TO LIVE ITEMS: TOTAL SAMPLE 

Item 
b 1 2 3 4 5 6 7 8 9 lO 11 12 13 

1 1.00 

2 .03 1.00 

3 .32 .14 1.00 

4 .46 .01 .51 1.00 

5 .10 -.09 .04 .00 1.00 

6 -.33 -.23 -.60 -.36 -.01 1.00 w 
N 

7 .30 -.15 .18 .21 .14 -.15 1.00 ~ 

8 .27 -.07 .17 .20 .28 -.12 .40 1.00 

9 .42 .01 .26 .25 .28 -.24 .44 .62 1.00 

10 .29 -.05 .11 .12 .42 -.16 .38 .65 .78 1.00 
11 -.18 -.06 -.30 -.16 -.14 .45 -.22 -.02 -.21 -.06 1.00 
12 .37 .16 .42 .21 .14 -.49 .28 .26 .40 .27 -.50 1.00 
13 .47 .06 .42 .26 .12 -.54 .23 .27 .45 .32 -.40 .59 1.00 

aCoefficients based on pairwise deletion of missing data (N - 146 to 153). 
b 

Item number from Table 54. 



Table B.17 

PRODUCT-MOMENT CORRELATIONS· AMONG ACTIVE COPING ITEMS: CANCER SAMPLE 

It ... b 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

1 1.00 

2 .32 1.00 

3 .67 .44 1.00 

4 -.28 -.09 -.22 1.00 

5 .22 .15 .14 -.13 1.00 w 
N 

'" 6 -.03 .01 .02 .22 -.29 1.00 

7 • 23 .14 .13 -.18 .60 -.21 1.00 

8 .18 • 03 .12 -.13 .39 -.11 .47 1.00 . 

9 .11 .19 .22 .08 .23 -.03 .13 .23 1.00 

10 .35 .05 .22 -.04 .36 .07 .20 .23 .18 1.00· 

11 .20 -.03 .12 .10 .37 -.15 .41 .18 .06 .39 1.00 

12 .25 .15 .11 .01 -.03 .02 .19 .09 -.03 .16 -01 04 1.00 

13 -.05 .01 .00 -.19 -.15 .02 .05 .01 -.08 -.15 .01 -.16 1.00 

14 -.16 .12 -.09 .12 -.12 .16 -.11 -.18 .00 -.17 -.18 -.52 .33 1.00 

15 .05 -.12 -.10 .14 -.13 -.02 -.12 -.07 -.10 .06 .14 .16 -.31 -.28 1.00 

·Coefficients based on pairwise deletion af m1aalna data (N • 88 to 95). 

bItem number from T.ble 62. 



Table B.18 

PRODUCT-HOKBNT CORltELATIONSa AlIlNc ACTIVE COPING ITEMS: HI SAMPLE 

It ... b 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

1 1.00 

2 .10 1.00 

3 .04 .30 1.00 

4 -.17 .24 -.16 1.00 

5 -.18 -.11 -.15 .04 1.00 

6 .16 .16 .16 .05 -.30 1.00 

7. -.02 -.10 -.11 -.08 -.04 -.03 1.00 
w 
N 
~ 

8 .10 -.21 -.12 -.08 .07 .24 .33 1.00 

9 .00 .08 .35 -.10 .17 .07 -.10 -.08 1.00 

10 .27 .04 -.11 .13 .06 .11 -.13 .00 .08 1.00' 

11 .19 -.03 -.13 .02 .33 -.06 -.13 .34 .03 .20 1.00 

12 .18 -.10 .08 -.12 .03 .18 .06 .22 .14 .15 .21 1.00 

13 -.11 .33 -.01 .13 -.27 .08 .01 -.09 -.17 -.15 -.20 -.12 1.00 

14 .06 .31 .12 .09 -.34 .05 .11 -.19 -.24 .00 -.26 -.18 .46 1.00 

15 -.06 .24 .05 .28 -.02 .27 -.22 -.18 .14 .23 -.05 -.04 -.05 -.06 1.00 

aCoefficients based on pairwise deletion of 'missing data (N. 57 to 62). 

bItem numbe'l" from Table 62. 



Table B.19 

PRODUCT-MOMENT CORRELATIONS
A 

AKONG ACTIVE COPING ITEMS: TOTAL SAMPLE 

Item b 1 2 3 4 5 6 1 8 9 10 11 12 n 14 15 

1 l.00 

2 .23 l.00 

3 .43 .31 1.00 

4 -.22 .06 -.19 l.00 
5 .10 .09 .03 -.08 l.00 
6 .03 .06 .01 .14 -.28 l.00 w 

w 
.04 .36 0 1 .12 .02 -.12 -.n l.00 , 

8 .14 -.06 .00 -.11 .30 .03 .40 l.00 
9 .04 .15 .22 -.01 .23 .01 .02 .12 l.00 

10 .29 .05 .01 .01 .32 .09 .08 .11 .19 l.00 
11 .18 -.02 .00 .06 .31 -.11 .20 .24 .09 .38 l.00 
12 .23 .02 .13 -.05 -.04 .08 .12 .12 -.03 -.05 .00 1.00 
13 -.09 .14 -.04 -.05 -.n .05 .02 .00 -.03 -.06 .00 -.22 l.00 
14 -.08 .20 -.02 .10 -.14 .12 -.01 -.15 -.05 -.04 -.15 -.39 .42 l.00 
15 .04 .00 .01 .20 -.14 .01 -.14 -.14 -.08 .02 .01 .16 -.28 -.24 l.00 

ACoefflclents bAaed on pairwise deletion of mi •• ins data eN. 147 to 157). 
bItem number from ~ab1e 62. 



Table B.20 

PRODUCT-MOMENT CORRELATIONS a AMONG ACCEPTANCE/REJECTION ITEMS: CANCER SAMPLE 

b 
Item 1 2 3 4 5 6 7 

1 1.00 

2 -.24 1.00 

3 .12 .32 1.00 

4 .04 -.15 -.12 1.00 

5 -.14 .61 .47 -.23 1.00 
w 6 .05 -.26 -.23 .68 -.38 1.00 w 
~ 

7 .24 -.26 -.15 .36 - .. 31 .62 1.00 

a 
Coefficients based on pairwise deletion of missing data 
(N = 88 to 94) 

b 
Item number from Table 68. 



Table B.2l 

PRODUCT-MOMENT CORRELATIONS a AMONG ACCEPTANCE/REJECTION ITEMS: MI SAMPLE 

b Item 1 2 3 4 5 6 7 

1 1.00 

2 -.31 1.00 

3 -.11 .30 1.00 

4 .19 -.16 -.11 1.00 

5 -.23 .48 .48 -.16 1.00 

6 .17 -.01 .00 .48 -.02 1.00 w 

7 .00 .04 .09 .35 
w 

.26 .31 1.00 N , 
• Coefficients based on pairwise deletion of missing data 

(N • 59 to 61). 

bItem number from Table 68. 



