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ABSTRACT 

Literature on psychological aspects of childhood 

cancer has treated adolescents as a homogeneous group, while 

revealing little about their individuality. This study's 

purpose was to systematically explore similarities and 

differences in adolescent boys with leukemia and to explore 

nurses' perceptions of the boys. Participants were recruited 

from a pediatric oncology clinic; the boys were 13, 14, and 

18 years old and were selected based on age, active treatment 

for leukemia, and rapport with the investigator. To elicit 

constructs used by each boy to interpret feelings, the study 

employed a variant of psychologist George Kelly's technique 

for eliciting unique organizing principles (personal con

structs) by which Kelly theorized people interpret experience 

(1955). The boys rated themselves on their personal 

constructs; their nurses also rated them on the constructs. 

Results reveal distinctive differences and certain similari

ties in the boys' personal constructs. Nurses' ratings of 

each patient differ in varying degrees from his own. 
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CHAPTER 1 

INTRODUCTION 

Significance of the Study 

Our task is to discern the mind of the sick child, 
learn the grace of allowing the child to speak his or 
her mind. We are not to impose explanations and 
evaluations of our minds on the child but to search 
for a meeting of our minds so that dehumanizing 
alienations cease and we live more joyously and 
freely. (Vaux, 1983, p. 206) 

Twenty or so years ago, children with leukemia died 

within three to four months of diagnosis. Their devastated 

families were the focus of both research and support. Then, 

spectacular advances in treatment began to lengthen these 

children's lives and point toward long-term survival at first 

for some, now for many (up to 68 per cent) (American Cancer 

Society [ACS], 1987). And, as longer life and even survival 

became realistic hopes, research began to examine psycho

logical aspects of childhood cancer. Descriptions of the 

childhood cancer patient and the adolescent cancer patient 

began to emerge. A treatable patient population, a patient 

group, was now a reality. 

Childhood leukemia is a rare illness, diagnosed in 

only 2,000 children annually (compared to 24,600 adults per 

year (ACS, 1987). The group of children with leukemia in 

this country is therefore small, and the literature on 
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psychological aspects of childhood leukemia reflects this in 

its treatment of these children as a relatively homogeneous 

group, particularly as compared to physically healthy 

children, with adolescents as a subgroup. Such a view can, 

however, lead to assumptions about adolescents with cancer 

that may not be in their best interests. 

Adolescents are individuals before they get sick, and 

the fact of their illness does not abrogate their individual

ity, although it may obscure it. Adolescents with cancer may 

share many attributes and processes; they are individuals 

nonetheless. Their uniqueness may subtly modulate the 

dynamics of their group membership as patients in ways that 

are important for those who support them to know. It is as 

though earlier research resulted in the vital coalescing of a 

picture that subsequent research can now fine tune. 

The significance of this exploratory study was that 

it sought to learn about interindividual differences in 

adolescents with cancer in an innovative way that was also 

sensitive to commonalities. It was a systematic attempt to 

venture meaningfully beyond the group, to understand that 

group by understanding individuals that comprise it, yet to 

avoid such inferences as may occur in the traditional case 

study. 
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Underlying Theoretical perspective 

The lack of coherent theory out of which empirical 

research on the psychological ramifications of childhood 

cancer can develop and proceed has been voiced in the 

literature (Spinetta, 1981; Van Dongen-Melman & Sanders-

Woudstra, 1986 ). In response to the stated need for 

theoretically grounded research, the current study is based 

on the psychology of personal constructs, developed by 

psychologist George Kelly in the 1950s. This theory has been 

popular in Great Britain for many years due, perhaps' in part, 

to British psychology's emphasis on the study of idiosyncracy 

(Davis, in Jankowicz, 1987). 

Kelly developed his theory around what he termed a 

"Fundamental Postulate: A person's processes are psychologi

cally channelized by the ways in which he [sic] anticipates 

events " (1955, p. 46). Kelly saw people as continually dev

eloping and modifying an idiosyncratic theoretical framework 

through which they construe (i.e., "place an interpretation 

upon") experience (1955, p. 50; Jankowicz, 1987). The more 

clearly individuals are able to do this, the more accurately 

will they predict further personal experience (1987). Thus, 

Kelly saw people as personal scientists, continually constru

ing the flow of experience, predicting further experience 

based on those constructions, gathering evidence, and 

modifying predictions (1955). 
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Kelly proposed that personal constructs formed the 

basis of each person's unique, dynamic theoretical system. 

He saw these constructs as bipolar organizing principles that 

took shape, often out of verbal awareness, as the person 

construed (i.e., interpreted) life's flow of events (people 

as well as happenings), subjectively identifying patterns of 

likeness and difference. For example, I might interpret a 

teacher as like a relative in that he/she was strict and 

critical, yet unlike that relative in that he/she was willing 

to listen. According to Kelly, that interpretation of like

ness and difference might evolve into a personal construct, 

with how various experiences/events (or people) were like 

each other at one pole, and how they were different at the 

other, i.e. "Critical, strict : Willing to listen." Kelly 

defined personal constructs as operating within a range of 

convenience beyond which they did not apply, so that a 

construct that helped an individual make sense of a heated 

discussion might not be helpful applied to a musical 

experience (1955). 

Kelly emphasized that the words with which a person 

might express a construct were not the construct itself 

(1955). This is extremely important to bear in mind, as to 

do so prevents one person from making assumptions about 

another person's construct based on the unique nuances of 

meaning the former brings to the words themselves. 
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Kelly described various properties of personal 

constructs. Constructs could be preemptive, permeable, imper

meable, constellatory, propositional, and/or superordinate. 

A preemptive construct was one that interpreted events in no 

other terms but itself so that, for example, a loud, energe

tic, heated discussion could only be an argument, nothing 

else. A permeable construct was one which was flexible and 

open, and admitted the possibility that other events might 

fit into the construct's "slot," so that the abovementioned 

discussion might be construed as an argument, but so might a 

soft, brief exchange of words. An impermeable construct, 

conversely, rigidly fixed its interpretive boundaries, so 

that if the loud discussion was an argument, no other 

behavior could be construed as an argument. A constellatory 

construct established rigid criteria which must apply to the 

event being construed; for example, an argument must be loud, 

heated and energetic (1955). 

A propositional construct "allowed" the event it was 

construing attributes beyond the confines of the construct, 

so that the heated discussion might be an argument, yet might 

also be an enjoyable exchange of ideas. Various constructs 

might be subsumed under a superordinate construct, in which 

case they became events being construed (1955). 

Kelly's emphasis on the subjective nature of indivi

dual experience is clear. Idiosyncratic isolationism was not 
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his aim, however. He not only provided an "Individuality 

Corollary: Persons differ from each other in their con

struction of events" (p. 55), but corollaries referring to 

the social context in which individuals function. The 

"Commonality Corollary" stated: "To the extent that one 

person employs a construction of experience which is similar 

to that employed by another, his [sic] psychological 

processes are similar to those of the other person" (p. 90). 

The "Sociality Corollary" stated: "To the extent that one 

person construes the construction processes of another, he 

[sic] may play a role in a social process involving the other 

person" (p. 95) (1955). 

The psychology of personal constructs therefore seems 

apt as a base from which to investigate the experience of 

adolescents with cancer. There is a focus on the unique 

individual as construer of his/her experience, creator of 

his/her behavior, and construer of others' constructions. At 

the same time, there is acknowledgment of the individual as a 

participant in social process (1955). 

Repertory Grid Technique 

Research based on theory would seem in need of a 

theoretically congruent technique, and Kelly provided 

repertory grid technique to serve that purpose (1955). The 

original technique used items known as elements, consisting 

of personally significant role titles, such as "The person 
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whom you would most like to be of help to," and "A neighbor 

whom you find hard to understand" (p. 221). These elements 

were presented to the individual in triads, and he or she was 

asked to state an important way that two were alike, yet 

different from the third. The individual was then asked in 

what way the third element was different. The "likeness" was 

referred to as the emergent pole of the personal construct, 

the "difference" as the implicit pole (1955). This yielded a 

collection of bipolar, verbal representations of personal 

constructs. The procedure evolved into one in which the role 

titles were printed along a horizontal axis, and the 

individual entered the bipolar personal constructs, elicited 

in response to the triads, along the vertical axis. This 

produced a grid format which lent itself to many applica

tions, such as asking the individual to place a check in the 

box for each role title to which the elicited personal 

construct applied (1955). The complete repertoire of the 

individual's constructs relevant to the elements yielded a 

grid that provided for matrix analysis of the relationships 

between constructs (Fransella & Bannister, 1977). 

Since Kelly first introduced grid technique, varia

tions both of format and type of analysis have proliferated. 

Indeed, Fransella and Bannister, in A Manual of Repertory 

Grid Technique, emphasized that the grid is indeed a tech

nique, not a test. They asserted that the possibilities 
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open to the imaginative researcher were myriad, as long as 

one did not stray from the theory (1977). 

Purpose of the Study 

It was, therefore, the purpose of this exploratory 

study to use a variant of repertory grid procedure developed 

in the context of this project to identify the personal 

constructs that individual adolescent boys with leukemia use 

to interpret feelings, and to learn how these boys charac

terize themselves in reference to their personal constructs. 

In addition, in keeping with the view of people as indi

viduals engaged in social processes, the study undertook to 

learn how nurses characterize the boys in reference to the 

identified constructs. 

The Silence of Adolescents with Cancer 

"Thus it is clear that patients seen from day to day 

or week to week or month to month may be doing well and 

tolerating the procedures but still have unmet needs" 

(Schwartz, 1981, p. 231). 

Background 

Literature specifically addressing issues of ado

lescents with cancer is relatively sparse. In a 1986 review 

of the literature, 354 references are listed. Of those, 21 

specifically mention adolescents in the title (Van Dongen-

Melman and Sanders-Woudstra). Literature on adolescents with 
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cancer reviewed for this study consisted mainly of material 

dealing with compliance issues in adolescents with cancer, 

although some literature addressing psychological issues was 

found. Nevertheless, these young people seem to slip through 

the gap between childhood and adulthood. 

Empirical research on psychological aspects of child

hood cancer is a relatively recent phenomenon. Prior to the 

inception of such research, the only information available to 

professionals was acquired through descriptive case studies 

based on anecdote (Van Dongen-Melman & Sanders-Woudstra, 

1986). Much of the empirical research has contrasted child

ren with cancer and physically healthy children. This is a 

vital approach to understanding children with cancer, and yet 

it carries with it the risk of viewing these children as very 

similar to one another by virtue of their greater dissimi

larity to their physically healthy peers. 

In addition, although the prognosis in childhood 

cancer has evolved from certain death to chronic life-

threatening illness with uncertain outcome, it is important 

to bear in mind that many children still die (Van Dongen-

Melman & Sanders-Woudstra, 1986). Issues pertinent to the 

dying child are therefore appropriate to consider (1986). 

Although this study has not specifically done so, such issues 

are implicit in any consideration of 1 ife-1hreatening 

illness. 
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Psychological Aspects of 
Diagnosis and Treatment 

In addressing issues that arise subsequent to the 

diagnosis of malignancy in the child, research indicates that 

children often stop questioning about their disease when they 

sense their parents' emotional pain (Van Dongen-Melman & 

Sanders-Woudstra, 1986). Furthermore, older children may 

keep silent out of protective concern (Share, 1972 and 

Yudkin, 1967, in Van Dongen-Melman & Sanders-Woudstra, 1986). 

Yet research also shows that children adjust more 

easily to having cancer when able to discuss their illness 

(Karon & Vernick, 1977b; Kellerman, Riger, Siegel, & Katz, 

1977b; Vernick & Karon, 1965,1968; all in Van Dongen-Melman & 

Sanders-Woudstra, 1986). Furthermore, children with life-

threatening illness seem to be precociously aware of their 

situation, and their death awareness outpaces that of their 

healthy peers (1986). 

Open communication, however, is not a panacea. 

Material favoring such communication with the child has 

presented the faulty impression that such communication can 

be accomplished perfunctorily and easily (Van Dongen-Melman & 

Sanders-Woudstra, 1986). Unfortunately, empirical evidence 

is rarely translated into guidelines for talking with the 

child with cancer (1986). Spinetta and Deasy-Spinetta have 

stressed children's orientation toward process, and have 

emphasized that nonverbal aspects of communication are 
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therefore extremely important. They have cautioned that any 

communication must be congruent with the child's own style 

(1981) . 

Once treatment begins, young persons with cancer face 

a barrage of threats in addition to the life-threatening 

nature of their disease. These include nausea, vomiting, and 

pain; hair loss, extreme bloating due to cortisone medica

tion, severe mouth sores, and fluctuations in weight; hospi

talization; and a two to three year grind of out-patient 

treatment. Throughout this experience, children are not only 

aware of the gravity of their illness, they experience a 

greater level of anxiety about it than children with chronic, 

non-fatal disease and healthy children. Their expression of 

anxiety, however, may not be direct (1986). 

Spinetta and Maloney found that the child's distress 

increases with each clinic visit, as well as in tandem with 

disease progression (1975, in Van Dongen-Melman & Sanders-

Woudstra, 1986). This anxiety persists; children in remis

sion, while aware that they had survived, have been found to 

continue experiencing unabated distress (Obetz, Swenson, 

McCarthy, Gilchrist, & Burgert, 1980, in Van Dongen-Melman & 

Sanders Woudstra, 1986). 

Anxiety about clinic visits is particularly acute, 

with children and adolescents stating that their treatment is 

worse than their disease (Kagen-Goodheart, 1977; Katz, 1980, 
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all in Van Dongen-Melman & Sanders-Woudstra, 1986; Zeltzer, 

1979, 1980). Yet Hilgard and LeBaron (1983) found that 

ascertaining an adolescent's level of distress through 

observation only was difficult due to adolescents' manifest 

stoicism (in Zeltzer, LeBaron, & Zeltzer, 1984). Katz, 

Kellerman, and Siegel were unable to discern a "pattern of 

habituation" in anxiety related to treatment procedures 

(1980, in Van Dongen-Melman & Sanders-Woudstra, 1986, p. 

149). Such anxiety not only persists, it may intensify with 

each procedure (Dolgin, Katz, Doctors, & Siegel, 1986). 

Orr, Hoffmans, and Bennetts (1984) studied nine 

adolescents in a three-month support group. They found that 

these young people experienced a distress over lumbar 

punctures and bone marrow aspirations that they themselves 

acknowledged was disproportionate both to pain and to fear of 

helplessness. When the co-leader offered the suggestion that 

perhaps the distress was due to concern about the results 

(confirmation of remission or evidence of relapse) the 

adolescents "laughed uncomfortably" (p. 51). 

Zeltzer (1980) and Zeltzer, LeBaron, and Zeltzer 

(1984) reported that nausea and vomiting were the most 

troubling side effects for adolescents. In contrast, Orr 

et al. (1984) reported adolescents' statements that hair 

loss, facial bloating due to cortisone, and the loss of 

ability to engage in favorite pastimes were the most upset
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ting effects of treatment. These side effects remained, 

stated the young people, even when they felt well. Offer, 

Ostrov, and Howard reported that male adolescents with cancer 

had a lower than average body image that was attributable to 

their physical impairment (1984). 

Most of the treatment protocols for adolescents with 

leukemia are implemented on an out-patient basis following 

intensive induction therapy in the hospital. Adolescents 

with leukemia therefore attend school throughout their treat

ment. Deasy-Spinetta discovered that, at school, children 

with cancer are less expressive emotionally and more passive 

socially than physically healthy children (1981, in Van 

Dongen-Melman & Sanders-Woudstra, 1986). 

Psychological Aspects of Loss, 
Coping, Adaptation, and Denial 

The experience of cancer involves multiple losses for 

the child besides the ultimate threat of death. These 

include health, body parts (due to amputation) and role in 

the family. In addition, loss of burgeoning independence and 

control over life are major consequences for the child (Van 

Dongen-Melman & Sanders-Woudstra, 1986). Coppolillo (198 3) 

has stated that children will mourn these losses in some way, 

and that their grief must be attended to in practice as well 

as in theory. 
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The literature on coping and adaptation does not 

always clearly distinguish between the two entities. Zeltzer 

et al. have declared a preference for Desmond's view of suc

cessful coping as "'the presence of effectiveness in meeting 

a variety of emotional and functional tasks even in the face 

of painful emotions'" (1980, in Zeltzer et al., 1984, 

p. 378). Other authors have explained coping as a process 

serving to mediate perceived threat through achievement of 

emotional homeostasis (Lazarus, 1966, in Van Dongen-Melman & 

Sanders-Woudstra, 1986 ), or as "the ability to accomplish 

necessary tasks while experiencing a minimal amount of 

uncomfortable emotions" (Lascari & Stebhens, 1973; Townes, 

Wold, & Holmes, 1974, all in Zeltzer et al., 1984, p. 378). 

