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ABSTRACT 

Research suggests that the fighting spirit (FS) of patients coping with 

serious illness correlates with their physical health and psychological 

adjustment, but studies to date have operationalized FS primarily through 

questionnaires and have neglected the possibility that close relationships 

influence (or are influenced by) an individual patient's FS. This study 

examines the reliability and validity of an observational measure of FS, 

developed by the author, and its relationship to patient, spouse, and marital 

variables. The measure is based on an expanded definition consisting of eight 

dimensions: optimism, control, self-efficacy, sense of purpose, self-esteem, 

persistence, active participation, and adaptability. Participants were 88 couples 

in which one of the partners (63 men and 25 women) had congestive heart 

failure (CHF). As part of the Michigan Family Heart Project (Coyne, 1993), 

both partners participated in individual home interviews and completed 

questionnaires related to physical health, psychological functioning, 

approaches to coping with the illness, and the partners' marital relationship. 

Biomedical measures of illness severity were recorded concurrently from the 

patient's chart, and a telephone interview 9 months later provided follow-up 

measures of patient life satisfaction and distress. Judges reliably rated FS 

dimensions from audiotaped interview segments of the patient describing 

how he or she had coped with a recent health problem, and the composite FS 

measure demonstrated good internal consistency and fair convergent and 

discriminant validity. Although FS did not predict four-year survival, it did 

relate to health, psychological functioning, and the marital context, though 
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in different ways for male and female patients. For female patients, FS 

appeared to be a problem-focused, spouse-involving approach associated with 

initial distress that improved over time; whereas for male patients, FS 

appeared to represent a private self-efficacy in illness management 

independent of problem-solving efforts and associated with initial weU-being 

that deteriorated over time. Though preliminary, these results suggest that FS 

coping may have different correlates and consequences for men and women, 

and highlight the importance of close relationships in managing serious 

illness. 
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INTRODUCTION 

Fighting spirit is an approach to illness previously found to be associated 

with better survival among women with breast cancer (Greer, Morris, & 

Pettingale, 1979; Pettingale, Morris, Greer, Haybittle, 1985). In these original 

studies, fighting spirit was defined as a commitment to recovery paired with 

an optimistic outlook. This commitment to recovery seems especially 

important in the face of serious illness, where symptoms and treatment may 

require dramatic shifts in a patient's daily routines, and the threat of disability 

or death can create psychological distress and trigger re-evaluation of 

priorities and worldviews (Taylor & Armor, 1996). Researchers have 

investigated broad approaches to illness that seem similar to fighting spirit, 

including hardiness and resilience, and have found associations between 

these approaches and better health and psychological adjustment (Rhodewalt 

& Zone, 1989; Werner, 1993). 

Additionally, given that a patient's efforts to manage illness often occur in 

a social context, with family, friends, and treatment providers influencing the 

process with their particular approaches to illness, it seems important to 

attend to the social context of serious illness. The marital relationship has 

been identified as a particularly important aspect of the social context, with 

consistent associations between patient well-being and spouse and marital 

functioning (Burman & Margolin, 1992). The current study investigates the 

marital context of patient fighting spirit in managing congestive heart failure 

(CHF). 

McCall (1997) describes CHF as a life-threatening condition involving 

inability to maintain normal blood circulation. Hallmark symptoms of CHF 
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are shortness of breath and edema (swelling), due to the build-up of blood in 

the lungs, extremities, and other organs. Common treatments involve 

complex daily regimens, including medications to minimize fluid build-up, 

strict sodium and other dietary restrictions, and carefvil exercise regimens 

accounting for the heart's impaired functioning. Because effective CHF 

management requires ongoing commitment and adherence to treatment, and 

involves potentially-disruptive and distressing symptoms, a patient's 

psychological approach to illness is likely to be important. Further, like any 

serious illness, CHF occurs in a social context where family and friends both 

are affected by the illness and affect a patient's approach to illness, so that 

understanding the social context is likely to enhance understanding of 

optimal approaches to iUness. 

The current study is part of a larger project called the Michigan Family 

Heart Project (A^IFHP). The main purpose of the X'IFHP was to investigate the 

relationship among patient, spouse, and marital variables, and their role in 

predicting the course of CHF. The current study examines the relationship 

between a fighting-spirit approach to CHF, and patient, spouse, and marital 

functioning. Specifically, this study poses 6 research questions: 1) Does a new 

system for rating FS produce reliable, internally consistent, and valid scores?; 

2) How is FS related to indicators of CHF severity and general health?; 3) Does 

FS predict patient psychological functioning, both concurrently and at follow-

up?; 4) Does FS predict survival to 4-year follow-up?; 5) How is FS related to 

the marital context, including spouse psychological distress and perceptions of 

patient fxinctioning, and marital functioning?; and 6) Are there sex 
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differences in the relationship between FS and patient, spouse, and marital 

variables? 

In order to orient the reader to fighting spirit, an extended literature 

review follows. The review describes the history of the original fighting-spirit 

construct, the justification for an expanded definition of fighting spirit, 

theoretical background and relevant empirical findings for each of the 

proposed FS dimensions, and clarification of some conceptual issues. 

Historv of Fighting Spirit 

Greer, Morris, and Pettingale (1979), studying breast cancer patients, were 

the first to examine a particular style of responding to serious illness called 

"fighting spirit" that predicted survival. Three months after mastectomy 

surgery, 69 breast cancer patients were asked to describe how they perceived 

the nature and seriousness of their disease and how their lives had been 

affected by it. These researchers grouped patients' verbatim statements and 

accompanying moods into four unique patterns of responding: denial, stoic 

acceptance, hopelessness/helplessness, and fighting spirit. Patients with 

denial patterns actively rejected their cancer diagnosis or minimized its 

seriousness with responses like, "It wasn't serious, they just took off my 

breast as a precaution". Patients in the stoic acceptance group acknowledged 

their disease but ignored the illness and its symptoms. Stoic acceptance 

responses included, "I know it's cancer, but I've just got to carry on as normal, 

there's nothing I can do." Patients categorized as hopeless/helpless were 

overwhelmed by their disease and perceived themselves as dying. Responses 

like, "There is nothing they can do—I'm finished," exemplify a 

hopeless/helpless response. Patients categorized as having fighting spirit 
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were highly optimistic, believed that they could conquer cancer, and searched 

for more information about their disease. An example of a fighting spirit 

response to cancer is, "I can fight it and defeat it". 

Overall, significantly more women in the fighting spirit and denial groups 

were alive at 5-year follow-up than those women in the stoic acceptance and 

hopeless/helpless groups (75% and 35%, respectively). Looking only at 

recurrence-free survival, 14 of the 16 women who died of breast cancer were 

in the hopeless/helpless or stoic acceptance groups; and 13 of the 28 

recurrence-free survivors were in these groups. Alternately, only 2 of the 16 

women who died of breast cancer were in the fighting spirit or denial groups; 

and 15 of the 28 recurrence-free survivors were in these groups. The 

differences in survival rates between the hopeless/helpless and stoic 

acceptance groups and the fighting spirit and denial groups were significant. 