Table B.22 

p.RODUCT-MOMENT CORRELATIONSa AMONG ACCEPTANCE/REJECTION ITEMS: TOTAL SAMPLE 

Itemb 1 2 3 4 5 6 7 

1 1.00 

2 -.26 1.00 

J .03 .31 1.00 

4 .07 -.14 -.11 1.00 

5 -.18 .54 .48 -.18 1.00 

6 .08 -.14 -.14 .62 -.23 1.00 w 
w 
w 

7 .18 -.14 -.08 .35 -.13 .54 1.00 

a Coefficients based on pairwise deletion of missing data 
(N· 148 to 156). 

b Item number from Table 68. 
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Table B.24 

PRODUCT-MOMENT CORRELATIONS
a 

AMONG PLEASURES/BENEFITS ITEMS: CANCER SAMPLE 

Item b 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

1 1. 00 

2 .15 1.00 

3 -.01 .00 1.00 

4 .42 .29 .03 1.00 

5 -.10 -.07 .09 -.03 1.00 

6 .05 .21 -.31 .26 -.10 1. 00 
w 
w 7 .09 .14 -.34 .10 -.33 .23 1.00 ~ 

8 .12 .26 .15 .10 -.06 .00 .00 1.00 
9 .21 .19 -.08 .12 -.10 .08 .21 .35 1.00 

10 .30 .25 .24 .18 -.26 -.13 .06 .12 .04 1.00 
11 -.17 -.08 -.16 .11 .21 .27 .12 -.14 -.03 -.50 1.00 
12 .18 -.07 -.02 .18 .34 -.07 -.14 -.26 -.16 -.18 .34 1.00 
13 .10 .32 .11 .18 -.12 .16 .16 .14 .10 .30 -.16 -.15 1.00 
14 .24 .39 -.19 .11 -.01 .29 .23 .09 .29 -.01 .06 -.01 .06 1.00 
15 .28 .00 .23 .09 -.20 -.07 .04 .14 -.01 .49 -.20 -.12 .09 -.01 1.00 

aCoefficients based on pairwise deletion of missing data (N = 87 to 95). 
b 

Item number from Table 79. 



Table B.2S 

PRODUCT-MOMENT CORRELATIONSa k~ONG PLEASURES/BENEFITS ITEMS: MI SAMPLE 

Item b 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

1 1.00 

2 .03 1.00 

3 .10 .32 1.00 

4 .06 .24 .18 1.00 

5 -.10 -.01 -.03 -.13 1.00 

6 .07 .37 .20 .40 .04 1.00 w 
w 

7 .28 .09 -.17 .33 -.25 .12 1.00 ~ , 
8 .16 .06 .00 .08 -.18 .09 .21 1.00 

9 .00 .23 .19 .39 -.30 .32 .20 .33 1.00 

10 .27 .22 .08 .21 -.18 .09 .24 .13 .21 1.00 

11 -.09 .32 -.28 .34 .04 .28 .21 .15 .19 -.03 1.00 

12 .04 .03 -.29 .34 -.06 .30 .31 .24 .09 -.09 .60 1.00 

13 .06 .21 .08 .29 -.08 .24 .04 -.20 .24 .45 -.06 -.06 1.00 

14 -.03 .06 -.18 .11 .28 .17 .21 .22 .23 .10 .33 .27 .09 1.00 

15 .28 .14 .31 .18 -.05 .02 .26 .08 .00 .51 -.14 -.14 .19 -.05 1.00 

a Coefficients based on pairwise deletion of missing data (N = 57 to 62). 

bItem number from Table 79. 



Tabl~ B.l6 

PRODUCT-MOMENT C{lRRELATIONS' - PLI:.\SUllES!BE9EFIT5 ITPIE : TOtAL SAMPLE 

Ito.,,1> • , • • , w n " D " " , '.00 , .n '.00 , .M .n '.00 , .n .W .n .100 , -.Il -.06 ." -.06 1.00 

." .U -.ll ." -.04 1.00 

.n .0> -.30 .n -.28 .n 1.00 " , 

• .n .U -.05 . ., -." ... .W 1.00 , .n .,. ." .n -.18 .U .,. .,. LOO 
W .W ." .U .,. -.23 -.05 .W .n .W LOO 
n -.15 ." -.23 .U .U ." .U .00 ." -.31 1.00 
n .n -." -.14 .n .U .M ." -.M -.06 -.15 ." LOO 
D .n .n .U .,. -.12 .n ." -.08 .U ." -.14 -.12 LOO 
U .U .n -.16 .n .W .n .U .n ." .M .n .W .W LOO 

" .,. .0> .n .i4 -.15 -." .W .W -.01 .W -.18 -.13 .n -.02 LOO 

·CoefficunU b ... "" 0 .. pa1rwj.ae delHion of .. issing data (Ii • 11,7 •• 156) • 

bIte .. """,her fro .. Table '" 
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SDPfl 

VERSION# 

I~ ARDo 

I I 

1-6/ 

7-8/ 

9-10/ 

11-15/ 

COPING WITIIILLNESS QUESTIONNAIRE 

People who are being treated for various medical conditions are 
filling out this questionnaire. Its purpose is to understand how people 
feel about their experience with illn~s5. This information ~ill assist 
in the development of programs to help people like you cope most effectively 
with illness. 

People with many different kinds of medical conditions ~ill answer 
these questions. so some of the questions l.:ill .J.?ply to you more than 
others. Please try to anso;.:er each one as honestly as you can. There 
are no right or "'Tong ans\,;ers, \\e are interested in your feelings and 
opinions. 

You should knrn.' that your name \o'i11 not be conllected ~it.h the" 
questionnaire and all results \Oill be present.ed in summary form. All 
information that ,-,auld permit your identification I.:ill be regarded 
as strictly confidential, ""ill be used only for the purposes of the 
survey, and ~ill not be disclosed or released for any other purposes 
!dthout prior consent, except as required by lal .... 

The questionnaire will take about an hour to fill out. Try to 
do it; in a quiet place so you can think about each question. Tne 
questionnaire is guiLe long and you may become tired before you 
finish. If yolt do, put it aside for a short time and finish it 
la'ter. It is impor"tant co begin our research with many questions, but 
we plan to reduce the length of the ques"tionnaire after analyzing 
the ans~ers from the first group of people. 

We are also asking your permiSSion to contact your doc"tor because 
!.Ie are interested in knmdng de"tails about your diagnosis and 
treatment. we will not release any information from this questionnaire 
"to your doctor. 

Thank you for your help. we hope you find the questions 
interesting. when you've filled out all the questions, return i't in 
che envelope we've attached. Feel free to talk ~ith Anita Ste,,:ar"t 
abou"t any reaccions you ha\'e to the ques"tionnaire (393-0411. extension 
673) . 
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Some asppcts of people's backgrounds are important in understanding 
the kind of help they need \<hen faced \o,-ith illness. 

L ',.'hat is your sex? 
(Circle the number next to the correct or most accurate response.) 

nALE ......................•. l 

FEMALE ...••••......•..•.•... 2 

2. How old were you on your last birthday? 
(write your age on the line.) 

3. At this time are you: 

4. Do you have any children? 

YEARS 

married? ..........•........ 1 

separated? . . . . . . . . . . . . . . . . .. 2 

divorced? .................• 3 

\oiidolo:ed? ....•.............. 4 

never married? ............. 5 

yES ...........••..•... 1 

NO •...•.•••.•••.••..•. 2 (Skip to 
Q.5) 

4A. How many children do you haVe living at home? 

4B. Living at home. do you have: 

pre-school children (l-S)? 

school age children (6-12)7 

'teenagers (13-19)? 

CHILDREN 

NO,,"E AT HOm: .••. 00 (Skip to 
Q.5) 

YES SO 

1 2 

1 2 

1 2 

older chil::iren (20 and over)'? 1 2 

CARD 01 

16/ 

17-18/ 

19/ 

20/ 

21-22/ 

23/ 

24/ 

25/ 

26/ 
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5. Not counting children do you: 

live alone? .......... 1 (Skip to 27/ 

have ot:hers living 
in your household? •. 2 

SA. Does your household include: 

Your spouse or other maLe? 

relatives? 

friends? 

SB. How MBny people, counting children and 
who usually live with you, Bra in your 

(Count yourself!) 

6. Are you currenLly working Bt a paid job? 

YES ---> 6A. How many hours per week do 
you work? 

