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ABSTRACT 

Spirituality has gained increasing attention by scientists for its importance in 

contributing to understanding human health experiences. The purpose of this study was 

to examine the relationships of spiritual, psychosocial, and physical correlates to well-

being and depression over the trajectory of breast cancer experience. Nursing theory, 

lifespan development, and chronic illness trajectory provided the conceptual framework 

for the study. 

A correlational, retrospective design was used allowing for collection of 

longitudinal data during a one-time measurement process. The sample consisted of 64 

women (constituting a 91% response rate) 60 years or older with Stage I, II, or III breast 

cancer, who had chemotherapy and/or radiation, and were 8 to 24 months post 

treatment. A set of questionnaires was used to obtain data over three phases of their 

breast cancer experience: Anticipatory; Therapy; and Survivor. 

For data analysis, it was determined that all instruments had adequate reliability 

and validity, and statistical assumptions were met. Multiple regression results indicated 

that two variables in particular (self-transcendence and symptom distress) were 

consistently significant in explaining well-being and depression (with explained variance 

ranging from 57% to 85%) across all three phases. Other variables (hope, spiritual 

perspective, social support) also contributed significantly to the explained variance 

across some phases. Repeated Measure ANOVA and post hoc tests indicated that the 

scores on several variables differed significantly depending upon the phase of illness. 

While symptom distress is often a primary concern of patient and nurse, it was 

concluded that spiritual variables are also important factors in experiences of well-being 

and depression across the trajectory of the illness. A second conclusion was that, as 
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with physical or social aspects, spirituality includes many dimensions of human 

experience and should be studied for the variety of spiritual factors that may be 

significant across the trajectory of illness. In this study, at least one or more different 

spiritual variables were significant in the regression equations for every phase of illness. 

Findings provided empirical evidence to refine and further develop a mid-range theory 

on how spirituality functions as an important resource for well-being within the context of 

other variables, across the breast cancer experience. 
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CHAPTER I 

STATEMENT OF THE PROBLEM 

Spirituality is often regarded as the inner essence of life, essential to overall well-

being. As such, spirituality may be a resource that sustains a sense of well-being within 

the context of chronic illness, and in particular, breast cancer. Nurses believe that well-

being exists within illness as well as in wellness (Newman, 1989; Moch, 1989). Why are 

there differences in the response to chronic illness? Why does one individual with the 

same chronic illness trajectory have major difficulties, suffering multiple complications or 

death, while others who appear more debilitated live and maintain independence and 

well-being (e.g. Anderson, 1995: Leidy & Haase, 1996; Larson, 1998)? Spirituality may 

play a pivotal role in well-being amidst the reality of chronic illness and breast cancer. 

Evidence from the investigator's thesis research indicated that there might be a 

difference in how spirituality relates to well-being and depression across the chronic 

illness experience (Larson, 1998). Unexpected findings suggested that during intense 

experiences of exacerbation, spirituality, as measured in that study, did not relate 

significantly with well-being. This present study builds upon the previous research to 

more closely examine the role of spirituality in well-being and depression in women over 

60 years of age with invasive breast cancer. Of particular interest is whether and what 

aspect of spirituality is significant to well-being and depression during diagnosis, 

treatment and the ongoing health/illness experiences of breast cancer. This temporal 

conceptualization of spirituality may generate new insights into the role of spirituality 

across the trajectory of the experience of breast cancer. 

The focus of this study, then, is the relationship of spirituality to well-being and 

depression in the context of other relevant variables across the trajectory of breast 
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cancer in women 60 years of age and over. Spirituality is the construct of interest in this 

research because it is a potentially significant variable that has been studied 

considerably less than have psychosocial and physical variables. The importance of 

spirituality, relative to physical and psychosocial factors across the trajectory of breast 

cancer, is not known. 

Background and Significance 

The U.S. population continues to age. In 2000, 12.4% of the population or nearly 

35 million persons were over 65 years of age (US Department of Health and Human 

Services: Administration on Aging [AoA], 2004). Based on the 2000 census, virtually 

20.6 million were women (AoA, 2002). By 2030 the elder population is estimated to 

reach 70 million. Upon reaching 65 years of age, women have a life expectancy of an 

additional 19.62 years. As individuals age, the rate of cancer incidence notably 

increases. In the past year, the incidence of breast cancer had a statistically significant 

increase. In a report Cancer Facts & Figures 2004 (CaFF), the American Cancer 

Society estimated 215,990 women would be newly diagnosed with breast cancer 

(American Cancer Society [ACS], 2004). This number Is up from the 211,300 estimated 

cases of breast cancer reported in Breast Cancer Facts & Figures (BrFF) 2003-2004 for 

the year 2003 (ACS, 2004). Of the 211, 300 new breast cancer cases, 115,700 will be 

invasive breast cancer in women over the age of 60. It was estimated that women 

between 50 and 59 years of age would comprise 48,700 new cases of invasive breast 

cancer in 2003. 

Cancer is the second leading cause of death for women over 65 years of age 

and older, regardless of ethnicity (Sahyoun, Lentzner, Hoyert, & Robinson, 2001). Over 

39,800 deaths for all ages are estimated from breast cancer in 2003 (ACS, BrFF, 2004). 
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Women, 60 years of age and older, were estimated to comprise 67.9% (27,000) of the 

39,800 deaths. And women between 50 and 59 years of age would account for 7,000 

more deaths from breast cancer in 2003 (ACS, BrFF). The latest figures from the ACS 

Cancer Facts and Figures (2004) suggest mortality for breast cancer will increase to 

40,110 in 2004. Early diagnosis and improved treatment modalities have decreased 

mortality due to breast cancer, particularly in younger women. Five-year survival rates 

for localized breast cancer have increased to 97% (ACS, CaFF), and the 20 year 

survival rates in 2003 were 52% (ACS, BrFF). Thus early stage breast cancer is no 

longer a death sentence for women; rather it is a chronic illness that requires continual 

monitoring and maintenance of chronic symptoms caused by toxic medical regimens. 

In addition, as women age, the number and severity of other chronic conditions 

increase. In 1997, among older persons between 65 and 74 years of age, 30% reported 

a limitation due to a chronic condition (AoA, 2002). Among adults over 75 years of age, 

50% report limitations due to chronic illnesses. Many older individuals have at least one 

chronic condition and many have several conditions. Declining health, physical function, 

and medical management necessitate major life changes and restructuring (Reed, 1987, 

1989). Research suggests that the changes that accompany chronic illness may result 

in anxiety and depression or chronic illness such as breast cancer may be catalysts for 

change and growth. Over the past quarter of a century, researchers have found that 

spirituality and spiritual resources are positively related to well-being and negatively 

related to depression among people with a variety of physical problems, including 

chronic conditions and breast cancer (Koenig, 1993; Reed, 1991a; Ferrell, Grant, Funk, 

Otis-Green, & Garcia, 1998). 
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Therefore it is proposed that spirituality may be an untapped resource for 

providing and maintaining well-being and minimizing depression in the chronically ill 

elder population, and in particular among older women with breast cancer. However, it 

is not understood if and how spirituality differs across different phases of chronic illness 

experience, and across different people with the same illness. 

Purpose 

The purpose of this study is to examine the relationships among spiritual, 

psychosocial, and physical correlates of well-being and how these relationships may 

change over the trajectory of breast cancer in women 60 years of age and older. 

Spirituality will be examined within the context of key psychosocial and physical 

variables generally known to relate to well-being and depression. It is of interest to 

determine whether spirituality, when controlling for other factors, differentially relates to 

well-being and depression over the course of breast cancer diagnosis, treatment and 

stability. A retrospective design, measuring variables at three different phases of the 

breast cancer experience at one data collection event, will provide data necessary to 

achieve this purpose. 

Conceptual Framework 

The conceptual framework for this study is derived from a nursing perspective of 

chronic illness that incorporates nursing philosophy and principles of lifespan 

development. Each view is an important dimension of the conceptual framework, 

development theory; and chronic illness trajectory theory. Figure 1 depicts these three 

dominant theoretical views: nursing philosophy; life span development theory; and 

chronic illness trajectory theory. Within the wheel, are variables representative of each 

of the three outer areas that formulate the frame work: the spiritual from the nursing 
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Life Span 
Development 

Theory 

Nursing 
Philosophy 

Emphasis 
on impact 
of context 
on change 

Spirituality 
as a 

Resource for 
Weil-Being 
Larson's 

Conceptual Model 

Focus on 
individual 
potential 
for growth 

Chronic Illness Trajectory 
Emphasis on physical 
& emotional change 

Figure 1. Theoretical Perspective's of Nursing Philosophy, Life Span Development 

Theory, Chronic Illness Trajectory Theory, Surrounding Larson's Conceptual Model 

philosophy, the psychosocial from the life span development theory, and the physical 

from the chronic illness trajectory theory. 

Nursing Philosophy 

The philosophical perspectives of nursing that guide the development of nursing 

knowledge and research explicate the nature of human organisms, the nature of the 

environment, and the interrelationship between the two (Fawcett, 1993; Munhall, 1989). 

Newman, Sime, and Corcoran-Perry (1991) delineated three worldviews of nursing 

research: particulate-deterministic; interactive-integrative; and unitary-transformative. 

Newman (1992) explained that the first word in each phrase describes the nature of the 

entity under study and the second describes how change occurs. In the particulate-

deterministic paradigm, Fawcett (1993), Newman (1992), and Newman et al. describe 



21 

human beings as definable, reducible, predictable, and measurable. Relationships are 

linear and causal, while change is predictable and can be controlled. In the interactive-

integrative paradigm, the authors suggest human beings are viewed as multidimensional 

and living within a context. Change occurs because of multiple antecedent factors and 

is probabilistic, and relationships are reciprocal. In the unitary-transformative 

perspective, humans are seen as unitary, self-organizing fields embedded in larger self-

organizing field and "identified by pattern and by interaction with the larger whole" 

(Newman et al.). Change is irreversible and unpredictable. 

This study derives its philosophical perspective from a blending of the interactive-

integrative and the unitary-transformative worldviews. The perspective conceptualizes 

individuals as evolving, and self-organizing, reality as multidimensional and contextual: 

and change as ongoing, irreversible, having the potential to be innovative and creative; 

and unpredictable because it occurs within a complexity of factors (i.e. environment, 

pivotal situations, and relationships). This philosophical perspective is compatible with 

nursing and life span development theory. 

Health crises are opportunities to extend the patterns of our lived experiences. 

Nursing theorists, such as Rogers (1990) and Reed (2003), described the human 

capacity to be creative and innovative, even in times of illness and crisis. Reed's (2003) 

theory of self-transcendence indicates that human beings facing vulnerability have the 

developmental capacity to transcend illness. Within this perspective, chronic illness, 

such as the experience of breast cancer, is viewed as a series of life crises around 

pivotal events in which there are spiritual and psychosocial resources that create 

potential for well being (Larson, 1998). "Health crises become contexts of potential 

growth and renewed well-being" (Larson, 1998, p. 13), an assumption that is compatible 
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with existing nursing theory. Therefore, despite breast cancer and the crises and 

limitations it poses, women have the capacity to expand the self, beyond the limits 

imposed by the situation. 

Life Span Developmental and Nursing Perspective 

Life span development theory (LSD) has been defined "as a set of interrelated 

ideas about the nature of human development and change" (Lerner, 1986, p. 142). A 

key idea of both life span development theory (e.g. Lerner; McCool & Susman, 1990) 

and nursing philosophy (e.g. Newman, 1989; Moch, 1989; Reed, 1992) is that there is 

dynamic, reciprocal interaction between individuals and their environment such that 

health crises become contexts of potential growth and renewed well-being throughout 

the life span. 

Baltes (1998) and Sugarman (1996) suggest seven propositions that provide a 

framework for understanding the life-span development perspective. Development (1) is 

a life-long process, (2) is multidimensional and multidirectional, (3) involves loss as well 

as gain, (4) shows plasticity, (5) is historically and culturally embedded, (6) is an 

outcome of individual-environment transactions, and (7) is a multidisciplinary concept 

(Sugarman, pp. 294-297). In addition, Baltes, Reese, and Lipsett (1980) described three 

patterns that influence human development and well-being: normative-age-graded 

events and history-graded normative events. The third pattern, non-normative events, is 

major life events that occur "off-time," and upset the sequence and rhythm of the life 

cycle (Neugarten, 1977, p. 45). Breast cancer may be seen as a non-normative event, a 

crisis with the potential to contribute to developmental change and growth (Eddy, Pierre, 

& Alles, 1982; Vogel, 1995), enhancing and/ or maintaining well-being and minimizing 

depression during othenwise disruptive life events. 
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A key idea of relevance to this study, and one that embraces several of these 

principles, is that change is ongoing, an inherent product of the dynamic process of 

person and environment and the person's potential for change. As Reed (1991c, 1992) 

explains, individuals and their environment interact in a process whereby challenges and 

conflicts transform "into energy for innovative change." Change may occur with shifts in 

circumstances, be they psychological social or economical (Goodnow, 1999), or change 

may also occur with shifts in health, such as chronic illness or breast cancer. 

Lifespan developmentalists use this principle of "plasticity" to represent each 

individual's capacity to be changed by his or her life experiences and to modify that life 

accordingly (Sugarman, 1996). Throughout the life span, individuals display adaptive 

capacity during experiences of illness and crisis that precipitate losses. Thus, 

dimensions of life have the potential to change over the life course (Reker, Peacock, and 

Wong, 1987). The LSD perspective posits that change, whether positive or negative, is 

an opportunity for growth and therefore is compatible with the nursing perspective that 

understands illness is a pivotal event that has the potential for change and growth. 

Chronic Illness as a Trajectory 

The chronic illness trajectory framework expresses the idea that change occurs, 

not only across development, but also in illness. Corbin and Strauss (1991) developed a 

trajectory framework from which nurses may gain insight and understanding of problems 

and changes inherent in chronic illness. The major concept in the framework is 

'Irajectory," a term that suggests the course of a chronic illness changes over time (p. 

156). Within the trajectory of chronic illness, there are problems that occur with 

everyday living that must be managed if the individual is to maintain quality of life. 

Corbin (2001) defines chronic illness "as any physical or mental condition that requires 



24 

long-term (over 6 months), monitoring and/or management to control symptoms and to 

shape the course of the disease" (p. 1). Corbin and Strauss suggest that trajectories are 

uncertain and can be mapped only in retrospect. 

In 2001, Corbin delineated nine phases that comprised the trajectory framework: 

pretrajectory; trajectory onset; stable; unstable; acute; crisis; comeback; downward; and 

dying. In this study, the primary focus is on three phases: trajectory onset, unstable, and 

stable phase. The trajectory onset is the time at which there is noticeable appearance of 

symptoms followed by diagnostic workup and initial diagnosis. Cimprich (1999), Scott, 

(1983), and Payne, Sullivan, and Massie (1996) identified four phases within the 

pretreatment phase: (1) the prediagnostic phase that occurs when a problem is 

discovered or there is a suspicion of having a problem; (2) the diagnostic phase in which 

further evaluation is completed such as a biopsy to confirm the diagnosis; (3) the 

treatment decision making phase that involves the discussion of treatment options and 

perhaps a second opinion; (4) and the presurgical phase that focuses on work-up and 

preparation for surgery. The four pretreatment phases may occur rapidly or may extend 

over a considerable length of time increasing the fear and uncertainty. Together the four 

pretreatment phases comprise what Corbin describes as the trajectory onset phase. For 

the purposes of this study, only the prediagnostic phase and the diagnostic phase as 

described by Cimprich, Scott, and Payne et al. will be evaluated and labeled as the 

Anticipatory Phase of the breast cancer experience. 

The unstable phase is the period during which there is an inability to keep 

symptoms under control, individuals experience difficulty with carrying out everyday life 

activities, and marked by adjustments to medical regimen with care usually maintained 

at home. This phase in breast cancer would be considered as the period during which 
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adjuvant therapy is administered either chemotherapy and/or radiation. During the 

stable phase, illness course and symptoms are controlled by the medical regimen and 

everyday life activities are managed and resumed within limits of the condition. For the 

purposes of this study, the former phase has been labeled as the Therapy Phase and 

the latter stable phase labeled the Survivor Phase. 

In chronic illness trajectory, the emphasis is more often on the physical changes 

that occur that may lead to improved condition or eventual decline. However, Curtin and 

Lubkin (1998) write that "[h]ealth professionals can view chronicity positively" as a state 

that can continue to contribute to the potential growth of an individual...or negatively" as 

a state of failure to recover completely" (p. 5). Individuals with a chronic illness may look 

at chronicity in the same manner as professional health care providers and respond 

either positively or negatively. Despite chronicity and the deteriorating downward spiral, 

some individuals have the capacity to transcend beyond the limits imposed by the 

situation. Thus breast cancer, as a chronic illness, may be seen as a pivotal event that 

has the potential for precipitating change and personal growth, compatible with LSD 

theory and nursing theory. 

But why do individuals respond differently to a chronic illness such as breast 

cancer? Why is the chronic illness trajectory fraught with multiple difficulties for some, 

while others with those same difficulties maintain well-being (e.g. Anderson, 1995: Leidy 

& Haase, 1996; Larson, 1998)? Spirituality may be a particularly important inner 

resource that maintains well-being and promotes change within the devastating 

experience of a chronic illness such as breast cancer. 
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Background: Spirituality as a Resource 

The significance of spirituality was based upon understandings about human 

experience as derived from LSD theory, nursing theory, chronic illness trajectory theory 

and the construct of spirituality. This perspective is derived also from acknowledgement 

of breast cancer as not only a chronic illness but also a potentially life-threatening and 

life changing process. The theoretical model for this study posits that spirituality is an 

inner resource that promotes and maintains well-being in chronic illness within the 

context of physical symptom of chronic illness. 

Spirituality in Nursing Theory: Defining Spirituality as a Resource 

It was in the early 1980s that nursing began to regard the spiritual dimension as 

a part of the whole human being, using such terms as psychosocialspiritual. Spirituality 

is a broader concept than is traditionally defined in terms of organized religious behavior 

such as church attendance and Bible readings. In 1989, Burkhardt wrote that spirituality 

is conceptualized "as the unifying force or vital principal of a person that integrates all 

manifestations of the human being" (p. 69). She further states that spirituality "...is the 

unfolding mystery through harmonious interconnectedness that springs from inner 

strength" (p. 72). That interconnectedness is experienced in relationship between self, 

others, divinities, and the environment. Reed (1992) furthered the discussion of 

spirituality by conceptualizing spirituality as the propensity for human beings to find 

meaning in life through "a sense of relatedness to dimensions that transcend the self in 

such a way that empowers and does not devalue the individual" (p. 350). Reed 

explicated three dimension of spirituality; (1) intrapersonal, a connectedness within one's 

self; (2) interprersonal, a connectedness to others, (3) and transpersonal, a 

connectedness to something or someone greater than self (Reed. 1992). Meraviglia 
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(1999) defined spirituality "as experiences and expressions of one's spirit in a unique 

and dynamic process reflecting faith in God or a supreme being; it is connectedness with 

oneself, others, nature, or God; and an integration of the dimensions of mind, body, and 

spirif (p. 25). Related experience and behaviors may include: transcendent 

experiences: aesthetic experiences such as art, music, and solitude; connectedness, 

integration, and prayer. 

Coyie (2002) identified a broader approach to the concept of spirituality. She 

suggests there are three approaches to spirituality, a trichotomy (p. 592). The first 

approach is a transcendent dimension of life, an essential aspect of spirituality. The 

second is a "value guidance approach" that suggests that spiritual is a firmly held value 

that gives meaning and purpose to life. And the third she identified as the "structural-

behaviourist approach" that focuses on actions and behaviors within organized religion 

(p. 592). A key characteristic of the broader view of spirituality is a perception of God, in 

whatever manifestation, who provides a force, motivates a human being, provides 

guiding principles and gives meaning to life. She further suggests, "spirituality 

motivates, enables, empowers, and provides hop^' (p. 592). Contrastingly, she also 

focused on Christianity; its practices, beliefs, attitudes, and sentiment. Indicators of 

religiosity are religious affiliation, attendance, and involvement. Tanyi (2002) gives a 

comprehensive picture of the concept of spirituality as it has evolved over the last 25 

years in nursing theory, literature and research. The author lists the elements of 

spirituality as transcendence, unfolding mystery, connectedness, meaning and purpose 

in life, higher power, relationships, and inner strength. The attributes of spirituality 

include belief and faith, connectedness, connectedness to Higher power, connectedness 

to others, inner strength, and peace. The antecedents are life from birth to death, the 
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spirit, the core of human existence, and pivotal life events. The consequences of 

spirituality are a sense of hope and peace, love and joy, meaning and purpose in life, 

self-transcendence, a sense of spiritual, psychological, and physical health and well-

being. Thus, these definitions of spirituality provide conceptual basis for viewing 

spirituality as a resource. 

Spirituality in Research 

Research provides empirical evidence about spirituality as a resource. This has 

been aided by the development of instruments to measure its dimension. During the 

past 20 years when spirituality research has increased exponentially, three instruments 

have become valued in spirituality research: Paloutzian and Ellison's Spiritual Weil-

Being Scale (1982), Reed's Spiritual Perspective Scale (1986b), and Reed's Self-

Transcendence Scale (1986a). In recent years, qualitative methodologies have also 

been used to understand and explicate the meaning of spirituality in chronic and terminal 

Illness. 

Early research of religion/spirituality conducted by sociologists, gerontologists, 

and physicians focused on religious activities and/or church attendance (Moberg, 1953; 

Koenig, Kvale, & Ferrel, 1988) and the relationships between religion and health (Levin 

& Markides, 1985). Moberg (1970) defined spirituality as "the personal beliefs, values, 

and activities pertinent to that which is supernatural, mysterious, and awesome, which 

transcends immediate situation, and which pertains to questions of final causes and 

ultimate ends of man and the universe" (p. 175). 

In the early 1980s, research into spirituality broadened as Paloutzian and Ellison 

(1982) developed a new instrument to evaluate spiritual well-being. Paloutzian and 

Ellison built on work begun by Moberg and Bursek (1978). These authors 
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conceptualized spirituality as having two dimensions: one a vertical dimension 

concerned with an individual's relationship to God and the other a horizontal dimension 

that was concerned with an individual's perception of life satisfaction and life having 

purpose and meaning. 

Some researchers used the instrument designed by Paloutzian and Ellison 

(1982). However, Reed (1986a, 1986b, 1887,1989,1992), one of the first nurses to 

study spirituality, used a life span development perspective to develop two instruments 

to evaluate aspects of spirituality. Reed (1992) suggested that human beings and their 

environments are in a dynamic, reciprocal interaction whereby physical limitations, 

challenges, and pivotal life events are transformed "into energy for innovative change" 

(p. 350). Numerous nurse researchers have described spirituality as a resource and a 

personal perspective that enables individuals to rise above the daily concerns and to find 

meaning in a current life situation (Stuart, Deckro, & Mandle, 1989; Clark, Cross, Deane, 

& Lowery, 1991). 

The concept of spirituality pertinent to this study suggests that spirituality is the 

propensity of individuals to reach beyond self-boundaries to experience new and greater 

reality (Reed & Larson, in press). In a simultaneous concept analysis, Haase et al. 

(1992) identified relationships between spiritual perspective, self-transcendence, and 

hope that enabled this researcher to consider the three separate concepts as multiple 

aspects of the larger construct of spirituality. 

Therefore, this study posits that various aspects of spirituality such as hope, 

spiritual perspective, self-transcendence, and religiousness relate to well being in 

women with breast cancer. Spirituality is proposed to be a relevant experience of older 

women with breast cancer. Various aspects of spirituality along with social support are 
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conceptualized as resources and aspects of an illness experience that influences well-

being among women with breast cancer. Heriot writes, "if aging is seen as the unfolding 

of human potential, the development and use of inner resources comprise the spiritual 

growth and development of older persons" (1992, p. 24). Resources such as spiritual 

perspective, self-transcendence, hope, religiousness, and social support may influence 

and modify well-being during major life events such as the diagnosis, treatment and 

recovery for breast cancer. 

Of particular importance to the nursing profession are the resources that older 

women with breast cancer utilize in an effort to stabilize their condition and maintain 

well-being. Within the scope of nursing practice, there is a need to understand the 

experience of breast cancer across the trajectory of the condition that may help explain 

the variations in health found among individuals with breast cancer. One approach is to 

study spirituality as it may contribute to health amidst the physical reality of chronic 

illnesses such as breast cancer. Spirituality may represent a contributing factor, a 

positive resource to the experience of health and well-being during otherwise disruptive 

life events and illness in later life. 

Conceptual Framework of Study Variables 

The theoretical framework consists of spiritual, psychosocial, and physical 

variables that have been identified as contributing to well-being and depression in elders 

with chronic illness, and in particular with breast cancer. The variables and proposed 

relationships are presented in Figure 2. The demographic variables of age and 

education may also enter as significant predictor variables. 

Figure 2 displays the multiple dimensions of the construct of spirituality (spiritual 

perspective, self-transcendence, hope, and religiousness) that may relate to well-being 
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and depression that change across chronic illness experiences, within the context of the 

psychosocial and physical variables. Resources are defined, as human assets of a 

spiritual, psychosocial and physical nature; that can be facilitated by oneself, a nurse, or 

others to contribute to a person's well-being. All resources are identified in the model. 

The model proposes spiritual dimension and social support, one aspect of the 

psychosocial dimension, are positively related to well-being, and are negatively related 

to depression. The physical dimension represents key threats to well-being as identified 

in the model. Symptom distress and uncertainty are expected to decrease well-being 

and increase the likelihood of depression. Given the changes in life experience during 

chronic illness, it is possible that all variables may differ in levels and their relationship to 

well-being and depression across the trajectory (Anticipatory, Therapy, and Survivor 

Phases) of the breast cancer experience. 

The model is based upon the assumption that individuals are in a dynamic, ever 

changing process toward wholeness. It is theorized that spiritual awareness, as well as 

psychosocial and physical factors, play a role in well-being and depression for older 

women with breast cancer. 

Well-Being Dimension 

In this study, the outcome variable of well-being is conceptualized as an 

experience along a continuum. Well-being is a critical aspect of an individual's life 

situation. Positive and negative aspects are both important in the evaluation of a 

person's well-being. Well-being will be examined using two distinct instruments: one to 

measure existential well-being, the Index of Weil-Being scale by Campbell, Converse, & 

Rodgers (1976) and the other to measure depression, the Center for Epidemiologic 

Studies for Depression scale, by Radloff, (1977). 
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Existential Weil-Being 

Existential well-being is defined as a perception of life satisfaction and that life 

has a purpose and meaning (Paloutzian & Ellison, 1982). Paloutzian and Elllison 

suggest that quality of life is subjective, linked to a sense of well-being and satisfaction 

through interpersonal relationships. Ellison (1983) suggests that life satisfaction 

depends not on three basic needs, as Campbell (1981) has suggested but on four. 

Ellison posits that each individual needs to have; (1) "material necessities" and 

resources, (2) relationship to others, (3) a reason for being, "...a sense of satisfaction 

with one's self" and fulfillment, and (4) a meaning to life (p. 330). In this study, 

existential well-being is measured in terms of all four dimensions including the 

experience of transcending or moving beyond the present. 

For over 50 years, research with older populations has been interested in 

assessing the subjective experience of well-being, as it exists along a continuum, both 

positive and negative (Larson, 1978). In the latter 1940s, interest began with the 

concept of adjustment to evaluate well-being. Since then, such other concepts as life 

satisfaction, morale, and happiness enjoyed popularity (Horley, 1984). Research has 

indicated that as individuals' age, well-being is increasingly linked to health (Larson, 

1978; Koenig, 1993; Reed, 1991a; Ferrell, Grant, Funk, Otis-Green, & Garcia, 1998). 

There is an assumption that individuals either because of age or health have less 

well-being, adjustment or happiness. Yet nurse theorists suggest that within the 

experience of chronic illness, individuals may find health and wellness (Moch, 1989; 

Newman, 1989). Newman (1992) suggests that health is not just the absence of 

disease: rather disease or chronic illness is one reflection of the whole. Individuals have 

the capacity to transcend the limitations of the present to move beyond to experience 
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well-being (Reed, 1992, 2003). Chronic illness is an opportunity for "personal 

transformation," a chance to find meaning (Moch, p. 24). Within the context of chronic 

illness an individual may find health, healing, and well-being. The assumption that within 

the context of chronic illness individuals have the potential not only for well-being but 

growth and transcendence is compatible with LSD and nursing theories. 

Depression 

Findings of research on depression in elders conducted by Fischer, Rolnick, 

Jackson, Garrard, and Luepke (1996) indicated respondents thought that their mood and 

well-being was negatively impacted by their health situation. Badger (1993) wrote that 

30% of older persons are living with a chronic condition. The Administration on Aging 

(2002) suggests that 28.8% of individuals between 65 and 74 years of age self-reported 

limitations due to a chronic condition. When elders reach 75 over 50% live with a 

limiting chronic condition. Living with a chronic condition necessitates balancing and 

maintaining complicated or confusing medical regimes (Larson, 2001). Multiple losses 

(e.g. physical function, social isolation, and self-image) accompanying chronic illness 

may precipitate anxiety, a sense of hopelessness, or depression. 

Because of new treatment modalities, more women with breast cancer are 

surviving five, ten or fifteen years. Breast cancer has therefore become a chronic 

illness. Research has shown that breast cancer and its sequelae affect quality of life 

(Ferrell, Grant, Funk, Garcia, et al., 1996). As such, the research focus on subjective 

well-being has become more global (Nuamah, Cooley, Fawcett, & McCorkle, 1999; 

Horley, 1984) presently more often quantified using the multidimensional construct 

quality of life. 
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Receiving a diagnosis of cancer is stressful, traumatic and life threatening 

(Ediund & Sneed, 1989; Vinokur, Threatt, Vinokur-Kaplan, & Satariano, 1990). For 

women, the diagnosis of breast cancer arouses profound emotional distress that may 

precipitate anxiety, hopelessness, and depression. With more women surviving beyond 

five years, managing adverse and residual symptoms from adjuvant therapy and 

returning to social activities is important factor in maintenance of optimal health and well-

being and avoiding anxiety and depression (Mock, et al., 1997). Depression is 

commonly noted in individuals with cancer and is one of the most problematic side 

effects among women with breast cancer (Badger, Braden, Longman, & Mishel, 1999; 

Badger, Braden, & Mishel, 2001). Newport and Nemeroff (1998), in a review of literature 

on depression in cancer, noted research spanning the last 25 years, indicated from 10 to 

26% of the women with breast cancer were depressed. Often symptoms may not be 

sufficient to classify the individual as having a depressive disorder, yet the symptoms are 

troublesome enough to impose threats to function, well-being, and poor health outcomes 

(Badger, Braden, Longman, Mishel, 1999). More disturbing is research by Mcquire, et 

al. (1978) that indicates each year over 33% of women post mastectomy have need of 

treatment for depression and anxiety. And Vinokur et al (1990) cited research that 

indicated depression and mood disturbances might continue more than two years after a 

mastectomy surgery. 

Yet by confronting breast cancer, women meet the challenges, mobilizing 

resources to promote health within the chronic illness experience. Breast cancer has the 

potential to profoundly transform a woman's life, contributing to personal growth and 

"spiritual enlightenment" (Ryff & Dunn, 1985; Moch, 1989, p. 25). Because of the threat 
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to well-being associated with breast cancer, depression will be examined using CES-D 

developed by Radloff (1977). 

Spiritual Dimension 

Reed (1992) proposed an emerging paradigm for the study of spirituality in which 

spirituality is considered an abstract term that is studied using many empirical indicators. 

Reed states; "spirituality per se is not measurable any more than would be such 

concepts as physicality, emotionality or wholeness" (p.351). Rather, researchers should 

consider less abstract concepts when undertaking research on spirituality. Measurable 

indicators of spirituality enable researchers to examine and explore the relationship of 

spirituality to health, illness and well-being. 

Reed (1992) explicated three dimensions of spirituality, all of which provide a 

sense of transcendence or connection to something greater than oneself. Spirituality is 

conceptualized as: connectedness within one's self; connectedness to others; and a 

connectedness to transcendent purposes; that give meaning to life (Reed, 1992). The 

resource of spirituality is operationalized in terms of four variables in this study; spiritual 

perspective, hope, self-transcendence, and religiousness. Reed's conceptualization of 

spirituality will be used in this study. 

Spiritual Perspective 

For the purpose of this study, spiritual perspective is defined in terms of one's 

connectedness within self, connectedness to others, and connectedness to transcendent 

purposes, a perspective greater than self without devaluing self (Reed, 1992). Spiritual 

perspective will be operationalized using the Spiritual Perspective Scale developed by 

Reed (1986b, 1987). 
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Reed noted that spiritual perspective is a phenomenon that may vary among 

individuals as warranted by life events (Haase et al., 1992; Reed, 1986b: 1991c). Reed 

described spiritual perspective as an individual, unique awareness of one's personal 

spirituality and of all of its manifestations. Spirituality is one way of expanding personal 

boundaries across and beyond the phases of life's events, such as chronic illness, 

mental illness, or breast cancer to find meaning and purpose that transcends the 

situation. Thus, spirituality is compatible with the LSD and nursing theory and may be a 

resource in maintaining well-being. 

Hope 

For the purpose of this study, hope is defined as "a multi-dimensional dynamic 

life force characterized by a confident yet uncertain expectation of achieving good, which 

to the hoping person, is realistically possible and personally significant" (Herth, 1992, p. 

1253; Dufault & Martocchio, 1985, p. 380). Hope is a dynamic inner resource that 

enables transcendence of the present circumstances and fosters a belief in a personal 

tomorrow that allows one to perceive a future with opportunities, options, and/or choices 

(Herth, 1989; Hinds, 1998,1984; Hall, 1990). In addition, hope is of prime importance to 

the individual and emerges from within that person, relating to trust and to other people 

and/ or a higher power (Nowotny, 1989). Hope is a dynamic process (Hinds, 1988) that 

may vary in response to life's situations (Herth, 1993). Because hope is in constant flux 

throughout one's lifetime, it is a concept compatible with life span development theory, 

nursing theory, and chronic illness trajectory theory. The concept of hope was 

operationalized using the Herth Hope Index (1990a, 1992). 

Haase et al. (1992) suggest that a "pivotal life event" or "stressful situation" may 

be considered antecedents of hope. Thus, hope may change across time, influenced by 



38 

crisis, life-threatening situations, chronic illness, or breast cancer (Nowotny, 1989). 

Dufault (1981) identified loss, suffering, hardship, and uncertainty as additional 

antecedents to hope (as cited in Miller, 1989, p. 23). During situations or conditions that 

threaten survival, giving up hope may lead to despair, cessation of efforts to alter the 

situation, and ultimately death, whereas "maintaining hope will prolong life against all 

odds" (Korner, 1970, p. 135). Hope enhances an individual's ability to adapt to chronic 

illness (Rideout & Montemuro, 1986) providing a buffer against the uncertainties 

imposed by illness, inducing a sense of certainty amidst the uncertainties of the chronic 

condition or breast cancer. Hope may be a resource that is necessary to and 

contributes to well-being and survival in cancer patients (Miller, 1983; Miller & Powers, 

1988; Hinds, 1988; Rustoen & Hanestand, 1998; Benzein, Norberg, & Saveman, 1998; 

Dufault & Martocchio, 1985; Coward, 1994). Individuals who have suffered have a 

capacity to be cheerful and derive from their situation a new sense of hope and optimism 

(Hall, 1990; 1994; Miller, 1989), considering themselves healthy. The loss of hope, 

writes FrankI (1984), means the difference between survival and death. Hope is a 

means of transcending the suffering imposed by the crisis of a situation, such as a 

diagnosis of breast cancer. Therefore hope, as an aspect of spirituality, is compatible 

with LSD theory and nursing theory. Hope is an inner resource that preserves and 

restores meaning to life and is manifested in belief in a Higher Power and in participation 

in religious practices such as prayer and meditation (Dufault & Martocchio). 