Pettingale, Morris, Greer, and Haybittle (1985) presented an update to this 

study with similar results. Follow-up data were collected 5 years later (i.e., 10 

years after breast surgery). Survival rates were significantly higher for 

women in the fighting spirit and denial groups than women in the stoic 

acceptance and hopeless/helpless groups (55% and 22%, respectively). Also, 

multivariate regression analyses were performed to determine whether 

patient characteristics were significant predictors of sxirvival. Age, 

menopausal status, clinical stage of cancer, type of breast operation, receipt of 

radiotherapy, ttimor size, histological grade, and psychological response (i.e., 

fighting spirit, denial, stoic acceptance, or hopelessness/helplessness) were all 

tested as predictors of three measures of survival. These survival measures 

were death from any cause, death from breast cancer, and recurrence of 
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cancer. Psychological response was the best predictor of all three measures of 

survival and was the only significant predictor of recurrence-free survival. 

Fighting spirit has received support from other researchers and 

practitioners describing the management of cancer (e.g., Temoshok & Dreher, 

1992; Friedman & Nelson, 1990; CoUinge, 1987;Siegel, 1986; LeShan, 1977) and 

HIV diagnosis (Kelly, Dunne, Raphael, Buckham, Zoumazi, Smith, 1991). 

For example, Temoshok (1992) devotes an entire chapter of her book to 

fighting spirit and recovery from cancer, saying, "Several strong lines of 

evidence all point toward the survival value of a fighting spirit" (p. 118). 

Especially relevant to the cvurent study, Muthny (1988) found that active 

problem-focused coping, including having a fighting spirit, was related to 

better adjustment 1 year after myocardial infarction. 

The fighting spirit results are not above criticism, however. For instance, 

Holland and Leuas (1993) suggest that a relevant physical factor, namely 

number of cancerous lymph nodes under the arm, was left out of the original 

analyses, and argue that neglecting this variable may lead to overestimation 

of the contribution of psychological factors in predicting recovery. While this 

exclusion requires interpreting these results udth caution, there is sufficient 

support for a fighting-spirit approach to suggest it may have some utility. 

Also, a report by Cassileth, Lusk, Vliller, Brown, and Miller (1985) did not 

support the relationship between fighting spirit and cancer survival. In their 

discussion, the authors point out that the patients they studied were fairly 

advanced in their cancer, and grant that "this study did not address the 

possibility that psychosocial factors or events might influence either the cause 

of disease or the outcome for patients with more favorable cancer diagnoses" 
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(p. 1555). Given that the results of the original fighting spirit studies were 

based on the responses of women in fairly early stages of breast cancer, 

psychological response may have differential effects at different stages of the 

disease. In anv case, it is clear that we need to be cautious in our assertions of 

the role of psychological characteristics in illness. 

Expanded Definition of Fighting Spirit 

The idea that a fighting-spirit approach to illness may contribute to 

recovery has obvious implications for clinical practice, suggesting that 

clinicians may facilitate patient well-being by helping patients to develop a 

commitment to recovery. However, previous definitions of this fighting-

spirit commitment to recovery have been overly-broad. Ln order for clinicians 

to support patients in a fighting-spirit approach, it seems important to clarify 

the important dimensions of a commitment to recovery. One pvirpose of the 

current study is to identify the key dimensions of a fighting-spirit approach. 

The eight proposed dimensions of fighting spirit are: sense of control, 

optimism, sense of purpose, self-efficacy, self-esteem, adaptability, persistence, 

and active participation. 

Several lines of evidence support this conceptualization of fighting spirit. 

First, the proposed dimensions have been described as necessary conditions 

for persisting in the face of challenges. For example, Bandura (1997) describes 

self-efficacy as "the key factor of human agency. If people believe they have no 

power to produce results, they will not attempt to make things happen" (p. 3). 

Scheier, Matthews, Owens, Magovem, Lefebvre, Abbot, and Carver (1989) 

propose the same for optimism, stating that "... outcome expectancies are 

viewed as a major determinant of the disjunction between two classes of 
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behavior: continued striving versus giving up and homing away" (p. 1024). 

Branden (1969) echoes this theme for self-esteem, proposing, "Man needs self-

respect because he has to act to achieve values—and in order to act he has to 

value the beneficiary of his action...In order to fight for happiness, he must 

consider himself worthy of happiness" (p. 107). Frankl (1963) translates 

Nietzche's words on the importance of sense of purpose in overcoming 

challenges: "He who has a why to live for can bear almost any how" (p. 126). 

Describing the importance of a sense of control in overcoming marital 

challenges, Doherty (1981) states "...persons who believe they can master life's 

challenges are more likely to engage in active efforts to solve their marital 

problems" (p. 161). Discussing a concept similar to adaptability, Harvey (1965) 

and Linville (1987) suggest that being willing to consider multiple solutions 

or to inhabit multiple roles makes one much more able to overcome 

adversity. 

Second, the literature documents significant empirical relationships 

between the proposed dimensions, and descriptions of these dimensions in 

the literature often overlap. For example, Lewis (1989) found that among 

patients with advanced cancer, self-reports of control, purpose in life, and self-

esteem were significantly related. Coward (1996) studied a non-clinical sample 

of adults ranging in age from 19 to 85, and found that sense of purpose (as 

measured by the Purpose in Life and original self-traiiscendence 

questiormaires) correlated significantly with self-esteem and hope. Fitzgerald, 

Tennen, Affleck, and Pransky (1993), in a study of patients undergoing 

coronary artery bypass graft (CABG) surgery, foimd that pre-surgery optimism 

no longer predicted quality of Life 8 months later when control appraisals 
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were included in the prediction, suggesting that the two constructs have 

significant shared variance. Westbrook, Gething, and Bradbury (1987) 

reported that among 156 patients with scleroderma (a degenerative rheumatic 

disease), patients who reported feeling able to prevent relapse (sense of 

control) were significantly more likely to construe benefits from illness 

(optimism and purpose). Kass, Friedman, Leserman, Caudill, Zuttermeister, 

and Benson (1991) found that life pvirpose was significantly correlated with 

self-esteem among 368 behavioral medicine outpatients, graduate students, 

and undergraduate students. Wallace, Cunningham, and Del Monte (1984) 

reported that having an internal locus of control was significantly related to 

higher levels of self-esteem among children. Seligman's theory of learned 

helplessness (1975) proposes that repeated exposure to uncontrollable events 

undermines an individual's sense of control and self-efficacy, and leads to 
i 

reductions in attempts to influence the environment (in fighting spirit terms, 

less active participation and persistence). Self-efficacy and control both 

involve the belief that one has influence in a situation (Bandura, 1997; 

Doherty, 1981). Mruk identifies competence and worthiness as two main 

dimensions from early conceptualizations of self-esteem, with the 

competence dimension clearly relating to the control, efficacy, persistence, 

and optimism dimensions of fighting spirit. Sociologists recognize the role of 

efficacy and control in self esteem, identifying a construct called "efficacy-

based self-esteem" (Gecas, 1982; Wills, 1985). 

