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ABSTRACT
This research tests and refines a middle range theoretical model about unitary
developmental patterns in aging adults and dying adults. The primary aim was to explore
the relationships among four unitary patterns of Health (power, personal death awareness,
perceived symptoms in transition, and well-being) and three unitary patterns of
Spirituality (self-transcendence, spiritual perspective, and meaning and purpose in life
and death). A secondary aim was to explore the personal meanings of death for
participants.
A descriptive, cross-sectional design was used to answer the research questions.
The sample was composed of 35 aging adults and 35 dying adults. Descriptive statistics
were used to examine relationships among demographic and study variables.
Relationships among variables were explored using bivariate and canonical correlational
analysis. Content analysis was used to describe the meaning of death paragraphs.
Analysis of variance and covariance was used to describe differences between the
groups. Dying adults had greater death awareness than aging adults. There were no
differences between the two groups for the other three patterns of Health. There were no
differences in self-transcendence or meaning and purpose in life and death. Differences
in spiritual perspective were gender-related, aging men having less spiritual perspective
than aging women, dying men, or dying women.
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Different patterns of relationships were identified for each group. Greater purpose
and self-transcendence were positively associated with greater well-being, more positive
and fewer negative symptoms in transition, and more power for aging adults.
For dying adults, less purpose, self-transcendence, and spiritual perspective were
associated with less well-being, less positive and more negative symptoms, less power
and more death awareness.
Moderate or high scores were obtained on instruments measuring power,
well-being, self-transcendence, spiritual perspective, and purpose in life. Both groups
attributed positive evaluations, acceptance, and self-transcendence to meanings of death.
This research enhances understanding of the potential for personal transformation
and ongoing development in persons facing death. It also provides direction for nursing
care in terms of fostering a sense of purpose in life, promoting spiritual expression, and
assisting identification of patterns of power, symptoms in transition, and death
awareness.
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CHAPTER 1
Statement of the Problem
Nursing is the study of irreducible, indivisible human beings who are integral with
the environment and who are in the process of continuous, innovative, pandimensional
change (Rogers, 1992). In Rogers' conceptual system for nursing science (Rogers, 1970,
1986, 1987, 1990, 1992), the life process of human beings is identified by patterns that
reflect the being and becoming of the whole person and cannot be predicted by
knowledge of the parts. These patterns of change occur throughout the life process,
including the time of life immediately preceding death. Aging and dying are
conceptualized here from a developmental perspective derived from Rogers' conceptual
system.
Purpose
This research effort represents the first step in refining extant empirical
knowledge about the relationships among unitary developmental patterns at the end of
life that are consistent with Rogers' Science of Unitary Human Beings. The long range
objective of the researcher is to test potential strategies for nurses that enhance spirituality
and health throughout the life process.
The purpose of this study is to test and refine a middle range theoretical model
about unitary developmental patterns in two groups of adults facing death: 1) adults
aged 60 or older (Aging Group); and 2) adults diagnosed with a medically defined
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tenninal illness from which death is expected within one year (Dying Group).
Spirituality and Health are conceptualized as key unitary phenomena and developmental
patterns associated with end-of-life experiences. Unitary phenomena are distinguishable
by patterns which manifest themselves as human characteristics (Cowling, 1993;
Crawford, 1982; Newman, 1986). Three patterns are theorized to be indicative of
spirituality. They are self-transcendence, spiritual perspective, and meaning and purpose
in life and death. Four patterns are theorized to indicate health. They are power, death
awareness, symptom transition, and well-being. The aim of this research is to explore
and describe the relationships among these two groups of patterns in adults who are aging
and adults who are dying. The findings will then be used to further direct research for
ultimate application in clinical practice. A secondary purpose is to explore the personal
meanings of death for each group.
Explication of the relationships among these patterns will contribute new
knowledge about phenomena associated with dying in the life process. Little is known
about developmental aspects of aging and dying, as most thanatological research has
focused on negative, pathological responses (Kastenbaum, 1992). This research is
important because it offers a theoretical perspective divergent from dominant views and
will advance extant knowledge about persons facing death.
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Background
Conceptualizations of Dying
Interpretations of end-of-life experiences reflect two ontologies about human
beings and the process of dying. From one perspective, dying is not separate from but is
a continuation of the life process (Phillips, 1990, 1992; Weenolsen, 1991). Patterns
emerge during the process of dying which represent the developmental nature of human
existence. Human beings must be considered in the context of their wholeness and
cannot be reduced to psychological, biological, spiritual, or social parts.
From the more prevalent view, aging and dying are pathological processes
represented by a downward trajectory of decremental events preceding biological death
(Glaser & Strauss, 1966, 1968; Jacik, 1989; Pattison, 1977; Weisman & Kastenbaum,
1968). Human beings are characterized by their negative psychological, spiritual,
biological, and social responses to the experiences of aging and dying (Lindley-Davis,
1991; McHolm, 1990; Sourkes, 1987). As shown in Table 1, assumptions underlying
pathological and developmental perspectives are compared.
Aging and Dying as Pathological Processes
The "pathologizing" of aging and dying are based upon certain assumptions
underlying the biomedical perspective of human health. This perspective is pervasive in
American society today (Saunders & McCorkle, 1985). The first assumption is that health
is the absence of disease. People who have been diagnosed with a medical condition are
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II

ill. Individuals diagnosed with an illness for whom death is imminent are referred to as

terminally ill (Smith, 1985) or suffering from terminal syndrome (Caswell & Ornery,
1990). Moreover, the referent for personhood, who you are and your essence of being, is
determined by your disease state or by the visible manifestations of aging. "Cancer
patient", "person with AIDS", "end-stage COPDer" are metaphors for individuals
diagnosed with medically-defined terminal illnesses (Sontag, 1989). For aging adults,
derogatory names such as "gomer" and "old geezer" have been made in reference to older
adults (Shem, 1978).
Table 1
Assumptions underlying conceptual perspectives of aging and dying
Pathological Perspective
Developmental Perspective
Health is an individual process
Health is the absence of disease.
characterized by meaning, pattern, and
continuous development throughout the
life process.
Aging and Dying are linear processes
progressing through discrete stages.

Aging and Dying are irreversible
developmental patterns indicative of
human wholeness and are manifestations
of the life process.

Knowledge of death is a destabilizing
process characterized by negative
psychological responses.

Knowledge of death is a destabilizing
process characterized by personal
transformation and development.

The focus of care is the palliation of
symptoms and amelioration of negative
psychological responses.

The focus of nursing care is to assist
persons in recognizing their life patterns
and to enhance their potentials and
quality of life and death.
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Results of research have demonstrated profound consequences of characterizing
individuals as "terminally ill, whether by advanced age or the consequences of a lifethreatening illness. In their extensive study of patients and health care providers in the
hospital setting, Glaser and Strauss (1966, 1968) discovered that health care providers'
expectations about when the patient was going to die influenced the type and amount of
care received. Those patients who received the least aggressive treatment and personal
contact were those patients whom the staff believed were "terminally ill". Behaviors such
as refraining from interactions with patients and family, inability to engage in open
communication, and avoiding physical contact were identified in several studies about
nursing care of the dying (Conboy-Hill, 1986; Kastenbaum & Aisenberg, 1972; Sameral,
1989) and in a review of research about health care providers' attitudes towards the dying
(Benoliel, 1988).
The second assumption inherent in the biomedical perspective is that dying is a
linear process which begins with a person's knowledge of personal mortality, progresses
through discrete stages and ends with death (Jacik, 1989; Kastenbaum, 1991; Pattison,
1977). Stage theories that are based upon this assumption propose an invariant and
universal sequence in the dying process. Stages of dying are considered predictable and
contextual influences of environment, culture, and education are disregarded (Klatt,
1991). Aging is also portrayed as a linear perspective of increasingly dysfunctional
health patterns culminating in dementia and the inability to care for oneself (Kresevic &
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Lincoln, 1995).
The third assumption of the biomedical perspective of aging and dying is that the
knowledge of one's own death is a destabilizing process characterized by negative
psychological responses (Neimeyer, Epting, & Krieger, 1983; Rowe, 1983). Denial, fear,
anxiety and ambivalence are the most frequently advanced interpretations of individual
and sociocultural orientations toward death (Kastenbaum, 1992; Kastenbaum & Costa,
1977). The literature is replete with research about negative psychosocial responses to
awareness of personal mortality as experienced by aging and dying adults. This
awareness has been conceptualized as anxiety-provoking (Cassileth, Lusk, & Walsh,
1986; Hayslip, Luhr, & Beyerlein, 1991-92; Lonetto & Templer, 1986; Neimeyer &
Moore, 1989), a threat to personal integrity (Rigdon, Epting, Neimeyer, & Krieger, 1979;
Viney, 1984-85 ), and an impetus for disengaging in societal roles (Baugher, Burger,
Smith, & Wallston, 1989; Chappel, 1975).
Thanatological research provides conflicting evidence for pathological responses
to awareness of dying, particularly in persons who are dying. In several studies, adults
who were dying had lower anxiety scores (Gibbs & Acherberg-Lawliss, 1978), did not
differ in anxiety (Hayslip, Luhr, & Beyerlein, 1991), did not increase in their desire to
separate from others (Baugher et aI., 1989), and were no more hopeless, threatened, or
depressed than healthy or less ill cohorts (Hendon & Epting, 1989). Aging adults were
found to be less afraid of death and more accepting of death when compared to younger
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adults in their attitudes towards death (Wong, Reker, & Gesser, 1994).
The findings from these studies suggest that death awareness may have a different
impact on persons who are aging or dying than for other individuals. More importantly,
other phenomena may be more relevant in dying individuals. Kastenbaum (1992)
suggests that developmental aspects of the dying experience have received limited
attention in research. Moreover, "there is no opportunity for respondents to express
positive orientations towards death. Even an anxious person might also have other
attitudes as such as relief or transcendence" (Kastenbaum, 1992, p. 147). For aging
adults, creativity, wisdom, and the ability to create meaning out of stressful life
experiences have been identified as alternatives to pathological responses to the
awareness of death (Gadow, 1983; Ryff, 1982; Simonton, 1990).
The fourth assumption is that the primary focus of care for the aging and dying is
the palliation of symptoms and amelioration of negative psychological responses (Ardery,
1992; Bergen, 1991; Ferrell, Taylor, Grant, & Corbiserio, 1993). At first blush, this does
not seem to be a deleterious approach to care of the aged or dying; the importance of
alleviating distressing symptoms is duly appreciated. However, this focus often reduces
the experience of aging or dying to a variety of physiological, psychological, spiritual, or
social responses. By directing care to palliation of specific parts of the person, care which
is directed towards fostering ongoing development of the whole person is often mired in
the task-oriented approach of alleviating symptoms.
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Aging. Dying. and Health as Developmental Processes
Although a developmental perspective of aging and dying is not the prevailing
viewpoint, it is reflected in a number of nursing and psychological theories about the
human potential for development at the end of life (Chinen, 1986; Erikson, 1984;
Fitzpatrick, 1989; Frankl, 1979; Labouvie-Vief, 1982; Lerner & Hood, 1986; Lifton,
1983; Reed, 1983, 1991a, 1991d; Rogers, 1986, 1987; Schorr, 1983; Yalom, 1982). An
assumption common to all of these theories is that both aging and dying are not separate
from but continuous with the life process. According to Frankl (1969), approaching death
and the process of dying are integrated into the dynamic of human living. The integration
of living with dying is delineated for nursing by Rogers (1987), who states, "Nursing is
concerned with dying as well as living. Unitary human rhytluns find expression in the
rhythmicity of the living/dying process. Just as aging is deemed developmental, so too is
dying hypothesized as developmental II (Rogers, 1987, p. 146).
A second assumption implicit in developmental nursing theories is that human
beings possess the characteristic of intentionality. Intentionality denotes purposefulness,
more specifically, heightened self awareness of the capacity for change; choices
demonstrate intent (Newman, 1986; Parse, 1987; Patterson & Zderad, 1988). No matter
how limited choices may seem to be, by means of choices humans participate in
actualizing some developmental potentials rather than others (Barrett, 1986).
In contrast with the biomedical perspective of health as the absence of disease, the
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predominant view of health in nursing is that of an individual process characterized by
meaning, pattern, and continuous development throughout the life process (Newman,
1991). There are several conceptualizations of health from developmental perspectives in
nursing. Health has been defined as: 1) expanding consciousness (Newman, 1986); 2) a
process of actualizing potentials for well being by knowing participation in change
(Barrett, 1990a); and 3) a process of becoming more as is humanly possible (Parse, 1987;
Patterson & Zderad, 1988). Furthermore, health and illness are not mutually exclusive
categories; illness is an aspect of health that can expand human potential (Cowling, 1993;
Fryback, 1993; Moch, 1989; Newman, 1986).
From a nursing developmental perspective, aging and dying are not a linear
processes. They are irreversible developmental stages of the life process (Rawnsley,
1986; Reed, 1983), during which there is continued actualization of potentials (Phillips,
1989). Implicit in Rogers' conceptual system is that aging and dying are continuations of
the dynamic, irreducible, nonlinear life process indicative of the increasing diversity of
human beings in mutual interaction with the environment (Rogers, 1992).
Observable behaviors which arise during the processes of aging and dying are not
conceptualized as discrete stages within a developmental framework. Rogers (1970,
1992) asserts that common behaviors must be interpreted as patterns indicative of
innovative wholeness of human beings. She states,
Not only are individuals identified by the wholeness of pattern but perception
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of the nature ofpattem is reflected in such verbalizations as "Mary Smith is sad"
Mary Smith's sadness is an expression of wholeness, not of Mary Smith's
particulate composition (Rogers, 1970, p. 65).
The third assumption implicit in a nursing developmental perspective, and shared
by the biomedical perspective, is about the experiences of aging and dying. Both
perspectives recognize that personal knowledge of physical illness, and ultimately, one's
own death are destabilizing processes. However, the distinction between the two
perspectives lies in the nature and direction of destabilization. From a developmental
perspective, illness creates an energetic disequilibrium which is both transformative and
integrative in nature (Newman, 1986; Watson, 1985). Implicit in these theories is that the
stigma and changing functional abilities that accompany aging create an energetic
disequilibrium as well. According to Newman (1986),
The tension characteristic of disease may provide an important disequilibriant in
the growth process and therefore may be regarded as a facilitator of that
process. We evolve by having our eqUilibrium thrown off balance and then
discovering how to attain a new sense of balance, temporarily, and then move on
to another phase of disequilibrium (p. 27).
Moreover, Newman asserts that disease enables people to see themselves and their
interactions with others more clearly. This increased awareness offers human beings the
chance to evolve to a new and higher level of complexity.
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Just as awareness of disease may potentiate a process of personal development, so
too, is awareness of dying a transformative process (Worden & Proctor, 1976).
Awareness of personal mortality has been characterized as the entryway to selfknowledge (Feifel, 1990; Weisman & Worden, 1976), a factor contributing to selfactualization (Gamble & Brown, 1981; Maslow, 1971) and an avenue for finding
meaning and purpose in life (Drolet, 1990; Frankl, 1962; Kuiken & Madison, 1987;
Lifton, 1983; Reck, 1977).
A final area of contrast between the biomedical perspective and nursing
developmental perspectives is the focus of nursing care. Although palliation of
distressing symptoms is an important aspect of nursing care from any perspective, various
developmental views of aging and dying offer additional aspects of care for nurses.
According to Parse (1987), nursing care involves illuminating meaning of life
experiences. Reed (1991 a) suggests fostering a concern for others, a sense of meaning
and enjoyment in life, commitment to purposes greater than the self, and a sense of
relatedness as means of enhancing mental health in older adults facing the end of life.
Others advance a role for nurses in assisting persons to recognize their life patterns and to
participate in the process of change for the purpose of promoting health and well-being
(Barrett, 1990b; Bogulawski, 1990; Cowling, 1990; Ference, 1989; Mayer, 1989).
Spirituality; Epistemological Eclecticism
Spirituality is central to the experiences of aging (Heriot, 1992) and dying

34
(International Work Group on Death, Dying, and Bereavement, 1990). It is regarded as a
fundamental characteristic of humanness and important to health and well-being (Farran,
Fitchett, Quiring-Emblem, & Burck, 1989; Nagai-Jacobsen & Burkhardt, 1989; Reed,
1992). Thus, it is a phenomenon important to the discipline of nursing. However, there is
diversity of method and lack of consensus regarding the nature and development of
nursing knowledge about spirituality in persons facing death. Even the word "spirituality"
has varied usage and meanings.
From two reviews of the literature examining spirituality, various usages of
spirituality for nursing were identified (Burkhardt, 1989; Emblem, 1992). The main
categories identified were as follows: spirit/spirituality, spiritual dimension, spiritual
well-being, and spiritual needs. Each of these concepts was defined differently. Based on
clinical experience and a literature review, Farran Fitchett, Quiring-Emblem, and Burck
(1989) suggest seven major categories for spiritual assessment and intervention. They are:
belief and meaning, authority and guidance, experience and emotion, fellowship, ritual
and practice, courage and growth, and vocation and consequences.
A significant amount of nursing literature addressing spiritual issues and concerns
of persons facing the end of life is anecdotal and based upon clinical observations of the
authors. Another source of knowledge is research based, albeit limited, describing nurses'
and/or patients' perspectives about spirituality. The third source of knowledge is theorybased. These three sources of knowledge; clinical, empirical, and conceptual have been
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described as valid for nursing (Schultz & Meleis, 1988). There have been few attempts to
integrate clinical, empirical, and conceptual knowledge about spirituality.
Spirituality: Clinical Perspectives
There are three descriptions of spirituality derived from the clinical and personal
perspectives of the authors reviewed here: a) spirituality as religious rituals; b) spirituality
as secular observances; and c) spirituality as relatedness to dimensions that transcend the
self. From literature reflecting a clinical perspective, spirituality is viewed in the context
of nursing behaviors that fostered spiritual support of persons facing death. Very few of
these clinical perspectives cite theoretical or research support for these interventions.
Behaviors suggested for nurses to offer spiritual support in the form of religious
rituals are prayer (Brooke, 1987; Conrad, 1985; Taylor & Ferszt, 1990), reading the bible
(Hutchings, 1991) and talking with patients about God within their religious orientations
(Chames & Moore, 1992; Labun, 1988; Millison, 1988; O'Connor, 1988; Phillips, 1988;
Wald, 1989). Secular observances identified as spirituality are the use of visualization
techniques to promote relaxation (Kames & Gyulay, 1984), and meditation, reading, or
music (Conrad, 1985; Hutchings, 1991; Stuart, Deckro, & MandIe, 1989). Strategies for
fostering self-transcendent dimensions include assisting patients with the search for
meaning in life and death (Clark, Cross, Deane, & Lowery, 1991; Conrad, 1985; Govoni,
1988; Granstrom, 1985; Hover-Kramer, 1988; Lane, 1988; Mayer, 1989; Millison, 1988;
Salladay & McDonell, 1989; Shelley & Fish, 1988; Stuart, Deckro, & Mandie, 1989;
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Taylor & Ferszt, 1990), fostering connectedness with others, (Lane, 1987; NagaiJacobsen & Burkhardt, 1989; Reed, 1992), the use of empathic communication (Amenta,
1988; Dugan, 1987), and life review (Karnes, 1987). Thus, in the literature, there is a
lack of a unifying perspective of spirituality for clinical practice.
Spirituality: Research Perspectives
An overview of the limited research about spirituality reveals that spirituality is
important to aging and dying adults. Yet there is a dearth of theory-based research and
clinical practice.
Patient perspectives. In a descriptive study of 11 Hindu cancer patients, Francis
(1986) found spiritual concerns of patients to be equally as frequent as physical and
illness-related concerns. A personal relationship with God was cited as the most
frequently discussed spiritual concern by study participants. Findings from another
descriptive study revealed that personal prayer, an ongoing relationship with God, and
reading religious material were the most common spiritually-related coping strategies of
25 hospitalized patients with cancer (Sodestrom & Martinson, 1987).
In two qualitative studies of persons living with HIV/AIDS (Lamendola &
Newman, 1994; Saynor, 1988), facing issues of living and dying changed participants'
perspectives by deepening their spirituality. Findings from a naturalistic study of the
concept of "doing well" suggest that sustaining spiritual beliefs contributed to the quality
of life and sense of well-being in persons with AIDS (Kendall, Gloerson, Gray,
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McConell, Turner, & West, 1989). Interviews about the spiritual concerns of persons
with AIDS revealed that religious sources of spiritual support were not helpful, whereas
interactions with others in the face of death fostered inner peace and facilitated a sense of
meaning and purpose in respondents' lives (Warner-Robbins & Christiana, 1989; Saynor,
1988).
Reed (1991 b) examined differences in preferences for spiritually-related nursing
interventions among three groups of adults: 100 terminally ill hospitalized adults, 100
non-terminally ill hospitalized adults, and 100 nonhospitalized well adults. In one of the
few studies utilizing a theoretical framework based on nursing and life-span
developmental models, Reed found that arranging a visit with clergy was most frequently
identified as a preferred nursing intervention in all three groups. In the sample of
terminally ill patients, examples of nursing interventions including read to you or
provide time for family involvement in spiritual activities significantly more often than
non-terminally ill patients. Allowing time for personal prayer was mentioned more
frequently as an important preference for nursing intervention by the terminally ill group.
Nurses' perspectives. A study of 100 surgical nurses working with oncology
patients revealed that nurses' inability to distinguish spiritual problems from psychosocial
ones led to inappropriate interventions (Highfield & Cason, 1983). Appropriate
interventions occurred only when patients' specific religious beliefs and practices were
expressed. Frequent assessment of patient fears, sources of strength, and feelings of hope
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were the focus of spiritually-focused nursing interventions in another study of the
perspectives of238 registered nurses (Boutell & Bouzett, 1990). However, the amount
of time spent by nurses engaged in these activities was reported by the authors as
"moderate" in estimation. Integration, meaning in suffering, and transcendence were least
frequently assessed. Findings from these two studies imply that nurses focused mostly on
religious aspects of spirituality.
In sum, spirituality is important from patient perspectives, however, research
indicates that nurses possess a limited understanding of spiritual needs and scope of
spirituality in clinical practice.
Spirituality: Conceptual Perspectives
There are two major extant conceptualizations of spirituality. Similar to
theoretical perspectives of aging and dying, spirituality is generally viewed from a
pathological or a developmental perspective.
A pathological process. Just as dying has been viewed as a linear process, so too,
has spirituality been depicted in stages characterized by invariant sequential steps leading
to spiritual maturity (Fowler, 1981; Reck, 1987). This view of spirituality is further
narrowed by defining spirituality in terms of religion or religiosity. Individuals who do
not progress through stages without questioning their relationship to God are considered
to be in crisis.
Stepnick and Perry (1992) propose a stage model for nursing about spiritual
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maturity in dying clients. This model was derived from Kubler Ross' five stages of the
dying process (denial, anger, bargaining, depression, acceptance) and Peck's four stage
theory of spiritual development (chaotic, formal, skeptic, mystic). A list of 20 spirituallyrelated deviant behaviors with proposed nursing interventions are theorized.
Consistent with the biomedical model, there is an emerging trend in nursing to
pathologize any deviation from expected perfection in one's relationship with God or
higher being. By questioning one's relationship with God, personal meaning in life, or by
the expression of emotions such as fear or anger, individuals are characterized as
exhibiting spiritual distress (Burnard, 1987; Carpenito, 1992; McHolm, 1990). The North
American Nursing Diagnosis Association (Carpenito, 1992) provides 10 major defining
characteristics and 25 situational, pathophysiologic, and situational factors related to
spiritual distress. Few of these characteristics or factors have been validated in research.
Further, there is a normative assumption that individuals who are ill or dying will exhibit
spiritual distress at some time during their illness.
Developmental unifying perspectives. Spirituality is a multidimensional
phenomenon important to health and well-being which reflects the human propensity for
development throughout the lifespan (Farran,Fitchett-Quiring-Emblem, & Burck, 1989;
Fahlberg & Fahlberg, 1991; Reed, 1992). From a developmental perspective, spirituality
is inclusive of but broader than religion or religiosity (Heriot, 1992).
A framework based on Riegel's dialectical view of development throughout the
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lifespan (Reigel, 1976) has been proposed for the examination of spirituality (Fahlberg,
Wolfer, & Fahlberg, 1992; Reed, 1983, 1992). The term dialectic refers to the dynamic,
innovative tensions inherent in the processes of aging and dying in turn create energy for
personal transformation and development. Reed (1992) advances a paradigm for the
investigation of spirituality in nursing based on developmental contextualism which is
congruent with the dialectical view of development. Within this perspective, human
beings are dynamic, unpredictable and embedded in an ever-changing context. Moccia
(1985) asserts that a dialectical perspective which acknowledges the dynamic relationship
of human beings and environment is consistent with Rogers' conceptual system (1970,
1992).
According to Reed (1992), the definition of spirituality from the worldview of
developmental contextualism is
the propensity to make meaning through a sense of relatedness to dimensions that
transcend the self in such a way that empowers and does not devalue the
individual. This relatedness may be experienced intrapersonally (as in
connectedness with the self), interpersonally (in the context of others and the
natural environment), and transpersonally (referring to a sense of relatedness to
the unseen, God, or power greater than the self and other resources) (p. 350).
Consistent with this perspective, others have defined spirituality in te~s of personal
views and behaviors that express a sense of relatedness to a transcendent dimension or to
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something greater than the self (Fahlberg, Wolfer, & Fahlberg, 1992; Farran, Fitchett,
Quiring-Emblem, & Burck, 1989; Haase, Britt, Coward, Leidy, & Penn, 1992;
International Work Group on Death, Dying, and Bereavement, 1990; Malinski, 1989).
Spirituality has also been interpreted as a dynamic process of increasing
awareness of the meaning, purpose, and values in life (Burnard, 1987; Carson, 1993;
Sodestrom & Martinson, 1987; Soeken, and Carson, 1987).
Significance
This study is significant for nursing science in terms of both the substantive focus
and theoretical implications. Although the theoretical foundation for a developmental
framework for aging and dying has been proposed for nursing, most research in nursing
has been restricted to a narrow focus of symptom management. Historically, nursing
knowledge about aging, dying, terminal illness, and death has been limited to clinical
practice and focused on the technical tasks to be preformed by nurses (Benoliel, 1983;
Kresevic & Lincoln, 1995; Wolf, 1991). In a review of empirical investigations about
death, dying, and terminal illness from 1965 to 1981, Benoliel (1983) found nursing
studies to be lacking a central paradigm. She described fragmented pieces of research
with inconsistent quality of methodology and lack of conceptual clarity regarding stated
relationships to established knowledge and theory. Moreover, there has been little attempt
to integrate clinical, empirical, and conceptual knowledge about the dying process.
The ensuing problem is both heuristic and pragmatic in nature. Heuristically,
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research and clinical practice lack a unifying direction, resulting in isolated descriptions
of phenomena associated with aging and dying. From a pragmatic perspective, the
explanatory value ofthe information generated from all three sources of knowledge is
severely limited when there is no conceptual link between research and clinical practice.
Just how to determine when there is an advancement of knowledge, when new knowledge
has been generated, and when there are relationships between death-related phenomena
becomes exceedingly difficult. It is suggested here that an integration of nursing
knowledge about phenomena associated with the end of life is needed. Further, a nursing
developmental framework is suggested as one unifying perspective.
The experiences of aging and dying are essential aspects of the life process. As
such, they reflect the ongoing capacity for personal transformation and developmental
change which may have a significant influence upon health. A better understanding of
developmental patterns associated with end-of-life-experiences is necessary for
advancement of nursing knowledge and may provide insight into influential factors
associated with human health in persons facing death. This study also contributes to
theory-based nursing research generated from nursing conceptual models. Specifically,
the proposed research will add to extant empirical knowledge developed from Rogers'
conceptual system for nursing.
The nursing developmental framework proposed for this research addresses key
phenomena associated with dying in the life process, namely, spirituality and health.
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Within this framework, individuals are not reduced to negative or positive psychosocial
responses in the face of death. Moreover, questioning the meaning and purpose of life
within the context of aging and dying are not pathological. It reflects the dynamic process
of integrating the whole of the experience of aging and dying within the life process.
Knowledge generated from this proposed research will add to extant
developmental theory and research about the experience of dying, and eventually to the
fonnation of developmental theory-based clinical nursing interventions which foster
spirituality and health in persons at the end of life.
Philosophical Orientation
All theory and research is derived from or leads to philosophy (Silva, 1977). The
epistemology of nursing includes both scientific theories and a philosophical foundation
to place theories within a larger context (Sarter, 1988a). The philosophical foundation of
the theoretical framework proposed for this investigation is based upon Rogers' Science
of Unitary Human Beings (Rogers, 1970, 1987, 1992) and the idealist view of the
evolution of consciousness (Sarter, 1987, 1988a, 1988b, 1989; Teilhard de Chardin, 1959,
1966, 1969). The philosophies underlying both of these perspectives provide an internally
consistent base for generating knowledge (Sarter, 1987, 1988b).
Underlying Assumptions
A key assumption underlying Teilhard's and Rogers' worldview is that human
beings are integral with the environment and, thus, cannot be considered separate from it.
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Human beings and the environment are unitary, irreducible, indivisible, pandimensional
energy fields identified by pattern and manifesting characteristics that are specific to the
whole and which cannot be predicted from knowledge of the parts (Rogers, 1992).
Unitary implies that the person is inextricably tied to the environment in a
dynamic flowing web of interconnections (Cowling, 1990; Malinski, 1986a). Person and
environment exist in a universe of open systems.
Both Teilhard and Rogers view energy as the basic unit of the life process
(Rogers, 1990; Teilhard de Chardin, 1969). Inherent in the conception of person as
energy field is the idea that human beings extend beyond their skins. Human and
environmental fields are "coextensive with the universe" (Rogers, 1970, p. 53). In a
universe without boundaries, everything is interconnected with energy patterning
(Malinski, 1986a). Energy is the unifying force which integrates persons and environment
in what Teilhard (1959) refers to as a "collective unity" (p. 42).
This interconnectedness is pandimensional in nature. Persons and environment
exist in a nonlinear domain without spatial or temporal attributes (Rogers, 1992).
Temporally, the relative present is a synthesis of past, present, and future. Spatially, one
persons's relative present encompasses the future of another persons or one's own
anticipated future (Phillips, 1990).
Pattern is a key concept in Rogers' conceptual system. Each person is identified
by a unique energy field pattern in mutual process with a unique environmental pattern.
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Human beings are not identified by disease states. Rogers asserts that characterizing
individuals by pathological outcomes "denies man's unity with nature and its'
evolutionary becoming" (Rogers, 1970, p. 85). Thus, the phrase "terminally ill" is not
consistent within the philosophy of Rogerian science. Rogers (1992) states that patterns
are not observable. However, manifestations of pattern are observable events which
emerge out of the mutual human-environmental field process. The nature and direction of
human development is reflected in Rogers' three principles of homeodynamics (Rogers,
1990, 1992).
Rogers' principle of resonancy represents the continuous process of development
from lower to higher frequency wave patterns in human and environmental fields.
Wavelength and frequency are associated with the diversity and complexity of pattern.
The shift toward shorter wavelengths is associated with faster rhythms and accelerating
evolutionary development (Malinski, 1986b). The principle ofhelicy advances the view
that development is continuous, innovative, unpredictable, and reflects the increasing
diversity of the mutual process of human beings and the environment. Rogers' principle
of integrality characterizes the nature of development in terms of the mutual process of
human and environmental energy fields.
In sum, manifestations of pattern reflect the continuous, dynamic, irreducible,
nonlinear process of unitary development. Further, development can be characterized by
the capacity of human beings to integrate increasingly diverse and innovative patterns
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into the life process.
According to Teilhard (1969), the basic movement evolution of greater
consciousness (viewed here as another term for development) is towards complexity and
organization ("individual or collective", p. 27). The evolution of consciousness is
assigned paramount significance in Tielhard's philosophy. Self-awareness, an indicator of
reflective consciousness, is a transforming process of conscious organization of human
energy (Tielhard de Chardin, 1969). Sarter summarizes the evolutionary idealist
perspective as a clarification of Rogers' view of the life process in the statement "the
evolutionary idealist interprets the purpose of evolution to be the unfolding of
consciousness: specifically, the refinement and development of cognition, volition, and
emotion (knowledge, power, and feeling)" (Sarter, 1987, p. 5).
The capacity for self-awareness is also evident in Rogers' early writings about the
sentient nature of human beings (Rogers, 1970). In a later revision of her conceptual
system, Rogers' asserts that "people have the capacity to participate knowingly and
probabilistic ally in the process of change" (Rogers, 1987, p. 141). Nursing theories
derived from Rogers conceptual system advance the idea that health is a developmental
phenomenon indicative of expanding consciousness (Newman, 1986) and a process of
actualizing potentials for well-being by knowing participation in change (Barrett, 1990a)
A fundamental aspect of Teilhard's philosophy is the notion that spirituality is a
phenomenon central to the essence of what it is to be a human being. Teilhard states that
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spirituality is "the very thread of which the other phenomena are woven for us. It is the
thing we know best in the world, since we are itself, and it is for us everything" (Teilhard
de Chardin, 1969, p. 93). Rogers does not specifically discuss spirituality as a feature
inherent in her conceptual system. Malinski (1989), however, describes spirituality as
both the existence and experience of interconnectedness of human and environment. She
further suggests that "spirituality is integrality, both an inherent feature of the framework"
(Rogerian) and a manifestation offield process" (Malinski, 1989, p. 4).
Theoretical Framework
The theoretical framework for the proposed research was developed retroductively
as a framework to understand salient patterns of human development at the end of life.
Seven concepts were chosen for investigation based on an iterative process of inductive
and deductive reasoning. Inductive strategies were: a) the synthesis of information
compiled from the investigator's 15 years of clinical experience with dying adults,
including five years as a facilitator of a weekly support group for women with AIDS; b)
review of entries in a personal journal; and c) a qualitative study investigating meaning in
life for persons with HIV Spectrum Disease (McGaffic, 1992). Deductive strategies were:
a) a literature review of constructs and related concepts; b) analysis of major concepts,
and c) theory derivation of Rogers' conceptual system for nursing (Rogers, 1970, 1992).
The theoretical framework for this study identifies seven developmental patterns
(concepts) believed to be correlates of two unitary phenomena (constructs) important to
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aging and dying in the life process.
Validity Links: Conceptual and Empirical Support
Theoretical constructs may be considered abstract and latent rather than concrete
and observable (Nunnally & Bernstein, 1994). Because constructs concern domains of
observables, a better measure of any construct is obtained by "combining the results from
a number of measures than by taking anyone of them individually" (Nunnally &
Bernstein, 1994, p. 86). Within this theoretical framework, the unitary phenomena of
spirituality and health are considered abstract conceptualizations of unitary development.
As such, they can neither be measured or directly observed. Neither can patterns of
unitary development be observed. However, manifestations of these patterns are
observable and reflect the whole. Further, patterns are postulated to be correlates of the
mutual process of human-environmental unitary development (Cowling, 1990).
Construct of Health and Four Indicators
Table 2 presents definitions of the construct of health and the four patterns
indicative of health ,namely, power, death awareness, and well-being.
Power as a pattern of health. Support for power as a manifestation of the pattern
of health is theoretical. It has not been conceptualized as a pattern of health in empirical
studies. Barrett's (1983, 1986, 1989) theory of power as knowing participation in change
is derived from Rogers' principle ofhelicy. Power reflects a pattern manifestation of
human beings as they evolve and change continuously, with innovation, and diversity.
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Barrett (1989) asserts,
depending on the nature of awareness, the choices one makes, and the freedom to
act intentionally, and the range of situations in which one is involved in
creating changes as well as the manner in which one knowingly participates vary
(p.207).
It is theorized here that expanded awareness is central to the process of dying in

the life process. Actualizing potentials (e.g. freedom to act intentionally) is a salient
aspect of the dying process (Phillips, 1990). Power is considered essential in the health
patterning process (Barrett, 1990a) and is consistent with a Rogerian perspective of health
and dying in the life process (E.A.M. Barrett, personal communication, February 4,
1994).
Death Awareness as a pattern of health. The concept of death awareness as a
unitary pattern of health was derived for this research by the investigator for the purpose
of examining pandimensionality (formerly four-dimensionality or multidimensionality), a
key postulate in Rogers' conceptual system (Rogers, 1992). Moreover, death awareness
reflects a pattern indicative of the innovative increasing diversity of the personenvironment evolutionary process (M. E. Rogers, personal communication, June 16,
1992).
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Table 2
Definitions ofhealth and conceptual indicators

CONSTRUCT
HEALTH

A phenomenon of unitary patterning characterized by
the continuous, innovative process of self-awareness
and the capacity to knowingly make choices which
enhance satisfaction with life as a whole.

CONCEPTS
Power

The capacity to participate knowingly in the nature of
change characterizing the continuous patterning of the
human and environmental fields as manifested by
awareness, choices, freedom to act intentionally, and
involvement in creating change (Barrett, 1986, 1989).

Symptom Transition

Awareness of changing patterns of health as health
is defined by the individual.

Death Awareness

A pattern of unitary development in which the
individual incorporates previously unperceived
knowledge of another realm of existence within the
context of life as it is experienced now in the
relative present.

Well-Being

Perceived satisfaction with life as a whole reflected by
statements of positive regard for life as it is currently
experienced in the relative present.