Self- Transcendence 

Self-transcendence is defined as a characteristic of emotional adjustment in later 

life whereby there is a capacity to expand personal boundaries and to be oriented 

toward broadened life purposes (Reed, 1991a, 1991b). Self-transcendence is the 
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capacity of an Individual to expand "...self-boundaries multidimensionally; inwardly (e.g., 

through introspective experiences), outwardly (e.g., by reaching out to others), and 

temporally (whereby past and future are integrated into the present)" (Reed, 1991c) and 

the capacity of individuals to orient themselves to a broadening of life purposes (Reed, 

1991a, 1991b). The concept of self-transcendence will be measured using the Self-

Transcendence Scale developed by Reed (1986a, 1989, 1991b). 

This concept of self-transcendence is compatible with Frankl's (1963) theory of 

self-transcendence (as cited by Coward, 1998, p. 75). FrankI proposed that human 

beings have the capacity to transcend their present situation by reaching out to others 

and finding meaning in the present situation. Individuals find meaning to life through 

giving or contributing to the world and others, by participating and receiving from others, 

and by accepting life circumstances that cannot be altered. 

Thus self-transcendence, an aspect of the construct of spirituality, is compatible 

with nursing theory, life span development theory, and chronic illness trajectory theory. 

Self-transcendence is a resource that allows individuals to move beyond the situation to 

reorganize and restructure their lives for health and healing despite illness or condition 

(Coward & Reed, 1996). Self-transcendence is a "natural resource for healing that 

manifests the human being's capacity to self-organize for well-being" (Reed, 1997, p. 

193). Research evidence suggests that self-transcendence is a resource, a mechanism 

extending individuals beyond the now to transform and facilitate life events into healing 

experiences. 

Religiousness 

In this study, religiousness is defined in terms of a person's relatedness or sense 

of connection to God, a Higher Power, or transcendent being or realm. Religiousness 
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will be operationalized using one question that asks whether individuals consider 

themselves a religious person. This focus represents a view of the vertical dimension-

relationship to God—^that is quite common in the Judeo-Christian culture of the U. S. An 

individual's relationship with a transcendental force, a belief in something or someone 

greater than self can enhance that individual's ability to transcend life's vicissitudes. A 

sense of God may be essential to maintaining a perceived well-being during the 

experiences of chronic illness and breast cancer. Davidson (1972) suggests that the 

realm of religious well-being is "other worldly," a perception of health within a personal 

relationship with a higher power (Kaczorowski, 1989). 

Paloutzian (2002) suggests that by focusing on others, on contributing to the 

world at large, and focusing on God's purposes and values, an individual transcends self 

and thereby finds self. When there is a lack of religious well-being, individuals may be 

unable to transcend life events to find meaning from the situation or to find hope within 

the situation. Life becomes tedious, meaningless, and hopelessness may follow 

precipitating depression. 

In summary, current research supports the idea that various aspects of 

spirituality, such as spiritual perspective, self-transcendence, hope, and religiousness 

enable individuals to find health and well-being in the presence of chronic illness (Clark, 

Cross, Deane, & Lowry, 1991; Reed, 1992; Haase et al., 1992). The concepts of 

spirituality together comprise the construct of spirituality: a construct that impacts pivotal 

events in chronic illness and the experience of breast cancer. Spirituality is a resource 

that has the potential to bring about change in the presence of life threatening 

experiences such as breast cancer. 
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Psychosocial Dimension 

The psychosocial dimension in this study is described as the psychological 

effects of uncertainty and social interactions and meaningful relationships that may be 

found within the experience of breast cancer. In the context of chronic Illness and aging, 

psychosocial implies an elder's personal attitudes and health behaviors and includes 

similar attitudes and behaviors of the caregiver and the dynamic interactions between 

the individuals (Ory, Abeles, & Lipman, 1992). These interactions, attitudes or behaviors 

may facilitate or impede the trajectory of chronic illness, enhancing well-being or 

precipitating depression, thereby affecting health outcomes. As individuals age, multiple 

losses of intimate social relationships and deteriorating health and function reduce 

psychosocial resources that are available to an elder. 

Within the context of breast cancer, the ramifications of the diagnosis, surgery, 

adjuvant treatment and recovery involve perceived social interactions and relationships. 

The perceived support that occurs affects not only the individual's existential well-being, 

but has ramifications for positive health outcomes. 

Social Support 

For the purposes of this study, social support is defined as a dynamic, 

multidimensional, relational concept of social support composed of five dimensions: 

intimacy, social integration, nurturance, worth, and assistance (Weis, 1969, 1974; Brandt 

& Weinert, 1981). In this study, the concept of social support will be operationalized 

using the Personal Resource Questionnaire 85 Part II (Weinert, 1987). 

Social support is a multidimensional construct, incorporating both functional and 

network aspects (Norbeck, Lindsey, & Carrieri, 1981). Although social support and 

social network are often used interchangeably, the former refers to psychosocial support 
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and the latter social network to tangible aid given by the individuals and or agencies 

(Tilden & Weinert, 1987; Lugton, 1997). In this study, only the psychosocial concept of 

social support will be discussed and nneasured. 

Researchers suggest that individuals need social support on a daily basis to 

promote well-being and to maintain social roles (Norbeck, 1981). However, during non-

normative events, times of stress, and major life transitions, increased social support is 

needed to accommodate the situation. Often, social support is of short duration, but with 

of chronic conditions social support may extend for longer periods of time. Social 

support is dynamic; its form and quantity change over time, its nature changes as the 

situation and context of a person's life changes (Bruhn & Philips, 1984; Norbeck, 1981; 

Wallston, Magna, & DeVillis, 1983; Mishel & Braden, 1987). 

Social support has a profound effect of the restoration and maintenance in 

chronic illness (Weinert & Tilden, 1990) and makes a significant contribution to well-

being of older adults (Berkman, 1983). Researchers have suggested that the presence 

of social support may reduce stress (Norbeck, 1981), buffer the effects of stress on 

health, and may in fact directly influence health (Lough & Schank, 1996; Weinert & 

Brandt, 1987; Weinert & Tilden, 1990). Research indicates that life stress is related to 

depression, anxiety and serious chronic illness (Blazer & Hughes, 1991; Dean, Kolody, 

& Wood, 1990). Gottlieb (1987) has shown the value of social support in well-being and 

adjustment in illness experiences. 

Thus, social support is a resource that may enhance well-being and promote 

health within chronic illness. As such, the construct of social support is compatible with 

the proposed theories of LSD, nursing, and chronic illness trajectory. The uncertainties 

and fears associated with a diagnosis of cancer increase the need for social support to 
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enhance health outcomes and well-being (MIshel & Braden, 1987). Social support is a 

dynamic process that may affect health outcomes and well-being differently across the 

trajectory of the diagnosis and treatment of breast cancer. Weinert (1987) wrote that in 

nursing research social support continues to be a concept of major importance in 

understanding psychosocial resources in maintaining health and well being of adults and 

elders with breast and other forms of cancer and in various chronic illnesses. . 

Uncertainty 

Uncertainty in chronic illness for the purposes of this study will be defined as an 

experience that varies across the chronic illness trajectory as an individual is "unable to 

assign definite values to objects and events and/or is unable to accurately predict 

outcomes" (Mishel, 1983, p. 356; Mishel & Braden, 1988). Uncertainty will be 

operationalized by one question that asks participants whether they are uncertain about 

what lies in their future concerning illness and treatment. 

The uncertainty of breast cancer presents a difficult and life-long challenge for 

women who have been diagnosed and treated for what is now considered a chronic 

disease (Nelson, 1996). Uncertainty persists as a threat to well-being and a challenge 

for personal growth (Mast, 1998). Hilton (1988) suggested newer, more effective 

treatments have increased the number of women who live daily with the uncertainties of 

a life threatening condition, never fully cognizant of the effectiveness of the treatment or 

when the condition will reoccur. Mast (1998) found that fear of recurrence and symptom 

distress increases the likelihood of uncertainty and emotional distress years after 

treatment. 

Uncertainty in illness is perceived "as the inability to determine the meaning of 

events and occurs in a situation where the decision-maker is unable to assign definite 
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values to objects and events and/ or is unable to accurately predict outcomes (Mishel & 

Braden, 1988, p. 98). Numerous researchers suggest an individual's perception of 

uncertainty has a significant deleterious effect on psychosocial adjustment during an 

illness trajectory (Mishel & Sorenson, 1991; Mishel, Hostetter, King & Graham, 1994; 

Mishel & Braden, 1987). Mishel (1990) explained that uncertainty in illness is 

experienced more strongly in individuals within the acute phase or in the downward 

illness trajectory of chronic illness. The author suggested that the uncertainty theory had 

not yet addressed the experience of living with uncertainty in chronic illness that is 

continual and constant, treatable but fraught with the possible reoccurrence of an acute 

phase. Nelson (1996) conducting a qualitative study of uncertainty of nine women 

across the experience of breast cancer trajectory, described uncertainty as a dynamic 

process that decreased over time but could materialize at any time given symbolic cues. 

Hilton (1988), described uncertainty "as a state that lies on a continuum and changes 

over time" (p. 220). Landis (1996) suggested that uncertainty that persists depletes the 

available internal resource placing an individual in jeopardy for psychological distress 

and possible depression. Thus uncertainty, with its potential to deplete a woman's inner 

resources or the capacity to motivate change, is a theory compatible with nursing, LSD, 

and chronic illness trajectory. 

Uncertainty theory suggests that continual uncertainty has the potential to result 

in personal growth (Mishel, 1990). Individuals, living with perpetual uncertainty may 

evaluate uncertainty as a positive experience. 

Physical Dimension 

The physical dimension is manifested in the myriad of signs, symptoms, and side 

effects that are experienced by women during the emotional stress of diagnosis. 
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adjuvant treatment, and maintaining balance during recovery and survivorship of breast 

cancer. These symptoms may jeopardize physical function and when added to other 

chronic conditions observed in the elderly, may cause undo emotional stress and 

precipitate depression. Symptom distress is one way of assessing the physical effects 

surrounding the breast cancer experience. 

Symptom Distress 

In this study, symptom distress is defined as a "the degree of discomfort from the 

specific symptoms being experienced as perceived" (McCorkle & Young, 1978) by 

women with breast cancer. Symptom distress will be operationalized using the 

Symptom Distress Scale developed by McCorkle and Young. 

Symptom distress is related to levels of discomfort that accompany chronic 

illness and breast cancer. Symptoms associated with chronic illness or breast cancer 

may alter function, appearance, or sensation (McCorkle & Young, 1978; Cimprich, 

1999). In breast cancer, the symptoms may be directly associated with various 

treatment modalities, including surgery, chemotherapy and radiation. Women on 

adjuvant chemotherapy and/ or hormonal therapy frequently experience adverse side 

effects that can be extremely distressing (Pasacreta, 1997) and may precipitate 

depression and influence physical functioning (Cimprich & Ronis, 2001). Symptoms 

may be physical in nature, such as nausea, bowel function, pain, and fatigue, or the 

symptoms may cause mental or cognitive dysfunction, such as insomnia, lack of 

concentration, or memory changes (Cimprich, 1999). Cimprich further suggests that 

symptoms may overlap or interact thereby increasing distress and dysfunction. 

Therefore, symptom distress plays an important role in the maintenance of well-

being or contributes to the depletion of inner resources within the context of the breast 
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cancer experience. As such, the flux of the symptoms and the severity may contribute to 

experienced changes. Thus, the concept of symptom distress is compatible with LSD, 

nursing, and chronic illness trajectory theories. Experienced symptoms related to 

treatments influence, may contribute to the ongoing process of change that women 

experience in breast cancer 

Summary of Variables 

On the construct level there are four dimensions in the study framework: spiritual 

dimension, psychosocial dimension, physical dimension, and well-being dimension. 

Within each of those dimensions are multiple empirical indicators. Figure 3 displays the 

conceptual framework and direction of the relationship between the independent and 

dependent variables. It is theorized that all variables of the spiritual dimension and the 

social support variable of the psychosocial dimension are positively correlated to well-

being and negatively correlated to depression. It is also proposed that the uncertainty 

variable of the psychosocial dimension and symptom distress of the physical dimension 

are negatively related to well-being and positively related to depression. However, it is 

not known how the independent variables relate to well-being nor the differences among 

the variables across the trajectory of the breast cancer experience. 

While there are various ways to conceptualize the relationships between the 

spiritual, psychosocial, and physical variables and well-being, in this initial study the 

focus is on what variables are significant in relating directly to well-being and depression, 

and what pattern of variables best relates to the well-being dimension. 

It is postulated that across the breast cancer experience, spiritual and other 

factors may vary in magnitude and in their significance to well-being and depression. In 
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addition, levels of existential well-being and depression may also vary across the illness 

trajectory. 

Theoretical Assumptions 

1. That human beings are developmental—meaning they undergo change and 

have potential for innovations 

2. That context is important as a catalyst for change and personal growth 

3. That spirituality is a human experience that potentially can function as a 

resource for change 

4. That illness is a difficult life experience and may create the potential for 

positive change 

5. That well-being can exist during physical illness. 

Proposed Conceptual Framework 

The proposed theory posits that spirituality is related positively to well-being 

during chronic illness; that other psychosocial and physical correlates may influence 

well-being; and that the relationship of spiritual, psychosocial and physical variables to 

well-being may be different across the trajectory of breast cancer. 

Research Questions/Hypotheses 

The relationships among the variables of spirituality, social support, uncertainty, 

symptom distress, existential well-being and depression will be examined in this study. 

The effects of such demographic variables as age, education, and stage of breast 

cancer at diagnosis on well-being and depression will be identified. As a result, the 

theoretical model of the relationships of spiritual, psychosocial, and physical resources 

to well-being and depression in the context of chronic illness and breast cancer will be 

tested and refined. Specific questions are: 
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1. What is the nature of the relationship of the independent variables (spiritual 

perspective, self-transcendence, hope, religiousness, social support, uncertainty, and 

symptom distress) to the two dependent variables, (existential well-being and 

depression) across the trajectory of the breast cancer experience? 

2. Are there differences In the spiritual variables (spirituality perspective, self-

transcendence, hope, religiousness) across the trajectory of the breast cancer 

experience? 

3. Are there differences in the psychosocial and physical variables (social 

support, uncertainty, and symptom distress) across the trajectory of the breast cancer 

experience? 

4. Are there differences in existential well-being and depression across the 

trajectory of the breast cancer experience? 
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CHAPTER II 

LITERATURE REVIEW 

Chapter Two presents a review of empirically based literature relevant to the 

proposed relationships of spiritual perspective, hope, self-transcendence, religiousness, 

social support, uncertainty, and symptom distress, to well-being and depression. 

Research relevant to chronic illness and more specifically to breast cancer is 

emphasized. The initial sections address well-being and depression. Subsequent 

sections focus on research on the independent variables (spiritual perspective, hope, 

self-transcendence, religiousness, social support, uncertainty, and symptom distress) 

relationship to well-being or depression. Studies based upon both qualitative and 

quantitative designs are presented. Overall, the literature lends support to the proposed 

relationships. 

Weil-Being Dimension 

Well-being is a critical facet of a person's life and it is imperative that researchers 

evaluate both the positive and negative aspects. To more fully understand the 

experience of breast cancer, both the negative and positive aspects of well-being should 

be evaluated. This study will examine both sides of the continuum by measuring both 

well-being and depression (representative of negative well-being). Well-being is a 

subjective concept that exists on a continuum that research indicates is linked to health. 

Despite chronic illness, human beings have the capacity to perceive wellness and well-

being. Findings in nursing research suggest that within the experience of breast cancer, 

women have the potential for positive health, personal growth, transcendence, and well-

being. 



51 

The Experience of Well-Being 

Several researchers have used qualitative methods in an effort to understand 

how individuals maintain well-being within the experience of chronic illness. A focus 

group methodology, used by Sowell et al. (1997) examined self-care activities that 

promoted health in 27 women infected with HIV. Women, in this study, identified a 

relationship with a higher being as an important factor to preserve their sense of well-

being. The theme was labeled as spiritual reliance and rituals. Consistently across all 

focus groups the women in this study relied on spirituality and a "higher power" to 

maintain well-being. 

In another study of 45 women between 20 to 65 years of age and living with 

HIV/AIDS, Guillory, Sowell, Moneyham, and Seals (1997) used focus groups to explore 

the meaning of spirituality within the experience of HIV/AIDS. A relationship with a 

higher being emerged as an important theme in maintaining well-being. The organized 

church provided spiritual healing and along with prayer and spiritual rituals were the 

most frequent methods used to seek healing. Thus aspects of religiousness are 

important factors in maintaining well-being. 

Using ethnographic methodology. Young (1993) investigated the concept of 

spirituality of 12 older adults within the context of chronic illness. Spiritual well-being 

was described as inner harmony that is manifested by contentment with life, regardless 

of illness, failures, or crisis. Recurrent themes emerging from the data included comfort, 

hope, strength, and well-being. Thus individuals may retain hope and well-being despite 

chronic illness and crisis. 

In 1999, Baas, Beery, Fontana, and Wagoner, investigated the challenges 

chronic illness imposed on 138 individuals with heart failure. Using a triangulated 
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methodology that incorporated a combination of qualitative and quantitative methods 

that included subjects written goals and well-being, evaluated using the Index of Weil-

Being by Campbell, Converse, & Rodgers (1976). Qualitative findings suggested that 

despite severe physical limitations, individuals demonstrated growth, transcending the 

challenges imposed by their chronic condition, with greater life satisfaction. 

Summary 

Qualitative studies have focused the meaning of spirituality in chronic illness and 

life threatening conditions. Results suggest that individuals rely on spirituality to 

maintain well-being and that, despite the disease or condition, human beings may 

experience health, healing, hope, and well-being. Using multiple qualitative 

methodologies, researchers found that older adults use various strategies to manage the 

challenges of chronic illness and aging to maintain well-being. One such strategy was 

spirituality, that gives hope amidst illness and adversities, promoting growth and well-

being. These research findings are congruent with the proposed assumption that 

spirituality is a resource that enhances and promotes well-being in women with breast 

cancer. 

Factors Related to Well-Being and Depression 

Fisher, Rolnick, Jackson, Garrard, and Luepke (1996) conducted research of 

depressed elders who indicated that mood and well-being adversely affected their health 

experience. Because well-being is experienced along the continuum, researchers have 

examined both ends of the spectrum: well-being and depression have often been 

examined simultaneously. 



53 

Well-Being and Anxiety in Breast Cancer 

In 1989, KaczorowskI conducted a correlational study of 114 men and women 

diagnosed with cancer. The sample was predominately women {N= 84) and more than 

50% of those women had a diagnosis of breast cancer {N = 43). The authors measured 

existential well-being and anxiety (one aspect of depression). To measure existential 

well-being, the authors used the Existential Well-Being subscale of the Spiritual Well-

Being Scale. Existential Well-Being (EWB) scores were higher in the nuns who were 

10% of the subjects. Both aspects of anxiety were significantly negatively correlated 

with existential well-being: State (r= -.55) and Trait anxiety (r=-.68). Thus, individuals 

with a higher sense of well-being, experience lower levels of anxiety. This is compatible 

with the proposed relationship between aspects of depression such as anxiety and well-

being. 

Quality of Life, Anxiety, and Depression in Cancer 

Redeker, Lev, and Ruggiero (2000), investigated the relationships of insomnia, 

fatigue, anxiety, depression and quality of life in 263 patients with cancer who were 

receiving adjuvant chemotherapy. The variables evaluated were function and mood. 

Mood was examined using the Profile of Mood States (McNair, Lorr and Droppleman, 

1981, as cited in Redeker, Lev, and Ruggiero, p. 280), and two questions concerned 

with fatigue and insomnia from the Symptom Distress Scale developed by McCorkle & 

Young (1978). The results indicated that insomnia and fatigue were significantly 

moderately correlated to depression and anxiety. The authors conducted a series of 

hierarchical regression analyses. In the first equation, insomnia and fatigue explained 

32% of the variance in quality of life. In the second equation, anxiety and depression 

were entered first, accounting for 43% of the variance in quality of life. The addition of 
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insomnia and fatigue increased the variance to 47%. Thus anxiety and depression, 

along with fatigue, contributed the greatest impact in an individual's quality of life. The 

results of this study are congruent with the concept of such variables as symptom 

distress and aspects of depression as being negatively related to well-being. 

Quality of Life, Anxiety, and Depression in Chronic Illness 

In a study of 117 African American men and women living with HIV, Coleman 

and Holzemer (1999) examined the relationships of depression, anxiety, hope, spiritual 

well-being, and signs and symptoms of HIV. The Spiritual Weil-Being Scale by 

Paloutzian & Ellison (1982) was used to evaluate the relationships of the variables of 

anxiety, hope, and depression. The Existential Well-Being subscale was significantly 

related to each of the study variables: depression, state anxiety, trait anxiety, hope, and 

HIV symptoms (r= -.53) (r= -.52), (r= -.55) (r= .66) (r= -.40) respectively. Combining 

depression, hope, and anxiety into one variable called psychological well-being, 

regression analysis indicated that existential well-being and HIV symptoms significantly 

explained 55% of the variance of the new variable psychological well-being. Results of 

this study suggest that there is a strong relationship between spirituality and well-being. 

The results are compatible with the proposed relationships in the current study. 

Summary 

Thus, research indicates that anxiety and various symptoms experienced during 

breast cancer, cancer in general, and other chronic illnesses negatively relate to well-

being, may contribute to depression, and offer several explanations about the variances 

observed in well-being and depression. The research findings are compatible with the 

proposed linkages between spirituality, symptoms, depression, and well-being. 
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Spiritual Dimension 

Spirituality has several dinnensions that, in times of stress, adversity, or an illness 

such as breast cancer, human beings may drawn on as a resource to promote healing, 

health and well-being. Within this study, four specific dimensions of spirituality will be 

examined: spiritual perspective, hope, self-transcendence, and religiousness. First, 

research into spirituality and chronic illness in general is reviewed, followed by research 

results in the four specific areas. 

The Experience of Spirituality 

Numerous nurse scientists have used qualitative methodologies as they grapple 

with the meaning of spirituality in chronic illness and breast cancer. As we move into the 

21®' century, increasing numbers of researchers have investigated spirituality in 

countries other than the United States where religion, a dimension of spirituality, would 

be other than Judeo-Christian. Despite the differences in theological foundations, the 

following researchers found that spirituality was a universal concept of saliency to adults 

and elders in a variety of illnesses, including chronic illness and breast cancer. 

Spirituality as Experienced in Breast Cancer 

Chiu (2000) investigated the experience of spirituality during breast cancer in 15 

Taiwanese women from differing faiths. Chiu explains that the Chinese scholar Chien 

translates spirit in Chinese as chi or "energy" that fills the universe and nature (as cited 

in Chiu, p. 30). From the data, emerged the overall meta-theme hsin, translated by 

Chien (1994) as "mind" and "heart". Themes identified were living reality, creating 

meaning (purpose and meaning in life), connectedness; self, others, God/deity/Tien, and 

transcendence (suffering, healing, and liberation). 



56 

In 2001, Chiu used a synthesis of phenomenological and ethnographic 

methodologies to investigate spiritual resources of 15 Chinese immigrants with breast 

cancer in the United States. In the previous study by Chui (2000), the Taiwanese 

women were either Buddhist or Taoist, but in this study 10 of the 15 women listed 

Christianity and 3 listed Buddhism as their preference. Themes that emerged were: 

family closeness; traditional Chinese cultural values; religion; alternative therapies; art, 

prose and literature; and Chinese support group. In the later study, Chui (2001) reported 

that most of the women "referred to religion as their spiritual resource" (p. 179). The 

women found a source of strength within their culture and family that supported them 

during the trying experience of breast cancer. 

In an examination of the role of religious faith in coping with breast cancer in 

women, Feher and Maly (1999), recruited 33 women over the age of 65 within 6 months 

of diagnosis. Using content analysis to examine the transcripts of the participants, three 

major themes emerged from the data. Emotional support included categories of 

companionship, feeling taken care of, reliance on faith, sense of well-being, comfort, 

guidance, strength, and mitigation of fear. The theme of social support Included prayer 

for and by others, religious volunteer work, church/synagogue, relationship with religious 

leader, and religion via their children. The theme, meaning, included moral compass, 

identity, and God's plan. Feher and Maly suggest that elderly women diagnosed with 

breast cancer had relationships within the faith community that gave them resources to 

cope with their illness. Their relationship with God and others gave them a way to create 

meaning during their breast cancer experience. The results indicated emotional support, 

social support, and personal meaning found through spiritual relationships are methods, 

used by these participants to cope with breast cancer. 
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Thus the spiritual factors that emerged as significant in breast cancer include; 

faith; connectedness to self; others, and a higher power; transcendence; and creating 

meaning within in the experience of breast cancer. This supports the proposed theory of 

spirituality as a source and resource for maintaining well-being during the breast cancer 

experience. 

Spirituality as Experienced in Chronic Illness 

Numerous nurse researchers have investigated spirituality in women and men 

who were living with HIV/AIDS. Sowell et al (1997) used focus group methodology to 

research self-care activities that promote health in 27 women infected with HIV. 

Although spirituality was not the focus of the study, a relationship with a higher being 

was important to these women to preserve their sense of well-being, a theme that Sowell 

et al. identified as Spiritual reliance and rituals. Other themes included: choosing not to 

use medically prescribed therapies, staying active, cognitive strategies, self-education, 

adopting healthy life styles. The women in this study found spirituality and reliance on a 

"higher power" a strategy to maintain health and well-being. 

In another study, Guillory, Sowell, Moneyham, and Seals (1997) used focus 

groups to explore the meaning of life in 45 women between the ages of 20 and 65 with 

HIV/AIDS. Although the focus of the study was not spirituality, aspects of spirituality 

were identified. A relationship with a higher being was considered important to 

maintaining well-being. Most of the participants looked to the organized church for 

spiritual healing. Prayer and spiritual rituals were among the most frequently used 

methods used to seek healing. Other themes included peace, love, healing, and 

religiosity. It would appear that religiosity and the participating in rituals associated with 

religiosity were a resource in seeking health and wellness. 



58 

Barroso (1997) conducted an ethnographic study of social support annong long-

term survivors (14 men and 6 women) of AIDS. Developing a relationship with a Higher 

Power was considered by many of the participants as an essential component to their 

survival. The relationship with a Higher Power was seen as a protecting, nurturing 

relationship, and a benevolent relationship that guided the participant toward becoming a 

survivor. Thus, a connectedness to a Higher Power is a resource that individuals with 

AIDS used to reach wellness and well-being. 

Young (1993) used an ethnographic approach to understand spirituality in the 

lives of 12 chronically ill older adults. Young described spiritual well-being as inner 

harmony that is manifested by contentment with life, regardless of illness, failures, or 

crisis. Data analysis presented recurrent themes of comfort, hope, strength, and well-

being. Young wrote "spirituality provided a way to conceptualize the human spirit 

surviving beyond the suffering experienced throughout a lifetime" (p. 301). In this study 

chronically ill elders found spirituality a resource to reach beyond the present situation to 

find peace, hope and well-being. 

Hall (1994; 1998) used interpretive interactionism, a method developed by 

Denzin (1989) to conduct two qualitative research studies with individuals with advanced 

and end-stage HIV. Hall suggested that past research has used a theistic, Judeo-

Christian concept when '1he field of spirituality needs to be constructed using a scientific, 

not theological, perspective so that it might lead to appropriate interventions within 

health professions" (1998). In her 1994 study. Hall wished to understand the subjective, 

and personal experience of spirituality in individuals with end-stage HIV. Ten men and 

women who were interviewed described their illness and how they coped with end-stage 

HIV and maintained hope, in these 10 participants, "hope was maintained: by miracles, 
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religion, involvement in work or vocations, and support of family and friends' (p. 283). 

The author writes that the organized church and religious beliefs "served as a vehicle" of 

the experience in HIV (p. 288). Religiosity then can be a resource to making meaning of 

life situations. 

In the 1998 study, Hall sought to understand the method by which 10 men and 

women with advanced stages of HIV construct spiritual meaning in their lives. Three 

themes evolved: (1) purpose in life emerges from stigmatization; (2) opportunities for 

meaning arise from a disease without a cure; and (3) after suffering, spirituality frames 

the life. In this study, individuals with HIV found purpose in life and opportunities the 

expression of meaning through the suffering. Thus spirituality was a resource that 

restructured their lives, giving them permission to change their lives and find happiness. 

Larson (2001), used Parse's (1996) phenomenological approach to explore the 

meaning of spirituality across the trajectory of chronic illness experiences for 7 elders. 

The first theme that emerged from the data indicated chronic illness is experienced as 

imposing uncertainty and tenuous patterns of living-being, from which remnants of hope 

emerge amid hopelessness and alienating aloneness. The second theme suggested that 

faith in chronic illness is experienced as the search for personal fulfillment powered by 

acts of communion with God, co-mingling with a continuous struggle of 

trusting/questioning that arises from suffering. And lastly, the participants indicated that 

faith in chronic illness crisis is trust concealed amidst uncertainty and the struggle of 

acceptance/questioning, while reaching out with hope that co-mlngles with hopelessness 

and betrayal. Yet, across the chronic illness trajectory, particularly during pivotal events, 

faith may be obscured as trust and doubt emerge. Thus, in chronic illness, faith is 



60 

experienced as a struggle to find meaning. Individuals commune witli God, trusting in Him 

yet questioning His plan for tlieir lives. 

Thomas (1995) used hermeneutic phenomenology and found that spirituality was 

one of the dimensions experienced by 13 individuals who received liver transplants. 

Among the dimensions experienced by participants were the themes of conflict, financial 

aspects of transplantation, control, self-perceptions, support network, gratitude, and 

spirituality defined as a struggle to find purpose and a personal relationsh with God or a 

Higher Power. The experience strengthened participant's belief in God. The transplant 

was a gift from God, given for a reason, and they must search for the purpose. 

Thus, research focused on the meaning of spirituality in chronic illness suggested 

spirituality and aspects of spirituality, such as faith, religious rituals, and religiosity, are 

resources that potentiates an individual's belief in God, enabling an individual to find 

meaning in the experience, and maintains hope in hopeless situations. 

Spirituality as Experienced among Eiders 

Tongprateep (2000) extracted categories and themes from the data that 

identified the essential element of spirituality of 12 Thai elders. Even though the Thai 

women were of the Buddhist faith, similarities with the Judeo-Christian faith emerged. 

Categories included spiritual beliefs, religious practices, and consequences of 

spirituality. Several of the themes reflect nursing's concept of spirituality such as; having 

a peaceful mind, being hopeful, gratitude and caring in the family, coping with the 

vicissitudes of life, and meditation. In this study, spirituality was found to be a resource 

that gave peace and hope while coping with life's situations. 

In summary, whether investigating cancer, chronic illness, HIV, or elders, 

research indicates that spirituality is an integral part of the lives of the participants no 
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matter the age, ethnicity, or religious background. During the experience of breast 

cancer and various chronic illnesses, individuals have revealed one or more dimensions 

of spirituality as a resource in transcending the particular life event. It would appear faith 

is a crucial component of the chronic illness experience, necessary to give meaning and 

purpose to the experience. Research further suggests that spirituality strengthens one's 

faith, is a gift that requires a search for its purpose and meaning. Thus research is 

compatible with the concepts proposed by this author that spirituality is a resource that 

enhances well-being, maintains a sense of wellness across the experience of breast 

cancer, and the trajectory of chronic illness, and myriad of losses and difficulties 

encountered as individuals age. 

Spiritual Perspective 

In this study, spiritual perspective is defined in terms of one's connectedness 

within self, connectedness to others, and a connectedness to transcendent purposes, 

that gives meaning to life (Reed, 1992). Spirituality is defined in terms of one's 

connectedness within self, connectedness to others, and a connectedness to 

transcendent purposes, that gives meaning to life (Reed, 1992). Several nurse 

scientists have used the Spiritual Perspective Scale (SPS) to examine spirituality from 

this perspective in terminally ill and healthy adults (Reed, 1986b, 1987,1991 a; Bauer & 

Barron, 1995), caregivers (Robinson & Kaye, 1994; Kaye & Robinson, 1994), and 

nurses working in the field of mental health (Pullen, Tuck & Mix. 1996). But in a search 

of the literature, only two researchers investigated spiritual perspective in chronic illness, 

while none were found to examine spiritual perspectives in breast cancer. 
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Spiritual Perspective and Social Support in Chronic Illness 

Gray (1997) examined spiritual perspective and social support of 31 women with 

HIV. The Interpersonal Relationship Inventory (IPRI) designed by Tilden, Nelson, May 

(1990) was used to examine the relationship of social support. Significant correlations 

where noted between spiritual perspective and social support (r= .39, p < .05). The 

findings indicated a significant moderate correlation between SPS and social support. 

Spiritual Perspective and Morale in Chronic Illness 

Larson (1998) examined how spirituality and functional status related to morale 

(an indicator of well-being identified in gerontological literature) in 27 adults with chronic 

pulmonary disease. The Spiritual Perspective Scale (SPS) developed by Reed (1986a; 

1991c), the Philadelphia Geriatric Morale Scale (PCGMS), and developed by Lawton 

(1972,1975) was used to understand the relationship between spiritual perspective, 

functional status and morale. Functional status was inversely related to morale (r= -.52, 

p < .01) and spiritual perspective was positively related to morale (r = .52, p < .01). In 

addition, regression analysis indicated that functional status and spirituality explained 

44% of the variance in morale {b = -.42 and b = .43) respectively. Thus spirituality not 

only has a relationship to well-being, but in combination with functional status accounted 

for nearly 45% of the variance in well-being. 

Summary of Spiritual Perspective Research 

While there is a paucity of research that has investigated the relationships of 

spiritual perspective and well-being in chronic illness, the two studies indicate that 

spirituality is a significant resource related to social support, functional status and well-

being within the experience of chronic illness. Study findings on terminal illness (Reed, 
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1986a, 1987,1991a), support that spirituality is an important aspect of the illness 

experience. 

Research findings in chronic illness and terminal illness literature stress the 

significance of spirituality with the experiences. A finding that is compatible with the 

present study's proposed relationship between spiritual perspective as one aspect of the 

construct of spirituality and the other aspects of spirituality (i.e. hope, self-

transcendence, and religiousness) to existential well-being and depression. What is not 

known is how spiritual perspective along with the other aspects of spirituality influences 

well-being in women across the trajectory of breast cancer. 

Hope 

In this study, hope is defined as a "multi-dimensional dynamic life force 

characterized by a confident yet uncertain expectation of achieving good, which to the 

hoping person, is realistically possible and personally significanf (Herth, 1992, p. 1253; 

Dufault & Martocchio, 1985, p. 380). Hinds (1988) suggests that hope is a component of 

the practice of nursing and as such has a therapeutic effect on health outcomes. While 

Herth writes "hopefulness has the potential of helping to explain variance in cancer 

progression" (pg. 79). Therefore, it would appear that fostering hope is a nursing 

function and may influence disease course and psychological response. Nurse 

researchers have investigated the concept of hope among nursing students (Carson, 

Soeken & Grimm, 1988), in healthy Pentecostalists (Benzein, Norberg, & Saveman, 

1998), and in healthy individuals (Coward, 1996), caregivers of terminally ill individuals 

(Herth, 1993), critically ill (Miller, 1989), terminally ill (Hall, 1990), and spousal grief 

(Herth, 1990b). 
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Two nurse scientists investigated tiie concept of hope in cancer patients, 

developing instruments to evaluate the concept. Herth (1989) investigated the 

relationship of hope and coping in 120 adult patients during chemotherapy treatments. 

The Herth Hope Scale was used to measure hope. The findings indicated that hope was 

significantly positively related to coping (r= .80, p = .001). In 1989, Nowotny developed 

a hope scale. The initial investigation included 156 well adults and 150 adults with 

cancer. Two instruments were used to evaluate levels of hopefulness. Thirteen percent 

of the cancer patients had high levels of hope while only eight percent of the well 

individuals had high levels. Moderate levels of hopefulness were similar: well individuals 

represented 79% and cancer patients represented 75% of the total hope scores. 

Researchers have investigated hope using various qualitative methodologies. 

Hinds (1984; 1988), using grounded theory methodology, examined the concept of hope 

in adolescents. Herth (1993) used a triangulated methodology to examine the 

importance of hope in caregivers. 