Third, previous studies of similar conceptualizations of fighting spirit 

suggest that these dimensions are interrelated, create a single factor, and that 

no single dimension replaces the combination. For example, an initial study 
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(Racioppo, 1995) tested a multi-dimensional conceptualization of the fighting-

spirit construct, including the eight proposed dimensions and three 

additional dimensions; enthusiasm, genuineness, and emotional disclosure. 

The enthusiasm dimension assessed zest for life and the ability to enjoy 

aspects of life despite stressors; genuineness assessed the degree to which 

subjects felt able to be themselves with others vs. having to work at a 

particular self-presentation; emotional disclosure assessed the degree to 

which subjects shared their feelings with others. Also, the original 

adaptability dimension was conceptualized as adaptability/homeostasis, 

captixring the complementary abilities to be flexible and to establish 

comfortable functioning during illness-management. An interview 

addressing these dimensions was administered to subjects applying for 

scholarships to a wholistic health program. The interview asked subjects to 

describe their responses to three different scenarios: an imagined health crisis, 

a real non-health crisis involving relationships or finances, and the imagined 

positive event of being awarded the scholarship for which they were 

applying. 

Results of this study generally supported the proposed conceptualization 

of fighting spirit. Six students, including this author, coded 38 audiotaped 

interview responses, with good overall reliability, suggesting that this 

conceptualization of fighting spirit can be commimicated to coders and 

interpreted reliably from subjects' responses to life events. Psychometric 

analyses indicated that, except for genuineness and emotional disclosure, this 

conceptualization of fighting spirit was internally-consistent and did seem to 

form an integrated construct. Comparison of fighting spirit scores with mood 
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and social desirability scores suggested that fighting spirit was not simply 

positive affect or positive presentation. 

A follow-up study by the author assessed a similar conceptualization of 

fighting spirit by administering a questiormaire measure of fighting spirit to 

undergraduate students (Radoppo, 1996a). Scales for each dimension were 

taken from established measures of equivalent constructs, where possible, but 

were adapted to be applicable to the particular medical challenge presented. 

This questiormaire assessed 12 proposed dimensions of fighting spirit in 

response to a hypothetical health crisis (the same scenario that was used in 

the above study). The 12 dimensions were the same as in the previous study, 

except that emotional disclosure was omitted, adaptability and homeostasis 

were measured as separate dimensions, and a dimension labeled "choice" was 

added more explicitly to distinguish appropriate fighting spirit from the 

obsessiveness of neuroticism and the compulsivity of Type-A behavior 

pattern. Genuineness was included in this follow-up study to test whether 

poor measurement in the initial study may have accounted for its lack of 

relationship to the other proposed dimensions. 

Results generally supported the proposed structure of fighting spirit, with 

the exception of genuineness and two poorly-measured dimensions (choice 

and adaptability). These results echo those of the previous study: the proposed 

dimensions seem to form a single factor that does not include genuineness. 

This study addressed the additional question of the relationship between 

fighting spirit and affect. If fighting spirit is to contribute meaningfully to 

understanding coping and health, it is necessary to demonstrate that it is not 

simply positive affect, or lack of depression. A total of 562 subjects completing 
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the fighting spirit questionnaire also completed the Beck Depression 

Inventory. Although correlations between mean fighting spirit scores and 

BDI scores were significant and in the expected negative direction, none 

suggested a conceptual overlap. 

Two other independent studies suggest that a latent or higher-order factor 

best explains the relationship between the proposed fighting-spirit 

dimensions. Marshall, VVortman, Vickers, Kusulas, and Hervig (1994) factor-

analyzed responses of nearly 800 Navy recruits to a battery of personality 

measures commonly used in health psychology research. Specifically, recruits 

completed measures of the Big-Five personality traits (neuroticism, 

extraversion, openness, conscientiousness, and agreeableness), optimism, 

hopelessness, self-faith (similar to efficacy), life purpose, locus of control, self-

esteem, introspection, and affect (intensity, control, and expression). Principal 

components factor analysis yielded three stable factors, the first of which was 

defined by optimism, hope, internal control, self-esteem, faith in one's 

abilities, and the capacity to derive meaning from life. The authors labeled 

this factor Optimistic Control, but could easily be called a fighting-spirit factor. 

(The other two factors were labeled Anger Expression and Anger Inhibition.) 

Bernard (1996) studied the Big Five personality traits, as well as ego-strength, 

hardiness, self-esteem, self-efficacy, and optimism in relation to adjustment. 

He found that the measures were all intercorrelated, and that the data were 

better accounted for by a latent hierarchical factor model than by other models 

tested. 
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The Proposed Dimensions of Fighting Spirit 

pf Cpntrpl 
Lefcourt (1983) provides an extensive review of control theories, 

beginning with Haider's social leciming theory in 1958. Heider conceptualized 

control as the locus of causality of behavior, or the "ownership of action", an 

idea that Kelley later incorporated into his attribution theory. An insightfxxl 

paper by Brickman, Rabionwitz, Karuza, Jr., Coates, Cohn, and Kidder (1982) 

suggests that attributions for causation can be refined even fiu-ther, and 

distingtiishes attributions for the cause of a problem from attributions for the 

solution to a problem. In the context of describing the process of helping and 

coping, these authors outline four models based on attributions for who is 

responsible for the cause of a problem and the solution to a problem. In the 

"moral model", a person believes he or she is responsible both for the cause 

and the solution to a problem. In the "compensatory model", a person 

believes he or she is not responsible for causing the problem, but is 

responsible for solving the problem. In the "medical model", a person 

believes he or she is neither responsible for the cause nor the solution to the 

problem. In the "enlightenment model", a person believes he or she is 

responsible for the cause of a problem, but not for the solution to the 

problem. The authors propose that each of these models has different 

implications for coping with problems and enlisting help from others. 

Applying these models to serious illness, it seems logical that a person's 

beliefs about who or what caused the illness and who or what is responsible 

for treating it might affect illness behaviors and general adjustment. 
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Rotter (1966) saw control as a matter of locus of reinforcement, rather 

than attribution for one's problem or its solution. Rotter suggested that 

control is the expectancy that what happens to one is a logical result of one's 

own behavior. Initially he subdivided control into three goal areas-

achievement, social recognition, and love—but foimd empirical support for a 

general control expectancy factor instead. Eventually he came to conceptuedize 

locus of control (LOC) as a single factor with an internal-external dimension. 