It is theorized here that death awareness is particularly salient in certain groups of
individuals, namely, aging adults and dying adults. This is because these individuals are
confronted with their personal mortality in daily life. For aging adults, physical signs of
aging and experience with dying in friends and relatives contribute to their death
awareness. For dying adults, symptoms of illness and contacts with health care providers
provide daily reminders of death. The theoretical emphasis here is not on the labels of
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tenninal illness or advancing age, but on the pattern of death awareness which may cooccur with these contextual factors.
Defined as a nonlinear domain without spatial or temporal attributes, hypotheses
generated for Rogerian research about pandimensionality in dying adults have not been
supported thus far. Rawnsley (1986) examined non-temporal attributes, defined as
acceleration of rate of changes in the human field. Nonspatial attributes or paranonnal
phenomena were defined as a transitional experience of movement from one aspect of
development through another (McEvoy, 1990).
The problem inherent in both of these research studies was that each investigator's
conceptualization of dying is based on disease state and observable phenomena. The
importance of study participants' perception of dying was not acknowledged.
Reed (1986c) investigated the relationship between the degree of positiveness
about personal death and aspects of pandimensional awareness (time left until death, and
belief in after life). Findings from this study suggest that a positive perspective of death
was present in tenninally ill adults.
Thus, awareness of dying is a perception by the individual of the pandimensional
nature of reality. Acknowledging physical signs of aging, the deaths of others, personal
encounters with death from childhood to adulthood, sociocultural influences, as well as
the individual's perception that s/he is tenninally ill, are factors which increase death
awareness (Kastenbaum, 1992). Each ofthese factors, as well as the experience of dying
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as it is commonly viewed in the life process, reflect the innovative, mutual, personenvironmental process of pandimensional awareness. Death awareness reflects the
developmental pattern of health as individuals integrate their pandimensional awareness
of dying with present life.
Symptom transition as a pattern of health. There is both empirical and theoretical
support for symptom transition as a pattern of health. Research examining
symptomatology has utilized subjective and objective measures of symptom distress in
persons facing death as an indicator of health status (Coward, 1991; McCorkle; 1987;
McCorkle et aI., 1989). In two qualitative studies of dying adults, perceived symptoms of
illness were identified as significant aspects of health and well-being of participants
(Longo, Spross & Locke, 1990; Sameral, 1989). Symptoms are a salient aspect of both
aging and dying.
A pathological conceptualization of symptomatology, as a distressing aspect of
health, was identified as the prevailing perspective in a review of research about
symptoms in dying adults (McCorkle, 1987). DeGroot (1989) examined symptom
transition, defined as a perceived state of illness symptom change, as important for wellbeing in research with persons diagnosed with Chronic Fatigue Dysfunction Syndrome.
DeGroot further acknowledged the importance for patients to discriminate between
symptoms which signal deteriorating conditions with those which have an impact on their
daily life, but are not as serious.
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It is suggested here that awareness of symptoms in transition, unattached to value-

laden terminology such as distress, is an important pattern indicative of health and
reflecting the innovative, continuous mutual human-environmental process in livingdying and as such is correlate of unitary development. This is consistent with the
developmental theory of health as expanded consciousness; symptoms of disease can help
people see themselves and their interactions with others more clearly (Newman, 1986).
Well-being as a pattern of health. Well-being has been identified as one of the
predominate conceptualizations of health in nursing research (Newman, 1991). Several
empirical investigations of well-being support the conceptualization of well-being as a
developmental phenomenon at the end of life (Coward, 1990; 1991; Reed, 1987).
Conceptualized as satisfaction with life as a whole, well-being is indicative of the unitary
phenomenon of health because it reflects the mutual person-environmental integrative
process of patterning life satisfaction as it is experienced in the past, present, and future.
Construct of Spirituality and Three Indicators
Table 3 presents definitions for the construct of spirituality and the patterns
indicative of spirituality. Self-Transcendence, spiritual perspective, and meaning in life
and death are patterns reflecting spirituality for this research.
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Table 3
Definitions of spirituality and conceptual indicators
CONSTRUCT

SPIRITUALITY

A phenomenon of unitary patterning characterized
by the propensity to create meaning through a sense
of relatedness to dimensions that are perceived to
transcend the self in such a way that empowers and does
not devalue the self. (Derived from Reed, 1992).

CONCEPTS

Self-Transcendence

A pattern of unitary development which reflects the
perceived expansion of self boundaries and
orientation toward broadened life perspectives and
purposes of the life process as a whole. (Derived
from Reed, 1991 d).

Spiritual Perspective

A pattern of unitary development characterized as a
way of being or experiencing a mystical union with
God, Nature, or some other realm of existence.

Meaning and Purpose
in Life and Death

A pattern of unitary development in which a sense
of purposefulness in life and death is created
through the integration of diverse personal
experiences throughout the life process into a
meaningful personal existence in life as a whole.

Self-transcendence as a pattern of spirituality. Self-transcendence has been
conceptualized as a developmental process of spirituality in which there is an extension
of self-boundaries and increased awareness of the values inherent in relationships and
activities of life (Reed, 1992). This extension of self-boundaries has been demonstrated
in research to be important to the health and well-being of people with cancer (Coward,
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1990, 1991 ), AIDS (Coward & Lewis, 1993; Coward, 1994) and for older adults (Reed,
1991c; Reed & McGaffic, 1994).
Spiritual perspective as a pattern of spirituality. Spiritual perspective is
manifested in activities and beliefs of daily life that reflect a mystical experience or
personal knowledge of God or higher power. Spiritual perspective has also been more
narrowly viewed as the sense of well-being in relation with God (Ellison, 1983).
Whether narrowly viewed or conceptualized more broadly in a mystical sense, spiritual
perspective has been demonstrated to have a significant impact on well-being in persons
facing death (Belcher, Dettmore, & Holzemer, 1989; Carson, Soeken, Shanty, & Terry,
1990; Carson & Green, 1992; Highfield, 1992; Reed, 1986a, 1986b; 1987, 1991c).
Meaning and purpose in life and death as a pattern of spirituality. According to
Frankl (1969) the essence of human motivation is the desire to find meaning in life. He
further asserts that facing death is an important factor in life's meaning. The issue is not
that life has no meaning because one's death is so unpredictable; rather it is the fact that if
death has no meaning, life has none either (Frankl, 1959).
In nursing, meaning in life has been linked conceptually to spirituality.
Spirituality, defined broadly as a motivational force that enables persons to find meaning
in life in activities that express a sense of relatedness to something greater than the self
(Granstrom, 1988; Haase, Britt, Coward, Leidy, & Penn, 1992; Heriot, 1992; Highfield,
1992; Reed 1991 a, 1992). In the context of dying, meaning in life has also been found to
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be a significant aspect of the experience of dying (Browne et. aI., 1988; Burbank, 1992;
McGaffic, 1992; Nokes & Carver, 1991; O'Connor, Wicker, & Germino, 1990; Weisman
& Worden, 1975; Weiss, 1988.)

Within this framework, dying is considered as a continuation of the life process.
The capacity to create meaning and purpose in life and death is considered to be a salient
pattern of the developmental phenomenon of spirituality.
Relationships Among Variables
Spirituality and health were viewed here as unitary developmental phenomenon
in the living-dying process. Twenty-two relationships among the study variables were
proposed in the theoretical framework. They are: 1) power is positively related to death
awareness; 2) power is positively related to symptom transition; 3) power is positively
related to well-being; 4) power is positively related to self-transcendence; 5) power is
positively related to spiritual perspective; 6) power is positively related to spiritual
perspective; 7) power is positively related to meaning and purpose in life and death; 8)
death awareness is positively related to symptom transition; 9) death awareness is
positively related to well-being; 10) death awareness is positively related to selftranscendence; 11) death awareness is positively related to spiritual perspective; 12) death
awareness is positively related to meaning and purpose in life and death; 13) symptom
transition is positively related to well-being; 14) symptom transition is positively related
to self-transcendence; 15) symptom transition is positively related to spiritual
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perspective; 16) symptom transition is positively related to meaning in living-dying; 17)
well-being is positively related to self-transcendence; 18) well-being is positively related
to spiritual perspective; 19) well-being is positively related to meaning and purpose in life
and death; 20) self-transcendence is positively related to spiritual perspective; 21) selftranscendence is positively related to meaning and purpose in life and death; and 22)
spiritual perspective is positively related to meaning and purpose in life and death The
theoretical model depicting these relationships is presented in Figure 1.
Operational Definitions of Study Variables
For the purpose of this study, the following operational definitions of the study
variables were used:
Power. The degree of knowing participation in the nature of personal change
through awareness, choices, freedom to act intentionally and involvement in creating
change as measured by the Power as Knowing Participation in Change Tool Version II
(PKPCT, VII) (Barrett, 1983,1986).
Personal death awareness. The degree of awareness of dying expressed as
thoughts, feelings and emotions about personal death as measured by the Personal Death
Awareness Scale (PDAS) (McGaffic, 1993).
Symptom transition. The degree to which illness symptoms are perceived to be in
a state of change or transition as measured by the DeGroot Perceived Symptom
Transition Scale (DPSTS) (DeGroot, 1989).

Figure 1_ Theoretical Model of Health and Spirituality in the Living-Dying Process
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Well-being. The degree of satisfaction with life as measured by the Index of
Well-Being (IWB) (Campbell, Converse, & Rogers, 1976).
Self-transcendence. The degree of expansion of self- boundaries through
intrapersonal, interpersonal, and temporal experiences as measured by the SelfTranscendence Scale (STS) (Reed, 1989).
Spiritual perspective. The degree to which one experiences personal knowledge
of God, Nature, or other realm of existence as measured by the Spiritual Perspective
Scale (SPS) (Reed, 1987).
Meaning and purpose in life and death. The degree of meaning and
purposefulness in life and death as measured by the Purpose in Life Test (PIL)
(Crumbaugh & Maholick, 1969). A narrative question about the personal meaning of
death will be asked and the Death Construct Coding Dictionary ( Holcomb, Neimeyer, &
Moore, 1993; Neimeyer, Fontana & Gold, 1984).
Relationships Among Variables
Many of the relationships among the concepts under investigation were unknown,
as they had not been empirically investigated. It was theorized that each of the variables
were positively related to each other. Power, death awareness, symptom transition, and
well-being, as patterns of the unitary phenomenon of health were theorized to be
positively related to each other. Self-transcendence, spiritual perspective, and meaning
and purpose in life and death, as patterns of spirituality were also theorized to be related
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to each other. Only extant empirically discovered relationships among variables will be
described in the following section.
Power and spiritual perspective. In a geographically stratified sample of252 men
and women, 172 polio survivors and 80 individuals who did not have polio, Smith (1995)
found a significant relationship between spiritual perspective and power.
Power and self-transcendence. Barrett (1986) demonstrated a positive
relationship between power and human field motion (HFM) as an experience that
"transcends space and time as well as movement and stillness II (p.180).
Power and meaning and purpose in life and death. Rizzo (1990) found a positive,
significant relationship between power (as conceptualized here) and meaning and
purpose in life and death (as measured by the Purpose in Life test) in a study of 84
community dwelling adults 65 years or older. There have been several studies examining
the relationship between locus of control (attributed to self-internal or to other-external)
and meaning in life. A study comparing critically ill adults with noncritically ill adults,
revealed that the critically ill adults had significantly greater purpose in life and expressed
control than noncritically ill adults (Thomas & Weiner, 1974). Moreover, a significant
relationship between expressed control and meaning in life was found in the group of
critically ill adults.
In a study of 40 "normal" adults and 40 schizophrenic adults, meaning in life was
negatively correlated with external locus of control and positively correlated with internal
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locus of control (Yarnell, 1971). Yarnell concluded "individuals with greater purpose in
life see themselves as more in control of situations than those with less purpose "(P. 78).
Meaning in life was inversely related to external locus of control in a study of 134
depressed adults (Phillips, 1980).
Death awareness and meaning and purpose in life and death. Koestenbaum
(1971) suggests that human beings are forced to create meaning and purpose of existence
when confronted with personal mortality. Awareness of dying was positively related to
meaning in life in two studies of "well" adults (Drolet, 1990; Kuiken & Madison, 198788). In other studies, fear of death was inversely related to meaning in life in college
students (Durlak, 1972), in middle-aged adults (Blazer,1973), and elderly adults
(Rapport, Fossler, Bross, & Gilden, 1993). Fear of death is conceptualized here as
inversely related to death awareness; death awareness represents expanded awareness of
the life process. Whereas, fear of death as avoidance of death results in a depersonalized,
empty life which seems to hold little meaning or purpose (Heidegger, 1926).
Well-Being and spiritual perspective. A positive significant relationship between
spiritual perspective and well-being was found in adults with cancer (Reed, 1986b; 1987)
and adults with AIDS (Belcher, Dettmore, & Holzemer, 1989; Grief & Poremboski,
1988; Kendall et al.; 1989; Warner-Robbins & Christiana, 1989 ).
Well-Being and self-transcendence. A positive relationship between well-being
and self-transcendence was expected as these two variables were related studies of
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women with advanced breast cancer (Coward, 1990, 1991) and for older adults ( Reed,
1989, 1991c). Further support for this relationship is evidenced in the positive
relationships found between social interactions and well-being in adults with cancer
(Bloom & Speigel, 1984; Ishi-Kuntz, 1990) and end-stage renal disease (Christensen,
Turner, Slaughter,& Holman, 1989).
Well-being and meaning and purpose in life and death. Several empirical studies
have demonstrated a positive relationship between meaning in life and well being.
Crumbaugh (1968) found an inverse relationship between meaning in life and depression
in schizophrenic and "normal" adults. In a study of75 persons with advanced cancer
(Lewis, 1989), self-esteem was positively related to meaning in life and anxiety was
inversely related.
In another study supporting the theorized relationship, Reker, Peacock, and Wong
(1987) found that meaning and purpose in life were significantly related to perceived
well-being in their study of 300 adults at five developmental stages from young
adulthood to oldest-old.
Other Theoretical Variables for Investigation
The relationship among the study variables and the contextual variables of
age, gender, education, religious background, and past experiences with death were also
examined. Several studies of adults at the end of life have demonstrated significant
relationships with these contextual variables and one or more of the study variables
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(Rappaport, Fossler, Bross, & Gilden, 1993; Reed, 1987, 1991c; Rigdon & Epting, 1985;
Thomas & Weiner, 1974).
Research Questions
Ten specific research questions derived from the framework were examined:
(1) What is the relationship between variables indicative of health (power as
knowing participation in change, personal death awareness, symptom transition, wellbeing) and variables indicative of spirituality (self-transcendence, spiritual perspective,
meaning and purpose in life and death) in the combined group of aging and dying
adults?
(2) What is the relationship between each variable indicative of health (power as
knowing participation in change, personal death awareness, perceived symptom
transition, well-being) and each variable indicative of spirituality (self-transcendence,
spiritual perspective, meaning and purpose in life and death) among aging adults?
(3) What is the relationship between variables indicative of health (power as
knowing participation in change, personal death awareness, perceived symptom
transition, well-being) and variables indicative of spirituality (self-transcendence,
spiritual perspective, meaning and purpose in life and death) among dying adults?
(4) What is the difference between aging adults and dying adults in each indicator
of health (power as knowing participation in change, personal death awareness, perceived
symptom transition, well-being)?
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(5) What is the difference between aging adults and dying adults in each
indicator of spirituality (self-transcendence, spiritual perspective, and meaning and
purpose in life and death)?
(6) Which patterns indicating spirituality (self-transcendence, spiritual
perspective, meaning and purpose in life and death) best explain indicators of health
(power as knowing participation in change, personal death awareness, perceived
symptom transition, well-being) in the combined group of adults?
(7) Which patterns indicating spirituality (self-transcendence, spiritual
perspective, meaning and purpose in life and death) best explain indicators of health
(power as knowing participation in change, personal death awareness, perceived
symptom transition, well-being) in aging adults?
(8) Which patterns indicating spirituality (self-transcendence, spiritual
perspective, meaning and purpose in life and death) best explain indicators of health
(power as knowing participation in change, personal death awareness, perceived
symptom transition, well-being) in dying adults?
(9) What are the death constructs reflecting meaning in death among aging adults?
(l0) What are the death constructs reflecting meaning in death among dying
adults?

Summary
This chapter presented the research problem and an overview of aging and dying
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in the life process, identified the significance and purpose of the proposed research,
explicated the philosophical orientation and theoretical framework, and identified
research questions for investigation. Chapter two includes a review of literature relevant
to the concepts proposed for this investigation.
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CHAPTER 2
Literature Review
The purpose of this chapter is to provide an overview of the literature
relevant to the patterns of health and spirituality presented in the theoretical framework in
the previous chapter. The focus of the literature review is the discussion of empirical
support for these patterns as they are experienced in aging adults and dying adults. Four
patterns indicative of health are examined. They are: power, death awareness, symptom
transition, and well- being. Three patterns indicative of spirituality included in this review
are; self-transcendence, spiritual perspective, and meaning and purpose in life and death.
Patterns of Health
The metaparadigm of nursing has long been characterized by four central
concepts, person, environment, health, and nursing (Fawcett, 1989). Health, a central
focus for nursing science, has been variously defined. Moreover, many different
variables have been used to operationalize health further contribute to the lack of
understanding about this important phenomenon.
The perspective of health as a dynamic process inclusive of illness predominate
recent conceptualizations of health (Hutch, 1991; Jensen & Allen, 1993; Newman, 1987;
Tripp-Reimer, 1984). Moreover, the experience of illness can accelerate personal
development through increased awareness and transfonnational change (Moch, 1989).
Despite the shift in perspective to a more developmental view of health, two recent
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reviews of research related to health in nursing (Newman, 1991; Reynolds, 1988)
revealed that health was most often operationalized as symptoms of illness, absence of
disease, and functional ability.
For the purpose of this research, health is viewed as a multidimensional construct
reflected by the following four patterns: power as knowing participation in change,
personal death awareness, perception of symptoms in transition, and well-being.
Power
Power is variously defined and operationalized in research. In clinical
populations, power is most often defined as a subjective sense of control over treatment
decisions, the environment, significant others, or physical symptoms (Dennis, 1987;
Hawks, 1991; Miller, 1985; Oberele, 1991). Other power-related tenns include
powerlessness (Boening & Mongera, 1989) defined as perceived inability to have control
over oneself or one's life, and empowennent (Gibson, 1991; Gray, Doan, & Church,
1991; Jones & Meleis, 1993) which encompasses individual responsibility as well as the
political and social influences on personal control. There are few empirical investigations
of power as it is defined for this proposed research as knowing participation in change
(Barrett, 1983, 1989; Bramlett & Guledner, 1993; Morris, 1991, Rizzo, 1990; Smith,
1995). The underlying assumption for each of these definitions is that power is a
subjective experience dependent upon the perceptions of the individual.
Due to the limited research about power as it is defined for this study, research
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about power as knowing participation in change and power as personal control are
reviewed in relation to the experiences of aging adults and dying adults.
Power' The capacity to knowingly participate in change. The definition of power
as the capacity to knowingly participate in change is derived by Barrett (1983) from
Rogers' conceptual system for nursing (1970). Power is viewed as a manifestation of
pattern for human beings in continuous, innovative, and diverse mutual process of
evolution with the environment. Barrett (1983) constructed the Power as Knowing
Participation in Change Test (PKPCT) to measure power based upon Rogers' theoretical
system. Four dimensions of power are conceptualized by Barrett. They are: awareness,
choices, freedom to act intentionally, and involvement in creating change. Although the
term power is not used, findings from several studies support one or more of these four
dimensions of power.
Self-awareness is found to have a significant influence on health-related
behaviors in study of self-care behaviors in 162 community-dwelling HIV positive men
(Lovej oy, Paul, Freeman, & Christianson, 1991). A significant increase in self-care
behaviors is found in relation to increased awareness of HIV seropositive status.
Support for the dimension of choices as an important aspect of health is identified
in qualitative research designed to investigate descriptions of health in five adults
diagnosed with AIDS and five adults diagnosed with end-stage cancer (Fryback, 1993).
Content analysis of descriptions health identified personal control, the belief that one has
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choices or can exert an effect on the outcomes of events, as an important aspect of the
mental-emotional domain of health . Freedom to act intentionally (action -oriented
activities) exert a significant impact upon health-related variables for chronically ill
adults. Preference for personal action has been determined to be a successful coping
strategy in minimizing uncertainty and helplessness in a study of 108 chronically ill
adults (Viney & Westbrook, 1984).
Involvement in creating change is important to health for 29 cardiac
rehabilitation patients (Fleury, 1991). Changing and integrating change emerged as
central categories for facilitating the emergence of new and positive health patterns in
this grounded theory research. Two exploratory studies offer further support the
importance of involvement in creating change within the context of health. Shared control
( involvement in treatment decisions) with health care providers about treatment-related
decisions is preferred by persons diagnosed with cancer (Degner & Russell, 1988;
Ferrel, Taylor, Grant, & Corbiserio, 1993) and for 70 medical-surgical patients with
varying medical diagnoses (Dennis, 1987).
Several studies have demonstrated the importance of power as knowing
participation in change, as originally conceptualized by Barrett, to the well-being of
aging or chronically ill adults. There has been no published research about power in
dying adults. Barrett (1983) demonstrated a positive relationship between power and
human field motion, an experience of self-transcendence in a national sample of 625
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adults. Health status of the study participants were not reported, thus, no generalizations
can be made to the populations of aging or dying adults.
Rizzo (1990) investigated the relationships between power as knowing
participation in change, purpose in life, and life satisfaction in a sample of 84 community
dwelling adults aged 65 or older. Significant positive relationships were found between
power, as measured by the PKPCT and purpose in life, as measured by the Purpose in
Life Test, and between power and satisfaction with life as measured by the Cantril
Ladder.
In an exploratory, purposive sample comparing power and well-being for 31
community-dwelling residents with 30 nursing home residents, Morris (1991) found
significantly higher power and well-being scores for the community dwelling residents
than for the nursing home residents. Moreover, significant positive relationships were
identified between power as knowing participation in change and subjective ratings of
mental and physical health for both groups of older adults.
Bramlett & Gueldner (1993) conducted an intervention study which examined the
usefulness of reminiscent storytelling as a modality to enhance the sense of power in well
elders (ages 60-86). Although there were no statistically significant differences in power
scores between the experimental group which received the intervention of reminiscent
storytelling and the control group. However, the experimental group had increased power
scores after the third intervention, whereas the control group total power scores remained
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essentially the same over time. Both the control and experimental groups exhibited high
power scores ranging from 257 to 276 out of 336 possible.
A significant positive relationship was found between power as knowing
participation in change and spirituality, as measured by the Spiritual Orientation
Inventory (SOl), in a geographically stratified sample of 172 polio survivors and 80
people who did not have polio (Smith, 1995).
The findings of these studies suggest that power as knowing participation iIi
change is an important aspect of the experience of health for aging adults, dying adults,
and for chronically ill adults. Moreover, significant positive relationships were
established for these individuals between power and the following variables; purpose in
life, satisfaction with life, well-being, subjective ratings of health, and spiritual
orientation.
Power: Personal control. Numerous studies have demonstrated positive
relationships between sense of personal control and aspects of health for both aging and
dying adults. The concept control used most often for these studies is derived from
Rotter's (1954) social learning theory which asserts that an individual's behavioral
response to a specific event is contingent on one's locus of control, which may be
internal or external. Internal locus of control refers to the degree to which individuals
perceive the events that happen to them as under their control. External locus of control
refers to the degree to which individuals attribute the events that happen to them to luck
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or to powerful others (Levenson, 1973). This conceptualization of power as personal
control (internal locus of control) is decidedly different than the concept of power as the
capacity to knowingly participate in change. Power as personal control does not include
the mutual process of person-environment interactions, as is implied by the concept of
power as knowing participation. However, research about power as personal control has
identified significant relationships with health-related phenomenon for aging adults and
for dying adults and supports the idea that subjective perceptions of personal control is an
import aspect of the experience of health.
Internal locus of control, as measured by the Cancer Health Locus of Control
Scale (CHLC), (Dickson, Dodd, Carrieri & Leveson, 1985) and the Multidimensional
Health Locus of Control Scale (MHLC) (Walston, Walston & Devellis, 1978) had a
statistically significant positive effect on perceived well-being, as measured by the Index
of Well-Being (IWB) (Campbell, Converse, & Rogers, 1976) in a convenience sample of
31 malignant melanoma survivors (Dirksen, 1989) .
A single item indicator of personal control over life was significantly associated
with higher levels of self esteem, lower self-reported anxiety, and more purpose in life in
a sample of 57 adults diagnosed with metastatic cancer (Lewis, 1982). The use of one
item to measure a multidimensional construct has been criticized as for lacking reliability
and validity in most cases (Nunnally & Bernstein, 1994). The relationship among study
variables was not significant when the Multidimensional Health Locus of Control Scale
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was used as the empirical indicator for personal control.
Locus of control was also examined in a longitudinal study of 5 1 women
diagnosed with advanced breast or ovarian cancer (Payne, 1992). However, the measure
of locus of control (MHLC) did not meet the acceptable criterion for reliability of. 70
and investigation of the relationships among the study variables was not possible.
A study concerned with psychosocial adjustment in 54 women diagnosed with
gynecological cancer revealed that personal control over physical functioning was a
significant predictor of psychosocial adjustment (Mischel, Hostetter, King, & Graham,
1984). However, limited conclusions can be made because personal control over physical
function was measured by a one-item question asking to state the time since prior
hospitalization. Moreover, the authors theorized that recent hospitalization reflected
inability to control physical functioning, although no supporting evidence for this
theorization was cited.
Two studies concerning healthy lifestyles detennined that internal locus of
control, or perceived personal control over health had a significant impact on healthy
lifestyles in older adults. In a sample of 477 community dwelling adults over the age of
65, Duffy (1993) found subjects who reported their current health as good, had high selfesteem (Rosenberg Self-Esteem Scale), and believed that their health was under their
personal control rather than powerful others (MHLC Scale) were more likely to report
frequent or routine practice of self-actualization, nutrition, interpersonal support, stress
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management and health promotion activities.
Brandt (1987) examined hopelessness (Beck Hopelessness Scale), locus of control
(Rotter Internal-External Scale), and helpfulness of religious beliefs (one item question)
in a sample of 31 women with breast cancer living in the community receiving their ftrst
course of chemotherapy. A signiftcant relationship between hopelessness and external
locus of control was identifted. In this study external locus of control was deftned as
behavioral responses resulting from factors beyond personal control such as luck, chance
or fate.
The research cited here provides support for the importance of personal control as
an aspect health for aging and dying adults. For aging adults, personal control,
conceptualized as internal locus of control, was signiftcantly related to self-esteem, selfactualization, and health-promoting activities. For dying adults, personal control was
related to well-being, self-esteem, and psychosocial adjustment. Limitations of the
research cited here was mostly methodological in nature. Most notably, the lack of
internal consistency of the Multidimensional Health Locus of Control Scale for dying
adults restricts the use of this instrument in this population. The limitations of locus of
control as a phenomenon salient for investigation in nursing is supported by Oberle
(1991), who asserts that extant research about locus of control "has not provided
conclusive results or direction for practice II (p. 805). Although most of the studies
discussed here were not included in Oberle's article, she advances the view that lack of
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methodological rigor and consideration for construct validation has rendered research in
locus of control of little value for nursing.
Death Awareness
The concept of death awareness lacks conceptual clarity and consistency of
operalization in research. Various orientations towards death, such as death anxiety, death
threat, and fear of death have been used interchangeably with each other and with the
concept of death awareness (Kastenbaum, 1992). Most often, investigations of deathrelated phenomenon are focused on altitudes towards death and psychological responses
to death. The ensuing problem is lack of clarity at both theoretical and operational levels.
The imprecision of conceptual and operational definitions of "death attitudes" was
confirmed in a study which evaluated 15 self-report death scales (Durlak & Kass, 198182). Scales purported to measure fear of death, death concern, death threat, death
acceptance, and reluctance to interact with the dying were administered to 350 college
students. After conducting a factor analysis, the authors concluded that several
presumably unidimensional scales were multidimensional, and the names of several
instruments inaccurately identified constructs being assessed. The other problem inherent
in use of current instruments to measure death attitudes is that the psychometric
properties and subsequent testing have been performed mostly in college students. Thus,
generalizability of findings to aging and dying adults cannot be made.
Although no consensus about the definition of death awareness has been reached,
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personal death awareness is generally viewed from a developmental perspective as a
process in which individuals integrate the inevitability of death within the frame of time
left to live (Chappell, 1975; Chellam, 1980; Fitzpatirck, 1980; Marshall. 1975;
Neugarten, 1979; Reed, 1986). The focus of death awareness is on the temporal variable
of time left live rather than on an attitude of fear in response to the experience of aging or
dying. Moreover, it has been identified as the impetus for change in persons of all ages
(Worden & Proctor, 1976). The limited research about death awareness from the studies
described here suggests that death awareness is important to the health of aging and dying
adults.
Marshall (1975) studied the awareness of death in 50 aging adults which he
defined as the young-old (64-75 years, n=14), the middle-old (76-84 years, n=25), and
the old-old (85-96, n=IO). Participants were asked if the felt they would be alive for more
than ten years, five to ten years, less than five years, or that they expected to die some
time soon). Those who expected to die sooner reported poorer and worsening health.
Conflicting evidence for this inverse relationship between death awareness and
health was found in recent research of death attitudes across the lifespan (Wong, Reker,
& Gesser, 1994). A comparison of various death and health-related variables was made

across three groups of adults living in the community; 100 young adults (aged 18-29),
100 middle-aged adults (aged 30-59) and 100 older adults (aged 60-90 years). The death
attitudes measured were fear, avoidance of death, acceptance of death, approach

77
acceptance of death, escape acceptance, and neutral acceptance of death.
The Approach Acceptance Scale most closely resembles the concept of death
awareness reviewed here, as items reflect the capacity to integrate the inevitability of
death with temporal variables (belief in afterlife, continuation of existence). These
findings suggest that death awareness of older adults reflected more positive attitudes and
feelings of psychological and physical well-being. Older adults were significantly less
afraid of death and more accepting of death as a reality compared with the young adults
and were more accepting of life-after-death than were middle-aged adults. Moreover,
Approach Acceptance was found to be positively associated with subjective well-being
for the older adult group only.
Future orientation, as a measure of temporality was found to have significant
correlations with purpose in life in a sample of fifty-seven older adults living in the
community and ranging in age from 52 to 94 years (Rappaport, Fossler, Bross, & Gilden,
1993). Orientation to the future was significantly, positively correlated with purpose in
life, as measured by the Purpose in Life Test (Crumbaugh & Maholick, 1969, 1981) and
had no relationship to death anxiety.
There have been several studies in dying adults which support the perspective of
death awareness as a significant aspect of health and well-being. Reed (1986c) compared
the relationship between the degree of positiveness about personal death and selected
temporal variables (time-Ieft-until-death, belief-in- afterlife, age, and time since
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diagnosis) for 57 terminally ill adults diagnosed with cancer and 57 healthy adults. The
terminally group perceived that they had significantly less time-Ieft-until-death than did
the community-dwelling group. Belief-in-afterlife was significantly related to positive
death perspectives for both groups of adults. Moreover, the terminally ill group had
slightly greater positive death perspective than did the community-dwelling healthy
group.
Death awareness emerged as the central avenue for finding meaning in life in a
sample of 12 men and women diagnosed with HIV or AIDS (McGaffic, 1993).
Knowledge of death enabled participants to find meaning in life by balancing symptoms,
integrating experiences associated with illness, and through self-transcendent
perspectives. In contrast, awareness of death, was found to have statistically significant
positive correlations with anger and depression in a sample 26 persons dying of cancer
(Wu, 1990). Germino & McCorkle (1985) found that increased death awareness was
significantly correlated to highly distressing physical symptoms in a small sample of
terminally ill cancer patients (n=14). Generalization of findings from these three studies
to other dying adults is limited because of small sample size for each study.
In summary, death awareness was found to be reflect the temporal
orientations of advancing aging, time left to live, belief-in-the-after-life, orientation to the
future. Death awareness is more often found to be positively related to less fear of death,
feelings of psychological and physical well-being, meaning and purpose in life, positive
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perspectives of death, a factor important to integrating life experiences, and for the
capacity for self-transcendence. in both aging and dying adults. There was no relationship
between death awareness and death anxiety for aging adults. A lesser number of studies
found assoCiations between death awareness to negative aspects of health, namely
distressing physical symptoms, anger, and poor, or worsening health.
Symptoms in Transition
Symptoms in transition is defined for this research is awareness of changing
patterns of health as health is defined by the individual. Appraisal of symptom pattern
and the constantly changing nature of symptoms has been identified as important to
health and well-being for both aging and dying adults (Keller, Ward, & Bauman, 1989;
Stoller & Forster, 1994). Symptoms have most often been defined or characterized as
subjective phenomena regarded as indicators of a condition departing from normal
function, sensation, or appearance (Giardono & Wolf, 1993). The focus of most research
has been on distressing symptoms and the impact of symptoms on quality of life for
persons receiving treatment for cancer and AIDS (Germino, 1987; Graham & Longman,
1987; Lovejoy, Paul, Freeman, & Christianson, 1991; McCorkle, 1987; Watson,
Rhodes, & Germino, 1987).
In a review of measurement of symptom distress, McCorkle (1987) identified the
need for measurement of individual symptoms changing over time, as most instruments
consist of specific symptoms as items on the measurement scales. Moreover, much of the
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research has been designed to assess treatment-related symptoms accompanying
chemotherapy, radiotherapy, or biotherapy (Coward, 1991; Ehlke, 1988; GastonJohanson, Franco, & Zimmerman, 1992; Holmes, 1991; McCorkle, 1987; Munkres,
Oberst, & Hughes, 1992; Tishelman, Taub, & Sachs, 1991). In the studies cited here,
symptom distress exerted a significant negative impact on individual's well-being,
relationships with others, self-transcendence, feelings of personal control, and positive
emotional state.
Patterns of changing symptoms for aging adults has received limited attention in
research. Most research in aging adults has focused on the subjective experience of
illness-related symptoms, usually in the form of a symptom checklist in which
predetermined symptom categories are assessed. However, research has demonstrated
that elders attributed the symptoms they were experiencing to the normal aging process
(Haug, Wyckle, & Namazi, 1989; Leventhal, 1984). Moreover, the older person's state
of health at the time of symptom onset influences interpretation. For persons who believe
they are in good health, symptoms experienced were less likely to be perceived as
threatening (Huag, Wyckle, & Namazi, 1989).
Stoller and Forster (1994) examined the 21 day symptom diaries of 667 adults
aged 65 or older. Respondents were asked to rate the seriousness of each symptom
reported on a daily basis. Fewer than one-fourth of the participants rated their symptoms
as definitely serious over the three week period. The overwhelming majority (88.8%) of
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participants reported that something other than disease had caused their symptoms. Most
often, this cause was attributed to the process of normal aging. In the study cited here, the
older adults' interpretation of the seriousness of their symptoms and the stability of
symptoms (e.g. those that remained over time) which affected their decision to seek
health care. Thus, for aging adults the ability to discern patterns of symptoms is
important to their perception of health.
Similarly, for dying adults, the patterns of changing symptoms have not been
systematically examined. Viney and Westbrook (1984) analyzed the content interviews
from a group of29 patients who died, a matched group of non-chronically ill group, and
well subjects. Depression, guilt, fear of bodily loss, and distressing physical symptoms
were identified in the dying group. However, when patients experienced less distressing
symptoms the good feelings that existed for the dying group were similar to those
expressed by the well group.
A significant inverse relationship between changing patterns that were perceived
as extending illness and subjective well-being were identified in for a sample of 56
women receiving adjuvant therapy for recurrent breast cancer (Sidani, 1994). In the same
study, the perception symptoms as improving was positively related to subjective wellbeing.
For persons with AIDS, the cycle of worsening and lessening symptoms are
particularly important to their health and well-being. Longo, Spross, & Locke (1990)
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conducted a study examining the major concerns of 34 adults diagnosed with AIDS.
Monitoring symptoms "one day at a time" was identified as a factor important to
maintaining their focus on health. The link between symptom monitoring and spiritual
perspective was also identified in this research. The experience of changing symptoms,
particularly those changes perceived as negative, were found to be an impetus for
"reconciling with the church.".
In qualitative research about meaning in life for persons with AIDS, monitoring
symptoms of illness was a significant aspect of maintaining self-transcendent
perspectives and finding meaning in life (Coward & Lewis, 1993; McGaffic, 1993). The
constant awareness of the possibility of death through the experience of symptoms and an
understanding of the progression of HIV disease served as the impetus for establishing
and maintaining relationships with others.
Hall (1990) examined the process of hope in a study of 11 men with
asymptomatic HIV disease. In this study, monitoring symptoms was part of the cycle of
having IIgood days and bad days.1I The cyclical nature of the symptoms associated with
HIV disease was important for maintaining hope and personal transformation.
Although there is limited research about changing patterns of symptoms in both
aging adults and dying adults, the research reviewed supports the pattern of symptoms in
transition as a salient aspect of health for both the aging adults and dying adults.
Perceptions of symptoms, positive and negative were important to maintaining hope,
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developing selfMtranscendent perspectives, and reestablishing relationships with God.
WellMBejng
WellMbeing has been identified as an important aspect of human health (Newman,
1991). Although well-being has been objectively measured, the majority of
interpretations of well being are as a subjective experience, as the meaning of the
experience of well-being resides in each individual's interpretation of life events
(Campbell, Converse, & Rogers, 1976; Stock, Okun, & Benin, 1986).
For the purpose of this research, well-being is defined as perceived satisfaction
with life as a whole reflected by statements of positive regard for life as it is experienced
in the relative present.
Numerous operational definitions and measurement techniques are used to define
the concept of well-being. It has been defined as quality of life (Ferrans & Powers, 1992),
satisfaction with life (Reed, 1987), emotional well-being (Coward, 1991), spiritual wellbeing (Miller, 1985) , and morale, happiness and adjustment (Tesch, Whitbourne, &
Nehrke, 1981). Recognizing the limitation that well-being has been defined differently
across studies, the perspective of well-being as a SUbjective experience for aging adults
and dying adults is the focus of the literature reviewed here.
Well-being for aging adults has been most closely associated with continued
interactions with others through social contacts, maintaining relationships or to selftranscendent perspectives. Tesch, Whitbourne, and Nehrke (1981) examined well-being,
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conceptualized as morale, in a sample of 54 older adults residing in a long tenn care
facility. Maintaining contact with family and peers was significantly related to well-being
for these individuals. Ishi-Kuntz (1990) examined the relationship between social
interaction and psychological well-being across five stages of adulthood (early
adulthood, early middle-aged, middle-aged, late middle-aged, aged). For the aged adults
(65 years or older), friendship with others was the most aspect of well-being. Whereas,
interactions with family were most important to those in the younger age groups.
Ryff (1989) compared the definitions of positive functioning for middle- aged
(n=69) and adults aged 65 years or older (n=102) living independently in the

community. For the aging adults, an orientation to others and accepting the changes
accompanying age were most important to their well-being. Moreover, caring for others,
friendships, and a positive outlook on life were descriptions provided by older adults as
their conception of the ideal person. When asked about positive and negative changes
with aging, both the older and middle-aged adults referred to broadened perspectives,
personal growth, and a more relaxed approach to life as positive changes. Negative
changes were identified as decreased physical functioning for both groups.
Physical functioning and emotional support were significantly related to wellbeing, operationalized by measures of anxiety and depression, in a sample of 57 adults
with end-stage renal disease (Christensen, Turner, Slaughter, & Holman, 1989). Lower
levels of physical function and less emotional support provided by family members were