Hope in Breast Cancer 

There is a dearth of research investigation the importance of hope in breast 

cancer. In the only research found on hope and breast cancer, Mickley, Soeken, and 

Belcher (1992) examined the role of well-being, religiousness, and hope in 175 women 

with breast cancer. The findings suggest that women with higher levels of hope tended 

to have higher levels of existential well-being, religious well-being and overall spiritual 

well-being. In regression analysis, existential well-being attributed uniquely for the 

variance in hope (53.6 %). Results indicated that hope was related to religiousness (r= 

.36, p< .001). The authors noted, "religiousness may help people create meaning and 

coherence in the world" (p. 271). Thus individuals with a higher degree of hope showed 
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increased well-being. In addition, religiousness is a resource for creating meaning within 

the chronic illness experience. 

McGIII and Paul (1993) examine functional status and hope in elderly persons 

with and without cancer. Eighty-six subjects with cancer were over 65 and included 

individuals with breast cancer. The Miller Hope Scale (1986) was used to evaluate hope 

(as cited in McGill & Paul, p. 1208). The mean hope score for the persons with cancer 

was 174.38 (SD 23.02) and 189.57 (SD = 23.10) for the individuals without cancer. 

Physical health was found to be signification related to hope {t = 2.89, p < .01). Findings 

suggest that a decline in physical health is a threat to hope for the elderly individuals 

regardless of diagnosis. 

Hope in Chronic Illness 

Hall (1994), in an effort to understand hope in chronic illness used a qualitative 

approach in her investigation of individuals with advanced and end-stage HIV maintain 

hope. Ten men and women described their illness, their methods of coping and 

maintained hope. For these participants, "hope was maintained: by miracles, religion, 

involvement in work or vocations, and support of family and friends" (p. 283). Thus in 

this study, religiosity, work and social support are resources for maintaining hope in HIV. 

Coward (1994), exploring the meaning of self-transcendence in 10 men and 10 

women with AIDS using a phenomenological approach, found hope emerged as a 

significant theme. Although the data for the men and women were examined separately, 

having hope emerged as a common theme among both the men and women. For the 

men hope was evidenced in searching for ways to live longer, to retaining meaningful 

relationships, maintaining their purpose in life through community activities. Many 

believed that their futures had expanded because of increased connectedness to others. 
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The women maintained hope to be able to raise their children and by finding purpose 

through community action for AIDS. Especially important for the women was the hope of 

continuing loving relationships. Thus hope is an important aspect of the experience of 

AIDS. 

In a study of morale among 23 patients with chronic heart failure, Rideout and 

Montenuro (1986) suggested that patient morale, an indicator of well-being, is influenced 

by factors such as functional status and hope. Hopefulness, a spiritually related 

variable, morale, and functional status were examined. Moderate to strong relationships 

were found between morale and hope (r = -.57, p < .05) and hope and social function (r 

= -.50, p < .05). The results indicate a strong positive relationship between morale, an 

indicator of well-being, and hope. Therefore, despite physical limitations, individuals 

who are more hopeful continue social involvement. Hope appears to be an inner 

resource that enables individuals with chronic illness to transcend the boundaries 

imposed by the illness to maintain and retain social relationships and well-being. 

Hope in Older Adults 

Walton, Shultz, Beck, and Walls (1991) investigated various psychological 

correlates of loneliness in 107 adults over the age of 65. Correlates examined in the 

study were hopelessness and existential well-being using the Spiritual Well-Being Scale 

developed by Paloutzian and Ellison (1982). The results indicted that individuals with 

hopelessness experienced more loneliness and individuals with less hopelessness 

experienced fewer age related losses and higher well being. 

Summary of Research on Hope 

Hope is a dynamic concept that varies across life situations and enables an 

individual to take action toward new possibilities as well as a significant factor in 
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maintaining well-being and social involvement in life. Hope transcends chronic illnesses 

such as breast cancer, maintaining well-being and giving meaning to life within the 

experience of illness in the face of uncertainties. Certainly it appears that hope is related 

to well-being and those individuals with higher levels of hope are more likely to have 

higher levels of well-being and life satisfaction. Research findings indicate that hope 

may be a resource that enables individuals with a chronic illness such as breast cancer 

to transcend the present situation to experience well-being. The findings present 

evidence to support the proposed premise that hope may be a resource enabling 

individuals with a chronic illness such as breast cancer to transcend the present situation 

to experience well-being. 

Hope and Spirituality in Chronic Illness 

Coleman and Holzemer (1999) investigated the relationships of depression, 

anxiety, hope, spiritual well-being and signs and symptoms of HIV in 117 African 

American individuals living with HIV. The Nowotny Hope Scale (Nowotny, 1989) was 

used to measure hope. Findings indicated that hope had significant moderate and 

n e g a t i v e  r e l a t i o n s h i p s  t o  d e p r e s s i o n  ( r =  - . 5 3 ) ,  S t a t e  a n x i e t y  ( r =  - . 5 2 ) ,  T r a i t  a n x i e t y  { r =  -

.55), and significant moderate and positive relationships to religious well-being (r= .47), 

and (r= .66). Results suggest that when individuals have high levels of hope then 

depression symptoms are lower. 

In 1997, Zorn and Johnson, examined various religious characteristics and 

religious well-being of 114 rural women over the age of 65. The Religious Well-Being 

subscale of the Spiritual Well-Being Scale was used to measure religious well-being. 

The authors used the Miller Hope Scale to measure hope. The results indicated a 

significant but moderate relationship between hope and religious well-being (r= .56, p < 
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.001). Hope emerged as the only significant predictor (p < .001). The women in this 

study had high levels of religious well-being and this was associated with their levels of 

hope. This suggests that there is significant value in religious well-being for elderly 

women. 

Summary of Research on Hope and Spirituality 

Nursing theory suggests that hope is resource that can buffer individuals during 

stressful situations or pivotal life events. Research supports the proposed 

conceptualization that hope is an important element of spirituality, an interpersonal 

resource for older women in chronic illness and in specific breast cancer. 

Self-Transcendence 

Self-transcendence is defined as a characteristic of emotional adjustment in later 

life whereby there is a capacity to expand personal boundaries and to be oriented 

toward broadened life purposes (Reed, 1991a: Reed, 1991b). Reed considered self-

transcendence a mental health resource of later life, a process of moving beyond the 

immediate situation, physical limitations or life event (Coward & Reed, 1996). Reed's 

(1986a; 1989; 1991b) research findings consistently have indicated a significant 

relationship between self-transcendence and various measures of mental health, 

including morale, well-being, and diminished depression. 

The Experience of Self-Transcendence 

Coward (1994), using phenomenological methodology investigated meaning and 

purpose in the lives of 20 men and women with AIDS. Participants indicated that their 

experience of having AIDS increased self-understanding, connectedness to others, and 

assisted them in finding meaning and sense of well-being. 
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Self-Transcendence and Weil-Being 

In another study, Coward (1996) examined correlates of self-transcendence in 

152 health individuals. The findings indicated that self-transcendence was highly 

correlated with hope and emotional well-being. Although the participants were healthy, 

self-transcendence was an important factor along with hope in maintaining a sense of 

well-being. 

Self-Transcendence and Well-Belng in Breast Cancer. Two studies were 

identified that examined self-transcendence in women with breast cancer. The first was 

a study by Coward (1991) in which self-transcendence and emotional well-being were 

examined in 107 women with advanced breast cancer. Self-transcendence was 

measured using the Self-Transcendence Scale (Reed, 1991b). Emotional and cognitive 

well-being were also measured. Results indicated that well-being was directly affected 

by self-transcendence (b = .69) and "emotional well-being had a strong negative effect 

on illness distress" {b = -.84) (p. 861). Findings suggest that self-transcendence had a 

direct effect on well-being: a finding that supports the proposed relationships in the 

current study. 

In the second study, Coward (1998) examined the effect of an intervention of 16 

women with breast cancer who were members of a support group. The Self-

Transcendence Scale (Reed, 1991b) was used to evaluate self-transcendence. The 

Profile of Mood States developed by McNair, Lorr, and Droppleman (1992) was one of 

the measures used to assess emotional well-being (as cited in Coward, p. 79). Among 

the several instruments used to evaluated the physical dimension was the Symptom 

Distress Scale (SDS) by McCorkle and Young (1978). Self-transcendence showed a 

high positive relationship to cognitive well-being (r = .82, p < .000). Results indicate that 
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individuals with high levels of self-transcendence will have high levels of well-being. 

Such findings support the relationships of self-transcendence and well-being proposed in 

the current study. 

Self-Transcendence and Well-Being in Cancer. Only two studies were found that 

examined the concept of self-transcendence in other types of cancer. Chih-A-Loy and 

Fernsler (1998), conducted a study of self-transcendence in men with prostate cancer 

using the Self-Transcendence Scale to examine self-transcendence of 23 older men. 

The mean score for the STS was 50.07 which is similar to scores identified by Reed 

(1991 b). These findings indicated that self-transcendence is relevant to older men with 

prostate cancer. Although this study did not examine the correlation of self-

transcendence to well-being, results did indicate the saliency of self-transcendence with 

in the prostate cancer experience. The findings are consistent with the proposed 

concepts within the current study. 

Dirksen (1995) explored the concept "search for meaning" in 31 long-term 

survivors of melanoma. Search for meaning was evaluated using the Search for 

Meaning Scale developed by Dirksen and self-blame was measured using a single item 

question. Well-being was measured using the Index of Well-Being (Campbell, et al., 

1976). Results of this study indicated that there was no difference in well-being scores 

related to search for meaning between survivors who blamed themselves and those who 

did not. All survivors experienced high levels of well-being. Findings indicated a 

relationship between well-being and search for meaning. But Dirksen's instrument 

confounded causal meaning and existential meaning, so conclusions about the 

significance of search for meaning as a correlate of well-being are inconclusive at best. 
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Self-Transcendence and Well-Being in Older Adults. In the study by Walton, 

Schultz, Beck, and Walls (1991), the authors examined the concept of loneliness in 107 

adults 65 years and older. Variables assessed were hopelessness, loneliness, self-

transcendence, and social readjustment. The Existential Well-Being, a subscale of the 

Spiritual Well-Being Scale by Paloutzian & Ellison (1982) was used to evaluate 

existential well-being. Findings in this study indicate that individuals with less loneliness 

experience higher levels of self-transcendence and existential well-being. Thus 

individuals who experience a greater sense of self-transcendence and well-being were 

less lonely. 

Self-Transcendence and Depression in Older Adults. Reed (1986a) published 

research of a middle-theory of self-transcendence among a matched group of 28 

clinically depressed and 28 healthy older adults over three time periods of six weeks 

each. The Developmental Resources of Later Adulthood, a precursor of the Self-

Transcendence Scale was used to capture characteristics of older adults such as 

transcending limitations, accepting the past, present and future, sharing wisdom, and 

achieving physical integrity. Depression was measured using the Center for 

Epidemiological Studies-Depression Scale (CESD) developed by the National Institute of 

Mental Health to identify symptoms of depression in adults. Findings of a cross-lagged 

panel correlation analyses suggested that for healthy elder's developmental resources 

influenced significantly the level of depression, in the clinically depressed, the opposite 

was noted. 

In another study. Reed (1989) examined the mental health of 30 older adults 

hospitalized with a diagnosis of major depression. The Developmental Resources of 

Later Adulthood Scale (DRLA) was developed specifically for this project. The CESD 
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was used to identify the level depression in subjects. A significant moderate inverse 

relationship (r= -.55) was noted between depression scores on the CESD and the Self-

transcendence factor of the DRLA. Thus individuals with a greater sense of self-

transcendence experienced less depression. 

In 1991b, Reed used both qualitative and quantitative methods to study the 

relationship between self-transcendence and mental health in 55 adults who were 80 

years old or older. The CESD, a 20-item questionnaire was used to measure elders' 

levels of depression. The Langer Scale of Mental Health Symptomatology (Langer, 

1962, as cited in Reed, p. 7) was used as and indicator of generalized mental health 

among non-psychiatric individuals. The results indicated an inverse relationship 

between self-transcendence and the depression (r= -.33, p< .01). Thus research using 

the DRLA and Self-Transcendence Scale would suggest that self-transcendence is 

related to mental health among older adults, particularly the oldest of old. Findings from 

Reed's research corroborate an inverse relationship between self-transcendence and 

depression as proposed in the current study. 

In a 1998 triangulated study, Klaas tested 77 elderly Individuals in retirement 

communities who were either depressed or non-depressed. The author used the Self-

Transcendence Scale (Reed, 1986a) to operationalize self-transcendence. Other 

variables examined were purpose in life and depression. Findings indicated that lower 

levels of depression were significantly associated with both purpose in life and self-

transcendence (r = -.59, p < .01; r = -.40, p = .01, respectively). Thus it would appear 

that self-transcendence and meaning in life enhance well-being discouraging 

depression, supporting an inverse relationship between self-transcendence and 

depression as proposed in this study. 
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Buchanan, Farran, and Clark (1995) conducted a study of 35 individuals over 65 

with an acute psychiatric disorder. The Self-Transcendence Scale was used to assess 

the elders' activities and perspectives, and perception of life and spiritual involvement. 

Individuals were assigned to groups based on their thoughts concerning death and 

suicidal ideation. A significant inverse correlation was found between the self-

transcendence and the group identified as wish for death. Tentative findings suggest 

that self-transcendence may be important in the suicidal process of older adults, a 

finding that supports the saliency of self-transcendence in older adults as proposed by 

the present study. 

Summary of Research in Self-Transcendence 

In nursing theory, self-transcendence is conceptualized as a resource that gives 

individuals the capacity to move beyond the present situation by reorganizing and 

restructuring their lives (Coward, & Reed, 1996). Research suggests that self-

transcendence is of major importance as a resource that reduces depression and 

maintains well-being in chronic illness, breast cancer and in elders, particularly in the 

oldest of old. In addition, individuals with higher levels of self-transcendence were more 

hopeful, had lower levels of depression and higher levels of well-being. 

There is little qualitative research that examines the meaning of self-

transcendence in elders, chronic illness or breast cancer. In the one study available on 

self-transcendence in chronic illness. Coward (1994) found that individuals described an 

increased understanding of self and connectedness to others. 

However, a review of the quantitative research on self-transcendence 

corroborates the proposed relationships between the self-transcendence and other study 

variables. It has been postulated that self-transcendence, conceptualized as a 
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component of spirituality, may be a resource to persons, invaluable in maintaining well-

being through retaining meaningful relationships with others and finding meaning and 

purpose in life through service to others and meaningful relationships. 

Religiousness 

Early research that centered on the concept of spirituality examined religiosity. 

Research focused on church attendance and religious reading. Religiousness was often 

studied in reference to extrinsic and intrinsic focuses (Allport, 1967, as cited in Mickley, 

Soeken, & Belcher, 1992, p. 268). In the early 80s, the concept of spirituality expanded 

to a more inclusive concept of religiosity. The work by Paloutzian and Ellison and Reed 

explored the meaning of spirituality in a broader sense. In this study, four aspects of 

spirituality are examined using multiple instruments. The first three are spiritual 

perspective, hope, and self-transcendence. The last is religiousness. For the purposes 

of this study religiousness is defined in terms of a person's relatedness or sense of 

connection to God, a Higher Power, or transcendent being or realm. 

Previous work by Paloutzian and Ellison (1982) identified the religious dimension 

of spirituality as the vertical or religious well-being dimension. Numerous researchers 

have examined the vertical dimension of spirituality using the Religious Well-being 

subscale of the Spiritual Weil-Being Scale developed by Paloutzian and Ellison. Carson, 

Soeken, and Grimm (1988) investigated spirituality among nursing students and Isaia, 

Parker, and Murrow (1999) examined spirituality in healthy older adults. However, only 

three studies were found that examined religious well-being in cancer and only one of 

the studies concerned women with breast cancer. 
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Religiousness and Weil-Being 

In 1992, research conducted by Mickley, Soeken, and Belcher investigated 

multiple aspects of spiritual well-being, religious well-being, and hope in breast cancer. 

For the 175 women in this study, higher levels of hope indicated higher levels of religious 

well-being. Existential well-being and religious well-being were predictors of 54.9 

percent of variability in hope with existential well-being accounting for 53.6 percent of the 

variance. The findings suggest a relationship between hope and religious well-being, 

and that existential well-being and religiousness explain the variability in hope. Thus this 

study concurs with the proposed relationship between well-being, religiousness, and 

hope in women with breast cancer. 

Gioiella, Berkman, and Robinson (1998) examined spirituality and quality of life in 

18 gynecologic oncology patients. The concept of spirituality was operationalized using 

the Spiritual Well-being Scale. Women with ovarian cancers scored lower on religious 

well-being {M = 44) and women with other types of cancers scored higher on religious 

well-being {M=49). Scores for the existential well-being were 43 (ovarian cancer) and 

46 (other cancers), lower than the mean scores in published norms of 49 (Bufford, 

Paloutzian, & Ellison, 1991). Thus women with ovarian cancers appear to experience 

less religiousness while women with other types of cancers experience higher levels of 

religiousness. In this study, women with other types of gynecologic cancers appear to 

have more religiousness, it does not indicate at which point the women are in their 

cancer experience, a concept that is being explored in the present study of breast 

cancer. 

Among the correlates investigated by Kaczorowski (1989) were religious well-

being and anxiety in 114 men and women diagnosed with cancer. A preponderance of 
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the sample were women {N = 84) and 43 of the women had breast cancer. The Spiritual 

Weil-Being Scale and State-Trait Anxiety Inventory were used to measure the 

relationships of spirituality and anxiety among the individuals. Religious well-being was 

higher in nuns, who comprised 10% of the sample. State anxiety (NS) and trait anxiety 

were correlated negatively with religious well-being (r = -.20). In this study, state anxiety 

did not correlate with religious well-being, but trait anxiety had a small inverse 

relationship. This may indicate that women with breast cancer who have higher levels of 

anxiety may have less a sense of religiousness. Religiousness, in this study, appears to 

corroborate the proposed inverse relationship of religiousness to anxiety, a possible 

indicator of depression. 

In a study of 117 African American men and women living with HIV, Coleman 

and Holzemer (1999) examined the relationships of depression, anxiety, hope, religious 

well-being, and signs and symptoms of HIV. The authors used the Beck Depression 

Inventory (1961), the Spielberger State-Trait Anxiety Inventory (1970, as cited in 

Coleman and Holzemer, p. 44), the Nowotny Hope Scale (1989), and the Spiritual Weil-

Being Scale (Paloutzian & Ellison, 1982) as measures of the variables. Religious Well-

B e i n g ,  a  c o m p o n e n t  o f  S W B ,  w a s  w e a k l y  r e l a t e d  t o  t h e  B e c k  D e p r e s s i o n  I n v e n t o r y  { r =  -

21, p< 05), to State Anxiety (r = -.22, p< .05), and to Trait Anxiety ( r= -.24, p< .05). 

Although weakly related to various aspects of depression, religiousness showed an 

inverse relationship to depression, a concept proposed in the current study. 

Summary of Research in Religiousness 

In summary, religiousness has been identified in research as a salient concept in 

maintaining well-being during the experience of breast cancer, other types of cancer, 

chronic conditions, and elders. Research suggests that hope, social support. 
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uncertainty, and aspects of well-being including depression and anxiety are related to 

religious well-being. However, there is a dearth of research concerning the importance 

of religious well-being across the trajectory of chronic illness and in particular breast 

cancer. 

Psychosocial Dimension 

Psychosocial dimensions are defined as both the consequence of psychological 

uncertainty and meaningful social relationships. Within the context of breast cancer, 

chronic Illness and aging social interactions, attitudes and behaviors may facilitate or 

impede well-being. Uncertainty and perceived social support affects not only the 

individual's existential well-being, but has ramifications for positive health outcomes. 

Social Support 

Although social support is a multidimensional construct, in this study only the 

psychosocial concept of social support will be discussed and measured. Several 

researchers have suggested that social support is a resource that helps women with 

breast cancer cope with various aspects of the illness and health behaviors. Research 

suggests social support is a necessary resource in promoting, restoring and maintaining 

well-being (Norbeck, 1981; Weinert & Tilden, 1990) and, is dynamic in nature, changing 

during major life events (Mishel & Braden, 1987; Bruhn & Philips, 1984). Uncertainties 

and fears associated with a chronic conditions or a diagnosis of cancer necessitate an 

increase in social support to enhance health outcomes and well-being (Mishel & Braden, 

1987). In this study, social support is defined as a dynamic, multidimensional, relational 

concept of social support composed of five dimensions: intimacy, social integration, 

nurturance, worth, and assistance (Weis, 1969, 1974; Brandt & Weinert, 1981). 
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The Experience of Social Support 

Two research projects were identified that lool<ed at the meaning of social 

support. Using qualitative methodology, nurse researchers have examined the nature 

and meaning of social support in breast cancer and long-term HIV survivors. Lugton 

(1997), using a grounded theory approach with 29 women with breast cancer, examined 

the nature of social support and how it promotes well-being. The author found social 

support reduced the stress that accompanied the threats to identity, uncertainty, and 

changes in identity. Social support enhanced a healthy identity and fostered a sense of 

belonging in the face of isolation and stigmatization. Quality of the relationships was 

important to respondents' well-being. 

In 1997, Barroso used an ethnographic methodology to examine social support 

among long-term survivors (14 men and 6 women) of AIDS. Themes identified were 

dealing with one's family, renegotiating the friendship group, helping others with HIV, 

and developing a relationship with a higher power. Based on the findings the author 

suggests that support groups and other friends were important. The participants 

developed or retained relationships, renegotiating the relationships that they could count 

on for support and needed resources. Social support was an important factor for the 

participants in this study, as they provided affirmation and resources. 

Summary of Qualitative Research in Social Support 

Research on social support in breast cancer and chronic illness suggests that 

fostering relationships with others and group support enhanced an individual's identity 

and provided needed resources. The research findings present evidence in support of 

the proposed concept of the saliency of social connects and social support during 

chronic illness. 
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Social Support, Well-Being, and Depression 

Numerous researchers have investigated social support as a resource that helps 

maintained well-being in individuals who are experiencing breast cancer and chronic 

illness. Various concepts of well-being have been investigated including well-being, 

adjustment and quality of life. 

Social Support and Well-Being in Breast Cancer. Dirksen (2000) examined the 

concept of well-being among 84 breast cancer survivors using the Index of Well-Being 

(Campbell et al., 1976). The Personal Resource Questionnaire Part II (Weinert, 1987) 

measured social support. In addition, resourcefulness and self-esteem were evaluated. 

In a stepwise regression analysis, social support was the strongest predictor of well-

being, followed by resourcefulness and self-esteem, which together explained 42% of 

the variance in well-being. Study results, also indicated a significant positive relationship 

between social support, resourcefulness and self-esteem and well-being, suggesting 

that individuals that are resourceful maintain health because of they are able to tap into 

their social resources. The findings confirm that social support is a significant resource 

in maintaining well-being. 

Social Support and Adjustment in Breast Cancer. Budin (1998) conducted a 

study of psychosocial adjustment in unmarried women (N = 101) with breast cancer at 2 

to 3 months after surgery. Variables examined were psychosocial adjustment, primary 

treatment alternatives that were breast conserving or mastectomy, symptom distress, 

and perceived social support. Treatment alternatives, symptom distress, and perceived 

social support significantly predicted the variance in psychosocial adjustment (R^ = .57). 

Findings suggest that the type of treatment, the intensity of symptoms and social support 

are important factors in adjustment in women with breast cancer. Thus the findings are 



80 

compatible with the proposed relationship between symptoms, social support, and well-

being. 

Social Support and Quality of Life in Breast Cancer. Sammarco (2001) 

investigated the relationships of social support, uncertainty and quality of life in 101 

breast cancer survivors under the age of 50. The Social Support Questionnaire 

(Northouse, 1988) was used to evaluate social support and the Ferrans and Powers 

Quality of Life Index-Cancer Version (Ferrans & Ferrell, 1990) was used to measure 

quality of life. Quality of life was significantly correlated (p = .000) to perceived social 

support (r = .418). Results of a stepwise regression analysis demonstrated that social 

support and uncertainty significantly explained 27.2% of the variance in quality of life. It 

would appear that in this study, the young women who had higher perceived social 

support and lower levels of uncertainty experienced a higher quality of life. Thus quality 

of life as an indicator of well-being is related to social support and that social support and 

uncertainty explain the variance in well-being: relationships that are proposed in the 

current study. 

Social Support and Quality of Life in Cancer. Pedro (2001) examined several 

variables that influence quality of life for 62 long-term cancer survivors. The variables of 

self-esteem, learned resourcefulness, and multiple dimensions of social support were 

evaluated. The Norbeck Social Support Questionnaire (NSSQ) by Norbeck (1981) was 

used to evaluate social support and Ferrans and Powers Quality of Life Index-Cancer 

Version (QLI-CV) was used as the indicator of satisfaction with life within several 

domains. Only one component of social support, total loss (recent loss, number of 

individuals lost, and amount of that loss) exhibited an inverse significant relationship to 

total quality of life scores (r = - .38, p = .00). It appears that in this study losses of 
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support had a significant impact on well-being as defined by the term quality of life. 

Thus the relationships proposed in the current study are validated by findings in the 

study by Pedro. 

Courtens, et al. (1996) examined quality of life and social support of 51 cancer 

patients in the Netherlands over a year's time frame. The first data were collected at 3 

months and follow-up was completed a year later. The authors expected that quality of 

life would be lower at the 3-month period. Since research has shown that social support 

has a positive effect on well-being, social functioning and physical health, a Dutch 

version adapted from the Norbeck Social Support Questionnaire (Norbeck, LIndsey, & 

Carrieri, 1983) was used to measure social support. Findings in the study indicated a 

positive relationship exists between perceived support and quality of life. The less 

emotional support perceived by the participants, the more symptoms experienced by the 

participants. The findings corroborate the relationship between social support and well-

being proposed in the current study. 

Social Support and Depression in Breast Cancer. Green et al. (2000), in a study 

that examined the predictive use of psychiatric symptoms, identified as posttraumatic 

stress disorder (PTSD) in 160 women with invasive stage I or stage II breast cancer 

without node involvement. Among the variables assessed, in this study, were life 

events, symptom related distress, and social support. The Beck Depression Inventory 

(Beck & Steer, 1987 as cited in Green et al., p. 1087) was used to evaluate depression. 

The findings indicated that women with previous history of trauma or psychiatric 

problems may be at greater risk in adapting to the trauma of breast cancer and that 

social support reduces distress that accompanies the experience of breast cancer: 

findings that confirm the proposed relationship between social support and depression. 



82 

Social Support and Depression and in Older Adults. Blazer and Hughes (1991) 

examined the role of social support in depression in a longitudinal study of 125 adults, 

including elderly adults. Social support and two aspects of depression were assessed. 

Findings, indicating life satisfaction decreased when age interacted with decreased 

subjective social support, are congruent with proposed relationships between social 

support and life satisfaction. 

Summary of Research on Social Support 

Research indicates that social support is an ever changing, dynamic personal 

resource that is employed to assist individuals across various chronic illnesses, including 

breast cancer. Social support, as a resource, decreases emotional stress and enhances 

individual's coping capabilities during the trajectory of chronic illness. Research 

suggests that social support is an important resource in maintaining well-being for 

women with breast cancer and other cancer survivors. The more social support present 

for women with breast cancer and other long-term cancer survivors experience the 

better life adjustment and well-being with less depression. This holds true for elders as 

they age, the greater the social support the less depression and the more well-being. 

Research findings support the relationships between social support and 

spirituality. Together they are resources that augment well-being. As such social 

support and spirituality promote and enhances well-being while decreasing the effects of 

depression. 

Uncertainty 

Uncertainty, in this study, is defined as an experience that varies across the 

chronic illness trajectory as an individual is "unable to assign definite values to objects 

and events and/or is unable to accurately predict outcomes: (Mishel, 1983, p. 356; 
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Mishel & Braden, 1988). Uncertainty in breast cancer presents a iife-lony challenge 

(Nelson, 1996) as more women survive the initial diagnosis and treatment of breast 

cancer. Uncertainty may be experienced differently across the chronic illness trajectory. 

In the acute and the downward phases of chronic illness, uncertainty may be 

experienced more strongly, while individuals in the stable phase, are living with continual 

uncertainty (Mishel, 1990). Researchers are beginning to investigate uncertainty in 

chronic Illness that may change over time or exist on a continuum, shifting to enhance 

personal growth and influence positive experiences. 

The Experience Uncertainty in Breast Cancer 

Hilton (1988) used a phenomenological approach to describe the experience of 

uncertainty 16 women previously diagnosed with breast cancer. Findings elicited from 

the data indicated that uncertainty is a state that exists on a continuum that changes 

over time. Uncertainty ranged from just less than surety to a feeling of vagueness. 

Uncertainty was described as not being able to foretell the future, not feeling secure and 

safe, being in doubt, being undecided because things are not definite, clear cut, or 

determined, and a perception of vagueness. Themes that emerged from the data 

included: feelings generated by uncertainty/certainty, beliefs that influenced uncertainty, 

factors that influenced uncertainty, coping strategies to handle uncertainty, uncertainty 

over time, and references to cancer in the present and/or past tense. Among coping 

strategies described by participants was mobilizing resources such as support and 

strength from others. Beliefs that influenced uncertainty included a faith in God and the 

use of prayer, a dominant theme in the lives of the participants in this study. Findings 

that emerged from the data indicated that beliefs and religiousness influenced 

uncertainty for the 16 women with breast cancer. 
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In an effort to understand the meaning of uncertainty in breast cancer, Nelson 

(1996) used multi-methods of phenomenology and photographic hermeneutics to 

describe the experiences of 9 women with breast cancer. In this group of women, 

uncertainty faded with time, although fear of recurrence could at any time precipitate the 

original experience. Five themes emerged from the data: (1) the vicissitude of emotions: 

(2) relying on support through relationships; (3) transitions: learning new ways of being 

in the world; (4) reflections of self In the world; (5) gaining understanding: putting 

uncertainty into life's perspective. While reflecting on the data. Nelson identified one 

over-arching theme: struggling to gain meaning from the breast cancer experience. 

Within the theme of relying on support through relationships, were family, friends, health 

care professionals, and spiritual beliefs. The women expressed the need for meaning in 

their lives amidst uncertainty and the struggle to move forward in the trajectory of life 

with breast cancer. 

In a literature search, Hilton and Nelson were the only researchers found who 

looked at the meaning of uncertainty in breast cancer. Their findings indicated the 

women used various methods to mobilize and relied on relationships as resources for 

support and strength. In the face of uncertainty and the context of breast cancer, 

women gained understanding and meaning, put life into perspective, and learned new 

ways of living in the world. Breast cancer had changed their lives and their outlook on 

life. The change experienced by these women is reflected in the theoretical literature 

and is compatible with the proposed theory that in pivotal life events, individuals have 

the capacity to change and move beyond the present situation. 
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Uncertainty and Factors of Weil-Being in Breast Cancer 

Dirksen (2000) investigated multiple correlates of well-being among 84 breast 

cancer survivors. Well-being was measured, using the Index of Weil-Being by Campbell 

et al. (1976). Uncertainty was measured using Mishel Uncertainty in Illness scale 

(Mishel, 1981). In regression analysis, uncertainty was a significant negative predictor of 

resourcefulness, suggesting that greater levels of uncertainty evince a decrease in an 

individual's perception of self-control. The findings support the proposed negative 

relationship of uncertainty to well-being. 

in 2001, Sammarco examined social support, uncertainty and quality of life in 

101 breast cancer survivors less than 50 years of age. Uncertainty was measured using 

the Mishel Uncertainty in Illness Scale-Community (Mishel, 1997 as cited in Sammarco, 

p. 215) and quality of life using the Ferrans and Powers Quality of Life Index-Cancer 

Version (Ferrans & Ferrell, 1990). Results indicate significant Inverse correlations (p = 

.000) between uncertainty and quality of life (r = -.436). Stepwise regression analysis 

indicated that social support and uncertainty significantly predicted quality of life, 

explaining 27.2% of the variance. For the young women in this study, findings indicate 

the higher the perceived social support and the lower the degree of uncertainty the 

better the quality of life. Thus the relationship between social support and uncertainty 

and the positive effect of social support on uncertainty is verified by this study. 

Uncertainty and Factors of Weil-Being in Chronic Illness. 

Landis (1996) examined spiritual well-being as a resource that buffers effects of 

uncertainty on adjustment in 94 individuals with diabetes mellitus. She used the Mishel 

Uncertainty in Illness Scale, Community (Mishel, 1981) to measure uncertainty. As 

expected spiritual well-being was negatively related to uncertainty (r = -.49, p = .000), as 
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well as RWB (r = -.26) and EWB (r = -.54). In hierarchical regression analysis, 

uncertainty entered each equation, significantly explaining 15 to 39% of the variance for 

each psychosocial adjustment domain. Existential well-being entered second and added 

10% to the variance of adjustment. The results indicated that uncertainty had a negative 

effect on the ability of this population to adjust to living with diabetes. This study is 

consistent with the premise that uncertainty is negatively related to well-being in 

populations dealing with chronic illness. 

Uncertainty and Depression in Breast Cancer 

In another study, Deane and Degner (1998) investigated anxiety and uncertainty 

in 70 women in Canada with a diagnosis of benign breast biopsy. Mishel Uncertainty in 

Illness Scale-Community Form and Speilberger's State-Trait Anxiety Inventory were 

used to operationalize the concepts of uncertainty and anxiety (as cited in Deane & 

Degner, p. 120-121). In this study, the subjects above all else wanted to know the 

diagnosis of the breast biopsy. The uncertainty scores in this sample were higher {M = 

55.36, SD = 11.36) than the normative data for mixed cancer patients {M = 40, SD = 

10.7). This study indicated that, although breast biopsy is a relative minor surgical 

procedure, the anxiety associated with the time lapse from surgery to laboratory, results 

in heightened levels of anxiety. The results of this study are congruent with the 

proposed relationships between uncertainty and depression as expressed in anxiety for 

women undergoing a benign breast biopsy. 

Mast (1998) examined the relationship of emotional distress, symptom distress, 

uncertainty and positive reappraisal in 109 women post-treatment for breast cancer. 

Symptom distress was measured using the Symptom Distress Scale (McCorkle & 

Young, 1978); the fear of recurrence was measured using the Fear of Recurrence 
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Questionnaire (Northouse, 1981); emotional distress was examined using the Profile of 

Mood States-Short Form (McNair, Lorr, & Droppleman, 1971, as cited in Mast, p. 557); 

uncertainty was measured using Mishel's Uncertainty in Illness Scale (Mishel, 1981; 

1984). Positive reappraisal was another variable that was measured. Regression 

analysis suggested that uncertainty, fear of recurrence, symptom distress, and 

concurrent illness were predictive of nearly 48% of the variation in emotional distress. 

Findings in this study indicate that uncertainty and symptom distress together contribute 

significantly to emotional distress. Thus the findings are compatible with the 

relationships identified in the proposed study. 

Research on well-being, depression and uncertainty indicates a negative 

relationship between uncertainty and various aspects of well-being and depression. 

Uncertainty is a negative predictor of resourcefulness and aspects of emotional stress: 

mastery and danger. In addition, social support and uncertainty predict quality of life, 

while uncertainty, symptom distress, and fear of recurrence predict quality of life and 

emotional distress, indicators of well-being. Such findings are compatible with the 

proposed relationships of the variables in the current study, it is proposed that 

uncertainty has a negative effect on well-being. It is further proposed that spirituality and 

social support have a positive effect on uncertainty. What is not known is how the 

relationship between social support, spirituality, uncertainty will change over the 

trajectory of breast cancer or whether the independent variables will predict well-being or 

depression. 

Summary of Research in Uncertainty 

Research indicates that uncertainty may negatively affect well-being and quality 

of life in women with breast cancer, individuals with other forms of cancer and in chronic 
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illness. Yet different aspects of uncertainty liave varying degrees of influence on 

adjustment across the trajectory of breast cancer diagnosis, treatment, and stabilization. 

The continual uncertainty that women experience in breast cancer, living with the 

constant fear of reoccurrence, may enhance the chronic illness experience, resulting in 

personal growth. Individuals with other forms of cancer and other chronic conditions 

may find that uncertainty changes across the trajectory of the chronic illness experience 

and may indeed be not a threat but a resource, and opportunity for personal growth and 

giving meaning and purpose to life. A review of the literature presents evidence that 

social support and spirituality play a major role in uncertainty and uncertainty influences 

well-being. What has not been examined is the degree to which uncertainty influences 

across the trajectory of breast cancer. 