Health researchers have adapted Rotter's LOC construct into a specific set 

of beliefs called health locus of control (HLC). Wallston, Wallston, Kaplan, 

and Maides (1976) developed the original HLC measure, distinguishing 

"health-externals" from "health-internals" by the degree to which 

respondents had generalized expectancies about their perceived control over 

health factors. In a chapter stunmarizing the history of HLC research, 

Wallston and Wallston (1981) describe the attempt to test the relationship 

between HLC and health behaviors as "exceedingly seductive" and 

"singularly unproductive" (p. 226). This description may be overly harsh, 

given the significant relationships found between HLC and health behaviors, 

but it certainly highlights the lack of consensus in the field. 

On the positive side, internal HLC has been sigriificantly related to success 

in health programs, including adherence to exercise programs in adult men 

(Dishman Ickes, & Morgan, 1980); reduction of smoking and maintenance of 

reductions (Kaplan & Cowles, 1978; Wildman, Rosenbaum, Framer, Keane, & 

Johnson, 1979); and dietary compliance among hypertensive patients, 

although HLC was unrelated to blood pressure control, appointment-keeping, 

or medication compliance (Wallston & McLeod, 1979). Internal HLC also has 
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been related to information-seeking, including knowledge of disease and 

willingness to attend informational classes among renal dialysis patients 

(Sproles, 1977), and question-asking and informative pamphlet requests 

among undergraduates learning about hypertension (Walls ton, Maides, & 

Wallston, 1976). More recently, Michela (1986) interviewed 40 men after ^11, 

and found a significant correlation between retrospective reports of lack of 

control and depression. 

As Wallston and Wallston (1979) emphasize, many studies have failed to 

find a significant relationship between HLC and health behaviors, including 

plans to take futtire precautions among gonorrhea patients (Olbrisch, 1975), 

cancer-preventive behaviors among teachers and administrators (McCusker 

& Morrow, 1979), subjective importance of engaging in various health 

behaviors among subjects visiting a health fair (Wallston & Wallston, 1981); 

self-reported health-maintenance behaviors among pregnant women 

(Lowenstein, 1979) and female members of a health care group (Lauver, 1978). 

More recently, Oldridge and Streiner (1990) found no significant relationship 

between HLC and compliance in 120 males with coronary heart disease 

participating in a cardiac rehabilitation program. Perhaps even more 

interesting, one study by Key (1975) foxmd that external HLC was significantly 

associated with adherence to medication among hypertensives (as measured 

by urinalysis). 

Despite the eqmvocal results in the field, health psychologist Shelley 

Taylor (1983) argues that sense of control is an important part of managing 

serious illness. She proposes that illness can lead to loss of control, 

uncertainty, and distress, and that one way to counteract these effects is by 
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generating feelings of control regarding the illness and life in general. 

Although Taylor describes control more as a generative process rather than a 

stable trait, her concept of "feelings of control" seems compatible with 

Rotter's locus of control. Taylor, Helgeson, Reed, and Skokan (1991) 

conducted a series of studies showing that self-generated feelings of control 

were related to better adjustment among subjects managing cardiac disease 

and cancer. One study involved 47 men and women who had risk factors for 

sudden cardiac death (i.e., history of MI, angina, coronary artery bypass 

grafting, cardiomyopathy, etc.) and had experienced a cardiac event within the 

last year. Subjects completed self-report measures of control over their heart 

condition and psychological adjustment to illness at 2 weeks, 2 months, and 6 

months after enrollment. Structural equations modeling suggested that 

feelings of control led to less anxiety and depression. Another study involved 

59 men and women with cancer of varying severities. Subjects were 

interviewed regarding feelings of control over their illness symptoms, course, 

and treatment, and completed measures of psychological adjustment. 

Interestingly, feelings of control were significantly related to adjustment for 

men but were unrelated for women. 

Not everyone agrees that having an internal locus of control is helpful. 

Burish, Carey, Walls ton. Stein, Jamison, and Lyles (1984) argue that sense of 

control over chronic illness is likely to lead to helplessness because of the 

ongoing sense of personal failure to control the illness. These researchers 

assessed physiological arousal and negative affect among 62 cancer 

chemotherapy patients before, during, and after relaxation training to reduce 

treatment side effects. Patients also completed the Multidimensional Health 
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Locus of Control scale before beginning relaxation training. These researchers 

found that patients with an external HLC reported significantly greater 

improvement after relaxation training (i.e., less physiological arousal and 

depression) than did patients with an internal HLC. Also, Seeman (1991) 

studied the relationship between "personal mastery" (similar to locus of 

control) among 119 subjects referred for angiography because of suspected 

coronary artery disease. Subjects completed self-report measures, including 

sense of control, the day before cardiac catheterizations, and these measures 

were related to an indicator of atherosclerosis taken from medical charts. 

Regression analyses found that higher belief in personal mastery (i.e., internal 

locus of control) was a significant predictor of increased atherosclerosis, even 

after adjusting for relevant health factors. 

Tennen and Affleck (1987) also argue that having a sense of control is not 

universally related to better health and psychological adjustment. They 

describe studies of rape victims (Scheppele & Bart, 1983), nursing home 

residents (Janoff-Bulman & Marshall, 1982), and new mothers with infants 

requiring intensive care (Affleck, Tennen, & Rowe, 1991) that found that 

beliefs of control in uncontrollable situations led to poorer adaptation. 

Interestingly, control beliefs in these studies were inferred by the degree of 

attention paid to prevention of some negative event (e.g., working toward 

preventing rape or complications in pregnancy). While it may be that the 

occurrence of traiuna despite prevention efforts violates control beliefs and 

may diminish adjustment, the creating (or re-creating) a sense of control in 

the face of trauma is a very different phenomenon and may indeed increase 
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adjustment. Their criticisms indicate the need for more information 

regarding when and for whom a sense of control is adaptive. 

A study by Affleck, Tennen, Pfeiffer, and Fifield (1987) suggests that 

severity of physical symptoms and specific domains of control may moderate 

the relationship between sense of control and better adjustment to illness. 

This study assessed beliefs of control among subjects with rheumatoid 

arthritis over three domains of illness: medical treatment, daily symptoms, 

and disease course. The researchers found that a belief in control over 

medical treatment was significantly related to positive adjustment and mood 

for all subjects. However, belief in control over daily symptoms was 

positively associated with mood in subjects with moderate to severe 

symptoms, but unrelated in subjects with mild symptoms. Finally, beliefs in 

control over the course of disease were associated with positive mood among 

subjects with mild symptoms, and with poorer adjustment and mood among 

subjects with moderate to severe symptoms. It appears that having a sense of 

control over illness either is benign or adaptive across different control 

domains, as long as symptoms are mild; however, sense of control over the 

course of illness when the illness is severe may be maladaptive. 