85
associated with higher levels of depression and anxiety. For persons experiencing higher
levels of physical function, family support was significantly related to psychological
well-being. Thus, for the more gravely ill adults in this study, support and relationships
with family members were significantly related to well being.
Emotional well-being, conceptualized as happiness and satisfaction with life, was
found to mediate the effect of self-transcendence on physical distress for 107 women
diagnosed with advanced breast cancer (Coward, 1991). The relationship between wellbeing, as a measure of satisfaction with life, and transcendent or spiritual perspectives
was supported in research comparing spirituality and well-being across three groups of
adults. Reed (1987) found a statistically significant relationship between well-being and
spiritual perspective for the subgroup of 100 terminally ill adults. There was no
statistically significant relationship between well-being and spiritual perspective for the
nonterminally-ill hospitalized group (n=100) or the group of healthy adults (n=100) in
this research.
Five themes of "doing well" were identified in a naturalistic study of 13 adults
diagnosed with AIDS (Kendall et aI., 1989). Autonomy and mastery over the disease, an
existential spiritual journey toward understanding, self-acceptance, staying active and
involved, and positive thinking were identified as strategies to maximize well-being.
Although there is limited research about the experience of well-being in aging and
dying adults, the conceptualization of well-being as pattern of health indicative of the
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mutual process human-environment interactions is supported in the research cited here.
For dying adults, physical functioning, religious or transcendent perspectives, and
relationships with others are important to the subjective experiences of well-being.
Crucial to the well-being of older adults is continued involvement with others.
Patterns of Spirituality
The importance of spirituality to both aging and dying adults was described in the
previous chapter. In the broadest sense spirituality can be described as the manifestation
of patterns of relatedness to self, others, or higher power through which meaning and
purpose in life is created (Heriot,1992; Reed, 1991a, 1992). Self-transcendence, spiritual
perspective, and meaning and purpose in life and death are the patterns of spirituality
discussed in the literature reviewed here.
Self-Transcendence
Self-transcendence is most often been conceptualized as a developmental resource
for individuals facing the end of life, either because of advancing age or due to
experiences associated with dying (Chinen, 1986; Coward, 1991; Frankl, 1960; Reed,
1991a, 1991c, 1991d; Yalom, 1982). Developmental resources refer to phenomena that
emerge from the mutual process of person-environment interactions that facilitate wellbeing and ongoing development for the individual. For this research, self-transcendence
is defined as a pattern of unitary development which reflects the perceived expansion of
self-boundaries and orientation toward broadened life perspectives and purposes of the
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life process as a whole. It is one pattern manifestation of the unitary developmental
phenomena of spirituality.
Empirical investigations of self-transcendence in aging adults and dying adults
support the conceptualization of self-transcendence as a correlate of human development.
Reed (1986a, 1989, 1991c) found significant links between self-transcendence and
mental health several studies of factors associated with development in aging adults.
Twenty-eight clinically depressed older adults were compared with 28 mentally healthy
older adults on measures of depression and developmental resources in longitudinal
research (Reed, 1986a). Significant differences in developmental scores between the
depressed group of aging adults and the healthy group. The Center for Epidemiological
Studies Depression Scale (CESD) , as the measure of depression, and the Developmental
Resources of Later Life Scale (DRLA), a measure of transcendent perspectives oflater
life were administered to each group of adults on three separate occasions. The depressed
older adults scored significantly lower on developmental resources than did the mentally
healthy group over the three time periods. Moreover, the mentally healthy group
demonstrated a significant causal tendency for developmental resources to influence
depression, whereas, the reverse trend was identified in the mentally healthy group.
A significant inverse relationship between self-transcendence and depression was
found in a sample of 30 older adults hospitalized with a major diagnosis of clinical
depression (Reed, 1989) adding further support to for theoretical link between
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developmental phenomena in aging adults and patterns indicative ofheaIth.
Self-transcendence was also important for well-being in a sample of 55 oldest-old
adults (aged 80 to 97 years) living independently (Reed, 1991c). Moderate negative
correlations were identified between self-transcendence and depression (CESD) and
between self-transcendence and a measure of poor mental health (Langer Scale of Mental
Health Symptomatology). Qualitative analysis of subjective descriptions of
transcendence identified four conceptual clusters (Generativity, Introjectivity, Temporal
Integration, Body Transcendence) which were important to the well-being of study
participants. Examples of Generativity were helping others and involvement with family.
Temporal integration reflected participants ability to integrate past, present, and
anticipated future experiences to important aspects of their current life. Bodytranscendence reflected the capacity of the aging adults to integrate physical changes due
to aging into one's current life. The relationship between self-transcendence and
depression was further examined by juxtaposing the qualitatively generated selftranscendence patterns and quantitative depression scores for each participant. Overall,
the configuration of self-transcendence scores in correspondence with the depression
scores indicated that those who had the highest possible score on the self-transcendence
patterns, had the lowest level of depression. Although there is limited research
examining self-transcendence in dying adults, self-transcendence has been identified as
an avenue for finding meaning and purpose in life (Coward, 1994; McGaffic, 1993) and
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for deriving a sense of self-worth through interconnectedness with others (Coward, 1990;
Coward & Lewis, 1993).
A phenomenological study of self-transcendence was conducted in five women
diagnosed with advanced breast cancer (Coward, 1990). For these women, selftranscendence was experienced through a sense of purpose and self-worth by helping
other women with breast cancer, by accepting help from others, through experiencing
connectedness with the environment, and by accepting circumstances that could not be
altered such as the inevitability of death. A strong positive relationship between selftranscendence and well-being and a significant inverse relationship between selftranscendence and illness distress was found in a sample of 107 women diagnosed with
advanced breast cancer (Coward, 1991).
The importance of self-transcendence to spirituality and sense of well-being of
persons with AIDS has been identified in several qualitative research studies. In three
studies directed at uncovering the meaning in life for persons with AIDS, selftranscendence, experienced as interconnectedness with others, was the central unifying
theme common to all three studies (Coward, 1994; Coward & Lewis, 1993; McGaffic,
1993). Fear and aloneness, having a purpose in making a difference in the lives of others
, and leaving a legacy such as one's life work were important categories of meaning for
each of these studies. Transcendent strategies of prayer as a connection to God,
meditation, and being close to nature were also important to the well-being for these
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individuals as well.
Although self-transcendence was not the focus of inquiry, the importance of selftranscendent perspectives on well-being were identified in two other qualitative
investigations of spirituality and well-being for persons with AIDS (Belcher, Dettmore, &
Holzemer, 1989; Kendall, 1994). Open-ended interviews were used to uncover the
meaning of well ness in interviews of35 persons with AIDS in the first study, and for 29
men in various stages of HIV illness for the second study cited. Again, this research
demonstrated that human connectedness through sharing and mutual support of others
and self-acceptance were important aspects of spirituality which fostered a sense of
wellness or well-being in persons living with HIV Spectrum Disease.
The findings from these studies reviewed here support the concept of selftranscendence as a dimension of spirituality and a correlate of human developmental
phenomena at the end of life. Expansion of self-boundaries through connectedness with
others, God, or nature, self-acceptance, and integration of past, present, and future
enabled aging adults and dying adults to experience well-being and wellness despite
distressing physical symptoms, fear, and feelings of isolation.
Spiritual Perspective
In the previous chapter, the problems inherent in disparate conceptualizations of
spirituality were identified. Reed (1992) described the lack of conceptual clarity for
measures purported to measure aspects of spirituality, particularly, the use of the term
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IIspiritual well-being. II The issue raised is that by combining the variables in one term,
spiritual well-being, ambiguity is introduced. For empirical investigations, if spiritual
well-being is studied as some indicator of well-being , the question arises concerning the
extent to which the criterion variable, well-being is confounded with the predictor
variable, well-being. Recognizing this important consideration, investigations examining
the phenomenon of spiritual well-being as they occur in the health-related experiences of
aging and dying adults were included in the literature review. Spiritual perspective was
defined for this research as a pattern of unitary development characterized as a way of
being or experiencing mystical union with God, Nature, or some other realm of existence.
For heuristic purposes, research investigations of spiritual well-being will be discussed
together followed by a discussion of spiritual perspective as religiosity or religious
practices.
Spiritual well-being. Spiritual well-being was first conceptualized by Ellison
(1983) as a multidimensional concept incorporating the dimensions of religious wellbeing and a measure of existential well-being. The measure of religious well-being
(RWB) focuses on one's relationship to God, and a focus of existential well-being (EWB)
is directed toward measurement of life purpose and life satisfaction. Spiritual well-being
and its subscales are positively correlated with several indicators of well-being, including
self-esteem, assertiveness, positive affect, and finding meaning and purpose in life
(Barker, 1989; Ellison, 1983; Kirschling & Pittman, 1989) in samples of college students,
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Appalachian women, and family members of hospice patients.
Two investigations examined the relationships between spiritual well-being and
other variables important to health and spirituality in persons with cancer. Mickey,
Soeken, and Belcher (1992) examined the relationships among spiritual well-being,
intrinsic and extrinsic religiousness, and hope in 175 women throughout all four stages of
breast cancer. The Feagin IntrinsiclExtrinsic Religiousness Scale was used to measure
religiousness and the Nowotney Hope Scale was used to measure hope. The women were
at varying stages of illness and receiving care ranging from aggressive chemotherapy to
receiving no treatment. Thus, homogeneity of the sample in relation to illness experience
was not established. Women categorized as intrinsically religious had higher religious
well-being scores than existential well-being scores. Hope was positively correlated with
both the existential and religious subscales of the Spiritual Well-Being Scale as well as
extrinsic religiousness.
The findings of this study do not lead to further understanding of the relationship
between spirituality and health. However they do substantiate the notion that spirituality
is a multidimensional construct and that religious and existential aspects of spirituality
are important for hope in women with cancer.
The relationships between anxiety, as measured by the State-Trait Anxiety
Inventory and spiritual well-being were examined in a mixed sample a 144 adults
diagnosed with various types of cancer and who were at varying stages of cancer
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(Kaczorowski, 1989). State-trait anxiety demonstrated a significant (p ~ .001) inverse
relationship with the total Spiritual Well-Being Scale and for both subscales. The author
concluded that spirituality reduces anxiety. However, the sample was primarily Caucasian
and represented a heterogeneous group of individuals at various stages of the cancer
experience.
Multiple regression analysis was used to explore the relationships between age,
religious affiliation, symptoms of HI V disease, Religious Well-Being and Existential
Well-Being as predictors of hope in a sample of 65 male adults at varying stages of HI V
Disease (Carson, Soeken, Shanty, & Terry, 1990). For those with more advanced HIV
disease, existential and religious well-being were significantly related to hope.
Religiosity. The positive relationship between religion and factors associated
with health has been established for both aging and dying adults. Religion has been
shown to have a positive impact upon morale (Koenig, Kvale, & Ferrel, 1988), general
well-being, perceived, health, and physical functioning (Mull, Cox, & Sullivan, 1986),
and a strategy for coping with stressful life events (Koenig, 1988; Koenig, George,
Seigler, 1988).
Moderately strong positive correlations between morale, as measured by the
Philadelphia Geriatric Center Morale Scale, and each of three religious measures, namely,
organizational religious activity, non-organizational religious activity, and intrinsic
religiosity was found in a large sample (n=836) older adults (Koenig, Kvale, & Ferrel,
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19988). However, none of the three religiosity measures were correlated with participants
subjective rating of health.
Religiosity was indexed by frequency of attendance at formalized religious
services, frequency of reading religious material, and beliefs about life after death in a
sample of 380 independently living older adults (Mull, Coz, & Sullivan, 1986). Ninety
four percent of the sample agreed or strongly agreed that religious beliefs were important
to them. Significant correlations were found between religiosity and well-being as
measured by the General Well-being Scale. Decreased functional capacity and increased
symptoms were inversely related to church attendance. Increased frequency of prayer
was associated with increasing distressing symptoms.
The usefulness of prayer, involvement in religious community activities,
combined religious activities and involvement in non-religious community activities were
theorized as factors relating to fear of death in sample of 263 independently living older
adults ranging in age form 60-90 years (Koenig, 1988). Respondents who used religious
beliefs and prayer during stressful situations were significantly more likely to report low
or no fear of death. Responses of most participants (59%) indicated no fear of death, thus
limiting the variability of responses. Those individuals engaged in non-religious
community activities were the most likely ofthe older adults not to experience fear or
anxiety about death.
In a sample of 100 older adults (Koenig, George & Seigler, 1988) found that
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religious activities (prayer, faith in God) were the most frequent, spontaneous, coping
strategies used by older adults during stressful experiences and for adults as a major
source of coping in normal, non-stressful daily activities. Connectedness to others by
receiving support form others, helping others, or becoming involved in social activities
were also identified as important to coping in stressful life situations.
For terminally ill adults, religious or spiritual perspective was particularly
important to the experiences associated with dying. Reed (1986b) compared religious
perspectives across two groups of adults; 57 ambulatory terminally ill adults and 57
health adults matched for age, gender, religion, and education. The terminally ill group
indicated significantly greater religiousness as measured by the Religious Perspective
Scale, than did the non-terminally ill group. There was no statistically significant
difference between the two groups for the Index of Well-Being, a measure of life
satisfaction. Well-being was significantly related to religious perspective for the healthy
group but not for the terminally ill group.
Expanding upon the research in the aforementioned study (Reed, 1987) examined
spiritual perspective and well-being across three groups of 100 adults matched on age,
gender, education, and religious background. The Spiritual Perspective Scale, formerly
called the Religious Perspective Scale, and the Index of Well-Being were administered to
100 terminally ill hospitalized adults, 100 nonterminally ill hospitalized adults, and 100
healthy nonhospitalized adults. The terminally ill group had significantly greater spiritual
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perspective than the combined group of non-terminally ill hospitalized adults and healthy
adults. Moreover, a statistically significant positive relationship was found between
spiritual perspective and well-being for the terminally ill group. The relationship was not
significant for either of the other two groups.
Carson and Green (1992) examined the relationships among spiritual activities of
prayer, meditation, and visualization, health promoting activities, hardiness, and AIDSrelated activities in a sample of 100 adults diagnosed with HIV spectrum disease. A
comparison of participants revealed that individuals with higher scores on perceived,
physical, emotional, and spiritual health exhibited higher scores on the hardiness scale
(Personal Views Questionnaire). Participants who had increased participation in
activities, used special diets, prayed, and meditated had significantly higher scores for
hardiness.
In summary, although various methodological and conceptual problems were
identified in the research presented here, spiritual perspective is important to health for
both aging and dying adults. Prayer, meditation, engaging in religious practices, and
maintaining connectedness with others reflect behaviors associated with spiritual
perspective that are important to adults facing death. Differences found between aging or
dying adults in levels of spiritual perspective support the view that spiritual perspective is
a developmental phenomenon associated with end-of life experiences.
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Meaning and Purpose in Life and Death
There have been several approaches to the study of meaning and purpose in life
and death in aging adults and dying adults. Most research has focused on either meaning
and purpose in life or meaning in death. However, meaning and purpose in life examined
within the contexts of aging and dying are such that meaning for both life and death are
inextricably linked. For organizational purposes, meaning and purpose in life are
discussed first followed by a discussion of meaning in death.
Meaning and purpose in life. There have been two major approaches to studying
the concept of meaning and purpose in life. The first approach is based upon the
existential perspective of Frankl (1962, 1969) using the Purpose in Life (PIL) Scale
(Crumbaugh& Maholick, 1969, 1981). The other approach is the explication of a
meaning framework which is the identification of categories of what is meaningful in
one's life (DePaola & Ebersole, 1995; Devogler & Ebersole, 1981; Ebersole & DePaola,
1986).
According to Frankl (1962), the search for meaning in life is the primary
motivational force of humankind. The ability to find meaning and purpose in life is
reflected in the ability to construe meaning to one's personal existence through the unique
mission or purpose one has for one's life. Moreover, inability to construe meaning results
in a IIfrustrating inner void, in the desperate feeling of emptiness, or to use a
logotherapeutic term, in the awareness of one's existential vacuum II (Frankl, 1960, p. 10).

98
The Purpose in Life scale was developed based upon Frankl's perspective (Crumbaugh &
Maholick, 1969). The Devogler and Ebersole (1981) approach was to ask adults the
following question: What is the strongest meaning in your life right now? Subsequently
they developed a framework of meaningful life categories after analyzing the content of
the meaning essays.
Meiyer and Edwards (1974) found that purpose in life as measured by the
Purpose in Life test (Crumbaugh, 1969) was significantly related to advancing age in a
sample of 200 adults throughout the life-span. Moreover, there was no difference in
purpose in life for adults 65 years of age and older and for the younger adults. This
research suggests that the meaning and purpose in life are salient to the experiences of
advancing age.
In a study of 84 community dwelling adults aged 65 or older, Rizzo (1990)
found a significant difference in meaning and purpose in life for individuals whom
spirituality played a significant part of their life. Purpose in life was significantly greater
for individuals whom spirituality played a part in their life than for individuals for whom
spirituality was not important. This study supports the theoretical framework of purpose
in life as an indicator to the broader construct of spirituality. Moreover, significant
relationships were found to support the theoretical framework for this research.
Statistically significant relationships (p~ .05) between purpose in life and life satisfaction
as a measure of well-being, and between purpose in life and power as knowing
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participation in change were identified.
Baum (1988) used a modified version of the Purpose in Life test (7 items) to
examine the relationship between purpose in life and perceived health in a mixed sample
of institutionalized (n=30) and noninstitutionalized elders (n=20) aged 73 years or older.
Positive correlations were found between purpose in life and perceived health in both
groups and the instititutionalized elders had significantly less purpose in life than the noninstitutionalized group.
In another study ofinstitutionalized elders, Warner and Williams (1987) found
that meaning in life, as measured by the Purpose in Life Scale and a new instrument
developed by the researchers, the Meaning in Life Scale, were significantly related to
measures of health (positive emotional state, life satisfaction, functional ability) in their
sample 291 older adults in long-term care settings. There were two major problems with
this research, which limit the generalization of findings to other aging adults. First, no
description of the study sample was provided. Thus, comparisons with other aging
adults for contextual variables such as age and health-related variables are not possible.
Three studies support the relationship between meaning and purpose in life and
health-related variables for adults facing life-threatening illness. In a sample of 74 adults
diagnosed with recurrent cancer, Taylor (1993) found that meaning and purpose in life
was associated with indicators of health. Statistically significant inverse relationships (p

::s .01) were identified between the Purpose in Life test and psychosocial adjustment to
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illness, symptom distress, an time since diagnosis. Generalization of these findings
cannot be made to dying adults, as the issue of treatment status (treatment versus
palliative care), was not addressed. However, it is clear that distressing symptoms and
the length of illness are important to understanding meaning and purpose in life.
Thomas & Weiner (1974) compared purpose in life, as measured by the Purpose
in Life test with the importance of interpersonal relations and control across three groups
of 25 adults. The critically ill hospitalized patients expressed greater purpose in life,
increased need for affection and inclusion, and decreased need for others to provide
control than did the cohort of noncritically ill hospitalized patients or well adults living in
the community.
Meaning in life content areas were examined in series of studies (DePaola &
Ebersole, 1995; Devogler & Ebersole, 1981; Ebersole & DePaola, 1986) of older adults.
Findings reported in the 1995 study are a compilation of other two works cited. Eight
categories of meaning were identified through content category analysis of essay
questions in the original research.
Content analysis of essay statements about what makes life meaningful were
examined and comparisons were made among golden anniversary couples (n=36), older
nursing home residents (n=53), and college students (n= 96) (DePaola & Ebersole,
1995). In the original study, meaning in life essays were examined in the sample of
college students. Eight categories were identified as follows: 1) Relationships
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(interpersonal orientation and romantic relationships); 2) Service (a helping, giving
orientation); 3) Belief (in accordance with one's religious, political or social beliefs); 4)
Obtaining (materialistic preference); 5 ) Growth (meaning through self-improvement and
understanding); 6) Health (meaning from maintaining mental or physical health); 7) Life
Work (meaning derived from one's occupation, job, work) and 8) Pleasure (general
expressions of pleasure, happiness, contentment).
The older nursing home residents most often reported the meaning category of
relationships (56%), followed by pleasure (16%), health (9%), belief (7%), growth (5%),
service (5%) and life work. A chi-square analysis found no statistically significant
differences between the golden anniversary couples and the nursing home residents.
Moreover, the nursing home resident essays, reflected the importance of purpose in life,
that is to live each day fullest. Significant differences were found between those
frequencies and those reported by the younger adults. Surprisingly the younger adults
were more concerned with belief (26%) than with pleasure (0%). The findings for the
two groups of older adults support the importance of self-transcendent perspectives
(relationships, belief) for older adults.
One study combined the existential perspective of Frankl (1969) and the meaning
framework proposed by Ebersole & DePaola (Burbank, 1992) in a study 81 adults aged
62 or older living in the community (Burbank, 1992). A 12 item scale was derived to
measure Fulfillment of Meaning (FOM) from five items from the Purpose in Life test, as
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well as items from three other scales purported to measure meaning and purpose in life.
Participants were also asked to list meaningful or important things in their lives.
Relationships were the most important category for the majority of respondents (57%),
followed by Service (12%), Religion (13%), and Activities (13%). Chi square analysis
was used to determine statistically differences between meaning framework categories
and fulfillment of meaning score (low, medium, high).
Three qualitative studies in nursing have explicated the importance of
connectedness with others, religion and power for understanding their meaning in life
(Francis, 1986; O'Connor, Wicker, & Germino, 1990; Steeves, 1992). In her study of 11
terminally ill cancer patients, Francis (1986) found that changing physical symptoms,
concern for others, and spiritual concerns were particularly important for meaning and
purpose in life.
O'Connor, Wicker, & Germino (1990) conducted a secondary analysis of data to
uncover recurrent themes or personal meaning in 30 adults diagnosed with cancer. Every
subject discussed awareness of dying in terms of thoughts about dying, length of time left
in their lives, and the process of dying. Self-transcendent perspectives were expressed in
participants' statements about restructuring, and revaluing attitudes toward self, life, and
others. Moreover, a renewal of either religious faith or nature was reported by 37% of
participants.
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Steeves (1992) hermeneutic study of meaningfulness of life six adult males
scheduled to undergo bone marrow transplant revealed that loss of power in the form of
not being told everything about their condition was particularly important. Religion,
altruism, and connectedness to others were salient aspects of the search for
meaningfulness for these participants.
A summary of the research reviewed here is that meaning and purpose in life is a
salient aspect of dying associated with other spiriutually-related variables such as selftranscendence, religion, and connectedness with others. Positive associations between
meaning and purpose in life and power, life satisfaction, perceived health, well-being,
functional ability, and satisfaction with life support the theoretical framework of this
research. The negative relationship between meaning and purpose in life and distressing
physical symptoms stresses the importance of perceived health to the meaningfulness of
life.
Meaning in death. Meaning in illness has been discussed experientially and
conceptually with suggestions of nursing actions that might influence promotion of
meaning (Fife, 1994; Govoni, 1988; O'Connor & Wicker, 1995; Steeves & Kahn, 1987).
However, there has been little published about meaning in death in the nursing literature.
The approach the study of meaning in death has been largely within the
framework of theory of personal constructs (Kelly, 1955) through analyses of narratives
about personal meaning of death (Holcomb, Neimeyer, & Moore, 1993 ; Neimeyer,
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Epting, & Krieger, 1983; Neimeyer, Fontana, and Gold, 1984; Neimeyer & Moore, 1989;
Rowe, 1983; Viney, 1984-85). The basic tenet of personal construct theory is that human
beings attribute unique meanings to particular classes of people, things, or events. The
whole of experience is filtered through a matrix of meaning (e.g. personal constructs)
that serve as an interpretation of past events which then serves as a frame of reference for
the interpretation of future events. Kelly (1955) posits that individuals evolve a highly
complex system of hierarchically arranged relationships that constitute each individual's
personal constructs. Kelly and the others cited here suggest that death is the paradigmatic
threatening event to most individuals.
The systematic evaluation of meaning of death has been accomplished through
content analysis of free response narratives to the question, "what does death mean to
you?" (Holcomb, Neimeyer, & Moore, 1993; Neimeyer, 1994). Thus far, meaning of
death using this approach has only been investigated in large samples of college students,
thus, generalization of findings to aging or dying adults cannot be made. The construct
categories generated by 504 respondents in the study of Holcomb (1993) are found in
Appendix H. Over 60% of participants evoked constructs of death as purposeful or
involving continues existence of life after death. However, 40% described death as
nonexistence. More than half of the sample was less than 19 years old (n=287).
Significant differences were obtained between those who indicated serious health
problems (n=4) who described death as purposeless more often than for those who
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described excellent health (n=14S). Moreover subjects who had acknowledged making a
previous suicide attempt (n=20) wrote about death as having a low impact more often
than those who had never attempted suicide (n=47S). Gender differences were also
identified such that females construed death more in terms of negative emotions and in
more evaluative terms than did men. Moreover, those individuals with a more
philosophic view of death tended to construe a sense of meaning or purpose to death or
that led to some continued for of existence.
The number characteristics that may be shared by aging or dying adults (e.g.
limited health or nearness to death) are comparable to experiences of only a small number
of subjects experiencing these phenomena in this study. In addition, having a personal
philosophy of death may be inherent in the experience of aging and dying and further
characterize broadened perspectives indicative ongoing development at the end of life.
The theoretical perspective of meaning in death at the end of life is only partially
supported by this research due to the lack of generalizability to aging or dying adults.
Thus, systematic investigation of meaning in death for aging and dying adults is
exploratory in nature as an attempt discover salient patterns of spirituality in the livingdying process. However, the work of Frankl (1969) supports the perspective that
meaning in death and meaning in life are inseparable and that the will to meaning is an
inherent aspect of human nature despite adverse conditions in the face of death.
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Summary
This chapter provided a literature review of the elements described in the
theoretical framework presented in the previous chapter. Although there is some
conflicting evidence, the theorized positive relationships between indicators of health
(power, death awareness, symptoms in transition, well-being) and indicators of
spirituality (self-transcendence, spiritual perspective, and meaning and purpose in life and
death) were generally supported by the literature reviewed here. Empirical and theoretical
support for each of these concepts as patterns of development were also provided.
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CHAPTER 3
Methodology
In Chapter 3, the research design, sample, setting, protection of human subjects,
data collection procedure, and analyses are presented. Additionally, the instruments
chosen to operationalize the concepts and their psychometric properties are described.
Research Design
A non-experimental, descriptive cross-sectional design was used. The crosssectional design chosen is one in which all observations on all variables are taken at one
point in time (Spector, 1981). Comparative and correlational statistics were used to
examine the data in relation to the research questions. The primary aim of this
investigation was to describe the magnitude and significance of relationships between the
unitary patterns of spirituality and health in two groups of adults living in the
community: aging adults (Aging Group) and dying adults (Dying Group). Quantitative
methods were used predominately, as they are one approach to studying human
patterning. As Phillips (1989) asserts, identifying quantitative changes in relationships
among human patterns is central to the advancement of nursing knowledge about human
beings in mutual process with the environment. Frequencies and univariate descriptive
statistics were used to examine the demographic variables and study variables in the two
groups. Differences between the two groups were examined using t-tests, ANDVA, and
canonical correlational analyses. Meaning of death was assessed using content analysis
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(Weber, 1990).
Sample and Setting
Sample
A convenience sample of 80 community dwelling adults was targeted for
recruitment for this study. However, difficulty obtaining participants for the dying adult
sample was a constraining factor limiting total sample size to 70. Thirty-five aging
adults, over 60, and 35 dying adults comprised the study sample. The sample size was
determined for theoretical, statistical, and pragmatic reasons. It was theorized that adults
over the age of 60 and those who have been medically diagnosed with a terminal illness
in which death is expected within 12 months represent the population of adults
experiencing developmental phenomena, such as spirituality, at the end of life. For the
aging adults, advancing chronological age was the contextual factor influencing
development at the end of life. For dying adults, life-threatening illness was
conceptualized as a factor in development. It was theorized that these two groups were
conceptually similar in that both are facing end-of life issues and are representative of
one population. However, differences between the two groups on the study variables are
of interest in refining the theory. Testing the theoretical propositions requires a sample
large enough to compare the two groups on key selected variables, as well as to analyze
the group as a whole.
In reference to statistical rationale, a minimum of five subjects per variable was
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necessary to test the theoretical model (Keppel, 1982; Spector, 1981 ). There are seven
variables (patterns) of interest in this investigation, hence, a minimum of 35 participants
was needed. Factor analyses were used to assess construct validity in a new instrument,
the Personal Death Awareness Scale (PDAS). Aleomoni (1976) recommends 2.5
subjects per variable item. Therefore, a minimum of25 subjects was needed to establish
confidence in the factor analyses for this ten item instrument.
Pragmatic reasons for using the minimal number of subjects necessary for
statistical analyses include the cost and toll on the study participants given the sensitive
nature of the research topic and the physical limitations of study participants (Waltz,
Strickland, & Lenz, 1991). Moreover, difficulty gaining access to dying adults was a
factor which necessarily limited the sample size in this group.
All participants were able to understand English and had the ability to verbalize
answers to interview questions. Additionally, participants in the Aging Group were 60
years of age or older and those in the Dying Group were 21 years of age or older and had
been told by their physician that they had 12 months or less time to live.
Setting
The Aging Group was obtained from two sources: 1) a representative of a
community-based group of 120 senior citizens which meets weekly for lunch in Tucson,
Arizona and; 2) two key informants with large networks of older adult friends living in
the suburbs of Boston, Massachusetts and Phoenix, Arizona.
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Participants comprising the Dying Group were obtained from three sources in
Tucson, Arizona: 1) the director of nurses from the Carondelet Home Hospice Program;
2) referrals from a support group coordinator for cancer patients at Tucson Medical
Center; and 3) a case manager from the Tucson AIDS Project. Initially, a key source of
referrals was sought from a family practice physician with a large number of patients
diagnosed with cancer or AIDS. After several months without referrals, the investigator
obtained referrals for the Dying Group from the other sources.
Protection of Human Subjects
The study was approved by the Human Subjects Committee at the University of
Arizona and the Office of Nursing Research at the University of Arizona College of
Nursing. Additionally, formal approval was obtained from the Clinical Director of
Research for Carondelet Health Care and from the Human Research Committee at
Tucson Medical Center. Copies ofthe approval letters can be found in Appendix A.
Prior to participation in the study, the interviewer read the consent form and
authorization to potential participants which can be found in Appendix B. The five
essential elements of informed consent outlined by Waltz, Strickland, and Lenz (1991)
were met for each participant prior to participation in the study. They were as follows: 1)
the participant was competent to give consent; 2) information about the study was fully
disclosed to the participant; 3) the participant fully understood the information; 4) the
consent was voluntary; and 5) the consent was authorized.
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Anonymity was assured by including no identifying information other than
numerical code on study questionnaires. The questionnaires are stored in a locked cabinet
at the University of Arizona.
Data Collection Protocol
Data were collected between September 1994 and June 1995. Procedures for data
collection and management ensured informed consent as described above. Participants
were obtained from the sources described in the setting section of this proposal.
Participants were contacted by telephone to set up an appointment to secure informed
consent as described above and to conduct the interview at a convenient time in the
participant's home. For the Dying Group, many initial contacts were made with the
participant's primary care giver or family member. The time needed to complete the
interview and a general description of questions asked was provided to participants or
care givers during the initial phone contact. Interviews lasted 45 to 90 minutes and were
conducted by the investigator or a graduate student enrolled in the geriatric nurse
practitioner program at the University of Arizona College of Nursing. Approximately
two hours of training were provided to the graduate student by the investigator to assure
that interviews were conducted in a manner consistent with the primary interviewer.
Interviews were conducted in the participants' homes at a time convenient for
each participant. Several interviews with participants in the Dying Group were conducted
with a care giver or family member present. Allowing care givers or family members to
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be present during the interview was a deviation from the originally planned protocol.
Initially, all subjects were to be interviewed privately by the interviewer. Only when
requested by study participants were care givers or family members present during the
interviews. This ultimately facilitated data collection. For example, in one case, the
participant was diagnosed with Amyotrophic Lateral Sclerosis and was unable to speak
without the use of a communication board. It was necessary for the care giver to be
present to assist the participant in the use of a communication board and to attend to
physical needs such as oral suctioning.
Although the presence of others during the interviews may have influenced
participants' answers to the study questions, it must be acknowledged that deviations
from standard procedures may be necessary when conducting research with sensitive
topics or with sensitive or vulnerable groups of people (Lee, 1993). Both interviewers
believed that study participants answered questions honestly and that the presence of the
family member or care giver was comforting to the participants.
The first part of the interview focused on building rapport with participants and
obtaining responses from the Descriptive Information Questionnaire (Appendix C).
Then, structured questions from the seven study instruments were administered in a fixed
order across all participants. The order of administration was as follows: the Index of
Well-Being (IWB), The Power as Knowing Participation in Change, Version II (pKPCT),
the Purpose in Life test (PIL) , the Personal Meaning of Death Paragraph, the Personal

113
Death Awareness Scale (PDAS), the DeGroot Perceived Symptom Transition Scale
(DPSTS), the Spiritual Perspective Scale (SPS), and the Self-Transcendence Scale (STS).
This order of administration was used so that the interview would begin and end on less
sensitive questions. Questions about personal death (Personal Meaning of Death
Paragraph) were asked prior to the PDAS mid-interview, allowing for some rapportbuilding prior to these questions. Holcomb, Neimeyer, and Moore (1993) recommend
asking free-response questions before administering fonnal questionnaires about death to
prevent biasing narrative responses to free-fonn questions. Copies of the instruments are
found in Appendix D. Letters granting pennission for use can be found in Appendix E.
All questionnaires were administered in interview fonnat rather than by having
participants complete the instruments with pen and pencil. Responses to all questions
were recorded by the interviewer on paper. This technique is preferred for interviews
which may broach sensitive topics (Lee, 1993) and also decreases the possibility of
missing data. The PKPCT was presented using a technique described by Bramlett and
Gueldner (1993). This method was used to correct low response rates from pen and
pencil administration of the PKPCT in a sample of older adults. The stems of each of the
four semantic differential subscales were mounted on a flip chart along the length of a 32
inch by 24 inch piece of foam board. Word pairs were printed in bold, black letters on 3
inch by 6 inch cards that were mounted flip card style onto the boards in association with
the subscale headings. The cards and headings exactly matched the word and subscale
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order of the paper and pencil tests. Immediately below the word pairs a black line with
demarcations and seven possible response areas for each adjective pair. Participants were
asked to point to the number on the line that indicates how they feel about themselves in
relation to each word pair.
This process was slightly modified for the IWB and PIL which are also semantic
differential scales with anchors ranging from one to seven. Since the stem of each
question is different for every item in these two instruments, the stem and the adjective
word pairs were read aloud and the participants were asked to point to the place on the
line where they saw themselves, the first adjective representing one and the second
adjective representing seven. The use of visual cues offers three advantages: 1) it
facilitates responses in individuals with lesser reading ability; 2) minimizes fatigue in the
study sample; and 3) decreases the amount of time needed to complete the interview.
Each response (agree, disagree, etc.) to the Likert-type instruments (PDAS,
DPSTS, STS, SPS) was read to participants for the first question for each of the
instruments. Additionally, each interviewer had a 8.S by 11 inch piece of cardboard
with the response categories for each instrument to offer a visual cue of responses.
Following the interview, participants were debriefed, as is recommended for
interviews about sensitive topics (May, 1989). The necessity for debriefing was
supported based on the interviewing experience of the investigator in a study examining
meaning in life for persons living with HIV Spectrum Disease (McGaffic, 1992). The
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following question was asked: "How are you feeling now that we're finished with the
interview?" Many participants described feeling "fine" or "tired" after the interview
process. Most participants shared that the questions were thought-provoking and many
had not thought about them before. Several participants cried during the interview but
elected to continue after being asked whether they would like to stop the interview.
Debriefing lasted from 15 minutes to one hour in addition to the time needed for the
interview.
Instruments
The study design involves the assessment of the relationships among four indices
of health (power, death awareness, symptom transition, and well-being) and three indices
of spirituality (self-transcendence, spiritual perspective, and meaning in living-dying).
The instruments used to measure the study variables are described in detail, including
reliability and validity. All instruments were self-report format, as the participants'
subjective experience is central to the theoretical framework of this proposed research.
The constructs, pattern measured, and instruments are in Table 4.
Power as Knowing Participation Tool Version II: (PKPCT)
The PKPCT is a 48 item semantic differential scale consisting of four subscales
designed to measure power, as the capacity to knowingly participate in change. This
capacity was measured through four subscales: 1) awareness; 2)choices; 3) freedom to
act intentionally; and 4)involvement in creating change. Within each of the four
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subs cales, semantic choices are presented in a scale with one item included twice as a
measure of internal consistency. These four retest items are not included in the
summative score. Items are scored from one to seven and are summed to yield subscale
scores ranging from 12 to 84 and total scores ranging from 48 to 336. The higher the
score, the greater the degree of power. The stem followed by the semantic differentials is
the same for the four subscales and is as follows : " In relation to myself my awareness
(subscale one), choices (sub scale two), freedom to act intentionally (subscale three); or
involvement in creating change is ... ".
The PKPCT has been used in several studies of older community-dwelling adults
(Bramlett & Gueldner, 1993; Morris, 1991; Rizzo, 1990). Reliability estimates from
these studies was measured by Cronbach's alpha for the four subscales and the total
power measure. Alpha coefficient's for the four subscales were: 1) awareness (.84-.87);
choices (.75-.81); freedom to act intentionally (.71-.87); and involvement in creating
change (.57-.87). Cronbach's alpha reported for the total scale was (.94) (Rizzo, 1990).
Content validity was originally established through a panel of expert judges who
were doctorally prepared nurses familiar with Rogers' conceptual system in Barrett's
(1983) original study of community dwelling adults aged 21-60. The judges were asked

to check consistency with the given description of power, rate concepts and contexts, and
rate the adjectives in the semantic differential scales.
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Table 4
Theoretical constructs. patterns. study instruments
Construct