Physical Dimension 

The physical dimension is evident in the multitude of side effects, and other signs 

and symptoms experienced among older women experiencing chronic illness and breast 

cancer. The myriad of symptoms that may occur jeopardize put women at risk for 

anxiety and depression. 

Symptom Distress 

Numerous nurse scientists have investigated the relationship of symptom 

distress on well-being of women with breast cancer. Various symptoms, such as fatigue, 

insomnia, pain, and concentration have been examined as correlated and predictive of 

depression and threats quality of life. 

McCorkle and Young (1978) reported two pilot studies to develop an instrument 

to assess symptom distress. The first study consisted of 26 oncology and oncology 

radiation patients, identifing symptoms that were experienced. In the second study, 60 
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men and women from a radiation oncology clinic, were interviewed about eight 

symptoms identified in the previous study: nausea, mood, appetite, insomnia, pain, 

mobility, fatigue, and bowel pattern. Two more symptoms: concentration and 

appearance were added to the instrument throughout the course of the investigation. 

For the purpose of this study symptom distress is defined as" the degree of 

discomfort from the specific symptoms being experienced as perceived" (McCorkle & 

Young, 1978) by women with breast cancer. 

Experiences of Symptom Distress 

Fatigue. Several nurse researchers have examined the phenomenon of fatigue 

in cancer patients. In 1996, Ferrell, Grant, Dean, Funk, and Ly, undertook a study to 

explore the experience of fatigue. Research literature suggests that fatigue is the most 

prevailing and distressing symptom of cancer treatment (Ferrell, Grant, Dean, et al., 

1996; Winningham et al., 1994). Cancer patients described themselves as "bone tired". 

Fatigue affected their sleep patterns, their ability to function and carry out usual activities 

including work and social activities, reduced their pain tolerance, and diminished energy 

levels. When individuals with cancer describe their experience of fatigue, they state that 

it affects all aspects of their lives, their well-being. The results of the research on fatigue 

are compatible with the proposed relationship between symptom distress and well-being. 

Symptom Distress and Weil-Being 

Coward (1991) investigated the concepts of self-transcendence, emotional well-

being, illness distress, and functional status in 107 women with advanced breast cancer. 

Illness distress was operationaiized using two scales: Symptom Distress Scale 

(McCorkle and Young, 1978) and Karnofsky Performance Scale (Karnofsky, Ablemann, 

Craver, et al, 1948). The findings indicated that emotional well-being had a strong 
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negative effect on illness distress {b = -.84). The findings are congruent with the 

relationships between illness distress and well-being proposed for the current study. 

In another study, Coward (1998) investigated an intervention with 16 women with 

breast cancer. The affect, cognitive well-being, and functional ability were assessed. 

The Profile of Mood States (McNair, Lorr, & Droppleman, 1992, as cited in Coward, p. 

79) and the Symptom Distress Scale by McCorkle and Young (1978) were used to 

measure emotional well-being and physical well-being, respectively. The results 

indicated a moderately positive relationship between cognitive well-being and symptom 

distress (r= .44, p = .05). The findings appear to be contrary to the relationship between 

well-being and symptom distress postulated in the current study. The author suggests to 

readers to consider this was a pilot study and the number of participants was small, 

therefore, to be cautions with any interpretations of the data. 

In 1998, Budin examined psychosocial adjustment in 101 unmarried women 2 to 

3 months post-surgery for breast cancer. Symptom distress was evaluated using the 

McCorkle & Young's Symptom Distress Scale (1978). Results of zero-order correlation 

indicated that symptom distress was inversely related to adjustment (r^ = .54, p < .001). 

Treatment alternative, symptom distress, and perceived social support accounted 

significantly for the variance in psychosocial adjustment {R^ = .57) in regression 

analysis. And when entered last into the equation, symptom distress accounted for a 

significant change in variance of psychosocial adjustment {f^ = .46, p = .001). Findings 

corroborate the proposed inverse relationship between symptom distress and well-being. 

Lindley, Vasa, Sawyer, and Winer (1998) examined quality of life and 

preferences for treatment during interviews with 86 women with breast cancer who had 

received adjuvant treatment more than 2 years prior. Two measures were used to 
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measure quality of life. The McCorkle Symptom Distress Scale (McCorkle & Young, 

1978) was used to measure symptom distress. Moderate to severe symptoms reported 

by the women included fatigue, insomnia, worsening appearance, and altered bowel 

function. Additional symptoms experienced by the women included moderate to severe 

numbness, pain, and swelling. No correlations were examined in this study, therefore no 

inference concerning the relationship of symptom distress and well-being may be made; 

nor can the relationship be equated to the proposed relationships for the current study. 

The authors did state that the on both quality of life scales were higher than national 

norms or noted in other research. 

In 2000, Redeker, Lev, and Ruggiero, investigated the relationships of insomnia, 

fatigue, anxiety, depression and quality of life in 263 cancer patients receiving adjuvant 

chemotherapy. The Profile of Mood States (McNair, Lorr, & Droppleman, 1981, as cited 

in Redeker, Lev, & Ruggiero, p. 280), Functional status and two items related to fatigue 

and insomnia from the Symptom Distress Scale (McCorkle & Young, 1978). The results 

indicated that insomnia and fatigue were significantly moderately correlated to 

depression and anxiety. The authors conducted a series of hierarchical regression 

analyses depression. In the first equation, insomnia and fatigue explained 32% of the 

variance in quality of life. In the second equation, anxiety and depression were entered 

first, accounting for 43% of the variance in quality of life. When insomnia and fatigue 

were added together they accounted for an additional 4%. Thus the findings in this 

study are compatible with the proposed relationships of symptoms distress, anxiety and 

depression, and well-being. 

Nuamah, Cooley, Fawcett, and McCorkle (1999) tested a theory for health-

related quality of life, in 371 cancer patients. Patients were interview before discharge 
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from the hospital for surgery or within 72 hours and again in 3 months. Health quality of 

life was hypothesized to include: physical distress measured using the Symptom 

Distress Scale, developed by McCorkle & Young, 1978; McCorkle et al., 1994; functional 

status measured using the Enforced Social Dependency Scale by Benoliel, McCorkle, & 

Young, 1980; McCorkle et al., 1989; depression measured by the CES-D, and by social 

support whether was a caregiver living at home. At Time 1 (time of surgery), symptom 

distress had significant moderate correlation with depression (r= .487, p = .005) and 

functional status (r= .357, p = .005). Symptom Distress at Time 2 (3 months post 

surgery) correlated a significant but smaller correlation with depression (r = .291, p = 

.005) and functional status {r= .214, p = .005). Symptoms where more highly correlated 

to depression and function in the surgery phase. This study is one of the few that 

examined cancer across a trajectory of cancer. It is not know at this time what the 

difference in the relationships will be In the three phases for the current study, therefore 

this author cannot state if this study is compatible with the current study's proposed 

changes. However, the findings are consistent with the proposed relationships of 

symptom distress and depression. 

Symptom Distress and Depression in Breast Cancer 

Pasacreta (1997) examined the relationship of depression to physical symptoms 

of distress and functional status in 79 women after breast cancer diagnosis. The 

Symptom Distress Scale (McCorkle & Young, 1978) was used to evaluate physical 

symptom distress and the Enforced Social Dependency Scale (Benoliel, McCorkle, & 

Young, 1980) was the instrument used to evaluate functional status. The women in this 

study reported low to moderate physical symptom distress (M = 21.42, SD = 5.8). The 

most distressing symptoms were fatigue, increased pain, negative feelings regarding 
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appearance, insomnia, poor outlook, and poor concentration. Stepwise multiple 

regression indicated symptom distress and depressive symptoms accounted for 35% of 

the variance in functional status. Symptom distress accounted for 28% of the variance 

(R^ = .278, F = 27.7, p < .0001) with depressive symptoms contributing 7% more to 

variance in functional status. Women who received chemotherapy had significantly 

more symptom distress and lower functional ability, but were not more depressed. 

Although the proposed relationships of symptom distress and depression suggest that 

the greater the symptoms the more depression, the findings indicated that this was not 

the case. However, spirituality and social support were not evaluated and it is proposed 

that in the current study, both variables will have an effect on depression. 

Cimprich (1999) conducted a study that evaluated symptom distress in women 

with breast cancer. The first study examined pretreatment (before surgery) symptom 

distress in 74 women diagnosed with Stage I and II breast cancer. Three instruments 

were use to measure symptom distress: the Symptom Distress Scale (McCorkle and 

Young, 1978) that measured physical symptoms; the Attentional Function Index 

(Cimprich, 1992) that assessed cognitive function; and the Profile of Mood States 

(McNair, Lorr, & Droppleman, 1992 as cited in Cimprich, p. 188) that evaluated mood 

disturbance or affective distress. Insomnia, fatigue, loss of concentration and 

disturbance in mood, were the most common distressing symptoms. Women under the 

age of 55 reported significant loss of appetite (p = 0.04), nausea (p = 0.02) and higher 

levels of mood disturbance (p = 0.002), with significantly more symptoms than older 

women. Women under 55 years of age also experienced higher levels of fatigue and 

loss of concentration prior to any treatment modality, although the scores were not 

significant. The relationship of the number of symptoms to POMS was (r= .65, p. < .01). 
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Twenty five percent of the participants scored 67 or above that indicates higher levels of 

anxiety, distress, and depression. Findings indicate women diagnosed with breast 

cancer may experience numerous physical symptoms and the more symptoms the 

higher the more depressive symptoms; a finding that is consistent with the proposed 

relationship of the symptoms and depression. 

Cimprich and Ronis (2001) subsequently examined symptom distress across 

time. Three time periods were used; presurgery, 2 week after surgery, and 3 months 

post surgical in 48 women with breast cancer and 47 without breast cancer over 55 

years of age or older. Symptom distress was measured using the Symptom Distress 

Scale (McCorkle & Young, 1978) and depression was measured using the Profile of 

Mood Scale (McNair, Lorr, & Droppleman, 1992 as cited in Cimprich and Ronis, p. 89). 

The women with breast cancer reported greater distress with loss of concentration, loss 

of appetite, insomnia, mood distress, and bowel disturbances. The mean scores for 

symptom distress over the 3 time periods approached significance (F (2,92) = 2.41, p = 

.09). At Time 2 a small increase in the mean was noted, but at Time 3 the mean score 

decreased, suggesting an improvement in symptom distress. No indication of 

postsurgical treatment modalities was noted. In regression analysis Symptom Distress 

at Time 2 was found to contribute significantly (57%, p = .001) to the variance of 

attentional performance. In addition, results indicated that older women with breast 

cancer evinced significant lower attentional function with gradual recovery over the 

trajectory of illness. 

Mast (1998) investigated the relationship of emotional distress, symptom 

distress, uncertainty and positive reappraisal in 109 women post-treatment for breast 

cancer. Symptom distress was measured using the Symptom Distress Scale (McCorkle 
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& Young, 1978). Emotional distress was examined using the Profile of Mood States-

Short Form (McNair, Lorr, & Droppleman, 1971, as cited by Mast, p. 557). Uncertainty 

was measured using Mishel's Uncertainty in Illness Scale (Mishel, 1981; 1984). 

Symptom distress had a significant positive relationship to uncertainty (r = .58, p < .001). 

Multiple regression analysis indicted that fear of recurrence and symptom distress 

explained nearly 40% of the variance in uncertainty. Additional regression analysis 

suggested that uncertainty, fear of recurrence, symptom distress, and concurrent illness 

were predictive of nearly 48% of the variation in emotional distress. Findings in this 

study indicate that symptom distress contributes to uncertainty and that uncertainty and 

symptom distress together contribute significantly to the emotional distress. These 

findings are congruent with the proposed relationships of the current study variables. 

McCorkle and Quint-Benoliel (1983) investigated symptom distress and mood 

disturbance in newly diagnosed both patients with lung cancer (A/ = 56) and patients with 

acute heart attacks {N = 65). The results indicated that the newly diagnosed lung 

patients had more symptom distress and higher levels of mood disturbance. The 

findings are compatible with the proposed relationship between symptom distress and 

depression. 

Summary Research on Uncertainty 

In summary, numerous researchers have examined symptoms and symptom 

distress in breast cancer and chronic illness. Most suggest when individuals experience 

more symptoms or severe symptoms depressive symptoms increase and well-being 

decreases. Although Coward (1998) found a positive correlation between symptoms 

and well-being, the author cautioned the relative small sample may have accounted for 

the difference found in the study. It is more likely that symptoms that accompany 
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chronic illness and breast cancer will be distressful thus impacting well-being and 

precipitating anxiety and depression as well as uncertainty. In particular, research 

findings indicate that fatigue may predict uncertainty in breast cancer. Thus the majority 

of the research supports the proposed relationship of uncertainty to well-being and 

depression. Furthermore, symptom distress has been found to be a significant factor in 

predicting well-being. 

Summary of Literature Review 

There is a preponderance of evidence in the literature that suggests relationships 

between spiritual perspective, hope, self-transcendence, religiousness, uncertainty, and 

symptom distress, and various dimensions of well-being in chronic illness and breast 

cancer. 

The relationships proposed for the current study may be seen in Figure 3. It is 

expected that the four empirical indicators of spirituality and social support will be 

positively related to well-being and negatively related to depression. Uncertainty and 

symptom distress will be negatively related to well-being and positively related to 

depression. Symptom distress will change based on the treatment modalities and may 

influence well-being. It is proposed that this will hold true for each of the phases of the 

breast cancer experience. However, it is not known to what extent change will occur 

across the three phases of the breast cancer experience. 

Although, qualitative research indicates that spirituality is salient in both chronic 

illness and breast cancer, there is a paucity of research that examines various aspects 

of spirituality (e.g. spiritual perspectives, hope, self-transcendence, and religiousness) in 

breast cancer. Nor has research examined each of these expressions of spirituality in 
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relationship to dimensions of well-being across the trajectory of the breast cancer. It is 

not known the degree to which these changes will occur. 

The proposed relationships of the study variables are compatible with the 

theoretical framework outlined in Chapter I and verified in the literature review in Chapter 

2. In Chapter I, it was hypothesized that there will be changes in spirituality and in the 

relationships between variables across the breast cancer experience because of the 

proposed assumption related to LSD theory. The theory suggests change occurs, 

particularly in the face of life changing events and provides a strong basis for examining 

the differences over the three phases of the breast cancer experience. It is assumed 

that there should be at least some detectable difference between two time frames. This 

is the first study to examine the change in spirituality across the breast cancer 

experience and little is known about the change that may occur. 
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CHAPTER Hi 

METHOD 

Chapter Three delineates the research design and methodology that was used to 

address the research questions. The focus of this study was to investigate the 

relationship of spiritual and other variables (e.g. social support, uncertainty, and 

symptom distress) to dimensions of well-being in women with breast cancer. Four 

research questions were proposed in Chapter 1 for study to test the theory presented in 

the Operational Model (Fig. 4.). In addition, respondents were given the opportunity to 

add comments about their experience and other matters they thought were relevant. 

Question 1. What is the nature of the relationships of the independent variables 

(spiritual perspective, self-transcendence, hope, religiousness, social support, 

uncertainty, and symptom distress) with the two dependent variables, (existential well-

being and depression) across the trajectory of the breast cancer experience? 

Question 2. Are there differences in the spiritual variables (spiritual perspective, 

self-transcendence, hope, religiousness) across the trajectory of the breast cancer 

experience? 

Question 3. Are there differences in the psychosocial and physical variables 

(social support, uncertainty, and symptom distress) across the trajectory of the breast 

cancer experience? 

Question 4. Are there differences in existential well-being and depression across 

the trajectory of the breast cancer experience? 

The two additional open-ended questions were explored; 

Question 1. What if any, other personal views on spirituality were expressed by 

the women in this study? 



Construct 
Level 

Concept 
Level 

Spiritual Perspectives 

Hope 

Spiritual 
Dimension Self-T ranscendence 

Religiousness 

Psychosocial 
Dimensions 

Social Support 

Uncertainty 

Physical 
Dimension Symptom Distress 

Well-Being 
Dimension 

Existential Well-Being 

Depression 

Figure 4. Operationalization of Constructs and Variables 
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Question 2. What if any, other personal issues were expressed by the women in this 

study? 

Included in this chapter are descriptions of the design of the study, the sample 

criteria and setting, protection of human subjects, data collection procedures, the 

instruments and scoring, and the data analysis that were used to answer each of the 

research questions. In addition all instruments have been tested with cancer patients 

and with elders, and have been shown to be reliable instruments when used with the 

elderly population. 

Design 

This study employed a descriptive, retrospective, correlational design. The 

retrospective method allowed the researcher to obtain longitudinal data during a one

time measurement from a stable breast cancer population, who were asked to respond 

to each question in reference to three time dimensions: (1) current time, which is a 

relatively stable period in the trajectory of their illness; (2) reflecting back in time between 

the initial suspicion of cancer and the confirmed diagnosis of breast cancer; and (3) 

reflecting back to the period of adjuvant therapy, either chemotherapy and/or radiation. 

The actual measurement event for all three phases was obtained during the stable 

phase of the breast cancer experience. The retrospective design allowed for 

examination of spiritual perspectives and other correlates of well-being and depression 

as they may have changed in relation to the temporal aspect of chronic illness in breast 

cancer. Subjects were asked to respond as they remembered the experience. 

Strengths of the Retrospective Design 

Research supports this methodology as a valid, efficient, and humane approach 

to obtain longitudinal data in chronically ill participants (Keogh, 2002; Kreulen, Stommel, 



101 

Gutek, Burns, & Braden, 2002; Janson, 1996). In a retrospective design, the subject is 

recruited based on past and present criteria and is asked to report on a past critical 

event. When Investigating the trajectory of chronic illness this type of approach 

increases the understanding of the condition across the trajectory, as an individual 

fluctuates between phases of the illness. In the case of women diagnosed with breast 

cancer, asking for information during the period prior to surgery could be emotionally 

difficult if not traumatic and even unethical. Asking people to respond to questionnaires 

after some time of adjustment has occurred is a better time to conduct research, and 

some report that women welcome the opportunity to express their feelings about the 

event. Subjects in this study were recruited 8 months post adjuvant therapy when it is 

believed that women have attained some emotional stability in reference to their breast 

cancer experience; Mishel and Braden (1987) suggest that by 8 months women have 

reorganized their lives and adjusted to the residual effects of the treatment and to the 

hormonal therapies (i.e. Tamoxifen and Arimidex) and yet still can provide valid 

responses because they are not so far removed from the onset when there was the 

initial suspicion of cancer and the adjuvant treatment phase. In two studies published in 

Medical Care, researchers compared 133 prostate cancer patient's responses at 

baseline to responses recorded 6 months later. It was found that 69% of the men had 

identical responses at 6 months (Aseltine, Carlson, Fowler, & Barry, 1995; Legler, 

Potosky, Gilland, Eley, & Stanford, 2000). The study criteria exclude women who were 

over 24 months out from adjuvant therapy because recall of previous events may have 

diminished at that point in time. 

The retrospective design also overcomes some of the limitations of prospective 

longitudinal research on ill persons. One limitation in a prospective design is attrition 
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(Blane, 1996; Keogh. 2002). In a population of older individuals with a life threatening 

condition, attrition is of real concern. Bowsher, Bramlett, Burnside and Gueldner (1993) 

consider attrition a particular challenge when conducting research with elders because 

of fatigue or death. Fatigue is also an important factor in cancer patients and older 

individuals and may contribute to an unwillingness to continue participation. 

The third consideration is the cost in time and resources (Pratt, McGuigan & 

Katzev, 2000). Any study that must be conducted over several time periods is both labor 

intensive, increases manpower, and thus is costly (Thorbjornsson, Michelsen, & Kilborn, 

1999; Keogh, 2002). Timmreck (1994) suggests that not only is a retrospective design 

inexpensive to conduct but it requires fewer subjects and the results are more quickly 

obtained and readily available. Janson (1996) suggests that using a retrospective 

design shortens the data collection time and is therefore a more cost effect method. The 

retrospective design eliminates these limitations observed in a prospective design. 

Pratt at al. (2000) presents another limitation to collecting data at two time 

frames, particularly in a pretest-posttest design. The authors suggest that when self-

reporting, subjects may overestimate their knowledge at the pretest that masks the 

actual changes in behavior documented in the posttest. The phenomena the authors 

call a "response shift bias" in which the participants have a different frame of reference 

once they have undergone the intervention or program. Visser, Smets, Sprangers, and 

de Haes (2000) write that in quality of life or behavioral studies the meaning of one's 

self-evaluation changes in regards to the event because of experience. Across the 

experience of breast cancer, there may be a shift or change in the internal standard or 

reference that would change how a breast cancer survivor might understand the 

construct being measured (Pratt et al.). These authors suggest that obtaining the 
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construct in the present first, be it attitudes or behavior and then to respond 

retrospectively will avoid the response shift as participants are using a single frame of 

reference. Therefore, a decision was made based on Pratt's findings, to guide the 

format with the Survivor Phase being presented first, followed by the Anticipatory and 

Therapy Phases. While, this is not consistent with Corbin and Strauss (1991) it is 

congruent with a lifespan developmental view of time in which time is viewed more 

holistically, focused on the present context as most important, followed by other time 

periods that are viewed in comparison to one's present. Thus placing the experience 

within a context and using a retrospective approach to gathering longitudinal data may 

enhance the accuracy. 

Research described by Kreulen et al. (2002) appears to indicate that a 

retrospective design may not have the bias observed in prospective data collection. 

Corbin and Strauss (1991) suggest that because the trajectory of chronic illness is so 

uncertain that it is only in retrospect that the trajectory can be fully and accurately 

understood in context. Corbin and Strauss suggest that a retrospective approach would 

be an appropriate method to use when examining experiences in a chronic illness 

trajectory. Thus longitudinal data collected at one point in time, during the stable phase 

may still capture longitudinal data with less attrition and perhaps more accuracy. 

Limitations 

Regardless of the strengths of the retrospective design, it is acknowledged that 

recall can be a problem. The subject may remember the time reference inaccurately or 

have a distorted or biased perception of prior events (Keogh, 2002; Timmreck, 1994). 

Berney and Blane (1997) noted that several researchers have found that recall of jobs, 

weight, and other physiological information were recalled with 66 to 80 percent accuracy. 
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Blane (1996) cited studies with 80% recall after 30 years and Berney and Blane stated 

that in their study subjects rennembered social conditions with great recall after 50 years. 

However, Blane suggests that the accuracy decreases with emotional laden events. 

Thorbjornsson et al. (1999) suggest that in the recall of life events, there is a "curve of 

forgetting," therefore what is remembered is highly dependent on the technique used to 

inquire into past events (p. 194). Berney and Blane suggest temporal references have 

been shown to improve recall. And Thorbjornsson et al. suggest giving a "time ruler" 

that provides anchors for recall during restrospective questioning. Thorbjornsson et al. 

point out that the importance and significance of the event facilitates recall. It is very 

likely that the respondents for this study view the event of breast cancer as important 

and significant, in such a way that helps them remember the experiences and their 

associated feelings. The "time ruler" technique was used in the current study. To assist 

respondents with recall, at initial contact participants were given specific instructions and 

verbal description of the time frames used in this study as points of reference. A 

reiteration of the time frames used for the study accompanied each participant packet 

and email and telephone numbers were listed if participants needed further explanation 

the time frames or the study. 

Sample 

Sample inclusion criteria were women 60 years of age or older with a clinical 

diagnosis of breast cancer Stage I, II or III that required adjuvant therapy. The women 

had to be between 8 and 24 months post chemotherapy and/or radiation therapy with no 

signs or symptoms of reoccurrence or metastasis. Additional criteria included: the ability 

to read English and no other confounding chronic illness. 
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A power analysis was calculated using Pass 6.0 (Hintze, 1998). A sample size of 

61 was calculated for correlation and multiple regression analysis. An effect size of .25 

and power of .80 for the one-way analysis of variance, the appropriate statistical analysis 

for repeated measures (Polit, 1996), was estimated at 64. Therefore approximately 75 

subjects were sampled, allowing for approximately 15% attrition. 

Ethnicity 

Every effort was made to recruit a sample of ethnically diverse individuals living 

in the community (non-institutionalized) as representative of the population of Arizona. 

Hispanic support groups were specifically targeted to reach minority populations. 

The population figures from 2000 in this U.S. southwestern community were 61.5 

percent Anglo, 29.3 percent Hispanic/Latino, 3.0 and 3.2 percent African American and 

Native American respectively, 2.0 percent Asian, and less than 0.1 percent Hawaiian/ 

Pacific Islander (United States Census Bureau/Pima County QuickFacts, 2004). For the 

purpose of this study, Anglo was defined as white, non-Hispanic/Latino individuals of 

European, North African, or Middle Eastern origin. Although ethnicity was not a study 

variable, the high percentage of Hispanic population present in this Southwestern 

community warranted a strong emphasis be placed on recruitment of elders of Hispanic 

origin. However, it must be noted that according to the American Cancer Society Breast 

Cancer Facts & Figures (2003-2004) African American, Asian/Pacific Islander, and 

Hispanic women have rates of approximately 121.7 to 89.8 per 100,00, Native American 

have an incidence of 58 per 100,000, while Anglo American women have an incidence 

of 140.8 per 100,000. Therefore while every effort was made to include minorities, the 

incidence of breast cancer in the general population was also taken into account. 
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Protection of Human Subjects 

The University of Arizona Human Subjects Committee (Institutional Review 

Board) approved the study on March 3rd, 2003 (Appendix A). The study has been 

deemed in compliance with the HIPAA requirements. The procedures and the number 

of questionnaires involved in the testing were described to the subject over the phone 

during the initial contact. The disclaimer was explained to the participants and they were 

asked to read and retain the disclaimer found in the testing packet (Appendix A). Each 

subject was given a number for identification that was used for all data entry for the 

purpose of assuring subjects of anonymity. 

Procedure 

The sample was obtained by the use of flyers, brochures, and/ or bookmarks 

placed in surgeon, oncologist, and radiologist offices. Permission was obtained from the 

physicians to leave information about the study at their clinics, and physicians were 

asked to mention the study to those clients that might match the study criteria. Various 

support groups were contacted for permission to address subjects or leave brochures, 

flyers, and/or bookmarks with cancer patients who met criteria and were willing to 

participate. The American Cancer Society was contacted locally and in Phoenix, 

Arizona. Permission was obtained from them to send out flyers through their programs 

called "Reaching Out." Bosom Buddies Support groups in the Phoenix area were 

contacted for permission to give out brochures and or flyers. The Arizona Susan G. 

Komen Foundation gave permission to distribute flyers at the Tucson Race for the Cure 

in April of 2003 and April of 2004 and at their open house in October 2003. A public 

notice was placed in the University of Arizona College of Nursing, in the local city 

newspaper, and posted on the University of Arizona Health Science monitor. A banner 
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announcing tlie research project that was linked to a personal website at the College of 

Nursing was approved for the online local newspaper. Churches and synagogues were 

contacted in an effort to reach minorities and a more diverse religious population. 

Churches and cancer support groups in retirement communities that have primarily 

senior populations were contacted. Interested women were given brochures with the 

study information and the primary investigator's contact number. Sunstone Cancer 

Support Foundation gave approval for brochures and flyers to be made available at their 

retreat center and all resources centers, including one within a Hispanic community. 

Through an article written in the monthly newsletter for Sunstone Cancer Support 

Foundation, contact was generated with online support group and a listserv. Personal 

letters were sent to all of the investigator's undergraduate nursing school classmates 

requesting help in locating eligible participants. Lastly, participants were asked if they 

had friends and relatives who wished to participate; this method of snowballing was used 

to reach additional women who might have been potential subjects. At no time was 

anyone contacted who did not first contact the primary investigator. 

Initial contact was made by phone after a participant indicated an interest in 

participating in the study. During the initial call, the primary investigator asked 

preliminary questions to ascertain if the subject met the study criteria. A description of 

the study and of the testing procedures, including the number of questionnaires and 

estimated time necessary for completion, was given to each subject. Participants were 

given a verbal explanation of the disclaimer and told to keep it for future reference. 

If the subject agreed to participate in the study, a packet was mailed to her. 

Included in the packet was the questionnaire booklet, the disclaimer, a cover letter 

explaining the study with the contact number if the participant had any questions 
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regarding the questionnaires, two brochures for the participants to pass on to other 

acquaintances, and a self addressed stamped envelop to return the booklet of 

questionnaires (Appendix B). The participant was instructed to keep the disclaimer and 

return the completed booklet of questionnaires to the primary investigator as an 

indication of willingness to participate in the study. 

The participant at this time was given careful instructions as to the time frames 

for the study and the procedure for answering the questionnaires. The respondent was 

asked to address the questions or statements on each questionnaire in the following 

order: In reference to (1) the present; (2) the time between the initial suspicion of cancer 

and the confirmed diagnosis; and (3) the period of time during adjuvant therapy. 

(Appendix B). The participant was instructed to complete all time periods for each item 

before moving on to the next question to minimize confusion. Eight different 

questionnaires were in the packet. At the beginning of each questionnaire an 

explanation was given for that particular questionnaire. It was expected that it would 

take 1 to no more than 2 hours to complete the entire packet. 

Packet Design Considerations 

Several factors were considered in designing the packet of questionnaires. It 

was recognized that the women are individuals who have undergone adjuvant therapy 

and who are also elders. EkJers often have sensory impairments that may complicate 

administration of instruments. All instruments were altered so that the type and the 

format were similar across all instruments, items were easy to read, and the directions 

clearly stated and specific for each questionnaire. In addition, the instruments were 

collated into a coiled packet for ease In completing the packet (Appendix B). Also, the 

questionnaires were ordered in the packet so as to begin with the least sensitive 
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questions and progress to more sensitive questions. The Symptom Distress Scale 

(McCorkle & Young, 1978) and the depression scale (Radloff, 1977) were administered 

last to minimize the effects of these questions on other questionnaires. 

Instruments and Scoring 

The packet consisted of eight instruments. The instruments used for this study 

are listed in Figure 4, beside the construct and variables each measure. Additional 

information was gathered using a Demographic and Health Data Questionnaire that 

provided descriptive Information about the subjects. At the end of the Demographic and 

Health Data Questionnaire were two questions concerning religiousness and 

uncertainty. Two open-ended questions were included in the questionnaire. To better 

understand the importance of spirituality in the lives of breast cancer survivors an open-

ended question followed questions related to spirituality. The question asked "Do you 

have any views about the importance or meaning of spirituality in your life that have not 

been addressed by the previous question? Please explain." The second open-ended 

question was on the last page. The question asked "Please feel free to list below any 

other issues that are Important to you at this time of your life that were not covered by 

the preceding questionnaires." See Appendix B to view all instruments and questions 

used in the study. In addition, in each packet was a description of the study, a 

reiteration of the manner in which the questions were to be answered, and the phone 

number of the primary researcher so that any participant could contact the researcher for 

any questions. The researcher obtained permission to use all instruments not in the 

public domain, including permission to alter the questionnaires to accommodate the 

retrospective design (see Appendix B). 
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Reliability of all instruments is above the acceptable range above .70 (Polit, 

1996). Cronbach's alpha will be used as the estimate of internal consistency. 

Well-Being Dimension 

For this study, the dimension of well-being was conceptualized as a concept that 

is experience along a continuum. The concept of well-being was evaluated using two 

discrete instruments that measured well-being and depression. 

Index of Well-Being 

Existential well-being was defined as an individual's perception of life 

satisfaction and that life has purpose and meaning (Paloutzian & Ellison, 1982). 

Existential well-being was measured by the use of the Index of Well-Being (IWB) by 

Campbell, Converse, and Rodgers (1976). The IWB is a two part self-report instrument 

that was used to measure well-being. The first part of the scale (Index of General Affect) 

consists of 8 words or phrases on a "semantic differential scale" that describes how the 

subject feels (Andrews & Robinson, 1991, p. 87). The range of feelings is from one to 

six (i.e. My life is 1 = boring, 2, 3, 4, 5, 6, = interesting). The second part consists of a 

general life satisfaction statement weighted 1.1. The range of scores is from the lowest 

2.1 to the highest level of well-being 12.6. 

Reliability for the IWB is acceptable. Andrews and Robinson (1991) wrote the 

internal consistency for part one of the IWB (Index of General Affect) indicated a 

Cronbach a of .89 and correlated with the life satisfaction item .55. Test-Retest 

reliabilities of 285 subjects after 8 month were reported ranging from .43 for the IWB and 

.56 for Part I. Validity was supported by correlations of .20, .26, .35, and .52 for 

measures of fears, worries, personal competence, and happiness, respectively. 

Persons over 65 years of age scored above average on the index. 
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Center for Epidemiological Studies for Depression 

Depression, in this study, was defined as the degree to which a participant 

evinced depressive symptoms. The variable was measured using the Center for 

Epidemiologic Studies for Depression (CES-D), developed by Radloff (1977). The CES-

D is a 20-item measurement with a range of possible scores from 0 to 60 with a score of 

>16 considered indicative of depression. Respondents indicate on a Likert-like scale 

from 0 (rarely or none of the time) to 3 (most or all of the time) how frequently they have 

experienced a symptom in the past week. 

Split-half correlations, used to evaluate internal consistency, indicated alphas of 

".85 for patient groups and .77 for normal groups" (Shaver & Brennan, 1991, p.213). 

Test-retest reliabilities for 12 months and 4 weeks ranged from .32 to .57 respectively. 

Researchers have indicated that the CES-D correlates highly with other instruments that 

measure depression such as the Beck Depression Inventory and the Self-Rating 

Depression Scale. The instrument has been used successfully with breast cancer 

patients and is easily understood, takes a short time to complete which makes it useful 

with older adults and minority populations. 

Spiritual Dimension 

Spiritual Perspective Scale 

The Spiritual Perspective Scale (SPS), developed by Reed (1987), was used to 

measure the saliency of a spiritual perspective and practices in an individual's life. 

Spirituality is defined in terms of one's connectedness within self, connectedness to 

others, and a connectedness to transcendent purposes, that gives meaning to life 

{Reed, 1992). The SPS was developed as a means of quantifying the extent to which 

individuals perceive themselves as having a spiritual perspective in life. The instrument 



112 

was initially developed and tested with over 400 healthy, hospitalized, and or seriously ill 

adults. The instrument is a 10-item measure of the subject's perceptions of spiritual 

views and spiritual-related activities. A 6-point Likert-type scale is used to note 

responses and is scored by calculating a mean across all items. Total scores range 

from 10 to 60. Reliability of the SPS was estimated by Cronbach's alpha at 0.90 with 

little redundancy among items (Reed, 1986b; Reed, 1987). The SPS has been widely 

used by researchers, and has maintained reliability of .92 to .94 across samples of 

patients, nurses, caregivers, and various chronic illnesses. 

Herth Hope Index 

The Herth Hope Index (Herth, 1992) was used to operationalize the concept of 

hope. In this study, hope is defined as defined "a multi-dimensional dynamic life force 

characterized by a confident yet uncertain expectation of achieving good, which to the 

hoping person, is realistically possible and personally significant" (Herth, 1992, p. 1253; 

Dufault & Martocchio, 1985, p. 380). The Herth Hope Index (HHl), adapted from the 

Herth Hope Scale, was designed "to capture the multidimensionality of hope" using a 

reduced number of items (Herth, 1992, p. 1252). The revised version consists of 12 

items on a 4-point Likert-type scale. The scale is anchored at strongly disagree to 

strongly agree. Total scores may range from 12 to 48. The higher an individual's score 

the greater degree of hope. 

The Herth Hope Index (HHl) consists of three subscales: (1) temporality and 

future, (2) positive readiness and expectancy, (3) interconnectedness, and a total score. 

Construct validity was assessed using factor analysis with varimax rotation. Eigenvalues 

for the three factors were 2.02, 1.57 and 1.35 respectively, explaining 61 % of the 

variance. Concurrent validity was evaluated using the Existential Weil-Being 
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Scale and the Nowotony Hope Scale with correlations of (r= .84) and (r= .81). Test-

retest was administered two weeks later with a correlation .91. Internal consistency of 

the HHI was established using Cronbach a (.97). The three subscales had a coefficients 

which ranged from .78 to .86. The Herth Hope Index has shown to be an acceptable 

instrument that may be used with adults in various educational levels, and fatigue levels 

and across differing phases of Illness. 