SeUgman (1975) proposed that repeated exposure to uncontrollable events 

undermines an individual's sense of control and efficacy, and leads to 

reductions in attempts to influence the environment. He called this state of 

passivity and withdrawal "learned helplessness". Accordingly, experimental 

manipulations designed to induce perceptions of uncontrollability have 

produced decreased subject persistence, learning, and depressed affect (for 

review, see Rothbaum, Weisz, & Snyder, 1982). A dissertation by McDermott 
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(1990) found that learned helplessness was negatively related to self-care 

agency—an individual's sense of efficacy to engage in self-care~an:iong 

working adults, suggesting that learned helplessness may undermine 

participation in health behaviors. 

Not every exposure to an uncontrollable situation leads to learned 

helplessness, and some factors have been proposed to moderate this 

relationship. For example, several researchers have found that having high 

expectations of control when approaching a potentially uncontrollable 

situation can actually protect against learned helplessness (for reviews, see 

Stokols, 1985). Similarly, subjects are less vulnerable to learned helplessness 

when they reframe their behavior in terms of personal, controllable factors 

such as insufficient effort (Tennen & EUer, 1977). 

Rothbaum, Weisz, and Snyder (1982) suggest that the learned helplessness 

model explains only part of the control issue, and they offer a two-factor 

model of control to account for the rest. They write, "Because control is so 

valued, the quest for it is rarely abandoned; instead , individuals are likely to 

shift from one method of striving for control to another" (p. 7). Unlike 

learned helplessness theory, these authors propose that when one cannot 

restore a sense of control by changing the environment, one may restore 

control by changing oneself to fit the environment. (For clarity, these authors 

acknowledge that this distinction is similar to problem-focused vs. emotion-

focused coping, and to Piaget's assimilation vs. accomodation.) 

Control has also been implicated in Type-A behavior pattern (TABP), a 

possible risk factor for developing heart disease. Glass (1977) proposed that 

TABP is an attempt to maintain control over potentially uncontrollable 
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events. His proposal is supported by laboratory studies indicating that Type-A 

subjects are more reluctant to relinquish control than Type-B subjects (Miller, 

Lack, & Ascroff, 1985; Strube, Berry, & Moergen, 1985). Type-A subjects may 

also be especially uncomfortable with uncontrollable situations, and have 

been found to give up more easily than Type-B subjects when faced with an 

uncontrollable failure (Jones, 1985), and to be more physiologically aroused 

than Type-B subjects in response to uncontrollable situations (Pittner, 

Houston, & Spiridigliozzi, 1983). Dembroski, MacDougall, and Musante (1984) 

found significant correlations between TABP measured by the J AS and 

internal locus of control and desirability of control. Others have found no 

relationship between TABP and internal locus of control (Seeman, 1991). 

Although some studies suggest that control is related to TABP, a possible risk 

factor for heart disease, it is not clear that the control aspect of TABP 

contributes to risk. Further, control in the context of a fighting-spirit response 

is distinct from control in the context of TABP. Specifically, control associated 

with TABP seems to be more compulsive, chronic, negative, and excessive 

than fighting-spirit control. (A subsequent section describes the relationship 

between FS and TABP in more detail.) 

Fighting-spirit control refers to sense of responsibility and influence in 

problem-solving. Following McKinney (1981), fighting-spirit control is "the 

manner in which an individual experiences his or her interaction with the 

environment...the distinction between being an active agent or a reactive 

patient. The former style implies an engagement with the environment by 

'doing' or acting on it, whereas the latter patient style implies 'being done to' 

by the envirorunent" (p. 359). Note that this defiiution emphasizes patients' 
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experiences of control rather than objective evidence that they have 

responsibility or influence in their own recovery. Fighting-spirit control 

incorporates both Rotter's locus of control of reinforcement (i.e.. How I 

approach my illness influences the results I see regarding managing my 

illness) and Heider and Kelley's attribution of behavior (i.e., I have control 

and responsibility over how I handle my illness). Control is included as part 

of fighting spirit because feeling that one has influence and responsibility 

seems necessary for sustained participation in managing adversity, including 

managing serious illness. However, given the findings that sense of control is 

not universally beneficial, it is possible that disease severity and patient sex 

will influence the utility of control in managing illness. 

Self-Efficacy 

Any competent discussion of self-efficacy must begin with Bandura, 

responsible for the groundbreaking work on the subject. Bandura (1997) 

defines perceived self-efficacy as "...beliefs in one's own capabilities to 

organize and execute the courses of action required to produce given 

attainments...Influence may entail regulating one's own motivation, thought 

processes, affective states, and actions, or it may involve changing 

environmental conditions, depending on what one seeks to manage" (p. 3). 

Like the control theorists, Bandura distinguishes between outcome 

expectancy (i.e., a given behavior leads to a desired outcome, akin to Rotter's 

locus of control of reinforcement) and efficacy expectancy (i.e., belief that one 

can do the things necessary to achieve an outcome, akin to Heider's locus of 

control of behavior). 
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Bandura argues that self-efficacy is the main motivating force in human 

agency. Schunk (1984) echoes this sentiment: "Perceived self-efficacy is 

viewed as an important determination of how much effort people will exert 

and how long they will persevere in the face of significant challenges" (p. 48). 

Specific to serious illness, self-efficacy for managing (or recovering from) 

illness may be a key factor in pursuing and following medical treatment, and 

maintaining effective coping. 

Most studies of self efficacy focus on the construct as a predictor of 

compliance with medical treatment recommendations. Using two new, 

psychometrically-soimd measures of cardiac-specific self-efficacy, Hickey, 

Owen, and Froman (1992) studied self efficacy for health behaviors among 101 

outpatient-participants in a cardiac rehabilitation program. These researchers 

foxmd significant correlations between exercise and diet-maintenance efficacy 

at intake, and exercise and diet goal attainment after the program. Ewart, 

Taylor, Reese, and DeBusk (1983) also studied self-efficacy among men 

participating in a cardiac rehabilitation program. Approximately 3 weeks after 

MI, these men completed measures of self-efficacy for a nimiber of physical 

activities before and after treadmill testing, and heard feedback on the results 

of treadmill testing. Results showed that self-efficacy for physical activities 

significantly predicted subsequent physical activity at home. This study also 

showed that self-efficacy can be increased by successful experience udth 

physical activity and explanations of treadmill results. Perkins (1992) studied 

efficacy and mood as predictors of participating in rehabilitation behaviors 

after angioplasty. She reports that efficacy for walking, diet modification, 

health maintenance, and resviming roles measured within 72 hours after 
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angioplasty significantly predicted self-reports of these behaviors 2 weeks 

later. Notably, efficacy for resuming work did not predict actual work 

behavior. Schuster (1991) found differences in self-efficacy for male and 

female patients enrolled in a cardiac rehabilitation program. At program 

intake, male patients were significantly more efficacious regarding 

rehabilitation than were females patients. Further, although self-efficacy was 

not a significant predictor of drop-out for either sex, self-efficacy was 

significantly related to tolerance of physical activity and to anxiety for men 

but not women. Similar relationships between self-efficacy and treatment 

compliance have been found among patients with rheimiatoid arthritis (Taal, 

Rasker, Seydel, & Weigman, 1993) and undergoing hemodialysis 

(Rosenbaum & Ben-Ari Smith, 1986). 

