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ABSTRACT 

The purpose ox this study was to examine the 

interrelationships among the themes ox Taylor's (1983) 

Cognitive Adaptation Theory xor schoo lagers with asthma. 

In addition, the influence ox Taylor's (1983) themes on 

the children's social behavior was also tested. The three 

themes ox Taylor's (1983) theory included A Search xor 

Meaning, Restoration ox Selx-Esteem, and Gaining a Sense ox 

Selx-Mastery. Two components ox A Search xor Meaning 

included the Impact ox Disease and the Cause ox Disease. 

Relating Behaviors-Cooperating Behaviors was the index ox 

social behavior. 

Forty-xive Caucasian children between the ages ox 

seven and ten years who had a diagnosis ox asthma and did 

not have any ment~l disability were the convenient sample. 

Data were collected in the children's homes. Three 

questionnaires and two interviews were used to measure 

Taylor's (1983) themes and Relating Behaviors-Cooperating 

Behaviors. 

Descriptive statistics were used to answer the 

research questions and provide additional xindings related 

to the conceptual xramework. Two relationships among 

Taylor's (1983) themes were signixicant (p~.OS). Children 

xii 



xiii 

who reported greater impact o£ asthma upon their lives 

(Impact o£ Disease) reported lower sel£-esteem (Restoration 

o£ Sel£-Esteem). Children who reported greater impact o£ 

asthma upon their lives (Impact o£ Disease) also reported a 

lesser internal locus o£ control orientation (Gaining a 

Sense of Self-Mastery). The Ca~se of Disease was the only 

concept which correlated signi£icantly with Relating 

BehaViors-Cooperating Behaviors and thus, influenced this 

concept. Children who named a cause £or their asthma 

reported more relating and cooperating skills. The Cause o£ 

Disease explained 6.5Y. of the variance £or Relating 

BehaViors-Cooperating Behaviors. 

Characteristics o£ the children's asthma condition 

and their families were significantly related to the themes 

o£ Taylor's (1983) theory and Relating Behaviors-Cooperating 

Behaviors. Developmental di£ferences were £ound £rom age 

group analyses. The classification o£ the children's 

responses for the cause of asthma and reliability and 

validity estimation £or the HIlS were also reported. 

Five potential sources o£ error which may have 

a£fected the £indings included design, instrument, subject, 

investigator, and speci£ication erro~s. Suggestions £or 

£uture research with the conceptual £ramework were 

discussed. 



CHAPTER 1 

INTRODUCTION 

Children with chronic disease are £aced with the 

day-to-day tasks o£ adapting to the psychological demands 

o£ the disease upon their bodies. Children's adaptation to 

their chronic disease is in£luenced, in part, by what they 

think about the disease. Piaget (1971) stated that 

adaptation is B cognitive striving o£ thinking persons to 

balance their personal experience within the environment 

that impacts upon them. Other theorists, along with 

Piaget, recognize the role o£ cognitions in the adaptation 

process (Helson, 1964; Lazarus, 1966; Abramson & Seligman, 

1973; Mechanic, 1977; Vaillant, 1977; Goosen & Bush, 1979; 

Bernardo, 1982; Craig & Edwards, 1983; Taylor, 1983). Some 

cognitions identi£ied in the adaptation process include 

assimilation and accommodation (Piaget, 1952), appraisals 

(Lazarus, 1966; Goosen & Bush, 1979; Craig & Edwards, 

1983), and social comparisons (Mechanic, 1977). 

Adaptation may be viewed £rom a developmental 

perspective. Children's developmental adaptation is a 

£unction o£ their state within the orderly, continuous 
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progression of phases which cover the years of infancy 

through adolescence. These phases constitute qualitative 

and quantitative changes in the children's physical 

structure, mental processes, and social functioning. 

Children's thoughts about their disease are unique 

to their cognitive, developmental level. During the 

school-age years (six to eleven years of age), children's 

cognitive development proceeds from Preoperational thought 

(two to six years of age) to Concrete Operations (six to 

eleven years of age) and finally to Formal Operations (11~ 

years of age) (Piaget, 1952). Many of the schoolagers' 

cognitive abilities develop within these years which enable 

them to relate and order their experiences with disease 

into an organized view. When nearing the end of the 

Preoperational Stage, schoolagers have a beginning 

understanding ox relationships and hierarchies, but they 

are still tied to the concrete events of their experiences. 

As children enter Concrete Operations, they can use 

concepts which are derived from relationships within the 

cognitive structure (Ausubel, Sullivan, & Ives, 1980) 

rather than concrete experience. In Formal Operations, 

preadolescents are able to use hypothetical reasoning. 

Children's behavior may be determined, in part, by 

their cognitions about their disease. One aspect of 

children's behavior which becomes increasingly apparent 

2 



during the school-age years is their social behavior. 

During the school-age years, children's social contacts 

broaden and extend beyond the £amily to relationships with 

peers and others within the school setting. These 

opportunities £or social interaction serve as the milieu in 

which social behaviors develop. Relating and cooperating 

with others are two examples o£ these behaviors. The 

children are able to take another person's perspective 

(relating) end work toward common goals with others 

(cooperating). 

Taylor's Cognitive Adaptation Theory (lS83) can be 

used to examine chronically-ill schoolagers' co~nitive 

adaptation to their disease and its relationship with the 

children's social behaviors. Cognitive adaptation is 

de£ined as the individual's adaptation made on the basis o£ 

one's thoughts. Taylor's (1983) theory, based on an 

inductive, exploratory study with 78 women with breast 

cancer and their £amilies, is comprised o£ three themes 

involved in the cognitive adjustment to a threatening event 

such as a chronic disease. These themes include A Search 

£or Meaning, Restoration o£ Sel£-Esteem, and Gaining a 

Sense o£ Sel£-Mastery. A Search £or Meaning includes the 

person's attempt to understand the impact and cause o£ a 

threatening event. The second theme consists o£ the 

individual's need to restore his/her sel£-esteem £ollowing 

3 



4 

a threatening event. Gaining a Sense o£ Se~£-Mastery 

consists, in part, o£ the individua~'s be~ie£s about 

persona~ contro~. Dr. Tay~or proposed that these three 

themes are continuous~y in£~uenced.by each other. 

Tay~or's (1983) theory was postu~ated to be 

signi£icant £or the understanding o£ schoo~egers' cognitive 

adaptation to chronic disease. This study was an 

examination o£ Tay~or's Cognitive Adaptation Theory (1983) 

and its re~ationship with socia~ behaviors £or schoo~agers 

with asthma. Tey~or's themes were not viewed in entirety, 

but were examined at one point in time. 

Research on chi~dren with asthma has £ocused on 

many areas. Few studies have examined chi~dren's view o£ 

their disease (C~i££ord, 1968; Voorhorst-Smeenk, 1977; 

Matus, Kinsman, & Jones, 1978; Mennen, 1979; Du££y, 1982; 

Khampalikit, 1983; Welsh, 1985). Instead, many studies 

have £ocused upon personality £actors o£ children with 

asthma (Neuhaus, 1958; Purcell, Bernstein, & Bukantz, 1961; 

Weiss, 1966; Chang, 1976; Kim, Ferrara, & Chess, 1980) and 

the asthmatic children's adjustment or behavioral problems 

(Harris & Shure, 1956; Dubo et al., 1961; Meijer, 1978; 

Lewis, 1981). Many studies have also been done on the 

parent's view o£ the asthmatic child ~Rees, 1963, Meijer, 

1980, Khampalikit, 1983), the parental childrearing styles 

with the asthmatic child (Fitzelle, 1959; Parker, 1979; 



Du££y, 1982), and the parent's relationship with the 

asthmatic child (Block et al., 1966; Pinkerton, 1971; 

Creer, Mariun, & Creer, 1983). 

Some o£ the themes o£ Taylor's Cognitive Adaptation 

Theory (1983) have been studied with children who have 

asthma. For the Impact o£ Disease (8 component o£ A Search 

£or Meaning), Walsh (1985) £ound that children with asthma 

de£ined the experience o£ asthma as the experience o£ 

di££erence. For the Cause o£ Disease (another component o£ 

A Search £or Meaning), children's belie£s about the cause 

o£ asthma have not been reported in the literatUre. In 

re£erence to the Restoration o£ Sel£-Esteem theme, studies 

about the sel£-esteem o£ children with asthma have been 

reported in the literature (Tavormina et al., 1976; Green & 

Kol££, 1980; Panides & Ziller, 1981; Heilveil & Schimmel, 

1982; Margalit, 1982). Consistent results have not be 

£ound in these studies. Lastly, the Gaining a Sense o£ 

Sel£-Mastery theme has been addressed indirectly in studies 

done with asthmatic children to examine their belie£s about 

personal control using Rotter's (1954) concept o£ locus of 

control. No di££erences have been £ound between healthy 

children and children with asthma with respect to their 

locus o£ control orientation (Tavormina et al., 1976; Green 

& Kolf£, 1980; Steinhausen, 1982). However, the three 

themes o£ Taylor's (1983) theory have not been examined 
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together £or a sample o£ children with chronic disease. 

Further work must be done to understand chronically-ill 

children's cognitive processes involved in their adaptation 

to disease. 

§~~~~~~n~ 9! ~h~ ~~~E9~~ 

This study was designed to examine the 

interrelationships among A Search £or Meaning, Restoration 

c£ Sel£-Esteem, Gaining a Sense o£ Sel£-Mastery, and 

Relating Behaviors-Cooperating Behaviors. The in£luences 

c£ A Search £or Meaning, Restoration o£ Sel£-Esteem, 

Gaining a Sense o£ Sel£-Mastery on Relating Behaviors

Cooperating Behaviors were also studied. The research was 

a preliminary step to examine the relationships o£ the 

themes identi£ied in Taylor's Cognitive Adaptation Theory 

(1983) with social behaviors £or o£ schcolagers with 

asthma. Thus, the study served as a deductive test o£ 

Taylor's (1983) theory with children who have a chronic 

disease. 

§!g~!;!~~~~~ 

Leininger (1978) reminds health care providers o£ 

the increasing challenge to understand the patients' view 

o£ disease £or the purpose o£ providing appropriate health 

care. The nurse can more clearly identi£y and practice 
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interventions which support the healthy development ox 

children ix he/she understands the children's cogriitive 

adaptation towards their disease. Taylor's (1983) theory 

is one approach to grasp the meaning ox children's thoughts 

about their disease. Through the use ox Taylor's Cognitive 

Adaptation Theory (1983), the children's view ox the 

meaning ox their disease (the impact and cause), the 

children's view ox their selx-esteem, and the children's 

view ox their control over disease can be discovered. The 

ability to relate and cooperate with others represents one 

area ox schoolagers' behavior which can be examined in 

relation to the children's cognitive adaptation. 

Schoolagers' social behaviors become increasingly 

signi£icant in their lives as their world expands to others 

outside the xamily. 

A number ox characteristics ox the asthmatic 

condition make it xruitxul to consider the children's 

cognitive adaptation towards their disease. Asthma is the 

most prevalent chronic disease in children (Pless & 

Roghmann, 1971). Approximately two million children under 

the age ox 17 years are axxlicted with the disease (Evans 

Hugh, 1979). Asthma is dexined as, "a condition ox altered 

dynamic state ox respiratory passages due to the action ox 

diverse stimuli resulting in airway obstruction ox varying 

degree and duration, and reversible, partially or 

7 



completely, spontaneously or under treatmentft (Kuzemko, 

1976, p. 1). Asthma is also a disease which may persist 

throughout a li£etime £or many who are a££licted with it 

during childhood. Barr and Logan (1964) estimated that 

there was only a 40 to 50 percent chance o£ becoming £ree 

o£ asthma at puberty. In £ollow-up studies with asthmatics 

ranging £rom 10 to 27 years post-initial diagnosis, 11 to 

58 percent o£ the subjects still had asthma (Rackemenn & 

Edwards, 1952, Barr & Logan, 1964, Bu££um & Settipane, 

1966). In a longitudinal study o£ 2300 asthmatic subjects 

who were £ollowed £or eight and one-hal£ years, relapses 

with asthma increased with the subject's age (Bronnimann & 

Burrows, 1985). The incidence and persistance o£ asthma 

£or many children who are a££licted with it make asthma a 

topic which is a signi£icant area o£ £ocus £or nursing 

research. 

One viewpoint in the literature contends that the 

cause o£ asthma may be related to the children's emotional 

state (French & Alexander, 1941, Fitzelle, 1959; Aitken, 

Zea~ley & Rosenthal, 1969). In a study by Purcell (1963), 

55~ o£ the children reported their asthmatic attacks were 

precipitated by emotional stimulation which created a 

negative a££ect. Asthma has also been £ound to be related 

to a number o£ neurotic symptoms in children which include 

the inability to tolerate £rustration, dependency, latent 
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aggression, overanxious behavior, and overdemanding 

behavior (Oubo et al., 1961). Understanding the cause o£ 

asthma attributed by the children and the impact o£ asthma 

upon their lives will provide in£ormation to assist in 

planning interventions which may reduce the incidence o£ 

asthmatic attacks and neurotic symtoms. 

Children with asthma may incur changes in their 

appearance (barrel chest, ~ecreased weight and height), 

changes in their physical capabilities (weakness, 

di££iculty with breathing), changes in their daily 

activities (exercise limitations, administration o£ 

treatments and medications), and changes in their social 

opportunities (with increased school absenteeism and 

decreased recreational activities). These changes may 

impact upon the asthmatic children's sel£-esteem. The 

children's perception o£ the sel£ determines, in part, 

their behavior in personal, academic, and social arenas. 

From the understanding o£ the children's view o£ the sel£, 

appropriate nursing interventions may be implemented to 

enhance the children's development in these areas. 

Sel£-care has become an important issue %or today's 

health care due to rising health care costs. Sel£-care is 

an important issue £or those with a chronic disease since 

most chronic diseases require long term day-to-day 

treatments. Although 75~ o£ the nation's children have 

9 
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private hea~th insurance, many hea~th care costs are not 

inc~uded in these p~ans (Hobbs et a~., 1984). These costs 

may inc~ude transportation costs, extra te~ephone costs, 

costs ~ost £rom work by the parent taking care o£ the 

chi~d, costs £or specia~ diets and emotiona~ costs £or the 

£ami~y. Fami~ies with an asthmatic chi~d spend 14Y. o£ the 

£amily income on health care costs £or the child (Hobbs et 

a~, 1984). 

Nursing has begun to £ocus upon the asthmatic 

child's ro~e in se~£-care. Programs have been estab~ished 

to teach asthmatic chi~dren and their £ami~ies about the 

disease and the management o£ it to increase the chi~dren's 

responsibi~ity in se~£-care. The asthma camp is one arena 

in which this was implemented (Robinson, 1985). Through 

these programs, the chi~dren's se~£-concept and activity 

leve~s increased, with decreases in the chi~dren's 

hospitalizations, emergency room or doctor visits, school 

absenteeism, and asthmatic attacks. It is conjectured that 

chi~dren who have a greater interna~ ~ocus o£ contro~ 

orientation are more responsib~e with sel£-care measures. 

From an understanding o£ the chi~dren's perception o£ 

control with i~~neBs, one can identi£y measures which may 

enhance the asthmatic chi~dren's responsibi~ities in their 

Be~£-care. 
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§~~~!~l 

To prepare children £or a healthy, £ul£illing 

adulthood, the children's view o£ their disease must be 

known. This chapter provided an overview o£ the problem in 

which the asthmatic schoolagers' cognitive adaptation to 

their disease and its relationship with social behaviors 

was studied. Taylor's Cognitive Adaptation Theory (1983) 

was used to examine this problem. The signi£icance o£ the 

study £or the nursing care o£ children with asthma was 

discussed. 



CHAPTER 2 

CONCEPTUAL FRAMEWORK 

The conceptual framework which is the basis for the 

investigation of the cognitive adaptation of schoolagers 

with asthma and its relationship to the children's social 

behavior is presented in this chapter. The constructs and 

concepts of the conceptual framework are defined. 

Literature which has been used in support of the terms and 

relationships within the conceptual framework are 

discussed. 

The conceptual framework is presented in Figure 1. 

Four hierarchical levels are shown in the conceptual 

framework. Moving from Level I to Level IV represents an 

increase in the abstractness of the extrinsic parts of the 

framework (Gibbs, 1972). The constructs are shown in Level 

IV and the concepts are shown in Levels III, II, and I. At 

Level IV, th~ constructs are Developmental Adaptation and 

Behavior, respectively. At Level III, the concepts are 

Cognitive Adaptation and Social Behavior, respectively. At 

Level II, the concepts vhich further delineate Cognitive 

Adaptation include A Search for Meaning, Restoration of 

Self-Esteem, and Gaining a Sense of Self-Mastery. At Level 

I, two components of A Search for Meaning include Impact of 

12 
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. Deve1optSlta1 Adaptation--+.:...-_- Behavior 