YES 

1 

1 

1 

any others 
household? 

Q.6) 

NO 

2 

2 

2 

PEOPLE 

AVERAGE 
HOeRS PER 
WEEK 

(Skip to Q.7) 

EQ ---> 6B. Are you: 
(Pick the best ~) 

Unemployed, ............... 1 

Retired? ................. 2 

Disabled? ................ 3 

In school:' ................ 4 

Keeping house? ........... 5 

6C. Does your illness keep vou from working at a job 
or going to school? 

28/ 

29/ 

30/ 

31-33/ 

34-35/ 

36/ 

yES ............... 1 37/ 

NO. . • . • • • • . • • . • • .. 2 (Skip to 
Q.") 

CARl) 01 
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7. Does your illness limit the kinds or amounts of work or 
schoolwork that you usually do? 

YES .....•••..•••..•..•.••. 1 

NO •..•..•.•....•...••.••.• 2 

8. How many years of regular school (including college) did you 
finish and get credit for? 

9. What is the highest degree or diploma you have? 

YEARS OF 
SCHOOL 

No degree or diploma ............... 1 

High school diploma ................. 2 

Associate (A.A.) .................... 3 

Bachelors (B.A. or B.S.) ............ 4 

Haster's (M.A., M.S., }lBA, etc.) .... 5 

Professional om. Ph.D .• Law 
Degree. etc.) .................... 6 

Other ............................... 7 

10. Counting all income from all sources, \o,'hat \o,'as your total 
family income (before taxes) in 1979? 
INCLUDE WAGES. TIPS OR CaMHI SS IONS , SOCIAL SECURITY, DIVIDEl\DS, 
PENSIONS, ALIMONY, WELFARE, ETC. 

IF YOU'RE NOT SURE, USE YOUR BEST ESTI~TE. 

Less than 510,000 .................... 1 

510,000 to 519,999 ... . ...... ..... . . 

$20,000 to S29. 999 ..... ..... ....... 

PO,OOO w 539,999. . . . . .. ....... 

540,000 0' more .... ... . .. . . .. ..... 

11. Including yourself, h~ many people were dependent on that 
income in 1979? 

. . 

.. . 

2 

3 

4 

5 

____ PEOPLE 

CARD.Ol 

38/ 

39-40/ 

41/ 

42/ 

~]-451 
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12. What would you say is your oloin main racial or ('thoie group? 

~IERICA.'Ii I~DIAN OR ALASKAN 'lATIVE ..•. 1 

ASIAN OR PACIFIC ISLANDER ............ 2 

BLACK (~OT OF HISPk~IC ORIGIN) ....... 3 

HISPA.~IC ... _ ... _ ..................... 4 

'f.'RITE (NOT OF HISPANIC ORIGIN) ....... 5 

OTHER ________ _ .... ' ... 6 

13. H~ important are religious or spiri~ual beliefs in helping 
you deal with everyday problems in life? Would you say: 

very important? "',' ........... 1 

somewhat important7 ............. 2 

not very important? ............ 3 

not at all important? .......... 4 

CARD 01 

46/ 

47/ 
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PART TWO - DESCRIBING YOUR ILLNESS 

Th~ first fel., questions are very impoT!.ant and c.~n have long 
anS\.;ers. For this quesLionnaire, try (0 ansl.-er them fairly 
briefly. 

1. Holo; , .. .'ould you describe your health problem? 

i 

2. Why do you think you have it? 

-,--

---------------- - -'-

3. "''hat do you think •• >'ill bappen t.o you as a resul t of your
medical condition? 

4. Why do you think this will nappen? (Is it from 
you read or heard, something you feel, or ,,-hat? 
told you, who told you?) 

------------,-

! '-

something 
I f someone 

/ 

5. At this time are you receiving any treatment~ or taking any 
medicines for yOll illness: \i.·hat kinds? 

,--
IU 

48-53/ 

54-56/ 

57-62/ 

63-68/ 

7-8/ 

9-12/ 

13-16/ 

17-20/ 

11-24/ 
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6. Compared with one month ago, would you say your health in general is: 

better, .................... 1 

about the same, ..........•. 2 

or ",'orse?................. 3 

7. In general, would you say your healt.h right. nm, is: 

excellent, ..•..•.•......... 1 

good, ...................... 2 

fair, ...................... 3 

or poor? .................. 4 

S. Ho,", long has it been since you last sa~' a medical doctor 
for this health problem? 

\tiEEKS AGO 

~nd/~ 

~n~/~ 

____ ~IO\THS AGO 

YEARS AGO 

9. How long has it been since you first cont.act.ed a medical 
doct.or about. the main health problem that. is currently 
bothering you? 

\"EEKS AGO 

Ed/?> 
<§d/3> 

!10~THS AGO 

YEARS AGO 

10. Does your illness limit vou in an\' ,",ay in doing the things 
you like to do in your free time? 

i"ES. . . . . . . . . . . . . . • . . . . . . . .. 1 

NO ••••••••••••••••••••••••• 2 

11. Does your health limit the kinds or amounts of vigorous 
activit.ies you can do such as running. lifting heavy object.s. or 
participat.ing in active sports? 

YES •.••.••..•.••••....••••.• 1 

NO. • • • • . . • . . . • . • . . . . . . • . • •. :! 

12. Does your health limit the kinds or amounts of moderat.e 
activities you can do such as mO\'ing a table. carrying groceries, 
or bOIo'ling? 

YES •.••.•••.••••••....•.••. I 

NO .••.•••.••••..•••..•••.•. 2 

CARD 02 

25/ 

26/ 

27-28/ 

29-3D/ 

31-32/ 

33-34/ 

35-36/ 

37-38/ 

39/ 

40/ 

41/ 
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YES, NO. 
Bur O!\LY I CA."l'r 

YES SLO\o,'LY DO THIS 
13. If you had to, could you do 

light work around the house 
like dusting or washing dishes? ..... 1 2 3 42/ 

14. If you had to, could you run a 
a short distance? ....•.............. 1 2 3 43/ 

15. Can you walk uphill or upstairs? •... 1 2 3 44/ 

16. Can you walk a block or more? ....... 1 2 3 45/ 

17. Can you walk around inside the house? 1 2 3 46/ 

IB. Can you dress yourself? ...•......... 1 2 3 47/ 

19. Can you bathe without help? ......... 1 2 3 48/ 

20. During the past month, how much pain have you had? 

A GREAT DEAL or PAIN................ 1 49/ 

SO~IE PAIN........................... 2 

A LITTLE PAIN....................... 3 

NO PAIN AT ALL ..................... 4 

21. During the past 30 days, did you have: YES NO 

A. A cough, without fever, which lasted 
at least 3 weeks? .............................. 1 2 50/ 

B. A sore throat or cold, with fever, lasting 
more than 3 days? .......................•....•. 1 2 51/ 

C. A weight loss of more than 10 pounds (unless 
you were diering)? .............••....••..•...•. 1 2 52/ 

D. An upset stomach, for less than 24 hours? .•.•.. 1 2 53/ 

E. Stiffness, pain or swelling of joints, 
lasting more than 2 \!leeks? ..................... 1 2 54/ 

F. Backaches • • 0 1 2 or SCl.atl.ca, ......•.........•.....••.• 55/ 

G. Trouble falling as leep at night? ............... 1 2 56/ 

CARD 02 
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H. Getting up exhausted in the mornings, e\'en 
with the usual amount of slpep? ............... . 