Ewart (1992) has made a substantial contribution to the study of self-

efficacy, and summarizes his research in a book chapter specifically addressing 

recovery from heart attack. He reports on studies suggesting that self-efficacy 

mediates level of physical exertion and physical gains made during 

rehabilitation after heart attack. Interestingly, he also reports that subjects 

high in self-efficacy tended to over-exert themselves during rehabilitation. 

Specifically, among 40 men participating in a supervised jogging 

rehabilitation program post-MI, subjects scoring in the top third on jogging 

self-efficacy were significantly more likely than other subjects to exceed their 

recommended heart rate range during monitored exercise. This is consistent 

with results from a laboratory study by Bandura (1986) that found that subjects 

high in self-efficacy worked even harder on a task after receiving failure 
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feedback, as compared with subjects low in self-efficacy who distanced from 

the task. 

In this new conceptualization of fighting spirit, self-efficacy refers to the 

degree to which one feels competent and able to solve a problem. Fighting-

spirit self-efficacy does not distinguish between regiilating one's thoughts, 

feelings, and actions, and changing one's environmental conditions. Neither 

does fighting-spirit self-efficacy distinguish between efficacy expectancy and 

outcome expectancy as exclusive categories; rather, fighting-spirit self-efficacy 

incorporates both feeling able to carry out necessary actions in a situation, and 

confident that one's actions will influence the outcome. Self-efficacy is 

included in fighting spirit because the belief that one can manage adversity 

seems a necessary part of a sustained management effort, including managing 

serious illness. 

Scheier and Carver (e.g., 1985, 1987) have done extensive work in 

clarifying the optimism construct, which they define as generalized 

expectancies for positive outcomes. These researchers propose that optimism 

is likely to be associated with better outcomes, because "people who see 

desired outcomes as attainable continue to exert efforts to attain those 

outcomes, even when doing so is difficult or painful" (Scheier, Matthews, 

Owens, Magovem, Lefebvre, Abbot, & Carver, 1989, p. 1024). Smith (1991) 

agrees that optimism can be associated with efforts to attain outcomes, but 

distinguishes this "effortful optimism" from Scheier and Carver's 

dispositional optimism. He proposes that both constructs involve 

expectancies for positive outcomes, but only effortful optimism includes the 
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belief "that if the person tries hard enough, there is a good chance he or she 

will be able to improve the situation" (p. 123). Epstein and Meier (1989) also 

make this distinction, comparing naive optimism (the belief that everything 

will be alright) to active optimism (the belief that everything will be alright 

because of one's own actions). Despite the variety of theoretical proposals 

regarding different types of optimism, much of the research on optimism and 

health is based on Scheier and Carver's Life Orientation Test (1985) measure 

of dispositional optimism. 

There is empirical support for the idea that optimism is related to better 

outcomes. In the field of health, dispositional optimism has been associated 

with a wide variety of outcomes, including less postpartum depression 

(Carver & Gaines, 1987), completion of a substance abuse program (Strack, 

Carver, & Blaney, 1987), better adjustment to bone marrow transplant 

(Curbow, Somerfield, Baker, VVingard, & Legro, 1993), better recovery 

following surgery (Chamberlain, Petrie, & Azariah, 1992), and better 

adjustment among cancer patients (Friedman & Nelson, 1990). Studying 

outcome-specific optimism, Taylor, Helgeson, Reed, and Skokan (1991) found 

that among men at risk for HIV, reporting a positive outlook about the 

chance of contracting HTV was associated with less distress and less avoidant 

coping. 

Several studies have focused specifically on the role of optimism in 

managing heart disease. Scheier, Matthews, Owens, Magovem, Lefebvre, 

Abbot, and Carver (1989) assessed 51 men one day before coronary artery 

bypass graft surgery (CABG), 1 week post-surgery, and 6 months postsurgery. 

These researchers assessed patients' rates of physical recovery, mood, and 
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quality of life. Dispositional optimism was related to a faster rate of recovery 

while hospitalized, and a faster return to daily activities once discharged. 

Maroto, Shepperd, and Pbert (1992) studied dispositional optimism in relation 

to success in a cardiac rehabilitation program. These researchers found that 

optimism at intake into the program predicted better reduction of saturated 

fat intake, greater exercise tolerance, and lower overall coronary risk. A 

similar study by this same group of researchers (Shepperd, Marato, & Pbert, 

1996) replicated these results. Fitzgerald, Tennen, Affleck, and Pransky (1993) 

studied quality of life, dispositional optimism, and optimism specific for 

expectancies regarding activity level, sexual functioning, and overall capacity, 

among 49 patients undergoing CABG surgery. Dispositional optimism 

assessed 1 month before surgery was positively related to quality of life, both 

concurrently and 8 months post-surgery; however, dispositional optimism 

did not contribute significantly to quality of life indicators after accounting for 

the contribution of outcome-specific optimism. 

Affleck and Tennen (1996) describe a construct called "benefit-finding" that 

is similar to optimism and equally relevant to fighting spirit. They define 

benefit-finding as a "search for uplifting meaning from threatening 

experiences," or said another way, finding the positive in largely-negative 

events. They report that subjects with widely varying medical problems 

report finding benefits, including the strengthening of relationships, positive 

personality change, and the re-ordering of life priorities and goals. In a study 

of male heart attack survivors, Affleck, Tennen, Pfeiffer, and Fifield (1987) 

found that men who construed benefits from their illness (58% of subjects 

did) were in better health and more likely to be alive 8 years later, even after 
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controlling for age, SES, and severity of the initial heart attack. Tennen (1992) 

found that optimists (according to LOT scores) were more likely to report 

benefits from illness and were happier through 75 daily ratings than non-

optimists. 

An interesting controversy in optimism research (and health psychology 

more generally) has emerged recently that deserves discussion here. 

Researchers are finding that optimistic stances toward illness, even when not 

based in reality, seem to be adaptive and related to better outcomes than other 

stances. For instance, Taylor (1983) proposed a construct called "positive 

illusions" that involves exaggeration both of optimism and sense of control, 

relative to objective medical data. Taylor and Armor (1996) describe positive 

illusions in a study of breast cancer patients: "From many of their accounts 

there emerged a mildly disturbing disregard for the truth. Many of the 

women asserted that they had a high degree of personal control over the 

cancer, despite the fact that there is little evidence that such perceptions are 

veridical. Many of the women had overly optimistic assessments of the 

likelihood of their survival and told us confidently that they had beaten the 

cancer, although we knew from chart records that many of them would soon 

die" (p. 875). Taylor has found that having positive illusions is consistently 

related to better psychological adjustment among women with breast cancer 

(Taylor, Lichtman, & Wood, 1984), and among men at risk for HIV (Taylor, 

Kemeny, Aspinwall, Schneider, Rodriguez, & Herbert, 1992). 

