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PREFACE

The research leading to this Note was supported in part by
National Institute of Mental Health Training Grant MH14664, in part
by Public Health Service Grant 2 S07 RR-~5710-13, 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
moedel presented provides a way of thinking about the psychosocial
aspects of grave illness, and the measures develeped could be applied

to a variety of health research questions.






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 questionnaires.

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 teo live,
active coping, acceptance/rejection of illness, the doctor-patient
relationship, benefits of illness, positive and negative feelings,
functioral 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 scciodemographic
characteristics, outcomes, and physician ratings; and the dimensiocnality
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} perscnal, (3)
beliefs in self-carefreligious/spiritual, and (4) belief in the efficacy

of medical care.
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1. INTRODUCTION

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 with the psychological and sccial effect of the illness--for example,
facing possible death, not being able to work or care for one's
children, and simply trying to be happy.

Coping with illness refers to what a person does in response te all
the concerns associated with the illness. It is increasingly recognized
that how people cope with their illness may bec as important as the
medical care they receive in determining satisfactory outcomes.

Research on iliness has focused on determining optimal medical
treatments. We know very little, however, about which psychological and
social responses will provide optimal conditions for recovery. If
resedarchers could determine that certain coping responses improve a
person's quality of life, facilitaie healing, or lengthen life, patients
can be assisted in planning coping strategies that will increase their

chances of achieving these ocutcomes.

MODELS OF HEALTH AND JLLNESS

Until quite recently, concepts of health and illness largely
conformed to what is sometimes referred to as the medical model which
emphasizes the physielogical and biolegical aspects of disease. Within
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 that includes mental, emotional, and spiritual aspects of
disease and health, in addition to the physiclogical and biological
aspects. The emerging model concerns the "whole mind-body-spirit

personality, with emphasis on life-stylé, weill-being, and wellness"

{Yahn, 1979). Health is increasingly being defined in terms of positive




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 (0'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 physiological, biological, psychological,
social, environmental, or cultural. At each level, an autoncmous model
can be conceived (Engel, 1979). For example, at the physiological
level, the introduction of a2 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), which 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 c¢n only two levels, the
physiological and biclogical. Consideration of psychological, social,
environmental, or cultural influences has largely been out of the realm
of traditional medicine. '

Within the new model, the promotion of health 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 much nonwestern medicine, and has for many
years fallen under the rubric of "psychosomatic medicine.' It has
suffered from a considerable lack of reputability and even today stirs

up controversy within the medical community. Although it is commenly




termed holistic medicine, even this term stirs controversy as connoting
quackery. Critics of the holistic viewpocint frequently point to the .
lack of "scientific" evidence, often with justification. Nevertheless,
concepts of holistic medicine are rapidly gaining recognition and
respect (Challes, 1979; Holden, 1980; Yahn, 1979).

Because of the increasing recognition given to concepts of holistic
medicine, research on how psychosocial and other factors relate to
health and illness will undoubtedly increase in the next decade. One of
the challenges that researchers in the holistic medicine arena face is
to conduct methodologically sound research.

In conducting research based on the holistic model, an important
first step is to develop a strong conceptual framework. This shoulgd
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. A CONCEPTUAL MODEL GOF COPING

AN OVERVIEW OF COPING

Defining Coping

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

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

Coping refers to strategies for dealing with threat {Lazarus,
1966).

Coping is the instrumental behavior and problemsolving
capacities of persons in meeting life demands and goals
(Mechanic, 1968},

Coping is all cognitive and motor activities which a sick
person employs to preserve his bodily and psychic integrity,
to recover reversibly impaired funetion and compensate to the
limit for any irreversible impairment {(Lipowski, 1970).

Coping is any response to external life-strains that serves to
prevent, avoid, or control emoticnal distress (Pearlin and
Schooler, 13%78).

Coping is what one does about a perceived problem in order to
bring about relief, reward, quiescence and equilibrium
(Weisman and Worden, 1976).

Coping is to deal with and attempt to . . . overcome problems
and difficulties (Webster's, 1975).

Coping is adaptation under very difficult conditions (White,
1974 .

Coping is the cognitive and behavioral efforts made to master,
minimize, tolerate, reduce, or minimize internal and
environmental demands and the conflicts among them (Lazarus
and Launier, 1978).

Coping is viewed as a response in nearly all of these definitions, where
the response could be either a behavior or a cognition.

Many of the definitions include refercnce to a particular outcome,




usually a positive one--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 4 coping response could not be assessed
until that time. 1In fact, it may be necessary for a person to tolerate
a short-term undesirable outcome (e.g., distress of surgery) in order to
achieve a long-term desired outcome (survival). 1In this example, one
would probably want to refer to the response of facing up to surgery as
c¢oping, 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 te 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 with a serious illness:

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

Whether 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 lifc is not necessarily a problem).



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
scme apparent underlyving 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; Moos, 1976; Pearlin and
Schooler, 1978; Wolff et al., 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 situation; 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 acceptéble 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
praoblems, it is preferable to first assess specific coping responses

without attempting to organize the responses into a scheme.




Areas of Concern Regarding 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 iliness have been suggested. A summary of these is presented in
Table 1, based on the work of Cchen and Lazarus (1979); Moos and Tsu
(1979); Strauns 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 different 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, bedily 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 ¢f a shorter survival time,
whereas another person may hold the reverse values. For most people,
lowered emotional distress will almost certainly be a valued cutcome.
However, other outcomes may be equally valued, such as relating to
friends or continuing to work. To obtain some of these other cutcomes
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 one outcome as
more valuable than any other. This again illustrates the importance of

defining coping responses separately from the cutcomes of those




Table 1

SUMMARY OF AREAS OF CONCERN REGARDING SERIOUS ILLNESS

Area of Concern

Example

Survival

Bodily integrity

Self-concept

Social role

Finances

Family

Friends

Religion

Existential,

belief systems

Feelings, emotions

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

Money for medical care, drugs
Money far household help, child care

Relationships with family,
separation from family
Burden on family, dependency

Relationships with friends
and associates, isolation,
separaticn, rejection

Concern with 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, anxisty

Maintain feelings of well-being,
pleasure, hope

Express negative feelings




Table l1--continued

Area of Concern Example

Dependency Burden on others
Need for help vs. need for independence

Sexuality Desirability
Ability to function sexually

Preparing for Financial support for family
uncertain future Change in life goals

Dealing with hospital Chemotherapy, radiation
envirenment and special Unknown procedures
treatment procedures Rules of hospital

Adjust to new surroundings

Developing relations Doctors, nurses
with care givers Appropriate behavior,
how to deal with disagreements

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

responses. [t may in fact be necessary to evaluate all of
these outcomes in order to assess the effectiveness of coping.

If these outcomes are measured 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 will be referred to here as

cutcomes,
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Context 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. 1In
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 iliness, and of the persen’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 (Pearlin 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) iliness (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; Moos, 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; Visotsky et al., 1961). The transition from denial to the

recognition phase is not accomplished at a single point in time, but is




..11..

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,
Moos, 1976). This recognition and reorganization 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 Wortman (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 with Serious Jllness

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 COMPONENTS OF COPING

Each of the elements that appears in the framework of Fig. 1 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.



CONTEXTY

PSYCHOLOGICAL
Baliefs sbout hasith, liness,
and recovery
Sanse of control
Sensa of coharence
Sense of purpose
Sanse of mesning
Selt-sufficlency, sutonomy
Self-image
Attitudes sbout death

SOCIOCULTURAL
Social wpport

MEDICAL
Humaneness, facilitation of sxpression
Provide information, choices,
opportunities for participation
Compatent, inspire contidencs
Encoursges hops and optimism

SOCKIDEMOGRAPHIC
Soclosconomic status

ILLNESS
Nature of the diness
Prognoals

COPING RESPONSES

Sensa of control over itiness
Denisl/ Avcidance of iliness
Accaptance of Hines
Hopafulness

Giving up

Use of mental imagery

Activity vs passlvity

Taking control /Participating in recovery
information sesking

Adopting or svoiding tha sick role
Making positive lifs changes

Raquasting support /Sesking resssurance
Pleasurable behaviors

Stress reduction behaviors

Excaps /Distraction

Expresion of teslings

DUTCOMES

Functional status

Palns and symptome

Sncial and buisurs activities
Negative mental states
Positive mental siates
Self-astsam

Fig. 1 ~~ A framework of coping with serious illness
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Where empirical studies have been done using any of the context
variables or coping responses in relation to health ocutcomes, they will
be mentioned. Such studies will 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 ¢lements 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
hypathesized to explain a set of observable events (Nunnally, 1978).
For example, anxiety is a construct that is commonly hypothesized to
explain such observables as wringing 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 tegether) 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.

Most of the concepts in this Note are described ecither as
observables or as lower order constructs. When a concept is difficult
to define, it is often because it is a higher order comstruct. 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

Knowledge about Health Matters. The degree of familiarity or

cognitive complexity regarding health terminology, disease, and
treatments should be taken into account in evaluating a person's coping
responses. People who have had little experience with the medical
system may not understand commonly used medical terms; even
well-educated pecple may not have this understanding (Yager and
Rebinson, 1980, p. 90).



- 14 -

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) ene'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 (Lan 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
Ware, 1981}.

That one's thoughts and emotions can affeet health and illness is a
relatively new 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 contrel; 2) as
under the control of powerful 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--i.e., a given event may
be experienced as aversive or not depending on how the person appraises
and interprets the event.

4 sense of perscnal 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
laocus of control (believing events are due to chance, fate, or powerful
cthers) (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 perscnal control in terms of how one interprets life events. A
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person could feel a seuse 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 ocecur 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
cognitive control: 'the processing of potentially threatening
informatior 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
psychelogical 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 executives under high stress (Kobasa, 1979).

The extent to which people believe they can affect their own 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
control, although the source of contrel is external in this case. The
belief that health is up to chance, fate, or uncontrollable external
influences (e.g., enviromment) 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 Ware, 1981; Wallston 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 emvironmental 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 contrel, control by powerful others, fate, and
chance), as well as how various profiles of these beliefs are related to
health outcomes (e.g., it may be that nonextreme belief in all four
aspects is associated with better health ocutcomes).

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 with relief from chest pain following such care (Linn, Ware,
and Greenfield, 1980). However, gquestions regarding efficacy were asked
after the emergency room visit, thus the direction of prediction is
unclear.

Sense of Coherence. Returning to the basic concepts of control,
another way of classifying these concepts is according to whether events
dre seen as occurring by chance or according to some overall scheme.
Perceiving the world as coherent {i.e., predictable, lawful} has been
referred to as having & sense of cocherence (Antonovsky, 1979). This
would include being able to find meaning in life events, being able to
put things in long-term perspective, or interpreting life events into an
ongoing life plan (Averill, 1973; Frankl, 1963; Kobasa, 1979; Moos,
197%a). A sense of coherence may derive from viewing events as being
under one'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 from a philosophical outlook on life. Viewing events
a5 due to chance (i.e., as unpredictable, arbitrary) is the opposite of
a sense of coherence.

This brings us back to Averill's (1973) concept of cognitive
control--i.e., the way in which 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 cutcome.
More simply, a sense of coherence is the extent 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 tc 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 (1979) found
that having the ability to find meaning in stressful life events was
associated with less illness in a group of highly stressed executives.
Couversely, believing recovery is up to chance may hinder coping. TFor
example, if a person strengly believes that something will heal him or
her (e.g., believes in the efficacy of self-care or the efficacy of
medical care) 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 rcason to live, e.g., feeling
important and needed by friends and family, or having a mission or geal
to fulfill (Visotsky et al.,; 1961; Hutschnecker, 1951; Moos, 197%9a). In
a group of patients with severe prlio, those who felt a strong sense of
being important and needed (e.g., mothers of small children) made more
favorable adjustments than those who did not (Visotsky et al., 1961).

Sense of Meaning. 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 somewhat different from these
concepts. Meaning in life may derive from religion or spiritual
beliefs, love, werk, family, or interesting experiences--i.e., what the
person likes about living. Satisfaction with life 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 toward self-determination, or a tendency to

resist external influences {Angyal, 1941; see Moos, 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, 19635).

Four separate but interactive components of self-image have been
defined as: 1) bedy 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 Harmeling, 1968).

Self-denigration, or the 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, Pearlin 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
(Kebasa, 1979). Having such a commilment to oneself has been associated
with lower illness in a group of highly stressed executives (Kobasa,
1979). Belf-estcem was negatively related to the numbor of
psychosomatic symptoms (e.g., insomnia, headache, dizziness) in a sample
of soldiers {see Rosenberg, 1965)}.

. Sense of Challenge. Having a basic sense of challenge with respect
to life has been defined as feeling positively about changes in the
environment, valuing a life filled with interesting and new experiences,

being actively involved with one's environment, and having a sense of




responsibility toward life's demands (Kobasa, 1979). Having a sense of
challenge in terms of being actively involved with cne's environment and
in terms of having a sense of responsibility was associated with less
illness in a study of highly stressed executives (Kobasa, 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
oppertunity to learn more about themselves (Lipowski, 1970; Pelletier,
1977).

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

a number of meanings. It may be defined most conventiocnally 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 with these same people and events (Moody, 1978).

Having a sense of humer can be contrasted to being resistant to
humor and laughter. That is, for some people laughter evokes feelings
of guilt.

Intelligence. A person's intelligence may be a resource when faced
with a seriocus illness.

In a study of people with maligrant melanoma, those who survived
the longest had larger verbal intelligence scores than those who
survived the shortest time (Krasnoff, 1959).

Social Support. 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 Wortman, 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., likelihoced of having someoné there when needed), use (e.g.,
actually spending time with people), meaning (e.g., importance of

friends), and satisfaction with these supperts.
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One important issue in considering the role of social supports in
coping is that of individual needs 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 et al. (1961) noted that polio patients have a high
need for frequent contact with others, even if that contact is brief.

He suggests that a sense of isolation is very threatening while
hospitalized and ordinary loneliness 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; Meyerowirz, 1980; Ryan and Ryan, 1979; Visotsky et al.,
1961). Hamburg and Adams {1987} 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 commurlity,

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
isolation from friends because these friends fear contagion, fear the
expression of intense emotions or don't wish to be reminded of their own
vulnerability (Videka, 1979). In addition, the person's.family may
become more distant because of all the disruptions.

There is much literature on the association between social support
and heaith. In a correlational study, patients with rheumatoid
arthritis who were isolated and alienated from others had more
functional incapacity (Moos and Solomon, 1965). Cancer patients who
withdrew socially were more emotionally distressed than those who talked
with olhers (Weisman 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 te the emergency room Was
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positively associated with relief from chest pain in a sauple 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 at., 1961). People who lacked social and community ties were more
likely to die in a nine-year follow-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 Michael, 1960; see
Kaplan, 1977).

Porritt (1979) believes that supportive reactions of others can be
"canceled out" by unsupportive reactions (i.e., unheipful 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
a4 person with an outlet for emotional expression), which serve to reduce
anxiety (Schacter, 1939, see Kaplan, 1977). Jourard (1971) cloquently
described the benefits of social support: 'being heard and touched by
another who cares 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 will affect that person's coping responses. For example, a wife
may consult her hospitatized husband regarding family decisions or ask
when he would like her to visit, thus offering him an opportunity for
control, or she could deny him these cpportunities. Similarly, an
employer may offer a person a choice of alternatives (e.g., work 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,
1955; see DiMatteo, 1979), and their adjustment to having mastectomies
(Jamison, Wellisch, Pasnau, 1978; see Meyerowitz, 1980).

Physicians Providing Information, Choices, and Opportunities for

Participation. Medical 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 ke 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 who have information about the amount of discomfort to be
expected from a noxiocus procedure are able to tolerate the discomfort
moere easily (Taylor, 1979). Johnson {19$75) 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 infermation about what symptoms to expect
reduced complications following heart attack. Surgical patients who
were told about postoperative pain and what could bé done for it
required only half as much postoperative narcotics in a controlled study
(Egbert et al., 1964). Uncertainty seems to be an important source of
stress. People apparently prefer the predictable te 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 treatment {Yalom and Greaves, 1977).

Whether information about what to expect during noxious medical
precedures is beneficial may depend on whether the patient is a
sensitizer (typically seeks information te 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 that 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}3. Similarly, telling a person a poor prognosis may lead
to heipless, 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 which it is
presented, and the type of medical procedure involved {Cassileth et al.,
1980; Horwitz, 1978).

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 usually
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 Redin (1976) found that allowing patients to
make choices about daily matters resulted in better health, a heightened
sense of weli-being, and longer survival. Mills 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 are
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 would consider it a burden to become a participant in
the decisions.

Providing information, choices, and opportunities for participation

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

depends on the person's usual sense of control.
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Physicians Competent, Inspire Confidence. If medical personnel

appear inexperienced, or incompetent, patients may lose confidence.

Physicians Allowing Hope and Optimism. A strong influence on the

patient’s coping responses will be the extent to which medical
personnel, especially the physician, allow for hope and optimism
regarding recovery.

Sociodemographic. Socicdemographic factors, such as sociceconomic

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 sociceconomic status were more likely
to receive counseling and education on their rehabilitation (Aday and

Eichheorn, 1972}.

Coping Responses

Coping responses can be classified into behaviors and cognitions
(thoughts). Although this usually represents a useful distinction, a
respense 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
cutcomes of this illness.

The first way of describing control as a response (having a sense
of control over one's daily life now) is the same as discussed earlier
with 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 a large amount of control), the redwction in control is
severe, whereas for others it may not change much.

It would be interesting to test whether it is the absolute level of

contrel or the degree of loss of control that is important in predicting
cutcomes.

The extent to which the person feels a sense of control over the
cutcomes 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 relatiomship, the
first represents a more generalized attitude whereas the second pertains
to a very salient current illness. A sense of control over the ocutcomes
of this illness may derive from beliefs that one can personally control
the outcomes (e.g., that one’'s behaviors, thoughts, or emotions will
affect the outcomes) or from beliefs that one is in the hands of
powerful others (e.g., that one's doctor is providing an effective
treatment).

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

complex and somewhat difficult teo conceptualize. Depial has been
defined as 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 infeormed of a poor prognesis, that persom 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; Moos, 1979a; Visotsky et al., 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 al., 1961); wmaximizing 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
mnrealistic. Given the shortcomings of medicine in predicting outcomes
with certainty, denial of the meaning of the "facts" may represent
adaptive coping behavior.

Finally, one may deny one's emotional state, as for example
refusing to acknowledge 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; Moos, 1979a) or displaying a hearty, jovial
manner (Hackett and Cassem, 1974).

All of these types of denial need to be distinguished from
avoidance. 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 toc 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 person at different stages in the illness (Lipowski, 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,
19587.

The extent of denial may vary from severe (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 teo 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 respense 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 outcomes., 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, Morris, and Pettingale, 1979). More postsurgical
complications were observed in patients who used denial strongly (Janis,
1958; see Beisser, 1979).

In an experimental study in which subjects were threatened by
possible clectric shock, those who used avoidant thinking showed more
stress (indicated by pulse rate and skin resistance) than those who did
not {Houston and Hoilmes, 1974). These authors concluded that subjects
who did not use aveidant thinking used the time to reappraise the threat
as less serious, thus reducing their level of stress.

Acceptance. The opposite of denial is the acceptance of the
illness. As in denial, one ¢an 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 dcceptance 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 hestility, or to accept any less
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, Morris, and Pettingale, 1979). TIn a sample of women with
metastatic breast cancer, those who were better adjusted te 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).

Hope. Maintaining hope or optimism refers to having a sense that
there is a high probability that things will work out as reascnably as
can be expected (Antonovsky, 1979; Simonton, Simonton, and Creighton,
1978). It has been suggested thal maintaining hope has beneficial
effects on other outcomes --i.e., that if one expects toc get well and
behaves as if one will get well, 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 placecbo 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 ways that express negative
expectancies (Simonton, Simonton, and Creighton, 1978).

Breast cancer patients who had a highly optimistic attitude
(accompanied by a search for greater information) survived longer than
those who responded with stoic acceptance or feelings of.helplessness or
hopelessness (Greer, Morris, and Pettingale, 1979).

Giving Up. A complex ¢f 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). Two affects of giving up have been labeled as helplessness and
hopelessness {Engel, 1968). Each refers to Lhe 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 toc 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 (Tajlor, 1979), the person nevertheless remains
alert to environmental changes (Sweeney, Tinling, and Schmale, 1%70).

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 ITker, 1971). Bolh hopelessness 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, Morris, and Pettingale, 1979).

Use of Mental 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 visunalize
themselves being well, visualize their white hlood cells as being
nonexistent, or the cancer can be visualized as a powerful thing against
4 weak treatment (Simonton and Simonton, 1975).

One way mental imagery has been suggested to be effective is in its
effect on physiclogical responses. When & person thinks about stressful
events, some of the physioloegical activities associated with those
events occur; the more specifiec the image, the more specific the
response {Jacobson, 1938). The use of mental imagery in healing is
based on this finding--i.e., if a person envisions pleasurable events
{(either by recalling them or anticipating them), the physiclogical
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 happen. Such a positive expectation influences
the way the person behaves and feels, creating a self-fulfilling

prophecy (Simonton, Simonton, and Creighton, 1978).
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To the extent that feelings influence the healing processes, such
mental imagery may affect illness outcomes. 7This idea is the subject of
much 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 number of tasks

that must be dealt with 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,
1879a). 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 al., 1961).

Setting goals can be viewed as a means fer examining one's life and
making desired 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 down 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
allow a look at whether one's needs in these areas are being met.
Simonton, Simonton, and Creighton suggest that many people spend so much
time meeting the expectations of others (e.g., emplover, spouse,
children) that they are not sure what they want for themselves.
Goal-setting is thus viewed as a way of taking control and working to
fill one's own needs.

Goal setting may 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 them (Simonton, Simonton,
and Creighton, 1978).

Activity Versus Passivity. 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 in Recovery. The terms instrumental

control (Schulz, 1976}, behavioral control (Krantz and Schulz, 1979;
Averill, 1973) and decisional control (Averiil, 1973} all refer to
acting on the environment te change the situation. In the context of
ceping with a4 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, for 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 sense--i.e., the
person should not be making medical decisions that are beyond his or her

realm of 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 anm
informed, active member of a team responsible for his or her health"
(Taylor and Levin, 1976). Making such choices often leads to an
increase in perceived control (Mills and Krantz, 1979}.

Taking contrel 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 iliness, the term "tackling" has been used, referring to a
tendency to adopt an active attitude toward the challenges and tasks
posed by the illness (Lipowski, 1970).

Information Seeking. One response to a serious illness is to seek

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

of taking control or becoming a participant. Such information may
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pertain to the nature of the illness, its eticlogy, 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; McIntesh, 1974; Taylor, 1979); to
restore a4 sense of control (Moos, 1979za; Lazarus, 1979; Mills and
Krantz, 1979), to give the person something to do (Moos, 1979a; Yager
and Reobinson, 1980) and to question the facts and continue searching for
more acceptable answers (Silver and Wortman, 1980; Weisman and Worden,
1976). Depending on the purpose, different ocutcomes may be observed.

There is apparently considerable variation in pecple's inclination
to obtain information. Lazarus (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 review 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 wanting to expose one's ignorance, diffidence, or a
reluctance of medical personnel to convey information {McIntosh, 1974).

Laughing. The idea that laughter can be therapeutic has been
suggested as a well-known, but little discussed, fact (Cousins, 1979;
MeDougall, 1922; Moody, 1978). Its benefits have been noted as bringing
about euphoria or general well-being {(McDougall, 192Z; Moody, 1978),
reduction of pain {Cousins, 1979); relaxation (Walsh, 1928); stimulation
of the internal organs (Moody, 1978), and reduction of muscular tension
(Moody, 1978). It has been suggested that laughter provides a way of
establishing communication between people (Moody, 19783}.

Adopting 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 (i.e., as giving in, becoming dependent), or pesitively
(i.e., as surrendering to the care of competent persons, complying with

the physician's orders) (Kasl and Cobb, 1966; Lipowski, 1969). Thus,
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adopting the sick role must be carefully distinguished from cther
concepts such as compliance and giving up.

Parsons (1%951), viewed the sick role as one in which the person 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. lle
viewed the sick role as socially disruptive, one that should be
controlled to prevent its abuse {see Bloom and Wilson, 1979).

The sick role concept must be considered within the context of the
nature and severity of the illness (Parsons, 1951} which determines the
appropriateness of adopting or aveoiding the sick role. Given an
“appropriate"” situation (e.g., following surgery) the ability to accept
the sick role may represent "insightful acceptance’ of the situation
{(Chodeff, 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 cared for {Chodoff, 1962).

One way to evaluate sick role behavior may be to determine what (if
any)} benefits the person derives from being i111. These might include
increased attention and caring from other people, avoiding a troublesome
situation such as work or family, an opportunity to think and perhaps
gdain 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 berefits 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 are probably recognized by patients as not
socially acceptable. For example, people may like having the extra
attention but would never admit that they like it.

Making Peositive Life Changes. 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 come 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 cleser 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 sensitive to their own 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 cthers may be to join special groups such as self-help
groups (Jaffe, 1980; Yalom and Greaves, 1977; Moos, 197%a), or request
reassurance or emotional support from family, friends, or medical staff
(Moos, 1979a; Visotsky et al., 1961; Caplan, 1964; see Moos, 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. Behavieors 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 are 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. Not 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 deing pleasurable activities may affect outcomes of
the illpess.

Stress Reduction Behaviors. Many behaviors that are enjoyable to a

person may alsc be considered as stress reducing. However, this may not
always be the case (e.g., the persen may run to reduce stress but not
enjoy it). Thus, stress-reduction behaviors should be considered
separately from pleasurable 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

activities that people commonly think of as "relaxing" (e.g. watching
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TV, drinking) will 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 Jaffe, 1975; LeShan, 1976), autogenic training (Schultz and Luthe,
1969, see Jaffe, 1980), biofeedback (Brown, 1977), exercise (Selye,
1956}, hypnosis or self-hypnosis (Kroger, 1977), mental imagery
(Simonton, Simonteon, and Creighton, 1978), and relaxation exercises
(Jaffe, 1980).

Escape/Distraction. Behaviors that are engaged in as a means of

escaping or distracting oneself from the illness may constitute a
category distinet from pleasurable behaviors or stress reduction
behaviors. For example, some people may engage in "keeping busy" simply
to distract themselves, not particularly enjoyving the activities (e.g.,
housecleaning, working extra hours, going to social gatherings).
Sleeping, watching TV, drinking, using drugs, or daydreaming might fall
into this category of distracting behaviors.

Expression of Feelings. Expression to others of positive and
negative feelings is probably an important coping response. Such
expression is viewed as an outlet for discharging feelings (Monat and
Lazarus, 1977, p. 151; Schmale and Iker, 1977), and as a way of
resolving some of the problems (Weisman and Worden, 1976)}. However,
such expression can alienate other people if it is excessive or tends
teward "crying 'why me?’" (Weisman and Worden, 1976).

The nonexpression of ecmotion 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 conductance and heart rate
(Buck, Miller, 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). Women with metastatic breast cancer who were
communicative abeut their distress survived longer than those who were

not (Derogatis, Abeloff, and Melisaratos, 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 (i.e., the creative
instinect} (Hutschnecker, 1951), as the belief that one is not going to
die even though the prognosis is poor (Moody, 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
person is eager to make progress, determined to do everything pessible
toward improving. Visotsky et al suggest that although this attitude
seems to be a personality characteristic, it nevertheless can be
significantly influenced by the behavior of friends, family, hospital

staff, and community.

Dutcomes

Whether the varicus coping responses described above are effective
can be determined by looking at a variety of outcomes of these
responses. These include medical ocutcomes (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.

Length of Survival. Length of survival is the most final outcome
that can be used to evaluate the effectiveness of coping.

Physiological. Physiological outcomes refer to bedily processes
and signs of illness that may or 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 blocd pressure may all be related to how a person copes.

Physiological indicators of the immune response {e.g., amount of




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 are those that pertain te the body and
include symptoms, pain, and functional status (e.g., ability to walk or
climb stairs).

Functional status refers to the performance of, or ability to
perform, a variety of daily activities (Stewart, 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 toc 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 has not traditionally been included in measures
of functional status, but may be particularly relevant to people with
serious illnesses. People who are i1l may be especially likely to have
sexual problems because of surgery, medications, or low energy. Rale
functiening may also be especially relevant to ill people. For many
people, their work is not only a way to earn a living but is closely
tied to their identity and self-concept. Problems in working may cccur
as a direct result of the illness (e.g., due to hospitalization or
recuperation) or indirectly through discrimination 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 are
valued by the person. As an outcome, the focus should be on the
person's satisfaction with his or her ability to function socially,
rather than on the extent of social supports.

Negative Mental States. Both negative and positive feelings are

important outcomes in terms of evaluating the effectiveness of coping.
Negative feelings that are espccially 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




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 te depression. Thus, it is
preferable to refer specifically to the affect (see Plumb and Holland,
1977; Silberfarb, Maurer, and Crouthamel, 1980; and Ware, Johmston, and
Davies-Avery,1579).

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 (i.e., 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.

Pesitive Mental States. Positive mental states generally include

satisfaction with life, being happy, c¢heerful, pleased, excited,
interested in something, or on top of the world {Bradburn, 1969; Ware,

Johnston, and Davies-Avery, 1979).
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ITI. REVIEW OF LITERATURE ON MEASURES 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.

MEASURES OF COPING AND COPING-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 parentheses): (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 was developed
by Mechanic (1979) (items obtained by personal communication). The
Chronbach's alpha was 0.70 for this scale.

Wallston and Wallston (1978) developed several measures of health
locus of control, with 12 items each as follows {internal consistency
reliabilities in parentheses): internal health locus of control (0.86),
powerful others health locus of contral (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.e., these health locus of control measures

were all developed for use in general populations).

Sense of Control

A seveun-item summated ratings measure of mastery was developed by
Pearlin and Schoocler (1978). They did not report the reliability of the
scale.

Powerlessness versus personal contrcl was assessed by Kobasa

(1979), but its reliability was not reported (items obtained by perscnal

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). HNeither 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 suppert 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 which others can be counted on when needed
(Turner, 1981).

Berkman and Syme (1979) identified marital status and the number of
clese friends and relatives as important aspects of social support.

Schacfer, Coyne, and Lazarus (1981) suggest that both social
networks (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 suppert in much
the same way. Porritt listed all potential sources of support (e.g.,
spouse, mother, friends, docter) and respondents were asked questions
regarding the availability and nature of help available from each
person.

Murawski, Penman, and Schmitt (1978) suggest that a 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
suppert

(2) an assessment of the background characteristics that define the
person'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
iliness

(4} measure of person's pattern of social affiliation

(5} measure of person's need for affiliation.

Expression of Needs and Feelings

Lazarus (1966) has assessed several aspects of expression of needs
and feelings (e.g., tried to keep others from knowing how bad 1 feel,
talked to someone about how I was feeling)(items 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 te rest or take a vacation.

Yantasize/Davdream

Lazarus (1966) assessed fantasizing responses such as daydreaming

or imagining a better time or place.
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Doctor-Patient Relationship

Several aspects of the doctor-patient relationship were assessed by
Ware, Snyder, and Wright (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

wore than before I was ill).

Positive and Negative Feelings

Negative feelings have heen 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.,
Turney, 1981).

Depressive symptoms, anger, and anxiety were all assessed by
Dercogatis, Lipman, and Covi (1973).

Positive feelings that have been assessed by other investigators
include positive well-being and satisfaction with life (Ware, Johnston,

Davies-Avery, 1979},

Functional Status

Functional status 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, Ware, and Brook, 198la, b).

Symptoms of I[llness

Twenty-seven acute physical symptoms were assessed in the Rand
Health Insurance Study (Manning, Newhouse, and Ware, 1981). These
included such things as backaches, headaches, and trouble falling asleep

at night.
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STUDIES OF THE DIMENSIONS OF COPING

The elements of coping defined in Fig. 1 vary in terms of whether
they represent specific responses or more global constructs. A
construct is an abstraction, something that cannot be observed but is
hypothesized to explain a set of cbservable events (Nunnally, 1978).
For example, anxiety is a construct that is commonly hypothesized to
explain such observables as wringing of hands, sweaty palms, and
increased pulse. Constructs can be of increasingly higher order. For
example, specific responses of reading about cne's illness, asking
questions of the doctor, and talking to a4 friend who had a similar
illness may (if they all occur together) form a construct pertaining to
informatien seeking. If information seeking, positive outlock, and
having a sense of purpose in life occur together, they may define a
higher order construct such as the will te live.

Scome resedrchers 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 situation, put it out of your mind, distraction, take
firm action, find something favorable, passive acceptance, do anvthing
to be doing something, negotiate alternatives, reduce tension, withdraw
into isclation, blame someone or something, seek direction and follow
it, and blame yourself. Pemman (1979) develcoped the Coping Strategy
Inventory. S8he identified 45 coping behaviors by interviewing women who
had breast cancer. B5She categorized these 45 coping behaviors into five
theoretical categories: tackling and mastering; raticnalizing or
reinterpreting; avoiding; capitulating or passively acquiescing; and
tension-relieving behaviors.

Only two studies were found that empirically evaluated the
dimensions of coping with sericus 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, nobilizing
social support, positive outlook, avoidance of sick role, and reliance
on religion. Another empirical study based on personal interviews is
the Felton et al. (1980) 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 arthritis). 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), wish-fulfilling fantasy (escape
into fantasy), self-blaming denial, information seeking (active problem-
solving orientation to the illpess), and minimization of threat (refusal

to think about it).

STUDIES OF RELATIONSHIPS AMONG COPING CONCEPTS

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 Note).

Health Locus of Contrel

Intercorrelations among four health locus of control scales
(chance, provider control, sclf-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=-0.27 (chance and self-care, p<.01), r=0.12 (chance and
health threat, p<.05}), r=0.20 (provider control and self-care, p<.001),
r=0.02 (provider control and health threat),. and r=-0.10 (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 Schocler, 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 (G.15, p < .05) (Pearlin and
Schooler, 1978).

Self-Esteem and Negative Feelings

Self-esteem was negatively associated with both depression and

anxiety using a x2 statistic (Rosenberg, 1963).

Self-Esteem and Symptoms

Self-esteem was negatively associated with the number of

psychosomatic symptoms (Rosenberg, 1965).

" Negative Feelings

Anxiety, anger, and depression were all assessed separately by
Turner (1981).

Product-moment correlations between anger and anxiety were 0O.44,
0.55, and 0.33 in three study samples; correlations between anger and
depression were 0.57, 0.53, and 0.52; and correlations bhetween anxijety
and depression were 0.37, 0.64, and 0.64 {see Turner, Table 4).

Anxiety and depression were positively associated (r=0.72) in the

Rand Health Insurance Study (Ware, Davies-Avery, and Breook, 1%980).

Social Support and Negative Feelings

Social support was assessed in relation to anger, anxiety, and
depression in a study by Turner (1981) on three study samples. Social
support was negatively associated with anxiety in two of the three study
samples {r=-0.37 and -0.24); negatively associated with depression in
all three study samples (r=-0.39, -0.33, -0.30); and negatively

associated with anger in all three samples (r=-0.32, -0.36, -0.30).
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Emoticnal support was positively related to positive morale
(r=0.22, p < .05) and not related to negative feelings (Schaefer, Coyne,
aud 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 (r=0.21 and 0.19, respectively), and negatively
associated with positive well-being and life satisfaction (r=-0.24 and
-0.26, respectively) in the Rand Health Insurance Study (Ware,

Davies-Avery, and Brook, 1980).
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IV. HMETHODS

population of interest is adults (18 years and older) who have

a serious life-threatening illness.

Six

(1)

(2)

(3

(4)

(3)

(6

sources of subjects were used:

Pecople 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.

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.

Patients of Dr. Michael Van Scoy-Mosher, an oncologist in
private practice at 8631 West Third Street, Suite 600E, Los
Angeles, CA 90048, .
Patients of Dr. Fred P. Rosenfelt and Dr. Barry E. Rosenbloom,
oncclogists in private practice at 8635 West Third Street, Los
Angeles, CA B004LS.

Patients at the UCLA Bowyer Oncology Clinic, UCLA Hospital,
10833 LeConte, Los Angeles, CA 90024. '

People with first myocardial! infarctions participating in a
study by Kathleen E11, Ph.D., of the USC School of Social Work.
These people were patients at either the UCLA hospital or the

Los Angeles County/USC hospital.

Recruitment and Consent to Participate Procedures

The

meetings

"Live Today" subjects were recruited at monthly orientation

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). Whether or not they chose to attend the self-help group,

people were welcome to fill out the guestionnaire.
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Dr. Van Scoy-Mosher and Drs. Rosenfelt and Rosenbloom mailed their
cancer patients a letter asking if they would like to participate in
this research. Patients were asked to return a postcard indicating
their consent to provide me with their name and address. I then
contacted each patient and explained the research to them, at which time
they were free to accept or decline participation.

In the Bowyer Oncology Clinic, I obtained permission of each
physician to approach his or her patients as they waited for their
appointment. The study was described and if the patient agreed to
participate, he or she filled cut a consent form at that time,

All participants in Dr. Ell's study werc included, because she used
the questionnaire as her primary instrument. Dr. Ell obtained a |
sequential sample of all people with a first myeccardial 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 illnesses.

Patients at the Bresler Center were approached by Janet MacKenzie,
R.N., C.R.N.A., who briecfly explained the study. If they were
interested, Ms. MacKenzic gave their names and addresses to me and I

contacted ihem directly.

Consent to Contact Physician Procedures

All participants except those in Dr. Ell's study were asked their

permission to have an evaluation completed by their physician.

Human Subjects Committecec Approval

Approval to interview these subjects was obtained from the Human

Subjects Committee, UCLA School of Medicine.

METHODS OF DATA COLLECTION

All participants completed a structured self-administered
questionnaire containing about 300 items. Most did so at home in the
intended self-administered manner. Some of the myocardial infarction
patients required assistance in completing the guestionnaire, which was
provided by Lucy Solin, MSW. Ms. Solin is bilingual and was able to

assist Spanish-speaking participants.




For about 20 participants, a personal open-ended interview was
conducted in addition to the structured questicnnaire.

For those participants who consented to have their physician
contacted, an evaluation form was sent to their physician including a
roturn stamped envelope and a cover letter explaining the study and
asking the physician's cooperation. The signed consent form of the

patient was included. (The evaluation 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
review. Wherever possible, items were selected or adapted from measures
that had been developed by others, to benefit from previous research.
For most of the concepts, however, original items had to be written to
be specific to coping with a serious illness. To evaluate the items,
the principal investigator collaborated with three other researchers:
Dennis T. Jaffe, Ph.D., a c¢linical psychologist whe works primarily with
seriously ill people; Joanne Mantell, Ph.D., MSSW, MSPH, 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 a2 number of health clinicians and
researchers,

Within each hypothesized concept, the researchers tried to achieve
a balance of positively and negatively worded jtems. It is importamnt to
have both positively and negatively worded 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 items regardless of item
content, if items in a scale are all worded in the same direction, the
scale score for less-educated pecople may be spuricusly increased or
decreased because of ARS. This makes it hard to interpret group
differences in scale scores.

A summary of the concepts for which items were constructed is

presented in Table 2. The actual questionnaire is presented in Appendix

G.
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Table 2

SUMMARY OF CONCEPTS MEASURED

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

IT. GENERAL SENSE OF CONTROL, COPING
Powerlessness
Generalized sense of control, coping ability

II1. SELF-ESTEEM
General self-esteem
Body image
Change in body image as a result of illness

IV. SOCIAL SUPPORTS
General quality of social supports and emoticnal support
Availability of supports
Perceived need of support
Cognitive guidance
Instrumental support
Stigma of being ill
Quantity of social supports

V. REASON TO LIVE/MEANING IN LIVING
Reason to live
Meaning in living
Will te live

VI. BENEFITS OF TLLNESS

COPING RESPONSES

I. EXPRESSTON OF NEEDS AND FEELINGS

TI. MENTAL RESPONSES
Active use of mind to facilitate the healing process
Maintain positive outlook
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Table ?~-continued

I1T.

Iv.

V.

VI.

BEHAVIORS

Perform health habits that will facilitate healing
Engage in pleasurable activities

Make positive life changes as a result of the illness
Diversions, time-out

SEEK INFORMATION

MOBILIZE SOCIAL SUPPORTS
AVOIDANCE/ACCEPTANCE OF ILLNESS
Avoidance

Acceptance
Rejection of sick role

DOCTOR-PATIENT RELATIONSHIP

1. 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 allows optimism and hope
Communication of diagnosis
I1. SATISFACTION WITH DOCTORS
General Satisfaction
Confidence in doctors
QUTCOMES '
I. POSITIVE FEELINGS
Optimism
Satisfaction with life
Positive well-being
11. NEGATIVE FEELINGS

Depression
Anxiety
Guilt
Anger
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Table 2--continued

IIT. FUNCTIONAL STATUS
Rele functioning
Leisure and social activities
Personal functioning :
General health

IV. SYMPTOMS AND PAIN
Pain
Symptoms list

To determine if there were aspects of coping not identified by this
preocedure, several open-ended questions were included in the
questionnaire. These asked the respondent to write in a response, for
example, whether there were things that had made it particularly
difficult to cope, or whether something they had done had been

especially helpful.

Item Construction: Physician Evaluation Form

Items were developed to obtain information from the physician
regarding diagnosis, any metastases present, current therapy, and a
rating by the physician of the patient's current health status,

prognosis, coping, compliance, and optimism.

QUESTIONNAIRE PRODUCTION

A self-administered questionnaire was designed to ease respondent
burden to the extent possible (given the large number of items).
Matrices of response cheices facilitated this. Items were organized
according to sections to give a sense of closure as the respondent
proceeded through the questionnaire.

The questionnaire was designed by Sandra H. Berry of The Rand
Corporation and was prepared by the Survey Production Group of The Rand

Corporation.




METHODS OF CONSTRUCTION OF MEASURES

Multi-item measures have several advantages over single-item
measures. Multi-item measures (1) reduce the number of sceres necessary
to define each variable; (2) increase score reliability by pooling the
information that items have in commen; (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
tfavorably and unfaveorably worded items are combined); and (5) provide
the option, if item respconses 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 on 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.

Method of Summated Ratings

A modified version of Likert's Method 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 associated with Likert scaling. These

steps are designed to determine whether:

(1) Each item in a hypothesized grouping is substantially linearly
reiated to the total score computed from items in that group
(traditional Likert criterion).

{2) Each item correlates higher with the construct it is
hypothesized to measure than with 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 abecut the same constructs or sheuld 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.

Multitrait Scaling. The first two steps used to construct summated

fatings scales were based on multitrait scaling analyses, which involve
examining a matrix ¢f item-scale correlations.[1} Each row of the matrix
contains correlations between scores for one item and all hypothesized
item groupings (constructs defined by scales). Each column contains
carrelations between the scores for one scale and all items, including
those bypothesized 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 spuricusly 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 & 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.

f1} All computations were performed using the ANLITH (Analysis of
Item-Trait Homogeneity) program, which was written by Thomas Gronek at
IBM and Thomas Tyler at the Academic Computing Center at Southern
Illincis 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 wvalidity
(follo#ing Campbell and Fiske, 1959). The item discriminant validity
criterion is satisfied and a scaling "success" 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 between 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
groupings and to evaluate factor loadings for items. 1In 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 leadings) are comparable across standardized items in
the 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 analysis.
Because the sample size is small relative to the number cf items, factor
analyses were performed using subsets of items (Comrey, 1973). Once
multi-item scales were coastructed 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 proportionm of total variance
accounted for by each factor. The test is based on the
assumpticn that when the decreasing negative slope of the curve
begins to level off, random error factors have been
encountered.

(3) The 5 percent guideline described by Guertin and Bailey (1970),
which suggests that factors associated with 5 percent or more
of the common variance warrant further study,

(4) Identification of true common factors, in which only unrotated
factors having two or more isadings of 0.30 or greater
(absolute magnitude) are selected for rotatiom and
interpretation,

(5) Use of trial rotations when 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 desirability of
alterations in major factors when additional factors are

rotated.

Missing Data
When summated ratings scales are scored, substitutions may need to

be made for missing item responses. Several options are possible:

(1) Midpoint 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 meodal
score for that respondent across either all items in the

battery 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 ANLITH, 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 wmissing 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), Scalegram 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
defined). '

Two coefficients are generally used to evaluate whether items meet
Guttman criteria (i.e., their scalability). First, the coefficient of
reproducibility, CR = 1 - (observed errors/total possible errors), is
computed. All deviations from hypothesized response patlerns 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 boeth reliability (in the internal-
consistency sense) and reproducibility {see 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 reliability and reproducibility of these items.

It is also necessary to evaluate the extent Lo which each observed
CR represents an improvement over its minimum possible value, because CR
can be large even when a truly cumulative scale is not achieved. For
this reason, the extent to which the observed CR represents an
improvement over the minimum possible CR was examined. This minimal
marginal reproducibility (MMR) is the smallest possible value of CR

given the distributions of item respenses. CR and MMR are compared
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using the coefficient of scalability, €5 - (CR - MMR)/(1 - MMR), which
indicates the proportion of possible improvement in MMR 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 variaace that is
true score variance, as expressed in the following formula {from

Kerlinger and Pedhazur, 1973):

Reliability = 1 - (Ve/Vt),

where Ve equais the error variance and Vt is the total measured
variance. Two methods were used to study the reliability of the scales,

depending en the method of scale construction: internal consistency and

reproducibility.

Internal -Consistency Reliability

The internal-consistency method of estimating reliability applies
to multi-item summated ratings scales. The reliability coefficient it
yields is a function of twé 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 Nurnally, 1978):

Ty = (kriifl + (k - Vr .,

where ro. is the internal-consistency reliability of a score, k is the
number of items used to compute the scale score, and ros is the average
inter-item correlation (Fiske, 1966; Tyler and Fiske, 1968).

The internal-consistency approach was used to estimate reiiability
for all scales constructed using the Method 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 which a person's item
responses can be predicted from knowledge of his total score--is closely
related to reliability, and is thus an appropriate indicator of the
reliability of Guttman scales. The coefficient of reproducibility (CR),
discussed with respect to Guttman Scaleogram 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 measure 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 what should be inferred about the meaning of scores.
Unless a measure is judged valid, the scores it yields cannot be
interpreted with confidence for purposes of hypcothesis testing, and the
measure cannot be used to advance theory {e.g., by studying
relationships between the measure and other variables of intevest).
Three types of validity are identified by the American
Psychological Association (1974): content validity, criterion-related

validity, and construct validity.

Content Validity

Content validity refers to how well a measurement battery covers
important aspects of the dimensions to be measured. Content validity
was essentially established by extensively reviewing the literature to
identify all concepts relevant to coping, and by verifying this by
talking with health professionals who work with seriocusly ill patients.
Content validity at the item level was established when items were
written; at least one item was written to assess important aspects of
each concept.

Face validity, related to but distinct from content validity,
refers to what an item appears to measure from its manifest content. To
evaluate face validity, 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 medsure to predict his score on some other measure referred to as a
"eriterion” (Anastasi, 1968 and Cronbach, 1970). Becaunse well-validated
measures that would provide true score estimates are notL available for
the constructs 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 when the associations show the direction and magnitude of
relationships hypothesized from theory. When exceptions to hypotheses
are observed and theory is well founded, validity should be questioned.
When there is reason to question both theory and measurement, drawing
inferences about validity is more difficult,

Construct validation usually relies on correlation coefficients 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 theory.

One must 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. 1f a similar association is observed between two
concepts in 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 relationships of interest have not been previously tested, and
theory is not clear on the expected direction and magnitude of
associations. Construct validity studies were 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 asscciations 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) shouid 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 were 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. GAMPLE CHARACTERISTICS

SAMPLE SIZE

The sample consisted of 158 subjects from the following sources:

CANCER PATIENTS

Live Today 15
Bresler Center 6
Dr. Van Scoy-Mosher 32
Drs. Rosenfelt and Rosenbloom 7
UCLA Bowyer Clinic 35

Total Cancer Patients 95

MI PATIENTS

UCLA 19
L.A. County/USC &&
Total MI Patients 63
TOTAL 158

Of those 136 cancer patients who agreed te complete the
questionnaire, 95 returned it {(overall return rate of 70 percent). This

rate is broken down by source of subjects as follows:

Number Who
Initially Return Rate
Scurce Agreed (%)
Live Today 28 S4
Bresler Center 7 86
Dr. Van Scoy-Mosher 38 84
Drs. Resenfelt and Rosenbloom 10 70
UCLA 51 68
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The return rate for physician evaluation forms was 100 percent for
Dr. Van Scoy-Mosher and Drs. Rosenfelt and Rosenbloom. For the

remaining sample, the return rate was about 48 percent.

SAMPLE CHARACTERISTICS

A summary of sample characteristics for the cancer sample, the MI
sample, and the total (combined) sample are shown in Table 3.

The cancer sample is 75 percent female and 83 percent white, and
the MI sample is 38 percent female and 49 percent white. The mean age
of the cancer sample are about 50 and of the MI sample, 60. The mean
years of education is about 14 for the cancer sample and 10 for the MI
sample. About 37 percent of the cancer sample is working at a paid job,
whereas about 78 percent of the MI sample are doing so. Religious or
spiritual beliefs are at least somewhat important to about 75 percent of
the cancer sample and 71 percent of the MI sample.

The two samples are thus gquite different, with the M] sample being
older, less educated, having less income, and more likely to be male and

nonwhite than in the cancer sample.
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Tahle 3

SUMMARY OF SAMPLE CHARACTERISTICS

Cancer Sample MI Sample Total Sample
{N=93) {N=63) {N=158).
Characteristic Number Percent Number Percent Number Percent
Sex
Female 71 74.7 24 38.1 95 60.1
Male 24 2 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
Asian 2 2.1 2 3.3 4 2.6
Missing 1 - 2 _ 4 _
Total 95 160.0 63 100.0 i58 100.0
Age
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 i6.1 28 17.9
50-59 19 20.2 i4 22.6 33 21.1
60-69 26 27.6 23 37.1 49 31.4
70+ 3 3.2 iz 19.4 15 9.6
Missing 1 - 1 - 2 -
Total 95 100.0 63 10G.0 158 i00.0
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 14 241 49 33.3
More than 16 years 23 25.3 3 5.2 28 17.7
Missing 4 - _3 - 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 48 75.4 67 44.7
$10,000 to $1%,999 28 31.5 8 13.1 36 24.0
$20,000 to $29,999 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 _b - 2 - B -
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 il 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
Importance of Religious/
Spiritual Beliefs
Very important A2 45,2 30 48.4 72 46.4
Somewhat important 28 30.1 14 22.6 42 27.1
Not very important 1z 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 AROUT RECOVERY

ITEM 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 is up to chance

(4) Recovery is up to medical care

(5) Recovery is up to religious faith or Ged

Items hypothesized to measure each grouping are shown in Table 4
for the cancer sample and Table 5 for the MI sample. Response choices
for each item were: (1) strongly agree, (2) agree, {3) not sure, (4)

disagree, and {3) strongly disagree.

SAMPLE DIFFERENCES

The MI sample consisted of 19 patients at UCLA who completed the
questionnaire at home, and 44 patients at L.A. County/USC Medical Center
who were assisted by an interviewer. Some of the beliefs about recovery
items were worded differently for the USC portion of the MI 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 MI sample (N=44).