Pattern
Power

HEALTH

SPIRITUALITY

Instrument
Power as Knowing
Participation in Change
Test (pKPCT)

Death Awareness

Personal Death
Awareness Scale
(PDAS)

Symptom Transition

DeGroot Perceived
Symptom Transition
Scale (DPSTS)

Well-Being

Index of Well-Being
(lWB)

Self-Transcendence

Self-Transcendence
Scale (STS)

Spiritual Perspective

Spiritual Perspective
Scale (SPS)

Meaning and Purpose in
Life and Death

Purpose in Life Test
(PIL)

Construct validity was indicated by factor analytic loadings ofvalidity
coefficients ranging from .56 to .70. A moderately high rating of .60 indicates the
predictive validity of the factors to explain the data (Nunnally & Bernstein, 1994).
Personal Death Awareness Scale: (PDAS)
The PDAS is a new instrument developed by the investigator to assess the level of
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awareness dying as it is expressed by two dimensions of the dying experience; 1) the
frequency of thoughts and feelings about past, present and future experiences of personal
death (temporal aspects of dying) and 2) the capacity of the individual to integrate the
experience of dying into present life experiences (integration). The PDAS has 10 items
based on a Likert scale format. A summated score ranging from 10 to 60 represents the
level of death awareness for each individual. A Likert format was chosen for the PDAS
for several reasons, namely, ease of administration, ease of construction, and ease of
scoring by summation of items (McIver and Carmines, 1981). Moreover, the number of
items was restricted due to the possibility of fatigue in the popUlation it was intended to
assess.
More nearly absolute response scale endpoints were chosen (e.g. strongly
disagree/strongly agree; not at all/more than once a day) for most items as these endpoints
have greater psychological width and allowing for a wider range of responses than scales
with less nearly absolute endpoints (Wyatt, Till, & Meyers, 1987). Minimizing error due
to response set bias that occurs when items are all worded either positively or negatively
(Nunnally & Bernstein, 1994), was accomplished by negatively wording two of the ten
items.
Construction of the PDAS. The PDAS was derived retroductively, using
inductive and deductive reasoning. Items were generated inductively from interviews
with persons with HIV Spectrum Disease (McGaffic, 1993) and from the clinical
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experience of the investigator. Deductive reasoning by the investigator to detennine
consistency of the items with Rogers' conceptual system and a literature review of deathrelated research (death attitudes, psychological and spiritual aspects of dying).
No published research was found using a quantitative measure of death
awareness. Existing measures about death predominately assume negative psychological
attitudes towards death such as anxiety (Lonetto & Templer, 1986), death threat
(Neimeyer & Moore, 1989), and fear of death (Colett & Lester, 1969). The assumption
underlying the development of the PDAS was: awareness of dying and death is a
developmental phenomenon that cannot be characterized by negative or positive attitudes
towards death.
Reliability and validity of the PDAS. Estimates of reliability and validity for the
PDAS were examined. Initial steps in this process included assessment of content and
face validity in a pilot study. A small pilot study (n=10) was conducted to detennine
difficulty and amount of time required for administration of the PDAS and several other
instruments in this dissertation research. The sample consisted of persons living with a
medically defined tenninal illness (n=3), health care providers (n=3), and family
members oftenninally ill adults (n=4). On a scale ranging from one (very easy) to ten
(extremely difficult), all participants rated the difficulty of the PDAS as one. The PDAS
was orally administered to each participant, requiring 5 minutes or less.
Content validity for each item was assessed using a panel of three expert judges;
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two persons diagnosed with AIDS and one person diagnosed with cancer. The judges
were presented with the operational definition of death awareness and the dimensions of
temporality and integration were described by the investigator. Each judge was asked
whether they agreed or disagreed with the definition and dimension. There was 100%
agreement about operational and dimension definitions. Judges agreed 100% on all items
except for item four. Only one expert (33%) agreed that perceived amount of time left
until death reflected the definition of death awareness. One empirical study (Reed,
1986a), earlier research on time left to live until death (Neugarten, 1979), and the clinical
experiences of the researcher support this item as a salient temporal aspect of death
awareness. The item was retained for further assessment of reliability and validity. There
was 100% agreement concerning item clarity (clear/not clear).
Construct validity, the extent to which a measure is related to other measures
consistent with theoretical predictions about the concepts being measured (Nunnally &
Bernstein, 1994) was established using three methods; I) by examining the hypothesized
relationships (e.g. correlations) between the PDAS and the other study variables, 2)
factor analyses, and 3) one qualitative question about personal experiences with death and
dying.
Factor analyses were used to determine construct validity of the PDAS. There are
two types of factor analytic models, exploratory and confirmatory. Exploratory factor
analyses defines factors in terms of best fit or most variance accounted for which the
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investigator later interprets. This approach is considered to be a data driven rather than a
theory driven approach (Kim & Mueller, 1978; Nunnally & Bernstein, 1994). Although
the theoretical basis of the PDAS suggests the presence of two factors (e.g. temporality
and integration), exploratory analysis is warranted in the evaluation of a new instrument
with relatively few number of items (Nunnally & Bernstein, 1994).
Exploratory analyses were used to estimate the common variance among scale
items and to estimate the number (if more than one) of underlying dimensions. To
enhance interpret ability of the factors, varimax rotation was utilized as it is the preferred
method of rotation for exploratory analysis (Nunnally & Bernstein, 1994). A minimum
eigen value of 1.00 is considered acceptable for interpretation as a meaningful factor. The
criterion level of .30 or greater is set as the factor loading criterion which is suggested as
the minimum value for consideration (Waltz, Lenz, & Strickland, 1991).
Construct validity was established by one question in the Descriptive Information
Questionnaire concerning death awareness. Participants were asked to rate how much
past experiences with death had influenced their personal views of death. Responses were
based on a Likert type scale ranging from one (not at all important) to four (very much).
Reliability estimates of the PDAS were examined using Cronbach's alpha as a
measure of internal consistency for the total scale. A value of. 70 is considered
acceptable for a new instrument (Hinshaw & Atwood, 1982). Interitem correlations and
item to scale correlations between .30 to .70 will be considered acceptable (Kerlinger,
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1986). If factors indicating subscales of the PDAS emerge from the factor analyses, item
to subscale correlations of .50 is an acceptable value (Hinshaw & Atwood, 1982).
Additionally, Cronbach's alpha underestimates internal consistency of multidimensional
instruments in which items on subs cales are related and therefore share variance. If this
situation occurs, Omega is the appropriate measure of internal consistency (Zeller &
Cannines, 1980).
DeGroot Perceived Symptom Transition Scale: POSDPSTS/ NEGDPSTS
The DeGroot Perceived Transition Scale (DPSTS) (DeGroot, 1989) is a 12 item
5-Point Likert Scale designed to assess the degree to which particular illness symptoms
are perceived to be in a state of change. Symptom transition is assessed according to
various symptom characteristics and includes overall symptom change, as well as change
in number, type, frequency, severity, duration, novelty, visibility, intrusiveness and
interference with life activities. In most nursing research, symptoms have been assessed
according to the degree of distress caused specific researcher-identified symptoms as
measured by the Symptom Distress Scale (McCorkle & Young, 1978). A limitation
inherent in this conceptual approach is that symptom diversity may not be accounted for
in the measurement. The DPSTS offers the advantage of assessing the effect of overall
patterns of symptom change including negative and positive perceptions. Awareness of
changing patterns of symptoms is considered an essential aspect of health (Cowling,
1990). Although most adults in the Aging Group experienced symptoms, for those who
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denied having any symptoms, the word "symptoms" was replaced with the tenn "healthrelated changes".
Problems with the internal consistency of the DPSTS were recently reported in a
sample of 282 women with breast cancer (Braden, Moore, & Sidani, 1994). The
instrument was found to have a standardized Cronbach's alpha level of .64, indicating a
lack of internal consistency. Items 1, 3 5, 11, and 12 were discovered to have a near zero
item-total correlation. Moreover, factor analysis yielded two distinct factors, positive
items of the DPSTS loaded on one factor and negative items (2,4,6,7,8, 9,10) loaded on
another factor. The authors then used structural equation modeling and confinnatory
factor analysis to detennine the factor pattern and best statistical model to represent the
DPSTS items. Braden, Moore, & Sidani (1994) concluded the twelve items comprising
the scale measure the same substantive content (e.g. symptom transition) using two
methods; negatively and positively stated items. An internal consistency of Cronbach's
alpha < .70 for the original instrument was unacceptable and symptom transition was
measured by two instruments derived from the two factors described above, namely,
symptom extension and symptom retrenchment, for analysis and interpretation of the data
(C. Braden, personal communication, June 6, 1995). Cronbach's alpha was .90 for
symptom retrenchment (positive items) and .92 symptom extension (negative items).
For the purpose of this research, the DPSTS was utilized in the manner identified
by Braden, Moore, & Sidani (1994). The positively stated items represented Positively
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Perceived Symptoms in Transition (POSDPSTS) and the negatively worded items
represented the concept of Negatively Perceived Symptoms in Transition (NEGDPSTS).
Items for the POSDPSTS and the NEGDPSTS are scored on a scale of one
(strongly disagree) to five (strongly agree) and summed to yield a total scale score
ranging from five to 25 for the POSDPSTS and seven to 35 for the NEGDPSTS. The
higher the score, the higher degree of symptom pattern change.
Initial psychometric evaluation of the DPSTS in its original form was performed
on a convenience sample of 66 patients with Chronic Fatigue Dysfunction Syndrome
(DeGroot, 1989). The original 9 item instrument was revised to 12 items based on
assessment of internal consistency of items in the pilot study. A sample of 124
predominately, white, chronically ill female patients was used in the dissertation research
in which the scale originated.
Validity estimates for the DPSTS have been supported. DeGroot (1989) found
statistically significant correlations as measured by an F value «.05) in the predicted
direction with subject's ratings of current health status, perception of illness course, and
level of daily activity.
Reliability of the DPSTS was established using Cronbach's alpha as a measure of
internal consistency. The standardized alpha was .93 indicating a high degree of internal
consistency. The average inter-item correlation was .51 and item to scale correlations
were .50 for all items on the revised scale.
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A recognized limitation for use of this instrument in this was the homogeneity of
the original study sample and therefore unknown generalizability to other populations.
Index of Well-Being; (lWB)
The IWB consists of eight items in the semantic differential format and one item
which measures the participant's overall satisfaction with life. The IWB was constructed
by Campbell, Converse and Rogers (1976) to assess the degree of life satisfaction. They
utilized a sample of 2160 community-dwelling adults. The IWB is scored as weighted
sum of two scores; 1) the score on one item which measures overall life satisfaction is
weighted 1.1; and 2) the mean score of the other eight items is weighted 1.0.
Researchers using the IWB have utilized either six-point (Reed 1986b, 1987) or sevenpoint (Campbell et aI., 1976; Dirksen, 1989, 1990) interval rating scale. A seven-point
rating scale was used to maintain consistency with the rating scale format used in the
PKPCT, discussed earlier.
Validity. Concurrent validity ofthe IWB has been established in several empirical
investigations. Campbell, Converse, and Rogers (1976) found significant positive
Pearson correlation between well-being and self esteem and well-being and selfcompetence. In research investigations about persons with medically-defined terminal
illnesses, the IWB has had moderate or high correlations with self-esteem (Dirksen, 1989,
1990), spiritual perspective (Reed, 1986b, 1987), intemallocus of control (Dirksen,
1989), and social support (Dirksen, 1989, 1990). An abbreviated version of the IWB
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demonstrated a positive correlation with self-transcendence (Coward, 1991) in a sample
of 54 women diagnosed with advanced breast cancer. Negative correlations were found
between the IWB two variables; illness distress (Coward, 1991) and external locus of
control (Dirksen, 1989).
Reliability. Reliability as a measure of internal consistency was estimated by
Cronbach's alpha. Estimates ranged from .70 (Dirksen, 1989) to .90 (Reed, 1987). In
Reed's (1987) study ,average interitem correlations ranged from .51 to .61.
Self-Transcendence Scale: (STS)
The STS is a unidimensional 15 item Likert scale which identifies intrapersonal,
interpersonal, and temporal experiences of later life that reflect expanded boundaries of
the self (Reed, 1991 d). Responses are based upon a 4-point response scale ranging from
1 (not at all) to 4 (very much). Potential scores ranging from 15 to 60 are summed and
reflect an overall level of self-transcendence.
The STS was derived from a 36-item scale, the Developmental Resources of Later
Adulthood (DRLA) scale (Reed, 1986b). Factor analysis of the DRLA yielded four
interpretable factors. Of those, the self-transcendent factor accounted for 45% of the
variance with an eigenvalue of 12.2.
Validity. Construct validity of the STS is supported by the relationships of the
STS to other variables. The STS was found to have statistically significant negative
Pearson correlations with measures of depression (Reed, 1986a, 1989, 1991 c; Reed &
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McGaffic, 1994), poor mental health (Reed, 1991c), illness distress (Coward, 1991),
perceived illness (Reed & McGaffic, 1994), and hopelessness (Reed & McGaffic, 1994).
Significant positive correlations have been established between self-transcendence and
measures of well-being (Coward, 1991) and spiritual perspective (Reed & McGaffic,
1994). The STS correlated significantly with a measure of postformal thinking, another
measure of transcendent patterns in a study of depressed and nondepressed older adults
(Reed & McGaffic, 1994). In a study of 52 elderly adults (Reed, 1991 c), matrix analysis
of qualitative data derived from participant's descriptions of self-transcendence identified
frequencies of self-transcendent behaviors that contributed to participant's well-being.
Reliability. Reliability of the STS as estimated by Cronbach's alpha has been
acceptable. Reliability coefficients ranged from .80 (Reed, 1989) to .88 (Coward, 1991;
Reed & McGaffic, 1994).
Spiritual Perspective Scale: (SPS)
The Spiritual Perspective Scale is a 10 item instrument in Likert format which
measures the extent to which spirituality permeates individuals' lives and they engage in
spiritually-related interactions. Responses to each item are selected on a scale of one to
six. The SPS is scored by summing across items and calculating the arithmetic mean.
Possible scores range from 1.0 to 6.0.
Validity. Developed by Reed (1 986b), the instrument was formerly called the
Religious Perspective Scale. Evidence for construct validity has been established through
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positive correlations between the SPS and religious background of study participants in
two studies of terminally ill and nonterminally ill adults (Reed 1986b, 1987). Further, the
SPS demonstrated statistically significant correlations in measures of spirituality
(positive) and hopelessness (negative) in a study of depressed and nondepressed older
adults (Reed & McGaffic, 1994).
As another measure of construct validation, the relationship between the SPS and
a question about the importance of spirituality in participant's lives was examined.
Responses were scored in a Likert format ranging from one (not at all important) to four
(very important).
Reliability. Reliability estimates of internal consistency as measured by
Cronbach's alpha ranged from .86 (Reed & McGaffic, 1994) to .95 (Reed, 1987). All
interitem correlations were greater than .40 in Reed's study examining spirituality and
well-being in terminally ill and nonterminally ill adults (Reed, 1987).
Meaning and Purpose in Life and Death
Meaning and Purpose in Life and Death was examined through the use of two
quantitative measures to elicit participant responses about meaning in life and death.
Although, meaning and purpose in life and death is conceptualized here as a holistic
process in which views about ones life and death are regarded as integral to meaning in
the life process. For the purpose of clarity, meaning in life and meaning in death will be
discussed separately.
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Meaning in life was measured using the Purpose in Life Test (PIU developed by
Crumbaugh and Maholick (1969). Two items (10, 15) on the PIL also assess meaning in
death. The stem of item 10 states: "Ifl should die today, I would feel that my life has
been... ". Responses range from a score of 1 very worthwhile to 7 to completely
worthless. The stem of item 15 is "With regard to death I am ..."; responses are reverse
scored and range from I prepared and unafraid to 7 unprepared and frightened. Thus,
content of the PIL suggests that aspects of meaning in death are assessed as well.
Meaning in death was also assessed by the Personal Meaning of Death Paragraph
(Holcomb, Neimeyer, & Moore, 1993; Neimeyer, Fontana, & Gold, 1984).
Purpose in Life Test: PIL
The Purpose in Life (PIL) test (Part A) is a 20 item semantic differential scale
which measures overall meaning and purpose in life. Items are scored from one to seven
and are summed to yield total scale scores ranging from 20 to 140. The manual of
instructions for the PIL (Crumbaugh & Maholick, 1969) suggests using a mean of
"normal" subjects (112) and of "patients" (92) as cutoff scores; thus, scores above 112
suggest meaningfulness in life and scores less than 92 suggest lack of meaning, and
scores of 92 through 112 are uncertain. However, for research purposes, raw scores have
been used in the correlational analyses. The higher the score, the stronger the sense of life
meaning (Hutzell, 1988).
The PIL was constructed from the orientation of logotherapy, treatment through

130
finding meaning in life. This is a system of existential therapy devised by Viktor Frankl
(1955, 1966) to assist individuals to find meaning and purpose which gives each
individual's life a unique sense of identity. According to Frankl (1955, 1966), inability to
invest life with meaning, reflects existential vacuum. The PIL has been used in therapy as
one technique for clinical assessment, and more often, it has been used in research to
examine relationships between the PIL and other psychological variables.
Validity. Evidence for construct validity of the PIL was first established by
Crumbaugh (1968) when he correctly predicted the order ofthe mean scores in four
different samples of "normal" adults: 230 successful business and professional personnel
(M=118.9); 142 active and leading Protestant parishioners (M=114.3); 417 college

undergraduates (M=108.5) and 16 nonpsychiatric hospital patients (M=106.4). Further, a
statistically significant difference was found between this combined "normal" sample
(N=805) and a sample of psychiatric inpatients (n=346). Samples from most studies

using the PIL have consisted of college students, psychiatric outpatients of mixed
diagnoses, penitentiary inmates and parishioners. However, there have been several
studies in elderly and ill adults supporting construct validity of the PIL.
In a study of 84 community dwelling adults (Rizzo, 1990), statistically significant
positive relationships (p S .001) were found between the PIL and the PKPCT and the PIL
and a measure of life satisfaction (Cantril Ladder). A statistically significant relationship
was found between purpose in life and death anxiety (p S .01) in a study of 54
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community dwelling older adults (Rappaport, Fossler, Bross, & Gilden, 1993). A
modified version of the PIL was used to examine differences between institutionalized
(n=30) and noninstitutionalized (n=20) adults over the age of 70 (Baum, 1988). There

was a statistically significant difference mean scores of the PIL between the
institutionalized group and the noninstitutionalized group. The latter had higher mean
scores. Analysis of narrative accounts of meaningful life events indicated that the
noninstitutionalized group also had more meaningful life events. An abbreviated version
of the PIL was used to examine the relationships between purpose in life, health locus of
control, anxiety, and self-esteem in a study of 57 ambulatory patients with advanced
cancer (Lewis, 1989). Interpretations of findings revealed that higher levels of meaning
was a significant predictor of self-esteem and low anxiety.
Reliability. Reliability estimates as measured by split-half of the PIL was .85
(Pearson Product-Moment) Spearman-Brown corrected to .92 in a sample of 120
Protestant parishioners (Crumbaugh, 1968). Reliability as estimated by Cronbach's alpha
was .88 for the total scale (Rizzo, 1990) in a sample of 84 elderly adults and .86 in an
abbreviated version of the PIL in a sample of 57 adults with advanced cancer (Lewis,
1989).
Personal Meaning of Death Paragraph
Meaning in death was assessed by the Personal Meaning of Death Paragraph
(Holcomb, Neimeyer, & Moore, 1993; Neimeyer, Fontana, & Gold, 1984) and by two

132
items on the Purpose in Life test. Participants were asked to answer the following
question in one or two sentences: "What does your personal death mean to you?" The
preemptive focus of existing instruments on negative and affective reactions to death
necessitates this alternative method of examining meaning in dying. Content analysis of
narrative responses to questions about meaning in dying, which is used to analyze
responses on this instrument, has been suggested as an appropriate approach to advancing
understanding about this concept (Holcomb, Neimeyer, & Moore, 1993; Viney, 1984,
1985).
The theoretical basis underlying assessment of meaning in this manner is derived
from personal construct theory in psychology (Kelly, 1955). From this perspective,
human beings attribute unique meanings to particular classes of people, things, or events.
These meanings or "personal constructs" serve as frame of reference in which current
events are contrasted with past events which influences the way individuals construe the
future.
Neimeyer, Fontana & Gold (1984) developed a manual and coding dictionary for
analyzing narratives specifically for the purpose of examining meaning in death. The
coding dictionary and manual was used for this research and can be found in Appendix
F. The manual was developed by examining constructs generated from content analysis
of narratives elicited from a total of 542 college students of varying ages in two studies
(Holcomb, Neimeyer, & Moore, 1993; Neimeyer, Fontana & Gold, 1984).
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Validity. According to Weber (1990), four types of validity are appropriate for the
evaluation of coding dictionaries used in content analysis of data. They are: I} construct
validity, which is the extent that a measure is correlated with some other measure of the
same construct; 2} hypothesis validity, which is the correspondence among variables and
the correspondence between these relationships and theory; 3} predictive validity, which
is the extent a measure predicts events external to the study, and 4} semantic validity, the
extent to which persons familiar with language and texts examine words or sentences
placed in the same category have similar meanings.
A limitation of the use of this coding manual, from the perspective of construct
validity, is that the death construct coding manual was developed from the death
constructs generated from narratives from college students, a different population than
older or terminally ill adults. Moreover, a study examining the death related concerns of
severely ill (n=496) and less severely ill (n=297) adults determined that the number of
concerns of severely ill adults were significantly greater (Viney, 1984). However,
differences in types of concerns were not reported. It was anticipated that new categories,
which are not in the current manual will be generated from interviews with elderly adults
and adults with a medically defined terminal illness. Thus, the investigation of meaning
in death is exploratory in nature. Relationships between frequently occurring categories
generated from analyses of narratives and each of the study variables were explored.
Establishing hypothesis validity will be accomplished by examining the relationships
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between the frequencies of death construct categories and each of the other spirituallyrelated variables.
Weber (1990) suggests that semantic validity should be established, by the use of
the coding dictionary. This was accomplished by the use of the death construct coding
manual (Neimeyer, Fontana, & Gold, 1984). Semantic validity also exists when persons
familiar with the languages and texts examine lists of words placed in the same category
and agree that these words have similar meanings. The use of three coders to analyze and
classify the data generated by the meaning in dying question is one way semantic validity
was established.
Reliability. Reproducibility, also called intercoder reliability, refers to the extent
to which content classification produces the same results when the same text is coded by
more than one coder (Weber, 1990). In the original research by Neimeyer, Fontana, &
Gold (1984), two undergraduate psychology students coded the data. Three coders were
used to analyze the data in this investigation. The coders were chosen based on their
extensive death-related experience. A physician, an intensive care unit nurse enrolled in
a geriatric nurse practitioner program, and speech pathologist coded the data. Interrater
reliability was estimated by percent of agreement of categories. This is the ratio of
number of agreements by possible number of agreements. The minimum acceptance
criterion was based on two of the three coders agreeing on data selected for a category.
Sixty-six percent agreement across categories was the minimum Fontana, & Gold, 1984
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acceptance for Interrater reliability of the coding manual. As new categories were
identified, the coders were to examine the data again for consistency with newly defined
categories. In five cases, there was no agreement on categories. The investigator
interpreted the content and assigned codes that were in agreement with at least one of the
other raters.
Reliability was further established by identical training of each coder by the
investigator. Coders were asked to read the definitions and coding manual. They were
instructed to code words or short phrases which are the units of analysis used in the
development of the content analysis of death constructs manual (Neimeyer et aI., 1984).
Each coder was asked to read each narrative through twice, then examine the coding
dictionary and assign codes. More than one code was assigned to a given phrase or word
depending of the context. A sample paragraph used by Holcomb, Neimeyer, & Moore
(1993) was given to each coder prior to data collection (Appendix G). The investigator
clarified questions about the codes as they arose during analysis of the paragraphs. This
process is suggested by Weber (1990) for successful application of a coding scheme.
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CHAPTER 4
Data Analyses
The purpose of this study was to examine the magnitude and direction of
relationships among seven patterns of unitary development. The relationships among
power, death awareness, symptom transition, well-being, self-transcendence, spirituality,
and meaning and purpose in life and death were examined in adults who are aging and
adults who are dying. The data analyses were directed by the research questions and the
theoretical framework. The data were analyzed using SPSS (Norusis, 1990) through a
series of steps which were as follows: exploratory analysis, reliability and validity
assessments, correlational analysis, analysis of variance, and canonical correlational
analysis. Content analysis was used to interpret the Personal Meaning of Death
Paragraphs.
Exploratory Analysis
Exploratory analysis of the data included the following: 1) examination of the
characteristics for each item of the study instruments and Descriptive Information
Questionnaire items for outliers, 2) t-tests or nonparametric statistics on potentially
significant descriptive variables to determine differences between groups; 3) examination
of the data distributions for each major study variable to determine ifpower or loglinear
transformations were necessary prior to analysis of variance and canonical correlational
analysis; 4) assessment of psychometric properties of each study variable.
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Sociodemographic Characteristics
Sample descriptive characteristics are presented for each group.
Sociodemographic characteristics are summarized in Table 5. There were no missing
data. The ages of the Aging Group ranged from 61-82 years, with a mean age of71.80
years (SD= 6.21). The Dying Group ranged in age from 26-89 years with a mean age of
58.86 years (SD= 18.27). A statistically significant difference between the mean ages of
the two groups was found: t (41.7)= 3.97, p (two-tailed).::s .01. Hartley's test for
homogeneity of variance revealed a statistically significant F max value of 8.97, p.::s .01,
indicating that the standard deviations were not equivalent and thus the variances of the
groups were not homogeneous. Therefore, significance test for the t test was based on
separate variances (Munro, 1993).
Seven men and 28 women comprised the Aging Group. The Dying Group
included 19 men and 16 women. The gender differences were statistically significant as
measured by the Pearson value of chi-square (dJ=l, X 2=8.81),p.::s .01.
The educational level ranged from eight to 20 years in the Aging group (SD=
3.11) and seven to 24 years in the dying group (SD=3.63). The mean level of education
was identical at 13.46 years for each group.
Ethnicity was similar for the two groups. Both groups were predominately
Caucasian, with 97.1 % in the Aging Group (n=34) and 88.6 % (n=31) in the Dying

Table 5
Sociodemographic characteristics

Age

Range

AGING GROUP
(SD)
Frequency (%)
Mean

61-82

71.80

(6.21)

20-29
30-39
40-49
50-59
60-69
70-79
80-89

Range

DYING GROUP
(SD)
Mean
Frequency (%)

26-89

58.86

(18.27)

13
19
3

(37.2)
(54.4)
( 8.6)

1
6
5
3
7
8
5

7
28

(20.0)
(80.0)

19
16

(54.3)
(45.7)

3

( 8.6)

3
9
15
4

( 8.6)
(25.7)
(41.8)
(11.6)

( 2.9)
(17.4)
(14.5)
( 8.7)
(20.3)
(23.2)
(14.5)

Gender
Males
Females
Education in Years

7
8
9
10
12
13-16
17-20
>20

8-20

13.46

(3.11 )

7-25

1
2
4
11
11
6

(2.9)
( 5.7)
(11.4)
(31.4)
(31.4)
(17.2)

13.46

(3.63)
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Table 5
Sociodemographic characteristics
Range

AGING GROUP
(SO)
Frequency (%)
Mean

Range

OYINGGROUP
Mean
(SO)
Frequency (%)

Ethnicity
Caucasian
Latino

34

(97.1)
( 2.9)

31
4

(88.6)
(11.4)

8
19
4

(22.9)
(54.3)
(11.4)

I

(2.9)
( 8.6)

7
20
3
2
1

(20.0)
(57.1)
( 8.6)
( 5.7)
( 2.9)

6

( 17.1)

10
13

(28.6)
(37.1)

6
6

(17.1)
(17.1)

Religion
Protestant
Catholic
Episcopalian
Jewish
New Age
Atheist
Personal Spirituality/No religion

Financial Status
Not at all Secure
Somewhat Secure
Secure
Very Secure

1-4

3

2.74

(.78)

1-4
2
10
18
5

( 5.7)
(28.6)
(51.4)
(14.3)

2.23

(1.06)

t-'

W
\0
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Group. There was one Latino in the Aging Group and four Latinos in the Dying Group.
Religious affiliations for the Aging Group included eight Protestants (22.9%), 19
Catholics (54.3%), four Episcopalians (11.4%), one New Age (2.9%) and three Atheists
(8.6%). The Dying Group consisted of seven (20.0%) Protestants, sixteen (45.7%)
Catholics, three (8.6%) Episcopalians, two (5.7%) Jews, one (2.9%) New Age and six
(17.1 %) who described a personal spirituality that included God but were not associated
with any structured religion.
Financial status was rated on a scale of one (not at all secure) to four (very
secure). The mean score for financial security was 2.74 in the Aging Group (8D= .78).
Financial status was rated as follows: six percent (n=2) were not at all secure; 29%
(n=10) were somewhat secure; 51% (n=18) were secure; and 14% (n=5) rated

themselves as very secure. The dying adults perceived their financial status as less secure
than the aging group with a mean score of2.23 (8D=1.06). Twenty-nine percent (n=lO)
believed they were not at all secure financially. Thirty-seven percent (n=13) were
somewhat secure and 17% (n=6) were either secure or very secure. The difference in
perceived financial security between the two groups was statistically significant t (68)
=2.31, p (two-tailed)=.02 using the pooled variance estimate F Max=I.85 (p=.08).

Health-Related Characteristics
A comparison of health-related characteristics for the two groups can be found in
Table 6. Although the aging adults considered themselves "well" for the most part, 83%
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identified the following medical diagnoses: cardiovascular disease (n=12), arthritis
(n=5), diabetes (n=2), depression (n=2), asthma (n=3), and hypothyroidism (n=3).

Twenty-three percent (n=8) stated that they had no medical diagnosis. For the dying
adult group, 37% (n=13) had AIDS, 37% (n=13) had cancer, 31% (n=8) had end-stage
cardiovascular disease, and 3% (n=l) was diagnosed with amyotrophic lateral sclerosis.
The number of medications ranged from zero to seven for the Aging Group
M=I.66 (SD= 1.56). The Dying Group ranged in number of medications from one to 40,
M=7.89, SD=8.13. A statistically significant difference was found between the two

groups t (separate, 36)= -4.45,p (two-tailed) S .01. The Fmax was 8.64 , pS .01
indicating a lack of homogeneity of variance. The standard deviation for the Dying Group
(SD= 8.1) was affected by the extreme values of five subjects who were taking 11 (n=2)

17, 24 or 40 medications daily.
The groups also differed on total number of symptoms of illness, the Aging Group
ranged from 0 to 3 with a mean number 1.31 symptoms. Seven aging adults (20.0%) had
no symptoms; 14 (40.0%) reported one symptom; ten (28.6%) had two symptoms, and
four ( 11.4%) had three symptoms. The Dying Group had greater numbers of symptoms
overall ranging from one to six with a mean number of3.67 symptoms for the group. Six
dying adults (17.1 %) had only one symptom; six had two symptoms; three (8.6% )
identified three symptoms; six had four symptoms, six had five symptoms, and eight
(22.9%) had six symptoms. The separate variance estimate was significant t (49) =

Table 6
Health-related characteristics

Range

AGING GROUP
Mean
(SO)
Frequency (%)

Range

DYING GROUP
(SO)
Frequency (%)
Mean

Primary Medical Diagnosis
Cancer
AIDS
Cardiovascular Disease
Arthritis
Diabetes
Depression
Other
None
Number of Medications

12
5
2
2
6
8
0-7

1.66

(34.3)
(14.3)
( 5.7)
( 5.7)
(17.1)
(22.9)

(1.56)

0

8

I

II

2
3
4
5
6
7
9
10
> 10

9
2
4

13
13
8

(2.9)
1-40

(22.9)
(31.4)
(25.7)
( 5.7)
(11.4)

-

(2.9)

(37.1)
(37.1)
(22.9)

7.89

(8.1)

4
2
I

5
5
2
4
3
4
5

-

(11.4)
( 5.7)
( 2.9)
(14.3)
(14.3)
( 5.7)
(11.4)
( 8.6)
(11.4)
(14.3)
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Table 6
Health-related characteristics

Total Number
of Symptoms

Range

AGING GROUP
(SO)
Frequency (%)
Mean

0-3

1.31

(.93)
7
14
10
4

0
1
2
3
4
5

Range

OYINGGROUP
Mean
(SO)
Frequency (%)

1-6

3.66

(1.89)

(20.0)
(40.0)
(28.6)
(11.4)

6
Self Rating of Health
Poor
Fair
Average
Good
Excellent

2-5

3.91

1-4

(.85)

2
8
16
9

( 5.7)
(22.9)
(45.7)
(25.7)

2.23

6
6
3
6
6

(17. I)
(17. I)
( 8.6)
(17.1)
(17.1)

8

(22.9)

8
9
2
16

(22.9)
(25.7)
( 5.7)
(45.7)

(1.06)

......
~
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-6.57,p (two-tailed) 5..01 with an F Mnx= 4.l3,p (two-tailed) .:5.01.
The symptoms were grouped into ten categories. They were as follows: chest
pain, generalized pain, fatigue, shortness of breath, gastrointestinal symptoms (nausea,
diarrhea, const'ipation), inability to sleep, forgetfulness, feeling blue, not being able to do
the things I'd like to do, and other symptoms. Types of symptoms classified as other
symptoms were fevers, night sweats, "pins and needles in the feet", incontinence, weight
loss, and weakness.
There was also a statistically significant difference between the two groups for
perceived health t (59.4)= -1.97,p (two-tailed).:5 .05. The pooled variance estimate was
used because Hartley's test for homogeneity of variance was not significant FMnx=1.14,p
(two-tailed)=.69. Aging adults rated their health as follows: none rated their health as
poor; only two (5.7%) rated it as fair; eight (22.9%) rated health as average; 16 (45.7%)
rated health as good; and nine (25.7%) rated their health as excellent. The mean selfrating of health was 3.94. Dying adults rated their health status worse than older adults,

M=2.71. For eight (22.9%) dying adults, health was rated as poor. Nine (25.7%) rate
health as fair and two (5.7%) rated health as average. Sixteen dying adults (45.7%) rated
their health as good and none from this group believed their health was excellent.
Social Support Characteristics
Characteristics indicative of social support for each group are in Table 7.
Eighteen (51.4%) of the Aging Group and 10 (28.6%) of the Dying Group lived alone.
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Sixteen (45.7%) in the Aging Group and 20 (57.1%) in the Dying Group lived with their
life partner. One person in the Aging Group (2.9%) and three persons (8.6%) in the
Dying Group lived with family members. One person in the Dying Group lived with
friends and one lived in an adult foster care home.
Eleven subjects from both groups attended some type of support group. Two
adults from the Aging Group attended 12 step programs for alcohol addiction. Eight from
the Dying Group attended support groups related to their medical diagnosis. One dying
adult found support from a 12 step program for alcohol/drug addiction.
The primary source of emotional support was similar for both groups. Twenty-six
of the Aging Group (74.3 %) and 27 of the Dying Group (77.1%) relied on family of
origin or life partners for emotional support. Five adults (14.3%) from each group
derived support from friends. In the Aging Group, three adults (8.6%) found support
from their church or clergy. Two adults (5.7%) in the Dying Group received emotional
support from paid care givers. One dying adult utilized a cancer support group as a
primary source of emotional support.
More than 51 % (n= 18) of the Aging Group lived alone. In contrast, 28.6% (n= 10)
of the Dying Group lived alone but all of these people were receiving some type of
24 hour supervision or home health care. Forty -six percent of the Aging Group (n=16)
lived with a spouse or life partner and six percent (n=l) lived with a family member. For
the Dying Group, 57% (n=20) lived with a spouse or life partner and more than eight

Table 7
Social

su~~ort

characteristics

Range

AGING GROUP
Mean
(SD)
Frequency (%)

Range

DYING GROUP
Mean
(SD)
Frequency (%)

Present living Arrangement
Alone
SpouselPartner
Family Member
Friends
Other

18
16
I

(51.4)
(45.7)

20

( 2.9)

3

10

I
1

(28.6)
(57.1)
( 8.6)
( 2.9)
( 2.9)

26
8
I

(74.3)
(22.9)
( 2.9)

27
5

1

(77.1)
(14.3)
( 2.9)

2

( 5.7)

Attends Support Group
No
Related to Medical Diagnosis
12 Step

33

(94.3)

2

( 5.7)

26

(74.3)
(14.3)
( 8.6)

Primary Source of
Emotional Support
Family! Partner
Friends
Other
Support Group

5
3
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Table 7
Social support characteristics

Range

AGING GROUP
Mean
(SO)
Frequency (%)

Range

OYINGGROUP
Mean
(SO)
Frequency (%)

Relationship with
Significant Other
Married
Living Together
Widowed

16

(45.7)

15

(42.9)

No Relationship
Divorced

I
3

( 2.9)
( 8.6)

20
I
4

(57.1)
( 2.9)
(11.4)

10

(28.6)

......