VVeinstein and Klein (1996) described another type of positive illusion 

they call "imrealistic optimism", defined as a tendency to view oneself as less 

likely than others in the same situation to experience health problems. 
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Unrealistic optimism has been both negatively related (Kulik & Mayer, 1987) 

and positively related (Van der Velde, van der Pligt, & Hooykaas, 1992) to 

interest in health-promoting behaviors, but perhaps more importantly, 

consistently positively related to participation in health-promoting behaviors 

(Davidson & Prkachin, 1997; Robbins, Spence, & Clark, 1991; Van der Velde, 

van der Pligt, & Hooykaas, 1992). As Taylor and Armor (1996) explain, these 

findings challenge the long-held assumption that cormection to reality is 

fundamental to good mental health. 

Regarding physical health, the main argument that optimism should be 

grounded in reality is that underestimation of health risk will undermine 

active efforts to maintain health (Perloff, 1987; Schwarzer & Fuchs, 1994). This 

argimient is not supported by the literature; there seems to be consistent 

empirical support that optimism is related to active, problem-focused coping. 

The study by Scheier, Matthews, Owens, Magovem, Lefebvre, and Carver 

(1989) described above also assessed coping strategies and found that 

optimism was positively associated with problem-focused coping and 

negatively associated with denial coping. Carver, Scheier, and Weintraub 

(1989), and Scheier, Weintraub, and Carver (1986) found a similar 

relationship between optimism and active, problem-focused coping. Carver, 

Pozo, Harris, Noriega, Scheier, Robinson, Ketcham, Moffat, and Clark (1993), 

studying women coping with breast surgery, found that dispositional 

optimists were more likely to use positive reframing as a coping strategy. 

Aspinwall and Brunhart (1996) found that subjects with health-related 

optimistic beliefs attended more to health-risk information than to neutral or 
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health-benefit information, and had greater levels of overall information 

recall. 

In the proposed conceptualization of fighting spirit, optimism includes 

both hopefulness about the future (i.e., expectancies for positive outcomes) 

and seeing the positive side of things (i.e., benefit-finding), without regard for 

their basis in reality. The inclusion of optimism in fighting spirit is based on 

the proposition that having some hope for positive outcomes and some 

tendency to interpret outcomes as positive is important in sustaining one 

through adversity, including working toward recovery and managing illness. 

Sense of Purpose 

Viktor Frankl proposes that the primary motive for human behavior is to 

find meaning for life and for suffering. In his book Man's Search for 

Meaning. Frankl (1963) describes his tragic experiences in several Nazi 

concentration camps during World War II, and his observations that 

prisoners who were able to find meaning in their great suffering seemed 

somehow more likely to survive the experience. Frankl developed a strategy 

to help people find meaning and purpose in their lives and to support them 

in dealing with life's challenges, and formalized it as "logotherapy". 

Research on psychological burnout suggests that having a sense of purpose 

is vital to maintaining psychological well-being in the face of great challenges. 

Caregivers for high-need patients seem especially vulnerable to burnout, and 

so often are the focus of burnout research. For example, Daly-Bames (1989) 

found that among 182 full-time caregivers for developmentally disabled 

patients, burnout was negatively related to hardiness, a multidimensional 

construct similar to fighting spirit (see later discussion for more details). 
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Amenta (1984) studied sense of purpose and job burnout in 42 hospice 

volunteers. Hospice volunteers completed Crumbaugh's Purpose in Life Test 

(PIL; Crumbaugh, 1968), among other questionnaires, at their job orientations, 

and were followed for 12 months. PIL scores at orientation predicted 

persistence in hospice volunteering, with those employees who worked at the 

hospice for at least 12 months having significantly higher PIL scores than 

those who quit the hospice before working 12 months. Other researchers have 

foimd a similar relationship between sense of purpose and maintaining 

success as a hospice caregiver (Marascio, 1989; Yoimg & Kahana, 1987) and in 

other high-stress caregiving jobs (Golembiewski & Munzerurider, 1991; 

Thompson & Heller, 1993). Although it isn't clear that job stress is identical 

to the stress involved in dealing with life-threatening illness, these studies do 

suggest that sense of ptirpose may be important in dealing with some types of 

stress and crises. 

Sense of purpose has been related both to psychological and physical 

health. For example. Wheeler, Munz, and Jain (1990) had 115 university 

students complete measures of general well-being and a multi-dimensional 

measure of sense of purpose. These researchers found that students' reports 

of recognition of a philosophical framework in their lives, having a 

perspective of progressing in their lives, and having a sense of commitment 

significantly differentiated those scoring high in well-being from those 

scoring low. Keane (1991) foimd that purpose in life significantly predicted 

better psychological adjustment, and was the best predictor of present life 

satisfaction, among 91 women with gynecologic cancers. Kass, Friedman, 

Lesserman, Caudill, Zuttermeister, and Benson (1991) found that life purpose 
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and satisfaction were significantly correlated with positive health changes 

among 228 outpatients with chronic pain. Stetz (1989) found that spouse-

caregivers of seriously ill patients reporting more purpose in life also reported 

significantly fewer illness symptoms themselves. 

Several researchers have clarified the personality and age correlates of 

sense of purpose. Shaughnessy and Evans (1987) studied 16-PF personality 

correlates of purpose in life among 54 adults scoring in the 85th percentile of 

PIL. They foimd that subjects with high purpose in life were outgoing, 

emotionally stable, mature, conscientious, and responsible. Planchock (1985) 

found a significant, positive correlation betw^een purpose in life and Type A 

Behavior Pattern among 30 patients before coronary vein graft surgery. 

Reker, Peacock, and Wong (1987) studied purpose-in-life changes over the 

lifespan, and found that purpose in life increased significantly with age, and 

that goal-seeking decreased with age. Interestingly, the pattern of growth in 

life purpose differed for men and women. Young women reported 

significantly lower life purpose than did young men; and women's life 

purpose appears to increase fairly steadily with age, while men's life purpose 

seems stable until it increases dramatically in old-old adulthood. They also 

report small but statistically significant sex differences regarding desire to 

extract meaning out of life (i.e., "will to meaning"). Specifically, women 30-49 

years old and 65-74 years old reported more will to meaiiing than did age-

matched men. 

Although purpose in life has been related to personality measures, it is not 

clear that it predicts specific coping behaviors. For example, in the Planchok 

(1985) study mentioned above, purpose in life was not significantly correlated 
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with problem-focused or emotion-focused coping among patients scheduled 

for coronary vein graft surgery. 

Fighting-spirit sense of purpose involves finding meaning, significance, 

and purpose, both in general and in specific life choices, problem-solving and 

health. Sense of purpose is included as part of fighting spirit because 

meaning, significance or purpose is assumed to sustain one through 

adversity, including working toward recovery from illness or managing 

illness. 