DESCRIPTIVE STATISTICS ON ITEMS

- Means, standard deviations, and the number of missing respoﬁses for
the 20 beliefs about recovery items are shown in Table 4 for the cancer
sample and in Table 5 for the USC/MI sample. Frequency distributions

for the items are shown in Table A.l in Appendix A.
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Table 4

BELTEFS ABOUT RECOVERY ITEMS aND SUMMARY STATISTICS:

CARCER SAMPLE {%=93)

Similarity
to MI Questionaire Direction of c
Ttem Grouping/Item Sample? Item Number Scoring® Mean §.0. Missing (Percent)
Belief That Thoughts and Emotions Can Affect
Recovery
1 The more I tell wyself that I'm going to be D V.8 R 1.96 1. 06 2 {2)
be well, the more likely my body will heal.
2 Feeling happy w1ll help my body heal. s V.14 R 1.77 0.86 3 (3)
3 When I feel good about myself, I'm more 3 V.18 1.8% 0,89 4 (4}
likely to ger better,
4 Thinking a lot about how sick I am will slow D V.22 R 2.20 1.1I1 5 (5}
My TeCOVETY.
3 1 find it hard to helieve that my feelings il V.l - 3.56 1.34 3 [&])]
have any effect on my illness.
6 Telling myself I'm golng to get better has s V.38 - 3.82 1.04 4 {4)
nathing to do with whether T do,
Belief That Health Habits Will Facilitate Recovery
7 Taking good care of myself ls important in s V.2 R 1.42 0.73 2 (2}
getting well. . .
8 Well-balanced meals will help me get batter. 8 V.31 R 1.90 0.95 3 (3}
3 Regular exercise (like walking and bieveling) 3 V.12 - 3.56 1.25 2 (2
is not very important in helping me recover
from my illness.
10 Hot getting enough sleep makes it harder for ji] V.28 ] 2 41 1.10 3 {5)
me to get betrer.
11 Relaxation techniques will help me get well. o V.36 R 2.28 1.04 3 (3}
12 There is not much I can do to help myself 5 V.32 - 4.23 1.01 3 (3}
get well. :
Belief Thal Becovery Is Not Up to Chance
11 My gerting well has little or nothing to do 3 .25 R 2,64 1.13 4 (4)
with shance,
14 Whether I recover is pretty much up to chance. an .15 - 3.58 1.14 4 (%)
Beliatf That Recovery Is Up to Medical Care
15 Whether I get well depends on the help of 5 V.20 -3 .19 G.98 4 (4)
doctars and medicines.
16 For diseases like mine, medical rreatments 5 V.3 - 3.08 L.30 3 (3}
can sometimes do as much harm as good.
17 More than anything else, my recovery requires o V.10 4 1.98 1.08 4 (4}
gond medical care.
Belief That Recavery Is Up to God or Religious Faith
18 Prayer and religlous faith can help me get 5 V.5 R 2.60 1.35 2 (23
better.
1% My faith in Cod will help me recover, s V.26 2.56 i.39 3 (3)
20 It is up to God whether I get wall. 8 ¥.35 3.1z 1.41 5 (5}

2 D = Different

5 = 3ame or essentially the same
SD = Slightly differenc

b
An "R' indicates that items must be recaded so a high score indicates that someching affects their recovery.
CResponSE choices were: 1 = Strongly agree

2 = Aprees

3 = Not sure

4 = Disagres
5> = Strongly disaprec

d
Adapted from Lau and Ware, 1931.
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Table 5

BELIEFS ARBOUT RECOVERY ITEMS AND SUMMARY STATISTICS: MI/USC SAMPLE (N=44)

Similarity
to Cangey (uestionmaire Direction of Number
Iten Grouping/ltem Sampled Item Number Scoring Mean® S.D. Missing (Percent)
Belief That Thoughts and Emotions Can Affect
Recovery
1 If I tell myself I'11l get well, I will. ] v.a R 2 07 1.18 z {4}
2 Fereling happy will help my body heal. s V.14 R 1.86 0.%0 2 {4}
3 When 1 feel good about myself, T'm more likely 8 V.18 R 2.60 0,88 2 (4}
to get hetter.
4 Thinking a lot about how sick I am keeps me D V.22 R 2.73 1.34 3 (T}
from getting better.
5 I beliesve my feelings affect my illoess, ] V.1 E 3.62 . 1.65 2 {4
6 Telling wyself I'm not geilng to get better has 8 V.38 - 3.78 1.52 2 {4}
nething to do with whether T do.
Beliaf Thar Healch Habits Will Facilitate Healing
1 Taklng good care of myself 15 important in 5 V.2 B 1.45 .67 2 {4}
getting well,
& Well balanced meals will help me get hetier. s V.31 R 1.71 0.74 2 (4)
9 Regular exerclse {like walking and bicycling) 5 V.12 - 4.17 1.19 2 (4]
13 not very important In helping me racover
From my iillness.
10 It's harder for me to get better if T don't o V.28 4 2.70 1.1B 7 {16
ger encugh sleep.
11 If I try to relax when I'm nervous, it will D V.36 R 2.02 0.83 3 (7
help me get well.
12 There is not much I can do to help mysetf get 5 V.32 - 4,05 1.43 2 (4}
well.
Belief That Recovery Is Not Up ko Chance
13 My gerring well has litcle or mothing to do 3 V.25 R 2.64 1.48 2 {4)
with chance,
14 Whether I recover is pretty much up to luck, s V.15 - 3.64 1.36 2 (4)
Belief That Recovery Is Up to Medical Care
15 Whether I get well depends on the help of g V.20 R 2.05 0.89 3 in
of doctors and medicines.
16 For illnesses like mine, medical treatments s v.3 - 3.30 1.45 2 (4)
can sometimes do as much harm as good.d
17 The mpest important thing in my recovery is i) ¥.10 -3 1.83 0.93 2 (4}
good medical care.
Belief That Recovery le Up to Ged
18 Prayer and religious faith can help me get 5 V.5 R 2.57 1.56 2 {4}
batrer.
19 My faith in Cod will help me recover, s V.26 R 2,33 1.56 2 (%)
20 It is up to God whether 1 get well. s V.35 E 2.45 1.7 2 (4}

*n = pifferent

& = Bamc or essentially the same
50 = Slightly diffarent

L] T
Items with an 'R' wust be reccded so that a high score indicates beldafs that something affects their recovery.

CResponsc cholces were: 1 = Strongly agree

2 = hpree

3 = Not sure

4 = Disagres

5 = Strongly disagree

d
Adapted from Lau and Ware, 1981.
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For the cancer and MI samples, all but two items were skewed
indicating that people tend to believe that these variocus 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 MI 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 MI sample from 9.67 to 1.70 (median of
1.36).

Anr evaluation of the item frequency distributions (see Table A.1)
revealed that 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 MI sample, items 15 and 17 had more than 85 percent in
the extreme two choices, and item 8 had more than 90 percent.

The percent of missing values per item ranged from 2 to 5 in the
cancer sample {median of 3 percent) and from 4 to 16 in the M1 sample
(median of 4 percent).[1] 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 MI 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 ¢ to 18 in the MI
sample. A count of 13 in the cancer sample and 15 in the MI 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 were a large number of missing responses on item 10 in
the MI sample; many people wrote in beside this item "I do get enocugh
sleep.” This item thus needs revision to clarify its hypothetical
intention. :
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Table &

FREQUENCY DISTRIBUTION QF A COUNT OF AGREE AND STRONGLY AGREE
RESPONSES TO BELIEFS ABOUT RECOVERY ITEMS

Cancer Sample (N=95) MI Sample (N=44)
Cumulative Cumulative
Count Number Percent Percent Number Percent Percent
0 1 1.0 1.0 2 4.5 4.5
i 0 0.0 1.0
2 3 3.2 4.2 G 0.0 4.5
3 2 2.1 6.3 g 0.0 &£.5
& 2 2.1 8.4 G 0.0 4.5
5 4 4.2 12.6 1l 2.3 6.8
6 s 5.3 17.9 Q 0.0 6.8
7 [, 6.3 24.2 1 2.3 9.1
8 3 3.2 27.4 Q 0.0 9.1
9 8 8.4 35.8 1 2.3 11.4
10 9 9.5 45.3 4 9.1 20.4
11 12 12.6 57.9 1 2.3 22.7
12 15 15.8 13.7 8 18.2 40.9
13 11 11.6 85.3 8 18.2 72.7
14 3 8.4 93.7 4 9.1 81.8
15 5 5.3 98.9 4 9.1 90.9
16 1 1.9 100.0 2 4.5 95.4
17 (1] 0.0 100.0 4] 0.0 95.4
i8 1] 0.0 i00.0 2 4.5 100.0
19 Q- a.g » 100.0 1) 0.0 100.0
20 a 0.0 100.0 [y 0.0 100.0
Total 95 100.0 44 100.0
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MULTITRAIT SCALING ANALYSES

Cancer Sample
A multitrait scaling analysis was performed on all 20 items,

according to the item groupings hypothesized in Table 4. Items were
recoded as specified in Table 4. In the cancer sample, items 5 and 16
correlated .21 and .19 witl 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 8.

All item-total correlations in all scales equal or exceed 0.30, and

all reliability cocfficients 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 habits scale, three of the six items correlate higher
with this scale than with any other scale. Items 9, 11, and 12
correlate as high or higher with the thoughts and emotions scale. There
are three probable successes and three probable failures in this scale.

In the recovery not up to chance scale, one of the two items (item
14, recovery up to chance) correlates higher with the health habits
scale. There is thus one probable success and one probable failure.

In the recovery up to medical care scale, both items correlate
highest with this scale and any other scale. Both items are scaling
SUCCESSes.

In the recovery up to God or religious faith scale, all items

correlate highest with this scale than any other, and all items are
scaling successes,

These results suggest that although one can reliably assess the
belief that thoughts and emotions can affect recovery, and that health
habits affect recovery, the two are closely related and may form one
scale pertaining to the belief that the person can do things toward

their recovery.




Table 7

ITEM-SCALE CORRELATION MATRIX OF BELIEFS ABOUT RECOVERY ITEMS: CANCER SAMPLE (N=31)

Item Grouping/Item® _
(abbreviated item content) EMOT HH CHANCE MED COD/REL  TOTAL

Thoughte and Emotions Affect Recovery (EMOT)

1 Telling myself going to be well helps .70* LX) .35 .25 <34 .59*
2 Feeling happy helps .?4* .73 .52 .09 W45 .79*
3 Feeling good about self helps .81* .71 W42 .22 .34 .?6*
4 Thinking how sick I am slows Tecovery 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 Recovery {(HH)
7 Taking care of self important .B7 .?2* A7 .23 .37 .?5*
8 Well-balanced meale help .68 .81* 44 .18 .36 .76*
% Regular exercise not important W40 407 .23 ~-.0 07 36
16 Kot enough sleep makes it hard ] s1” .16 .09 1d 4z
11 Relaxation helps 75 .65% .45 .01 .32 68"
12 Mot much I can do to help myself .53 .47 48 .21 .08 .50"
Recovery Net Up to Chance {(CHANCE)
13 Getting well nothing to do with chance 3% .36 a0 09 .28 bk
14 Recovery up to chance 42 W47 .40* -.05 .19 b
Recovery Up to Medical Care (MED)}
15 Recovery depends on doctors and medicines .13 .10 .03 .?0* .05 .17*
1?7 Recovery requires good medical care .25 .18 .03 .70*' .12 .29*
Recovery Up to God/Religlous Falth (GOD/REL)
18 Prayer, religious faith can help ) 1 .37 06 .82* .58*
19 My faith in God will help A5 <34 L34 L4 .83* .59*
20 Tt's up to Ged whether I get well .22 L1 .07 J14 72" .33"

*Indicates coefficient corrected for overlap.
%Item number from Table 4,
Note: Standard error 1s 0.10.

- £
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Table 8

RELIABILITY (RTT) AND HOMGGENEITY {RII) COEFFICIENTS
FOR BELIEFS ABOUT RECOVERY SCALES: CANCER SAMPLE (N=91)

Number

Scale of Items L ' P
Thoughts and emotions affect recovery 5 B4 .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 te God/religious faith 3 .89 .74
Total 18 .88 .30

MI Sample
A multitrait scaling analysis was performed on all 20 items,

according to the item groupings hypothesized in Takle 5. Items 5, 7, 8,
10, 13, and 14 correlated ~-0.14, 0.11, 0.13, 0.00; -0.01, and -0.01 with
their respective scales. These were ecliminated and the analyses rerumn.
(This meant eliminating the chance scale entirely.)

Results are shown in Table 9, and the reliability coefficients are
summarized in Table 10. All reliability ccefficients equaled or
exceeded 0.30.

For the thoughts and emotions scale, all but one item-total
correlation equaled or exceeded 0.30, and all but one item correlated
highest with this scale than with any other scale. Item & (thinking how
sick T am keeps me from getting better) correlated higher with the
health habits scale. ‘There are five probable successes and one prohbable
failure for this scale.

For the health habits scale, two of the three item-total

correlations equaled or exceeded 0.30, and these same two items
correlated highest with this scale than any other scale. Item 11
(relaxing when nervcous will help) correlated higher with the thoughts
and emotions scale. There is one scaling success, one probable success,

and one probable failure in this scale.
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Tabie 9

ITEM-SCALE CORRELATION MATRIX OF BELIEFS ABOUT RECOVERY ITEMS:

MI SAMPLE (N=42)

Item Grouping Ttem®

(abbreviated item content) EMOT HH MED GOL/REL TOTAL
THOUGHTS AND EMOTIONS AFFECT RECGVERY (EMOT)
1T tell myself I'1! ger well I will 43% -3 .16 .31 .39%
2 Feeling happy will help L62% .39 .04 .36 .59%
3 Feeling good about myself helps L 4G .27 18 .33 .53%
4 Thinking how sick I am doesn’t help L2TF .30 .15 .05 .22
6 Telling myself going to get better
doesn't help 447 .24 .14 .40 .53%
HEALTH HABITS AFFECT RECOVERY (HH)
9 Regular exercise not important .05 .35% .01 .09 L15%
11 Relaxing will help 40 L27¢ - 12 L11 .28%
12 Not much I can do to help .32 L38% 11 .04 .28%
RECOVERY UP TO MEDICAL CARE (MED)
15 Recovery depends on doctors and
medicines .20 .06 .61%F 04 .23
16 Medical treatment c¢an do harm .06 .04 . 36% .16 .00
17 Recovery depends on good medical care .26 .08 ..39% .DO 24
RECOVERY UP TO GOD/RELIGIOUS FAITH (GOD/REL)
18 Prayer, religious faith helps .30 .08 .12 L83% L48%
19 Faith in God helps 43 .14 .13 L3 .61
20 It's up to God whether I get well .39 .07 .06 .B9* .56%

NOTE: Standard error is 0.13.
“Indicates coefficient corrected for overlap.

aItem number from Tabhle 2.
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Table 10

RELIABILITY (RTT) AND HOMOGENEITY (RII) COEFFICIENTS
FOR BELIEFS ABOUT RECOVERY SCALES: MI SAMPLE (N=41)

Number
Scale of Items Ty L
Thoughts and emotions affect recovery 5 .67 .29
Health habits affect recovery 3 .50 .25
Recovery up to medical care 3 .61 .34
Recovery up to God/religinus faith 3 .94 .85
Total i4 T4 .17

For the recovery up 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 recovery up to God or religious faith scale, all item-
total correlations exceed 0.30, and all items correlate highest with

this scale than any other. A}l three items are scaling successes,

PRINCIPAL COMPONENTS ANALYSES

Cancer Sample

The product-moment correlations among the (unrecoded) beliefs about
recovery items are shown in Table B.1 in Appendix B for the cancer
sample. A principal 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 confirmed that five factors should ke rotated. In this sclution,
the first factor pertained to a belief that thoughts, emotions, and
health habits facilitate healing. However, item 5 did not have its
highest loading on this factor. The third factor pertained to recowvery
up to medical care, except item 16 did not load on this factor. Because
items 5 and 16 were eliminated from their hypothesized scales in the

multitrait scaling analyses, they were eliminated from this analysis,

and it was rerun.




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 retated. Results are shown in Table 11. Sixty-seven
percent. of the variance was explained.

Factor one is a belief that thoughts, emotions, and health habits
can facilitate 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.

Factor four is a recovery not up to chance factor, but item 12 (not
much T 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 leoading 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.

MI Sample

The product-moment correlations among the (unrecoded) beliefs about
recovery items are shown in Table B.2 in Appendix B for the MI sample. A
principal components analysis was performed on all 20 items and seven
facters had eigenvalues greater than one, edch explaining 5 percent or
more of the variance. A scree test confirmed that seven factors should
be rotated. Factor five consisted of items ! and 6, which are direct
opposites of each other. These were therefore combined into a single
variable "telling myself," scored so that a high score indicates a
belief that telling myself I'11 get better will help.

Because the two chaﬁce items (items 13 and 14) did not load on the
same factor, and because these were eliminated from the multitrait
scaling analysis, it was 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 ITEMS

WITH ROTATED PRINCIPAL COMPONENTS:
CANCER SAMPLE (N=95)

Component
Item Grouping/ltema
(abbreviated item content) 1 11 I11 v h2
THOUGHTS, EMOTIONS, HEALTH HABITS
AFFECT RECOVERY
8 Well-balanced meals help .79 .25 .73
3 Feeling good about self helps T4 .34 .73
11 Relaxation helps .72 .36 .69
10 Not enough sleep makes it hard .70 .21
2 Feeling happy helps .68 .3 .46 77
7 Taking care of self important .67 .24 .35 .67
1 Telling myself going to be well helps .67 .28 .61
9 Regular exercise not important -.61 .39
6 Telling myself 1'11 be better :
doesn't help -.58 .40
4 Thinking how sick I am slows recovery .55 .29 .36 .52
RECOVERY UP TO GOD, RELIGICQUS FAITH
20 It's up to God whether I get well .89 .83
19 My faith in God will help .88 .87
18 Prayer, religious faith can help .87 .84
RECOVERY UP TO MEDICAL CARE
15 Recovery depends on doctors
and medicines .91 .82
17 Recovery requires good medical care .88 .82
RECOVERY NOT UP TO CHANCE
13 Getting well nothing to do with chance .75 .62
14 Recovery up to chance .74 .62
12 Not much I can do to help myself -.42 .25 -39 .60
Percent of variance explained 27 15 11 14

NOTE: Only coefficients above [0.23| are reported.

ElItem number from Table 2.
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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, s0 six were rotated.

In this solution, the first and third facter corresponded to the
recovery up to God/religicus 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 multitrait scaling
analysis. Results are shown 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 ['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 1l 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 anatyses.

Summary statisties 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 prescnted) revealed that the recovery up to medical 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 two scores); the recovery up to

God or religious faith is moderately skewed (23 percent are in the
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Table 12

CORRELATIONS OF BELIEFS ABOUT RECOVERY ITEMS
WITH ROTATED PRINCIPAL COMPONENTS:
MI SAMPLE (N=44)

Component
Item Grouping/Itema
(abbreviated item content) I 1T 11 1V h?
RECOVERY UP TO GOD, RELIGIOUS FAITH
19 Faith in God helps .96 .93
20 1t's up to God whether I get well .92 .86
18 Prayer, religiocus faith helps .89 .82
1+6 Telling myself I'll get well helps .55 .30 .26 .46
THOUGHTS AND EMOTIONS AFFECT RECOVERY
4 Thinking how sick I am doesn't help .71 .57
3 Feeling good about myself helps .34 .69 .62
2 Feeling happy will help L40 .68 .66
11 Relaxing will help .68 .56
RECOVERY UP TO MEDICAL CARE
15 Recovery depends on doctors
and medicines ' .88 .78
16 Medical treatments can do harm .24 -.74 .63
17 Recovery depends on good medical
care L4z .65 .62
HEALTH HABITS AFFECT RECOVERY
9 Regular exercise not important ' .87 76
12 Net much I can do to help -.33 .68 .60
Percent of variance explained 24 18 15 10

NOTE: Only cocfficients above {G.23]| are reported.

aItem number from Table 1.
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Table 13

SUMMARY STATISTICS FOR BELIEFS ABOUT RECOVERY SCALES:

CANCER SAMPLE (N=91)

Number

Scale of Items Means S.D.
Thoughts and emotions affect recovery 5 13.98 3.86
Health habits affect recovery 6 23.72 4,38
Recovery not up to chance 2 6.99 1.91
Recovery up to medical care 2 7.86 1.87
Recovery up to God, religious faith 3 9.70 3.74
Total 18 68.25 1.36

Table 14

PRODUCT-MOMENT CORRELATIONS AMONG BELIEFS ABQUT RECOVERY SCALES:

CANCER SAMPLE (N=91)

Scale 1 2 3 4
Thoughts and emotions affect recovery (.84)a
Health habits affect recovery .77 (.81)
Recovery not up to chance .} 49 (.57)
Recovery up to medical care .21 .15 .03 (.82)
Recovery up to God, religious faith .39 .30 .28 .13 (.89)
Total .B8 .85 .62 .34 .64

aReliability coefficients are on the diagonal.

highest two scores); and the recovery not up to chance is skewed

{14 percent of people have the lowest score).

In other werds, only the

health habits affect recovery scale is normally distributed,
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MI Sample

All scales derived during the multitrait scaling analyses were
retained. Summary statistics for the scales are shown in Table 15 and
product-moment correlatiens 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:
MI SAMPLE (N=42)
: Number

Scale of items Means S.h.
Thoughts 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-MOMENT CORRETATIONS AMONG

BELIEFS ABOUT RECOVERY SCALES:

M1 SAMPLE (N=42)
Scale 1 2 3 4 5
Thoughts and emotions affect recovery (.67)a
Health habits affect recovery L340 (LS50
Recovery up to medical care .20 .02 (.61}
Recovery up to God, religious faith .39 .10 -.11 (.94}
Total .82 .51 .33 1 (L74)

a oy .
Reliability coefficients are on

the diagonal.
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VII. ATTRIBUTION OF CAUSES OF TLLNESS

Eleven items assessed a variety of attributions regarding the cause
of the iliness. These items are shown in Table 17, along with means and
standard deviations and the number missing in each item, (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 MI 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 on these items is summarized in Table 18 according to
the percent of people whe agreed (strongly agree or agree responses),
were not sure, or disagreed (strongly disagree or disagree responses).

Seventy-one percent of the total sample (77 percent of the cancer
sample and 61 percent of the MI sample) agrec that they don't really
know why they got this illness,

Ninety-five percent of the total sample (94 and 98 percent of the
cancer and MI samples, respectively) disagree that they caught the
illness from someone else.

The three highest percentages of "agree" responses in the cancer
sample (other than the "don't really know'" item) were: (1) stresses in
my life (34 percent), (2} pollutants (34 percent), and (3) brought the
iliness on myself (22 percent). . '

The four highest percentages of "agree' responses in the MI sample
were: (1) brought the illness on myself (53 percent), (2) stresses in
my life (32 percent), (3) God's will (44 percent), and (4) pollutants
(40 percent).

People in the MI sample were more willing to make attributions of
all kinds. For nearly all items, percentages of "agree" responses were

greater for the M] sample than for the cancer sample.

No further scaling studies were performed on these items.




Table 17

ATTRIBUTION OF ILLNESS TTEMS AND SUMMARY STATISTICS

Cancexr Sample (N=95)

ML Sample (N=63)

Total Sample (N~158)

Queationnaire Number, Humber Number
Ttem Item Number Mean 5.D. Missing (Parcent) Mean S.D, Misasing (Percent) Hean S5.D. Missing {Parcent)
1 Getting thia illnesza was due to V.6 4,010 1.21 2 (2} 3,85 1.47 3j (5) 3,95 1,32 5 (3
bad luck
2 I may have brought this illness ¥.11 3.53 1.23 3 {3) 2.73 1.46 3 {5} 3.22 1,38 6 (4)
on myself '
3 Some pollutant such as smog, V.17 2.83 0,93 k (&) 2.95 1,313 2 (€)) 2.88 1,11 5 {3
chemicala, or food additives
contributed to my {llness '
4 My illnese was brought om by the V.21 2,9 1.17 4 (4) 2.69 1,25 4 {8) . 2,85 1,21 B’ (5)
atresgaes in my life
5 My illness is moatly hereditary V.24 3.8% 1.12 4 {4) 4.03 1,22 3 {5 3.92 1.16 7 (4)
{inherited)
6 My tllness may be a punighment V.29 4,44 (.86 4 (&) 3.83 1.34 [ {6} 4.20 1.11 8 {5)
for something I've done
7 Hy illness is God's will V.40 3,76 1.26 6 (&) 3.24 1.64 ] (6) 3.55 1.44 10 (6)
8 T csught my illness from soweone Vv,33 4.67 0.76 3 {1) 4,88 0.45 3 (%) 4,76 0,66 [ (4)
else
9 My illness may have been cavsed by v.4l 4.21 1,00 3 {3) 4,12 1.33 4 (&) 4.17 1.14 7 (%)
someching T ate
10 I don‘*t really know why I got thia V.42 2,01 1.06 4 {4) 2.52 1.52 4 (6) 2.21 1.28 a (5
illness
11 My illness may have heen caused hy V.44 3.94 1.0% [ (4) 4.43 1.09 3 {5) 4.14 1.09 7 (4)

drugs or medicacions

Nore: FResponse cholces were:

» Scrongly agree

u jAgree

= Hot sure

= Msagree

= Strongly disagree

L U ]
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SUMMARY OF RESPCNSES TO ATTRIBUTION OF ILLNESS ITEMS

Cancer Sample (N=95)

Ki Sample [H=E3}

Total Sample {N=158)

Agres Not Sure Dinagree Agree Not Sure Disagyee Agree Not Sure Dinagree
1tem Huwber Percent Number Parcent  Fumber Percent Muaber Percent Huwber Fercent  Number Percent Humber Percent  Number Percent Number FPercent

1 Cetttng this 1llness was due to 14 15.0 10 10.8 L34 ELTS 15 5.0 ] 5.0 L} 0.0 29 19.4 13 8.5 111 7.5
bad luck

2 1 may have brought this illnees 0 n.7 27.2 A7 51.k 2 53,3 B 13.3 20 1.2 52 34,2 33 21,7 a7 44,1
on myaelf . .

3 Some pallutant much as smog, i ngy 46 50.0 15 16.3 k1 39.3 20 32.4 17 7.9 55 5.9 119 41,1 EF 0.9
chemicaln, or food sdditiven
contributed to my tllneas

4 My 1llness was brought on by the n 3.1 1 35.3 17 29.7 n 52.% - 14 2.7 117 7.7 62 41,3 47 M., 1 LT 7.3
streanses in my life

5 My illnesn ie montly hereditwry 10 1.0 26 28,8 535 B0.4 k) 15.0 7 11.7 &b 73.3 19 12.6 i3 21.8 99 65.4
{irhericed)

& My illness muy be s punishment 2 2.2 10 11.0 b 6. 8 14 1,7 7 11.9 kL [ ] 16 mn.7 17 11.1 117 78.0
for eomething L've done

T Hy illnesa {s GCod's will L5 16.8 23 25.8 51 37.3 26 LA} § 6.8 29 49,2 41 ar.? 27 18.2 a0 54.0

8 I ceught my illnesn From someone S 1.2 4 4.3 -L] 93,5 1 1.7 1] 0.0 59 98.3 3 2.0 & 2.6 145 95.4
elge

9 My iliness may have been caused 3 S 23 25.0 9.6 1n 3 10.2 42 1.2 15 e 9 19.2 106 0.2
by acwething I ate

10 1 don't really know why I got 10 76.9 L] 9.9 12 13.2 kI 61.0 L] 6.8 19 32.2 104 0.7 13 8.7 1 0.7
this 1llnesn .

11 My illness may heve been cauped 4 8.8 28 30.4 55 6, & T n.z 1 L7 a2 86.7 13 9.9 23 19.2 107 10, %
by drugs or medicarions '
¥ote: Petcentages bused on nuomber of thoas whp reaponded to each itew,

e
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VIIT. ATTITUDES ABOUT DEATH

ITEM DESCRIPTION

Thirteen items assessed attitudes about death. Tive 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 groupiﬁgs are shown in Tahle
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 ITEMS

The mean, standard deviation, and number of missing responses for
the 13 items are shown in Table 19 for both the cancer and the MI
samples as well as for the total sample. The frequency distributions
for these items are shown in Appendix A, Table A.3.
mean respounses are to the side of the response scale midpoint indicating
an accepting attitude toward death. This is true for both samples, but
the skewness is more pronounced in the MI sample. The three thinking
about death items are skewed in the MI sample indicating these people
avoid thinking about their death. 1In the cancer sample, itcms 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

religious/spiritual perspective on death are skewed. The skewness
indicates (for both samples) that these pebple 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 MI sample tends to disagree with this item.

A count of the number of "agree' and "'strongly agree' responses

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




Table 19

AFTITUDES ABQUT DEATIl TTEMS AND SUMMARY STATISTICS

Cancer Sampla [H=95)

MI Sample {N=63)

Total Sample (N=158)

Direction af  Questionnaire Humtber Number Rumber
Item Grouping/Item Scoring® Item Number Mean® 5.1, Missing (Percent)® Mean? s5.D. Missing (Percent)?d Mean® g.p. Missing (Percent)
Acceptance of Death
1 It dis difficult for me to accept the fact - V.4 3.08 1.4D 4 (4) 3.65 1,45 3 (5 3.31 1.44 7 {a}
that I may die from this {llness.
2 When 1 think about my own death T get - ¥.19 3.97 1.15 5 (5 4,50 (.95 3 (5) 4.00 1.13 8 (3}
Very angry.
3 Thinking about dying makes me depressed, - V.34 3.05 1l.26 3 (3) 4,00 l.41 4 (6) 3,42 149 ? {4)
4 I have a calm and accepting attitude 4 ¥.39 2.7 1.14 4 (4) 2,03 0.9t 4 (63 2.45  1.10 a {5}
toward my own death.
3 The fear of dying 1a very much with me. - V.43 356 1.21 3 (2} 4.52 1.03 3 {5) 1,94 1.23 [ {a}
Thinking About Death
6 T find it best not to think tes much - ¢.7 2.24 i.1s 3 (3) 2,31 L.4& 5 €3] 2,67 1,28 8 (5
about dying.
1 I avoid thinking about my own death. - v.2? 2,98 1.21 4 () 2.65 1.4% 3 {5} 2.85 1.32 7 {4
8 I have thought a lot about my own death. i3 V.37 2,70 1.21 4 (43 1.80  1.19 3 (3} 3.14 1.3l 7 [4)
Religious/Spiritual Perspsctive on Death
9 In some form I believe that there is 4 ¥.9 2.33 1,41 ] {4) 2.82 1,52 3 (5) 2,52 1.47 7 {4)
life after death.
10 I have a relipgious or spiritual perspec- R V.13 20400 1,29 4 (4) 2.59 1,62 4 (6) 47 1,43 B (5
tive on death.
Right to Die
11 A person should have the right to dectde b V.16 2,04 1.1% 4 (4) 2,17 1.24 3 {5) 2,09 1.18 7 (4}
Lo die.
12 We should proleng life at any cost, - V.30 3.66 1.28 &4 ()] 3,53 1L.%7 3 (5} 3.61  1.49 ? {4)
Thinking of Dying Changed Views of Living
13 Thinking more about dying has changed my R V.23 2.38 1.20 5 (5} 1,42 1,23 4 [6) .79 1.35 ] 1))

views about how I liva.

Response cholces: 1 = Strongly agree
2 = Agree
3 = Fot sure
4 = Dleagree
5 w Strongly disagres

“one percsom did net complete any of these Lltems.
dThree pecple did pot complete any of these items.

“tems with an 'R' must be recorded so that a high score indicates more acceptance, thinking, religious perspective, bBelief in right to die, ot changed views,
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of the 13 items, and the wmaximum number of agree/strongly agree
responses was 11 in the cancer sample and 18 in the MI sample. The
frequency distribution of these counts is shown in Table 20.

Standard deviation for the 13 items are summarized as follows:

Lowest Highest Number

Sample Value Value tedian 140.2
Cancer 1.1 1.4 1.2 8
Ml 0.9 1.6 1.4 5
Total 1.1 1.5 1.3 4

In an evaluation of the item frequency distributicns (see Table 4.3,
Appendix A) three items in the MI sample were quite skewed, one (item 4}
with 85 percent of responses in the extreme two choices, and two {items
2 and 5) with 90 percent or more in Lhe extreme two cheoices. None of
the {tems 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 MI 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 MI sample. A count of the number of
missing items per person revealed that three people in the MI 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 & in the

cancer sample and 7 in the MI sampie.

MULTITRAIT SCALING ANALYSES

fMultitrait 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 DISTRIBUTION OF A COUNT OF THE NUMBER OF AGREE AND STRONGLY
AGREE RESPONSES TO THE ATTITUDES ABOUT DEATH ITEMS

Cancer Sample (N=95) ML 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 16.5 2.1 5 7.9 317
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 7.9 913.6
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 ATTLTUDES ABOUT DEATH ITEMS

Iten Grouping/]:tema

Cancer Sample (N=94)

ML Sample (N=60)

Total Sample (R=154)

{abbreviated item content) ACCEPT THINK RELIG RIGHT ACCEPT THINK RELIG RIGHT ACCEPT THINK RELIG RIGHT
Acceptance of Death (ACCEPT)
1 Difficult to sccept I may die 42 L -—.0s .18 .53 .38 Los .26 48" .30 .03 .20
*
2 When think of own death get angry .62 .08 .08 .03 .56* .03 .17 .18 .65* -.03 .05 .06
3 Thioking of dying makes me depressed  .61° .09 .01 .06  .65° .26 .10 .24  .67° .07 .ol .11
*
4 Calm accepting attitude of death .56 .09 -1 .04 .56* .25 .32 W23 .60* .07 .07 .09
*
5 Fear of dying 47° 0 -200 .17 o3 .4t -.08 .13 .04 385 23 L9 .o
Thinking About Death (THINK}
6 Don't think about dying .22 48 L0 .09 .26 58 o2 .28 .22 49 L0117
7 Avoid thinking about death 10 .60" .07 .23 .3 .5 -0 .38 .13 .59t o1 .33
8§ Thought a lot about death -. 04 .45* 09 .26 -. 06 .Eﬁ* .00 .02 - 21 .35 Loe W17
Relipioun/Spiritual Perspective on
Death gRELIG!
9 Believe in life after death .05 04 .78 =.27 .12 -,05 .65* -.19 .01 .04 .72* -. 23
10 Have religious/spiritual perspective .04 .12 787 ~.26 .23 -,02 .65* -.25 .08 .07 .?2* -.25
Right to Die (RIGHT}
11 Person has right to die .10 A5 -3 a2t L1 .05 -.15 19" .08 AL 26 L34%
12 Should prolong life at any cost 07 L3100 -.14 W47 .29 .39 .22 .19% .14 L350 =17 36t
Thinkiug About Dying Changed Views of
Living
13 Thioking about dving changed viewa -.27 .21 =34 -.08 - 27 -.19  «,15 -.26 —-.38 12 -,28 04

of living

*
Indicates coefficient is corrected for overlap.

81tem number from Table 1.

NHote: Standard errors are 0.10 {Cancer Sample), 0.13 (MI Sample), and 0,08 (Total Sample).

_'[6—.
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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 critefia are satisfied. In this scale, all five
items were scaling successes in the total sample (i.e., correlations of
the items with the scale score were more than twe standard errors -
different from the correlation of the item with any other scale).

For the thinking about death scale, all item-total correlations

equaled or exceeded 0.30 in the cancer sample and the total sample, but
only twe items did so in the MI 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 right 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 in this scale; in fact, there are
two scaling errors for item 12 (one in the MI sample and one in the
total sample) (see Table 21).

For Item 13, which was hypothesized as a single item, an
inconsistent pattern of item-total corrclations was observed. It is
somewhat 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 reliability and 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 are reliable enough for group comparisons. The right te die
scale is not reliable in the MI sample, although it is in the cancer

sample and in the total sample.

PRINCIPAI COMPONENTS 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 MI sample, and Table B.5 is the total sample. All matrices

are calculated using pairwise deletion of missing data.
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Table 22

RELIABILITY (rtt) AND HOMOGENEITY (rii) CORFFICIENTS
- FOR ATTITUDES ABOUT DEATH SCALES

Cancer Sample MI Sample Total Sample

(N=92) (N=60) (N=152)
Number of
Scale Items Lee  Tig Lee Tyt Tee Ti4
Acceptance of Death 5 .76 .39 76 .29 .80 44
Thinking About Death 3 69 .43 64 .37 .66 .39 )
(Na]
Religious/Spiritual Per- 2 .88 .78 .79 .65 84 .72 ‘;’

spective on Death

Right to Die 2 .64 .47 31 .18 .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
multitrait scaling analyses, has loadings on three scales,
religious/spiritual perspective, acceptance of death, and right to die.

When the principal components analysis was performed on the MI
sample, the results were 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
religicus/spiritual perspective (items 10, 9, 11, and 13). Because of
the low sample size (N=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 total sample resulted in three compeonents with 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 39 percent of the variance (see Table 24). The three
factors correspond to the first three scales constructed in the
maltitrait scaling analysis. The two right to die items load on both
the thinking of death and the religious/spiritual perspective on death
factors. Item 13 (thinking of dying has changed views of living) loaded
on the acceptance of death factor.

Because item 13 was not hypothesized to measure any of the four
item groupings, ancother 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 rotation; 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, three factors were rotated, accounting for 49 percent of
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Table 23

CORRELATIONS BETWEEN 13 ATTITUDES ABOUT DEATH ITEMS AND

ROTATED PRINCIPAL COMPONENTS: CANCER SAMPLE (N=91)

Component
Item Grouping/Item® I I III IV &2
Acceptance of Death _
3 Thinking of dying makes me depressed- 77 64
2 If think of own death, get amngry 74 56
4 Calm accepting attitudes =73 54
5 Fear of dying 73 =33 69
Thinking of Death
6 Don't think about dying 78 66
7 Awvoid thinking about death 76 65
8  Thought a lot about death -67 -33 62
1 Difficult to accept I may die 48 53 54
Religious /Spiritual Perspective
10 Have religious/spiritual perspective 89 84
9 Believe in life after death 89 82
13 Thinking of dying changed views 41 55 =27 59
Right to Die
12 Should prolong life at any cost 86 75
1l Person has right to die -36 -74 68
Percent of Variance Explained 21 16 16 12

aIt:em number from Table 19.

Note: Only coefficients above ]0.23| are reported.
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Table 24

CORRELATIONS BETWEEN 13 ATTITUDES ABOUT DEATH ITEMS AND
ROTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N=151)

Component
Item Grouping/Item® I  II III &%
Acceptance of Death
3 Thinking of dying makes me depressed 79 67
2 1f think of own death, get angry 77 60
5 PFear of dying 76 62
4 Calm accepting attitude =73 56
13 Thinking of dying changed views 54 41 48
1l Difficult to accept I may die 54 438 53
Thinking of Death
7 Avoid thinking about death 83 6%
& Don't think about dying 70 52
8 Thought a lot about death 40 -62 58
12 Should prolong life at amy cost 55 31 41
Religious/Spiritual Perspective _
10 Have religiocus/spiritual perspective 89 80
9 Believe in life after death 86 73
11 Eerson has right to die -31 =48 33
Percent of Variance Explained 24 18 16

2ltem number from Table 19.

Note: Qunly coefficients above |0.23| are reported.
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Table 25

CORRELATIONS BEIWEEN 12 ATTITUDES ABOUT DEATH ITEMS AND
ROTATED PRINCIPAL COMPONENTS: CANCER SAMPLE (N=91)

Component
Item Grouping/Item® I II III 1V n?
Acceptance of Death
3 Thinking of dying makes me depressed 77 61
4 Calm accepting attitude =75 56
2 1If think of own death, get angry 75 56
5 Fear of dying 70 =35 =26 69
1 Difficult to accept I may die 54 50 58
Thinking of Death
7 Avoid thinking about death 78 26 68
6 Don't think about dying 77 64
8 Thought a lot about death -70 =30 61
Religious/Spiritual Perspective
9 Believe in life after death 92 87
10 Have religious/spiritual perspective 90 84
Right to Die
12 Should prolong life at any cost 89 381
11 Person has right to die ~-40 ~-70 &7
Percent of Variance Explained 21 18 16 12

31rem number from Table 19.

Rote: Only coefficients above ]0.23[ are reported.
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Table 26

CORRELATIONS BETWEEN 12 ATTITUDES ABOUT DEATH ITEMS AND
ROTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N=151)

Component
Item Grouping/Item® 1 IT III &2
Acceptance of Death
2 If think of own death, get angry 79 63
3 Thinking of dying makes me depressed 78 65
5 Fear of dying 76 =24 64
4 Calm accepting attitude -75 58
1 Difficult to accept I may die 37 44 54
Thinking of Death
7 Avoid thinking about death 84 71
6 Don't think about dying 10 53
8 Thought a lot about death 37 =64 57
12 Should prolong life at any cost 52 36 4l
Religious/Spiritual Perspective
10 Have religious/spiritual perspective 88 79
9 Believe in life after death 86 75
11 Person has right to die =26 =54 36
Percent of Variance Explained 24 19 16

aI:em number from Table 19.

Note: Only coefficients above |0.23| are reported.
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the variance. Again, as when item 13 was included, the right to die
items are loading on the twe factors thinking of death and

religious/spiritual perspective.

DESCRIPTION OF SCALES

Three scales met scaling criteria in both the cancer sample and the
MI sample and will be retained: acceptance of death, thinking about
death, and religiocus/spiritual perspective on death. The fourth
hypothesized scale, right to die, did not meet scaling criteria in the
MI sample. Further, the principal components analysis did not
differentiate this scale in the total sample. Therefore, it will not be
retained.

4 summary of means and standard deviations for the three scales is
presented in Table 27. The cancer sample has lower scores on the
acceptance of death scale (t=-3.9, p<.01) and higher scores on the
thinking about death scale {t=2.83, p<.0l1) than the M1 sample. No
significant differences were obscrved on the religious/spiritual
perspective on death scale.

An evaluation of the frequency distributions of the scales in the
total sample (not shown) revealed that the acceptance of death scale was
slightly negatively skewed with people tending to have high scores. The
religious spiritual perspective on death scale was skewed (36 percent of
people had the highest two scores), and the right to die scale was
skewed with people tending to get high scores. The thinking about death
scale was roughly normally distributed.

A summary of product-moment correlations among the three scales is
shown in Table 28. 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) (N=60) (N=152)
Number of

Scale Items Mean® S.D. MeanP S.D. Mean® §.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

Parspective on

Death

%A high score indicates greater acceptancé.

bA high score indicates more thinking about death.
s high score indicates a more religioua or spiritual perspective.




Table 28

PRODUCT-MOMENT CORRELATIONS AMONG ATTITUDES ABOUT DEATH SCALES

Cancer Sample MI Sample Total Sample
(N=92) {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)

gpective on Death

®Relisbility coefficients are on the diagonal.

- 10T -
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IX. SENSE OF CONTROL

ITEM DESCRIPTION

Seven items assessed a sense of control in terms of ability to

sclve problems and influence others (see Table 29).

DESCRIPTIVE STATISTICS ON ITEMS

The mean, standard deviation, and number of not applicable and
missing responses are shown in Table 29 for all samples. The frequency
distributions for these items are shown in Appendix A, Table A.4. .

All items are skewed in both samples, indicating that these peaple
tend to feel in control.

Standard deviations for the seven items are summarized as follows:

Lowest Highest Number
Sample  Value Value  Median 140.2

Cancer 0.78 1.26 0.88 5
MI 0.60 1.17 1.05 6
Total 0.74 1.23 D.93 5

The item frequency distributions (See Table A.4, Appendix A) indicate
that two items (5 and 7) are guite skewed with 85-90 percént of
responses in the extreme two choices in the total sample. In the MI
sample, over 90 percent were in the extreme 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 MI sample (median of 5 percent). A count of the number
of missing responses per person ranged from 0 to 6 in the cancer sample

and from 0 to 7 in the MI sampie.
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MULTITRAIT SCALING ANALYSES

The item-scale correlation matrix for the seven items is shown in
Table 30. TItems were recoded as shown in Table 9. Only one scale was
hypothesized. The correlation between item 7 and this scale was very
low in the cancer sample and in the total sample. The?efore, the
analysis was rerun excluding item 7 (see Table 31). 411 but one of the
item-total correlations equal or exceed 0.30; item 3 (able to influence
athers) does not meet this criterion in the MI sample in the rotal
sample. The reliability coefficients for this six-item scale are 0.74

(cancer sample), 0.72 (MI sample), and 0.72 (total sample).

PRINCIPAL COMPONENTS 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 MI sample, and Table B.8 the total sample.

A principal components analysis of the seven unrecoded items

yielded two factors with eigenvalues greater than one, each explaining

Table 30

ITEM-SCALE CORRELATIONS FOR SENSE OF CONTROL SCALE: SEVEN ITEMS

Cancer Sampleb I Samplec Total Sample

Item? (N=95) (N=62) (N=157)
1 45 57 50"
2 35 29" 232"
3 39" 35" 33"
& 50 63" 56"
5 59 40" 52"
6 527 547 53"
7 07 30" 120

“Coefficient corrected for overlap.

aItem number from Table 29.
NOTE: Srandard errors are 0.10 (cancer
sample), 0.13 (MI sample), and 0.08 {total sample).
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Tahle 31

ITEM-SCALE CORRELATIONS FOR SENSE OF CONTROL SCALE: SIX ITEMS

Cancer Sample MI Sample Total Sample

Ttem® (N=94) (N=62) (N=156)
1 48 60" 52"
2 .36 .36 .37
3 42 25" 29"
4 .50 65 .57
5 59" .33 50"

¥ ¥ W

6 .52 .56 .55

“Coefficient corrected for overlap.
®ltem number from Table 29.

NOTE: Standard errors are .10 {cancer
sample), 0.13 (MI sample), and 0.08 (total sample).

more than 5 percent of the variance in all samples. However, these
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 contrel items with the first
principal ccmponent are shown in Table 32. As in the scaling analysis,
item 7 appears to measure something elsc¢, 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 shown in Table 33. All correlations are |0.40}
or greater in all samples, and about 42 percent of the variance is

explained.




- 106 -

Table 32

CORRELATIONS OF SEVEN SENSE OF CONTROL ITEMS
WITH FIRST PRINCIPAL COMPONENT

Cancer Sample MI Sample Total Sample

Item® (N=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

aItem number from Table 29.

Table 33

CORRELATIONS OF SIX SENSE OF CONTROL ITEMS
WITH FIRST PRINCIPAL COMPONENT

Cancer Sample MI Sample Total Sample

Item® (N=92) (N=60) {N=152)
1 .66 -.80 -.70
2 -.51 .50 .52
3 .62 - .43 -.48
4 -.69 .78 T4
5 .76 -.54 -.68
6 -.67 74 .72

Percent of
Variance
Explained 43 42 42

aItem number from Table 29.
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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 cocfficients are well above 0.350, thus
are adequale for group comparisons. The scale was normally distributed.

The MI 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 MI Sample Total Sample

Information (N=94) (N=62) (N=156)
Reliability (rtt) .74 .72 .72
Homogeneity (rii) .32 .30 .30
Mean 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 ESTEEM/BODY IMAGE

ITEM DESCRIPTION

Thirteen items assessed self-esteem, body image, and changes in
body image as a result of iliness. These items are shown in Table 35.
Two types of response choices were used for these items (see Table 35,

footnote a).

SAMP{.E
The self-esteem jlems were asked of all respondents. The body
image and change in body image items were asked only of the cancer

sample. Therefore, analyses were performed separately for the cancer

and M1 sanmples.

DESCRIPTIVE STATISTICS ON ITEMS

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 and an indication of whether the item should be reversed (so
that a high score indicates high esteem or body image).

Al six of the self-esteem items are skewed (i.e., mean responses
are to the side of the response scale midpoint), indicating faverable
esteem. Of the seven body image and change in body image items, three
(8,11,12) are similarly skewed (indicating a favorable image), three
(9,10,13) are skewed to the opposite side (indicating a poor image}, and
cne is not skewed (item 7).

Frequency distributions for the unrecoded items are presented in
Table A.5 in Appendix A. One item (item 3) is quite skewed, in both
samples, with over 90 percent of responses in the extreme two response
choices.

A count of the number of "agree" and "strongly agree" reSpdnses (of
the 10 items with 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
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SELF-ESTEEM/BODY IMAGE ITEMS AND SUMMARY STATISTICS

Cancer Sample (N=95)

MI Sample (N=63)

Regponge Directien of Questionnaire Rumbet Number
Iter Grouping/Ttem Cholces? Scoringb Item Wumber Mean $.D. Missing (Percent) Mean S.D. Missing (Percent)
Self-Esteem ]
1 During the past month, how often have T - VI.9C 4,33 0.91 5 {5) 3.93 1.35 4 (6)
you felt that you deserved very lit-
tle frem other people? )
2 During the past month, how often have T - V1,94 3.76 1,05 4 (&) 3,97 1.03 2 {3
you felt down on yourself?
3 There are a lot of things 1 like A 3 VI.la 1.80 0.70 2 (2) .81 0.7 4 (&)
about myself.,
4 During the past moath, how often have T R VI.24 2.50 0.96 3 (3 2.27 1.03 3 {5)
you felt good about yourself?
5 I feel that I am an attractive person. A R VI, 1lu 2,45 1,10 4 (4) 2,48 1,03 3 £5)
6 I am usvally satisfied with the way I A& 4 VI.1V 2,47 1,02 (3) 2,23 0.79 (5
am.
Body Image
7 I like my looks just the way they are A R VI.1Q 2,97 1.18 2 (2) na®
8 I feel good about my bedy, A R VI.1B 2,45 1.13 {2) na
9 I would like to change some parts of A - VI.1H 2.67 1.29 (5 na
my body.
Change in Body Image as a Result of Illness
10 I feel less physically atfractive be- A - Vi.1E 2,82 1,37 2 (2) na
cause of my illness,
i1 I feel less sexually desirable now A - VI.IM 3.08 1,42 2 (2) na
than before my illness.
12 My illness has made me fesl ashamed A - VI.1l0 3.94 1,11 2 (2} na
of my body.
13 My body locks as good as it did be- A R VI.18 3,34 1.29 2 (23 na

fore my illness,

&1 - All of the time

Host of the time
Some of the time

A little of the time

None of the time

LE R Tl L
00 K ¥

[V oW L

Strengly agree
Agree

Hot sure

Disagree

Strongly dizagree

bItems with an 'R' must be recoded so that a high score indicates more esteem or a more pogitive body image.

cNot asked.

- 0TI
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Table 36

COUNT OF AGREE AND STRONGLY AGREE RESPONSES TO TEN SELF-
ESTEEM/BODY IMAGE ITEMS: CANCER SAMPLE (N=95)

. Cumulative
Count® Number Percent 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
a 1 1.0 100.0
9 0 9.0 100.0
10 0 0.0 100.0

*This is a count of ftems 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 would be expected if a
perscn 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
peints 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 (B8 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.

MI 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
skewed, indicating favorable esteem. Standard deviations ranged from
0.7 to 1.4 with 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.

MULTITRAIT SCALING ANALYSES

Cancer Sample

The item-scale correlation matrix for the 13 recoded items and the
three hypothesized item groupings (see Table 35) are shown in Table 37.
For cach item grouping, all items correlate at least (.30 with their
hypothesized scale. Thus items in these scales satisfied the first
multitrait scaling criterion.

Of the six items in the self-esteem scale, five correlated higher
with this scale than with either of the other two scales. Only one of
the three body image items met this item discriminant validity
criterion. All four items in the change in body image greouping met this
criterion. The reliability and homogeneity coefficients for these three

scales are as follows:
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Table 37

ITEM-SCALE CORRELATIONS MATRIX OF SELF-ESTEEM/BODY IMAGE
ITEMS WITH THREE ITEM GROUPINGS: CANCER SAMPLE {(N=93)

Body Change in Self-
Item Grouping/Item®  Image Body Image Esteem Total

Bodz Image
68" .63 .50 70"
55" .64 .57 2t
* *
9 .49 .49 .21 45
Change in Body Image
10 : .70 .76 .49 76"
11 .58 78" 44 70"
12 .53 60" .46 .63%
* : *
13 .59 .69 .35 .63
_
* *
1 .19 .20 .39 .30
2 .28 .35 .33" .38
* *
3 .35 .33 45 ik
%* *
& .59 .50 .63 .67
* x
5 .15 .25 .34 .29
W *
6 .43 .38 .57 .53

*
Indicates coefficient is corrected for overlap.
Htem numbey from Table 35, '

Note: Standard error = 0.10.
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Number
Scale of Items rtt rii
Self-esteem 6 .71 .29
Body Image 3 .74 .49
Change in 4 .86 .60

body image

The two items causing the scaling errors in the body image scale (items
8 and 9) correlated higher or equally with the change in body image
scale. In fact, the items in the change in body image grouping

correlate highly with the body image scale. This suggests that the body

image and change in body image items are measuring one construct, The
analysis was rerun hypothesizing two item groupings: self-esteem and
body image.

The item-scale correlation matrix for these two groupings is shown
in Table 38. All ditems 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. TFour of these seven
body image items are scaling successes (correlations two standard errors
or greater different from the correlations with the self-esteem scale)
and the other three items are probable successes (i.e. correlations
within two standard errors).

Five of the six self-estecm items correlate higher with this scale
than the bedy image scale. All five are probable successes, i.e. the
correlations with self-esteem are within twe standard errors of the

correlations with body image.
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Table 38

ITEM SCALE CORRELATION MATRIX OF SELF-ESTEEM/BODY IMAGE
ITEMS WITH TWO SCALES: CANCER SAMPLE (N=93)

Body Self-
Item Grouping/Item® Image Esteem  Total
Bodz Image
70" .50 70"
66" .57 72"
.52* .20 e
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
* J*
5 .22 .34 .29
6 .43 57" 53"

*
Indicates corrected for overlap.
*Item number from Table 3s5.