Adaptat ion, however, has been defined by Van Dongen-Melman 

and Sanders-Woudstra, in their review of the literature, as 

"the outcome of the child's efforts to cope with the total 

set of threats associated with cancer" (1986, p. 153). Thus, 

coping is seen as precisely targeted and situation-specific, 

while adaptation can be viewed as the overall pattern of 

coping. 

Van Dongen-Melman and Sanders-Woudstra, in reviewing 

the literature on coping, found that honesty, open communi

cation, hopefulness, and effective defenses, especially 

denial, were qualities most significantly related to positive 

coping (1986). Denial has been a particularly salient 
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concept in the consideration of coping in the literature 

(1986; Zeltzer et al., 1984; Zeltzer, 1980). 

Zeltzer elaborated the concept of "healthy denial" 

(p. 78), in which adolescents are intellectually aware of 

their disease, and are able to screen out knowledge of its 

gravity as well as of its threat to life (1980). in younger 

adolescents, those just diagnosed, and those with severe 

relapse, avoidance has been identified as the main component 

of denial (Zeltzer et al., 1984). 

Lazarus, however, has distinguished between avoidance 

and denial. He has suggested that, in order to deny, one 

must allow oneself to know in the first place; screening out 

information or remaining silent does not constitute denial in 

such cases. He also described denial as "a highly diverse 

set of processes" (p. 56) the operation of which is not 

easily described or inferred by an observer (1981). 

Van Dongen-Melman and Sanders-Woudstra found that the 

emphasis on denial in the literature has led to a de facto 

neglect of the coping process (1986). They stated Hutter's 

concept (1981) that the child's coping mechanisms vary with 

the situation's context (in 1986). 

Koocher and O'Malley, studying adult survivors of 

childhood cancer, noted that some type of emotional working 

through, some variety of self-understanding, was evident in 

individuals who coped successfully with cancer's many 
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threats. They recommended that those working with children 

in treatment attend to these children's self-understanding 

and working through (1981). 

Adolescents in the process of coping seem to vacil

late between dependency and the desire for responsibility, 

according to the status of their disease (Zeltzer et al., 

1984). Visotsky, Hamburg, and Lebovits wrote that to gain 

the approval of the health care team the adolescent patient 

must be cooperative, compliant, and congenial, expressing 

gratitude as a patient (1961, in Zeltzer, 1980). Orr et al. 

reported that the adolescents in the support group they 

studied reported a desire not to "make waves" (p. 55) out of 

a fear that medical personnel would retaliate (1984). 

Zeltzer found that adolescent patients react to this 

involuntary dependency in a variety of ways: "regression," 

"increased anxiety," "high risk-taking behaviors," "with

drawal from peers," and "noncompliance" with treatment 

regimens (1978, in Zeltzer, 1980, p. 79). 

Van Dongen-Melman and Sanders-Woudstra, reviewing the 

literature on children's adaptation to cancer (1986), found 

that Futterman and Hoffman (1970) pioneered a suggestion: 

When children have cancer, their behavior may be functionally 

adaptive rather than pathological. The need to establish 

"base rates of behavior" (p. 154) against which to evaluate a 

particular child's behavior was highlighted by both Spinetta 
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and Susman, Hollenbeck, Nannis, and Strope ( 1982 S> 1984; 

1980; all in Van Dongen-Melman & Sanders-Woudstra, 1986). 

Kellerman, Zeltzer, Ellenberg, Dash, and Rigler, 

comparing adolescents with chronic and 1ife-threatening 

illnesses to healthy adolescents, concluded that the behavior 

of adolescents with chronic illnesses cannot be assumed to be 

pathological (1980, in Gavaghan & Roach, 1987). Offer et al. 

found that the adolescents with cancer whom they studied were 

successful in handling fears and worries concomitant to their 

disease. They then stated that "no doubt one finds adoles

cents who cannot cope with having cancer" (1984, p. 70). In 

later research on self-image, they suggested that a "20 per 

cent minority" might have difficulty due to problems existing 

before their illness (p. 70). 

An eloquent warning against inferring from Kellerman 

et al.'s findings that adolescents with cancer do not need 

help in adapting to life with their disease was issued by 

Spinetta, Deasy-Spinetta, McLaren, Kung, Schwartz, and 

Hartman consequent to their literature review (1980, in 

Gavaghan & Roach, 1987). With similar caution, Van Dongen-

Melman and Sanders-Woudstra concluded that the literature has 

leaned too far in pointing out similarities between physic

ally ill and healthy adolescents (1986). They noted that 

Spinetta (1984) had found flaws in the research design of 

those studies highlighting such a similarity. 
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Koocher and O'Malley found that children with cancer 

were indeed at risk as a function of both the nature and 

prolonged period of stress they experience (1981). Deasy-

Spinetta showed that there are differences between children 

with cancer and physically healthy children which are not 

detected by existing standardized tests designed to discri

minate between normalcy and pathology. The need to consider 

children with cancer within a developmental framework was 

asserted (1981). 

Lazarus, discussing the role of denial in the child's 

adaptation to cancer, delineated a distinction between 

"problem-focused coping" and "emotion-focused coping" (1981, 

p. 62). He described the former as involving action, while 

the latter involved efforts to alleviate distress (1981). 

Lazarus viewed denial as both inimical to adaptation and 

adaptation enhancing, depending on circumstances, situations, 

and the individual; he stated that a denial that concentrates 

only on alleviation of distress can prevent "ultimate 

mastery" (1981, p. 63). He suggested that denial enhances 

short-term coping, yet hinders long-term adaptation. Lazarus 

also distinguished between the denial of what is clearly 

known and denial of what is ambiguous. He concluded that 

adaptation is highly individual; that what constitutes threat 

for one individual may be perceived as challenge by another 

(1981). 
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Ego identity in Adolescents with Cancer 

The topic of the ego identity of adolescents with 

cancer has been glancingly addressed in the literature. 

Gavaghan and Roach (1987) discussed Rainey's views on the 

identity development of adolescents with cancer. Rainey 

believed that increased dependency, limited socialization, 

and an uncertain future could impede identity development 

(1987). Gavaghan and Roach therefore studied the process of 

identity consolidation in adolescents with cancer, and found 

that this process is more difficult for these young people 

than for physically healthy adolescents. They postulated 

that this difficulty might in fact pave the way for 

psychological difficulties in long-term survivors (1987). 

Conclusion 

The literature on psychological aspects of childhood 

cancer reveals continual attempts to "hear" the child sensi

tively and precisely. Yet the silence of adolescents with 

cancer, of children with cancer, rings throughout the litera

ture. Although there have been many approaches to listening, 

no clear consensus seems to have emerged. Adolescents with 

cancer are treated as a homogeneous group, yet clear 

definition of that group's characteristics seems problematic. 

That many adolescents with cancer are literally 

silent is evident in research that shows their desire to 

protect their families from worry, their desire to avoid 
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feared retaliation by the health care team, and their 

stoicism during treatment. Yet these young people are also 

silent by default, by virtue of assumptions arising from 

studies of group difference. 

Orr et al.'s study of nine adolescents in a support 

group stands out as an exception, in that these researchers 

established a support group for adolescents with cancer in 

order to learn what the adolescents as individuals perceived 

to be problematic, rather than what others saw as problematic 

for them in comparison to physically healthy adolescents. 

Van Dongen-Melman and Sanders-Woudstra concluded their review 

of the literature with a call for future research founded in 

a theory that considers children with cancer (and their 

family members) as individuals (1986). 

Perhaps the lack of consensus in the literature is 

evidence of the individuality of adolescents and children 

with cancer. Perhaps it reflects variation in sampling and 

method. It may be that as researchers continue to develop 

increasingly sensitive approaches to "listening," and as 

inter individual differences find their place alongside 

similarities, adolescents with cancer will find their voice 

Rationale for Research Questions 

Vaux, writing on the challenge to those who care for 

children with cancer, has stated: 
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I believe that as we seek to discern the mind of the 
child, we get close to what is our reluctant obliga
tion to take a risk, to dare. ... We need to go 
into the unknown together, somewhat blindly, with 
great risk, into what seems like a mine field. 
(1983, p. 209) 

This study's venture into the unknown began with the apparent 

tendency of the literature to view adolescents with cancer as 

a homogeneous group, and with the seemingly paradoxical dif

ferences of opinion in that literature. The research evidence 

for the emotional and social passivity of young people with 

cancer coupled with the emphasis in the literature on the 

importance of denial provided further direction, as did the 

call in the literature for sensitivity toward individual 

style in communicating with children who have cancer. 

Finally, the distress of many children in treatment and the 

glimmerings in the research of the difficulty adolescents 

with cancer experience in developing their identity set the 

seal on the direction this study would take. 

The need to learn about the individual adolescent 

with cancer, to "discern the mind of the child" (Vaux, 1983, 

p. 209), seemed not only an interesting research endeavor but 

a mandatory challenge. The need to do so in a way that 

respected each young person's coping style was clear. More 

subtly and implicitly evident was the importance of beginning 

to understand how individual adolescents with cancer perceive 

emotion. For if, indeed, adolescents cope with cancer 
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through denial (Blumberg, Flaherty, & Lewis, 1982), what 

happens to their emotional life? 

These adolescents do not experience their cancer in a 

social vacuum. Erikson portrayed adolescents as focused on 

comparing their sense of themselves with their sense of what 

others perceive them to be (1963, in Blumberg, Flaherty, & 

Lewis, 1982). It therefore seemed important to learn how 

individual adults who are important to these young people 

perceive them. Orr et al. reported that all nine adolescents 

in their support group cited their nurses as the most impor

tant members of their health care team (1984). In light of 

this finding, and in consideration of the frequent contact 

adolescents have with their oncology nurse, the nurses' 

perceptions of their patients seemed important to explore. 

Only male adolescents with leukemia were considered, 

for three reasons. First, the treatment for leukemia is more 

invasive, aggressive, and prolonged than that for other 

childhood cancers with the exception of non-Hodgkin's 

lymphoma (Zeltzer et. al., 1984). Second, adolescent boys 

with leukemia are at statistically higher risk for relapse 

and death (Baccarani et al., 1982; Brecher, 1986), therefore 

their needs seemed more urgent. Third, at the time of the 

study, no adolescent girls were being treated for leukemia at 

the pediatric oncology clinic where the research was 

conducted. 
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It must also be, stated that the investigator's per

sonal experience in a practicum and internship working with 

adolescents at a southwest regional pediatric oncology clinic 

provided the first faint hints and promptings leading to this 

investigation. The investigator's experience establishing 

and facilitating an adolescent cancer patient support group 

added further impetus. 

Research Questions and Concomitant Hypotheses 

This study was an exploratory attempt to use reper

tory grid technique to learn (1) about personal constructs 

individual adolescents with cancer use in describing emotion; 

(2) how adolescents with cancer see themselves along 

dimensions that are personally relevant (i.e., their personal 

constructs), and 3) how their nurses characterize the adoles

cents on the identified constructs. The following questions, 

in the spirit of the exploratory study focusing on the 

indivividual (Anton, 1978), and consistent with personal 

construct psychology theory, in which people construe their 

experience, and their construing is construed by others, were 

therefore generated as a framework for the research: 

1. What inter individual similarities and differences are 

found in the personal constructs adolescent boys with 

leukemia employ in the affective domain? 

2. How do adolescent boys with leukemia characterize 

themselves in reference to their personal constructs? 
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3. How do the boys' nurses characterize them in 

reference to the identified personal constructs? 

The following hypotheses were stated in the null form, 

consistent with Anton's premise that it is the role of the 

exploratory study to generate directional hypotheses rather 

than test them (1978): 

1. No interindividual differences will be found in the 

personal constructs adolescent boys with leukemia 

employ in the affective domain; 

2. No differences will be found between the self-

characterizations of the boys in reference to their 

personal constructs and their nurses' characteriza

tions of the boys along the same personal constructs. 
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CHAPTER 2 

METHODS 

Introduction 

The design of this study was somewhat unconventional, 

in part due to its exploratory nature and in part due to the 

numerous options available to users of repertory grid tech

nique. The research sought to elaborate a particular aspect 

of the personal construct system of individual adolescents 

with cancer. Yet consistent with the theory underlying the 

technique, namely the belief that the individual's construing 

is construed by others (Kelly, 1955), the study also sought 

to acquire information about clinic nurses' perceptions of 

each adolescent boy, within the framework of his personal 

constructs. 

Definition of Terms 

The following definitions are relevant to this study 

and its methods (the reader is also referred to the theory 

discussion and explication of grid technique in Chapter 1): 

1. Personal construct: An idiosyncratic organizing 

principal used by an individual to subjectively 

interpret an experience, and against which further 
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experiences are compared; consists of a "likeness" 

pole and a "difference" pole; 

2. Range of convenience: Collection of experiences 

(both inner and outer; includes people) to which a 

personal construct is applicable and relevant; 

3. Elements: Stimulus items presented to an individual 

for the purpose of eliciting his/her personal con

structs within a given range of convenience; 

4. Emergent pole: The "likeness" anchor of a personal 

construct ; 

5. Implicit pole: The "difference" anchor of the 

construct; Kelly saw this pole as absolutely vital, 

as merely inferring it could lead to inaccurate 

assumptions about the individual (1955); 

6. Hurt: The emotional experience of diminished self-

worth . 

Reliability and Validity Issues 
of Repertory Grid Technique 

Validity 

While grid technique is extremely flexible (Beail N., 

1985), and the exact variation used in this study has not, to 

the investigator's knowledge, been used before, issues of 

reliability and validity have been addressed, albeit sketch-

ily, in the literature. Although Kelly defined validity as 

"the capacity of a test to tell us what we already know" (in 
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Fransella & Bannister, 1977, p. 92), Yorke (author of the 

only article Beail found critical of grid technique) offered 

a different perspective. He suggested that in repertory grid 

technique validity could be defined as the capacity of a grid 

to unfold the nature of a person's construing, to enlighten, 

to tell us what we did not know. Yet Yorke also criticized 

the "carte blanche" approach to repertory grid technique that 

he perceived in the literature (in Beail, 1985). 

Kelly stressed the fact that grid validity is influ

enced by the ineffable nature of personal constructs. The 

verbal labels an individual applies are not the constructs 

themselves, merely semantically colored representations of 

them (Beail, 1985). Kelly pointed out that this technique 

did not fall within the British Psychological Society's 

definition of psychological test (in Beail, 1985). Fransella 

and Bannister discussed the grid as a "form of communication" 

more nearly parallel to conversation between equals than is a 

psychological test (1977, p. 112). 

Yorke did not dispute Fransella and Bannister's 

contention that one cannot discuss the general validity of an 

idiosyncratic technique due to the difficulty of comparing 

one unique grid to another, or one set of personal constructs 

to another (in Beail, 1985). He argued, however, that issues 

of general validity are extremely important. He tied the 

validity of a given grid to the clarity of context within 
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which the data was to be gathered, yet delineated a dilemma: 

Extremely precise context specification used in order to 

prevent ambiguous responses may result in such situational 

construing that the investigator gets no clear idea of the 

person's core construct system. On the other hand, if the 

grid context is too broad, constructs become so general as to 

be indistinct from one another (1985). 

Yorke also cautioned against assuming that all of the 

elements presented will fall within an individual's range of 

convenience, i.e., that they will elicit applicable personal 

constructs. He reminded the reader that elements of seeming 

homogeneity may exhibit surprising heterogeneity when 

presented to an individual (in Beail, 1985). 

Beail warned that validity is difficult to establish 

since there is no one way of employing grid technique. He 

asserted that although the technique is not easy, convenient, 

or clear-cut, it yields so much interesting, useful data in 

such contextual variety that it is a worthwhile approach 

(1985). 

Yorke therefore encouraged the researcher using grid 

technique to develop a technique carefully, and to realize 

that a grid's validity cannot be taken for granted (in Beail, 

1985). This study assumed both Yorke's concept of the grid 

as a method of enlightenment, and Kelly's concept of the grid 

as a "useful" method of striving to understand another human 
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being on his or her own terms ( 1955, p. 209 ). A novel 

variant of grid technique, developed specifically for the 

study, was employed in an attempt to reconcile as effectively 

as possible the aforementioned mutually exclusive constraints 

on validity. 