I. A skin rash, or breaking out on any part 
of the body? .................................. . 

J. Shortness of breath with light exercise or 
1 ight work? ................................... . 

K. Chest pain when exercising? ................... . 

L. Your nose stopped up, or sneezing or 
allergies for 2 weeks or more? ................ . 

H. Swollen ankles ",hen you wake up? .............. . 

N. Headaches almost every day? ................... . 

O. A cough without fever, which lasted for 
less than a week? .......................... . 

P. Loss of consciousness, fainting, or passing 
out? .......................................... . 

Q. Acid indigestion or heartburn after many 
meals? ........................................ . 

R. A sprained ankle, but you could still walk? .... 

S. A toothache? .................................. . 

T. Stomach "flu" or virus (gastroenteritis) ~ith 
vomiting or diarrhea? ......................... . 

U. Bleeding (other than nose 
not caused by accident or 

bleed or periods) .. , 1nJury ............... . 

V. An eye infection? ............................. . 

W. Men Only: Difficulty passing urine. or prostate 
trouble? ...................................... . 

X. Women Only: Irregular periods, or bleeding be-
tween periods? ................................ . 

YES 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

NO 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

CARD 02 

57/ 

5B/ 

59/ 

60/ 

61/ 

62/ 

63/ 

64/ 

65/ 

66/ 

67/ 

6B/ 

69/ 

70/ 

71/ 

72/ 

73/ 
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22. How much of the time do you think about your illness? 

ALL OF THE TItlE ................•..... 1 74/ 

~lOST OF THE TI~lE. . . . . . . . . . . . . . . . . . . .. 2 

smlE or THE TIME. . . . . . . . • . . . . . . . . . . .. 3 

A LITILE OF THE TIm: ................. 4 

NO~'E OF 'tHt THlE ...................... 5 

23. How much does it bother you to think about your illness? 

A LOT ................................ 1 75/ 

SOf'lE ................................. 2 

A LITILE ............................. 3 

~OT AT ALL ........................... 4 

24. Hm.' true or false would you say these statements are about 
you and your illness? ~ 7-8/ 

DEfINITELY MOSTLY DON'T MOSTLY DEfINITELY 
TRUE TRUE KNOW fALSE fALSE ---

A. Most of the time I try to 
forget that I am ill ........... 1 2 3 4 5 9/ 

B. I often get upset when my 
illness interferes with what 
I want to do ................... 1 2 3 4 5 10/ 

c. Even though I am ill, I try 
<a just keep going as usual .... 1 2 3 4 5 11/ 

D. ~Iost of <he time, I accept <he 
<he fact that I am ill and 
live ., fully as possible ...... 1 2 4 5 12/ 

E. I try to avoid letting my 
illness interfere with my life. 1 2 3 4 5 13/ 

F. I blame myself for my i11ness .. 1 2 3 4 5 14/ 

CARD 02/03 
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PART THREE· TAKING CARE OF YOUR HEALTH 

1. Are the follo~ing statements about what you know about 
your illness true or false? 

DEfiNITELY MOSTLY DON'T 
KNOW 

MOSTLY DEFINITELY 
TRUE TRUE fALSE fALSE 

A .. Informst ion about my illness 
has helped me plan my health 
program ........................ 1 2 3 4 

B. I don't actively seek informa:' 
tion about my illness .......... I 2 3 4 

c. I often turn to my friends and 
family for information and 
advice about my illness ........ 1 2 3 4 

D. Having information about my 
illness will not help me deal 
with it ........................ 1 2 3 4 

E. I've tried to get information 
from anyone who might knOIo' 

anything about my illness ...... 1 2 3 4 

2. How often do you do the following things? 

A. Take time to relax yourself. 

EVERY DAY .•.••..•••..•.•.••.• 1 

3 OR 4 TUIES A WEEK •.••..••.. 2 

1 OR 2 THIES A WEEK .......... 3 

2 OR 3 THIES A MO!\'TII......... 4 

f.j'EVER ••••.•••.••••••••.••.••• 5 

B. Do something that is physically active such as walk. 
run, bike. or swim. 

EVERY DAy •••.••••••••.••.•••• 1 

3 OR 4 THIES A WEEK ..•.•••••.• 2 

lOR 2 TI~S A WEEK •••..••••• 3 

2 OR 3 TIMES A MONTH .....•... 4 

NEVER •.••••••••••••••.••••••. 5 

CARD 03 

5 

5 

5 

5 

5 

15/ 

16/ 

17/ 
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19/ 
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C. Eat well-balanced meals. 

EVERY DAy ..•..•.•.•.••..•..•. 1 

3 OR 4 TUIES A \o.'EEK .. _ ....... 2 

1 OR 2 THIES A \o.'EEK .......... 3 

2 OR 3 TI~IES A MONTH ......... 4 

NEVER ........................ 5 

D. Get a good night's sleep. 

EVERY DAy ••••••.••.•••..••.•• 1 

3 OR 4 THIES A WEEK .......... 2 

lOR 2 TIMES A WEEK .......... 3 

2 OR 3 THIES A MONTH ......... 4 

NEVER ........................ 5 

3. Do you think these statements about the things you've done 
during the past month are true or false? 

DEFINITELY MOSTLY DON'T MOSTLY 
TRUE TRUE ~ FALSE 

A. I did things I always wanted 
to do, but had never gotten 
around to •.................... 1 2 3 4 

B. I w., usually too busy to 
take time just for fun ........ 1 2 3 4 

C. I relied on work or other 
activities to take my mind 
off things ....••....•.•....... 1 2 3 4 

D. I have been taking things a 
little easier •..•............. I 2 3 4 

E. I could have done a lot more 
to improve my heal th and 
well-being .......... _ ......... I 2 3 4 

F. I often took time to do things 
I enjoy .••.................. _. 1 2 3 4 

G. I usually found it easy to 
fill my free time ...•......... 1 2 3 4 

H. I tended to seek the company 
and support of other people ... 1 2 3 4 
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22/ 

23/ 

OEFI-H1TELY 
FALSE 

5 24/ 

5 25/ 

5 26/ 

5 27/ 

5 28/ 

5 29/ 

5 30/ 

5 31/ 



4. How m~~_~~_}he time ~ere these statements about your outlook 
on your illness true for you during the past month? 

5. 

ALL OF 
THE TI~IE 

A. I told myself that things 
could be a lot l.;ors@ ......... . 

B. Thinking positive thoughts 
helped me deal lOith my 
illness .......... , ........... , 

C. I felt weighed down by my 
illness ...... _ ...............• 

D. I looked on the bright side of 
thir::gs.,. _ ................... . 

E. I daydreamed and imagined things 

1 

1 

1 

1 

that made me feel better ... ,... 1 

F. Everything looked very 
discouraging .................. _ 1 

G. I told myself things to help 
make me feel better............ 1 

H. I found myself thinking negative 
thoughts. .. ...... . ........ ..... 1 

I. Keeping a hopeful outlook helped 
me deal With my illness........ 1 

}fOST OF Sm!E OF 
THE TI:1E THE TI~IE 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

Here are some statements about ho",: your life ha, been since 
your illness began. To .. hat eX1:ent are th~y true for you? 