. Cognitive Adaptation---:...+-- Social Behavior 

Restoration 
of 

........:-Re1ating 
Behaviors-

~~~Z;~~;;~~:::::::+~--~.Cooperating ~::--~~ - Behaviors 

Figure 1. Conceptual Franework: Cognitive Adaptation 
and the Schoo1ager with Astluna 
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Disease and Cause o£ Disease. Restoration o£ Sel£-Esteem 

is £urthered delineated as Sel£-Concept. Gaining a Sense 

o£ Sel£-Hastery is £urther delineated as Locus o£ Control. 

The concept, Relating Behaviors-Cooperating Behaviors is an 

index o£ Social Behavior. 

k~Y~! IY 
The relationship between the constructs, 

Developmental Adaptation and Behavior, is theorized to be 

positive. The individual's developmental adaptation 

£ollowing a psychplogical stressor represents an increase 

in hia/her utility, per£ormance, and pleasure within the 

environment £rom his/her prior state. This adaptation is a 

£unction o£ the individual's developmental level. The 

individual's developmental adaptation is demonstrated in 

healthy behaviors which are goal-directed and purpose£ul. 

Developmental Adaptation 

The word, adaptation, comea £rom the Latin adapt are 

which means to adjust. Selye (1974) states that li£e is a 

continuous process o£ adjustment to stressors and 

adaptability is probably the most distinctive 

characteristic o£ li£e. Adaptability to change and 

alertness are necessary qualities to maintain the 

independence and individuality o£ natural units (Selye, 

1974). 
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The meaning o£ adaptation or adjustment is 

dependent upon the perspective in which the term is used. 

The theory o£ adaptation originated in the biological 

sciences and has been re£erred to as a physiological 

response to a noxious stimulus (Helson, 1964). The theory 

has been broadened with its use in psychology to re£er to 

the psychological response to a stressor (Lazarus, 1977). 

Nursing has borrowed both perspectives in the development 

o£ nursing adaptation theories (Roy, 1970; Jones, 1978~ 

Goosen & Bush, 1979; Lawrence & Lawrence, 1979~ Erickson & 

Swain, 1982; Craig & Edwards, 1983~ and Rambo, 1984). 

Within the conceptual £ramework, adaptation is 

de£ined as the individual's response to a psychological 

stressor (Lazarus, 1977) which represents an increase in 

the individual's utility, per£ormance, or pleasure within 

the environment £rom his/her prior state (Goosen & Bush, 

1979). The term, adjustment, is o£ten used interchangeably 

with the term, adaptation. 

Although adjustment implies the attainment o£ a 
more £avorable relationship with one's environment, 
it does not necessarily mean the attainment of a 
static condition, contentment or peace o£ mind. 
Adjustment is the ability to select appropriate and 
e££ective measures to meet the demands o£ the envi
ronment while maintaining a healthy attitude toward 
the circumstances (Poduska, 1980, p. 16). 

Developmental Adaptation re£ers to the individual's 

adaptation which is B £unction o£ his/her state within the 



orderly, continuous progression of phases. The phases 

cover the lifespan and become increasingly complex and 

differentiated (Maier, 1978). The phases constitute 

quantitative and qualitative changes in the individual's 

physical structure, mental processes, and social 

functioning. The years of childhood from infancy through 

adolescence consist of many developmental phases. 

Within the conceptual framework, development is 

viewed from an organismic perspective. The individual is 

viewed as active, self-regulating, and an organized whole 

who is constantly changing through interaction within the 

environment. From the individual's self-initiated action, 

his/her reality is constructed. 
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Two aspects of the organismic model of development 

are holism and directiveness. Holism refers to the 

dependence of any local organ or activity of the individual 

upon the context or the whole in which it is a part 

(Kaplan, 1978). Each part has significance in terms of its 

role in the individual's overall functioning. An 

experience for the individual gains meaning after it is 

incorporated into what is already known. Directiveness 

implies that the individual develops from a state of 

relative globality and undifferentiation to an increased 

state of differentiation and hierarchical integration. 
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The developmental process consists o£ both 

continuous and discontinuous changes. Continuous or 

quantitative changes include increases in di££erentiation 

and hierarchical integration. Discontinuous or 

qualititative changes include the emergence o£ novel 

structures and £unctions. At the more advanced or mature 

levels o£ development, the less mature levels are not lost, 

but incorporated into the higher level. The individual may 

return to a more immature level when con£ronted with a 

novel situation or a very di££icult task. Werner (1940) 

re£erred to this concept as the genetic principle o£ 

spirality. 

Behavior 

Behavior is de£ined as "an action or response o£ 

the body that can be observed, perceived, or measured" 

(Rambo, 1984, p. 3). Within the oonceptual £ramework, 

behavior is defined in a positive sense as healthy 

behavior. The individual's behavior is viewed £rom a molar 

perspective as goal-directed and purpose£ul. 

Healthy behaviors have been defined in many ways 

within the literature. A developmental trend is implied 

within all o£ these definitions (Coulter & Morrow, 1978). 

The social aspect o£ healthy behavior is also emphasized in 

these de£initions. Mercer (1973) contends that healthy 
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behavior is represented by the individual's equivalent 

per£ormance in social roles as compared with his/her peers. 

Leland et al. (1968) de£ined healthy behavior as the 

abilities to adjust to environmental demands within three 

behavioral domains: independent £unctioning, personal 

responsibility, and social responsibility. Nihira (1976) 

labelled personal indepeLdence and a culturally oriented 

sense o£ personal responsibility as two major components o£ 

healthy behavior. The American Association o£ Mental 

De£iciency de£ined healthy behavior as "the e££ectiveness 

or degree with which the individual meets the standards o£ 

personal independence and social responsibility expected o£ 

his age or cultural group" (Grossman, 1973, p. 11). 

Level III ----- ---
The relationship between the two concepts, 

Cognitive Adaptation and Social Behavior, is theorized to 

be positive. Youniss (1978) states that cognition is an 

enabling device which mediates social development. 

Children's cognitions give meaning ond interpretation to 

the social events or relationships which they experience. 

Schoolagers with the cognitive skill o£ role taking are 

able to recognize others' points o£ view and possibly gain 

a mutual understanding (Selman & Byrne, 1974). Bearison 
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(1982) emphasized the importance of social interactions for 

cognitive growth. 

The ontogenesis of higher forms of reasoning re
quires social interactions within a given cultural 
context whereby individuals face others who contra
dict their own intuitively derived concepts and 
points of view, and thereby create cognitive con
flicts whose resolutions result in the construction 
of higher forms of reasoning. Thus, social inter
action and the coordination of perspectives are 
essential components of cognitive growth (Bearison, 
1982, p. 203). 

Piaget (1932) recognized that children were active, 

cognitive creators and transformers of a social world. He 

recognized the interplay between the children's cognition 

and social experiences. Through experiences with other 

persons, children are able to cognitively organize their 

world. 

Cognitive Adaptation 

Cognitive Adaptation is defined as the individual's 

adaptation made on the basis of one's thoughts or 

cognition. Cognition is the individual's "capacity to 

construct relationships through one's encounters with life 

experiences, i.e. to receive, perceive and organize 

information through life experiences" (Awrey, 1976, p. 26). 

In her Cognitive Adaptation Theory, Taylor (1983) 

theorized that the adjustment process which is stimulated 

by a threatening event (i.e., chronic disease) centers 

around three themes: A Search for Meaning, Restoration of 



Sel£-Esteem, and Gaining a Sense o£ Sel£-Mastery. Other 

theorists have recognized the role o£ cognitions in the 

-adjustment or adaptation process. Vaillant (1977) 

described the role o£ cognitions in adaptation I wI£ you 

have not the strength to accept the terms li£e o££ers you, 

you must in sel£-de£ense, £orce your own terms upon itR 

(p. 3). Mattson (1972) recognized the importance o£ 

cognitive processes £or mastering distressing emotional 

reactions caused by illness. 
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Lazarus (1966) has described the role o£ cognitions 

in his psychological-stress theory. Lazarus maintains that 

successful adaptation rests on the individual's ability to 

cognitively evaluate or appraise situations £or the 

potential harm, threat, positiveness, or well-being to the 

individual. The cognitive processes determine the quality 

and intensity of emotional r~actions and behaviors in the 

individual. A cognitive appraisal is defined as the 

individual's evaluation of a signi£icant transaction 

between himself/herself and an environmental stimulus 

(Lazarus, 1974). There are three types o£ cognitive 

appraisals: primary, secondary and reappraisal. Primary 

appraisal re£ers to a judgment o£ the situation as 

irrelevant, benign-positive, or stressful. Stressful 

appraisals include harm/loss, threat, or challenge. 

Secondary appraisal consists o£ an evaluation of coping 



options and their e££ectivenesG. Reappraisal is a changed 

appraisal based on new in£ormation £rom the person and/or 

environment. 
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Craig and Edwards (1983) have borrowed Lazarus' 

(1966) cognitive appraisal model in the £ormulation o£ an 

eclectic, nursing model to understand adaptation in chronic 

disease. The £ocus o£ the model is the individual who has 

a chronic disease and the £amily. Through the process o£ 

caring, the goal £or the individual and the £amily is 

adaptation. Adaptation is achieved through appraisal and 

reappraisals of the chronic disease situation in terms o£ 

the potential threat o£ the situation and the coping 

alternatives available to the individual and/or £amily. 

Goosen and Bush (1979) have identi£ied the 

individual's cognitive appraisal as the £irst phase o£ 

their nursing £eedback model o£ adaptation. Following 

perception o£ the stimulus, the individual appraises or 

evaluates the stimulus £or its magnitude and potential 

impact upon his/her internal and external environment. I£ 

the stimulus is analyzed and resolved at this phase, 

adaptation occurs. When the stimulus is appraised as a 

stressor, £urther responses involving the use of coping 

mechanisms and physiological, as well as emotional, changes 

occur toward the goal o£ adaptation. 
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Mechanic (1977) asserts that cognitive processes 

involving social comparisons are a mode o£ adaptation to a 

stress£ul situation. Through the social comparison 

process, the individual ascertains ~is/her strengths and 

weaknesses which are valuable as de£enses. 

Abramson and Seligman (1973) have identi£ied a 

cognitive element to their Learned Helplessness Theory. 

Individuals exhibit helplessness through the cognitive 

understanding that situations are uncontrollable, rather 

than £rom mere exposure to a situation o£ 

uncontrollability. 

From a developmental perspective o£ cognitive 

adaptation, Piaget (1971) stated that adaptation is a 

cognitive striving o£ thinking persons to balance their 

personal experience within the environment which impacts 

upon them. Two processes, assimilation and accomodation, 

are involved in cognitive adaptation. Assimilation is the 

process o£ taking in in£ormation about the environment into 

cognitive structures that are evolving or completed. 

Accomodation is the change or alteration in the 

individual's existing cognitive structure when new 

in£ormation is added. E££icient cognitive development 

requires an e~£ective match between the individual's 

experiences and cognitive structures and leads to a mental 

balance called an equilibrium state. The equilibrium state 
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can rexer to a moment-by-moment equilibrium, or a xinal 

level ox achievement at each stage, or to the entire course 

ox cognitive development (Pulaski, 1980). 

Piaget's cognitive developmental theory was based 

upon the organismic model ox development. Children are 

viewed as active, selx-regulating beings who construct 

their knowledge ox reality xrom relationships between 

themselves and the objects ox their experiences. 

Consistent with the organismic model, Piaget was concerned 

with the organization ox the parts ox knowledge in the 

whole ox knowledge. His structuralist perspective is 

rexlected in his dexinition ox stages. Each stage rexlects 

a particular underlying mental xunction. The stage is a 

structured whole when it is in a state ox equilibrium. The 

stages are universal, have an invariant sequence, rexlect 

primarily qualitative changes, and cover the lixespan. The 

stages xrom infancy through adulthood include the 

Sensorimotor Stage, the Preoperational Stage, Concrete 

Operations, and Formal Operations. The stages xollow an 

epigenetic sequence in which each stage is derived xrom the 

previous stage, transforms the previous stage, and prepares 

xor a more advanced stage. Preceding structures become a 

part ox later structures (Inhelder, 1962). Four xBctors 

constitute the change xrom one stage to another: 

maturation, physical experience, social interaction, and 
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equilibration (Piaget, 1964). The rate ox progression 

through the stages may vary among individuals, but the 

sequence and xormal characteristics do not. The concept ox 

horizontal decal age is used to explain a lag in the rate ox 

progression through the stages. 

Three ox the xour stages dexined by Piaget to have 

relevance xor schoolagers between the ages ox seven to ten 

years (like the sample used in this study) are discussed 

next. The primary stage ox cognitive development xor 

children between seven to ten years ox age have been 

dexined by Piaget as Concrete Operations. Concrete 

Operations xollows the Preoperational Stage and precedes 

Formal Operations. 

During the early Preoperational Stage (two to xour 

years ox age), children's thinking is egocentric and they 

cannot take the perspective ox another. The Preoperational 

Stage is dexined as preconceptual. The children's 

reasoning is applied to preconcepts or primary concepts 

which have derived meaning from the children's concrete, 

empirical experience (Ausubel et al., 1980). Perceptual 

xeatures ox an experience dominate the children's 

cognitions. Children tend to center upon a particular 

perceptual aspect ox a situation, and therexore they cannot 

entertain both qualitative and quantitative aspects ox an 

event simultaneously. In causal relationships, children 



use transductive reasoning moving £rom one particular 

perceptual event to another. Children do not have the 

cognitive ability o£ reversibility whereby one can return 

to the starting point o£ a particular thought to negate it 

or produce the reciprocal o£ it. 

As children near the midpoint o£ this stage (£our 

to seven years o£ age), their thought becomes intuitive. 

The children begin to verbalize more thoughts, rather than 

act them out. The abilities, decentering and 

reversibility, begin to £orm. Children have a beginning 

understanding o£ relationships and hierarchies, but this 

understanding is tied to concrete events. 
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The cognitive, developmental stage between seven to 

ten years is de£ined as Concrete Operations. Many o£ the 

children's cognitive abilities develop within this time 

which enable schoolagers to reason logically, relate, and 

order (hierarchically or sequentially) their experiences 

into an organized whole. These abilities or groupings as 

Piaget has named them include transitivity, seriation, 

conservation, and classi£ication. These groupings have the 

properties o£ combinativity, associativity, identity, and 

reversibility. 

Language is a tool £or thinking, as well as 

communication during Concrete Operations. Children are not 

limited to perceptual £eatures or body cues in their 



cognitions. The children can use secondary concepts or 

concepts whose meanings are derived £rom relationships 

within the cognitive structure, rather than £rom concrete 

experience alone (Ausubel et al., 1980). The children's 

thought becomes less egocentric and the children are able 

to recognize their perspective may be di££erent £rom 

others. 
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During the £inal stage o£ cognitive development 

de£ined by Piaget, Formal Operations, preadolescents (11~ 

years o£ age) gain the abilities to abstract or use 

hypothetical reasoning and combinatorial thought. The 

preadolescents' world becomes a world o£ ideas and they can 

entertain many di££erent aspects o£ a situation at once 

while thinking beyond the present situation and £ormulating 

hypotheses. 

thinking. 

Preadolescents are capable o£ thinking about 

Bernardo (1982) has combined Piagetian theory o£ 

cognitive development and Crate's (1965) stages o£ 

adaptation to chronic disease in her conceptual model o£ 

children's cognitive adaptation to physical disability. 

Bernardo borrows White's (1974) de£inition o£ adaptation 

which "does not mean either a total triumph over the 

environment or a total surrender to it, but rather a 

striving toward acceptable compromise" (p. 599). She has 

identi£ied potential adaptations appropriate £or children 



with a physical disability in each stage o£ Piaget's 

cognitive, developmental theory. 

Social Behavior 

Social Behavior is de£ined as observable 

interactions o£ a chi~d in a group in which he/she 

regularly participates and has membership (Borman, 1982). 

Within the conceptual £rameYork, social behaviors or 

interactions are healthy or positive ones in which the 

individual is able to express both a positive and negative 

a££ect, as well as success£ully resolve any interpersonal 

con£lict. 
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The individua~'s, as well as society's, survival is 

dependent upon social interaction among its members. For 

the individual, "social living is the key to man's 

evolutionary success" (Hogan, Johnson, & Emler, 1978, p. 

3). From a sc~ietDl perspective, the "society must 

trans£orm the raw material o£ the individual biology into 

persons suitable £or the activities and requirements o£ 

society" (Brim & Kagan, 1980, p. 19). 

During the stage o£ development between six through 

eleven years o£ age, the children's social worlds expand 

and serves as a £orum £or the children to share and 

exchange ideas. Through this social interaction, children 

lose some egocentricity and are able to view a situation 
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£rom another person's perspective. Children demonstrate 

increased social sensitivity and responsiveness. Social 

reciprocity and equality predominate at this time when the 

children's social consciences begin to develop. 

Selman and Byrne (1974> have de£ined three levels 

o£ role taking in the social interactions o£ children £rom 

the late intuitive phase o£ the Preoperational Stage to 

late Concrete Operations. The role taking ability £or 

children in the late intuitive phase is called social-

in£ormationa1 role taking. In social interactions, the 

children can recogni2e that others may £eel or think 

di££erent1y than they do due to their di££erent situations 

or knowledge. Children are able to in£er another person's 

thoughts or £eelings when the other person's situation is 

not very di££erent £rom their own CShant2, 1975>. Children 

in early Concrete Operations are capable o£ sel£-re£lective 

role taking. During these years, children recogni2e that 

others think or £eel di££erent1y due to their di££erent 

values or goals. The children also understand that others 

may be able to in£er how they think or £eel and as a 

consequence, the children are able to anticipate others' 

reactions to them ~ In late Concrete Operations, children 

are capable o£ mutual role taking. The children can 

maintain separate and nonintrusive points o£ view while 
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dealing with the o'ther person's thoughts or £eelings. The 

children can put themselves in the other person's position. 

Social behaviors o£ schoolagers may take place in 

many groups or settings. These groups may include £amily 

and peers. The school setting £igures prominently as a 

milieu £or social behaviors £or schoolagers. 

The £amily represents the primary, social unit in 

which a child's social behaviors develop. "A key 

transition in a child's evolving capacity £or social 

exchange is the development o£ a secure and relatively 

resilient awareness o£ continuity and sameness" (Boyce, 

1985, p. 163). Through its routines, the £amily provides 

this permanence or continuity and thus p the child is able 

to explore relationships with others. 

Ausubel et ala (1980) identi£ied six aspects o£ the 

intra£amilial situation which £orm the basis £or the child 

to have success£ul interpersonal relationships, and thus 

healthy social behaviors. These include: 

1. Whether, on the basis o£ £riendly relations 
with parents, they are led in advance to expect the 
best £rom people unless given cause to £eel other
wise 
2. The extent to which their parents do not create 
unique or unrealistic needs and expectations in 
them which only they are willing and able to 
satis£y or encourage the development o£ special 
adjustive techniques to the exclusion o£ the more 
usual and adaptive abilities necessary £or most 
social situations 



3. The availability (neither insu££icient nor 
excessive) o£ £amily support, assurance, andguid
ance should they encounter di££iculties with others 
4. The absence o£ home attachments that are 80 

strong as to be preemptive 
5. Not acquiring personality traits or adjustive 
habits £rom the parent-child relationship that 
other children £ind o££ensive 
6. Not being predisposed by home training to with
dray £rom extra£amilial social experience to the 
point where the learning o£ realistic social roles 
becomes impossible (Ausubel et al., 1980, p. 216). 

The £amily' status, as well as its screening 
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techniques used £or determining social opportunities, also 

in£luences the child's social behaviors. A child is born 

into a £amily who haa a particular status within society. 

The £amily presents an idiosyncratic view o£ the culture to 

the child (Ausubel et al., 1980). Through regulation o£ 

activities and by comparison and comment, the £amily serves 

as a screen to other subcultures or social opportunities 

(Elkin ~ Handel, 1984). 

Through interaction with £amily members, the 

children learn about intimate and personal relationships. 

In a general sense, the £amily as a whole serves as a model 

o£ interactions among its members. Children learn that 

they are persons in their own rights, and are loved and 

accepted £or themselves. The children also learn hoy to 

Ddapt to interests and desires o£ others which may not be 

the same as theirs. 



In a speci£ic sense, particular members serve as 

role models £or the children's social behavior. Parental 

behavior £acilitates the development o£ social competence 

in young children (Baumrind, 1971) and serves as a 

£oundation £or £uture relationships. Parental behaviors 

toward the children may lead to speci£ic types o£ social 

behaviors in the children. Rejected children may £ind it 

di££icult to protect their sel£ interests and may invite 

aggression £rom others. The children may also withdraw in 

response to any con£lictual social situation. When 

rejection is prolonged and passive, children generally 

develop super£icial relationships with others. 

Children who are underdominated or have permissive 

parents tend to be domineering, aggressive, disobedient, 

petulant, and capricious (Levy, 1943; Becker, 1964). 

Overvalued children develop some o£ these same social 

behaviors, but modi£y their behavior and are less 

dominating £or the purpose o£ gaining status and power. 

Overprotected children tend to be submissive, dependent, 

compliant, shy and anxious (Levy, 1943; Becker, 1964). 

They are dependent on their mothers and have di££iculty 
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making £riends. Dverdominated children tend to behave like 

overprotected children along with being polite, sel£ 

conscious and introverted (Baldwin, 1948; Becker, 1964; 

Walsh, 1968). Harsh overdomination which is autocratic may 
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result in the child's quarrelsome, uncooperative, inhibited 

and inconsiderate behavior (Symonds, 1949; Becker, 1964). 

Children whose parents use a democratic style o£ 

parenting tend to be active, competitive and socially 

outgoing, and enjoy acceptance £rom their peers (Ausubel et 

al., 1980). Other members o£ the £amily (i.e., siblings) 

at di££erent developmental levels provide a variety o£ 

social learning experiences £or the schoolager and also 

impact upon the child's development o£ social behaviors. 

Peers are another group which impact upon 

schoolagers l social behaviors and serve as a bu££er between 

the £amily and the wider world. Peer rein£orcement can be 

used to shape a wide variety o£ social behaviors (Wahler, 

1967). "Peer interaction is not a preparation £or li£e. 

It is li£e itsel£. It ia li£e's interpretation in action, 

a making o£ li£e a meaning£ul event o£ten in a largely 

symbolic manner" (Sutton-Smith, 1982, p. 75). 

The peer group can be considered an age-limited 

subculture. Characteristics o£ peer groups include: "(1) 

By de£inition, it is made up o£ members who have about the 

same age status and roughly the same post ion in relation to 

adult authority; (2) within the peer group the members have 

varying degrees o£ prestige and power; (3) the peer group 

is centered about its own concerns" (Elkin & Handel, 1984, 

p. 164). The children determine the rules, interests, 
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traditions, and distinctive expressions and gestures (Elkin 

& Handel, 1984). Adults are peripheral to the peer group. 

However, parents (adults) may limit the children's 

participation and this may in£luence the social behaviors 

practiced within the peer group. 

The £unctions o£ the peer group are multiple. From 

Piaget's (1965) work on moral judgment, Mueller and 

Bergstrom (1982) have named cooperativeness or a sense o£ 

justice, play£ulness and £riendliness as three ~omponents 

o£ children's participation in peer groups. Other 

£unctions include the opportunity £or the children to be in 

an egalitarian, reciprocal relationship which they choose 

and £rom which they are able to value others and also be 

valued. Within peer groups, children also have the 

opportunity to play di££erent roles, learn to resolve 

con£lict, show concern £or their peers' needs, and 

subordinate their own goals £or others. Through peer group 

interaction, children are able to £orm close relationships 

which will lead to the emergence o£ intimacy in later li£e 

(Sullivan, 1953). Peer groups also serve to keep the 

children £rom being immersed in socialization within the 

£amily. 

Children's views o£ a £riend or peer change through 

the school-age years. Berndt (1981) found in a study o£ 

kindergarten, third, and sixth grade children that 
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expectations o£ a £riend to behave less aggressively and 

more prosocially increased with the children's age. Some 

aggressive behaviors included £ights or calling the child 

names. Prcsocial behaviors included sharing things and 

providing help when needed. Campbell et ale (1979) £ound 

in a group o£ £ive to £ourteen year-olds that with 

increasing age, the children tended to emphasize 

psychological characteristics and similarity o£ interests 

and attributes as important indicators £or £riendship. 

Youniss and Volpe (1978) have identi£ied developmental 

changes in the social interaction among schoolagers. The 

children between six and seven years o£ age interact 

according to shared rules o£ conduct. Children between 

nine and ten years o£ age also have the same rules as their 

£riends, but interaction is based upon the particular 

character or needs o£ the persons involved. 

Studies have shown the impact o£ peer relationships 

on adult well-being. Ro££ (1970) £ound that psychotic or 

neurotic adults were o£ten disliked or rejected by their 

peers during the elementary school years. The childhood 

behaviors consisted o£ hostility, aggressiveness and 

antagonism. Hartup (1983) and Olweus (1978) £ound that 

aggressive children were not necessarily unpopular with 

their peers, bu1~ they were likely to develop inappropriate 

social behaviors as they grew older. Antisocial behavior 



in children was shown to be a better predictor o£ adult 

mental illness than shyness, withdrawal or over-anxiety 

(Gould, Wunsch-Hitzig & Dohrenwend, 1980). 

The school setting is an important environment in 

the establishment o£ children's social behaviors. 

Stenhouse (1971) states that education is primarily 

concerned with inducting individuals into culture through 

their participation in a process of social interaction. 

The child £rom kindergarten through sixth grade 

spends approximately 7000 hours in school (Elkin & Handel, 

1984). The school setting, a more or less £ormalized 

multi-person setting, provides s milieu where children are 

under the supervision o£ adults who do not have personal 

ties with them. The school serves as an important setting 

which broadens the child's social arena beyond the £amily 

unit, decreasing the dependency on the £amily. Through 

participation in school, children learn respect £or 

established social norms and political order. Children 

learn to delay or suppress desires, tolerate interruptions 

and turn aside distractions. 

In summary, each o£ these groups and/or settings 

provide children with opportunities £or varying types o£ 

relationships. These relationships involve the children's 

abilities to receive and organize information and 
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demonstrate the complexity involved in chronically-ill 

children's social behaviors. 

b~y~!s !! !~g ! 
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Taylor's (1983) theory is comprised o£ three themes 

involved in the adjustment to a threatening event such as 

chronic disease. These themes which are the concepts at 

Level II include A Search £or Meaning, Restoration o£ Sel£-

Esteem, and Gaining e Sense o£ Sel£-Mastery. A Search £or 

Meaning includes the person's attempt to understand the 

impact and cause o£ e threatening event. Restoration o£ 

Sel£-Esteem constitutes the individuals's need to restore 

his/her sel£-concept £olloving a threatening event. 

Gaining a Sense o£ Sel£-Mastery consists, in part, o£ the 

individual's belie£s about personal control. Dr. Taylor 

proposed that these three themes are continuously 

in£luenced by each other. 

At Level I, the concepts which £urther delineate 

Taylor's three themes are shown. Two components o£ A 

Search £or Meaning include Impact o£ Disease and Cause o£ 

Disease. The impact constitutes one part o£ the meaning o£ 

an illness situation. From her work, Taylor (1983) has 

concluded that naming a cause also provides meaning to the 

illness situation. Restoration o£ Sel£-Esteem is £urther 

delineated at Level I as Sel£-Concept and is discussed 



using Taylor's (1983) title o£ the theme. 
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Gaining a Sense 

o£ Sel£-Mastery is further delineated at Level I as Locus 

of Control and is also \.iscussed using Taylor's (1983) 

title of the theme. The Impact of Disease, Cause of 

Disease, Restoration of Self-Esteem, and Gaining a Sense of 

Self-Mastery are discussed along with the concept shown at 

Level I, Relating Behaviors-Cooperating Behaviors. 

Variations within the three themes of Taylor's 

Cognitive Adaptation Theory (1983) and Children's relating 

and cooperating behaviors may exist with children who have 

different types of chronic disease. Therefore, at Levels 

II and I, attention is given to the literature which 

pertains to the concepts for schoolagers with asthma. When 

this is not possible, literature which pertains to the 

concept and schoolagers is used. 

The relationships among the concepts in Taylor's 

Cognitive Adaptation Theory (1983) and children's relating 

and cooperating behaviors have not been sufficiently 

described in the literature for children with asthma. 

Impact of Disease, a component of A Search for Meaning, is 

theorized to be negatively related to Relating Behaviors

Cooperating Behaviors. Children who report a greater 

amount of difference or impact of asthma upon their lives 

were expected to report fever relating and cooperating 

behaviors. Cause of Disease, another component of A Search 
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£or Meaning, is theorized to be positively related to 

Relating Behaviors-Cooperating Behaviors. Children who 

name a cause £or their asthma were expected to report more 

relating and cooperating behaviors. 

Restoration of Self-Esteem is theorized to be 

positively correlated with Relating Behaviors-Cooperating 

Behaviors. Children who have a higher self-esteem were 

expected to have more relating and cooperating behaviors. 

Consistent with this proposition, Coopersmith (1975) stated 

that children who have high self-regard enjoy better social 

relationships. In a study with £ourth, £i£th, and sixth 

graders, Coopersmith (1959) found that sel£-esteem was 

positively correlated with popularity which may be a 

positive indicator o£ the child's social interactions. 

Speci£ically within peer relationships, Adler (1930) 

believes that children's relationships with their peers 

enhance the children's self-worth and are essential £or 

personal growth. Mannarino (1980) £ound that children with 

close personal relationships had higher sel£-esteem than 

their peers who did not have these relationships. 

Gaining a Sense of Sel£-Mastery is theorized to be 

positively correlated with Relating Behaviors-Cooperating 

Behaviors. Children who have a higher internal locus of 

control orientation were expected to have more relating and 

cooperating behaviors. Deysach et al. (1975) studied locus 



o£ control and social competence with 23 children between 

the ages o£ 10 to 13 years. They £ound that an external 

locus o£ control and social competence were signi£icantly, 

negatively related £or the £emales in the sample. This 

£inding was not £ound with the males. However, Cohen and 

Farley (1973) establ~shed similar £indings o£ the £emale 

group £or a sample o£ adolescent males. In other studies, 

an internal locus o£ control orientation was asssociated 

with people who had a greater trust in strangers (Duke & 

Nowicki, 1973) and were generally better liked (Nowicki & 

Blumberg, 1975). These characteristics may be signi£icant 

qualities £or relating and cooperating with others. 

The interrelationships o£ the concepts within 

Taylor's Cognitive Adaptation Theory (1983) have not been 

su££iciently described in the literature £or children with 

asthma. Impact o£ Disease is theorized to be negatively 

related to Restoration o£ Sel£-Esteem and Gaining a Sense 

o£ Sel£-Mastery. Children with a greater impact o£ asthma 

upon their lives were expected to have lower sel£-esteem 

and/or an external locus o£ control orientation. McAraney 

et al. (1974) and Moore, Holton, and Marten (1969) £ound 

that children who viewed themselves as di££erent 

experienced a loss in sel£-esteem. 

Cause o£ Disease is theorized to be positively 

related to Restoration o£ Sel£-Esteem and Gaining a Sense 
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of Self-Mastery. Children who name a cause for their 

asthma were expected to have higher self-esteem and/or an 

internal locus of control orientation. 
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Impact of Disease and Cause of Disease are 

theorized to be negatively related. Children who report 

greater impact of asthma upon their lives were expected to 

not name a cause for their asthma. 

Restoration of Self-Esteem and Gaining a Sense of 

Self-Mastery are theorized to be positively related. 

Children who have a higher self-esteem were expected to 

also report a higher internal locus of control orientation. 

Consistent with this proposition, Greenberg (1978) believes 

that as the child's self-concept develops more fully, 

he/she will have an increased internal locus of control 

orientation. 

In a study of 225 fifth and sixth grade children, 

Moyal (1977) found that an external locus of control 

orientation was negatively related to self-esteem. Tolor, 

Tolor, and Blumin (1977) examined locus of control and its 

relationship with self-concept with 28 children who 

required special education programming and 28 children who 

were the control group. The children were in kindergarten 

through fourth grade. The children's locus of control 

scores and self-esteem scores were not significantly 

correlated. However, two trends were found for the groups 
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o£ children. For the control group, higher sel£-esteem vas 

negatively correlated with an external locus o£ control 

orientation, while the opposite relationship held £or the 

other group. The children who required special education 

had a signi£icantly ~ower sel£-esteem than the control 

group. 

Stanwyck and Felker (1971) £ound that elementary 

school children who had lower sel£-esteem made more 

external causal explanations £or hypothetical success 

situations than children with higher sel£-esteem. Green 

and Kol££ (1980) studied both locus o£ control and sel£

esteem o£ asthmatic children. The correlation among the 

two measures was 0.34. They concluded that the low 

correlation was evidence £or discriminant validity among 

the constructs. 

A Search £or Meaning 

Taylor (1983) has identi£ied two components of the 

individual's search £or meaning £ollowing a threatening 

event. These include an attempt on the individual's part 

to understand the impact and cause o£ a threatening event. 

Taylor states that successful adaptation to a threatening 

event, in part, rests upon the ability of the individual to 

£orm and maintain a set of illusions. The set of illusions 



consists o£ the individual looking at the known £acts in 

his/her own way. The two components are discussed below. 

~IDe~g~ 9! ~i~~~~~. The £irst component o£ A Search 

£or Meaning is the impact o£ the disease upon one's li£e 

(Taylor, 1983). In Taylor's (1983) study, slightly more 

than hal£ o£ the women with cancer reported a reappraisal 

o£ their lives a£ter the diagnosis o£ cancer. These 

reappraisals included a new attitude toward li£e, sel£

knowledge or change, reordering o£ priorities, and 

restructuring o£ one's li£e towards more satis£action. 

Although some women did not report a positive reappraisal 

o£ their lives, Taylor theorized that those who £ound 

positive meaning £rom the experience o£ cancer were better 

adjusted individuals. 

The impact o£ disease upon one's li£e may be 

de£ined di££erently by children who have a chronic disease 

than £or the women in Taylor's (1983) work. In a study to 

42 

examine the asthmatic children's view o£ their illness, 

Cli££ord (1968) reported that the children postulated their 

lives would be better and they would £eel better about 

themselves without asthma. The most commonly used 

descriptor o£ asthma besides naming symptoms o£ the disease 

in a study o£ 61, seven to twelve year-old asthmatic 

children was "not £un" (Walsh, 1985). 
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To discover the impact o£ disease upon the 

chronically-ill sQhoolagers' lives, ethnographic interviews 

were conducted by this researcher with children who have a 

chronic disease, parents o£ a child with a chronic disease, 

healthy schoolagers, and health care pro£essionals who york 

with children who have a chronic disease. The impact o£ 

disease upon the chronically-ill schoolager's li£e was 

de£ined as "being di££erent n • The experience o£ asthma was 

also de£ined as the experience o£ di££erence in Walsh's 

(1985) work with children with asthma. 

The ability to recognize being di££erent changes as 

a £unction o£ the child's developmental level. Schoolagers 

are able to compare the experiences o£ having and not 

having chronic disease in associations with £riends and/or 

siblings who do not have a chronic disease. Schoolagers 

are able to categorize the elements o£ di££erence or 

sameness in these experiences. 

The in£ormants identi£ied £ive areas o£ the 

schoolager's li£e which are in£luenced by a chronic 

disease. These included school li£e, relationships within 

the £amily, relationships with £riends, physical 

activities, and the child's emotional state. 

Being di££erent in school li£e included missing 

school days, having classmates or teachers treat the child 

di££erently, doing special things £or asthma at school, and 
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being limited in activities at school. Missing days £rom 

school yas seen as "£un" by one child. The children viewed 

their classmates' and teachers' treatment o£ them and 

having to do special things at school £or their asthma as 

£sctors that drew attention to them. The limitation o£ 

activities yas seen as a negative aspect o£ having a 

chronic disease. 

Some o£ these £actors named by the in£ormants have 

been addressed in the literature £or asthmatic children. 

The school li£e £or the asthmatic child may be altered due 

to absence £rom school. The National Asthma Center (1973) 

reported that asthma is the leading cause o£ school 

absence. Shepard (1982) reported that school attendance 

£or asthmatic children is 50-60Y. o£ that £or children 

without asthma. School absence £or asthmatic children is 

greater £or severe asthmatics (Mitchell & Dawson, 1973; 

Bharini & Hyde, 1976), and decreases with age (Parcel et 

al., 1979). School achievement may be lower £or children 

due to this absence (Voorhorst-Smeenk, 1977). However, 

O'Neill, Barysh, and Setear (1985) £ound that school 

achievement and the asthmatic condition were not 

signi£icantly related £or a group o£ healthy and asthmatic 

schoolagers. However, the children's grades dropped as 

their absenteeism increased. 
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Within the· classrooms, the teachers and classmates 

may stigmatize the asthmatic children by isolating them 

£rom physical activities and treating them as di££erent 

(Creer & Yoches, 1977). In a study by Bharini and Hyde 

(1976), 2S~ o£ the teacher respondents indicated that 

asthma was a stigmatizing disease. Freudenberg et ala 

(1980) reported that 70~ o£ the parents o£ asthmatic 

children whom they studied had to talk £requently to their 

child's teacher about the child's activities, medications, 

and absence £rom school. Healey et ala (1978) noted that 

peer acceptance o£ the chronically-ill child was a £unction 

o£ the severity o£ observable symptoms and the degree the 

disease inter£ered with class participation. 

The in£ormants identi£ied some £actors within their 

£amily situation which were a£fected by having a chronic 

disease. The informants reported that their parents and 

siblings treated them differently, and activities with the 

family had changed. Parents protected the children and 

gave them special privileges. Feelings o£ resentment and 

jealously, as well as sensitivity for the child who had a 

chronic disease, were elements of the siblings' 

relationships with the child who had asthma. The type of 

activities with the £amily had changed due to the chronic 

disease situation. 
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Relationships within the £amily have also been 

addressed in the literature £or children with asthma. Much 

research has been done to examine the parents' 

relationships with their asthmatic child. Parental 

behaviors with the asthmatic child included overprotection 

(Block et al., 1966; Pinkerton, 1967; Block, 1969; 

Pinkerton, 1971; Creer et al., 1983), resentment toward the 

child's asthma (Creer et al., 1983), dependency con£lict 

(French & Alexander, 1941; Meijer, 1980), and ambivalence 

(Pinkerton, 1967; Pinkerton, 1971). On the contrary, 

Fitzelle (1959) £ound no di££erences among parental 

behaviors with asthmatic children and healthy children. 

Parental attitudes toward childrearing and its 

relationship to the severity of the child's illness have 

also been examined. Overprotection was found with parents 

who had children with severe asthma, while a negative, 

ambivalent attitude was found with parents of children with 

less severe asthma (Pinkerton, 1971). Children with 

rapidly remitting asthma (symptom free without the use of 

medication after admission to an institution for asthmatic 

children) had mothers who were authoritarian and 

controlling, or hostile and rejecting (Purcell et al., 

1961). From the child's perspective, Cli£ford (1968) £ound 

that children with more than 10 asthmatic attacks perceived 



themselves as more· accepted by their parents than those 

with £ewer attacks. 

Although relationships o£ children with asthma and 

their siblings have not been reported in the literature, 

Sandler (1977) emphasized that a disturbance (or 

alteration) in one £amily member can lead to a chain 

reaction in all £amily £unctioning. The siblings may have 

jealously or resentment toward the child with asthma, as 

well as overprotective £eelings toward him/her. Family 

activities such as vacations may be curtailed due to the 

asthmatic child's condition (Finch, 1975). 

Another area o£ li£e in£luenced by chronic disease 

reported by the in£ormants was relationships with £riends. 

Being di£ferent included a loss o£ some £riends, a gain of 

special £riends, decrease in the number of activities with 

£riends, and different treatment by some £riends. The 

children chose to tell a £ew friends (who became their 

special friends) about their chronic disease. Ridicule by 

friends was a part o£ some o£ the children's other 

relationships which resulted in a loss of some friends. 

Activities with £riends were restricted due to parental 

protection, treatments to ward o££ an asthmatic attack, 

and/or the child's physiological £unctioning at the time. 

Some aspects of relationships with £riends for 

children with asthma have been identified in the 
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literature. Cli££ord (1968) stated that children with a 

chronic disease must adjust to the social stimulus value 

(i.e., how others react to it) o£ their disease. Children 

with disorders are generally perceived as less acceptable 

than nondisordered children (Cohen, 1977; Healey et al., 

1978; Roberts, Beidleman & Wurtele, 1581). Children who 

have a chronic disease may experience peer rejection due to 

the observability o£ the disease, along with the degree the 

disease is understood by their peers (Potter & Roberts, 

1982). Peers may ignore, exclude, or tease children with a 

chronic disease (Isaacs & McElroy, 1980). Mennen (1979) 

studied £our, 11 to 16 year-old £emales with asthma. She 

£ound that these girls identi£ied many types o£ £riends: 

"close £riends", "asthma £riends", "church £rienda", and 

"neighborhood £riends". More speci£ically, "close £riends" 

were de£ined as people who treated the girl as normal, but 

who were also available when she needed help. "Asthma 

£riends" were people who had asthma or knew about it (i.e., 

nurses or doctors). 

Physical activities £or children with chronic 

disease may be di££erent than £or children without chronic 

disease. The in£ormants identi£ied a decrease in 

activities, along with changes in activities which included 

the addition o£ treatments and hospitalizations. The 

decrease in physical activities was viewed as a negative 



aspect of being different. Hospitalization for one 

informant vas referred to as Wfunw. 

In Mennen's (1979> study, the girls identified the 

limitations o£ physical activities as a factor which made 

them different from their peers. The decrease in physical 

activities for children with asthma may be due to the 

children's altered physiological functioning (i.e., 

physical weakness, difficulty with breathing, and small 

stature>, along with their fears of impending asthmatic 

attacks upon exertion. In a study by Sly (1982>, exercise 

or running vas found to trigger an asthmatic attack in BOY. 

a£ the children with asthma. Activities may also be 

restricted by the children's parents and teachers. 

Activities which are commonly restricted include running, 

jumping, calisthenics, and vigorous team sports. 

The informants identified aspects a£ the child's 

emotional state which were different for children with a 

chronic disease. Feelings o£ sadness, unhappiness, and 
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anger were reported by the informants, along with an added 

or heightened appreciation and sensitivity for life. 

Children reported disgruntled feelings towards the negative 

changes in appearance and bodily sensations (i.e., pain> 

they experienced due to their chronic disease. 

The emotional responses for children with asthma 

have been addressed in the literature. In a study to 



examine the parents' view of their child with asthma, the 

parents reported that their children experienced panic, 

malingering, isolation, depression, fear, and body 

preoccupation (Creer et al., 1983). Forty percent of the 

parents also reported that asthma was at the center of 

their child's life. In a study by Nelms (1986), asthmatic 

children and their parents were studied for depression. 

The mothers of the children with asthma had lower 

depression scores than their children. This was not found 

with the fathers of the asthmatic children. The children 

reported more depression than their mothers in response to 

two questions: if the child had fun in many things or if 

the child had suicidal thoughts. Mennen (1979) reported 

three examples of emotional difference from peers 

identified by one informant with asthma: not panicking, 

not getting mad or uptight, and not getting too excited or 

happy. 

In summary, the impact of chronic disease was 

identified by the informants as being different. Five 

areas of the schoolager's life were impacted upon by the 

chronic disease. These areas included school life, 

relationships within the family, relationships with 

friends, physical activities, and the child's emotional 

state. The informants provided both positive and negative 

aspects of being different in the five areas. Literature 
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which pertained to· each of the five areas of impact and 

children with asthma was presented. 