Reliability 

Not only is the validity of repertory grid technique 

a complex issue (Beail, 1985), so also is reliability. Kelly 

suggested considering a grid's "consistency" (p. 231) rather 

than its statistical reliability, since reliability is such a 

precise term, while a repertory grid can be consistent in 

many different ways (1955). Fransella and Bannister sug

gested that the very concept of stability per se contradicted 

personal construct theory's view of people as continually 

processing experiences and modifying personal constructs 

(1977). In fact, Kelly stressed the value of periodically 

comparing information yielded by the technique for a given 

individual, in effect comparing individuals to themselves 

over time (1955). In that case, change in personal con

structs might reflect change in personal perception rather 

than unreliable technique. Bannister found that certain 

constructs are stable on a test-retest basis, while others 

are more fleeting. He obtained a reliability coefficient of 

r = +0.80 for the construct "Good : Bad" for thirty individu

als; "Usual : Unusual" yielded an average reliability 



39 

coefficient of r = +0.50. Bannister did not indicate levels 

of significance (in Fransella & Bannister, 1977). 

Fransella and Adams studied the personal constructs 

employed by an arsonist throughout one month on four admini

strations of a grid. Elements presented in administrations 

one and four consisted of people that the participant knew 

personally; those in administrations two and three consisted 

of photographs of strangers. The construct "Like me" (p. 86) 

was correlated with six other constructs across the four 

administrations, yielding 14 coefficients in the +0.80s and 

+0.90s, and six negative coefficients, two in the -0.30s, two 

in the -0.70s, one of -0.59, and one of -0.90 (1977). Ryle 

stated that these indicated high levels of test-retest 

reliability (in Fransella & Bannister, 1977). Fjeld and 

Landfield, repeating and refining Hunt's experiment with 

"elicited (as opposed to provided) constructs, found a 

coefficient of +0.80 between first and second administrations 

of a grid two weeks apart (in Fransella & Bannister, 1977). 

Slater discussed reliability within the context of 

logical relevance. He questioned the application of concepts 

derived for nomothetic use to a highly ideographic procedure 

whose purpose is to understand an individual at a given point 

in time. Slater argued that the elicitation feature of grid 

technique precluded objective definition and random sampling 

of data ( 1977 ). He was referring in part, however, to a 
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variation of grid technique in which both elements and 

personal constructs are elicited. 

In the present study the elements were supplied. 

They were illustrations and therefore subject to subjective 

definition; yet they depicted specific situations. (Words 

may not be more precise than illustrations, as they also are 

subject to idiosyncratic interpretation (Kelly, 1955)). The 

elements therefore fell somewhere between completely 

subjective and completely objective definition. The number 

of possible sets, given five different emotions in each of 

three separate contexts, was so large that virtually any 

selection procedure would result in random sampling. The 

technique therefore met, to some extent, the objective defi

nition and random sampling both Slater and Yorke stated as 

necessary for determining reliability (1977; in Beail, 1985). 

The elicitation of personal constructs seemed also very like 

random sampling, in that the pool of personal constructs may 

be nearly infinite across individuals. 

Slater asserted that a grid's reliability "cannot be 

decided by statistical evidence; what is needed is evidence 

that is logically relevant" (1977, p. 129). He stated that 

this evidence must clearly link the contents of the grid and 

the investigator's prior knowledge of the individual (1977). 

This type of reliability can be said to be dependent on the 

extent to which the individual completing the grid and the 
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proposed that such reliability could supercede that which is 

statistically determined (1977). 

The concept of reliability as logical relevance 

therefore seemed to apply to this study. In this context, 

departure from standardized procedure contributed to the 

assumed reliability of results. Any variation of technique 

from participant to participant was for the purpose of 

helping the participant to accurately delineate personal 

constructs, and drew heavily on the investigator's previous 

conversational experience.with him in a variety of contexts 

and on a variety of topics. Fransella and Bannister referred 

to the grid as a type of formalized conversation the efficacy 

of which is enhanced by the prior conversations of the inves

tigator and the individual completing the grid (1977). In 

the case of repertory grid technique, therefore, flexibility 

of procedure increases the chance that results will accu

rately represent the individual's construct system within a 

given range of convenience, i.e., flexibility of procedure 

improves reliability of results. 

Other factors contributed to the assumed reliability 

of the data gathered. First, asking each participant to 

describe each illustration constituted an orientation 

procedure (Anastasi, 1982) that allowed the participant to 

become familiar with the elements before he was asked to 
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perceive and define relationships between them. Second, the 

investigator attempted to reduce any anxiety by reassuring 

each participant that there was not some "secret" correct 

answer, by answering any questions, and by striving to create 

an informal, "team" atmosphere. Third, the investigator 

responded to any perceived confusion and/or perplexity on the 

part of the adolescent by rephrasing questions. 

It seemed appropriate to employ the technique twice 

with each adolescent, about one week apart, to provide the 

opportunity to ascertain construct stability with the 

understanding that variability could reflect the protean 

nature of an individual's personal construct. In addition, 

the technique was standardized in the sense that the same 

sorts were presented in the same manner to each adolescent 

participant. 

Participants 

The subjects in the study were three male adolescents 

with leukemia and four of their nurses. All participants 

were recruited at a southwest regional pediatric oncology 

clinic. The boys were thirteen, fourteen, and eighteen years 

of age respectively. The adolescents were selected according 

to the following criteria: 

1. are currently receiving treatment for acute lympho

cytic leukemia; 

2. are between 12 and 19 years of age; 
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3. have interacted with the investigator for approxi

mately six months. 

The third criterion was important for three reasons. First, 

the investigator believed that the participants would feel 

freer to communicate and/or indicate the need for a brief 

rest period if rapport had been previously established over a 

period of time. Second, the investigator, having had the 

opportunity to interact with each participant in the role of 

graduate counseling intern over a period of approximately six 

months, would be sensitive to the participant's communication 

style, as well as to nonverbal fatigue and/or confusion cues. 

After receiving clearance from the oncologist, the investi

gator recruited the adolescent boys in person; each boy 

received a $10.00 stipend at the conclusion of the project. 

The nurses were recruited from the extremely limited 

pool of registered nurses in the clinic (four), after 

clearance was granted by the oncologist and the head nurse. 

The nurses also received a $10.00 stipend at the project's 

conclusion. 

Procedures 

The following steps briefly describe the basic data-

gathering process: 

1. Fifteen stimulus cards prepared (five emotions x 

three contexts); 
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2. Stimulus cards arranged in 14 sets of three; 

3. Personal constructs elicited from boys through 

presentation of sets of cards; 

4. Boys rate selves on own constructs; 

5. Single semantic differential prepared from total 

number of personal constructs elicited; 

6. Four nurses describe each boy using the semantic 

differential; 

7. Entire procedure repeated beginning with Step 3. 

Preparation of Stimulus Cards 

In order to elicit children's personal constructs, 

researchers have used such devices as illustrations depicting 

role titles (e. g. "A teacher you liked," Kelly, 1955, 

p. 221), informal conversations, short essays and, with deaf 

children, even mime (Fransella & Bannister, 1977). For this 

study, a set of fifteen cards was created by the investigator 

in conjunction with a professional commercial artist; the 

cards, just over five by seven inches in size, depict an 

adolescent boy expressing five different emotions in three 

general contexts thus yielding fifteen discrete situations. 

Three of the emotions, "Fear," "Sadness," and "Anger," were 

selected based on Greenberg and Safran's research on primary 

emotion and the psychotherapeutic process (1987). The fourth 

emotion, "Happiness," was included to meet the repertory grid 
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technique requirement that elements be within the individu

al's range of convenience, i.e., relevant to the individual 

(Fransella & Bannister, 1977), as well as to provide 

contrast. "Hurt," defined for this study as the emotional 

experience of diminished self-worth, was also included 

consistent with the above requirement. 

The three general contexts comprised the experience 

of each emotion: (1) in solitude; (2) in the company of 

peers; and (3) in the company of adults. These contexts were 

chosen to satisfy the range of convenience requirement. 

The specific situations were also selected for their 

relevance to adolescents and with the goal of minimizing 

emotional discomfort for the adolescent participants. The 

study therefore required that the situations meet the 

following criteria: 

1. sensibleness; 

2. relevance to the range of convenience of the personal 

constructs being elicited; 

3. exclusion of such crisis events as death, injury, 

parental divorce, extreme public humiliation, 

parental strife, and personal physical threat; 

4. variation in content, consistent with previous 

empirical demonstration that variety among the 

elements presented increases the opportunity for the 
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individual to voice core personal constructs 

(Fransella & Bannister, 1977). 

It is important to note that the situations them

selves merely provided a rationale for the emotion being 

expressed by the central figure. Various cues were provided 

to focus attention on that figure. These included a greater 

degree of facial expression in comparison to that of subsidi

ary figures, the use of color, and minimal detail in the 

setting. 

Preliminary pencilled roughs were presented to an 11-

year-old boy to ensure that the procedure would not be beyond 

the scope of adolescents. The illustrations were then 

revised, presented again to the same boy, and revised yet 

again. Piloting the procedure in this way served both to 

ensure the usefulness of the stimulus illustrations and to 

standardize the examiner's technique. The final set of 

illustrations is given in black and white in Appendix A (85% 

reduction). 

Selection of Sets 

The next step was the selection of sets of three 

cards for presentation to the adolescent boys. Since the 

number of possible sets was extremely large, any selection 

was in essence a random sampling of the population of sets. 

The basis for grouping comprised two components. First, 
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since Kelly stated that a sequential form of his Repertory 

Test, in which one element at a time is changed in each set, 

would more precisely reveal the usefulness of a person's 

constructs, it was decided to compose sets in this manner. 

Second, to control for situational constructs, in which 

likeness and difference would be stated in terms of, for 

example, the number of people in each picture, sets were 

developed within each context, and contexts were not mixed. 

Therefore, five sets were selected for use within 

each context. Fourteen sets were specified for the study, 

consistent with Slater's recommendation (1977) that the 

number of constructs in a grid be equal to the number of 

elements minus one (with the realization that each boy could 

well repeat some constructs). The sets were written on a 

card, cut apart, and turned face down; one was then drawn for 

elimination. The sets were as follows by context: 

Solitude 

1. Sad/Afraid/Happy; 

2. Afraid/Happy/Hurt; 

3. Happy/Hurt/Angry; 

4. Hurt/Angry/Sad. 

Peers 

1. Angry/Sad/Afraid; 

2. Sad/Afraid/Happy; 

3. Afraid/Happy/Hurt; 
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4. Happy/Hurt/Angry; 

5. Hurt/Angry/Sad. 

Adults 

1. Angry/Sad/Afraid; 

2. Sad/Afraid/Happy; 

3. Afraid/Happy/Hurt; 

4. Happy/Hurt/Angry; 

5. Hurt/Angry/Sad. 

Elicitation of Personal Constructs 

Each individual element (i.e., illustration) was pre

sented to each adolescent boy, and he was asked to tell about 

the picture. This was done to gather interesting qualitative 

information, to ensure that the experiences depicted were 

relevant to the adolescent, and so that the adolescent could 

become familiar with the illustrations before the sets were 

presented. The adolescent then practiced with two sets not 

used for the actual procedure. The first set was then shown 

to each boy, and he was asked to tell in what important way 

two of the pictures were alike and different from the third 

(or other). Each participant was then asked what, for him, 

would be the opposite, or "flip side." Epting, Suchman, and 

Nickeson found that this method (in contrast to asking the 

participant how the third element is different) elicited more 

clearly bipolar constructs from children (1971). When the 

technique used in this study was piloted, both methods were 
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used, and asking for the opposite rather than for difference 

did in fact elicit more apparently clear bipolar constructs. 

This was the point at which communication skill was 

necessary, as it was important that the constructs elicited 

accurately represent the participant's personal construct 

system for the area in question. As stated in the discussion 

of reliability, although the same sets were presented in the 

same order and manner to each boy, the technique was not 

completely standardized due to the necessity for effective 

conversation in eliciting the constructs. There were times 

in which each participant had difficulty expressing his 

thoughts, and skillful questioning and reflection on the part 

of the investigator was necessary; it was crucial that the 

investigator help each participant express himself without 

influencing him (to the extent that this was possible). 

The investigator recorded each personal construct on 

five by eight inch cards, one per construct, with a seven-

point scale in the center. A rating scale, constituting a 

modified rating grid, was chosen because rating grids impose 

fewer constraints on the individual responding than do other 

types of grids (Fransella & Bannister, 1977). At one end the 

"likeness" pole was recorded, under "E" for emergent; at the 

other end the "difference" pole was recorded under "I" for 

implicit (Kelly, 1955). To mitigate against response bias 

during the self-rating phase of the procedure (Nunnally, 
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1978), the poles were reversed from card to card, increasing 

the chances that positively shaded poles would not consis

tently appear in the same position, for example: 

Card One 

E(mergent) I(mplicit) 

Sad Happy 
1 2 3 4 5 6 7 

Card Two 

I(mplicit) E(mergent) 

Joyful Embarrassed 
1 2 3 4 5 6 7 

The remaining sets were then presented to each boy in 

essentially the same manner, although the procedure was 

tailored to each boy's communication style, consistent with 

personal construct psychology theory. 

Adolescent Boys' Self-Rating 

After the participant responded to the fourteen sets, 

he was shown the card containing his first personal con

struct. The seven-point scale was explained, and he was 

asked to place an "x" at the point which best described where 

he saw himself at that point in time. He was shown the 

remaining cards containing his personal constructs, and given 

the option of rating himself in privacy, or of telling the 
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investigator where to place the "x." A copy of each adoles

cent boy's personal construct's and self-ratings will be 

found in Appendices B, C, and D. 

During the first presentation and self-rating, one 

participant's responses were gathered at his home, another's 

at the clinic, and the third's in his hospital room during an 

in-patient administration of chemotherapy. Two boys chose to 

tell the investigator their self-rating, while one chose to 

rate himself privately. 

The second presentation and self-rating took place 

approximately one week after the first for each boy; two 

participants responded at home, one at the clinic. During 

the second occasion, each boy was again asked to tell about 

each individual illustration before viewing the sets, but the 

practice sets were omitted; the investigator briefly reviewed 

the procedure with each boy, however. At this time, two boys 

rated themselves privately, although one vocalized while he 

did so; one chose to tell me where to place the "x." 

Preparation of Semantic 
Differential Instrument 

Following the completion of the first administration, 

the personal constructs of each boy were compiled into a 

single semantic differential instrument (Nunnally, 1978). 

This was done by entering the constructs by computer, under 

the labels "Participant Number One," "Participant Number 
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Two," and "Participant Number Three." The data were then 

printed, and each participant's number written directly 

beside each of his personal constructs. The personal con

structs were then cut apart and reassembled in a scrambled 

order so that the nurses could not pair any construct with a 

patient (with apparent "positive" and "negative" poles 

alternating from item to item): 

1. Participant: One; Three; Two; 

2. Participant: Three; One; Two; 

3. Participant: One; Two; Three; 

4. Participant: Two; Three; One; 

5. Participant: Three; Two; One; 

6. Participant: Two; One; Three. 

Some variation of the format was necessary since not 

every boy generated fourteen constructs, and since each boy 

repeated some constructs. The personal constructs were then 

entered into the computer and printed up as a semantic 

differential instrument using a seven-point scale (Nunnally, 

1978), without the adolescent participants' identifying 

numbers. A certain degree of editing was required due to 

constraints of length and clarity. The same compilation 

procedure was followed after elicitation of the second set of 

personal constructs. A copy of each instrument will be found 

in Appendices F and G. 
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Nurses' Completion of Semantic 
Differential Instrument 

Twelve of these instruments were printed and collated 

into four sets of three, one set per participating nurse. 

The nurses were instructed in writing to place an "x" at the 

place which best described each named patient according to 

their own view of the patient. The nurses were not told that 

the anchors were generated by patients, or that the boys 

being rated had participated in the study. The instruments 

within one set were numbered with the same number, and a 

third party placed each set of three in a pre-addressed 

envelope to protect the nurses' anonymity. The investigator 

then distributed the instruments to the nurses, who returned 

them by mail or by placing them in their clinic mailboxes 

after completion. 