DEfINITELY MOSTlY DON'T 
TRUE TRU£ KNOW 

A. I enjoy being taken care of 
when I am ill .................... 1 2 3 

B. I live more for today ............ 1 2 3 

C. I usually do pretty much what 
I used to do ..................... 1 2 3 

D. I h.=:ve taken a vacation or gotten 
away from t.hings for awhile ...... 1 2 3 

A 

LITTLE 
OF THE 
TI~lE 

4 

4 

4 

4 

4 

4 

4 

4 

4 

MOSTLY 
£6h1L 

4 

4 

4 

4 

KO!l!E 
OF THE 

THIE 

5 

5 

5 

5 

5 

5 

5 

5 

5 

OHtNrTElY 
fALSE 

5 

5 

5 

5 
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41/ 

42/ 
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44/ 



- 355 -

DEFINITHY MOSHY DON'T 
THU[ {flUr KNOW 

E. I have become more re 1 igiotls 0' 
spiritual .... _ ... _. _ ............. 1 2 3 

F. I like helping other people I .. ;ho 
",e ill .. ' ....................... 1 2 3 

G. I have been able to take care of 
my own problems without friends 
or family getting involved ....... 1 2 3 

H. I avoid stress ful si'Luations 

" much as I can ....... _ .. _ ...... 1 2 3 

I. People around me seem to pay 
more att.ention to me .• _ ..•... __ .. 1 2 3 

J. I enjoy everyday experiences more 
than I did before I \o,:8S i 11. ..... 2 3 

K. My illness has given me a chance 
to get away from a bad situation. 1 2 3 

L. I have not been able to reduce 
the pressures in my life .... _ .. _ . 1 2 3 

M. I am more aware of .,:hat is 
important and meaningful in 
my life ... _ ........ _ ............. 1 2 3 

N. My illness has given me a chance 
to rest or to have a break from 
my busy life ......... ............ 1 2 3 

6. what have you learned about having an illness such as yours that 
has been most. useful to you? 

CARD 03 

MOSTLY Dffll'll rELY 
fALSE _f A!:..?_E __ 

4 5 45/ 

4 5 46/ 

4 5 47/ 

4 5 48/ 

4 5 49/ 

4 5 50/ 

4 5 51/ 

4 5 52/ 

4 5 53/ 

4 5 54/ 

55-60/ 
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PART FOUR· THE PEOPLE AROUND YOU 

1. How helpful O!" unhelpful have each of the £o11O\;in& people been since 
you've been coping with the stresses of your illness? If you've had 
contact with several people in one category (for example, several 
doctors) try to give us your O\'erall imrre~sion. 

rXIREMllY VlRY MOOfRAfELY Nor VlHY f.XTREMElY 
HELPfUL HELPfUL IlELPfUL HELPfUL UNHELPfUL 

A. Hy spouse ar mate .••.• 1 , 3 " 5 

B. IIy doctors ............ 1 2 3 4 5 

C. ~Jr nurses ............. 1 2 3 4 5 

D. Hy neighbors .......... 1 0 3 4 5 

E. IIy cm.:orkers .......•.. 1 , 
3 4 5 • 

F. IIy friends ............ 1 2 3 4 5 

G. My counselor, social 
worker,or other 
professiQnal .........• 1 , 3 4 5 

H. My children ........... 1 2 3 4 5 

l- ather people wit.h a 
similar illness ....... 1 2 3 " 5 

J. Hy mother ...•......... 1 2 3 4 5 

K. Uy father .•••......•.. 1 2 3 4 5 

L. Ny brother(s) ar 
sister(s) .•.....•.•... 1 2 3 4 5 

M. My minister, priest, 
ar other religious 
leader ....•........... 1 2 3 4 5 

2. Of those people just mentioned, \o'ho i, <he ane person you 
feel closest to? 

(RELATIO~SHIP TO YOU) 

CARD 03 

DO[S NOT-
APPLY 

6 61/ 

6 62/ 

6 63/ 

6 64/ 

6 65/ 

6 66/ 

6 67/ 

6 68/ 

6 69/ 

6 70/ 

6 71/ 

6 72/ 

73/ 

74-75/ 
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3. Think about the one person vou feel closest to. 

3A. In the past month, ~'hen YOIl talked ~dth this person 
abollt how you felt. ho~ much of the time did he or 
she seem to understand your feelings? 

ALL OF THE TI~E. . . . . . . . • . • . .. 1 

~IOST OF THE TUft....... . . . ... 2 

SO~fE OF THE TIME.... . . . • . . . .. 3 

A LITTLE OF THE TIME ......... 4 

~O~E OF THE TUfE............. 5 

3B. In the past month, how milch of the time did this person 
seem not to accept your feelings? 

ALL OF THE TIME ........•...•. 1 

MOST OF THE TIME ............. 2 

SOME OF THE TIME ............. 3 

A LITTLE OF THE TI~E ......... 4 

NONE OF THE TUIE.. . . • . . . . . . •. 5 

3C. In the past month, how much of the time did this person 
encourage you to cope better? 

ALL OF THE TI~ .............. 1 

MOST OF THE TIME............. 2 

SOME OF THE TIME .....•..•..•. 3 

A LITTLE OF THE TIME ......... 4 

NONE OF THE TUIE.. . . . . . • . . . .. 5 

4. Ho~ much advice do yo~ get from 
what to do for your illness? 

friends and family about , 

A LOT •••..................... 1 

SOME .....••..•..•.•••.••••.•• 2 

A LITIIJ:......... . . . . . . . . . . .. 3 

NONE ..•...•........•......... 4 
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S. During the past month, about ho,," often did you get together 
with friends or relati\'es. like going out together or visiting 
in each other's hOlnes? ~D ~ 7-8/ 

EVERY DAy .........•....•..... I 

SEVERAL DAYS A WEEK .......... 2 

ABOUT ONCE A ~EEK ............ 3 

2 OR 3 TIMES I~ A MO~'TH. . . . .. 4 

ABOl'- O!\CE..... . . . • • • . . . . . . .. 5 

6. During the past month, how much did you talk to someone 
about how you were feeling? 

HA.t.IT TIlli:S.... . . . . . . . . . . . . . .. 1 

A FEW TIMES .................. 2 

O!\CE OR TWICE .•.....•......•. 3 

NEVER •.•.•..•.......•......•. 4 

• 

9/ 

10/ 
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i. These are statements abol\t relationships k!ith family and 
friends. Hm,' true is each statement for you? 
(By family, we mean whomever you consider to be your family.) 

DEFINITELY MOSTLY DON'T MOSTLY OHINITELyDO[S NOT 
TRUE TRUE KNOW FALSE fALSE APPLY 

A. During the past month, I usually 
didn't bother my family with my 
problems ......•.................. I 2 3 4 5 11/ 

B. My friends and family keep me 
informed about the latest medical 
treatments for my illness ........ I 2 3 4 5 6 12/ 

c. In the past month, I usually felt 
close to my family ..........•.... I 2 3 4 5 6 13/ 

D. Where I live. it's hard to "blow 
off steam" without upsetting 
somebody ......•......•........... I 2 3 4 5 6 14/ 

E. I give as much support to the 
people around me as I receive .... 1 2 3 4 5 6 15/ 

F. I am hesitant to tell friends the 
real nature of my illness ........ I 2 3 4 5 6 16/ 

G. I felt close to at least one 
friend during the past month ..... I 2 3 4 5 6 17/ 

H. In my family. we often keep our 
feelings to ourselves ............ I 2 3 4 5 6 18/ 

I. People often tell me they think I 
can lick this disease ............ I 2 3 4 5 6 19/ 

J. It is helpful to talk with other 
people who have an illness like 
mine ............................. 1 2 3 4 5 6 20/ 

K. I am usually able to give what I 
like to the people closest to me. I 2 3 4 5 6 21/ 

L. The people I'm close to encourage 
me to be hopeful ............•.... I 2 3 4 5 6 22/ 
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8. How true or false are these stat aments about you? 