Note: Standard error = (,10.
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The reliability and homogeneity coefficients for these two scales

are;

Number
Scale of Items e r.y
Self-esteem & .71 .29
Body Image 7 .88 .52

It appears that a total scale is appropriate for these jtems, as
evidenced by the correlations of the items with the total scale scere.
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.

MI Sample
Becduse only the six sclf-esteem items were asked of the MI sample,

a mulritrait scaling analysis could not be performed. Instead, the item-
scale correclation 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):

Correlation with
Item Number Scale Score

.37
A7
.39
.55
.22
.50

PN TC R g

O N

All but one item correlated 0.30 or greater with the scale. The
reliability coefficient (rtt) is 0.66 and the homogeneity coefficient

(rii) is 0.25.
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PRINCIPAL COMPONENTS ANALYSES

Cancer Sample

The correlation matrix of the 13 {unrecoded) Seif-Esteem/Body Image
items is presented in Appendix B, Table B.9 for the cancer sample. The
matrix is calculated using pairwise deletion of missing data (N ranged
from 86 to 93).

& principal components analysis of the correlation among all 13
unrecoded items resulted in three factors with cigenvalues 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.

When two factors were 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 on this factor. All self-esteem
items load highest on the second factor except item 2 ("During the past
month, how often have you felt down on yourself?"j, which correlates
higher on the body image factor and very poorly with the self-esteem
facter. In fact, item 2 has very low communality (0.21) with the other
items.

This analysis suggests that all the body image items are measuring
one construct, supperting the multitrait scaling results when 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 itéms correlate
in the expected direction when direction of scoring is taken into
account (see Table 33). Correlations are all above 0.30 (absclute
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)

Component
Item Grouping/Item® I I b’
Body Image
10 Llegs physically attractive 84b 75
13 Body locks as good as before -80 65
11 ILess sexumally desirable now 74 =27 62
9 Would like to change parts of body 74 58
7 Like my looks =72 33 62
12 TIllness made me ashamed of body 62 35 51
8 Feel good about my body -60 5& 65
2 Felt down on self a8 =25 21
Self-Esteem
3 Iot of things I like about self 73 55
6 Satisfied with way I am -26 69 54
5 Attractive person 63 40
4 TFelt good about self =47 63 62
1 Felt deserved little from others -48 24
Percent of Variance Explained 32 21

tem number from Table 35.

bOn'ly coefficients above [0.23]| are presented.
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Table 40

UNROTATED PRINCIPAL COMPONENTS OF ALL 13 SELF-ESTEEM/
BODY IMAGE ITEMS: CANCER SAMPLE (N=90)

Item? I 11
1 =38 -32
2 =45 o1
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

aItem number from Table 35.
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MI Sample

The correlation matrix of the six unrecoded self-esteem items for
the MI sample is pfesented in Appendix B in Table B.10.

A principal compenents analysis of the six unrecoded items assessed
in the MI sample resulted in two factors with eigenvalues greater than
one. However, each factor represented one type of response choice
(i.e., items 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

cbserved:

Trem Correlation h2
1 -.57 .33
2 -,70 .49
3 .57 .32
4 .78 .61
3 .40 .16
[ .69 47

All correlations are 0.40 or above, supporting the construction of a

single self-esteem scale using these six items.

COMPARISON OF RESULTS IN THE TWO SAMPLES

The six self-esteem items were identical in both samples and
results on these items can thus be compared. The item distributiens
were extremely similar in the two samples. When the self-esteem scale
was constructed, the pattern of item-scale correlations was similar in
the two samples, and the reliability and homogeneity coefficients were

nearly identical.

DESCRIPTION OF SCALES

Three scales 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
summarized in Table 41 for both samples. Reliability coefficients are

all well above 0.50, thus are reliable for purposc 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 MI samples on the
self-esteem scale is not significdant. All scales are normally
distributed (not shown).

The correlation between the Self-Esteem and Body Image scales in

the cancer sample is .55 (p < .01).
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Tqble 41

RELTABILITY (rtt) AND HOMOGENEITY (r 5 i) COEFFICIENTS
FOR THE SELF-ESTEEM AND BODY IMAGE SCALES

Cancer Sample MI Sample

(N=93) (N=60)
Number of
Scale Items Tee Ty4 Tee T4
Self-Esteem 6 L7129 .66 .25
Body Image 7 .88 .52 - A
Self-Esteem/Body Image 13 .88 .35 - -

INot measured in this gsample.

Table 42

SUMMARY STATISTICS FOR THE SELF~ESTEEM AND BODY IMAGE SCALES

Cancer Sample ML Sample

(N=93) (N=60)
Number of .
Scale Items Mean? S.D. Mean?® S.D.
Self-Esteem 6 22.85 3.64 23.08 3,65
Body Image 7 21.76 6.74 P -
Self-Esteem/Body Image 13 44.61 9.26 - -

2 high seore indicates higher self-esteem or body image.
bﬂot measured in this gample.
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XI. SOCJAL 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 illmess. 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 network. Several items in part cne of the questionnaire
(descriptive information) assessed marital status, whether other people
shared the person’s household, and the number of people in the
household.

DESCRIPTIVE STATISTICS ON ITEMS

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 on the other sccial network items are
presented in Table 44. Freguency distributions for the help from others
items are shown in Table A.6 in Appendix 4.

Nearly all items are skewed indicating that when a particular
person is available, they tend to be helpful. The only exception is
that coworkers tend to be unhelpful in the MI sample.

About half the respondents in the total sample are married, with
slightiy more being married in the cancer sample (54 percent) than in

the MI sample (48 percent).

DESCRIPTION OF MEASURES

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.
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HELP FROM OTHERS ITEMS AND SUMMARY STATISTICS

Cancer Sample [H=95) MI Sample (H=63} Total Sample (N=158)
Number Number Number
Questionnaire Number N/AT  Mlssing Humber N/A®  Missing Number N/4%  Missing
Item Ttem Number Mean &.0. {Percent} {Percent} Mean S5.D. {Percent) (Percent) Mean S.D. (Percent) {Percent)
How helpful or unhelpful have each of the

following people beesh since you've been

coping with the stresses of your {llnaess?

Lf you've had contact with several psople

in one category (for axample, several

doctara), try to gilve us your overall

impression.
4 My spouse or mate IV. 1A 1.£9 1.1é 27 (28 L (1) 2.00 1,21 24 (38) 5 {B) 1.79 1.18 51 {32) 6 (&)
B My doctors Iv.1ls 1.86 1.06 2 (%) L) 2.00 0.89 o {0 PR 1.%0 1.00 2 (1) 3 (2
C My nurses Iv.1lc 2.0% 0.9% 16 (17} 3 (N 2.23 0.90 & (10) 4 (6) 2.12 0,92 22 (14) ¥4
D My neighbers IV.1D 2.55 1.15 20 (21) 1 (1 2.72 0.93 16 (25) 4 (8 2,62 1.07 36 (23} 5 (3
E My coworkers IV.1E 2.82 1.37 o (o 2 (2) 3.68 1.3% 0 (o) 41 (65) 2.9 1.41 I 1} &1 (27
F My friends V. 1F 1.50 0.% 7N o (o) 2.32 .85 7 {11 3 (5 2.06 0.92 14 (93 3 (2
G My counselor, soclal worker, V. 16 2,11 1.04 45 (47) 6 (B} 2.53 1.11 3% {K2) 5 (8) 2.24 1.13 B4 {53) 11 (%)

or other professlonal
H My children IV.1H 2,03 1,07 27 (28) 6 (6 2.07 1.407 19 (30} 2 (3 2,05 1.06 46 (29} g (3
1 Other people with a similar Iv.1I 2,21 0,95 32 (34) 7 (7 2.81 D.9% 26 (41) 5 {8} 2,431 .99 58 (A7) 12 {8}
illness

J My mothetr 1v.1J 2,22 1.36 37 (3 & {@ 2,33 1l.12 46 (73) 8 (13} 2.24 1,22 A3 (58 16 (10}
K MWy father IV.1X 2.3z 1.28 ‘S8 {59) 11 (12) Lon 100 52 (82) B (13) 2,39 1l.26 108 (68) 19 (12)
L My brother(s) or sister(a) v, 1L 2.28 1.22 20 (21 4 ) 2.38 1.01 33 (52) 6 (10) 2,30 1,17 53 (34) 10 (6)
M My minister, priest, or other IV, 1M 2.17 1.32 45 (47) 8 (®) 2.39 0.89 35 (56) 5 (8) 2.25 1.1% 80 (51) 13 (8)

religions leader

Mot applicable (respanse of 6}.
Note: Responsge choices were:

Extremely helpful
Very helpful
Modarately helpful
Not very helpful
Extremely ushelpful
Does nok apply

[ L I T ]

oL B R

- »ZT -
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Table 44

SOCIAL NETWORK ITEMS AND SUMMARY STATISTICS

Cancer Sample MI Sample Total Sample
(W=95) {N=63) (X¥=158)

Item/Response Choices Number Percent  Number Percent  Number Percent

1l 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
Rever married 12 iz2.8 5 7.9 17 10.8
Missing 1 - 0 - 1 -
Total 95 100.0 63 100.0 158 100.0

2 Others in Household

Spouge 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 g 3.7

Preschoel 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 i7.5 19 12.0
(age 204)

3 HNumber of People in

Household _

Mean 2.65 2.68 2.66

5.D. .31 1.84 1.56

Range lto?9 lto8 lto9
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The number of helpful people is a count of the number of people

whom the respondent reperted as being helpful (response choices of 1, 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 people is a count of the number of people

reported to be unhelpful (response choice of 4 or 5).

The number of extremely unhelpful people is a similar count but

only of those reported to be extremely unhelpful (response of 5).

At least one extremely helpful person was scored as a dichotomous

variable based on whether there were one or more extremely helpful
people.

The total amount of helpfulness was scored by summing "helpful"

responses. 'Helpful" responses were first recoded as follows:

ur]
[

= not helpful or does not apply or missing

1 = moderately helpful

2 = very helpful

3 = extremely helpfui

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 1, 2,
or 3 was made).

The total amount of unhelpfulness was scored by summing "unhelpful®

responses. These responses were first recoded as follows:
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0 = helpfnl or does not apply or missing
1 = not very helpful
2 = extremely unhelpful

These were then summed across all items.

The average amcunt 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 2ero was assigned if the respondent reported living with
others or had children at home.

The number of people in the network was scored by counting the

number of categories of people who were available {either heipful or

unhelpfuly.

The number of people in the family network was scored by counting

the number of available people in the categeories spouse or mate,
children, mother, father, and brother(s) or sister(s).

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 neiwork was scored by

counting the number of available people in the categories meighhors,
coworkers, and other people with a similar iliness.

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 number of people in the household was asked as a single item.

Whether there are any dependent children living at home was scored

based on whether the respondent reported any preschool, school-age, or
teen-age children living at home.
Whether the respondent is married was scored based on responses to

the marital status item.
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The number of children living at home was based on a single jtem

asking this guestion.

SUMMARY STATISTICS ON MEASURES

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 MI sample), but more have a
spouse or mate (70 and 54 percent in the cancer and MI samples,
respectively).

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)} cof both samples live alone.
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SUMMARY STATTSTICS FOR SOCIAL NMETWORK CONTINTIOUS MEASURRS

Cancer Hample (N=95} ML Sample (N=83) Total Sample (N=158)
Maximum Mumber Max{ mum Number Maximum Number
Measure Mean S5.D. Range Possible Missing Mean 35.D. Range Possible Missing Mean §.D. Range Possible Missing

Humber of helpful people 7.42 2,46 2=13 13 o 5.88 2,22 2-10 i3 2 6.82 2,48 2=13 13 2

Humber of extrémely helpful 3.35 2,57 0-9 13 o 1.46 2.02 0-7 13 Pl 2,61 2.54 0-9 13 2
pecple

Number of unhelpful people 1.05 1.82 0-9 13 0 G.8% 1.08 0-6 13 2 0.97 1.43 -9 13 2

Number of extremely 0.32 0.88 0-6 13 0 0.16 0,42 0-2 13 2 0.26 0.74 0-6 13 2
unhelpful people

Total amount of helpfulpess 16.33 V.16 2-33 a9 v 11.56 5.70 2-25 39 2 14,46, 7.01 2-33 39 2

Total amount of wnhelpful- 1.37 2.36 0-~15 26 0 .02 1,27 0-6 26 2 1.23 2.01 0-15 26 2
ness

Average amount of helpful- 2.16 0.49 0-3 3 0 1.92 0.4% 0-3 3 2 2.06 0.50 1-3 3 2
helpfulness

Average amount of 1.23 0.34 0-2 2 52 1.19 0.35 0-2 2 - 30 1.21 0.34 1-2 2 82
unhelpfulness

Numbetr of people in network .47 2.47  2-13 13 0 6.74 2.03  3-11 13 2 7.79 2.45  2-13 13 2

Number of people in family 2,93 1.15 0-5 5 0 L.84 1.24 0-5 5 2 2,50 1,30 0-5 5 2
netwark

Nutber of pecple in 2.67 0.%96 0-4 4 0 2.56 0.74 1-4 4 2 2.63 0.88 2-4 4 2
professional network

Number of people in 1.95 0.97 (-3 3 G 1.48 0.90 0-3 3 2 1.76  0.97 0-3 3 2
peripheral natwork

Number of people in 2.65 1.31 1-9 - 21 2.68 1.84 1-8 - 3 2.66 1.56 1-9 - 24

household

Number of children at home 0.731 1.00 G4 - ) 24 0.76 1.42 0-6 - i] 0,75 1,21 . 0O-6 - 24

- 62T -



SUMMARY STATISTICS FOR SOCIAL NETWORK DICHOTOMOUS MEASURES

Table 46

Meaaure

Cancer Sample
(N=95)

MI Sample

(N=63)

Total Sample
(N=158)

Number Percent

Number Percent

Numbeyr Percent

At least one extremely helpful person
Live alone

Any frienda

Mate or spouse

Any dependent children at home

Married

82
23
88
67
24

51

86.3
24,2
92.6
70.5
25.3

53.7

32

15

53

35

13

3o

50.8
24.2
84.1
54.0
20.6

47.6

114
38
141
101
37

81

12,2
24,2
89.2
63.9
23.4

51.3

- 0¢T -
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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) Desire 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. S§ix different

sets of response choices were offered and are shown in footnote a.

DESCRIPTIVE STATISTICS ON ITEMS

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.

Most items were skewed, i.e., had scores to the side 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 suppert, desire
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Tahla 47

SOCIAL SUTTONTFEXVRESSIVENESS [VEME AN SUHHA LY SIAT]STICE

Carcer Semple (N-Y5) ML Sample [N=b7) Totsl Sswple {N+138)
Guestionnelre  Respos Dlrection of Huster WAAT  Hoeber Hipulng Nunber N/4%  Kumber Hinsing Fusber W/AC  Rumbar Mimxing
Item tiouping/lres Item Humber Cholce: Scating? Hesn 5.0,  [fercent) (lerueny Hean 5.l (lefcent) (Hetcent} MHesn 3.7,  (Farrent} (Percent}
Expremsien of Feelingn

1 During the paet wonth, § Wept wy feelings to mymell, v, %E T - 100 L7 79 n A #3] .71 )32 [ I Fi i .89 1.14 1 (1 i {2

i During the past wonch, § ahovad WY EngeT. w.5c T L] L1 1.0 B (§) 1 1 1. 1.1% 12 119} F3 ¥ 1) 1moL.om Li1} 1

1 Duting the past menth, [ et the prople around e V.98 T ] 2.% 1.0 (N 2 n L L 1 1 ¥ ol .89 L.13 Yo AL
knov what € was feeling.

% Puring the pest woith, how much ¢ld you talk te M n Lés o,m - 1 (m 1.32 t.oe n 1 (% L.S1 n.98 - & (&)
nowenne shout how you were feellog?d

% When 1 fwlt like crring during the pasy momth, i@ v. D ™ - 1.1% 1.5t 23 1n - | ] 2,50 1.4 1 {335} 1 2 2,88 .47 4 {za) 1N
wan hard te cry Ln fyont of peppis clowe ro me. . ’

Eapreanion of Needs

£ During the paat month, [ usually oldn’c bother wy 19,74 TF - .78 h.és 1 € Yy 0 1.9% b.12 1 () 3 .47 1.8 i) LA}
family with my prablums. .

7 Puring the past month, | placed the nesdn of oth Iv.98 T - .M 0,99 1 (1 1y 1.9y L1} 5 (N 1 (3 1,70 1.04 & (4 31 .
®eople above my own.

b During the past wonith, T sshed puople arowd me for .9 T L} 117 L & (6} LKL} LR I P | b {8 T m Lil 132 10 {5 2 i
welp,

9 Dutlng the past month whan [ haven't feit wrll, 1v.08 TF - Ly 1.36 1 (1}y 1 {1} .27 .9 0 oy [+ .70 1.43 1 () 2 (1)
vhat 1 wamted mast wes to be Inft alorm.

10 Since T becwwe (1), 1 bave beem sble to take cave T1L.5¢ TF - LM 1w o 1o 1 1m L] T n 2.8z 1.3 o m o

of my ovn problems without friends or Famlly
getting Envolved.

Feople who Understand

11 In the pust month, vhen you balied with this per- 1. 34 T n L o0 o1y 1 () 1.0 0.97 LI )] T (m 1.7y 0.a1 LI LA 4]
mon mhowt how you lelt, how wuch of the time -
414 he ot whe seem to understend pour fealinget

T2 1n the pavt month, how wuch of the time did this 1%, T - 4.1 0w o (0} 1w .71 1.06 3 m 4 (&) 4.20 1.0t | I ) & (4]
BeTRON BEem not Lo mccept yout faelingat?

L3 1 momerimen withdrew from pecple bresons they Y. 0a I - .9 1.% o m F 1Y 316 1,42 4 102 LN 1.3 1 (1) 1 (2
don*t understand my probless.

14 In my Fael)y, we often kewp owr Teelings to ouz- W.TH I - 133 b4 1 {1) & [} 2,75 1.9 & (6} 4 (e LWL 540 LIS
i lven, .

15 whers T Iive, 1t"¢ hard to "blow of f atede™ with- w. 7 T - I Lk LN L} 1y 345 L5 15 (24) & (6} 313 1M 3 (14 L]

Leing sowebody . f

168 1 zm hesitant o tell Friwnds the real natuce of v, 7r r - 022 1.%2 P 1 (N 310 1.9 1 % & {8) A.02 1.4) A2y [T}
wy 1}line

17 Tacple trast me differencly when they flnd ot | Iv.108 A - LN LN 1 145 120 T o(n I D 3.4 114 [T 2
about =y {1inewn. ¥ .

I8 When people Find out about my illess, somm of B L LY A - Liv o LIS )] [33V] A% 0.9 145 1 () & (k) i m
them tend b svold e, .

17 1 tend to hide my 11lnean Lrow athars. . v.8¢c ™ - Led 1L o M 1M 1.27 1,55 0w P 363 L0 L L 2 (D

“E._ﬁF"n_wﬁE.@_E
20 During thy past month, there has been somrons I H T n 1Y 1.0) 1) o (0 .05 1.18 z » 2 .01 L.o8 1w 2 N
weailuble when 1 vanted to calk,

Pemive [or Suppore .
T 18- 411} & (&)

21t Le helpful o Lalk with othec people who have, V.7 TF n 2.1 1,2 14 7 .87 1.76 1 an P 2.3 1.2
an Llineas Tlke mine, ) -

22 | often tuth to wy Fricnde and Family for Lnforme- . ie TF 1 176 1.kl o ey FReS) LIT ol ] totn 177 1w 2w y @
tion sod Advlce about my 1llnens.

23 1 temded to weed tha compeny wnd support of other .M ™ R 2.4% 1.24 0 (G) [IEET] 3.0 1.% g {m 1 .10 L3 4 LI Fi

peeple during the pase month.
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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 MI sample tends to
have contact with others less than once a week.

Standard deviations of the 36 itewms are summarized as follows:

Lowest Highest Number
Sample Value Value Median 1+0.2
Cancer c.70 1.57 1.15 18
MI 0.71 1.64 1.29 11

Total 0.74 1.57 1.23 16

In evaluating the item frequency distributions (see Table 4.7 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, il, 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 MI sample. These findings suggest that distributions
dre more spread cut and more normally distributed in the MI sample than
in the cancer sample.

& number of items had a high percentage of nonapplicable responses.

These were:

Percent Percent
Cancer MI
Item Sample Sample
2 6 19
5 23 35
15 8 24
21 7 17
28 38 24
29 12 13
31 12 &

33 10 17
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Not counting these nonapplicable respenses as missing, the percent of
missing responses ranged from O to B8 in the cancer sample {(median of 2

percent) and from 2 to 10 in the MI sample (median of & percent).

MULTITEAIT SCALING ANALYSES

Items 3 and 28 were not included in any of the multitrait and
scaling anélyses because of the extremely high percentage of missing
and/or nonapplicable responses. TFor purposes of these analyses,

nonapplicable responses were recoded as missing.

dnalysis 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 immediétely
dapparent 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 shown 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 MI
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 2! 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.
Therefere, 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 content

was compatible with that grouping. Item 21 was not moved to the
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20 Hus been momeons wvallable 1o telk o N1 AL Y .1 ) Nt .37 ) R .03 S 1) Y L) 1 L b0 ]
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35 Frequency get togsther, frisnds, relativen 1] .8 il 32 2% JEE R ¥ R 16 2 -3t -2 1 0 2l .2 ) 1
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cognitive guidance grouping because, even though it correlated
highest with this grouping, the item content did not refer to the amount
of advice received.

The multitrait analysis was thus rerun excluding new items 5, 28

(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 hypothesized item groupings (i.e. excluding desire for support) is
not shown. Essentially, the expressiveness and close attachments scales
appear to be assessing the same coustruct. For example, in the total
sample, of the 11 items assessing these two scales, three were
correlated more than 0.50 with the other scale, and eight of the 11
items correlated above 0,30 with 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 jitems combined into one hypothesized item grouping,

which now alsoc included items 20 and 29,

Analysis &
The item-total cerrelation matrix still included 29 items, but only

four item groupings were hypothesized:

close attachments (1, 3, 4, 6, 8, 9, 23, 24, 25, 26, 27, 20,
293

no stigma of illness (16, 17, 18, 19)

people who understand (11, 12, 13, 14, 15)

cognitive guidance/advice (30, 31, 32, 33, 34)

A problem still existed in the MI sample where two items.correlated
higher with another scale than with the hypothesized scale. Item 6
correlated higher with the cognitive guidance/advice scale and item 9
with the stigma of illness scale as well as the people who understand

scale. Therefore, these two items were dropped and the analysis rerum.
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Analysis 5: TFinal 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 illness scale, all but one item-total

correlation equaled or exceeded 0.30 (item 17 did not in the MI sample).
All items correlated higher with this scale than with any other scale in
all three samples. There were three scaling successes and one probable
success in the total sample.

For the people who understand scale, all but one item-total
correlation equaled or exceeded 0.30 (item 14 did not in the MI sample).
In the total sample, all items correlate higher with this scale than
with any other scale. 1In the cancer sample, item 13 correlates egually
high with the close attachments and the stigma of illness scales. In
the MI sample, items 11 and 14 correlate higher with the close
attachments scale. Because these problems were not consistent across
samples, and because this criterion was met in the total sample, these
items were scaling successes and three were probable successes in the
total sample.

For the cognitive guidance/advice scale, all item-total

correlations in all samples equaled or exceeded 0.30. All items
correlated higher with this scale than any other scale in all samples
with 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 well as the total scalec are shown in Table 30. The reliability

coefficients are all above 0.50 for all scales in all samples.




Table 49

ITEM--SCALE CORRELATION MATRIX OF SOCIAL SUPPORT/EXPRESSIVENESS ITEMS: FINAL ANALYSIS

Cancer Sample (H=95) HL Sample (M=62} Total Sample (N=157)
Item Grouping/Iltem®
{abbreviated item content) ATTACH STIGHMA PEQPLE ADVICE TOTAL ATTACH STIGMA FPEQPLE ADVICE TOTAL ATTAMH STIGHA PEOPLE ADVICE TOTAL
35 Frequency get together, friends, relatives ] .15 L 25 20 .30‘ Y .02 .18 .23 30" .45 .09 W22 24 az*
36 Give as much support as receive .28 .08 .39 .18 .26* .1é -.11 .11 .15 T .22 .01 .29 W15 .1s*
Clese Attachments/Expressiveness (ATTACH)
1 Rept Feelings to self st s .41 7 .49 507 Lah .46 150 Lset szt m; 44 18 .53t
3 Let people know feelings 580 a9 .30 21 .s6t ot L7 .28 36 .62t Les™ a9 .10 3% Leo*
4 Talked to seweone shout feelings 62t 24 230 . st st les 2 38 st e 15 .27 .45 Lse*
B Askad paople for help .5«: .12 .26 .39 .431 .aa: -.02 W14 34 .33: .sz: .06 .22 .40 .4?:
23 Sought company and suppart A3 .23 W14 .39 Y] 28 ~.02 ~-.01 .07 W17 A0 .13 .10 .27 .35
24 Felt loved et L2 .52 s .62 ST -7 .30 L27 e N3 R b L&3 TR Y
25 Felt close to family 68" .28 .29 a1 s TRENT .40 .53 63" 67T 22 .35 480 et
26 Felt close to one friend .59‘ ] 14 .37 .54* .3?* -.08 .12 .28 .31* R .19 .15 .37 67"
27 TFelt lonely 53T L L48 a5 st 5t el L4k 24 .507 52t L1 .47 .20 .50t
20 Has been gomecne available to talk to .?6’ A2 .42 A2 .?2* .58* .35 .32 V3B .63* 66" .39 L4 L40 697"
29 Could count on others to do things usually  .57° .19 .37 I IR TR T 1) 42 .29 a1t 1% a0 .39 a5 et
did
Mo Stigma of Tllness (STIGMA)
16 Hesitant to tell friends of illness .15 85~ .35 22 L4Bt .04 82 L -2 .t .25 '3 Tl V" a4 et
17 People treat me differencly .31 .55% L34 IR T-RRPS Sl 1A 255 a3 -3 oot .12 T .00 .20
18 Peoplé avold me .18 81" 3 T ST A 71 TS .69 27" .20 52% 0 Lz6 09 .t
19 Hide {llneas from erhers .23 a8t Ll .26 48" .32 40t .28 .15 La® .35 ST 36 22 46"
People whoe Understand (PEOPLE)
11 Person close to underatood feelings .31 a4 .53" W22 T S4B .14 .34* .45 .52* .38 24 43" .29 46"
12 Person close to didn't accepr feelings .24 34 48% L1e Las® .27 .10 st 12 Lt .25 .24 AT e LAt
13 Withdraw because people don't wnderstand .51 .51 st L e L3 .30 I R T .42 .42 485 16 40"
14 Family keeps Feelings ro ourselves a7 .2 w2t Les st 30 28 2t L2s a* Lm0 . Lt Lm0 st
15 Hard to blow off steam .27 .19 s1Y 2 L2 e 12 a8t Lo Lot .23 .16 &7 ez Lzt
Copnitive Guidance/Advice {ADVICE)
30 Amount of advice ahout illness .34 .18 .02 TRt 45 =06 .21 50 Lt .39 .07 .11 a2t ot
31 People keep me informed .38 .18 .17 IS RS G SR .09 IEVA E .39 .08 16 et
32 People encourage hopefulness L4 .18 .22 49% st .35 .11 .13 L6t st .44 .15 .20 Y Rt
33 People tell me csn lick this disease .34 21 -0l a7% ozt L2 .03 .29 650 st .36 .13 14 53 a0t
34 Person close to encouraged better coplng .17 .15 .23 IS T S .14 24 Y A P .28 .14 .23 & o

*

Indicates coefficlent Lls corrected for overlap.

“Item number from Table 47,

Wote; Standard errors are 0.10 {Cancer Sample), 0.13 (MI Sample), agd 0.08 (Toral Sample},



Table 50

RELIABILITY (r,,) AND HOMOGENEITY (ry ) COEFFICIENTS
FOR SOCIAL SUPPORT/EXPRESSIVENESS SCALES

Cancer Sample MI Sample

Total Sample

(N=95) {N=62) (N=157)
Number of
Scale Items et Tig Ter  Ti4 Tee Tig
Close Attachumenta/ 1 .87 .38 84 .33 .87 .37
Expressiveness

No Stigma of Illness 4 .78 47 .64 31 .71 .38
People who Understand 5 .73 .35 .82 .25 .68 .30
Cognitive Guidance/Advice 5 64 27 B0 .45 74 .36
Total 25 .88 .21 B4 .16 .87 .20

= O%T -
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PRINCIPAT, COMPONENTS ANALYSES

The correlation matrix of the 36 {(unrecoded} social
support/expressiveness items is shown in Table B.11, B.12, and B.13 in
Appendix B for the cancer sample, MI sample, and total sample,
respectively. All matrices are calculated based on pairwise deletion of
missing data.

The principal components analysis was performed only o6n the total
sample because of the large number of items. Before performing this
analysis, pairs of highly correclated oppositely worded items were
combined. These were: (1) items 1 and 3 {r=-.0.52) into a variable
labeled FEELINGS, and (2) items 11 and 12 (r=-.0.41) into a variable
labeled PEOPLE. |

The principal component analysis was performed on these two
variables plus the remaining 30 unrecoded items (items 5 and 28 were
excluded from this as they were at the outset from the multitrait
scaling analyses). Ten facters had eigenvalues greater than 1.0;
however, only four of these predicted 3 percent or more of the variance.
A scree test indicated that four factors could be rotated. Therefore,
four factors were rotated, which explained 43 percent of the variance.
These were very difficult to interpret. Because so many items had been
deleted during the multitrait scaling analyses, the principal components
aralysis was rerun including only those items that remained in the final
multitrait scaling analysis (see Table 49).

This analysis yiclded eight factors with ejgenvalues greater than
one, but only five that explained 5 percent or more 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. These four factors explained 48 percent of the variance.
Results are shown in Table 51,

The four factors roughly correspond to the four scales resulting
from the multitrait scaling analysis (see Table 49): c¢lose attachments,
pecple who 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 attachments 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 FRINCIPAL COMPONENTS: TOTAL SAMPLE (N=14%9)

Component
Item Grouping/Item® T II ITT Iv he
Close Attachments/Expressiveness
4 Talked to someone about feelings .66b .29 .54
1,3 Feelings (let people know) -.63 .43 .63
8 Asked people for help .62 .27 AT
23 Sought company and support .61 -39
35 Frequency of contact 60 -.26 .43
26 Felt close to a friend .54 -.32 .23 46
30 Amount of advice about illness .51 .33 .38
People Who Understand
27 Felt lonely -.35 .64 .54
15 Hard to blow off steam .61 L42
11,12 People understand fealings .59 -.27 .46
24 Felt loved 41 -.59 .55
20 Someone available to talk to .32 -.55 -. 34 .32 .62
36 Give as much support as receive —.49 .27 .36
29 Could count on others W32 -.47 0 =,28 .26 47
18 Could avoid me .26 .46 .37 L4l
17 People treat me differently .23 .35 .27 .28
No Stigma of Tllness
16 Hesitant to tell friends of .84 A2
illness
1% Hide illness from others .72 © .56
13 Withdraw because people don't L40 .58 .53
understand
14 Family keeps feelings to ourselves -.26 .33 42 .36
Cognitive Guidance/Advice
32 People encourage hopefulness .67 .51
31 Peopl keep me informed .34 .63 .54
34 Person close to encouraged better -.34 .62 .51
coping
33 People tell me can lick this -.30 .30 W41
disease
25 TFelt close to family ' .45 .28 .47 .55
Percent of Variance Explained 14 13 11 10

Altem number from Table 47,

Only coefficients above 10.23| are reported.
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factor.

Of the four items in the no stigma of illness scale, two had their

highest loading on the stigma of illness factor and two had their second-

highest loading on this factor.

0f the five items in the people whe understand scale, three had

their highest loadings on the people who understand factor and twe had

their seceond-highest lcadings on this facter.

Of the five items in the cognitive guidance/advice scale, four had

their highest loadings on the cognitive guidance/advice factor and one

had its second-highest leading on this factor.

DESCRIPTION OF SCALES

Because of the small sample size relative to the number of items,
more weight was given to the multitrait scaling analysis in determining
final scales. Although the principal components identified did not
correspond exactly to the scales in the multitrait scaling, they at
least approximated them. Therefore, all scales will 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 MI sample on the close
attachments scale (t=3.34, p < .01), on the coghitive guidance/advice
scale (t=3.00, p < .01), and on the total scale (£t=3.09, p < .01}. No
significant differences between the two samples were observed on the
stigma of illness or the people who understand scales.

A summary of product-moment correlations among the scales is shown
in Table 53. The ccefficients are all moderate indicating that the
scales are not very independent.

An evaluation of frequency distributions of the scales in the total
sample (not shown) revealed that the close attachments/expressiveness

scale had a flat distribution and the people who understand scale had a

slightly skewed distribution with people tending to have high scores.
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Table 52

SUMMARY STATISTICS FOR THE SOCIAL SUPPORT/EXPRESSIVENESS SCALES

Cancer Sample MI Sample Total Sample
(N=95) (N=62) (N=157)
Number of
Scale Ttems Mean S.D. Mean S5.D. Mean = S.D.
Close Attachments/ 11 £0.31 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 3.78
Illness
People who Under- S 18.55 4,19 17.74 4.02 18.23 4.14
stand
Cognitive Guid- 5 18.77 3.61 16.62 4.84 17.92 4,27
ance /Advice

Total 25 92.41 15.04 B4.64 15.66 89.34 15.76




PRODUCT-MOMENT CORRELATIONS AMONG SOCIAL SUPPORT/EXPRESSIVENESS SCALES

Cancer Sample (N=35) - MI Sample (N=£2)

Total Sample {N=157)

1
Close Attachments/ (.87)2
No Expressiveness
Stigma of Illness T

Paople wha Understand 13

Copnitive Guidance/ .50
Advice
Total .30

(.87)
.32
49

.52

(.84) .90

2 3 4 3
(.71

.40 (.68}

A6 .23 (74
.57 .70 66 .87y

8Reldability coefficlents are on

the diagonal.

- ST -
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XIII. WILL TO LIVE

ITEM 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. Items assessing each grouping are

shown in Table 54.

DESCRIPTIVE STATISTICS ON ITEMS

The mean, standard deviation, and number of missing responses for
each item are shown in Table 54. The frequency distributions for the
items are presented in Appendix A, Table A.8.

All but two items are skewed in the same direction in both samples,
indicating that these pecple have reasons to live, meaning in living,
and will to live, and that religious or spiritual beliefs are important.
Ttems 2 and 8 are skewed in opposite directions in the two samples: In
the cancer sample, pecple tend not to have done most of the things they
wanted to and have become more religious or spiritual, whereas the MI
sample tends to report the opposite.

Standard deviations for the 13 items are summarized as follows:

Lowest Highest Number
Sample Value Value Hedian 1+0.2

Cancer 0.63 1.35 0.98 7
MI Q.74 1.54 1.13 6
Total .71 1.47 1.45 8

The frequency distributions (shown in Table A.8) indicated that many
items were quite 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
MI 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

Ml sample (95 percent of each sample had one or zero).

MULTITRAIT SCALING ANALYSES
Multitrait analyses were performed or items recoded as specified in

Table 34,

Analysis 1
When all 13 items were 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 between the two scales).

Analysis 2

In this analysis, item 2 was excluded and items 1, 3, 4, 5, 6, and
7 were combined into one reason/meaning item grouping. Results are
shown in Table 553.

In the reason/meaning grouping, all but one item-scale correlations

equaled or exceeded 0.30 in all samples.

Item 5 did not correlate above 0.30 with any scale in the cancer
sample, and correlated above 0.30 with the religious/spiritual beliefs
scale in the MI and the total sample. Because this item does not
clearly assess religious/spiritual beliefs in terms of its content, it
was excluded from further analysis. Only items 3 and 4 correlated
higher with this scale than with any other scale in all samples. Item 1
correlated higher with the religious/spiritual beliefs scale in the MI
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 55

ITEM-SCALE CORRELATION MATRIX OF WILL TO LIVE ITEMS: ANALYSIS TWO

a Cancer Sample (W=93) MI Sample (N=£1) Total Sample (N=154)
Item Grouping/Item
{abbreviated item content) REASON REL/SPIR WILL TOTAL REASON REL/SPIR WILL TOTAL REASON REL/SPIR WILL TOTAL
Reason/Meaning
* * * * L] . *
1 Have impottant tasks to do .57 .29 A2 .53 38 W43 L35 4B .50 .38 .41 53
& *
3 Important to someone .52 .23 54 .51* .58* .20 .29 .46* .56* .22 470 .49
L] * k
4 People depend on me .47 .20 .28 .39 .52 \24 19 .40" 51t .23 26 4l
* *
5 Like helping others who are 111 .14 .28 13 .28t .04 .45 22 .29 1t .37 18 28"
* * * &
6 Life empty, has no meaning . .55 .23 17,60 T 13 .39 .36 48" .18 60 .48 ]
* *
7 Aware of what's impartant/mean- .35 .53 21 .50 31" .41 39 46" .38" .49 320 .51 —
ingful : ' 5
Religlous/Spiritual Bellefs '
*
8 Become more religious/spirirual .41 g1t .18 .se .34 T R i 42 670 23 st
* * *
9 Religious/spiritusl bellefs .50 .79 32 68" .55 .12 55 74" .52 760 a2 .70
glve meaning
* . * * * * *
10 Religious/epiritual beliefs im-~ .38 .82 13 .56 L49 .80 470 .70 W41 .79 .26 60
portant
Will to Live
& & L * 3 *
11 Feel like giving in to illness .47 .11 g L .31 .13 28" " .39 .12 51 L6
12 Determined to improve/recaver .53 .21 IS VA VAR 49 53t st .51 .36 ATt
. * * " *
13 Strong will to live .59 .31 67" .62 .46 .49 41”57 .54 40 - .56t 60"

*Indicatea coefficient corrected for overlap.
81cen number from Table 54. )
Note: Standard errors are 0,10 {Cancer Sample), 0.13 {MI Sample), and 0.08 (To;al.Samﬁle).
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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. The?efore these items were all retained in this scale for
the next analysis,

For the will to live scale, two of the three item-total
correlations equaled or exceeded 0.30 (item 11 did not in the MI
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 were retained for the next analysis.

Analysis 3

Results of the third analysis are shown in Table 56. In the reason
to live scale, all item-scale correlations exceed 0.30 in all samples.
However, only item 4 correlates higher with this scale than any other in
all samples. Item 3 (important to someone) correlates as high or higher
with the will to live scale in all three samples. Item I 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 1), and one probable failure {item 3). Nevertheless the
reliability coefficients are all well above 0.50 in all samples (see
Table 37), 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. 1In 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
éxceed 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
are two scaling successes and two probable successes. Reliability
coefficients afe all acceptable for purposes of group comparisons (see

Table 57).




ITEM-SCALE CORRELATION MATRIX OF WILL TO LIVE ITEMS:

Table 56

ANALYSIS THREE

Ttem Grouping/Item®
(abbreviated item content)

Cancer Sample (N=93}

HI Sample (N=61)

Total Sample (N=154)

REASON REL/SPIR WILL TOTAL

REASON REL/SPIR WILL

TOTAL  REASON REL/SPIR WILL TOTAL

Reason/Meaning
1 Have important tasks to do

3 Important to someone

4 People depend on me

Religious/Spiritusl Beliefs

7 Aware of what's important/mean-
ingful

8 Bacome more religlous/spiritual

9 Religious/spiritual beliefs
glve meaning

10 Religlousa/spiritual beliefs im-
© portant
Will to Liwve
‘6 Life empty, has no meaning
11 Feel like giving in to illness
12 Determined to improve,/recover
13 Strong will to live

*
.52

.33
*
.38 .26
*
.63 .22
*
.33 .56
*
.26 .74
.36 81"
*
.18 .80
.59 .27
.37 .12
.47 .23
.50 .33

47 .54
*

.59 .52
*

33 a1
*

26 .53
20 .55
A1 68"
*

14 .53
* *
.78 ez
RNt
788 58t
& *
760 .63

*
37

+55

*
.55

.28

.22
43

.30

48
14
.29
Jhh

.41 .34
.21 .55
.27 .28
*
.40 .37
*
.58 .18
730 .50
g e
*
.17 .38
.20 30"
.49 .55"
*
47 43

49" e .40 42 sat
* * *
.48 .49 .25 .56 .51
&* * &
.41 .60 .27 32 43
* * *
45 .35 T N VR |
'—I
a2t .29 677 a2 52" G
* * * P
.72 .40 .76 .39 - .69 \
65" .22 BT T
* &* *
.39 .52 .22 .60% .50
* * *
.25 .27 .16 TR
* * *
.56 .42 .38 65 .58

* * *
.58 48 A0 LX) .61

*
Indicates coefficient corrected for overlap.

®1tem number from Table 54.

Note: GStandard etrors are 0,10 {(Cancer Sample), 0.13 {(MI Sample), and 0,08 (Total Sample).
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Table 57

RELTABILITY (RfT) AND HOMOGENEITY (RII) CCEFFICIENTS
FOR WILL TO LIVE SCALES

Cancer Sample MI Sample Total Sample

(N=93) (N=60) (N=153)
Number
Scale of items rtt rii rtt rii rtt rii
Reason to live 3 .68 42 67 .41 .70 .43
Religious/spiritual perspective 4 .87 .62 .79 .48 .B3 .56
Wiil to live 4 .88 .64 .62 29 .79 .48
Total scale 11 .85 .33 .81 .28 .84 .32

PRINCTPAL COMPONENTS ANALYSES

The correlation matrices of the 13 (unrecoded) will to live items
are shown in Appendix B, Tables B.1l4, B.15, and B.16 for the cancer

sample, MI sample, and total sample, respectively.

Analvsis 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 on a factor in the total sample and the MI sample, and
loaded with only one other item (item 5) in the cancer sample).

Therefore, item 2 was dropped and the analysis rerun.

Analysis 2

A principal compouents analysis of the 12 items {excluding item 2)
yielded three factors with eigenvalues greater thar 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
skewness of many of the items, the results from the total sample will be

presented here. Results are shown in Table 58. The three factors
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Table 58

CORRELATIONS OF 12 WILL TO LIVE ITEMS WITH ROTATED PRINCIPAL
COMPONENTS: ANALYSIS TWO (TOTAL SAMPLE, N=158)

Compoﬁents
Item Grouping/Item® N T L
Will to Live _
11 Feel like giving in to illnegs -.B82 .67
12 Determined to improve, recover .76 .27 .67
6 Life empty, has no meaning -.70. -.42 .67
13 Strong will to live .67 .30 .28 .62
Religious/Spiritual Perspective _
10 Religious/spiritual beliefs important .89 .81
9 Religious/spiritual beliefs give - : .83 L7
meaning
8 Become more religious/spiritual .80 .68
7 Aware of what's important/meaningful .55 .36
5 Like helping others who are ill .54 =.32 .43
Reason to Live
4 People depend on me .86 .72
3 Important to someone .49 .62 .62
1 Have importamt tasks to do .34 .61 .54
Percent of Variance Explained 22 25 16

%Item number from Table 54.
Note: Only coefficients above |0.23| are reported,
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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.

Analysis 3

& principal components analysis of the 11 items (excluding items 2
and 5) yielded three factors with eigenvalues greater than one, each
explaining more than 5 percent of the variance. A scree test confirmed
that three factors were appropriate. Again, because of the skewness 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 variance, and again, the three factors correspond ﬁo those in the
multitrait scaling analyses (will to live, religious/spiritual

perspective, and reason to live).

DESCRIPTION OF SCALES

A summary of means and standard deviations for the will to live
scales is shown in Table 60. The scales are scored so that higher
scores indicate greater reason to live, religious/spiritual perspective,
and will to live. The cancer sample has more reason to live than the MI
sample (t=3.13, p<.01), a greater religious/spiritual perspective
(t=2.24, p<.01), and greater total scores (t=2.99). No significant
differences were observed in will to live.

&n evaluation of frequency distribuations of the scales in the total
sample (not shown) revealed that the reasom to live and will to live
scales were very skewed (43 and 53 percent, respectively, of pecple had
the highest two scores). The religious/spiritual perspective scale was
slightly skewed with people tending to have high scores.

Product -moment correlations among the scales are summarized in
Table €1. 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 LIVE ITEMS WITH ROTATED PRINCIPAL
COMPONENTS: ANALYSIS THREE (TOTAL SAMPLE, N=158)

Components
Item Grouping/Item” I 1I 111 h2
Will to Live
11 Feel like giving in to illness -. 82 .67
12 Determined to improve, recover 77 .28 .69
13 Strong will to live .68 .32 .28 .83
6 Life empty, has no meaning =-.67 -.46 .67
Religious/Spiritual Perspective
10 Religious/spiritual beliefs important .89 .79
9 Religious/spiritual beliefs give «23 .85 .80
meaning
8 Become more religious/spiritual .82 .69
7 Aware of what's important/meaningful .58 .38
Reagon to Live
4 People depend on me .88 .80
3 Important to someone .43 .69 .66
1 Have important tasks to do .36 .80 .33
Percent of Variance Explained 22 26 18

%Item mmber from Table 54,
Note: Only coefficients above [0.23| are reported.
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Table 60

© ‘SUMMARY STATISTICS FOR WILL TO LIVE SCALES

Cancer Sample MI Sample Total Sample

(N=93) {N=60} (N=153)
Number
_ of _ .
Scale Ttems Mean S.D. Mean S§.D. Mean §.D.
Reason teo 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.Q9
Will to live _ A 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

Total

T4

Sample Scale Reason Rel/Spir Will
Cancer Reason | (.68)

Rel/Spir .34 {.87)

wWill .56 .27 (.88)

Total .73 .81 .73 (.85)
MI Reason {.67)

Rel/Spir .39 (.79)

Will 49 .45 (.62}

Total T4 .85 .76 (.81)
Total Reagon {(.70)

Rel/Spir .39 (.83)

will .53 .36 (.79)

Total .75 .83 (.84)

3Reliability coefficients are on the diagonal.




- 158 -

XIV. ACTIVE COPING

ITEM DESCRIPTION

Fifteen items assessed behaviors classified as active coping, i.e.,
things a person might de 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 ON ITEMS

The mean, standard deviation, and numbex of missing responses for
each item are shown in Table 62. The frequency distributions for the
items are presented in Appendix A, Table A.9.

All but two items are skewed in the same direction in both samples,
indicating 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
skewed indicating that people seek information and that it helps. 1In
the MI sample, the skewness indicates that they tend not to seek
information but that having information has helped them. Part of this
inconsistency in the MJ sample may be because many of thesc people had
particular difficulty understanding the negative items regarding
information, especially item 14.

Standard deviations for the 15 items are summarized as follows:

Lowest Highest Number
Sample Value Value Hedian 1+0.2
Cancer 0.83 1.51 1.14 10
MI 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 MI sample {items 5, 10, and 11 have more than %0
percent in the two extreme 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 percént in
the MI sample (median of 3 percent). The number of missing responses
per person ranged from 0 to 5 in the cancer sample and from § te 11 in
the Ml sample (96 percent of the cancer sample and 89 percent of the MI

sample had zero or one missing responses).

MULTITRAIT SCALING ANALYSES: 1

When all 15 jtems were analyzed according to the hypothesized
groupings (and reccded as specified in Table 623, the following items

correlated less than 0.30 with their hypothesized scale:

ltem Sample
1 MI
2 NI, total
&4 MI, cancer, total
6 MI, cancer, total
7 MI
8 MI
8 MI, cancer, total
10 MI
11 MI
12 MI
13 MI

Becausc of the many problems of scdaling these items, it was decided to
do a principal components analysis to determine if any other item

groupings could be identified.
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PRINCIPAL COMPONENTS ANALYSES

The correlation matrices of the 15 (unrecoded} active copiﬁg ilems
are shown in Appendix B, Tables B.17, B.18, and B.19 for the cancer
sample, MI sample, and total sample, respectively.

A principal components analysis of these correlations in the total
sample using all 15 unrecoded items yvielded five factors with
eigenvalues greater than one, cach 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. Ttem 6 was the only item to load on the fifth factor,
confirming the findings of the multitrait scaling analyses that this
item does not belong in its hypothesized 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
sieep). This confirms that item & does not belong in its hypothesized
item grouping, as was apparent in the multitrait scaling analyses.

item 9, however (which did not correlate 0.30 or greater with its
hypothesized grouping in any sample in the multitrait scaling analyses),
loaded on the first factor along with three other health habit items.

The principal components analysis 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.
Kesults are shown in Table 63 for the total sample. The five factors
explain 63 parcent of the variance.

Essentially, the active use of the mind and seek information
groupings are distinguished as separate factors. The health habits
grouping, however, splits into three concepts: relax/take it easy,

daily routine, and physical activity.

MULTITRAIT SCALING ANALYSES: 2

Multitrait 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. Results are shown
in Table 64.
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Table 63

CORRELATIONS BEIWEEN ACTIVE COPING ITEMS AND ROTATED

PRINCIPAL COMPONENTS :

TOTAL SAMPLE (N=158)

Component
Item Grouping/Item® 1 I IIr IV V¥ u?
Relax/Take it Rasy
10 Avoided stressful situations .79 .66
11 Tock things a little easier .78 .65
5 Tock time to relax .49 .45 .41 .62
Seek Information
14 Having information won't help .80 .68
13 Don't seek information .75 .60
12 Information helped plarn program -.60 .30 .27 -.28 .62
15 Tried to get information -.51 -.43 .52
Active Positive Thinking
3 Hopeful outlock helped .80 .68
2 Told gelf things to feel better 26 .70 .57
1 Thinking positive thoughts helped ,33 .69 .68
Daily Routine
7 Ate well-balanced meals .80 65
8 Got good night's sleep .74 .59
Physical Activity
9 Physical activity daily .85 .77
Percent of Variance Explained 13 15 14 13 9

&4 tem number from Table 62.

Note: Only coefficients above |{0.23| are

shown.




Table &4
ITEM-SCALE CORRELATION MATRIX QF ACTIVE COPING ITEMS
Cancer Sample (N=94) MI Sample (N=59) Total Sample (N=152)
a
Item Grouping/Item
{(abbreviated item content) PGS DATLY 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 L2100 =02 .26 ~.10 .07 .24 L20 .09 W22 -.14
Active Positive Thinking (POS)
* *
1 Thinking positive thoughts helped .55 .26 . .33 .18 .24 .01 .12 .12 .43% L1s .23 .19
*
2 Told self things to feel better 420 .09 .06 ~.03 35% .20 -.06 -.21 .39% 02 .03 -1
*
3 Hopeful outlook helped .68% .18 .21 .04 33% L1 -1 Lo03 .53 .03 .05 .09
Relax/Take it Easy (RELAX)
5 Took time to relax 21 .6l .44™ 06 -.22 .04 .27% .18 09 .43 43 o1 !
10 Avoided stressful situations .23 .28 L49% 14 .07 -.07 177 .23 17 .17 LasY Loe O
11 Tock things a little easier 11 .38 .49* .10 -.03 .12 .35" .26 .05 .29 48" .05 !
Dally Routine {DAILY)
' *
7 Ate well-balanced meals 22 480 55 06 12 .33% -15 -.10 .08 .41t 29 -.01
* #*
8 Got a good night's sleep 5 487 41 08 =15 .330 .25 .15 .03 .41 .35 .06
Seek Information (INFO)
* *
12 TInformation helped plan program .24 .16 .02 .37 .12 .19 .17 .10* .19 160 =01 .33
. * * *
13 Don't seek information .03 ~.01 .12 .39 -.15 .06 27 .30 ~.01 L0l .07 43
* *
14 Having information won't help .05 .18 .20 .52 -.22 . .05 .29 8% ~.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.
*Item 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 active positive thinking scale, all but ome item-total

correlation equaled or exceeded 0.30 in all samples (item one did not in
the MI sample), and all items correiated 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 MI 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 MI sample. Unly two of the items {10 and 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 was a probable success. Reliability coefficients were
acceptable in the cancer sample and the total sample, but not in the MI
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 with this scale than any other scale. In the total
sample, both items were scaling successes. Reliability coefficients
were acceptable in the cancer sample and the total sample, but not in

the MI sample.