The same procedure was followed after completion of 

the second round of grid technique administration with the 

adolescent boys, about one week after completion of the first 

set. The nurses were asked to number their instruments with 

their previous number so that their responses could be kept 

together. The nurses therefore completed two separate 

semantic differentials, each generated by the adolescent 

patients. 
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Method of Analysis 

Due to the exploratory nature of the study, much of 

the data was considered to be qualitative, and was analyzed 

accordingly. The data on the degree of similarity between 

adolescent patients' self-characterizations in reference to 

their personal constructs and their nurses' characterizations 

of them in reference to those constructs were, however, sub

jected to exploratory inverse factor analysis. The principal 

components method was used to extract cluster dimensions 

(factors). Factors were rotated orthogonally using the 

varimax method with Kaiser normalization due to the small 

participant sample. Cronbach's alpha was employed to compare 

nurses' scores, per patient, on all scales. 
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CHAPTER 3 

RESULTS 

Overview of Adolescent Patients' Descriptions 
of the Illustrations (Elements) 

As was stated in Chapter 2, each adolescent partici

pant was asked to describe each element, both to ensure that 

the depicted experiences were relevant to the adolescent and 

to provide an orientation to the material, as well as to 

gather qualitative information. The illustrations were not 

presented in a standard order. 

Several features of the boys' descriptions seemed 

particularly salient. First, during the first and second 

administrations Patients One and Two both described the boy 

in the element depicting solitary sadness as having just 

learned of a death; Patient Three saw the boy as having just 

been denied a scholarship (Figure 1). Patient Three has very 

definite long-term academic goals. 

Patient One first described the boy in the situation 

depicting happiness around adults (Figure 2) as surprised 

that he had received a gift; his second description was the 

same. Patient Two, however, twice described the adults 

presenting the gift as "not too happy" about giving it. In 

his initial description he portrayed the boy as unaware of 
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Figure 1. Context: Solitude; emotion: Sadness. 
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Figure 2. Context: Adults; emotion: Happiness. 
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the feelings of the adults in the picture; he did not mention 

this in his second description. 

Patient Two seemed to view the illustrations 

globally; he noted that the boy in the situation depicting 

sadness around adults (Figure 3) was crying because of 

everything, and that he was "using the movie as an excuse to 

cry." He first stated that all of the boy's problems were 

"reflecting in his grades" when he saw the illustration 

portraying hurt around friends (Figure 4). When he next saw 

the picture he stated that "all this stress" was affecting 

the boy's schoolwork. 

Patients One and Three described the illustrations in 

one or two sentences, without elaboration. Patient Two, 

however, described each picture at some length, offering 

alternative descriptions and providing many comments. 

Description of Patients; 
Salient Features of Personal Constructs 

Patient One 

Patient One is 14 years old (13 at time of diagno

sis); he was diagnosed with acute lymphoblastic leukemia in 

1985. He relapsed in July of 1987 , and is not yet in 

remission. He prefers to spend his time in the clinic 

watching old cartoon- videotapes on the video cassette 

recorder, watching television, or playing games. He rarely 

discusses the distant future, and does not verbalize self-



Figure 3. Context: adults; emotion: Sadness. 
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Figure 4. Context: Peers; emotion: Hurt (the emotional 
experience of diminished self-worth). 
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reflection. He does not discuss feelings. "Holding in" and 

"Letting it out" anchored one of his personal constructs, 

while "Holding back" and "Letting it out" anchored four. It 

is interesting to note that this patient stated "Trying to be 

happy" as the opposite of "Being happy"; these two anchors 

seem to describe a very narrow range of emotion, yet Patient 

One perceived them as opposites. He expressed himself 

laconically with few peripheral comments during each 

experience with grid technique. A copy of Patient One's 

constructs and self-ratings can be found in Appendix B. 

Patient Two 

Patient Two was diagnosed with acute lymphoblastic 

leukemia in November of 1987. He is eighteen years old (17 

at time of diagnosis), and did not graduate from high school 

last year because of days missed due to illness. He is 

working very hard to graduate on time this year. Patient 

Two voices consistent optimism together with many thoughts 

about self and life. When another adolescent not well known 

to him died, Patient Two wondered aloud what it felt like to 

die of leukemia. He talks a great deal about school and 

friends, and has expressed a sense of responsibility toward 

others. His personal constructs seemed to revolve around 

self-expectation, social processes, and the future. He 

stated, during the first procedure, that school was very much 

on his mind; he also shared that the picture seemed to change 
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each time he saw it. A copy of Patient Two's constructs and 

self-ratings can be found in Appendix C. 

Patient Three 

Patient Three is 13 years old (12 at diagnosis). He 

was diagnosed with acute lymphoblastic leukemia in late Sep

tember of 1987. He is an honor student, and has worked hard 

to maintain his grades in the face of frequent hospitaliza

tion for inpatient chemotherapy as part of his treatment 

protocol. He has set a career goal, and is extremely focused 

on achieving that goal. He is quiet and reserved at the 

clinic, and does not often talk about feelings in the teen 

support group. Three of his constructs 

referred to relaxation: relaxation as opposed to nervousness 

and fear; relaxation as opposed to anger; and relaxation as 

opposed to tension. Two of his constructs focused on prepar

ation and its opposites. Another construct was anchored by 

"Feeling emotional" and "Not feeling real emotional," and one 

was based on wanting to leave or "Staying and having a good 

time." The second time he encountered the sorts, he voiced 

several constructs related to achievement in school. Patient 

Three spent time considering each sort, and frequently made 

eye contact with the investigator when stating his construct 

poles. A copy of his constructs and self-ratings can be 

found in Appendix C. 
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Individual Differences and Similarities in 
Elicited Personal Constructs 

The first research question asked what interindivi-

dual similarities and differences would be found in the 

personal constructs adolescent boys with cancer employed in 

the affective domain. A copy of each boy's constructs and 

self-ratings is found in Appendices B, C, and D. Selected 

sets across the adolescent boys reveal distinct differences 

in personal constructs. Six examples, three from the first 

administration and three from the second, are presented 

below. 

Examples from the First Administration 

The responses to Set Number Six were: for Patient 

One, "Trying to be happy : Being happy"; for Patient Two, 

"Impressing someone, doing good : Letting somebody down"; and 

for Patient Three, "Prepared : Not prepared." There may 

indeed be a common personal construct underlying these three 

examples given the subtle, subjective nature of language. 

The words used are not the actual personal construct; they 

are, however, the only evidence of it. And these sets of 

words are very different. 

Set Number Five is another example. Patient One 

responded, "Holding back : Letting it out." Patient Two 

responded, "Not satisfied with self, wanting to change 
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things: Having things fall into place, satisfied." Patient 

Three responded, "Not wanting to admit you don't want to do 

something : Knowing that you're prepared." 

Set Number Eleven provides a third example. For 

Patients One, Two, and Three the responses were "Sad : 

Happy," "Afraid because he's lonely, like he needs someone : 

Being acknowledged, know that people know you're there, 

talking to people in conversation," and "Happy : Nervous," 

respectively. An inspection of emergent poles revealed that 

while Patient One's emergent pole was "Sad," Patient Two's 

was "Afraid," and Patient Three's emergent pole was "Happy." 

Examples from the Second Administration 

Patient One responded to Set Number Three with the 

construct poles "Holding in something : Letting it out." 

Patient Two's poles were "Disappointed : Not let down, 

someone keeping their promise, doing the best you can." 

Patient Three responded with the poles "Doesn't feel like he 

wants to pick something up and throw it against the wall : 

Wanting to throw something at the wall." The constructs' 

emergent poles were, in order, "Holding in something," 

"Disappointed," and "Doesn't feel like he wants to pick 

something up and throw it against the wall." 

Patient One's construct poles for Set Twelve were 

"Calm : Nervous." Patient Two's poles were "Being who the 

other people want you to be, just be liked, trying to fit in: 
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Being yourself." Patient Three responded with "Feeling good 

about yourself : Embarrassed." The implicit pole was the 

first pole of each personal construct, the emergent pole the 

second. 

Patient One's response to Set Thirteen was "Holding 

back feelings : Letting it out." Patient Two responded 

"Being the center of attention : Not even be noticed at all." 

Patient Three's construct poles were "Wanting to get up and 

leave : Wanting to stay and have a good time." The emergent 

pole of each construct was the first listed, the implicit 

pole was the second. 

Similarities Between Elicited 
Personal Constructs 

Of all the personal constructs elicited from the 

adolescent boys, the only shared constructs were "Happy : 

Sad" (Patients One and Three) and "Happy : Disappointed" 

(also Patients One and Three). Even though the two boys were 

but a year apart in age, these were the only constructs that 

were identical. Certain constructs seemed to have a common 

theme, although wording (and possibly the construct itself) 

was different. 

For example, Patient One's response to Set Nine in 

the second administration was "Disappointed : Feeling good 

about yourself, happy." Patient Two responded with "Not 

trusting yourself, not liking your work and what you do : 
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Liking yourself, doing your best all the time, accepting your 

mistakes." Patient Three's construct poles were "Not wanting 

to be doing something bad, or sad, or wrong : Wanting to be 

doing something good." The emergent pole was the first 

listed, the implicit pole the second. 

In certain instances the emergent poles of the boy's 

constructs were the same, but the implicit poles differed. 

The response of Patients One and Three to Set Twelve, first 

administration, reflect this. Patient One said "Cool : 

Embarrassed," while Patient Three said "Joyful : Embar

rassed." While each boy's implicit pole was the same, it 

cannot be assumed that "Cool" and "Joyful" (the emergent 

poles) refer to the same emotional experience. 

Set Four, second administration, affords another 

example. Patient One's construct poles were "Happy : Sad." 

Patient Two's poles were "Being happy about what happened : 

Mad, wanting to do something about it." Patient Three 

responded "Being happy and cheerful : Crying." All three 

boys voiced "Happy" as the implicit pole, while there was 

some slight variation in the emergent poles. 

Summary 

As is evident from the variety of responses elicited 

from the adolescent boys, there were both similarities and 

differences in their personal constructs. Differences, 

however, seemed to predominate. 
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Self-characterizations of 
Adolescent Boys with Cancer 

This question asked how the adolescent boys would 

characterize themselves with reference to their personal 

constructs. A copy of each boy's constructs, together with 

his se1f-ratings , is found in Appendices B, C, and D. 

Patient One showed very little range in his self-characteri-

zations. Only once, on the scale anchored by "Happy : 

Disappointed," did he rate himself two units away from the 

midpoint, one unit away from "Happy." Most of his self-

ratings were toward the apparent "positive" anchor of each 

construct. Patient One rated himself very quickly each time. 

Patient Two used the full range of the scale, not 

once locating himself directly at the midpoint. Only three 

of his twenty-eight ratings were toward the apparent "nega

tive" anchor of a construct. He rated himself approximately 

two-and-one-half units away from "Worried about what's gonna 

happen," and approximately four-and-one-half units away from 

"Knowing the outcome, organized." He located himself about 

two-and-one-half units away from "Worried something's gonna 

happen," and about four-and-one-half units away from "Knowing 

something good's gonna happen." He also rated himself about 

two-and-one-half units away from "Upset at how people are 

treating him, they're not treating him how he expects them to 

treat him, how he wants to be treated," and approximately 

four-and-one-half units away from "Being content with how 
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people are treating you." Patient Two chose to tell the 

investigator where to place the "x." He spent time with each 

rating, commenting out loud to himself as he made up his 

mind. 

Patient Three's range of ratings was somewhat broader 

than Patient One's and somewhat narrower than Patient Two's. 

Of the three adolescents, he most frequently rated himself 

toward the apparent "negative" end of his personal con

structs. He characterized himself as closer to "Angry," "Not 

wanting to admit that he doesn't want to do something," "Not 

prepared," "Embarrassed," "He feels kind of wanting to just 

leave," "Embarrassed," .."Having a hard time," "Wanting to get 

up and leave," "Wanting to throw something at the wall," and 

"Nervous" than to their various opposites. Patient Three was 

the only adolescent participant who chose to complete his 

ratings privately. 

Summary 

Each adolescent boy characterized himself distinctiv

ely in reference to his personal constructs. The boys 

differed from one another in the direction of their self-

ratings as well as in the range of scale they employed. 
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Nurses' Characterizations of 
Adolescent Boys with Leukemia 

The research question asked how the nurses would 

characterize each adolescent boy in reference to the 

identified constructs. A copy of nurses' ratings of each 

patient, by item, is found in Appendix E. Tables 1-3 present 

the construct poles for which adolescent patients received 

ratings above the midpoint by three or more nurses, together 

with the adolescent patient's self-ratings. The majority of 

poles endorsed by at least three nurses were also endorsed by 

the patient, although degrees of endorsement varied. 

Summary 

As is evident from the data, the nurses varied in 

their characterizations of the boys in reference to the boys' 

constructs; even when a majority of nurses endorsed the same 

construct pole, they varied in the degree to which they 

endorsed it. It is important to note that the nurses were 

asked to rate the boys as they saw the boys, rather than as 

they thought the boys saw themselves. 

Self and Nurses' Perceptions of 
Adolescent Boys with Leukemia; 

A Statistical Analysis of the Data 

Six separate exploratory factor analyses were 

performed, considering each patient's self-ratings and the 

nurses' ratings of him on two separate occasions with two 
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Table 1. Patient 1 construct poles endorsed in varying 
degrees by a majority of nurses (no ratings at the 
midpoint); Patient 1 construct poles endorsed by 
the patient (no ratings at the midpoint). 

Pole endorsed by nurses Pole endorsed by patient 

First Administration 

Holding something in Letting it out 

Can be mad (Midpoint) 

"Cool" (Midpoint) 

Second Administration 

Holding back feelings (Midpoint) 

Holding something in (Midpoint) 

Proud of yourself Disappointed about a bad 
grade 
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Table 2. Patient 2 construct poles endorsed in varying 
degrees by a majority of nurses (no ratings at the 
midpoint); Patient 2 construct poles endorsed by 
the patient (no ratings at the midpoint). 

Pole endorsed by nurses Pole endorsed by patient 

First Administration 

Scared 

Worried something's going to 
happen 

Letting somebody down 

Fitting in 

Feeling good about self 

Being positive and sure, 
satisfied with self and the 
end result 

Happy 

Afraid 

Knowing what's gonna happen, 
knowing the outcome of the 
circumstances 

Worried something's gonna 
happen 

Impressing someone, doing 
good 

Fit in, blend in, be liked, 
belong 

Feeling good about yourself 
and feeling positive all the 
time 

Being positive and sure, 
satisfied with himself and 
the end result 

Happy 

Being acknowledged, know that 
people know you're there, 
talking to people in 
conversation 

Second Adm 

Being liked, having all the 
attention you need 

Liking yourself, doing your 
best all the time, accepting 
your mistakes 

inistration 

Being liked, having all the 
attention you need 

Liking yourself, doing your 
best all the time, accepting 
your mistakes 
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Table 2—Continued 

Pole endorsed by nurses Pole endorsed by patient 

Feeling wanted, to fit in, 
be like everybody else 

Being loved and noticed 

Being the center of attention 
that you like 

Feeling like you're one of 
the crowd, liking your 
friends and who you hang 
around, not thinking you're 
lonely all the time 

Being liked and fitting in 

Worried about what's going 
to happen 

Being yourself 

Not wanting to be in the 
situation 

Not let down, someone 
keeping their promise, doing 
the best you can 

Feeling wanted, to fit in, 
be like everybody else 

Being loved and noticed 

Being the center of attention 
that you like 

Feeling like you're one of 
the crowd, liking your 
friends and who you hang 
around, not thinking you're 
lonely all the time 

Being liked and fitting in 

Knowing the outcome, 
satisfied 

Being yourself 

Wanting to be there, liking 
where you're at and what 
you're doing 

Not let down, someone 
keeping their promise, doing 
the best you can 
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Table 3. Patient 3 construct poles endorsed in varying 
degrees by a majority of nurses (no ratings at the 
midpoint); Patient 3 construct poles endorsed by 
the patient (no ratings at midpoint). 

Pole endorsed by nurses Pole endorsed by patient 

First Administration 

Not wanting to admit that you 
don't want to do something 

Prepared 

Nervous 

Feeling out of place 

Wanting to just leave 

Not wanting to admit that he 
doesn't want to do something 

Not prepared 

Nervous 

(Midpoint) 

He feels kind of wanting to 
just leave 

Second Administration 

Wanting to throw something at 
the wall 

Being happy and cheerful 

Wanting to get up and leave 

Having a hard time 

Tensed up 

Upset 

Feeling real emotional 

Not so tensed up 

Wanting to throw something at 
the wall 

(Midpoint) 

Wanting to get up and leave 

Having a hard time 

Relaxed 

Happy 

Feeling real emotional 

Not so tensed up 
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separate instruments (the semantic differential instruments 

compiled from the adolescents' elicited personal constructs). 