A. I sometimes withdraw from people because they 
don't understand my problems. 

DEFINITELY TRUE ....•.......... 1 23/ 

MOSTLY TRUE ...•.•••.•••..••••• 2 

DOK 'T KN"OIt,'.................... 3 

NOSTLY FALSE .................. 4 

DEFI~ITELY FALSE .............. 5 

B. During the past month, ~hen I haven't felt well. what I 
wanted most was to be left alone. 

DEFINITELY TRUE ...•..•........ 1 24/ 

NOSTLY TRI.JE........ . . . . . . . . . .. 2 

DON'T KNOW ..................•. 3 

NOSTLY FALSE .•.•......•....... 4 

DEFINITELY FALSE .............. 5 

C. I tend to hide my illness from others. 

DEFINITELY TRUE .•..........•.. 1 25/ 

MOSTLY TRUE. . • . • • . • • • • • • • • • • •• 2 

DON'T KNO\o,' •......••.......•... 3 

NOSTLY FALSE .................. 4 

DEFINITELY FALSE.............. 5 

D. When I felt like crying during the past month, it ~as hard 
to cry in front of people close to me. 

DEFINITELY TRUE ............... I 26/ 

MOSTLY TRUE ...•.•.•..••.••.••. 2 

DON'T K.',OW ..............•..... 3 

. NOSTLY FALSE .•.•..••..•.•••••. 4 

DEFINITELY FALSE ..•......•...• 5 

DOES NOT APPLy ................ 6 
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9. Hm; much 0 f the time during the ~month were these 
statements trut: for yea? 

A 
ALi. ~10ST SO~lE LITTLE NO:-;"E DOES 

or THE OF THE OF TIlE OF THE OF THf NOT 
TI~IE TPIE L TI~IE TI~IE TI'lE APPLY ---

A. I lot the people around me 
know what I was feeling ....... 1 2 3 4 5 6 27/ 

B. I placed the needs of other 
people above my own .•. , ..••.•. 1 2 3 4 5 6 28/ 

C. I showed my anger ........... 0. 1 2 3 4 5 6 29/ 

D. lIben I was unable to get to the 
doctor on my own, there was 
someone to help me ...•.•.••... 1 2 3 4 5 6 30/ 

E. I kept my feelings to myself .. 1 2 3 4 ; 6 31/ 

F. When I didn't feel well. I 
could count on my family or 
friends to do the things I 

32/ usually did ................... 1 2 3 4 5 6 

G. There bas been someone available 
when I wanted t.o talk ......... 1 2 3 4 5 6 33/ 

H. I asked people around me for 
help .......................... 1 2 3 4 5 6 34/ 
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10. Hew iT.uch of _t.b_~time would you say these! statements about 
how others treat you are accurate? 

A. When people find out 3bout my illness. some of them 
tend to avoid me. 

AU:AYS ..•.•.•.••.••••••.•••.• 1 35/ 

rERY OFTEN ..•••.••••.••.•.•.. 2 

SO~jETHlES. • . . . . • • . • . . . • • • . • .. 3 

A1:'lOST KEVER. . • • • . • • . . • • . . • .. 4 

l\E\·ER •....•••.• -. • . . • • . • • . . . .. 5 

B. People treat me different ly I.'hen they find out about 
my illness. 

AL\o,'AYS ....................... 1 36/ 

VERY OFTEN. . . . . . . . . . . . . . . . . .. 2 

SO~I£THlES. . . . . . . . . . . . . . . . . . .. 3 

AL.'10ST NEVER ••••••.•••.•••.•• 4 

NEVER ........................ 5 

11. If someone you were close to had a serious illness. ~hat kind of 
support would you offer them? ~hat do you think would be the 
most helpful thing you could do? 

37-42/ 
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PART FIVE -ILLNESS, DEATH, AND RECOVERY 

Please circle .. he number that sho\.:s hex..- strongly you agree or disagree 
with each statement. Some of the statements ""ill sound alike, but: no 
two are the same. 

STRO:\GLY 
AGREE AGREE 

r-.;OT STRO~GLY 

seRE DISAGREE DISAGREE 

I. T find it hard to believe tha't. my 
feelings have any effect on my 
illness ........................•.•. 1 2 3 4 5 

,_ Taking good care of myself is 
impor't.ant in getxing ""ell .......•.• 1 2 3 4 5 

3_ For diseases like mine, o:edical 
treatments can sometimes do .. much 
harm as good ............•.......... 1 2 3 4 5 

4_ It is difficult for m, to accept: th' 
fact that I may die from my illness. 1 2 3 4 5 

5 _ Prayer and religious faith can help 
m, got better ..•................•.. 1 2 3 4 5 

6_ Getting this illness was due to 
bad luck .................•......... 1 2 3 4 5 

7 _ I find it best not to think too 
much about dying .........•......... 1 2 3 4 5 

8_ Th, more T tell myself that I'm 
going to b, well, th' more likely 
my body ""ill heal .................. 1 2 3 4 5 

9 _ In some form I believe that. there 
is life after death ................ 1 2 3 4 

10 _ folore than anything else. my 
recovery requires good medical 
care .•............................. 1 2 3 5 

II. I may have brought this illness on 
myself ..........•.................. 1 2 3 4 5 

12. Regular exercist" (1 ike ""a1king and 
bicycling) is nor very impon:ant 
in helping me rec.over from my 
illness ........................•.... 1 , 3 • 5 
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STROSGLY 
AGREE AGREE 

13. I have a religious or spiritual 
perspective on death.... .... ........ 1 

14. Feeling happy will help my body 
heal.... ..... ............. .......... 1 

15. ~~ether t recover is pretty much 
up to chance........................ 1 

16. A person should have the right to 
decide to die. . . . . . . . . . . . . . . . . . . . . . . 1 

17. Some pollutant such as smog, 
chemicals, or food additives 
contributed to my illness •.•........ 1 

18. When I feel good about myself, I'm 
more likely to get better ........... 1 

19. When I think about my own death I 
get very angry.......... . . . . . . . . . . . . 1 

20. Whether I get well depends on the 
help of doctors and medicines ....... 1 

21. My illness was brought on by the 
stresses in my life ................. 1 

22. Thinking a lot about how sick I am 
will s low my recovery............... 1 

23. Thinking more abou~ dying has 
changed my views abou~ hm,' I live... 1 

24. My illness is mostly hereditary 
(inherited)... .............. ..... ... 1 

25. My getting well has little or 
nothing to do I.'ith chance........... 1 

26. My faith in God will help me 
recover.. .... .. .. .. .......... ....... 1 

27. I avoid thinking ahout my Ol.~ death. 1 

28. Not getting enough sleep makes it 
harder for me to get better......... 1 

29. My illness may be a punishmen~ for 
something I've done....... . . . . . . . . .. 1 

30. We should prolong life at any cost .. 1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

NOT STRONGLY 
SllRE DISAGREE DISAGREE 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

55/ 

56/ 

57/ 

58/ 

59/ 

60/ 

61/ 

62/ 

63/ 

64/ 

65/ 

66/ 

67/ 

68/ 

69/ 

70/ 

71/ 

72/ 

CARD 04 



- 365 -

STRONGLY 
AGREE AGREE 

31. Well balanced meals will help me get 
better.. .. .. . ... .. .. . ........... .... 1 

32. There is not much I can do to help 
myself get "·ell..................... I 

33. I caught my illness from someone 
else.... ... .. ...... .. ... .. . .. ... .... I 

34. Thinking about dying makes me 
depressed. ... ................. ...... I 

35. I~ is up to God whether I get well .. I 

36. Relaxation techniques will help me 
get well. .. .. ........... .. ........ .. 1 

37. I have thought a lot about my own 
death. .... ................ .... ...... I 

38. Telling myself I'm going to get 
better has nothing to do with whether 
I do ................................. 1 

39. I have a calm and accepting a~titude 
toward my awn death .................. I 

40. My illness is God's will............ 1 

41. My illness may have been caused by 
something I ate..................... 1 

42. I don't really know why I got this 
illness. .. .......................... 1 

43. The fear of dying is very much 
with me.................... ......... 1 

44. My illness may have been caused by 
drugs or medications. . . . . . . . . . . . . . . . 1 

CARD 05 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

NOT 
SURE 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

<&D ~ 7-8/ 

STRONGLY 
DISAGREE DISAGREE 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