Table 65

RELIABILITY (RTT) AND HOMOGENEITY (RII) COEFFICIENTS
FOR ACTIVE COPING SCALES

Cancer Sample MI Sample Total Sample

(N=93) (N=59) (N=152)
Number
Scale- of items Lot L L rii oy Ty
Active positive thinking 3 .72 A6 490 24 .63 .37
Relax/take it easy 3 .66 .39 420,20 .64 .37
Daily routine 2 .65 .48 .49 .33 .58 .41
Seek information A .62 .29 .35 .12 Bl .28
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For the seek infarmation 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 total sample,
there were three scaling successes and one probable success.

Reliability coefficients were acceptable in the cancer sample and the

total sample, but not in the MI sample.

DESCRIPTION OF SCALES

Although none of the scales in the MI sample met the criterion for
reliability, they did so in the total sample. It thus appears that they
cannot be used alone in the MI sample. The scales are acceptablie in the
cancer sample, therefore descriptive information will be presented.

& summary of means and standard deviations for the scales is shown
in Table 66. The scales are scored so that higher scores indicate
greater use of the mind, relaxation, adherence to a daily routine, and
information seeking. People in the MI sample do more relaxing and
taking it easy (t=-3.41, p<.01), and are less likely to seek information
{t=-5.81, p<.01) than people in the cancer sample. An evaluation of
frequency distributions in the total sample (not shown) indicated that
the active positive thinking scale was slightly skewed (with people

tending to get high scores). The relax/take it easy and daily routine
Table 66

SUMMARY STATISTICS FOR THE ACTIVE COPING SCALES

Cancer Sample MI Sample Total Sample

(N=93) (N=59} (N=152)
Number
of
Scale Items Mean 8.D. Mean 5.D. Mean S5.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 §.82 1.47 8.90 1.62 8.85 1.53
Seek information 4 i5.82 3.57 12.52 3.31 14.54 3.83
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scales were very skewed (42 and 68 percent of people, respectively,
had the 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 AMONG THE ACTIVE COPING SCALES

Sample/Scale 1 2 3 4

CANCER SAMPLE {N=93)

1 Active positive thinking .72)a

2 Relax/take it easy .23 (.66)

3 Daily routine .21 .55 (.65)

4 Seek information .07 .07 130 (.62}
M1 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 SAMPLE {N=152}

1 Active positive thinking .63)

2 Relax/take it easy 130 (.64)

3 Daily routine .06 .39 (.58)

4 Seek information .06 .03 05 (.el)

Reliability coefficients are on the diagonal.
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XV. ACCEPTANCE/REJECTION

ITEM DESCRIPTION

Seven items pertained to concepts having to do with 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 ITEMS

The 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.10.

411 items are skewed in both samples, indicating that these people
tend te avoid letting illness interfere with their lives, they try teo
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:

Lowest Highest Number
Sample Value Value Median i+0.2
Cancer 0.83 1.56 1.02 5
MI 0.60 1.50 1.01 2
Tetal 6.79 1.53 1.08 4

The frequency distributions (shown in Table A.10 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 8% 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
iliness did not interfere with their lives (item 3). No nonapplicable
responses occurred in the MI 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 MI sample

(median 5 percent).

PRINCIPAL COMPONENTS 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.10, 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 MI sample, probably accounts for these
variations.

A principal components analysis of these correlations yvielded three
factors with eigenvalues greater than one in the cancer sample and two
factors greater than one in the MI sample. Because of the extreme
skewness of items 6 and 7 in the MI 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 more 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 not

letting the illness interfere with their lives. The second factor is

less clear, having to do with being bothered by 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)

Component
Item Grouping/Item® 1 11 III n2
Rejection of Sick Role
6 Avoid letting illness interfere .89 .80
4 Accept illnegs, live fully .81 .67
7 Try to keep going as usual .74 .23 . 60
Not Bothered by Illness
5 Bothered to think about illness .84 .74
3 Get upset vhen illness interferes .79 .28 .71
¢ Think about illness .72 =.39 .67
Iry to Forget
1 Try to forget I am 111 .92 .86
Percent of Variance Explained 29 27 16

®Item number from Table 1.
Note: Only coefficients above [0.23| are

shown.
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MULTITRAIT SCALING ANALYSES

To confirm the findings .of the principal components analysis, a
multitrait scaling analysis was performed on the seven items; using the
item groupings from the principal components results. Items were
recoded as specified in Table 68.

Results are shown 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 hemogeneity coefficients are shown in Table ?1.‘
The reliability coefficients are all above 0.50, thus these scales are

reliable enough for group comparisons.

DESCRIPTION OF SCALES

A summary of mean and standard deviations for the two scales is

shown in Table 72. The rejection of sick role scale is scored so that a

high score indicates greater rejection. The not bothered by illness

scale is scored sco 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 shown) indicated that the rejection of sick role
scale was negatively skewed (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.

Product-moment correlations belween the two scales were 0.34, 0.03,
and 0.22 for the cancer, MI, 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 MI Sample Total Sample
a {N=94) (N=60) (N=154)
Item Grouping/Item
{abbreviated item content) REJECT BOTHERED REJECT BOTHERED REJECT BOTHFRED
1 Try to forget I am- i1l © .08 .14 .28 .17 .16 .13
Rejection of Sick Rele
* * ®
6 Avoid letting illness Interfere .79 .35 +49 01 71 .21
* * *
4  Accept 1illness, live fully .58 .20 .52 19 . .56 .18
* * '
7 Try to keep going as usual .55" .29 .39° -6 .51 .15
Not Bothered by Illneas .
*
5 Bothered to think about illness .37 . 64 -.02 .60" .22 .62
* * *
3 Get upset when 1llness interferes .21 .46 01 +45 .14 46
2 Think about illness . .27 52" .06 44" 17 48"

*
Indicates coefficient 18 corrected for overlap.

31tem number from Table 68.

Note: Standard errors are 0.10 (Cancer Sample), 0,13 (MI Sample), and 0.08 (Total Sample).

-~ €LT -
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Table 71

RELTABILITY (RTT) AND HOMOGENEITY (RII) COEFFICIENTS
FOR ACCEPTANCE/REJECTION SCALES

Cancer Sample HMI Sample Total Sample

(N=34) (N=60) (N=154)
Number .

Scale of items Tit rii Tet rii Tet r.
Rejection of sick role 3 .79 .55 .65 .38 .76 .51
Not bothered by illness 3 .69 .42 .68 .4l .69 .42

Table 72

SUMMARY STATISTICS FOR ACCEPTANCE/REJECTION SCALES

Cancer Sample MI Sample Total Sample

(N=94) (N=60) (N=154)
Number
Scale of items Mean 5.0, Mean S5.D. Mean S.D.
Eejection of sick role 3 13.19 2.31 12.88 1.60 13.07 2.07

Not bothered by illness 3 8.46 2.80 9.13 3.13 B.72 2.95
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XVI. DOCTOR-PATIENT RELATIONSHIP

The items regarding the doctor-patient relationship were asked only

of the cancer sample.

ITEM 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/outloock

(9) doctors encourage positive healfh 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 ITEMS

The mean, standard deviation, and number of missing responses are
shown in Table 73. Frequency distributions for these items are
presented in Table A.11 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 & and 11 have

more than 90 percent in the extreme two choices.
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Table 73

DOCTOR-FATIENT BELATIONSHIF ITEMS AMD SUMMARY STATISTICS: OCANCER SAHPLE (N=$5)

Quascionnaire Responsa Uirection of Kumber
item Crouping/Item ltem Humbar  thoices?® S:oringb Mean 5.5, Missing (Percent}
ConEidence in Doctory
L If apythisag can be doue £9r ay 1llness, my doctors will VII.3A A i 1.78 {188 5 {5
know about fg.
2 Pollowiag wy duciors’ ordars will help ma get wall, VIL.5H A L.96 0.83 4 (&)
1 When my dactory come incs the room, it makes oe feel VIL.4A ¢ -3 1.8 1,04 3 (3}
feel becter,
4 My doctors seam very wall-trained.® - YII.4B TF 2 1.30 0.64 3 (1
Bumanensss gf Dectar .
5 The caring of ay doctors hae helpad me during this 111~ VII. 52 A -4 1.76 0.99 3 (3
nesa.
8 My docTors often 4cC mora iepsraceal than is necassary,” v1i.51 A - 3.87 l.1¢ 4 {ad
7 My doctors always cespect my faelings.® VIL.5D A R L.94 1,00 4 (4
Dactor Facilitagas Expresaion of Feelings snd Concerns
8 T usually feel thac oy doctors don't reslly listen to VII.50 A - 4.0% 1.00 3 (&)
e,
? Hy doctors usually make it essy for me to tell thes sy viI.SH A E 1.9 0,95 3 €3
CONCAITE.,
L0 My doctors often ancourage me ca tall tham bow I feal. V1L.50 A 3 2.13 L.ob 5 (3}
Doctar Encourages Participation
11 My docrors nevar discuss daclsions about my treacaent VIL.5? A - 4,87 0.73 4 (&
with wa.
12 My doctors mi I work togechat to treat my 1llness. VII.5h Y X L.45 0.53 4 {4)
Information
13 When I ask questions sbout wy ilinese and treatment, vIt.5q A - 4.29 0.90 3 {3}
wy dortors always put me aff.
lé My doccors always sxplain chings sbout my disasss, Vii.53 Y j .00 i.1% 3 (3
the suggested tTencomnis, xnd cheir sffeces.
13 My doctors hardly ever szpleds wy wedical probless TIX.SL A - 4.27 0,95 3 {3)
ta oe, © .
Doctory Balisve Itu.ul Affects Body
16 My doctors encourage ma to do things I like to halp vii.5e & R 1.9 1.04 3 (@}
tha healing peocess.
17 My doctors baliove that a fighting spirit will help VIL. 5 [y 4 211 L@ 3 (5}
halp @e recover.
18 My doctors balisve chat keeping a hopeful autlook will VIL.5S A R 1.99 0.33 ] [&}]
halp me ger becter.
Deetars allow Oprismism and Hope
13 Hy doctors usually inspire hope and apcimism. YII.5K A a 2.03 1.92 E (3
10 My doctors do not sesm hopeful about wy chances for ¥IL. 5V A - 4,00 1.06 4 {4}
TACOVERIY .
Cotmminication af Diagnosis
21 When my docrar told me whar I had, I goc the Eealing ViL. AT A - .88 1.34 4 {4}
chers vasa't sush that could be dooe.
12 Whan my doctor told we whar I had, I got tha fealiog VIl.5¢ A R 2.6 1.15 5 (5]
that I had soms chenca for recovery,
21 vhen 2y daetar explained oy diagnosis, helshe asemsd Y1I. 5 A - 4.09 1.15 & (4}
cold and distant.
i4 When my doetor explained oy diagnasis, he/sha smcoug- VLI.54 A )3 2.19 1.14 4 (4}
aged oe to overcome my 1llnesa.
Ductors Encourage Posltive lch Bablea
i3 My doccors encourage ma to (aprove my heslth habita. viL.5P A R 2.3 l.04 5 (5}
Gaceral Satisfaction
<
26 Overall, how satisfled are you with your doctors' care? wit.l 3 -3 1.47 0.93 4 3]
i 1. Strangly agres i = Definitaly trum 1 = Vary sacisfiad
1 = Agres 2 = Moacly crua 1 = Somevhat seciaflad
AY3 = Wot sura TF4 1 = Don'"t kaew P 31 = Meithar sacisfied nor
4 = Myageee 4 = Moarly falss dissarisfied
5 = Stroogly disagres 3 - Datiplteiy falwa 4 = Somewhat dissaciafivcd

5 = Yary dissacisfied

hM "R' indicaras che item musc bae recodsd sq that a high scors weans greacar ccafldence, humaneness, Facilication,
socouragamant of participation, informacion, beliafg that mind affeccs bady, opcimiam, snd satinfaction.

“From Wara, Snydar, and Wrighe, 1976,
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The percent of missing responses per item ranged from 3 to 5

(median of 4) percent.

MULTITRAIT SCALING ANALYSES

All items were included in a multitrait 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. However, a number of items correlated highef 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 to be a single scale pertaining to
communication of informatiou. JTtems 16 and 19 correlated higher with
every other scale than with their own, thus both were removed from their
hypothesized grouping.

Item 23 (seemed cold and distant when explaining diagnosis)
correlated highest with humaneness, facilitate expression, and
information. Because this item appears to assess humanecness more than
diagnosis/outlook, it was moved te the humaneness scale. Ttem 20
correlated as high with the diagnosis/outlock scale as with its own.
Because the other item in this scale was removed, item 20 was moved to
the diagnosis/outloock scale.

Analyses were run including these changes, and results are shown in
Table 74. All item-total correlations exceeded 0.30 in all scales.
Reliability and homogencity coefficients are shown 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
{following orders will help) correlates slightly higher with
communication of information. The reliability coefficient was 0.76.

For the humaneness scale, two of the four items correlate higher
with other scales: item & (acts impersonal) correlates highest with
facilitate expression, and item 23 (cold and distant) correlates highest
with communication of information. The reliability was 0.81.

For the facilitate expression scale, item 8 (don't really listen)

correlates higher with the communication of infermation scale. The-

reliability was 0.88.




ITEM~-SCALE CORRELATIONS MATRIX OF DOCTOR-PATIENT

RELATIONSHIP ITEMS: CANCER SAMPLE (K=95)

- LrQ
Table 74

Item Grouping/Itema

(abbreviated item content) CONF  HUM EXPR  COMM  MIND  DIAG  TOTAL
25 Improve health habits .51 .36 .58 .53 .38 .28 .49%
26 Overall satisfaction .59 .69 .66 .70 .19 .43 .68°
16 Encourage me to do things I .67 .54 .59 .60 .40 .42 .63"
like
19 Inspire hope and optimism .60 .68 .77 .70 .45 .63 .79%
Confidence in Doctors {CONF)
1 Know if anything can be done 66% .53 .61 .65 .25 .43 .67%
2 Following orders will help .52* .37 .48 -53 .47 249 .60%
3 Make me feel better 48% 125 .33 .33 .30 .21 .38%
4 Seem well-trained .66° .39 .52 .62 .09 .26 .55%
Humaneness (HUM)
5 Caring 4 64> .55 .54 .40 49 .65%
6 Act impersonal 42 .66% .78 .63 .29 .43 .69%
7 Respect my feelings .26 .67% .55 .51 .36 .39 .58%
23 Cold and distant 43 .55% .56 .58 .20 .46 .61%
Facilitates Expression (EXPR)
8 Don't really listen .63 .68 74 81 .36 .41 .78*
9 Make it easy to talk .57 .73 - VR & .45 .49 .81*
10 Encourage expression 46 .65 .7&* .61 47 .39 .69*
Communication of Information (COMM)
11 Never discuss decisions .39 .55 (46 .60° .26 .35 .56
12 We work together .67 .64 .77 0% 48 .44 .78%
13 Puts off my questions .61 .62 .75 .80% .34 45 77
14 Explain things .52 .58 .69 69% - .23 40 67"
15 Hardly even explain .58 .58 67 87" .33 AT .7&*
Believes Mind Affects Body (MIND)
17 Believe in fighting spirit .31 .34 .42 .37 7% 50 .51%
18 Believe in hopeful outlook .41 .39 47 .35 77 48 .54
Diagnosis/Outlook (DIAG)
21 Wasn't much to be done .23 .39 .25 .36 .35 .63% 45"
27 Had chance for recovery .36 .34 .33 .35 45 .73 .51%
24 Encouraged me to overcome .43 .64 .54 .46 .48 .59 .66™
20 Not hopeful .41 .37 .39 .43 .37 .47% .51*

*®
Indicates coefficient corrected for overlap.

aItem number from Table 73.

Note: Standard error 1s 0.10.
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Table 75

RELTABILITY (RTT) AND HOMOGENEITY (RII) COEFFICIENTS
FOR DOCTOR-PATIENT RELATIONSHIP SCALES: CANCER SAMPLE (N=92)

Number

Scale of items rtt rii

Confidence in doctors & .76 A
Humaneness 4 .81 .51
Facilitate expression 3 .88 .71
Communication of information 5 .88 .60
Doctors believe mind affects body 2 .86 .75
Diagnosis/outlook 4 .79 49
Total 26 .91 .28

For the communicatien of information scale, item 12 (we work

together) correlates highest with the facilitate expression scale. The
reliability was .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 covercome

illness) correlates highest with the humaneness scale. The reliability
was 0.79.
To facilitate the interpretation of these results, a principal

components analysis was performed.

PRINCIPAL COMPONENTS ANALYSES

A summary of product-moment correlations among the 26 (unrecoded)
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 thar one, but only four explained 5 percent or more
of the variance. Only twe items had loadings greater than 0.30 on the
fifth unrotated factor. Therefore, four factors were rotated. These

explained 67 perceat of the variance, and results are shown in Table 76.
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Table 76

CORRELATIONS OF DOCTOR-PATIENT RELATTIONSHIP ITEMS WITH ROTATED

PRINCIPAL COMPONENTS:

CANCER SAMPLE (N=953)

Components
Item Grouping[ltema 2
{abbreviated item content) I II 171 v h
Humaneness
6 Act impersonal -.78 ~.26 .70
7 Respect my feelings .77 .27 .69
9 Mzke it easy to talk .72 33 -39 -79
8 Don't really listen —.66 ~.56 .78
10 Encourage expression .63 47 .29 .72
5 Caring .63 37 .23 .60
14 Explain things .61 .48 .66
23 Cold and distant -.59 -.33 .51
15 Hardly ever explain -.57 -.53 -.33 .72
11 HNever discuss decisions -.57 -.25 -.30 47
19 Inspire hope and optimism .57 .39 42 .27 .72
Believes Mind Affects Body
18 Believe in hopeful outlook -84 .78
17 Believe in a fighting spirit .72 .34 .66
24 Encourage me to overcome .46 .48 A2 .63
Confidence in Doctors
4 Seem well-trained W24 .80 .71
1 Know if anything can be done. .30 .72 .67
16 Encourage me teo do things I like .30 .38 . 64 .65
3 Make me feel better .48 .62 .62
12 We work together .51 .40 .59 77
13 Puts off my questions -.57 -.58 -.24 .72
Diagnosis/Outleck
21 Wasn't much to be done -.83 75
22 Had chance for recovery .36 .75 .72
20 Not hopeful -.38 -.56 .49
2 TFollowing orders will help A7 .34 .48 .57
Percent of Variance Explained 24 13 18 11

%1tem number from Table 73.

Note:

Only coefficients greater than [0.23] are reported.
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The first factor pertains to humaneness and includes all items from
the humancness scale (5, 6, 7, 23), all items from the facilitate
expression scale (8, 9, 10), and three items from the communication of
information scale (11, 14, 13).

The second facter pertains to the doctor believing that mind
affects body, including both items from that scale. Item 24 (encourage
me to overcome Illness) had a moderate loading on this factor.

The third factor includes three of the four confidence in doctors
items (and the fourth had a high secondary lecading on this facteor), and
two of the five communication of informaticn items.

The fourth factor includes three of the four communication of
diagnosis items, and scems to pertain to the outlook as well as the way
of communicating.

These results seem to confirm the scales hypothesized in the
multitrait scaling analyses. Although three of the scales appear to
assess a general humaneness factor (humaneness, facilitate expression,
and communication of information}), the distinctions among these scales
warrant kecping them separate at this time. (They could be combined

later during the higher-order analyses.)

DESCRIPTION OF SCALES

All scales were of acceptable religbility and will be retained. A
summary of means and standard deviations for these scales is shown in
Table 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 be satisfied. All
the other scales were bimodally distributed with about 70 to 26 percent

of people receiving the highest scores, but otherwise being normally

distributed. Product-moment correlations among the scales are shown in

Tabile 78.
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Table 77

SUMMARY STATISTICS FOR DOCTOR-PATIENT RELATTONSHIP SCALES:
CANCER SAMPLE (N=92)

Number

Scale of Items Mean 5.D.

Confidence in doctors 4 17.03 2,62
Humaneness 4 16.28 3.37
Facilitate expression 3 11.97 2.65
Commpnication 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 AMONG DOCTOR-PATIENT RELATIONSHIP SCALE:
CANCER SAMPLE (N=92)

Scale 1 2 3 4 5 6
Confidence in doctors (.?6)&
Humaneness .49 (.81)
Facilitate expression .61 .37 (.BB)
Communication of information .67 .71 .81 (.88)
Doctors believe mind affects body .38 .39 A7 .39 (.86)
Piagnosis/ocutlook 45 .56 .48 .51 .52 (.79)

aReliébility coefficients are on the diagonal.
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XVII. RESULTS: PLEASURES/BENEFITS

ITEM DESCRIPTICN

Fifteen items assessed pleasurable activities engaged in by the
respondent and benefits of illness. Three item groupings were
hypothesized: enjoy life more, benefits of illmness, and pleasurable
activities/diversions. The items and item groupings are shown in Table
79. Two different response choices were offered for these items (shown

in footnote a).

DESCRIPTIVE STATISTICS ON ITEMS

The mean, standard deviation, and number of not applicable and
missing responSes for the 15 items are shown in Table 79. The frequency
distribucions for these items are in Appendix A, Table A.12.

The five enjoy life more items are not consistently skewed either

within either sample, or between the two samples.

Three items are skewed consistently in both samples indicating that
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 the opposite tendency
was observed in the MI 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 de not enjoy being taken care of
when ill, and that people do pay more attention now. In the MI 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--whereas people in the cancer

sample tended to have taken a vacation since becoming ill, people in the

MI sample tended not to. The other five items were skewed indiéating
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[P BF Y

ANT O RIRDIARY STATING

incer Sampl

(H=495)

NI Sample (M=82}%

Total Sample (Hs15A)

Guentionnslye  Fesponee  Bltection of Wumber H/A Pumber Minailng Humber N/A  Fumbor Mlsslng Number M,
Item Grouplng/lrem Item Mumber Choicend Scuring® Hean 5.0, (Percent) {Pevcent] Mean R.D.  (Percent) {I'ercent) Mean  5.0% :.u«n”..._“_-. ﬂeﬂﬂ“”nu__.”._:..a
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Far Luday.
? During the past wenth, 1 d5d 1134 T ] LA LY o {0) o (o} .75 1.7% D [0} T .49 1.3 °
things 1 slvars wented to fo, ) n 2 in
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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:

Lowest Highest Number
Sample Value Value Median 1+0.2
Cancer 0.96 1.55 1.31 3
MI .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 espacially skewed.

The number of missing responses per item ranged from 0 to 5 percent
in the cancer sample (median of 3 percent) and from 2 to & percent in
the MI sample (median of 3 percent). A count of the number of missing
items per person {(out of 15 items) ranged from O to 10 in the cancer
sample and 0 to 15 in the MI sample (one person did notl complete any of
the items in the MI sample). Most respondents were missing none or one
of the items (94 percent in the cancer sample and 97 percent in the MI

sample).

PRINCIPAL COMPONENTS ANALYSES

Because of the inconsistencies in item distributions (i.e. because
items were skewed in opposite directions for similarly worded items), it
was decided to begin with an exploratory principal components analysis
to suggest new item groupings.

The product-moment correlations among the 15 (unrecoded) items are
presented 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 80C

CORRELATIONS OF PLEASURES/BENEFITS ITEMS
WITH ROTATED PRINCIPAL COMPONENTS:
TOTAL SAMPLE (N=158)

Component
Item Grouping/Itema
(abbreviated item content) I II ITI Iv Vv h2
ENJOY LIFE
15 Easy to fill free time .74 .57
1 Live more for today .70 .55
10 Took time for things I enjoy .69 .25 -, 30 .63
DOING DIFFERENT THINGS
13 Taken vacation/gotten away .72 -.24 .65
2 Did things never got around to .70 .25 .58
4 Enjoy everyday experiences more .39 .53 .39 .59
6 Got away from bad situation .52 .28 .27 46
BREAK FROM BUSY LIFE
7 Rest or break from busy life .79 .68
3 Do what I used to do .30 -.65 -.23 .60
5 Not able to reduce pressures ~-.27 -.56 .38 .54
BUSY, WORKING
12 Work took mind off things .84 .72
11 Too busy for fun ~-.28 .70 .62
ENJOY BEING CARED FOR
8 Enjoy being taken care of when ill .83 .74
9 People pay me more attention .28 .70 .59
14 Daydreamed, imagined things .35 .24 42 .38
Fercent of Variance explained 14 13 10 13 10

NOTE: Only coefficients above |0.23| are reported.

a[tem number from Table 1.

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 toc take their mind off

things, and the fifth factor is enjoying being cared for,
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Based on these results and a reevaluation of the item content, the

fellowing item groupings were hypothesized:

(1) enjoy life (items 1, &4, 19, 15)

(2) change as a result of illness (items 2, 3, 5, 64, 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).

MULTITRAIT SCALING ANALYSES

Multitrait scaling analyses were performed on the 15 items (item 14
was included as a separate item), according to the above four item
groupings. Items were receded as specified in Table 79; however, item
11 was reversed in sign for inclusion in the busy/working item grouping.

Results indicated that items 3 and 13 did not beleng in the
"change" grouping (these correlated 0.05 and 0.16 with this scale in the
total sample). These werc excluded and the analyses rerun.

Item-total correlations of the 13 items are shown in Table 81.

Item 14 is not associated consistently with 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 MI
sample. All items correlate highest with this scale than any other
scale in the cancer sample. Tn the MI sample, this is true for three
items, but item & (enjoy everyday experiences more) correlates higher
with the "change” and "busy' scales. The reliability coefficients for
this scale are 0.64 for the cancer sample and 0.56 for the MI sample
(see 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 MI sample. The reliability coefficients for this scale are

0.50 in the cancer sample, 0.38 in the MI sample, and 0.44 in the tetal




Table 81

ITEM-SCALE CORRELATION MATRIX OF 13 PLEASURES/BENEFITS ITEMS

Cancer Sample (N=93)

MI Sample (N=61}

Total Sample {N=154)

Item Grouping/Item”

(abbreviated item content) ENJOY CHANGE CARED BUSY

ENJOY CHANGE CARED BUSY

ENJOY CHANGE CARED BUSY

14 Daydreamed, imagined.things .10 .38 .23 =-.02
Enjoy Life (ENJOY)
1 Live more for today 48" 14 20 .03
4 Enjoy everyday experiences .32* .23 .13 .19
moere
10 Took time for things I enjoy .49* .16 11 -.35
15 Easy to fill free time .42* .05 06  -,15

Change Resulting from Illness

(CHANGE)
2 Did things never got around to .24 22" .27 =11
5 Not able to reduce pressures 17 .28* .08 -.38
6 Got away from bad situation .03 .30" .07 .14
7 Rest or break from busy life .09 .39* 12 -.05
Enjoy Being Cared For (CARED
8 Enjoy being taken care of .18 .10 .36* -.24
when ill
3 People pay me more attention 11 .26 .36* -.17
Busy/Working (BUSY)
11 Too busy for fun ~.19 -.01 -.17 .41*
12 Work took mind off things 0L -.27 -.25 L4t

.06

*
.27

*
.20

48
4B

.26
.18
.25
.42

.16

.25

.07
.09

.07

.20
46

.30
.20

26
.09
.25

*
.24

.22

45

.33

.29 .

.29
11
.26

.21
.06

.18
.29
.24
.24

.33

*
.33

21
.21

.33

-.03
.38

.22
.01
.33
.28

.21

.16

£
.60

*
.60

.10

*
LA

.29

.48
.43

.27
.18
.09
.15

.14

.16

-.10
.03

.26

.15
.29

.21
.10

.20
.20
.28

32"

.16

.33

012
~-.06

.24

.14
.16

14
.05

.21
16
W15
.19

.35

*
.35

.00
-.06

.12

.01

.25

.24
.15

.01
.23
.23
.08

.03

.03

*
.49
49"

o
Indicates ccefficient corrected for overlap.

Atem number from Table 68.

Note: Standard errors are 0.10 (Cancer Sample}, 0.13 (MI Sample), and 0.08 (Total Sample).

- 88T -
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Table 82

RELIABILITY (RTT) AND HOMOGEREITY (RII) COEFFICIENTS
FOR BENEFITS/PLEASURE SCALES

Cancer Sample MI Sample Total Sample

(N=93) {N=61) {N=154)
Number
Scale ' of items L o oo Tog e Ty
Enjoy life 4 .64 .30 .36 .24 .62 .29
Change resulting from illness 4 50 .20 .38 .13 b 16
Enjoy being cared for 2 .52 .36 .50 .33 .50 .34
Busy/working 2 .58 L4l .75 .60 .66 .49

sample. Bacause these are not acceptable in the MI and total samples,
and because no improvements in the scale appear to be possible, this
scale will not be used.

In the enjoy being cared for scale, both item-total correlations

equal or exceed 0.30 in both samples. Both items correlate higher with
this scale than with any other scale. The reliability coefficients are
0.52 and 0.50 for the cancer and the MI samples, respectively, which are
barely acceptable.

In the busy/working scale, both item-total correlations exceed 0.30
in all samples, and both items correlate higher with this scale than
with any other scale. There is one scaling success and one probable
success in the cancer sample, and two scaling successes in the MT
sample. ‘Reliability coefficients are 0.58 and 0.75 in the cancer and MI

samples, respectively.

DESCRIPTION OF SCALES

The mean and standard deviation of the three acceptable
pleasures/benefits scales are shown in Table 83. People in the cancer

sample enjoy life more (t=2.38, p<.05). An evaluation of scale

frequency distributions in the total sample (not shown) revealed that
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Table 83

SUMMARY STATISTICS FOR THE PLEASURES/BENEFITS SCALES

Cancer Sample MI Sample Total Sample

{N=93) (N=61) (N=158)
Number
of
Scale Ttems Mean S5.D. Mean §&.D. Mean §.D.
Enjoy life 4 15.44 3,10 14.27 2.90 14.97 3.07
Enjoy being cared for P 6.14 2.13 6.67 2.30 6.35 2.22
Busy/working 2 5.60 2.33 5.93 2.52 5,73 2.41

the enjoy life scale was slightly skewed with people tending to score
high. The other scales were roughly normally distributed. The
correlations among the three scales are shown in Table 84.

Table 84

PRODUCT-HOMENT CORRELATIONS AMONG PLEASURES/BENEFITS SCALES

Sample/Scale 1 2 3
B -»

Cancer

1. Enjoy life (.646)2

2. Enjoy being cared for .18 (.523

3. Busy/working ~. 10 ~-.25 (.58)
MI

1. Enjeoy life (.56)

2. Enjoy being cared for .25 (.50)

3. Busy/working .08 .23 (.75}
Total )

1. Enjoy life {.62)

2. Enjoy being card for .18 {.50)

3. Busy/working . =04 -.03 (.66)

aReliability coefficients are on the diagonal.
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XVIII. POSITIVE AND NEGATIVE FEELINGS

ITEM DESCRIPTION : -

Several positive and negative feelings were assessed by 31 items,
including optimism/positive outlock, satisfaction with life, positive
twell-being, depression, anxiety, guilt, and anger. These items and item

groupings are shown in Table 835.

DESCRIPTIVE STATISTICS ON ITEMS

The mean, standard deviation, and number of missing responses for
each item are shown in Table 85. The frequency distributions for the
items are presented in Appendix A, Table 4.13.

All items are skewed, and all but cone 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 MI sample,
The direction of skewness indicates that all these people tend to be
optimistic, satisfied with their lives, and experience positive well-
being. They do net tend to be depressed, anxious, guilty, or angry.

Standard deviatiens for the 31 items are summarized as follows:

Lowest  Highest Number
Sample Value Value itedian 1+0.2

Cancer 0.70 1.24 0.96 24
MI Q.42 1.58 1.15 21
Total Q.68

1.44 1.03 23

The frequency distributions (shown in Table A.13) indicated that several
items were quite skewed, especially in the MI sample. Items 2 and 26
had more than 85 percent of responses in the extreme two categories in
the cancer sample, and more than 935 percent in the MI sample. Items 2
and 13 had no response of five in either sample.

The number of missing responses was high for item 10 (satisfaction
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Table 8%

POSITIVE AND NEGATIVE FEELINGS 1TEMS AND SUMMARY STATISTLCS

Caicar Sample (B=95)

Ml Sample (Ke£3)

Total Sample {H=158)

Nueat tonnalre  Reaponae a_.qqnn—a...uan Husber Minalng Huaber Mizsing Humlier Mlzsing
[tem Crouplng/ttem Ttum Mumber  Choices! Scorlng Mean  £.D. fPoeeent) Mean 5.0, {Percent} Mean 3.0, {Percant)
NptimlamiPositive Dutlooh
1 [ am optimistlc ther my 1ife wll) wotk out well. ¥i.lg A R 1.9¢ o0.78 10 2,10 0,85 (8} 1.0 o.d1 8 (s
2 Mo marter how merious my illness im, there is VI W A R 1.6} o.n2 2 (D 1.38 Q.42 4 16) 1.6l 0,58 & (&)
always hape of getting hetber. )
1 puri{nn the paxt month, how aften have you felt L19% ] T - 4.1 LD 4 [4) 4.42 .98 145 4,28 1,03 7 ofh}
that you had nothleg te look forvacd to?
4 During the pant monch, sverything looked very IEL.4F T - £.01 0.9 7(2) 385 L. 4 (&) 3.9 1.0% LR
dizroursging.
3 During the payt menth, [ looked on the bright [$4 953 T K 1.9 o @ (2} 1.97 0,82 35 1.9 g.A47 5 {1
alde of things.
b During che puast wonth, 1 Felt weighed down by [$19%.]17 T - 3.4% L.0Y (2 1.41 1.38 4 (86) J&6 1,22 B (4}
sy ilinean.
7 Durimg the past month, 1 told myself that things ILL.4n T R 21 . {2 1.63 1.27 4 (6) .45 1.7% & (4}
sould be & Lot worne.
Satimfmction with Life
B Dutlpg he puat month, baw much of the Clme have T r 1.41 0.% 3 (7 2.66 1.15 2 2.51 1.03 b))
you been watlefied with your personsl 11fe?
9 turing the past month, how wuch of the blae have VI.BA T r .8 1.19 19° {14} 3.60 1.57 15% (18) .14 1.8 8% (18)
you heen satinfied wlih your work?
[£1] pant monih, how much of the time have VL. 6C T n L1y 0.9 2 {n 2.5% t.20 EN .25 1,07 5 (1
satislted with your Evjendghips?
Il Buring zhs past wonth, how wuch of the time have vI.&D T a .60 1.11 1 {y .8 1.20 38 .68 1,15 6 (&)
you hecn sablpfied with your lelsure sctivitien?
Ponitive Weil-Being
L} fDuring cthe past menth, bow much of the time did vi.3 T L ! o5 1.0l ER ¥ 2.16 1.29 1 {13 .10 1,11 3 (2)
you entoy the things you Qid?
13 buring t¢he past wonth, how often have you (ele ¥i.97 T L] .38 LT 2,11 .66 2N 2.28 0.89 b {&)
you wers In w good meed?
L4 Duriry the pant month, how of ten have you felt ¥1.2C T R .48 0.7 111 1,17 0.8 3w I.40 ©.17 L}
chearful?
1% Durlng the past sonth, lww oftcn have you lelt YL ) T ] 2.50 0.5% 2 L4h 0.90 4 (8 2.4% D.B8 R (&}
hapEpy?
tupresyion
16 vurlng the past munth, how eften have you felt vi. 75 T r 1,68 09! 202 13 118 5 (%) 7% Loy 7 {4}
depregaed?
17 poring che pont monel, how offen have you VL. 9¥ 1 ] a.4n 182 Iin i.64 086 2103 4,51 0.84 5 (N
dowr In Lhe Juwps that nothing vould cheer you
up?
1B During ihe past manth, Low often have you fele in ¥I.2M T L} 1.5 mye |2 3] AL 4 (8} .67 1,06 5 {3
low upirits?
19 Lo the past manth, how mueh bag Fevling deprossed VL. IL T [ 3.9 L.1D 142 A2 Lu4 305 Wt 1.0% 5 {1

intecfored with what you wxnull?y do?
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with work) because many people did not work (14 and 24 percent for the
cancer and MI samples, respectively). Not including item 10, the number
of missing responses per item ranged from 1l to & percent in the cancer
sample {median of 2 percent) and from 2 to 8 percent in the MI sample
(median of 3 percent). The number of missing responses per person
fanged from 0 to 26 in the cancer sample and from 0 teo 30 in the MI
sample. Ninety-five percent of the cancer sample and 87 percant of the

MI sample had two or less missing items.

MULTITRAIT SCALING ANALYSES

All items were recoded as shown in Table 85. When all 31 items

were analyzed according to the hypothesized item groupings (see Table
85}, item 7 clearly did not 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 onr this item due to nonworking
people, this item was excluded from the scale. (Satisfaction with work
will thus be scored as a single item measure). In addition, item 3
(nothing to look forward te) correlated much higher with the depression
scale than the optimism scale in all three samples. Therefore, the
analyses were rerun with item 9 excluded and item 3 moved to the
depression scale. Results are shown in Table 86.

In the optimism/positive cutloock scale, all item-total correlations

exceeded 0.30 in all samples except for item 2 in the MI sample. Most
items correlated highest with this scale: exceptions were items 1 and &
in the MI 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 B in the cancer sample. In the total sample,
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Table 87

RELTABILITY (RTT) AND HOMOGENEITY (RII) COEFFICIENTS
FOR POSITIVE AND NEGATIVE FEELINGS SCALES

Cancer Sample MI Sample Total Sample

° (N=93) (N=60) (N=153)
Number

Scale of Items T, Tis Lo Yy Tor Tii
Optimism/positive outlook 5 .77 .40 .56 .20 69 31
Satisfaction with life 4 .83 .62 .78 .54 .81 .59
Positive well-being 4 .90 .69 .80 .49 .86 .60
Depression 5 .90 .64 .85 .52 .88 .60
Anxiety 4 .86 .ot .75 .43 .80 .50
Guilt 3 .54 .28 .13 .05 .37 .17
Anger 5 .86 .55 .86 .56 .86 .56

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 MI sample. The total sample
has one scaling success and three probable successes. Reliability
coefficjents are acceptable (see Table 87).

In the depression scale, all item-toral correlations exceed 0.30 in
all samples. All items correlate higher with this scale than any other
scale except item 18 in the MI sample. In the tctal sample, all items
are probable successes.

In the anxiety scale, all item-total correlations exceed 0.30 in
all samples. I[tem 21 correlates higher with this scale than any other
scale in all samples. Items 22 and 23 do so in the total sample and one
subsample each. Ttem 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).
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In the guilt scale, none of the item-scale correlations equal or
exceed 0.30 in the MI sample but all of them do in the cancer sample.
Cne item (26) does so in the total sample. Reliability coefficients are
acceptable in the cancer sample but are not in the MI sample or the
total sample. This scale will not be retained.

In the anger scale, all jtem-total correlations equal or exceed
0.30 in all samples. All items correlate higher with this scale than
any other scale except item 27 (easily annoyed) in the cancer sampile,
which correlates highest with the anxiety scale. In the total sample,
all items are probable successes. Reliability coefficients are all

acceptable (see Table 8§7).

PRINCIPAL COMPONENTS ANALYSES

The correlation matrices of the 3! (unrecoded) positive and
negative feelings items are shown in Appendix B, Tables B.27, B.28, and
B.29 for the cancer sample, MI 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 were
excluded) yielded four factors with eigenvalues greatcer than one in the
total sample. Only three of these explained at least 5 percent of the
variance; a scree test suggested that three or four factors 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 items, three of the four depression items (and the
fourth, 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 frem the positive well-being scale. The remaining optimism/positive
outlock ditems had secondary loadings on this factor.

The third factor seems to be a satisfied with work factor, Qith the

other two items having several secondary 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 COMPOWNENTS: TOTAL SAMPLE (N=154)

Component
Ttem Grouping/Item® 1 11 111 v h2
Negative Feelings
27 Easily annoyed .78 .65
28 Angry .76 .59
29 TIrritated .75 .58
16 Depressed L4 =33 .28 .74
22 Tense .73 .59
30 Resentful .68 .29 .56
21 Anxious .66 ~.30 .56
23 Feeling anxious interfered .66 42 .63
31 Feeling angry interfered . 66 .49 .70
19 TFeeling depressed interfered .65 .52 .10
18 In low spirits L84 -.40 -39 .72
20 WNervous | .61 -.33 .52
Optimism/Positive Qutlook
5 Looked on bright side .69 .50
2 Always hope of getting better .66 46
1l Optimistic that life will work out .6l -.26 A9
15 Happy -.38 .53 -.43 .61
14 Cheerful -.46 .51 -.41 .66
Satisfied with Work
9 BSatisfied with work .81 .70
4 Everything looked discouraging .24 -.40 -.51 -29 .56
6 Felt weighed down by illness .45 =36 =-.50 .60
General Satisfaction/Well-Being
3 Nothing to look forward to -.23 T4 .67
12 Enjoyed things .35 -.66 .64
8 Satisfied with personal life -.28 .24 .27 =.66 .63
11 Satisfied with leisure .42 —-.63 .51
10 Satisfied with friendships o .23 .38 -.58 .56
17 Down in the dumps A1 -.28 .55 .56
13 In a good mood —. 44 .40 ~.48 .59
Percent of Variance Explained 26 12 7 16

%ten number from Table 85.

Note: Omnly coefficients above ]0.23‘ are reported.
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least correlated with the satisfaction with life scale. These findings
confirm that satisfaction with work should be scored separately. The
fourth factor is primarily a satisfaction with life facter, including
all three of the satisfaction items. It alsc includes one optimism
item, two positive well-being items, and two depression items.

These results support scoring a global negative feelings measure,
However, because the three feelings can be distingnished 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 were distinguished in the multitrait scaling studies, they will be
scored separately at this time. Life satisfaction and positive well-
being also appear to be similar.

Essentially, the principal components results suggest that
collapsing the positive and negative feelings scales into more global
indicators may be warranted. However, for purposes of this study, they

will be scored separately.

DESCRIPTION OF SCALES

A summary of means and standard deviations for the scales is shown
in Table 89. The scales are scored so that a higher score indicates
more of the title of the scale (e.g., a high score means more
depression). Only one difference in means between the two samples was
statistically significant: The cancer sample has more depression than
the MI sample (£=1.96, p < .05). An evaluation of scale frequency
distributions in the total sample {not shown) revealed that all of the
positive feelings scales were normally distributed, as was the
satisfaction with work item. The depression, anxiety, and anger scales
were slightly positively skewed in the total sample with people tending
to get low scores.

Product-moment correlations among the scales are summarized in
Table 90. Correlations are high ameng the three negative feelings
scales (r=0.68 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=53) (N=60) (N=153)
Number of
Scale Items Mean §.D, Mean S.D. Mean §5.D.
Optimism/Positive Qutlock 5 18.97 3.22 18.64 2.98 18.84 3.13
Satisfaction with Life 3 10.87 2.59 10,10 2,94 10.56 2.75
Positive Well-Being 4 14,60 2.89 14,99 2.92 14.74 2,91
Depression 5 10.22 4.08 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-MOMENT CORRELATICONS AMONG THE POSITIVE
&ND NEGATIVE FEELINGS SCALES

Sample/Scale 1 2 3 4 5 6

CANCER SAMPLE (N=93)

1 Optimism/positive ocutlook (.?7)a

2 Satisfaction with life .52 (.83)

3 Positive well-being .64 .75 (.90

4 Depression -.58 =-.64 -.74 (.90)

5 Anxiery -.43 -.55 -.62 LT (.86)

6 Anger -.32 =-.3% ~-.59 .74 .80 (.86)

MI SAMPLE (N=60)

1 Optimism/positive outlook (.36)

2 Satisfaction with life .52 (.78)

3 Positive well-being 42 .55 (.80)

4 Depression -.47 =60 ~.71 (.85)

3 Anxiety -.30 -.32 -.47 .60 (.75)

6 Anger -.32 -.38 -.40 .60 .64 (.86)

TOTAL SAMPLE (N=153)

1 Optimism/positive outlock (.69)

2 Satisfaction with life .32 (.81)

3 Positive well-being .55 .63 (.86)

4 Depression -.52 =-.59 -.73 (.88)

5 Anxiety -.37 ~.43 -.55 .68 (.80)
6

Anger -.31 -.46 -.51 .68 .72 (.86}

aReliability coefficients are on the diagonal.

sample). A high negative correlation was cbserved between depression

and positive well-being (e.g., r=-.073 in the total sample) indicating

that these may be opposite ends of a single dimension.
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XIX. FUNCTIONAL STATUS

ITEM DESCRIPTION AND SUMMARY STATISTICS

Twelve items assessed threc aspects of functional status: personal
functioning, rele functioning, and overall functioning. Most of these
items have been previously scaled in the Rand Health Insurance Study
(Stewart, Ware, and Brook, 198la and b). The items are presented in
Table 91, with the number limited on 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 MI sample, the
percent limited ranged from 92 percent on item 1 ta 2 percent on item §.

The number of missing responses was high for item 11, because a
skip pattern in the questionnaire erroneously instructed people whose
illness did not keep them from working to skip item 1l. Apparently some
people ignored these instructions and responded anyway. However, the
scaling resulis of these role functioning items will be problematic.

For the remaining 1] items, the percent of missing responses per item
ranged from 0 to 2 in the cancer samplo (median of 0.5 percent) and from

0 to 3 in the MI sample (median of 1.6 percent).

CUTTMAN SCALOGRAM ANALYSES

For purposes of the scalogram analysis, items were recoded into
dichotomous measures (0 = not limited, 1 = limited). For those items
with three response choices (items 3-9), a response of either 2 or 3 was
considered "limited."

Two Gutiman scales were tested, personal functioning (items 1-9)

and role functioning (items 10 and 11).




Table 91

FUNCTIONAL STATUS ITEMS AND NUMBER LIMITED

Cancer Sample MI Sample Total Sample
{N=9%) (N=63) (N=158)
Questionnaire Reaponse Number Number Number Number:
Item Grouping/Item Item Number Choices®  Limiced” Percent® Limlted® Percent® TLimited” Percent®

Personal Functioning

1 Does your health limit the kinds or amounts IT.11 A 76 80.0 56 91.8 132 84.6
of vigorous activities you can do asuch as
running, lifting heavy objects, or parti-
cipating in active sports?

2 Does your health limit the kinds or amounts T1.12 A 46 48.9 43 63.5 86 54.8

of moderate activitiea you can do such as
moving a table, carrying groceries, or
bowling?
3 If you had to, could you do light work 11.13 8 21 22.1 9 14.3 30 2.1
around the hougse like dusting or washing
dishes?
4 If vyou had ro, could you run & short dis- IT1.14 B 40 42.1 41 65.1 a1 51.9 \
tance? M
5 Can you walk wphill or upstairs? 11.15 B 33 4.7 26 41.3 59 33.1 Eg
& (Can you walk & block or more? 11.16 B 24 25.3 15 23.8 39 24.7 y
7 Can you walk around inside the house? I1.17 B 10 10.5 4 6.3 14 8.9
8 Can you dress yourself? I1.18 B 5 5.3 1 1.6 6 3.8
9 Can you bathe without help? 11.19 B 3 3.2 3 4.8 6 3.8
Role Funcetioning
10 Does your illness keep you from working at a I.6C A 3a 40.48 30 49.2d 68 43.9d
job or golng to school?
11 Does your illness limit the kinds or amounts I.7 A 52 73.2% 41 71.9% 93 72.6%

or work or schoolwork that you usually do?

Overall Functicning

12 Does your illness limit you im any way in II.10 A 58 61,7 45 72.6 103 66.0
doing the things you like to do in your
free time?

a 1 = Yes
A{;‘ N :25 B{z = Yes, but only slowly
3 =HNo, I can't do chis

bLimited is response of 1 on ltems 1, 2, 10, 11, 12, and response of 2 or 3 on items 3 through 9.

“Percent is of those who responded.
dThose who were working at a paid job (and were instructed to skp this item) were assigned a score of 'not limired' on this item.

®This item had a large number of missing responses due to a faulty skip partern in the guestionnaire
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Personal Functioning

When items 1-9 were tested, each as a separate item, the foellowing
scaling coefficients resnlted, where CR is the ccefficient of
reproducibility, CS is the coefficient of scalability, and MMR is the

minimum marginal reproducibility:

Sample CR Cs MMR
Cancer .94 .77 .76
MI .91 .54 .81
Total .94 .73 77

An evaluation of scaling errors in all samples indicated that items 2
and 4 appeared to be measuring the same severity level. Therefore the
analysis was 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
coefficicnt of scalability is above 0.70. Thus this scale is acceptable
for purposcs of group comparisons. As seen in Table 92, about 80
percent of the cancer sample and 95 percent of the MI sample have one or
more limitations in personal functioning (z=247.42, p<.001). The scale
is negatively skewed in the total sample with about 29 percent of people

receiving the highest two possible scores.

Role Functioning

The two role functioning items formed a perfect Guttman scale, as
scen in Table 93 (i.e., CR and CS were 1.00 in both samples). Summary
statistics for this scale are shown in Table 94. About 73 percent of
the cancer sample and 71 percent of the MI sample have one or more
limitations in role functioning {difference is significant, z=15.90,
p<-01). The scale is skewed with 49 percent of the people in the total

sample receiving the lowest score.




SUMMARY OF STATISTICS FOR PERSONAL FUNCTIONING SCALE

Table 92

Ttem 6 Irem 2or4
Item 8P Item 7 Limited in Item 5 Limited in Item 1 Cancer Sample MI Sample Total Sample
Limited in Item 9 Limited in Item 3 Walking Limited in Running or Limited in (N=95) {N=&3) (N=158)
Scale Dressing Limited in Walking Limited in  Block or Walking Moderate Vigorous
Leveld Self Bathing Inside Light Work More Uphill Activities Activities Humber Percent MNumber Percent Number Percent
0 yes yes yes ves yes yes ves yas k] 1.3 0 0.0 3 2.0
1 no yes yes yes yes yes ves yes 1 1.1 3 5.2 4 2.7
2 no no yes yes yes yes yes yes 5 5.4 0 0.0 5 3.3
3 no no no yes yes yes yes yes 9 9.8 4 6.9 13 8.7
4 no no ' no no yes yes yes yes § 6.5 5 §.6 11 7.3
5 no no no no no yes yes yes 10 10.9 17 29.3 27 18.0
& na no no no no na yes yea 25 27.2 18 31.0 43 28.7 |
7 no ne ne no na no no yes 15 16.3 a 13.8 23 15.3 Eg
8 no no ne no no no no no is 1%.6 3 5.2 21 14.0 jﬂ
Missing 3 - S - 8 -
Total 95 100.0 63 100.0 158 100.0
Percent Limited 8C.4 94.8 86.0
#3cale is scored so that a high score indicates better functioning.

bSee Table 91.
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Table 93

SUMMARY OF SCALING COEFFICIENTS FOR FUNCTIONAL STATUS MEASURES

Personal Role
Functioning Functioning
Sample cr?  cs® RS cr®  cs®  mmE
Cancer .98 .91 .80 1.00 1.00 .64
MI .96 .74 .85 1.00 1.00 .62
Total .97 .84 .82 1.00 1.00 .62

fCoefficient of reproducibility.
bCocfficient of scalability.

Cl . iy iy s
Minimum marginal reproduecibility.
L& P ¥

Tabie 94

SUMMARY STATISTICS FOR ROLE FUNCTIONING SCALE

Cancer Sample MI Sample Total Sample

Ttem 11 {N=353) (N=63) {N=138)
Item 10 Limited in o
Scale Limited in Kind or Amount
Level  Working of Work No. %o No. % = No. %
¢ Yes Yes 32 45,7 34 53.6 62 49.2
1 No Yes 19 27.1 10 17.8 29 23.0
2 No No 19 27.1 16 28.6 35 27.8
Missing T 25 - 7 - 32 -
Total 95 100.0 63 106.0 158 100.0

Percent limited at all 72.8 71.4 72.2




- 207 -

SUMMATED PERSONAL FUNCTIONING SCALE

Because many of the personal functioning items had three response
choices, and because some of this information was lost when dichotomous
items were created for use in the 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 te a 1 and
a "yes" response was recoded to a 3. The remaining items were recoded
so that a response of yes (able te 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
nine items were then summed. Results are shown in Table 95. Possible.
scores range from 9 to 27, and a high score indicates better
functioning. This scale is slightly skewed with people tending to
receive high scores,

The internal-consisteney reliability (rtt) and inter-item

correlation (rii) are summarized as follows:

Sample Tee riy
Total 0.78 0.29
Cancer 0.80 0.31

MI 0.76 G.26
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Tabkle 95

FREQUENCY DISTRIBUTION OF PERSONAL FUNCTIONING SUMMATED SCALE

Cancer Sample (N=935) MI Sample (N=63) Total Sample {N=158)
Scorea 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
25 15 16.3 8 13.8 23 15.3
24 & 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 > 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 & 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 Q.0 1 0.7
14 1 1.1 0 0.0 1 0.7
13 H 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 0O 0.0
10 0 0.0 G ¢.0 0 0.0
9 0 0.0 ¢! 0.0 ] 0.0
Missing 3 --- 5 - 8 ---
Total 95 100.0 63 100.0 158 100.0

a . . L
A high score indicates better functicning.
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XX. SYMPTOMS

ITEM DESCRIPTION AND SUMMARY STATISTICS

Twenty-four symptoms were included, and respondents were asked to

report whaether they experienced these in the past 30 days. These were
selected from the symptoms list used in the Rand Health Insurance Study
(Manning, Newhouse, and Ware, 1981). The symptoms dare shown in Table
96, along with the percent of people responding "yes" to each symptom,
and the number of missing responses.