Inverse factor (Q-type) analysis was used; the 

original data matrix was inverted, with people as variables 

and scale items as objects. Pearson correlation coefficients 

were used to determine similarity between people with respect 

to items for each individual patient and the nurses who rated 

him. The cluster dimensions (factors) that emerged in this 

analysis were not forced; they were not defined, since they 

comprised hypothetical composite persons; they were important 

for this study in that they provided the means for determin

ing distance between the variables (i. e., the participants). 

Patient One: First Administration 

Two orthogonal cluster dimensions emerged yielding 

eigenvalues of 2.30 and 1.17 respectively. These clusters 

accounted for 69% of the variance, with 31% attributable to 

unexplained circumstances. 

The nurses loaded strongly on one factor (cluster 

dimension) or the other, while Patient One split fairly 

evenly between the two (Table 4). A graphic representation 

of loadings with respect to axes (Figure 5) shows that Nurse 

Four's and Nurse Five's ratings of Patient One corresponded 

the most closely with his self-ratings, with Nurse Seven 

somewhat farther away and Nurse Six the farthest distance 

from Patient One. An inspection of correlation coefficients 
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Table 4. Factor loadings for the nurses and Patient 1 after 
varimax rotation with Kaiser normalization, first 
administration. 

Variable Loading 

Factor One Factor Two 

Nurse 4 + 0.07 + 0.88 

Nurse 5 + 0.00 + 0. 61 

Nurse 6 -0.89 -0.01 

Nurse 7 + 0.86 + 0.14 

Patient 1 + 0.52 + 0.70 
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Figure 5. Patient 1, first administration: Distance between patient and 
nurse responses as determined by factor loadings. 
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reveals that Nurse Six's ratings of Patient One correlated-

-0.40 with his self-ratings, while Nurse Four's correlated 

+0.64, Nurse Five's correlated +0.19, and Nurse Seven's 

correlated +0.48. 

Patient One: Second Administration 

Analysis yielded two orthogonal cluster dimensions 

accounting for 80.2% of the variance, leaving 19.8% to unex

plained circumstances. An eigenvalue of 2.17 was computed 

for the first cluster, 1.84 for the second. 

Patient One and Nurse Six loaded less strongly on 

Factor One than did the other nurses, while Nurse Five and 

Nurse Six loaded more strongly on Factor Two than did Patient 

One or the other nurses (Table 5). 

When these values were plotted (Figure 6), it was 

evident that Patient One was not extremely close to any 

nurse, although closer to Nurse Four than to any other. The 

correlation of his ratings with Nurse Four's was +0.37, not 

particularly strong, but stronger than the correlations of 

his ratings with the other nurses. 

Summa ry. No nurse's ratings of Patient One were 

identical to his self-ratings. The nurses as a group were 

closer to Patient One in the first administration (with the 

exception of Nurse Seven), but were more widely dispersed in 

the second administration, with only Nurse Four anywhere near 

Patient One. 
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Table 5. Factor loadings for the nurses and Patient 1 after 
varimax rotation with Kaiser normalization, second 
administration. 

Variable Loading 

Factor One Factor Two 

Nurse 4 +0.82 -0.43 

Nurse 5 +0.68 +0.59 

Nurse 6 +0.05 +0.95 

Nurse 7 +0.93 -0.02 

Patient 1 +0.32 -0.68 
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Figure 6. Patient 1, second administration: Distance between patient and 
nurse responses as determined by factor loadings. 
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Patient Two; First Administration 

Again, two orthogonal factors, or cluster dimensions, 

emerged, with respective eigenvalues of 2.37 and 1.03. These 

two cluster dimensions accounted for 85% of the variance, 

leaving 15% to unexplained circumstances. 

This adolescent patient loaded evenly on each cluster 

dimension (Table 6). Nurse Six's loadings on the two factors 

were also not far apart. An inspection of the graphic 

representation of these loadings (Figure 7) shows that all 

three nurses were at some distance from Patient Two, with 

Nurse Six once again the farthest distance from him. Nurse 

Six's ratings of Patient Two correlated -0.87 with his self-

ratings (the strongest correlation in the opposite direction) 

while Nurse Four's ratings correlated +0.48 with the 

adolescent's self-ratings (the strongest correlation in the 

same direction). 

Patient Two: Second Administration 

The analysis yielded two factors with respective 

eigenvalues of 3.24 and 1.04. These factors, or cluster 

dimensions, accounted for 85.6% of the variance, leaving 

14.4% to unexplained circumstances. 

The absence of negative loadings suggests that no 

participant responded in a way radically different from the 

others (Table 7), and the graphic representation of these 

loadings bears this out (Figure 8). There is definite 
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Table 6. Factor loadings for nurses 4, 5, and 6 and Patient 
2 after varimax rotation with Kaiser normalization, 
first adminsitration. 

Variable Loading 

Factor One Factor Two 

Nurse 4 -0.07 + 0.91 

Nurse 5 + 0.89 -0.15 

Nurse 6 -0.69 -0.59 

Patient 2 + 0. 70 + 0.66 

Note that Nurse 7 did not rate this adolescent patient. 
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Figure 7. Patient 2, first administration: Distance between patient and 
nurse responses as determined by factor loadings. 
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Table 7. Factor loadings for all nurses and Patient 2 after 
varimax rotation with Kaiser normalization, second 
administration. 

Variable Loading 

Factor One Factor Two 

Nurse 4 +0.88 +0.26 

Nurse 5 +0.44 +0.83 

Nurse 6 +0.95 +0.08 

Nurse 7 +0.70 +0.45 

Patient 2 +0.09 +0.96 



Factor 2 

5 

Factor 1 

1 = Nurse 4 

3 = Nurse 6 

5 = Patient 2 

2 = Nurse 5 

4 = Nurse 7 

Figure 8. Patient 2, second administration: Distance between patient and 
nurse responses as determined by factor loadings. 

00 
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distance between Patient Two and Nurses Four, Six, and Seven, 

but it is not extreme. The distance between Patient Two and 

Nurse Six is more dramatic, with Patient Two's loadings on 

the cluster dimensions virtual opposites of Nurse Six's. 

Patient Two's correlation with Nurse Six was the weakest of 

his correlations with nurses as well. His strongest correla

tion was that with Nurse Five, +0.77. The nurses were not at 

a great distance from each other, Nurses Five and Six being 

the farthest apart. The correlation of their ratings was 

+0.47, weaker than that of any other pair. 

Summa ry. No nurse's ratings of Patient Two were 

identical to his self-ratings. The nurses were widely 

dispersed in the first administration, with Nurse Five 

closest to Patient Two, but still at some distance from him; 

in the second administration, the nurses as a group were 

closer together, but Nurse Five was distinctly closer to 

Patient Two than were the others (and closer to him than in 

the first administration). 

Patient Three: First Administration 

Once again the analysis yielded two orthogonal 

cluster dimensions with eigenvalues of 2.29 and 1.49 

respectively. These two dimensions accounted for 75.5% of 

the variance, leaving 24.5% to unexplained circumstances. 

Nurses Four and Five loaded particularly strongly on 

Factor Two, while Nurses Six and Seven had stronger loadings 
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on Factor One (Table 8). Patient Three showed a strong 

negative loading on Factor One and a weak loading on Factor 

Two. Graphic representation (Figure 9) shows Nurses Four 

and Five relatively close together, Nurses Six and Seven 

relatively close together, and no nurse close to the adoles

cent patient. The ratings of Nurses Four and Five yielded a 

correlation of +0.74, while those of Nurses Six and Seven 

yielded a coefficient of +0.53. Patient Three's self-

ratings correlated +0.21 with Nurse Five's ratings of him; 

correlations of Patient Three with Nurses Four, Six, and 

Seven were negative, with the correlation of his self-ratings 

and Nurse Six's ratings the strongest, -0.60. 

Patient Three: Second Administration 

The analysis yielded two orthogonal cluster dimen

sions (factors) with respective eigenvalues of 2.20 and 1.34. 

These two dimensions contributed to 70.8% of the variance, 

leaving 29.2% to unexplained circumstances. 

Patient Three and Nurse Seven loaded very strongly on 

Factor One; Nurse Five and Patient Three loaded strongly on 

Factor Two (Table 9). The graphic representation of the 

loadings for each variable (Figure 10) shows all individuals 

widely dispersed, with only Nurse Seven anywhere near Patient 

Three and no nurses in close proximity to one another. The 

correlation between Nurse Seven and Patient Three was +0.70, 
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Table 8. Factor loadings for all nurses and Patient 3 after 
varimax rotation with Kaiser normalization, first 
administration. 

Variable Loading 

Nurse 4 

Nurse 5 

Nurse 6 

Nurse 7 

Patient 3 

Factor One 

+ 0.33 

-0.14 

+  0 . 8 8  

+ 0.63 

-0.80 

Factor Two 

+ 0. 89 

+ 0.96 

+ 0.34 

+ 0.05 

+  0 . 1 1  



Factor 2 

2 

Factor 1 

1 = Nurse 4 

3 = Nurse 6 

5 = Patient 3 

2 = Nurse 5 

4 = Nurse 7 

Figure 9. Patient 3, first administration: Distance between patient and 
nurse responses as determined by factor loadings. 
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Table 9. Factor loadings for all nurses and Patient 3 after 
varimax rotation with Kaiser normalization, second 
administration. 

Variable Loading 

Factor One Factor Two 

Nurse 4 -0.36 -0.72 

Nurse 5 -0.40 +0.79 

Nurse 6 -0.76 -0.03 

Nurse 7 +0.89 -0.18 

Patient 3 +0.72 +0.43 



Factor 2 

2 

Factor 1 
*3 

1 = Nurse 4 

3 = Nurse 6 

5 = Patient 3 

2 = Nurse 5 

4 = Nurse 7 

Figure 10. Patient 3, second administration: Distance between patient and 
nurse responses as determined by factor loadings. 

vo 
o 
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by far the strongest correlation of any nurse with Patient 

Three. 

Suromary. No nurse's ratings of Patient Three were 

identical to his self-ratings. All nurses were distant from 

the adolescent patient in the first administration, although 

they themselves grouped together in pairs; in the second 

administration, all nurses were dispersed, with only Nurse 

Seven anywhere near Patient Two. 

Comparisons Between Nurses, 
Per Patient, on All Scales 

In the first administration, using Cronbach's alpha, 

nurses' ratings for Patient One on all scales correlated 

+0.46. This is acceptable, while not high. In the second 

administration, again using alpha, The correlation was +0.63, 

verging on high. 

The correlation of nurses' ratings for Patient Two on 

all scales in the first administration (using alpha) was 

+0.36, just below acceptable limits. In the second admini

stration, the nurses' ratings correlated +0.78, relatively 

high. 

In the first administration (again using alpha), 

nurses' ratings for Patient Three on all scales correlated 

+0.79, relatively high. The second administration yielded a 

low reliability coefficient of +0.11. 
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Summary. The nurses' ratings of the adolescent 

patients on all scales (not just each patient's own con

structs) tended to correlate fairly highly with each other. 

The one extreme exception was the nurses' ratings of Patient 

Three in the second administration? the ratings of Patient 

Two in the first administration presented a less extreme 

exception. 

Personal Construct Stability 

For all three patients, three personal constructs 

were repeated in the second administration of the investi

gative procedure. Patient One reiterated the following 

personal constructs: "Sad : Happy"; "Holding in something : 

Letting it out"; and "Holding something back : Letting it 

out." The last two may be different wordings of the same 

construct, but were treated as separate. 

In his first experience with the procedure Patient 

Two formulated the construct "Being the center of attention : 

Like you're not there"; during his second experience he 

generated "Being the center of attention that you like : Not 

even be noticed at all." A construct dealing with being 

liked and fitting in at one pole and being outcast and alone 

at the other appeared in both sets of Patient Two's personal 

constructs, with slight changes in wording. A third con

struct appeared during both administrations of the technique; 

Patient Two first voiced it as "Trying to be cool, afraid of 
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letting people know how you really are : Letting people know 

who you are, not covering up your true feelings, not being 

materialistic." On the second occasion he expressed it as 

"Being who the other people want you to be, just be liked, 

trying to fit in : Being yourself." 

Patient Three repeated "He feels kind of wanting to 

just leave : Staying and having a good time" as "Wanting to 

get up and leave : Wanting to stay and have a good time" in 

the second procedure. He voiced a construct in the first 

procedure with the poles "Feeling emotional : Not feeling 

real emotional"; in the second procedure this construct 

appeared as "Not feeling emotional : Feeling real emotional." 

A construct anchored by "Tensed up : More relaxed" in the 

first procedure was anchored by "Tensed up : Relaxed" in the 

second procedure. 

Summary 

As is evident from the data the majority of personal 

constructs elicited from the adolescent boys during the first 

administration did not appear to repeat during the second 

administration. Repetition of the procedure over time could 

provide the opportunity for constructs to be reiterated; the 

apparent lack of personal construct stability may however, 

accurately reflect a state of flux in each boy's construct 

system. 
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Summary of Results 

The results of this exploratory study indicate that 

these three adolescent boys seemed to employ distinctly 

individual personal constructs when interpreting emotion-

laden situations. There were definite differences among the 

adolescents in the elicited personal constructs, as well as 

certain similarities. The null hypothesis was therefore not 

supported. 

The exploratory inverse factor analysis of the 

ratings of each boy and the nurses in reference to each boy's 

personal constructs revealed a wide range of similarity and 

difference. No nurse rated an adolescent patient exactly as 

he rated himself; certain nurses' ratings were more similar 

to certain adolescent patients' self-ratings than were the 

ratings of other nurses. There were instances when nurses' 

and patient ratings were widely discrepant. The null 

hypothesis was therefore not supported. 
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CHAPTER 4 

DISCUSSION AND IMPLICATIONS 

Review of Significance and 
Purpose of the Study 

The significance of this study was that it explored 

inter individual differences in adolescents using an innova

tive technique that was also sensitive to commonalities. The 

study attempted to understand individuals without drawing 

inferences (making assumptions) about the individual 

adolescent. 

The purpose of the study was to identify personal 

constructs that individual adolescent boys with leukemia use 

to interpret feelings, and to learn how the boys might char

acterize themselves in reference to the elicited constructs. 

In addition, the study sought information on how nurses would 

characterize the boys in reference to the elicited 

constructs. 

The study was, in effect, a reconnaissance mission 

into uncharted territory. Hypotheses were stated in the null 

form due to the lack of previous data from which to generate 

directional hypotheses. 
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Limitations of the Study 

The major assumptions of the study were stated in the 

discussion of theoretical perspective in Chapter 1 and in the 

discussion of general reliability and validity issues in 

Chapter 2. It was also assumed that participants would 

respond candidly, that they would ask for clarification if 

necessary, and that they had access to vocabulary with which 

to verbalize personal constructs. These assumptions consti

tuted limitations. 

The study used an extremely small sample of the 

population of adolescent boys with leukemia; the sample of 

pediatric oncology nurses was also very small. Generaliza

tion is therefore extremely limited, and would require 

replication of the study with a much larger sample of 

adolescent boys and their oncology nurses. 

The time frame within which this study was conducted 

was also a limiting factor, particularly in ascertaining 

construct stability. More extensive sampling of an indivi

dual's personal constructs through extension of the time span 

over which data were collected would provide greater opportu

nity for personal constructs to be reiterated. 

The nature of the technique used in the study and the 

fact that there was only one investigator constituted further 

limitations. Since the technique was developed and used for 

the first time in the context of this investigation, results 
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must be interpreted with caution. Refinement and replication 

are required; it is particularly important that more than one 

investigator employ the technique with the same sample of 

participants, in order to ascertain the extent to which 

investigator characteristics influence the obtained results. 

The nurses' ratings of the adolescent participants 

should be interpreted with caution due to the connotative 

nature of language. The meaning an adolescent boy attributed 

to "Scared : Brave" may not correspond to the meaning his 

nurse attributed to it; the nurse's construing of the adoles

cent's construction may have been influenced by that nurse's 

experience of fright. In addition, the slight editing of 

personal constructs for compilation may have had some effect. 

Another limitation of the study was that the ado

lescents rated themselves in reference to their own personal 

constructs, but not in" reference to the personal constructs 

of the other adolescents. Potentially valuable data on both 

how the adolescents saw themselves and how their nurses saw 

them were therefore inaccessible. 