Self-Transcendence Scale 

The Self-Transcendence Scale (STS) (Reed, 1986a: 1989; 1991a) was used to 

measure self-transcendence. Self-transcendence is defined as a characteristic of 

emotional adjustment in later life whereby there is a capacity to expand personal 

boundaries and to be oriented toward broadened life purposes (Reed, 1991a: Reed, 

1991 b). Reed defines self-transcendence as the capacity of individuals to expand self-

boundaries inwardly in introspective activities, outwardly in concern for others, and 

temporally as the past and present enhance the present. The STS is 15-item 

questionnaire that consists of a 4-point Liker-type scale ranging from "not at all" to "very 

much." The participant's scores are totaled. The total score is divided by the number of 

items answered resulting in a possible range for the STS of 1.0 to 4.0. 

The reliability is consistently good, as estimated by Cronbach's alpha ranges 

from .80 (Reed, 1989) to .88 (Coward, 1990a, 1990b). The instrument is easily 

administered and has been used in numerous studies with the terminally ill women with 

breast cancer, and older adults, including those classified as the oldest of old adults. 

Religiousness 

The concept of religiousness was operationalized using one statement 

developed for this study, "Religiousness is often defined in terms of a person's 
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relatedness or sense of connection to God, a Higher Power, or transcendent being or 

realm. Based on this definition, I consider myself a religious person." Participants rated 

themselves on a 6-point Likert-like scale ranging from 1 (Strongly Disagree) to 6 

(Strongly Agree). The higher the score; the more religious the participant believes she 

is. 

Psychosocial Dimension 

Personal Resource Questionnaire-Part II 

For the purpose of this study, the concept of social support was defined as a 

dynamic, multidimensional, relational concept of social support composed of five 

dimensions: intimacy, social integration, nurturance, worth, and assistance (Weis, 1969, 

1974; Brandt & Weinert, 1981). Social support was measured using the Personal 

Resource Questionnaire Part 2 (PRQ 85), developed by Brandt and Weinert (1981). 

The PRQ is a self-administered scale, used extensively in research, and requires 15 

minutes to complete. The PRQ-Part 2 measures the subject's perceived level of support 

as explicated by Weiss (as cited by Brandt & Weinert) that includes five dimensions: 

intimacy, social integration, nurturance, worth, and assistance. Each of the five 

dimensions has five items, a total of 25-items rated on a 7-point Likert-like scale with 1 

"strongly disagree" to 7 "strongly agree." Total scores range from 7 to 49. The subscale 

has been revised 

Reliability was established using Cronbach's alpha with internal consistency 

reliability coefficient of .89, subscales ranged from .61 to .77. Construct validity was 

established with significant moderate correlation found between the Beck Depression 

Inventory and the Trait Anxiety Scale with (r = -.33) and (r = -.39) respectively (Weinert, 

1987). Evidence obtained over five years of psychometric testing suggest that the PRQ 
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85-Part 2 is a valid and reliable instrument to evaluate the multiple facets of social 

support, including in research with elders and individuals with a chronic illness such as 

breast cancer (Weinert, 1987). 

Uncertainty 

Uncertainty, defined briefly as the inability to make meaning of an experience 

that varies across the chronic illness trajectory as an individual is "unable to assign 

definite values to objects and events and/or is unable to accurately predict outcomes" 

(Mishel, 1983, p. 356). was examined using one statement developed specifically for this 

study. The statement is as follows: "1 am uncertain about what lies in my future 

regarding my illness and treatment." The response is based on a 6-point Likert-like 

scale ranging from 1 (Strongly Disagree) to 6 (Strongly Agree). The higher the score the 

more uncertain the participant perceives herself to be. 

Physical Dimension 

Symptom Distress Scale 

For the purposes of this study, symptom distress is defined as the degree to 

which individuals perceive specific symptoms being experienced (McCorkle & Young, 

1978). The Symptom Distress Scale (SDS), developed by McCorkle and Young, is a 

self-administered 13-item questionnaire that identifies the degree to which patients 

experience various physical and psychosocial symptoms experienced during cancer 

treatment. Participants are asked to rate the intensity of each symptom using a 5-point 

Likert format with responses ranging from 1 (normal or no distress) to 5 (extreme 

distress). A total score is calculated by summing the 13 items, the higher the score the 

greater the intensity of distress experienced by the participant. 
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Initial reliability, using Cronbach's coefficient alpha, was .82 (McCorkle & Young, 

1978). Convergent validity was examined using Ware's health perception questionnaire 

(r = .90). The scale has been shown to discriminate between cancer patients and heart 

patient survivors and between home care patients and control patients. 

Data Analysis 

For the purposes of this study, alpha was set at .05, power at .80 level, and effect 

size of .30 (Cohen, 1988). Before analysis of the data, a computerized random sample 

of subjects was drawn to check for data entry error. 

SPSS 12 was used to conduct all quantitative analysis (2004). Descriptive 

analysis was conducted to examine the sample distribution on each variable. Analyses 

were conducted to examine the psychometric properties of the instruments. Correlation 

analysis, repeated measure analysis of variance, and multiple regression analysis were 

used to answer the research questions. 
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CHAPTER IV 

RESULTS 

Chapter Four includes a description of the sample, the results of the Cronbach's 

alpha reliability scores, and the mean scores for each variable for each phase of the 

study. This is followed by the results of data analysis for each of the research questions. 

Lastly, the qualitative results related to the two open-ended questions are described. 

Description of the Sample 

Means, standard deviations and frequencies were computed for the demographic 

variables. The sample {N= 64) consisted of women 60 years or older that had Stage I, 

II, or III breast cancer, had chemotherapy and/or radiation, and were 8 to 24 months out 

from treatment. The sample was recruited from oncology and surgeon's offices (13), 

support groups (10), the Susan G. Komen Foundation Race for the Cure (9), friends 

(15), the local newspapers (7), churches (4), Sunstone Cancer Support Foundation (6), 

and the FitCenter (1). One hundred and fifteen women contacted the principal 

investigator. Of the 75 who met the study criteria, 68 returned completed 

questionnaires, 3 returned the questionnaires with no answers, and 4 never returned 

theirs for a return rate of 91 percent. Among the 7 who did not complete or return the 

questionnaires, 4 indicated that their husbands were very ill and their lives too stressful 

to complete the study. Four women who returned completed questionnaires were 

dropped from the study, as it was noted with the return of their questionnaires, that they 

did not meet study criteria. One participant indicated she was a Stage IV and another 

had metastasis to her iliac bone. The two others had complicating factors that 

eliminated them from the study; one participant had a stroke the day after her surgery 

requiring extensive rehabilitation with possible cognitive changes and the last had 
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ovarian cancer 6 months before the breast cancer and had lost both her husband and 

son during her two bouts with cancer. It was also noted with the return that she was only 

six months out from treatment, not the required eight. 

The final data set of women with breast cancer who met the study criteria and 

completed questionnaires was 64 (A/= 64). Table 1 displays age and years of education 

data and Table 4 displays the stage of breast cancer on women who completed the 

questionnaires. A distribution curve was calculated for stage of cancer, years of 

education and age. Stage of cancer and years of education were normally distributed. 

However, age was skewed to the left (1.12). This was considered to be a normal 

distribution for age, because as individuals age, fewer persons within the upper cohorts 

are available for participation in any study. 

The mean age at the time the participant completed the questionnaire was 67.14 

{SD = 7.07) years of age with a range of 60 to 89 years (Table 1). The women were on 

the average 65 (SD = 7.98) years of age when they were diagnosed with breast cancer. 

Although every effort was made to encourage ethnic diversity, only one participant was 

Asian and one was Hispanic (Table 2). Over 96% were White. The majority of the 

women were married (40), three were single, nine divorced, eleven widowed, and one 

was living with a significant other. The sample was religiously diverse with 39 women 

who indicated they were Protestant, eleven Catholic, six Jewish, three identified 

themselves as other, and five did not list any religious preference. 

Most of the women were retired, however, ten still worked full time, nine worked 

part time, and four wrote they were not employed. The women in this study were well 

educated with a mean number of years of education of 15.48 (SD = 3.10). The range 

was 8-25 years. Only two women indicated they had less than a high school. 



Table 1. Description of Sample (A/= 64) on Age and Education 

Mean (SD) Range 
Age 67.14 (7.07) 60-89 

Age When Diagnosed 65.00 (7.98) 36-88 

Number of Yrs Education 15.48 (3.10) 8-25 

Table 2. Description of Sample (N = 64) on Various 1 

Frequency ( % )  

Ethnicity 
White 62 (96.9) 
Hispanic 1 (1.6) 
Asian 1 (1.6) 

Marital Status 
Married 40 (62.5) 
Single 3 (4.7) 
Divorced 9 (14.0) 
Widowed 11 (17.2) 
Living with Significant Other 1 (1.6) 

Religion 
Catholic 11 (17.2) 
Protestant 39 (61.0) 
Jewish 6 (9.4) 
Other 3 (4.7) 
None 5 (7.8) 

Employment 
Full time 10 (15.6) 
Part time 9 (14.1) 
Retired 41 (64.1) 
Not employed 4 (6.3) 

Occupation 
Administrative Assistant/ 

Office Worker 6 (13.6) 
Professional Services 4 (9.1) 
Administrative /Management 4 (9.1) 
Health Professional 15 (34.1) 
Self-employed 3 (6.8) 
Educators 9 (20.5) 
Unemployed Homemaker 3 (6.8) 

Nurses 
Bachelor of Science 6 (54.5) 
Diploma 4 (36.4) 
ADN 1 (9.1) 

Know of persons with Breast Ca 61 (95.3) 
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Table 3 Description of Sample (A/= 64) on Treatment Regimen 

Mean (SD) Range 
Length of Chemotherapy 20.67 (10.42) 1 -52 

Length of Radiation 5.91 (1.66) 1 -10 

Table 4. Description of Sample (A/= 64) on Health Related Items 

Frequency (% ) 
Stage of Breast Cancer 

Stage 1 25 (39.1) 
Stage 2 32 (50.0) 
Stage 3 7 (10.9) 

Type of surgery 
Lumpectomy 38 (59.3) 
Mastectomy 20 (31.4) 
Lumpectomy and Mastectomy 6 9.3) 

Type of Therapy 
Chemotherapy 16 (25.0) 
Radiation 23 (35.9) 
Chemotherapy and Radiation 25 (39.1) 

Sentinel Node Biopsy 52 (81.3) 

Positive Results Sentinel Biopsy 20 (31.3) 

Hormonal Therapy 38 (59.4) 
Tamoxifen 21 (32.8) 
Arimidex 16 (25.0) 
Other 2 (3.2) 

Chronic Conditions 
1 condition 20 (31.9) 
2 conditions 10 (15.6) 
3 conditions 11 (17.2) 
5 conditions 2 (3.1) 

Know of persons with Breast Ca 61 (95.3) 

education. Sixteen graduated from high school, fourteen graduated from college, ten 

had achieved a Masters and four had continued on to complete a PhD. Not all of the 

respondents listed their occupation but 39 listed present or former occupations. Table 2 

indicates that six of the women worked in various capacities as office personnel and four 



121 

women held administrative positions. Four participants stated they were involved in 

professional services. Nine Indicate they held positions as educators. Three of the 

women were self-employed and three were unemployed homemakers. The largest 

category consisted of 15 health professionals, 11 who were nurses: six nurses 

graduated from baccalaureate programs, four stated they were RNs (possibly from 

diploma programs but not necessarily), and one graduated from an associate degree in 

nursing program. 

Sixty-one (95.3 %) of the women in the study knew someone who had been 

diagnosed with breast cancer. The women indicated that grandmothers, mothers, 

sisters, cousins, aunts, and friends were those who they knew diagnosed with breast 

cancer. 

The demographics related to breast cancer for the sample are listed in Tables 3 

and 4. Participants were identified as Stage I, II, or III. Twenty-five (39.1%) women 

indicated they were a Stage I, 32 (50%) Stage II, and seven (10.9%) were Stage ill. 

Twenty (31.4%) participants had a mastectomy, 38 (59.3%) had breast conserving 

surgery (lumpectomy), and six women (9.3%) who initially had lumpectomies had 

subsequent surgery for mastectomies. Twenty-three (35.9%) indicated they had 

radiation, 16 (25 %) indicated they had chemotherapy, and 25 (39.1% of the 64 women) 

indicated they received both chemotherapy and radiation (Table 3). Fifty-two (81 %) of 

the women had a sentinel node biopsy procedure during surgery with 20 women 

indicting the results were positive. The women who were given adjuvant chemotherapy 

had an average of 20.67 {SD = 10.42) weeks of therapy. Women who were given 

radiation had a mean number of weeks of 5.91 (SD = 1.66). Fifty-three (83%) of the 

women indicated they had no complications following surgery, but four mentioned they 



122 

had fluid build up behind the surgery site and three developed post surgical infections. 

Thirty-four (53%) women did not list any additional non-surgical complications that 

occurred. However, 30 (47%) women listed multiple complications not related to the 

surgery. Among those listed were lymphedema, neurological damage from chemo or 

radiation, short term memory loss, disfigurement, severe bone pain, hospitalization post 

chemotherapy, depression, dental caries, systemic fungus, esophagitis, blood clots, 

burning of axillia, fatigue, hypothyroidism, shortness of breath, muscle weakness, 

insomnia, grief, depression loss of appetite, removal of other breast for benign tumor, 

surgery for an ovarian cyst and a hysterectomy. 

The sample reflected the fact that chronic conditions occur in later adulthood. 

The most predominate condition identified by 21 (32.8%) of the women was arthritis 

followed closely by 17 (26.6%) women who listed hypertension. Six (9.4%) of the 

women listed asthma as a chronic condition, nine (14.1%) listed vision impairment, and 

five (7.8%) marked hearing loss. Seven (10.9%) of the women identified diabetes as 

one of their problems and three (4.7%) women checked heart disease; while none of the 

women checked chronic pulmonary disease. In addition, the women wrote in several 

conditions such as allergies, depression, fibromyalgia, hypothyroidism, and several other 

conditions. 

Preliminary Analyses: Psychometrics and Statistical Assumptions 

Reliability coefficients, group scores and standard deviations, and bivariate 

correlations, were computed using the study variables within each phase of the study. 

The results are summarized in Tables 5 (reliability coefficients, groups scores), and. 

Tables 6-8 (bivariate correlations). This information provided data to examine the 



Table 5. Anticipatory, Therapy, and Survivor Phase Reliability Coefficient and Group Scores { N =  64) Spiritual Perspective, 

Hope, Self-Transcendence, Religiousness, Social Support, Uncertainty, Symptom Distress, Well-Being, and Depression 

Reliabilities Range 
Possible 

Anticipatory Phase Therapy Phase Survivor Phase 

Anticip Therapy Survivor M (SD) Range M (SD) Range M (SD) Range 

Spiritual 
Perspect .95 .95 .95 10 -60 48.01 (11.19) 15-60 49 .00(10.94) 18.50-60 48.59 (11.29) 15-60 

Hope .86 .85 .81 12-48 39.23 (5.93) 25-48 40.22 (5.46) 28-48. 43.16 (3.89) 35-48 

Self-
Transcend .83 .85 .71 15 -60 49.52 (6.38) 33-60 48.56 (7.06) 30-59 54.44 (3.92) 46-60 

Religious 1 -6 5.16 (1.04) 1-6 5.22 (1.02) 1-6 5.27 (1.01) 1-6 

Social 
Support .89 .88 .88 25 -175 145.65(18.93) 92-175 145.40(18.87) 79-175 152.13(16.99) 95-175 

Uncertain 1 -6 4.08 (1.93) 1-6 3.77 (1.73) 1-6 3.48 (1.69) 1-6 

Symptom 
Distress .73 .87 .79 13 -65 21.84 (5.58) 13-34 28.84(10.34) 13-49 20.00 (5.63) 13-40 

Well-
Being .88 .90 .80 2.1 - 12.6 8.95 (2.26) 2.85-12.60 9.15 (2.54) 2.48-12.60 11.14 (1.42) 6.85-12.60 

Depress .92 .93 .85 0 - 6 0  15.67(10.75) 0-44 19.48(12.50) 1-57 5.69 (6.26) 0-28 



Table 6. Anticipatory Phase: Correlations Between Spiritual Perspective, Hope, Self-Transcendence, Religiousness, Social 

Support, Symptom Distress, Weil-Being, Depression, Age, Education, and Stage of Breast Cancer (A/= 64) 

Spiritual 
Perspect 

Hope Self-
Transcend 

Religious Social 
Support 

Uncertain Symptom 
Distress 

Well- Depress Age Edu 
Being 

Hope .26* -

Self-
Transcend .21 .74*** -

Religious ^2*** .25* .13 -

Social 
Support .19 .54*** .50*** .06 -

Uncertainty .17 -.23 -.26* .12 .03 -

Symptom 
Distress .08 -.45*** -.33** -.00 -.48*** .27* -

Well-Being .14 .66*** .08 .55*** -.27* -.54*** -

Depress .06 -.64*** -.62*** .06 -.53*** .27* -.75*** 

Age .06 -.16 -.04 -.00 -.03 .02 -.04 .11 .00 

Education - . 11  .01 -.14 -.21 -.13 .06 .08 -.15 .06 -.30* 

Staae . 11  .09 .09 .09 -.02 .14 .19 -.09 .06 -.10 .10 
Note; Spiritual Perspect = Spiritual Perspective, Self-Transcend = Self-Transcendence, Religious 
Depression, and Edu = Education 
'Correlation is sigr)ificant at the 0.05 level (2-tailed) •"Correlation Is significant at the 0.01 level (2 tailed) **' 

= Religiousness, Uncertain = Uncertainty, Depress = 

'Correlation is significant at the 0.001 level (2 tailed) 



Table 7. Therapy Phase: Correlations Between Spiritual Perspective, Hope, Self-Transcendence, Religiousness, Social 

Support, Uncertainty, Syn^iptom Distress, Weil-Being, Depression, Age, Education, and Stage of Breast Cancer (N = 64) 

Spiritual 
Perspect 

Hope Self-
T ranscend 

Religious Social 
Support 

Uncertain Symptom 
Distress 

Well-
Being 

Depress Age Edu 

Hope .19 -

Self-
Transcend .06 .65*** -

Religious .70*" .11 -.04 -

Social 
Support .13 .57*** .46*** -.08 -

Uncertainty -.04 -.20 -.24 -.15 .07 -

Symptom 
Distress .24 -.40*** -.53*** .30* -.47*** .25* -

Well-Being .06 .65*** .69*** -.04 .60*** -.17 -.67*** -

Depression .24 -.56*** y ̂  *** .29* -.55*** .22 .86*** yy*** 
-

Age .04 -.17 -.04 -.02 -.02 .05 -.12 .12 -.04 -

Education -.03 -.04 -.15 -.12 -.19 .05 .18 -.25* .20 

o
 

CO 1 -

Stage .05 -.16 -.06 .09 -.09 .10 44*** -.24 .29* -.10 .10 

Note; Spiritual Perspect = Spiritual Perspective, Self-transcend = Self-Transcendence, Religious = Religiousness, Uncertain = Uncertainty, Depress = 
Depression, Edu = Education 
•Correlation is significant at the 0.05 ievei (2-tailed) "Correlation is significant at the 0.01 level (2 tailed) '"Correlation is significant at the 0.00 level (2 tailed) 



Table 8. Survivor Phase: Correlations Between Spiritual Perspective, Hope, Self-Transcendence, Religiousness, Personal 

Resources, Uncertainty, Symptom Distress, Weil-Being, Depression, Age, Education, and Stage of Breast Cancer (N = 64) 

Spiritual 
Perspect 

Hope Self-
T ranscend 

Religious Social 
Support 

Uncertainty Symptom 
Distress 

Well-
Being 

Depress Age Edu 

Hope .37" -

Self-
Transcend .34** .46*** -

Religious .79*" .34** .11 -

Social 
Support .10 .55*** .54*** .01 -

Uncertainty .00 -.16 -.20 .03 -.08 -

Symptom 
Distress .16 -.19 -.26* .19 -.43*** .28* -

Well-being .36** .46*** .64*** .12 .58*** -.29* . 42*** -

Depression .13 -.32* - 46*** .20 -.63*** .18 -j^ *** -.51*** -

Age .05 -.24 .04 -.03 -.08 -.02 -.03 .09 -.07 -

Education .04 .18 -.04 -.03 .02 .05 .31* -.13 .10 -.30* -

Stage .07 -.16 .01 .09 .00 .20 .26* -.01 .08 -.10 .10 
Note; Spiritual Perspect=Spiritual Perspective, Self-Transcend = Self-Transcendence, Religious = Religiousness, Depress =Depression, Edu = 
Education'Correiation is significant at the 0.05 level (2-tailed) "Correlation is significant at the 0.01 level (2 tailed) *** Correlation is significant at the 
0.001 level (2 tailed) 
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psychometric properties of the Instruments and to evaluate statistical assumptions 

regarding the sample prior to analyzing the research questions. 

Psychometric Properties of Instruments 

Reliability coefficients were analyzed using Cronbach's alpha (see Table 5). 

Note that several of the names of the variables on the tables have been adjusted to 

conserve space: spiritual perspective (spiritual perspect), self-transcendence (self-

transcend), religiousness (religious), uncertainty (uncertain), and depression (depress). 

Religiousness and Uncertainty are single items and therefore did not have 

reliability coefficients. Reliability alpha coefficients ranged from .73 to .95 for variables: 

spiritual perspective; hope; self-transcendence; social support; symptom distress; well-

being; and depression in the Anticipatory Phase with symptom distress scoring the 

lowest and spiritual perspective the highest. The reliability coefficients for the Therapy 

Phase were between .85 for hope and self-transcendence and .95 for spiritual 

perspective. Cronbach's coefficients were between .71 and .95 in the Survivor Phase. 

Self-transcendence was the lowest with .71 and spiritual perspective was the highest 

with .95. 

The correlations between scores on the instruments provided some support for 

concurrent validity of the instruments at each phase (see Tables 6-8). The correlation 

coefficients indicated that the study variables correlated with each other in the expected 

direction and often significantly so, based upon the theoretical framework. That is, the 

spiritual variables correlated positively with each other, with well-being, and with social 

support. The spiritual variables correlated negatively with depression, uncertainty, and 

symptom distress. 
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Examination of reliability and validity coefficients indicated that the psychometric 

properties of the instruments were adequate for the study. 

Statistical Assumptions 

Prior to testing for statistical assumptions, the group scores on the instruments 

were examined for normality of distribution and homogeneity of variance. Biavarlate 

correlations among study variables were examined at each phase to determine if there 

was any multicoNinearity among the independent variables. The findings are presented 

below as background information in two sections: Group Scores at Each Phase, and 

Biavriate Correlations at Each Phase. 

Group Scores at Each Phase. 

Anticipatory Phase. The group scores for spiritual perspective and self-

transcendence were 48.01 (SD= 11.19) and 49.52 (6.38) respectively (Table 5). The 

range for spiritual perspective and self-transcendence was 15 to 60 and 33 to 60 

respectively. Both instruments were skewed slightly to the left. The group score for the 

Herth Hope Index was 39.23 (SD = 5.93) with a range of 25 to 48 and a very slight skew 

to the left. The group score for the religiousness question was 5.16 (SD = 1.04). The 

range was 1 to 6 with a skew of -1.63 to the left, indicating that the scores were 

clustered at the high end of the scale that might cause a ceiling effect. 

The variable for social support had a group score of 145.65 ( S D  =  18.93). The 

range for the social support was 92 to 175 with a very slight skew to the left of - .64. 

The group score for the uncertainty item was 4.08 (SD = 1.93). The range for 

uncertainty was between 1 and 6 with a very slight skew to the left. The symptom 

distress scale had a group score of 21.64 (SD = 5.58) with a range of 13 to 34. The 

possible range for the symptom distress scale was 13 to 65. 
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The well-being group score was 8.95 ( S D  =  2.26) with a range of 2.85 to 12.60 

skewed slightly left. The depression group score was 15.67 (SD= 0.75) with a range of 

0 to 44 out of a possible range of 0 to 60. The group score for the well-being scale was 

slight skewed negatively and the depression scale score was positively skew to the right. 

Therapy Phase. The group score for spiritual perspective was 49.00 (SD = 

10.94). The range for spiritual perspective was 18.50 to 60 with a slight skew to the left 

(Table 5). The group score for the Herth Hope Index was 40.22 (SD = 5.46) with a 

range of 28 to 48 and a very slight skew to the left. The results of the group score 

tabulation indicated that self-transcendence had a group score of 48.56 (SD = 7.06) with 

a range of scores from 30 to 59 and a slight skew to the left. The group score for the 

religiousness question during the Therapy phase was 5.22 (SD = 1.02). The range was 

1 to 6 with a skew of -1.87 to the left, indicating that scores were clustered at the higher 

end of the scale with little variability. 

The social support variable had a group score of 145.40 (SD= 18.87). The 

range for the social support instrunnent was 79 to 175 with a slight skew to the left of -

1.12. The group score for the uncertainty item was 3.77 (SD = 1.73). The range for 

uncertainty was between 1 and 6 with a very slight skew to the left. The symptom 

distress scale had a group score of 28.84 (SD = 10.34) with a range of 13 to 49. The 

possible range for the symptom distress scale was 13 to 65. 

The well-being group score was 9.15 (SD = 2.54) with a range of 2.48 to 12.60 

skewed slightly left. The depression group score was 19.48 (SD =12.50) with a range of 

1 to 57 out of a possible range of 0 to 60. The group score for the well-being scale was 

slight skewed negatively and the depression scale was positively skewed slightly to the 

right. 
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Survivor Phase. The group scores for spiritual perspective and self-

transcendence were 48.59 (SD = 11.29) and 54.44 (SD = 3.92), respectively. The range 

for spiritual perspective and self-transcendence was 15 to 60 and 46 to 60 respectively. 

Both instruments were skewed slightly to the left (Table 5). The group score for the 

Herth Hope Index was 43.16 (SD = 3.89) with a range of 35 to 48 and a very slight skew 

to the left. The group score for the religiousness itenn was 5.27 {SD = 1.01). The range 

was 1 to 6 with a skew of -1.99 to the left. 

The social support variable had a group score of 152.13 (SD = 16.99). The 

range for the social support instrument was 95 to 175 with a slight skew to the left of 

-1.07. The group score for the uncertainty question was 3.48 (SD = 1.69). The range for 

uncertainty was between 1 and 6 with a very slight skew to the right. The symptom 

distress scale had a group score of 20.00 (SD = 5.63) with a range of 13 to 40. The 

possible range for the symptom distress scale was 13 to 65. 

The well-being group score was 11.14 (SD = 1.42) with a range of 6.85 to 12.60 

skewed slightly left. The depression scale group score was 5.69 (SD= 6.26) with a 

range of 0 to 28 out of a possible range of 0 to 60. The score indicated a positive skew 

to the right, indicating that the score was clustered at the low end of the scale. 

Bivariate Correlations at Each Phase 

Munro (1997) suggests the assumptions for multiple regression are the same as 

for bivariate correlations. However, the one additional issue relates to multicollinearity: 

the interrelatedness of the independent variables. A correlation coefficient above .85 

indicates a problem. None of the relationships between the independent variables in this 

study was over .80. The results of the correlations between the independent variables. 
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and between the two dependent variables for each phase are presented in Tables 6, 7 

and 8. 

Anticipatory Phase. Table 6, presents all Pearson correlations among the 

independent variables. There were many significant correlations. Those of greatest 

magnitude were between: spiritual perspective and religiousness (r= .72, p< .001); 

hope and self-transcendence (r= .74, p < .001); hope and social support (r = .54, p < 

.001); hope and symptom distress (r= -.45, p< .001); self-transcendence and social 

support (r= .50, p < .001); and social support and symptom distress (r = -.48, p < .001). 

The two indicators of the well-being dimension; depression and well-being were found to 

have a significant inverse correlation (r = -.75, p < .001). Lastly, age, education, and 

stage of cancer were not significantly correlated to any study variables in the anticipatory 

phase. Age and education correlated negatively (r= -.30, p< .05) to each other. 

Therapy Phase. The correlation coefficients for the therapy phase are listed in 

Table 7. The correlation of greatest magnitude and significance were found between: 

spiritual perspective and religiousness (r= .70, p< .001); hope and self-transcendence 

(r= .65, p < .001); hope and social support (r= .57, p < .001); hope and symptom 

distress (r= -.40, p< .001); self-transcendence and social support (r= .46, p< .001); 

self-transcendence and symptom distress {r= -.53, p< .001); religiousness and 

symptom distress (r= .30,  p < .05);  social  support and symptom distress (r= - .47,  p < 

.001); and symptom distress and stage of cancer (r= .44, p < .001). A strong indirect 

relationship was found between the indicators of the well-being dimension; well-being 

and depression (r  = -.77, p < .001).  Age and education were inversely related (r= -.30, p 

< .05). Age, education, and stage of cancer were not related significantly to any of the 

other spiritual, psychosocial, or physical variables. 
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Survivor Phase. The Pearson's product-moment correlation coefficients for the 

Survivor Phase are noted in Table 8. The correlations with the greatest magnitude and 

significance were between: spiritual perspective and religiousness (r= .79, p< .001); 

spiritual perspective and self-transcendence (r= .34, p< .01); hope and spiritual 

perspective (r = .37, p < .01); hope and self-transcendence (r= .46, p < .001), hope and 

religiousness (r= .34, p< .01); hope and social support (r= .55, p< .001), self-

transcendence and social support (r= .54, p< .001), self-transcendence and symptom 

distress (r= -.26, p< .05); social support and symptom distress (r= -.43, p< .001); 

uncertainty and symptom distress (r= .28, p < .05); education and symptom distress (r= 

.31, p < .05); stage of cancer and symptom distress (r = .26, p < .05); education and age 

(r= -.30, p < .05). Well-being and depression had a significant moderate inverse 

relationship (r= -.51, p < .001). 

Conclusions on Statistical Assumptions 

Four statistical assumptions were examined to establish whether the 

assumptions governing parametric data had been met. In addition, multicollinearity of 

the independent variables was examined and not found. The first statistical assumption 

states, "the sample must be representative of the population to which the inference will 

be made" (Munro, 1997, p. 226). The second states variables must be normally 

distributed. The third assumption: each variable should have the same variability— 

homogeneity of variance. Fourth, the data should be measured as interval data (Field, 

2000). Fifth, the relationship between variables must be linear. And lastly, the data from 

different subjects are independent. 

It was noted that the first assumption had been violated from the beginning of the 

study because the study was designed as a descriptive study using a convenience 
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sample. To test for linear relationships, variables were examined using scatterplots. 

Normalcy of the data was first examined with the identification of the skewdness of the 

data (Table 5). None of the variables had a normal distribution. To further examine the 

extent of non-normality, the Kolmogoro-Smirnov and Shapiro-Wilk tests were used for 

each of the study variables. A Liffiefors significance correction indicated that seven of 

the 27 study variables were not significant, confirming that the variables did not have a 

normal distribution (significance at .05). This would indicate that nonparametric analysis 

should be conducted on the data. Correlations were run using Kendall's tau, Spearman 

rho, and Pearson's product-moment correlation coefficient. The results were similar for 

all three. No significant relationship was eliminated using the Kendall's tau or the 

Spearman rho, but the magnitude of the relationship was lower. Cohen and Cohen 

(1975) state that normalization of the data should be used judiciously, when the data 

yield a wild distribution. Cohen and Cohen (1975) and Polit (1996) state that failure to 

meet the normal distribution and homoscedasticity "generally has only a small effect on 

the validity of the statistical test, however, particularly when the sample size is a least 25 

or 30 (p. 227). Therefore a decision was made that the Pearson's product moment 

correlation coefficient could be used to examine the four research questions. 

Results of Research Question One 

Question 1. What is the nature of the relationships of the independent variables 

(spiritual perspective, hope, self-transcendence, religiousness, social support, 

uncertainty, symptom distress) to the two dependent variables, (existential well-being 

and depression) across the trajectory of the breast cancer experience? 

As a first step prior to the multiple regression analyses, several bivariate 

correlations were performed to identify the independent variables that had a significant 
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correlation with the dependent variables, well-being and depression, at each phase. 

Bivariate correlations were used to examine the relationship between the independent 

variables (spiritual perspective, hope, self-transcendence, religiousness, social support, 

and uncertainty) and the dependent variables (existential well-being and depression). 

The results of the correlations for each phase are reported in Tables 6, 7, and 8 

respectively. 

Anticipatory Phase. The dependent variable of well-being was significantly 

correlated with; hope (r= .71, p< .001); self-transcendence (r= .66, p< .001); social 

support (r= .55, p< .001); and symptonn distress (r= -.54, p< .001). Uncertainty, age, 

education, and stage of cancer were not significantly related to well-being. 

The dependent variable of depression was significantly correlated with: hope (r = 

-.64, p< .001); self-transcendence (r= -.62, p< .001); social support (r= -.53, p< .001), 

uncertainty (r= .27, p< .05); and symptom distress {r= .72, p< .001). Age, education 

and stage of cancer were not significantly related to depression. 

Therapy Phase. The dependent variable well-being correlated significantly with: 

hope (r= .65, p< .001); self-transcendence (r= .69, p< .001); social support (r= .60, p 

<  . 0 0 1 ) ;  s y m p t o m  d i s t r e s s  ( r =  - . 6 7 ,  p <  . 0 0 1 ) ;  a n d  n u m b e r  o f  y e a r s  o f  e d u c a t i o n  ( r =  -

.25, p < .05). Religiousness, spiritual perspective, uncertainty, education, and age had 

no significant relationship with well-being. 

Depression correlated significantly with: hope (r = -.56, p < .001); self-

transcendence (r= -.71, p < .001); religiousness (r= .29, p < .05); social support (r= -

.55, p < .001); and symptom distress (r= .86, p < .001). Stage of cancer related to 

depression (r= .29, p < .05), while age and education did not. 
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Survivor Phase. As indicated in Table 8, well-being was correlated with; spiritual 

perspective (r= .36, p< .01); hope (r= .46, p< .001); self-transcendence (r= .64, p< 

.001); social support (r= .58, p< .001); uncertainty (r= -.29, p< .05); and symptom 

distress (r= -.42, p < .001). Neither age, education nor stage of cancer had a significant 

relationship with well-being. 

Depression was significantly correlated with: hope (r= -.32, p < .05); self-

transcendence (r= -.46, p< .001); social support (r= -.63, p< .001); and symptom 

distress (r= .71, p < .001). Uncertainty, age, education, and stage of cancer were not 

significantly related to depression in the Survivor Phase. 

Comparison of Correlation Analysis of Spiritual, Psychosocial, and Physical Variables to 

Well-Being and Depression across the Trajectory 

The comparisons of the relationships of the spiritual, psychosocial, and physical 

variables to the dependent variables of well-being and depression are found in Tables 9 

and 10. Well-being correlated with spiritual perspective (r= .36, p< .01) only in the 

Survivor Phase. Well-being correlated with hope (r= .71, p< .001) in the Anticipatory 

Phase and was lower in the Survivor Phase (r = .46, p < .001). The relationship of well-

b e i n g  t o  s e l f - t r a n s c e n d e n c e  w a s  ( r =  . 6 6 ,  p  <  . 0 0 1 )  i n  t h e  A n t i c i p a t o r y  P h a s e ,  h i g h e r  { r =  

.69, p < .001) in the Therapy Phase, and lower (r = .64, p < .001) in the Survivor Phase. 