Shortness of breath with light exercise or light work was the most
frequently reported symptom for both samples (56 and 53 percent in the
cancer and MI samples, respactively).

In'the cancer sémple, 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 MI 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 responsés per item ranged from 0 to 7 percent
in the cancer sample (median 0 percent) and from 0 to 25 percent in the
Ml sample (median 5 percent). The number of missing responses per
person ranged from 0 te 3 in the cancer sample and from O to 22 in the
MI sample. Ninety-six percent of the cancer sample and B9 percent of
the MI sample had one or zero nissing 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 (Manning, Newhouse, and
Ware, 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.




" RISET) £
gt} 1 e #
=t Y (G i
3] b [F3LF] ]
g} 4 {91 sE
[H [ LY 51
Lr 4] L} [z-sh R
) L] (562} L1
LE4] 4 2t} B
3] 4 {1913 114
[§3] L [{gde4 i
{2} 1] (LA 1
£2) [ 15761) 113
4} L fLezyy ¥t
34 1 (g mgl 42}
LEA T4 52 ny
141 L] LEIRE 13} R
(203 1 [¢48- 13 LY3
in T LI 8%
tey 4 3] i
1} 1 LCRILY) vy
LIy 1 LI Y] [
] 4 LIS} 44
(T z ety 114

FIALELE] Tagany w1730 Jaguny

19 Iueliag) 1o Juazaad)
- PR LET I |
tRS1=n} A1durs TE101 .

PR

Kt 4 NiNT] 1 aliy B
qtél i qig"si) k] gl i
i) [ {5 u} 5 i) I
1] E fo¢) 1 i) T
(3] i o) % e [4
5 4 @ i LI} o
tH » (rrg) H ) o
f9) L] 15 00y £ 10} i}
15} £ [ § [4 {0} )
5] L {081} " {0 [}
it} t {o-gz} 1 0l n
9 L) £ 01} Fad to) n
{a} k] {98} 1 {n Q
(9] 1 (658 0z 13 t
113} E LE a4 9] it 1] 1
5] t @ 08 41 0} ¢
{2) L e ) £ tos a
{0} 0 (£oee) 1 (Tt 1
[} ? {229} L 14 i0) ]
14 1 ferog) £1 1z} [
iz) 1 {214 1 w) ]
i T (ren ] 1) 1
[£3] 1 192} " ) s
£ 1 et 11 (1 I

sltriay aaguiny all®101 Axquiny - -_:.n|~aﬂ4| n,.n._.:..r..

10 Wl a} o 1usddad) FL-IRTERTEERY
.m.c«nu._: ’ LI | Hurrsty i
(Ey=N) BThEg Iy
HOLAHAS (DY 1LT#H WABMNA NV

(Chamt apdwey 2200

ERCT RV

detn b [N} LA L P
[T AT [ bead
gl i - oAy pnan gy i
Ik | 1
A 3
SUAIETR F0 Tud Tvwes YA (-
[CRUT S Gy S TSETY hndya U0 o)), garwngn
LELR R
x5 ] g gEfIeap Boaas nod pogd o agsegtan v
L] 4 [113% PIRo3 Dol Yhg Caggue pae v
Bt Auen
46T w7 17710 Ulng aEay 26 do]inadipur proy
Ina o) Eam)
{2 e [ a0 THURIEIE} YESSUSnOEIS A0S Joossm)
NIXA F oAy SEat duy
i wl) =1 PRIET YITYM T A30D] INGINTA yRneT
16 gT) ut SEp dzaad 3ucagr mayoTpEag)
R [ dn aseh ned uBym saTqUR UA](oag
oW Ao SHrER 7 oacp satdiagge
fupz) 61 an Fulpzagus 7o 'dn paddoas asnu dnag
LIS ¥ L1 BurElalaxa wim bied e
WAGm BT a0 AE
[CR1%} 15 slaxAa IATT Ul YIealq Jo StguirngL
dpog a3 o rael
15 hE) P4 AuB un e JuiREaly In tysea rys
A2315 |o aunnwe TEAEN BI1 1| 3FA mann
ICN-T3] T 'sSvrniou Ayl up palEnrtyxa dn et ggan
{egs) 43 Whte 1w daayse Huryre) afgeea
L1 T EITIRNIF 16 Saymaary
S33An 7 weys aaow Buyame
Tng T4 "FIutel yo Aurgrame Jo ured Tesanggpa.
LFLT
e 3] KLOURMT NS3] ang ‘yavesis 1asdn oy
{Bupaarp azam L5 T
[ £ sponnd [ UBYR alow jo ssap quRpes oy
SETR L UMY Adew YupyRep
[T i1 TaA33 e Yprer a0 qeeIygy sias oy
LM [ O3ERa| G
thei} 7l FPRIER Ydfya * ZaA3) 100 a1a’ tydans g
pliran Jaguny PR BE ameg By gy woadmsy
Fooyuaroag)
§




- 211 -

Table 97

FREQUENCY DISTRIBUTIONS OF NUMBER OF SYMPTOMS

Cancer Sample (N=95) MI Sample (N=63) Total Sample {N=158)

Cumula- Cumula- Cumula-
Number of tive tive tive
Symptoms®  No. % % No. % % No. % %
0 5 5.3 5.3 5 8.3 8.3 10 6.4 6.4
1 5 5.3 10.5 4 6.7 15.0 9 5.8 12.2
2 10 10.5 21.0 6 10.0 25.0 16 10.3 22.6
3 15 15.8 36.8 i1 18.3 43.3 26 16.8 39.4
4 12 12.6 49.5 7 11.7 55.0 19 12.2 51.6
5 8 8.4 57.9 5 8.3 63.3 13 8.4 60.0
6 16 10.5 68.4 3 5.0 68.3 13 8.4 68 .4
7 11 11.6 80.0 5 8.3 76.7 16 10.3 78.7
8 5 5.3 85.3 3 5.0 81.7 8 5.2 83.9
g 5 5.3 90.5 4 6.7 88.3 9 5.8 89.7
10 i 1.0 91.6 0 0.0 88.3 1 0.6 90.3
il 3 3.2 94 .7 4 6.7 95.0 7 4.5 94 .8
i2 3 3.2 97.9 0 0.0 95.0 3 1.9 96.8
13 1 1.0 95.9 0 0.0 95.0 1 0.6 97 .4
14 0 0.0 98.9 1 1.7 96.7 1 0.6 98.1
15 0 0.0 98.9 2 3.3 100.0 2 1.3 99 4
16 1 1.0 100.0 ¢ 0.0 100.0 1 0.6 100.0
Missing o .- 3 - 3 ---
Total 3 100.0 63 100.0 158 100.0

®Total possible is 24.

The means and standard deviations of the number of symptoms were:

Sample Mean S.D.

Cancer 5.14

3.28
MT 5.05 3.76
Total 5.10 3.46
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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 MI sample reported no symptoms.
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XXI. PAIN AND GENERAL HEALTH

Pain was assessed using a single item. General health was assessed
in two ways, cach based on a single item: (1) as health in general
compared with ene month ago, and {2) as current health.

The items and frequency distributicns 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 MI 5ample. Most
people experienced either some or a little pain (Sé.and 52 percent of
the cancer and MI samples, respectively}. About 10 percent 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 &4 percent of the MI sample reported being better. About 16 and 19
percent (cancer and MI samples, respectively) reported being worse.

Most people reported their current health is either good or fair
(70 and 85 percent of the cancer and MI samples, respectively). About
17 percent of the cancer sample reported excellent health but only 5

percent of the MI sample did so.
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XXTI. INTERRELATIONSHIPS AMONG SCALES

CLASSIFICATIGN OF MEASURES

In the conceptual framework of coping {(see Fig. 1), wvariables werc
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 characteristics were considered
as context variables, they will be separately classified here as
sociodemographics.

In the process of constructing the measures, the distinction
between some of the context and coping variables became less clear.

Attitudes about death were initially considered as context
variables (see Fig. 1) in the sense of being attitudes or beliefs.
However, three of the four actual measures (accepting the idea of one's
own death, thinking about death, and thinking about dying changed views
ef living) will be considered coping responses, in the sense of coping
with the idea of one's own death.

Initially, expressiveness of needs and feclings was considered a
coping response, whereas having attachments to others was considered a
context variable. However, in the measurement analyses, the distinction
could not be made empirically, and these two were combined into a single
measure. Close attachments/expressiveness will be considered as a
context variable, in the sense that expressiveness is probably an
essential 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 result of the illness (i.e. these
were written 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 two 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 iliness, the measure is in part a general enjoyment
measure. This now is as much an outcome measurec, on a par with
satisfactien with life, as it is a coping response. Nevertheless,
because it contains elements of "taking time to enjoy," it was retained

as a4 coping response.

SUMMARY OF MEASURES

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.

ASSOCTATIONS WITHIN CONCEPTS

Several of the concepts measured have more than one scale assessing
a4 very similar concept. In these cases, it may be feasible to create a

more global measure, which could be useful in multivariate analyses.

Associations Among Religious Beliefs Measures

The three religious beliefs measures were highly correlated, as

follows:
Measure 1 .2 3
1 Religious/spiritual perspective 1.00
2 Religious/spiritual perspective on death .74 1.00
3 Belief that recovery is up to God .75 .72 1,00

Because of thesc high correlations, it was decided to combine these into
a single measurc. A principal components analysis on the three measures

yielded one factor explaining 82 percent of the variance, with the




Tabte 99
SUMMARY OF INFORMATION ABOUT MEASURES

Reliabitity Coefficient(a}

Variable Numbe r Cancer Ml Total
Measurs Name of ltems Sampie Sample Sample Meaning of a High Score
SAMPLE CHARACTERISTICS
Sex SEX 1 -{b) Female
Race RACE 1 - {Categorical measure)
Age AGE 1 - Older
Education EDUG 1 - More education
I ncome I NCOME 1 - More income
Major role activity ROLE 1 - [Categorical meastire)
Religious/spiritual beliefls RELIG 1 - More religious
BELIEFS ABOUT RECOVERY )
Thoughts and emotions affect recovery RECLMOT 5 L84 .67 - Believe they do affect recovery
Heaith habits affect recovery RECHH 6.3(c} .81 .50 - Believe they do afFfect recovery
Recovery not up to chance RECKOGH 2,00} 57 {=1} - Recovery not up to chance
Recovery up to medical carg RECMED 2,3} .82 .61 - Recovery 1p Lo medical care
Recovery up to God, religiocus faith RECGOD 3 .89 ] - Recovery up to God or religious |
faith
ATTRIBUTION OF THIS |LLNESS :3
111 items, not combined} - ~
1
ATTITUDES ABOUT DEATH
Acceptance of death ACCDTH 5 TG .76 .80 Accepts Tdea of death
Thinking about death THOTH 3 .69 L6h .66 More thinking about death
Retigious/spiritual perspective on death RELDTH 2 .88 .79 BN Has a religious/spiritual
perspective on deatch
Right to die RIGHT 2 Nl {.31) 51 Believes in one's right to die
Thinking of dying changed views of {iving VILWS 1 - Agrecs
SENSE OF CONTROL
Sense of control CONTROE. 6 LTh I .72 Greater sense of conkrol
SELF ESTEEM/BOUY IMAGE
self-esteem ESTELM 6 LT 6o - Greater self-esteem
Body image BODYIM 7 .88 - - Better body image

S0CrAL NETWORKS

Marital status MARSTAT 1 - {Categorical measure}

Married MARRIED 1 - Married

Live alone LIVALGNE 8 - Lives alone

Any Triends FRIENDS 1 - Has friends

Mate or spouse MATESP 1 - Has a mate or spotse

Any dependent children at home CHILHOME 3 - Has dependent children at home
Number of people in sacial network NUMNET 13 - Greater number

Number of dependents NUMDEP 1 - Greater number



Table 99--continuecd

Relijability Coelfficient{a}

variatle Numbear Cancer Ml Total
Measure Name of ltems Sample Sample Sample Meaning of a High Score

SOCIAL NETWORKS (continued}

Number ol people in Tamily network FAMNET 5 - Greater number

Number of people in professional notwork PROFNET 4 - Greater number

"Number of people in peripheral pnetwork PERNET 3 - Greater number

Numher of people in househoid NUMHOUSE 1 - Greater number

Nuinber of children at hone NUMCH L 1 - Greater number

AL least one extremely heipful person OMEXHELP 13 - Has at least one

Number of halpful people NHELP 13 - Greater number

Number of extremeily helpful people NXHELP 13 - Greater number

Number of unhelpful peopie NNOHELP 13 - Greater number

Number of ‘extremeiy uhhelpful people NXNOHELP 13 - Greater number

Number of helpful minus number aof METHELP 13 - Greater number of helpful people

unhelpful people

Total amount of helpfulness AMTHELP 13 - Greater amount

Total amount of unhelpfulness AMTHHELP 13 - Greater amount

Average amount of belpfuiness AVGHELP 13 - Greater amount

Average amount of unhel(pfulness AVGNHELP 13 - Greater amount
SOCTAL SUFPORT/EXPRESSIVENESS

Ciose attachments/expressiveness ATTACH 1 .87 . B4 .87 More ciose attachments

Ho stigma of illness NOST I GMA b .18 . Gh L1 Less stigma of illness

Pecple who understand PEOPLE 5 .72 .62 .68 Mare understanding

Cognitive guidance/advice ADVICE 5 .6l .80 LTh Mare guidance/advice

Frequency of contact with others FREQCONT 1 - Greater frequency

Give as much support as receive GCIVESUP 1 - Able to give support
WILL TO LIVE

Reason to live REASON 3 68 67 70 More reason to |ive

Religious/spiritual perspective RELSPIR i a7 s 83 More religious/spirituat

perspective

Will to live WILL 4 .88 62 . .79 Greater will ta live
ACTIVE COPING

Active positive thinking ACTPOS 3 .72 {.49) 63 Mare positive thinking

Relax/take it easy RELAX 3 .66 {.42} 64 More relaxation

Daity routine ALY 2 .65 {.49) 58 Has a daily routine

Seek infarmation {NFO 4 .62 {.35) 61 Seeks information
ACCEPTANCE/REJECTION QF ILLNESS

Rejection of sick role REJECT 3 79 .65 76 Rejects sick role

Not bothered by illness NBOTHER 3 69 .68 69 Not bothered by illness

Try to forget illness FORGET 1 - - Greater trying to forget

affects body

- 81t -
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following factor loadings and factor score coefficients:

Factor
Factor Score

Measure ' Loading Coefficient
Religious/spiritual perspective 0.91 0.37
Religious/spiritual perspective on death 0.90 0.36
Belief that recovery is up to God 0.90 0.37

These results indicate that scores can be given equal weight.
Therefore, a single religious beliefs measure was calculated by summing

the standard scores for each of these measures.

Associations Among Doctor-Patient Relationship Measures

Product-moment correlations among the doctor-patient relationship
measures were presented earlier in Table 78. Correlations of the single-

item overall satisfaction measure with the other measures are:

Confidence in doctors Q.57
Humaneness .69
Facilitates expression 0.67
Communication of information 0.70
Believes mind affects body 0.19
Diagnosis/outlook 0.42

A principal components analysis of these measures (including overall
satisfaction} vielded only one factor with an eigenvalue greater than

cne, explaining 62 percent of the variance. Factor loadings and factor
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score coefficients were:

Factor
Factor Score
Measure Loading Coefficient

Facilitates expression 0.89 .20
Communication of information 0.88 .20
Humaneness : 0.86 .20
Overall satisfaction 0.80 .18
Confidence 0.76 .18
Diagnosis/outloock 0.69 .16
Believes mind affects body 0.57 .13

These are sufficiently different to require the individual scales to be
weighted by the factor score coefficients in adding them into a single

global index.

Associations Among Mental Health Measures

Because of the high correlations ameng the mental health measures,
a combined score appears warranted for purposes of studying
interrelationships among all coping measures. Tt was decided to combine
the three negative feelings measures (depression, anxiety, and anger)
into an overall negative feelings measure. Because positive well-being
is somewhat distinct from negative feelings, it was not desirable to
combine it with the negative feelings at this point.

These three measures were correlated as follows:

Measure 1 2 3
1 Depression 1.00
2 Anxiety .68 . 1.460
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 leadings

and factor score coefficients were as follows:

Facter Factor Score
Measure Loading Coefficient
Anger .90 0.37
Anxiety G.90 0.37
Depression 0.88 0.37

These results indicated that the threec scorcs could be given equal
weight. A total negative feelings score was therefore calculated by

summing the standard scores of the three measures.

EXCLUSION OF MEASURES

For purposes of studies of the dimensicnality of these measures,
some measures were excluded. In some analyses, the multi-scale global
measures were used instead of the separate scales.

Scales that had unacceptable relibilities in thé total sample were
excluded.

Because the correlation matrix to be analyzed is based on the
number of people with 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 ihat 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 ﬁnterrelationships ameng all the coping
measures, a subset of sociaL network/social support measures were
selected such that no multicolinearity existed in the measures (i.e.,
because some measures are subsets of other measures, all of them could
not be used in such an analfsis}. The following measures were selected

for inclusion in the .interrelationship studies:

Number of people in social network
Number of children at home

Total amount of helpfulness

Total amount of unhelpfulness
Close attachments/expressiveness
No 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 functiening summated measure was used instead of the

Gutiman scale measure.

ASSOCTATIONS AMONG CONTEXT MEASURES

A summary of product-moment correlations among those mweasures that
can be considered context measures is shown in Table 100.

& principal components analysis yielded 5 factors with 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 facter solutjons suggested that four
factors were interpretable and thus appropriate. The four factors
explained 56 perceﬁt of the variance. Results are shown in Table 101.

The first factor is a social network/social support construct.
Feople who score high on this factor would have helpful people, a large

number of pecople available, feel close to others, express themselves,

receive cognitive guidance and advice, and have reason to live.




PRODUCT-MOMENT CORRELATIONS AMONG CONTEXT MEASURES:

Table 100

TOTAL SAMPLE (N=134)

Measure 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 1?7 18
1 Religious/spirituwal beliefs? 1.00
2?2 Belief that thoughts and emocions A5 1.00
can affect recovery
3 Belief that health habits affect .30 .58 1.00
TECOVETY
4 Belief that recovery is up to .00 .15 11 1.00
medical care
5 Sense of control .09 .15 A2 =07 1.00
& Self-egsteem 17 .20 .13 -.10 .57 1.00
7 Number of people in socilal network .26 .16 15 A0 =100 ~-,03 1.00
& Humber of children at home .20 .07 00 -.10 -.05 .01 .26 1.00
9 Total amount of helpfulness L34 .26 .18 .24 .20 .21 .68 120 1.00
10 Total amount of unhelpfulness ~.07 =04 -06 -.22 .29 w22 .26 060 =34 1.00
11 Close attachments/expressiveness .25 .20 .13 04 .28 L34 W41 .14 B2 =024 1,00 ]
12 o stigma of illness .00 .16 A6 =10 .25 .26 .14 .13 W29 =18 .32 1.00 Ei
13 People who understand -.01 .08 W01 .02 236 TS L0500 -.01 .33 =28 49 L4l 1.00
14 Cognitive guidancefadvice .26 .28 .26 A7 .05 .04 .36 .05 53 -.14 .52 .16 .23 1.00
15 Frequency of contact with others .00 .10 .04 -.08 .18 .19 L4 —Ll02 .23 -.10 A4 .07 .23 24 1,00
16 Give as much support as recelves .15 .17 10 .13 .21 260 -,08  -.1) A8 =22 Jd6 0 ~,01 .30 .16 02  1.00
17 Reason to live V34 .27 27 .02 .15 .31 .35 .17 A0 -,07 W58 .10 .20 W45 .22 v10 1.00
18 Will to live .35 .27 .30 .06 .37 .50 07 .03 L33 =23 48 W14 .31 .30 .21 .18 W53 1.00

3Combined three-variable measure.
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Table 101

CORRELATIONS OF CONTEXT MEASURES WITH ROTATED PRINCIPAL COMPONENTS:
TOTAL SAMPLE {N=134)

Component
. 2
Grouping/Measure I II Il Iv h
SOCTIAL NETWORK/SOCIAL SUPPORT
Total amount of helpfulness .82 .78
Number of people in social network .78 -.30 .75
Close attachments/expressiveness .72 .49 .77
Cognitive guidance/advice .68 .26 .56
Reason to live .30 .29 Lhb .54
PERSONAL
Self-esteem .78 .25 .68
Sense of control .73 .59
People who understand .30 .66 .25 .60
Will to live .53 A .56
No stigma of illness .26 48 .31
Frequency of contact with cthers .36 .36 .27
SELF-CARE/RELIGIOUS/SPIRITUAL
Belief that thoughts and emotions
affect recovery .78 .63
Belief that health habits affect recovery .75 .58
Religious/spiritual beliefs .70 .55
EFFICACY OF MEDICAL CARFE :
Belief that recovery up teo medical care .27 -.33 .66 .63
Total amount of unhelpfulness -.35 -.61 .51
Give as much support as receive .24 .52 .38
Number of children at home .24 -.50 .33
Percent of variance explained 17 16 13 9

NOTE: Only coefficients above |0.23] are reportéd.

The second factor pertains to people's personal resources in terms
of self-esteem, sense of control, and will to live, and feelings of
having people who understand and who do not convey that there is a
stigma associated with the illness. Close attachments/expressiveness

has a high secondary loading on this factor.
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The third factor is a belief in the efficacy of self-care and

religious/spiritual beliefs.

The fourth factor is something of & hodgepedge, 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 AMONG COPING RESPONSES

A summary of product-moment correlations among those measures that
can be considered coping responses (as opposed to context measures or
cutcome measures) is shown in Table 102.

A principal components analysis of these 13 measures yvielded five
factors with eigenvalues greater than one, each explaining more than 5
percent of the variance. However, a scree test suggested that three
factors should be rotated. An evalitation of the three, four, and five
factor solution for interpretability suggested that four facters should
be rotated. These four factors explained 53 percent of the variance,
and results are shown in Table 103.

The first factor pertains to relaxing, taking it casy, having a
daily routine, and enjoying life.

The second factor suggests a concern with the illness, including a
nenacceptance of death, having a changed view of living because of
thinking about dying, seeking information, and being botﬁered by the
illness (which has a secondary loading on this factor).

The third factor is an active distraction factor, including active
positive thinking, trying to forget about the illness, and being busy
and working to take their 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

responses (these have a communality of less than 0.30).




PRODUCT-MOMENT CORRELATIONS AMONG MEASURES OF COPING RESPONSES:

Tahle 102

TOTAL SAMPLE (N=149)

Measure 1 2 3 4 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 -.3% .12 1.00

of living

4  Active positive thinking 04 -,08 .22 1.00

5 Relax/teke it easy 150 -.0% .05 W14 1.00

6 Daily routine .01 ~-.09  -,02 .06 .35 1.00

7 Seek Information =-.25 14 .28 .0b .06 .01  1.00

8 Rejection of sick role 04 -,12  -,08 .19 .00 .13 .18 1.00

9 Not bothered by illness L34 =12 =27 05 =09 .27 =21 .22 1.00

10 Try to forget I am 111 15 =17 -0l 26 W11 02 -,16 .13 16  1.00

11 Enjoy life 03 .05 .20 .28 .34 .38 .19 .25 .18 .08 1.00
12 Enjoy beilng cared for .05 -.04 -,03 .18 W15 15 =.02 00 -.02 .05 .18  1.00

13 Busy/working 04 .05 .02 .15 -.08 -.18 020 -.16 0 ~.19 W13 =05 -.03 i.OO

~ L2z
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Table 103

CORRELATIONS BETWEEN MEASURES OF COPING RESPONSES
AND ROTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N=149)

Component
. 2
Grouping/Measure I 11 I1T IV h

RELAX/ROUTIKE/ENJOY

Relax/take it easy .76 .59

Daily routine .67 -.26 .26 .59

Enjoy life .67 .26 .30 .62

Enjoy being cared for .49 .29
CONCERN WITH ILLNESS

Thinking of dying changed views of living .72 .58

Seek information .70 .51

Acceptance of death -.69 .53
ACTIVE DISTRACTION

Active positive thinking L27 .67 .24 .62

Try to forget about illness .65 .29 .56

Busy/working .62 ~.34 .52
REJECT SICK ROLE

Kejection of sick role .78 .65

Not bothered by illness - 44 .63 .62

Thinking about death -.36 .18
Percent of variance explained 14 14 11 12

NITE: Only coefficients above |0.23| are reported.
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ASSOCIATTONS AMONG OUTCOME MEASURES

A summary of product-moment correlations among the cutcome measures
is shown in Takle 104. A principal components analysis was performed on
all these measures.except rele functioning and satisfaction with work,
which were eliminated because of a high number of missihg 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 shown in Table 185. The three factors are 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 Lﬁ be overall health measures, cutting

across all dimensions.

COPING AND SOCIODEMOGRAPHIC CHARACTERISTICS

Product-moment correlations between the coping (and coping-related
measures) and socicdemograpliic characteristics are presented in Table
106. Because of the large number of tests, only coefficients
significant at the .01 level are considered significant,

Beliefs about recovery tend not to be associated with
socieodemographic characteristies, although nonwhite and less cducated
people are more likely to believe that recovery is up to God or
religious faith.

Regarding the attitudes about death measures, those people more
likely to accept the idea of death are older men with less education and
income. More educated people tend to think about dcath more. Nonwhites
are more likely to have a religious or spiritual perspective on death.
Nonwhites and less educated people are more likely to believe in the
right to decide to die. Finally those who are more likely to agree that

thinking of dying has changed their views of living are yvounger women

with higher income.




Table 104

PRODUCT-MOMENT CORRELATIONS® AMONG OUTCOME HEASURES: TOTAL SAMPLE

Measure 1 2 3 4 5 6 7 8 9 10 1 12 13 14
1 Optimism/positive - 1.00
outlook
2 Satisfaction with 1ifa .52 1.00
3 Satisfaction with work .32 .36 1.00
4 Positive well-being +55 .65 .23 1.00
5 Depression . -.52 =-,54 =-,15 ~.70 1.00 .\'J
6 Anxiety =37 «.42 -.29 -,55 68 1.00 &
7 Anger =31 -.46 =13 -,52 .70 .73 1.00 !
8 Personal functioning® .37 .22 .37 .25 ~.26 -.15 -.17 1.00
9 Role functioning 26,16 .48 .13 -.09 -.10 -.13 .59 1.00
10 Overall functioning 34 .26 .26 .18 -.21 ~,10 ~-.15 .S58 .54 1.00
11 Number of eymptoms  <.28 =,23 -,18 =,26 .34 .37 .29 -.3% -.33 -.29 1.00
12 Pain ' -.41 -,28 =,17 =31 .37 .32 .35 =40 -,26 -.40 .37 1.00
13 Health compared to .37 .18 .12 .30 =31 -.17 =19 .31 ,21 .18 -.13 ~-.26 1.00
month
14

Ctlt‘tel‘lt hellth . .39 02? 033 . 028 --26 ""022 -.1, 058 04& 0&9 “032 "-32 031 1.00

*Correlations based on pairvise deletion of miceing data (N = 104 to 158).
bSunuated ascale.

-
e
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Table 105

CORRELATIONS OF OUTCOME MEASURES WITH ROTATED PRINCIPAL COMPONENTS:
TOTAL SAMPLE (N=126)

Component
2
Measure I 11 III h

MENTAL HEALTH

Anxiety .86 .75

Depression .83 -.27 .79

Anger .83 .71

Positive well-being -.73 a4 .74

Life satisfaction -.561 A2 .60
PHYSTCAL HEALTH

Overall functioning .80 .66

Personal functioninga .80 .27 .71

Current health .68 .38 .61

Pain .33 -.62 .49

Symptoms .41 -.58 .29 .59
OPTIMISM

Health compared with month ago .72 .55

Optimism/positive ocutlook - 44 .38 .51 .60
Percent of variance explained 29 22 13

NOTE: Only coefficients greater than [0.23| are shown.

a
Summated scale.




Table 106

PRODUCT-MOMENT CORRELATIONS BETWEEN COPING AND COPiNG-RELATED MEASURES
AND SOC|ODEMOGRAPHIC CHARACTERISTICS:

TOTAL SAMPLE

Sex Race
Measure M (female) {white} Age Education {ncome
BELIEFS ABOUT RECOVERY
Thoughts and emotions affect recovery 136 11 .04 -.10 -.01 .00
Health habits affect recovery 136 =.15 .01 =17 .06 -.09
Recovery not up to chance g2 -, 1 .05 .00 =15 -.20
Recovery up to medical care 135 .00 -.06 .02 -.07 -.06
Recovery up to God, religious faith 1348 .07 =, 39% .08 -.34* ~.18
ATTITUDES ABOUT DEATH
Acceptance of death 154 -, 24 -.20 . 34¥ -, 30 -.32%
Thinking about death 154 12 .19 -.13 24w .09
Religious/spiritual perspective on death 154 .20 -2 =, 14 ~-.10 =-.06
Right to die 152 -.08 RTE -.15 L2T7H .02
Thinking of dying changed views of living 149 L33 .18 -. 324 16 .23
SENSE OF CONTROL
Sense of control 156 -.25% -.20 .02 =11 -.09
SELF~ESTEEM/BODY !MAGE
Self-esteem 155 ~-.09 -.06 .01 -.0 .07
-Body image 93 -.21 .01 .03 .07 -, 06
SOCIAL NETWORKS
Married 158 -.12 ~.08 Q& -. 01 .law
Live alone 157 ~-.06 .08 -.01 .12 -.15
Friends or not 156 =-. 04 o4 - 22% .00 .08
Mate or spouse 156 -. 10 -.02 =17 .02 L36%
Any dependent children at home 158 L1 -.19 =.32% .00 .08
Number of people in social netwark 156 .oy .04 Y 10 23
Number of people in family network 156 12 =.01 =.51# .18 L3
Number of people in professional network 156 -.02 ~. 156 - 17 -.0% -.08
Number of people in peripheral network 156 -.0 05 -, 2G% .06 12
Number of people in household 134 .05 -.37% -.17 -1k .03
Number of children at home 134 .03 -, 28% -.33# -.11 .02
At least one extremely helpful person 158 10 14 =~ 10 L2y 2B
Number of helpful pecple 156 06 -.08 ., 3% .02 L21H
Number of extremely helpful people 156 16 ~.01 -4 .12 L26%
Number of unhelpful people 156 -.02 .08 -.21* At .02
Number of extremely uphelpful people 156 -.01 .08 -.10 21 =-.07
Number of helpful minus unhelpful people 156 .06 ~-.10 =-.17 -.05 .15
Totai amount of helpfulness 1586 0g -.08 -, 28% LOY .25
Total amount of unhelpfulness 156 =-.02 08 -.19 .18 -, 02
Average amount of helpfulness 156 .07 -.02 -.03 .10 .21
Average amount of unheipfulness 156 -.06 .05 -.14 .02 =-.09

A YA




Table 10&--continued

Sex Race
Measure N [female} {white) Age Education I ncome
SOCIAL SUPPORT/EXPRESSIVENESS
Close attachments/expressiveness 157 .08 .00 ~.21% 10 L33
No stigma of [llness 157 -.02 ~.12 .04 .02 .08
People who understand 157 .01 .06 02 .07 L2y
Cognitive guidance/advice 157 o4 ~.02 =-.15 .20 .23
Frequency of contact with others 151 -. 04 12 -. 16 L0 L4
Gives as much support as receives 146 -.04 - 12 10 -.07 .04
WiLL TO LIVE
Reason to five 153 L04 .09 -.23% .12 L26%
Religious/spirituat perspective 158 L 20% -, 234 -.19 =.10 .02
Witd to 1ive 154 .03 .D2 -, 12 .06 16
ACTIVE COPING
Active positive thinking 153 .00 -.10 ~,13 =02 -.02
Relax/take it easy 157 -. 1 -.10 L24* -.14 .00
Daily rautine 157 .03 ~-.06 .08 .03 Lk
Seek information 157 .16 .25% - 20" LU3w Y3
ACCEPTANCE/REJECTION
Rejection of sick role 154 =-.02 .08 .00 19 11
Not bothered by illness 156 -.06 ~.02 11 =10 -, 08
Try to forget it!lness 154 .08 =12 .26% -.20 -.16
DOCTOR~PATIENT RELATIONSHIP
Confidence in doctor ay -.03 =-.02 12 -, 38% -.01
Humaneness 9y -.19 -.05 .10 -.17 -.07
Facilitates expression g5 -, 22 ~-.12 12 -, 2% =-.10
Communication of information 95 -.19 =-.03 .10 -.21 .01
Believes mind affects body 93 =.10 .01 -.02 -.18 -.20
Diagnosis/outlook 9t =03 .12 -, 04 =12 .00
Overali{ satisfaction 92 =, 21 -.04 .09 -.20 .02
PLEASURES/BENEFITS
tnjoy life 156 T4 .12 ~-.03 16 .07
Enjoy being cared for 156 -.05 -, 25% .02 =, 25% =.09
Busy/working 156 .06 -1l -.01 -.12 -. 19
POSITIVE FEELINGS
Optimism/positive outlook 157 -.05 -.04 -.06 .01 .08
Satisfaction with life 154 =-.0u .01 .03 L 01 .19
Satisfaction with work 130 006 .21 ~-.18 L2y 6
156 -7 -.08 .06 .05 .08

Positive well=-being

- €Lz -



Tabie 106-~-continued

Sex Race
Measure N {female) {white) Age tducation I ncame
NEGATIVE FEELINGS
Depression 155 26% .07 -.12 .04 -.11
Anxiety 155 .12 .02 -, 13 .06 -,12
Anger 155 .11 .02 -7 L7 -.09
FUNCTIONAL STATUS
‘Personal functiening 150 -.02 .14 -.30* 27% . 22%
Personal functioning=--summated scale 150 -.03 A7 -, 36* .32 .28*%
Role functioning 126 -, 02 .01 -, 2% 1% .16
Overall functioning 156 .0y .11 -.08 12 14
SYMPTOMS -
© Humber of symptoms 155 .08 c2 -.01 -.03 -. 16
PAIN AND GENERAL HEALTH
Pain g 157 .02 07 =-.06 =-,08 -.03
Hea lth compared to month ago 158 .02 ~-.08 -.09 L 01 -.04
Current health 158 .08 .18 =.19 .29+ 2TH

#p < .01,
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A sense of control is greater in men, but is not associated with
any other scciodemographic characteristics,

No association between self-esteem or body image was observed with
any of the scciodemographics.

Regarding the social network and social support measures, almest no
associations were observed with sex, race, or education {although
nenwhites 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 others, are more likely to have close attachments and be
expressive, have people who 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.

Most of the active coping measures are not associated with the
socicdemographic measures (although older people are more likely to
relax). Seeking information, however, is more likely Lo be done by
younger white people with 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 pecple had greater confidence in their doctors and were more
likely to have a doctor who facilitated the expression of their needs
and feelings.

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 sociodemographics, 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. Role functioning was better in younger
people.

Symptoms, pain, and health compared with the situation a month ago
were not associated with any of the scciodemographics, but current

health was better in those with more education and income.

ASSOCIATIONS AMONG CONTEXT AND 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 that visual inspection is difficult.
Therefore, a principal components analysis was performed.

A principal components analysis on these measures yielded 12
factors with eigenvalues greater than one. Only four factors predicted 5
percent or more of the variance. A scree test suggested that five
factors should be rotated. Because the fifth unrotated factor appeared
to be a common factor, five factors were rotated. These explained 48
percent of the variance. Results are shown in Table 108.

The first factor is a general well-being and sccial support factor.
People who score high on this factor have greater well-being, fewer
negative feelings, are satisfied with life, have high self-esteenm,
greater sense of control, have people who understand around them, have
close attachments and are expressive to those around them.

The second factor seems to indicate a concern with issues
surrounding the illness, where high scores would indicate a
nonacceptance of death, information-seeking, changed views of living as
a result of thinking about dying, getting advice from others, and being
bothered by the illness.

The third factor is a physical health factor, but includes

optimism/positive outlook and rejection of the sick role.




PRODUCT-MOMENT CORRELATIONS{a} BETWEEN GCONTEXT MEASURES AND COPING RESPONSES:

Tabte tO7

TOTAL SAMPLE

Coping Responses

Cantext Moasures VIEWS ACCDTH THDTH ACTPOS RELAX DAILY INFQ REJECT NBOTHER FORGET E£NJOY CARED BUSY
Religious/spiritual beliefs{b} .28% .0 L0 A ® L2L# .09 .07 L4 -.05% L 12 L23% . 28+* g2
Betief that thoughts and emotions

affect recovery L28% - 09 - 17 LB6* L22% 14 .13 13 -.02 .23% .20 .10 06
Belief that heaith habits affect
recovery 12 (10 .00 g .e3 .22 13 .18 -.14 .08 .19 L1 10
Belief that recovery up to medical
care 03 ~.07 -.21 .20 .M .03 -.09 V06 -.02 10 LU .08 .09
Sense of control -, 03 L28% =14 .19 L2h% 27 =15 .09 L 26% .02 L23% .05 - 14
Self-esteem =02 148 -. 1% .18 20 .28 O L26# L29% =02 L33 .13 -, 2%
Number of people in social network C30%F 0 - 3w .08 L23% - 04 .01 .30+ .02 “.22% -0 e 3% =01
Number of children at home 06 =-.2Q -, 0% .14 - 27% .00 «.10 .0y =.03 -.06 -.12 23 L0y
Total amgunt of helpfFulness 2uf - 12 -1y L34 10 .20 L 26H .23 .00 LG8 .32 L 3a% - 18
Total| amount of unhelpfuiness L1 -~ 26% .20 =-.05 - 11 - 28% .02 -, 20% =, 25% - 133 -.17 -.18 6
Close attachments/expressivensss 26% - .17 -.09 7 07 L350 L 28% .18 .05 -. 10 Lu g% -.20
No stigma of illness -, 07 .12 - 17 1 -.07 .12 A7 .07 L 23% L 06 .06 7 -, 10
Pegple who understand W03 .09 -, 12 .03 . .22 L21# .20 21 .01 27 - -, 22%
Cognitive guidance/advice .23 - 17 -.10 L29% .15 06 L35% 20 - 2% .11 L20% L27% =02
Frequency of conptact with others .13 =07 L2 .02 ML .18 .08 10 10 -. 10 L23% .14 -, 18
Give as much support as receive .09 .04 -, 14 Lin L 30 16 .07 .10 .05 .08 22% -, 01 =, 10
Reason to tive L28% - 20 LDl L 20¥ R 6 30 15 -, 17 . L3ym Lo =02
Will to five L6 .03 - 06 L33 6 .13 e L2 g 00 L36% DG -, 02
* p o< 01,
{a) Coefficients based on pairwise deletion of missing data (N=136 to 196).
(b)) Combined threeg-variable measure,
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Table 108

CORRELATIONS OF COPING AND COPING-RELATED MEASURES WITH
ROTATED PRINCIPAL COMPONENTS: TOTAL SAMPLE (N=134)

Component
. 2
Grouping/Measure I I1 111 IV Vv h
GENERAL WELL-BEING
Positive well-being .80 .69
Negative feelings .77 .70
Satisfaction with life 74 .63
Self-esteem .67 .25 .53
S5ense of c¢ontrol .66 .50
People who understand .60 .42
Close attachments/expressiveness .60 .50 .39 .78
Daily routine .49 .28
Total amount of unhelpfulness .49 .30
Enjoy life .48 .29 .27 L4l
Relax/take it easy 43 -.38 .36 .37 .60
Will to live .48 .23 .32 .46
Gives as much support as receives .42 .32 .36
Busy/working .39 .30 .28
Freguency of contact with others .36 .30 .28
CONCERN WITH ILLNESS
Acceptance of death .33 -.66 .58
Seek information .62 .40
Thinking of dying changed views of
living .61 .43
Number of people in social network .56 .53 .61
Cognitive guidance/advice .23 .55 .30 .49
Reason ta live .32 .52 .26 .32 .55
Net bothered by illness .35 -.49 .48 .59
PHYSTCAL HEALTH
Personal functioning .81 .70
Overall functiecning .71 .55
Current health .71 .59
Pain 24 -.64 .52
Optimism/positive outlook .48 49 45 .72
Rejection of sick role .46 .30
Symptoms .37 =-.40 .33 .4l
Health compared with month ago .24 .34 .26 .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 healith habits affect recavery .67 .50
Religious/spiritual beliefs .56 .43 L43
Try 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 children at home .62 43
Enjoy being cared for when ill .58 Lah
Total amount of helpfulness .41 Al .26 L6 .62
No stigma of illness : .29 .25 A2 .34
Percent of variance explained 16 9 9 8 6

NOTE: Only coefficients above |0.23| are reported, unless they were the
highest lcading of a measure.
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The fourth factor pertains to active positive thinking, including
all the beliefs that recovery is up to something, religious/spiritual
beliefs, and trying to forget about illness. Optimism/positive outlook
has a secondary loading on this factor.

The fifth factor is somewhat of a social network factor, including
number of children, number of people in social network (which has a high

secondary loading on this factor), and total amount of helpfulness.

COPING AND OUTCOME MEASURES

Product-moment correlations between the coping (and coping-related)
measures and the outcome measures are shown in Table 109 for the totatl
sample. An asterisk indicates Lhe coefficient is significant at p <«
.01.

Beliefs about recovery measures were not associated 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 optimistic if they believed their recovery was up
te thoughts, emotions, health habits, God, or religious faith, and less
optimistic if they believed their recovery was up to chance.

Most of the attitudes about death measures were not associated with
these outcome measures. People who accepted the idea of their own death
were more optimistic, had better positive well-being, were less
depressed, anxious, and angry, and had poorer personal functioning.
People who think a lot about their death were less optimiétic and had
more symptoms. People who have a religious or spiritual perspective on
death were more optimistic. People who believe in the right to decide
te die were less optimistic.

Sense of control! was associated with several outcomes. People who
have a greater sense of control tended to be more optimistic and
satisfied with their life, experienced more positive well-being, less
depression, anxiety, and anger, had fewer symptoms, and felt their
health was improving compared with a month ago.

Self-esteem and body image were associated with nearly all of the
outcome measures. People with higher self-esteem and a more positive

body image tended to be more optimistic and satisfied with life and




Table 109

PRODUCT-MOMENT CORRELATIONS BETWEEN COPING MEASURES AND OUTCOME MEASURES: TOTAL SAMPLE
Outcame Measure(a)
PERS- ROLE- OVER=- SYMP- HLTH- HLTH-
Measure H OPT LSAT WSAT PwWB DEP ANX  ANGER FUNC  PFSUM FUNC  FUNC TOMS  PAIN COM CUR
BELIEFS ABQUT RECOVLRY
Thoughts and emotions affect 136 .39% .20 (18 L0 =02 - M .05 06 10 .12 07 =08 =10 6 .12
recovery
Health habits affect recovery 136 .29% 02 =-,04 A EO 11 1 .16 12 16 14 U8 -,08 =,07 L23% 16
Recovery not up tc chance g2 L3 11 - 02 120 =09 =08 «.06 -.15 L2 =01 =010 L03 -.04 .13 .14
Recovery up to medical care 115 .04 A6 05 =04 .02 .05 050 =0y 03 LW =02 -0 14 .03 04 =010
fRecovery up to God, religious 136 L30% (224 - 01 A7 - 1 - 08 -,08 -,15 LY =02 Lo -0 =11 .12 =012
faith
ATTITUDES ABQUT DEATH
© Acceptance of death 154 .21* 0% =.16 L3O - 33 - 33% - 57 - 17 L23% =015 -4 .Nn3 O3 019 -0
Thinking about death 154 =, 23% - .13 L1 =18 .19 6 120 =013 13 -.07 -.08 L2u* 18 -010 -0
Religious/spiritual perspective 154 L 28% 19 06 A7 =09« 12 =07 .00 .02 =.07 00 -, 06 -.13 07 L0
on death
Right to die 152 -.22% -.12 .06 , D0 .1 SO0 - 0 15 .13 .07 .01 .10 07 .04 .08
Thinking of dying changed views THG L2 .0 D6 =010 .06 A5 18 12 L1500 .03 06 =02 .00 .05 .08
of living
SENSE OF CONTROL
Sense of control 156 .38% 41+ 10 HH%F =, 51% - 4B* - 7% 13 1 18 13 -.32% -.20 23% .09
SELF=ESTEEM/BODY IMAGE
Seif-esteem 155 L u49% . 53% 12 O - GO* - 394 - 5% 2gE go# 29 L23%F = 2T7% - 25%  2g% | 3p#
Body=image 93 .51% L 48% (3R b6t = 4 - 43% - 34w TR 0% JOo¥ 3% -, 26% -, 32% .16 s
SOCIAL NETWORKS
Married 158 .05 .15 =05 2 =12 =01 - 01 .o 09 =02 .13 -.1h -,03 -.18 .00
Live alane 157 .06 02 03 06 .03 o2 -0t Oh .01 .07 .05 L0500 =000 .25% .02
Friends or not 156 .06 . .05 L2 =010 L 09 08 L1000 =08 . LU= 01 08 D3 02 -.02
Mate or spouse 156 .03 .16 7 14 =03 .02 0% A7 .21 .08 09 -, 08 03 -.18 1e
Any dependent children at home 158 «.02 .05 200 ~.05 LD .18 .15 .03 .07 L0 -,02 .1 L4 =08 «.06
Number of people in social 196 .05 .09 19 -.03 13 R 15 .03 .12 07 =05 05 .13 .08 .09
network
Number of people in family 156 .01 12 .22 .0 11 . 13 .14 .24 AN =02 .02 L5 -.04 10
necwork .
Number of people in professional 156 .01 LoD - 02 -.04 06 08 .06 -.16 L7 =016 =010 L2 .02 L1 =0
network .
Number of people in peripheral 156 .08 .05 16 -.03 .09 oh .1 .03 .08 10 .00 .06 .08 .14 .12
network
Number of people in househotd 13 .12 10 16 .02 .01 11 .08 .02 .02 LT 07 .05 01 =04 02
Number of children at home 134 .03 LG3 .18 -1y .18 .22 .22 .10 4 JTH g2 14 A4 =09 <02
At least one extemely helpful 158 .28% _34* .21 L2TE -15 =011 -, 06 .09 L4 .13 .06 =-.03 ~.04 .11 .15
person
Number of helpful people 166 ,24% 27+# 20 A7 =010 =05 -.08 LOh .12 06 .04 -,07 =-.02 .19 .14

- 192 -



Table 109--continued

Outcome Measure(a)

PERS~ ROLE= OVER- SYMP- HILTH= HLTH=-
Mgasure N OPT  LSAT WSAT PwWB DEF ANX  ANGER FUNC PFSUM FUNC FUNC TOMS PAIN COM. CUR
SOCIAL NETWORKS (continued)
Number of extremely helprlul 156 . 31F 34+ g L30% - 25% - 22% - 17 0g .13 .09 .09 -.15 ~.13 .16 L21¥
people :
Number of unhelpful people 156 -,33% - 32% « 02 -, 3y# IgH 2% 39% =02 -.D1 02 =16 .21 L27T* -19 0 -, 09
Number of extremely unhelpful 156 -.18 -.22% =01 -,15% 22% .18 23% -.04 -1 L0h 0 =010 .13 L23% - 10 -.08
people
Numbar of helpful minus 196 ,33%  ,35% 14 L28® -, 25% - 16 -.24% DY .10 .03 L1000 =% -1y L 23% 15
unhelpful people
Totai amount of helpfulness 156 .37% [ 38%  2hy* 3 1% . p2y* - 18 -.18 M 17 .M .09 ~.12 -.10 .e2% 21t
Total amount of urhelpfulness 196 =, 30% - 31% « (2 .29 36% L 25% 36* -.03 -.01 .03 -.15 19 L28% « 17% - 08
Average amount of helptulness 156 . h3% 4% 23% 4p - ay# - 3% . Ph% 15 7 .18 5 =015 =015 .19 .22
Average amount of unhelpfutness 156 ~. 16 =.26% -,03 .19 L29% 0 1) SR 210 -, 08 -0 =016 L21% 0 24% -~ 13 -,09
SOCIAL SUPPORT/EXPRESSIVLENESS
Close attachments/expressiveness 157 .36%  62%  (33%  44* = Q1% = 29% o 2p% 1y .21 .18 L23% = 22% o 17 .18 2T
No stigma of illness 157, 32%  22% 1 L28% - 23% -8 -,20 .09 10 .20 18 -1 =07 A9 .32+
People who understand 157 .30%  .42% 20 38% -, H0* -,25% - . 39% 20 19 .19 L23® -.23% - 16 17 L23%
Cognitive guidance/advice 167 Le21® L 2a% 0 17 =.04 .00 a5 .08 12 .09 20 -.09 .06 .04 .15
Frequency of contact with others 151 .1 L3gw 26 28% - 25% - 1D .13 .e2% L 23% 15 .13 -.07 -.13 .07 .18
Give as much support as receive e 17 200 -.06 L25%F = 30% -19 0 - 26% - 06 -.05 =10 .06 -.20 ~.03 .02 =.03
WilLL TO LIVE
Reason to 1ive 153 ,36% . hy2%  30% I1F - 17 -.03 .06 .10 L1 .08 20 =-.,05 .07 .06 .2y
Religious/spiritual perspective 158 .2u% | 25% 07 13 ~.04 .01 .03 =-.05 01 =02 .03 0o .0 .09 03
Will to live 154 .55% . us* .19 L53% - LhOo# . 22% . 20 .23%  26% 07 L2u® - 18 - 12 L30% 204
ACTIVE COPING
Active positive thinking 153 ,49% .09 .04 20 =,05% .03 .06 .07 .12 .09 .02 03 -,02 L2710
Relax/take it easy 157 .09 .15 -.18 L2U¥ - 23% - 16 =, 14 -,16 -.18 =.28% -,14 =, 1h .06 .08 =-.19
Daily routine 157 .e5%  29% 12 L3TE - POR - 2T7H - 24% 13 L1y 11 L1200 =32% - 2% 13 .18
Seek information 157 .04 10 .08 .07 000 -0 .03 .05 .13 «.01 L4 -,05 .03 .06 .18
ACCEPTANCE/REJECTION
Rejection of sick roie 154 L% 3% 3% 26% - p5% - 11 - 10 Lg% 3ge 1y L32% - 11 =,32% 08 .27
Not bothered by illness 156 . 44% 31% 265% 354 - 30 - 36% - Lg% PgH  pg#  op L32% - 22% - hjL# a3k 26
Try to forget illness 154,234 - 02 .00 020 -.02 -.04 -,02 -.01 ~.05 -.,09 07 =04 -.,20 .07 =.02
DOCTOR~PAT*ENT RELAT{ONSHIP
Confldence in doctor o4 L30% 16 .02 L27H - 32% =26 -.31% - 05 -.06 -,08 -.03 =.15 .01 .25 13
Humaneness o4 e27® 22 .02 24 = 28% = 20% 20 -.05 ~,09 06 =01 -24 -.05 .28%  .0h
Facilitates expression 95 .26% . 22 .13 L2000 =, 32% - 38% . 29% - 12 - 14 .00 .08 -.29% - 12 .21 10
Communicaticn of information g5 ,29%  .28% 17 L322 = Y1 - 30% - 3ik 0D .0 .p2 05 =.32% -, 06 .26 .20
Believes mind affects bhody 93 4% 10 .10 .21 =12 -.08 05 -.04 =-,03 0h .08 -.07 =~.,12 2% 08
Diagnesis/outlook g4y L Ly¥ 20 .15 L29% - . 26% .18 «,17 .18 .14 .20 04 -0 =-.08 L39% 0 2n
Overall satisfaction gz .22 .25 .05 17 =.28% -,30% -.28% Q9 .08 .15 .01 ~,23 -~.09 I 20
PLEASURES/BENEF|TS
Enjoy life 156 L35%  (h3%® 2% 47* - 31% - 11 - 12 .21 L26% 04 2h% =13 =12 .21 .20
Enjoy being cared for 154 .07 L22% -, 02 .08 =-.14 =-,02 .01 .01 .00 06 .07 .39 .08 .15 08
Busy/working 156 -, 14 =.25% « 17 -, 25% ,35% _32% 26# - 14 -,12 ~-,11 =,30 L35% (16 ~.04 - 23%

[a) See Table 99 for descriptian of measure.