4 5 

9/ 

10/ 

11/ 

12/ 

13/ 

14/ 

15/ 

16/ 

17/ 

18/ 

19/ 

20/ 

21/ 

22/ 
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PART SIX - HOW YOU'RE fEELING 

1. Would you say you agree or disagree • ..-ith each of these 
statements about ho,,"' you are feeling these days? 

STRO:-JGLY 
AGREE AGREE 

A. There are a lot of things I like 
about myself ................... . 

B. I feel good about my body ...... . 

C. I have a strong will to live .... 

D. My religious or personal 
spiritual beliefs give meaning 
to my life ..................... . 

E. I feel less physically attractive 
because of my illness .......... . 

F. If I work at it, I can usually 
get what I want ................ . 

G. I am optimistic that my life Io'ill 
work out well •.................. 

H. I would like to change some parts 
of my body ..................... . 

I. I am determined to do everything 
possible to improve or recover .. 

J. My life is empty and has no 
meaning .•..... ' ................ . 

K. I am important to someone ...... . 

L. I have done most of the things I 
wanted to in my life ........... . 

1'1. I feel less sexually desirable no ... · 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

than before my illness.......... 1 

N. No matter how serious my illness 
is. there is al ... 'ays hope of 
getting better •................. 

O. My i11n(>.s5 has made me feel 
ashamed of my body ............. . 

1 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

~OT STRO~GLY 

SeRE DISAGREE DISAGREE 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

23/ 

24/ 

25/ 

26/ 

27/ 

28/ 

29/ 

]0/ 

31/ 

32/ 

33/ 

34/ 

35/ 

]6/ 

37/ 
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STRO:\GLY ~OT STRO~GLY 

AGREE AGREE ,St;R1 DISAGREE lJISAGREE ----

P. I feel that I usually succeed in 
solving my problems .. ........... 1 , 3 4 5 38/ 

Q. r like my looks just tha \,:ay they 
are ......... ' .................... 1 2 3 4 5 39/ 

R. There a" people \'iho depend on 
rna. ............................. 1 2 3 4 5 40/ 

S. Ny body looks " good a, it did 
before my illness ............... 1 2 3 4 5 41/ 

T. I feel like giving in to my 
illness ......... _, .............. 1 2 3 4 5 42/ 

u. I feel that I am an attractive 
person .......................... 1 2 3 4 5 43/ 

V. I am usually satisfied with the 
way I 8m •••••••••••.•••••••••••• 1 2 3 4 5 44/ 

w. I am usually able to influence 
others .......................... 1 2 3 4 5 45/ 

X. I have some tasks to accomplish 
in my life that are important to 
me ...••...•....••..••........•.• 1 2 3 4 5 46/ 

2. During the past month, how often have you felt: 
A 

ALL :10ST SO:1E LITILE NONE 
OF THE OF THE OF TIlE OF TIlE OF TIlE 

TIME TUlE THIE TI~1E THIE --- ---- ---

A. Good about yourself? ........... 1 2 3 4 5 47/ 

B. Nervous? ...............•......• 1 2 3 4 5 48/ 

C. Angry? ......................... 1 2 3 4 5 49/ 

D. Depressed? ..................... 1 2 3 4 5 SO/ 

E. Tense? .................•....... 1 2 3 4 5 51/ 

F. Loved? .•....................... 1 2 3 4 5 52/ 
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2. (cun't) During the past month. how often have you felt: 

A 
ALL MOST SmlE LITTLE NO/IlE 

OF THE OF THE OF THE OF THE OF THE 
rUlE rUlE rUlE Tl~tE TIHE 

G. Cheerful? . .............. _ ....... 1 2 3 4 5 53/ 

H. Irritated? ..................... 1 2 3 4 5 54/ 

I. Anxious? ....................... 1 2 3 4 5 55/ 

J. Happy? ...... ................... 1 2 3 4 5 56/ 

K. Easily annoyed? ... ............. 1 2 3 4 5 57/ 

L. Lonely? ....................... _ 1 2 3 4 5 58/ 

M. In low spirits? ............... . I 2 3 4 5 59/ 

N. Resentful? ..... _ ................ 1 2 3 4 5 60/ 
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3. In the past month, how much have each of these feelings 
interfered with what you usually do? 

ALL 
OF THE 

TINE 

~IOST 

OF THE 
TI:-lE 

SO$ 
OF THE 

TIME 

A 
LITTLE 
OF THE 

TIME 

NONE 
OF THE 

TIME 

A. Feeling angry? ................. 1 2 3 4 

B. Feeling . , 
anx~ous ................. 1 2 3 4 

c. Feeling depressed? ............. 1 2 3 4 

D. Feeling guilty? ................ 1 2 3 4 

4. How often do you run into problems that you can't solve? 

VERY OFTEN............. . . . . . 1 

OFTEN............. ... ....... 2 

SOMETIMES. • • . • • . . • . . • . • . • • . • 3 

OCCASIONALLY ................ 4 

AUIDST NEVER. . . . . • • . • . . • • . . • 5 

5. How much of what you do is determined by what other people 
want you to do? 

AUIDST EVERYTHING...... . . . . .. 1 

HOST THINGS .....•............ 2 

sm-IE THn~Gs................ .. 3 

A FE\o,' THINGS. . . • . . . . . . . . . . . .. 4 

AUIDST NOTIlING. . . . . . . . • • . . . .• 5 

CARD 05 

5 61/ 

5 62/ 

5 63/ 

5 64/ 

65/ 

66/ 



6. During the past month, how muc.h of the time have you 
been satisfied with each of these aspec.ts of your 1 He? 

A 
ALL ~!OST SO~!E LITTLE 

OF THE OF THE OF THE OF THE 
TINE TI~IE TIME TUrE --- ----

A. Your work? ..................... 1 Z 3 4 

B. Your personal life? ............ 1 2 3 4 

C. Your friendships? .............. 1 2 3 4 

D. Your leisure activities? ......• 1 2 3 4 

7. During the past month, ho ... · often have you been in unpleasant 
situations that you felt helpless to do anything about? 

VERY OFTEl\..... . . • • • . . . . . • . .. 1 

OFTEN ....•...............•.•. 2 

SO~rETntES. . . . . . . . . . . . . . . . . . •. 3 

DCCAS I O~ALLY . . . . . . . . . . . . . . . .. 4 

AL.'10ST Nt:VER.... . . . . . . . . . . . .. 5 

8. During the past month, how much of the time did you 
enjoy the things you did? 

VERY OFTEr.;. . . • . . . . . • . • . . . . . .. 1 

OFTEN ...•..........•..•..•... 2 

SO~IETHfE5. . . . . • . . • . . . • . . . . . .. 3 

OCCASIO"'~ALLY ................. 4. 

AL'105T ~EVER .......•.••...... 5 

~O~E 

OF THE 
TUIE 

5 67/ 

5 68/ 

5 69/ 

5 70/ 

71/ 

72/ 
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9. During the past month, ho;., often have you felt:: ----

A 
ALL ~;oST SO~IE LITTLI: t\O~E 

OF THE OF THE OF THL OF THE OF THE 
TI~E TI~IE TI~lE TI~IE TI~IE ---

A. down on yourself? .......... _ ... 1 2 3 4 5 73/ 

B. that you had nothing to look 
fon.'8rd to? .................... 1 2 3 4 5 74/ 

c. that you deserved \'ery little from 
other people? .................. 1 2 3 4 5 75/ 

D. that you were in a good mood? .. 1 2 3 4 5 76/ 

E. guilty that your illness brought 
on problems for your family and 
friends? ....................... 1 2 3 4 5 77/ 

F. so dm,m in the dumps that nothing 
could cheer you up? ..........•. 1 2 3 4 5 78/ 
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PART SEVEN - FEELINGS ABOUT YOUR DOCTORS 

Try to answer these questions about the doctors Io:ho u~ual1y treat you for 
your illness. 