.j::o

.......
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percent (n=3) lived with family members. One dying adult lived with friends and one
dying adult lived with an adult foster care provider.
Forty-five percent of the Aging Group (n=16) and 57% of the Dying Group
(n=20) were married. Gay or lesbian participants who were in a monogamous relationship

for more than one year were placed in the married category. One dying adult was living
with someone in a newly formed relationship. Forty-two percent of the Aging Group
(n= 15) and II % of the Dying Group were widowed (n=4). One adult in the Aging Group

(2.9%) and ten adults in the Dying Group (28.6%) did not have a relationship with a
significant other. Approximately nine percent of the Aging Group were divorced
(n=8.6%).

Study Variable Characteristics
The scales used to measure the study variables and answer the research
questions were as follows: Power as Knowing Participation in Change, (PKPCT) ;
Personal Death Awareness Scale (PDAS); newly created scales indexing Positively
Perceived Symptoms (POSDPSTS) and Negatively Perceived Symptoms in Transition
(NEGDPSTS) of the DeGroot Perceived Symptom Transition Scale, the total scale score
for the Index of Well-Being (IWB); the Self-Transcendence Scale (STS); the Spiritual
Perspective Scale (SPS); and the Purpose in Life Test (PIL).
The data were examined for outliers by inspecting stem and leaf diagrams,
boxplots, and correlation matrices. No subjects demonstrated extreme values greater than
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three standard deviations from the mean in any study variables or items on the
Demographic Information Questionnaire. Therefore, all subjects (n=35 for each group)
were retained in the final research sample.
The data distributions for each study variable were examined for skewness and
kurtosis to determine if the data were normally distributed. Fisher's measure of skewness
was calculated by dividing the measure of skewness by the standard error for skewness
for each study variable. Values above + 1.96 or below -1.96 indicate statistically
significant skewness and kurtosis at the .05 level (Munro, 1993). Only one variable, the
Spiritual Perspective Scale was significantly negatively skewed. Fisher's measure of
skewness was calculated by dividing the measure of skewness by the standard error of
skewness. Skewness was -5.2 for the combined group; - 4.7, for the Aging Group, and
-2.7 for the Dying Group. The SPS also exhibited an asymmetric distribution as
measured by Fisher's measure of Kurtosis which was 4.1 for the Aging Group. Fisher's
measure of kurtosis was within the +1.96 to -1.96 range at .01 for the Dying Group.
The negative skewing and kurtosis of the SPS can be explained by the fact that
participants scored highly on the SPS. To meet the assumptions of normal or symmetrical
distributions, the SPS was transformed using a squared, then cubed score to improve the
distribution toward a more symmetrical shape for canonical correlation analysis.
However, the distribution remained significantly skewed for the Aging Group.
Nonnormal data distributions are problematic only when they are in combination with

150
violations of other assumptions for statistical models (Verran & Ferketich, 1984). The
assumptions for canonical analysis are the same as the assumptions for regression
analysis (Munro, 1993; Pedhauser, 1982). Analysis of residuals to determine if the
study variables met the assumptions of correlational analysis was part of the exploratory
analysis. The psychometric properties of each instrument were assessed prior to residual
analysis. There were no significant differences in the psychometric assessment between
each group (n=35). Therefore, the psychometric properties discussed reflect the total
group statistics.
Assessment of Psychometric Properties
The study instruments were assessed for internal consistency using the
standardized Cronbach' s alpha, inter item correlations, and item-scale correlations.
Revision of the Personal Death Awareness Scale based on factor and correlational
analyses is also included in this section. Construct validity was established in part by
examining the correlations between the study variables and the following demographic
variables: Self -Rating of Health, Importance of Spirituality, Past Experiences with
Death, and Total Number of Symptoms. Additionally, relationships between study
variables for health (Power, Death Awareness, Positive Symptom Transition, Negative
Symptom Transition, Well-Being) were examined to support the theorized construct of
health. Relationships between indicators of spirituality (Self-Transcendence, Spiritual
Perspective, Purpose in Life) were examined to establish construct validity for
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spirituality.
Power as Knowing Participation in Change Test (PKPCT). Cronbach's alpha for
the PKPCT was .93. Seventy-five percent ofitems met the criterion of .30 for interitem
correlations. Item to scale correlations ranged from .18 to .66. Each of the four subscales
(awareness, choices, freedom to act intentionally, and involvement in creating change),
met the criteria (1=.60-.70) for subscale to total scale correlations (Anastasi, 1976). The
PKPCT was correlated to each subscale as follows: Awareness (1-.84), Choices (I.92), Freedom to Act Intentionally (I- .89), and Involvement in Creating Change (1-.86).
Personal Death Awareness Scale (PDAS)' Prior to psychometric analysis, the
Personal Death Awareness Scale was revised based on participant input on item four.
This item was designed to assess the temporal dimension of death awareness. That is,
the ability of the individual to realistically appraise time left to live before death. The
stem of the original item was as follows: How much time do you feel ~ have to live
before you die? The five response categories were: 1) less than one week; 2) less than
one month, 3) less than six months, 4) less than one year,S) more than one year, and 6)
more than five years. Revision of the item was initially supported by comments made
by participants diagnosed with AIDS and cancer in the pilot study who suggested that this
item was not important or indicative of awareness of death.
Almost 50% of participants (N=34) were uncertain about time left to live before
death and would not answer to one of the response categories. Twenty (57.2 %) of the
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Aging Group and 14 (40%) of the Dying Group stated they could not respond to the
categories for item four. Several comments made by participants were as follows: "
Nobody knows how much time is left; " "My doctor said I would die in December and
I'm still here;" and" Once you decide how much time is left...... well, that's it." It was
theorized that one aspect of development at the end of life is evidenced by the ability to
integrate realistic appraisals of time left to live with one's conception of self. It is
suggested here that this finding supports a central tenet of personal construct psychology
first introduced by Kelly (1955). Within this framework, events are construed in order to
be able to anticipate similar events in the future. Some constructs are low level and can
easily be restructured without revising one's whole system of personal constructs. Others,
such as death, are much higher in the construct hierarchy and changing them would cause
immense changes in the person's outlook. Kelly (1955) asserts that for most people death
is an alternative core structure of the self, one which may be incompatible with the
present structure.
Thus, it is suggested that the inability to place a time frame on expectations of
when death will occur reflects the hesitance of individuals in this study to incorporate the
construct of personal death into their life at the present time. Although individuals may be
able to create purpose in life and incorporate developmental views of connectedness to
others in the face of death. Death itself is not part of existence as it is experienced in the
relative present. Support for this interpretation is found in the Meaning of Death
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Paragraphs in which participants were asked what death meant to them personally. The
following example from one dying participant illustrates this perspective:
Our life force is energy. It doesn't disappear. We become part of each other
when we die. Energy doesn't end. It doesn't dissipate. I'm not looking to
death with fear at all. I almost died in October. I was so unaware. I just
hope I'm aware when I'm dying. I want to live as long as I can but there's a
part of me that wants to know what's next. Death is sort of like Christmas,
sometimes it's horrendous, sometimes it's wonderful.
Item four was not retained for psychometric analysis of the Personal Death
Awareness Scale. The standardized alpha coefficient for the remaining nine items was
.59. Interitem correlations did not meet acceptable criteria of.30 to .70 established by
Kerlinger (1986). In fact, only five of36 correlations were greater than .30. The mean
interitem correlation was .14 for the nine items. Items one, two, three, and seven, met the
item to scale criterion of .30.
Factor analysis using the varimax rotation yielded four interpretable factors with
eigenvalues of 1.0 or greater. All items loaded on factors greater than the recommended
value of .30 (Nunnally & Bernstein, 1994). Table 8 contains items and factor loadings.
The original Personal Death Awareness Scale is found in Appendix D. The eigenvalue
for Factor 1 was 2.51 and accounted for 28% of the explained variance. Items one, two,
three, and seven comprised Factor 1. These items shared a common conceptual basis of
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conscious awareness death and dying. Item one (PDAS1) assessed the frequency of
thoughts about death . The frequency of thoughts about one's own death was assessed
with item two (PDAS2). Item three reflects the frequency in which participants talked
about death with others (PDAS3). The frequency of talking about death is viewed as one
behavioral manifestation of conscious awareness of death. Item seven was reverse scored
and measured the extent to which participants agree or disagree with the statement:
"thinking about death is a waste of time".
The eigenvalue for Factor 2 was 1.46 and accounted for 16.2% of the variance.
Items loading on factor two reflect the affective or emotive response to death.
Item nine (PDAS9) was reverse scored and measured the extent to which an individual
agreed or disagreed with the following statement: "I feel helpless when I think about my
death". Item seven (PDAS7) also loaded on this factor and it expresses the value the
individual places on thinking about death. Item six (PDAS6) indexes the extent to which
individuals agree or disagree with the statement; "death is a part of life". This was
inversely related to other items loading on this factor. Item ten (PDAS 10) assessed the
degree to which one agrees or disagrees with the statement: "accepting the inevitability of
my death enables me to get on with life."
Three items loading on Factor 3 accounted for 13.4 % of the variance with an
eigenvalue of 1.20. Conceptually, these items together reflect the ability to integrate death
with present life experiences. Item three (PDAS3) loaded on this factor as well as Factor
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1. Item five (PDAS5) measured the extent to which individual's agreed or disagreed with
the statement:

II

thinking about death helps me live life to the fullestll. Item eight

(PDAS8) assesses agreement with the statement:

III

have made peace with the idea I'm

going to die. II
Table 8
Rotated factor matrix and factor loadings for the Personal Death Awareness Scale
Factor 3

Factor 4

.76

-.36

PDAS5

.89

-.56

PDAS8

.31

Item

Factor 1

PDASI

.91

PDAS2

.91

PDAS3

.62

PDAS7

.43

Factor 2

.60

PDAS9

.76

.72

PDASI0

.33

.44

PDAS6

-.44

.44
.57

Factor 4 accounted for 11.2% of the variance with an eigenvalue of 1.00. Items
six, eight, and ten together represent the concept of death acceptance. Based on the
results of the factor analysis, the Personal Death Awareness Scale was not composed of
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two factors (temporal and integration) as was theorized. Further analysis of the PDAS
included reliability assessment of the items identified in each of the four factors.
Cronbach's alpha for the four items indicating Death Awareness identified in
Factor 1 was. 76. Interitem correlations ranged from. 29 to .84. Although two
correlations were out of the accepted range of .30 to .70, the criteria that 40-50% of
correlations fall within this range was still met. The corrected item to scale correlations
ranged from .35 to .71. Coefficient alphas for the remaining factors were unacceptable
for new scales. The internal consistency of items loading on Factor 2 representing
emotive/affective aspect was .22. Cronbach's alpha for Factor 3 (Death Integration) items
was .42. Interitem correlations were below the acceptable criteria of 40% being greater
than .30. Item to scale correlations ranged from -.05 to .24. Factor 4 (Death Acceptance)
was also not internally consistent. Cronbach's alpha was .33. Item to scale correlations
ranged from .16 to .23 and interitem correlations ranged from .11-.20.
For the purpose of this research, death awareness was measured by the revised
four item death awareness scale as indicated by Factor 1. The evaluation of items on the
PDAS provide empirical support to the complexity of creating instruments to measure
attitudes and constructs related to death.
DeGroot Perceived Symptom Transition Scale (DPSTS). The standardized
Coefficient alpha for the 12 item DPSTS was .12 which is much less than the accepted
criterion of .70 for a new scale (Nunnally and Bernstein, 1994). The range ofinteritem
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correlations was acceptable at -.. 50 to .62. However, the item to scale correlations
ranging from -.07 to .20 did not meet criteria established by Kerlinger (1986). Guided
by the analysis of Braden, Sidani, & Moore ( 1994) as described in chapter three, items
were assigned to a scale according to evaluation (positive or negative) of symptoms in
transition. Support for this assignment was confirmed by examining the correlation
matrix. All negative items were inversely related to items represented by positively
appraised symptoms in transition. Items one, three, five, 11, and 12 comprised the
positively appraised items of the DeGroot Perceived Symptom Transition Scale
(POSDPSTS). Cronbach's alpha for these items was .82. Interitem correlations were .30
to .61 and item to scale correlations ranged from .49 to .72.
Items two, four, six, seven, eight, nine, and ten comprised the negatively
perceived symptoms in transition (NEGDPSTS). Cronbach's alpha was .79. More than
40% of interitem correlations were within the acceptable range of .30 to .70. Item to
scale correlations were .37 to .67. The POSDPSTS and NEGDPSTS were retained as
study variables to answer the research questions. Thus, two variables, the POSDPSTS
and NEGDPSTS were used to measure the pattern of perceived symptoms in transition.
Index of Well-Being OWB). The standardized Cronbach's alpha coefficient was
.88. For a mature scale, the criterion for acceptance is .80 (Nunnally & Bernstein,
1994). Interitem correlations ranged from .12 to .69. Kerlinger (1986) suggests that 4050% interitem correlations should range from

.30-.~1O.

Only one interitem correlation did
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not meet this criterion. Item to scale correlations ranged from .34 to .74, meeting an
acceptable criterion of .30 to .70 (Hinshaw & Atwood, 1982). Thus, internal
consistency was established for the Index of Well-Being.
Self-Transcendence Scale (STS). Internal consistency as measured by Cronbach's
alpha was .70 for the STS. The range of interitem correlations was .01 to .8. Twenty
percent of item to item correlations were between .30-.70. Ten of the 15 items were
within the acceptable range of .30 to .70. Although the STS did not meet all criteria for
internal consistency, it was considered a central variable to answer the research questions.
Spiritual Perspective Scale (SPS). Internal consistency of the SPS was
established (a=.91). Interitem correlations ranged from .27 to .79. Ninety-percent of
items were within the acceptable range. Item to scale correlations also demonstrated
internal consistency with correlations ranging from .46 to .81.
Purpose in Life Test (PIL). Cronbach's alpha for the twenty item purpose in life
test was .84. The range of interitem correlations for the PIL were -.26 to 6.5. Forty-one
percent of item to item correlations were within the range of .30-.70. Item to scale
correlations were -.13 to .63.
Validity Assessment for Study Instruments
To establish construct validity for the study instruments, correlations with other
study variables and selected items from the Demographic Information Questionnaire were
examined. The correlations among indicators of health (Power as Knowing Participation
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in Change Scale, Personal Death Awareness Scale, Positively Perceived Symptoms in
Transition Scale, Negatively Perceived Symptoms in Transition Scale) were examined
together to establish construct validity followed by examination of correlations among
empirical indicators of spirituality ( Self-Transcendence Scale, Spiritual Perspective
Scale, Purpose in Life Test). Correlations between the study variables for the Aging
Group are reported first followed by correlations for the Dying Group. For correlations
in which the relationship between variables was < .10, no relationship between variables
was assumed.
The one-tailed level of significance is reported for relationship between study
variables, as positive relationships between each of the variables was theorized. Whereas,
the two-tailed level of significance is reported for relationships between the study
variables and items on the Demographic Information Questionnaire because the direction
of these correlations was not theorized a priori.
Power as knowing participation in change. The correlations between the Power
as Knowing Participation in Change Test and the other variables indicative of health
were examined. Power had no relationship with Personal Death Awareness for the Aging
Group and had a small positive relationship with Personal Death Awareness for the
Dying Group (r=.II, p=.27). There was a small positive relationship between Power and
Positively Perceived Symptoms in Transition for the Aging Group (r=.16, p= .18) and no
relationship for the Dying Group. The relationship between Power and Negatively
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Perceived Symptoms in Transition was negative for both the Aging Group (r= -.40, p~
.01) and the Dying Group (r= -.16, p= .19). This inverse relationship is supported by
other studies in which distressing symptoms were negatively correlated to other measures
of health in ill adults such as quality of life (Graham & Longman, 1987; Haberman,
Bush, Young, & Sullivan, 1993; Lovejoy, Freeman, Paul & Christianson, 1991),
functional status (Sarna, Lindsey, Dean, Brecht, & McCorkle, 1993), and internal health
locus of control (Ehlke, 1988). ThePKPCT had a small, nonsignificant inverse
relationship with self rating of health (r= -.17,p=.32) for the Aging Group and no
relationship was found for the Dying Group.
The lack of consistency or relationships for Power and the other health-related
variables can be explained in part, by the fact that health is a multidimensional construct
representing incorporating both health and illness (Jensen & Allen, 1993; Moch, 1989;
Newman, 1991). That is, that health and illness are not mutually exclusive, but are
dimensions of the same phenomenon which is central to human wholeness. It is
suggested here that study participants self-rating of health also reflects illness appraisal as
well. Power as knowing participation in change and appraisal of illness are aspects of
human health within this developmental conceptual framework.
Personal death awareness. For the Aging Group and Dying Group, respectively,
the PDAS exhibited inverse relationships with the Positively Perceived Symptoms in
Transition Scale (r= -.17,p=.17; r = -.27,p= .06) and the Index of Well-Being (r= -.28,p
~

.05; r=

-.42,p~

.01 ) and a significant positive relationship was established between the

PDAS and the Negatively Perceived Symptoms in Transition Scale (r= -.40, p

~

.01; r=
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.30; p= .04). As was suggested in a previous section about the psychometric properties
of the PDAS, the unsuspected inverse relationships with other study variables may
indicate the individuals' inability to integrate thoughts about death with the person's
construct of self. Thus, personal death awareness as it was reconceptualized for this
study represents a negative dimension of a developmental perspective of health. For the
Aging Group, the PDAS was positively correlated with the influence of past experiences
with death on present life, although the relationship was not statistically significant (r=

.12, p= .50). However, there was no relationship between the PDAS and past expereinces
of death for the Dying Group.
Positively perceived symptoms in transition.

Construct validity was supported

by the moderate positive relationship established between the POSDPSTS and the Index
of Well-Being for both the Aging and Dying Groups, respectively (r= .25,p=.07; r= .26,

p= .06). A strong inverse relationship between the POSDPSTS and Negatively Perceived
Symptoms in Transition was established for both groups as well (r= -.58,p ~ .001; r=-

.70,p ~ .001). The POSDPSTS was positively correlated to participant's self rating of
health (r= .50,p ~ .01; r= .30,p = .07) and was inversely related to the total number of
symptoms for the Dying Group only (r= -.27,p=.12). For the Aging Group there was no
relationship between the POSDPSTS and total number of symptoms. However, more
than half of the participants in the Aging Group attributed symptoms they were
experiencing to "normal" aspects of aging.
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Negatively perceived symptoms in transition. The relationship between the
NEGDPSTS and the Index of Well-Being was significantly, inversely related as would be
expected for both groups (r= -.46,p ~ .01; r= -.42,p ~ .01). Further support for the
construct validity of this instrument was found in the significant, positive relationship
between the NEGDPSTS and total number of symptoms for the Dying Group only
(r=.46,p~

.01).

Index of well-being. Construct validity for the IWB was established by the
relationships described with other study variables indicative of health. Moreover, a
positive relationship between the IWB and participants' self rating of health was also
found (r=.24, p= .15) for the Dying Group. An unexplained negative relationship was
found between the IWB and participant's self-rating of health (r= -.20,p =.26). The IWB
was inversely related to the total number of symptoms for the Dying Group only (r=.43, p

~.Ol).

Self-transcendence scale. The relationship between the STS and the other two
indicators of spirituality, namely, the Spiritual Perspective Scale and the Purpose in Life
test were positive and statistically significant for both groups. The correlation between
the STS and the SPS was .37 (p= .02) for the Aging Group and was .54 (p ~ .001) for the
Dying Group. The correlation between the STS and the PIL was .37 (p=.02) for aging
adults and .80 (p~ .001) for dying adults. To further support construct validity of the STS,
the relationship between this instrument and participants' self-report of the importance of
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spirituality was positive (r=.30; p=.08; r=.40, p=02) for the Aging Group and Dying
Group, respectively.
Spiritual perspective scale. Construct validity was established for the SPS by the
aforementioned correlation with the Self-Transcendence Scale and with the small,
positive relationship to the Purpose in Life Test (r= .l1,p= .27) for aging adults and the
moderate positive relationship for dying adults. (r=.41, p.:5 .01. Additionally, the SPS
was strongly related to the self-report item about the importance of spirituality for both
groups (r= .87,p.:5 .001; r= .65,p.:5 .001)
Purpose in life test. Construct validity for the PIL was established by the
significant, positive correlation between it and the Self-Transcendence Scale.
Relationships between the PIL and the Spiritual Perspective Scale were positive and
statistically significant for the Dying Group. A small, positive relationship between the
PIL and the importance of spirituality in present life was also identified in the Dying
Group (r= .28,p=.lO).
Summary of Psychometric Analysis
Reliability assessment. The immature study instruments met or exceeded the
established reliability estimates of .70. Specifically, the Positively Perceived Symptom
Transition Scale (POSDPSTS), the Negatively Perceived Symptom Transition Scale
(NEGDPSTS), the Revised Personal Death Awareness Scale (PDAS), and the SelfTranscendence Scale (STS) were acceptable for answering the research questions. The
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mature instruments which met or exceeded the reliability coefficient criteria of .80 were
the Power as Knowing Participation in Change Scale (PKPCT), the Index of Well-Being
(IWB), the Spiritual Perspective Scale (SPS), and the Purpose in Life Test (PIL).
Validity assessment. Construct validity was established for study variables
through examination of interrelationships among study variables for each major construct
( e.g. Health and Spirituality). Although, not all relationships were in the direction and
magnitude expected, each variable correlated significantly with at least one other study
variable within that construct. Validity was also established through the relationships
between major study variables and key items on the Descriptive Infonnation
Questionnaire.
Research Questions
The research questions were asked to discover the relationships between
indicators of spirituality and health in the combined group of aging and dying adults,
differences between the two groups, and the best combination of variables to explain
relationships among the variables between the two groups. Additionally, differences in
meanings of death between the two groups were examined. The ten research questions
presented in Chapter One are restated as follows:
(1) What is the relationship between variables indicative of health (power as
knowing participation in change, personal death awareness, symptom transition, wellbeing) and variables indicative of spirituality (self-transcendence, spiritual perspective,
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meaning and purpose in life and death) in the combined group of aging and dying
adults?
(2) What is the relationship between each variable indicative of health (power as
knowing participation in change, personal death awareness, perceived symptom
transition, well-being) and each variable indicative of spirituality (self-transcendence,
spiritual perspective, meaning and purpose in life and death) among aging adults?
(3) What is the relationship between variables indicative of health (power as
knowing participation in change, personal death awareness, perceived symptom
transition, well-being) and variables indicative of spirituality (self-transcendence,
spiritual perspective, meaning and purpose in life and death) among dying adults?
(4) What is the difference between aging adults and dying adults in each indicator
of health (power as knowing participation in change, personal death awareness, perceived
symptom transition, well-being)?
(5) What is the difference between aging adults and dying adults in each
indicator of spirituality (self-transcendence, spiritual perspective, and meaning and
purpose in life and death)?
(6) Which patterns indicating spirituality (self-transcendence, spiritual
perspective, meaning and purpose in life and death) best explain indicators of health
between indicators of health (power as knowing participation in change, personal death
awareness, perceived symptom transition, well-being) in the combined group of adults?
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(7) Which patterns indicating spirituality (self-transcendence, spiritual
perspective, meaning in and purpose in life and death) best explain indicators of health
between indicators of health (power as knowing participation in change, personal death
awareness, perceived symptom transition, well-being) in aging adults?
(8) Which patterns indicating spirituality (self-transcendence, spiritual
perspective, meaning and purpose in life and death) best explain indicators of health
between indicators of health (power as knowing participation in change" personal death
awareness, perceived symptom transition, well-being) in dying adults?
(9) What are the death constructs reflecting meaning in dying among aging
adults?
(10) What are the death constructs reflecting meaning in dying among dying
adults?
Research Ouestion One
Research question one was, "what is the relationship between variables indicative
of health (power as knowing participation in change, personal death awareness, symptom
transition, well-being) and variables indicative of spirituality (self-transcendence,
spiritual perspective, meaning in living-dying) in the combined group of aging and
dying adults? This research question was not answered, as there were significant
differences between the two groups for the relationships between the study variables.
Moreover, there were significant differences between the groups for gender, financial
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status, total number of symptoms, and perceived health. Thus, the groups could not be
combined as theorized for interpretation of the relationships between each of the major
study variables.
Research Questions Two and Three
Research questions two and three will be discussed together as important
similarities and differences for each group are discussed in relevance to each of the study
variables.
Research question two was, " what is the relationship between each variable
indicative of health (power as knowing participation in change, personal death awareness,
perceived symptom transition, well-being) and each variable indicative of spirituality
(self-transcendence, spiritual perspective, meaning and purpose in life and death) among
aging adults?
Research question three was, "what is the relationship between variables
indicative of health (power as knowing participation in change, personal death awareness,
perceived symptom transition, well-being) and variables indicative of spirituality (selftranscendence, spiritual perspective, meaning and purpose in life and death) among
dying adults?
To answer research question two, relationships between each empirical indicator
of health and each empirical indicator of spirituality for the Aging Group were examined
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and are depicted in the correlation matrix in Table 9. For research question three,
relationships between each empirical indicator of health and each empirical indicator of
spirituality for the Dying Group were examined and are depicted in the correlation
matrix. in Table 10. The one-tailed test for significance was used as positive
relationships were theorized between each indicator of health and each indicator of
spirituality .
Power as knowing participation in change and spirituality variables. For both the
Aging Group and Dying Group, respectively, there were significant moderate
relationships between the Self-Transcendence Scale and the PKPCT (r=.28,p= .05;
r=.39, p$. .01 ) and for the Purpose in Life Test and the PKPCT (r= .35, p= .02; r= .44,
p= .01). The relationship between the PKPCT and the Spiritual Perspective Scale was

also positive for both groups and was statistically significant for the Dying Group only
(r= .22, p= .11; r= .44, p$. .01).

Personal death awareness and spirituality variables. There were no significant
relationships between the PDAS and the Self-Transcendence Scale and between the
PDAS and the Purpose in Life Test for the Aging Group. There were moderate, inverse
relationships between the PDAS and the Self-Transcendence Scale and for the PDAS and
the Purpose in Life test for the Dying Group (r= -.31,p= .03; r= -.39,p$. .01). There was
a significant, positive relationship between the PDAS and the Spiritual Perspective Scale
(r=.33,p=.03) for the Aging Group and no relationship for the Dying Group.

Table 9
Correlations among instruments for the aging groull
Positive
Symptoms
in Transition
POSDPSTS

Negative
Symptoms
in Transition
NEGDPSTS

Well-Being

Self
Transcendence

Spiritual
Perspective

Purpose
in Life

IWB

STS

SPS

PIL

Power

Death
Awareness

PKPCT
1.00

PDAS

PDAS

- .06
(p= .37)

1.00

POSDPSTS

.16
(p= .18)

- .17
(p= .17)

1.00

NEGDPSTS

- .40

.06
(p= .36)

- .58
(PSOOI)***

1.00

(p~.01)**

.33
(p= .03)*

- .28
(p~ .05)*

.25
(p= .07)

- .46
(p~ .01)**

1.00

.28

- .06
(p= .37)

.40

-.18
(p= .16)

.01
(p= .48)

1.00

(p~

.33
(p= .03)*

- .01
(p= .48)

.10
(p=.29)

- .12
(p= .24)

.37
(p= .02)*

.45
(p< .01)**

- .36
(p= .02)*

.61
(p< .001)**·

.37
(p= .02)*

PKPCT

IWB

STS

(p~

SPS

.05)*

.22
(p= .11)

-.05
.35
(p= .02)*
(p= .38)
* p5 .05 ** p~ .01 ••• pSOOI

PIL

.01)**

1.00

.11

1.00

(p=.27)

.....
0'1
I.D

Table 10
Correlations among instruments for the dying groun

PKPCT
PDAS

Power

Death
Awareness

PKPCT
1.00

PDAS

.II

1.00

Positive
Symptoms
in Transition
POSDPSTS

Negative
Symptoms
in Transition
NEGDPSTS

Well-Being

Self
Transcendence

Spiritual
Perspective

Purpose
in Life

IWB

STS

SPS

PIL

(p= .27)
POSDPSTS

.08
(p= .34)

- .27
(p= .06)

1.00

NEGDPSTS

- .16
(p= .19)

.30
(p= .04)*

- .70
(P~ .001)***

1.00

IWB

.34
(p= .02)*

- 042
(p~ .01)**

.26
(p= .06)

- 042
(p~ .01)**

.39

.01)**

- .31
(p= .03)*

.54
(P ~ .001)***

- .53
(p ~ .001)***

(P:s.. .001)***

.05)*

.02
(p= 046)

.36
(P= .02)*

- .29
(p= .04)*

.16
(p= .18)

~.001)***

- .39

AS

.74
(p< .001)***

AI

(p~

- 043
(p< .01)**

.80

(p~.01)**

~.001)***

(P<.01)**

STS

(p~

SPS

.28
(p~

044
(p< .01)**
* P:::'" .05 ** p:::....OI *** pSOOI

PIL

.01)**

1.00

.72

1.00

.54

1.00

1.00

' -J

o
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Positively perceived symptoms in transition and spirituality variables. For
the Aging Group, the POSDPSTS had significant correlations (PS .01) with SelfTranscendence (r=.40) and with Purpose in Life (r=.45). There was no relationship
between the POSDPSTS and the Spiritual Perspective Scale.
Positively perceived symptoms in transition had moderate, positive,
statistically significant relationships with each of the variables indicative of spirituality
for the Dying Group. The correlations between the POSDPSTS and the spirituality
variables were as follows: for the POSDPSTS and the STS the correlation was .54 (P S
.001); for the POSDPSTS and the SPS the correlations was r= .36 (P= .02); and for the
POSDPSTS and the PIL, the correlation was .45 (PS .01).
Negatively perceived symptoms in transition and spirituality variables. For the
Aging Group the NEGDPSTS had a moderate, significant inverse relationship with the
Purpose in Life Test (r= - .36,p=.02) and an inverse relationship with the SelfTranscendence Scale (r= - .18, p=.16). The relationship between the NEGDPSTS and
Spiritual Perspective Scale was small and positive (r=.l 0, p=.29). For the Dying group,
the NEGDPSTS was inversely related to the Self-Transcendence Scale (r= - .53, p<
.001), the Spiritual Perspective Scale (r= - .29,p=.04), and the Purpose in Life test (r= .43 p$.. .001).
Index of well-being and spirituality variables. For the Aging Group, there was no
relationship between the IWB and Self-Transcendence and a small negative correlation
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between the IWB and the Spiritual Perspective Scale (r= -.12, p=.24). The relationship
between the IWB and the Purpose in Life test was positive and statistically significant
(r=.61,p'::; .01).

The Index of Well-Being was positively related to all of the spirituality variables
in the sample of dying adults as theorized. Strong, statistically significant relationships
were identified between the IWB and both the Self-Transcendence Scale (r= .72, p :5..
.001) and the Purpose in Life Test (r= .74,p.::; .001). The relationship between the IWB
and the Spiritual Perspective Scale was small (r=.16) and did not achieve statistical
significance (p= .18).
Summary of relationships between variables for the aging group and the dying group.
Table 11 reflects the similarities and differences between the study variables for the two
groups. A positive relationship was identified between Power and each of the spirituality
variables for both groups as theorized. Only one positive relationship between Personal
Death Awareness and Spiritual Perspective was established for the aging adults only.
Moreover, Personal Death Awareness was found to have significant, inverse
relationships with Self-Transcendence and Purpose in Life.
Significant positive relationships were established between Positively Perceived
Symptoms in Transition and the spirituality variables for both groups with one exception.
There was no relationship between Positively Perceived Symptoms in Transition and
Spiritual Perspective for the Aging Group. Similarly, there were inverse relationships

Table II
Patterns of relationships among study variables for the aging group and the dying group
DYING GROUP

AGING GROUP

Power

Self
Transcendence

Spiritual
Perspective

Purpose
in Life

Self
Transcendence

Spiritual
Perspective

Purpose
in Life

X·

X

X·

X··

X·

X"

Personal
Death
Awareness
Positively
Perceived
Symptoms
in Transition
Negatively
Perceived
Symptoms
in Transition

X·

X··

Y

X

Y
Well-Being
X = Positive correlation 2: .10
y= Negative correlation 2:.10
No correlation = Correlation < .10
• p~ .05 •• p~.Ol ••• pSOOI

Y·

Y··

X··

X"·

X·

X··

Y·

Y···

Y·

Y··

X···

X···

X

X···

.-.

"w
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between Negatively Perceived Symptoms and each of the spirituality variables except for
the small positive relationship with Spiritual Perspective for the Aging Group only.
Well-Being had no relationship to Self-Transcendence and a small negative
relationship to Spiritual Perspective for the Aging Group only. However, the
relationships between Well-Being and Purpose in Life was strong and statistically
significant for aging adults. Positive relationships were established between Well-Being
and each of the spirituality variables for the Dying Group as theorized.
Research Question Four
Research question four was, "what is the difference between aging adults and
dying adults for each indicator of health (power as knowing participation in change,
personal death awareness, perceived symptom transition, well-being)?" Scores for each
group on the study instruments are displayed in Table 12.
Munro (1993) suggests that variables with correlations of.30 or greater with study
variables be statistically controlled to reduce the error variance in the outcome measure
(Health) and the ability to measure group differences after allowing for other differences
between subjects. Prior to testing the differences between the two groups on the healthrelated variables, correlations between the study variables and demographic variables
were examined and are presented in Table 13 for the Aging Group and Table 14 for the
Dying Group. The variables retained as covariates were years of education, self rating of
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financial security (l =not at all secure, 2= somewhat secure, 3= secure, 4=very secure)
age, and gender (1 =male, 2=female). Demographic variables were treated as covariates
Table 12
Qroull scores Qfstud):: variables indicative of health
Aging Adults

Dying Adults

Variable

Mean

(SD)

Range

Mean

(SD)

Range

Power

250.14

(31.58)

205-319

264.69

(39.55)

168-329

Death
Awareness

10.26

(3.38)

6-19

15.34

(4.95)

6-23

Positive
Symptoms

14.14

(3.69)

5-22

l3.77

(4.85)

5-22

(5.11 )

9-30

23.09

(5.38)

11-33

(1.67)

9-15

11.29

(2.57)

9-14

Negative
Symptoms
Well-Being

21.45

12.34

when correlations with study variables were .30 or greater. Self-rating of health, total
number of symptoms, number of medications, past experiences with death, and
importance of death were variables used to describe important differences between the
groups, but were not study variables per se.
Power as knowing llarticillation in change. None of the demographic variables
were retained as covariates when examining the differences between the two groups as
none had correlations of at least .30. The dying adults had a higher mean score
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(M=264.69) than the aging adults (M=2S0.14). A two-tailed pooled tvalue was -1.70
(p=.09). Although, the differences were not statistically significant, the dying adults had
more power as knowing participation in change than the aging adults.
Personal death awareness. The mean death awareness score was greater for dying
adults (M=IS.34) than for aging adults (M=1O.26). Prior to testing the significance for
the differences, Pearson correlations between death awareness and demographic
variables were examined. Years of education was significantly correlated with the PDAS
for the Dying Group and was retained as a covariate (r=.39,p=.02). For the Aging
Group, financial status was inversely related (r= -.31, p= .07) and exceeded the
predetermined correlation level of .30 to be retained as a covariate.
The MANDV A program SPSS (Norusis, 1990) was used to produce the analysis
of covariance. The MANDV A program tests for homogeneity of regression. To adjust
for a covariate, the difference between the score of an individual on a covariate and the
grand mean of the covariate is weighted by a common regression coefficient (b). To use
the common regression coefficient in the interpretation of results, the assumption that
there is no interaction between the covariate and the independent variable must be met
(Keppel, 1982; Munro, 1993; Pedhauser, 1982).
There was no interaction between death awareness and either financial status or
years of education (F=I.97,p= .17). There was a significant regression effect

Table 13
Correlations among study variables and demogral2hic variables for the aging groul2
Power

Death
Awareness

PKPCT PDAS
Years of
Education
.04

Negative
Symptoms
in Transition
NEGDPSTS

Well-Being

Self
Transcendence

IWB

STS

.20

-.18

.19

-.28

.09

-.03

-.06

Positive
Symptoms
in Transition
POSDPSTS

Spiritual
Perspective

Purpose
in Life
PIL

SPS

Financial
Status

.28

-.31

.06

-.IS

-.04

-.03

-.23

-.07

Age

-.19

-.29

.31

-.03

.18

.01

-.00

.09

Gender

-.10

.25

-.01

.02

-.03

.16

.61**

.20

Self Rating
of Health

-.17

-.18

.50**

-.21

-.20

.30

-.09

.22

Total Number
of Symptoms

.08

.09

.03

-.03

.01

-.06

.17

-.09

Number of
Medications

-.01

.13

.09

-.08

.08

.12

.07

-.06

Past
Experience
with Death

.12

.27

.14

-.06

-.20

.05

.12

.07

Importance of
Spirituality
.19
* p~ .05 ** p~.OI

.23

-.04

-.04

-.04

.30

.87**

.08
......

........
........