Well-being and social support correlated in the Anticipatory Phase (r= .55, p < .001), 

were higher (r= .60, p< .001) in the Therapy Phase, and lower in the Survivor Phase {r 

= -.58, p < .001). Well-being was significantly related to uncertainty in the Anticipatory 

Phase (r= -.27, p < .05) and in the Survivor Phase (r = -.29, p < .05). Well-being 



Table 9. Comparison of Correlations of Four Spirituality Variables Across the Breast Cancer Trajectory (A/= 64) 

Spiritual Perspective Hope Seif-T ranscendence Religiousness 

Anticip Tlierap Survivor Anticip Tlierap Survivor Anticip Therap Survivor Anticip Therap Survivor 

Spiritual 
Perspective - - -

Hope .26* .19 .37** - - -

Self-
T ranscend .21 .06 .34** .74*** .65*** .46*** - - -

Religious .70*** .79*** .25* .11 .34** .13 1 b
 

.11 - - -

Social 
Support .19 .13 .10 54*** .57*** .55*** .50*** .46*** .54*** .06 -.08 .01 

Uncertainty .17 -.04 .00 -.23 -.20 -.16 -.26* -.24 -.20 .12 -.15 .03 

Symptom 
Distress .08 .24 .16 -.45*** -.40*** -.19 -.33** -.53*** -.26* -.00 .30* .19 

Well-Being .14 .06 .36** *** .65*** .46*** .66*** .69*** 04*** .08 -.04 .12 

Depression .06 .24 .13 -.64*** -.56*** -.32* - 62*** *** -.46*** .06 .29 .20 

Note: Anticip,= Anticipatory, Therap = Therapy, 
•Correlation Is significant at the 0.05 level (2-talled) ''Correlation is significant at the 0.01 level (2 tailed)"*Correlation is significant at the 0.001 level (2 tailed) 

U) 
0\ 



Table 10. Comparison of Correlations of Psychosocial, Physical, Weil-Being, and Depression Variables (A/= 64) 

Social Support Uncertainty Symptom Distress Well-Being/Depression 

Spiritual 
Perspect 

Anticip Therap Sun/ivor Anticip Therap Survivor Anticip Therap Survivor Anticip Therap Survivor 

Hope 

Self-
Transcend 

Religious 

Social 
Support - -

Uncertainty .03 .07 -.08 - -

Symptom 
Distress -.48*" _ 40*** .27* .25* .28* -

Well-Being .55*** .60*** .58*** -.27* -.17 -.29* -.54** -.67*** -.42*** -

Depression -.53*** -.55*** -.63*** .27* .22 .18 .72*** .86*** .71*** -.75*** -.77*** -.51*** 

Note: Anticip = Anticipatory, Therap = Therapy, Spiritual Perspect = Spiritual Perspective, Self-Transcend = Self-Transcendence, 
Religious = Religiousness, Depress = Depression 
•Correlation is significant at the 0.05 level (2-tailed) "Correlation is significant at the 0.01 level (2 tailed) *** Correlation is significant at the 0.001 level (2 tailed) 
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correlated to symptom distress in the Anticipatory Phase and the Therapy Phase, and 

was lower (r= -.42, p < .001) in the Survivor Phase. 

The relationship of depression to hope was (r= -.64, p < .001) at the Anticipatory 

Phase and (r= -.32, p < .05) at the Survivor Phase. The correlation coefficient for 

d e p r e s s i o n  a n d  s e l f - t r a n s c e n d e n c e  w a s  ( r =  - . 7 1 ,  p  <  0 0 1 )  i n  t h e  T h e r a p y  p h a s e  a n d  ( r  =  

-.46, p < .01) in the Survivor Phase. Depression was only significantly related in to 

uncertainty in the Anticipatory Phase. Depression correlated with symptom distress (r = 

.72, p< .001) in the Anticipatory Phase and (r= .86, p < .001) in the Therapy Phase, and 

(r= .71, p< .001) in the Survivor Phase. 

Regression Analysis 

The second step in analyzing Question 1 involved the actual multiple regression 

analysis. As indicated earlier, there was no multicollinearity among the independent 

variables. In addition, with each regression collinearity was assessed examining the 

tolerance of a variable. Tolerance is 1 - In SPSS computer analysis, tolerances are 

criteria for entry into a regression equation (Munro, 1997). 

A step-wise multiple regression analysis was used to determine which variables 

together best explained the variance in each of the dependent variables, well-being and 

depression for each phase. The results of the analysis for well-being may be seen in 

Tables 11,12, and 13. The results of the regression analysis for depression may be 

seen in Tables 14,15, and 16. 

Anticipatory Phase: Weil-Being. A step-wise regression analysis was used to 

explain the variance in well-being during the Anticipatory Phase (Table 11). Hope 

entered the equation first, accounting for 51 % (50% adjusted) of the variance in well-

being followed by symptom distress, adding an addition 6% to the variance in well-being. 
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Table 11. Antlclpatoty Phase; Stepwise Regression Analysis of Variables Explaining 

Variance in Weil-Being (A/ = 64) 

Independent B B R W Adjusted F 
Variable 

Step 1 Hope .27 .71"* .71 .51 .50 64.24*** 

Step 2 Hope .23 .59*** .76 .57 .56 8.65" 

Symptom 
Distress -.11 -.28** 

Step 3 Hope .14 .37** .78 .61 .59 6.11* 

Symptom 
Distress - . 1 1  -.28" 

Self-T ranscendence 
.11 .30* 

* Significance < .05 ** Significance < .01 *• '* Significance < .001 

Table 12. Therapy Phase: Stepwise Regression Analysis of Variables Explaining 

Variance in Weil-Being for {N = 64) 

Independent B 13 R ff Adjusted Ff F 
Variable 

Step 1 Self-
Transcendence .25 .69*** .69 

C
O

 

56.52*** 

Step 2 Self-
T ranscendence .17 .47*** .78 .60 .59 19.68*** 

Symptom 
Distress .10 -.42*" 

Step Self-
3 Transcendence .10 .28* .81 

C
D

 C
O

 C
O

 

9.46** 

Symptom 
Distress .10 -.40*** 

Hope .14 .31" 

Significance ' < .05 Significance ** < .01 Significance *** < .001 
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Table 13. Survivor Phase: Stepwise Regression Analysis of Variables Explaining 

Variance in Weil-Being for (A/= 64) 

Independent 
Variable 

B B R Adjusted F 

Step 1 Self-
Transcendence .23 04*** .64 .40 .39 41.99*** 

Step 2 Self-
Transcendence .16 .45*** .70 .49 .47 9.69** 

Social 
Support .03 .34** 

Step Self-
3 Transcendence .14 .37** .72 .52 .49 4.09* 

Social 
Support .03 .36*** 

Spiritual 
Perspective .02 .19* 

Step Self-
4 Transcend .12 .34** .75 .57 .54 6.82* 

Social 
Support .02 .26* 

Spiritual 
Perspective .03 .25** 

Symptom 
Distress -.07 -.26* 

* Significance < .05 ** Significance < .01 ***Significance < .001 

Table 14. Anticipatory Phase: Stepwise Regression Analysis of Variables Explaining 

Variance in Depression (A/= 64) 

Independent 
Variable 

B 3 R Adjusted F 

Step 1 Symptom 
Distress 1.39 ^2*** .72 .52 .51 67.15*** 

Step 2 Symptom 
Distress 

Self-
Transcendence 

1.12 

-.71 

.58*** 

-.42*** 

82 .68 .67 30.45*** 

* Significance < .05 ** Significance < .01 *** Significance < .001 



Table 15. Therapy Phase: Stepwise Regression Analysis of Variables Explaining 

Variance in Depression {N = 64) 

Independent 
Variable 

B (3 R Adjusted F 

Step 1 Symptom 
Distress 1.04 .86*" .86 .74 .73 172.02*** 

Step 2 Symptom 
Distress .81 .67*** .91 .82 .82 30.11*" 

Self-
Transcendence -.62 -.35*" 

Step Symptom 
3 Distress .76 .63*" .91 .83 .83 4.00* 

Self-
Transcendence -.67 - 38*** 

Spiritual 
Perspective .13 .11* 

Step Symptom 
4 Distress .73 .61*" .92 .85 .84 5.12* 

Self-
Transcendence -.51 -.29*** 

Spiritual 
Perspective .16 .14* 

Hope -.36 -.16* 
* Significance < .05 ** Significance < .01 *** Significance < .001 

Table 16. Survivor Phase: Stepwise Regression Analysis of Variables Explaining 

Variance in Depression (A/ = 64) 

Independent 
Variable 

B (3 R R' Adjusted R' F 

Step 1 Symptom 
Distress .79 .71*" .71 .51 .50 64.04*** 

Step 2 Symptom 
Distress .61 .55*** .80 .64 .63 22.39*** 

Self-
Transcendence/ -.00 -.40*" 
Social 
Support 

* Significance < .05 ** Significance < .01 *** Significance < .001 
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and self-transcendence, which added another significant 4% to the variance In well-

being. Altogether, hope, symptom distress, and self-transcendence accounted for 61 % 

(59% adjusted) of the variance in well-being (R^= .61, p < .05). Religiousness, spiritual 

perspective, social support, and uncertainty did not enter the equation. 

Anticipatory Phase: Depression. When depression was examined in the 

Anticipatory Phase, symptom distress entered first, accounting for 52% (51 % adjusted) 

of the explainable variance in depression followed by self-transcendence, which added 

an additional significant 16% to the explained variance (Table 14). Thus, symptom 

distress and self-transcendence together explained 68% of the variance in depression 

{F^= .68, p < .001). Religiousness, hope, spiritual perspective, social support, and 

uncertainty did not enter the equation. 

Therapy Phase: Well-Being. In the Therapy Phase, self-transcendence entered 

the equation first, accounting for 48% (47% adjusted) of the variance in well-being 

(Table 12), followed by symptom distress, adding a significant 13% to the explained 

variance, and hope, which contributed another significant 6% to the variance in well-

being. Together self-transcendence, symptom distress, and hope explained 66% (64% 

adjusted) of the explained variance in well-being (R^ = .66, p < .01). Religiousness, 

spiritual perspective, social support, and uncertainty did not enter the equation. 

Therapy Phase: Depression. In the Therapy Phase, the stepwise regression 

analysis indicated that symptom distress accounted for 74% (73% adjusted) of the 

variance in depression (Table 15), followed by self-transcendence that accounted for an 

additional significant 8% explained variance and spiritual perspective, which added a 

significant 1%, and hope a significant 2% to the total variance. Together symptom 

distress, self-transcendence, spiritual perspective, and hope explained 85% (Fl^= .85, p 
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< .05) of the variance in depression during the Therapy Phase was. Religiousness, 

social support, and uncertainty did not enter the equation. 

Survivor Phase: Well-Being. In the step-wise regression of the Survivor Phase 

self-transcendence entered the equation first, accounting for 40% (39% adjusted) of 

variance of well-being (Table 13), followed by social support contributing an additional 

significant 9%, spiritual perspective, which added a significant 3%, and symptom 

distress, adding a significant 5% to the explained variance of well-being. Self-

transcendence, social support, spiritual perspective, and symptom distress together 

contributed 57% {Ff= .57, p < .05) of the explained variance for well-being in the 

Survivor Phase. Three variables did not enter into the equation: religiousness, hope, 

and uncertainty. 

Survivor Phase: Depression. In the Survivor Phase, the step-wise regression 

analysis indicated that symptom distress accounted for 51 % (50% adjusted) of the 

variance In depression, followed by social support accounting for an additional significant 

12%. The total explained variance for depression in the Survivor Phase was 63% {F^= 

.63, p < .001). Religiousness, hope, self-transcendence, spiritual perspective, and 

uncertainty did not enter the equation. 

In additional analysis, and interaction term of self-transcendence and social 

support were added to the regression equation on depression. The results indicate that 

self-transcendence and social support together have a direct relationship with 

depression, increasing the explained variance (f^= .64, p< .001). 

Results of Research Question Two 

Question 2. Are there differences in the spiritual variables (spiritual perspective, 

hope, self-transcendence, and religiousness) across the trajectory of the breast cancer 
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experience? To examine tliis question a repeated measures one-way analysis of 

variance in tlie four spiritual variables was conducted. When analyzing data from 

different subjects over time, it is crucial to have homogeneity of variance between 

conditions. Field (2000) states that this problem does not go away in repeated measure 

designs in which subjects are their own control. In a repeated measures ANOVA 

analysis, the assumption of sphericity is similar to the assumption of homogeneity of 

variance between groups in a one-way ANOVA. Mauchly's test was used to determine if 

the variances that occurred at each phase were equal. Significance was set at .05. If 

sphericity was not met, then the obtained F-values were evaluated based on the 

adjusted degrees of freedom using the Huynh and Feldt correction (as cited in Field, 

2000, p. 334). Pairwise comparisons were examined to determine between which 

phases the differences occurred. The Bonferroni correction was used to adjust the 

family-wise error rate for the multiple comparisons. 

Comparison of Group Scores for the Spiritual Variables 

The scores and standard deviations for the spiritual variables: spiritual 

perspective, hope, self-transcendence, and religiousness across the trajectory of breast 

cancer are listed in Table 17. Across the Anticipatory, Therapy, and Survivor Phases 

the following group scores were obtained on each spiritual variables respectively: 

spiritual perspective (48.01, 49.00, 48.59); hope (39.23, 40.22, 43.16); self-

transcendence (49.52, 48.56, 54.44); and religiousness (5.16, 5.22, 5.27). 

The results of the Repeated Measures ANOVA analysis for the four spirituality 

variables are presented in Table 18. A repeated measures analysis of variance 

(ANOVA) was used to evaluate whether any of the differences in the scores were 

significant across the trajectory of the breast cancer experience. The summary scores 
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Table 17. Group Scores on Spiritual Perspective, Hope, Self-Transcendence, 

Religiousness, Social Support, Uncertainty, Symptom Distress, Weil-Being, 

and Depression for Anticipatory, Therapy, and Survivor Phases {N = 64) 

Anticipatory Therapy Survivor 

Spiritual Perspective 
M (SD) 

48.01 (11.19) 
M (SD) 

49 .00 (10.94) 
M (SD) 

48.59 (11.29) 

Hope 39.23 (5.93) 40.22 (5.46) 43.16 (3.89) 

Self-T ranscendence 49.52 (6.38) 48.56 (7.06) 54.44 (3.92) 

Religiousness 5.16 (1.04) 5.22 (1.02) 5.27 (1.01) 

Social Support 145.65 (18.93) 145.40 (18.87) 152.13(16.99) 

Uncertainty 4.08 (1.93) 3.77 (1.73) 3.48 (1.69) 

Symptom Distress 21.84 (5.58) 28.84(10.34) 20.00 (5.63) 

Well-Being 8.95 (2.26) 9.15 (2.54) 11.14 (1.42) 

Depression 15.67 (10.75) 19.48(12.50) 5.69 (6.26) 

from each of the three phases. Anticipatory, Therapy, and Survivor, were compared for 

each of the independent variables representing spirituality. 

Spiritual perspective and religiousness did not meet Mauchley's sphericity test of 

equal variances between phases. The subsequent Repeated Measures ANOVA using 

the Huynh and Feldt adjustment did not produce significant differences in either spiritual 

perspective or religiousness across time. 

Hope and self-transcendence met the sphericity test and significant differences 

were found. The result for hope was F (2) = 22.83, (p = .00) and self-transcendence F 

(2) = 32.78, (p = .00). Post hoc comparisons using the Bonferroni indicated a significant 

difference over time for hope and self-transcendence. Hope had a significant increase in 

the differences between the Anticipatory Phase and the Survivor Phase and between the 
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TablelS. Summary of Repeated Measure Analysis of Variance Across Time Periods for 

Spiritual Perspective, Hope, Self-Transcendence, and Religiousness (N = 64) 

Source df Mean Square F P 
Spiritual Perspective 1.42t 22.39 1.80 .18 

Error 89.45 12.46 

Hope 2 266.44 22.83 .00*-
Error 126 11.68 

Self-T ranscendence 2 636.26 32.76 .00*-
Error 126 19.42 

Religiousness 1.48t .26 1.33 .27 
Error 93.23 .20 

t Mauchley's test for sphericity was not met. A Huynh-Feldt correction used 
* Adjustment for multiple comparisons: Bonferroni 
- Post hoc Comparisons: Anticipatory Phase and Survivor Phase & Therapy Phase and Survivor Phase 

Therapy Phase and the Survivor Phase. The painwise comparisons indicted that the 

same was true for self-transcendence. There was a significant increase in the difference 

between Anticipatory and Survivor Phase and between Therapy and Survivor Phase. 

Results of Research Question Three 

Question 3. Are there differences in the psychosocial and physical variables 

(social support, uncertainty, and symptom distress) across the trajectory of the breast 

cancer experience? Group scores are presented in Table 17 with totals from the 

psychosocial and physical variables across time. 

Comparison of Group Scores for the Psychosocial and Physical Variables 

Table 17 lists the group scores for social support, uncertainty, and symptom 

distress across time. Across the Anticipatory, Therapy, and Survivor Phases the 

following group scores were obtained on each of the psychosocial and physical 
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variables: social support (145.65,145.40,152.13); uncertainty (4.08, 3.77, 3.48); 

symptom distress (21.84, 28.84, 20.00). 

The results of the repeated measures one-way analysis of variance for the 

psychosocial and physical variables are presented in Table 19. A repeated measures 

analysis of variance was used to evaluate whether there was a significant difference in 

each of the psychosocial and physical variables across the trajectory of the breast 

cancer experience. The summary scores from each of the three phases. Anticipatory, 

Therapy, and Survivor, were compared for each of the independent variables 

representing the psychosocial and physical dimensions. Post-hoc pairwise tests with 

Bonferonni adjustment were done to determine where the significant differences 

occurred, that is between which phases. 

Social support met Mauchely's sphericity test for equality of variance. Therefore, 

no adjustment was necessary and the repeated measures ANOVA result was significant 

(F(2) = 18.89, p= .00). The painwise post hoc comparisons of social support indicated 

that there were significant differences between the Anticipatory Phase and the Survivor 

Phase and between the Therapy Phase and the Survivor Phase such that an increase 

occurred between the Anticipatory Phase and the Survivor Phase and between the 

Therapy Phase and the Survivor Phase. 

Neither uncertainty nor symptom distress met Mauchely's test for equal 

differences. Therefore, a Huynh-Feldt correction of the degree of freedom was use to 

evaluate the F-ratio in the repeated measures ANOVA. The adjustment improved the 

significance of the F-ratio for uncertainty (F (1.87) = 6.13, p = .01) and for symptom 

distress (F (1.60) = 48.70, p = .00). The post hoc pairwise comparisons indicated that 

uncertainty between the Anticipatory Phase and the Survivor Phase and between the 
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Table 19. Summary of Repeated Measure Analysis of Variance Across Time Periods 

for Social Support, Uncertainty, and Symptom Distress (A/ = 64) 

Source df Mean Squares F P 
Social Support 2 932.92 18.89 .00*-

Error 126 49.38 

Uncertainty 1.87t 6.05 6.13 .or~ 
Error 117.64 .99 

Symptonn Distress 1.60t 1741.02 48.70 .00*^ 
Error 100.83 35.75 

t Mauchley's test for sphericity was not met. A Huynh-Feldt correction used 
* Adjustment for multiple comparisons: Bonferroni 
- Post hoc Comparisons: Anticipatory Phase and Survivor Phase & Therapy Phase and Survivor Phase 
^ Post hoc Comparisons; Anticipatory Phase and Survivor Phase, Anticipatory Phase and Therapy Phase, 
& Therapy Phase and Survivor Phase 

Therapy Phase and the Survivor Phase such that uncertainty decreased significantly 

between the Survivor Phase and between the Therapy Phase and the Survivor Phase. 

However, symptom distress showed significant differences between the Anticipatory 

Phase and Therapy Phase and between the Anticipatory Phase and Survivor Phase 

such that it increased between the Survivor Phase and decreased between the Therapy 

Phase and the Survivor Phase. Likewise there was a significant decrease between the 

Therapy Phase and the Survivor Phase. 

Results of Research Question Four 

Question 4. What changes occur in existential well-being and depression across 

the trajectory of the breast cancer experience? The comparison of the mean scores for 

well-being and depression are found in Table 17. Table 20 lists the RANOVA analysis of 

the differences over time for well-being and depression. 
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Comparison of Group Scores for the Weil-Being and Depression Variables 

The comparison of group scores for the dependent variables of well-being and 

depression may be seen in Table 17. Across the Anticipatory, Therapy, and Survivor 

Phases the following group scores were obtained on each of the well-being variables 

respectively: well-being (8.95, 9.15,11.14) and depression (15.67,19.48, 5.69). 

A repeated measures ANOVA was used to examine the differences over time for 

the independent variables of well-being and depression (Table 20). Both the well-being 

and depression variables met Mauchely's test for sphericity. The repeated measures 

ANOVA results were significant for well-being (F(2) = 38.16, p = <.00) and for 

depression was (F(2) = 56.33, p = <.00). The post hoc pairwise comparisons, using the 

Bonferroni adjustment, indicated that there were significant differences between the 

Anticipatory Phase and the Therapy Phase, between the Anticipatory Phase and the 

Survivor Phase, and between the Therapy Phase and the Survivor Phase for both well-

being and depression. Well-being increased between the Anticipatory Phase and the 

Therapy Phase, between the Anticipatory Phase and the Survivor Phase, and between 

the Therapy Phase and the Survivor Phase. Whereas, depression increased between 

Anticipatory Phase and the Therapy Phase, decreased between the Anticipatory Phase 

and the Survivor Phase, and decreased between the Therapy Phase and the Survivor 

Phase. 

Results Related to the Qualitative Questions 

Two open ended questions were used to obtain additional information concerning 

the importance of spirituality in the breast cancer experience and to elicit information that 

might have been missed that related to other issues (i.e. symptoms, diagnosis, 

treatment). Qualitative content analysis was used to evaluate the two open-ended 
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Table 20. Summary of Repeated Measure Analysis of Variance Across Time Periods 

for Weil-Being and Depression (A/= 64) 

Source df Mean Squares F P 
Weil-Being 2 94.27 38.16 .00*^ 

Error 126 2.47 

Depression 2 3248.82 56.33 .00*-^ 
Error 126 57.68 

t Mauchley's test for sphericity was not met. A Huynh-Feldt correction used 
* Adjustment for multiple comparisons: Bonferroni 
^ Post hoc Comparisons: Anticipatory Phase and Survivor Phase, Anticipatory Phase and Therapy Phase, & 
Therapy Phase and Survivor Phase 

questions that were included in the questionnaire. Content analysis measures the 

frequency and intensity of words or phrases that occur in the data (Downe-Wamboldt, 

1992). This analytical technique is a methodology that uses "a consistent set of codes to 

designate data segments that contain similar material" (Morgan, 1993, p. 114). 

Results of Question One 

Question 1 asked the participants; "Do you have any views about the importance 

or meaning of spirituality in your life that have not been addressed by the previous 

question? Please explain." A total of thirty-four women responded to this question for a 

fifty-three percent response rate. The percentages reported are based upon this 

subgroup of the sample. 

Table 21 presents the themes, categories, and subcategories that evolved from 

the data. Two themes were identified from the ensuing data; (1) Sources of comfort and 

strength and (2) Responses to sources of comfort and strength. 
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Table 21. Question 1. Comments by Women with Breast Cancer about Their Spirituality 

(N = 34) 

Theme Category Subcategories 

1 Sources of Comfort and A) God as Ongoing Presence a) Protective Presence 
Strength (N=  13/39%) (A/=8/62%) 
(/V= 33/97%) 

b) Provider of Meaning 
(A/=6/46%) 

c) Participant in Relationship 
(A/=8/62%) 

B) Personal Resources a) Spiritual Searching 
(A/= 20/61%) (A/=5/25%) 

b) Spiritual Certainty 
(A/= 13/63%) 

c) Personal Attitude 
(A/=7/35%) 

d) Actions 
(A/=7/35%) 

C) Supportive Others a) Caring others 
(A/= 16/80%) (A/=5/31%) 

b) Actions 
(A/= 13/81%) 

2 Responses to Sources of 
Comfort and Strength 
(N= 13/39%) 

A) Personal Transformation 
(W=7/52%) 

B) Emotional Transformation 
(A/=9/69%) 

0) Spiritual Response 
(A/= 13/100%) 

a) Focused toward Self 
(A/=3/35%) 

b) Focused toward Others 
(A/= 4/31%) 

c). Focused toward God 
(A/=5/38%) 
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Sources of Comfort and Strength 

Thirty-three women (97%), who responded to the open-ended question on 

spirituality, commented about their sources of comfort and strength. Sources of comfort 

and strength was defined as a person or thing that was viewed as a resource for the 

women in this study. Within the theme of sources of strength evolved three categories: 

(A) God as an ongoing presence; (B) personal resources; and (C) supportive others. 

Ongoing Presence. The first category, God as an ongoing presence, was defined 

as God's ongoing presence and/or influence In day-to-day life experiences and 

health/illness episodes. Thirteen women (39%) wrote comments concerning God as an 

ongoing presence. Within this category three subcategories were identified: 

(a) protective presence; (b) provider of meaning; and (c) participant in a relationship. 

Eight women (62%) mentioned God as a protective presence. Three wrote they 

were in "God's hands"; three others mentioned that "God was with them"; and others 

noted "God's grace or His blessing of good health." 

Six women's (46%) Identified God as provider of meaning, they found meaning 

the breast cancer experience through relationship with God. All six of the women felt 

that breast cancer was "God's will", or "part of his plan." One woman wrote that God had 

a specific reason; "God has something for me to do." 

Eight women (62%) wrote comments concerning God as participant in 

relationship. God as a participant in relationship was defined as a personal relationship 

with God that sustained the women during the breast cancer experience. Each woman 

who identified with this subcategory, had a different comment Including: "trust in God", 

"deep spiritual side", always "turn to the Lord", a "relationship with the Lord Jesus", and 
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"my own prayer is powerful." One woman wrote, "my relationship with God answers the 

question of "why me," and "what if." 

Personal Resources. The second category was personal resources. Twenty 

women (61 %) identified this category. Personal resources were defined as attributes, 

activities or beliefs ascribed to the individual that were positive resources for coping with 

breast cancer. Within the category of personal resources, four subcategories were 

identified: (a) spiritual searching; (b) spiritual certainty; (c) personal attitude, and (d) 

actions. 

The subcategory of spiritual searching was defined as a searching and 

questioning experienced with confronted with a breast cancer diagnosis. Five women 

(25%) were searching for answers. They were on a "spiritual journey", as one woman 

described it, "seeking God", "wanting to trust God", and wanting answers to immortality. 

Two women were feeling a sense of dualism: one was confused yet enlightened, and the 

other felt split in two. The latter woman wrote "there was my body, and there was my 

spirit, and there was this huge disconnect and bottomless black hole." 

On the other hand, there were 13 women (63%) who were able to define 

spirituality for themselves. This subcategory was identified as spiritual certainty, a 

knowing of values and beliefs often prefaced by "spirituality is." Four women made 

comments that suggested their belief was from an external source such as fatalism and 

stoicism. Yet one woman who wrote, "what will be, will be," also wrote she had faith in 

God as Creator. Eleven women (85%) described their concept of spirituality as either; 

"not how good I am"; "family and community"; '1aith in God as Creator"; "morality and 

integrity"; "love and enjoyment of nature"; "meaning of life"; "eternal life is now"; and "I 

am more than this body." 
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The subcategory of personal attitudes was defined as personal attributes or 

attitudes of women who had experienced breast cancer. The attributes could be either 

positive or negative. Seven women (35%) wrote of their personal attitude toward the 

experience of breast cancer. Most women spoke of positive attitudes such as "facing life 

resolutely", "trying not to worry about tomorrow", "being a very positive person", and 

living one day at a time." One woman perhaps summed it up when she wrote; "I'd read 

much in regard to importance of attitude so 1 played it to the hilt." 

Yet not all the women described positive attributes. Three women described 

having either pity parties, feeling sorry for themselves, or having emotional struggles. 

Despite the negative attitude one woman wrote;" when feeling sorry for me, I know in 

my heart there were people worse off than I: people whose shoes I would not want to be 

in." 

The last subcategory is actions, described as personal actions in which the 

women participated. Seven women (55%) identified rituals and activities that they 

participated in. It was noted that these activities were undertaken in an effort to maintain 

a sense of balance. The physical activities were listening to music, visualization, yoga, 

meditation, and hymns. The women also mentioned that they kept faith by such 

activities as praying, never losing faith, turn it over to God, or turning to God. 

Supportive Others. The last category is supportive others defined as the human 

sources outside of the individual that are perceived to offer positive support, 

encouragement, and assistance. Sixteen women (80%) wrote comments that were 

identified as support received from others. The category had two subcategories; (a) 

caring others', and (b) actions. Within the subcategory of caring others, five women 

(31%) identified supportive others as physicians, support groups, family, friends, church, 
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spiritual directors and community. These people gave care, support, and 

encouragement, and performed acts of kindness. The subcategory, actions, was the 

support the women experienced from the prayers of persons known and unknown. This 

is by far the most important subcategory, identified by 13 women (81%). One woman 

wrote; "I believe in the power of prayer because many people prayed for me." And 

lastly, one woman noted; "I felt that God was coming to me through these people. 

Responses to Sources of Comfort and Strength 

The second theme identified as responses to sources of comfort and strength, 

evolved from comments elicited from thirteen women (39%). The theme of responses to 

sources of comfort and strength was defined as how women with breast cancer 

experience the positive benefits received from the sources of comfort and strength 

(Table 21). Three categories were identified within the responses including (A) personal 

transformation, (B) emotional transformation, and (C) spiritual response. 

Personal Transformation. Seven women (53%) made comments that were 

identified as personal transformations. Of the seven women, three commented on the 

transformation occurred in their lives because of the breast cancer such as a sense of 

oneness with the earth and people, a regeneration of faith, and life having meaning. 

One wrote a litany of how the breast cancer experience had changed her so that she 

tries '1o be more caring...more considerate...more open and more affectionate." Three 

others wrote of relying on hope, having strength, and having a love that stays with her. 

One woman wrote that she was being prepared mentally and spiritually each because of 

a prayer she kept on her refrigerator. Lastly, one woman said, "if your "dealf a bag of 

lemons—make lemonade and get on with life. 
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Emotional Transformation. Nine women (69%) wrote about the feelings 

engendered by experiencing comfort and strength. Four women mentioned 

experiencing such emotions as calmness, peacefulness, and contentment. Three others 

wrote about happiness and joy. Two women noted their gratefulness. One woman 

wrote she felt loved, and another wrote she "felt love like I had never felt before." 

Spiritual Response. The theme of spiritual response was defined as behavioral 

responses to sources of strength expressed by the women in this study. Thirteen 

women (100%) wrote of their response to resources. The data suggested the category, 

spiritual response, could be subcategoried: (a) focused toward self; (b) focused toward 

others: and (c) focused toward God. 

Three women (23%) each related an item that was indicative of focused toward 

self. One woman stated "I strive to keep God in my life" and another wrote that she tries 

"to live my life so I won't have regrets in the future." 

Five women (38%) expressed comments that were identified as focused toward 

others. Each woman had her way of focusing on others such as being "an inspiration to 

others", 'laking joy in helping others", and living '1o give of myself to others." One 

woman wrote she tried to "make a difference one persona at a time" and another wrote; 

"how can God work in and through me." 

The last subcategory is focused on God, identified by six women (46%). Focus 

on God was defined as women who were able to turn their life over to a Higher Power. 

The women learned to rely on prayer and be thankful. One woman wrote; 'Irusting that 

I'm not alone." 
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Results of Question Two 

Question 2 was asked at the end of the questionnaire booklet; "Please feel free 

to list below any other issues that are important to you at this time of your life that were 

not covered by the preceding questionnaires." 

Thirty-two women responded to the second question for a response rate of 50%. 

Themes that evolved from the data included: (1) factors affecting coping; (2) side effects; 

(3) the experience of breast cancer; and (4) moving on. 

Factors Affecting Coping 

The first theme identified was factors affecting coping. The theme was identified 

as resources either personal or physical that either assisted with coping or did not assist. 

Twenty women of the 32 women (63%) identified (A) attitudinal factors and (B) 

resources. Attitudinal factors were defined as positive attitudes that the women 

identified as helping to cope with the breast cancer experience. 

Attitudinal Factors. Eight women mentioned positive attitudes that helped with 

coping. Among the comments were being upbeat and independent, pride in her 

exhibited strength, and prepared to deal with (reoccurrence of breast cancer). 

Resources. Resources were defined as (a) positive resources or (b) negative 

resources that helped or hindered the women throughout the experience. Eighteen 

women (90%) listed many positive resources such as support groups, yoga, Bible study, 

books and literature, caring relationships of family, friends, and professionals, continuing 

with usual activities, and journaling. 

However, four women (22%) have very negative comments that affected their 

coping abilities. Most of the comments reflected on some omission by professional 

caregivers. Among the comments were: no social worker was there to assist, "felt 
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rushed by the doctors", professionals "were NOT understanding", and felt the "doctors 

need to be more informed on lymphedema." One woman in particular wrote she hoped 

she would never have to see these people again. 

Table 22. Question 2. Issues Described by Women Who Experienced Breast Cancer 

(/V=32) 

Theme Category Subcategories 
1 Factors affecting coping 

(A/=20/63%) 
A) Attitudinal 
(/V=6/40%) 

B) Resources 
{N= 18/90%) 

a) Positive 
(A/=14/78%) 

b) Negative 
(A/= 4/22%) 

2 Side Effects 
{N=7 /22%)  

A) Symptoms 

(A/=6/85%) 

B) Symptom Relief 
(A/= 3/43%) 

3 Experience of Breast 
Cancer 
(A/=25/78%) 

A) Response to Breast 
Cancer Experience 
(A/= 17/68%) 

B) Concurrent with 
diagnosis 
(A/=6/24%) 
Life goes on 

a) Positive Response 
(A/=11/65%) 

b) Negative Response 
(A/=9/53%) 

4 Moving On 
(A/=6/19%) 
Life after Treatment 

A) What happens now 
(A/=6/100%) 
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Side Effects 

Seven women (22%) commented on the second theme of side effects. Side 

effects are defined as troublesome symptoms that occurred as a direct result of 

treatment modalities used in breast cancer therapy. Two categories evolved from the 

theme of side effects: (A) symptoms and (B) symptom relieve. 

Symptoms. Six women (85%) listed various troublesome symptoms. Each 

woman had a symptom that she identified as the most difficult to cope with including lack 

of attention and memory loss, insomnia, issues related to loss of appetite and either 

weight loss or weight gain, and irritation due to radiation. 

Symptom Relief. The second category involved the way the women were able to 

obtain relief of the symptoms. Only three women (43%) listed treatments or remedies 

that helped with the symptoms including: medications, sleeping pills, soaks, and 

ointments. 

The Experience of Breast Cancer 

The third theme was identified as the experience of breast cancer. In this theme, 

25% women (25%) acknowledged the experience of breast cancer. The women wrote 

of the positive and negative aspects of having breast cancer and what else was 

occurring in their lives. Within this theme two categories were identified (A) response to 

breast cancer experience and (b) concurrent events with diagnosis. 

Response to Breast Cancer Experience. Seventeen women (65%) wrote of their 

personal response to the breast cancer experience. From this category, two 

subcategories were identified: A) a positive or B) a negative experience. Eleven women 

(65%) commented on the positive aspects of the breast cancer experience such as 

having little time to worry because of a quick diagnosis or short time between diagnosis 
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and surgery. In addition, six women wrote that the experience was life changing while 

two were pleased that it had not changed their life. Among the comments written by the 

six women were; "cancer was a gift"; a small lump meant she "was very lucky"; and 

"grateful to be alive." One woman wrote that cancer is a journey that was "in a very 

special way a learning and rewarding experience." 

Six women (24%) mentioned the second category that of concurrent events with 

diagnosis. Concurrent events were defined as other life events that were occurring 

concurrently. This speaks to the fact that breast cancer does not occur in isolation of 

life. Life events mentioned included: addiction of a child; concern for grandchildren; 

family pressures; death or illness of husband; loss of employment, other personal illness; 

or previous illness all played a part in the total experience of breast cancer. One woman 

stated, "I think your going to get skewed results since cancer was not the only thing 

going on in life—." 

Moving On 

Four women (13%) wrote about moving on, resuming life. Moving on was 

defined as the process of looking ahead, setting goals, and not looking back; moving on 

with life. 

Summary 

In summary, the multiple regression analysis results indicate that in the 

Anticipatory Phase, hope followed by symptom distress and self-transcendence 

explained the variance of well-being. While additional analysis suggests that self-

transcendence moderates the effect of symptom distress on depression. 
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In the Therapy Phase, additional analysis indicated that hope was a moderator 

for the relationship between symptom distress and well-being. Symptom distress, self-

transcendence, spiritual perspective, and hope explained the variance of depression. 

However, in the Survivor Phase, self-transcendence, social support, spiritual 

perspective and symptom distress explained the variance of well-being. Regression 

analysis indicates that self-transcendence and social support together moderate the 

relationship between symptom distress and depression. 