~~~~~ 9! Q!~~~~~. Taylor uses attributional theory 

(Heider, 1958; Kelley, 1967) in her study to explain the 

women's search to understand the cause of their breast 

cancer. Ninety-five percent of the women reported a 

cause(s) for their breast cancer. All of the reported 

causes, except heredity, were past events or events in 

which the person currently had some control. From these 

data, Taylor postulated that A Search for Meaning and 

Gaining a Sense of Self-Mastery may be intertwined. 

Various causes named by the yomen and the women's 

adjustment vere not positively correlated as theorized. 

Taylor concluded that the important factor for adaptation 

was to name a cause for the disease. The specific cause 

named vas not significant. 
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A Search for Meaning for children with chronic 

disease also consists of naming a cause for their disease. 

The development of the concept of illness causation for 

schoolagers is not vell documented. In a study of 42, vell 

children between the ages of five and eleven years, Blos 

(1956) found that views of causality of illness progressed 

from a descriptive to explanatory to a causative nature as 

the child's age increased. Simeonsson, Buckley, and Monson 

(1979) interviewed 60 children from four to nine years of 



52 

age who were hospitalized £or various acute and chronic 

conditions. They identi£ied three qualitative stages o£ 

causation o£ illness which were a £unction o£ age among the 

children's reports. The £irst sta~e represented concepts 

o£ illness which were global and undi££erentiated. The 

second stage represented concepts o£ illness which were 

based on violation o£ rules. The third stage represented 

concepts o£ illness in which an abstract or generalizable 

principle was evident. Bibace and Walsh (1980) have 

identi£ied the development o£ illness causation £or 

children in a sequence of six themes. These include 

phenomenism, contagion, contamination, internalization, 

physiologic, and psychophysiologic. 

Piaget (1951) described three stages with 17 types 

of causal relations in children's cognitions to explain 

physical causality. These causal explanations may have 

significance for the understanding of illness causation. 

Through the progression of stages, the child's explanation 

proceeds from magical to more rational forms of causality. 

"Three processes seem to us to characterize this evolution: 

the desubjecti£ica-tion of causality, the forma+'~on of a 

series in time, and the progressive reversibility o£ the 

systems o£ cause and e£fect" (Piaget, 1951, p. 267). 

Therefore, as children develop, they may explain the cause 

o£ illness less in terms of themselves. With the 
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understanding ox intermediary steps in cauaality and the 

increasing ability to order events, children may be more 

capable ox relating their illness to a realistic cause. 

Finalyy, causality progresses xrom an irreversible to 

reversible phenomenon xor children. The children develop 

the understanding that illness may come and go. 

Much ox the literature and research on children's 

view ox causality ox illness has xocused upon the view ox 

the healthy child or the child hospitalized or acutely ill. 

Few studies have been done with children who have a chronic 

disease. No studies were xound which report the asthmatic 

child's view ox the cause ox his/her illness. 

For children who have a chronic disease, selx-blame 

is the reason most oxten reported xor causality ox illness. 

Beverly (1936) studied children with either heart disease 

or Diabetes Mellitus. She reported that nearly 90Y. ox the 

children attributed their chronic disease to being bad. 

Dubo (1950) studied 25, six to thirteen year-old children's 

perceptions ox the cause ox their pulmonary tuberculosis. 

She xound a tendency xor the children to blame themselves 

despite knowledge about the inxectious nature ox the 
, 

disease. In a xour-year period, Schechter (1961) worked 

with children under the ages ox 15 years with congenital or 

acquired orthopedic problems. She reported that the 



chi~dren attributed the i~~ness as punishment £or their 

actions. 
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Hospita~ized chi~dren have a~so been interviewed on 

causa~ity of i~~ness. Gips (1956) interviewed 100 

hospita~ized chi~dren between the ages of two through 

fourteen years of age. Five categories of i~~ness 

causation were derived £rom the data and inc~uded 

uncrysta~~ized ideas, se~f, outside forces, physio~ogy, and 

traumatic injury. As the age of the chi~dren increased, 

chi~dren attributed the i~~ness to self, rather than 

others' actions. In a study by Gellert (1978) with 72 

hospitalized and 30 healthy children between the ages of 

£our to sixteen years, the majority of the children blamed 

human agents or actions for illness. Human blame was most 

prevalent in children under 12 years. Peters (1975) 

reported that 24, eight to ten year-old hospitalized 

children attributed their illness to themselves, another 

person, or a factor within the environment. Brazelton 

(1953) studied 20, hospitalized children between the ages 

o£ five through seventeen years with rheumatic fever. The 

children explained the cause of their illness as punishment 

for a wrongdoing or wicked thought. The children also 

reported that the duration and severity of the disease vas 

due to their bad behavior in the hospital. 
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Other £indings £rom studies with hospitalized 

children are in con£lict with the attribution o£ punishment 

£or the cause o£ illness. Illness was not £ound to be 

sel£-cBused or punitive in a study by Go££man, Buckman, and 

Schade (1957) with 100 hospitalized children between the 

ages o£ tvo through £i£teen years. In a £ollow-up study o£ 

30 schoolagers who had been hospitalized in their preschool 

years, Holt (1967) £ound that 73~ attributed their illness 

to chance and only 17~ attributed the illness to sel£ or 

other human blame. 

In studies with children with acute illness, sel£

blame was £ound as an explanation £or the cause o£ illness 

with schoolagers. Lynn, Glaser, and Harrison (1962) 

studied 25 rheumatic £ever patients and 25 other children 

with acute illness. All o£ the children were £ive to 

eleven years o£ age. Fi£ty percent o£ the children did not 

know the cause o£ their illness. The others attributed 

their illness to their own actions. In a study o£ eight to 

£ourteen year-old children with respiratory in£ections, 

Richter (1943) £ound that the children believed their 

illness was punishment £or one o£ their actions. 

In review of the studies of healthy children, some 

themes £or illness causation are dominant. Contamination 

is one theme of causality of illness for schoolagers 

identified in a study of 24, healthy children (Bibace & 
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Walsh, 1980). Contamination re£ers to the cause o£ illness 

£rom another person, object, or external action which 

results in the child's illness. The quality o£ being bad 

or harm£ul is o£ten attached to the external cause. 

Internali2ation was another explanation o£ causality o£ 

illness £or schoolagers in the same study (Bibace & Walsh, 

1980). The child recogni2es the illness is located inside 

the body, while the cause may be external. Consistent with 

these themes, Nagy (1951) interviewed 350, healthy children 

and £ound eight to ten year-olds attributed illness mostly 

to microorganisms. In a study with £irst, third, and sixth 

graders, Palmer and Lewis (1976) £ound that the third and 

sixth graders attributed illness to contact with an ill 

person or germs, while the £irst graders attributed illness 

to their own actions. 

In a study to examine the understanding o£ 

contagion and the use o£ immanent justice to explain 

illness causation, Kister and Patterson (1980) studied 60 

children £rom kindergarten through £ourth grade. They 

£ound that the younger children extended the concept o£ 

contagion as the cause o£ illness in noncontagious 

illnesses or accidents. All children used immanent justice 

explanations £or the cause o£ accidents, but younger 

children used immanent justice explanations more £requently 

and broadly. Children's understanding o£ the rational 



causes o£ illness vas inversely related to their use o£ 

immanent justice. 
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Another theme identi£ied £or causality o£ illness 

with healthy schoolagers is blame or punishment. In 

Gellert's (1978) study with both healthy and hospitalized 

children, she £ound that human actions against rules or 

human agents were the reasons given by children £or the 

cause o£ illness. Perrin and Gerrity (1981) reported 

punishment as the cause o£ illness reported by children 

under 10 years o£ age. Children older than 10 years o£ age 

believed illness was due to germs. 

Brodie's (1974) work is in con£lict with the 

research reporting schoolagers ideas o£ punishment as the 

cause o£ illness. In her study o£ 408 £irst, third, and 

£i£th graders, children rejected ideas that illness was a 

possible punishment or that illness was a disruptive £orce 

in their personal lives. Instead, children viewed parents 

as especially nice to them when they were sick. Recent 

experience with illness was not £ound to impact upon the 

child's perceptions. In Williams' (1979) study o£ 229, 

well children, the children attributed illness to a natural 

phenomenon. 

Others have developed clasai£ication schemes 

specifically £or identi£ying causality o£ illness with 

healthy children. With 55, healthy, seven to eleven year-
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olds, Wood (1983) used £ive categories as described by Gips 

(1956) to cl&ssi£y children's view o£ causality of illness. 

In descend;ng order o£ £requency of response, she £ound the 

children attributed illness to sel;, physiologic causes, 

outside £orce, traumatic injury, and uncrystallized ideas. 

In summary, the cause of disease has not been 

examined with children who have asthma. The cause o£ 

disease has been studied with children who were healthy, 

had an acute illness, had a chronic illness, or were 

hospitalized. Self-blame or punishment were causes of 

disease identified in all of the groups. Some of the other 

causes included chance, natural phenomenon, contamination, 

and injury. 

Restoration of Sel£-Esteem 

The second theme of Taylor's Cognitive Adaptation 

Theory (1983) is Restoration o£ Sel£-Esteem. Restoration 

of self-esteem constitutes the individual's need to restore 

his/her sel£-concept £ollowing a threatening event. 

Following the threatening event of having breast cancer, 

Taylor (1983) £ound that the women made cognitive efforts 

to enhance and restore their sel£-esteem. When 

interViewed, the women saw themselves as generally well 

adjusted at the time of the interview, and better adjusted 

than before the cancer or during the cancer treatment 
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phase. Taylor £ound that the women made social comparisons 

to enhance and restore their sel£-esteem. The women chose 

hypothetical situations o£ women with breast cancer as the 

comparison target group. Consistent with Wills' (1981) 

ideas, all o£ the women with the exception o£ two made 

comparisons with women whom they believed to be less 

£ortunate than themselves. The women also chose the 

dimension upon which they made the comparison. The 

dimension was one in which they considered themselves more 

£ortunate. Both o£ these processes a££irmed their sel£-

esteem. 

Children also make social comparisons in evaluation 

o£ themselves (Garmezy & Rutter, 1983). These social 

comparisons contribute to the £ormation and enhancement o£ 

children's sel£-esteem. Coopersmith (1967) de£ines the 

sel£-esteem as, 

the evaluation which the individual makes and cus
tomarily maintains with regards to himsel£: it 
expresses an attitude o£ approval or disapproval, 
and indicates the extent to which the individual 
believes himsel£ to be capable, signi£icant, suc
cess£ul, and worthy. In short, sel£-esteem is a 
personal judgment o£ worthiness that is expressed 
in the attitudes the individual holds toward him
sel£ (pp. 4-5). 

Aspects o£ sel£-esteem include school, peers, £amily, 

social, physical, and behavioral £actors. 

The ability to make social comparison changes as a 

£unction o£ the child's developmental level. During the 
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stage o£ Concrete Operations, schoolagers' sel£-concepts 

become more di££erentiated. This occurs within the 

children's experiences and as a result of the children 

recognizing their roles in these experiences. Through 

these axperiences, children are able to categorize and 

hierarchically arrange events and situations. The children 

then integrate aspects of these situations into their self-

concepts. The children are then able to compare these 

aspects of themselves against others' or an ideal self. 

Tavormina et ale (1976) studied the self-esteem o£ 

19 asthmatic children between the ages o£ £ive to nineteen 

years, along with children with Cystic Fibrosis, Diabetes 

Mellitus, or a hearing impairment. The mean score £or the 

asthmatics' self-esteem was significantly higher than the 

standardization scores on the Children's Health Locus of 

Control Scale. There were no significant sex dif£erences, 

except the boys reported £ewer problems with physical 

appearance and more behavioral problems than the girls. 

Green and Kolf! (1980) studied the self-concept of 

50, asthmatic children in grades two through seven. Using 

the Piers-Harris Sel£ Concept Scale, they £ound that the 

asthmatic children had higher scores than samples o£ urban 

and suburban children reported by Piers and Harris. 

Panides and Ziller (1981) studied the self 

perceptions of children with mild or severe asthma, and 
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children with asthma and enuresis. The mild asthmatics had 

a medical history of asthma and did not have steroid 

therapy for their asthma. The severe asthmatics had a 

history of severe asthma and were dependent upon steroid 

therapy for their asthma. The children with asthma and 

enuresis had mild or severe asthma in addition to the 

enuresis. The mild asthmatics reported more stability in 

self-esteem, less dependency upon their mothers than the 

severe asthmatics, and equal preference by their parents in 

relation to their siblings. These children also had the 

highest scores on the present and past quality of life 

indices. The severe asthmatics reported a lower quality of 

life and fewer problem behaviors than the other two groups, 

along with significant dependent behaviors upon their 

mothers. The child~en with asthma !a~ enuresis reported 

that they were less preferred by their parents than their 

siblings, had lower self-complexity scores, and a less 

significant past year than the other groups. The authors 

concluded that the mild asthmatic children presented the 

healthiest profile of the three groups. The lack of 

aggression and dependency upon their mothers reported by 

the severe asthmatics was linked to the idea of repressed 

aggression as a defense against separation from significant 

others. 
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Hei~vei~ and Schimme~ (1982) studied 34 eight to 

£i£teen year-o~d chi~dren with asthma and a comparison 

group o£ 32 emotiona~~y disturbed children. Twenty-two oi 

the children had severe asthma. No diiierences were £ound 

among overall sel£-esteem scores ior the asthmatics and the 

emotionally disturbed group with the Piers-Harris 

Children's Sel£-Concept Scale. The severe and ~ess severe 

asthmatic children's scores also did not signi£icantly 

diiier. The severe asthmatic group signi£icantly diiiered 

£rom the emotionally disturbed group on one subscale, 

anxiety. The severe asthmatics perceived themselves as 

~ess anxious than the emotionally disturbed group. 

Margalit (1982) Btudied the se~£-concept oi 18 

asthmatic children along with 20 healthy children, 20 

children with emotional problems, and 11 children with 

Cystic Fibrosis. A number oi signiiicant di£ierences were 

£ound among the asthmatic group and the other groups in 

£ive diiierent areas on the Tennessee Sel£-Concept Scale 

(Fitts, 1965). The asthmatic children had signiiicantly 

lower scores ior the total scale which re£lected their 

overall level oi sel£-esteem than the healthy and 

emotionally diiiicult groups. The asthmatic group also 

reported less seli-satisiaction or acceptance than the 

healthy group. The asthmatic children's scores £or 

perception o£ their behavior were the lowest among the £our 
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groups. The asthmatic group signi£icantly di££ered £rom 

the healthy and Cystic Fibrosis children's groups £or 

perception o£ their behavior. The asthmatic children 

signi£icantly di££ered £rom the healthy children with their 

£eelings o£ adequacy, worth and value as a £amily member. 

The asthmatic and Cystic Fibrosis groups signi£icantly 

dif£ered £rom the healthy group with their view o£ their 

body, state o£ health and physical appearance. 

In summary, the sel£-esteem o£ asthmatics has been 

studied and reported in the literature. Studies o£ the 

sel£-esteem in asthmatic children have not produced 

consistent £indings. The children's ael£-esteem has only 

been measured at one point in time in each o£ these 

studies. From these studies, it is not known if the 

children had restored their self-esteem a£ter they £irst 

learned they had asthma. 

Gaining a Sense of Self-Mastery 

The third theme defined by Taylor (1983) in her 

Cognitive Adaptation Theory is Gaining a Sense of Self

Mastery. For Taylor, beliefs about personal control 

constitute this concept. After a threatening event such as 

disease has occurred, the individual's sense o£ control 

over his/her body and life in general is threatened. 

Lazarus (1966) asserts that the individual's beliefs about 



control inxluence his/her perception ox the threat. The 

individual then attempts to gain control to manage the 

disease and keep it xrom reoccurring. The person adjusts 

more successxully when he/she exerts control or believes 

he/she can exert control when xaced with a noxious event 

(Averill, 1973; Thompson, 1981). Without gaining a sense 

ox mastery, a sense ox helplessness or depression may 

result (Seligman, 1975). 

In Taylor's (1983) work with women with breast 

cancer, 66Y. ox the women believed that they had some 

control over the reoccurrence ox the disease, while 37Y. ox 

this group believed that they had a lot ox control. The 

remaining 33Y. believed the doctor or treatments were 

controlling the disease. Many ox the measures to gain 

control were cognitive such as having the beliex or 

positive attitude that the cancer would not reoccur. 

Others used meditation, selx-hypnosis, imaging, positive 

thinking, or a combination ox methods to gain a sense ox 

selx-mastery. More than halx ox the women's exxorts used 

to control the side exxects ox treatments were mental. 
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Much ox the work to examine the concept ox control and 

human behavior has developed xrom Rotter's idea ox locus ox 

control (1954). From social learning theory, Rotter (1975) 

has proposed that a person's behavior " ••• in any specixic 

psychological situation is a xunction ox the expectancy 



65 

that the behavior will lead to a particular rein£orcement 

in that situation and the value o£ that rein£orcement R (p. 

57). Two types o£ rein£orcement are de£ined by Rotter 

(1966). When rein£orcement is per~eived as a result o£ 

luck, chance, £ate, or under the control o£ power£ul 

others, the belie£ is de£ined as external control. When 

the event is perceived as dependent upon one's own behavior 

or characteristics, it is de£ined as internal control. The 

expectancy is determined by the speci£ic situation 

(situational expectancies), along with past experiences 

which the individual views as similar (generali2ed 

expectancies). The generali2ed expectancy will increase 

relative to the situational expectancy in novel or 

ambiguous situations. The generali2ed expectancy will 

decrease relative to the situational expectancy in 

situations with which the individual has a lot o£ prior 

experience. Rotter (1975) also warns that predictions o£ 

behaviors £or a given situation must include the assessment 

o£ alternative behaviors available in that situation. 

An internal locus o£ control orientation has been 

£ound to increase with age (Bialer, 1961; Eggland, 1973; 

Novicki & Strickland. 1973; Gordon, Jones, & Short, 1977; 

Steinhausen, 1982; Sherman, 1984). An external locus o£ 

control orientation has been associated with lower 



socioeconomic and minority groups (Battle & Rotter, 1963J 

Nowicki & Strickland, 1973J Lau, 1982). 
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Within the literature, an internal locus o£ control 

orientation was associated with better adjustment 

(Steinhausen, 1982) or greater adaptive £unctioning 

(Strickland, 1978) than an external locus o£ control 

orientation. Particularly in the chronic disease 

situation, Arakelian (1980) stresses that an internal locus 

o£ control orientation can be bene£icial in overting 

adverse emotional reactions o£ hopelessness or increased 

£rustration. Kilman, Laval, and Wanlass (1978) £ound that 

external locus o£ control oriented persons reported a 

signi£icantly greater di££icult adjustment to critical li£e 

events than internal locus o£ control oriented persons. 

The authors concluded that internal locus o£ control 

oriented persons had a more positive li£estyle and a higher 

level o£ adaptation. However, Wortman and Brehm (1975) 

warn that internalization processes may be maladaptive when 

£aced with truly uncontrollable outcomes such as the 

illness situation. 

Di££erent attitudes and behaviors have been £ound 

among persons with di££erent locus o£ control orientations. 

Research has shown a positive relationship between an 

internal locus o£ control ori~ntation and the ability to 

decrease a noxious stimulus and increase in£ormation 
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seeking (Dweck & Repucci, 1973; Wallston, Maides & 

Wallston, 1976; Wolk & Bloom, 1978), to take responsibility 

£or action (Davis & Davis, 1972), and to gather and process 

in£ormation e££ectively £or problem solving (Pines & 

Julian, 1972). An internal locus o£ control has also been 

associated with academic success, persistance at tasks, and 

success in interpersonal relationships (Gilmor, 1978). 

An external ~ocus o£ control orientation has been 

associated with debi~itating anxiety (Shriberg, 1974), 

irrational values (MacDonald & Games, 1972), and mood 

disturbances (Kilpatrick, Dubin & Marcotte, 1974). It has 

also been related to a decrease in in£ormation seeking, 

helplessness, and detachment £rom stress£ul stimuli 

(Lamontague, 1984). 

Hochreich (1974, 1975) has £urther de£ined those 

persons with an external locus o£ control orientation as 

true, congruent externals or de£ensive externals. Unlike 

the true externals, the de£ensive externals are less 

trusting and show more motivation in achievement 

situations, but have a lower expectancy o£ success than 

internals. 

externals. 

These persons also value success more than true 

Hochreich attributes this de£ensive perspective 

as a protective guard against £ailure. 

For health and illness situations, persons with an 

internal locus o£ control orientation are more likely to 



engage in health promoting activities (Strickland, 1978) 

and are more successful on initial mastery of health 

information (Lowery & DuCette, 1976). For those internals 

who value health, they are more likely to collect 

information on disease and health maintenance when told 

about health hazards (Wallston et al., 1976). 
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An external locus of control orientation has been 

associated with persons who are less self-initiated in 

preventive care, have more illness episodes, and rate 

themselves more poorly in health (Seeman & Seeman, 1983). 

Persons with an external locus of control orientation also 

exhibit less denial when faced with a threat such as 

illness (Davis & Davis, 1972) and feel less responsible for 

health outcomes (Phares, 1979). 

The ability to recognize one's own role in goal

oriented experiences (internal control) develops within the 

school-age years. During the Preconceptual Stage, 

children's goals and means are one. Children are confused 

~~Qut t~~1r own actions and those of the objects of their 

experiences. Children attribute both positive and negative 

experiences as externally controlled (Bialer, 1961). If it 

is a negative experience in which children are frustrated, 

they attribute it to some outside agency. Otherwise, 

children consider it a pleasant experience. Later in 

Concrete Operations, children are able to relate themselves 



to actions and outcomes. Children can see which means 

create which ends. Children learn that their behaviors 

lead to particular consequences. 

The concept ox locus ox control has been examined 

in relation to children with specixic disease entities, 

children's beliexs about health and illness, and the 

exxects ox health interventions with children. Some 

studies ox locus control have xocused on children with 

asthma. 
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Steinhausen (1982) examined the concept ox locus ox 

control with children with xour types ox diseases, two 

which he classixied as psychosomatic and two which were 

classixied as chronic illnesses. The psychosomatic 

diseases were bronchial asthma and ulcerative colitis. The 

chronic diseases were Cystic Fibrosis and Crohn's disease. 

Children in each classixication (or groups ox illnesses) 

were compared with 36, normal children. Asthmatic children 

did not signixicantly dixxer in locus ox control scores 

xrom the control group, while the children with Cystic 

Fibrosis had lower externality scores. The severity ox the 

asthma also was not signixicant with the locus ox control 

scores. Overall, the asthmatic and ulcerative colitis 

groups had a more external locus ox control orientation, 

while the Cystic Fibrosis and Crohn's disease group had a 

more internal locus ox control orientation. 
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Tavormina et al. (1976) examined locus o£ control 

with asthmatic subjects, as well as children with Cystic 

Fibrosis, Diabetes Me~litus, or a hearing impairment. No 

di££erences were £ound among asthm~tic subjects' scores and 

scale norms £or healthy children. 

In a study o£ 50 asthmatic children in grades two 

through seven, Green & Kol££ (1980) £ound that the 

children's scores on the Children's Health Locus o£ Control 

Scale did not signi£icantly di£fer £rom 98, healthy 

children's scores reported by Parcel and Meyer (1978). 

In a study of 32 boys between the ages of eight to 

tvelve years, 16 who had a diagnosis o£ hyperactivity and 

16 who were normal, Linn and Hodge (1982) £ound that the 

hyperactive children had a greater external locus o£ 

control orientation. For only the normal group, the 

children's chronological age vas not correlated with the 

locus o£ control scores, but the children's mental age was 

negatively correlated with their locus o£ control 

orientation. 

Isbitsky and White (1981) studied 59, eight to 

twelve year-old children, 28 who were obese (15Y. above 

normal weight) and 31 who were less than 5Y. above normal 

weight. Using the Nowicki-Strickland Locus of Control 

Scale £or Children, they £ound no significant dif£erence 



among the groups' locus o£ control scores. Females were 

£ound to be more external than males. 

Eggland (1973) studied the concept o£ locus o£ 

control with 20 children who had c~rebral palsy and 82, 

nonhandicapped children. The children were between the 

ages o£ six to thirteen years and in £irst through £ourth 

grades. She £ound that the cerebral palsy children were 

more external than the nonhandicapped children. The locus 

o£ control scores generally became more internal with age 

£or both groups. The children's sex did not a££ect the 

locus o£ control scores. 
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Locus o£ control studies have also been done with 

children with mental or emotional problems. Bladow (1982) 

studied 32 normal and 32 learning disabled children between 

the ages o£ nine to thirteen years. She £ound no 

signi£icant di££erence among the groups. However, the 

older group tended to be more internal. 

Kendall, Finch, and Mahoney (1976) investigated 

locus o£ control with 20, emotionally disturbed boys and 

20, normal boys. The mean age £or both groups was 10 

years. Scores £rom £our o£ the six dimensions 

(persecution, magic-superstition, £ut11ity, and genetic

superstition) o£ the Nowicki-Strickland Locus o£ Control 

Scale £or Children did not signi£icantly di££er £or the two 

groups. However, the emotionally disturbed children had 



more external locus o£ control answers on the helplessness 

dimension. 
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Kendall et al. (1978) studied locus o£ control with 

a group o£ emotionally disturbed children, juvenile 

delinquents, and normal children. The mean age £or the 

juvenile delinquent group was higher than the other groups, 

but their mean reading level and mental age were 

comparable. The juvenile delinquent and emotionally 

disturbed groups were more external than the normal group. 

The emotionally disturbed group was the most externally 

oriented group. With factor analysis of the results for 

the Nowicki-Strickland Locus of Control Scale for Children, 

qualitative differences were found among the different 

groups' responses. For the normal group, the factors 

constituted a generalized expectancy theme. For the 

emotionally disturbed group, the factors indicated 

£eelings. For the juvenile delinquents' group, the factors 

emphasized situations or environments. 

In a study of 18 children between the ages of six 

to eleven years, nine children who were homicidal and nine 

children who were admitted to a children's psychiatric unit 

£or unmanageable behavior, Petti and Davidman (1981) found 

that the homicidal children significantly differed from the 

other group with their locus of control scores. The 

homicidal children had more external scores. 
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Some studies have examined locus of control and 

children's beliefs about health and illness. Neuhauser et 

ala (1978) have examined the concept of locus of control 

and children's level oi cognitive development with regards 

to their understanding of illness and healing. The 

understanding of three situations was examined with 12, 

eight to nine year-old children and 12, four to five year

old children. The three situations included having an 

illness, having a cut, and being well. There were no sex 

differences or mean score differences on locus of control 

scores among the groups. Differences arose for the 

children in both groups among the three situations. The 

older children believed that they had more control over 

healing a cut or an illness than the younger children. The 

older children also used more internal cues for knowing 

when they were ill and when they were well again. The more 

internally oriented children (regardless of their age) 

believed they had more control over healing and were more 

likely to use internal cues to know when they were vell 

again. The more external children answered more often "I 

don't know" when asked about their understanding of the 

body, although the older children generally had a more 

accurate perception of the body regardless of their locus 

of control orientation. The authors concluded that the 

child's locus of control orientation influenced the 
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accessibility of know~edge about the inside of his/her 

body, but the chi~d's cognitive ~evel influenced the 

sophisticatinn of the answer given. They concluded that 

the locus of control orientation was a factor when the 

questions were at the upper ~imits of the child's cognitive 

ability and not when they were too easy or beyond the 

child's ability. 

Lamontagne (1984) studied children's ~OCUB of 

control beliefs and their preoperative coping behaviors. 

Fifty-one children between the ages of eight to twelve 

years who were scheduled for minor, elective surgery were 

the subjects. Children who were defined as active copers 

(those who recognized the threatening aspects of the 

surgery and had more knowledge and readiness to discuss it) 

had higher internal locus of control scores. The other 

groups who were defined as middle copers or avoidant copers 

did not significantly differ in their locus of control 

scores. Locus of control and socioeconomic status of the 

children were positively correlated, but no difference was 

found among the sexes. An internal locus of control 

orientation was associated with higher socioeconomic 

status. 

In another study, Neuhauser (1980) examined the 

relationship between locus of control and children's health 

coping strategies, health history, and family environment. 
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In the £irst phase o£ the study, 85 children in second, 

sixth, and seventh grades identi£ied three types o£ health 

coping strategies: physiological, psychological, and 

outside agent. A belie£ in chance was negatively 

correlated with a belie£ in the physiological strategies 

and positively correlated with a belie£ in the 

psychological strategies. In the second phase o£ the 

study, 102 mother-child pairs were the subjects. The 

children were nine to sixteen years o£ age. The degree o£ 

the child's belie£ in chance was positively correlated with 

a higher socioeconomic status, a hierarchically controlling 

£amily, and the mother's belie£s in chance, rather than her 

belie£ in power£ul others or her own control. The children 

believed the physiological strategies were more power£ul 

than the other two strategies. Their belie£ in 

physiological strategies was positively correlated with 

personal control and Caucasian ethnicity, while negatively 

correlated with severity o£ illness and controllingness o£ 

£amily. Within £amilies who had a high degree o£ cohesion 

and control, the mothers' and children's belie£s about 

locus o£ control and health coping strategies were 

positively correlated. 

The locus o£ control concept has also been examined 

in relation to health care measures provided to children. 

In a study o£ the e££ects o£ the camp experience on locus 



of control, Robinson (1985) studied 90, 10 to 14 year-old 

children with asthma. The camp experience was designed to 

increase the child's and parent's knowledge about asthma, 

to improve the child's perception of himself/herself and 

his/her asthma, to influence compliance to a treatment 

regimen, and to positively influence the child's behavior. 

The children's mean scores for locus of control were 
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significantly more internal after attending camp. However, 

the camp experience did not change the children's 

perception of the severity of their asthma or the frequency 

of their illness. 

Moffat and Pless (1983) studied the effect of the 

camp experience on locus of control with eight to fourteen 

year-old diabetic children. Responses from 165 children on 

two measures of locus of control who attended a diabetic 

camp were studied in relation to 30, diabetic noncampers. 

On the Nowicki-Strickland Locus of Control Scale for 

Children, the campers' scores were significantly more 

internal after the camp experience, while the noncampers' 

scores did not change in the same amount of time. The mean 

change in scores on the Children's Locus of Control Scale 

for the campers and noncampers did not reach statistical 

significance. 