Table 14
Correlations among stud}! variables and demogra12hic variables for the d}!ing groU12

PKPCT

PDAS

Positive
Symptoms
in Transition
POSDPSTS

Years of
Education

.10

.39*

.21

-.28

.06

.12

.05

.18

Financial
Status

.05

-.12

.23

-.36*

.39*

.30

.02

.46**

Age

-.28

.23

-.16

.15

-.04

-.06

.22

-.01

Gender

-.20

.08

-.25

.23

-.21

-.30

-.00

-.21

.25

.23

-.17

.14

-.19

-.32

Power

Death
Awareness

Negative
Symptoms
in Transition
NEGDPSTS

Well-Being

Self
Transcendence

Spiritual
Perspective

Purpose
in Life

IWB

STS

SPS

PIL

Self Rating
of Health

.05

-.55**

.30

-.44**

Total Number
of Symptoms

.21

.48**

-.27

.46**

-.43**

Number of
Medications

-.29

.08

-.21

.11

.06

.04

-.17

.08

Past
Experience
with Death

-.12

.04

.09

-.12

-.01

.03

-.17

.12

Importance of
Spirituality
.27
* pS, .05 ** p< .01

.04

.09

-.09

.18

.40*

.65**

.28

-.50**

.-.
-...J

co
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(F=5.73,p= .01) denoting the effect of the covariate years of education. Thus, years of

education is significantly related to death awareness. More importantly, there is a
significant group effect (F= 21.64,p~ .01). To interpret the group effect, the adjusted
means after controlling for the covariates were examined. The adjusted mean was 10.50
for the Aging Group and 15.09 for the Dying Group. Therefore, dying adults had
significantly greater death awareness than aging adults.
Positively perceived symptoms in transition. Aging adults had only slightly more
positively perceived symptoms in transition (M= 14.14) than dying adults (M= 13.77).
Age (r= .31,p= .08) was retained as covariate because of the correlation between age and
the POSDPSTS for the Aging Group. There was no significant interaction (F=2.88,
p=.09) between POSDPSTS and age. There was essentially no regression effect (F= .34,
p= .465), indicating age is not significantly related to Positively Perceived Symptoms in

Transition. There was no group effect (F=.1 0, p= .75) and adjusted means were
identical to the observed means for each group after controlling for the covariate. There
was no difference between the two groups for positively perceived symptoms in
transition.
Negatively perceived symptoms in transition. The Dying Group had a higher
mean score (M=23.09) than the Aging Group (M= 21.45). Financial status was retained
as a covariate because of the significant, inverse correlation with the NEGDPSTS for the
Dying Group (r= -.40,p= .03). There was no interaction between financial status and

ISO
negatively perceived symptoms in transition (F=.39,p= .54 ). There was a significant
effect of financial status on the NEGDPSTS (F=5.23,p=.03 ). However, there was no
significant difference between the groups after controlling for financial status (F=.66, p=
.42). The adjusted mean for dying adults was slightly greater (M=22.7S) than for aging
adults (M=21.76) when financial status was controlled. Thus, the Dying Group had a
slightly greater negative perception of symptoms in transition.
Index of well-being. The mean score for the IWB was greater for the Aging
Group (M= 12.34) than for the Dying Group (M= 11.29). The covariate identified was
financial status because of the significant correlation with IWB for dying adults (r= .39,
p=.02). There was no statistically significant interaction between the Index of Well-Being
and financial status (F= .3.27 ,p= .OS). The regression effect of financial status on the
IWB was statistically significant (F=4.60,p=.04). There was no group affect indicating
no significant difference between mean scores on the IWB when controlling for financial
status. The adjusted mean score for aging adults was 12.20 as compared to a mean score
of 11.44 for dying adults.
Summary of results for Question four. Dying adults had statistically significantly
greater Personal Death Awareness than aging adults when controlling for financial status.
Aging Adults had greater Positively Perceived Symptoms in Transition and Well-Being
than Dying Adults, although the difference between group means was not statistically
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significant. Negatively Perceived Symptoms in Transition were greater for Dying Adults
than for Aging Adults, but the differences were not statistically significant at p:;. .05.
Research Question Five
Research question five was, "what is the difference between aging adults and
dying adults for each indicator of spirituality (self-transcendence, spiritual perspective,
and meaning and purpose in life)?" Scores for each group on the study instruments are
displayed in Table 15.
Table 15
Group scores of study instruments indicative of spirituality
Aging Adults

Dying Adults

Instrument

Mean

(SD)

Range

Mean

(SD)

Range

STS

52.91

(4.08)

46-60

51.60

(4.98)

41-59

SPS

46.17

(11.18)

16-60

50.74

(9.00)

30-60

PIL

112.60

(11.71)

90-140

109.23

(17.00)

67-135

Self-transcendence scale. The Aging Group had a greater group mean score
(M=52. 91) than the Dying Group (M=51.60) for the Self-Transcendence Scale.

However, the mean group scores for both groups was very high considering the
maximum possible mean score is 60. Financial status was retained as a covariate as the
correlation with the STS was.30 (p=.08) for dying adults. There was no significant
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interaction between financial status and the STS (F= 1.66, P = .20). There was also an
insignificant effect of group membership on Self-Transcendence when financial status
was controlled (F= .l2,p= .73). Adjusted mean scores were almost identical when
controlling for the effect of perceived financial status on self-transcendence. The
adjusted mean score was 52.46 for the Aging Group and 52.06 for the Dying Group.
Spiritual perspective scale. The Aging Group had a lower mean score (M= 46.17)
than the Dying Group (M= 50.74). There was also a statistically significant correlation
between the SPS and gender (1= male, 2= female) for the Aging Group (r=.61,p < .01).
Evaluation of the differences between the means of the two groups was problematic in
that a Nonnormal distribution of scores for the SPS was found. For distributions that are
not normally distributed, nonparametric statistics are appropriate to test the difference in
group means (Munro, 1993). However, Kerlinger (1986) argues that the "importance of
normality and homogeneity are overrated" (p. 267). Moreover, he asserts that unless
there is good reason to believe the populations are seriously Nonnormal it is unwise to
use a nonparametric test instead of a parametric one. The decision to use analysis of
variance over nonparametric techniques was supported. Additionally, the effect of gender
on spiritual perspective cannot be controlled by nonparametric statistics.
Gender was found to have a significant interaction with group membership (F=
11.81, p~.O 1). The effect of group membership on participant scores for the Spiritual

Perspective Scale cannot be interpreted given the significant interaction using analysis of
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variance techniques. The Sheffe' test for post hoc comparisons is recommended to
examine potential differences between two groups which are exploratory in nature
(Klockars & Sax, 1986). The ONEWA Y program for SPSS (Norusis, 1990) was used to
perform the post-hoc analysis. The Aging Group and the Dying Group were further
divided by gender to create four group means for post hoc comparisons.

A comparison

of the group means is made in Table 16.
Table 16
Group scores for the Spiritual Perspective Scale by gender

Group Description

Number

Mean

Standard Deviation

Aging Men

7

32.86

(17.15)

Aging Women

28

49.79

( 6.00)

Dying Men

19

50.53

( 9.26)

Dying Women

16

50.50

(8.90)

The aging men had a statistically significant different (P :5 .05) mean score for
the Spiritual Perspective Scale (M= 32.86) when compared to aging women (M=49.79),
dying men (M=50.50), and dying women (M=50.53). Although the results indicate a
statistically significant difference between the groups by gender, there was a small
numbers of participants and difference in variability for the aging men as compared to
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the other three groups. Therefore, inferring significant population differences based on
this particular sample cannot be made.
Purpose in life test. The Aging Group scored higher (M=112.60) than the Dying
Group (M= 109.23). There was a significant relationship between financial status and the
PIL for the Dying Group (r=.46

,p~.OI

). There was a significant interaction effect

between financial status and group membership (F=

8.4,p~

.01. Post hoc comparisons

were performed using the Sheffe' test to further interpret the data. The two groups were
further divided by financial status. Financial status was divided in two meaningful
categories. Participants who perceived financial status to be not all secure or somewhat
secure were identified as financially unstable. Participants who perceived financial status
to be secure or very secure were identified as financially stable. Table 17 reflects the
mean scores on the Purpose in Life test for the two groups by financial status.
Financially unstable dying adults had the lowest mean score (M= 104.78) for the Purpose
in Life Test, whereas financially unstable aging adults (M= 118.43) had the highest mean
score. Financially stable dying adults had a higher mean score (M= 117.50)
than aging adults (M=109.70). The Scheffe test demonstrated no significant difference
between any of the groups.
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Table 17
Group scores for the Purpose in Life Test by financial security

Group Description

Number

Mean

Standard Deviation

Financially Unstable
Aging Adults

12

118.43

10.42

Dying Adults

23

104.78

18.40

Financially Stable
Aging Adults

23

109.70

11.44

Dying Adults

12

117.50

9.87

Summary of results for question five. There was no statistical difference between
mean scores for the Aging Group and the Dying Group for the Self-Transcendence Scale.
The mean scores for the two groups were essentially identical when financial status was
statistically controlled. The Aging Group mean score was higher than the Dying group
mean score for the Spiritual Perspective Scale. A significant interaction between gender
and spiritual perspective was identified. Post hoc comparisons revealed that Aging Men
had statistically significantly less spiritual perspective as compared to Aging Women,
Dying Men, and Dying Women. There were no statistically significant differences in
Purpose in Life between the two groups although Aging Group mean was greater than the
Dying Group mean. A significant interaction effect between Purpose in Life and
financial status was identified. No statistically significant differences were found with
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post hoc comparisons between financially stable and financially unstable adults from
each group.
Research Question Six
Research question six was, "which patterns indicating spirituality (selftranscendence, spiritual perspective, meaning and purpose in life) best explain indicators
of health (power as knowing participation in change, personal death awareness, perceived
symptom transition, well-being) for the combined group of aging and dying adults. This
research question was not answered, as there were significant differences between the two
groups for the bivariate relationships between the study variables.
Research Question Seven
Research question seven was, "which patterns indicating spirituality (selftranscendence, spiritual perspective, meaning and purpose in life) best explain indicators
of health (power as knowing participation in change, personal death awareness, symptom
transition, well-being) for aging adults? To answer research question seven, canonical
correlation analysis was used to examine patterns indicative of spirituality which best
explain patterns indicative of health for the Aging Group. Correlations between
variables and structure coefficients, standardized canonical variate weights and within
percentage of variance accounted for by the canonical variate are displayed in Table 18.

187
Table 18
Canonical correlation between variables and canonical variates for aging adults
Variable

Structure Coefficient

Canonical Weight

HEALTH
Well-Being

.87

.83

Positively Perceived
Symptoms in Transition

.58

.53

Negatively Perceived
Symptoms in Transition

-.48

.31

Power

.45

.24

Personal Death Awareness

-.05*

.27

Variance (%)

30
SPIRITUALITY

Purpose in Life

.99

1.04

Self-Transcendence

.24

-.15

Spiritual Perspective

.09*

.03

Variance (%)

*

18

Variables not meeting criteria of .30 for structure loadings
Canonical correlation analysis (CA) was used to examine patterns indicative of

spirituality which best explain patterns indicative of health for the Aging group. The
SPSS MANOV A program (Norusis, 1990) was used to perform the analysis. The
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purpose of canonical correlation analysis is to measure the relationship between a set of
independent variables and a set of dependent variables (Pedhauser, 1982). For this
research, the set of independent variables was composed of Self-Transcendence,
Spiritual Perspective, and Purpose in Life. The dependent variables were Power as
Knowing Participation in Change, Personal Death Awareness, Positively
Perceived Symptoms in Transition, Negatively Perceived Symptoms in Transition, and
Well-Being.
The number of canonical correlation coefficients (Rcs) is limited by the number of
variables in the smaller set. Thus, the maximum number ofRcs was three as there are
three independent variables. Canonical correlations with eigenvalues of 1.00 or greater
are considered meaningful (Thompson, 1984). The variance accounted for by each Rc is
unique. The canonical variate is a weighted composite of variables for each set of
variables. It represents a statistically driven construct which may differ from the
construct as originally theorized.
Structure coefficients are loadings which represent the correlation between the
canonical variate and the original variables. Loadings of .30 are considered meaningful
for interpretation (Pedhauser, 1982). Standardized canonical weights are similar to beta
weights in that they represent the magnitude of contribution for explained variance for
each variable. Wilks lambda (A) is the appropriate test for statistical significance of a
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canonical correlation. The smaller the lambda, the greater the variance accounted for
(Munro, 1993).
One meaningful canonical correlation with an eigenvalue of 1.09 was found. The
Rc2 was .521, explaining 52.1 % ofthe variance. Wilks lambda (A=.40) was
statistically significant (F= 8.26,p:5 .01). The Personal Death Awareness Scale (-.05)
and the Spiritual Perspective Scale ( .09) did not meet the structure loading value of .30
for interpretation. More Purpose in Life and more Self-Transcendence are associated
with more Well-Being, more Positively Perceived Symptoms in Transition, less
Negatively Perceived Symptoms in Transition, and more Power as Knowing
Participation in Change.
Research Ouestion Eight
Research question eight was, "which patterns indicating spirituality (selftranscendence, spiritual perspective, meaning and purpose in life) best explain indicators
of health (power as knowing participation in change, personal death awareness, symptom
transition, well-being) for dying adults? Research question eight was Canonical
correlation analysis was used to examine patterns indicative of spirituality which best
explain patterns indicative of health for the Dying Group. Correlations between variables
and structure coefficients, standardized canonical variate weights and within percentage
of variance accounted for by the canonical variate are displayed in Table 19.
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Table 19
Canonical correlation between variables and canonical variates for dying adults
Variable

Structure Coefficient

Canonical Weight

HEALTH
Well-Being

-.91

-.74

Positively Perceived
Symptoms in Transition

-.58

-.42

Negatively Perceived
Symptoms in Transition

.56

-.09

Power

-.48

-.22

Personal Death Awareness

.46

.06

Variance (%)

38.5
SPIRITUALITY

Purpose in Life

-.94

-.55

Self-Transcendence

-.93

-.59

Spiritual Perspective

-.35

.19

Variance (%)

47.8

One meaningful canonical correlation with an eigenvalue of 3.26 was found. The
Rc2 was .765, explaining 76.5 % of the variance. Wilks lambda (A= .19) was
statistically significant (F= 4.14, P S .00). All study variables met the structure
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coefficient loading value of .30 for interpretation. Less Purpose in Life, less Se1fTranscendence and Less Spiritual Perspective are associated with less Well-Being, less
Positively Perceived Symptoms in Transition, more Negatively Perceived Symptoms in
Transition, less Power as Knowing Participation in Change, and more Death Awareness.
Summary of differences between groups using canonical correlation analyses.
Canonical correlation analysis was used to describe patterns indicative of spirituality
which best explain patterns indicative of health for the Aging Group and Dying Group.
For the Aging Group, more Purpose in Life and Self-Transcendence were associated
with more Well-Being, Positively Perceived Symptoms in Transition and Power and with
less Negatively Perceived Symptoms in Transition. Spiritual Perspective and Personal
Death Awareness had little influence for the Aging Group. The health-related variables
explained 30 % of the variance, whereas, spiritually-related variables explained 18% of
the variance.
In contrast, all variables were used for interpretation for the Dying Group. Less
Purpose in Life, less Self-Transcendence, and less Spiritual Perspective were associated
with less Well-Being, less Positively perceived Symptoms in Transition, more Negatively
Perceived Symptoms in Transition, less Power and more Personal Death Awareness.
Moreover, the variables indicative of spirituality explained 47.8% of the variance and the
health-related variables accounted for 38.5% of the variance.
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Research Questions Nine and Ten: Meaning of Death Paragraphs
To answer research questions nine and ten, participants were asked to describe
what death means to them personally. Data were coded and analyzed as described in
Chapter 3. Content analysis using the Meaning Qf Death Coding Dictionary (Holcomb,
Neimeyer,& Moore, 1993; Neimeyer, Fontana, & Gold, 1984) was the method used to
answer the research questions. Six new death constructs emerged from the data. As
coders identified new constructs, the investigator reviewed the code and assigned a
conceptual label. This conceptual label was then discussed with examples provided by the
investigator until there was 100% agreement among coders. The Revised Death
Construct Dictionary is found in Appendix H. The six new constructs were Positive
Evaluation of Death, Positive Emotional State, Acceptance, Realistic Appraisal of Death,
Religiosity and Self-Transcendence.
Positive evaluation of death. Constructs expressing an evaluation of death as
good were expressed by study participants. Examples of comments provided by
participants when asked what death meant to them personally to support this construct
were as follows: 1) lilt's (death) is a beautiful thing in life;" 2) "It's (death) is a new
opportunity and fulfillment;" and 3) "Death to me means a better place."
Positive emotional state. Constructs suggesting positive emotional states were
supported by the following comments: 1) Death means "No more troubles, no more
pain, and being free, completely free. No more worries and complete deep inner
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happiness;" 2) "Because of my disease (AIDS) death will be a good thing, especially as I
get sicker;" and 3) "It (death) means happiness."
Acceptance. Constructs depicting death as something to be accepted or embraced
were supported by the following data: 1) "Most of the time it means the other face of
life;" 2) "I am not afraid, in fact I welcome it;" and 3) "I am ready to go whether it's
today or in two weeks, I accept it."
Realistic appraisal. This construct was defined as a construct which suggests a
realistic appraisal of death, either positive or negative; an appraisal which seems to be
consistent with the subject's true beliefs, feelings or fears. Support for a realistic
appraisal of death was provided by the following data: 1)" I always wanted to die first,
even before I got sick, it's hard on the person that's living;" and 2) "I'm going to miss a
lot."
Religiosity. Religiosity was defined as constructs suggesting that death or the
process of dying involves one connection to God, prayer, or beliefs connected to a
particular religion. Examples from the data supporting this construct are; 1) "Death
means the pleasure of seeing Christ;" 2) "When the good Lord is through with me He'll
take me somewhere else; " and 3) "When Jesus is ready for me I'll be ready for Him."
Self-transcendence. This construct was defined as death or the process of dying
involve's one's connectedness with others, nature or other spiritual realm of existence.
Support for the construct self-transcendence can be found in the following comments: 1)
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"It's (death) is a transitional path from this life to the next. Your soul finds placement in
some other life;" 2) "I am looking forward to it, to seeing my relatives (deceased);" and 3)
"Death means being able to leave this body and go in some spiritual way to a new life."
Research Question Nine
To answer research question nine, the coded Meaning of Death Paragraphs for the
Aging Group were examined. Twenty-five constructs were generated from the data and
can be found in Table 20. Self- Transcendence was the most frequently identified death
construct (n=17, 48.6%). High Personal Involvement with Death and Continued
Existence were the next frequently mentioned categories (n=9, 25.7%). Other categories
identified six or more times by participants were: Emotionally Positive Experience (n=8,
22.9%), Positive Evaluation of Death (n=7, 20.0%), Nonexistence After Death (n=7,
20.0%), Religiosity (n=7, 20.0%), Acceptance (n=7, 20.0%) and Certainty of Death is
High (n=6, 17.1%).
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Table 20
:eerSQnal meaning of death cQnstrncts fQr aging ;!dults
Death Construct

Frequency (%)

Purposeful or Meaningful
Purposeless or Meaninglessness
Positive Evaluation of Death
Negative Evaluation of Death
Emotionally Positive Experience
Emotionally Negative Experience
Acceptance of Death
Death is Rejected
High Understanding
Low Understanding
High Suffering
Low Suffering
Personal Involvement High
Death is Anticipated
Certainty High
Continued Existence After Death
Nonexistence After Death
High Personal Choice
Low Personal Choice
Uniqueness of Death
Impact of Death is High
Realistic Appraisal of Death
Religiosity
Self-Transcendence

3
1
7
4
8
2
7
2
2

1
2
2
9

1
6
9
7
2
1
1
5
1
7
17

( 8.6)
( 2.9)
(20.0)
(11.4)
(22.9)
( 5.7)
(20.0)
( 5.7)
( 5.7)
( 2.9)
( 5.7)
( 5.7)
(25.7)
( 2.9)
(17.1)
(25.7)
(20.0)
( 5.7)
( 2.9)
( 2.9)
(14.3)
( 2.9)
(20.0)
(48.6)

Research QuestiQn Ten
To answer research question ten, the coded Meaning of Death Paragraphs for the
Dying Group were examined. Twenty-two constructs were generated from the data and
can be found in Table 21.
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Table 21
Personal meaning of death constructs for dying adults
Death Construct
Purposeful or Meaningful
Positive Evaluation of Death
Negative Evaluation of Death
Emotionally Positive Experience
Emotionally Negative Experience
Acceptance of Death
High Understanding
Low Understanding
High Suffering
Low Suffering
Personal Involvement High
Personal Involvement Low
Death is Anticipated
Certainty High
Continued Existence After Death
Nonexistence After Death
Low Personal Choice
Unrealistic Appraisal Of Death
Realistic Appraisal of Death
Religiosity
Self-Transcendence

Frequency (%)

1
15
1

7
2
10
2
5
1
1

3
1
2
2
10
10
1
4

5
11
13

( 2.9)
(42.9)
( 2.9)
(20.0)
( 5.7)
(28.6)
( 5.7)
(14.3)
( 2.9)
( 2.9)
( 8.6)
(2.9)
( 5.7)
( 5.7)
(28.6)
(28.6)
( 2.9)
(11.4)
(14.3)
(31.4)
(40.0)

Positive Evaluation of Death was the most frequently mentioned death construct
for Dying Adults (n=15, 42.9%). Thirteen constructs of Self-Transcendence (40.0%) and
11 constructs representing Religiosity (31.4 %) were supported by the data. Three
construct categories, namely Acceptance of Death, Continued Existence After Death, and
Nonexistence After Death were identified 10 times for each of these categories (28.6%).
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Seven constructs representing death as an Emotionally Positive Experience (20.0%) were
supported by the data from the dying Group.
Summary
Results from the analyses of data from a sample of 35 aging adults (Aging
Group) and 35 dying adults (Dying Group) living in the community was presented.
sociodemographic characteristics, health- related characteristics, and social support
characteristics from the Descriptive Infonnation Questionnaire were presented for each
group. Assessment of the psychometric of the eight study instruments were discussed.
Relationships among the following study variables were examined: Power as Knowing
Participation in Change, Personal Death Awareness, Positively Perceived Symptoms in
Transition, Negatively Perceived Symptoms in transition, Well-Being, SelfTranscendence, Spiritual Perspective and Purpose in Life. Correlational analysis, analysis
of variance, canonical correlational analysis and content analysis were used to answer the
ten research questions.
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Chapter 5
Discussion of the Findings
"Because of the fundamental unity of the world, every phenomenon, if it is
adequately studied even though under one single aspect, reveals itself as being
ubiquitous alike in its import and in its roots" (Teilhard de Chardin, 1966, p. 83).
The purpose of this research was to examine the magnitude and direction of
relationships among seven patterns of unitary development in two groups of adults:
Aging adults and Dying adults. The relationships among five variables indicative of
health (Power, Death Awareness, Positively and Negatively Perceived Symptoms in
Transition, Well-Being) and three variables indicative of spirituality ( SelfTranscendence, Spiritual Perspective, Purpose in Life) were examined. Narratives of the
personal meaning of death for each group of participants were also analyzed. Included in
the discussion are methodological issues, interpretation of the findings to answer the
research questions, implications for theory development, implication for nursing practice,
and implications for nursing research. Limitations of the study are discussed throughout
the chapter.
Methodological Issues
Methodological issues relevant to the interpretation of findings include study
design, sample, data collection and psychometric assessment of study instruments.
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Study Design
A descriptive correlational cross-sectional design was selected as an initial step in
theory construction. Descriptive correlational designs have been criticized for the lack of
explanatory power because of the inability to make causal inferences about the
relationships among variables (Cook & Campbell, 1979). However, research based upon
assumptions of prediction and causation are incompatible with Rogers' theoretical system
for nursing. Fundamental assumptions underlying most statistical analyses such as linear
relationships among variables and normal distributions are not consistent with Rogers'
assumptions that human-environmental patterns are pandimensional, nonlinear and
innovative in nature. It is argued here that measurement of human patterns should be
consistent with the theory driving the research. Thus, the limitation is not one of study
design but of the lack of sophistication of quantitative statistical methods to measure
unitary phenomenon. However, correlational designs are the most appropriate
quantitative methodology for research investigations based upon Rogers' Science of
Unitary Human Beings (Fawcett & Rawnsley, 1992) and were used for this research.
Sample
Several limitations were imposed by the sampling strategy as planned. First, the
sample was one of convenience, which threatens the representativeness of the popUlation
by the sample and the generalizability of results (Spector, 1981). Moreover, obtaining
participants was dependent upon referrals from nurses and case managers for the Dying
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Group and key infonnants and an activities director for the Aging Group. Although the
purpose of the study was explained to referral sources, it is possible that a biased
selection was made by one or more sources.
Participants were well-educated and were predominately Caucasian. Ethnic
minorities in the southwest were under-represened; in particular no Native Americans
and only 14% (n=5) of study participants were Latino. Unequal numbers of men and
women were in each group and the two groups were not matched with each other by
gender. However, the influence of gender was significant for only one study variable,
namely, spiritual perspective.
Post-hoc comparisons revealed gender by group interaction on the SPS indicating
that aging men had statistically significantly less spiritual perspective than aging women,
dying men, and dying women. These findings are consistent with studies of aging adults
indicating that aging men have a significantly less religious perspective than aging
women (Blazer & Palmore, 1976; Mull, Cox, and Sullivan, 1986; Orbach, 1961). There
were no differences among the mean scores on the Spiritual Perspective Scale for aging
women, dying women, and dying men, suggesting that spiritual perspective is similar for
these three groups. Moreover, mean scores on the SPS were 50 for each of these
subgroups out of a total possible mean score of 60, indicating that spiritual perspective
was a salient aspect of life for these individuals.
For the Dying Group, participants represented the portion of dying adults still
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capable of verbal communication and did not represent dying adults who have impaired
communication. Although the sampling strategy had several limitations, the difficulty of
obtaining participants for the Dying Group imposed restrictions on a selection of a wide
spectrum of participants representing diverse educational and cultural backgrounds. In
addition, the sample may represent the dying adults who are most likely to participate in
research. On the positive side, however, the investigator was able to obtain a sample of
dying adults who could clearly communicate their current experiences.
Data Collection
All interviews were conducted in participants homes by the investigator or a
Masters student in the Adult/Gerontology nurse practitioner program at the University of
Arizona. Every attempt was made to preserve the similarity of the interviews for both
groups in this study: informed consent was obtained in the same manner; questionnaires
were administered in the same order; and strict adherence to the predetermined selection
criteria was maintained. However, it was clear that the interview process was not exactly
the same for all participants due to contextual factors inherent in research involving endof-life issues and factors which influence the day to day activities of persons interviewed.
The challenges of research with clinical popUlations (Kirchoff, 1993) and for conducting
research on sensitive topics (Cowles, 1988), have been explored by other nurse
researchers. However, little has been published about specific problems in data collection
with dying adults and for research in which questions about death are the focus of the
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interview. Some of these issues are addressed below.
Secrets revealed. Several participants revealed aspects of their life, not directly
relevant to the interview questions or purpose of this research. Participants revealed
previous suicide attempts, alcoholism, and domestic violence that had occurred at an
earlier time in their life. Concerns for surviving family members were frequently
mentioned by participants in the Dying Group. One participant disclosed that his wife had
unsuccessfully attempted suicide because of his "terminal illness" one week prior to the
interview. Moreover, he disclosed that the investigator was the first person he had told
about this situation. None of the participants exhibited life -threatening emotional crises
during the interview, however on several occasions the interview was temporarily
interrupted and the topic was explored with the participant in a sensitive and therapeutic
manner. In the case of the participant whose wife was suicidal, social support and
resources for both him and his wife were openly discussed. His wife had already been
receiving mental health treatment on an outpatient basis.
Recent deaths of family or friends were often discussed by participants in the
Aging Group. When participants cried or seemed visibly agitated or distressed, they were
always asked if they would like to stop the interview. Only one participant did not wish
to continue, stating ,"I'm too tired" as the reason.
It must be acknowledged, then, that the investigator's interventions were one

contextual factor that may have influenced the answers to the questions provided by
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participants. However, without the intervention, continuing the interview would have
been unethical and the interviews would have been tenninated by the investigator..
Time spent acquiring participants. For the Dying Group, a significant amount
of time was invested in establishing relationships with clinicians for the purpose of
obtaining referrals. Unfortunately, there were three different nurse managers for the
hospice referral source during data collection, which significantly extended the projected
time frame. Establishing rapport and trust with the hospice nurses was a significant aspect
of the data collection procedure. One nurse remarked when approached for referrals, "I
can give you a few names, but just don't go messing with my patients, I'm their nurse."
Critical to the success of acquiring participants was the availability of the investigator to
answer questions, make presentations, and discuss concerns raised by the referral sources.
Another critical aspect for obtaining participants was in establishing credibility as
a clinician with referral sources. Many questions posed to the investigator were about her
experience "dealing with dying patients". The nurses in particular were interested in
"protecting" their clients and wanted to assure the investigator's ability to respond and
intervene in potentially emotional situations. Paradoxically, the nurses supported the
theoretical underpinnings of this research ,which portrayed dying adults as empowered
individuals, capable of attaining well-being and self-transcendence in the face of lifethreatening illness. Participant referrals from the Tucson AIDS Project were obtained
without any difficulty due to the fact that the investigator has provided volunteer nursing
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services for this organization for seven years and has established rapport with the clinical
case managers.
Timing of interviews. For both the Aging Group and the Dying Group, the time
of interviews was critical to the collection of data. For the Aging Group, most
participants preferred interviews early in the day when they were less tired and more
alert. Moreover, most participants would not schedule an interview for days in which they
had other activities or appointments scheduled. This was problematic only in that the
investigator or the research assistant needed to rearrange their schedules accordingly.
Several potential participants were not interviewed because of the inability to schedule
convenient times.
Several participants were referred with the advisement by the referral source that
they "may have a drinking problem". Phone calls were made immediately prior to the
scheduled interview, usually late to mid-morning, to assure that each participant could
answer questions coherently and in a meaningful manner.
For the Dying Group, most participants preferred early morning interviews timed
to coincide with pain medications and when they felt most rested. For approximately 10
participants, it was necessary to reschedule interviews at a moment's notice due to their
changing physical conditions. Moreover, it was critical that the investigator make initial
phone contact to schedule interviews immediately after referral due to the changing
conditions of dying adults. Five persons agreeing to participate died before the
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investigator could obtain the scheduled interview.
Revisions of the data collection protocol. For the Dying Group, more than half of
the interviews were conducted in the presence of one or more family members, whereas
all interviews with participants in the Aging Group were conducted in private. It was
clear after several interviews that inclusion of family members at the request of study
participants was necessary for completion of this research. In a review of research about
the experiences of adult family members of terminally ill adults, Kirschling (1986)
identified the need of family members to be with their dying relative as extremely
important.
The research assistant and the investigator believed that particiapnts answered the
research questions honestly. Often during interviews with family members present, the
family became visibly upset when questions were answered by participants. Particularly,
questions from the Purpose in Life test and the Meaning of Death Paragraph were most
troubling to family members present.
The investigator or participant stopped the interview to console family members
who were crying or visibly shaken. These situations were handled similarly to situations
in which participants were upset in that time was provided process family members
feelings and provide emotional support. On two occasions with permission, participants
and family members were referred to the hospice social worker for further support and
counseling. In most instances, the questions answered by participants provided the
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impetus for further discussion with family members about issues salient to dying.
Comments such as "I didn't know you felt that way" or "Let's talk about this after she
leaves" were frequently made by family members.
Investigator responses to the interview. Cowles (1988) has identified several
responses of researchers exploring sensitive topics for qualitative research. Nightmares
after very emotional interviews and anxiety prior to the interviews were commonly
experienced by the investigator or the research assistant and substantiate responses .
experienced by Cowles in her research of survivors of murder victims. Although most
participants seemed comfortable discussing their life and death, these discussions
provoked intense feelings about personal mortality for the investigator. These responses
were unanticipated by the investigator because of her extensive clinical experience with
dying adults. Although many of the questions asked by the investigator have been the
topics of conversation between herself and dying adults, it was recognized that these
topics evolved over time and were not discussed in a short, highly structured interview as
was necessary for this research.
Strategies employed by the investigator to deal with pre and post-interview
emotions included debriefing, expression of emotions, meditation, visualization, and
prayer. Meditation, visualization, and prayer were used to prepare the investigator
psychologically prior to the interviews. Meditations focused on "remaining present"
during the interviews. Visualization of "worst case scenarios" were used to prepare the
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investigator with a repertoire of responses. Prayer was used as an integrative technique to
sustain the investigator's personal spirituality.
The investigator and research assistant debriefed each other after interviews that
were particularly upsetting. For example, after one interview with a participant dying of
AIDS-related complications, the investigator cried about the participant's comments
about not having the opportunity to grow old. After a debriefing session with the research
assistant, the investigator was able to identify feelings surrounding her own mortality,
taking life for granted, and the inability to "do anything" to ease this participant's
suffering.
Summary of data collection. Cowles (1988) outlined some of the issues described
here such as timing, subject responses to sensitive questions, and interviewer responses to
sensitive topics in her discussion of qualitative research. It is clear that these issues are
salient for some topics in quantitative research in nursing as well. In research with adults
facing end-of-life issues, rigid adherence to the data collection protocol is
neither pragmatic nor ethical. Concern for participants' and family members' well-being
during the interview process must be of paramount importance. Critical to the
advancement of research with dying adults is explicit descriptions of the research
process, including problems and necessary revisions of the data collection protocol.
Moreover, maintaining a collegial relationship with referral sources and an extensive
knowledge base, including knowledge grounded in clinical experience are critical to the