Repeated measures ANOVA analysis indicated that only hope and self-

transcendence showed a difference between phases; the Anticipatory Phase and the 

Survivor Phase and the Therapy Phase and the Survivor Phase. Likewise social support 

and uncertainty had significant differences between the Anticipatory Phase and the 

Survivor Phase and the Therapy Phase and the Survivor Phase. However, symptom 

distress between the Anticipatory Phase and the Therapy Phase and between the 

Anticipatory Phase and Survivor Phase. The RANOVA analysis indicated that well-

being and depression had differences between the Anticipatory Phase and and the 

Therapy Phase, between the Anticipatory Phase and the Survivor Phase, and between 

the Therapy Phase and the Survivor Phase. 

Response to the open-ended question about spirituality, suggested that women 

looked at spirituality from two aspects: the sources of comfort and strength they received 

from a sense of the presence of God, from their own inner attitudes about the condition, 

and the support they received from family, friends, church and cohorts. The women 

describes their responses to the sources of comfort and strength. The women received 

resources that allowed them to make personal transformations, but not only personal 

transformation occurred but emotional transformation that gave then a sense of peace 
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and calm. And lastly the women wrote of a spiritual response that expressed by keeping 

God in their lives, focusing on others, by turning their lives over to God, and through 

prayer. 

To the second open-ended question, the women responded with issues that 

were particularly troublesome. The women wrote of factors that affected their coping 

ability such as their personal attitude and resources or lack resources during their cancer 

experience. Several women mention side effects and what they did to relief them. 

When describing the experience of breast cancer, the women wrote of positive and 

negative responses to the experience and that despite the seriousness of the situation 

other events and concerns often occupied their minds. And lastly the women wrote that 

they did not want to look back but preferred to look to the future. 
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CHAPTER V 

DISCUSSION 

Chapter Five presents a discussion of the results of the research for each 

question within the context of the theoretical framework and research literature. The 

conclusions are provided in reference to each research question. Implications for theory 

development, implications applicable to future nursing research, and nursing practice are 

also addressed, as well as the limitations of the study. 

Results in Relationship to the Research Questions 

Research Question One 

What is the nature of the relationships of the independent variables (spiritual 

perspective, hope, self-transcendence, religiousness, social support, uncertainty, 

symptom distress) to the two dependent variables, (existential well-being and 

depression) across the trajectory of the breast cancer experience? 

Group of Correlates that Best Relate to Well-Being 

In the Anticipatory Phase, the regression analysis indicated hope, followed by 

symptom distress, and self-transcendence had a direct influence on well-being. In the 

Therapy Phase, self-transcendence entered the equation first followed by symptom 

distress and hope, in the Survivor Phase, self-transcendence again entered first but 

was followed by social support, spiritual perspective, and symptom distress. Together 

the four variables explained the variance in well-being. 

Self-transcendence was a significant factor in well-being in this sample of 

women, entering first among the factors, in two of the three phases. Women who were 

able to move beyond the imposed limitations of the present situation, as evidenced by 

higher levels of self-transcendence, were more apt to retain a sense of well-being across 
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all phases, particularly during the Therapy and Survivor phases. This finding is 

consistent with previous research on self-transcendence and related concepts in women 

with breast cancer. Research by Coward (1991,1998) indicated women with breast 

cancer who had high levels of self-transcendence were more likely to have high levels of 

emotional well-being. Dirksen's (1995) findings suggested a relationship between 

search for meaning and well-being in survivors of melanoma. However, the measure of 

"meaning' confounded causal meaning and existential meaning, so the significance of 

the findings is inconclusive. Overall, the findings to date suggest that across the 

trajectory of breast cancer, women who are able to expand their personal boundaries 

beyond their current life situation, are more apt to have a sense of well-being. 

The results of this study also indicated that women with breast cancer, who were 

hopeful, were more likely to have higher levels of well-being. This is consistent with 

research by Mickley, Soeken, and Belcher (1992), who found that women with breast 

cancer who had higher levels of hope, were more likely to have higher levels of 

existential well-being. In regression analysis, they found that existential well-being was 

predictive of hope in women with breast cancer. No other study was found that 

addressed the relationship between hope and well-being in women with breast cancer. 

Nevertheless, previous research on other populations supports the relationship of hope 

and well-being. Research of patient's with chronic heart failure, suggested a strong 

positive relationship between hope and morale, an indicator of well-being (Rideout & 

Montenuro, 1986). In addition, Walton, at al. (1991) found that elders who experience 

less hopelessness had higher levels of well-being. Thus, there continues to be evidence 

to support a theoretical link between hope and increased sense of well-being in women 

with breast cancer as well as in other populations. 
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Not surprisingly symptom distress was a significant factor in all three phases. 

Study results indicated that symptom distress had a moderate inverse relationship with 

well-being, signifying that more symptoms experienced by the women was associated 

with lower sense of well-being across the three phases of the breast cancer experience. 

This is consistent with findings from previous research. Budin (1998) found a negative 

significant relationship between symptom distress and psychosocial adjustment in young 

women with breast cancer. Coward (1991) found a negative relationship between 

emotional well-being and illness distress (symptom distress and functional status) in 

women with advanced breast cancer. In another study by Coward (1998), findings 

indicated that among young unmarried women with breast cancer there was no 

relationship between symptom distress and well-being. However, the author cautions 

that the sample was small and one should be cautious with interpretation of the data. 

Redeker, Lev, and Ruggiero (2000), found that insomnia and fatigue explained one- third 

of the variance in quality of life in cancer patients. Although research findings may be 

mixed, the trend lends support to the idea that the more symptoms and increased 

severity of those symptoms incurred by women with breast cancer, the lesser the sense 

of well-being. 

Spiritual perspective was a significant factor in the survivor phase of the breast 

cancer trajectory. There is a paucity of research that examines the relationship of 

spiritual perspective to well-being. However, this finding is very similar to the results of 

previous research by Larson (1998) in which spiritual perspective was found to be 

salient when individuals in the study felt good, but had no statistical significance as a 

correlate of morale when patients were faced with an exacerbation of their chronic 

pulmonary disease. In addition, Larson's (1998) results indicated that spiritual 
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perspective independently contributed to a significant degree of explained variance in 

morale, in addition to that explained by level of functional activity in individuals with 

chronic pulmonary disease. Additional research conducted by Larson (2001) indicated 

that individuals with chronic disease found spirituality during times of stability in terms of 

communion with God, but in crisis, spirituality was expressed in terms of uncertainty and 

the questioning of God's plan. These findings overall not only suggest that there exists a 

positive relationship between various aspects of spirituality and well-being. But it is 

important to examine various aspects of spirituality (e.g. connectedness to self, others, 

and God or a Higher Power; questioning meaning or God) before drawing general 

conclusions about the role of spirituality in illness experiences. Importantly, spirituality 

may be differentially expressed by different groups, and at different phases in an illness. 

Social support did not emerge as significant a factor as previous research might 

lead one to think. It was a factor in only one phase, the survivor phase, and the degree 

of explained variance was small. There is a preponderance of existing research that 

identifies social support as an important factor among women with breast cancer. This 

study however, was more discriminating in identifying a specific phase in which social 

support may be more important. These results concerning the lack of significance in the 

first two phases, are somewhat contrary to the research findings that seem to convey 

that social support is always an Important factor. Still, this study supports other existing 

research indicating that there is a relationship between social support and various 

aspects of well-being. Examining the concept of well-being among breast cancer 

survivors, Dirksen (2000) found a relationship between social support and well-being; 

and indicated that social support was the strongest predictor of well-being. In a study, of 

young post-surgical women with breast cancer, Budin (1998) noted a relationship 
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between social support and psychosocial adjustment, identifying treatment alternative, 

symptom distress, and perceived social support accounted for the variance in 

psychosocial adjustment. Sammarco (2001) found that young women under 50 with 

breast cancer, who perceive higher levels of social support, experienced higher levels of 

quality of life. In another study of cancer patients, loss of support had a significant 

negative impact on the well-being of long-term cancer survivors (Pedro, 2001). 

Courtens et al. (1996) found a positive relationship between social support and quality of 

life in cancer patients in the Netherlands. These findings, coupled with the current study 

results suggest that social support is an important factor in women's well-being, 

particularly during the survivor phase. 

The qualitative results from this study help explain the role of social support 

further. Women commented that once the therapy was completed, family, friends, and 

employers felt they are cured, no longer ill, and could return to their full capacity 

immediately. The women described troublesome, ongoing symptoms such as fatigue 

and memory and concentration loss that precluded their return to full capacity. But some 

reported that even more troubling to them was the loss of the caring concern (social 

support) once expressed so intensely by family and friends; the cards and phone calls 

cease, the solicitous behavior had vanished. Thus, evidence suggests overall that social 

support continues to play an important role in the breast cancer experience. 

In summary, analysis of the well-being results indicated that the relationship of 

spiritual, psychosocial, and physical variables to well-being occurred in the direction as 

theorized, and was consistent with previous research results. This current research led 

to more clarification of the types of spiritual variables that may be particularly important 

In well-being across the breast cancer trajectory. In addition, the results based upon the 
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magnitude of relationships and order of variables that entered the regression equations, 

helped identify which type of factors (spiritual, psychosocial and/or physical) were of 

greater importance in well-being. 

Group of Correlates that Best Relate to Depression 

Similar to the well-being findings, regression analysis for the Anticipatory Phase 

indicated that symptom distress followed by self-transcendence accounted for the 

explained variance in depression. (Unlike the well-being findings, hope did not play a 

significant role in this phase). In the Therapy Phase, symptom distress played the 

largest role in women avoiding depression followed by self-transcendence, spiritual 

perspective, and hope. (The findings on well-being were very similar, with self-

transcendence entering first, followed by symptom distress and hope). In the Survivor 

Phase, symptom distress and social support related to depression followed by self-

transcendence as a moderator of the relationship between social support and 

depression. (For the well-being results in this phase, the same three variables entered 

the equation only in a different order of importance and with the addition of spiritual 

perspective: the order of variables for well-being in the Survivor Phase was: self-

transcendence, social support, spiritual perspective and symptom distress). 

The most obvious finding was that no matter which phase was examined the 

primary significant influence on depression was symptom distress and then secondarily 

self-transcendence. Increased level of symptom distress was associated with increased 

depression. This was corroborated by findings from several studies. Redeker, Lev, and 

Ruggiero (2000) found that with increased insomnia and fatigue, depression increases. 

Cimprich (1999), in a study of women with breast cancer, found a significant relationship 

of the number of symptoms to depression. Nuamah, et al (1999) found that symptoms 
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were more highly correlated to depression in the surgical phase for cancer patients. 

Since the phases examined in the Nuamah, et al study were not the same as the phases 

examined in the current study, direct comparisons cannot be made. However, both 

studies indicated that the more symptoms experienced, the greater the degree of 

depression an individual experiences. Pasacreta found that depressive symptoms and 

symptom distress accounted for 35% of the variance in functional status. Pasacreta did 

not examine the variance of depressive symptoms. Mast (1998) found that symptom 

distress along with uncertainty, fear of recurrence, and concurrent illness accounted for 

48% of the variability in emotional distress in breast cancer survivors. In one of the 

earliest nursing studies on the subject, McCorkle and Quint-Benoliel (1983) found that 

symptom distress was the most significant factor in the variance of mood disturbance 

regardless of the life-threatening disease. 

In contrast to the more dominant role of hope in well-being, hope played a small 

role only in the Therapy Phase on depression. This was somewhat surprising given the 

abundance of research in the mental health literature that supports a link between 

hopelessness and depression, so much so that hopelessness is considered to be a 

direct indicator of depression, as with Beck's (1961) Hopelessness Scale. Similarly, 

research by Coleman and Holzemer (1999) indicated that African Americans living with 

AIDS who had low levels of hope, had increased symptoms of depression. Research on 

hope and depression indicates the less hope a person has, the more likely they are to be 

depressed. Findings, from the present study, are congruent with previous research and 

suggest that when women with breast cancer experience hopelessness, a greater 

degree of depression is very likely. No research was identified that examined the role of 

hope in depression in women with breast cancer. 
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The present results also indicate that women, who were unable to move beyond 

the imposed situation, as indicated by lower levels of self-transcendence, were more 

likely to have depression across all phases. These findings are consistent with those 

found in elderly populations. Existing research by Reed (1986a, 1989,1991b) with older 

adults, strongly and consistently indicated that elders with a greater sense of self-

transcendence experience less depression. Research by Klaas (1998) indicated that 

lower levels of depression were significantly associated with self-transcendence in 

elderly individuals. A study conducted by Buchanan, Farran, and Clark (1995) found an 

inverse relationship between self-transcendence and elders who expressed a wish for 

death. Thus, existing research on older adults supports the negative relationship 

between self-transcendence and depression. 

Results indicated that spiritual perspective was one of three significant spiritual 

factors in depression in the Therapy Phase. This finding contrasts somewhat with the 

well-being results in that spiritual perspective did not emerge as a significant variable 

related to well-being. However, previous research has failed to find relationships of 

strong magnitude between well-being and spiritual variables. No previous research was 

identified that examined the relationship of spiritual perspective to depression. It may be 

that spiritual perspective plays a more significant role in mental health-related variables 

like depression - which are not often studied in spirituality research—^than in general, 

positive variables like hope and well-being. In addition, the positive relationship between 

spiritual perspective and depression suggests that depression may stimulate a spiritual 

searching in women during illness. 

Finally, social support was not found to play a dominant role in the regression 

equations, for either well-being or depression. Social support, as moderated by self-



171 

transcendence, did relate significantly to depression in the Survivor Phase only. No 

research was identified that looked at relationships or the impact of the relationships of 

social support and depression among women with breast cancer. This finding is not 

congruent with much of the literature in which researchers state that social support is 

important in illness experiences. A possible explanation is that few nurses have studied 

women during the critical experiences of the anticipatory and therapy phases, when 

factors other than or in addition to social support are significant. The finding is 

congruent with the findings of those studies in which social support was significant 

during the more stable post-therapy phase. 

Research Question Two 

Are there differences in the spiritual variables (spiritual perspective, hope, self-

transcendence, and religiousness) across the trajectory of the breast cancer 

experience? 

The findings, in this study, indicate that hope and self-transcendence were not 

stable and instead showed a significant difference between the Anticipatory Phase and 

Survivor Phase and between the Therapy Phase and Survivor Phase. Group scores for 

hope gradually went up across the trajectory. Group scores for self-transcendence were 

lower during the Therapy Phase and higher in the Anticipatory and Survivor phases. No 

studies were identified that examined hope or self-transcendence across the trajectory of 

chronic illness or breast cancer. However, Nowotny (1989), in her initial work on hope, 

found that adults with cancer had higher levels of hope than well individuals. In the 

current study hope, was higher during the Therapy and Survivor Phase, suggesting that 

once therapy had begun and is then completed women are more hopeful, feeling that 



172 

they are back in control of their lives and confident that the treatment has been 

successful. 

Self-transcendence research by Coward (1994) indicated men and women found 

meaning within their AIDS experience. Women, who responded in this study, stated that 

they lived their lives to make a difference, were now more caring, considerate, open and 

affection, looking for ways to do God's work through them. The study provided evidence 

that hope and self-transcendence are salient components of spirituality essential to well-

being, dynamic across the breast cancer experience. Despite the worry over the 

possible diagnosis, women had high levels of hope and self-transcendence. These 

levels were significantly greater by the stable Survivor Phase. 

Qualitative data from this study suggested that women found the breast cancer 

experience transforming, responding with expressions that were God-focused (i.e. giving 

thanks, relying on prayers), self-focused (i.e. trying to live life with no regrets, to live as 

good a life as they can), and people-focused, (make a difference one person at a time, 

live to give life to others, God working in and through me). It appears that women not 

only have high levels of hope and self-transcendence, but as they progress through 

treatment to stability, they show remarkable levels of hope for the future and renewed 

interest in transcending the self" by making a difference, being more caring, and being 

an inspiration to others. 

Research Question Three 

Are there differences in the psychosocial and physical variables (social support, 

uncertainty, and symptom distress} across the trajectory of the breast cancer 

experience? 
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Findings, in tliis study, suggested that for older women with breast cancer, social 

support and uncertainty showed a significant difference between the Anticipatory Phase 

and the Survivor Phase and between the Therapy Phase and the Survivor Phase. 

Between the Anticipatory Phase and the Survivor Phase, group scores for social support 

rose significantly; as did the group scores between the Therapy Phase and the Survivor 

Phase. However, group scores were lower at the Therapy Phase, and significantly lower 

at the Survivor Phase. Unlike longitudinal research by Courtens, et al. (1996), who 

found that social networks and emotional support decreased after treatment. Courtens, 

et al., suggested those providing social support may think that women need less support 

when treatment is over. However, women in the current study showed higher levels of 

social support after treatment. 

In addition, one woman in this study wrote, of the adjustment to not seeing the 

doctor, it "left a hole in my life." The loss of that support is critical to women who have 

been diagnosed with breast cancer. Haase (1987) examined the meaning of stopping 

cancer treatment with adolescents. She equated this with courage. Every week the 

doctor is monitoring a patient's blood work, vitals, and tumor counts, seeing the patient 

frequently. But after the treatments, the patient sees the doctor four times a year, then 

twice a year. In this study however, differences are found between the support 

experienced from the beginning when the diagnosis has not yet been confirmed and the 

stable phase and the support from the onset and the support experienced at the stable 

phase. The results are contrary to the informal conversations and the research 

identified. 

Findings, in this study, indicate that for older women with breast cancer, 

uncertainty showed a significant difference between the Anticipatory Phase and the 
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Survivor Phase, the Anticipatory phase the Therapy Phase, and the Therapy Phase and 

the Survivor Phase. The group score for uncertainty was fairly high in the Anticipatory 

Phase, indicating that the anticipation of a negative outcome from diagnostic tests, is 

extremely stressful and fraught with uncertainty. No research was identified that used a 

longitudinal design to look at uncertainty in women with breast cancer. Sammarco 

(2001) found that social support along with uncertainty explained the variance in quality 

of life in survivors of breast cancer under 50 years of age. Findings from research 

conducted by Deane and Degner (1998), indicated that for women awaiting the results of 

a breast biopsy, knowing was crucial to alleviating uncertainty. I, myself, awaiting a 

diagnosis, planned my funeral and cleaned out closets so that my oldest daughter would 

not have so much to do when I died. Uncertainty, in this study, decreased between the 

Anticipatory Phase and the Survivor Phase and the Therapy Phase and the Survivor 

Phase. This suggests that once treatment is initiated and then completed uncertainty 

becomes less of a threat. A cure may not be affected, but certainly the threat has been 

lessened, and therefore, uncertainty is abated. 

As would be expected, symptom distress differed significantly between the 

Anticipatory Phase and Therapy Phase, the Anticipatory Phase and Survivor Phase, and 

the Therapy Phase and the Survivor Phase. Symptoms increased between from the 

diagnostic work-up phase when women were anticipating the results of the mammogram 

or biopsy and the treatment phase. This was certainly expected, as chemotherapy and 

radiation have a reputation of increasing side effects. But, of interest, is the decrease of 

the side effects to below the symptoms experienced by women during the Anticipatory 

Phase. This might be explained: because with the anticipation of adverse outcomes 

from the diagnostic workup, women might be experiencing insomnia, an intestinal 
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upsets. Thus, and increase in symptom distress. However, several women in this study, 

complained of lingering, troublesome symptoms related to past adjuvant therapy, such 

as numbing of fingers and feet, insomnia and continued memory loss. 

Cimprich and Ronis (2001) found older women newly diagnosed with breast 

cancer, showed signs of insomnia, problems with concentration and appetite, mood and 

bowel disturbances. At three-month post surgery, fatigue and concentration had 

increased but mood state had improved. But repeated measures ANOVA did not show 

any significant changes. Budin (1998), examining aspects of quality of life and 

depression, found that symptom distress decreased between the surgical intervention 

and three months post operatively. Therefore, evidence from present and past research 

examining the differences of symptom distress lends support to the idea that symptoms 

differ in type and intensity across the breast cancer experience. 

Research Question Four 

What changes occur in existential well-being and depression across the 

trajectory of the breast cancer experience? 

There were significant differences in both well-being and depression across the 

breast cancer experience. In the current study, well-being significantly increased across 

the experience. Depression increased between the Anticipatory Phase and the Therapy 

Phase but decreased dramatically from the Therapy Phase and the Survivor Phase. Not 

anticipated in this study was the increase in well-being during the Therapy Phase nor 

was the initial group score for well-being expected to be as high. 

It was expected that the women would have increased depressive scores during 

chemotherapy because of the physical side effects of the treatment, but it was not 

expected that the women by eight months to two years from therapy would have 
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recovered sufficiently to have very low group scores. It had been expected that the 

workup with subsequent breast cancer diagnosis, adjuvant therapy would have resulted 

in a decrease in well-being and an increase in depression. It is interesting to note that 

the well-being was more positive than expected and depression was much lower than 

was anticipated. 

No study was identified that examined well-being across time in breast cancer or 

chronic illness. The only study found that looked at aspects of quality of life and 

depression was Budin (1998). Health quality of life was identified as three factors: 

depression, symptom distress, and functional status. Budin found that depression 

decreased between the surgical Intervention and three months post operatively. Thus, 

the findings on this research question contributed new knowledge about the changes in 

well-being and depression across the breast cancer trajectory. 

Implications for Theory Development 

At the beginning of this study, it was proposed that spirituality was a resource, 

based upon understandings about human experience derived from the perspectives of 

lifespan development theory, nursing theory, and chronic illness trajectory theory (p. 26). 

Twenty years of research about the concept of spirituality and its saliency in chronic and 

terminal illness were examined in preparation for this study, along with other potentially 

significant variables. The concept of spirituality identified for the purposes of the study 

suggested that spirituality Is the propensity of Individuals to reach beyond self-

boundaries to experience new and greater reality (Reed & Larson, in press). Spirituality 

was further conceptualized in terms of specific measurable variables: hope, spiritual 

perspective, self-transcendence and religiousness Figure 2, in Chapter I, identified the 

theoretical framework consisting of spiritual, psychosocial, physical, and well-being 
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dimensions. Figure 2 gave an overall view of the relationships identified in subsequent 

literature. What was not known was how significant were the various dimensions across 

the breast cancer experience. 

How then did spiritual, psychosocial, and physical correlates differ across the 

breast cancer experience? Figures 5, 6, and 7 present the conceptual models that best 

explain well- being and depression at each phase. Refinement of the original theoretical 

model occurred, in terms of eliminating variables to simplify the models, as based upon 

the research results. Differences and similarities across theoretical models is evident, 

indicating that breast cancer is a dynamic experience, with qualitative as well as 

quantitative differences in spiritual, physical, and psychosocial experiences over time. 

One model is not sufficient to depict the relationships of variables to well-being and 

depression. 

In the Anticipatory Phase (Figure 5), hope and self-transcendence influenced 

well-being along with symptom distress. However, symptom distress and self-

transcendence impacted depression in the Anticipatory Phase. 

Self-transcendence and hope were the spiritual variables influencing well-being 

in the Therapy Phase (Figure 6) as well as symptom distress. But hope was of lesser 

importance. Depression, in the Therapy Phase, was primarily influenced by symptom 

distress, followed by self-transcendence, spiritual perspective, and hope. An 

unexpected finding was the positive relationship between spiritual perspective and 

depression. In all other instances, relationships occurred in the expected direction, with 

the exception of spiritual perspective in the Therapy Phase where spiritual perspective 

related positively to depression. One explanation is that the responses to the items in 

the spiritual perspective questionnaire are often neutral, and measure the extent to 
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which spirituality (whether in positive or negative terms) exists in a person's life. Causal 

directions cannot be concluded in this study. However, one explanation is that a higher 

score on the SPS in the presence of depression may indicate an intensified spiritual 

searching and other spiritual behaviors as a way of coping with depression. It is possible 

that during the Therapy Phase when women are struggling with the effects of treatment, 

there is a positive increase a deeper meaning to the experience. Qualitative responses 

in this study suggested that some women engaged in a more intense spiritual searching 

during their illness. The women described a spiritual journey, a yearning to trust God, 

seeking God and searching the answers to immortality. Therefore, spiritual perspective 

may have tapped the searching, as well as other spiritual behaviors at a point in 

women's lives when they were struggling to understand the meaning of the breast 

cancer experience for their lives. 

Interestingly, in the Survivor Phase hope, was no longer a factor in either well-

being or depression. Figure 7 shows the variables that impacted well-being and 

depression in the Survivor Phase. Self-transcendence was the primary factor in well-

being followed by social support, spiritual perspective, and symptom distress. Symptom 

distress was of primary importance in the variability of depression with social support 

and self-transcendence in combination explaining additional variability of depression. In 

the original regression analysis only symptom distress and self-transcendence entered 

the equation. However, when self-transcendence and social support were entered 

together as a single term, self-transcendence became an integral part of the variance of 

depression. 

It must be stated that causality cannot be assume. Although symptom distress 

was always a factor in both well-being and depression, at any one time spirituality in one 
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or more of its manifestations was a factor in maintaining well-being and avoiding 

depression. 

Significant differences were noted in hope and self-transcendence across the 

three phases, while spiritual perspective and religiousness remained stable. Social 

support and uncertainty showed significant differences across the trajectory. Social 

support was higher in the Survivor Phase and uncertainty was significantly lower in the 

Sun/ivor Phase. Symptom distress was significantly different at each phase, with much 

higher scores in the Therapy Phase. Lastly, well-being and depression were significant 

different at each phase. Well-being was higher at each phase across the trajectory, 

while depression was highest during the Therapy Phase and significantly lower in the 

Survivor Phase. 

A key point over all the models is that where one spiritual variable fell out, e.g. 

hope, another was there to function in a women's life. She was never without any 

spiritual experience at any phase, regardless of the significance of the physical or social 

variables. Clear evidence that spirituality is salient in the breast cancer experience, 

crucial in maintaining well-being and evading depression. 

Hope, self-transcendence, and spiritual perspective were all critical aspects of 

spirituality that were utilized by these women to overcome the devastating symptoms of 

nausea and vomiting, pain, and hair loss, to name only a few. Women with breast 

cancer were hopeful and transcended their present, to participate in their future. In 

addition, the women looked upward to a Power Greater than self. During chemotherapy 

and radiation they reach out to pray, turning it over to God, finding support in others who 

prayed for them, and in response they transcended the now to find peace, calmness, 

contentment, and comfort. For these survivors of breast cancer, varying forms of 
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spirituality were with them across the breast cancer experience, giving support and 

strength, enabling them to find well-being and avoid depression. 

The results of this study provide support for the theoretical ideas posited in the 

initial conceptual framework as derived from nursing philosophy, the lifespan 

developmental perspective, and chronic illness trajectory model. In terms of nursing 

philosophy, the women's responses demonstrated that they had the potential to 

experience "health within illness," that is, self-transcendence and existential well-being 

during symptom distress across the entire trajectory of their illness. 

In terms of the lifespan developmental perspective, the results suggested that the 

women demonstrated innovative change during their illness experience; they were able 

to maintain a sense of well-being in part because of their spirituality. One finding in 

which social support was not found to be significant as expected challenged 

assumptions about the significance of person-environment process. However, the 

women may have had other environmental interactions that were not measured in this 

study. 

In terms of the illness trajectory model, significant differences were identified 

between the phases of the breast cancer experience, indicative of distinct phases. 

These phases are created in part by the treatment regimen and the way women respond 

to treatment and integrate the experience. Conceptualizing these phases were useful in 

gaining understanding about how spirituality may change in form and intensity over the 

trajectory of breast cancer. 

Limitations of the Study 

Several limitations must be considered in this study. Generalizability is limited 

largely because a convenience sample was used, such that the results may be mostly 



184 

applicable to white non-Hispanic women. Thus, another study with a broader ethnic 

base, might identify different relationships of spiritual, psychosocial, and physical 

variables to well-being or depression. 

Another possible limitation concerns the instruments and validity of responses. 

The total questionnaire packet included 103 that were answered three times. Subjects 

may have become tired and answered quickly. One-item questions were used for both 

the concept of uncertainty and religiousness due to length of one possible study and 

constraints by copyright in the use of another. 

Lastly this study was a descriptive retrospective study. Little could be found in 

the literature concerning the validity of responses in retrospective studies. The 

investigator acknowledges the threats to validity given the retrospective design. 

However, several controls were built in to the study, described in Ch. 3, which minimized 

the threat and allow for cautious yet meaningful interpretation of the findings. 

Implications for Nursing Practice 

Several implications for practice were identified in this study. The first implication 

is that spiritual needs vary across the trajectory. In particular, hope and self-

transcendence are most important in the Anticipatory and Therapy Phase in maintaining 

well-being and avoiding or minimizing depression. Nurses need to develop strategies to 

enhance well-being and self-transcendence. Coward & Reed (1996).identified several 

strategies useful in practice. 

The second implication is that social support Is salient after treatment is 

completed. Nurses need to assess the support structure of patients, incorporate social 

support into the care plans to encourage and augment social support during all phases, 

but noting how the support may change after treatment. 
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The last implication concerns the control of symptom distress. Throughout the 

experience of breast cancer, this study identified that the more symptom distress 

experienced by the women, the more likely they were to have depression. Therefore, it 

is important that nurses and other health care providers assess symptoms and develop 

care plans to assist with the more distressing of the symptoms. By averting or alleviating 

the side effects related to cancer treatment and care, depression may be avoided and 

well-being maintained. It is essential that nurses assess patients for depression and 

develop care plans to assist patients with symptoms of depression. 

Recommendations for Further Research and Theory Development 

It should be noted that there is a paucity of research that has investigated the 

experience of breast cancer across the trajectory. Further investigation is needed to 

validate the current findings. There is a need to examine spirituality In a more ethnically 

diverse population, as other aspects of spirituality may emerge as significant correlates. 

Neugarten (1977) has suggested that when unexpected "off-time" crises occur, 

responses may be negative. Further investigation should examine the experience of 

breast cancer for younger women. Such an investigation into the differences for women 

45 to 60, could validate Neugarten's theory. An analysis of younger women across the 

trajectory of the breast cancer experience may identify alternative predictors of well-

being or depression. 

The current study did not look at the differences that either stages of cancer or 

treatment modalities might have at each phase of the study. Further investigation with a 

larger sample size may be able to tap the differences experience by older women with 

varying stages of cancer. 
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Additional research is needed to explore other patterns of relationships among 

the significant variables using more complex models of analysis so as to provide a more 

specified theory for planning interventions. 

Very little research is available that looks at the use of a retrospective design. 

Longitudinal studies designed to capture the memory factor could examine the validity 

and feasibility of the retrospective method. For example, a random group of participants 

could be oriented to each time phase through use of narrative techniques (working with 

the investigator or through self-reflection), followed by their completing the set of 

questions for that particular period. The results from this subgroup would be compared 

with those who competed the instrument the standard way, such as was done in this 

study. The idea is determine whether it is better for subjects to address all time periods 

when focusing on the same item, or to address only one time period across all items, the 

then repeat for each time phase. It is important to examine this method further, given 

the potential use of the retrospective design for obtaining longitudinal data in a manner 

that is more cost-effective and efficient with participant's time and energy. 

Lastly, more qualitative research is necessary to understand the meaning of 

spirituality in older adults. The meaning of spirituality is relatively new concept, foreign 

to many of the older generation? Can they separate the concepts of spirituality and 

religion? What is the meaning of spirituality to older adults plagued with multiple chronic 

illnesses and disabilities? What aspects of spirituality assist older women as they move 

across a trajectory of illness such as breast cancer? What meaning does spirituality 

have for women who are unwilling participants on the breast cancer journey? 



187 

Summary 

This study supports the idea that women with breast cancer have the capacity to 

remain hopeful, moving beyond the imposing and distressful symptoms often with the 

help of support systems to maintain well-being and do so with varying degrees across 

the trajectory. The only constant across the three phases was symptom distress and 

that it plays a very real and pivotal role in understanding well-being and depression in 

the breast cancer experience. Aspects of spirituality, hope, self-transcendence, and to a 

lesser extent spiritual perspective were salient correlates, in varying degrees, of well-

being and depression across the breast cancer experience. 
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THEUNIVERSnYOF 

Human Subjects Protection Program ARIZONA ® 1350 N. Vine Avenue 
http://ww.irb.aiizona.edu • pn Box 245137 

3 March 2003 TUCSON ARIZONA Tucson, AZ 8572^5137 J Marcn ZUUJ 626-6721 

Cheryl Larson, M.S., R.N. 
College of Nursing 
PO Box 210203 

RE: BSC #03-13 SPIRITUALITY AND OTHER CORRELATES ACROSS THE BREAST 
CANCER EXPERIENCE 

Dear Ms. Larson: 

We received your 24 February 2003 letter and accompanying revised Subject Disclaimer form 
recruitment materials and updated Project Approval Form for the above referenced project. Your 
project was reviewed by fiill coinmittee for a second time and approval is granted as submitted 
effective 3 March 2003 for a period of one year. Note: A waiver of signed consent is granted 
under regulations published by the U.S. Department of Health and Human Services [45 CFR 
Part 46.117(c) (2)]. This is not however a waiver of informed consent All subjects participating 
in this project will obtain a copy of the enclosed approved Subject Disclaimer Form. 

The Human Subjects Committee (Institutional Review Board) of the University of Arizona has a 
current assurance of compliance, number FWA00004218, which is on file with the Department of 
Health and Human Services and covers this activity. 

Approval is granted with the understanding that no further changes or additions will be made either 
to the procedures followed or to the consent form(s) used (copies of which we have on file) without 
the icnowledge and approval of the Hiraian Subjects Committee and your College or Departmental 
Review Committee. Any research related physical or psychological harm to any subject must also be 
reported to each committee. 

A university policy requires that all signed subject consent forms be kept in a permanent file in an 
area designated for that purpose by the Department Head or comparable authority. This wiU assure 
their accessibility in the event that university officials require the information and the principal 
investigator is unavailable for some reason. 

Sine^ly yours, i 

Theodore J. Glatlke, Ph.D. 
Chair 
Social and Behavioral Sciences Human Subjects Committee 

TJG:tl 
cc: Departmental/College Review Committee 

Enclosures 
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APPfiOVED BY UNlVERSiry OF AZ IBB 

DATE: ,^f 

SUBJECT DISCLAIMER 

Title of Project: "Spirituality and Other Correlates across the Breast Cancer Experience" 

You are being invited to voluntarilyparticipate in tiie above-titled research study. The purpose of the 
study is to examine views and other feelings that may be associated with the experience of breast 
cancer. You are eligible to participate bccause 3/ou are a woman 60 years of age or older who has 
completed chemotherapy and/or radiation 8 to 24 months previously for Stage I, II, or HI breast 
cancer, speak and read English and h^ no other m^or chronic illness. 

If you agree to participate, your participation wiU involve providing answers to questionnaires 
delivered either by mail or in person. It will take approximately one to two hours to fill out the 
questionnaires. You may choose not to answer some or all of the questions. 

Any-questions you have will be answered and you may withdraw from the study at any time. There 
are no known risks although you may experience some anxiousness firam reflecting on your illness 
experience. There is no cost to you except for 1 or 2 hours of your time and you wiU not be 
c o n ^ j e n s a t e d  f o r  y o u r  p a r t i c i p a t i o n .  . . .  

Only the piincipal investigator, Cheryl Larson, MS, RN, and her advisor. Dr. Pamela Reed, will have 
access to the information fhat you provide. In order to maTntain your confidentiality, no personal 
identifiers will be retained or revealed in any reports that result from this project. The information 
found within the questionnaires will be locked in a cabinet in a secure place. This information will be 
stored indefinitely, but win not contain any, personal identifiers. 

You can obtain farthex information from the principal investigator, Cheryl A. Larson, PhD. 
candidate, at (520) 887-9733. If you have questions concerning your rights as a research sutgect, you 
may call the University of Arizona Human Subjects Protection Program office at (520) 626-6721. 

By participating in answering the questionnaires, you are giving permission for the investigator to use 
your information for research purposes. 

Thank yoa 

Cheryl A. Larson, MS, RN-
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SUBJECT DISCLAIMER 

Title of Project: "Spiritual, Psycliosocial, and Physical Correlates of Well-Being Across the Breast 
Cancer Ejq)erience" 

You ̂  being invited to volimtarily partic^ate in the above-titled research study. The piirpose of the 
study is to eianinie views and other feelings that may be associated with the experience of breast 
cancer. You are eligible to participate because you are a womaQ ^O years of age or older 'wdio has 
completed chemotherapy and/or radiation 8 to 24 rnonths previously for Stage I, II, or DI breast 
cancer, speak and read English and has no other major chronic iUness. 