€RD ~ 7-8/ 

1. Overall, how satisfied are you I.·ith your doctors' care~ 

VERY SATISFIED ................ 1 9/ 

SO'IEI-'HAT SATISFIED ............ 2 

S£~THER SATISFIED SOH 
DISS.\TISFIED ................. 3 

SO~lE\\HAT DISSATISFIED ......... .. 

\"ERr DISSATISFIED ............. :5 

2. I,o,'hat is the one thing about your doctors that ... ou like most~ 

10-12/ 

3. 1,,'hat is the one thing that yOU like least"! 

13-15/ 

4. would you say these st.atements are true or false? 

A. w~en my doctors come into the room, it makes me feel better. 

DEFI~ITELY TRUE .............. 1 16/ 

~!OSTLY TRct.. . . . . . • . . . . . . . . .. 2 

DOS'T K.\"o\\..... . . . . . . . . . . . . .. 3 

~IOSTLY FALSE. ................ 4 

DEFISITELY FALSE ...........•. :5 

B. ~y doctors seE'.m very I.·ell-trained. 

DEFI:.iITELY TRt:E ....•......... 1 17/ 

NOSTLY TRl.'E ••.•.••.••...•.• '. 2 

DO~'T :.;:So\,,· ................... 3 

~IOSTLY FALSE ................. 4 

DEFI~ITELY FALSE ............. 5 
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5. \I'ould you say you agree or disagree \o;ith each of these 
statements about your doctors and hOI. t.hey treat you and 
your illness? 

STRO)jGLY 
AGREE AGREE 

NOT 
SURE 

STRO~GLY 

DISAGREE DISAGREE 

A. If anything can be done for my 
illness. my doctors torill knO\o' 
it .. , ........................... I 

B. My doctors encourage me to do 
things I like to help the 
healing process .••......•.•...•. 1 

C. When my doctor explained my 
diagnosis, he/she seemed cold 
and distant •.•......••..•....... I 

D. My doctors always respect my 
feelings. . . . . . . . . . . . . . • . . . . . . . . . I 

E. The caring of my doctors has 
helped me during this illness .•• I 

F. My doctors never discuss 
decisions about my treatment 
torith me......................... 1 

G. When my doctor told me what I 
had, I got the feeling that I 
had some chance for recovery .... I 

H. Following my doctors' orders 
will help me get welL.......... 1 

I. My doct.ors often act more 
impersonal than is necessary •... 1 

J. My doctors always explain things 
about my disease, the suggested 
treatments, and their effects .... 1 

K. My doctors usually inspire hope 
and opt imism. . . • • . • • • • • • • • • . . . . .. 1 

L. My doctors hardly ever explain 
my medical problems to me .•...... 1 

M. My doctors usually make it easy 
for me to tell them my concerns .. 1 
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2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

3 4 5 

18/ 

19/ 

20/ 

21/ 

22/ 

23/ 

24/ 

25/ 

26/ 

27/ 

28/ 

29/ 

30/ 
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STRO\GLY ~OT STRO~GLY 

AGREE AGREE SrRE DISAGREE DISAGREE 

N. when my doctor explained my 
diagnos is .. he>/siJe encQuragC'd m. 
to O\'erco!r.e my illn0~s ........... , 3 4 5 31/ 

O. ~Iy doctors often encourage me <0 

tell them hm.' I feel ............. 1 2 3 4 5 32/ 

P. My doctors encourage m. to 
improve my health habits ......... 1 2 3 4 5 JJ/ 

Q. When I "k questions ahout my 
illness and treatment. my 
doctors always put m, off ........ 1 2 3 4 5 34/ 

R. Ny doctors and I \.'Ork t.ogether 
to treat my illness .............. 1 , 3 4 5 35/ 

S. Ny doctors believe that keeping 
a hopeful outlook \..-ill help 
m. g.t better .................... 1 2 3 4 5 36/ 

T. \<inen my doctor told m. ""hat: 
I had, I got the feeling there 
... asn't much that could b. done ... 1 2 3 4 5 37/ 

U. I usually feel t.hat my doctors 
don t t really listen to me ••••••.• 1 2 3 4 5 38/ 

V. My doctors do not seem hopeful 
about my chances fo, recovery .... 1 2 3 4 5 39/ 

W. Ny doc 'tors believe tha't a 
fighting spirit will help m. 
recover .......................... 1 2 3 4 5 40/ 

CARD 06 
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PART EIGHT THE 'LIVE TODAY' PROGRAM 

1. How did you first learn of our Lin~ Today program? 
\i'as your source of information; 
(CIRCLE ALL THAT APPLY) 

A. Physician ..... .......... . .... . 

B. Other health professional ...... 

C. Friend in program. .. . . ... ..... . 
D. Family member ............ . ..... 

E. Friend (not in program) .. ...... 

F. lY 0' radio .... ... .. . ... . ... . . . 

1 41/ 

2 42/ 

3 43/ 

4 44/ 

5 45/ 

6 46/ 

G. Ne~spaper or magazine .......... 7 47/ 

H. Hailing or brochure 
about program ................•. B 48/ 

I. Other - how? 

___________ , 49/ 

2. Is anyone participating in this program along with you? 

yES .....•................. 1 50/ 

~ ........................ 2 
(Skip to Q 3) 

2a. "-'ho? 

SPOl:SE OR MATE. . . . . . . . . . .. I 51/ 

OTHER FA~IILY ~l£~lBER ......• 2 

CLOSE FRIE!'D .............. 3 

3. \.i.·hat do you hope to get. from participating in this program? 

I I ! ! 
I_I~'_I I 

--1-

52-60/ 
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4. \;'hich of the follm.;ing Ln'ilLm{'nL" hJ"'C yOIl used to help you 
deal I.·ith cllrrent or past illnesli('s? ~ 

(CIRCLE ALL THAT ArPLY) f!..~~y 7-8/ 

A. Hypnotherapy ................... 1 9-10/ 

B. Biofeedback .................... 2 11-12/ 

C. ~Iulicle relaxation· .............. 3 13-14/ 

n. tleditdtion ..................... 4 15-16/ 

E. Acupressure .................... 5 17-18/ 

f. Chiropractic .••............... 6 ]9-20/ 

G. ~utritional treatment .......... 7 21-22/ 

H. Visualization or guided imagery 8 23-24/ 

I. Psychotherapy ....•............. 9 25-26/ 

J. Grolo,·th experiences ............ 10 27-28/ 

K. Laetrile ................... 11 29-30/ 

L. Other (""hat?) 

12 31-32/ 

5. Were you able to express 1.:h,1t you think is most important auouc 
your illness experiences in this qucstiounaire? 

YES ...•......••.•...........•. I 

. " SO ............................ 2 

If not, ... ·hat ... ·as left out; 

I 

33/ 

34-39/ 

CARD 07 
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This is the end of the questionnaire. Thank you very much for 
your help. Before you send it back, check quickly to be sure 
you've filled out all the questions. 

Then, please sign the "Consent to ConLlct Physician" form and 
keep the second copy for yourself. Slip the first (signed) copy 
inside the questionnaire. 

Return the questionnaire in the en\·('}ope. If you return it in another 
envelope. please send it to; 

Again, thank you. 

Live Today: 
1314 Westwood Blvd., Suite 107 
Los Angeles, CA 90024 
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