208
success of research with vulnerable groups and sensitive topics.
Psychometric Assessment Study Instruments
Eight instruments were used in this study. Two instruments, the Personal Death
Awareness Scale and the DeGroot Perceived Symptoms in Transition Scale did not meet
the acceptable criterion for reliability for new instruments (a= .70). However, these
instruments were revised, as discussed in the previous chapter, and then met the criterion
for reliability. All other instruments met acceptable criterion for inclusion in this study.
The approach used in this investigation was to use mUltiple measures as empirical
indicators of the constructs of Spirituality and Health such that the relationships between
these two constructs were not dependent on one empirical indicator. Although the
concept of Personal Death Awareness used in the data analysis was not the concept
originally conceptualized, the relationships among the revised PDAS and other study
variables led to insights and generated knowledge about a previously untested concept.
Frequency of thoughts about death, frequency of thoughts about dying, talking about
death, and the value of frequency of thoughts about death reflected the content of the
items for the revised PDAS. Inverse relationships with Self-Transcendence and Purpose
in Life for the Dying Group suggest that merely thinking about personal death and dying
do not lead to transcendent perspectives in life. For dying adults, thoughts of life beyond
death and past life experiences maybe more salient than present death experiences as
unitary developmental phenomena at the end of life.
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Interpretation of Results
Discussion of the findings relative to the research questions is the focus ofthe
interpretation of results. Positive relationships among each of the variables indicative of
Health and each of the variables indicative of Spirituality were originally theorized for
the Combined Group, the Aging Group, and the Dying Group. Research questions one,
two, and three addressed the relationships among study variables for the Combined
Group, the Aging Group, and the Dying Group, respectively. Questions four and five
focused on the differences in the study variables between the Aging Group and the Dying
Group. Questions six, seven, and eight addressed the best combination of indicators of
Spirituality best explained the indicators of Health in the Combined Group, the Aging
Group, and the Dying Group. The meaning of death for the Aging Group and the
meaning of death of the Dying Group were addressed by research questions nine and ten,
respecti vel y.
Research Questions Qne Two and Three
Research questions one, two, and three addressed the relationships among the
study variables for the Combined Group of aging and dying adults (question one), the
relationship among the study variables for the Aging Group (question two), and the
relationship among the study variables for the Dying Group (question three). The findings
for these research questions are discussed together for each of the health-related study
variables in relation to the spirituality study variables.
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Research question one was "what is the relationship between variables indicative
health (Power, Personal Death Awareness, Positively Perceived Symptoms in Transition,
Negatively Perceived Symptoms in Transition, Well-Being) and the variables indicative
of spirituality (Self-Transcendence, Spiritual Perspective, Purpose in Life) in the
combined group of aging adults and dying adults?" Significant differences in the patterns
ofthe relationships between each of the groups, as well as differences in other contextual
factors such as financial status, prohibited combing the groups to answer this research
question.
A basic tenet of the theoretical assumptions driving this research is that the dying
process is continuous with the life processes. Unitary development reflects the capacity of
human beings to integrate increasingly diverse and innovative patterns into the life
process. Both of the groups are confronted with aspects of personal mortality in daily life.
For adults over the age of 60 comprising the Aging Group, most have lived 3/4 or more
of their anticipated lifespan. Contextual factors such as physical signs of aging,
medications, illness and experiences with dying friends and relatives provide potential
reminders of death. Adults diagnosed with a medically-defined terminal illness
comprising the Dying Group are faced with deteriorating physical condition, the tacit or
explicit reactions of others to changing health patterns, and the understanding that a
physician has stated that life expectancy for them is less than one year.
As the argument advanced here is that the two groups share certain characteristics
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salient to the process of unitary development at the end-of-life, it is also recognized that
important differences between the two groups were identified in this study. These
findings do not refute the assumption that similar patterns emerge for persons facing
death but further serve to advance theory development about end-of-life experiences.
Since there is no published research comparing Aging adults and Dying adults on key
variables indicative of human development, this study provides beginning empirical
support for the similarities and differences between groups of individuals facing death.
Research question two was "what is the relationship between variables indicative
health (Power, Personal Death Awareness, Positively Perceived Symptoms in Transition,
Negatively Perceived Symptoms in Transition, Well-Being) and the variables indicative
of spirituality (Self-Transcendence, Spiritual Perspective, Purpose in Life) among aging
adults ?"
Research question three was, "what is the relationship between variables
indicative health (Power, Personal Death Awareness, Positively Perceived Symptoms in
Transition, Negatively Perceived Symptoms in Transition, Well-Being) and the variables
indicative of spirituality (Self-Transcendence, Spiritual Perspective, Purpose in Life)
among dying adults ?"
Figures 2 and 3 reflect the patterns of relationships for the Aging Group and for
the Dying Group, respectively.
Power and spirituality. For the Aging Group, positive relationships between
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Power and each of the variables indicative of spirituality were also found as theorized.
Similarly, for the Dying Group the relationships between Power and each indicator of
spirituality were also positive.
There is little prior empirical support substantiating the findings of this research in
the relationship between power and spirituality. However, three studies support the
findings of this research. In a study of 172 polio survivors and 80 well-adults, Smith
(1995) found that power as measured by the PKPCT and spirituality as measured by the
Spiritual Orientation Inventory were significantly related.
Further support for the relationship between power and spirituality was
demonstrated by Barrett (1986). In her sample of625 adult men and women, the choices
related to self-subscale of the PKPCT had a significant positive relationship with
dynamic expansion of boundaries in time and space as measured by the Human Field
Motion Test. This expansion of boundaries is similar to the concept of SelfTranscendence used in this investigation. Although these two studies support the findings
in this research, the samples were not similar to the study sample of aging and dying
adults. In her dissertation research, Rizzo (1990) found a statistically significant positive
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relationship between power and purpose in life in a sample of 84 adults 65 years or older
living in the community.
Personal death awareness and spirituality. Different patterns of relationships with
personal death awareness emerged for each of the individual groups.
For the Aging Group, a statistically significant positive relationship was found
between Personal Death Awareness and Spiritual Perspective. No relationships were
found between Personal Death Awareness and Self-Transcendence and between Personal
Death Awareness and Purpose in Life. For the Dying Group, inverse relationships
between Personal Death Awareness and Self-Transcendence and between Personal Death
Awareness and Purpose in Life were identified. No relationship was found between
Personal Death Awareness and Spiritual Perspective.
The positive relationship between Spiritual Perspective and Death Awareness for
the Aging Group can be explained in part by the responses of that group to the Meaning
of Death Paragraph. Thirty-two (92.8%) of death constructs reflected a religious
perspective of death (n=7), continued existence after death (n=9), or self-transcendence
(n= 17). For most of the Aging adults, self-transcendent perspectives of death involved

reuniting with loved ones in heaven after death. Moreover, 88.6% (n=31) identified a
Christian-based religion as their source of spirituality. The items on the Spiritual
Perspective Scale incorporate views about spirituality that are defined broader than
religion or religiosity. However, the definition of spirituality is left to the individual to
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define for him or herself. It is suggested here that spiritual perspective for the Aging
Group was characterized largely by their religious beliefs which were incorporated in
their views of death. Spirituality may be strongly related to religiousness in aging adults
today.
The lack of relationships between Personal Death Awareness and SelfTranscendence and Personal Death Awareness and Purpose in Life for the Aging Group
supports a basic tenet of personal construct psychology. Death awareness poses a
paradigmatic threat to the individual's personal construct system (Neimeyer, Epting, &
Krieger, 1983; Rowe, 1983) and thoughts of death and dying are not part of the person's
personal construct of self. More specifically, the frequency of thoughts about death and
dying are not related to transcendent perspectives of self and the meaning and purpose in
life.
Further evidence in support of the personal construct psychological perspective is
provided by the moderate, negative relationships between Personal Death Awareness and
Self-Transcendence and Personal Death Awareness and Purpose in Life for the Dying
Group. There are several explanations for the negative relationships between these two
spirituality variables and Personal Death Awareness and the lack of relationship between
Personal Death Awareness and Spiritual Perspective. Many comments provided by
participants in the Dying Group reflected the inability to discuss death and or their dying
process with friends and relatives, which for most of these individuals was their major
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source of emotional support. Several participants remarked that the interview was one of
the few opportunities to discuss death. Other participants suggested that they wanted to
"protect" their loved ones and did not want to burden them with talk about death.
Several studies support the interpretation here that although there is a tacit
understanding of impending death, the focus of care is directed towards ameliorating
symptoms and less on spiritual issues surrounding the meaning of death for Dying adults.
In an ethnographic study of 16 care givers of dying adults, Sankar (1991) described the
work of care giving as focused on tasks to be done by the family members in the care
dying adults.
When queried by the investigator whether their home hospice nurses discussed
death with them, most participants said yes but usually when family was not in the room.
Moreover, participants stated that their nurses and physicians focused on symptoms and
less on the spiritual aspects of dying. Research in persons dying of cancer indicates that
most Dying adults will discuss their illness and death if given the opportunity, but often
this opportunity is not provided (Germino & McCorkle, 1985; Hunt & Meerabeau, 1993;
Sodestrom & Martinson, 1987). Without the opportunity to process thoughts about death
and dying, participants were not provided an avenue to integrate the prospect of death
with self.
Positively perceived symptoms in transition and spirituality. For the Aging
Group, no relationship was identified between Positively Perceived Symptoms in
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Transition and Spiritual Perspective. Positive relationships between Positively Perceived
Symptoms in Transition and both Self-Transcendence and Purpose in Life were
identified. For the Dying Group, significant positive relationships were identified
between Positively Perceived Symptoms in transition and each of the spirituality
variables.
There is no published research investigating the relationship between spirituality
and Positively Perceived Symptoms in Transition for dying or aging adults. Most
research has focused on the negative evaluation of symptoms (e.g. symptom distress) not
positively perceived change in symptoms in relation to other variables of interest.
However, several investigations of the relationship between spirituality and positive
evaluations of health in Dying adults (Carson & Green, 1992; Coward, 1990, 1991;
Reed, 1986; Taylor & Ferszt, 1990) and Aging adults (Blazer & Palmore, 1976;
Hunsberger, 1985; Koenig, 1988; Reed, 1991c) support the findings of this research.
Negatively perceived symptoms in transition and spirituality. For the Aging
Group, only Purpose in Life had a significant, inverse relationship with Negatively
Perceived Symptoms in Transition. Self-Transcendence was also inversely related.
Spiritual Perspective shared a small, positive, insignificant relationship with Negatively
Perceived Symptoms.
For the Dying Group, the relationships between Negatively Perceived Symptoms
in Transition and the three spirituality variables were negative and statistically
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significant. Although there is no published research which examined the relationship
between Negatively Perceived Symptoms in Transition and spirituality, several
investigations of distressing symptoms and self-transcendence and purpose in life
support the observed relationships in this research.
For aging adults, several studies identified significant, negative relationships
between Self-Transcendence and distressing symptoms. Self-Transcendence has shared
significant inverse relationships with depression in older adults living in the community
(Reed, 1989) and clinically depressed older adult outpatients ( Reed, 1991 c). In
longitudinal research by Reed (l986a) it was found that depressive symptoms related
significantly to subsequent level of self-transcendence. In a study of depressed and
nondepreesed older adults, the relationship between Self-Transcendence and negative
perception of health was also inverse and statistically significant (Reed & McGaffic,
1994).
For dying adults, further support for the inverse relationship between selftranscendence and distressing symptoms was found in 107 women diagnosed with
advanced breast cancer (Coward, 1991). For persons with AIDS, distressing physical
symptoms have demonstrated a negative influence on religious beliefs and spiritual
perspective (Phillips, 1988). Symptom distress had a significant negative relationship
with Purpose in Life in a sample of74 adults diagnosed with recurrent cancer (Taylor,
1993).
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The negative relationship between distressing symptoms and spirituality have
important implications for theory development and clinical practice. Several authors
contend that life-threatening situations and poor physical or psychological health serve as
an integrative force for spiritual transformation (Fahlberg, Wolfer & Fahlberg, 1992) and
self-transcendence (Frankl, 1966; Reigel, 1976; Taylor, 1983; Yalom, 1982). The
findings of this research and of others suggest that distressing symptoms have a negative
influence on self-transcendent behaviors (Coward, 1990, Reed & McGaffic, 1994). It
may be that the energy derived from the person-environmental process is invested in the
pattern of distressing symptoms in transition and is insufficient for spiritual
transformation and self-transcendent perspectives.
The problem with this research and most other empirical investigations of
spirituality is that spirituality is measured at one point in time. An understanding of the
overall pattern of symptoms in transition relative to spirituality over time could further
clarify the relationship and further refine current theoretical perspectives. Longitudinal
research investigating spirituality over time in persons who are aging or living with a lifethreatening illness would provide significant insights into the relationship between
spirituality and physical manifestations of illness.
For clinical nursing practice, this relationship underscores the importance of
addressing physical symptoms as perceived by individuals, as this may have a significant
negative impact on spirituality. As it is important to identify and intervene to ameliorate
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distressing symptoms, it is also important for clinicians to discern the meaning of these
symptoms to the patient.
Well~being
Well~Being

Being and

and spirituality.

For the Aging Group, only the relationship between

and Purpose in Life was significant. There was no relationship between Well~

Self~ Transcendence

Perspective and

and a small, inverse relationship between Spiritual

Well~Being.

Positive relationships between each of the spirituality variables and Well~Being
were established for the Dying Group as theorized. Strong, positive relationships were
established between Well~Being and

Self~Transcendence

and between Well-Being and

Purpose in Life. A small, positive relationship between Spiritual Perspective and

Well~

Being was found for Dying adults. For the Aging Group and Dying Group, Purpose in
Life shared the strongest relationship with Well~Being. Only one empirical study
supported the relationship between purpose in life and well~being in a sample of
institutionalized and noninstitutionalized adults aged 70 or older (Baum, 1988). Clinical
and theoretical support for the relationship between purpose in life and well~being in
adults facing end of life experiences has been previously identified (Clark, Cross, Deane,
& Lowery, 1991; Conrad, 1985; Frankl, 1966; Granstrom, 1985; Reed, 1991a, 1991b;
Wamer~Robbins

& Christiana, 1989).

There is no literature supporting the small, inverse relationship between Well~
Being and Spiritual Perspective or the lack of relationship between Well-Being and Self~
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Transcendence for the Aging Group. In a diverse sample of 800 older adults, intrinsic
religiousness and organized religious activity both made a significant contribution to
well-being (Koenig, Vale, & Ferrel, 1988). Spirituality was found to be the predominant
coping strategy to enhance well-being through content analysis of data generated from
interview with aging adults (Koenig, George, & Seigler, 1988). In qualitative and,
quantitative research on Self-Transcendence, findings have consistently revealed a
significant inverse relationship between self-transcendence and depression in older adults
from community and psychiatric settings ( Reed, 1986a, 1989, 1991c).
One possible explanation for the lack of relationship between Self-Transcendence
and Well-Being and small, inverse relationship between Spiritual Perspective and WellBeing can be attributed, in part, to the age of participants in the Aging Group. In a study
of eight-five adults aged 65-88 years, Hunsberger (1985) found that religiousness,
particularly in Christian older adults, increases over time. Adults 80 years or older were
significantly more religious than adults in their 60's or 70's. Eight-nine percent of the
Aging Group identified themselves as Christians.
Although the mean age of the Aging Group was 71.8 years, current life
expectancy for men is 72.1 years and for women is 75.5 years (Kranczer,1995). In
attempt to explain this lack of relationships among Self-Transcendence, Spiritual
Perspective, and Well-Being, correlations between adults 78 years of age or older (n=5)
and those less than 78 years (n=30) were compared. For the older Aging adults the
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correlation between Spiritual Perspective and Well-Being was .68 and for adults less than
78 years old, the correlation was -.21. Self-Transcendence shared a moderate relationship
with Well-Being in adults over the age of78 (r= .29). There was no relationship between
Self-Transcendence and Well-Being in Aging adults aged 77 years or less (r= -.02).
These findings, in reference to the importance of Spiritual Perspective and SelfTranscendence to Well-Being may be interpreted relative to Reed's life-span
developmental view of aging and mental health (Reed, 1983). The life-span framework
recognizes the increasing importance of person-environment interactions throughout the
lifespan. The role of person-environment interactions is emphasized as a major factor in
aging adults well-being. Moreover, the energy for adult development is derived from
problems inherent in the aging process. Thus, spiritually-related variables may be more
significant to well-being in later stages of old age, or for those closest to the end of life.
Each indicator of spirituality' was positively related to Well-Being as theorized for
the Dying Group. Support for this finding can be found in several empirical
investigations of the relationship between spirituality and well-being. For women with
advanced breast cancer (Coward, 1990, 1991) and for men and women diagnosed with
AIDS (Coward, 1994, Coward & Lewis, 1993), self-transcendence had a significant
impact upon the well-being of Dying adults. Spiritual perspective was significantly
related to well-being in several studies of terminally ill adults (Belcher, Dettmore, &
Holzemer, 1989; Carson, 1993; Francis, 1986; Reed, 1987) and thus support the
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findings of this research. No relationship was found between religious perspective and
well-being in a sample of 57 terminally ill adults (Reed, 1986b).
In summary, well-being was important to purpose in life for the Aging Group,
whereas, for the Dying Group, well-being is significantly related to the three dimensions
of spirituality conceptualized for this research. The lack of relationship between wellbeing and self-transcendence and inverse relationship between well-being and selftranscendence may be due to the younger age and active lifestyle of participants for the
Aging Group for whom purpose in present life was particularly important and
transcendent aspects of spirituality were less important. Overall, statistically significant
differences between the Aging Group and the Dying Group were found only for Personal
Death Awareness. The two groups were similar in Power, Positive and Negative
Symptoms in Transition, and Well-Being.
Research Question Four
Research question four was, "what is the difference between aging adults and
dying adults for each indicator of health (power as knowing participation in change,
personal death awareness, perceived symptom transition, well-being)?"
Although there is no published research examining differences between Aging
adults and Dying adults, there is theoretical support for the experience of health within
the contexts of Aging and Dying (Fitzpatrick, 198; Moch, 1989; Newman, 1986;
Travelbee, 1966). Fitzpatrick identifies health as a rhythmic, developing pattern for
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people, which includes the process of dying as a heightened awareness of the
meaningfulness of life. Newman (1986) suggests that health is evident through the
analysis of a person's life pattern. Moreover, she asserts that health is a blend of disease
and nondisease, and processes such as Aging or Dying may be an opportunity for
understanding one's own pattern and facilitates expansion of consciousness. The purpose
of research question four was to explicate the similarities and differences in the
manifestations of the pattern of health, conceptualized for this research, as they occur in
Aging and Dying adults.
Power. The Dying Group had more Power than the Aging Group, although the
difference was not statistically significant at the predetermined level of significance (p:;5.
.05). Both groups exhibited high Power scores. For the Aging group, the mean score of
250.14 is 75% of the maximum possible score of336. The Dying Group scored in the
78th percentile. This finding supports assumptions underlying the theoretical framework
of this research that Power, as a developmental pattern of health is inherent in both aging
and dying. Personal power defined as self-awareness, self-choices, freedom to act
intentionally, and involvement in creating change is a salient pattern which reflects the
continuous, innovative developmental change that is possible at the end of life.
Personal death awareness. Financial Status and Years of Education were
significantly related to Personal Death Awareness for the Aging Group and Dying Group,
respectively. After statistically controlling for these covariate effects on Personal Death
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Awareness, a statistically significant difference was found between the groups such that
aging adults scored lower on Personal Death Awareness than dying adults. The low mean
score for the Aging Group and the moderate mean score for Dying Group, suggest that
the frequency and importance of thoughts about death and dying were of lesser
importance as an aspect of health than the other study variables.
For the Aging Group, the low level of death awareness is related to the lack of
adults over the age of 80 in the study sample and another factor which was not
investigated. Research has demonstrated that awareness of finiteness for aging adults is
strongly associated with a relationship between the participant's own age to the age-atdeath of parents (Marshall, 1975). A limitation of this research is the failure to measure
this potentially important variable.
Recent research in which temporality, death anxiety, and purpose in life were
examined in community-dwelling aging adults provides an explanation for the research
findings (Rappaport, Fossler, Bross, & Gilden, 1993). Death anxiety was found to
correlate positively with the anticipation that most of the important life experiences are
occurring in the present, suggesting that thoughts about death negatively influenced
individuals' affective state, whereas purpose in life correlated positively with the notion
that most of the important life experiences will occur in the future.
Heidegger (1926) discussed the difference between death as an actual event and
death as a possibility of our own being: that is, death as a life event versus being-toward-
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death. He further suggested that the inauthentic self renders death as an actual event as
belonging to someone else. This inauthentic existence prevents considering one's own
death as a possibility. Inauthentic understanding of death treats death as an object to be
feared and life is perceived as a linear event from beginning to end (Gullickson, 1993):
This perspective supports proponents of personal construct psychology that individuals
are unable to integrate death with the concept ofselfin the present time (Kelly, 1955;
Neimeyer, 1994). Moreover, this linear representation of Personal Death Awareness, as
measuring the importance and frequency of thoughts about death is inconsistent with the
theoretical perspective underlying this research that death awareness transcends the
boundaries of time. Thus, a limitation of this study is the attempt to "fit" a revised
instrument (PDAS) reflecting a linear mechanistic perspective into a developmental
framework of health as expanded awareness.
Positively perceived symptoms in transition. The Aging Group mean was
identical to the Dying Group mean when age was retained as a covariate for statistical
analysis. This finding is surprising due to the fact that the Dying Group had significantly
more symptoms of illness than the Aging Group. However, the mean group score of
Positively Perceived Symptoms in Transition was approximately half the maximum
score of 25 for both groups. This finding suggests a stable pattern of change for positive
symptoms experienced by both Aging adults and Dying adults.
Sixty-eight percent (n=24) of Aging adults attributed their symptoms to the
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"nonnal" aging process. The Positively Perceived Symptoms Scale assessed symptoms
experienced during the past week. Changes over time were not assessed, as one would
expect during the process ofnonnal aging. Most of the Dying adults receiving either
hospice home care or were frequently assessed by their physician. With almost
continuous medical supervision, most reported that symptoms were controlled by
medications, again suggesting a pattern of stability.
I

Negatively perceived symptoms in transition. When financial status was
controlled statistically, Negatively Perceived Symptoms in Transition were only slightly
greater for the Dying Group than for the Aging Group. The magnitude of Negatively
Perceived Symptoms in transition was only moderate, suggesting again the pattern of
symptoms in transition was stable. Because the Negatively Perceived Symptoms in
Transition were only appraised for one week, symptoms changing over more extended
periods of time may be more salient to the overall pattern of health as it is experienced at
the end-of-life. Another interpretation of the lack of difference between the two groups is
that Dying adults were closely monitored for negative symptoms by care givers and
health care providers, and thus stabilized. Aging adults, experiencing similar patterns of
negative symptoms may not have been receiving the same intensity of symptom
monitoring by themselves or others and may have experienced negative symptoms but
had integrated them as part of the process of "nonnal" aging.
Well-being. There was no statistically significant difference between the Aging
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Group and the Dying Group for Well-Being when financial status was statistically
controlled. However, Aging adults had slightly greater well-being then dying adults.
The similarity in well-being scores between the two groups suggests that Dying Adults
have the potential for Well-Being similar to Aging adults. The well-being score for this
sample of community-dwelling dying adults was slightly greater than well-being scores
using the same instrument for 100 hospitalized terminally ill adults (Reed, 1987). This
further adds to extant knowledge of well-being throughout the lifespan, including the
time of life immediately preceding death.
Summary of differences between groups for health variables. There was no
statistically significant difference between the Aging Group and the Dying Group for
Power, Positively Perceived Symptoms in Transition, Negatively Perceived Symptoms in
Transition, and Well- Being. Personal Death Awareness was significantly greater for
Dying Adults than for Aging Adults. These findings further advance and refine the
theoretical perspective that health within illness and aging is a developmental
phenomenon that occurs for individuals throughout the lifespan, including the period of
life that is closer to death than period of life that is closer to birth (Jensen & Allen, 1993;
Newman, 1986, 1987; Reed, 1986c; Rogers, 1970, 1992).
Research Question Five
Research question five was, II what is the difference between Aging adults and
Dying adults for each indicator of spirituality (self-transcendence, spiritual perspective,
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and Meaning and Purpose in Life and Death?"
Spirituality, defined as the propensity to make meaning through self-transcendent
perspectives has been identified in both Aging adults and Dying adults in theory (Chinen,
1986; Fahlberg, Wolfer, & Fahlberg, 1992; Haase, Britt, Coward, Leidy, & Penn, 1992;
Frankl, 1969; Reed, 1991a, 1991c, 1992; Wilber, 1993; Yalom, 1982) practice
(Highfield, 1992; Weenolsen, 1991; Mayer, 1989) and research (Coward, 1990, 1991;
Coward & Lewis, 1993; Kendall, 1994; McGaffic, 1993; Reed, 1991d; Reed &
McGaffic, 1994). There is no published research which examined the similarities and
differences in the manifestation of patterns of spirituality in Aging and Dying adults.
Thus the findings from this question further refine the development of theory by
explicating patterns of spirituality for aging and dying adults.
Self-transcendence. There was no difference between the Aging Group and
Dying group for Self-Transcendence. After statistically controlling for the influence of
financial status on Self-Transcendence for the Dying Group, both groups evidenced high
levels of Self-Transcendence. Mean group scores were 52 out of a maximum possible
score of60.
The recent burgeoning support for the importance of self-transcendence for aging
adults and dying adults underscores the developmental potential of adults facing death
for expansion of self-boundaries and an orientation toward broadened life perspectives
and purposes. As theorized, self-transcendence was important to participants in the
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Aging Group and Dying Group. That both groups had similar levels of self-transcendence
further adds support to perspectives of development at the end of life.
Spiritual perspective. Gender was found to have a significant influence on
Spiritual Perspective. Moreover, a significant interaction effect with group membership
necessitated post hoc comparisons to examine potential differences between the groups.
Aging men had a statistically significant lower score on the Spiritual Perspective Scale
than did Aging Women, Dying Women, and Dying Men. The scores on the Spiritual
Perspective Scale were between 50 and 51 for the latter three subgroups, indicating a high
level of Spiritual Perspective. Dying men and Dying women had essentially the same
score for spiritual perspective. For Aging men, the mean score for Spiritual Perspective
was 33 out ofa possible 60. Interpretation of this finding is made with caution, as the
subgroups each had less than 30 participants for each subgroup.
This finding is consistent with Reed's study (1986b) which examined differences
in religious perspective and well being for 57 terminally ill adults and 57 healthy adults.
For the terminally ill group, being both female and terminally ill contributed significantly
to greater religiousness. Further support for greater spiritual perspective in women was
found in a study comparing religious behaviors and death anxiety in later life (Koenig,
1988). Religious behaviors, both beliefs and activities, and lower levels of death anxiety
were greater for older women than for older men.
A potentially important finding is that Dying men and Dying women had
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essentially the same Spiritual Perspective. This suggests that the context of dying for men
has more influence on Spiritual Perspective, than does the context of aging does for
Spiritual Perspective in older men.
Meaning and purpose in life. The Aging Group had slightly greater purpose in
life than the Dying Group. There was a significant relationship between financial status
and purpose in life for the Dying Group. Financially unstable Dying adults had the
lowest mean score (M=105), followed by financially stable Aging adults (M=IIO),
financially stable Dying adults (M= 117), and financially unstable Aging adults (118).
However, post hoc comparisons revealed that there was no statistically significant
difference between the financially stable and unstable groups. However, financial status
has demonstrated a significant influence on coping patterns in persons diagnosed with
malignant melanoma (Dirksen, 1990) and for older community-dwelling older adults
(Mendes de Leon, Rapp, & Kasl, 1994).
The manual of instructions for the Purpose in Life test suggests using the mean of
"normal adults" (112) and of "patients" (92) as cutoff scores; thus scores above 112
suggest definite feelings of life-meaning, scores between 92 and 112 are uncertain, and
scores above 112 suggest definite feelings of meaningfulness and purpose in life
(Crumbaugh & Maholick, 1969/1981). Hutzell (1988) suggests that Purpose in Life
should be viewed on a continuum, the higher the score, the more purpose in life.
Moreover, since no research using the purpose in Life Test has been done with Dying
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adults, Hutzell (1988) asserts that norms for this population have yet to be established. In
a study of 74 adults diagnosed with recurrent cancer, (Taylor, 1994) the mean Purpose in
Life Score was 108.
Both the Aging Group (M=I13) and the Dying Group (M=109) scored well above
the cutoff level of 92 established for clinical populations. Thus, the capacity for meaning
and purpose in life was established for Aging adults and Dying adults, despite the small
sample size in this research.
Summary of differences between groups for spirituality variables. There was no
statistically difference between the Aging Group and Dying Group for SelfTranscendence and Purpose in Life. However, the Aging Group had slightly more
Purpose in Life than the Dying Group. Spiritual Perspective was greatest for Dying men,
followed by Dying women, Aging women, and Aging men. Aging men had statistically
significantly less Spiritual perspective than the other three subgroups.
Small differences were noted between the two groups on measures of spirituality.
Spirituality, as a developmental phenomenon for persons nearing the end-of-life is
important. Moreover, the contextual influences of aging and dying exert similar
influences on the patterns of Self-Transcendence, Spiritual Perspective, and Meaning and
Purpose in Life as theorized.
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Research Questions Six. Seven. and Eight.
Research question six was, "which patterns indicating spirituality (selftranscendence, spiritual perspective, meaning and purpose in life and death best explain
indicators of health (power, positively perceived symptoms in transition, negatively
perceived symptoms in transition, well-being) for the Combined Group of Aging and
Dying Adults?
Research question seven was, "which patterns indicating spirituality (selftranscendence, spiritual perspective, meaning and purpose in life and death best explain
indicators of health (power, positively perceived symptoms in transition, negatively
perceived symptoms in transition, well-being) for Aging Adults?
Research question eight was, "which patterns indicating spirituality (selftranscendence, spiritual perspective, meaning and purpose in life and death best explain
indicators of health (power, positively perceived symptoms in transition, negatively
perceived symptoms in transition, well-being) for Aging Adults?
The purpose of research questions six, seven, and eight was to discover
similarities and differences in the patterns of Spirituality and Health for the Combined
Group, the Aging Group, and the Dying Group. Understanding patterns indicative of
human health is central to the discipline of nursing (Barrett, 1990b; Cowling, 1990;
Gordon, 1994). For nurses caring for adults facing end-of-life issues, an understanding
of the manifestation of patterns indicative of health and spirituality may focus the
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direction of care. As this research is exploratory in nature, these findings represent a
beginning understanding of unitary patterns of health and spirituality for aging and dying
adults.
As was discussed in previous sections, combining the groups was not feasible
considering the significant difference in the patterns of relationships among variables
between the Aging Group and the Dying Group.
For the Aging Group, a different pattern of relationships emerged. More
Purpose in Life and more Self-Transcendence were associated with more Well-being,
more Positive Symptoms in Transition, less Negative Symptoms in Transition and more
Power. Spiritual Perspective and Personal Death Awareness were not important in
understanding the combination of patterns reflecting spirituality and health for the Aging
Group.
For the Dying Group, all study variables were important in understanding the
relationships among patterns of spirituality and health.

~ Purpose

in Life, less Self-

Transcendence and less Spiritual Perspective are associated with less Well-Being, less
Positively Perceived Symptoms in Transition, more Negatively Perceived Symptoms in
Transition, less Power as Knowing Participation in Change, and.ll1.Q@ Death Awareness.
Important differences in the patterns of spirituality which best explained
manifestations of the patterns of health were identified between the Aging Group and
Dying Group. For Aging adults having more of the spirituality variables were related to
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the more positive aspects of health. For Dying adults, having ~ of each of the variables
indicative of Spirituality explained the more negative aspects of health (e.g. less wellbeing, less positive symptoms, more negative symptoms, less power, and more personal
death awareness). Moreover, the patterns of health were more important for Aging
adults, explaining 30% of the variance as compared to the spiritual patterns which
accounted for only 18% of the variance. For Dying adults, spirituality was more
important, accounting for 48% of the variance and health accounted for 39% of the
variance.
The patterns of development that emerged from the analysis of relationships
among study variables lend empirical support to Newman's (1987) model of health as
expanding consciousness and Reed's (1992) contextual-developmental paradigm for the
investigation of spirituality in nursing, particularly for the Dying Group.
Newman (1986) characterized disease, experienced by the Dying Group, as a
destabilizing force resulting in disequilibrium which in tum increases awareness for
individuals. It is suggested here that this increased awareness and expansion of selfboundaries indicates heightened spirituality and is the impetus for further development
into a higher level of complexity and organization.
From the contextual-developmental perspective, person and environment
represent a process by which the conflicts and challenges inherent in life are the impetus
for transformation and developmental change. For Dying adults the conflicts inherent in
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having less transcendent perspectives provide the impetus for change. For Aging adults,
having more transcendence and purpose in life provide the impetus for acquiring
broadened and positive patterns of health.
Research Question Nine
Research question nine was, "what are the death constructs reflecting meaning in
dying among Aging adults?" Twenty four death constructs which can be found in Table
19 were found by asking participants the following question: "What does death mean to
you personally?" The most frequently observed constructs were Self-Transcendence,
High Personal Involvement with Death, Continued Existence after Death, Positive
Evaluation of Death, Nonexistence After Death, Religiosity, Acceptance, and the
Certainty of Death. The six new constructs which expand upon the Meaning of Death
Coding Dictionary (Holcomb, Neimeyer, & Moore, 1993; Neimeyer, Fontana, & Gold,
1984) were Positive evaluation of Death, Positive Emotional State, Acceptance, Realistic
Appraisal, Religiosity, and Self-Transcendence. In general, the evaluation of death from
the Aging adults was more positive in nature than those constructs generated from the
responses generated from college students which comprise the Death Coding Dictionary.
Support for this finding is found in the original study by Holcomb, Neimeyer, &
Moore (1993) in which 60 % of the college age sample believed in some aspect of life
after death as was found in the aging group. Further empirical support for the more
positive evaluation of death for older adults was found in recent research comparing
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death attitudes among 100 young adults, 100 middle-aged adults and 100 older adults
(Wong, Reker, & Gesser, 1994). Older adults were significantly less afraid of death and
more accepting of death as a reality compared with the young adults, but not the middleaged adults. Older adults were more accepting of life after death, and were significantly
more likely to accept death as an escape from life. Although these findings support the
more positive constructs of death generated from Aging adults, they do not reflect the
meaning of death as was the focus of this research question.
A significant limitation of using the Death Construct Coding Dictionary was the
assumption that the death constructs assessed were for the meaning of death. However,
for several study participants, their death constructs represented ascribed meaning to the
process of dying. Although the theory underlying this research is that death is a process,
not a state, coding categories reflect the linear view of death as the finite end to life. As
more research is conducted using psychological measures in populations other than
college students, further refinement of instruments is needed to adjust for important
differences in clinical populations.
Research Ouestion Ten
Research question ten was, "what are the death constructs reflecting meaning in
dying among Dying adults?" Twenty-two death constructs were found in the data
generated from Dying adults. The most frequently identified constructs for the Dying
Group in descending order were Positive Evaluation of Death, Self-Transcendence,
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Religiosity, Acceptance of Death, Continued Existence after Death, Nonexistence after
Death and Death as an Emotionally Positive Experience.
There has been no research in Dying adults in an attempt to detennine the
meaning of death, per se. However there have been several investigations of meaning in
life for adults experiencing a life-threatening illness. As the meaning and purpose in life
and death are theorized to be a one pattern reflecting the life process, these findings are
salient to the discussion of death constructs generated from the data for the Dying Group.
Qualitative research findings explicating meaning within the context of lifethreatening illness are contradictory in nature. Suffering (Fanner and Kleinman, 1989),
fear and aloneness (Coward, 1994; McCain & Gramling, 1992; Weiss, 1988), pain
(Francis, 1986), and loss of control (Fife, 1994) characterize the meaning in life and
illness for persons diagnosed with cancer and AIDS. Self-transcendent or spiritual
perspectives (Coward, 1994; Lamenola & Newman, 1994; O'Connor, Wicker, &
Gennino, 1990) and keeping a positive attitude (Allan, 1990) characterized meaning in
life and death. These findings suggest that constructs of meaning within the context of
dying are multidimensional in nature. Moreover, these constructs are not mutually
exclusive in that individuals may have both developmental and decremental dimensions
within their own personal construct of the meaning of death.
Taylor (1983) advances a cognitive theory that successful adjustment to life
threatening illness and positive attributions of meaning are dependent on the ability to
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maintain and modify illusions that buffer against present threats and possible future
setbacks. The attribution of meaning to experiences associated with cancer are
"illusions" that serve to protect individuals from potential threats to their cognitive
structure.
Although Taylor (1983) offers one theoretical perspective to understand the
meaning of death for Dying adults, the theoretical perspective advanced here is that
meaning is created from the dialectical tension of the person-environmental process
resulting in ongoing process of development and the actualization of potentials. The
frequency of thoughts about death and dying and the value of thinking about death, as
measured by the Personal Death Awareness Scale, were inversely related to positive
aspects of health and to measures of spirituality for the Dying Group. It is suggested
here that these adults had no "illusions" about their inevitable deaths, but rather these
thoughts were one impetus for unitary development as evidenced by their high scores on
instruments measuring power, well-being, self-transcendence, spiritual perspective and
purpose in life.
Implications and Recommendations for Theory Development
Spirituality and Health are manifestations of human field patterning which reflect
the human propensity for development throughout the life process (Farran, Fitchett,
Quiring-Emblem, Burck, 1989; Fahlberg & Fahlberg, 1991; Reed, 1992). Dying and
aging are not separate from but are continuous with the life process. The middle-range
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theoretical framework used for this study was derived from Rogers' theoretical system for
nursing (Rogers, 1970, 1992) and builds upon existing research derived from this
theoretical perspective. Moreover, it provides is one of the few empirical investigations of
unitary phenomena comparing patterns of development for Aging and Dying adults.
Self-transcendence, spiritual perspective, and meaning and purpose in life and
death were the pattern manifestations of the unitary phenomenon of spirituality for this
research. Power as knowing participation in change, personal death awareness, positively
and negatively perceived symptoms in transition, and well-being were the pattern
manifestations of the unitary phenomenon of health.
As research derived from the Rogerian worldview is expanded upon, it is
imperative to use instruments that reflect a unitary perspective of phenomena salient to
the life process. There is little research examining end-of-Iife experiences from a
developmental perspective (Kastenbaum, 1991). Thus, this research provided a beginning
understanding of the propensity for unitary development and provides a comparison of
patterns for adults experiencing the life processes of aging and dying.
Implications for Nursing Practice
Recent trends in the United States suggest that Aging adults and Dying adults are
disposable entities within our society. Largely through the efforts of Dr. Jack Kevorkian
and Derek Humphry, assisted suicide and euthanasia have become "quick fix" solutions
to the problems inherent in end-of-life experiences and are critical to prevalent
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perspectives in the ongoing debate of quality of life at the end of life. The assumption
underlying these practices is that "helping another to die in carefully considered
circumstances is part of good medicine and also demonstrates a caring society that offers
euthanasia to hopelessly sick persons as an act oflove" (Humphrey, 1992, p. 91). Most
research has focused on the debilitating, negative aspects of the processes of aging and
dying. However, more recent research suggests that developmental phenomena
concomitant with Dying and Aging foster a sense of well-being and self-transcendent
perspectives for individuals at the end-of-life (Coward, 1990, 1991,1994; Coward &
Lewis, 1993; Reed, 1991 c; Reed, and McGaffic, 1994, Taylor, 1994). A better
understanding of developmental phenomena at the end of life is needed as a critical point
of debate for those seeking to end the lives of others.
Pain and suffering most certainly do occur at some point during the process of
aging or dying. From the investigator's clinical experience and from the experience of
data collection for this research, this is very difficult to witness. Much of what is
interpreted as suffering in dying and aging adults, may, in fact have as much to do with
our own suffering in not being able to "do" anything for these individuals. Increased
awareness of the potential for development for nurses and other health care professionals
would further expand upon what is now considered palliative care. Fostering a sense of
meaning and purpose in life, providing opportunities for spiritual expression, facilitating
self-transcendent behaviors, and assisting individuals to identify their patterns of power,
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symptoms in transition, personal death awareness, and well-being are strategies that may
be incorporated in an expanded view of palliative care.
This study is important as an initial understanding of the potential for personal
transformation and ongoing development that is important for persons who are Aging and
are Dying. Different patterns were identified for each of these groups. For aging adults,
more self-transcendence and purpose in life were important to well-being, positive
changes in symptoms and power as indicators of health. Fostering self-transcendent
behaviors such as interactions with others and behaviors that contribute to meaning and
purpose in life are important to for nurses to consider for the health of aging adults.
For dying adults, less self-transcendent, less spiritual perspective, and less
purpose in life were important explained negative patterns of health. Thus, the importance
of facilitating these spiritual behaviors and assisting individuals in their ability to appraise
their health-related patterns are important to health in dying and aging adults.
Power as knowing participation in change and positive perceptions of symptoms
in transition were important to both groups relative to other patterns of spirituality and
health.
Implications and Recommendations for Future Research
This exploratory research described the relationships among two unitary
patterns of human development, namely, spirituality and health in Aging adults and
Dying adults. It was the beginning effort for a program of research directed towards
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identifying developmental patterns which enhance health and well-being for individuals
at the end of life. The ultimate goal of the investigator's research program is to develop
strategies for nurses which foster self-transcendence, meaning and purpose in life and
death, power and health for aging and dying adults.
Recommendations for further research including further exploration of meaning
of dying in aging and dying adults as one avenue for instrument development for the
Personal Death Awareness Scale. Revision and pilot testing of the Personal Death
Awareness Scale is warranted prior to conducting further research with this instrument on
a large scale. Refining the focus of items to the process of dying as a continuation of the
life process, not death as an event, is anticipated through qualitative research. Asking
adults at the end of life what dying means to them, and reviewing death constructs which
reflect meaning of dying in the current study is anticipated. Additionally, psychometric
evaluation of the PDAS in conjunction with one of the more reliable and valid
instruments used to measure death attitudes is recommended.
Further analyses of this data set includes investigation of the relationships
between the Personal Meaning of Death constructs and the study variables using
nonparametric statistical techniques. However, before this can be done, reexamination of
the meaning of death paragraphs are need to clarify differences between "meaning in
death" versus "meaning in dying" statements made by study participants in this research.
Moreover, examination of the meaning of death paragraphs using another qualitative
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methodology such as phenomenology is anticipated. Exploration of the differences
between aging and dying adults' meanings of death using matrix analysis is anticipated
(Miles & Huberman, 1984). Further evaluation of the concepts meaning in life, meaning
in death, meaning in living, and meaning in dying through future qualitative research is
needed to bett.er distinguish similarities and differences between these concepts.
Additional testing of the study variables used in this research with larger sample
sizes would allow the investigator to more fully analyze the effects of the demographic
variables on the patterns of Spirituality and Health. A multi-site investigation would be
needed to acquire an adequate sample of Dying adults. Selection of an adequate number
of subjects for both dying and aging adults who were matched on age, gender, ethnicity,
and financial status would minimize the effect of these variables on the study variables of
interest. Moreover, selecting aging adults who were within one year of the estimated end
of the lifespan for men and women in the United States and selecting participants who
were more culturally diverse would lend further to further generalizations of findings
about developmental patterns inherent in end-of-life experiences.
For both aging adults and dying adults, longitudinal research would more fully
explicate patterns of unitary development as they occur throughout the process of aging
and dying. However, the limitations of financial resources and attrition of participants
present challenging obstacles for conducting longitudinal research.
These recommendations are not comprehensive but represent the nature and
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direction of further research by the investigator on this topic. In conclusion, further
research efforts would include the following: instrument development of the personal
Death Awareness Scale; methodological triangulations to enhance understanding of the
meaning of death constructs; greater control over potentially confounding variables
through a larger sample size and matching of groups on key sociodemographic variables;
and conducting longitudinal research in Aging and Dying adults to further explicate
patterns indicative of human development over time.
Summary
This chapter presented a discussion of methodological issues, interpretation of the
findings to answer the research questions, and implications and recommendations for
theory development, implications and recommendations nursing practice, and
implications and recommendations for nursing research. Limitations of the study were
discussed throughout the chapter.
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THE UNMJ!SIlYOf

ARIZONA.