Blazek and McClellan (1983) studied the effects of 

self-care instruction and locus of control with 42, fifth 



grade children. The group who received sel£-care 

instruction had signi£icantly more internal locus o£ 

control scores than children who did not receive 

instruction. 
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In summary, studies in which the asthmatic 

children's locus o£ control has been examined have £ound no 

di££erences in the children's scores as compared with 

healthy children (Tavormina et al., 1976; Green & Kol££, 

1980; Steinhausen, 1982). An external locus o£ control 

orientation has been associated with some 

pathophysiological" (Eggland, 1973; Linn & Hodge, 1982) and 

emotional (Kendall et al., 1976: Petti & Davidman, 1981) 

problems in children in other locus o£ control studies. 

Health interventions which led to an increased internality 

in children's locus o£ control have been reported (Blazek & 

McClellan, 1983; Mo££at & Pless, 1983; Robinson, 1985). An 

internal locus o£ control orientation has been £ound to 

increase with children's age (Eggland, 1973; Bladow, 1982). 

Relating Behaviors-Cooperating Behaviors 

Relating Behaviors-Cooperating Behaviors is an 

index o£ Social Behavior. These behaviors are treated as 

one concept due to the instrument which was used to measure 

them. Speci£ic items which measured relating or 

cooperating behaviors were not identi£ied in the instrument 



and thus, they are treated as one concept. Relating 

Behaviors are de£ined as the individual's actions "to 

connect or associate, as in thought or meaning; to show 

sympathetic understanding and awareness in one's personal 

relationship" (Guralnik, 1970, p. 119B). Cooperating 

Behaviors are de£ined as the individual's actions "to york 

together Yith another or others £or a common purpose" 

(Guralnik, 1970, p. 312). With schoolagers' developing 

abilities to understand another person's perspective and 

abilities to york toward common goals as practiced within 

the peer group, their demonstration o£ relating and 

cooperating behaviors is possible. 

Relating Behaviors-Cooperating Behaviors have not 

been speci£ically identi£ied in the literature £or 

asthmatic children. Social behaviors and the social 

adjustment or maturity o£ asthmatic children have been 

reported. The £indings £rom these studies have not been 

consistent £or all asthmatic children. The most commonly 

stated £eeling o£ asthmatic schoolagers in a study by Dubo 

et ala (1961) yas £rustration with their social li£e. 

Pless and Roghmann (1971) reported that asthmatic children 

have higher levels o£ social maladjustment than healthy 

children. 
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In a study by McNichol et al. (1973), the asthmatic 

children's social behaviors yere studied in relation to the 
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severity o£ their disease. The children's social maturity 

was measured, as well as their antisocial, aggressive and, 

demanding behaviors. Children who had the most severe 

asthma were the least socially mature. These children also 

signi£icantly di££ered £rom the healthy, control group by 

displaying more aggressive and demanding behaviors. No 

di££erences were £ound £or antisocial behaviors among the 

asthmatic children and the control group. 

Harris and Shure (1956) studied the social 

adjustment o£ 25, asthmatic children, along with 1238 

children £rom nearby schools. No signi£icant di££erences 

among the teachers' reports were £ound £or the asthmatic 

children and the others. Teachers reported that asthmatic 

children were more passive than the other children. 

As stated previously, the schoolagers' social 

behaviors develop within the £amily, with peers, and within 

the school setting. Dubo et al. (1961) studied the 

asthmatic child's and £amily's adjustment on some social 

dimensions in relation to the severity o£ the child's 

disease with 71, two to £i£teen year-old children with 

asthma. The child's adjustment was measured in terms o£ 

his/her overall general adjustment, school adjustment, 

relationships with peers, and relationships with siblings. 

No signi£icant di££erences were £ound mmong the child 

adjustment variables and the severity o£ the child's 
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disease. Instead, a signi£icant, positive relationship was 

£ound between the level o£ disturbance in the child's 

personality and the level o£ disturbance in the £amily 

£unctioning. 

Reported behaviors o£ asthmatic children with their 

parents include dependency (Lipton, Steinschneider & 

Richmond, 1966, Meijer, 1978; Meijer, 1980), and a closer 

than normal bond with the mother, along with regressive 

behaviors when separated £rom the mother (Williams, 1975). 

Dependency has been found more o£ten in asthmatic boys than 

girls (Meijer, 1978; Meijer, 1980). Khampalikit (1983) 

£ound that the child's dependency behavior was based on the 

mother's and child's perception o£ asthmatic attacks. The 

child's perception was a more £requent indicator o£ his/her 

behavior than the mother's perception. Meijer (1978) 

reported that asthmatic children who had lower scores o£ 

dependency had more positive £eelings £rom their mothers, 

and more indulgence and overprotection. Behaviors which 

included de£iant protest and stoicism were displayed in 

asthmatic children with rejective parents (Pinkerton, 

1967). Asthmatic children with overprotective mothers 

responded with immature dependence (Pinkerton, 1967). Rees 

(1963) £ound that children with asthma who had parents with 

unsatis£actory attitudes towards the healthy development o£ 

the child were unstable, meek, and sensitive. Asthmatic 
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children and their healthy siblings were not £ound to 

signi£icantly di££er in their social adjustment in a study 

by Neuhaus (195B). However, the asthmatic children 

~igni£icantly di££ered £rom the healthy children who did 

not have a sibling with asthma. The children with asthma 

were more maladjusted and had £ewer, sel£-assertive 

behaviors. In other studies to examine behavioral deviance 

among asthmatic children, the asthmatic children were not 

£ound to di££er £rom healthy children (Graham et al., 1967; 

Norrish, Tooley, & God£rey, 1977). 

The asthmatic children's social behaviors towards 

their peers have also been investigated. Voorhorst-Smeenk 

(1977) stated that the asthmatic children may withdraw, 

react aggressively, try to "buy· £riendships, and strain to 

keep up with their peers. Within the school setting, 

asthmatic children are £requently more truant, more 

troublesome, and o£ten more socially isolated (Pless & 

Roghmann, 1971). 

Many characteristics or personality traits o£ 

children with asthma which may in£luence their social 

behaviors have been studied. Speci£ically, these 

characteristics may impact upon the children's relating and 

cooperating behaviors. Characteristics o£ children with 

asthma identi£ied in the literature include immaturity, 

lack o£ sel£-con£idence, lack o£ assertiveness, lower 



intensity of reactions, inability to concentrate, 

dependency, depression, latent aggression, egocentricity, 

anxiety, overdemandingness, oversensitivity, inability to 

tolerate frustration, and inhibition with feelings 

(Rogerson, Hardcastle, & Dugrid, 1935; Gunnarson, 1950; 

Mansman, 1952; Creak & Stephane, 1958; Neuhaus, 1958; 

Weiss, 1966; Kim, Ferrara & Chess, 1980). 

§~~~~~l 

In summary, the conceptual framework for the study 
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of Cognitive Adaptation and the Schoolager with Asthma was 

presented. The conceptual framework consists of four 

levels. At Level IV, the constructs are Developmental 

Adaptation and Behavior. At Level III, the concepts are 

Cognitive Adaptation and Social Behavior. At Level II, the 

concepts which further delineate Cognitive Adaptation are A 

Search for Meaning, Restoration of Self-Esteem, and Gaining 

a Sense of Self-Mastery. At Level I, A Search for Meaning 

is further delineated into Impact of Disease and Cause of 

Disease. Restoration of Self-Esteem is further delineated 

by Self-Concept and Gaining a Sense of Self-Mastery is 

further delineated by Locus of Control. Relating 

Behaviors-Cooperating Behaviors is an index of Social 

Behavior at Level I. Definitions for the extrinsic terms 



were provided. Literature which supported the terms and 

relationships within the £ramework was discussed. 
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Based on the conceptual £ramework, two research 

questions were addressed: 1. What are the 

interrelationships among A Search £or Meaning, Restoration 

o£ Sel£-Esteem, Gaining a Sense o£ Sel£-Mastery, and 

Relating Behaviors-Cooperating Behaviors? and 2. What are 

the in£luences o£ A Search £or Meaning, Restoration of 

Sel£-Esteem, and Gaining a Sense of Sel£-Mastery on 

Relating Behaviors-Cooperating Behaviors? 



CHAPTER 3 

METHODOLOGY 

The methods employed to conduct the research are 

reviewed in this chapter. The design, sample, and data 

collection procedure are presented, and the measurement 

instruments and data analysis plan to answer the research 

questions are outlined. Protection £or human subjects is 

discussed. 

Q~~!g~ 

A descriptive study was implemented to investigate 

the concepts o£ Taylor's Cognitive Adaptation Theory (1983) 

with children's social behavior using a sample o£ asthmatic 

schoolagers. The aim o£ this study was to describe the 

relationships among the three themes o£ Taylor's (1983) 

theory and children's social behavior. 

§~~E!~ ~~e §~~~!~g 

A convenience sample o£ 45 schoolagers with asthma 

was selected £rom a private pediatric-allergy practice, a 

pediatric practice within a hea~th maintenance 

organization, a parents' support group £or parents o£ 

children with asthma, £amily practice and respiratory 
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clinics within a university hospital, and £rom £riends o£ 

the researcher. 
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Children who £ul£illed the £ollowing criteria were 

selected: (1) seven to ten years o£ age; (2) a diagnosis o£ 

asthma; (3) Caucasian; (4) English speaking; (5) without a 

mental disability; and (6) not acutely-~ll with asthmatic 

symptoms during the planned data collection period. The 

parents o£ the children selected also had to speak English. 

Only children between seven to ten years o£ age and without 

a mental disability were selected to assure the children's 

cognitive developmental level to be primarily within 

Concrete Operations. To attenuate cultural di££erences, 

all o£ the children selected were Caucasian and spoke 

English. Data collection was planned when the children 

were £ree £rom asthmatic symptoms so that the children's 

responses re£lected their view o£ asthma as a whole, and 

not only when they had an asthmatic attack. 

Q~~! fe!!!=~!e~ f~e=!~~~! 

Names o£ potential subjects and their telephone 

numbers were obtained £rom personnel within the pediatric

allergy practice, the pediatric practice within the health 

maintenance organization, and the £amily practice clinic. 

With potential subjects who were within the respiratory 

clinic practice or who were known through £riends o£ the 

researcher, the parent o£ the potential subject was 
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initially contacted by a sta££ person within the clinic or 

by the £riend o£ the researcher, respectively. The parent 

then gave the sta££ peraon within the clinic or the £riend 

o£ the researcher permission to give his/her telephone 

number to the researcher. Within the support group, the 

researcher screened £or potential subjects by interviewing 

the parents during tvo o£ the meetings. 

Following attainment o£ the telephone numbers o£ 

potential subjects, the researcher contacted parents o£ 

potential subjects (with the exception o£ parents within 

the support group) by telephone. The parent o£ the 

potential subject vas given in£ormation about the nature o£ 

the study and the role o£ his/her child in the study. The 

researcher made an appointment to go to the child's home 

when the parent agreed to his/her child being approached by 

the researcher. 
. 
~. 

At the child's home, the parent vas given an 

in£ormation-consent letter (see Appendix A) to review and 

the opportunity to ask questions about the study. The 

child vas given an e~planBtion o£ the study, his/her role 

in the study, and the assent £orm (see Appendix B) 

£ollowing the parent's written consent. Data collection 

began £ollowing any answers to questions which the child 

had and his/her verbal and written assent. 

Data were £irst collected £rom the parent. The 

parent vas given a demographic in£ormation questionnaire 
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(see Appendix C) to complete. Second, open-ended questions 

were asked (see Appendix C). The questionnaire and 

interview questions were completed by the parent in 

approximately 10 minutes. 

Data were collected £rom the child in a quiet, 

undisturbed area o£ the child's home. Fi£ty-one percent ox 

the subjects had one ox their parents present during data 

collection. The parent's presence during data collection 

was le£t to the discretion ox the parent. The 

questionnaires and interviews with the child included the 

Hergenrother Impact ox Illness Scale (Hergenrother, 1985), 

the interview £or the causality o£ illness, the McDaniel

Piers Young Children's Sel£-Concept Scale (McDaniel & 

Piers, 1978), the Children's Health Locus ox Control Scale 

(Parcel & Meyer, 1978), and the socialization subscale ox 

the Children's Adaptive Behavior Scale Revised (Richmond & 

Kicklighter, 1983). 

The questionnaires and interviews were completed in 

a random order. The child was given £ive pieces ox colored 

paper with one name ox the questionnaire/interview on each 

piece ox paper. The child selected the order ox the 

questionnaires and interviews by arranging the xive colored 

pieces o£ paper £rom his/her most xavorite color to his/her 

least xavorite color. 
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The child was given a sample question (see Appendix 

D) with the £our responses identical to those on the 

questionnaires prior to administration o£ the £irst 

questionnaire. The meaning o£ the words, agree and 

disagree, were discussed with the child. Data were 

collected £ollowing the child's correct, verbal explanation 

o£ the response options. 

The Hergenrother Impact o£ Illness Scale, the 

McDaniel-Piers Young Children's Sel£-Concept Scale, and the 

Children's Health Locus o£ Control Scale were read to the 

child as he/she held the sample question with the response 

options £rom which to answer the questionnaires. The 

interview £or the causality o£ illness and the 

socialization subscale o£ the Children's Adaptive Behavior 

Scale Revised were also conducted by the researcher. The 

child determined the rate o£ the data collection. None o£ 

the children desired a break during data collection. All 

data were collected in one session in approximately one-

hal£ hour £or each child. 

Instruments 

The respective instruments used to measure the 

variables within Level I o£ the conceptual £ramework are 

shown in Figure 2. Three questionnaires and two interviews 

were used to measure the concepts within Taylor's Cognitive 

Adaptation Theory (1983) and the social behavior o£ the 
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level II A Restoration Gaining 
Concepts Search of a Sense 

for Self-Esteem of Self-

A 
Mastery 

level I Self-Concept IDcus of Impact cause Relating 
Concepts of of Control Behaviors-

Disease Disease Cooperating 
Behaviors 

Instruments HIlS Interview YCSC CHLC CABSR 

Figure 2. Cognitive Maptation and the Schoolager with Asthma: 
levels II and I and Instruments 
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asthmatic schoolagers (see Appendix E). The Hergenrother 

Impact o£ Illness Scale and the interview £or the causality 

c£ illness were used to measure Impact o£ Disease and Cause 

c£ Disease £or A Search £or Meaning. The McDaniel-Piers 

Young Children's Self-Concept Scale yas used to measure 

Sel£-Concept £or Taylor's (1983) theme, Restoration o£ 

Sel£-Esteem. The Children's Health Locus o£ Control Scale 

was used to measure Locus o£ Control £or Taylor's (1983) 

theme, Gaining a Sense o£ Sel£-Mastery. The socialization 

subscale o£ the Children's Adaptive Behavior Scale Revised 

was used to measure Relating Behaviors-Cooperating 

Behaviors. 

Hergenrother Impact o£ Illness Scale (HIlS) 

The Hergenrother Impact o£ Illness Scale was 

developed to measure one component o£ A Search £or Meaning, 

Impact o£ Disease. The modi£ied Likert scale consists o£ 

25, short statements with a £our-point response continuum. 

Possible scores £or the total scale range £rom zero to 100. 

A high score represents a high impact o£ illness upon one's 

li£e. Five areas o£ the schoolager's life are represented 

in the scale: school li£e, relationships within the £amily, 

relationships with £riends, physical activities, and the 

child's emotional state. The inductive work which led to 

the development o£ the scale is discussed in Appendix F. 
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Psychometric testing 0% the scale %olloved 

construction 0% the 25 items. To establish content 

validity, the scale was reviewed by eight experts in child 

nursing. Eight items were then revised to enhance clarity 

and comprehensibility. All 0% the items were considered to 

be pertinent, inclusive, and did not demand knowledge which 

the children may not have had. The revised items were then 

reviewed by the same eight experts. The experts reported 

no problems with the revised items. 

Reliability 0% the scale was then estimated by 

internal consistency. Due to the small number 0% asthmatic 

schoolagers between the ages 0% seven to ten years, a 

convenience sample 0% 25, healthy, seven to ten year-old 

children was recruited %or the reliability testing. All 0% 

the items that contained the word, "asthma", were replaced 

with the word, "cold". The illness, cold, was used since 

all children have personal experience with a cold. 

Cronbach's alpha %or the total scale was 0.67. Interitem 

correlations ranged £rom -0.55 to 0.72. Sixteen items had 

13 or more interitem correlations less than 0.20. Item to 

total scale correlations ranged %rom -0.15 to 0.64. Eleven 

items had item to total scale correlations less than 0.30. 

Twelve items which had poor interitem correlations (more 

than 13 correlations less than 0.20), poor item to total 

scale correlations, and/or an increase ox the alpha with 



item deletion were revised. 

25 items. 

The xinal scale consisted of 

Interview xor the Causality of Illness (Interview) 

Cause ox Disease, B component ox A Search xor 

Meaning, was explored inductively with open-ended 

questions. The descriptive questions included: How do you 

get asthma? and Are there any other ways you can get 

asthma? A score xor causality was derived xrom the 

interview data. The child's score represented whether 

he/she named a cause xor his/her asthma. A score ox one 
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was given to the children who did not name a cause £or 

their asthma. A score ox two was given to the children who 

named a cause xor their asthma. The number ox causes given 

by the child xor his/her asthma were also recorded. 

McDaniel-Piers Young Children's Selx-Concept Scale 

The McDaniel-Piers Young Children's Selx-Concept 

Scale (YCSC) was used to measure Selx-Concept xor Taylor's 

(1983) theme, Restoration OX Selx-Esteem. The summated 

scale consists ox 40, short-item statements with yes/no 

response options. The scale contains three subscales which 

include My Feeling Selx, My School Selx, and My Behaving 

Selx, and are rexlected in 17, 13, and 10 items, 

respectively. 

For purposes OX this study, the responses were 

changed to a xour-point response continuum and included 



agree B ~ot, agree a ~1tt~e, d1sagree a ~1tt~e, and 

d1sagree a ~ot. The response cont1nuum vas scored 4-3-2-1 

Y1th £our represent1ng h1gh se~£-esteem and one 

represent1ng ~ow se~£-esteem. The tota~ sca~e score was 

der1ved £rom the subsca~e scores. The Ch1~d's subsca~e 

scores was ca~cu~ated by d1v1d1ng h1s/her tota~ score £or 

the SubscB~e by the number o£ 1tems w1th1n the respect1ve 

subsca~e. The mean scores vere used because the subscales 

had an unequal number o£ 1tems. Possib~e scores £or each 

subscale range £rom zero to £our. The total score £or the 

scale vas ca~cu~ated by adding the three subsca~e scores. 

Poss1ble scores £or the tota~ scale range £rom zero to 12. 

A high score on the total scale or subsca~es represents a 

h1gh sel£-esteem. 
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The YCSC vas developed £rom the P1ers-Harris 

Ch1~dren's Se~£-Concept Scale (P1ers & Harr1s, 1969) and is 

1ntended to be used v1th ch1ldren 1n grades one through 

three. The shortened £orm o£ the P1ers-Harr1s Ch1ldren's 

Sel£-Concept Sca~e was deve~oped £rom two studies conducted 

at Purdue (McDan1e~ et a~., 1973). Subjects 1n the £1rst 

study were 413 th1rd graders £rom predom1nantly b~ack 

ghetto schoo~s. Subjects 1n the second study were 119 

vh1te second graders. Items Vh1Ch were reta1ned £or the 

shortened version o£ the sca~e had 1tem to total scale and 

1tem to subscale corre~at1ons o£ 0.30 or greater. The 



shortened version o£ the scale consists o£ 40 items with 

three subscales which include My Feeling Sel£ (16 items), 

My School Sel£ (14 items), and My Behaving Sel£ (10 items). 
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The shortened version o£ the scale was then 

administered to 143 £irst graders. Four o£ the items in My 

Feeling Sel£ and one item £rom each o£ the other subscales 

had item to subscale correlations less than or equal to 

0.30. These six items, a~ong with 13 items which were 

identi£ied as troublesome by examiners, were reworded. 

The reliability and validity o£ the YCSC was later 

tested in a study to measure the children's score with the 

teachers' ratings o£ the children's- sel£-concept (McDaniel 

& Leddick, 1978). Subjects £or the study included 459 

children in grades one through £our. Kuder-Richardson 20 

reliability coe££icients £or the £our grades ranged £rom 

0.72 to 0.92. Factor analysis revealed 13 £actors £or 

grades one and two, and 14 £actors £or grades three and 

£our. Fi£ty-£ive percent o£ the variance was explained by 

the £irst three £actors. The £actora were labelled body 

image, £eelings o£ adequacy and happiness, and behavior. 

Factor analysis £or both sexes revealed the same three 

£actors. Chi-square analysis was performed £or the 

di££erent grade levels and gender. Response patterns of 

the 40 items revealed seven items which contained gender 

di££erences. No £urther revisions were undertaken. 
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Denner (1975) has examined the·stabil±ty ef the 

children's self-concept during the first three~years of 

school using the YCSC. From a longitudinal study of 143 

first graders, 444 second graders, .and 367 third graders, 

the Kuder-Richardson 20 reliability coefficients for the 

total scale were 0.73 for the first graders, 0.8Q for the 

second graders, and 0.86 for the third graders. Subscale 

reliabilities for the first graders were 0.48; 0~67, and 

0.53 for My Feeling Self, My School·Self,-and=My Behaving 

Self, respectively. For the second graders, subscale 

reliabilities were 0.60, 0.67, and-0.60 for My Feeling 

Self, My School Self, and My Behaving Self, -respectively. 

No subscale reliabilities were reported for the~third 

graders. 

Children's Health Locus of Control Scale (CHLC) 

The Children's Health Locus of Control Scale was 

used to measure Locus o£ Control for Tayler's (1983) theme, 

Gaining a Sense of Self-Mastery. The summated scale 

consists of 20 short-item statements with yes/no response 

options. The scale contains three subscales which include 

Internality, Chance, and Power~ and are reflected in six, 

five, and nine items, respectively. 

Fer purposes of this study, the responses were 

changed to a four-point response continuum and included 

agree a lot, agree a little, disagree a little, and 
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disagree a lot. The response continuum was scored 4-3-2-1 

with £our representing a high internal locus o£ control 

orientation and one representing a high external locus o£ 

control orientation. The total scale score was derived 

£rom the subscale scores. The child's subscale scores were 

calculated by dividing his/her total score £or the subscale 

by the number o£ items within the respective subscale. The 

mean scores were used because the subscales had an unequal 

number o£ items. Possible scores £or each subscale range 

£rom 2ero to £our. The total score £or the scale was 

calculated by adding the three subscale scores. Possible 

scores £or the total scale range £rom 2ero to 12. A high 

score £or the total scale represents a greater internal 

locus o£ control orientation. A high score on Internality 

represents .a greater belie£ in internal locus o£ control. 

A high score on Chance represents a lesser belief in 

chance, a subscale which represents an external locus of 

control orientation. A high score on Power represents a 

lesser belie£ in power, another subscale which represents 

an external locus of control orientation. 

From Rotter's social learning theory (Rotter, 

Chance & Phares, 1972), the CHLC vas developed to partially 

operationali2e the child's estimate of the likelihood that 

a given action will result in the planned goal in matters 

of health. Development of the instrument began with 30 



items with yes/no response options which measured internal 

and external (chance and power) loci of control. 

97 

The initial scale was tested with 168 children from 

two schools in grades two through six (Parcel & Meyer, 

1978). The mean score represented by the percentage of 

internal locus of control responses was 62.5. The mean 

score increased as a function of age with the exception of 

children in grade three. The Kuder-Richardson 20 

reliability coefficient was 0.75. Based on item analysis 

of the percentage of internal locus of control responses 

and an item discrimination index, 10 items were eliminated 

from the scale. 

The revised scale was tested with 140 children in 

grades three, four, and five from one school (Parcel & 

Meyer, 1978). The Kuder-Richardson 20 reliability 

coefficient was 0.81. Six week test-retest reliability of 

the revised scale waa 0.62. The item to total scale 

correlations ranged from 0.23 to 0.87. 

Construct validity was estimated for the CHLC from 

tvo studies (Parcel & Meyer, 1978; Green & Kolff, 1980). 

Scores from the second administration of the scale were 

correlated with scores from the Now~cki-Strickland Locus of 

Control Scale to estimate convergent construct validity 

(Parcel & Meyer, 1978). The correlation between the two 

scales was 0.50. As a measure of discriminant construct 



validity, the CHLC was correlated with the Piers-Harris 

Children's Sel£-Concept Scale (Green & Kol££, 1980). The 

correlation £or the two scales was reported at 0.34. The 

correlation £or convergence was greater than the 

correlation £or discriminance which establishes construct 

validity (Campbell & Fiske, 1959). 
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Factor analysis was also done to test construct 

validity (Parcel & Meyer, 1978). Factor analysis o£ the 

CHLC with a varimax rotation revealed seven £actors. Three 

£actors had an eigenvalue greater than 1.00. Five items 

loaded on £actor one which represented power, three items 

loaded on £8ctor two which represented internality, and 

£ive items loaded on £actor three which represented chance. 

The remaining items each loaded on two £actors. From this 

analysis, ten items were reworded to place more emphasis on 

power £or the "P" items and on sel£-mastery £or the "I" 

items. 

Furthermore, a one-way analysis o£ variance was 

conducted to test the e££ect o£ the children's grade on 

their scale score (Parcel & Meyer, 1978). A signi£icant 

di££erence was £ound £or di££erent grades (F=2.69, d£=5,42, 

p~.05). Internality increased with the children's grade 

with a trend analysis. 

Green and Kol££ (1980) £urthered tested the revised 

20 item CHLC in a study o£ £i£ty, eight to thirteen year-
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old asthmatic children. All o£ the children had moderate 

to severe asthma and required daily medication. Cronbach's 

alpha £or the scale was 0.72. The alphas reported £or the 

subscales o£ Chance, Internality, and Power were 0.43, , 
0.13, and 0.71, respectively. Subscale to total scale 

correlations ranged £rom 0.71 (Chance) to 0.87 (Power). 

Subscale to subscale correlations ranged £rom 0.51 (Chance 

and Power) to 0.56 (Chance and Internality). 

Children's Adaptive Behavior Scale Revised (CABSR) 

The socialization subscale o£ the Children's 

Adaptive Behavior Scale Revised was used to measure 

Relating Behaviors-Cooperating Behaviors. The CABSR is a 

norm-re£erenced, summated scale developed to measure skil~s 

in behavioral domains related to the child's £unctioning in 

his/her home and community. The CABSR includes £ive 

behavioral domains or subscales: language development, 

independent £unctioning, £amily role per£ormance, economic

vocational activity, and socialization. Only the 

socialization domain or subscale was used in this study. 

The socialization domain "assesses the development 

o£ skills in relating to and cooperating with relevant 

others in the environment and in distinguishing important 

£rom somewhat more trivial social demands" (Richmond & 

Kicklighter, 1983, p.6). The socialization subscale 
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consists ot 28 items which are read to the child and 

require B short answer. One to tour points are awarded tor 

each item based upon the criteria given tor correct 

responses. Possible scores tor the socialization subscale 

range trom zero to 40. A high score represents more skills 

in relating and cooperating behaviors. 

Development ot the CABSR began with a review ot 

social, developmental, and adaptive behavior scales. 

Behavioral domains were identitied within the literature in 

the tield. Approximately 50 items were constructed tor 

each ot the tive domains. 

Psychometric testing ot the instrument was 

conducted following construction ot the items. Test-retest 

reliability was analyzed with a group ot 36 black children 

(Richmond & Kicklighter, 1983). The correlation between 

the two testing periods %or the socialization subscale was 

0.98. 

Content, concurrent, and construct validity were 

estimated tor the CABSR. Content validity was established 

with a review by experts ot other adaptive, developmental, 

or social competence scales. Concurrent validity was 

established trom correlations ot the CABSR with the 

American Association on Mental Deticiency (AAMD)-Adaptive 

Behavior Scale (Lambert et al., 1975). Parents' and 

teachers' ratings were obtained on a group ot 120 children 



using the AAMD-Adaptive Behavior Scale. For both the 

parents' and teachers' ratings, four subscales and the 

total scale of the AAMD-Adeptive Behavior Scale were 

significantly correlated with the CABSR socialization 

subscale. 
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A principal components factor analysis was done 

with scores from three scales which included the CABSR, the 

Adaptive Behavior Inventory for Children (Mercer & Lewis, 

1977), and the WISC-R to establish construct validity. All 

of the subscales or domains of the CABSR with the exception 

of economic-vocational activity loaded on factor two. The 

factor loading for the socialization subscale was 0.67. 

Normative data for the CABSR has also been 

established for children in regular classrooms and are 

shown in Table 1. Children from four geographic regions of 

the United States (southeast, northeast, midwest, and the 

western coast) who ranged from five to eleven years of age 

comprised the sample. Scores on the CABSR and the 

subscales increased as a function of age. A significant 

difference was found among females and males on the 

socialization subscale. The females' scores were higher 

than the males' scores on this domain. 

E!~! ~~!!~~~~ ~!!~ 

The data analysis plan was designed to answer two 

research questions. Descriptive statistics such as means, 



Table 1. Age Norms £or the CABSR - Sociali2ation 
Subscale 

Age (Vears) N Mean SD 
------------------------------------------------

5.00-5.11 100 29.41 5.90 

6.00-6.11 135 30.73 5.24 

7.00-7.11 169 33.B7 4.35 

B.OO-B.ll 153 36.01 2.71 

9.00-9.11 153 36.BO 2.41 

10.00-10.11 106 37.29 2.12 

11.00-11.11 153 37.62 1.7B 

From: Richmond & Kicklighter, 19B3 
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standard deviations, and £requencies were used to describe 

the characteristics o£ the sample and the samples' 

responses on the HIlS, the interview £or the causality o£ 

illness, the YCSC, the CHLC, and the socialization subscale 

o£ the CABSR. 

Research Question One 

What are the interrelationships among A Search £or 

Meaning, Restoration o£ Sel£-Esteem, Gaining a Sense o£ 

Sel£-Mastery, and Relating Behaviors-Cooperating Behaviors? 

Pearson product moment correlations were used to 

answer this question. The alpha level was set at 0.05. 