# p < .01

- vt -
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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 ocutcomes.

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 (additicnally, 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 ncne of the other outcomes.

People who have greater frequency of contact with others are more
satisfied with their lives and work, have greater positive well-being,
less depression, and better persenal 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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life 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 satisfied with life, have greater positive well-being,
experience less depression and anxiety, have better personal and overall
functioning, have better health compared with a menth ago, and have
better current health than those with a weaker will to live.

Some of the active coping measures are associated with these
outcomes. Seeking information is not associated with any of the
outcomes, and active positive thinking is associated only with optimism
and health compared with a month ago {people who think positively are
more optimistic and tend to have better health now than a menth ago).
People who relax more have greater poesitive well-being and less
depression, but have poorer role functioning. People who tend to follow
a daily routine (in terms of eating well-balauced meals and getting a
good night's sleep) were more optimistic, mure satisfied with life, had
greater positive well-being and less depression, anxiety, and anger, had
fewer symptoms and less pain than those who did not do so.

The acceptance/rejection measures had a mixture of associations.
Trying to forget about the illness {a single-item measure) was not
associated with any outcomes except optimism (those whe tried to forget
were more optimistic). Those who rejected the sick role were more
optimistic, more satisfied with life and work, had greater positive well-
being and less depression, had better personal and overall functioning
and less pain. Not being bothered by their illness is associated with
all outcomes except role functicning. FPeople who are less bothered are
more optimistic, satisfied with life and work, have better mental
health, better functional status, fewer symptoms, less pain, and better
health than those who are more bothered by their illness.

Regarding the doctor-patient relationship measures, having a doctor
who believes one's mind affects one's body is least associated with
these 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
Lo be more optimistic, satisfied with life, have better mental health

(on all mental health measures), and have fewer symptoms than if less
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communication occurs. On the whole, high scores on the other measures
tend to be associated with more optimism and less negative feelings.

The pleasure/benefits measures are not associated with very many
outcomes. LEnjoying life more is associated with more'optimism{
satisfaction with life and work, greater positive well-being, less
depression, and better personal and overall functioning. Enjoying being
cared for is associated with more satisfaction with 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.

PHYSICIAN'S EVALUATION AND COPING

A summary of product-moment correlations between six of the
physician’s evaluation measures and all the measures is shown in Tahle
110. Physician evaluation 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, better coping, and greater optimism.

Beliefs about recovery and attitudes about death were not
associated with any of the ratings.

A sense of control and high self-osteem were associated with
patient optimism. High self-esteem was also associated with better
current health and coping.

Virtually none of the social network/social support measures were
associated with any of the ratings, except people with any friends were
rated as more compliant; people who had more helpful people in their
network were rated higher on coping; and people who experienced no
stigma of illness had betier health.

A will to live was associated with better health and optimism as
rated by the physician, and active positive thinking was associated with
greater optimism.

Rejection of the sick role and not being bothered by the illness
were associated with better health, coping, and optimism.

None of the doctor-patient relationship measurcs were associated

with the physician ratings.




Tabhle 110
PRODUCT~MOMENT CORRELATION OF PHYSICIAN'S EVALUATION MEASURES WITH COPING AND GOPING=RELATED MEASURES

Physician's E£valuation {N-62)

Any Current Patient's Patient's Patient's
Caping Measure Metastases Prognosis Health <Compliance Coping Qptimism
BELIEFS ABOUT RECOVERY
Thoughts and emotions affect recovery -.02 -.12 .09 -. 04 .05 .18
Health habits affect recovery =-. 04 =-.14 .06 Lo .69 g
Recovery not up to chance 07 -.06 .03 .03 .05 .18
Recovery up to medical care .02 -.26 -.09 .03 .01 .02
Recaovery up to God, religious faith =14 =, 14 -.17 .09 -.07 .05
ATTITUDES ABOUT DEATH
Acceptance of death .02 .01 ~.08 ~.07 .08 .02
Thinking about death .00 -.21 -.10 =-.27 -.27 -.22
Religious/spiritual perspective on death -.07 .02 .00 -.086 -.06 05
Right to die .09 .26 .23 ~-.08 .0G ~.06
Thinking of dying changed views of living 04 -.17 -.08 -.16 -.22 05
SENSE OF CONTROL
Sense of control 02 .15 16 .03 .32 .35+
SELF-ESTEEM/BODY IMAGE
Self-esteem -.09 .26 L35% .18 L33 A5
Body image -.13 .24 22 =-.03 .26 24
SOCIAL NETWORKS
Married . -.09 .14 =. 10 -.02 =-.10 ~.09
Live aloneg ~.04 Nl .22 =-.08 .06 -.08
Friends or not . -.22 ~.02 .07 54 -.02 - 12
Mate or spouse «. 10 .10 0l ~. 09 -.07 -.01
Any dependent children at home -.0 ~.06 -. 14 .15 17 .16
Number of people in social network ~.18 .02 .09 .24 -.08 -.13
Humber of people in family network -.06 .00 03 .14 .03 .03
Number of people in professional network =-.2Q .01 .07 .08 =14 =-.20
Humber of people in peripheral netwark -4 .04 .10 .23 -.06 =14
Number of peopl!e in household .00 06 .08 .21 .23 7
Number of children at home -.12 .20 .08 .19 1Yy .18
At lpast one extremely helpful parson -.01 -.02 -.06 .10 .18 .07
Number of helpful people “.10 =-.04 .11 .26 .10 .01
Number of extremely helpful people .08 -.08 .08 .16 .21 .09
Number of unhelpful people -.17 .10 ~.04 ~.02 -3 -.25
Number of extremely unhelipful people -.17 .09 07 .Gh «, 12 -, 04
Number of helpful minus unhelpful people .00 =-.07 .1 .e .21 12
Total amount of heipfulness .00 -.07 .15 .25 .23 .09
Total amount of unhelpfulness -.18 .10 =-.01 .01 -.27 =20
Average emeunt of helpfulness 11 ~-.02 .09 .14 .33 6

Average amount of unhseipfuinass -.23 22 .02 .07 .13 L0686
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Tatle 110-=-continued

Physician's Evaluation (N-62)

Any Current Patient's Patient's Patient's
Coping Measure Metastases Prognosis Health Coampliance Coping Dptimism
SOCIAL SUPPORT/EXPRESSIVENESS
Close attachments/expressivenass -.08 .00 12 .28 20 .15
No stigma of iliness -.18 .11 L Y% A7 .21 .12
Peap!e who understand -.03 .24 .24 .26 .18 .04
Cognitive guidance/advice JOT -.12 .05 .12 .01 .06
frequency of contact with othars .05 .01 .16 4 .22 12
Gives as much support as receives 0o =-.07 =-.07 .07 =17 -.09
WILL TO LIVE
Reason to live -, 12 10 .20 .08 .02 .15
Religious/spiritual perspactive -, 08 -.10 .05 ~.02 .02 .24
Will to live -, 16 13 L 3hE .07 .24 L34%
ACTIVE COPING
Active positive thinking -.13 -.0%9 .09 .08 .18 Ld6*
Relax/take it easy .00 -.16 -.22 .19 =, 11 =12
Daily routine 02 -.08 .00 .02 .07 A7
Seek information =12 .13 14 .19 , 06 .04
ACCEPTANCE/REJECTION
Rejection of sick role. -.22 .29 T .09 .36+ .38%
Not bothered by iliness -. 14 .18 L34k -.08 L2t L37#
Try to forget illiness -.16 -.10 -.01 -.14 =.05 .00
DOCTOR=-PATIENT RELATIONSHIP
ConfTidence in doctor -.04 =-.19 =-.03 .28 .03 .13
Humaneness .25 -, 21 -.15 .07 -, 02 .01
Facilitates expression .14 -.20 -.18 12 .03 .03
Communication of information 12 =-.04 =-.05% .08 .06 .00
Believes mind affects body «. 17 ~.09 .13 .00 13 .08
Diagnosis/outiook -.12 .08 A7 .00 25 12
Overal| satisfaction 18 ~.07 - 21 .01 =-,10 =-.04
PILLEASURES/BENEFITS
Enjoy life -.20 -.16 .31 .01 .35% o
Enjoy being carad for -.27 -.20 .06 .31 -.05 .03
Busy/working - 14 -.01 .03 -.02 .04 -.03
POSITIVE FEELINGS
Optimism/positive outlook =16 .22 L35+ 19 YT L
Satisfaction with tife .02 -. 07 .06 30 26
Satisfaction with work =11 .10 .27 .07 L .33
Positive welil«being 10 L4 .19 ~,03 .29 .33

- i -



Table 110--continued

Physician's Evaiuation (N-62)

Any Current Patient's Patient's Patient's
Coping Measure Metastases Frognosis Heatth Compliance Coping Optimism
NEGATIVE FEELINGS
-Depression . .07 -.08 -, 16 -.13 -.24 -.32
Anxiety -.03 -.15 -.08 -.08 -.18 -, 22
Anger -.01 -.07 -.06 -.02 -.12 -7
FUNCTIONAL STATUS
Personal functioning =18 g% a5 -.15 RN Tl
Personal functioning=--summated scale ~.26 JHo# BTH -.15 L3 5w
Rote functioning -. 14 b .56% -.09 LHO* LHD#*
Gveraltl functioning =, 36%* 30 L 60% ~. 04 35# 3w
SYMPTOHS.
Number of symptoms ~-. 14 o} -.16 .00 -.16 -.21
PAIN AND GENERAL HEALTH
Pain -, DY -.22 ~.28 .18 =21 ~. 15
Health campared to month ago -, 04 10 .29 .00 .21 .26
Current health -.24 .33 LB5% -. 1 .27 .30

*p < ,01.

~ 897 -~
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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 the 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 associasted with the physician's
ratings.

Functional status was positively associated with physician ratings
of prognosis, health, coping, and optimism, but the number of symptoms,
pain, and health compared with a month ago were not.

The patient's cvaluation of their current health was positively
associated with the physician's rating.

Having metastases or not was not associated with any of the
measures except overall functioning (people with metastases had poorer
functiening). Prognosis was only associated with functional status;

people with a better prognosis had better personal and rele functioning.
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XX1TI. DISCUSSION OF MEASURES

This discussion section examiness on methodological issues and the
adequacy of the measures. Results 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 majority were of acceptable reliability and
reasonable validity. Even in the myocardial infarction sample, where
reliability tended to be lower than in the cancer sample, the measures
nevertheless contained useful information.

Nearly all of the measures can be improved. The extent of revision
needed ranges from straightforward lengthening (i.e. the addition of a
few items 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 their illness.

METHODGLOGICAL PROBLEMS

There are a few general methodological issues that should be kept
in mind when considering the results.

Response bias may be a problem, in terms of both socially desirable
responding and acquiescence. Many 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. 1If 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 occcurring, the
intercorrelations among the items (and in turn the reliabilities) 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 would be more likely in the MI
sample. Because reliabilities were generally lower in the MI sample
(i.e. do not appear to be spuriously inflated}, acquiescence may ncot 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 when using these measures in subsequent studies, and
to be aware of possible problems when unbalanced scales are used.

Ali data are self-reported. The only non-self-report measures are
the ratings by the physicians, and these are available only on 62
people. When 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 these measures using several methods
(c.g. reports by friends or family) using the multitrait-multimethod
technique (sce Campbell and Fiske, 1959),

All measures are based on stuctured responses. Altermatively, 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. Nevertheless, if adequate resources were available, such open-

ended data would provide an excellent test of the validity of these
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structured measures. That is, by comparing the open-ended responses
regarding a particular subject to the content of the structured items,
information on the extent to which the items covered the same issues
might lead to suggestions for broadening the item content. Data from
open-ended interviews are available on about 20 of these people. At a
later time, these can be compared with the structured data to further

evaluate the validity of the results.

ADEQUACY OF MEASURES

The following criteria were used to assess the adequacy of each of

the final measures:

(1) Measures should have sufficient variability to detect
differences in the concept being measured and should be
(roughly) normally distributed.

(2) Measures should be substantially free of random error
(reliability) to make comparisons between different groups of
pecple.

(3) Measures should be substantially free of systematic error
(response bias)

(4) teasures should provide information about the concepts they
were intended to measure (validity) without duplicating
information from other measures.

(3} There should be only a small percentage of missing data.

In the case of single-item measures, only the variability,
validity, and missing data criteria can be evaluated. Essentially, all
single-item measures will be judged questionable in the sense that
reliability is unknown and response bias is not controlled for. Thus it
is recommended that items be added to all of the important single-item
measures so that scales can be constructed.

If a measure has low reliability, its validity is limited (i.e. the
reliability cssentially establishes an upper limit to validity). In
some cases, however, the validity of a measure appeared good despite low
reliabjlity (using internal-consistency criteria). This may indicate a

heterogeneous concept that is ncvertheless a good predictor.




Each multi-item measure was evalnated according to these five
criteria. The following basic steps can be taken to improve

deficiencies on any of the criteria:

(1) variability--new items can be added or cxisting items can be
reworded to assess a broader range of the concept being
measured.

(2) reliability-;thc 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 with low item-scale correlations or that
were not scaling successes can be reevaluated for clarity and
relevance to the concept.

(3) response bias--by using a balance of positively and negatively
worded items, acquiescent response bias is minimized. Item
wording should be such that it minimizes value counotation,
thus minimizing socially desirable responding.

(4) validicy--the conceptualization can be improved and items
reworded.

(5) missing data--item wording should be evaluated for clarity,

1f a scale needs reevaluation, some general suggestions for
evaluating items can be used. Item distributions should be checked and
those with very skewed distributions considered for rewording. New 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 skewed distributions. TItems that were difficult to
understand (as evidenced by written comments on the questionnaire) can
be reworded.

Some summary comments regarding the adequacy of each of the
medsures are shown 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
wording is a problem, whether there is a balance of positively and

negatively worded items, and a rough evaluation of its validity. More




Table 111
SUMMARY OF ADEQUACY MEASURES

Socially
Desirable
Mo, of I tem Unbaianced
Measure {tems Distribution Reliability(a) Wording ttems Validity
BELIEFS ABOUT RECOVERY: CANCER SAMPLE
Thoughts and emptions affect recovery 5 skewed moderate (b)) yes gqood
Health habits affect recovery G {b) moderate yes (b) good
Recovery not up to chance 2 skewed | v (b) {b) not tested
Recovery up to medicai care 2 very skewed moderate (b} NicH uncertain
Recovery up to God, religious faith 3 shewed ligh (b} yes good
BELIEFS ABOUT RECOVERY: M| SAMPLE
Thoughts and emotions affect recovery 5 (b) margina! {b) ves good
Health habits affect recovery 3 slightly skewed wvery low YEes (b} good
Recovery not up to chance 2 not scored unacceptable (b) (b} not tested
Recovery up to medical care 3 slightly skewed marginai (b) (b} uncertain
Recovery up to God, reiigious faith 3 very skowed high {b) Yes good
ATTITUDES ABOUT DEATH
Acceptance of death 5 skewed moderate {b} YBS good
Thinking about death 3 (b]) marginal {b) (b) poor
Reiigious/spiritual perspective
cn death 2 skewed moderate {b} yes gocd )
Right to die 2 skewed very low {b) (b) uncertain L
Thinking of dying changed views 1 {b} ic) (b} fo) good +
I
SENSE OF CONTROL
Sense of control 6 {b} maderate {b) (b} good
SELF-ESTEEM: CANCER SAMPLE
Self-esteem 6 (b) moderate {b) (b} good
Body image T {b} high (b} (b)) gond
SELF=-ESTEEM: M| SAMPLE
Self-esteem 6 {t) marginal (b {bh) gaod
SOCIAL SUPPORTS
Ctose attachments/expressivenass 11 flat moderate {b) yes good
No stigma of iflness 4 {b) moderate (o) yes good
People who understand 5 slightly skewed marginal {b) yes good
Cognitive guidance/advice 5 (b) moderate (D) yes good
Frequency of contact with others 1 (b) {c) {(b) ({c) good
Gives as much support as receives 1 (b) {c) (b)) (c) poor
WILL TO LIYE
Reason to |ive 3 very skewed moderate {b) yes good
Rejigious/spiritual perspective H slight!y skewed moderate {b) yes good
Witl to live i very shkewed moderate yes (b) good
ACTIVE COPING
Active positive thinking 3 slightly skewed marginal {b) yes good
Relax/take it easy 3 very skewed marginal {b) Yes good
Daily routine 2 very skewed {ow yes yes good
Seek information b slightly skewed marginal {b) {b) good




Takte 11l-~continued

Socially
Desirable
No., of I Lem Unbalanced
Measure ftems Distribution Reliabilityla) Wording ltems Validity

ACCEPTANCE/REJECTION .

Rejection of sick role 3 very skewed moderate ¥Ees yes good

Kot bothered by illness 3 flat marginat {b) yes good

Try to forget | am ill 1 slightiy skewed (c) {b} {c) good
DOCTOR=PATIENT RELATIONSHIP: CANCER SAMPLE

Confidence in doctors 1 skewed moderate {b) yes good

Humaneness i bimodal moderate {b) {b) good

fFacilitates expression 3 bimodal tiigh {b) (b) good

Communication of information 5 bimodal high (b} (b} good

Doctors beiieve mind affects body 2 bimoda | modérate (b) yes good

Diagnosis/outlook I bimoda | moderate ib} {b} good

Overall satisfaction 1 skewed {c) (B {c) good
PLEASURES/BENEFITS

Enjoy life I slightly skewed marginal {h) yes good

Change resulting from illness 4 (b} unacceptable {b) yes untested

Enjoy being cared for 2 (b} very low {b) yes poor

Busy/working 2 (b} marginal (b) (b) good
POSITIVE FEEL#NGS

Optimism/positive outlook 6 (b) marginal (b) (b} good

Satisfaction with life 4 {b) moderate (b} yes gqood

Positive well=-being 4 (b) moderate (b) yes good

Satisfaction with work 1 {b) {ci (b) {c) good
NEGAT IVE FEELINGS

Depression Y skewed high (b} yes good

Anxiety 4 slightly skewed moderate (b} yes good

Anger 5 slightty skewed moderate (b} yes good

Cuilt 3 very shkewed unacceptable (b} yes untested
FUNCTIONAL STATUS

Personal functioning 9 skewed very high (b) {c) good

Personal functioning, summated 9 slight!ly skewed ({cC} (b} {c good

Role functioning 2 skewed very high (b) {c) good

Overall functioning t te) {c) [b) [e) good
SYMPTOMS

Number of symptoms 2h skewed {e) (b} {b) good
PAIN AND GENERAL HEALTH

Pain 1 (k) c} (b) (c) good

Health compared to month ago 1 stightly skewed (¢} (b} {c) poor

Current health 1 (b) {c) {b) {c) gaod

{a) Reliability coefficients were summarized as follows:
L00=-.49 unacceptable
.50=-.54 wvery low
.55-.59 low, but acceptable for group-tevel analyses
L60~,69 marginal
L70=-.87 moderate
.88-.94 high
957 very high
Reliability is summarized for the tota! sample, unless otherwise specified,
{b) Satisfactory in these samplecs.
(e) Could not be assessed.

- G8T -
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detailed discussion of each of the measurcs follows.

Beliefs about Recovery

The two 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 ways. For
example, both were significantly positively associated with active
positive thinking. However, they were not significantly assocciated with
a sensc of control. Their reliability was moderate in the cancer sample
(rttZO‘Bh and 0.81 for thoughts and emotions and health habits,
respectively} but marginal to very low in the MI sample (rtt:0'67 and
0.50, respectively). These findings in the cancer sample compare
favorably with those of other investigators, who found internal
consistency reliability coefficients of scales measuring personal
control over heaith of 0.65 (Lau and Ware, 1981), 0.70 (Mechanic, 1979),
and 0.86 (Wallston and Wallston, 1978). The reliabilities in the MI
sample compare less favorably,

The belief in health habits scale needs considerable improvement in
the YI sample. Several items had te be eliminated that would have
broadened the kinds of health habits in this measure (e.g. well-balanced
meals, getting enough sleep). People in the MI sample had difficulty
understanding that these questions assessed beliefs rather than actual
behaviors. For example, the item "it's harder for me to get better if I
don't get cnough sleecp" prompted manv of them to say "but I do get
enough sleep.” Thus, in revising this measure, items need to be written
that more clearly indicate that these are beliefs.

The belief that recovery is up to Ged has not traditionally been
included as a dimension of health locus of control {e.g. Lau and Ware,
1981; Wallston and Wallston, 1978). The fact that it had high
reliability in this sample and good validity indicates that this may be
an important dimension to include in subsequent studies of health locus
of control. .

The belief that recovery was up to chance had a low reliability in
the cancer sample (rtt:O'S?) and could not even be scored in the MI

sample.  Lau and Ware (1981) developed a six-item "chance health
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outcomes" scale with an internal consistency reliability of 0.71 in a
general population, and Wallston and Wallston (1978) developed one with
rtt=0.84. It is pessible that beliefs in chance are conceptually
different in people with serious illness than in general populations,
i.e., because of the increased salience of health, people's beliafs
about chance are less clear, hence the lower reliability. For example,
people who befere their illness believed they had personal control over
their health (and thus did not believe in chance) may now be more likely
to attribute their recovery to chance (i.e. their belief is undergoing
change) .

The belief that recovery was up to medical care measure was of
moderate reliability in the cancer sample (rtt:0.82) and of marginal
reliability in the MI sample (rtt=0.61). Lau and Ware developed an
eight-item provider locus of control scale in a general population with
an internal consistency reliability of 0.67. Thus, the reliability of
these measures compares favorably with Lau and Ware's findings. The
validity of this measure was guestionable, as it did not relate to other
measures in cxpected ways (e.g., it was only related to one outcome
measure}. One way this measure could probably be improved is to add
items pertaining to several aspects of provider control. The scales now
contain enly two and three items (cancer and M] sample, respectively).
Items could be added to assess whether people believe their recovery is
up to the treatments they receive, to the continued monitoring by their
physician, or to the wedications they take.

The belief that recovery is affected by medical care was not
associated with either of the beliefs that recovery was under personal
control (i.e. recovery affected by liealth habits or by thoughts and
emoticns). This is consistent with previous findings that attributions
of provider contrel over health are independent of beliefs in personal
control over health outcomes (Lau and Ware, 1981). It might be
interesting to develop an additive measure of beliefs about what affects
recovery, with the highest score being given to people who believe both
in personal control and provider contrel, and the lowest score

indicating 8 belief that neither personal behavior mnor 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 where beliefs about recovery differ from concepts of

health locus of control in gemeral pepulations.

Attribution of This Iliness

The items assessing attributions were not combined in any way and
therefore were 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
death 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 perspective 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 lower 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 fetrospect, 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 warrants additional
attention. Items should be added to assess this concept reliably, so
that its validity can be studied further. This item is an important

aspect of the concern with illness dimension of coping. This item is

positively associated with the reason to live scale, which suggests that
a changed view of cone's life seems to give people a stronger sense of
why they want to live. When the dimensionality of context and coping

measures was 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 cutcome measures (people who think more about death
are less optimistic and have more symptoms). One result pertaining to
this measure suggests ome way it might be improved. 1In the cancer
sample, people tended to agree with all items, even though one item
indicated thinking a lot about death and the other two indicated
avoidance of such thoughts. Normally, such a result would indicate
acquiescence. However, acquiescence usually occurs only when items are
ambiguous or lengthy or otherwise difficult to understiand, which is not
the case here. Another explanation may be that people may have spent a
lot of time thinking about their death in the past (e.g. when first
diagnosed) 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 the marginal reliability.
This measure could probably be improved by having 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 one eof the context dimensions. Thus, this is one of
the better measures developed in this study.

In the traditional typologies of control {e.g. Averill, 1973,
Thompson, 1%81), this measure would be considercd primarily a measure of
behavioral control, i.e. it assesses control in terms of solving
problems and being able to do things. It would he useful to expand this
measure to include aspects of cegnitive contrel such as calming self-
talk, selective attention, and cognitive reappraisal (see Langer, Janis,

and Wolfer, 1975).
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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 optimistie,
enjoying life more, keeping busy/working). In constructing items to
assess cognitive contrel, one must be careful to limit them to the
feeling of control provided by knowing that onc has a strategy. The

actual strategy itself should be assessed separately.

Self-Esteem/Body Image

Self-esteem turned cut to be an important measure in terms of the
number of variables it was associated with. 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 was of moderate reliability in the cancer sample and marginal
reliability in the MI sample.

One improvement in the scale in the MI 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 MI sample as it did in the cancer sample. Because the goal was to
make the scales as comparable as possible in the two samples, this item
was retained. It may be that feeling attractive is distinct from the
other aspects of self-esteem assessed here (e.g. liking myself, feeling
satisfied with myself) for people of lower scciceconomic groups, or for
clder people (both of which were characteristics of the MI sample). By
deleting this item, the reliability of this scale could probably be
improved in the MI sample.

The body image scale had high reliability in the cancer sample, the
only sample in which it was measured. The validity of the body image
scale was not assessed at length, because of the small N; however it was
associated with nearly all of the outcome measures and should probably

be included in further studies.
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Social Networks/Social Supports

The reliability of the various social network measures could not be
studied. Very few of these were associated with any of the outcome
measures. However, the reliabilities of the social support measures
were mostly moderate, and their validity was good on the whole. The
least important measure was the single 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 gnality is more important than the guantity. If resources were
limited, the size of the network is probably fairly unimportant, and
emphasis should be placed on the measures of quality.

Having people who understand appears to be an important concept.
This measure was highly correlated with other social support measures,
as well as with 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 personal 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
feetings. This suggesis that being in an environment in which 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
enly -0.34), they seem to be somewhat distinct. The distinction may be
important, because helpful people are beneficial, whereas unhelpful
people are 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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Self-sufficiency was discussed in the literature review as
potentially important because a self-sufficient person may cope well
without as many social supports. In this study, items were written
pertaining to desire for support te 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 sc 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 bath extremes of this dimension, and trying to construct a unique

medsure.,

The religious/spiritual perspective measure was of moderate
reliability. It was combined with other religious/spiritual measures
with an overall religiocus/spiritual beliefs measure, which was an
important concept in all analyses.

The reason to live measure is of moderate reliability in both
samples. Two of the three items pertain to heing important to someone
or depended on by someone (the third item pertains to having tasks to
accomplish). Thus, it tends to be associated with social support
measures and doesn't seem to contribute much unique information.
Curicusly, it is not significantly associated with the number of
children at home but jis with the number of people in the social network.
This suggests that the "someone' in being important to someone or being
needed by somecone is not as likely to be one's children as ancther
relationship. The reason to live measure should be expanded to include
more items pertaining to other "reasons' such as work, creative efforts,
or goals.

In the literature review, a sense of purpose and sense of meaning
were discussed as distinct 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
actuaily support the distinction between purpose and meaning; however,
they also suggest that a sense of meaning is more elusive than purpose,
and needs to be given more conceptual consideration.

& sense of meaning may derive from having a scheme within which
events have meaning {e.g. a religious or spiritual perspective, a
particular phileosophical 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 pecple like abour 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 life satisfaction.

The will to live measure has high reliability in the cancer sample
and moderate reliability in the MT sample. It is associated with 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 np in the will te live scale suggests that will to live and sense
of meaning are closely related. It would be interesting to see if the
two concepts could be empiricaily distinguished when 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 MI sample, which
merits attention as to how to reconceptualize 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 ol

coping. They did not go together as a dimension of active coping,

rather three dimensions were reflected by these concepts.
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Originally, all items pertaining to health habits were included in
one hypothesized item grouping. This was not empirically feasibie,
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 MI sample probably indicates a difference in life
style. The MI sample was older and had less education and income and
were more likely to be working than the cancer sample. 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 sociceconomic groups to
determine how 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

dpon members of a lower class.

Acceptance/Rejection of Illness

The two 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
iliness' relates well to other measures and is an important aspect of
onc of the coping dimensions.

‘ The rejection of the sick role measure needs te have negatively
worded items included. This is especially important in this measure,
because besides all being positively worded (i.e. in favor of rejecting
the sick role)}, these items carry a value connotation. That is, it is
conceivable 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). Ttems
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
interference.

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 way it is currently conceptualized. Thus the

addition of items might improve the reliability most simply.

Doctor-Patient Relationship

The seven doctor-patient relationship measures were highly reliable
in the one sample they were measured in, and highly related to each
other. Their distributions were fairly similar, indicating that a lot
of people were extremely satisfied with all of these aspects of the
doctor-patient relationship. These measures are all important, as they
were associated with many outceome measures,

There seems to be a "halo" effect occurring, in which respondents
rate their physicians faverably on all aspccts of the 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. TFinally, it may
actually be the case that these patients were extremely satisfied.
Because only a few physicians were represented by these patients
(because many patients were recruited through a few physicians), then
such true satisfaction is quite plausible {if these were good
physicians). Many 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 which people change their life as a result of the illness, take time
for more pleasurable activities, and attempt to reduce some of the
stresses in their life. Even though the reliabilities were poor, these
measures warrant further study, as they were associated with many
outcomes and are an important aspect of one of the dimensions of ceping.
Further, these issues arc important to people facing a serious illmess,
as they were discussed repeatedly in open-ended interviews and are
described in the popular literature.

The busy/working measure is something of a surprise. The item "too
busy to take time for fun" was originally considered as a negatively
worded aspect of engaging in pleasurable activities. The concept of
coping by keeping busy and working turned ocut to be important. It is
associated with poorer mental health, however it was positively
associdted with active positive thinking as part of a dimension of
coping. Clearly, this is a complex concept and merits further attention.

The enjoy being cared for when ill measure is of poor reliability
and validity. It had low communalities in studies of
interrelationships. This was originally conceived as a "benefit" of
iliness, which if identified might help therapists assist patients in
obtaining such benefits in other ways. The findings presented here

suggest that enjoying being cared for is not a concept of importance.

Qutcome Measures

Virtually all of the cutcome measures had moderate to high
reliabilities (where studied) and had good validity. The only exception
is the guilt measure, which had unacceptable reliability in the total
sample. Guilt does not seem to be a particularly clear feeling 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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spontanecusly come up in the open-~ended interviews, 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 psychelogical states.

Further, the validity of both the current health and
optimism/positive outlook measure is supported by the comparison of
these with the physician ratings of the same (although one cannot
consider the physician rating as a criterion measure). The only
correlation that 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 menth ago item appears fairly useless;
it did not correlate with very many of the measures, and when it did,
the association was not easily interpretable., This measure could

probably be climinated.
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XX1V. GENERAL DISCUSSION

Several issues will be discussed here, as follows: (1) the
relationship of the measurement findings to the model of coping
presented in the introduction, {2) the relationship of the findings of
this study to the literature, (3) some questions will be suggested for
future research, (4) generalizability, (5) comparisons between cancer
and MI patients, (6) what “good" coping is, (7) suggested therapeutic

interventions, and (8) how this study contributes to the field.

RELATIONSHIP OF MEASUREMENT FINDINGS TG MODEL OF COPING

A model of coping was presented in the introductien. Coping
responses occur within the context of the person’'s life and illness
situation, and can be evaluated according to a variety of ocutcomes (see
Fig. 1).

In this study, coping responses, context variables, and outcomes
were assessed in terms of their varicus components, measures were
constructed representing these components, and the higher-order
dimensionality of these was evaluated. When speaking of the
dimensionality of coping measures, context variables, and outcomes, one
must keep in mind which "level"” of structure is being referred to. In
each medsurement analysis, the dimensionality of a set of items was
assessed. These first-level dimensions formed the basis for scale
construction. Once the scales were developed, the dimensionality of the
scales was assessed. This represents a second-level higher-order
dimensionality.

The context within which a person's coping occurs was defined in
terms of four higher-order dimensions: (1) the person's personal
resources including self-esteem, sense of control, will to live, and

connectedness to other people; (2) the social network/social support

(i.e. how helpful the people in that network are); (3) the person'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 dimensions: (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 their views of living; (3) extent of active
distraction, 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 threc dimensions, mental health
{e.g. anxiety, depression), physical health (e.g. functional status),

optimism/positive outlook (e.g. optimistic that life will work out).

When the dimensionality of all of the measures was evaluated, the
first dimension was basically a combination of the personal resources,
relaxing, and mental health dimensions. The remaining overall
dimensions roughly corresponded to the other dimensions of context,
coping, and outcome measurces {although optimism combined with physical
health and confidence in medical care combined with active distraction).

Two studies were described earlier in which the dimensionality of
coping was assessed (Adler and Penman, personal communication, and
Felton et al, 1980). These studies both evaluated the dimensicnality of
a set of items, thus their results represent first-level dimensions.

Adler and Penman observed five dimensions (the corresponding
dimension in this study is shown in parentheses, with an indication of

whether it is higher-order (HO) or lower-order {(LO):

reordering life priorities (enjoy life--L0)

mebilizing social support {social network/social support-HO)
positive outlook (optimism/positive outlook--L0)
avoiding the sick role {reject sick role--HO)

reliance on religion {religious/spiritual beiiefs~-H0)
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Slightly less correspondence exists between the findings of this
study and those of Felton et al. (1980); however, many similarities were
observed. They found six factors (the corresponding factor in this
study is shown in parentheses):

cognitive restructuring (enjoy life--1L0)
{efforts to find positive
aspects of illness)

affective expression (social network/social support--HO)
(social support/expressiveness-L0)

wish-fulfilling fantasy (no corresponding dimension)
self-blaming denial (no corresponding dimension)
information seeking (concern with illness--HQ)

(seek information--L0)

minimization of threat {active distraction--HO)

Of the Felton et al. dimensions, wish-fulfilling fantasy and
sclf-blaming denial were not identified in this study because only one
or two items were included to assess these concepts. Their cognitive
restructuring dimension contained items pertaining to finding positive
aspects of the illness, rediscovering what is important in life, finding
new faith, turning to work or other things, looking on the bright side
of things, doing something new, and taking a vacation. Although the
most correspondence cxists betweern this dimension and the enjoy life
scale (which pertains to enjoying things more and living more for
today), other elements of this dimension appeared in this study in
several other measures such as optimism/positive outloock (locked on the
bright side of things), religious/spiritual perspective (more aware of
what 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 compesed of several lower-corder concepts
such as enjoying life more, having a religious/spiritual perspective,
and looking on the positive side of things. Because Felton et al.
included only one or two 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 respenses. However, the finding
that slightly different dimensions are observed depending on what other
items are included in the analyses suggests that caution should be used
when 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 thase
dimensions may only represent the best empirical sclution te 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. When 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 (i.e. measures) were 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 Lhis in different populations, with increasingly refined
measures), we should be able to describe coping responses more
parsimonicusly. That is, if cne 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, morc 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 when the dimensionality of all measures

combined was studied: personal rescurces,

self-care/religious/spiritual, relax/routine/enjoy, active distraction,
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and rejection of the sick role. These are important and useful
dimensions. Thus the conceptual framework that allows their

identification should be retained.

RELATIONSHIP QOF 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 will 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.
Feople who believe in personal control over recovery and people who
believe that their recovery is not up to chance, or that it is up to God
or teligious faith, are morc optimistic. However, none of the beliefs
about recovery measures were associated with any of the other health
outcomes, with one exception; the exception is that people who believe
that health habits affect recovery are more likely to report improvement
in their health compared with the situaion a month ago. It is possible
that people who have made changes in their health habits attribute their
improved health te the changes. Although no previous studies of these
relationships were found in the literature, one might have expected some
association to occcur. For example, if people believe soﬁething affects
their recovery (thomselves or medical care) one might expect them to
feel less depressed and anxious and have a greater sense of well-being
(see Thompson, 1981).

Neither beliefs that recovery was up to one’s thoughts and emotions
nor beliefs that one's health habits could affect recovery were
correlated with a sense of control. This suggests that a general sense
of control may be distinct from health locus of control: a similar
finding was observed by Lau and Ware (1981): using factor analysis, they
found that a measure of salf-contral over health loaded on a separate

factor than any of their measures of general locus of contrel.
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A sense of control turned out to be an important concept in terms
of the nuober 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 was an important component of the personal context
dimension. People who have a greater sense of contrel 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, TFor example, patients who were allowed to
make choices about daily matters (essentially giving them a sense of
contrel) had a heightened sense of well being (langer and Rodin, 1976);
hospital patients who felt a lack of control sometimes became angry or
anxious (Taylor, 1979); people with 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 deseribed by Thompson in terms of the
minimax hypothesis: People who have a sense of control know that the
situation will not become so aversive that they cannot 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 situatieon (in this case the serious illness) will
nol become unbearable,

It would be interesting to determine whether a person's sensc of
control remains stable over the course of coping with illness, or varies
as a function of the "stage" of coping, if there are such 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 the
possibility that sense of control changes as a result of the illness,
and that the important featurec 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
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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 te 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 inm
feelings of incompetence or lowered self-esteem. Self-esteem was
negatively ceorrelated with the number of symptems, 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 Syme, 1979; Linn, Ware, and Greenfield, 1980;
Moos and Solomon, 1965; Visotsky et al., 1961; Weisman and Worden, 1976;
and Wortman and Dunkel-Schetter, 1979). This was overwhelmingly
supported by these results. People who have more extremely helpful
people in their network, fewer unhclpful people, greater helpfulness of
others, less unhelpfulness, more close attachments and expressiveness,
more people whc understand, less stigma of illness, and more frequent
contact with others have greater positive well-being, fewer negative
feelings, more optimism, and more life satisfaction. None of the
indicators of the size of the social network were associated with 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 guality (perceived support)
(e.g, Murawski, Penman, and Schmitt, 1978; Porritt, 1979; and Schaefer,
Coyne, and Lazarus, 1981). Although this may be necessary in some
studies, it appears that in studies of social support and serious
illncss, one might focus resources on the quality measures.

It had been suggested that the crucial distinction is between
having ne friends and having one or more (Langner and Michael, 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

asseociated 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 pecple was not associated with any of
these. Further, the magnitude of the association between the helpful
minus unhelipful wmeasure 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 unhelpfulness (coping hindrance).

Almost all aspects of the doctor-patient relatiocnship 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 with optimism/positive out.look and negatively
associated with depression. This suggests that having a satisfactory
relaticonship with the physician may be an especially important context
that facilitates positive psychological states. It may be that patients
with 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 between communication of information and the various outcomes).
This corresponds to the findings of others that having information is
beneficial (e.g. Jcohnsen, 1975; Krantz and Schultz, 1979; and Taylor,
1979). Having a hopeful diagnesis/outlook and having confidence in
their doctor were the next most important correlates of positive
outcomes. Although humaueness and facilitation of expression were also
correlated with positive outcomes, these variables do not seem as

important as the communication of information, counfidence, and

diagnosis/outlook measures.
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Seeking infermation has received considerable attention in the
literature {e.g. Averill, 1973; Lazarus, 1979; Lipowski, 1979; Krantz
and Schulz, 197%; Moos, 1979a; Silver and Wortman, 1980; Weisman and
Worden, 1976). Some suggested reasons for its beneficial effects were
to regain a sense of control (e.g. Lazarus, 19792; Moos, 1979a), to give
the person something to do (e.g. Moos, 1979a), and to question the facts
and continue to search for more acceptable answers (e.g. Silver and
Wortman, 1980; Weisman and Worden, 1976). 1In this study, seeking
information was an 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 views of living, to not accept the idea of their own
death, and to be bothered by their illness. These findings support the
hypothesis that people seek information to question the facts and search
for acceptable answers. Secking information was not associated with
keeping busy, so it does not seem to be undertaken simply to give the
person something to do. It was not correlated with a sense of control,
thus the hypoihesis is not confirmed that it may restore a sense of
control. Further, the lack of an association between seeking
infermation 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 contrel. Seeking
information was net asscociated with any of the outcome measures, nor
with any of the physician ratings. This suggests that it may not be a
very important coping response gther than teo indicate an active concern
with the illness.

A provocative finding is that if people report having better
communication with their physician {(e.g. doctor explains things, doctor
discusses decisions about treatment), they experience better
psychological states and fewer symptoms. However, seeking information
is not associated with any of these outcomes. It may be that having
open communication with the physician is beneficial, but people who feel
compelled to seek information from other sources do so because they are
not satisfied with the physician's explanation, 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; Moos 197%9a). 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 dces 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 psycheological states and
positively associated with negative psychological states). Previous
studies are inconsistent regarding these findings, i.e., some find
beneficial effects and some find detrimental effects of aveidance (see
Thompson, 1981}, Thompson suggests that avoidant and nonavoidant
strategies may have different effects depending on the "stage' of
coping, e.g. that avoidance may be beneficial at the beginning and less
beneficial later.

Although one would 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 mav be more complicated. The best
measure of denial is trying to forget about the illnress, 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 and then return to denial. This would account for the

inability to detect their bipeclar nature, i.e. in a given time period

people report both occurring.
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Maintaining a sense of optimism or positive outlook was believed to
be strongly influenced by those in the patient'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 sccial supperts, thus the
hypothesis of Visotsky et al. is supported. This finding has
implications for further rescarch and for interventions, which will be
discussed below.

Giving up, or the concepts of hopeliessness 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 directly in this study. Indirectly, these are assessed here in
terms of a sense of control and a will to live. In other studies, both
helplessness and hopelessness were associated with depression (Schmale,
1972), and hopelessness was associated with low self-esteem (Schmale and
Iker, 1970). 1In this study a sense of control and will to live were
both negatively associated with depression, and positively associated
with self-esteem. Thus, these 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 waiting for something in the
environment to change (Sweeney, Tinling, and Schmale, 1970). In the
case of sericus illness, 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). lNopelessness is defined in terms of the 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 when 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 (e.g. Jacobson, 1938; Simonten and Simonton, 1975: Strosahl and
Ascough, 1981; Thompson, 1981). Thompson discusses mental imagery as

one form of cognitive 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. Mental imagery is believed to help a person feel better
and behave in more optimistic ways. The use of mental imagery was not
directly 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 thoughts and telling oneself things Lo
feel better. Active positive thinking, however, was not associated with
any of the psychological states except optimism. BRecaunse there are few
empirical studies of mental imagery in relatien to psychelogical and
physical health outcomes, this finding contributes some important
information. Even though active distraction is an indirect measure, one
would expect some association with some of the psvchological states if
the theory is to stand up. One should keep in mind, however, that the
active positive thinking measure was of unacceptable reliability in the
MI sample (although it was acceptable in the total sample). This
suggests that part of the problem may be that it is difficult to
measure. It is possible that the concept is foreign to people in lower
socioceconomic groups.

Adopting the sick role may be appropriate or not (e.g. it is more
appropriate if the person is recovering from surgery and less
appropriate 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 the sick role was not
associated with enjoying being cared for when ill, thus it does not
appear that people are adeopting the sick rele in order to be cared for.
In fact, the opposite seemed to occur: rejection of the sick role was
positively associated with total amount of helpfulness, indicating that
helpfulness of cthers may enable a persen to avoid sick role behavior.

The will to live was hypothesized in the introduction as a possible
higher order construct. This was not confirmed in the results.

Visotsky et al. {1961} suggest that the will te live can be
significantly influenced by people in the environment. This suggestion
is supported by results here. Although the will to live was a part of

the personal dimension of context variables, it was also assaciated with
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many of the social support measures. It is also highly associated with
reasen to live, which was cne of its definitions (Frankl, 1963).

The associations between the physician ratings and the 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
proguosis can be considered as indicators of the severity of the
illness, these findings suggests that coping responses and outcomes do
not depend on the sericusness of the illness. Another possibility is
that coping responses and outcomes do depend on the severity of the
iliness, but only as perceived by the patient, and that perhaps patients
do not know their diagnosis or prognosis, 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 be (although no previous empirical studies are known).

The pattern of associations between the physician's rating of
current health and all the patients' measures is 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 Lo the similarity, however.
Patients who work and keep busy to take their mind off things
(busy/working measure) have poorer current health as ratéd by
themsalves, 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 working and keeping busy, patients are 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 pesitively associated
with anxiety and with symptoms.

The physician's rating of the patient's coping., optimism, and
current health seems to follow a pattern, indicating that these three
may represent an underlying dimension of the physician's overall

perception of the patient. Similarly, metastases and 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’s perception is strongly influenced by the
patient's self-esteem, rejection of the sick role, not being bothered by
the illness, optimism/positive outiock, and functional 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 was only
associated with one measure, whether the person has any friends or not.
In fact, although they were 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 alsc possible that physicians cannot
accurately rate their patients' compliance, i.e. are unaware of
compliant or noncompliant behavior. This possibility is supported by
Lhe unexpected lack of correlation between the belief that recovery 1is
up to medical care and physician's rating of compliance. One would

expect people Lo be more compliant if they held such a belief.

QUESTIONS FOR FUTURE RESEARCH

A number of questions were raised by the findings reported here.
When an association was observed between two measures, because of the
cross-sectional nature of the data, one is teft to hypothesize the
direction of causality. These hypotheses can form the basis for
prospective studies designed to assess the direction of causality.

Of particular interest is the finding that although pecple have
more pain if they have more unhelpful peoplie around or if they
cxperience 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 feel 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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tfound that people seeking 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 suppdrt in turn exacerbates the pain.

A closely related guestion derives from the finding that pain and
symptoms are greiter in people experiencing more depression, anxiety,
and anger. Either pain and symptoms are physiological responses to the
psychological distress, or people with more pain and symptoms experience
more distress as a result,

Greater self-esteem was associated with better physical and mental
health, less pain, fewer symptems, and greater optimism and
satisfaction. Does self-esteem decline when people are faced with
increasing symptoms and pain and declining health? Or does low self-
esteem make a person more vulnerable to declining health? Or do both
occur?

The finding that optimism/positive outloock is not influenced by
diagnosis 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 research. It would be interesting to
determine in greater depth the nature of optimism and positive outlook,
avaluate its stability over the course of the illness, and assess its
relation to social support in more depth.

One broad category of hypotheses has received a greaﬁ deal of
attention recently--whether coping responses that create positive
emotions and mental 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
ﬁhysiological workings of the body. There is considerable evidence that
this is true with respect to negative emotions and thoughts. For
example, the perception of stress has been shown 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). 8ad 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 heen shown
to retard recovery from influenza (Imboden, Canter, and Cluff, 1961).

The idea that positive thoughts and emotions can be beneficial is
more recenl, and evidence of such effects is more anecdotal than
empirical (Cousins, 1979; Frank, 1975; Jaffe, 1980; Mocdy, 1978;
Pelletier, 1979; Simonton, Simonton, and Creighton, 1978). For example,
Frank (1975), Jaffe (1980), and Cousins (1979) have suggested that
pesitive 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/positive cutlook, positive well-being, depression, anxiety, and
anger). However, religious/sbiritual beliefs, active positive thinking,
and the belief that thoughts and emotions affect recovery were not
associated with any of the physical health measures.

These hypotheses regarding the effect of positive mental states on
illness outcomes need te 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 which will have powerful effects on illness outcomes.

An interesting issue arose when I was talking 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 worse off. They did want to be free to express all of
their feelings to a nonjudgmental listener. Apparentiy so little is
known about the responses 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 around 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). Tf 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
Wortman 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, such large-scale descriptive studies could be undertaken.

GENERALIZABTLITY

There are both favorable and unfavorable clements of this study
with respect to the generalizability of the findings.

In favor of the generalizability, the measures were developd to be
reliable and valid in the total sample, thus they are appropriate to
botlh cancer and myecardial infarction patients. This suggests that
these measures may also be useful in studies of people with other life-
threatening diseases. Nevertheless, because different diseases have
different implications for coping, the use of these measures in studying
people with other diseases should be done with caution. Another element
in favor is that the sample on which the measures were developed
represents a fairly broad range of age, education, and income. Thus,
results should be roughly generalizable to a range of sociceconmic
groups.

One limitation in terms of generalizability is that this study
population is not a random sample of people with serious ilinesses. In
fact, these people probably represent a unique group in terms of coping
styles. Yor example, they are all actively involved in medical care,
they are willing 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 asscciations observed herc also may not generalize to
other undesirable situations, i.e., they may be specific to coping with
serious illness. For example, active distraction {keeping busy,

working) is not associated with negative feelings in rape victims.

CANCER VERSUS MI PATIENTS

The differences between cancer patients and MI patients would be of
interest, to assess whether coping responses and cutcomes differ as a
function of these two disecases.

Te briefly summarize the differences in coping responses and
outcomes, people in the cancer sample were less willing to make
attributions as to the cause of their illuness, less accepting 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 fewer limitations in personal functioning and more limitations in
role functioning.

These differences could possibkly be due not only to the type of
disease (cancer or MI), but to a host of other variables such as age,
sex, education, income, how severe the discase is, pain, nature of
symptoms, not to mention the many context variables assessed here. TFor
example, in this study, cancer patients were younger, more likely to be
female, were more educated, had higher income, had a lower sense of
contrel, had more close attachments, more reason to live, and greater
religious/spiritual perspective. Therefore, to study differences in
coping responses in greater depth requires extensive multivariate
analyses, predicting each measure of interest as a function of disease,

controlling for all other relevant variables. These were beyond the

resources of this study at this time.
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The finding that cancer patients were less willing than MI patients
to make attributions regarding the cause of their illness is consistent
with another study comparing cancer to nencancer 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, MI patients should have a similar nced to defend themselves,
thus this explanation does not seem as plausible in comparing cancer and
MI patients., Given that cancer patients had a lower sense of control,
they may feel less need to attributé 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 two coping responses were associated with both education and
income, indicators of scocioeconomic status (SES): acceptance of death
and seeking information (persons of high SES were less likely to accept
death and more likely to seek information). Only one context variable
was associated with both 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 ceping responses and context
variables observed between 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 with respect to measures of social networks (because older

people have fewer secial networks).

WHAT IS GOOD COPING?

What is good coping? This study was net designed to address this
question directly. There are some issues to be considered before one
can determine what "good” is, such as imposing value judgments on coping
and on outcomes. A good review of the complexities of this issue is
provided by Silver and Wortman (1980). Nevertheless, a few suggestions

can be made based on the findings here, if one is willing to define
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effective coping as a response that is associated with positive
psychological states. People in this study who reported greater
optimism, satisfaction with life, and positive well-being also were more
likely to accept the idea of death, were more expressive, were more
likely to have a daily routine, were not bothered by their illness, had
a more satisfactory relationship with 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 from the illness are all gocd coping responses.

This simple model, however, needs to be 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 wayvs (i.e. in ways that were associated with positive
psychological states) had a greater sense of control and self-esteem,
had more close attachments and were more expressive, had fewer unheipful
people and more people who understocd, experienced less stigma of their
illness, and received less cognitive guidance or advice.

In this model, it is especially important to centrel 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 THERAPEUTIC 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 psychological states and negatively
associated with the 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 Wolfer, 1973) 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. HMany people reported being happier now than before their
cancer, because they had reevaluated their lives and decided to do more
things they wanted to do and less things that other people expected them
to do. In other words, 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 suggestions of ways they might assume more
control may serve as a catalyst for change.

People who cope by actively distracting themselves (é.g., keep
busy, turn to work on other activities to take their mind off things)
might be helped to slow down and consider their lives and what they
want. People who spontaneously slow down and take it a little easier
report fecling happier. Thus this may be a fruitful intervention point.

Closely related to this is the suggested benefit of a daily
routine, although this seems less subject to interventiom.

Nevertheless, if people c¢an be euncouraged to eat regular meals and get
regular sleep, no harm will probably be done and their feelings of well-

being may be improved (see Vaillant, 1977).




- 289 -

People without close attachments 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 could take the form of individual counseling (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 adeguate support is being provided. Assessment should be
made of perceived support.

It may be that the value of all interveantions 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 was 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 cxpressing their feelings, especially the painful
feelings aroused by having a serious illness. The findings here showed
that people experiencing the most depression, anxiety, and anger have
fewer close attachments, 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." If these people could be identified, it is possible they
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 respouses, 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 step 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 disease.

Because the use 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 time and money, and are forced either to select from
measures previously developed by others, even if. the measures are not
exactly suited to the purpose of the study, or to develop their own
measures in a short time before 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 fellowing the guidelines
presented here, users can be assured of reasonably reliable and valid
measures at the oulset.