The theoretical perspective on which this exploration 

was based was perhaps the most crucial limitation. Disagree

ment with the theory would tend to effect disagreement with 

the results. 
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Strengths of the Study and 
Implications for Practitioners 

A major strength of this study, limitations not

withstanding, was that the adolescents rated themselves in 

reference to scales that they themselves generated, rather 

than on scales created by others. Their self-portrayals may 

therefore be more accurate than those based on other types of 

scales. 

Another strength of the study was its non-invasive 

nature. The adolescents were not asked to reveal personally 

sensitive material, yet considerable data were gathered on 

constructs they use to interpret feelings and feeling-laden 

situations. This technique, after extensive refinement, 

would therefore seem particularly useful to mental health 

practitioners working with adolescents who face life-

threatening illness. 

As was stated in the literature (see Chapter 1), some 

type of denial seems to be a strong component in the coping 

repertoire of adolescents with cancer. Direct questioning by 

a counselor or social worker may be extremely uncomfortable 

for an adolescent patient, or yield little useful informa

tion. This technique is not direct, yet minimizes assumption 

and inference about adolescent patients while providing 

information that can help the health care team meet their 

needs more effectively. 
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The study's attempt to elucidate individual expe

rience was a third strength. Copeland, writing about cancer 

from the child's perspective, stated "If we listen to the 

children, they will tell us what to do" (Copeland, Pfeffer-

baum, & Stovall, 1983, p.51). This study endeavored to 

listen without presuppositions based on the literature's 

treatment of adolescents with cancer as a homogeneous group. 

Yet it did so within a standardized framework, so that 

interindividual similarities would be as salient as 

inter individual differences. 

Perhaps the greatest strength of the study is that it 

provided the prototype for a clinically useful tool. For if 

the health care team is to meet the needs of the adolescent 

with cancer, it must know what those needs are. The discrep

ancies between nurses' ratings and those of each adolescent 

patient indicate the need for greater understanding of 

adolescents with cancer on the part of adults who care for 

them. 

The modification of repertory grid technique used in 

this study is extremely versatile, in that virtually any 

category of verbal or pictorial elements can be used to 

ascertain how an adolescent is interpreting a given type of 

experience. The process of personal construct elicitation in 

the clinical setting provides a vehicle for dialogue between 

adolescents with cancer and those who counsel them. After a 
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personal construct has been elicited using the procedure 

developed for this study, for example, the counselor/social 

worker can ask adolescents if they or she remember any 

experiences in which they felt or (whatever 

the poles might be). This may be less abrupt than direct 

questioning, and therefore easier for the adolescent. While 

the process takes some time to complete (approximately one 

hour) the ratio of useful information to time expended is 

high. 

Recommendations for Further Research 

This study has opened a door into an area for re

search; many topics for research, beyond the recommendations 

stated in the discussion of the study's limitations, may be 

pursued. A selection of suggested approaches pertinent to 

both male and female adolescents with cancer follows: 

1. It would be helpful to develop a separate set of 

approximately fifteen illustrations for each context: 

solitude; peers; and adults. In addition to the 

primary emotions as stated by Greenberg and Safran, 

secondary emotions such as guilt, despair, panic, and 

depression could be depicted (1987). These two steps 

would increase variety, thereby providing more oppor

tunity for participants to voice core constructs. 

2. Photographs could be developed for use as elements to 

increase face validity. 
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3. Participants could be asked to rate, not only 

themselves, but family members, in order to gather 

information on adolescent patients' personal con

struct based perceptions of their family. 

4. This technique was a departure from mainstream 

repertory grid technique, in that participants rated 

themselves, rather than the elements, on each scale. 

Future research could ask participants to rate the 

elements as well as themselves. Each participant's 

personal construct system could then be analyzed 

using the specialized statistical methods mentioned 

in Chapter 2. 

5. During the orientation procedure (in which the 

participant is asked to describe each element) the 

investigator could discuss with participants, after 

each element description, similar experiences they 

may have had. This would further ensure that the 

elements fell within the participant's range of 

convenience. 

6. Personal constructs of parents and older siblings 

could be elicited, together with those of the 

adolescent patient. Each individual in the family 

could then rate the others in reference to each 

family member's own personal constructs. 
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7. Physicians could rate their patients in reference to 

their patients' personal constructs; doctors' re

sponses could be correlated with nurses' and parents' 

responses. This could both sensitize practitioners 

to the nature of each patient and provide information 

on biases adolescent patients confront in the adult 

world. 

Conclusion 

The investigator, in the role of graduate counseling 

intern at a pediatric oncology clinic, has been personally 

touched by the adolescent patients' struggle to develop and 

maintain selfhood in the face of painful, invasive treat

ments, physical disfigurement, and complete disruption of 

lifestyle. This project, growing out of a concern to attend 

to the individual experience of these young people, has been 

but a beginning. The investigator can state without quali

fication that one immediate outcome of the study has been a 

greater personal understanding of patients, and a greater 

caution in making assumptions about their feelings. 

Van Eys, writing of children with cancer, stated that 

"Abandonment is more threatening when you have neither 

experienced the trustworthiness nor are resigned to the 

untrustworthiness of those around you" (1983, p. 202). In 

writing of the role of the adult who cares for a child with 

cancer, he stated that "Eventually our truly cured children 
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must not be just survivors. They must learn that trust is 

necessary to survive intact and that trust is indeed 

available because we give it to them" (p. 203). 

This study was, in part, an attempt to build trust by 

approaching adolescent cancer patients without preconcep

tions, in order to learn about an aspect of their experience. 

Adolescents with cancer are indeed members of a patient 

group. Yet their individuality is evident. It is vital that 

mental health professionals nourish that individuality. 

Childhood cancer poses a chronic threat to life; it need not 

obscure the self. 
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APPENDIX A 

SET OF ILLUSTRATIONS (ELEMENTS) USED IN THE STUDY 
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Context Emotion 

Solitude Fear 

f 
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y7 
L 

V 
Context Emotion 

Solitude Anger 



Emotion 

Solitude Sadness 
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oeo 

Context Emotion 

Solitude Happiness 
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Context Emotion 

Solitude Hurt (the emotional experience 
of diminished self-worth) 



Context Emotion 

Peers Fear 
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Context Emotion 

Peers Anger 

¥ 



Emotion 

Sadness 



Context 

Peers 

Emotion 

Happiness 



114 

e 

Context Emotion 

Peers Hurt (the emotional experience 
of diminished self worth) 
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Context Emotion 

Adults Fear 

f 



Context Emotion 

Adults Anger 



Context Emotion 

Adults Sadness 



Emotion 

Adults Happiness 
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Emotion 

Adults Hurt (the emotional experience 
of diminished self-worth) 



APPENDIX B 

PATIENT ONE: PERSONAL CONSTRUCTS 
AND SELF-RATINGS 
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Patient One: Personal Constructs and Self-Ratings 
First Administration 

E I 
1. He's upset about bein' alone, : Being excited 

and he's upset about somebody 
dying 

I 2 3 4 $ 6 7 

L e 
2. Happy : Disappointed 

I 2 3* 4 5 6 7 

E I 
3. Holding something in : Letting it out 

I  2 3 4 ^ 5  6 7 

I  E 
4. Letting it out : Holding back 

I  2 3 4  ̂ 5  6 7 

E I_ 
5. Holding back : Letting it out 

yL 
I  2 3 4 5 6 7 

I  E  
6. Being happy : Trying to be happy 

I  2 3 ^ 5 6 7 
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E I 
7. Scared : Brave 

1 2 3 ^ 4 5 6 7 

L H 
8. Not mad : Can be mad 

I  2 3 $ 5 6 7 

-E I_ 
9. Holding back : Letting it out 

1 2 3 4 ^ 5 6 7 

I E 
10. Happy : Sad 

1 2 $ 4 5 6 7 

E I 
11. Sad : Happy 

1 2 3 4 ^ 6 7 

I E 
12. "Cool" : Embarrassed 

1 23 W 5 6 7 

E I_ 
13. Holding back : Letting it out 

1 2 3 4 ^ 5 6 7 
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I_ E 
14. Happy : Not happy 

I 2 3 ~̂4 5 6 7 
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Patient One: Second Administration 

E I 
1. Not happy : Happy 

I E 
2. Feeling good about yourself, : Disappointed 

like you've achieved something 

1  2  3  4  6  7  

E i_ 
3. Holding in something : Letting it out 

I  2  3  5  6  7  

I  E 
4. Happy : Sad 

1  2  < ?  4  5  6  7  

E I 
5. Sad : Happy 

1 2 3 4 A 5 6 1 

I E 
6. Feeling proud of yourself : Disappointed 

1  2  3  9  5  6  7  

E I_ 
7. Disappointed about a bad grade : Being proud of yourself 

1 2 ^ 4 5 6 7 
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I E 
8. Happy : Mad 

1 2 3 ^ 5 6 7 

E I_ 
9. Disappointed : Feeling good about yourself, happy 

I E 
10. Happy : Sad 

1 2  3 ^ 5 6 7  

E I 
11. Sad : Happy 

1 2 3 4 5" 6 7 

I  E  
12. Calm : Nervous 

1 2 ^  4  5  6  7  

E I_ 
13. Holding back feelings : Letting it out 

1 2 3 ^ 5 6 7 

L E 
14. Happy : Disappointed 

I i 3 4 5 6 7 



APPENDIX C 

PATIENT TWO: PERSONAL CONSTRUCTS 
AND SELF-RATINGS 
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Patient Two: Personal Constructs and Self-Ratings 
First Administrtion 

E I_ 
1. He's scared : Knowing what's gonna happen, knowing the 

outcome of the circumstances 

I  2  3  4  5  $ 6  7  

L E 
Knowing something good's : Worried something's gonna 
gonna happen : happen 

E I 
3. Mad : Satisfied 

I  2  3  4  5  ̂ 6  7  

I 
4. Satisfied with yourself, 

acting, doing, taking the 
initiative instead of 
having to react to the 
problem 

E 
: Disappointed, down on 
: himself, like a thinking 
: period 

I  $ 3 4 5 6 7 

E 
5. He's not satisfied with : 

himself, wants to change : 
things 

I_ 
Having things fall into 
place, being satisfied 

I  2 3 4 5  ̂ 6  7 
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I E 
Impressing someone, doing : Letting somebody down, 
good : yourself or someone else, 

not impressing anyone 

r* 

E I 
7. Disappointed with himself : Being positive and sure, 

isfied with himself and the 
end 

I  E 
8. Happy : Upset 

t-

E I_ 
9. Trying to be cool, afraid : Letting people know who you 

of letting people know how: are, not covering up your 
you really are : true feelings, not being 

materialistic 

1 2 3 4 *5 6 7 

I E 
10. Fit in, blend in, be : Being the outcast, being alone 

liked, belong 

1^ 2 3 4 5 6 7 

E I_ 
11. Afraid because he's : Being acknowledged, know that 

lonely, like he : people know you're there, talking 
needs someone : to people in conversation 

1 2 3 4 5 $ 7 
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L E 
12. Feeling good about : Being down on himself 

yourself and 
feeling positive 
all the time 

$ 2 3 4 5 6 7 

E I_ 
13. Being the center of attention : Like you're not there 

1 2 3^ 4 5 6 7 

I E 
14. Being content with how : Upset at how people are 

people are treating you : treating him, they're not 
treating him how he expects 
them to treat him, how he wants 
to be treated 

1 2 3 4 ^ 5  6 7 
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Patient Two: Second Administration 

E I_ 
1. Worried about what's gonna : Knowing the outcome, 

happen organized 

1 2 3 4 5 6 7 

I E 
2. Knowing the outcome, : Worried about what's gonna happen 

satisfied 

I  2 $ 4 5 6 7 

E I 
3. Disappointed : Not let down, someone keeping their 

promise, doing the best you can 

I  2 3 4 5 $ 7 

I E 
4. Being happy about what : Mad, wanting to do something 

happened : about it 

E I_ 
Disappointed : Being sure of yourself, liking what's 

gonna happen, knowing you're gonna do 
good, or do your best 

I E 
6. Wanting to be there, liking : Not wanting to be in the 

where you're at and what : situation 
you're doing 

_ _ ^ _ _ _ -



131 

E I 
7. Embarrassed, disappointed : Feeling wanted, to fit in, 

with himself : like everybody else 

I_ E 
8. Being liked and fitting in : Wanting to be wanted and 

liked, wanting to fit in 

E I_ 
Not trusting yourself, not : Liking yourself, doing your 
liking your work and what : best all the time, accepting 
you do : your mistakes 

10. Feeling like you're one of the 
crowd, liking your friends and 
who you hang around, not 
thinking you're lonely all the 
time 

Alone, being the 
outcast, lonely, like 
everyone's against you 

* 

11. Lonely, wanting to be the baby, 
wanting people to have 
attention on you 

Being loved and 
noticed 
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I E 
12. Being who the other people want : Being yourself 

you to be, just be liked, trying 
to fit in 

I 2 3 4 5 6 7 

E I 
13. Being the center of attention : Not even be noticed at 

that you like : all 

r* 

I E 
14. Being liked, having all : Outcast, lonely, not having 

the attention you need : enough attention 

I 2 3^ 4 5 6 7 



APPENDIX D 

PATIENT THREE: PERSONAL CONSTRUCTS 
AND SELF-RATINGS 
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Patient Three: Personal Constructs and Self Ratings 
First Administration 

E i 
Doesn't want to be feeling : Wanting to feel relaxed 
nervous and scared 

$ 2 3 4 5 6 7 

I  E 
Tensed up : More relaxed 

I  2 3 4 ^ 5  6 7 

E I_ 
More relaxed : Angry 

I  2 3 4 ^ 6 7 

I_ E 
Cheerful : Disappointed 

1  2 X 3  4  5  6  7  

E 
Not wanting to admit that 
he doesn't want to do 
something 

I_ 
: He knows that he's prepared 

I 2 X 3  4  5  6 7 

I_ E 
Prepared : Not prepared 
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E I_ 
7. Embarrassed : Joyful 

1 2 3^ 4 5 6 7 

I_ E 
8. Being happy : Disappointed 

1 3 4 5 6 7 

E I 
9. Sad : Happy 

I 2 3 4 5 *~6 7 

L H 
10. Feeling emotional : Not feeling real emotional 

I 2 3 $ 5 6 7 

E I_ 
11. Happy : Nervous 

I 2 3 4 ^ 6 7 

I E 
12. Joyful : Embarrassed 

I 2 3 4 ~̂5 6 7 

E l_ 
13. He feels kind of wanting : Staying and having a good time 

to just leave 

1 2 3 ^ 4 5 6 7 
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L 5. 
14. Feel like you belong : Feeling out of place 

1 2 3 ¥ 5 6 7 



I 
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Patient Three: Second Administration 

E I 
1. Tensed up : Relaxed 

L 5. 
2. Not so tensed up : More relaxed 

E I 
3. Doesn't feel like he wants : Wanting to throw something 

to pick something up and : at the waall 
throw it against the wall 

I 2 3 4 $ 6 7 

I E 
4. Being happy and cheerful : Crying 

E l_ 
5. Upset : Being relaxed 

I 2 3 4 ~̂5 6 7 

I E 
6. Happy : Upset 

I 2 3 ^4 5 6 7 

i 
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E I 
7. Scared of flunking, : Glad, proud of yourself to take 

taking the report : home the report card 
card home 

I_ E 
8. Be in a good mood : Embarrassed 

E I 
9. Not wanting to be doing : Wanting to be doing 

something bad, or sad, or : something good 
wrong 

I E 
10. Not feeling emotional : Feeling real emotional 

-*r 

E I_ 
11. Enjoying yourself : Having a hard time 

i 5 ? I KT fi : 

I E 
12. Feeling good about yourself : Embarrassed 

1 7 5 5 6 7 
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E I_ 
13. Wanting to get up and leave : Wanting to stay and have 

good time 

I E 
14. About 10% enjoying yourself : About 75-80% enjoying 

yourself 

12 3 4 5 ~̂~6 7 



APPENDIX E 

NURSES' AND SELF-RATINGS OF EACH PATIENT, 
BY ITEM 
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N4 

N5 

N6 

N7 

N4 

N5 

N6 

N7 

Nurses and Self-Ratings of Patient 1 
First Administration 

Trying to be happy : Being happy 

I 2 3 4 5 $ 7 

I 2 3 4 5^ 6 7 

2 3 4 5 6 7 

* 
Pt. 1 Being happy : Trying to be happy 

1 2 3 $ 5 6 7 

Nurses* and Self-Ratings of Patient 1 
First Administration 

Happy : Disappointed 

1 X~2 3 4 5 6 7 

1 2 3 4^ 5 6 7 

1 2 3 4 5^ 6 7 

1 2 ^ 4 5 6 7 

Pt. 1 Happy : Disappointed 

"i o tX  Z r c 
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N4 

N6 

N7 

N5 

Nurses and Self-Ratings of Patient 1 
First Administration 

Can be mad : Not mad 

1^ 2 3 4 5 6 7 

1 2 $ 4 5 6 7 

1 2 3 4 5 $ 7 

I 2 ? 4 5 6 7 

Pt. 1 Not mad : Can be mad 

I 2 3 26 5 6 

N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 1 
First Administration 

Embarrassed : "Cool" 