Research Question Two 

What are the in£luences o£ A Search £or Meaning, 

Restoration o£ Sel£-Esteem, and Gaining a Sense o£ Sel£

Mastery on Relating Behaviors-Cooperating Behaviors? 

Multiple regression was used to answer this 

question. The alpha level was set at 0.10 due to the 

exploratory nature o£ this work with Taylor'e Cognitive 

Adaptation Theory (1983). 

~~9~!E~!9~ ;9~ ~~~~~ §~Ej!E~~ 

The proposed study was approved by the College o£ 

Nursing, University o£ Arizona Human Subjects' Review 

Committee prior to data collection. Following this 
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approval, access to the agencies was obtained by the 

researcher. Names, telephone numbers, and addresses o£ 

potential subjects were destroyed a£ter data were analyzed. 

Parents o£ subjects were given an in£ormation-consent £orm 

(see Appendix A), along with the opportunity to answer 

questions regarding the study. The parent signed the 

in£ormation-consent £orm be£ore the child was approached by 

the researcher. The child also received an in£ormation

assent £orm (see Appendix B) and had the opportunity to ask 

questions. Following the child's signature on the assent 

£orm, the data were collected. 

All o£ the data remained con£idential. No names 

were used on the data collection £orm, as the subjects were 

identi£ied on the £orms by a number only. The parent and 

child were in£ormed o£ their right to decide to participate 

or not, to withdraw at any time £rom the study, and to not 

answer any questions which may have been upsetting to them 

because o£ their personal nature. The parents and children 

were also in£ormed that their care at their health care 

£aaility or their participation within the support group 

would not be 8££ected by their participation or non

participation in the study. 

The actual risks to the subjects were unknown, but 

were considered minimal. Some o£ the questions may have 

been considered upsetting due to their personal nature. 
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The xreedom to withdraw xrom the study at any time or to 

not answer any questions which may have been upsetting was 

intended to reduce this risk. Hone ox the children and 

parents reported any questions vere upsetting. Each child 

and his/her respective parent completed the data 

collection. 

§~mm~~~ 

The methods which were employed to study the 

concepts ox Taylor's Cognitive Adaptation Theory (1983) and 

children's social behavior using a sample o£ asthmatic 

schoolagers were reviewed in this chapter. The design, 

sample and setting, data collection procedure, and 

instruments were discussed. The psychometric testing o£ 

£our instruments was detailed. The data analysis plan was 

outlined to answer tvo research questions. Protection £or 

human subjects was discussed. 



CHAPTER 4 

RESULTS 

The results o£ the data analysis are presented in 

this chapter. Characteristics o£ the subjects (the 

children) and their £amilies are described initially. 

Following this analysis, the children's responses on the 

questionnaires and interviews are reported. The results o£ 

the two research questions are presented, and £indings £rom 

the additional analyses are discussed. 

~~!~!~~!~!!~!~! e~ ~~! §~~~!~~! !~~ ~~!!~ ~!~!!!!! 

Data collected £rom the subjects' parents contained 

the demographic in£ormation about the sample and their 

£amilies. Forty (89Y.) mothers and £ive (11Y.) £athers were 

interviewed £or this in£ormation. 

In£ormation about the Children 

The sample o£ asthmatic schoolagers consisted o£ 33 

(73Y.) males and 12 (27Y.) £emales between the ages o£ seven 

to ten years. The mean age o£ the children was 8.36 years 

(5.0.=1.13). Thirteen (29Y.) children were seven years old, 

13 (29Y.) children were eight years old, 9 (20Y.) children 
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were nine years old, and 10 (22~) children were ten years 

old. 
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The children were in grades one through five. The 

mean level of education for the children was 2.87 grades 

(S.0.=1.16). Seven (16~) children were in first grade, 9 

(20~) children were in second grade, 15 (33~) children were 

in third grade, 11 (24~) children were in fourth grade, and 

3 (7~) children were in fifth grade. 

Information about the Children's Asthmatic Condition 

Several characteristics of the schoolagers' 

asthmatic condition were noted. The number of months with 

a diagnosis of asthma ranged from 8 to 108 months (X=60.36, 

S.0.=27.71). Frequencies for the number of years with a 

diagnosis of the children's asthma are shown in Table 2. 

The distribution of the sample from zero to ten years 

approximates a normal distribution. 

The number of asthmatic attacks within the previous 

year prior to data collection ranged from 0 to 50 attacks 

(X=14.48, S.0.=54.11), with the exception of one child who 

had an attack every day. An asthmatic attack was defined 

as any episode which consisted of asthmatic symptoms and 

required treatment beyond the child's daily treatment 

regimen for his/her asthma. Frequencies for the number of 

asthmatic attacks within the last year prior to data 



Table 2. Frequencies £or Number o£ Years with 
Asthma 

Number o£ Years f. of Total 

0.00-1.00 5 11. 0 

1.01-2.00 2 5.0 

2.01-3.00 4 8.5 

3.01-4.00 2 5.0 

4.01-5.00 8 18.0 

5.01~6.00 11 24.0 

6.01-7.00 5 11. 0 

7.01-8.00 4 8.5 

8.01-9.00 3 7.0 

9.01-10.00 1 ~!.Q 

TOTAL 45 100.0 

---------------------------------------------
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collection are shown in Table 3. The majority o£ the 

subjects had between zero and ten attacks. 
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The children's previous asthmatic attack within the 

year prior to data collection ranged £rom 0 to 12 months 

(X=2.58, S.0.=3.55). Nineteen (42Y.) children had an 

asthmatic attack within the month o£ data collection, 13 

(29Yo) children had an attack between one and three months 

prior to data collection, 5 (11Y.) children had an attack 

between £our and six months, 5 (11Y.) children had an attack 

between seven and nine months, and 3 (7Y.) children had an 

attack between 10 and 12 months prior to data collection. 

The number o£ doctor visits £or the children due to 

their asthma in the year prior to data collection ranged 

£rom 0 to 50 visits (X=6.93, S.0.=9.84). Eight (18Y.) 

children had none, 19 (42Y.) children had one to £ive 

visits, 7 (16Y.) children had six to ten visits, and 11 

(33Y.) children had greater than 10 doctor visits. 

The number o£ hospitalizations £or the children due 

to their asthma in the year prior to data collection ranged 

£rom zero to three hospitalizations (X=0.33, S.0.=0.77). 

Thirty-six (80Y.) children had no hospitalizations, 5 (11Y.) 

children had one, 2 (4.5Y.) children had two, and 2 (4.5Y.) 

children had three hospitalizations. 

The number o£ total medications (on a daily and as 

needed basis) taken by the children £or their asthma ranged 



Table 3. Frequencies £or Number o£ Asthmatic 
Attacks in Year Prior to Data 
Collection 

Number o£ Attacks £ " o£ Total 

0 2 4 

1-5 24 54 

6-10 11 24 

11-15 1 2 

16-20 3 7 

21-25 1 2 

26-30 1 3 

31-35 0 0 

36-40 0 0 

41-45 0 0 

46-50 1 2 

51~ 1 ~ 

TOTAL 45 100 
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£rom one to seven medications (X=3.51, S.0.=1.55). Five 

(11~) children had one medication, 7 (16~) children had two 

medications, 10 (22~) children had three medications, 12 

(27~) children had £our medications, 7 (16Y.) children had 

£ive medications, 2 (4~) children had six medications, and 

2 (4~) children had seven medications. The number o£ the 

children's medications taken on a daily basis £or their 

asthma ranged £rom zero to £ive medications (X=1.56, S.D. 

=1.39). Twelve (27~) children had no daily medications, 14 

(31~) children had one medication, 7 (15~) children had two 

medications, 7 (15~) children had three medications, 4 (9Y.) 

children had £our medications, and 1 (2~) child had £ive 

daily medications. The number o£ medications taken by the 

children on an as needed basis ranged £rom zero to £our 

medications (X=1.9B, S.0.=1.16). One (2~) child had no 

medications on an as needed basis, 20 (45~) children had 

one medication, 10 (22~) children had two medications, 7 

(15.5Y.) children had three medications, and 7 (15.5Y.) 

children had £our medications on an as needed basis. 

The parents were asked to identi£y i£ their child 

avoided activities due to his/her asthma. Twelve (27~) 

·children avoided activities and 33 (73~) children did not 

avoid any activities. The avoided activities were 

described by the parents. Some o£ the parents' responses 

consisted o£ one or two speci£ically named activities 



(e.g., soccer). 
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Other parents named a group 0% activities 

(e.g., any running sports). 

In%ormation about the Children's Families 

In%ormation about the schoolagers' %amilies vas 

also collected %rom the subjects' parents. The 

socioeconomic status 0% the %amilies was determined using 

Hollingshead Two Factor Index 0% Social Position 

(Hollingshead, 1965). The social position 0% the %amily 

was calculated %rom both the parents'/guardians' last level 

0% education and occupation %or those parents/guardians 

living within the subjects' home. The education scale 

consists 0% seven categories %rom less than seven years 0% 

education completed (scale score seven) to completion 0% a 

graduate degree (scale score one). The occupation scale 

consists 0% seven categories %rom unskilled employees 

(scale score seven) to higher executives 0% large concerns, 

proprietors, and major pro%essionals (scale score one). 

The score vas calculated by multiplying the education scale 

score by %our and the occupation scale score by seven %or 

each parent/guardian. The scores were then added and 

divided by two to obtain the class score. A higher score 

represents a higher social position. The range 0% scores 

%rom the highest class (Class I) to the lowest class (Class 

V) is shown in Table 4. The social position 0% the 



Table 4. Class Ranges for the Hollingshead 
Two-Factor Index of Social 
Position 

Class Score 

I 11-17 

II 18-31 

III 32-47 

IV 48-63 

V 64-77 

From: Hollingshead, 1965 
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children's £amilies ranged £rom the highest class (Class I) 

to the next to the lowest class (Class IV) (X=32.04, 

5.0.=13.35). Six (13.5~) %amilies were £rom Class I, 17 

(3a~) £amilies were £rom Class II, 15 (33~) £amilies were 

£rom Class III, and 7 (15.5~) £amilies were £rom Class IV. 

All (9a~) children with the exception o£ one (2~) 

child were living with their mother. One (2~) child was 

living with his/her stepmother. Ten (22.5~) children were 

living only with their mother. Thirty-£our (75.5~) 

children were living with their £ather as well as their 

mother. One (2~) child was living with his/her £ather and 

stepmother. 

The total number o£ children in the subjects' 

£amilies ranged £rom one to six children (X=2.51, 

S.0.=0.97). Three (7~) £amilies had one child, 24 (53~) 

£amilies had two children, 13 (29~) £amilies had three 

children, 3 (7~) £amilies had £our children, 1 (2~) £amily 

had £ive children, and 1 (2~) £amily had six children. 

The birth-order position o£ the subjects within 

their £amilies ranged £rom £irst-born to £i£th-born 

(X=1.87, S.0.=0.99). Three (7~) children were an only 

child, 16 (35.5~) children were £irst-born within a £amily 

with other children, 17 (38.5~) children were second-born, 

7 (15~) children were third-born, and 1 (2~) child was 

£i£th-born. 
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The number o£ brothers £or the schoolagers ranged 

£rom zero to three brothers (X=0.80, 5.D.=0.76). Seventeen 

(3a~) children had no brothers, 21 (46~) children had one 

brother, 6 (14~) children had two brothers, and 1 (2~) 

child had three brothers. 

The number o£ sisters £or the schoolagers ranged 

£rom zero to three sisters (X=0.73, 5.D.=0.72). Eighteen 

(40~) children had no sisters, 22 (49~) children had one 

sister, 4 (9~) children had two sisters, and 1 (2~) child 

had three sisters. 

The number o£ the schoolagers' £amily members with 

asthma and who lived with them ranged £rom zero to £ive 

£amily members (X=0.71, 5.D.=1.41). Family members were 

de£ined as the children's parents, siblings, grandparents, 

aunts, uncles, and £irst cousins. Fi£teen (33~) children 

had no £amily members with asthma at home, 15 (33~) 

children had one £amily member with asthma, 11 (24~) 

children had two £amily members with asthma, 3 (8~) 

children had three £amily members with asthma, and 1 (2~) 

child had £ive £amily members with asthma at home. 

~~~~~=~~~ ~~~ee~~~~ ~~ ~~~ !~~~~~~~~~~ 

The children's responses £or the £ive instruments 

are presented next. The questionnaires include the 

Hergenrother Impact ox Illness Scale, the McDaniel-Piers 
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Young Children's Sel£-Concept Scale, and the Children's 

Health Locus o£ Control Scale. The interviews include the 

causality o£ illness interview and the socialization 

aubscale o£ the Children's Adaptive Behavior Scale Revised. 

Hergenrother Impact o£ Illness Scale (HIlS) 

The HIlS was used to measure one component o£ A 

Search £or Meaning, the Impact o£ Disease. A high score on 

the HIlS represented a high impact o£ asthma upon the 

asthmatic child's li£e. The total possible score was 100. 

The children's total scores ranged £rom 33.00 to 76.00 

(X=52.04, S.D.=11.26). These scores indicated moderately 

low to moderately high impact o£ asthma upon the children's 

lives. None o£ the children experienced extremely high or 

extremely low impact o£ asthma upon their lives. 

Frequencies £or ranges o£ total scores on the HIlS are 

shown in Table 5. The £requencies reveal an even 

distribution o£ scores within the range o£ scores. 

Interview £or the Causality o£ Illness (Interview) 

The interview £or the causality o£ illness was used 

to measure one component o£ A Search £or Meaning, the Cause 

o£ Disease. A score o£ one was assigned when no cause was 

mentioned. A score c£ two was assigned when children named 

a cause £or their asthma. Thirty-seven (B2~) children 

named a cause £or their asthma and B (la~) children did not 
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Table 5. Frequencies £or Scores on the HIlS 

Score " o£ Total 

33-37 5 11 

38-42 4 9 

43-47 8 18 

48-52 8 18 

53-57 8 17 

58-62 3 7 

63-67 1 2 

68-72 8 16 

73-77 1 2 

TOTAL 45 100 
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name a cause £or their asthma. Children who named a cause 

£or their asthma included 9 (20~) seven year-olds, 11 

(24.5Y.) eight year-olds, 7 (15Y.) nine year-olds, and 10 

(22Y.) ten year-olds. Children who did not name a cause £or 

their asthma included 4 (9Y.) seven year-olds, 2 (4.5Y.) 

eight year-olds, and 2 (4.5Y.) nine year-olds. It was 

unknown why these children did not report a cause £or their 

asthma. The number o£ causes reported by the children £or 

their asthma ranged £rom one to eight causes (X=1.7B, 

S.D.=1.51). Thirteen (29Y.) children named one cause, 13 

(29Y.) children named two causes, B (17Y.) children named 

three causes, 1 (2Y.) child named £our causes, 1 (2Y.) child 

named £ive causes, and 1 (2Y.) child named eight causes. 

The types o£ causes named £or the children's asthma are 

discussed in the additional £indings. 

McDaniel-Piers Young Children's Sel£-Concept Scale 

The YCSC was used to measure Restoration o£ Sel£

Esteem. The scale consists o£ three subscales: My Feeling 

Sel£, My Behaving Sel£, and My School Sel£ 'containing 17, 

13, and 10 items respectively. 

The children's total scores ranged £rom 7.63 to 

11.B5 (X=9.62, S.0.=1.03) which indicated moderate to high 

sel£-esteem. The children's total scores £or the subscale, 

My Feeling Sel£, ranged £rom 2.35 to 4.00 (X=3.02, 
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S.0.=0.37) which indicated moderate to high sel£-esteem £or 

their £eelings. The children's total scores £or the 

subscale, My School Self, ranged £rom 1.92 to 4.00 (X=3.30, 

S.0.=0.46) which indicated moderate to high self-esteem £or 

themselves at school. The children's total scores £or the 

subscale, My Behaving Sel£, ranged from 2.30 to 4.00 

(X=3.30, S.0.=0.47) which indicated moderate to high sel£

esteem £or their behaviors. 

Children's Health Locus o£ Control Scale (CHLC) 

The CHLC was used to measure Gaining a Sense o£ 

Self-Mastery. The scale consists o£ three subscales: 

Internality, Chance, and Power, and are re£lected in six, 

five, and nine items respectively. 

The children's total scores £or the scale ranged 

£rom 4.99 to 11.00 (X=B.OB, S.0.=1.35) which indicated 

moderate to high internal locus o£ control. The children's 

total score £or the subscale, Internality, ranged from 1.50 

to 4.00 (X=3.0B, S.0.=0.54) which indicated low to high 

beliefs in internal locus o£ control. The children's total 

score £or the subscale, Chance, ranged £rom 1.60-4.00 

(X=2.64, S.0.=0.55) which indicated moderately high to 

moderately low belie£ in chance. The children's total 

score £or the subscale, Power, ranged from 1.11-3.33 



(X=2.36, S.D.=0.57; which represented moderately high to 

moderately low beliexs in power. 

Children's Adaptive Behavior Scale Revised (CABSR) 
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The socialization subscale ox the CABSR was used to 

measure Relating Behaviors-Cooperating Behaviors. A high 

score on the socialization subscale represented more skills 

in relating behaviors and cooperating behaviors. The total 

possible score xor the scale was 40. The children's total 

scores xor the socialization subscale ranged xrom 25 to 39 

(X=34.93, S. D. =2.86). These scores indicated lesser to 

greater scores than the norms xor children between seven 

and ten years ox age (see Table 1). 

Following analysis ox the characteristics of the 

sample and their responses on the questionnaires and 

interviews, the research questions were analyzed. Two 

research questions were addressed. 

~~~~!~9h g~~~~!e~ Q~~ 

The xirst research question was: What are the 

interrelationships among A Search xor Meaning, Restoration 

ox Selx-Esteem, Gaining a Sense ox Selx-Mastery, and 

Relating Behaviors-Cooperating Behaviors? 

A Search xor Meaning with two components, the 

Impact ox Disease and the Cause ox Disease, was measured by 

the HIlS and the interview xor the causality ox illness. 



Restoration o£ Se1£-Esteem was measured by the YCSC. 

Gaining a Sense o£ Se1£-Mastery was measured by the CHLC. 

Re1ating Behaviors-Cooperating Behaviors were measured by 

the socia1ization subsca1e o£ the CABSR. 
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Pearson product moment corre1ations were used to 

examine the re1ationships among the concepts. The a1pha 

1eve1 was set at 0.05. Corre1ations were obtained among 

the tota1 sca1e scores £or the £ive instruments. 

Corre1ations were a1so obtained among the tota1 sca1e 

scores £or the £ive instruments and the subsca1e scores o£ 

the YCSC and the CHLC. Corre1ations among the subsca1e 

scores £or the YCSC and CHLC were a1so obtained. 

Tota1 Sca1e to Tota1 Sca1e Corre1ations 

Three signi£icant re1ationships were £ound among 

the total scale scores £or the £ive instruments. The 

corre1ations £or the tota1 sca1e scores on the £ive 

instruments are shown in Table 6. The Impact o£ Disease, a 

component o£ A Search £or Meaning, was negatively related 

to Restoration o£ Se1£-Esteem 

r=-.2s). Chi1dren who reported higher impact o£ asthma 

upon their 1ives reported 10wer se1£-esteem. The Impact o£ 

Disease was a1ao negative1y related to Gaining a Sense o£ 

Sel£-Mastery (r=-.60). Children who reported higher impact 

o£ asthma upon their lives also reported a lesser internal 



Table 6. Pearson Product Moment Correlations £or the 
Total Scale to Total Scale Correlations 
(N=45) 

Scale 1 2 3 4 5 

1. HIlS 

2. Interview .03 

3. YCSC -.25tt .04 

4. CHLC -.60tt .20tttt • 19tttt 

5. CABSR -.18 .26tt .17 .13 

ttp~.05 

ttttp~.10 
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locus of control orientation, thus a greater external locus 

of control orientation. The Cause of Disease, another 

component of A Search for Meaning, was positively related 

to Relating Behaviors-Cooperating Behaviors (r~.26). 

Children who named a cause for their asthma reported more 

skills in relating and cooperating with others. No other 

significant correlations were found among the total scale 

scores for the five instruments. 

Two other correlations approached significance. 

Cause of Disease was positively related to Gaining a Sense 

of Self-Mastery (r=.20, p~.10). Children who named a cause 

for their asthma reported a greater internal locus of 

control orientation. Restoration of Self-Esteem was 

positively correlated with Gaining a Sense of Self-Mastery 

(r=.19, p~.10). Children who reported higher self-esteem 

also reported a greater internal locus of control 

orientation. 

Subscale to Total Scale Correlations 

Correlations among the total scores for the five 

instruments and the subscales of the McDaniel-Piers Young 

Children's Self-Concept Scale and the Children's Health 

Locus of Control Scale were obtained. The McDaniel-Piers 

Young Children's Self-Concept Scale contains the subscales 

My Feeling Self, My School Self, and My Behaving Self. The 
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Children#s Health Locus o£ Control Scale contains the 

subscales Internality, Chance, and Power. The correlations 

£or the total scale and subscale scores are shown in Table 

7. The signi£icant correlations are discussed £or each o£ 

the subscales o£ the YCSC and CHLC. 

~~ E~~!~~9 §~!!. My Feeling Sel£ was positively 

correlated with Restoration o£ Sel£-Esteem (r=.B3). 

Children who reported higher sel£-esteem £or their £eelings 

reported overall, higher sel£-esteem. 

My Feeling Self yas negatively related to the 

Impact o£ Disease, a component o£ A Search £or Meaning (r=

.34). Children who reported higher sel£-esteem £or their 

£eelings reported lesser impact o£ asthma upon their lives. 

No other significant correlations were £ound among My 

Feeling Sel£ and the other total scale scores from the £ive 

instruments. 

~~ §e~ee! §~!;. My School Self was significantly 

correlated with Restoration o£ Self-Esteem (r=.74). 

Children who reported higher self-esteem for themselves at 

school also reported overall, higher self-esteem. No other 

significant correlations were found among the subscale, My 

School Self, and the total scale scores from the other 

instruments. 

~~ ~~~!Y!~9 §~!!. My Behaving Self was positively 

related to Restoration of Self-Esteem (r=.Bl). Children 



Table 7. Pearson Product Moment Correlations £or 
Subscale to Total Scale Correlations 
(N=45) 

-------------------------------------------------
Scale HIlS Interview .YCSC CHLC CABSR 
---------------.~---------------------------------
Subscale 

My Feeling -.34- -.02 .83- .24 .20 
Sel£ 

My School .02 .17 .74- .02 -.03 
Sel£ 

My Behaving -.31- -.07 .81- .22 .25-
Sel£ 

Internality -.54- .18 .10 .83- .13 

Chance -.48- .12 .19 .75- .09 

Power -.42- .20 .17 .85- .08 

ttp~.05 
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who reported higher sel£-esteem £or their behavior also 

reported overall, higher sel£-esteem. 

My Behaving Sel£ was negatively related to the 

Impact o£ Disease (r=-.31). Children who reported higher 

sel£-esteem £or their behavior reported lesser impact o£ 

asthma upon their lives. My Behaving Sel£ was positively 

correlated with Relating Behaviors-Cooperating Behaviors 

(r=.2S). Children who reported higher sel£-esteem £or 

their behaviors reported more skills in relating and 

cooperating with others. No other signi£icant 

relationships were £ound among My Behaving Sel£ and the 

other total scale scores £rom the £ive instruments. 
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!~~~~~~!!~X. Internality was positively related to 

Gaining a Sense o£ Sel£-Mastery (r=.83). Children who 

reported a greater belie£ in internality also reported an 

overall, greater internal locus o£ control orientation. 

Internality was significantly related to the Impact 

of Disease (r=-.S4). Children who reported a greater 

belie£ in internality reported lesser impact of asthma upon 

their lives. No other significant correlations were found 

among the subscale, Internality, and the total scale scores 

on the other instruments. 

f~~~~~. The subscale, Chance, was positively 

related to Gaining a Sense of Self-Mastery (r=.7S). 



Children who reported a lesser belief in chance also 

reported an overall, greater internal locus of control 

orientation. 
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Chance was negatively related to the Impact of 

Disease (r=-.49). Children who reported a lesser belief in 

chance reported less impact of asthma upon their lives. No 

other significant relationships were found among the 

subscale, Chance, and the total scales' scores from the 

other instruments. 

~e!~~. The subscale, Power, was positively related 

to Gaining a Sense of Self-Mastery (r=.8S). Children who 

reported a lesser belief in power also reported an overall, 

greater internal locus of control orientation. 

Power was negatively related to the Impact of 

Disease (r=-.43). Children who reported a lesser belief in 

power reported lesser impact of asthma upon their lives. 

No other significant relationships were found among the 

subscale, Power, and the other total scale scores from the 

other instruments. 

Subscale to Subscale Correlations 

The correlations among the subscales of the YCSC 

and the CHLC were obtained. All of the correlations are 

shown in Table 8. The significant correlations for each 

~ubscale are discussed. 



Table 8. Pearson Product Moment Correlations %or 
Subsca~e to Subscale Correlations 
(N=45) 

Subscale 1 2 3 4 5 6 

1. My Feeling 
Sel% 

2. My School .44tt 
Sel% 

3. My Behaving .62tt .30tt 
Sel% 

4. Internality .15 -.06 .17 

5. Chance .25tt -.02 .23 .40tt 

6. Pover .17 .12 .17 .64tt .42tt ---

ttp~.05 
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~l E!!!!~g'§!!!' My Feeling Self was positively 

correlated with the other subscales within the YCSC. The 

correlations with My Feeling Self and My School Self and My 

Behaving Self were 0.44 and 0.62, respectively. Children 

who reported higher self-esteem for their feelings also 

reported higher self-esteem for themselves at achool or 

their behavior. The relationship among My Feeling Self and 

My Behaving Self (.62) was stronger than the relationship 

between My Feeling Self and My School Self (.44). 

The subscale, My Feeling Self, was positively 

related to one subscale of the CHLC, Chance (r=.2S). 

Children who reported higher self-esteem for their feelings 

reported a lesser belief in chance for their locus of 

control orientation. No other significant relationships 

were found among this subscale and the other subscales of 

the CHLC. 

~~ EEh99! §~!!. My School Self was positively 

related to the other subscales of the YCSe, My Feeling Self 

and My Behaving Self (r=.44 and r=.30, respectively). 

Children who reported higher self-esteem for themselves at 

school also reported higher self-esteem towards their 

feelings or behavior. The relationship between My School 

Self and My Feeling Self (.44) was stronger than the 

relationship between My School Self and My Behaving Self 



(.30). No signi£icant relationships were £ound £or the 

subscale, My School Sel£, and the subscales o£ the CHLC. 

~~ ~~~!y!~g Sel£. My Behaving Sel£ was positively 

related to My Feeling Sel£ and My School Sel£ (r=.62 and 

r=.30, respectively) o£ the YCSC. Children who reported 
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higher sel£-esteem £or their behavior also reported higher 

sel£-esteem £or themselves at school or their £eelings. 

The relationship between My Behaving Self and My Feeling 

Sel£ (.62) was stronger than the relationship between My 

Behaving Self and My School Sel£ (.30). The subscale, My 

Behaving Sel£, was not significantly related to the 

subsceles o£ the CHLC. 

!~~~~~!!!~~. Significant correlations were £ound 

among the other subscales of the CHLC and Internality. 

Internality was positively correlated with the subscales, 

Chance and Power (r=.40 and r=.64). Children who reported 

a greater belie£ in internality reported a lesser belief in 

power or chance. The relationship among Internality and 

Power was stronger (.64) than the relationship between the 

subscales, Internality and Chance (.40). The subscale, 

Internality, was not significantly correlated with the 

subscsles o£ the YCSC. 

Chance. The subscale, Chance, was positively 

correlated with the other subscales of the CHLC, 

Internality and Power (r=.40 and r=.42, respectively). 
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Children who reported a lesser belie£ in chance reported a 

greater belie£ in internality or a lesser belie£ in power. 

The relationship between Chance and Power (.42) was 

slightly stronger than the relatio~ship between Chance and 

Internality (.40). 

The subscale, Chance, was positively related to one 

subscale o£ the YCSC, My Feeling Sel£ (r=.2S). Children 

who reported a lesser belie£ in chance £or their locus o£ 

control orientation reported higher sel£-esteem £or their 

£eelings. No other aigni£icant relationships were £ound 

among the other subscales o£ the YCSC and the subscale, 

Chance. 

f9!~~' Correlations among the subscales, 

Internality and Chance o£ the CHLC with Power were 0.64 and 

0.42, respectively. Children who reported a greater belie£ 

in power reported a lesser belie£ in internality or a 

greater belie£ in chance £or their locus o£ control 

orientation. The relationship was stronger among Power and 

Internality (.64) than the relationship between Power and 

Chance (.42). The subscale, Power, vas not signi£icantly 

correlated with the aubscales o£ the YCSC. 

Research Question Two 

The second research question tested was: What are 

the in£luences o£ A Search £or Meaning, Restoration o£ 
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Sel£-Esteem, and Gaining a Sense o£ Sel£-Kastery on 

Relating Behaviors-Cooperating Behaviors? Stepwise 

multiple regression was used to ansver the research 

question. The concept, Relating Behaviors-Cooperating 

Behaviors, was regressed on the concepts, Impact o£ 

Disease, Cause o£ Disease, Restoration o£ Sel£-Esteem, and 

Gaining a Sense o£ Sel£-Kastery. The alpha level was set 

at 0.10 due to the exploratory nature o£ this analysis. 