This study may also be used as a guideline to others for
constructing reliable and valid measures. Researchers who are not
highly skilled in measurement development can construct their own
measures by following 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 synithesis of findings in the literature and its
usefulness was empirically supported by the results reported here. By

distinguishing between context variables and ¢ouping responses, several

dimnensions were identifjed that otherwise might have been aobscurad,
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APPENDIX A

ITEM FREQUENCY DISTRIBUTIONS
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Table A.l

BELIEFS ABOUT RECOVERY ITEM FREQUENCY DISTRIBUTIONS

Cancer Sample (H=95) MI Sample (N=44)
a Questionnaire NMumber Humber
Item Item Number H 2 3 4 5 Missing 1 2 3 4 5 Missing
1 v.8 4P 25 20 4 3 2 14 20 3 1 4 2
(44.1) (26.9) (21.5) (4.3) (3.2) (33.3) (47.6) {(2.1) (2.4} (9.5)
2 V.14 43 33 14 2 1 3 16 19 5 1 1 2
(45.8) (35.9) (15.2) (2.2} (1.1 (38.1) (45.2) (11.9) (2.4) {2.4)
3 V.18 35 33 19 2 i 4 11 24 4 2 1 2.
(39.6) (36.3) (20.9) (2.2} {L.1) (26.2) (57.1) (9.5} (4.8) (2.8
4 V.22 27 s 15 9 4 5 5 20 5 3 8 k!
(30.0) (38.9) (16.7) (10.0) {4.4) (12.2) ¢48.8) (12.2) (7.3) {(19.5)
5 v.l 11 10 14 30 27 3 g 3 4 5 21 2
(12.0) (10.9) (15.2) (32.6) (32.6) 21,4) (7.1} (%.%) (11.9) (50.®
6 V.38 2 9 19 4 27 4 i 9 ? . 4 23 2
(2.2)  {9.9) (20.9Y (37.4) (29.7) (9.5) (21.4) (4.8) (9.5 (54.8)
7 V.2 b4 21 7 0 1 2 26 14 1 1 Q 2
(68.8) (22.6) (7.5 (0.0) (1.1) (61.9) (33.3) (2.4 (2.4) (0.0}
8 V.31 38 32 16 5 1 3 17 22 1 2 ] 2
(41.3) (34.8) (17.4) (5.4} (1.1 (40.5) (52.4) {2.4) (4.8  (0.0)
g V.12 7 15 14 37 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)
10 V.28 18 39 14 16 2 5 4 16 8 5 4 7
(20.0) (43.3) {15.6) (17.8} (3.3} (10.8) (43.2) (21.6) (13.3) (l0.8)
11 V.36 22 37 21 9 3 3 8 28 3 a 2 3
(23.9) (40.2) (22.8) (9.8) (3.3) (19.5) (&8.3) (7.3) (0.0} (4.9)
12 V.32 3 & 8 il 46 3 3 7 2 3 27 2
(3.3) 4.3 (8.7 (337D (50.0) (7.1} (16.7) (4.8) (7.1} {(64.3)
13 v,25 18 24 29 13 7 4 11 13 7 2 9 2
(19,8) (26.4) {(31.9) (14.3) (7.7} (26.2) (31.0) (16.7) {4.8) (21.4)
14 V.15 5 12 19 35 20 4 2 10 3 7 17 2
(5.5) (13.2) (20.9) (38.5) (22.0) (4.8) (23.8) (14.3) ({16.7) (40.5)
15 V.20 21 a4 17 6 3 4 8 28 2 1 2 3
{23.1) (48-4) (18.7} (6.6} (3.3 {19.5) {68.3) (4.9 (2.4) (4.9
16 v.3 8 31 18 15 19 3 4 9 8 4 17 b
(8.7 (33.7) (19.6) (1l7.4) (20.8) (9.5 (21.4) (19.0) (9.5 {(40.5)
17 v.10 9 28 13 9 2 4 17 19 3 2 1 2
(42.8) (30.8) {14.3} (9.9) (2.2) (40.5) {45.2) (7.1 (4.8) (2.4}
18 7.5 27 18 24 13 11 2 14 12 3 4 9 2
(29.0) (19.4) {(25.8) (l4.0) (11.%) (33.3) (28.6) (7.1) (9.5} (21.4)
19 V.26 29 17 24 9 13 3 17 13 2 1 9 2
{31.5) (18.5) (26.1) (9.8) (l4&.1) (40,5) (3L.0) (4.8 (2.4) (21.4)
20 V.35 16 15 22 16 21 5 18 11 1 0 12 2
(17.8) {(16.7} (24.4) (17.8B) (23.3) (42.8) (26.2) (2.4) (0.0) (28.8)

3l ten number from Tables 4 and 5.

b
Numbetr (percent in parentheses).
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Table A&

SENSE OF CONTRDL TTSM FREDUENCY DISTRTAUTIONS

Cancer Sample (H=95)

M Sample (N=R1}

Questionnnire b b

Trem Ttem Humher 1 2 i 4 5 H/AT Misaing 1 2 1 4 5 Hin  HMizsing 1

1 YILIF 17 a7 18 10 v} 1 2 8 v 5 7 1 [+ 3 25
¢18.5) (51.1) (19.6) (10.9) (m.o0 (13.3) {65.00 (8.3 (11.7)  {1.7) (Th. i)

2 VI % 0 19 41 21 13 a 1 2 [ 12 13 28 1] 2 2
0.0y {20.2) (43,6} ({22.1) (13.8) (3.3) (9.8} (1%9.7r (21,1 (45.9) (1.1}

3 ' VI. W B 54 19 k4 1 & k) 3 hE| Il A 5 N 1 12
(9.8) (58.7) (20.6) (9.8) (1.}) (5.0 {55.0) 1B.2) (13.3) (8.1} T (7.9

4 VI.4 2 13 19 41 19 Q. 1 2 1 10 17 28 0 k] [
{2.1) (13.8) {20.2) (43.6) {(20.2) (3.3)  (5.M) (16.7) (28.3) (4h.7) (2.6)

s VI.1P 23 55 9 5 1 o 2 13 a4 1 2 I 3 3
(2.7 (59.1) (9.7 (5.4} (1.1} (2.1 (i Ly (. (0.m (27.9%)

f vI.7 7 a 1a 24 36 ] 2 4 1 a ‘14 35 1] 1 11
(7.3 (B} (19.4) (25.8) (3.7 (6.4) (1.6} (12.9) (22.5) (56.4) (7.1

? IV. 78 43 38 9 1 1 0 k| 11 18 3 2 2 2 5 54
{46.9) [{41.3) {9.8) (1.1} (1.1) - (19.6) (A7.8) (5.4 {1.6) ({1.48) f3h,5)

"ftem mimber from Table 29.

bNot applisablae,

An
(56, h}

5
(1A 1)

a7
(7.2

14
{10, 4)

99
(hn.7)

9
{5.8)

Fi
(51.4)

3
21
f1h.1)

53
(3.2}

10
{(19.7)

24
(8.8

n
(h. 7}

20
[R1i3%:3]

12
(B.1)

h
13
()

Wy
(21.9)

17
(1E.7)

8
(3.n

7
(4.0}

gt
{74.%)

3.
(2.0

3

1
IR

At
(ra

fy
{1.4)

87
(11, 5)

1
N, n)

i
(4%, 8}

Y
(2.0

Nf.'\l‘ Hisslag

I

fy

f

- L6g -~
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Takle A.3

SELF ESTEEM/BODY IMAGE ITEM FREQUENCY DISTRIBUTIGNS

Cancer Sample (N=95)

MI Sample (M=44)

Questiconaire Numbar Humbet

Trem Iten Wumber 1 2 3 4 3 Miaaing L 2 k| 4 5 Missing

1 vI.9¢ o 2 21 12 ss 5 4 7 10 6 32 4
(0.0) (2.2} (23.3y (13.37 {sl.1} (6.8) (11.9) {16.9) (10.2) (54.2)

2 vI.9A 2 9 24 0 26 4 1 3 18 14 25 2
(2.2} (9.9) (26.4) {31.0} (28.5) (L.6)  (4.9) (29.5) {23.0) (41.0)

3 VI.la i 53 [ k| 0 2 19 35 2 3 ! 4
(33.3) (57.0) (6.4} (2.2) (0.9 (32.2) (59.3) {34y (5.1} (0.0

4 VI.2A 9 - b4 28 & 5 1 13 26 14" 3 3 i
(9.8 (47.8) (30.4) (5.5} (5.&) (22.0) (44,1} (23.7y (3.1} (5.1}

3 vI.1U 12 46 15 10 7 4 3 41 .5 [ 5 1
{13.2) (30.3} (17.6) (1l.0% (7.7} {3.0% (AB.3) (2.3 (10.3} (B.1)

& V.Y 12 47 13 18 2 3 A 46 3 & b 3
(13.9) (51.9) (1l4.1% (19.6} (2.2) (6.7)  {75.7) (5.0} {l0.0} (L.

7 vI.1g 12 24 18 13 6 2
(12.9) {25.8) (19.4) (35.5) (6.4

3 VI.IB 18 40 14 17 4 2
(19.4) (43.0) (15.0) (18.3} (&.3)

3 VIL1H 15 i8 10 1% 11 5
{(16.7) 42,2y {(11.1) (17.8) (12.2)

10 ¥I.1E 14 15 5 24 13 2
(17.2) {37.8) (5.4} (25.8) {(l&.0)

i1 VI.1M 16 - 23 11 24 19 2
(I7.2) (24.7) {11.8} ({25.8) <{20.%)

S 12 VL. 10 -3 11 9 36 34 2
(3.2) (11.3)  (9.7) (38.7Y (26.8)

13 VI.1S g 22 7 k] 17 2
(9.1 (23.8) (7.5 {4091 (18.3)

*ftem number from Table 35,
bNumber {perecenc in parencthesas).

SYot asked.




Takle ALk

SOCIAL NETWORK ITEM FREOQUEMCY [FISTRIBUT LONWS

11

12

13

{luestionnaire
Item Humber

Cancer Sample (N=93)

MI Sample [(M=A1)

2

TW. 1A

V.18

TV L

Iv.in

TV.IE

V. 1F

w.ic

TV, 1H

IV.1T

I¥. 1

IV.1K

V. IL

TV 1M

FLtem number from Table 43,

bNot applicable.

if
(50.0)

26
(34.2)

Ly
23.m

16
(.21

KL
{43.2)

16
(36,43

25
(40,3}

13
(26,8}

21
(42.0)

10
(5.7

26
(6.4}

13
{52.8}

10
(15.9)

5
f27.2)

2%
(12,9

18
(24.3)

35
(37.8)

26
(29.5)

12
(27.3)

18
(29.0)

19
(313.9)

12
(24.m)

f
121.4)

14
(19,73

10
(23.8}

3 4 s BAY Missing 1 2 3 4 s waP Miseing 1 2
7 H 4 7 ] 16 4 3 5 1 24 5 ] 1%
Q0.ay (3.0 (6. (47.0% (26,50 fR.my O1a7r {1 (59.4) (i@
L5 2 4 2 1 14 30 9 3 1 ) 2 i 53 -
fle.3) (2.2} (4.9 (29.5) (492 (14.8) (4.9 (1.6) {42.8) {15.9)
0 5 a 15 3 10 26 13 3 1 6 4 1% 51
(26,31 (6.8) (0.0} (18,93 (&9.0) (24.5) (5.7} (1.9} (27.8) (39.5)
21 1i k) 20 1 & 11 14 7 1 16 [ 21 31
(31.1) (17.s} (4.0 (9.3 (30.2) {41.4) {16.7) (2.3} [17.9) {26.5)
5 24 12 a 2 2 4 1 7 ) q 41 18 39
(3.4} (25.8) [(14.®8) (9.1y (i8.2)  {4.5) {I1.8) (3h.4) (15.6) (21,9}
19 5 ] 7 sl 9 22 18 4 a 7 3 47 4R
(21,6} (5.7y  (0.O) (1.0 A8y (340 (7. (0,0 331 (LW
11 5 0 45 £ 3 10 2 1 3 a9 5 19 22
(25,03 (ll.4y  {0.@} (15,8} §32.0)  {10.5)  {5.3) (15.B} {30.2) (3.9}
12 [ 1 27 f 15 15 ¥ 4 1 19 2 an 33
(19.4) (9.7} (1.6} £35.7y {35.7) {1h.7) {9.5) {2.4) (3.3} (3.7}
17 5 n 32 t 2 10 14 4 2 26 5 17 29
(.8y 8m hm (6.2) (3L.7) (43,8} (12.5} (6.2} (19.3}  (33.m
H 5 5 37 B 2 4 1 2 0 46 8 23 16
(14,03 (10,03 (0.0} {22.2) (444} (1L.t) (22.2) (0.0 {39.0y (7.1
H 3 H 56 1L bl 1 1 ! n 57 8 i 7
(25.0) (10.7) 7.1y .0 {33, §33.3  £33.3) (.0 (12.21  {22.8)
a0 H 4 20 4 5 9 [ A q 31 fi 11 74
[26.2) (9.8}  (5.6) £20,8)  (37.3% (29.0)  (lA.7) (0.D) [(12.8)  {2a.1}
7 k! 4 a5 8 3 1 i i 0 15 5 21 2
(6.7 {711 (ns (13,0 {47.RY (¥e. 1} (13.3) (R 132,70 032.3)

cNumher {pereent in patentheses).

Total sample (H=15R}

ki

in
(2.9)

24
(15.7)

3
(5.6}

4
{35.0)

&
(5.2]

37
(26.2)

113
(20, %)

19
(18.3)

i1
(35,2}

g
(13.6)

(3.7)

B
(6.2}

n
(17, 1)

11
(z2v.nd

9.9)
10

[R5
9

(1.2

7
(11.9)

4
(1297

il
81,6}

K Mit
5 K ]
(5.0)
5 2 1
(1.1
1 12 i
£0,8)
& 16 5
€4
2t 0 43
(18.3)
] 14 3
h.n}
3 fia 11
{4.R}
2 Of A/
(1.9)
hs oA I
L
3 B3 1]
[A.7}
2 1068 T
{504}
4 R 17
[GECS]
4 %0 11
£5.2)

T o667 T
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l¢om

Cancer Sample {NaG%)

Lable AR

WITL T LIYF LIRS FREGUENEY DISTRLBUT10MS

Juestionnalre Numbet

Tten Mumber 1 2 3 4 5 Migsing {Percent) 1 2

VI.IX r.s" 34 5 4 1 3 (N 14 33
(32.2) (3.0} (5.4) (4.3 (L.D) (21,3 (55.0)

¥1.1L 13 29 15 6 14 2 {2) 10 H
(4.8} {26.9) (l&.1) (28.00 (1%.00 (16,7 {5L.2}

V1. 1K 61 N L] 1 a L {4) 34 20
(69.3) (2. 1) (6.6  (1.1) {0.0} (36,7 (11

¥1.1R 13 [T} 3 4 2 k) (n L& 7
(35.9) (47.8) (6.3} (%80 (2.1 [26.7) (43,0}

TIT.%F 9 41 1a ? 2 2 [¢3] 17 29
(31.2) (461} (15.0) sy 2. (31,8} (46.8)

vi. 1l 1 5 4 23 55 ] {n 1 %
(1.1 (5.4} 4.3y (25.0) (64.1) {1.7) {8.5)

ITf.5m 54 26 L} 1 i 4 [a3 15 31
(5%.37  (28.6) {6.8) (3.3 (2.2) [264.8) (50.8)

111.5E 20 25 17 18 12 ] ] 9 17
(2L.33  (20.2) {18.5%) (19.8} {13.0) (l4.8) {1%.7)

¥1.1D 36 23 13 9 & 1 (3 23 i8
{381} 25.Q) (19.¢) (9.8} (6.5) (18,3} (30.0)

1.11 42 28 12 11 - 2 [£3] 0 14
(45.2) {30.1) (12.9) {11.8) {48.4)  (22.8)

v1.17 1 3 4 25 59 L] 183 i 4
(1.1} 3.3 4.3} (27.2) (&4.1) (1.7 6.1

¥1. 11 58 28 7 ] o 2 {2} 21 )3
(62.6} {310.1} {7.5) (0.0} {0.0) (35.0F  [55.17)

¥I.1cC b1 23 4 2 1] ] (3} 1 23
(BB.3) (25,0 (5. %) 2.2} (0.0} (36.1) (3.

K1 Sample (N=47)

Tocal Sampie (N=]58)

Nomber Numbsp

b] 4 5 Mlssing (Percent) 1 ? 3 4 5 Missing {Pervent)

1 T 5 1 (5 62 67 3 11 [ [y 4
m.n {.n &N {50.8F (44 1y (391 (L2y  {L%)

b 9 7 3 (5} n 5 18 15 H 5 {1
(5.0) (15.0) (11,7 (5.8} (6.6} (11.B) {22.9) (13.D)

1 7 1 3 5 97 4 H 3 3 ? {4
(i.?) {13.3) (5.0} (64,2) {27.2) [4.6) {2.0) (2.00

5 [ 6 3 5 ] 5 9 15 4 4 %)
(8.1} (10.0) {(10.0) (12.3) {46.7) (5.9} {%.91 (5.}

A H 5 1 (2 ub 70 18 14 7 1 2}
(6.4) (LL.3)  (8.1) (29.7) (u5.2) (11.6)  (9.0) (&.5)

H 11 ] & (8) 2 i [ 34 99 7 [T
(2.4} (18.8) (B7.8) (1.1) (6.6} (6.0} £22.5) (h5.&)

5 L] 4 2 (3) &% 57 it 9 & L] (4
3.2y (9.8) (6.6) {45.4) {37.%) (1.2 (5.9} £3.9;

1 L2 15 2 [3)] 29 iy mn 10 17 5 &)
6.9 (197 [4t.oy {19.0)  (26.2) (12.1) 1(19.6) (24.2)

3 5 1n 3 (5} 59 a1 H1 14 1? [ (4}
{5.0) (8,3} f18,.3) (J8.8) (10,0} (11.8) 9.2y (11.2)

9 9 - i in 1 %] 21 0 - 1 (n
tia.5) (14.5) (46.4)  (27.1) (115 (12.9)

3 14 k] 3 [§)] 2 H H 41 95 & {4)
(5.0} {26.7) {60.0) (1.3} (&.6) {(4.8) (27.0) (62.5)

2 4 a 3 (5) 79 61 9 4 o 5 {3}
(3.5 (8.7} 0.0) (51.6) (11,9} (5.9} (2.6) (0.0}

3 1 ] 2 [} 94 b 7 & o 5 i1
4.9) {1.31) (0.0) (6.1 {30.1)  {s.8) (2.6) (0.0)

ten number from Table 54.

b
Humbee (percent [n parentheses).




Table 4.9 L4
ACTIVE COFING ITEM FREQUENCY DISTRIBUTIONS
Cancer Sample (N=35) HI Sample {N=61} Total Sample (N=158
a Questiennaire
Ieem Ttem Number 1 2 3 4 5 Hisaing .1 2 3 & 5 Miszaing 1 2 3 4 5 Missing
1 II1.4B 43P k) 11 § 1 3 16 31 8 1 2 5 59 62 1% ? 3 8
(46.7) {(33.7y (12,0 (6.5) (1.1) To(2t.e)y (53.4) (13,8) (L. (3.4) (3.3} (41.3) (12.7) (4.7) (2.0}
2 ITI1.4G 13 28 k]| 11 1 2 . ? 5 8 5 g 5 15 63 38 16 13 ?
{13.8) (30.1) (32.2) ({11.8) {11..8) (3.4) {60.3) (13.8) (8.6} {11.8) (9.9) (41.7) (25.2)} {10.6} (12.8})
3 I11.41 kL 42 9 k| 2 3 * 15 34 3 0 5 k| 51 16 15 3 7 [
{39.1) (45.6) {9.8) (3.} (2.2} (25.0) (56.7) (10.0) {0.0) (B.3) (33.8) (50.0) (9.9} (2.00 (4.6
i ITI.4H 2 2 22 45 21 3 1 L} 10 14 26 4 3 10 32 59 47 7
{2.2)  (2.2) (23.9) r48,9) (22.8) {1.7) (13,6} (16.9) (23.7) (44.1) (2.0 (6.8} (21.2) (39.1) (31.1)
5 TII.24 12 6 k) 5 13 3 50 6 4 1 0 2 122 12 7 6 3 5
(78.3) (6.5 (3.3} (5.4) (6.5 (82.0)  (9.8) (6.6) (1.6} (0.0) (79.1)  {7.8)  (a.8) - (3.9) (3.9}
[ IIT.3E 14 i7 12 22 29 1 5 21 k] 17 15 2 19 38 15 39 4é 3
{14.9) {18.1) (12.B} (23,4} {(30.8) (8.2) (34.8) (490 (27.9) (24.86) (12.2) {24.5) {9.7) (25.2} (28.4)
7 III.2C 63 17 8 4 0 1 45 5 6 2 2 3 119 22 14 & 2 4
(69.1) (18.1) (8.5) (4.2) (0.0) (1s.0y  (8.1) (1¢.0) -(3.2) (3.1 {71.4) (14,3 (9.1} {3.9) (1.3
8 IIT.2D. 48 k)8 11 3 ? ] 51 13 3 1 2. 1 4 &4 16 4 4 1
(50.5) (32,6} (11.6) {3.2) (2.1) (66.1) {(21.0) {8.1) (1.6} (3.2) (56.7) (28.0), (10.2} (2.5} (2.5)
9 1I7T.28 31 22 - 23 8 10 1 ki) 10 4 2 ] 2 70 32 27 10 16 3
: (33.0) (23.4) (24.5) (A.5) (10.6) (63.9} (16.4) (8.6} {31.3) (9.8) (45.2) {20.8) ({17.4) (6.4) (10.3)
10 IIT.5H iz 42 5 20 2 & 19 Kt 2 3 0 1 41 B0 7 23 2 5
(24.2) (46.2) (5.5} ({(22.0) (2.2) {30.68) (61.3) (3.2} (4.8} (0.0 {26.8) (52.3) (4.6} (15.0) (1.}
11 I1I1.3D 36 6 - 5 11 ? 0 29 28 0 4 1 1 &5 64 3 15 8 1
(37.9) (31.9)  (5.3) (l1.6) (7.4} (46.8) {45.2) (0.0} (6.4) (1.8 {41.4) (s0.8)  {3.2) (2.&) (5.1}
12 1II.1A 50 26 8 8 ? 1 18 19 3 10 10 3 68 45 11 18 12 4
(53.2) (27.7) (8.5 (B.5) (2.1} (30.0) {31.7) (5.0} {l6.7) (16.7) (6a,2) (29.2)  {7.1) (11.7) (7.8)
13 III.1B 10 16 1 20 46 2 11 24 [ 13 13 2 21 40 1 kX] 59 4
(10.8) {17.2) {1.1) (21.5) (49.5) (18.0) {3%.7» (0.0) (2L.3) (21.1) (13.6) (26,00 (0.6} (21.4) (3B.2)
14 IIL.1D 3 % 5 13 64 1 3 12 5 1§ 26 1 [ 2 10 29 a0 2
3.2y (9.8)  (5.3) (13.8) (68.1) 4.8y (19.4)  (B.1) (25.8) (41.%) (3.8} (13.5) (6.4) (1B.6) (57.7)
15 II1.1E 32 26 4 18 15 0 ¥ 12 1 7 24 z 39 38 5 35 39 7
(33.7)  {27.4) (4.2) (18.9) (15.9) (11.5) (19.7) (1.6} (27.9) {3%.7) (25.0) (24.4) (3.2} (22.4) (25.0}

tem mumber from Table 62.

Number (petcent in parenthsses).

L



Table A.10

ACCEPTANCE/REJECTION ITEM FREQUENCY DISTRIBUTLONS

Cancer Sample (N=93)

MI Sample (N=83)

fuegtionnaizre . e b eenem s

Ttem Trem Humber 1 2 3 & 5 H/A Missing 1 2 3 4 5 N/A Missing 1 2

1 TI.244 D 37 5 10 11 1 1 20 32 o ] i ] 2 50 L]
(32.2y (39.8) (5.4 (10.8) (11.8) (32.8)  (52.4) {0.0) (13.1) (1.6) (32.5) (44.9)

b Ir.22 .5 11 47 27 5 ¢ ) 9 7 16 16 11 ] 2 14 !3
(5.3) (11.8) <{4%.3) (28.4) {5.1) (14.8) (11.5) (26.2) [(26.2) (21.7) (9.0 (11.5}

3 I1.248 25 26 z - 18 19 3 2 13 15 2 17 12 o] 3 348 42
(27.8Y (2B.9) {2.2} {20.0) (21.1) (21.7) {(Zn. 1) (3.7 (2R.3) (20.00 (25.3) (28.1)

4 II.240 58 10 2 2 2 1 43 23 34 o 3 ] ¢] 3 Bl b
(61.7y (31L.9) {2.1} (2.1) (2.1} (38,3) (56.7) (D.0) (5.0) {0.0) (52.8} (41.8)

5 I1.23 21 24 0 20 - 0 0 13 8 15 25 - 0 2 34 32
(22.1) {25.3) (3l.8) (Zi1.0) (21.3) {13.1) [(24.8) {41.0) (21.8% (20.5%)

6 11.24E 52. 3 5 2 a 1 1 23 32 4] 4 Q Q 4 75 LX)
(55.%y (33.3) (5.4) (2.2} (L.2) (39.0) (54.2) {0.0) {6.8) {0.0) (49.23)  (al.a)

? 1L.24C 3l ) 1 & 3 2 1 24 34 1 1 ) 1] ie] a 15 65
(55.4) (.9 {1.1) {3.3) (40.0) (56.7) (1.7) (1.7) (0.0 {493} (42.8)

(6.5)

(3.2}

63
4n.4)

4
(2.7

H
(1.3)

3]
(18.8)

3
(3.3)

2
(1.3

&

18
ann

L]
(27.8)

35
(23.3)

5
(3.2}

45

5

L2
(7.8)

1B
(11.5)

11
(20.7)

2
(.1

(24.8)

]
(3.9

7
[}

(2.0)

(2.0

Total Sample (N=158)

Hfh Missing

1

3

[

¥ltem number from Teble 6B.

b

Wumber (pareent in parentheses}).

70t ~
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Table 4.11

DOCTOR PATIENT RELATIONSHIP ITEM FREQUENCY DISTRIBUTIONS:
CANCER SAMPLE (N=95)

Fesponse
Questionnaire ) : Yumber
Iram® Item Number 1 2 a & 5 Missing

1 vILSA a® a3 12 3 1 5
(45.6)  (36.7) (13.3y {33  (1.1)

2 VII.5N 28 43 17 2 1 [
(30.8) (47.2) {18.7) . {2.2) (L.

k| VI1.4A 36 k| 15 . 3 3 -3
(3%.1) {35.9) (16.3) (5.4) (3.3)

4 VIL.4B 70 18 3 ! 1 3
(?6.1) {1%.6) (3.3} (0.0} (L1}

5 VII.5E 44 36 6 2 4 3
{647.8) (39.1) (6.5} (2.2} (4.3)

6 VII.51 5 8 ? 45 26 4
(5.5 (B.BY (7.7} (49.4) (2B.6)

7 V1I.5D 33 4l 10 k] 4 4
(36.3) (45.0) (11.0} (3.3) (4.4}

B VII.5U 2 ? 9 37 37 k|
(2.2)  \7.6)  {9.8) {(40.2) {40.2)

9 VIL.5M 28 47 10 & 3 3
(30.4) (¢51.1) (10.9) (4.3) (3.3}

10 VI1.50 . 25 4l 13 a I 3
(27.8) (45.8) (lé.4) (10.00 (2.2)

11 VII.5F o] 3 [ 36" 48 &
0.0) (3.3} {44 (39.8) (52.7)

12 VII.5R k) | 49 7 2 2 4
(34.1) (53.8} (7.7} (2.2 (2.2

13 YI1.5¢ 2 2 9 13 46 3
(2.2)  (2.2) {3.8) (35.9) {(50.0}

14 ¥II.5T 37 37 3 & 7 3
(60.2) (40.2) (5.4} (6.5) (7.8}

15 VIL.5L 1 7 5 32 47 3
(1.1).  (7.6) (5.4) (34.8) (51.1)

1 VII.SB k]! 33 13 5 3 k]
(41.3) (35.9) (l4.1)  (5.4)  (3.,3)

1r VIL.5% k1 26 27. A 2 5
i (34.4)  (28.9) (30.0) , {&.4) {(2.2)

18 VII.58 29 kL] 22 k| 0 k|
(31.5)  (41.3)  (23.9) (2.3} {Q.Q)

19 VII.5K 0 42 10 7 3 3
~ (32.6) {45.6) (10,9} (7.6 (1.%

20 VII.5V 4 4 14 13 1 [
(4.4)  (4.4)  (15.4) (36,3} {39.8)

21 VII.5T 7 9 & 35 34 4
7.7}y (9.9} {6.8) {38.5) (37.4)

22 VII.56 13 ki3 3 7 5 5
(36.7)  (40.0) (10,0} (7.8} (5.8)

23 VII.5C & 5 5 kT %1 4
(6.6)  (5.5) (5.5} (37.4) ({45.0)

2e VII.58 28 19 é 15 3 4
{35.8) (42.8) (6.8} (16.3) {(3.3)

25 VII.5P is 44 15 13 3 5
(16.7)  (48.9) (16.7) '(l4.3) (3.3)

% . VII.1 65 18 2 3 3 4

(71.4Y  (11i.3) (2.2} (3.3 (3.3

Fltem number from Table 73,

Humber (percent im parentheses).




Tahle 4,12

PLEASURES/BENEFITS ITEM FREQUENCY DISTRIBUTIONS

Total Sample (N=158})

Cancer Sample (N=95) ML Sample (N=63}
fuearionnaire
tenm Ltem Humbar 1 2 3 & 5 N/A Missiog 1 2 k] 4 5 H/A Missing 1 2 3 4 5 H/A Missing
1 I11.5B J?b s A 3 1 0 3 12 14 7 ? 1 1] 2 49 72 15 15 2 0 5
{(40.2) (41.3) {8.7) (8.7 (1.1 (19.7) {355.7) (11.5) (11.5) {1.6) (32.0) (47.0) (9.8) (9.8} (1.1
2 111.34 . 8 28 8 23 23 0 a k] 15 1 17 25 Q 2 11 43 g 45 48 1] 2
(8.4 (29.5) (8.4} (29.5) (24.2) (4.9} {(24.6) (1.6 (27.9) ({&1.0) {7.0) (27.6) (5.8) {(28.8) (20.8)
3 TIL.5C 21 15 3 27 7 [} 2 $ 20 1 15 17 0 1 k[i] 55 4 42 24 0 3
(22.6) {17.6) (3.2) {29.0) {7.5) {14.57 (31.2) (1.6) (24.2) (27.4) (19.4) (35.5} (2.6 {27.1) [(15.5)
4 IT1.53 23 32 13 17 6 a 4 8 18 1 13 11 0 3 ki3 50 23 30 17 [} 7
(25.3) (35.2) (14.3) (i1a.7) ()] (13.3) (30.0) (16.7) {(21.7) (18.3) (20.5) {32.1y (15.2) (19.9) ({11.2)
5 1II.5L 10 20 5 26 28 1 5 & 16 5 21 13 0 2 16 36 10 47 a1 1 7
(11.2) (22.5) (5.6) (29.2)} (31.5) {4.8) {(26.2) (8.2) (34.4) (21.3) (10.7) {24.0) (6.7 (31.3y (27.3)
6 I1L.5% 5 8 ] 15 54 i} S 4 12 4 17 24 0 2 9 20 1z az 73 1] ?
(5.6) {8.9) (8.9) (16.7) (60.0) {6.6) {19.7) {6.6) (27.9) (39.3) 6.0 (1A.D) {roer (21.2) ({51.8)
7 111,58 14 k2 7 19 20 o & 10 13 o 11 4 0 3 24 86 7 30 24 O 7
{15.4) (35.1) (7.7 (20,9 (22.0) (16.4) (57.4) {0.0) (18.0) (6.6 (15.9) (43,7) (4.6} (19.9) (15.9)
B IIT.5A 10 i 5 27 1% o 3 16 22 1 9 13 0 1 26 53 ] 36 32 0 5
(.9 (33.7) {5.4) (28,3} {20.8) (26.2) (36.1) (1.6} (34.8) (21.3) (17.0} (34.6) (3,93 (23.5) (20.9)
9 I1I1.51 17 oAl 14 25 6 0 2 11 6 5 i? 7 0 2 28 57 15 37 i3 ] 4
(18.3) (33.3) (15.0) ({(26.3) (6.4} (18.0) (&42.0) (8.2) (1%.7) (l1.5) (18.2) (37.0) (12.3) (24.00 (8.4)
10 I1L.3F 28 a8 5 19 3 0 2 9 35 2z 14 1 i} 2 7 73 7 i3 i Ll 4
(30.1) (40.9) {5.4) (20.4) (3.2) (14.8) (57.4) (3.3 (23.0) {1.6) (26,00 (&7.4&) (4.5 {?L.4&) (2.8)
11° IT1.38 & 0 ? a0 29 1 2 -] 15 2 15 17 o ) 14 35 9 4% 4k 1 4
{6.5) (21.7) {7.6} (32.8) {31.5) (13.1) (24.6) (3.3) (31.1) (27.9) (9.2} (22.9) (5.9} (32.0) (30.1)
12 I11.3c i8 3l B8 18 17 ] k] 1.2 25 2 11 9 o} 2 30 ] 10 1 26 0 5
f1%.6) (33.7) {B.7) ({19.5} (18.3) (19,73 {4103 (3.3) (21.7) (1l&.8®) (15.6) (36.6) (6.5} (0.7} ({17.0)
13 IIT.5D 35 24 2 13 16 il 5 9 ] 1] 1q 31 i} 2 &4 1 2 33 49 1] 7
(38.9) (26.7) (2.2 (l&.4) (17.8) (14.8) (4.8 (0.0)  {16.4) (54.1) (29.1) (21.8) (1.3) (15.2) (32.4}
14 IIT. 4R 12 14 0 15 22 il )3 5 15 10 & 22 ] 5 18 29 40 21 4 bl ]
(13.8)  {14.,9) (3.9 (16.0) (23.%) (A6 (25.%) {17.2 {10.1) (7.9 (11.8) {1%.1} (26.3) {131.8) ({28.9)
15 I11.3¢ 38 i7 3 12 1 1 1 16 34 1 7 i) i 2 54 Fa ! &4 1% 3 1 3
(40,93  {39.8) (3.2} (1.9 (3.2) (26.3) {55.7) (1.6} {11.5) (4.9) - (35.1) (46.1) (2.6} {1z.3) 3.9

%Item mumber frow Table 79.

bNunber (percent in parentheses).
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Table A.13

POSITIVE AND WEGATIVE FEELINGS ITEM FREQUENCY DISTRIBUTIONS

Cancer Sample (N=95)

MI Sample {N=63}

Total Sample (N=158)

Queationnaire Nimber Humber Number
1tem Item Humber 1 2 3 4 5 Misaing 1 2 3 4 5 Missing 1 2 3 4 5 Missing

1 v1.16 26® 45 18 3 bl 3 10 38 6 2 2 5 16 B3 24 5 2 8
(28.3) {48.%) (19.6) (3.3} (¢.0) {17.2) {65.3) (10.3} (3.4} (3.4} (24,0) {55.2) (16,0} (3.3 (1.1}

2 VILIN 46 3 10 1 0 2 28 29 1 1 0 4 74 65 11 2 0 3
(4%.5) (38.7) (10.8) {1.1) (9.0) (41.4) (43.2) (1.7} (L7} (0.O) (48.7) (42.8)  (7.2) (1.3} (0.0)

k| VI.9B 1 ? 16 11 51 4 1 2 9 ? 41 i 2 9 25 23 92 7
L (.7 (17.8)  (17.6)  (56.0) 1.7y (3.1 (15.0) (1L.7) (6B.1} €1.3)  {6.0) (16.6) (15.2) (60.9}

4 I11.4F 1 & 18 k1 4 2 1 8 15 10 25 4 2 14 23 44 59 A
{1.1) {6.4) (19.4) (36.8) (36.8) (1.7} {13.6) (25.4) (16.9) (42.4) (1.3) (9.2} (21.7) (28,9 (38.8)

5 111.4D ki1 46 10 4 2 b 17 3 10 1 1 3 48 77 20 5 3 5
€33.3) {49.5) (10.8) (4.3} (2.2) (28.3) (51.7) (6.7} (L7} (LD {31.4) {50.3) (13.1) (3.3} (2.0

6 I11.4C 5 10 o kL 18 2 L} 12 11 12 18 & 11 22 4 42 16 f
(5.4 (10,8} (32.2) (32.2) (19.4) (10.2) (20.3) (18.6) {20.3> (30.5} (7.2) (l4.5) (27.0} {(27.6) ({23.7)

? ITI. 44 3 23 23 9 7 2 11 7 14 5 : 4 42 a4 a7 14 15 I
(33.3) (24.7) (24.7) (9.7y {1.%) {186} {35.6) (23.7) (8.5} (1L E&) (27.8) {28.9) (24.3) (9.2) (9.9)

8 Vi.&R 11 48 19 12 2 3 k| ¥ ? 6 8 2 14 85 2% 18 10 5
(12.0) (52.2) (20.6) «{(13.00 (2.2) 4.9y (0.6} {11.%) {9.8) (13.1) (9.2) {5%.6) (17.0) (1l.8) (5.%)

9 V164 8 29 22 12 11 13° 6 10 s 3 24 15t 14 39 27 15 35 28P
(9.8)  (35.4) (26.%) (1l4.8) (13.4) (12.%) (20.8) (10.4) (6.2) (50.0) (10.8) (3.0 (20.8) (11.5) {26.9}

10 VI. G0 25 42 16 3 1 2 10 32 5 7 & 3 35 74 71 1% 7 5
{26.9) [45.2) (17.2) (9.7} (1.1 16,77 (33.3) (8.3) (11.7) (10.0} (22,9} (48,.8) (132.7} (10.4) (4.6)

11 VI.6D 12 40 15 15 6 3 7 22 12 13 & 3 19 62 1 28 12 [
(10.0) (43,5} (20.6) {16.3} (6.%) (11.7) (36.7) (20.0) (21.7) {10.0) (12.5) (40.8) (20,4) {1B.4) (7.9

12 V.8 32 35 17 7 2 z 25 1?7 9 6 5 1 57 52 26 13 7 b
£34.4) (37.8) (18.3) (1.5} (2.2} €40.3)  {27.4) {14&.%) (9.7} (8.1} (36.8) (33.5) (16.8)} (B.4) (4.5}

13 v1.oD 4 55 25 7 i 4 8 40 11 2 0 2 iz a5 1% 9 0 é
4.4y (60.4) (27.5) (7.7 (n.03 (12.1) (&5.8} {18.0) (3.3} {0.0) (7.9 (82.5) (21.7) (5.9} {0.0)

14 vI.26 3 51 11 7 1 2 6 kL g 5 1 3 9 20 40 12 2 5
(3.2) (54.8) (33.3) (7.5) (1.1 (10.0) (65.0) {15.0} {8.3) {1.7} (5.9) (s58.8) (26.1) (7.8) {1.3)

15 vI.2J 3 4% 3 g 2 2 4 13 14 3 3 4 10 79 46 12 5 f
(49.5) (32.2) a.n (.M (A.BY (53.9) (27.1) (5.1} (5.1} {(h.h) {52.0} {7.9) (3.7

{6.4)

(30.3)
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Table A.13 (eont.)

Cancer Sample (H=95) MI Sample (N=A3) Total Sample (N=158)
Questionnaire : Huenlar Number Nurmher
teem”®  Ttem Number 1 2 1 4 5 Mluslng 1 2 k] 4 5 Missing 1 2 3 [/ 5 Missing
16 VI.2D 2 ] 27 37 1R 2 3 3 14 15 21 3 5 12 41 52 41 7
(2.2)  {9.7) (29.0) (39.8) (1%9.4) (5.2)  (5.2) {24.1) (25.4) (39.6) (3.3)  (2.9) {(27.2) (34.&) (13.n)
17 VI.9F 0 2 13 18 5% 3 1 2 k] 6 49 2 1 4 16 24 108 5
(0.0 (2.2) (l4.1)  {19.6) (64.1) (1.6)  (3.3)  {4.9) (9.8) {80.1) {0.6)  (2.6) (ID.4)} (15.7) (70.%)
18 VI.2H 1 14 25 kL] 1% 1 2 5 19 9 24 A 1 19 44 47 40 5
(1.1} (14.9) {26.8) (40.4) (17.0) (3.4 (8.9 {32.2) (15.2) (40,7} (2,00 (12,4) (28.8) (30.7) (6.t}
1% - Vi.ic 2 ? 20 3 13 2 1 4 8 12 35 k| 1 11 28 43 68 5
(2.7) (7.5} (21.5) (33.3) (35.5) (1.7} {6.7) (13.7} {20.0) (SB.3) (2,0} (7.2) (18.3) (2B.1} f{4i.4)
0 V1. 28 0 1 52 20 9 3 5 ] 11 18 15 5 5 20 61 . 3B 24 [
(0.0 {12.0) (5.5} (21.7) (9.8) (B.6) (15.5) (18.0) (31.0) (25.9} £3.3) (13,3 {42.0) (25.3) (1AM
21 VI.21 0 14 B 18 1z 2 6 113 14 15 11 a [ 27 33 44 23 §
(0.0) (15.0) (41.9) (30.1) (12.9) (10.0%  (21.7) {23.3) (26.7) (18.m)° (3.9Y (17.6) (34.6) (28.8) {15.M)
22 VI.2E 1 11 39 34 2 2 k! 3 25 14 11 5 4 14 64 48 71 7
(1.1} {11.8) (41.9} (36.6) (B.f) (5.2)  (5.2) (43.1} (24.1) (22.4) (2.6 £9.3) {42.4) (31.8) (11.9)
23 Vi.3B 1 6 25 28 13 2 2 5 3 15 n 4 k| 11 3 43 64 5
(1,17 (6.4} {26.9) (30.1} (35.%) (3.4} (8.5} (10.2) (25.4) (52.5) (2,00 (7.2) (0.4} (28.3) (42.1)
24 VI.9E 2 [ 18 20 45 4 0 8 4 5 44 2 2 L4 22 25 B9 6
. (2.2Y  (6.8) (19,8} {22.00 (49.4) (0.0 (L2.1) (6.6 (8,2} {(72.1} (1.3} {8.2) (14.5) (16.4) {(5R.8)
25 I1.24F 6 11 14 12 50 1 8 17 3 7 25 k| 14 28 A ] 75 4
(6.4 (11.7) {14.9) (13.8) (5.2 13,3y (28.3} (5.0} (11.7) (AL} (9.1} (1R.2) (11.0) (13.0) ({4R8.7)
26 v1.3D 1 2 10 17 63 2 0 i 2 3 55 3 1 2 12 2 113 5
(1.1} £2.2) (10,8} (18.%) (67.7) (0.0 {0.0) (3.3} (5.0} (91.7) (0.8) (1.3) (7.8} (1%L} (77.1}
27 VI 2K 1 14 n a7 11 1 2 8 14 17 16 3 T3 22 a3 54 n 4
(1.1} (14.9) {33.0) (39.4) (IL.7) (3.3) (13.3) (223 (28,3 (1.1 _ (1.9) {143y (29.2} (35.1% {19.5)
28 vi.26 1 5 36 19 12 o2 k| & 16 17 16 3 4 11 52 56 28 ?
(1.1} (5.4) {38.7) (4l.8) {12.9) (5.2) (10.3) (27.68) {29.3} (27.8) (2.6)  {7.3) (34.4) (37.1) (18.%)
29 vI.2H o 5 41 40 5 " 3 7 14 20 14 3 3 12 57 60 22 4
(0.0)  {5.3) (45.7) (42.8)  (6.4) ¢5.0) (1.7} (23.3) (33.3) (2s.7) (1.9 (7.8) (37.0} (39.0) (la.®)
Eld vI.2W 2 8 12 - 33 39 1 0 7 7 9 37 2 2 1s 19 42 74 4
(2.1)  (B.3) (12.8) (35.1) (41.5) (0.0) {11.7) (1L.7) (15.0) (61.7) (1.3} 9.7y (12.3} (27.3) (49.4)
i VI JA 2 3 16 3 41 2 0 1 8 14 4 2 2 6 24 47 75 4
2.2y {3.2) {17.2} (33.3) (44.1) (0.0) (4.9} (13.1) (26.2) (55.7) 1.3  (3.9) <{15.6) {(30.%) (48.7)

Altem number from Table BS.

biumber {percent in parentheges).

BOE T
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Table A.l4

FUNCTIONAL STATUS ITEM FREQUENCY DISTRIBUTIONS

Cancer Sample (HN=93) MI Sample (HN=£3) - Total Sample (H=158}
Iten® 1 2 3 Missing 1 2 3 Missing 1 2 3 Missing
L 76 19 - 0 56 5 - 2 132 24 - 2
(80.0) (20.0) (91.8) (8.2) (84.6) (15.4)
2 46 48 - 1 40 23 - 0 a6 71 - 1
(48.9) (51.1) (63.5) (36.5) (54.8) {45.2)
3 74 18 3 0 53 4 5 L 127 22 8 1
{77.9) (18.9) (3.2} (85.5)  {6.4) (8.1) (80.9) (14.0)  (5.1)
4 54 15 25 1 21 9 12 1 75 24 57 2
(57.4) (16.0} {(26.6) (32.9)  (14.5) (51.8) (48.1) (15.4) (36.5)
5 60 28 5 2 36 16 10 1 96 44 15 3
(66.5) (30.1)  (5.4) (58.1) {25.8) (16.1) (61.9) (28.4) (9.7
6 71 23 1 0 48 9 6 0 119 32 7 0
(76.7)  (24.2)  (1L.0) (76.2) (14.3)  (9.5) (75.3) (20.2)  (&.4)
7 85 10 0. 0 59 z z 0 144 12 2 0
(89.5) (10.5)  (0.0) (93.6)  (3.2) (1.1 (91.1}  (7.6) (1.3)
8 90 5 0 Q 62 1 0 o 152 6 0 o
(94.7) (5.3}  (0.0) (88.4) (1.6} {0.0) $96.2)  (3.8) (0.0}
g 92 3 0 0 60 2 1 o 152 5 1 ]
(96.8} (3.2} (0.0) (95.2) (3.2} (1.6) (96.2)  (L.2) (0.6)
1P 38 56 - 1 30 1 - 2 68 87 - 3
(40,4} (59.6) (49.2) (50.8) . (43.9)  (56.1)
Tk 52 19 - 24 41 16 - 6 93 15 - 0
(73.2) (26.8) (71.9)  (28.1) (72.6) (27.3)
12 58 36 - 1 45 i7 - 1 103 57. - 2
(61.7) (38.3) (72.6) (27.4) (66.0) (34.0)

31tew number from Table 91,

b
People who reported working at a paid job were assigned 2 score of not limited (response of 2) on
this item. ’ :

3 ) .
This item was skipped by many respondents because of a Faulty skip patrtern.
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APPENDIX B

PRODUCT-MOMENT CORRELATIONS AMONG ITEMS




Table B.1

PRODUCT-MOMENT CORRELATIONS® AMONG BELIEFS ABOUT RECOVERY ITEMS: CANCER SAMPLE

Iten® 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
1 1.00
2 .67 1.00
k] .76 .76 1.0G
4 4T .56 .60 1.00 |
5 -.08 -.13 ~.15 -.11 1.00
3 —40 =39 .44 =34 .30 1.00
T .37 .71 .63 A9 -.15 =.30 1.00
8 L85 .67 6L .49 =.16 ~.45 71 1.00
9 ~.26 =.37 =39 =27  .2h .3 —.42 .44  1.00 '
10 .35 .34 40,28 ~,30 ~-.23 .42 .58 -.24 1.00 Ef
11 W64 .72 .66 49 —.27  ~.45 .58 .66 ~.28 .47  1.00 |
12 ~b2 =47 =49 =47 L0B 2T —.43 .50 .22 -.25 -.39 1.00
13 27 .39 .31 .39 =06 =18 .35 .27 -.18 .09 .39 -.33  1.00
14 -3l -.46 -.37  -.36 L1824 -.38  ~.46 15 =.12 =.38 .43 =.39  1.00
15 .18 .05 .18 .17 .32 .08 .18 .16 .0% .06 ~-.01 ~.20 .08 .05 1.00
16 -.06 .09 ~-,04 .04 -.08 .15 .07 .07 .14 .10 .03 .07 .04 .06 =.22 1.00
17 .22 .11 .24 .29 .26 .05 .29 .20 -.06 .10 .04 =.20 .09 .02 .70 -.08 1.00
18 .28 &6 .33 W24 .02 -.32 A0 .38 =-.1l6 .20 L34 =-.15 .38 -,19 .02 .00 .11 1,00
19 L4l .51 Ny 23 .00 -.28 LAl 1 -.06 .20 .36 =-.14 .31 -,25 .07 -.05 .19 .83 1.00
20 .25 .27 .19 .03 .23 -.16 .22 .22 -0l .06 .12 .07 .08 .00 .04 .00 .25 .69 .70 1.00

aCorrelations are based on pairwise deletion of missing data (M = 87 fo 93).

bItem number from Table 5.




PRODUCT-HMOMENT CORRELATIONS® AMONG BELIEFS ABOUT RECOVERY LITEMS: MI SAMPLE

Table B.2

Itemb 1 2 3 [ 5 [ 7 ] g 10 11 12 13 14 15 15 17 18 19 20
1 .00
2 .36 1,00
3 L35 N1 1.00
4 .02 .29 211 1.00
5 -.15 -,09 =-.05 -.05 1.00
[ —. 45 -, 43 -. 16 -, 17 .12 1.00
7 W27 27 .08 Nl ~. 32 - 40 1.60
8 -.03 .16 W07 =03 .25 -3 .22 1.00
§ A1 -.20 -.02 -.12 .22 ~-,01 .02 08 1.00
10 A5 .10 L 14 .09 .03 J13 —.28  -.15 -,06 1.00
11 .27 A2 U330 L34 -.26 0 -.19 .24 L1 -,18 .15 1,00
12 J06 =026 -,27 .26 -,01 L33 =12 -.2B 0 L34 .22 -.22 1,00
13 .06 .02 .17 .23 =14 .04 .41 .G8 .06 -.05 28 -.04  1.00
14 .15 04 .14 .03 -,13 34 - 19 47 .22 .26 .18 .34 ,01 1.00
15 .18 .02 A5 15 -,02  -.22 ~.08 A3 04 -17 -0 w21 -,23  -.21  1.80
16 -15 .06 -.,02 .04 -,08 .07 19 -,02 .05 L0 .18 .ol 29 .09 -,44 1.00
17 .06 .17 .32 232 <37 -.06 .04 L0000 00 .11 ,10 -.08 -,10 .03 W55 -.21 1,00
18 L2000 .37 .34 -014 0 L0033 .05 4k =05 .23 14 -.03 04 -,14 .00 .27 .08 1i.00
19 3% .35 L34 06,16 .42 A1 .19 -1 .17 19 -.07 .06 =26 .06 .14 -.D6 .84 1.00
20 W00 14 -840 .05 .14 -.09 .06 A5 .00 .02 -.19 -.05 .05 -.03  .7% .92 1.00

.30 A1 .28

%torrelations are based on palrwise deletion

b

Item number from Table 5.

of miesing data (N = 36 to 42).