1  2  3  4  ^ 6 7  

1 2 3 4 5^ 6 7 

1 2 ^5 4 5 6 7 

1 2 3 4 5 ^ 7 

Pt. 1 "Cool" : Embarrassed 

1 2 3 ^ 5 6 
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Nurses' and Self-Ratings of Patient 1 
First Administration 

Sad : Happy 
N4 

N5 

1 2 3 4 

y 

5 7 

N6 

1 2 3 

V 

$ 5 6 7 

N7 

1 2 ^3 4 5 

V 

6 7 

1 2 3 4 ^5 6 7 

•—
i 

-P Oh 

Happy 

Y 

: Sad 

Nurses' and Self-Ratings of Patient 1 
First Administration 

Brave : Scared 
N4 sj 

1 2 

y 

3 4 5 6 > 7 

1 Z* 3 4 5 

y 

6 7 

1 2 

Y 

3 4 6 7 

1 /k 3 

Scared 

v 

4 

• 
i 

5 

Brave 

6 7 

1 2 3 * 4 5 6 7 
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N4 

N5 

N6 

N7 

N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 1 
First Administration 

Letting it out : Holding back 

1 2 3 4^ 5 6 7 

1 2 3 4 5 6~K 7 

* 1 2 3 4T\ 5 6 7 

1 2 ^ 4 5 6 7 

Pt. 1 Letting it out : Holding back 

1 2 3 4 5 6 

Nurses' and Self-Ratings of Patient 1 
First Administration 

Happy : Not happy 

1 2 3 4̂ ( 5 6 7 

I 2 3 ^ 5 6 7 

T 2 3 4 ^ 6 7 

1 2 ^ 4 5 6 7 

Pt. 1 Happy : Not happy 

1 2 3 Xl 5 6~ 



Nurses' and Self-Ratings of Patient 1 
Second Administration 

Feeling good about yourself, : Disappointed 
like you've achieved some
thing 
N4 

N5 

N6 

N7 

1 2 ^ 4 5 6 7 

I 2 3 ^ 5 6 7 

1 2 3 4 /6 6 7 £ 
1 2 # 4 5 6 7 

Pt. 1 Feeling good about : Disappointed 
yourself, like 
you've achieved 
something 

* 6 

Nurses' and Self-Ratings of Patient 1 
Second Administration 

N4 

N5 

N6 

N7 

Letting it out : Holding back feelings 

1 2 3 4 5 % 

1 2 3 4 5 

1 2 3 4 )t 

* 
Pt. 1 Holding back feelings : Letting it ou 

1 2 3 ^ 5 6 
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N4 

N5 

N6 

N7 

Nurses" and Self-Ratings of Patient 1 
Second Administration 

Happy : Mad 

1 ^ 3 4 5 6 7 

1 2 3 ^ 5 6 7 

I 2 3 4 ^ 6 7 

1 2 ^ 4 5 6 7 

Pt. 1 Happy : Mad 

1 2 3 K 5 T 

N4 

N5 

N6 

N7 

Nurses" and Self-Ratings of Patient 1 
Second Administration 

Disappointed : Happy 

1 2 3 4 5 X"6 7 

1 2 3 X 5 6 7 

* 2 A 4 5 6 

Pt. 1 Happy : Disappointed 

1 ji 3 4 5 6 
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N4 

N5 

N6 

N7 

Pt. 1 

N4 

N5 

N6 

N7 

Nurses and Self-Ratings of Patient 1 
Second Administration 

Happy 
y 

: Sad 

1 2 A 3 4 5 

v 

6 7 

1 2 3 4 & 

V 

6 7 

1 2 3 

V 

4 6 7 

1 2 A 3 

Happy 

V 

4 5 

: Sad 

6 7 

Nurses' and Self-Ratings of Patient 1 
Second Administration 

Calm : Nervous 

1 2 3 4 *5 6 7 

1 2 3X 4 5 6 7 

1 2 3 ¥ 5 6 7 

1 5 T"̂  A R fi 7 

Pt. 1 Calm : Nervous 

1 2 ^ 4 5 6" 
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Nurses' and Self-Ratings of Patient 1 
Second Administration 

N4 
Holding in something : Letting it out 

1 2 A 4 5 6 7 

N5 Y 
1 & 3 4 5 6 7 

N6 V 
1 2 & 4 5 6 7 

Pt. 1 Holding in something : Letting it out 

I 2 3 ^ 5 6 

Nurses' and Self-Ratings of Patient 1 
Second Administration 

Not happy : Happy 

I 2 3 4 5 7 

1 2 3 K 5 6 7 

1 2 3^ 4 5 6 7 

1  2  3  4  5 X 6  7  

Not happy : Happy 

1 2 3 4 ^5 6 7 

N4 

N5 

N6 

N7 

Pt. 1 
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N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 1 
Second Administration 

Disappointed about : Proud of yourself 
a bad grade 

* 1 2 3 4 # 6 7 

1  2  3  4 X 5  6  7  

I  2  3  4  ^  6  7  

1  2  3  4  T  *—7 

Pt. 1 Disappointed about a : Being proud of yourself 
bad grade 

N4 

N5 

N6 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Scared : Knowing what's going to 
happen, knowing the outcome 
of the circumstances 

J 2 ¥• 4 5 6 7 

1 2 3 4 5 6^ 7 

1 2 4 5 6 7 

Pt. 2 He's scared : Knowing what's gonna happen, 
knowing the outcome of the 
circumstances 
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Nurses" and Self-Ratings of Patient 2 
First Administration 

Knowing something good's : Worried something's going to 
going to happen happen 

N4 y 
1 2 3 4 5 $ 7 

N5 V 
1 2 3 4 & 6 7 

N6 

Pt. 2 Knowing something : Worried something's gonna 
good's gonna happen 
happen 

1 2 3 4 X~5 6 7 

N4 

N5 

N6 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Satisfied with self : Disappointed, down on self 

1 2 3 5 5 6 7 

* 5 

Pt. 2 Satisfied with yourself,: Disappointed, down on him-
acting, doing, taking self, like a thinking period 
the initiative instead 
of having to react to 
the problem 

1 ^ 3 4 5 6 7 
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N4 

N5 

N6 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Impressing someone : Letting somebody down 

"T̂  2 3 4 5 6 7 

1 2 3 4 5 $ 7 

2 3 4 % 6 

Pt. 2" Impressing someone, : Letting somebody down, 
doing good yourself or someone else, 

not impressing anyone 

T~X~ 

N4 

N5 

N6 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Fitting in : Being the outcast, 
being alone 

* 
5 6 

3—r 

Pt. 2 Fit in, blend in, be : Being the outcast, being 
liked, belong alone 

1 7* 2 3 4 5 6 7 
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N4 

N5 

N6 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Feeling good about self : Down on self 

1 2 4 5 6 7 

4 5 6" 

~~3 4  ̂ r 

Pt. 2 Feeling good about : Being down on himself 
yourself and feel
ing positive all 
the time 

*• 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Upset with how people : Content with how people 
are treating you are treating you 

N4 V 
1 2 3 4A 5 6 7 

N5 V 
1 2 3 4 5 £ 7 

N6 y 
1 : 2 3 3 5 6 7 

Pt. 2 Being content with how : Upset at how people are 
people are treating treating him, they're riot 
you treating him how he expects 

them to treat him, how he 
wants to be treated 
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N4 

N5 

N6 

Nurses" and Self-Ratings of Patient 2 
First Administration 

Afraid of letting people : Letting people know who you 
know how you really are are, not covering up your 

true feelings, not being 
materialistic 

1 2 3 4 5 ^ 7 

1 2 3 5 6 7 

1 2 ^ 4 5 6 7 

Pt. 2 Trying to be cool, : Letting people know who 
afraid of letting you are, not covering up 
people know how you your true feelings, not 
really are being materialistic 

1 2 3 4 )̂ 5 6 7 

Nurses" and Self-Ratings of Patient 2 
First Administration 

Mad : Satisfied 
N4 V 

N5 

1 2 3 4/\ 5 

v 

6 7 

N6 

1 2 3 

V 

4^ 5 6 7 

1 2 3f\ 4 5 6 7 

Pt. 2 Mad : Satisfied 
V 



N4 

N5 

N6 

Nurses and Self-Ratings of Patient 2 
First Administration 

Being the center : Like you're not there 
of attention 

1 2 3 /» 4 5 6 7 

1 2 3 5 6 7 

* 1 2 3 A 5 6 7 

Pt. 2 Being the center of : Like you're not there 
attention 

154 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Disappointed with self : Being positive & sure, 
satisfied with self & the 
end result 

N4 V 
1 2 3 4 $ 6 7 

N5 
12 3 4 

N6 

Pt. 2 Disappointed with : Being positive and sure, 
himself satisfied with himself and 

the end result 

1 2 3 4 5 ^ 7 
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N4 

N5 

N6 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Not satisfied with self, : Having things fall into 
wanting to change things place, being satisfied 

_ _ _ _ _ _ 

1 2 3 5 6 7 

1 2 3^ 4 5 6 7 

Pt. 2 He's not satisfied with : Having things fall into 
himself, wants to place, being satisfied 
change things 

I 2 3 4 5~̂ ~6 7 

N4 

N5 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Happy : Upset 

I 2 $ 4 5 6 7 

Pt. 2 Happy : Upset 

?£ 2 3 4 5 6 1 
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N4 

N5 

N6 

Nurses' and Self-Ratings of Patient 2 
First Administration 

Afraid : Being acknowledged 

1 2 4 5 6 7 

1 2 3 4 $5 6 7 

I 2 ^ 4 5 6 7 

Pt. 2 Afraid because he's : Being acknowledged, know that 
lonely, like he people know you're there, 
needs someone talking to people in conver

sation 

* 

N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 2 
Second Administration 

Being liked, having all : Outcast, lonely, not having 
the attention you need enough attention 

1 ^ 3 4 5 6 7 

1 2 3^ 4 5 6 7 

1 )i 3 4 5 6 7 

1 5 Z 5 fi 7 

Pt. 2 Being liked, having all : Outcast, lonely, not having 
the attention you need enough attention 

1 2 3 X~4 5 6 7 
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Nurses' and Self-Ratings of Patient 2 
Second Administration 

Not trusting yourself, not : Liking yourself, doing your 
liking your work and what best all the time, accepting 
you do your mistakes 

N4 \J 
1 2 3 4 A 6 7 

N5 
1 2 3 4 5 6 7 * 

N6 
1 2 3 4 6 7 

N7 V 
1 2 3 4 5 A 6 7 

Pt. 2 Not trusting yourself, : Liking yourself, doing your 
not liking your work best all the time, accepting 
and what you do your mistakes 

1 2 3 4 5 6 

Nurses' and Self-Ratings of Patient 2 
Second Administration 

Embarrassed, disappointed : Feeling wanted, to fit in, 
with self be like everybody else 

N4 V 
1 2 3 4 A5 6 7 

N5 
12 3 

N6 
12 3 

N7 

1 ^ 6 7 

"4 ^ 6 7 

4 5 7 

Pt. 2 Embarrassed, : Feeling wanted, to fit in, 
disappointed like everybody else 
with himself 

1 2 3 4 5 X"6 7 
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N4 

N5 

N6 

N7 

Nurses" and Self-Ratings of Patient 2 
Second Administration 

Worried about what's : Knowing the outcome, 
going to happen organized 

3 

4 

* 5 

"fcr 

Pt. 2 Worried about what's : Knowing the outcome, 
going to happen organized 

1 2 3 X~4 5 6 7 

N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 2 
Second Administration 

Lonely, wanting to be the : Being loved and noticed 
baby, wanting people to 
have attention on you 

"5 )(T 

1—1T 

6 

"Xir 

Pt. 2 Lonely, wanting to be : Being loved and noticed 
the baby, wanting 
people to have 
attention on you 
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N4 

N5 

N6 

N7 

N4 

N5 

N6 

N7 

Nurses and Self-Ratings of Patient 2 
Second Administration 

Not even be noticed : Being the center of atten-
at all tion that you like 

1 2 3 4 6 7 

1 2 3 4 ^ 6 7 

1 2 3 ^ 5 6 7 

1 2 3 4 Ŝ ~5 6 7 

Pt. 2 Being the center of : Not even be noticed at all 
attention that you 
like 

t-* 2 3 4 5 6 7 

Nurses" and Self-Ratings of Patient 2 
Second Administration 

Disappointed : Being sure of yourself, 
liking what's going to 
happen, knowing you're 
going to do good or do 
your best 

1-

3 4 

T 

5 

* 

5 6 

Pt. 2 Disappointed : Being sure of yourself, 
liking what's gonna happen, 
knowing you're gonna do good, 
or do your best 

* 
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Nurses' and Self-Ratings of Patient 2 
Second Administration 

N4 

N5 

N6 

Feeling like you're one of 
the crowd, liking your 
friends and who you hang 
around, not thinking 
you're lonely all the time 

1 2 $ 

Alone, being the outcast, 
lonely, like everyone's 
against you 

2 

* 

N7 

Pt 2 Feeling like you're one 
of the crowd, liking 
your friends and who 
you hang around, not 
thinking you're lonely 
all the time 

Alone, being the outcast, 
lonely, like everyone's 
against you 

N4 

N5 

N6 

N7 

Pt. 2 

Nurses' and Self-Ratings of Patient 2 
Second Administration 

Being liked and : Wanting to be wanted and 
fitting in liked, wanting to fit in 

1 2 4 5 6 

if 

1 2 9 4 5 6 
Being liked and : Wanting to be 
fitting in liked, wanting 

•* 

wanted and 
to fit in 
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N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 2 
Second Administration 

Being happy about : Mad, wanting to do 
what happened something about it 

I 2  3  4 X 5  6  7  

1 2 rX 4 5 6 7 

1 2 4 5 6 7 

I  2 3 4 5  / ^ 6  7 

Pt. 2 Being happy about what : Mad, wanting to do some-
happened thing about it 

N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 2 
Second Administration 

Knowing the outcome, : Worried about what's 
satisfied going to happen 

1  2  3  4  5  6 X 7  

1  2  3 X 4  5  6  7  

1 2 3 4 5 ^ 7 

1  2  3  4  5 X 6  7  

Pt. 2 Knowing the outcome, : Worried about what's gonna 
satisfied happen 
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N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 2 
Second Administration 

Being yourself : Being who the other 
people want you to be, 
just be liked, trying 
to fit in 

1 2 3 X~4 5 6 7 

1 2 ^ 4 5 6 7 

12 3 

I  2  ) f e ~  

Pt. 2 Being who the other : Being yourself 
people want you to 
be, just be liked, 
trying to fit in 

_ _ _ _ - _ 

Nurses' and Self-Ratings of Patient 2 
Second Administration 

Wanting to be there, lik- : Not wanting to be in the 
ing where you're at and situation 
what you're doing 

N4 y 
1 2 3 4 5 j£ 7 

N5 
12 3 4 

N6 
12 3 4 

N7 

6~ 

"5 *• 

Pt. 2 Wanting to be there, : Not wanting to be in 
liking where you're the situation 
at and what you're 
doing 

T 



N4 

N5 

N6 

N7 
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Nurses' and Self-Ratings of Patient 2 
Second Administration 

Disappointed : Not let down, someone keeping 
their promise, doing the best 
you can 

•*" 

-£• 

& 

Pt. 2 Disappointed : Not let down, someone 
keeping their promise, 
doing the best you can 