One concept, Cause o£ Disease, entered the regression 

equation (F=3.03, d£=1,43, p~.10). The Cause o£ Disease 

accounted £or 6.5Y. o£ the variance. With analysis o£ the 

residuals, the assumption o£ normalcy was not violated. No 

other concepts entered the equation. 

~~~!~!e~~! E!~~!~g~ ~~!~~~~ ~e ~~~ £e~~~E~~~! E~~~~!e~~ 

The additional analyses were done to describe the 

£indings £or Taylor's (1983) themes in conjunction with the 

particular characteristics o£ the sample. The analyses 

were also per£ormed to look at group di£ferences among the 

sample. The classification of the children's responses for 

the cause of disease was done to discover common types of 

causes given by children within Concrete Operations to 

explain their disease. Reliability and validity were 

estimated £or the HIlS, an instrument used for the first 

time with children who have chronic disease. 
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The additional analyses included Pearson product 

moment correlations between the characteristics ox the 

sample and the concepts, t-tests involving one 

characteristic ox the sample (avoidance ox activities) with 

the other characteristics o£ the sample, analysis o£ 

variance £or three characteristics o£ the sample (age, 

grade, doctor visits) with the total scale and subscale 

scores, age group analyses xor the concepts within the 

study, classi£ication o£ the responses £or the Cause o£ 

Disease, and reliability and validity testing £or the HIlS. 

The alpha level was set at 0.05 £or all ox the additional 

analyses. 

Correlations with the Sample and the Concepts 

Pearson product moment correlations were obtained 

among the characteristics o£ the sample and the total scale 

scores xrom the £ive instruments. The signixicant 

correlations are discussed £or each o£ the concepts. 

!~E~~~ ~! Q~~~~~~. Four characteristics o£ the 

sample were signi£icantly related to the Impact o£ Disease. 

The £ather's occupation was positively re~ated to the 

Impact o£ Disease (r=.27). Children with £athers who had a 

higher status o£ occupation reported lesser impact o£ 

asthma upon their lives. The £amilies' social position was 

also positively correlated with the Impact o£ Disease 
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(r=.29). Children with £amilies who had higher social 

position reported lesser impact o£ asthma upon their lives. 

The children's age and grade were negatively correlated 

with the Impact o£ Disease (r=-.32 and r=-.46, 

respectively). Children who were older or who were in a 

higher grade at school reported lesser impact o£ asthma 

upon their lives. 

£~~~~ ~; Q!~~~~~. Five signi£icant correlations 

were £ound with the characteristics o£ the sample and the 

Cause o£ Disease. The Cause o£ Disease was positively 

related to the children's age and grade (r=.25 and r=.30, 

respectively). Children who named a cause £or their asthma 

were older children or children in a higher grade at 

school. The mothers' education and occupation were 

positively correlated with the Cause o£ Disease (r=.25 and 

r=.26, respectively). Children who named a cause £or their 

asthma had mothers with £ewer years o£ education or mothers 

with a lower status occupation. The £amilies' social 

position was also positively correlated with the Cause o£ 

Disease (r=.24). Children who named a cause £or their 

asthma came £rom £amiliea with lower social position. No 

ether signi£icant correlations were £ound among the 

characteristics o£ the sample and the Cause o£ Disease. 

~~~!e~!!!e~ e~ §~!~:~~!~~~. Five signi£icant 

correlations were £ound with Restoration o£ Sel£-Esteem and 



the characteristics o£ the sample. Two relationships 

involved characteristics o£ the children's £amilies and 

three relationships involved characteristics o£ the 

children'S asthmatic condition. 
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The number o£ brothers and children within the 

£amily were negatively correlated with Restoration o£ Sel£

Esteem (r=-.31 and r=-.24, respectively). Children who had 

£ewer brothers or £ewer children within their respective 

zamilies reported higher sel£-esteem. 

The number o£ months with a diagnosis o£ asthma was 

positively related to Restoration o£ Sel£-Esteem (r=.28). 

Children who had a diagnosis o£ asthma £or a greater number 

o£ months reported higher sel£-esteem. The number o£ 

doctor visits and the number o£ total medications (on a 

daily and as needed basis) were also positively related to 

Restoration o£ Sel£-Esteem (r=.25 and r=.28, respectively). 

Children who had more doctor visits within the year prior 

to data collection or hed more total medications on a daily 

and as needed basis reported higher sel£-esteem. No other 

signi£icant relationships were £ound among Restoration o£ 

Sel£-Esteem and the other characteristics o£ the sample. 

§!!~!~g a ~~~~~ e~ ~~!~:~!~!~~X. Four signi£icant 

correlations were £ound with the characteristics o£ the 

sample and Gaining a Sense o£ Sel£-Mastery. Two 

relationships involved characteristics o£ the children and 



two relationships involved characteristics o£ the 

children's asthmatic condition. 
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The children's age and grade were positively 

correlated with Gaining a Sense o£ Sel£-Hastery (r=.34 and 

r=.48, respectively). Children who were older or in a 

higher grade at school reported a greater internal locus o£ 

control orientation. 

The number o£ months with a diagnosis o£ asthma was 

positively related to Gaining a Sense o£ Sel£-Hastery 

(r=.26). Children who had a greater number o£ months with 

a diagnosis o£ asthma reported a greater internal locus o£ 

control orientation. Gaining a Sense o£ Sel£-Mastery was 

negatively correlated with avoidance o£ activities due to 

asthma (r=-.30). Children who did ~e~ avoid activities had 

a lower internal locus o£ control orientation, thus a 

greater external locus o£ control orientation. No other 

signi£icant relationships were £ound among Gaining a Sense 

o£ Sel£-Mastery and the characteristics o£ the sample. 

~~!~~!~~ ~~~~~!~~~:~~~E~~~~!~~ ~~~~y!~~~. Four 

signi£icant relationships were £ound with the 

characteristics o£ the sample and Relating Behaviors

Cooperating Behaviors. Relating Behaviors-Cooperating 

Behaviors were positively related to the children's age, 

the number o£ medications taken on an as needed basis, and 

the mothers' education (r=.30, r=.27, and r=.25, 
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respectively). Children who were older, or who took more 

medications on an as needed basis, or who had mothers with 

fewer years of education reported more skills in relating 

and cooperating with others. 

The families· social position was negatively 

correlated with Relating Behaviors-Cooperating Behaviors 

(r=-.29). Children with families who had higher social 

position reported more skills in relating and cooperating 

with others. No other significant relationships were found 

among Relating Behaviors-Cooperating Behaviors and the 

characteristics of the sample. 

T-Tests for Avoidance of Activities 

Differences among one characteristic of the sample, 

avoidance of activities, were examined in regards to the 

other characteristics of the sample. The t-tests were done 

to discover differences among those children who avoided 

and those children who did not avoid activities due to 

their asthma with the other characteristics of the sample. 

Twelve (27~) children avoided activities and 33 (73X) did 

not avoid activities due to their asthma. In each 

analysis, a larger variance was associated with the larger 

group, so that the homogeneity of variances assumption was 

not violated (Glass & Hopkins, 1984). 
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Two t-tests were s~gn~£~cant between the avo~dance 

o£ act~v~t~es and the character~st~cs o£ the sample, grade 

and med~cat~ons taken on a da~ly bas~s £or asthma. 

Ch~ldren who avo~ded more act~v~t~es due to the~r asthma 

were ~n a h~gher grade (t=1.98, d£=43) or had more 

med~cat~ons on a da~ly bas~s (t=2.38, d£=43). 

Analys~s o£ Var~ance with Age, Grade, Doctor Visits 

Three, one-way analyses o£ variance were done to 

discover group di££erences £or three characteristics o£ the 

sample (age, grade, number o£ doctor visits) with Impact o£ 

Disease, Cause o£ Disease, ~estoration o£ Sel£-Esteem, 

Gaining a Sense o£ Sel£-Mastery, Relating Behaviors

Cooperating Behav~ors, My Feeling Sel£, My School Sel£, My 

Behaving Sel£, Internality, Power, and Chance. The Newman

Keuls was used as a post-hoc comparison test. Th~s test 

was selected £or the purpose o£ ~ncreased power a£ter the 

~nitial comparison. 

~e~. The £our age groups cons~sted o£ 7, 8, 9, and 

10 year-olds, respectively. Thirteen (29Y.) children were 

seven years old, 13 (29Y.) children were e~ght years old, 9 

(20Y.) children were n~ne years old, and 10 (22Y.) children 

were ten years old. No signi£icant di££erences were £ound 

£or age and Impact o£ Disease, Cause o£ D~sease, 

Restoration o£ Sel£-Esteem, Gaining a Sense o£ Sel£-



Mastery, Relating Behaviors-Cooperating Behaviors, My 

Feeling Self, My School Self, My Behaving Self, 

Internality, Power, and Chance. 

139 

§~!~~. The groups for grade consisted of first, 

second, third, fourth, and fifth grades, respectively. 

Seven (16~) children were in first grade, 9 (20~) children 

were in second grade, 15 (33~) children were in third 

grade, 11 (24~) children were in fourth grade, and 3 (7~) 

children were in £i~th grade. 

A significant main effect was found for the Gaining 

a Sense of Self-Mastery (F=3.70, df=4,40). The assumption 

for homogeneity of variances was met. Significant 

differences were found among three groups of children with 

the post-hoc comparison test. Children in grade one had a 

lesser internal locus of control orientation than children 

in grade four. Children in grade two had a lesser internal 

locus of control orientation than those children in grades 

three or four. 

A significant main effect was found for the 

children's grade and two subscales of the CHLC, Internality 

and Power (F=2.92, df=4,40; F=4.135, df=4,40, 

respectively). The assumption for homogeneity of variances 

was met. No significant differences were found for the 

groups on the post-hoc comparison test for Internality. 

Four group differences were found with the post-hoc 
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comparison test £or Power. Children in grade one reported 

a greater belie£ in power than children in grades three or 

£our. Children in grade two also reported a greater belie£ 

in power than children in grades three or £our. 

A signi£icant main e££ect was also £ound £or the 

children's grade and the Impact o£ Disease (F=2.95, 

df=4,40). The assumption for homogeneity of variances was 

met. Children in grade two reported greater impact of 

asthma upon their lives than children in grade £ive. 

Qe~~e~ Y!~!~~· Four groups were established for the 

characteristic, doctor visits. The four groups consisted 

of 8 (18Y.) children who did not have any visits to the 

doctor in the year prior to data collection, 19 (42Y.) 

children who had one to five visits, 7 (16Y.) children who 

had six to ten visits, and 11 (33Y.) children who had 

greater than 10 visits. 

A signi£icant main e£fect was found for the number 

of doctor visits and two subscales of the YCSC, My Feeling 

Self and My Behaving Self (F=4.37, df=2,42; F=3.18, 

df=2,42, respectively). The assumption for homogeneity of 

variances was met. On the post-hoc comparison test for My 

Feeling Self, children who had one to five visits or 

children who had six to ten visits reported lower self

esteem for their feelings than children who had greater 

than 10 doctor visits. For My Behaving Sel£, children who 
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had six to ten visits reported lower self-esteem for their 

feelings than children who had greater than 10 doctor 

visits. 

Age Group Analyses 

Pearson product moment correlations were obtained 

for the total scale scores for the five instruments for 

each age group. Correlations were also obtained for the 

total scale scores and the subscale scores of the YCSC and 

CHLC for the individual groups of seven, eight, nine, and 

ten year-old children. Subscale correlations for the YCSC 

and CHLC for each age group were also obtained. This 

analysis was done to examine developmental differences 

within the sample. The significant findings are discussed 

for each age group. 

§~~~~ ~~~~=Q!~ ~~!!~~~~. One significant 

relationship was found among the total scale scores for the 

seven year-old children. Restoration ox Self-Esteem was 

positively correlated to Relating Behaviors-Cooperating 

Behaviors (r=.54). Children who reported higher self-

esteem reported more skills in relating and cooperating 

with others. 

Eight significant relationships were found among 

the subscale and the total scale scores for the seven-year 

old children. Both My Feeling Self and My Behaving Self 
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were negatively related to the Impact o£ Disease (r=-.49 

and r=-.39, respectively). Children who reported higher 

ael£-esteem £or their £eelings or behavior reported lesser 

impact o£ asthma upon their lives. My Feeling Sel£ and My 

School Sel£ were positively related to Restoration o£ Sel£

Esteem (r=.91 and r=.79, respectively). Children who 

reported higher sel£-esteem £or their £eelings or 

themselves at school also reported overall, higher sel£

esteem. Gaining a Sense o£ Sel£-Mastery was positively 

related to Internality, Power, and My Behaving Sel£ (r=.32, 

r=.94, and r=.90, respectively). Children who reported a 

greater belie£ in internality reported overall, greater 

internal locus o£ control orientation. Children who 

reported a lesser belie£ in power reported greater internal 

locus o£ control orientation. Children who reported higher 

sel£-esteem £or their behavior also reported greater 

internal locus o£ control orientation. Relating Behaviors

Cooperating Behaviors were positively related to My School 

Sel£ (r=.61). Children who reported more skills in 

relating and cooperating with others reported higher sel£

esteem £or themselves at school. 

Five signi£icant relationships were £ound among the 

subscale correlations £or the seven year-old children. 

Internality was positively correlated with Power (r=.73). 

Children who reported a greater belie£ in internality 
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reported a lesser belie£ in power £or their locus o£ 

control orientation. My Feeling Sel£ was positively 

correlated with Internality, My School Sel£, and My 

Behaving Sel£ (r=.48, r=.65, and r=!75, respectively). 

Children who reported higher sel£-esteem £or their £eelings 

also reported a greater belie£ in internality £or their 

locus o£ control orientation, or higher sel£-esteem £or 

themselves at school or £or their behavior. My School Sel£ 

was positively related to My Behaving Sel£ (r=.49). Those 

children who reported higher sel£-esteem £or themselves at 

school reported higher sel£-esteem £or their behavior. 

~~gb~ X~~~=Q!g gb~!g~~n· One signi£icant 

relationship was £ound among the total scale scores £or the 

eight year-old children. The Impact o£ Disease was 

negatively correlated with Gaining a Sense o£ Sel£-Mastery 

(r=-.80). Children who reported lesser impact o£ asthma 

upon their lives reported a greater internal locus o£ 

control orientation. 

Ten signi£icant relationships were £ound among the 

subscale and the total scale scores for the eight year-old 

children. Internality, Power, and Chance, were negatively 

correlated with the Impact o£ Disease (r=-.79, r=-.67, and 

r=-.63, respectively). Children who reported a greater 

belie£ in internality or a lesser belie£ in power or chance 

also reported lesser impact o£ asthma upon their lives. 
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The relationship was strongest for Internality and Impact 

of Disease (-.79). Internality, Power, and Chance were 

positively related to Gaining a Sense of Self-Mastery 

(r=.88, r=.85, and r=.87, respectively). Children who 

reported a greater internal locus of control orientation 

also reported a greater belief in internality, or a lesser 

belief in chance or pover. My Feeling Self, My School 

Self, and My Behaving Self were positively related to 

Restoration of Self-Esteem (r=.81, r=.83, and r=.76, 

respectively). Children who reported higher self-esteem 

also reported higher self-esteem for their feelings, or 

themselves at school, or their behavior. My School Self 

was negatively correlated with Relating Behaviors

Cooperating Behaviors. For the eight year-olds, children 

who reported higher self-esteem for themselves at school 

reported fewer skills in relating and cooperating with 

others. This finding was in the opposite direction from 

that found with the seven year-old children. 

Six, significant correlations were found among the 

subscale scores for the eight year-olds. Chance was 

positively related to Internality and Power (r=.71 and 

r=.59, respectively). Children who reported a greater 

belief in chance also reported a lesser belief in 

internality or a greater belief in power. Internality vas 

positively related to Power (r=.62). Children who reported 
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a greater belie£ in internality also reported a lesser 

belie£ in power. The relationship between Internality and 

Chance (.71) was the strongest among the intercorrelations 

o£ the subscales o£ the CHLC. My Feeling Sel£ was 

positively related to My School Sel£ and My Behaving Sel£ 

(r=.51 and r=.51, respectively), and negatively correlated 

with Internality (r=-.53). Children who reported higher 

sel£-esteem £or their £eelings reported higher ael£-esteem 

£or themselves at school or their behavior, or lesser 

belie£ in internality £or their locus o£ control 

orientation. The relationship between My Feeling Sel£ and 

Internality was in the opposite direction £rom the 

relationship £or these subscales with the seven year-old 

children. 

Nine ~~~~:Q!~ £~!!9~~~. Three signi£icant 

relationships were £ound with the total scale scores £or 

the nine year-old children. The Impact o£ Disease was 

negatively related to Gaining a Sense o£ Sel£-Mastery 

(r=-.75). Children who reported lesser impact o£ asthma 

upon their lives reported a greater internal locus o£ 

control orientation. This relationship was also £ound 

among the eight year-old children. The Impact o£ Disease 

vas negatively correlated with Restoration o£ Sel£-Esteem 

(r=-.63). Children who reported lesser impact o£ asthma 

upon their lives reported higher sel£-esteem. Restoration 
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of Self-Esteem was positively related to Gaining a Sense of 

Self-Mastery (r=.71). Children who reported higher self

esteem also reported a greater internal locus of control 

orientation. 

Thirteen significant correlations were found among 

the subscale and total scale scores for the nine year-olds. 

The Impact of Disease was negatively related to Chance, 

Power, and My Feeling Self (r=-.77, r=-.74, and r=-.29>. 

Children who reported lesser impact of asthma upon their 

lives reported a lesser belief in power or chance for their 

locus of control orientation, or higher self-esteem for 

their feelings. The negative relationship between My 

Feeling Self and the Impact of Disease was also found with 

the seven year-old children. The negative relationships of 

Chance or Power with the Impact of Disease were also found 

with the eight year-old children. Internality, Chance, and 

Power, were positively related to Gaining a Sense of Self

Mastery (r=.48, r=.95, and r=.91, respectively>. Children 

who reported a greater belief in internality, or a lesser 

belief in chance or power also reported greater internal 

locus of control orientation. The relationship with Chance 

and Gaining a Sense of Self-Mastery (.95) was the 

strongest. Gaining a Sense of Self-Mastery was positively 

related to My Behaving Self (r=.65). Children who reported 

a greater internal locus of control orientation reported 
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higher se~£-esteem'£or their behavior. This £inding was 

also £ound with the seven year-old children. My Feeling 

Sel£, My School Sel£, and My Behaving Sel£ were positively 

related to Restoration o£ Sel£-Esteem (r=.84, r=.63, and 

r=.34, respectively). Children who reported higher sel£-

esteem £or their £eelings, or themselves at school, or 

their behavior also reported an overall, higher sel£

esteem. The relationship among My Feeling Sel£ and 

Restoration o£ Sel£-Esteem (.84) was the strongest. 

Restoration o£ Sel£-Esteem was positively related to Chance 

and Power (r=.66 and r=.72, respectively). Children who 

reported higher sel£-esteem reported a lesser belie£ in 

chance or power £or their locus o£ control orientation. 

The Cause o£ Disease was positively correlated with 

Internality (r= .59). Children who reported a cause £or 

their asthma also reported a greater belie£ in internality 

£or their locus o£ control orientation. 

Seven signi£icant relationships were £ound among 

the subscale scores £or the nine year-olds. Chance was 

positively related to Internality and Power (r=.39 and 

r=.85, respectively). Children who reported a greater 

belie£ in chance also reported a lesser belie£ in 

internality or a greater belie£ in power £or their locus o£ 

control orientation. The relationship £or Chance and Power 

(.85) was strongest £or the subscales o£ the CHLC. 



My Feeling Sel£ was positively correlated with 

Chance Cr=.64) and negatively correlated with Poyer 

Cr=-.03). Children vho reported higher sel£-esteem £or 

their £eelings reported a lesser belie£ in chance or a 

greater belie£ in power £or their locus o£ control 

orientation. The relationship with My Feeling Sel£ and 

Poyer (-.03) vas very veak. 
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My Behaving Sel£ was positively correlated with 

three other subscales, Internality, Power, and My Feeling 

Sel£ (r=.58, r=.62, and r=.72). Children who reported 

higher sel£-esteem £or their behavior reported a greater 

belie£ in internality or a lesser belie£ in power £or their 

locus o£ control orientation, or higher sel£-esteem £or 

their £eelings. 

!~~ ~~~~:Q!~ ~~!!~~~~. One signi£icant relationship 

vas £ound among the total scale scores £or the ten year-old 

children. Gaining a Sense o£ Sel£-Mastery vas positively 

related to Relating Behaviors-Cooperating Behaviors 

(r=.53). Children vho reported a greater internal locus o£ 

control orientation reported more skills in relating and 

cooperating vith others. 

Seven signi£icant correlations vere £ound among the 

subscale and total scale scores £or the ten year-olds. The 

Impact o£ Disease vas negatively correlated vith My Feeling 

Sel£ (r=-.56). Children who reported lesser impact o£ 
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asthma upon their lives reported higher self-esteem for 

their feelings. This finding was also found for the seven 

and nine year-old children. Restoration of Self-Esteem was 

positively correlated with My Feeling Self and My School 

Self (r=.75 and r=.84, respectively). Children who 

reported higher self-esteem also reported higher self

esteem for their feelings or themselves at school. 

Restoration of Self-Esteem was negatively correlated with 

Power (r=-.61). Children who reported higher self-esteem 

reported a greater belief in power for their locus of 

control orientation. This finding was in the opposite 

direction from that with the nine year-old children. 

Internality and Chance were positively correlated with 

Gaining a Sense of Self-Mastery (r=.77 and r=.73, 

respectively). Children who reported a greater internal 

locus of control orientation reported a greater belief in 

internality or a lesser belief in chance. Relating 

Behaviors-Cooperating Behaviors were positively correlated 

with Power (r=.62). Children who reported more skills in 

relating and cooperating with others reported a lesser 

belief in power for their locus of control orientation. 

One significant correlation was found among the 

subscales' scores for the ten year-olds. My Behaving Self 

was negatively correlated with Power (r=-.75). Children 

who reported higher self-esteem for their behavior reported 



a greater be~ie£ in power £or their ~ocus o£ contro~ 

orientation. This re~ationship was in the opposite 
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direction as that £or the nine year-o~d chi~dren. No other 

signi£icant subsca~e to subsca~e corre~ations were £ound 

£or the ten year-o~ds. 

C~assi£ication o£ the Cause o£ Disease 

Thirty-seven (82~) chi~dren named a cause £or their 

asthma and 8 (18~) chi~dren were unab~e to name a cause £or 

their asthma. Severa~ types o£ causes were given. These 

inc~uded exercise, environment, a~~ergies, £oods, getting 

sick £rom someone, symptoms re~ated to asthma, being born 

with it, and emotions. Many responses are actua~ £actors 

known to be re~ated to asthma (e.g., exercise, a~~ergies). 

The responses wi~~ be discussed with attention to the age 

o£ the chi~dren who provided them. 

The cause, exercise, inc~uded speci£ic responses 

such as "running a ~ot", "too much jumping", "p~aying 

soccer", "p~aying too hard", and "being active". Some 

chi~dren in each age group named exercise as a cause £or 

their asthma. 

Another cause, environment, inc~uded "dust" (seven 

yeer-o~d, 10 year-o~d), "dad mowing outside" (seven year

o~d), "a bug" (seven year-o~d), "smoke" (eight year-o~d, 10 

year-o~d), "cats and hairy things" (eight year-o~d), "mold" 
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(nine year-old), "pollen" (nine year-old, 10 year-old), and 

"weather" (nine year-old). Many ox these xactors include 

common allergens related to asthma. Specixically, one 

seven year-old child named "allergies" as the cause xor 

his/her asthma. 

Foods were a cause named by some seven, eight, and 

nine year-old children. Some ox the explanations were 

devoted to the types ox xood ("eating corn products", eight 

year-old; "eating dairy products", nine year-old) and some 

explanations were related to a wrongdoing with xood 

("eating too much icecream", seven year-old; "eating 

candy bars or wrong things", nine year-old). 

The cause, getting sick xrom someone, included 

these responses given by a seven year-old, "near others who 

are sick" or "touching dirty stuxx". Other responses 

included "get xrom somebody" (eight year-old) or "somebody 

spreads it" (nine year-old). None ox the 10 year-old 

children named getting sick xrom someone as a cause xor 

their asthma. 

Symptoms related to asthma were named as a cause ox 

asthma by some eight and nine year-old children. "Coughing 

a little" (eight year-old), "tummy xeels upset sometimes" 

(eight year-old), and "starts with wheezing" (nine year

old) are some examples. 
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Being Rborn with itR was an explanation given by a 

seven year-old child, a nine year-old child, and three, 10 

year-old children £or the cause Q£ their asthma. None o£ 

the eight year-old children gave this explanation £or the 

cause o£ their asthma. 

Only one child named an emotional cause £or his/her 

asthma. An eight year-old ,labelled, Rgetting excited", as 

a cause £or his/her asthma. 

Reliability and Validity Estimation o£ the HIlS 

Reliability and validity were estimated £or the 

HIlS. The HIlS is a Likert type scale which consists o£ 25 

items which are used to measure the impact o£ illness upon 

the schoolager's li£e. Five areas o£ the schoolager's li£e 

are represented in the scale: school li£e, relationships 

within the £amily, relationships with £riends, physical 

activities, and the child's general emotional state. The 

response options are 4-3-2-1 with £our representing high 

impact and one representing low impact. Possible total 

scores £or the scale range £rom zero to 100. 

The sample who participated in the testing 

consisted o£ the 45 asthmatic schoolagers previously 

described. The £ive areas represented in the scale were 

treated BS £ive subscales. The subscale, School Li£e (SL), 

included items 4, 6, 7, 15, and 16. The subscale, 
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Relationships within the Family (FA), included items 3, a, 

10, la, and 22. The subscale, Relationships with"Friends 

(FR), included items S, 9, 11, 17, and 25. The 8ubscale, 

Physical Activities (PA), included items 1, 2, 12, 13, and 

14. The subscale, Child's Emotional State (CES), included 

!!!!!E!!!~l !~~~!~S· The item mean was 2.24 with a 

minimum mean o£ 1.27 (item 24) and a maximum mean of 3.51 

(item 19). Using Likert's informal criteria that 50~ of 

the items should score between each o£ the extreme 

responses and 25~ o£ the items should score at each extreme 

response, it was £ound that 56~ o£ the items were scored at 

the lower extreme, 36X o£ the items were scored between the 

extreme responses, and a~ of the items were scored at the 

upper extreme (Edwards, 1957). These £indings represent 

less variance o£ the responses than suggested as optimal by 

Likert. 

The standard deviation £rom the mean £or each item 

was examined to determine item stability. As a rule o£ 

thumb, the item was considered to be unstable when the 

standard deviation was equal or greater than one-hal£ the 

mean. Sixteen items were unstable. 

The total scale interitem correlation matrix was 

examined next to determine the relationships among the 

items. The criterion level was set at 0.30 to 0.70 

(Kerlinger, 1973). With an interitem correlation less than 



0.30, the items are not considered to be adequately 

related. If the interitem correlation is greater than 

0.70, the items are considered to be redundant which 

violates the law of parsimony. Examination of the 

correlation matrix revealed 71 of the 325 correlations 

(22~) were within 0.30 to 0.70. None of the inter item 

correlations were greater than 0.70. The mean of the 

interitem correlations was 0.18 with a minimum mean of -

0.34 and a maximum mean of 0.64. 
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The interitem correlations for each column of the 

matrix were examined with the criteria that 50~ of the 

correlations within the column must be 0.30 to 0.70. Only 

six items met this criteria which indicated that the items 

were poorly related, rather than redundant. 

The item to total scale correlations were then 

examined. These correlations are shown in Table 9. The 

criterion level was also set at 0.30 to 0.70. When 

assessing the uncorrected item to total scale correlations, 

six items did not meet the criterion level. The 

uncorrected correlations may be artificially inflated due 

to the item as a part of the total scale. With correction, 

two other items also did not meet this criterion level 

which indicated that the itema were poorly related to the 

total scale. 



Table 9. Pearson Product Moment Correlations £or 
HIlS: Item to Total Scale Correlations 
(Items=2S) CN=45) 

Item 

1 
2 
3 
4 
5 
6 
7 
B 
9 

10 
11 
12 
13 
14 
15 
16 
17 
lB 
19 
20 
21 
22 
23 
24 
25 

Uncorrected 
Correlation 

.69* 

.37* 

.27 

.49* 

.60* 

.47* 

.25 

.49-

.45-

.39* 

.65* 

.57* 

.26 

.16 

.4B-

.39* 

.7B 

.69. 

.02 

.55. 

.56. 
• 54. 
• 39. 
.32 
• 57. 

Corrected 
Correlation 

.65* 

.29 
• 16 
.40* 
.55* 
.3B-
.15 
.41* 
.3B-
.32* 
.59* 
.51-
.1B 
.OB 
.42* 
.32* 
.74 
.64* 

-.05 
.4B· 
.49 • 
.47 • 
• 30· 
.26 
.50 • 

*Within criterion level 0.30-0.70 
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The £ive subscales were examined next £or item to 

subscale, subscale to subscale, and subscale to total scale 

correlations. These correlations are shown in Tables 10, 

11, and 12, respectively. The mean interitem correlations 

£or the subscales, School Li£e (SL), Relationships within 

the Family (FA), Relationships with Friends (FR), Physical 

Activities (PA), and the Child's Emotional State (CES), 

were 0.13, 0.28, 0.47, 0.14, and 0.14, respectively. For 

the item to subscale correlations, the criterion level was 

set at greater than or equal to 0.50 (Anastasi, 1976). For 

the uncorrected item to subscale correlations, all except 

two items £rom PA and two items £rom CES met the criterion 

level. With the corrected correlations, none o£ the items 

met the criterion level in SL; item 22 met the criterion 

level in FA; items 5, 9, 11, 17, end 25 met the criterion 

level in FR; none o£ the items met the criterion level in 

PA; and only one item (20) met the criterion level in CES. 

The criterion level £or the correlations between 

subscales was set at 0.50 to 0.70. The subscales, School 

Li£e and Relationships within the Family (r=.52); School 

Li£e and Physical Activities (r=.50); Physical Activities 

and Relationships with Friends (r=.55); and Relationships 

with Friends and the Child's Emotional State (r=.51) met 

the criterion level. The other subscale correlations did 



Table 10. Pearson Product Moment Correlations £or 
HIlS: Item to Subscale Correlations 
Cltems=25) CN=45) 

Subscale 

School Li£e 
(Items=5) 

Relationships 
within the 
Family 
(Items=5) 

Relationships 
with Friends 
(Items=5) 

Physical 
Activities 
(Items=5) 

Child's 
Emotional 
State 
Cltems=5) 

Item 

4 
6 
7 

15 
16 

3 
8 

10 
18 
22 

5 
9 

11 
17 
25 

1 
2 

12 
13 
14 

19 
20 
21 
23 
24 

Uncorrected 
Correlation 

.57 .. 