CoIIopolN.......

MEMORANDUM

TO:

Che~IM.McGaffic,8SN,RN

FROM:

Leanna Crosby, D.N.Sc., R.N. Director of Intramural Research

DATE:

July 21, 1994

SUBJECT:

Human Subjects Review: "A Comparison of Perspectives about ute and
Death Among Older Adults and Adults
Experiencing a Ufe-lhreathenlng IIInoss'

Your research project has been reviewed and approved by WInlam Denny, M.D.,
Chairman of the University of Arizona Human Subjects Committee, and deemed to be
exempt from review by their full committee. You will be receiving a confirmation letter
from Dr, Denny. In addition, your project has been reviewed and approved by the
College of Nursing Human Subjects Review Committee.
We wish you a valuable and stimulating experience with your research.

LC/ms
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THE UNMRSIIY OF
Human Sub;tcts Comnutfrt!

ARIZONA.
HEALTH SCIENCES C!:NTUI

1622 E. M.boISI.
Tuaon. AriZONI 8512"
16021626-6271

July 20, 1994

Cheryl H. HcGaffic, 8SN, RN
c/o Leanna crosby, D.N.Sc.
College of Nursing
Arizona Health Sciences Center
RBI

A COKPARISON OF PERSPECTIVES ABOtJ'l' LIFE lUfJ) DEATH AKONG OLDER
ADULTS lUfJ) ADULTS EXPERIENCING A LIFE-THREATENING ILLNESS

Dear Hs. HcGaffic:
We have received documents concerning your above cited project.
Regulations published by the U.S. Department of Health and Human
Services [45 CrR part 46.l0l(b) (2)] exempt this type of research
from review by our Committee.
Thank you for informing us of your work. If you have any questions
concerning the above, please contact this office.
sincerely yours,
.~

William F. Denny, H.D.
Chairman
Human Subjects committee
WFO: js

cc: Departmental/College Review Committee
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Tucson Medical Center
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May 2, 1995
Cheryl McGaffic, PhD-C. RN
College of Nursing
1501 N. Campbell Ave.
Tucson, Arizona 85721
RE: . Developmental Patterns and End of Life Experiences: A Comparison of Perceptives
About Life and Death Among Community-Dwelling Adults
Dear Dr. McGaffic:
Thank you for presenting this study at the Human Research Committee this moming. Based on
your presentation the committee approved your study. You may begin data collection.
It is understood that no changes will be made to the study without the knowledge and pennission
of the Human Research Committee. Please be aware that a copy of the consent fonn must be
placed in the patient's medical record. Review has been set at six months.
Please contact me at 324-5332 if you have any questions. You may also contact Chris Arslanian
RN, PhD at 324-5512.

~p~
Ronald P. Spark, M.D., Chair

TMC Human Research Committee

5301 East Grant Road. P.O. Box 42195 • Tucson. Arizona 85733 • (602) 327-5461

YI+A.
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April 3, 1995
Cheryl McGaffic, RN
University of Arizona
College of Nursing
Tucson, Arizona 85721
Dear Ms. McGaffic:
Your request for access to Carondelet Hospice Home Health
Prcgram fer the purpose of. conducting your research on
"Developmental Patterns and Bnd of Life Experiences" has been
approved.
Michael Ryan, RN will be your contact person. Please make an
appointment with Michael to make any necessary arrangements to
begin data collection. You can reach him at 622-5833,
extension 5742.
Please inform Michael any me
collection. We will assist you
your findings with the Hospice
to call me with any questions.

''"oj1Y'riJs2-

1601 Will

SLMmy's R.t
TIIOIII.AZ
BS74S·2~

(602J7mIJ6
1·8I».UJ~S52

--

d?rl:;'~Lamb'
RN, FAAN
Clinical Director for Research
PhD,

when you have completed data
in scheduling a time to share
staff. Please do not hesitate
Good luck with your research.
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Patterns of Spirituality and Health in Persons Facing Death
Consent form

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND
OF HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING
THIS FORM WILL INDICATE THAT I HAVE BEEN SO INFORMED AND
THAT I GIVE MY CONSENT. FEDERAL REGULATIONS REQUIRE
WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS
RESEARCH STUDY SO THAT I CAN KNOW THE NATURE AND RISKS OF
MY PARTICIPATION AND CAN DECIDE TO PARTICIPATE OR NOT
PARTICIPATE IN A FREE AND INFORMED MANNER.
I am being asked to voluntarily participate in the above-titled study. The purpose
of this study is to explore factors that relate to spirituality and health. I am being invited
to participate in this study because I: a) am over the age of 60; or b) have been diagnosed
with a life-threatening illness. Eighty people are being asked to participate in this pilot
study.
IfI agree to participate, I will be asked to answer questions that will be recorded
by the investigator. I will be asked some questions about my health and my views about
my perspective about issues surrounding life and death. The entire interview will take
about 90 minutes at a place and time convenient to me. If I feel uncomfortable during the
interview I will let the investigator know and the interview will be terminated.
There are no known risks or benefits to me as a result of participation in this study.
I am free to withdraw from this study at any time without incurring any ill will. My name
will not be used on the paper and pencil forms that have my answers to the investigator's
questions. I will let the investigator know ifI would like to receive a summary of the
results of this study. The investigator, Cheryl McGaffic may be contacted at the address
below or at (602)-884-7119.

Cheryl McGaffic, RN
Doctoral Candidate
College of Nursing
University of Arizona
Tucson, AZ 85721
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AUTHORIZATION
"BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE
METHODS, INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN
EXPLAINED TO ME AND MY QUESTIONS HAVE BEEN ANSWERED. I
UNDERSTAND THAT I MAY ASK QUESTIONS AT ANY TIME AND THAT I
AM FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME WITHOUT
CAUSING BAD FEELINGS OR AFFECTING MY MEDICAL CARE. MY
PARTICIPATION IN THIS PROJECT MAY BE ENDED BY THE
INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT WOULD BE
EXPLAINED. NEW INFORMATION DEVELOPED DURING THE COURSE OF
THIS STUDY WHICH MAY AFFECT MY WILLINGNESS TO CONTINUE IN
THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS IT BECOMES
AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM WILL BE
FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS
COMMITTEE WITH ACCESS RESTRICTED TO THE PRINCIPAL
INVESTIGATOR, CHERYL MCGAFFIC, OR AUTHORIZED
REPRESENTATIVE OF THE NURSING DEPARTMENT. I UNDERSTAND
THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING TmS
FORM. A COPY OF THIS SIGNED CONSENT FORM WILL BE GIVEN TO
ME."

Subject's signature

Parent/Legal Guardian (If necessary)

Date

Date

INVESTIGATOR
I have carefully explained to the subject the nature of the above project. I hereby
certify that to the best of my knowledge the person who is signing the consent form
understands clearly the nature, demands, benefits, and risks involved in hislher
participation and hislher signature is legally valid. A medical problem or language or
educational barrier has not precluded this understanding.
Signature of Investigator

Date
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Code_ _

Descriptive Information Questionnaire
I.

Age: _ _

2.

Gender:
I=Male
2=Female

3.

Number of years of education: _ _ (High School Diploma=12)

4.

Ethnicity: _ _
1=African-American
2=Asian-American
3=American-Indian
4=Caucasian
5=Mexican-American

5.

Relationship with significant other: _ _
I=Married
2=Living together
3=Widowed
4=No relationship
5=Divorced

6.

Present living arrangement: _ _
I=Alone
2=Spouse/partner
3=Family member
4=Friends
5=Other (please describe) _ _ _ _ _ _ _ __

7.

Present medical diagnosis: _ _
I=Aging Adult
2=Dying Adult
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8.

How would you describe your present health? _ _
I=Poor
2=Fair
3=Average
4=Good
5=Excellent

9.

Religious or Spiritual Affiliation: _ _
I =Protestant
2=Catholic
3=Jewish
4=Eastem Religion
5= 12 Step Program
6=NewAge
7=Other (Please describe) _ _ _ _ _ _ _ _ _ _ __

10.

What is your major source of support _ _
l=family
2=friends
3=support group
4=other

11.

Do you attend a support group?
1=yes _
Type of Support group_ _ _ __
2=no

12.

What do you consider your financial status?
1= Not at all secure
2= Somewhat secure
3= Secure
4= Very Secure
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APPENDIX D
Study Instruments

Code
INDEX OF WEI.I.-BEING

Direction.: Here are some words and phrases which I would like you to
how you feel about your present life. Put
an wl(w over the line
that you think best descr~bes how you
feel about your life at this t~me.

descr~be

1.

My present life is:

BORING
~.

_ _1_ _1_ _1_ _1_ _' _ _' _ _1

My present

l~fe

is:

ENJOYABLE _ _1_ _1_ _1_ _1_ _1_ _1_ _1

3.

S.

MISERABLE

My present life is:

USELESS

4.

INTERESTING

_ _1_ _1_ _1_ _1_ _1_ _'

_ _'

My present life is:
_ _1_ _1_ _1_ _1_ _1_ _1_ _1

WOR'rSWHILE

E1UENDLY

My present life is:

FUl.I.

_ _1_ _1_ _1_ _1_ _' _ _1_ _1

EMPn'

6 •. My present life is:
DISCOt1RAGING _ _1_ _1_ _'

1.

_ _' _ _' _ _1 _ 1 HOPEFUl.

My present life is:

REWARDING
1
1
1
,
1
1
1
8. My presentli"f'e:"" - - - - - - - - - -

DISAPPOINTING

DOESN'T GIVE
HE MUCH
CHANCE
_ _1_ _'

BRINGS OUT
THE BEST
IN HE

9.

_ _1_ _1_ _1_ _' _ _1

In thinking about my life as a whole I am:

ca-IPl.E'l'ELY

DISSATISFIED _ _1_ _1_ _1_ _1_ _1_ _1_ _'

CCIG'l.E'l'ELY

SATISFIED

• SOurce: Campbell, A., Converse, P.E. , Rodgers, W.L. (1916).
The quality of American life. New York: Sage •

.. " . ' ' .. i . '
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BARRETT PKPCT
Coda

In relation to myself
my FREEDOH TO ACT INTENTIONALLY 1.

timid
uninformed
leading
profound
expanding
unimportant
valuable
chaotic
avoiding
free
unintentional
pleasant
orderly (Retest)

i

2
2
6
6
6
2
6
2
2
6

1

2

7
i

6
6

i
i
i

1
i

1
1

3
3
5
5
5
3
5
3
3
5
3
5
5

4
4
4
4
4
4
4
4
4
4
4
4
4

5
5
3
3
3
5
3
5
5
3
5
3
3

7
7

6
6
2
2
2
6
2
6
6
2
6

1
1
1
7

1
i
i

1
7

2

1
1

2

Sum

assertive
informed
followlng
superficlal
shrinking
important
worthless
orderly
seeking
constrained
intentional
unpleasant
chaotic

."

..... ,.:.
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BMRETT Pl<PCT
Coda
In r8lation to my•• lf
my CHOICES ar.
shrinking
seeking
assertive
important
orderly
l.ntentlonal
unpleasant
constrained
worthless
following
superficial
informed
tl.ml.d (Retest)

7
7
7
7
7

1
1
1
1
1
7

1

2
6
6
6
6
6
2
2
2
2
2
6
2

3
5
5
5
5
5
3
3
3
3
3
5
3

4
4
4
4
4
4
4
4
4
4
4
4
4

5
3
3
3
3
3
5
5
5
5
5
3
5

7

6
2
2
2
2
2
6
6
6
6
6
2
6

1
1
1
1
7
7
7
7
7

1
7

Sum

expanding
avoiding
timid
unimportant
chaotl.c
unintentional
pleasant
!ree
valuable
leading
pro!ound
uninformed
assertive
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BAlUIETT PKPCT

Code___
In relation to myself:
my AWARENESS

profound
avoiding
valuable
um,ntentional
tltnid
leading
chaotic
expanding
pleasant
uninformed
free
unimportant
unpleasant (Retest)

i

1
"7

1
1
7

1
7
7

6
2
6
2
2
6
2
6

7

6
2
6

1
1

2
2

1

5
3

5
3
3
5
3
5
5
3
5
3
3

4
4
4
4
4
4
4
4
4
4
4
4
4

3
5
3
5
5
3
5
3
3
5
3
5
5

loB

2
6
2
6
6
2
6
2
2
6
2
6
6

1

super~icial

7

seeking
worth1ess
intentional
assertive
following
orderly
shrinking
unpleasant
informed
constrained
important
pleasant

1
7

7
1
7

1
1
7

1
7
7
Sum

: ':: ':".":.~I- . " .'
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BARRETT PKPCT
Code
If¥

unint.ntion.l
expanding
profouncl
ch.ot1c
fr ••
valuable
uninformecl
.voiding
l ••ding
unimportant
tl.lll1cl
pl •••• nt
.uperfic:1.lIRet•• tl

1
7
7

1
7
7
1
1
7
1

In relation to myself
Involvemant in Cr•• t1ng Ch.ng. ia
2
6
6
2
6
6
2
2
6

1

2
2

7
1

2

6

3
5
5
3
5
5
3
3
5
3
3
5
3

4
4
4
4
4
4
4
4
4
4
4
4
4

5
3
3
5
3
3
5
5
3
5
5
3
5

6
2
2
6
2
2
6
6
2
6

6
2
6

7
1
1
7

int.ntion.l
.hr~nking

7

.uperfic:1.l
ord.rly
ccn.tr.inecl
worthl •••
informed
...king

1

1'ollow~ng

7
7
1
7

important
•••• rtiv.
unpl ••• ant
profouncl

1
1
1

SUIII

.......

.:. ,:" .

"':'

.

: ':~ :,~~ ... '.' .!."; - .:~:" _. ~
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_____________________________________________ ~l~

Age _______ Se. _ _ _ _ _ _ Cla.. ification ________________________

PIL

J _ C. Crumbaugh. 'h.D.

"•• ,.•....
,..u'"".. IHlatal
.at ... , • • , •• ".1."'

I..-onenl T. MMoIidr.. M.D.

.u.....
""".'''11 ...C'11U •
.u..........

PART A

For elch of the following statements. circl~ the number that would be
most nearly true for you. Note thlt the .,umbers Ilwlys extend from one
extreme feeling to its opposite kind of feeling. "Neutrll" implies no judg·
ment either way: try to use this rating as little IS possible.

,. ,

-------

I 1m uSUIIlly:
2

3

4
(neutral)

5

6

5

4
(neutral)

3

2

4
(neutral)

5

completely
borecl

2-

3.

Life to me seems:
7
6
liways
excitinll
In life I have:
1
2
no golls or
lims It all

3

,

Every day is:
7
6
constantly new

,
completely
routine

6

7
Very clar

~Is

and aims

My penonal existence is:
2
3
Utterly maningleu
without purpose

4.

7
exuberant.
enthusiastic

4
(neutral!

5

6

5.

3

5

7
very purposeful
and melningful

(neutrlll

2

,
exactly the same

c.y,,,,,.117.

PSYCHOMITI.C AmUATIS

............ --.

,

. - . . - - . . IU •• " ...

Tm .1"
FOIIMA

. ",

': ~

".""."- .
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,

If I could choose, I would:
3
2
prefer never to
have been born

4
(neutral)

5

6

After retiring, I would:
7
6
5
do some of the exciting
things I have always wanted to

4
(neutral)

3

2

In achieving life goals I have:
4
2
3
1
(neutral)
made no progress
whatever

5

7
6
progressed to com·
plete fulfillment

5

7
6
running over with
exciting good things

6.

7
Like nine more
lives just like
this one

7.

,

loaf completely
the rest of my life

B.

9.

,

My life is:

2

3

empty, filled only
with despair

4
(neutral)

10. If I should die today, I would feel that my life has been:
7
6
5
4
3
2
very worthwhile
(neutral)
11. In thinking of my life, I:
1
2
3
often wonder
why I exist

4
(neutral)

5

6

1
completely
worthless
7
always see a
reason for my
being here

12. As I view the world in relation to my life, the world:
7
6
1
2
3
4
5
(neutral)
fits meaningfully
completely confuses me
with my life

13. I am a:
1
very irrnponsible
person

2

3

4
(neutral)

5

6

7
very responsible
person

',',': ~.,::

..
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14. Concerning man's freedom to make his own choices, I believe man is:

,

654

321
completely bound by
limitations of heredity
and environment

(neutrl!l)

absolutely free to
make all lite choices
15. With regard to death, I am:

,
prepared and
unafraid

6

5

4
(neutral)

1
unprepared and
frightened

3

2

5

6

16. With regard to suicide, I have:

1

2

3

4
(neutral)

thought of it seriously
as 8 way out

,
never given it a
second thought

1'. I regard my ability to find a meaning, purpose, or mission in life as:

,

6

5

very great

. 4

321

(neutral)

practically none

18. My life is:

,
6
in my hands and I
am in control of it

5

4

3

(neutral)

2

1

out of my hands
and controlled
by external factors

19. Facing my daily tasks is:

,

6

5

4
(neutral)

3

2

3

4
(neutral)

5

6

a source of pleasure
and satisfaction
20. I have discovered:

1
no mission or
purpose in life

2

1
a painful and boring experience

,
clear-cut goals
and a satisfYing
life purpose

,

.'

- ..

,~"
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Code
PERSONAL MEANDIG OP DEATH PARACRAPB

In one or two sentences, could you please describe what death
means to you personally.

.
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Code
Personal Death Avarene.. Scale (PDAS)
Direction.:
In answering the following questions about your
views of death, th1nk about what death means to ~ personally.
There are no right or wrong answers. Answer each question by
marking an "X" above the group of words which best descr1bes you.
1.

How often do you think about the time you have left to live
b!!fore you die?
1
1I0t: at:
all.

2.

lIat: at:
all.

About: alice
a allt:b

1
About: alice
a_II

1 _
About:
day

1::-:=__,1
....n UIaII
0 _ a day

1

1

About: alice
a ~u:

About: all...
a allt:b

1

1....,.~__,I

1

About: a .....
a_II

About: 011...
day

....~.

UIaII

_aday

How often do you talk about your death with others?
1
lIat: ae
all.

4.

1

About: alice
a~ ...

How often do you think about your death?
1

3.

1

1About:

_

a~

How much time do
you die?
1
La •• UIaII

0 ... _ _

1Le ••

_

0 ....... t:b

1

1
Abouca .....
a ....t:b
~

1.....".,.....__,1

1

Aboue 0 _
a_II

Aboue 0 _
day

lIOn UIaII
_ a day

feel that you have left to live before

1

1

1

Le. . UIaII Le. . UIaII
.1& ...1It:ba a ... ~...

lIOn _
o...

~

1

1
IIOn_
t:l"1O yo ....

Direction.:
Please indicate the degree to which you agree or
disagree with the following statements by marking an "X" in the
space above the words Wh1Ch best describe you.

s.

Thinking about the possibility of my death helps me to live
each day to the fullest.
1
IU:DI>91y
Ill. . . .

1
IU•• ~"

..

1

1

1l1.a;c. .
an UIaII
A4jc",

~

an UIaII
1l1lapeo

...

1

1

1
IU:OlI\Jly

A4rnO

. .,.

..-
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6.

I

I
IUDlI\lly

1

1

DUA9~"

DU~.,~.

Di"~

~

AQZ"

1.

1

1

IUDlI\lly

Di"9"_

DU~

a;z-

IUoll\lly
A;zH

a;z..

....,. thaD

1.,....._ _ 1_...,.-__1
A;zH

IUDll\Jly

a;z-

DU~

I have made peace with the idea that I'm qoinq to die someday.
1

1

1
IUDlI\lly
Di8191:_

D18~_

1

Di8A9""
....,. thaD
Aqne

a;z..

....,. thaD

1

1

a;z-

1

IUDlI\lly
A;zH

DU~

I feel helpless when I think about my death.
1

1
Iuoll\lly
DUA9%"

10.

I =_---",1_ _ _1

DU~

1

Dl_.,_
....,. thaD
~

9.

a;z-

....,. thaD

Thinkinq about my death is a waste of time.
1

8.

Code

Death is a part of life.

D18~_

1

1

DUI9I:"
....,. thaD
A;zM

A;zM

1
A;zM

1

1

IUDll\Jly

....,. thaD
Dilaqne

AGne

Acceptinq the inevitability of my death frees me to qet on
with life.
1

1
IUDll\Jly
Di8aqne

1

Di8IqI:M

PAST

lli8IqI:M
....,. thaD
A;zM

I
A;zM
....,. thaD
D18IqI:M

1
A;zM

1

1

IUDII91y
A;zM

EXPERIENCES WITH DEATH

How much have your past experiences with death influencened your
personal views of death at the present time?
1
2
3
4

Not at All
Very Little
Somewhat
Very Much

...

· .• ~ :H,. ... •.
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DEGROOT PERCEIVED SYMPTaoI TRANSITION SCALt

Cocla_ _

Think about the symptoms of your illness or condition over
the PAST WEEK. Compare your present symptoms to the symptoms you
had before this week. Then, indicate how much you agree or
disagree with the followlng statements by uSlng the five point
scale which follows the statement: l-Strongly Disagree:
2-Disagree: 3-Undecided or Unsure: 4-Agree: S-Strongly Agree.
Circle the number WhlCh most closely fits your experience over
the PAST WEEK.

1-

Overall, my symptoms are
gettlng better.

~

12

!:!

~

2

1

2

3

4

5

2.

I have more types/kinds
than I did !:lefore.

2

3

4

5

3.

I am free of symptoms
more often now.

2

3

4

5

2

3

4

5

4.

S.

I notice my symptoms
more often now.
My symptoms are not as
!:lad/severe as they have
!:leen.

1

3

2

4

5

6.

My symptoms interfere
with my life more now.

2

3

4

5

7.

My symptoms seem to last
for a longer time now.

2

3

4

5
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Code
U

A

SA

2

3

4

5

2

3

My symptoms are more
visible to others than
they have been.

2

3

My symptoms don't bother
any more than they
usually do.

2

3

4

5

I experience my symptoms
less often now.

2

3

4

5

I have a greater number
of symptoms now.

9.

I have new symptoms that
I have not felt before.

10.

1l.

12.

SO

0

8.

5

4

5
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Code
SPIRITUAL PERSPECTIVE SCALE

Introduction: spirituality has different meanings for different
people. In general, it is defined as that which relates people to
a transcendent or non-physical realm, or which relates people to
something qreater than themselves without disreqardinq the value of
the individual. I am interested in your views on the questions
below. There are no riqht or wrong answers.
Direction.:
In answerinq the followinq questions about your
spiritual views, think about what spirituality means to ~
personally. Answer each question by markinq an "X" in the space
above that group of words which best describes you.
1.

In talkinq with family and friends how often do you mention
spiritual matters7
I~

_ _/~--_.-I.~ ___:/:---_ _I _ _ _~:/____I

h t at
all.

2.

•• C!IaD
About _
a JeU
a JeU

AboUt _
AboUt ODca
a .....ttI
a __

AboUt_
a cIal'

~

_

•• C!IaD
AboUt _
a JeU
a JeU

How often do you read


0_

a_

_ _I _ _---,I _ _ _,/:---_---:./_ _~:I_ _ _I

h t at
all.

AboUt

AboUt _

a .DttI

spirit~al1y-related

AboUt_

a cIal'

material?

0_

___ ____ ____ _ _ _ ____ ____
,

h t at
al.l.

4.

_

How often do you share with others the problems and joys of
living according to your spiritual beliefs?
I~

3.

~



. . C!IaD
AboUt _
_
a JeU
a JeU
~

,



AboUt _
a ..... ttI

,

AboUt _
a _



aaoaut
a cIal'

How often do you engaqe in private prayer?
I _ _ _,I____,I_ _ _
_ _I ____:/____,I
.-/~

h t at
al.l.

AboUt ODca
....... a JeU
a JeU
~

•• tI>aD

0_

About
a _ttl

About _
a _

AboUt_
a dal

Direction.:
Please indicate the deqree to which you agree or
disagree with the followinq statements by marking an "X" in the
space above the words which best describe you.
S.

Seeking forgiveness is an important part of my spirituality.
I _ _ _,I____
_ _I ____,I____I ____I
,/~

1"01l9l.1
DS.~

IIS.__

DUagcee
. n tbaD

II9ne
. n tbaD

II9ne

I"GII911

II9ne

, '... "~ : !~":.. .... 0.
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Code
6.

I seek spiritual guidance in making decisions in my everyday
life.


_ _ _._ _ _ _, _ _ __ _ _ _.-:-- _ _-:'_-:-- __.

auoD!ll:r
D18__

7.

D1a__

D1aaqr..

~

_ntbaD

_ntbaD

aUoD!lly
D1_..

_ _ _I _ _--'I _ _ _I ____,I____,I

D1_..

D1a__

~

_ntbaD

_ntbaD

~

I D1_ _ _
aUoD!lly
D1a _ _

I

D1a _ _

_ntbaD
~

aU0D\I1:r
~

D1a _ _

I

I _ _ _--I

I

~

~

. . ~. tbaD
D1a _ _

aUoD!lly
~

My spiritual views have had an influence on my life.

I

I
8UoD!lly
D1a _ _

D1a _ _

I

I

D1aA9""

~

_ntbaD
~

10.

~

I frequently feel very close to God or "higher power" in
prayer, during public worship, or at important moments in my
daily life.

I

9.

atl:oD!lly
~

My spirituality is a significant part of my life.
I_~_.I

8.

~

I _ _ _--I

I
lIQZee

_ntbaD

aUoD!lly
Agn.

D18 _ _

My spirituality is especially important to me because it
answers my questions about the meaning of life.

1_ _---1_ _ _ _ ,1_ _ _,1_ _ _ _,1_ _ _--1_ _ _ _.1
aUoD!lly
D1a__

D1a__

D1aaqr_
....,. tbaD

A91:-

~

Ag"_

_n tbaD

IIt.,OD!lly
~

D1aaqr. .

IMPORTANCE OF SPIRITUALITY

1.

How important is spirituality to you in your daily life?
Not at all important
1
A little important
2
Somewhat important
3
Very important
4

...

.

_~ .
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Code_ _
S.l~-Tr.nscendance

Scal.

Please indicate the extent to which each item below
Directions:
describes you. There are no right or wrong answers. As you respond
to each item,. think of how you see yourself at this time of your
l!!!. Circle the number which is the best response for you.
AT THIS TIME OF MY LIFE,
I SEE MYSELF AS:

NOT AT

VERY

-S..

~

SCMEWHA'1'

VERY
!:$!!

1.

Having hobbies or
interests I can enjoy.

2

3

4

2.

Accepting myself as I
grow older.

2

3

4

3.

Being involved with other
people or my community
when possible.

2

3

4

4.

Adjusting well to my
present life situation.

2

3

4

S.

Adjusting to the changes
in my physical abilities.

1

2

3

4

6.

Sharing my wisdom or
experlence with others.

1

2

3

4

'7.

Finding meaning in my
past experiences.

1

2

3

4

B.

Helping others in some
way.

2

3

4

9.

Having an interest in
continuing to learn about
things.

1

2

3

4

10. Putting aside some things

1

2

3

4

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

I once thought were
important.

11. Accepting death as a part
of life.
12. Finding meaning in my

spiritual beliefs.
13. Letting others help me

when I may need it.
14. Enjoying my pace of life.

lS. DWelling on my past unmet
dreams or goals.
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CATALYST SYSTEMS
Patient care Services ConsulUng
I:VALISYS" SoRware

May 24. 1994

13 Dove Place
Novalo, california g4949
1415'3B2·1996
\415'3B2·1995 rax

Cheryl Mc Gaffic. RN. PhD (cand)
2424 East 8th Street
Tucson. AZ 85719

Dear Cheryl:
It was a pleasure to speak with you today about your dissenation on spirtuality and health
in the elderly and in hospice patients. It sounds like a fascinating studyl
As we discussed. you have my permission to use the De Groot Symptom Transition Seale
in your study. I have enclosed various documents related to the scale. including two
copies of a request fonn. Please sign one and return it to me at the address on the fonn.
Although I maintain an office at UCSF. the Novato address (as on this letter head) is the
office for my consulting practice, and it is where I can be most easily reached.

Best ofluck with your back and with your n:scan:h!
Sincerely.

It

·~ .

..

~
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JJAlijJlES C. CRliDl.ijIAliDGIHI. POIl.D.
UceMed Cllnlclll PaycOlologlll
CeI/1lBkKtI LOi0aha,.plal

tilly

eRr'

" ...

-G

J_ c.~. "'-D.

All

lJe.tnMCI Clinical ~Itt

Diplomat.

eel/ass 77UI

1"1........ &

'n loQothcdPr

1IID al'lIMWa' AVI.
BII.x', MS ltSJI

1"'" IbMlp

50i

'"

Dear Friend:
I am IIOrry to have to rellpond to )'our cCllllllWl1cation II)'
this tOnD letter, but the prelllura ot other dllllWlda on 111)'
tlJDs lIIIltell it necellll&r)'.
It )'ou have inquired concBl'llin& the l'\U'pOlIS in Lite
Teat (pn.) or The seeking ot Noetic Goalll Tellt (SQNQ), I
have BlIClolled ths !DOlt pertinent intOl'll&tion that I could.
It )'ou have &liked tor one ot 111)' paperll at which I IIUll
have ott-printll, I havs enclolled thia. It )'ou haYe &liked
tor' intOl'll&t1on about logotherap), or AIlf other area at 111)'
worlt, I havs IIOtad below lIII&t I could. 1'IWIt 10U tor fOur
illquil')'.

With belt wisheD,
Vel')' lincerel)' ),oure,

J.ucES C. ClWICBIlJOH, ph.l).
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Psychometric Affiliates
Box 807
Murfreesboro, TN 37133-0807

June 2,1994

To Whom it May Concern,

Enclosed you will find the registration for purchase of test materials, a request
for 100 copies of the Purpose in Life Test (item #168), and a check for $19.00.
will be using this instrument as part of my dissertation study titled Patterns of
Spirituality and Health Among persons Facing peath at the University of
Arizona, TL~cson, Arizona. Please ship my order to the address below. Please
do not hesitate to contact me if you have any questions regarding this matter.

Sincerely,

Ciui 1iP1!c ~

Che~I~.MCGaffiC,RN

2424 E. 8th Street
85719

Tucson,~.

(602)-884-7119
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Elizabeth A. M. Barrett, Ph.D., R.N., F.A.A.N.
415 E. 85th Street #9E
New York, N.Y. 10028
February 23, 1994
Dear Dr. Barrett,
I was delighted to talk with you on February 4 regarding the use of your
Power as Knowing Participation in Change Test in my dissertation study
entitled patterns of Spirituality and Health in persons FaCing Death, As we
discussed on the telephone, I will be using version 2 of your instrument.
Per your request, I will send you a copy of my dissertation upon completion
of this research. I would appreciate written permiSSion for the use of your
instrument, as this is required by the Graduate College at the University of
Arizona. I hope to meet you at the next Rogerian conference. Thank-you
for your time and encouragement.
Sincerely,

Ch~!~i~R~N~candidate

. University of Arizona
College of Nursing
Tucson, AZ. 85721
2424 E. 8th Street
Tucson, AZ 85719
602-884-7119
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Death Construct Dictionary and Coding Manual
(Neimeyer, Fontana, & Gold, 1984; Holcomb,
Neimeyer, & Moore, 1993).
Definitions of Death Constructs
1.

purposefulness
a. purposeful: constructs dealing with meaningfulness of
the death, its having some justification ethically,
psychologically, or naturally.
b. purposeless: constructs suggesting the meaninglessness
of the death, its being unjustified or unnecessary.

2.

Evaluation
a. positive: constructs expressing an evaluation of death
as "good" or valued.
b. negative: constructs having to do with an evaluation
of the death as nonvalued or "bad."

3.

Emotional state
b. negative: constructs suggesting negative emotional
state.

4.

Acceptance
b. low: constructs depicting the death as something to
be rejected or resisted.

5.

Understanding
a. high: constructs indicating achievement of some understanding of the death.
b. low: constructs expressing lack of understanding of
the death.

6.

Suffering
a. high: constructs suggesting that the death is painful
or induces suffering.
b. low: constructs implying that death is painless or
produces minimal sUffering.

7.

Personal involvement
a. high: constructs connoting personal involvement in
the death.
b. low: constructs depicting the death as remote or not
pertaining to the self.

8.

Temporal expectation

282
a. long range: constructs suggesting that death is
anticipated.
b. short range: constructs implying that death is
unanticipated.
9.

Certainty
a. high: constructs having to do with certain death.

10. Existence
a. existence: constructs having to do with continued
life.
b. nonexistence: constructs having to do with finality
of the death.
11. Choice
a. high: constructs emphasizing a degree of personal
choice involved in the death.
b. low: constructs stressing absence of personal choice.
12. Specificity
a. specific: constructs pertaining to the uniqueness of
death.
b. general: constructs suggesting the generality of
death.
13. Impact
a. high: constructs dealing with the impact of death.
b. low: constructs implying that death has minimal
impact.
14. Causality
a. known: constructs suggesting that the physical cause
of death is known or explained.
b. unknown: constructs implying that the physical cause
of death is nonspecific or unknown.
15.

wishful Thinking
a.
constructs suggesting
one that is qualified
portrayal seems to be
beliefs, feelings, or

an optimal portrayal of death, but
in such a way that this positive
at odds with the subject's true
fears
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Appendix G
Sample Death Paragraph
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Death to me is the ending [Non-existence], someone has fulfilled his or her life to its
possibel extent [Purposeful]. Death hurts a lot ofpeople[High Suffering], leaving them
dee ling empty[Purposeless and High Impact]and lonely [Negative Emotional State]. I
think it's one ofthe worst emotional experiences [Negative Emotional State and High
Impact] that everyone has to go through [High Certainty and General] whether they
want to or not[Low Choice].
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Revised Death Construct Coding Dictionary
(Holcomb, Neimeyer, & Moore, 1993; McGaffic, 1995; Neimeyer, Fontana, &
Gold, 1984)

Definitions of Death Constructs
I.

Purposefulness
a.
purposeful: constructs dealing with meaningfulness of
the death, its having some justification ethically,
psychologically, or naturally.
b.
purposeless: constructs suggesting the meaninglessness
of the death, its being unjustified or unnecessary.

2.

Evaluation
positive: constructs expressing an evaluation of death as valued or "good."
a.
b.
negative: constructs having to do with an evaluation
of the death as nonvalued or "bad."

*

3.

*

4.

*

5.

Emotional state
positive: constructs suggesting positive emotional state.
a.
negative: constructs suggesting negative emotional
b.
state.
Acceptance
a.
high: constructs depicting the death as something to be
accepted or embraced
b.
low: constructs depicting the death as something to
be rejected or resisted.
Understanding
a.
high: constructs indicating achievement of some understanding ofthe death.
b.
low: constructs expressing lack of understanding of
the death.
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6.

Suffering
a.
high: constructs suggesting that the death is painful
or induces suffering.
b.
low: constructs implying that death is painless or
produces minimal suffering.

7.

Personal involvement
a.
high: constructs connoting personal involvement in
the death.
b.
low: constructs depicting the death as remote or not
pertaining to the self.

8.

Temporal expectation
a.
long range: constructs suggesting that death is
anticipated.
b.
short range: constructs implying that death is
unanticipated
Certainty
a.
high: constructs having to do with certain death.
b.
low: constructs having to do with uncertain death.

9.

*
10.

Existence
a.
existence: constructs having to do with continued
life.
b.
nonexistence: constructs having to do with finality
of the death.

11.

Choice
a.
high: constructs emphasizing a degree of personal
choice involved in the death.
b.
low: constructs stressing absence of personal choice.

12.

Specificity
a.
specific: constructs pertaining to the uniqueness of
death.
b.
general: constructs suggesting the generality of
death.

288
13.

Impact
a.
high: constructs dealing with the impact of death.
b.
low: constructs implying that death has minimal
impact.

14.

Causality
a.
known: constructs suggesting that the physical cause
of death is known or explained.
b.
unknown: constructs implying that the physical cause
of death is nonspecific or unknown.

15. Wishful Thinking
a.
constructs suggesting an optimal portrayal of death, but one that is
qualified in such a way that this positive portrayal seems to be at odds
with the subject's true beliefs, feelings, or fears
constructs
suggesting a realistic appraisal of death, either positive or
b.
*
negative: an appraisal which seems to be consistent with subject's true
beliefs, feelings, or fears
16.
* Spirituality
a.
Religiosity: constructs suggesting that death or the process of dying
involves one's connection to God, prayer, or beliefs connected to a
particular religion
Self-transcendence: constructs implying that death or the process of
b.
dying involves one's connectedeness with others, Nature, or other spiritual
realm of existence
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