- £T1¢



Table B.J

PRODUCT-MOMENT CORRELATIONS2 AMONG 13 ATTITUDES
CANCER SAMPLE

ABOUT DEATH ITEMS:

10 11

ItemP 1 2 3 4 5 6 7 8 9 12 13
1 1.00
2 .32 1.00
3 41 46 1,00
4 -.26 .54 -.42 1.00
5 .20 .35 .42 -,40 1,00
6 .34 .05 .21 -,17 -.04 1.00
7 .30 .06 .09 -.01 -,15 .49 1.00
8 -.22 -0 .08 .01 .32 -~.30 -.47 . 1.00
9 .06 ~-.10 ,00 .04 ~,20 -.06 -.09 .06 1,00
10 04 -,02 -.04 -.03 -.14 -,12 =-.10 .13 .77 1.00
11 -.24 -.02 ~-.03 .04 .03 -.03 -.14 .19 -,35 -.32 1.00
12 .06 .02 .06 ~-.03 .06 .07 3% -,28 .09 .13 -.45 1.00
13 .00 .20 .36 -,19 .22 -,07 -4 .34 .26 .37 -.02 -.13 1.00

ACoefficients based on pairwise deletion of missing data (N = 87 to 92),

Item number from Table 19,

- ®it -~




Table B.4

PRODUCT~MOMENT CORRELATIONS® AMONG 13 ATTITUDES

ABOUT DEATH ITEMS: MI SAMPLE
Iten? 1 2 3 4 5 6 7 8 9 10 11 12 13
1 1.00
2 .22 1.00
3 .65 .40 1,00
4 -.41  -.55 -.40 1,00
5 .21 .61 .33 -.25 1.00
6 .26 .12 .31 -,22 .03 1.00
7 .48 .13 .28 -.28 -.02 .63 1.00
8 -.09 .20 ,00 .04 .22 -,21 -.21 1.00
9 -.01 -.08 -,07 .19 -.12 02 .07 -~.03 1.00
10 -.08 -,23 -1 .38 -.11 -,03 .11 .03 .65 1.00
11 -.13 -0 -09 .04 ~,03 -,10 -,14 ~,24 -,10 -.19 1.00
12 .26 .22 .26 -.23 .04 .3% .42 <13 .19 .21 -.19 1.00
13 .25 .08 .33 -,04 .15 ,11 .28 -.00 .10 .17 -.08 .29 1,00

3Coefficients based on pairwise déleting of missing data (N = 57 to 60).

bItem numbers from Table 19.
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Table B.5

PRODUCT-MOMENT CORRELATTONS® AMONG 13 ATTITUDES
ABOUT DEATH ITEMS: TOTAL SAMPLE

ItemP 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
6 .30 .08 .25 -,18 .00 1.00
7 .35 04 13 -,07 -.14 .55  1.00
8 -.07 .18 W18 -.11 400 -.23  -.37  1.00
9 .06 -.02 .02 04 -,10 -.02 -.03 .09 1.00
10 .00 -.07 -.04 W10 -.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

aCoefficients based on pairwise deletion of missing data (N = 141 to 151),
Item number from Table 19.
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Table B.6&

PRODUCT-MOMENT CORRELATIONS? 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 =032 A7 <34 1.00
6 -.31 .25 =.20 .53 -.34 1.00
7 -.06 ~,06 -,08 -,07 .08 -.16 1.00

ACorrelations based on palrwise deletion of missing data
(N = 89 to 94)

bItem number from Tahble 29.
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PRODUCT-MOMENT CORRELATTIONS® AMONG SENSE OF CONTROL ITEMS:

Table B.7

MI SAMPLE

Item 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 T .14 +25 -.30 1.00
6 -.47 46 -1 41 -.27 1,00
7 .09 .14 49 =16 41 -.15 1.00

8Correlations based on palrwise deletion of missing
data (N = 55 to 62).

bItem number from Table 29.
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Table B.8

PRODUCT-MOMENT CORRELATIONS® AMONG SENSE OF CONTROL ITEMS: TOTAL SAMPLE

Item’ 1 2 3 4 5 6 7
1 1.00
2 -.23  1.00
3 W27 ~.04  1.00
4 -.37 .33 -.25 1,00
5 44 =16 .36 -.33  1.00
6 -.36 .36 -.13 .50 ~.33 1,00
7 .00 .10 .22 -.06 .15 -.08 1.00

Correlations based on pairwise deletion of missing data
(N = 145 to 155)

bItem nunber from Table 29.

- 6TC -~



Table B.9

PRODUCT-MOMENT CORRELATIONSa AMONG SELF~ESTEEM/BODY IMAGE ITEMS: CANCER SAMPLE

Self-Esteem Body Tmage Change in Body Image
Iten® 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 1
6 -.25 -.32 .36 47 40 1.00 g
7 -.25 -,18 .29 .56 .13 .52 1.00
8 -.20 -.23 .57 .62 .25 .41 .61 1.00 ‘
9 .09 .22 00 -2 .05 -,12 -.,49 -.33 1.00
10 .20 .33 -.28 -,52 -.18 -.35 -,59 ~.58 .51 1.00
11 A8 .24 -031 -39 -.25  -,30 -,50 -.57 .33 .73  1.00
12 14 .25 034 -48 0 -24 =034 -045 <51 .34 .51 .59 1.00
13 --18 =33 .19 .33 11 .28 .57 47 -.40  -.65 .64 -.48 1.00

aCoefficienta are calculated based on pairwise deletion of missing data (N = 86 to 93)

bItem number from Table 35,
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Table B.10

PRODUCT-MOMENT CORRELATIONS® AMONG SELF~ESTEEM ITEMS: MI SAMPLE

Item
Iten® 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

®Coefficients are calculated based on pairwise
deleticon of missing data (N = 57 to 61).

bltm aumber from Table 35.
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Table B.14

PRODUCT~MOMENT CORRELATIONS? AMONG 13 WILL TO LIVE ITEMS: CANCER SAMPLE

Ttem 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 F
6 -.48 -.23 -,61 -,37 =-.06 1.00 w
7 .27 -.13 .16 .09 .11 ~.17 1.00 F
3 .18 -.05 .23 .17 .19 -.19 L4100 1.00
9 . 38 -.03 .25 .21 .18 -.27 .49 .70 1.00

10 .21 -,12 .08 W12 .36 -.14 .43 .71 .78 1.00

11 -.29 -.11 ~. 44 -.20 -.10 b5 =12 -.03 -.17 -.01 1.00

12 .37 .19 49 .28 .08 ~.64 .15 .13 .28 11 -.69  1.00

13 247 .07 47 .28 A0 -.76 .16 .22 .38 20 -.60 .62 1.00

8coefficients based on pairwise deletion of missing data (N = 87 to 93).

Item number from Table 54.



Table B.15

'~ PRODUCT-MOMENT CORRELATIONS2 AMONG 13 WILL TO LIVE ITEMS: MI SAMPLE

Ited® 1 2 3 4 5 6 7 8 g 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 @
6 -21 =24 =62 -.34 .04 1.00 v
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 .3 .08 .17 -3 .28 .28 .52 .48 -.31 1,00
13 . .45 .0 .37 .22 .11 -.28 .24 .29 .52 .50 -.16 .53 1.00

®Coefficients based on pairwise deletion of missing data (N = 58 to 61).

bIt:em number from: Table 54.




Table B.16

PRODUCT-MOMENT CORRELATIONS3 AMONG 13 WILL TO LIVE ITEMS: TOTAL SAMPLE
Ttem 1 2 3 4 5 6 7 8 9 10 11 12 13
1 1.00
2 .03 1,00 ,
3 .32 .14 1.00
4 .46 0L .51 1.00
5 .10 -.09 .04 .00 1,00
6 -.33 -.23 -.60 -.36 -.01 1.00
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 44k .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 A2 26 A2 =54 .23 .27 A5 0 .32 -.40 59 1.00

Bcoefficients based on pairwise deletion of missing data (N = 146 to 153).

bItem number from Table 54.
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Table B,17

" PRODUCT-MOMENT CORRELATIONS® AMONG ACTIVE COPING 1TEMS:

CANCER SAMPLE

Item 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
6 -.03 .00 .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 A1 .19 .22 .08 .23 ~.03 .13 .23 1.00
10 35 .05 .22 -.04 .36 .07 .20 .23 .18 1.00°
11 W20 =03 12 10 .37 =15 41 .18 .06 .39 1.00
12 .25 .15 .1 .01 -03 .02 .19 - .09 -.03 .16 =-,04 1.00
3 -05 .01 .00 -.19 -.15 .02 .05 .01 -.08 -.15 .01 ~-.16 1.00
14 -6 .12 -09 .12 -,12 .16 ~-.J01 ~.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 pairwige deletion of missing data (N = BB to 95).
Pltem aumber from Table 62.
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Table B.18

PRODUCT-MOMENT CORRELATIONS® AMONG ACTIVE COPING ITEMS: MI SAMPLE

Item 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
&  -.17 .26 -.16 1.00
5 -8 =11 =15 .04 1.00
6 .16 .16 .16 05 =.30 1.00 :
7. =02 -120 -1 -.08 -0 =.03 1.00 X
8 10 -.21 -.12 -.08 .07 .24 .33 1.00. '
.00 .08 .35 -.10 .17 .07 -.10 ~-,08 1.00
10 .27 .04 -1 .13 .06 .1 =-.13 .00 .08 1.00
11 19 -.03 -.13 .02 .33 -.06 -.13 .3 .03 .20 1.00
12 A8 -0 .08 -.12 .03 .18 .06 .22 .14 15 .21 1.00
13 -1 .33 -0 .13 =27 .08 .01 =09 =17 =15 =20 =12 1.00
14 06 .31 .12 .09 -3 .05 A1 ~19 <-.26 .00 -.26 ~-,18 .46 1.00
15 -.06 .24 .05 .28 ~-.02 .27 ~-.22 =18 .14 .23 -.05 ~-.04 ~-.05 ~-.06

1.00

8Coefficients based on pairwise deletion of miesing data
bItem number from Table 62, '

(N = 57 to 62).



Table B.1%

PRODUCT-MOMENT CORRELATIONS® AMONG ACTIVE COPING ITEMS: TOTAL SAMPLE

Iten® 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
1 100

2 .23 1.00

3 .43 .37 1.00

4 =22 .06 ~-.19 1.00

5 210 .09 .03 -.08 1.00 |
6 .03 .06 .07 .14 =-.28 1.00 w
7 12 .06 .02 =12 .36 =13 1.00 N
8 .4 -.06 .00 -.11 .30 .03 .40 1.00

9 .04 .15 .22 -01 .23 .01 .02 .12 1.00 _

10 .29 .05 .07 .01 .32 .09 .08 .17 .19 1.00

11 .18 -.02 .00 .06 .37 -1 .20 .24 .09 .38 1.00

12 .23 .02 .13 -05 -.84 .08 .12 .12 -.03 -.05 .00 1.00

13 =09 .14 .04 ~05 -13 .05 .02 .00 -.03 =-.06 .00 -.22 1.00

4 -.08 .20 -.02 .10 -14 12 =01 =15 -.05 -.04 -.15 ‘=38 .42 1.00

15 .04 .00 .01 .20 -.24 .07 -.14 -4 -.08 .02 .01 .16 -.28  -.24 1.00

UCoefficients based on pairwiae deletion of missing data (N =« 147 to 157).

Pitem number from Table 62.




Table B.20

PRODUCT-MOMENT CORRELATIONS? AMONG ACCEPTANCE/REIECTION TTEMS: CANCER SAMPLE

Itemb 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 I
6 .05 =.26 -.23 .68 -.38 1.00 &
7 24 -.26  -.15 .36 -.31 .62 1.00 !

Acoefficients based on palrwigse deletion of missing data
(N = B8 to 94)

bIr.em number from Table 68.



PRODUCT-MOMENT CORRELA.TIONSa AMONG ACCEPTANCE/REJECTION ITEMS: MI SAMPLE

Table B.21

Iten” 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 4B .48 -.16 1.00

6 17 -.01 .00 .48 -.02  1.00

7 .00 .04 .09 .35 .26 .31 1.00

aCoefficients based on pairwiée deletion of miesing data

(N = 59 to 61).
bItem number from Table 68,

A 3




Table B.22

PRODUCT-MOMENT CORRELATIONSa AMONG ACCEPTANCE/REJECTION ITEMS: TOTAL SAMPLE

Tten” 1 2 3 4 5 6 7

1 1.00.

2 -.26  1.00

3 .03 .31 1.00

4 07 =14 =11 1,00

5 ~.18 .54 .48 -,18 1.00 .
6 08 -.1& ~-.1& .62 -.23 1.00 &
7 18 -.1& -.08 .35 ~-.13 .54 1.00 |

#Coefficients based on palrwise deletion of missing data
(N = 148 to 156).

bItem'number from Table 68.
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PRODUCT-MOMENT CORRELATTONS® AMONG PLEASURES/BENEFITS TTEMS:

Table B.24

CANCER SAMPLE

Ttem 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 .00
4 42 .29 .03 1.00
5 -.10 -.07 .09 ~.03 1.00 :
6 .05 .21 -.31 .26 ~-.10 1.00 w
7 09 .14 -.34 10 -.33 .23 1.00 F
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 2100 .32 .11 .18 -.12 .16 L16 .14 .10 .30  =.16 -.15 1.00

14 24 .39 -9 .11 -0l .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

%Coefficients based on pairwise deletion of missing

bItem number from Table 79.

data (N = 87 to 95).



Table B.25

PRODUCT-MOMENT CORRELATIONS® AMONG PLEASURES/BENEFITS ITEMS: MI SAMPLE
Iten” 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
7 .28 .09 ~-.17 .33 .25 .12 1.00 N
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 .3 .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

8Coefficients based on pairwise deletion of missing data (N = 57 to 62).

bItem number from Table 79.




Table B.26&

PRODUCT-HOMENT CORRELATIONS? AMONG PLEASURES/BENEFITS ITEMS: TOTAL SAMPLE

Iten” 1 2 3 & 5 6 7 8 9 10 11 12 13 14 15

1 1.00

2 W13 1,00

3 WJB6 .17 1.00

4 .29 L300 L1310

5 -.11  -.06 .02 -.08  1.00

5 .03 LW -1 .28 -06 1.00 l.
7 .11 .07 =30 .13 -8 .22 t.0n .:
8 .11 J14  ~.05 D05 -9 .06 W10 1.00

2 .12 .20 .03 23 =18 .19 .20 L34 1,00

10 .30 .24 .18 .20 -.23 -.0% .10 A1 .10 1,00

11 “.15 07 =23 A% L1k .29 .16 .00 .07 ~.31 1,00

12 W12 -0 =14 .23 .18 .09 W -6 -.06 .15 A5 L.00

13 .13 .32 .14 .28 -,12 11 02 -.08 14 L350 =14 -.12 0 1.09

1 14 -y BT .13 .10 .22 .19 .13 .36 .04 .17 .10 10 Lon

15 .28 .07 .27 A6 -1 =0k 10 W10 =01 .50 -.18 -.13 W4 =02 1,00

'Coe.fiicients based on pairwise delerion of missing dara (N = 147 to 1563.
bll’.al ounber from Table 79.
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Spr# ) 1-6/
ARD 0 7-8/

VERSION# 9-10/

Survey _
Number 11-15/

COPING WITH ILLNESS QUESTIONNAIRE

People who are being treated for varions medical conditions are
filling out this questionnaire. Its purpose is to understand how people
feel about their experience with illness. This information will assist
in the development of programs to help people like vou cope most effectively
with illness.

People with many different kinds of medical conditions will answer
these questions, so some of the questions will apply to vou more than
others. Please try to answer each one as honestly as you can. There
are no right or wrong answers. We are interested in vour feelings and
opinions.

You should know that vour name will not be conunected with the
questionnaire and all results will be presented in summary form. All
information that would permit your identification will be regarded
as strictly confidential, will be used only for the purposes of the
survey, and will not be disclosed or released for anv other purposes
without prior consent, except as required by law.

The questionnaire will take about an hour to fill out. Try to
do it in & quiet place so you can think about each question. The
questionnaire is quite long and vou mayv become tired before you
finish. If you do, put it aside for a short time and finish it
later. It is important to begin our research with many guestiens, but
we plan to reduce the length of the guestionnaire after amalyzing
the answers from the first group of people.

We are also asking your permission to contact your doctor because
we are interested in knowing details about your diagnosis and
treatment. We will not release any information from this questionnaire
to your doctor.

Thank vou for vour help. We hope you find the questions
interesting. Wwhen you've filled out all the questions, return it in
the envelope we've attached. Feel free to talk with Anita Stewart
about any reactions you have to the questionnaire (393-0411, extension
673), ‘




PART ONE - ABOUT YOU _ 343

Some aspects of people's backgrodnds are important in undefsténding
the kind of help they need when faced with illness.

1. ¥hat is vour sex?
(Circle the number next to the correct or most accurate response.)

MALE . .. .o 1 16/

2. How old were you on your last birthday?
{(Write your age on the line.)

YEARS 17-i8/
3. At this time are you:
married? .................. - 1 .19/
separated?............... ... 2
divorced?................... 3
widowed? .. ... .. ... ... 4
never married?.............. 5
4. Do you have any children?
YES. . iiiiiiiiaiinian. 1 20/
RO, . e 2 (Skip to
Q.5)
4A. How many children do you have living at home?
CHILDREN 21-22/
NONE AT HOME. ... 00 (Skip to
Q.5)
4B. Living at home, do you have:
YES  NO
pre-school children (i-S)? C 1 2 23/
school age children (6-12)? 1 2 24/
teenagers (13-19}? ' 1 2 25/
older children (20 and over)? 1 2 26/

CARD 01
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counting children do you:

live alone? .......... 1 (Skip to 27/
Q.6)

have others living
in your household?...2

5A. Does your household include:
YES NO
Your spouse or other mate? 1 2 28/
relatives? 1 2 29/
friends? 1 2 30/
5B. How many people, counting children and any others
who usually live with you, are in vour household?
(Count yourself!)
PEOPLE 31-33/
6. Are you currently working at a paid job?
YES ---> 6A. How many hours per week do AVERAGE
you work? ' HOURS PER 34-35/
WEEK
(Skip to Q.7)
NO ---> 6B. Are you:

(Pick the best oune)

Unemployed?. ... ... .o 0ot 1 36/
Retired?....... ..., 2
Disabled?.............-... 3
In school?.......... .. ... 4
Keeping house?............ S

6C. Does your illness keep vou from working at a job

or going to school?

YES. . ...oovuaa, 1 37/

CARD 01
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7. Does your illness limit the kinds or amounts of work or
schoolwork that you usually do?

YES . . e i, 1 28/

§. How many years of regular school (including college) did you
finish and get credit for?

TS
9. What is the-highest degree or diploma you have?
| No degree or diploma ............... i 41/
High school diploema................. 2
Associate (A.A. ). ... ... . ..oy 3
Bachelors (B.A. er B.S.)............ 4
Master's (M.A., M.S5., MBA, etc.).... 5
Professional (MD, Ph.D., Law
Degree, etc.) ..o iu i &
Other. . ..ottt inaaneanaaas 7
10. Counting all income from all sources, what was your total
family income (before taxes) in 19797
INCLUDE WAGES, TIPS CR COMMISSIONS, SOCIAL SECURITY, DIVIDENDS,
PENSIONS, ALIMONY, WELFARE, ETC.
IF YOU'RE NOT SURE, USE YOUR BEST ESTIMATE.
Less than $10,000. ... ... .. viran-. 1 42/
$10,000 to §19,999 ... .. i, 2
520,000 to 829,999, ..., . i 3
$30,000 o $39,999...... ... .00, &
S40,000 OF MOTE. ¢ v vrvn o nmssinnanans 5
11. Including yourself, how many people were dependent on that
income in 19797
PEOPLE 43~45/

CARD.01
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12. What would vou say is your own main racial or ethnic group?

AMERICAN INDIAN OR ALASKAN NATIVE.... 1 46/
ASIAN OR PACIFIC TSLANDER........... L2

BLACK (NOT OF HISPANIC ORIGIN) . ...... 3

HISPANTC. ..o oiiitieir e ninnn, 4

WHITE (NOT OF HISPANIC ORIGIN)....... 5

OTHER e

13. How important are religious or spiritual beliefs in helping
you deal with everyday problems in life? Would you say:

very important?......... e 1 - 47/
somewhat importanmt?............. 2
not very importamt?............. 3
not at all important?........... 4

CARD 01
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PART TWO - DESCRIBING YOUR ILLNESS

The first few questions are very imporrtant and can have long
answers. For this gquestionnaire, try to answer them fairly
briefly.

1. How would vou describé vour health problem?

SR PR FE Y NS T 48-53/
2. Why do you think you have it?
SR
o 54-56/
3. What do vou think will happen to vyou as & result of vour
medical condition? '
A
R U T S SR R 57-62/
4. Why do you think this will mappen? (Is it from something
you read or heard, something vou feel, or what? If someone
told you, who told you?)
SUNRTNE SO B S RS, 63-68/
5. At this time are vou receciving anv treatments or taking anv
medicines for you illness? What kinds? CARD 02 7-8/
T |_____.
(b [P (3 s 9-12/
T !— T
63 ; I.(ﬁ) h i l13-16/
R ey
(3 i A [ I7-20/
N 1
’) I ___. \3)_” I ]_-—l 21-24/
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6. Compared with one month ago, would you say your health in general is:

betﬁer,. ................... 1
about the same,.......... o 2
or worse?.......... saaiens .. 3
7. In general, would vou say vour health right now is:
excellent,..........._._..... 1
good,......... ..., eaeieaes 2
fair, ... it iiiniain v 3
or poor?.. ... ... eeeaan 4
§. How long has it been since you last saw a medical doctor
for this health problem?
WEEKS AGO
and/o MONTHS AGO

YEARS AGO

9. How long has it been since you first contacted a medical
doctor about the main health problem that is currentiy
bothering you?

WEEKS AGO

MONTHS AGO
YEARS AGO

10. Does your illness limit vou in any way in doing the things

vou like to do in your free time?

~11. Does your health limit the kinds or amounts of vigorous

.activities you can do such as running, lifting heavy objects, or

participating in active sports?

i12. Does your health limir the kinds or amounts of moderate

activities you can do such as moving a table, carrying groceries,

or bowling?

CARD 02

25/

26/

27-28/
29-30/

31-32/

33-34/
35-36/

37-38/

39/

a0/

41/




13.

14.

15.

16.

17.

18.

19.

20.

21.

-34% _

YES, NG,
BUT ONLY T CAN'T
YES SLOWLY DO THIS
If you had to, could you do
light work around the house
like dusting or washing dishes?...... 1 3
If you had to, could you run a
a short distamce?.................... 1 3
Can you walk uphill or upstairs?..... 1 3
Can you walk a block or more?........ 1 3
Can you walk around inside the house? 1 3
Can you dress yourself?...._.......... 1 3
Can you bathe without help?.......... 1 3
During the past month, how much pain have you had?
A GREAT DEAL OF PAIN........... ..., 1
SOME PAIN. . ....cuvvuivinnaransonnsans 2
A LITTLE PAIN......cciiiiiinraanann. 3
NO PAIN AT ALL ......covi-inninniane. 4
During the past 30 days, did you have: YES RO
A. A cough, without fever, which lasted
at least 3 weeks?...... ... i i, 1 2
E. A sore throat or cold, with fever, lasting
more than 3 days?.. ... . iiiiiniiiai e 1 2
C. A weight loss of wore than 10 pounds (unless
you were dieting)?. ... ... ... 1 2
D. An upset stomach, for less than 24 hours?....... 1 2
E. Stiffness, pain or swelling of joints,
lasting more than 2 weeks?.............icverennn 1 2
F. Backaches or sciatical. ... ... ..viinnnnrrrannnns 1 2
G. Trouble falling asleep at night?_ ... __......_ ... i 2

CARD 02

42/

43/
44/
45/
46/
477

48/

49/

50/

51/

52/

53/

54/
55/

56/
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. Getting up exhausted in the mornings, even

with the usual amount of sleep?................. 1 2 57/
. A skin résh, or breaking out on any part .

of the bOdy? ............................. DRI 1 2 58/

Shortness of breath with light exercise or

light work? ... . .. i i e 1 . 2 . 59/
. Chest pain when exercising?..................... 1 2 60/

. Your nese stopped up, or sneezing or

allergies for 2 weeks or more?.................. 1 -2 61/
Swollen ankles when you wake up?................ 1 2 62/
. Headaches almost every day?..................0.. 1 .2 : 63/

. & cough without fever, which lasted for

less than a week?. ... ... ... ... ... Ll 1 2 64/

Loss of consciousness, fainting, or passing

01 1 2 ' 65/

Acid indigestion or heartburn after many

mealsy . . . e 1 2 66/
. A sprained ankle, but you could still walk?..... 1 2 67/
. A toothache? . .. ... ... . i i i e 1 2 68/

vomiting or diarrhea?......... ... i 1 _2 _ 69/

not caused by accident or injury?............... 1 2 70/

- An eye infection?..... ... .. .. ... . i 1 _ 2 71/
troublel . L et 1 2 72/

tween periods?........ ... ... .. ..., Ce e 1 2 73/

CARD 02
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22. How much of the time do vou think about vour illness?

ALL OF THE TIME........... ..o u..

24. How true or false would you say these statements are about

you and your illness?

veee 1 74/

RO | 75/

DEFIMITELY MOSTLY DON' T MOSTLY DEFINITELY
TRUE TRUE KNOW fFALSE 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 1o/
C. Even though I am ill, I try

to just keep going as usual.... 1 2 3 4 5 11/
D. Most of the time, I accept the

the fact that I am ill and

live as fully as possible...... 1 2 3 4 5 12/
E. T try to avoid letting my

illness interfere with my life. 1 2 3 4 5 13/
F. I blame myself for my illness.. 1 2 3 4 5 14/

CARD 02/03
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PART THREE - TAKING CARE OF YOUR HEALTH

1. Are the following statements about what you know about

your illness true or false?

MGSTLY DEFINITELY

A. Information about my illness
has heiped me plan my health
PrOSramM. .\ .ot ivnaersnrannnnens

B. I don't actively seek informa-
tion about my illness..........
€. I often turn to my friends and
family for information and
advice about my illness....,...
D. Having information about my
illness will not help me deal
with d¢..... ... .. . ... ...
E. I've tried to get information
from anvone who might know
anything about my illness

2. How often do you do the following things?

A. Take time to relax yourself.

B. Do something that is physically
run, bike, or swim.

DEFENITELY MOSTLY DON'T

TRUE TRUE KHOW FALSE FALSE

1 2 3 4 5 15/
1 2 3 4 5 16/
1 2 3 4 5 17/
1 2 3 4 5 18/
1 2 3 4 5 19/

EVERY DAY.......covvvninnn.. 1 20/
3 OR 4 TIMES A WEEK......... .2

1 OR 2 TIMES A WEEK.......... 3

2 OR 3 TIMES A MONTH......... 4

NEVER. . iivumuonnecaanonnans 5

active such as walk,

EVERY DAY......... N raeeens 1 21/
3 OR 4 TIMES A WEEK........... 2

1 O0R 2 TIMES A WEEK.......... 3

2 OR 3 TIMES A MONTH......... 4

NEVER. ....oovnvuvannrrncnaanns 5




CARD 03
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€. Eat well-balanced meals.

D. Get a good night's sleep.

Do you think these statements about the things you've done
during the past month are true or false?

.....

.....

......

......

22/

23/

MOSTLY DEFINITELY

DEFINITELY MOSTLY DON' T
TRUE TRUE KNOW  FALSE FALSE

A. 1 did things I always wanted

to do, but had never gotten

around tO......... .. 0., 1 S 2 3 4 5 24/
B. 1 was usually too busy to

take time just for fun........ 1 2 3 4 5 25/
C. I relied on work or other’

activities to take my mind

off things.....ovivivinnvnn... 1 2 3 4 5 28/
D. 1 have been taking things a

little easier................. B | : 2 3 4 5 27/
E. I could have done 2 lot more

to improve my health and

well-being.................... 1 2 3 4 5 28/
F. I often took time to do things

I enjoy. cveriiieneian .. 1 2 3 b 5 29/
G. I usually found it easy to

fill my free time............. 1 2 3 4 5 30/
H. T tended to seek the company

and support of other people... 1 2 3 4 5 31/
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4. How much of the time were these statements about your outlook
on your illness true for you during the pasi month?

A
LITTLE  NONE
ALL OF MOST OF  SOME OF OF THE OF THE
THE TIME THE TIME THE TIME  TIME TIME
4. I told myself that things
could be a lot worse.......... 1. 2 3 4 5
B. Thinking positive thoughts
helped me deal with my
iliness.... ... inan 1 2 3 & 5
C. I felt weighed down by my
illness...............couun.., 1 2 3 4 5
D. T looked on the bright side of
thicgs........ oo oL, 1 2 3 4 5
E. I daydreamed and imagined things
that made me feel better...,.,. 1 2 3 4 5
F.'Everything looked very _ .
discouraging................... 1 2 3 4 5
G. I told myself things to help
make me feel better............ 1 2 3 &4 5
H. I found myself thinking negative
thoughts....................... 1 2 3 &4 5
I. Keeping a hopeful outlecok helped
me deal with my illness......._. 1 2 3 & 5
5. Here are some statements about how vour life has been since
your illness began. To what extent are thev true for vou?
DEFINITELY MOSTLY DON'T MOSTLY DEFINITELY
TRUE TRUE KNOW FALSE . FALSE
A. I enjoy being taken care of
when I am ill.................... 1 2 3 4 3
B. I live more for today............ 1 2 3 4 5
C. I usually do pretty much what
I used todo..................... 1 2 3 4 5
D. T hzve taken a vacation or gotten
away from things for awhile...... 1 2 3 4 5

CARD 03

32/

33/

34/

35/

36/

37/

38/

33/

40/

41/

42/

43/

44/
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DEFINITELY MOSTLY DON'T MOSTLY DEFIRITLLY

I have become more religious or
spiritual.......... ... .. .. .. ...

I 1like helping other people who
are 11l.. ... . ... ... L,

I have been able to take care of
my own problems without friends
or family getting involved.......

I avoid stressful situations
as much as I can.................

People around me seem to pay
more attention tome.............

I enjoy everyday experiences more
than I did before I was ill......

. My illness has given me a chance

to get away from a bad situation.

I have not been able to reduce
the pressures in my life.........

I am more aware of what is
important and meaningful in
my life............... e

My illness has given me a chance
to rest or to have a break from
my busy life................_....

- What have vou learned about having an illness such as yours that
has been most useful to you?

CARD 03

TRUT KNOW FALSE FALSE
2 3 4 > 45/
2 3 4 5 46/
” 3 4 5 47/
2 3 4 5 a8/
2 3 4 5 45/
2 3 4 5 50/
2 3 4 5 51/
2 3 A 5 52/
2 3 FA 5 53/
2 3 4 5 54/
l I l ’ / f | | l 35760,
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How helpful or unhelpful have each of the folloving people been since
you've been coping with the stresses of your illness? If you've had
contact with several pecple in one caregory (for example, several
doctors) try to give us your overall impression.

{RELATIONSHIP TO YQU)

. Of those people just mentioned, who is the one person you
feel closest to?

EXTREMELY  VERY MODERATELY NO[ VERY EXTREMELY  DOES NOT.
HELPFUL  HELPFUL HELPFUL  UNHELPFUL APPLY

. My spouse or mate..... 2 3 4 5 6
. My doctors............ 2 3 4 5 &
. My nurses............. -2 3 4 5 6
. My neighbors.......... 2 3 4 5 6
. My coworkers.......,.. 2 3 4 5 b
. My friends............ 2 3 4 5 6
. My counselor, social

worker,or other

professional.......... 2 3 [ 5 é
. My children........... 2 3 4 5 6
. Other people with a

similar illness....... 2 3 i 5 6
. My mother............. 2 3 4 5 6
. My father............. 2 3 4 5 6
. My brother(s) or

sister(s}............. 2 3 4 5 6
. My minister, priest,

or other religious

leader................ 2 3 4 5 o

CARD 03

61/
62/
63/
64/
65/

66/

67/

68/

69/
70/

71/

72/

73/

74-75/
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3. Think about the one person vou feel closest to.

3A. In the past month, when you talked with this persen
about how you felt, how much of the time did he or
she seem to understand your feelings?

ALL OF THE TIME......cuvuen.. 1 76/
MOST OF THE TIME............. 2
SOME OF THE TIME. ... .c0uu.... 3
A LITTLE OF THE TIME......... 4
NONE OF THE TIME............. S

3B. In the past month, how much of the time did this person
seem not to accept vour feelings?

_ALL OF THE TIME...... P | 77/
MOST OF THE TIME............. 2
SOME OF THE TIME............. 3
A LITTLE OF THE TIME......... 4
NONE OF THE TIME............. 5

3C. In the past month, how much of the time did this persoh
encourage you to cope better?

ALL OF THE TIME.............. 1 78/
MOST OF THE TIME............. 2
SOME OF THE TIME............. 3
A LITTLE OF THE TIME......... 4
NONE OF THE TIME............. 5

4. How much gdvice do you get from friends and family about
what to do for your illness? ®

A LOT. . ettt iiae i iaaaan. 1 79/
BOME. o\t ie i 2
ALITILE . v oo 3
NONE. vt veriiiinneanmann s 4
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5. During the past month, about how often did you get together
with friends or relatives, like going out together or visiting

in each other's homes? _ Qé;gé:&? 7-8/

EVERY DAY......oovvinnnann.n. 1 9/
SEVERAL DAYS A WEEK,......... 2
ABOUT ONCE A WEEK............ 3
2 OR 3 TIMES IN A MONTH...... 4

ABOUT ONCE......oeevvnnnns.-. 5

6. During the past month, how much did you talk to someone
about how you were feeling?

MANY TIMES....... ... vt 1 10/
AFEWTIMES.................. 2
ONCE OR TWICE................ 3
NEVER. ... 4
)
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7. These are statements abont relationships with family and
friends. How true is each statement for veu?
(By family, we mean whomever you consider to be your family.)

DEFINITELY MOSTLY DON'T MOSTLY DEFINITELY DOES NOT

TRUE TRUE  KNOW FALSE  FALSE APPLY
A. Durlng the past month, I usually
didn't bother my family with ay
problems. .......0.ieeinenniiannn.. 1 2 3 4 5 € 11/

B. My friends and family keep me
informed about the latest medical
treatments for my illness........ 1 2 3 4 5 6 12/

C. In the past month, I usually felt
close to my family.......... R | 2 3 4 5 6 13/

D. Where I live, it's hard to "blow
off steam" without upsetting '
SOMEbOdY . ... i 1 2 3 4 5 6 14/

E. T give as much support to the
pecple 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..... 1 2 3 4 5 6 17/

H. In my family, we often keep our
feelings to ourselves............ 1 2 3 4 5 6 is/

I. People often tell me they think I
can lick this disease............ 1 2 3 4 5 6 19/

J. It is helpful to talk with other
people who have an illness like

15 8 N P 1 2 3 b 5 6 20/
K. 1 am usvally able to give what T _

like to the people closest to me. 1 2 3 4 5 6 217
L. The people I'm close to encourage .

me to be hopeful......... AN 1 2 3 4 5 6 22/
CARD 04




- 360

8. How true or false are these stataments about you?

A. I sometimes withdraw from people
don't understand my problems.

because they

DEFINITELY TRUE............... 1
MOSTLY TRUE................... 2
DON'T KNOW. .. .civiieninanns, 3
MOSTLY FALSE.................. 4
DEFINITELY FALSE.............. 5

B. During the past month, when I haven't felt well, what I

wanted most was to be left alone.

DEFINITELY TRUE............... 1
MOSTLY TRUE................... 2
DON'T KNOW. .. ...ovviininnnonn, 3
MOSTLY FALSE.................. 4
DEFINITELY FALSE.............. _5

€. I tend to hide my iliness from others.

DEFINITELY TRUVE............,.. 1

MOSTLY TRUE. . ..o iiviirineenns 2
DON'T KNOW. ....ovveiiniiiiannn 3
MOSTLY FALSE...............;...4
DEFINITELY FALSE.............. 5

L. When I felt like crying during the past month, it was hard
to cry in front of people close to nme. ’

DEFINITELY TRUE....... e 1

MOSTLY TRUE. .. everinsenn. . L2
DON'T KNOW. « e e eeeeaneen 3
* MOSTLY FALSE. ... oooneeennn. 4
DEFINITELY FALSE. - re.noeen.... 5
DOES NOT APPLY......... ceiran 6

23/

24/

25/

26/




- 361 -

9. How much of the time curing the past month were these
statements true for veu?

A
ALL MOST SOME  LITTLE NONE DOES
OF THE OF THE OF THE OF THE OF THE NOT
TIME TIME, TIME TIME TIME APPLY

A. T let the people around me

know what 1 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............. 1 2 3 4 5 6 29/

D. When I was unable to get to the
doctor on my own, there was
someone to help me............ 1 2 3 4 5 6 30/

i
o

E. T kept my feelings to myself.. 1 2 3 4 31/

F. When I didn't feel well, 1
could count on my family or
friends to do the things 1 32/
usually did................... 1 2 3 & 5 6

G. There has been someone available
when I wanted to talk......... 1 2 3 4 5 6 33/

H. T asked people around me for
help. ...ttt 1 2 3 4 5 6 34/
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10. How much of the time would you say tliese statements about
how others treat you are accurate?

A. When people find out about my illness, some of them
tend to avoid me.

B. People treat me differently when they find out about
my illness. - S

11. If someone you were close to had a serious illness. what kind of
support would you offer them? What do you think would be the
most helpful thing vou could do?

g 37-42/
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PART FIVE - ILLNESS, DEATH, AND RECOVERY
Please circle ihe number that shows how strongly vou agree or disagree

with each statement. Some of the statements will sound alike, but no
Two are the same.

STRONGLY NOT . STRONGLY
AGREE  AGREE  SURE DISAGREE DISAGREE

1. T find it hard to believe that my
feelings have any effect on my .
illness.. . ..o iii i ienn. 1

]
(]
F
L

43/

2. Taking good care of myseif is

important in getting well.......... 1 94/

ta
w
=
wn

3. For diseases like mine, medical
treatments can sometimes do as much
harm as good. ... ... ... ... .. ..., 1

3
[
p
v

45/

4. It is difficult for me to accept the
fact that I may die from mv illness. 1 2 3 4 5 46/

5. Prayer and religious faith can help
me get better...................... 1 2 3 4 5 47/

6. Getting this illness was due to
bad luck. ... .o 1 2 3 4 . 5 48/

7. 1 find it best not to think too
much about dying................... 1

XY
W
=~
W

49/

8. The more I tell myself that I'm
going to be well, the more likely
my body will heal.................. 1 2 3 4 5 50/

9. In some form I believe thatr there

is life after death................ 1 51/

[ R]
L
f ]
¥, ]

10. More than anything else, my
recovery requires good medical
= o U 1 2 3 4 5 52/

11. I may have brought this illness on
myself. .. e 1 2 3 4 5 53/

12. Regular exercise (like walking and
bicycling) is not very important
in helping me recover from my
iliness. ... i e e, 1

ra

3 S 5 54/
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14,

15.

16.

17,

18,

19.

20.

21.

22.

23.

24,

23.

26.

27.

28.

29.

30.
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STRONGLY
AGREE

AGREE

- NOT . STRONGLY

SURE DISAGREE DISAGREE

I have a religious or spiritual
perspective on death................

Feeling happy will help my body
heal. ... ... it i e, .

Whether I recaver is pretty much
up to chance........................

A person should have the right to
decide to die.......................

Some pollutant such as smog,
chemicals, or food additives

contributed to my illness...........

When I feel good about myself, I'm
more likely to get better...........

When I think about my own death I
Bel Very angry. ... ... eiiiiriinvaens

Whether I get well depends on the
help of dectors and medicines. ... ...

My illness was brought on by the
stresses inmy life.................

Thinking a lot about how sick I am
will slow my recovery...............

Thinking meore aboutr dying has
changed my views about hew I live...

My illness is mostly hereditary
(inherited) ... . ... ...,

My getting well has little or
nothing to do with chance...........

My faith in God will help me
ol T o O

I aveid thinking abont my own death.

Not getting enough sleep makes it
harder for me to get better.........

My illness may be a punishment for
something I've done.................

We should prolong life at any cost..

i~

3 4 5 55/
3 A 5 56/
3 4 5 57/
3 4 5 58/
3 “o 5 59/
3 | 4 ' 5 &0/
.3' 4 5 61/
3 4 5 62/
3.. 4 5 63/
3 & s 64/
3 4 5 65/
5 4 s 66/

5 % s 67/
3 4 5 68/
3 | 4 | 5 69/
3 | 4 | 5 70/
3 4 | 5 71/
3 4 5 72/
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STRONGLY KOT STRONGLY
AGREE AGREE  SURE DISAGREE DISAGREE
31. Well balanced meals will help me get

LT - 1 2 3 4 5 9/
32. There is not much I can do to help

myself get well..................... 1 2 3 4 5 10/
33. I cavght my illness from someone

L T 1 2 3 4 3 11/
34. Thinking about dying makes me

depressed...... ..ot 1 2 3 4 5 12/
35. It is up to God whether I get well.. 1 2 3 4 5 13/

36. Relaxation techniques will help me
get well. ... ..t i, i 2 3 4 5 14/

37. I have thought a lot about my own
death......... . . i i, 1 2 3 4 5 157

38. Telling myself I'm going to get
better has nothing to do with whether

I do. i i i i 1 2 3 4 5 - 16/
39. I have a calm and accepting attitude

toward my own death..,............... 1 2 3 A 5 17/
40, My illness is God's will............ 1 2 3 & 5 18/

41. My illness may have been caused by _
something I Ate....uucierenrnunnias. 1 2 3 4 5 19/

42. I don't really know why I got this
B 4 T 1 2 a 4 5 20/

43. The fear of dying is very much
withme.......... . i, 1 2 3 4 5 21/

44. My illness may have been caused by _
drugs or medications................ 1 2 3 4 5 22/

CARD 05
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PART SIX - HOW YOU'RE FEELING

1. Would you say you agree or disagree with each of these
statements about how you are feeling these days?

M.

N.

STRONGLY
AGREE

NOT

STRONGLY

AGREE SUKRE DISAGREE DISAGREE

. There are a lot of things I like

about myself....................
1 feel good about my body.......

I have a strong will to live....

. My religious or perscnal

spiritual beliefs give meaning
tomy life............. ... ...

I feel less physically attractive
because of my illness..........,

If I werk at it, I can usually
get what T want.................

I am optimistic that my life will
work out well.........._........

I would like to change some parts
of my body..... ... ... ... ...,

I am determined to do everything
possible to improve or recover..

My life is empty and has no
MEANINZ . i v v v et e ta s eena v snnan

I am important to someone.......

T have done most of the things I
wanted to in my life............

1 feel less sexually desirable now
than before my illress..........

No matter how serious my illness
is, there is always hope of
getting better..................

. My illness has made me feel

ashamed of my body..............

2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3

-

3 23/
5 24/
5 25/
5 26/
5 27/
5 28/
5 29/
5 30/
5 31/
5 32/
5 33/
5 34/
5 35/
5 36/
5 37/
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STRIONGLY NOT

STRONGLY

AGREE  AGREE  SURE DISAGREE DISAGREE

P. I feel that I usually succeed in

solving my problems............. 1 2 3 4 5
Q. I like my looks just the way they
are......... e 1 2 3 4 5
R. There are people who depend on
1 1 2 3 4 5
5. My body looks as good as it did
before my illmess............... 1 2 3 4 5
T. 1 feel like giving in to my
illness..........ooiiniiin.t, 1 2 3 4 3
U. 1 feel that I am an attractive
POrSON. . ittt nec et 1 2 3 4 5
V. I am usually satisfied with the
way L am........cc.oiiiiiiann, 1 2 3 & 5
W. I am uwsually able to influence
others. ... ... ... i nn. 1 2 3 4 5
X. I have some tasks to accomplish
in my life that are important to
DI e ittt o e s mm s tmecaaaaaannnnnarn 1 2 3 4 5
. During the past wonth, how often have you felt:
A
ALL MOST SOME  LITTLE  NONE
OF THE OF THE OF THE OF THE OF THE
TIME TIME _TIME TIME TIME
4. Good about yourself?............ 1 2 3 4 5
B. Nervous?. . ... ... ...ciiiieiinnn. 1 2 3 4 5
C. Angry?. . . . i e, 1 2 3 4 5
D. Depressed?...... ... ... ... ... ... 1 2 3 & 5
E. Tense? . . ... ... .t iiiinnnn. 1 2 3 A 5
F. Loved?.......coiieiiiai, .. 1 2 3 4 5

38/

38/

40/

41/

42/

43/

44/

45/

45/

47/
48/
49/
50/
51/

52/
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(cun't) During the past month, how often have vou felt:

ALL MOST SOME LI;fLE NONE
OF THE OF THE OF THE OF THE OF THE

TIME  TIME TIME TIME TIME

G. Cheerful?... ... ... .. .. ....... 1 2 3 4 5

H. Irritated?...... ... ... cc0iviuon.. 1 2 3 & 5

I. Anxjous?...... .. i, 1 2 3 4 5

J. Happy?. ..o iiinii i 1 2 3 4 5

K. Easily annoved?................. 1 2 3 4 5

L. Lonely?. . . .. ... . i 1 2 3 4 5

M. In low spirits?................. 1 2 3 4 5

N. Resentful?...................... 1 2 3 4 5

CARD G5

53/
54/
55/
56/
57/
58/
59/

60/
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3. In the past month, how much have each of these feelings
interfered with what you usually do?

A
ALL  MOST SOME  LITTLE  NONE
OF THE OF THE OF THE OF THE OF THE
TINE TIiME TIME TIME TIME

A. Feeling angry?........ccvviinnn. 1 2 3 4 5 61/
B. Feeling anxious?................ 1 2 3 4 5 62/
C. Feeling depressed?.............. 1 2 3 4 5 63/
D. Feeling guilty?................. 1 2 3 4 3 64/

4. How often do you run into problems that you can't solve?

VERY OFTEN. .. ....civuuiins 1 65/
OFTEN. .. i i i i ie e ians 2
SOMETIMES. .. ...t iivnrannn 3
OCCASIONALLY................ 4

ALMOST NEVER. .. ...c00venvn 3

5. How much of what you do is determined by what other people
want you to do?

ATMOST EVERYTHING............ 1 66/
MOST THINGS. . ... iiiaat, 2
SOME THINGS.. ... 3
AFEW THINGS.........covuns 4

ALMOST NOTHING.......cevuuney 5

CARD 05
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During the past month, how much of the time have you
been satisfied with each of these aspects of your 1ife?

A&. Your
B. Your
C. Your

D. Your

ALL  MOST
OF THE OF TH
TIME TIME

work?. . ... e, 1 2
personal life?............. 1 2
friendships?............... 1 2
leisure activities?,....... 1 2

. During the past month, how often have you been in unpleasant

situations that you felt helpless to do anything about?

VERY OFTEN

8. During the past month, how much of the time did you
enjoy the things vou did?

SOME LI?‘I‘LE NONE
E OF THE OF THE OF THE

TIME TIME  TIME

3 4 5 67/

3 & 5 68/

3 4 5 69/

3 4 5 70/
................. 1 71/
................. 2
................. 3
................. 4
................. 5
................. 1 72/
................. 2
................. 3
................. &4
................. 3
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9. During the past month, how often have vou fel::

A
ALL  MOST SOME LITTLE  NONE
OF THE OF THE O©OF THL OF THE OF THE
TIME _TIME TIME TIME TIME

A. down on yourself?............... 1 2 3 4 5 73/

forvard to?. ... . ... ... ... . ... 1 2 3 4 5 74/
C. that vou deserved very 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 vour illness brought
on problems for vour family and
friends? ... .. ... .. .. 1 2 3 4 5 77/

could cheer you up?............. i 2 3 & 3 78/

CARD 05
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PART SEVEN - FEELINGS ABOUT YOUR DOCTORS

Try to answer these questions about the doctors who usnally treat vou for
your illness.

1.

Overall, how satisfied are vou with vour doctors' care’
VERY SATISFIED................
SOMEWHAT SATISFIED............

NEITHER SATISFIED NOR
DISSATISFIED. ... ... .. v

SOMEWHAT DISSATISFIED.........

VERY DISSATISFIED.............

- Whar is the cne thing about your doctors that vou like most?

- What is the one thing that vou like least?

. Would you say these statements are true or false?

A. When my doctors come intoc the room, it makes me feel better.
DEFINITELY TRUE..............
MOSTLY TRLE......... .o ivanss
DON'T KNOW. ..o iii it
MOSTLY FALSE.................

DEFINITELY FALSE.............

B. My doctors seem very well-trained.

DEFINITELY TRUE..............
MOSTLY TRUE.....covvvruiuenn.
DON'T SNOW. ..o e
MOSTLY FALSE........c..ucvvn..

DEFINITELY FALSE.............

i0-12/

13-15/

15/

17/
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3. Would you say you agree or disagree with each of these
statements about your doctors and how they treat you and
your illness?

STRONGLY NOT STRONGLY
AGREE  AGREE  SURE DISAGREE DISAGREE

A. If anything can be done for my
illness, my doctors will know -
- N 1 2 3 & 5 18/

B. My doctors encourage me to do
things I iike to help the
healing process.......ccovuun... 1 2 3 4 5 13/

C. When my doctor explained my
diagnosis, he/she seemed cold
and distant...........oeenvunnnn. 1 2 3 4 5 20/

D. My doctors always respect my
feelings. . ...ooiiuiinannnnnnnn.. 1 2 3 4 5 21/

E. The caring of my doctors has
helped me during this illmess... 1 2 3 4 5 22/

F. My doctors never discuss
decisions about my treatment
With Me...uevvenrvnannnnnnnennns 1 2 3 4 5 23/

G. When my doctor told me what I
had, I got the feeling that I
had some chance for recovery.... 1 2 3 4 5 24/

H. Following my doctors' orders
will help me get well........... 1 2 3 4 5 25/

I. My doctors often act more
impersonal than is necessary.... 1 2 3 4 5 26/

J. My doctors always explain things
about my disease, the suggested
treatments, and their effects.... 1 2 3 4 5 27/

K. My doctors usually inspire hope
and optimism._.................... 1 2 3 4 5 28/

L. My doctors hardly ever explain .
my medical problems to me........ 1 2 3 4 5 29/

M. My doctors usually make it easy
for me to tell them my concerns.. 1 2 3 & 5 3¢/
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STRONGLY
AGREE

AGREE

NOT

STRONGLY

SURE DISAGREE DISAGREE

. When my doctor explained my

diagnosis, he/she encouraged me
to overcome my illness........... 1

. My doctors often encourage me to

tell them how I feel............. 1

. My dectors encourage me to

improve my health habits......... 1

. When I ask questions about my

illness and treatment, my
doctors always put me off........ 1

. My doctors and ] work together

to trear my illness.............. 1

. My doctors believe that keeping

a hopeful outlook will help
me get better............ P 1

When my doctor told me what
I had, T got the feeling there
wasn't much that could be done... 1

I usually feel that my doctors
don't really listen to me........ 1

. My doctors do not seem hopeful

about my chances for recovery.... 1

. My docters believe that a

fighting spirit will help me
b o T 1

[ B+

ra

g%

[

[

12

k2

ra

[}

Lo}

[¥2]

5~
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PART EIGHT - THE 'LIVE TODAY’' PROGRAM

1. How did you first learn of our Live Today program?
Was your source of information:
{CIRCLE ALL THAT APPLY)

A. Physician..... e 1 41/
B. Other health professional...... 2 42/
C. Friend in program.............. 3 43/
D. Family member.................. 4 44/
E. Friend {not in program)........ 5 45/
F. TZVorradio....... ... ....u... 6 416/
G. Newspaper or magazine.......... 7 47/

H. Hailing or brochure
about Program.................. 8 48/

I. Other - how?

9 49/
2. Is anyone participating in this program along with you?
YES . i 1 50/
] 2

(Skip to } 3)
2a. ¥ho?
| SPOUSE OR MATE............ | 51/
OTHER FAMILY MEMBEK....... 2

CLOSE FRIEND.............. 3

3. What do vou hope to get from participating in this program?

b i
b v s g 52-60/
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4. Which of the following treatments have vou used to help you

deal with current or past illonesses? ;
(CIRCLE ALL THAT APPLY) @ég%{}ﬁb 7-8/ i

A. Hypnotherapy........_ .......... 1 9-10/ |

B. Biofeedback.........ooovoon.... 2 11-12/

C. Muscle relaxation.............. 3 13-14/

D. Meditation..........:.....o.., 4 15~16/

E. Acupressure.................... 5 i17=-18/

F. Chirepractic......... ... ... ... 6 19-20/

G. Nutritional treatment.......... 7 21-22/

H. Visualizatior or guided imagerv 8 23-24/

I. Péychctherapy .................. 9 25-26/

J. Growth experiences............ 10 27-28/

K. Laetrile......... ... ... . ... 3 | 29-30/

L. Other (What?)

12 31-32/
5. Were you able to express what vou think is most important about
your illness experiences in this guestiounaire?
YES . (i s 1 33/
t NOu e et 2
I1f not, what was leftr out?
S R R |
it/ it 3433
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This is the end of the questionnaire. Thank vou very much for
vour help. Before you send it back, check quickly to be sure
you've filled out all the questions.

Then, please sign the "Consent to Contact Physician" form and

keep the second copy for yourself. Slip the first (signed) copy
inside the questionnaire.

Return the questionnaire in the envelope. If vou return it in another
envelope, please send it to:

Live Today!
1314 Westwood Blwd., Suite 107
Los Angeles, CA 90024

Again, thank you.
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