.61-

.51-

.56-

.50-

.65-

.65-

.59-

.59-

.75-

.77-

.71-

.73-

.87-

.72-

.63-

.61-

.67-

.49 

.39 

.44 

.80-

.70 .. 

.55 .. 

.27 

-> Criterion level o£ 0.50 

Corrected 
Correlation 

.20 

.24 

.12 

.32 

.21 

.36 

.40 

.37 

.38 

.54-

.65-

.54-

.56-

.77-

.53-

.33 

.30 

.40 

.16 

.02 

.15 

.57-

.38 

.19 

.04 
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Table 11. Pearson Product Moment Correlations £or 
HIlS: Subscale to Subscale 
Correlations (N=45) 

Subscale 1 2 3 4 5 

1. School Li:fe 

2. Relationships .52tt 
within the 
Family 

3. Relationships .42 .39 
with Friends 

4. Physical .50. .33 .55tt 
Activities 

5. Child's .33 .30 .51 tt .38 
Emotional 
State 

.Within criterion level 0.50-0.70 
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Table 12. Pearson Product Moment Correlations £or 
HIlS: Subscale to Total Scale 
Correlations (N=4S) 

Subacale 

School Li£e 
(Items=S) 

Relationships within the Family 
(Items=S) 

Relationships with Friends 
(Items=S) 

Physical Activities 
(Items=S) 

Child's Emotional State 
(Items=S) 

ttWithin criterion level 0.60-0.70 

Correlation 

.7Stt 

.71tt 

.BO 

.73tt 

.67tt 
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not reach the 0.50 level which revealed that the subscales 

were poorly related. 

The criterion level for the subacale to total 

scale correlations was set at 0.60 to 0.70. The criterion 

was set at this level to determine sn adequate subscale to 

total scale correlation (0.60) without redundancy (greater 

than 0.70). The correlations with the total scale with 

School Li£e (r=.75), Relationships within the Family 

(r=.7!), Physical Activities (r=.73), and the Child's 

Emotional State (r=.67) met the criterion level. The 

correlation o£ the subscale, Relationships with Friends, 

with the total scale revealed redundancy (r=.B!). 

The alpha coe££icient was examined as a measure o£ 

internal consistency o£ the instrument, along with the 

correlations which have been presented. The alpha 

coe££icient £or the total scale was 0.B4. The alpha 

coe££icient did not increase £or the total scale with 

deletion o£ any items. The alpha coe££icients £or the 

subscalea were 0.43 £or School Li£e, 0.66 £or Relationships 

within the Family, 0.B2 £or Relationships with Friends, 

0.45 £or Physical Activities, and 0.45 £or the Child's 

Emotional State. The alpha coe££icient increased £or two 

o£ the subscales with deletion o£ some items. For the 

subscale, Physical Activities (PA), the alpha coe££icient 

changed £rom 0.45 to 0.54 with deletion of one item (item 
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14). For the subscale, Child's Emotional State (CES), the 

alpha coe££icient changed £rom 0.43 to 0.49 with deletion 

o£ one item (item 23), to 0.50 with deletion o£ another 

item (item 19), and to 0.53 with deletion o£ another item 

(item 24). Using Nunnally's (1978) criteria o£ 0.70 as a 

su££icient measure o£ reliability £or an immature scale, 

the total scale was £ound to be internal~y consistent. 

However, all o£ the subscales with the exception o£ 

Relationships with Friends did not meet the criterion level 

to indicate adequate reliability. 

A theta coe££icient was also calculated to estimate 

reliability. Theta e~iminates the assumption o£ parallel 

items (Zeller & Ca~mines, 1980). The theta reliability was 

0.85 which was not substantially greater than the alpha 

coe££icient £or the total scale. Thus, the items can be 

assumed to be parallel. 

Y!!!~!!l !!~!!~9· Empirical £actor analysis was 

done to estimate construct validity o£ the HIlS. A 

principal components analysis was used £or this purpose. 

Following varimax rotation, nine £actors were extracted. 

Five £actors had an eigenvalue greater than 1.00. Factor 1 

accounted £or 38.4~ ox the variance, while Factors 2, 3, 4, 

and 5 accounted £or 12.9, 10.6, 9.8, and 6.9 percent o£ the 

variance, respectively. 



Three o£ the £our items which loaded on Factor 1 

were items £rom the Bubscale, Relationships with Friends. 

One item (18) which loaded on Factor 1 was £rom the 

8ubscale, Relationships within the Family. This item was 

concerned with the £ather's treatment o£ the child with 
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asthma. Both items which loaded on Factor 2 came £rom the 

subscale, Child's Emotional State. Factor 3 contained one 

item (4) £rom the subscale, School Li£e. It involved the 

number o£ days missed £rom school. Factor 4 contained one 

item (16) which evaluated the classmates treatment o£ the 

child with asthma and was also an item £rom the subscale, 

School Life. Factor 5 included three items which consisted 

o£ doing activities like others such as siblings (item 3), 

children at school (item 6), and the £amily (10). The 

items £or Factor 5 were £rom Relationships within the 

Family (item 3), School Life (item 6), and Relationships 

within the Family (10), respectively. 