If you agree to participate, your participation will involve providit^ answers to questionnaires 
delivered either  ̂mail or in person. It W31 take approxim^ely one to two hours to fill out the 
questionnaires. You may choose not to answer some or all of the questioDS. 

Any questions you have will be answered and you may withdraw from the study at any tirrie. There 
are no known risks althou  ̂you may e^qierience some anxiousness from reflecting on your illness 
ejqjerience. There is no cost to you exc^ for 1 or 2 hours of your time and you will not be 
conqjoasated fer youi particqjation. 

Only the principal investigator, Cheryl Larson, MS, RN, and her advisors, E>r. Pamela Reed and Dr. 
Mary Koithan, will have access to the information thai you provide. In order to mRintfiin your 
confidentiality, no personal identifiers wiH be retained or revealed in ary reports that result from this 
project The information found within the questionnaires wfll be locked in a cabinet in a secure place. 
This infonnation will be stored indefinitely, but will not contain any personal identifiers. 

You can obtain fiirther information from the principal investig^r, Cheryl A. Larson, Ph-P. 
candidate, ̂  (520) 887-9733. Ifyouhave questions bbiicemiiig your rights as a research subject, you 
may call the University of Arizona Human Subjects Protection Program oflSce at (520) 626-6721. 

By participating in answering the questionnaires, you are giving permission fer the investigator to use 
your information for research purposes. 

Gheryl A. Larson, MS, EN 
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Request Form 

I request permission to copy the Self-Transcendence Scale (STS) for use in my research 

entitled, 

In exchange for this permission, I agree to submit to Dr. Reed a copy of the following: 

1. An abstract of my study purpose and fmdings, which includes the range of STS scores and the mean 
STS score in my group of participants, and correlations between the STS scale scores and other 
measures used in my study. (This will be used by Dr. Reed to assess construct validity). 

2. The reliability coefficient as computed on the scale from my sample (Cronbach's alpha). 

3. A copy of the one-page scoring sheet (see attached) for each participant tested qi a computer print 
out listing this same information for each subject, along wiA ray data coding dictionary (which 
identifies the variables on the print out). 

Any other information or findings that could be helpful in assessing the reliabili  ̂or validity of the instrument 
would be greatly appreciated (e.g. problems with items, comments from participants, other findings). 

This data will be used to establish a normative data base for clinical populations. No other use will be made 
of the data submitted. Credit will be given to me in reports of normative statistics that make use of the data 
I submitted for pooled analyses. 

/ /  
 ̂ (Dale) 

Position and Full Address 

Permission is hereby granted to copy the STS for use in the research described above. 

Pamela G. Reed 

(Date) 

Please send two signed copies of this form, and a stamped. self-addrRsseii envelnng to! 

Pamela G. Reed, RN, PhD, FAAN 
College of Nursing 

University of Arizona 
Tucson, Arizona 85721 
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REQUEST FORM 

I request permission to copy the Spiritual Perspective Scale (SPS) for use in my research entitled, 

/ 

In exchange for this permission, I agree to submit to Dr. Pamela G. Reed a copy of the following; 

1. An abstract of my study purpose, framework, and findings, especially which includes the correlations between the 
SPS scale scores and any other measures used in my study. (This will be used by Dr. Reed to assess construct 
validity). 

2. The reliability coefficient as computed on the scale from my sample (Cronbach's alpha). 

3. A copy of the one-page scoring sheet for each subject tested or #4. 

4. A computer printout listing the data requested (see #3) and data coding dictionary (to decipher coded data). 

Any other information or ftndmgs that could be helpful in assessing the reliability or validity of the instrument would be 
greatly appreciated (e.g., problems with items, comments from subjects, other findings). 

Hiese data will be used to establish a normative data base for clinical populations. No other use will be made of the data 
submitted. Credit will be given to me in reports of normative statistics that make use of the data I submitted for pooled 
analyses. 

(Signature) 

. a-/ / ^ ^ ^ . 

Position and full address; . 

Ai/JrSr 9L 

Permission is hereby granted to copy the SPS for use in the research described above. 

Pamela G. Reed 
^ 

Date 

Please send two siyned copies of this form, and a stamped, self-addressed envelope to; 

Pamela G. Reed, RN, PhD, FAAN 
The University of Arizona 
College of Nursing 
P.O. Box 210203 
Tucson, AZ 85721-0203 
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You replied on 8/31/2004 3:1S PM. 

Larson, Cheryl 

From: 

Toi 

Cc 

Ruth McCorkle [Ruth.McCarkle@y3le.edu] 

darson@nursing.arizona.edu 

nancy Dematteo 

Sent: Tue 1/21/2003 11:56 AM 

Snblact; Re: Fwd: FW: Peinifssiun to use Symptom Distrsss Scale 

Attachments: 

You have my permission to use the scale, good luck. Ruth McCorkle 
At 11:58 AM 1/21/2003 -0500, you wrote: 
>Do you give her permission to use your scale., she needs to know ASAP. 
>Please advise. 

»Date; Tue, 21 3an 2003 09:46:38 -0700 
»From: Cheryl Larson <clarson@nursing.arizona.edu> 
>>Subject; FW: Permission to use Symptom Distress Scale 
»To: "'nancy.dematteo@yale.edu'" <nancy.dematteo@yale.edu> 
>>X-Mailer: Internet Mail Service (5.5.2656.59) 
>>Importance: high 
»X-YalerTSMailRlter: Version 1.0c (attachment(s) not renamed) 
»X-Spam-Status: No, hits=-2.8 required=5.0 
» tests=DEAR_SOMEBODY,EXCHANGE_SERVER,OUTLOOK_FW_MSG, 
» SPAM_PI1RASE_02_03,X_PRIORrrY_HIGH 
>> version=2.41 
>>X-Spam-ljeve(: 
» 
>>Ms Dematteo, Thanks. Cheryl 
>> 
» Original Message 
>>From: Cheryl Larson 
>>To: 'nith.mccorkle@yale.edu' 
»Sent 1/7/03 10:13 AM 
»Subject: Permission to use Symptom Distress Scale 
>> 
»Ruth McCorkle, Phd, RN 
>>School of Nursing 
>>Yale University 
> > New Haven, cf. 06520 
» 
»Dear Dr. McCorkle: 
» 
>>My name Is Cheryl Larson. I am a doctoral student working on my 
>>dissertation at the University of Arizona, College of Nursing in Tucson, 
»AZ. I am requesting permtsston to use the Symptom Distress Scale in my 
>>research titled, "Spirituality and Other Correlates across the Breast 
»Cancer Experience." 
>> 

»The study is an extension of thesis work designed to generate new 
>>insights Into the role of spirituality and other correlates across the 
»trajectory of bresist cancer. If you are willing to altow me to use your 
>>lnstrument, I would appreciate a copy of the scale, infnrmatkjn on the 
>>psychometrics, and either a tetter or a return of this email granting me 

> 

> 

> 

https://einailaiursiiig.arizona.edu/exchange/clatsoii/Inbox/Re;%20Fwd:%20FW:%20Peniiissi... 8/31/04 

mailto:Ruth.McCarkle@y3le.edu
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Page 2 of2 

>>permission to use your instrument. Or if you prefer you may mail the 
»scale, psychometrics and permission letter to my address below or FAX: 
>>to (520) 626-7891 care of either Cheryl Larson or Dr. Pamela Reed, my 
>> research advisor. 
» 
>>Because my study will examine spirituality over three time periods, I 
>>plan to alter instruments to include these options. If you have any 
>>questions or would like further information, you may email me at 
>>clarson@nursing.arizona.edu. or call me at home(S20)887-9733. 
> >  

»I would be pleased to send to you data from my research for use in your 
>>psychometric evaluation. 
> >  

>>Thank you very much. I look forward to hearing from 
>>you, by January 15th if at all possible. 
> >  

>>Chery) A. Larson, M.S., R.N. 
» 
>>Doctoral Student 
>>Universtty of Arizona College of Nursing 
>>Home Address: 1310 W. Roller Coaster Rd. 
>>Tucson, AZ 85704 
> 
> 

> Nancy DeMatCeo 
>Senior Administrative Assistant 
>Center for Excellence in Chronic Illness Care 
>Yale University School of Nursing 
>100 Church Street South 
>P.O. Box 9740 
>New Haven, Cr 06536-0740 
>Phone: 203-737-5501 
>Fax: 203-737-2414 

Ruth McCorkle, PhD, FMN 
The Florence S. Wald Professor of Nursing 
Director, Center for Excellence in Chronic Illness Care 
Chair, Doctoral Program 
Yale University School of Nursing 
100 Church Street South 
PO Box 9740 
New Haven, CT. 06536-0740 
203-737-5501 
203-737-2414 (fax) 

h11ps7/enjailjiursmg.arizona.edu/exchange/clarson/Inbox/Re:%20F'wd:%20FW:%20Pennissi... 8/31/04 

mailto:clarson@nursing.arizona.edu
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ISR 
INSTITUTE FOR SOCIAL RESEARCH / THE UNIVERSITY OF MICHIGAN / P.O. BOX 1248 I ANN ARBOR. MICHIGAN 48106 / 313-764-8363 

Shannon Ruff, R-N., M«S. 
College of Nursing 
University of Arizona 
Tucson, AZ 85721 

Dear Ms - Ruff: 

I am responding to your note to Dr. Angus Campbell, passed away a 
few years ago. I am sure he would have no objection to your using the 
Index of Well-Being as a part of your investigation into the perceived 

• xrell-being of cancer patients. 

You might want to contact Professor Camille Wortman, who is in the Re
search Center for Group Dynamics at ISR,. and who has been studying the 
influence of traumatic life events on individuals' adjustment and state 
of 'well-being. I believe she has used measures similar to those de
signed by Dr. Campbell. 

February 18, 1985 

Sincerely, 
A 

FTJ/jk 

• SURVEY RESEARCH CENTER • CENTER FOR POLITICAL STUDIES • RESEARCH CENTER FOR GROUP DYNAMICS 
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From: Herth, Kaye A [SMTP:kaye.herth@miisu.edu] 

To; Cheryl Larson 

Cc: 

Subject: R£: Pennission to use the Herth Hope Index 

Sent 1/7/03 6:26 AM 

Dear Cheryl, 

i appreciate your interest in hope and spirituality and in ̂ e 

Herth Hope Indeac. I have enclosed a copy of "both tiie Herth Hope Index 

and the Herth Hope Scale along with scoring mstructions. Bo& scales 

are cun^dy being used in research studies by a number of 

investigators primarily with adults. I have enclosed a two reference 
lists I have compiled on hope. 

You have my permission to use either the Herdi Hope Lidex or Ihe 

H«rth Hope Scale in your proposed research project and to alter as 

^propriate for your study. If you decide to use ei&er of my scales in 
your resear^ study, I would like to request that you send me a copy of 

your completed research study and any psychometrics pertaining to my 
scale. There are no charges connected with scale. 

I am excited about your proposed study e}q}bring "Spiritaalily 

and Other Cpirelates across the Breast Cancer £:q)erience'' and look 

forward tc hearing more abo^ your wori:. If I caa be of any farther 
assistance, please do not hesitate to contact me. 

Kaye Herth, PhD. iLN.. F 

Dean, College of Allied Health 

Minnesota State University, 

—Original Message—r 
From: Cheryl Lareon rmaiIto:cIarson@nursing.arizona-edul 

Scat Monday, January 06,2003 4:16 PM 

To: Herth, Kaye A 

Subject: Pennission to use the Herdi Hope Ind^ 

KayeHerdi. 

College of Allied Healtii & Nursing 

Miimesota State University 

Mankato, MN 

Dear Dr. Herth 

Importance: Nonnai 

and Nursing 

ManJcato 

My name is Cheryl Larson. I am a doctoral student working on my 

dissertation at the University of Arizona, College of Nursing in Tucson, 

mailto:kaye.herth@miisu.edu
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A2. I considering using your instrument the Herdi Hope iidex in my 

research titled, "Spirituaiity and Other Couelates across tiie 

Breast Cancer ̂cperience." I am also requesting permission to xise the 

Herth 

Hope Index if I would decide it is appropriate for tiie stucfy. 

rhe sta(fy is an extension of thesis worJc designed to generate new 

insights 

into "tire role of spintuality and other correlates across the tr^ectory 

of 

^east cancer. If you are willing to allow me to use your instrument, I 

would ̂ predate a copy of the scale, iofotmation on die psychometrics, 

and 

ei&er a letter or a return of liiis email granting me permission to use 

your . : 

instrumeal Or if you prefer you may mail the scale, psychometrics and 

permission letter to my address below or FAX* to (520) 626-7S91 care of 

ei^er Qieiyl Larson or Dr, Pamela Reed, my research advisor. 

Because my study will examine spirituality over three time periods, I 

plan 

to a]^ the instruments to include these options. 

If you have any questions or would like jEurther information, you. may 

email me at ciar8on@nursing.arizona.edii. or call me at home(520) 

887-9733. 

I would be pleased to sisod to you data fiom my research for use in your 
psychometric evaluation 

Thank you very much. I look forward to hearing from 

you, by January 15& if at all possbile. 

Cfaeiyl A. Laison, M-S., KJST. 

Doctoral StodeuC 
UnVCTsity of Arizona College of Nursing 

Home Address: 1310 W. RoBer Coaster Rd. 

Tucson, AZ 85704 

pHerth Hope IWISWordS.O.doc pHerth Hope Scale MS\ftford6.0.doc !!î HS HHl Scoring 

info MSWor.doc PhbperefHHl -OR HHS.doc PhoperefFINALdoe 
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From: Weinert, Clarann [SMTP:c'weinert@montana.edix] 

To: 'Cheryl Larson' 

Cc: Phillips, Lany 

Subject: RE:PCTmi5siontoiisePJlQ-85Partn 

S^t: 1/6/03 11:07 AM. Lmportance: Normal 

Cheryl, 

You can get all &e info on ̂ e PRQ and download a copy from our website 

wwwjnontana.edu/cweinert The alteration that you propose is fine. In the 

meantime we will send you a permission to use statement Thank you for 

your interest in the PRQ and the best to you in your research. 

Qarann 

Clarann Weinert, SC^hD,RN^AAN 

Professor - (406) 994 6036 or 2782 

cweinert@montana.edu 

wwwjnontana.edu/cweinert 

Director - Center for Research on Chronic Health Conditions in Rural 

Dwellers (406) 994 7581 

wwwjnontana-fidii/crchc 

Montana State University - Bozeman 

College of Nursing 

Bozeman, MT 59717 

FAX (406) 994 6020 

Original Message 

From: Cheryl Larson rmailto:clarson@nuTsing.arizona.edu1 

Sent Monday. January 06,2003 10:50 AM 

To:'cweineTt0montana.edu' ^ -

•Subject Perarission to use PRQ-85 Part H 

Clarann Weinert, SC, PhD, RN, FAAN 

College of Nursing 

Montana State University 

Bozeman, MT 59717-0356 

Dear Dr. Weinert. 

My name is Cheryl Larson. I am a doctoral student working on my 

dissertation at the University of Arizona, College of Nursing in Tc-cson, 



AZ. I am requesting peimission to use your instrument; the PRQ-85 Part E 

in my research titled; "Spirituality and Other Correlates across the 
Breast Cancer Experience." 

The study is an extension of diesis woric designed to generate new insights 

into the role of spirituali^ and odier correlates across the trajectory of 

breast cancer. If you are willing to allow me to use your instrument, I 

would appreciate a copy of the scale, information on &e psychometrics, and 

eilher a letter or a return of this email granting me permission to use your 

instrument. Or if you prefer you may mail the scale, psychometrics and 

permission letter to my address below or FAX: to (520)626-7891 care of 

eitiier Cheryl Laison or Dr. Pamela Reed, my research advisor. Because my 

stuify will examine social support over three time periods, I plan to alter 

your instmment to include these options. An example of this modification is 
below, using one of &e items on your scale: 

1. There is someone I feel close to who makes me feel secure. 

/ 7 / 6 / 5 / 4 / 3 / 2 / 1  }  

Strongly Agree Somewhat Neutral Somewhat Disagree Strongly 

Agree A^«e Disagree Disagree 

At Present 

At Diagnosis 

During ChKnotherauv and^ or radiation therat?Y ' 

If you have any questions or would like iurther information, you may 

email me at clarson&nursing.arizona.edu or call me at home (520) 887-9733. 

I would be pleased to send to you data from my research for use in your 
psychometric evaluation if desired. 
Thank you very much. I look forward to hearing from 

you, by January 15 if at ̂  possible. 

Cheryl A. Larson, M.S., 

Doctoral student 

Univo^ty of Arizona College of Nursing 

Home Address: 1310 W. Roller Coaster Rd. 

Tucson, AZ 85704 
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Demographic and Health Related Questionnaire 

Age Date of Birth: 

Date of Diagnosis; 

Age at Diagnosis: 

Disease Staging: 
Stage I 
Stage II 
Stage III 

Date of Surgery: 

Type of Treatment: 
Mastectomy 

Unilateral Mastectomy 
Bilateral Mastectomy 

Breast Conservation (Lumpectomy). 

Chemotherapy 
How long? 
What medications? 

Radiation 

Date chemotherapy and/or radiation completed: 

Was a sentinel node biopsy done? What were the results?. 

Did you have any complications with surgery? 

Have you any other complications? 

Are you currently on hormonal therapy (i.e. 

Name of Medication: 

Additional Medications: 

(Tamoxifen, Arimidex)? 
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Years of Education: 

Wliat is the highest academic degree achieved? 

Ethnicity: Caucasian African American Hispanic Native American 

Asian Other(describe) 

Marital Status: Married Single Divorced Widow 

Live with a Partner/Significant Other 

Religious Preference; 
Catholic 
Protestant 
Pentecostal 
Jewish 
Muslim 
Buddhist 
Other 
None 

Occupation 

Employment 
Cunrently employed/ Full time Part time 
Not currently employed 
Retired 

Do you know of anyone who has had breast cancer? If so, what is their relationship 
to you? 

Other Chronic Illness: 
Arthritis 
COPD 
Asthma 
Vision 
Hearing 
Hypertension_ 
Diabetes 
Heart Disease. 
Other 
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DIRECTIONS: Below are two statements. Indicate to what degree you agree with 
the statements? Please answer each statement in reference to THREE different 
time periods by placing the number that corresponds to the phrase that best 
describes your feeling In response to the statement. So, first answer the statement 
in reference to the PRESENT. Then, answer the statement in reference to the 
period of time BETWEEN THE INITIAL SUSPICION of cancer and the confirmed 
diagnosis. Then, lastly, answer the statement in reference to the period when you 
were receiving chemotherapy or radiation treatment (THERAPY). 
The answers range from 1 to 6. You may have different or the same responses 
across the time periods. Place your answer in the appropriate column to the right for 
each time period. 

1. Religiousness is often defined in terms of a 
person's relatedness or sense of connection to God, 
a Higher Power, or transcendent being or realm. 
Based on this definition, 1 consider myself a religious 
person. 

1 = Strongly Disagree 
2 = Disagree 
3 = Disagree more than agree 
4 = Agree more than disagree 
5 = Agree 
6 = Strongly Agree 

2. 1 am uncertain about what lies in my future 
regarding my illness and treatment 

1 = Strongly Disagree 
2 = Disagree 
3 = Disagree more than agree 
4 = Agree more than disagree 
5 = Agree 
6 = Strongly Agree 
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Herth Hope Index 

DIRECTIONS: Listed below are a number of statements. Answer each statement in 
reference to THREE different time periods by placing the number that corresponds to 
the phrase that best describes your feelings in response to the statement. So, first 
answer the question in reference to the PRESENT. Then, answer the statement in 
reference to the TIME BETWEEN THE INITIAL SUSPICION and the confirmed 
diagnosis. Then, lastly, answer the statement in reference to the period when you were 
receiving chemotherapy or radiation treatment (THERAPY). 
There are no right or wrong answers and responses range from 1 to 4. You may have 
different or the same responses across the time periods. Place the appropriate number 
in each of the columns to the right. 

 ̂ J 

<t 4"  ̂

1. 1 have a positive outlook toward life. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

2. 1 have short and/or long range goals. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

3. 1 feel all alone. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

4. 1 can see possibilities in the midst of difficulties. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 
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5. 1 have a faith that gives me comfort 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

6. I feel scared about my future. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

7. 1 can recall happy/joyful times. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

8. 1 have deep inner strength. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

9. 1 am able to give and receive caring/love. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

10. 1 have a sense of direction. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 



11. 1 believe that each day has potential. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

12. 1 feel my life has value and worth. 

1 = Strongly Disagree 
2 = Disagree 
3 = Agree 
4 = Strongly Agree 

Thank you. 

© 1989 Kaye Herth 
1999 items 2 & 4 reworded 
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Index of Well-Being 

DIRECTIONS: Here are some words and phrases that I would like you to use to 
describe how you feel about your life. I would like you to respond to each set of words in 
3 ways; that is, in reference to the PRESENT time, the TIME BETWEEN THE INITIAL 
SUSPICION and the confinned diagnosis. Then, lastly, answer the statement in 
reference to the period when you were receiving chemotherapy or radiation treatment 
(THERAPY). 
For each set of words, place a number in each of the THREE columns to the right of the 
words. The number can range from 1 to 6 and may differ or be the same across the 
three time periods. 

> -V 

My life Is: 

1. 
1 / 2 / 3 / 4 / 5 / 6 

Boring interesting 

2. 
1 / 2 / 3 / 4 / 5 / 6 

Enjoyable Miserable 

3. 
1 / 2 / 3 / 4 / 5 / 6 

Useless Worthwhile 

4. 
1  7  2 / 3 / 4 / 5 / 6  

Lonely Friendly 

5. 
1 / 2 / 3 / 4 / 5 / 6 

Full Empty 

6. 
1 / 2 / 3 / 4 / 5 / 6 

Discouraging Hopeful 

7. 
1 / 2 / 3 / 4 / 5 / 6 

Rewarding Disappointing 



8. 
1 / 2 / 3 / 4 / 5 / 6 

Doesn't Give Brings Out 
Me Much The Best In 
Chance Me 

9. 
1  7  2 / 3 / 4 / 5 /  6  

Completely Completely 
Dissatisfied Satisfied 

THANK YOU. 

Campbell, Converse, and Rodgers 1976 
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Personal Resource Questionnaire (PRQ85)-Part 11 

DIRECTIONS: The following are statements with which some people agree and others 
disagree. Please indicate the extent to which you agree and disagree. Answer each 
statement in reference to THREE different time periods by placing the number that 
corresponds to the phrase that best describes your feelings in response to the 
statement. So, first answer the statement in reference to the PRESENT. Then, answer 
the statement in reference to the TIME BETWEEN THE INITIAL SUSPICION and the 
confirmed diagnosis. Then, lastly, answer the statement in reference to the period when 
you were receiving chemotherapy or radiation treatment (THERAPY). 
Place the corresponding number in the THREE columns on the right. The number may 
range for 1 to 7. There is no right or wrong answer. You may have different or the same 
responses across the time periods. 

# / 
J'  ̂

1. There is someone 1 feel close to who makes me feel 
secure. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 - Agree 
7 = Strongly Agree 

2. 1 belong to a group in which 1 feel important 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

3. People let me know that 1 do well at my work (job, 
home making). 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 



4. 1 can't count on my relatives and friends to help me with 
problems. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

5. 1 have enough contact with the person who makes me 
feel special. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

6. 1 spend time with others who have the same interests 
that 1 do. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

7. There is little opportunity in my life to be giving and 
caring to another person. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 
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8. Others let me know that they enjoy working with me Gob, 
committees, projects. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

9. There are people who are available if 1 need help over an 
extended period of time. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

10. There is no one to talk to about how 1 am feeling. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

11. Among my group of friends we do favors for each 
other. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 



12. 1 have the opportunity to encourage others to develop 
their interests and skills. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

13. My family lets me know that 1 am important for keeping 
the family running. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 - Agree 
7 = Strongly Agree 

14. 1 have relatives or friends that will help me out even if 1 
can't pay them back. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

15. When 1 am upset there is someone 1 can be with who 
lets me be myself. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 



16. 1 feel no one has the same problems as 1. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

17. 1 enjoy doing little "extra" things that make another 
person's life more pleasant 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

18. 1 know that others appreciate me as a person. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

19. There is someone who loves and cares about me. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 



20. 1 have people to share social events and fun activities 
with. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewliat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

21. 1 am responsible for helping provide for another 
person's needs. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

22. If 1 need advice there is someone who would assist me 
to worl( out a plan for dealing with the situation. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

23. 1 have a sense of being needed by another person. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 
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/ /V 
<r 

24. People think that I'm not as good a friend as 1 should 
be. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

25. If 1 got sick there is someone to give me advice about 
caring for myself. 

1 = Strongly Disagree 
2 = Disagree 
3 = Somewhat Disagree 
4 = Neutral 
5 = Somewhat Agree 
6 = Agree 
7 = Strongly Agree 

Brandt and Weinert, 1981 
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Spiritual Perspective Scale 

DIRECTIONS: A person's spiritual view may be an important part of their life. In 
general, spirituality refers to an awareness of one's inner self and a sense of connection 
to a higher being, nature, others, or to some purpose greater than oneself. I am 
interested in your response to the questions below. There are no right or wrong 
answers, of course. 
Answer each question in reference to THREE different time periods by placing the 
number that coresponds to the phrase that best describes your feelings in response to 
the question. So, first answer the question in reference to the PRESENT. Then, answer 
the statement in reference to the TIME BETWEEN THE INITIAL SUSPICION and the 
confimied diagnosis. Then, lastly, answer the statement in reference to the period when 
you were receiving chemotherapy or radiation treatment (THERAPY). 
You may have different or the same responses across the time periods. For each 
question, place a number in each of the THREE columns to the right of the question. 

# 
1. In talking with your family or friends, how often 
do you mention spiritual matters? 

1 = Not at All 
2 = Less than once a year 
3 = About once a year 
4 = About once a month 
5 = About once a week 
6 = About once a day 

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

1 = Not at All 
2 = Less than once a year 
3 = About once a year 
4 = About once a month 
5 = About once a week 
6 = About once a day 

3. How often do you read spiritually-related 
material? 

1 = Not at All 
2 = Less than once a year 
3 = About once a year 
4 = About once a month 
5 = About once a week 
6 = About once a day 
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4. How often do you engage in private prayer or 
meditation? 

1 = Not at All 
2 = Less than once a year 
3 = About once a year 
4 = About once a month 
5 = About once a week 
6 = About once a day 

DIRECTIONS; Please indicate the degree to which you agree or disagree with the 
following statements by placing a number in the right hand columns that best describes 
your feelings in response to the statements at THREE time periods: the PRESENT, the 
TIME BETWEEN THE INITIAL SUSPICION and the confirmed diagnosis and, and in 
reference to the period when you were receiving chemotherapy or radiation treatment 
(THERAPY). 
The number can range from 1 to 6. You may have different or the same responses 
across the time periods. Place your THREE answers for each statement in the columns 
to the right. 

5. Forgiveness is an important part of my spirituality. 

1 = Strongly Disagree 
2 = Disagree 
3 = Disagree more than agree 
4 = Agree more than disagree 
5 - Agree 
6 = Strongly Agree 

6. 1 seel( spiritual guidance in making decisions in my 
everyday life. 

1 = Strongly Disagree 
2 = Disagree 
3 = Disagree more than agree 
4 = Agree more than disagree 
5 = Agree 
6 = Strongly Agree 
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7. My spirituality is a significant part of my life. 

1 = Strongly Disagree 
2 = Disagree 
3 = Disagree more than agree 
4 = Agree more than disagree 
5 = Agree 
6 = Strongly Agree 

8. 1 frequently feel very close to God or a "higher 
power" in prayer, during public worship, or at 
important moments in my daily life. 

1 = Strongly Disagree 
2 = Disagree 
3 = Disagree more than agree 
4 = Agree more than disagree 
5 = Agree 
6 = Strongly Agree 

9. My spiritual views have had an influence upon my life. 

1 = Strongly Disagree 
2 = Disagree 
3 = Disagree more than agree 
4 = Agree more than disagree 
5 = Agree 
6 = Strongly Agree 

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

1 = Strongly Disagree 
2 = Disagree 
3 = Disagree more than agree 
4 = Agree more than disagree 
5 = Agree 
6 = Strongly Agree 

© Reed 1986 



Do you have any views about the importance or meaning of spirituality In your life 
that have not been addressed by the previous questions? Please explain. 
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Seif-Transcendence Scale 

DIRECTIONS: Please Indicate the extent to which each item below describes you. 
There are no right or wrong answers. Answer each statement in reference to THREEE 
different time periods by placing the number that corresponds to the phrase that best 
describes your feelings in response to the statement. So, first answer the question in 
reference to the PRESENT. Then, answer the statement in reference to the TIME 
BETWEEN THE INITIAL SUSPICION and the confirmed diagnosis. Then, lastly, answer 
the statement in reference to the period when you were receiving chemotherapy or 
radiation treatment (THERAPY). 
The number can range from 1 to 4. Place your answer in the THREE columns to the 
right of the statements. You many have different or the same responses across the time 
periods. 

I see myself as: ^ ^ ^ 
4̂  ^ ^  

1. Having hobbies or interests 1 can enjoy. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

2. Accepting myself as 1 grow older. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

3. Being involved with other people or my community when 
possible. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

4. Adjusting well to my present life situation. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 



5. Adjusting to tlie changes in my physical abilities. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

6. Sharing my wisdom or experience with others. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

7. Finding meaning in my past experiences. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

8. Helping younger people or others in some way. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

9. Having an interest in continuing to learn about things. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

10. Putting aside some things that 1 once thought were so 
important. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 
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11. Accepting death as a part of life. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

12. Finding meaning in my spiritual beliefs. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

13. Letting others help me when 1 may need it 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

14. Enjoying my pace of life. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

15. Dwelling on my past unmet dreams or goals. 

1 = Not at all 
2 = Very Little 
3 = Somewhat 
4 = Very Much 

© Reed, 1987 
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Symptom Distress Scale 

DIRECTIONS: Each of the following sections lists 5 different statements. Think about 
what each statement says, then answer each statement in reference to THREE different 
time periods by placing the number that corresponds to the phrase that best describes 
your feelings in response to the statement. The three time periods are: the PRESENT, 
the TIME BETWEEN THE INITIAL SUSPICION of cancer and the confirmed diagnosis, 
and the period when you were receiving chemotherapy and/or radiation treatment 
(THERAPY). The number can range from 1 to 5. You many have different or the same 
responses across the time periods. 

1. Appetite: 

1 = 1 have my normal appetite 
2 = My appetite is usually, but not always, pretty good 
3 = 1 don't really enjoy my food like 1 used to 
4 = 1 have to force myself to eat my food 
5 = 1 cannot stand the thought of food. 

2. Insomnia: 

1= 1 sleep as well as 1 always have 
2= 1 have occasional spells of sleeplessness 
3= 1 frequently have trouble getting to sleep and staying 

asleep 
4= 1 have difficulty sleeping almost every night 
5= It is almost impossible for me to get a decent night's 

sleep. 

3. Pain (a): 

1 = 1 almost never have pain 
2 = 1 have pain once in awhile 
3 = 1 frequently have pain - several times a week 
4 = 1 am usually in some degree of pain 
5 = 1 am in some degree of pain almost constantly 
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4. Pain (b): 

1 = When 1 do have pain, it is very mild 
2 = When 1 do have pain, it is mildly distressing 
3 = The pain 1 do have is usually fairly intense 
4 = The pain 1 do have is usually very intense 
5 = The pain 1 have is almost unbearable 

5. Fatigue: 

1 = 1 am usually not tired at all 
2 = 1 am occasionally rather tired 
3 = There are frequently periods when 1 am quite tired 
4 = 1 am usually very tired 
5 = Most of the time, 1 feel exhausted 

6. Bowel: 

1 = 1 have my normal bowel pattem 
2 = My bowel pattem occasionally causes me some 

discomfort 
3 = 1 frequently have discomfort from my present bowel 

pattem 
4 = 1 am usually in discomfort because of my present 

bowel pattern 
5 = My present bowel pattem has changed drastically from 

what was normal for me 

7. Concentration: 

1 = 1 have my normal ability to concentrate 
2 = 1 occasionally have trouble concentrating 
3 = 1 often have trouble concentrating 
4 = 1 usually have at least some difficulty concentrating 
5 = 1 just can't seem to concentrate at all 

8. Appearance: 

1 = My appearance has basically not changed 
2 = My appearance has gotten a little worse 
3 = My appearance is definitely worse than it used to be, 

but 1 am not greatly concerned about it 
4 = My appearance is definitely worse than it used to be, 

and 1 am concemed about it 
5 = My appearance has changed drastically from what it was 
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9. Breathing: 

1 = 1 usually breathe normally 
2 = 1 occasionally have trouble breathing 
3 = 1 often have trouble breathing 
4 = 1 can hardly ever breathe as easily as 1 want 
5 = 1 almost always have severe trouble with my breathing 

10. Outlook: 

1 = 1 am not fearful or worried 
2 = 1 am a little worried about things 
3 = 1 am quite worried, but unafraid 
4 = 1 am worried and a little frightened about things 
5 = 1 am worried and scared about things 

11. Cough: 

1 = 1 seldom cough 
2 = 1 have an occasional cough 
3 = 1 often cough 
4 = 1 often cough, and occasionally have severe coughing 

spells 
5 = 1 often have persistent and severe coughing spells 

12. Nausea (a): 

1 = 1 seldom feel any nausea at all 
2 = 1 am nauseous once in a while 
3 = 1 am often nauseous 
4 = 1 am usually nauseous 
5 = 1 suffer from nausea almost continually 

13. Nausea (b): 

1 = When 1 do have nausea, it is very mild 
2 = When 1 do have nausea it is mildly distressing 
3 = When 1 have nausea, 1 feel pretty sick 
4 = When 1 have nausea, i feel very sick 
5 = When 1 have nausea, 1 am as sick as 1 could possibly be 

© McCorkle/ McCorkle and Young, 1978 
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Center for Epidemiological Studies for Depression 

DIRECTIONS: Please indicate the extent to which each of the following statements 
describes you. Answer each statement in reference to THREE different time periods by 
placing the number that corresponds to the phrase that best describes your feelings in 
response to the statement. First answer the statement in reference to the PRESENT 
DURING THE PAST WEEK. Then, answer the statement in reference to the period of 
time BETWEEN THE INITIAL SUSPICION of cancer and the confirmed diagnosis. 
Then, lastly, answer the statement in reference to the period when you were receiving 
chemotherapy and/or radiation treatment (THERAPY). 
The answers range from 0 to 3. You many have different or the same responses across 
the three time periods. Place your answer in the appropriate column to the right for each 
time period. 

1. 1 was bothered by things that usually don't bother me. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

2. 1 did not feel like eating; my appetite was poor. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

3. 1 felt that 1 could not shake off the blues even with help 
from my family or friends. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

4. 1 felt that 1 was just as good as other people. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3^ days) 
3 = Most or all of the time (5-7) days 
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5. 1 had trouble keeping my mind on what 1 was doing. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

6. 1 felt depressed. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

7. 1 felt that everything 1 did was an effort 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

8. Ifelt hopeful about the future. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

9. 1 thought my life had been a failure. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

10.1 felt fearful. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 
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J" / / / 
11. My sleep was restless. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

12.1 was happy. 

0 = Rarely or non of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

13.1 talked less than usual. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or ail of the time (5-7) days 

14.1 feK lonely. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

15. People were unfriendly. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

16.1 enjoyed life. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 
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17.1 had crying spells. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

18.1 felt sad. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

19.1 felt that people dislike me. 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

20.1 could not "get going." 

0 = Rarely or none of the time (less than 1 day) 
1 = Some or little of the time (1-2 days) 
2 = Occasionally or a moderate amount of the time (3-4 days) 
3 = Most or all of the time (5-7) days 

Center for Epidemiological Studies for Depression, Radloff, 1977 
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Thank you very much for completing the preceding statements and questions. Please 
feel free to list below any other issues that are important to you at this time of your life 
that were not covered by the preceding questionnaires. 
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