Nurses' and Self-Ratings of Patient 3 
First Administration 

More relaxed : Tensed up 
N4 v 

1 2 3 4 5 & 1 

1 2 3 4 § 6 7 

1 2 3 4 6 7 

1 2 3 4 5 * 6 7 

Tensed up : More 

v 

relaxed 

1 2 3 4 **5 6 7 
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N4 

N5 

N6 

N7 

Nurses* and Self-Ratings of Patient 3 
First Administration 

Cheerful : Disappointed 

1 2 3 4 ? 6 7 

Pt. 3 Cheerful : Disappointed 

"l 5 ^ T I R fi 

N4 

N5 

N6 

N7 

Nurses* and Self-Ratings of Patient 3 
First Administration 

Not wanting to be feel- : Wanting to feel relaxed 
ing nervous and scared 

1 2 3* 4 5 6 7 

I 2 $ 4 5 6 7 

1 2 3 4 5 ^ 7 

Pt. 3 Doesn't want to be : Wanting to feel relaxed 
feeling nervous 
and scared 



I 

N4 

N5 

N6 

N7 

Pt. 3 

N4 

N5 

N6 

N7 

Pt. 3 
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Nurses' and Self-Ratings of Patient 3 
First Administration 

Angry : More relaxed 

1 2 *5 4 

V 

5 6 7 

1 2 3 A4 5 6 7 

1 2 % 4 

V 

5 6 7 

1 2 3 a4 5 6 7 

More relaxed : Angry 

1 2 3 4 $ 6 7 

Nurses' and Self-Ratings of Patient 3 
First Administration 

Happy : Disappointed 

1 2 3 4 

y 

^ 5 6 7 

1 2 3 *4 5 

y 

6 7 

1 2 3 4 £ 6 7 

1 2 3 a4 5 6 7 

Being 

Y 

happy : Disappointed 

1 2 3 4 5 6 7 
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Nurses' and Self-Ratings of Patient 3 
First Administration 

Not^wanting to admit you : Knowing that you're prepared 
don't want to do some
thing 

N4 
1 2 /x 3 4 5 6 7 

N5 V 
1 2 *3 4 5 6 7 

N6 
1 2 £ 4 5 6 7 

N7 
1 2 3 4 5^ 6 7 

Pt. 3 Not wanting to admit : He knows that he's prepared 
that he doesn't want 
to do something 

1 2^ 3 4 5 6 7 

Nurses' and Self-Ratings of Patient 3 
First Administration 

Prepared : Not prepared 
N4 v/ 

1 2 3 A 4 5 6 7 

N5 V 
1 2 3 ^ 5 6 7 

N6 v 
1 2 5? 4 5 6 7 

N7 j/ 
1 2 **3 4 5 6 7 

Pt. 3 Prepared : Not prepared 

1 2 3 4 ¥ 6 7 

r 
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N4 

N5 

N6 

N7 

N4 

N5 

N6 

N7 

Nurses" and Self-Ratings of Patient 3 
First Administration 

Sad : Happy 

I 2 3 ~̂4 5 6 7 

I 2 3 4̂  5 6 7 

Pt. 3 Sad : Happy 

5 

Nurses" and Self-Ratings of Patient 3 
First Administration 

Nervous : Happy 

1 2 $ 4 5 6 7 

* 

Pt. 3 Happy : Nervous 

1 2 3 4 § T 
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N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 3 
First Administration 

Feeling out of place : Feeling like you belong 

1 ^ 3 4 5 6 7 

Pt. 3 Feel like you belong : Feeling out of place 

1 2 3 $ 5 6 7 

Nurses' and Self-Ratings of Patient 3 
First Administration 

N4 
Feeling emotional Not feeling real emotional 

1 2 £ 4 5 6 7 

N5 V 
1 2 3 4 6 7 

N6 Y 
1 2 4 5 6 7 

N7 y 
1 2 3 4 A 5 6 7 

Pt. 3 Feeling emotional 
y 

Not feeling real emotional 

1 2 3 5 6 7 
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Nurses" and Self-Ratings of Patient 3 
First Administration 

Embarrassed : Joyful 
N4 w 

N5 

1 2 3 '4* 

y 

5 6 7 

N6 

1 2 3 '4" 

v 

5 6 7 

N7 

1 2 *3 4 

v 

5 6 7 

1 2 3 a4 5 6 7 

Pt. 3 Embarrassed : 

V 

Joyful 

1 2 3^ 4 5 6 7 

N4 

N5 

N6 

N7 

Nurses" and Self-Ratings of Patient 3 
First Administration 

Staying and having : Wanting to just leave 
a good time 

6 ~̂ 7 

I 2 3 4 5  ̂ 7 

I 2 3 4 $ 6 7 

1 2 3 4 5̂  6 7 

Pt. 3 He feels kind of : Staying and having a good 
wanting to just time 
leave 

1 2 3 ^~4 5 6 7 
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Nurses' and Self-Ratings of Patient 3 
Second Administration 

Not feeling like you want : Wanting to throw some-
to throw something thing at the wall 
against the wall 

N4 v 
1 2 3 P 5 6 7 

N5 v/ 
1 2 3 4 6 7 

N6 v/ 
1 2 3* 4 5 6 7 

N7 v; 
1 2 3 4 5 A 6 7 

Pt. 3 Doesn't feel like he : Wanting to throw something 
wants to pick some- at the wall 
thing up and throw 
it against the wall 

1 2 3 4 ^ 6 7 

Nurses' and Self-Ratings of Patient 3 
Second Administration 

Crying : Being happy and cheerful 

2 3 4 $ § 7 

2 3 $ 5 6 7 

2 3 5 6 7 

2 3 4 ^5 6 7 

1 

N5 _ 
1 

N7 _ 
1 

N6 

Pt. 3 Being happy and : Crying 
cheerful 
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N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 3 
Second Administration 

Wanting to be doing : Not wanting to be doing 
something good something bad, or sad, or 

wrong 

1 2 3 4 ^5 6 7 

1 2 $ 4 5 6 7 

Pt. 3 Not wanting to be doing : Wanting to be doing 
something bad, or sad, something good 
or wrong 

N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 3 
Second Administration 

Wanting to stay and : Wanting to get up and leave 
have a good time 

#• 

#• 

Pt. 3 Wanting to get up and : Wanting to stay and have 
leave a good time 
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Nurses' and Self-Ratings of Patient 3 
Second Administration 

Glad, proud of yourself to : Scared of flunking, of tak-
take home the report card ing the report card home 

N4 vZ 
1 2 ^ 4 5 A 6 7 

N5 v ; 
1 2 3 % 5 6 7 

N6 V 
1 2 3 4 75 6 7 

N7 
I 2% 3 4 5 6 7 

Pt. 3 Scared of flunking, : Glad, proud of yourself 
taking the report to take home the report 
card home card 

1 2 3 4 5 6 7» 7 

N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 3 
Second Administration 

Enjoying self : Having a hard time 

I 2 3 4~̂  5 6 7 

1 2 3 4 6 7 

I 2 3 4  ̂ 6 7 

I 2 fe 4 5 6 7 

Pt. 3 Enjoying yourself : Having a hard time 

1 2 3 4 $5 6 7 
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Nurses' and Self-Ratings of Patient 3 
Second Administration 

Being relaxed : Upset 
N4 v 

1 2 3 4> 5 

y 

6 7 

1 2 3 4' 5 6 7 

1 2 3 4 'S 6 7 

1 2 4 5 6 7 

Upset : Being 

V 

relaxed 

1 2 3 4 6 7 

N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 3 
Second Administration 

In a good mood : Embarrassed 

1 2 3~̂  4 5 6 7 

1 2 3 4 $ 6 7 

1 2 3 $ 5 6 7 

1 2 ^3 4 5 6 7 

Pt. 3 Be in a good mood : Embarrassed 

1 2 3 4 ^ 6 
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Nurses' and Self-Ratings of Patient 3 
Second Administration 

About 10% enjoying yourself : About 75%-80% enjoying 
yourself 

N4 * 
I 2 3 4 756 7 

N5 y, 
I 2 5 4 5 6 7 

N6 v 
I 2 5 4 5 6 7 

N7 r 

1 2 3 4 5 # 7 

Pt. 3 About 10% enjoying : About 75%-80% enjoying 
yourself yourself 

1 2 3 4 5 %~6 7 

Nurses' and Self-Ratings of Patient 3 
Second Administration 

N4 
Tensed up : Relaxed 

1 2 £ 4 5 6 7 

N5 jf 
1 2 3 4 5 6 7 

N6 
1 2 $ 4 5 6 7 

N7 
1 2 3 4 5 6 7 

Pt. 3 Tensed up 
y 
Relaxed 

1 2 3 4' 5 6 7 
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N4 

N5 

N6 

N7 

Nurses* and Self-Ratings of Patient 3 
Second Administration 

Embarrassed : Feeling good about yourself 

4 /% 5 

1 2 ^ 4 5 6 7 

1 2 3 4 6 7 

Pt. 3 Feeling good about : Embarrassed 
yourself 

"i 5 ^ r S 

Nurses" and Self-Ratings of Patient 3 
Second Administration 

Upset : Happy 
N4 

N5 

N6 

N7 

Pt. 3 Happy : Upset 

1 2 3 ^4 5 6" 
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N4 

N5 

N6 

N7 

Nurses' and Self-Ratings of Patient 3 
Second Administration 

Not feeling emotional : Feeling real emotional 

1 2 3 4 ^ 6 7 

1 2 $ 4 5 6 7 

1 2 3 4 5 & 7 

Pt. 3 Not feeling emotional : Feeling real emotional 

1 2 3 4 ^ 6 7 

Nurses' and Self-Ratings of Patient 3 
Second Administration 

Not so tensed up : More relaxed 
N4 v 

I 2 3 7̂ 1 5 6 7 

N5 v 
1 2 4 5 6 7 

N6 v, 
1 2 3 W 5 6 7 

N7 ^ 

Pt. 3 Not so tensed up : More relaxed 

1 2 3 ^4 5 6 7 
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APPENDIX F 

FIRST SEMANTIC DIFFERENTIAL INSTRUMENT 
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Patient: 

1. L'pset Excited 

2. 
1 

More relaxed 
2 3 5 6 7 

Tensed up 

3. 
1 

Scared 
2 3 5 6 7 

Knowins what's going to 
1 2 3 5 6 7 happen, knowing the outcome 

of the circuBstances 

4. Cheerful Disappointed 

5. 
1 

Holding some
2 3 5 6 7 

Letting it out 
thing in 1 2 3 5 6 7 

6. Knowinil some Worried something's going to 
thing good's 1 
going to 
happen 

2 3 5 6 7 happen 

7 . TrvinR to be Being happy 
happy 1 2 3 5  6 7  

a .  Satisfied Disappointed, down on 
with self 1 2 3 5  6 7 sel f 

9 .  N'ot wanting to Wanting to feel relaxed 
be feeling ner-1 
vous & scared 

2 3 5  6 7 

1 0 .  Impressing Letting somebody down 
someone 1 2 3 5  6 7 

11. Angry More relaxed 
1 2 3 5  6 7 

12. Happy Disappointed 
1 2 3 5  6 7 

1 3 .  Not wanting to Knowing that you're 
admit you 1 
don't want to 
do something 

2 3 5  6 7 prepared 

14. Fitting in Being the outcast, being 
1 2 3 5 6 7 alone 

15. Can be mad Not nad 

16. 
1 

Feeling good 
2 3 5 6 7 

Down on self 
about self 1 2 3 5 6 7 

17. Embarrassed "Cool" 

IB. 
1 

Prepared 
2 3 5 6 7 

Not prepared 

19. 
1 

Sad 
2 3 5 6 7 

, Happy 

2 0 .  
1 

Brave 
2 3 5 6 7 

Scared 
1 2 3 5 6 7 
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Patient: 

Content with how people are 
people are 1 
treating you 

2 3 4 5 6 7 treating you 

22. Lettinff it out Holding back 

23. Afraid of let
2 3 4 5 6 7 

Letting people know who you 
ting people 1 
know how you 
really are 

2 3 4 5 6 7 are, not covering up your 
true feelings, not being 
materialistic 

24. Beina happy Disappointed 
1 2 3 4 5 6 7 

Disappointed 

25. Mad Satisfied 

26. 
1 

Nervous 
2 3 4 5 6 7 

Happy 

27. 
1 

Beins the cen
2 3 4 5 6 7 

Like you're not there 
ter of atten- 1 
tion 

2 3 4 5 6 7 

28. Feeline out of Feeling like you belong 
place 1 2 3 4 5 6 7 

29. Happy Not happy 

30. 
1 

Di sappointed 
2 3 4 5 6 7 

Being positive & sure, sat
with self 1 2 3 4 5 6 7 isfied with self k the end 

result 

31 . Feeline emo Not feeling real emotional 

tional 1 2 3 4 5 6 7 

32. Not satisfied Having things fall into 
with self, 1 
wanting to 
change things 

2 3 4 5 6 7 place, being satisfied 

33. Happy Upset 

34. 
1 

Embarrassed 
2 3 4 5 6 7 

Joyful 

35. 
1 

Stayine k 
2 3 4 5 6 7 

Wanting to just leave 
having a good 1 
time 

2 3 4 5 6 7 

36. Afraid Being acknowledged 
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SECOND SEMANTIC DIFFERENTIAL INSTRUMENT 



1S1 

Patient: 

1. Feeling good 
about your
self, like 
you've 
achieved some
thing 

2. Not feeling 
like you want 
to throw 
something 
against the 
wall 

3. Being liked, 
having all 
the atten
tion you need 

4. Crying 

5. Letting it 
out 

6. Not trusting 
yourself, not 
liking your 
work k what 
you do 

Disappointed 

1 2 

Wanting to throw something 
7 at the wall 

Outcast, lonely, not having 
7 enough attention 

Being happy i-cheerful 
1 2 3 4 5 6 7 

Holding back feelings 
1 2 3 4 5 6 7 

Liking yourself, doing your 
7 best all the time, accepting 

your mistakes 

Happy Mad 
1 2 3 4 5 6 7 

6. Embarrassed, Feeling wanted, to fit in, 
disappointed 
with self 

1 2 3 4 5 6 7 be like everybody else 

9. Wanting to be Not wanting to be doing 
doing some
thing good 

1 2 3 4 5 6 7 something bad, or sad, or 
or wrong 

10. Worried about Knowing the outcome, 
what's going 
to happen 

1 2 3 4 5 6 7 organized 

11. Wanting to Wanting to get up and leave 
stay & have a 
good time 

1 2 3 4 5 6 7 
Wanting to get up and leave 

12. Disappointed Happy 

13. Glad, proud 
1 2 3 4 5 6 7 

Scared of flunking, of 
of yourself 
to take home 
the report 
card 

1 2 3 4 5 6 7 taking the report card home 
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Patient; 

14. Lonely, 
wanting to be 1 
the baby, 
wanting people 
to have atten
tion on you 

15. Happy 

16. N'ot even be _ 
noticed at 1 
all 

17. Calm 

18. Enjoying self 

19. Holding in 
something 

20. Being relaxed 

21. Disappointed 

2 2 .  

23. 

24. 

In a good 
mood 

Not happy 

Feeling like 
you're one of 1 
the croud, 
liking your 
friends Sl 
who you hang 
around, not 
thinking 
you're lonely 
all the time 

25. 

2 6 .  

Disappointed 
about a bad 
grade 

Being liked 
it fitting in 

27. About 10* 
enjoying 
yourself 

28. Being happy 
about what 
happened 

Being loved 4 noticed 

1 2 3 4 5 6 7 

2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 i 

1 2 3 4 5 6 7 

1 2 3 4 5 6 i 

Sad 

_ Being the center of attention 
7 that you like 

NervouB 

Having a hard time 

Letting it out 

Upset 

Being sure of yourself, 
liking what's going to 
happen, knowing you're going 
to do good or do your best 

Embarrassed 

Happy 

Alone, being the outcast, 
lonely, like everyone's 
against you 

Proud of yourself 

Wanting to be wanted & 
7 liked, wanting to fit in 

About 75X-80* enjoying 
7 yourself 

Mad, wanting to do something 
7 about it 
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Patient: 

1 2 3 4 5 6 7 

30. Knowing the 
outcome, 
satisfied 

1 2 3 4 5 6 7 

31. Embarrassed 

32. Being your
1 2 3 4 5 6 7 

self 1 2 3 4 5 6 7 

33. Upset 

34. Wanting to be 
1 2 3 4 5 6 7 

there, liking 
where you're 
at & what 
you're doing 

1 2 3 4 5 6 7 

35. Sot feeling 
emotional 1 2 3 4 5 6 7 

36. Di sappointed Di sappointed 
1 2 3 4 5 6 7 

37. S'ot so tensed 
up 1 2 3 4 5 6 7 

Relaxed 

Worried about what's going 
to happen 

Feeling good about yourself 

Being who the other people 
want you to be, juBt be 
liked, trying to fit in 

Happy 

Not wanting to be in the 
7 situation 

Feeling real emotional 

Not let down, someone 
keeping their promise, 
the best you can 

More relaxed 
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