Factor analysis indicated construct validity has 

not been adequately established £or the HIlS. The majority 

o£ the items did not load on the appropriate subscales as 

theorized. 

~~~~~~l 

In summary, the results of the data analysis were 

presented. Characteristics o£ the subjects (the children) 
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and their £amilies were reported initially. Descriptive 

statistics for the ch~ldren's responses on the 

questionnaires and interviews were presented next. The two 

research questions were then addressed. Findings from 

additional analyses £or the study were then discussed. 



CHAPTER 5 

DISCUSSION 

Children's thoughts about their asthma which are 

involved in the adaptation process towards their disease 

were examined with Taylor's (1983) Cognitive Adaptation 

Theory. The in£luence o£ the thoughts on the children's 

social behavior was then tested. The results £rom the data 

analyses which support the conceptual £ramework, Cognitive 

Adapatation and the Schoolager with Asthma, are discussed. 

In addition, £indings £rom £urther analyses which provided 

more insight about the children and their responses are 

then discussed. Potential sources o£ error which may have 

a££ected testing the conceptual £ramework are described. 

Implications £or using the £indings in clinical practice 

and suggestions £or £uture research with children are 

presented. 

E!~~!~g! !~ §~EE~E~ ~! 

fE9~;!!~! ~~!E~!!~E~ !~~ !h! §EhEE!!9!~ !;!h ~~~h~! 

Findings £rom the data analyses which support the 

conceptual £ramework are discussed in relation to each 

research question. Literature substantiating the £indings 

is also reviewed (see Figure 1 in CHAPTER 1 £or a pictorial 
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representation of Cognitive Adaptat~on and the Schoolager 

with Asthma). 
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The first research question was an examination of 

the relationships among the themes in Taylor's (1983) 

Cognitive Adaptation Theory and the relationship between 

these themes and an aspect of the schoolagers' social 

behavior, Relating Behaviors-Cooperating Behaviors. 

Children's thoughts about the impact of asthma upon their 

lives were related to their thoughts about themselves. 

Children who reported greater impact of asthma upon their 

lives reported lower self-esteem. The impact of asthma was 

defined as Rbeing different R in five areas of the 

schoolagers' lives. Moore et al. (1969) and McAraney et 

al. (1974) also found that children who viewed themselves 

as different experienced a loss in self-esteem. In a 

similar finding, Clifford (1968) found that asthmatic 

children reported they would feel better about themselves 

without asthma. 

A more defined explanation of the children's self

esteem and its relationship with the impact of asthma upon 

their lives was gained from the results of the correlations 

among the subscales of the YCSC, the instrument used to 

measure self-esteem, Bnd the Impact of Disease. Children 

who reported greater impact 0% asthma upon their lives 

reported lower self-esteem for their feelings or behavior. 
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No relationship was found between the Impact of Disease and 

the children's self-esteem for themselves at school. This 

finding yas surprising since five items which measured the 

Impact of Disease also pertained to the children's thoughts 

about themselves at school. My School Self, the subscale 

used to measure the children's self-esteem for themselves 

at school, was more weakly correlated to the parent scale, 

the VCSC, than My Feeling Self and My Behaving Self. My 

School Self may have been a more invalid measure of the 

children's self-esteem for themselves at school than the 

measures for the children's self-esteem for their feelings 

and behavior. 

Children's thoughts about the impact of asthma upon 

their lives was also related to their views of control over 

health and illness. Children who reported lesser impact of 

asthma upon their lives more often reported that they 

controlled aspects of their health and illness, rather than 

chance or powerful others. An internal locus of control 

orientation means the children believe they determine their 

role in actions and outcomes. Children who reported lesser 

impact of asthma may have had more asthmatic attacks in 

which they could determine their role in the course of the 

asthmatic event. Children who reported lesser impact of 

asthma upon their lives did not necessarily have fewer 
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asthmatic attacks. The number o£ asthmatic attacks in the 

year prior to data collection was not signi£icantly related 

to the impact o£ asthma upon their lives. 

Conversely, children who reported a greater impact 

of asthma upon their lives reported a greater belief in 

powerful others. These children may have had more 

instances in which powerful others (such as their parents 

and teachers) treated them differently. For example, 

parents may have restricted activities or dietary choices 

which reinforced that others were in control of the 

children's health and illness. The children who reported 

greater impact may also have had more severe asthmatic 

attacks or generally more severe involvement of asthma. 

Within these experiences, the children may have perceived 

that powe~ful others, such as their parents or health care 

professionals, served an important role in recovery from an 

asthmatic attack. 

The Cause of Disease was a component o£ the theme, 

A Search for Meaning, and was the only concept related to 

the children's social behavior. Children who named a cause 

for their asthma reported more relating and cooperating 

skills. Children may more often discuss or be asked the 

cause of their asthma within social settings than to 

describe their thoughts about themselves or their view of 

control over health and illness. Naming a cause for asthma 



168 

may serve as a means to justify the disease to others. By 

providing an explanation for the disease, children with 

asthma may not be excluded from social opportunities in 

which they are able to develop relating and cooperating 

skills. 

Two relationships among the themes of Taylor's 

(1983) theory approached significance (p~.10). Children~s 

thoughts about themselves were related to their views of 

control over health and illness. Children who reported 

higher self-esteem reported a greater internal locus of 

control orientation. Moyal (1977) and Green and Kolff 

(1980) found similar findings with healthy children and 

children with asthma, respectively. 

Children's ability to name a cause for their asthma 

was also related to their views of control over health and 

illness. Children who named a cause for their asthma had a 

greater internal locus of control orientation. This 

finding was consistent with Taylor's (1983) work. Taylor 

(1983) postulated that the meaning, specifically naming a 

cause, and mastery were intertwined for women with breast 

cancer. Some of the causes named by the women were events, 

such as stress or diet, in which the women currently had 

control. The types of causes named in which the children 

currently had control are discussed later in this chapter. 
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The second research question was an examination o£ 

the in£luence o£ the children's thoughts in cognitive 

adaptation toward their disease on one aspect o£ their 

social behavior, Relating Behaviors-Cooperating Behaviors. 

The Cause o£ Disease was the only concept which 

signi£icantly correlated with Relating Behaviors

Cooperating Behaviors and thus, entered the regression 

equation. As discussed previously, naming a cause £or 

asthma may serve as justi£ication £or the disease to 

others. By providing an explanation £or the disease to 

others, children with asthma may not be prohibited by other 

children £rom joining in social activities and developing 

relating and cooperating skills. 

Developmental Di££erences 

Within the conceptual £ramevork, cognitive 

adaptation vas vieved £rom a developmental perspective. 

Children's thoughts about their disease are determined, in 

part, by their cognitive developmental level. Additional 

analyses were per£ormed to examine the relationships among 

the concepts at Level II and two characteristics o£ the 

sample, age and grade, which may be indicators £or 

developmental di££erences among the children. 

Age significantly correlated with Impact o£ 

Disease, Cause of Disease, Gaining a Sense o£ Self-Mastery, 



and Relating Behaviors-Cooperating Behaviors. Grade also 

signi£icantly correlated with Impact o£ Disease, Cause o£ 

Disease, and Gaining a Sense o£ Sel£-Mastery. Children 

between the ages o£ seven to ten years were selected with 

the assumption their cognitive developmental level was 

primarily Concrete Operations. However, individual 

dti£erences in development must have existed with these 

£indings. Piaget's concept o£ horizontal decalage may be 

used to explain these individual di££erences £ound within 

children £rom the same stage. The children may be within 

the same stage o£ cognitive development, but may progress 

at di££erent rates. 
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Children who were older or in a higher grade 

reported lesser impact o£ asthma upon their lives. A look 

at responses £or the impact o£ asthma by children in 

di££erent grades provided £urther evidence. Children in 

grade two reported greater impact o£ asthma upon their 

lives than children in grade £ive, the highest grade in the 

sample. Older children and/or children in a higher grade 

may have more sophisticated cognitive skills to adjust to 

the experience of asthma, and there£ore report lesser 

impact o£ the disease upon their lives. However, the 

severity o£ the children's asthma may be a £actor to 

consider with this £inding. Older children and/or children 

in a higher grade within this sample may have had less 



severe asthma, and thus reported lesser impact o£ asthma 

upon their lives. 
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Older children and/or children in a higher grade 

more o£ten named a cause £or their asthma. Simeonsson et 

al. (1979) identi£ied a sequence o£ qualitative stages £or 

causation o£ illness which were a £unction o£ the 

children's age. As the children's age increased, the cause 

o£ illness moved £rom global or undi££erentiated terms to 

&bstract and generalizable concepts. Younger children who 

did not name a cause £or their asthma may be representative 

o£ those with undi££erentiated concepts o£ illness 

causation (Simeonsson et al., 1979). From a cognitive 

developmental perspective, older children have an increased 

understanding o£ the intermediary steps in causality and 

the ability to order events. Thus, older children may be 

able to identi£y a cause £or illness more o£ten than 

younger children. 

Older children and/or children in a higher grade 

reported a greater internal locus o£ control orientation as 

supported by previous literature (Bialer, 1961; Eggland, 

1973; Nowicki & Strickland, 1973; Gordon et al., 1977; 

Steinhausen, 1982; Sherman, 1984). Further insight was 

gained by examining the responses £or views o£ control over 

health and illness by children in di££erent grades. 

Children in the lowest two grades within the sample (£irst 
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and second) differed from children in higher grades (third 

and fourth), providing evidence that internality increases 

with age. 

In conjunction with these findings, children's 

belief in powerful others controlling their health and 

illness decreased as their grade increased. The decrease 

in belief in powerfu~ others and the increase in an 

internal locus of control with the children's increasing 

age are consistent with cognitive developmental theory. 

Children gradually develop an understanding of !h~~E 

relationship to actions and outcomes. The more internal 

locus of control oriented children have a greater awareness 

of their role in events and may consider themselves 

significantly controlling events o£ health and illness, 

rather than chance or powerful others. Power£ul others who 

include parents, teachers, and health care professionals 

are viewed as having lesser control in the children's 

health and illness s~tuations as their age increases. The 

children's increasing age, their decreasing dependency on 

the family, and expansion o£ their world into peer 

relationships where they are among equals may account £or 

the transition £rom belie£ in power£ul others to 

themselves. 

Age dif£erences were also found for the children's 

social behavior. Older children reported more relating and 
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cooperating skills. This finding was consistent with 

studies using the socialization subscale of the CABSR 

(Richmond & Kicklighter, 1983). Furthermore, the scores 

for the children's Relating Behaviors-Cooperating Behaviors 

ranged from score norms for five year-olds to score norms 

for 11 year-olds. The children who scored below the norm 

for their age may indicate children with social 

maladjustment. Neuhaus (1958) and Pless and Roghmann 

(1971) found that asthmatic children were more socially 

maladjusted than hea~thy children. 

Developmental differences were further explored by 

examining correlations for the children by age group. Four 

relationships were not in the direction theorized and were 

in the opposite direction from the finding for the 

previous, respective age group in this research. These 

four findings need further exploration to understand the 

relationships. Eight year-old children with higher self

esteem for their feelings had a lesser belief in 

internality for their locus of control orientation. Eight 

year-olds who reported higher self-esteem for themselves at 

school reported fewer relating and cooperating skills. Ten 

year-olds who reported higher sel£-esteem in general 

reported greater belief in powerful others for their locus 

of control orientation. Ten year-olds who reported higher 
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sel£-esteem £or their £eelings also reported greater belie£ 

in power£ul others £or their locus o£ control orientation. 

Characteristics o£ the Families 

Characteristics o£ the children's £amilies 

signi£icantly correlated with the children's thoughts about 

the impact o£ asthma upon their lives, naming a cause £or 

their asthma, their thoughts about themselves, and their 

relating and cooperating skills. Children who had £athers 

with higher occupational status or £amilies with higher 

social position reported lesser impact o£ asthma upon their 

lives. Fathers with higher occupational status or £amilies 

with higher social position may have more £inancial 

resources to manage the children's asthmatic condition. 

These £inancial resources such as money to buy special 

diets may enable the children to participate in 

relationships and activities like others. There£ore, the 

children may view the asthma as having lesser impact upon 

their lives. 

The mother's occupation and education, along with 

the £amily social position were negatively correlated with 

naming a cause £or their asthma. Children who either had 

mothers with a lower status occupation or education or were 

£rom £amilies with lower social position more o£ten named a 

cause £or their asthma. Mothers with a lower status 

occupation, and possibly education, included women who did 



not work outside the home. Families with lower social 

position also included families with mothers who did not 

work outside the home. Thus, these findings may be 

somewhat redundant. Mothers who do not work outside the 

home may more often be with the child when an asthmatic 

attack occurs and the mother may identify a cause for it. 

The cause(s) named by the mother may provide food for 

thought in the child's search for a cause. 
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Children with fewer brothers or fewer children 

reported higher self-esteem. Although the patterns for the 

number of brothers and the number of sisters for the sample 

were nearly the same, the number of sisters were not 

correlated with the children's thoughts about themselves. 

More positive attention may be oriented toward boys within 

American families, leaving less attention for other 

children within the family. Also, less attention may be 

given to each child when more children are present in the 

family. Therefore, children in families with fewer 

brothers or siblings on the whole may receive more positive 

feedback about themselves within their families and 

therefore, report higher self-esteem. 

Children who have families with a higher social 

position or mothers with fewer years of education reported 

more relating and cooperating skills (Relating Behaviors

Cooperating Behaviors). Children with families with higher 



social position may be given more education in social 

skills or more social opportunities. The £inding that 

mothers with £ewer years o£ education had children with 

more relating and cooperating skil~s was surprising. 

Teaching social skills may be a higher priority £or these 
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mothers. 

£inding. 

Further exploration must be made to explain this 

Characteristics o£ the Children's Asthmatic Condition 

Children who had more doctor visits £or their 

asthma within the year prior to data collection or more 

medications £or their asthma, both o£ which may be 

indicators o£ greater involvement o£ asthma, reported 

higher sel£-esteem (Restoration o£ Sel£-Esteem). A look at 

responses £or sel£-esteem with di££erent groups of children 

who had £ewer to greater number o£ doctor visits provided 

more insight. Self-esteem £or £eelings and behavior was 

higher £or children who had more than 10 visits as compared 

with children who had £ewer than 10 visits. Health care 

professionals and parents may provide the children with 

positive £eedback about themselves during doctor visits. A 

related £inding by Cli££ord (1968) lends support to this 

£inding. Cli£ford (1968) £ound that children with more 

than 10 asthmatic attacks perceived themselves as more 

accepted by their parents than those with £ewer attacks. 
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Children who take more medications may also receive 

increased positive £eedback about themselves £rom parents 

and health care pro£essionals due to the severity o£ their 

asthma and thus, report higher sel£-esteem. An increased 

use o£ medications may also make them £eel important based 

on in£ormation they hear and see. The media provides 

children with many messages that warn that medications are 

serious business and should be kept away £rom children. 

Children with more medications may £eel special because 

they are allowed to handle medication. 

Children who had experienced a diagnosis o£ asthma 

£or a longer period of time reported a greater internal 

locus o£ control orientation (Gaining a Sense o£ Sel£

Mastery). Children who have had a diagnosis o£ asthma £or 

a longer time may also be older children. As previously 

discussed, an internal locus o£ control orientation 

increased with the children's age. The children's internal 

locus o£ control orientation may also be due to learning 

how to control asthma through more experiences with the 

disease over the years. 

Children who avoided activities due to asthma also 

had a greater internal locus o£ control orientation 

(Saining a Sense of Sel£-Mastery). These children may have 

had prior e~perience with a particular activity which 

resulted in an asthmatic attack (i.e., playing in the 
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grass). This experience may have provided the children 

with concrete evidence £or their need to restrict or limit 

some activities. The children then learned how they could 

control their health and illness by limiting their 

activities. 

Children who avoided activities due to their asthma 

were also children in a higher grade, and there£ore older 

children. Health care pro£essionals o£ten do not limit 

young children's activities as the parents have di££iculty 

en£orcing the limitations. Young children also do not 

limit their activities until they are physically 

uncom£ortable. Older children, however, may be more 

capable o£ limiting their activities prior to becoming 

physically uncom£ortable, as they understand the 

consequences i£ they do not limit themselves. Older 

children also have a greater internal locus o£ control 

orientation than younger children. There£ore, the £inding 

£or the relationship among avoidance o£ activities and 

Gaining a Sense o£ Sel£-Mastery may be compounded by the 

children's age. 

Children who avoided activities had more daily 

medications £or their asthma than children who did not 

avoid activities. Children with more daily medications, a 

likely indicator o£ more severe involvement o£ asthma, may 

have avoided activities due to the severity o£ their 



asthma. Further exp10ration must be done to con£irm this 

conjecture. 

Chi1dren who had more medications on an as needed 

basis reported more relating arid cooperating skills 

(Relating Behaviors-Cooperating Behaviors). The greater 

number o£ medications on an as needed rather than daily 

basis may indicate less severe involvement o£ asthma. 

These children's social opportunities may not be as 

limited. Thus, they are able to develop relating and 

cooperating skills. 

The Cause o£ Disease 
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All types o£ causes named £or asthma with two 

exceptions were causes £or which the children currently had 

control. Taylor (1983) also £o~nd that many o£ the women 

reported causes over which they had current control £or 

their breast cancer. The two causes which the children did 

not have current control were wI don't know W and "Born with 

itW. The cause, wI don't knoww, decreased in £requency 

with increasing age. wI don't know w represents Gips' 

(1956) uncrystallized ideas and Simeonsson et al. (1979) 

undi££erentiated explanation £or illness causation. The 

children's responses which included symptoms related to 

asthma also represented uncrystallized (Gips, 1956) or 

undi££erentiated ideas (Simeonsson et al., 1979). The 



cause, "Born with it-, increased in £requency with 

increasing age. Further exploration is necessary to 

determine whether being born with asthma represents a 

natural phenomenon (Williams, 1979) or human blame 

(Gellert, 1978) to the children. 

The other causes were classified into categories 

labelled exercise, environment, foods, getting sick from 

180 

somebody, symptoms related to asthma, and emotions. These 

categories repreaent realistic causes related to asthma. 

However, some responses within a category did not represent 

a realistic cause. One example of an unrealistic cause 

named by a child within the category, £ood, was "eating too 

many candybars". 

Contamination, the theme for illness causation 

identified by Bibace and Walsh (1980) for children in 

Concrete Operations, vas represented in many of the causes 

given by the children in the present study. Examples of 

this theme included ~running too much" (exercise), ~eating 

too many dairy products" (food), "dad moving the lawn" 

(environment), and "near others who are sick" (getting sick 

£rom somebody). 

Many children reported that their own action or 

another person's action vas part of the cause of asthma. 

These findings are consistent with children's reports of 

self-blame or human' blame for the cause of their illness 
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(Beverly, 1936J Richter, 1943J Dubo, 1950J Lynn et al., 

1962J Peters, 1975J Palmer & Levis, 1976J Wood, 1983). 

Only one child named himsel£/herself as the cause of asthma 

which represents the strongest example of self-blame among 

the sample. 

One eight year-old named an emotional cause, 

"getting excited". This cause represented a more 

developmentally advanced explanation for illness causation 

according to Bibace and Walsh's (1980) sequence of themes 

for illness causation. An emotional cause is representa-

tive of the psychophysiologic theme. 

The idea o£ punishment (Brazelton, 1953J Schechter, 

1961) vas not specifically identified by any children as a 

cause for their asthma. Internalization, the other theme 

identified by Bibace and Walsh (1980) for children in 

Concrete Operations, vas not clearly identified in this 

research. The children's responses reflected causes of 

illness reported in the literature given by children with 

acute or chronic disease, hospitalized children, and 

healthy children. 

Sources of Error ------- -- -----
Five potential sources of error which may have 

influenced the findings are discussed. DeSign, instrument, 

subject, investigator, and specification errors potentially 



a££ected results o£ the data analyses and conclusions 

drawn. 

Design Error 
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Taylor (1983) developed her theory £rom women with 

breast cancer. This investigator postulated that Taylor's 

(1983) theory was generalizable to subjects with other 

types o£ chronic disease. However, the experience o£ 

cancer £or the yomen in Taylor's (1983) work was unlike the 

experience o£ asthma £or the children. All women in 

Taylor's (1983) york had been diagnosed and treated £or 

cancer and had not experienced a relapse. All children had 

been diagnosed with asthma and had experienced recurrent 

attacks. The range £or the number o£ asthmatic attacks in 

the year prior to data collection alone was zero to £i£ty, 

with the exception o£ one child who had an asthmatic attack 

daily. 

With a developmental perspective o£ cognitive 

adaptation, each o£ the children's experiences with asthma 

attains meaning a£ter it is incorporated into what is 

already known. The children's cognitive adaptation £or 

asthma may re£lect these changes with each recurrent 

attack. There£ore, the children's cognitive adaptation may 

vary with the number o£ experiences with asthmatic attacks. 
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In Taylor~s (1983) work, the subjects often 

reflected back to the time prior to diagnosis of their 

cancer and identified how they or their lives were 

different from their present state. For example, the 

subjects reported that they had reappraised their lives 

after the diagnosis of cancer in comparison with their 

lives prior to the diagnosis. From these data, Taylor 

(1983) identified the themes of her Cognitive Adaptation 

Theory and those women who had positively adapted to their 

cancer. 

The asthmatic children were not asked to reflect 

back to the time prior to their diagnosis. Without the 

measurement of children's prior adaptational state, another 

source of design error was introduced. However, many 

subjects would have been unable to reflect back to the time 

prior to their diagnosis due to their young age at the time 

of diagnosis. To account for the inability to measure the 

children's prior adaptational state, only children who had 

lived with asthma for the approximate same number of years 

and who were diagnosed within the same cognitive 

developmental stage should be included in the sample. 

The method of data collection was another possible 

source of deSign ~rror. Fifty-one percent of the children 

had at least one parent present during data collection. 

Many of these parents consented to their child's 
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participation in the study ~~!~ when they could be present 

during data collection. A limited sample who £ul£illed the 

criteria £or subject selection vas available so the parent 

Yas allowed to be present. The parent's presence may have 

in£luenced the children's responses on the questionnaires 

and interviews. The children's responses may have 

re£lected what they thought their parent(s) wanted them to 

say, rather than their own thoughts. 

Instrument Error 

The instruments used to measure the themes o£ 

Taylor's (1983) Cognitive Adaptation Theory and Relating 

Behaviors-Cooperating Behaviors were a potential source o£ 

instrument error. A major dilemma with the Hergenrother 

Impact o£ Illness Scale, the instrument used to measure 

Impact o£ Disease, was lack o£ an evaluative component £or 

each item. The children were asked to report the impact o£ 

asthma upon £ive areas ox their lives in terms o£ "being 

di££erent". This "di££erence" was not measured in positive 

or negative terms. The greater amount ox di££erence was 

assumed to be viewed as negative by the children. This 

assumption may have been in error. Ethnographic interviews 

had been conducted to generate items xor the instrument. 

One child reported hospitalization, an indicator o£ being 

dixxerent in terms ox physical activities, as W£un". 



Another child reported missing days £rom school, an 

indicator o£ being di£ferent in terms o£ school li£e, as 

"£un". Other in£ormants reported that being di££erent 

meant they had lost some £riends, but they had gained 

closer £riends. Was the di££erence measured by the HIlS 
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viewed as positive or negative £or these children? 

Responses to the current scale do not provide answers to 

this question. An evaluative component £or each item is 

necessary to £urther understand the Impact o£ Disease, and 

its relationship with the other concepts. 

Two instruments, the YCSC and CHLC, were not 

measures o£ Restoration o£ Sel£-Esteem and Gaining a Sense 

o£ Sel£-Mastery speci£ic to the asthma experience. 

Instruments which measured themes speci£ic to the asthma 

experience were not available. Taylor (1983) described the 

themes £or women with cancer with speci£ic attention to the 

experience o£ cancer. She explored women's search £or 

meaning o£ their cancer, thoughts about the in£luence o£ 

cancer upon their sel£-esteem, and their belie£s o£ control 

with their cancer. The YCSC measured the children's sel£

esteem £or their £eelings, behavior, and at school. None 

o£ the items pertained speci£ically to the experience o£ 

asthma. The CHLC measured the children's belie£s o£ 

control over health and illness !~ g~~~~!!, instead of 

control over asthma. Thus, the £indings £rom the two 



instruments may not reflect the children's cognitive 

adaptation toward their asthma. 

The YCSC was used to measure Restoration of Self-

Esteem. The scale was not a measure of self-esteem in 
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terms of social comparisons. Taylor (1983) reported women 

with breast cancer made social comparisons that enhanced 

and restored their self-esteem. The women compared 

themselves to hypothetical situations of other women with 

breast cancer. Children also make social comparisons which 

form and enhance their self-esteem. However, the 

children's eelf-esteem was not measured in terms of their 

social comparisons with children who did not have asthma. 

Therefore, the responses from the YCSC may not have been an 

accurate measure of the theme, Restoration of Self-Esteem. 

Another source of instrument error was the use of 

an interview, rather than observation to measure Relating 

Behaviors-Cooperating Behaviors. Social behaviors are 

observable interactions of children in groups in which they 

regularly participate and have membership (Borman, 1982). 

Relating Behaviors-Cooperating Behaviors was an index of 

social behavior. The children's self-report about their 

behavior may not reflect their actual behavior. Only 

through observation can the children's actual behaviors be 

known. 
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Subject Error 

The homogeneity o£ the sample £or the 

characteristics o£ the children's asthma condition and 

their £amilies yas a possible source o£ subject error. 

Characteristics o£ the children's asthma condition or their 

£amilies were not controlled in the convenience sampling 

technique. Although children with varying degrees o£ 

involvement with asthma participated in the study, children 

with less severe involvement o£ asthma were more £requently 

represented in the sample. Most £amilies were in a 

moderate aocial position and were £airly similar in terms 

o£ £amily constitution. 

The lack o£ variance among the scores £or 

Restoration o£ Sel£-Esteem was another source o£ subject 

error. The homogeneity o£ the sample £or the 

characteristics just described may explain some o£ the lack 

of variance. The children reported moderate to high self-

esteem. The lack of variance £or the children's sel£-

esteem, however, may not be subject error. The children's 

responses are consistent with £indings £or asthmatic 

children reported in the literature (Tavormina et al., 

1976; Green & Kol££, 1980). 

Investigator Error 

The investigator is responsible to provide a sB£e 

environment £or the children to report their thoughts. The 



data were collected ~n the children's home, the study was 

explained to the children, the~r assent was obtained, and 

they were assured that there were no right or wrong 

answers. The children were told that they were the 

experts, and testing proceeded at the children's pace. 
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The investigator's style in which the safe 

environment was provided, however, may not have been one to 

which all children were accustomed in their relationships 

with adults. The investigator may have had a more 

democratic approach vith children, whereas some children 

viewed adults only as authoritarians. A match of the 

investigator's style with the children's expectations of 

adults was impossible for the entire sample. 

Specification Error 

Only 6.5Y. of the variance for the concept, 

Relating Behaviors-Cooperating Behaviors was explained by 

the Cause of Disease. The children's thoughts about the 

impact of asthma upon their lives, about themselves, or 

about their views of control over health and illness were 

not found to influence their social behavior. Other 

concepts which may be considered to influence Relating 

Behaviors-Cooperating Behaviors along with the themes of 

Taylor's (1983) theory include the children's family, peer 

group, and personal~ty characteristics. The family serves 
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as the screen £or:the children's social opportunities, and 

thus plays a role in the development o£ social behavior. 

Acceptance into peer groups may also be B £actor in the 

development o£ relating and cooperating skills. Along with 

these external £actors, children determine, in part, their 

social interactions Dr opportunities as a £unction o£ their 

personality characteristics. Children may be more or less 

success£ul in social relationships depending upon their 

particular personalities. 

IIDE~!9~!!gn~ !g~ HY~~!ng B~~~~~gh !~!h fh~!g~~n 

The appropriateness o£ Taylor's (1983) Cognitive 

Adaptation Theory, based on work with adults, £or a study 

which involves children is a major issue that must be 

addressed. The lack o£ statistically signi£icant 

correlations among many of the themes of Taylor's (1983) 

theory may be evidence for the inappropriateness of the 

themes for children as Taylor has defined them. A strength 

of the present study was the redefinition of the theme, 

Impact of Disease, with children through inductive, 

exploratory research prior to the present study. Do the 

other themes have the same meaning or interpretation for 

children as they have for adults7 For example, does 

Gaining a Sense of Self-Mastery represent personal beliefs 

of control over illness or does mastery represent personal 



beliefs of control over other facets of the children's 

lives? Are Taylor's (1983) themes representative and 

exhauative for children's cognitive adaptation toward 

disease? These questions cannot be answered without 

further exploratory work and redefinition of the other 

themes. 

!mE!!E~!!E~~ ~EE S~~~~EEn !~ f!!~!E~! fE~E!!E~ 

This study was an initial examination of 
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children's thoughts in the adaptation toward their disease. 

The issue of the appropriateness of Taylor's (1983) theory 

for children and the potential sources of error within the 

present study limit application of the results within 

clinical nursing situations with children who have asthma. 

However, the study serves to open the door to the nurses' 

understanding of the children's view of asthma. Through 

further refinement of the conceptual framework by 

attenuation of the potential sources of error and by 

commununication with nurses working with children with 

chronic disease, more studies may be done and applied in 

future clinical situations. 

§~gg~~~!e~~ ~e~ E~~~~~ ~~~~!~~~ 

Suggestions for future research of the conceptual 

framework, Cognitive Adaptation and the Schoolager with 
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Asthma, are discussed. Recommendations include changes in 

the design, instruments, sample, and concepts. 

Changes in the Design 

A study with a longitudinal design to examine 

points in time £ollowing each o£ the children's asthmatic 

attacks needs to be developed. This design would more 

explicitly capture the EE9E~~~ o£ cognitive adaptation. 

The children's adaptational state prior to 

diagnosis can be measured with a retrospective method £or 

data collection. Either children or their parents may be 

the subjects £or this data collection. The child's 

cognitive developmental level at the time o£ diagnosis must 

be considered when choosing the child or parent as the 

subject. The parent, rather than the child, may be the 

appropriate subject when the child's cognitive 

developmental level was at another stage when the child was 

diagnosed. 

Provision £or privacy and con£identiality during 

data collection is another consideration £or £uture 

research with children. Data collection must be done with 

the child alone, and not in the company o£ parents or 

siblings. Also, the data must not be revealed to the 

parents and siblings. These conditions and the rationale 

£or them must be explained to the parents and others who 



desire to be present prior to data collection. 
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When these 

conditions cannot be met, parents must be told to re£rain 

£rom commenting during data collection. A log needs to be 

kept o£ the parent's re£usal to leave during data 

collection, along with the reason. Any comments made by 

the parents during data collection also need to be recorded 

and examined in the analysis. 

Changes in the Instruments 

The HIlS must be £urther developed to include an 

evaluative component £or each o£ the items. Items £or the 

instruments to measure Restoration .0£ Sel£-Esteem and 

Gaining a Sense o£ Sel£-Mastery (the YCSC and CHLC, 

respectively) may be changed to re£lect the experience o£ 

asthma. The YCSC (the instrument used to measure 

Restoration o£ Sel£-Esteem) may be changed to measure sel£-

esteem in terms o£ social comparisons. Reliability and 

validity estimates o£ these instruments must be done 

£ollowing any changes. An observational method £or 

children's relating and cooperating behaviors may replace 

the socialization subscale o£ the CABSR. 

Changes in the Sample 

A larger sample size must be used to attenuate the 

homogeneity o£ the sample. The sample must re£lect 

primarily one stage o£ cognitive development so that the 
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developmental aspect o£ cognitive adaptation may be 

understood. The subjects may be pretested £or their stage 

o£ cognitive development. The themes may need to be 

rede£ined and the instruments modi£ied £or testing o£ the 

conceptual £ramework with each developmental stage. 

Changes in the Concepts 

The themes, with the exception o£ Impact o£ 

Disease, within Taylor's Cognitive Adaptation Theory (1983) 

need to be £urther explored with inductive research to 

rede£ine them £or children. Concepts which may in£luence 

social behavior may be added to the conceptual £ramework at 

Level II. These concepts include the children'S xamily, 

peer group, and personality characteristics as described 

previously. 

§~mm~~Y 

The results of the study, Cognitive Adaptation and 

the Schoolager with Asthma, were discussed. Findings which 

provided £urther understanding about the children and their 

responses on the instruments were also discussed. 

Implications £or clinical nursing research with children 

and suggestions £or £uture research were presented. The 

£indings are not ready to be applied to children with 

asthma in clinical settings. The results provide an open 

door or initial look at children's thoughts about their 



disease. 
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It is this investigator's hope that these doors 

will be more widely opened in the £uture by those committed 

to the understanding o£ children's thoughts about their 

disease. 
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INFORMATION-CONSENT LETTER 

Dear Parenti 

My name is 30dy Hergenrother and I am a nurse working with 
children between the ages o£ 7-10 years who have asthma. I 
am interested in learning and understanding more about what 
children with asthma think about the disease, and about 
themselves and their activities with other people. 

I am conducting a study £or my doctoral dissertation in 
nursing to examine these ideas. It is entitled, ftCognitive 
Adaptation and the Schoolager with Asthma ft • 

As a parent o£ a child with asthma, I would like to 
interview your child and have him/her answer some questions 
on his/her own. I would like to do this in your home at a 
time convenient £or both o£ you and when your child is not 
sick. This interview will take about 1/2 hour. All o£ the 
in£ormation will be kept con£idential. No names will be 
used. There is no cost to you or your child. You and your 
child are £ree to ask any questions. Your child can take a 
break or withdraw £rom the study at any time. There are no 
known risks to this study. Your child's decision to 
participate or not participate in this study will not 
a££ect his/her care in the clinic in any way. It is hoped 
that a greater understanding o£ the meaning o£ asthma to 
children will aid communication between children with 
asthma and health care providers. Furthermore, I would 
like to use this in£ormation in publications, teaching, and 
in conjunction with other studies. 

1£ you agree to have your child contacted £or participation 
in thia study, please sign the bottom o£ this £orm. I will 
then give your child a letter which explains the study. 1£ 
your child agrees to participate, he/she will sign a £orm 
also. Thank you £or your time. 

Sincerely, 

30dy Hergenrother, R.N. 
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WI have read the above 'Information-Consent Form'~ The 
nature, demands, risks, and benefits o£ the project have' 
been explained to me. I understand that my child and I may 
ask questions and are 1ree to withdraw £rom the project at 
any time without incurring ill will (or af£ecting medical 
care). I also understand that this consent form will be 
filed in an area designated by the Human Subjects Committee 
with access restricted to the principal investigator or 
authorized representatives of the particular department. A 
copy of the consent form is available to me upon request. R 

Parent's Signature Date 

Witness' Signature Date 
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INFORMATION-ASSENT FORM 

Dear Schoolager: 

My name is 30dy Hergenrother and I am a nu~se. I work with 
people who are 7-10 years old and have asthma. I am doing 
some work about what children think about asthma, and about 
themselves and their activities with other people. This 
work o£ mine is called "Cognitive Adaptation and the 
Schoolager with Asthma" and vill be used £or my college 
work. 

Since you are a schoolager and have asthma, I would like to 
talk with you (today> in your home about what you think 
about asthma. This will take about 1/2 hour today. I will 
ask you some questions and you can answer some on your own. 
I will take notes on what you tell me and keep the papers 
£or the questions you have done on your own. Your name 
will not be on any o£ the papers. There is no cost to you. 
You can ask any questions about what I ask you. There are 
no right or wrong answers. You do not have to answer any 
o£ the questions i£ they upset you in any way. There is no 
known harm to you £or talking to me. You can also take a 
break or quit at any time i£ you want. ~ hope that by 
talking to you, nurses will understand more about what 
people your age think about asthma. Also, I would like to 
use this in£ormation in my writing, teaching, and with 
other studies. 

You can decide i£ you will let me talk to you today. Your 
care in the clinic will not change i£ you decide to talk to 
me or decide not to talk to me. 

If you have decided to be a part o£ this project today, 
please sign your name on the line belovo Thank you very 
much. 

Sincerely, 

30dy Hergenrother, R.N. 



199 

"I have read the above 'In£ormat~on-Assent Form'.' The 
study has been expla1ned to me. I know I may ask any 
quest10ns or stop at any t1me 1£ I want to w1thout my care 
chang1ng 1n the c11n1c. These papers w111 be kept 1n a 
special place where only this nurse can read them. I can 
have a copy o£ th1s £orm 1£ I want~ft 

Ch11d's S1gnature Date 

Witness' Signature Date 
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PARENT QUESTIONNAIRE 

Please provide the £ollowing in£ormation about l~~! =~!!~. 

1. Child's birth date: 
month day year 

2. Child's sex (circle): Male Female 

3. Child's present grade in school (circle): 1 234 5 6 

4. Date o£ diagnosis o£ child's asthma: 
month year 

5. Number o£ child's asthmatic attacks in the last year: 

6. Date o£ child's last asthmatic attack: 
month year 

7. Number o£ doctor visits £or your child due to asthma in 
the last year: ___ _ 

8. Number o£ hospitalizations £or your child due to asthma 
in the last year: ___ _ 

9. What are your child's medications £or asthma (includes 
pills, inhalers)? Please list the name o£ the 
medication and how o£ten the child takes it. 

Name o£ Medication ---- -- ----------



PARENT INTERVIEW 

Now I am going to ask you some questions about your child 
and your £amily. 

1. Are tbere any activities your child avoids due to 
his/her asthma? Yes No 
I£ so, please describe. 

202 

2. Please tell me who the parents/guardians o£ your child 
are. (circle answers) 

mother aunt grandmother 

£ather uncle grand£ather 

other ______ _ 

3. Are each o£ these people living in the home with your 
child? (circle those who are) 

mother aunt grandmother 

£ather uncle grand£ather 

other ______ _ 

4. How many brothers and sisters does your child have? 

brothers sisters ___ _ 

stepbrothers____ stepsisters ___ _ 

5. Please tell me their £irst names and ages. 

6. Are there any other £amily members with asthma? Yea No 

I£ so, please give me their £irst name, age, and 
relationship to your child. 

Name 
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7. For each o£ the parents/guardians: 

What vas the last grade o£ school £or the child's _______ '1 

parent 

parent/guardian last grade o£ school _____ _ 

What vas the last grade o£ school £or the child's _______ '1 

parent 

parent/guardian last grade o£ school 

B. What is the parent's job? ______ _ 

9. What is the other parent's job'1 ______ _ 
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SAMPLE QUESTION 

Directions I Here is a sam~~e question. Do you know what 
these words mean? Disagree? Agree? You may answer 
disagree a ~ot, disagree a little, agree a litt~e or agree 
a lot. 

1. I like to play: 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 
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HERGENROTHER IMPACT OF ILLNESS SCALE 

Directionsl These are some statements about what you think 
about asthma. 1£ you agree .ith the statement, you will 
circle agree a little or agree 0 lot. I£ you do not agree 
with the statement, you will circle disagree B little or 
disagree a lot. There are no right or wrong answers. Be 
sure to answer the way 19~ really think and ~9~ the way 
other people might want you to think. 

1. Having asthma means that I cannot do £un things I like. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 

2. Having asthma means that I see my doctor or my nurse. 

3. 

4. 

s. 

6. 

7. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

Having asthma means that I can do whatever my brother 
or sister can do. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

Having asthma means that I miss more days £rom school 
than children without asthma. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

Having asthma means that the ~~E~ or kind o£ £riends I 
have, has changed. 

Disagree 
a lot 

Having asthma means 
like other children 

Disagree 
a lot 

Having asthma means 
£or my asthma. 

Disagree 
a lot 

Disagree 
a little 

that I can 
my age can 

Disagree 
a little 

that I do 

Disagree 
a little 

Agree Agree 
a little a lot 

do activities at school 
do. 

Agree Agree 
a little a lot 

special things at school 

Agree 
a little 

Agree 
a lot 
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8. Having asthma means that my brother or sister treats me 
di££erently than other kids my age. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 

9. Having asthma means that the ~~~~~~ o£ £riends I have, 
has changed. 

Disagree 
Blot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 

10. Having asthma means that I can do whatever activities 
my £amily does together. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

11. Having asthma means that my £riends treat me 
di££erently than other children my age. 

Disagree Disagree Agree 
a lot a little a little 

Agree 
a lot 

Agree 
a lot 

12. Having asthma means that each day o£ my li£e has 

13. 

14. 

changed. 

Disagree Disagree Agree 
a lot a little a little 

Having asthma means that I do things £or my 
other children without asthma do !!e:; do. 

Disagree Disagree Agree 
a lot a little a little 

Because I have asthma, I may choose not to 
things that I would like to do. 

Disagree 
a lot 

Disagree 
a li.ttle 

Agree 
a little 

Agree 
a lot 

body that 

Agree 
a lot 

do some 

Agree 
a lot 

15. Having asthma means that my teacher treats me 
di££erently than other children my age at school. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 



16. Having asthma means that my classmates treat me the 
same as other children my age at school. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a ~ittle 

Agree 
a lot 

17. Having asthma means that the amount o£ time I spend 
with £riends has changed. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 

18. Having asthma means that my dad treats me di££erently 
than my brother or sister. 

19. 

20. 

21-

22. 

Disagree 
a lot 

Having asthma 

Disagree 
a lot 

Having asthma 

Disagree 
a lot 

Having asthma 

Disagree 
a lot 

Having asthma 
my brother or 

Disagree 
a lot 

Disagree 
a little 

means that I wish 

Disagree 
a little 

means that I £eel 

Disagree 
a little 

f~ree 
a little 

I did not 

Agree 
a little 

unhappy. 

Agree 
a little 

means that I worry. 

Disagree Agree 
a little a little 

means that my mom treats me 
sister. 

Disagree Agree 
a little a litt.le 

Agree 
a lot 

have it. 

Agree 
a lot 

Agree 
a lot 

Agree 
a lot 

the same 

Agree 
a lot 

as 

23. Having asthma means that my body feels different than 
other children who do not have asthma. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

24. Having asthma means that I look di£ferent than other 
children without asthma. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 
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25. Having asthma means that the things I can do with my 
£riends have changed. 

Disagree 
a lot 

Disagree 
a little 

From: Hergenrother, 1985 

Agree 
a little 

Agree 
a lot 
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INTERVIEW FOR THE CAUSALITY OF ILLNESS 

Directions~ I am going to ask you some questions about how 
you get asthma. There are no right or wrong answers. I 
just want to know what you think. 

1. Can you tell me in your own words: hoy do you get 
asthma? 

2. Are there any other ways you can get asthma? 
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MCDANIEL-PIERS·YOUNG CHILDREN'S SELF-CONCEPT SCALE 

Directions~ These are some questions about how you feel 
about yourself. If you agree with the statement, you will 
circle agree a little or agree a lot. If you do ~E! agree 
with the statement, you will circle disagree a little or 
disagree a lot. I want you to tell me how you ~~!!!~ ~~~!, 
not hoy you g~gh~ to £eel. It will be a big help to know 
hoy you really feel about yourself. 

1. I am often sad. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

2. Meeting new people scares me. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

3. I am afraid when we have tests in school. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

4. I am often blamed when something goes wrong. 

5. I 

Disagree 
a lot 

cause trouble 

Disagree 
a lot 

6. I am strong. 

7. I 

Disagree 
a lot 

think up good 

Disagree 
a lot 

Disagree 
a little 

to rl1y :family. 

Disagree 
a little 

Disagree 
a little 

things to do. 

Disagree 
a little 

8. I am an important member of my 

Disagree Disagree 
a lot a little 

Agree 
a little 

Agree 
a little 

Agree 
a little 

Agree 
a little 

family. 

Agree 
a little 

Agree 
a lot 

Agree 
a lot 

Agree 
a lot 

Agree 
Blot 

Agree 
a lot 
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9. I£ I have a hard time doing something, I stop doing 
it. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

10. I am good in my schoolwork. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

11. I do many bad things. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

12. I behave well at home. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

13. I am an important member o£ my class. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

14. I have pretty eyes. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

15. I am mean to the other children in my £amily. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

16. !ly £riends like the things I think up. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

17. I o£ten get into trouble. 

Disagree Disagree Agree Agree 
a lot B little a little a lot 

18. I am o£ten upset. 

Disagree Disagree Agree Agree 
a lot 8 little a little a lot 



19. I £eel le£t out o£ things. 

Disagree 
a lot 

20. I have nice hair. 

DiBagree 
a lot 

Disagree 
a little 

Disagree 
a little 

21. I have a nice looking £ace. 

Disagree 
a lot 

Disagree 
a little 

22. I am o£ten mean to other people. 

Disagree 
a lot 

Disagree 
a little 

Agree 
B little 

Agree 
a little 

Agree 
B little 

Agree 
B little 

23. My classmates like the things I think up. 

Disagree 
Blot 

24. I am good looking. 

Disagree 
Blot 

Disagree 
B little 

Disagree 
a little 

25. I get into a lot o£ £ights. 

Disagree 
Blot 

Disagree 
B little 

26. I am a good reader. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
B little 

Agree 
a little 

Agree 
a little 

Agree 
a lot 

Agree 
a lot 

Agree 
a lot 

Agree 
Blot 

Agree 
a lot 

Agree 
a lot 

Agree 
a lot 

Agree 
a lot 

27. I sometimes think about doing things that I know I 
shouldn~t. 

Disagree 
a lot 

Disagree 
a little 

28. My classmates make £un o£ me. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a little 

Agree 
• lot 

Agree 
a lot 
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29. It is hard £or me to make £riends. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

30. I am among the last to be chosen £or games. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

31- I am lucky. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

32. My parents think I should do better than I do. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

33. I am happy. 

Disagree Disagree Agree Agree 
a lot B little a little a lot 

34. My £amily is disappointed in me. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

35. I wish I were different. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

36. I am smart. 

Disagree Disagree Agree Agree 
a lot a little B little a lot 

37. I want my own way most of the time. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

38. When I try to make something, everything seems to go 
wrong. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 
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39. I hate school. 

Disagree Disagree Agree Agree 
a lot a little a little • lot 

40. I am always dropping or breaking things. 

Disagree D:Lsagree Agree Agree 
8 lot a little a little a lot 

Fromr. McDaniel & Piers, 1978 
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CHILDREN'S HEALTH LOCUS OF CONTROL SCALE 

Directions: I would like to learn about di%%erent ways 
children look at their health. Here are some statements 
about health or illness (sickness)., Some of them you will 
agree with and so you will circle agree a little or agree a 
lot. Some 0% them you will ng~ agree with and so you will 
circle disagree a little or disagree a lot. There are no 
right or wrong answers. Be sure to answer the way XQY 
really £eel and not the way that other people might feel. 

1. Good health comes £rom being lucky. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

2. There is nothing I can do to keep from getting sick. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

3. Bad luck makes people get sick. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

4. I can only do what the doctor tells me to do. 

Disagree Disagree Agree Agree 
a lot a little a little a lot. 

S. Getting sick just happens. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

6. People who never get. sick are just plain lucky. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

7. It is my mot.her's job to keep me from getting sick. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 



8. Only a doctor· or a nurse keeps people £rom getting 
sick. 

Disagree Disagree Agree Agree 
a lot a little a little a lot 

9. I can make very £ew choices about my health. 

Disagree Disagree Agree 
a lot a little a little 

10. Accidents just happen. 

Disagree Disagree Agree 
a lot a little a little 

11. I can do many things to £ight illness. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

12. Only the dentist can take care o£ my teeth. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 

Agree 
a lot 

Agree 
a lot 

Agree 
a lot 

13. The on~y way I can stay healthy is to do what other 
people tell me to do. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 

14. I always go to the nurse right away i£ I get hurt at 
school. 

Disagree 
a lot 

Disagree 
e little 

Agree 
a little 

Agree 
a lot 

15. It is the teacher's job to keep me £rom having 
accidents at school. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

16. I can make many choices about my health. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 

Agree 
a lot 
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17. 1£ I £eel sick I have to wait £or other people to tell 
me what to do. 

Disagree 
a ~ot 

Disagree 
a little 

Agree 
a ~itt~e 

Agree 
a lot 

18. Whenever I £eel sick I go to see the school nurse 
right away. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

Agree 
a lot 

19. There is nothing I can do to have healthy teeth. 

Disagree 
a lot 

Disagree 
a little 

Agree 
a little 

20. I can do many things to prevent accidents. 

Disagree 
a lot 

Disagree 
a little 

From: Parcel & Meyer, 1978 

Agree 
a little 

Agree 
a lot 

Agree 
a lot 
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Directions: I am going to ask you some questions about your 
£amily and playing with £riends. Please 
answer these questions as best as you can. 

1. What is your £irst and last name? Your mother's £irst 
name? Your £ather's £irst name? 

2. I£ you have two dolls (balls) and your best £riend had 
none, what would you do? 

3. What should you say i£ you bump into someone without 
meaning to? 

4. What should you say i~ someone gives you a piece of 
candy? 

5. What should you do i£ your little brother or sister 
their £inger at home and your parents are not there? 

6. (Present card A) 
(a) Identify emotion of each £ace. 
(b) Which face do you use when you fall down and hurt 
your knee? 
(c) Which face do you use when you playa game with 
your parents? 

7. Shoy me how you look when your mother (present card A) 
(a) gives you candy. 
(b) is angry with you. 
(c) has a surprise for you. 

B. (Present card B) Say: Let's pretend you are in the 
picture. Put your £inger on the one that would be 
you. 

9. (Present cards B & A) Say: Pretend this is you at a 
new school for the first time. Which of these three 
faces show how you would feel about joining the other 
children? 

10. (Present cards C & A) Say: Pretend this is your family 
together. Which of these faces show how you £eel when 
you are with your family? 
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11. What "should" you do i£ a little kid called you a bad 
name? 

12. What ·shouldw ycu do i£ you £ound a bill£old (purse) 
on the ground with two dollars in it? 

13. When you go home £rom school do you pre£er to play by 
yoursel£ or with others? 

14. At recess would you rather play with just one £riend 
or with several £riends? 

15. What "should" you do i£ your best £riend asked you £or 
an answer during a test? 

16. Tell me a joke or something that is £unny. 

17. Name three games you can play with other children on 
the playground. 

18. Which game can you play by yoursel£? 
(a) jumping rope 
(b) baseball 
(c) Red Raver 

19. What could you do to make your £ather (mother) happy? 

20. A boy who lost his basketball would £eel __________ • 

21. A girl who £ound a quarter would £eel __________ • 

22. A boy who got a bad grade on his report card would £eel _________ _ 

23. What should you do if you lose your reading book? 

24. I£ your class put on a play, would you like a part in 
it? 

25. 1£ you move into a new neighborhood (or school), name 
three things you could do to make new £riends. 

26. Why should we take turns? 

27. Why do grownups have to work? 

28. Why do we need to have laws? 

From: Richmond & Kicklighter, 1983 
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DEVELOPMENT OF THE HIlS 

The Hergenrother Impact o£ I~lness Scale 

was deve~oped £rom ethnographic interviews with four 

schoolagers (one schoolager with Diabetes Mellitus and 

three of his healthy siblings), the mother of the 

schoolager with Diabetes Mel~itus, a father of a schoolager 

with Cystic Fibrosis, and five, health care professionals 

involved with children who have a chronic disease. The 

ethnographic approach was chosen to explore the meaning of 

acute and chronic disease to schoolagers. The subjects 

were chosen for participation in the study on a convenience 

basis. All of the informants represented Spradley's (1979) 

criteria for good informants. The schoolagers were 7, 8, 

9, and 11 years of age. The health care providers included 

two nurses who work on a general hospital pediatric unit; 

one nurse who works in a general pediatric clinic; one 

nurse/social worker, and one child life therapist who works 

in a pediatric hospital playroom. 

The interviews began with some grand tour, 

descriptive questions to explore the general concept of 

illness. Examples of these questions included: What does 

it mean to be sick? and What does it mean to be 

well/healthy? Followed by these questions, specific grand 

tour questions were asked. Data elicited by these 

questions were analyzed in terms of domains of meaning. 



The domains o£ meaning included kinde o£ being sick, 

activities and treatments resulting £rom b~ing sick, 

activities and treatments as a reason £or being sick, 

speci£ic treatments used when sick, and attributes 

(physical and emotional) o£ being sick. 
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Along with these descriptive questions, structural 

questions were asked to more clearly delineate the domains 

and to develop dimensions o£ contrast £or -being sick" to 

schoolagers. Some o£ the questions used were in re£erence 

to the speci£ic illnesses each o£ the children had 

previously mentioned. Examples o£ structural questions 

included: Are there di££erent kinds o£ being sick? and Is 

Diabetes a kind o£ being sick? From the data, dimensions 

o£ being sick were developed and included: (1) types 

(physical and mental); (2) etiology (external, sel£

induced); (3) indicators (physical ones such as visibility, 

sensations, signs, symptoms, activity changes and emotional 

ones such as concerns or changes in a££ect); (4) time 

£actor (length o£ illness, change in li£espan); andeS) 

required actions (by sel£ and others). 

Following the interviews £or the general meaning o£ 

illness, the meaning o£ chronic disease was explored. The 

meaning o£ chronic disease £or schoolagers with chronic 

disease was -being di££erent". The domains o£ meaning 

determined £rom the data were: kinds o£ being di££erent, 
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results o£ being di££erent, attributes o£ being di££erent, 

and treatments used £or being di££erent. An acute 

exacerbation o£ the disease vas labelled as Wbeing sick", 

while the general state o£ having the chronic disease vas 

labelled as Rbeing di££erent". 

The domain o£ meaning, "result o£ being di££erent", 

was £urther explored with the in£ormants. Five areas o£ 

the schoolager's li£e were reported by the children to be 

impacted upon by the chronic disease: school li£e, 

relationships within the £amily, relationships with 

£riends, physical activities, and the child's emotional 

state. The chronically-ill child's school li£e was 

reported as di££erent £rom healthy children's school li£e 

in terms o£ the teachers' and peers' treatment o£ him/her, 

the limitation o£ physical activities £or the child, the 

special things the child had to do at school £or his/her 

asthma, and the number o£ days he/she missed £rom school. 

The children reported their relationships within the £amily 

were impacted upon by their disease. The £amily treated 

the child di££erently, along with a di££erence in the 

activities which the child could do within the £amily or 

compared with his/her sibling(s). Relationships with 

£riends also were impacted upon by the disease. The 

number, kind, and time spent with £riends, along with the 

activities and general treatment by the £riends was 
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di££erent £or the chronically-ill child. Physical 

activities were di££erent £or the chronically-ill child 

with regards to what the child could do and would choose to 

do. The child's emotional state was also di££erent and 

included worry, unhappiness, wishing he/she never had the 

disease, and concerns about the appearance and £eelings o£ 

his/her body. 

Twenty-£ive items were developed £rom the inductive 

work £or the Hergenrother Impact o£ Illness Scale. Five 

items were constructed £or each o£ the £ive areas 

previously mentioned. The Likert-type scale was a 

modi£ied, £our-point response continuum. The £our 

responses £or each item were used to indicate the amount o£ 

impact o£ the disease in the £ive areas o£ the schoolager's 

li£e. The scoring system £or the 25 items was 4-3-2-1 with 

£our indicating the greatest amount o£ impact and one 

indicating the least amount o£ impact. Thus, a score o£ 

100 was possible. Following the scale construction, 

reliability and validity testing was done. The results are 

discussed in CHAPTER 3. 
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