Persistence 

Researchers from a variety of perspectives have studied the process of 

persisting vs. giving up. Seligman's learned helplessness theory explains 

persistence in terms of perceived control, predicting that the lack of a sense of 

control and efficacy leads to reductions in coping attempts. Learned 

helplessness theory has been applied most commonly to young 

schoolchildren and college students, and is often tested by measuring 

persistence in unsolvable tasks. Some such studies have found higher task 

persistence is related to having a mastery orientation rather than a learned 

helplessness response (Martinek & Griffith, 1994), high task ego value or 

achievement motivation (Blankenship, 1992; N^Iiller & Klein, 1989), a sense of 

autonomy (Krestner & Zuckerman, 1994), attributions (Craske, 1985), self-

esteem (McFarlin, Baumeister, & Blascovich, 1984), and self-efficacy (Jacobs, 

Prentice-Dvmn, and Rogers, 1984). Using a different methodology, Lin and 

Ward (1996) found that persistence in coping efforts was significantly related 

to self-efficacy to cope with pain among patients with chronic lower back pain. 
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Health researchers terid to focus ori persistence in health programs, and 

find similar associations between persistence and mastery and control 

orientations. For instance, Nir and Neumann (1995) foimd that subjects with 

an internal locus of control and reporting high self-esteem persevered longer 

in a weight-management program than did other subjects. Lee and Owen 

(1986) reviewed the factors contributing to exercise persistence, including a 

sense of control and exercise self-efficacy, and a generalized tendency for self-

motivation. Taylor, Bandura, Ewart, Miller, and DeBusk (1985) found that 

patient's successes in cardiac rehabilitation activities were related to patient 

and spouse reports of patient's exercise self-efficacy. 

Fighting-spirit persistence refers to the willingness and ability to keep 

working at solving (or managing) a problem until one is satisfied. Reaching a 

satisfactory solution can be achieved by exploring various options to health-

related challenges, or by active reframing of what constitutes a satisfactory 

solution. Persistence is not synonymous with adherence or compliance to 

treatment. Although fighting -spirit persistence can involve medical 

adherence, it is possible to work toward a solution that does not fully 

incorporate medical recommendations, for example, when a patient seeks 

alternative treatments. Persistence is included in fighting spirit because it 

continued coping efforts seem essential in effectively managing continued 

challenges. 

Mruk (1995) reviews the history of the self-esteem construct, highlighting 

some problems with the literature. For example, Mruk points out that the 

over 2,080 self-esteem instruments used in over 7,337 articles directly 
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addressing self-esteem make synthesizing this literatiire a challenge. N^Inik 

attempts to clarify the field with a review of major self-esteem theories, 

beginning with William James. James (1890) conceptualized self-esteem as a 

ratio of a person's successes to his or her aspirations, a theory N^Inik points 

out involves a dynamic interplay between affect and behavior. Neo-analyst 

White (1963) proposed that self-esteem is based on competence and efficacy, 

beUefs developed from accumulations of early experiences. Rosenberg (1965) 

framed self-esteem in the language of attitudes, saying that self-esteem is an 

evaluation of approval or disapproval of oneself. VIruk comments that 

Rosenberg's theory implies developing standards, comparing oneself to these 

standards, and judging one's personhood based on these comparisons. 

Coopersmith (1981) further refines Rosenberg's theory, saying that self-esteem 

comes from evaluating oneself as capable, significant, successful, and worthy. 

Branden (1969) describes self esteem as having two interrelated aspects: 1) 

personal efficacy, or the judgment that one is ultimately capable of surviving; 

and 2) a sense of personal worth and self-respect, and the belief that one is 

worthy of living. From these early conceptualizations, N/Iruk identifies two 

main dimensions of self-esteem: competence and worthiness. 

A number of studies have related self-esteem to health variables. 

Researchers have found significant relationships between self esteem and 

better physical health in non-clinical populations across the lifespan, 

including children (Farrand & Cox, 1993), college students (Carroll & Buhrow, 

1994), women and men in midlife (Duffy, 1988; Muhlenkamp & Sayles, 1986), 

and the elderly (Duffy, 1990). Self esteem also has been related to specific 

health behaviors, including maintaining weight loss after a program for 
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moderately obese adults (Nir & Neumann, 1995), breast self-examination for 

early detection of breast cancer (Cope, 1992), and better functional status 

among subjects with chronic lung disease (Blake, 1991). Antonucci found 

significant relationships between self-esteem and physical health in two 

family practice samples totaling over 2000 subjects (Antonucci and Jackson, 

1987; Antonucci, Peggs, & Marquez, 1989). In a study of subjects with COPD, 

Weaver and Narsavage (1992) found that self-esteem correlated significantly 

with functional status, measured by extent of dyspnea, anxiety, depression, 

and ability to manage self-care and relationships. 

Not all studies find that self esteem is related to better health, leading 

Mecca, Smelser, and Vasconcellos (1989) to conclude, "The news most 

consistently reported, however, is that the associations betweeen self-esteem 

and its expected consequences are mixed, insignificant, or absent" (p. 15). For 

example, a study of homosexual men by Siegel, Mesagno, Chen, and Christ 

(1989) found that subjects reporting higher self esteem engaged in 

significantly more risky sexual behavior than did subjects with low self 

esteem. Abood and Conway (1992) foimd mixed results in a study of self 

esteem, health value, and health among 3,045 Navy personnel. They report 

that health value was the best predictor of engaging in specific health 

behaviors (i.e., exercise, weight control, alcohol or tobacco consumption), and 

that self esteem was not a significant predictor of specific health practices after 

controlling for health value. Self esteem did, however, significantly predict 

self-reported general wellness, a 37-item measure including eating a balanced 

diet, taking time for relaxation, getting adequate sleep, avoiding health-

damaging substances, and attending to health needs. 
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The major explanation offered for the relationship between self-esteem 

and health is that esteem buffers against the negative health effects of life 

stressors. Brockner (1988) and Swann, Pelham, and Krull (1989) argue for "the 

plasticity hypothesis", stating that people with low self-esteem seem to be 

more affected by their environments than are those with high self esteem. 

Ganster and Schaubroeck (1991) found support for this hypothesis among a 

group of 157 firefighters. Specifically he found that among low self-esteem 

subjects, job stress was significantly related to reported somatic symptoms; 

while there was no such stress-somatic symptom relationship for high self-

esteem subjects. Brown and McGill (1989) refine the plasticity hypothesis 

further, proposing that life stressors have negative consequences on health 

only when they are incongruent with one's self-concept or self esteem. In 

studies of grade-school and university students, they foimd that positive life 

events were associated with declines in health for subjects with low self 

esteem, but with increases in health for subjects with high self esteem. A 

larger-scale study by Kaniasty and Norris (1993) sampled 1779 older adults and 

found no support for this self esteem-stressor matching theory. 

Related to the plasticity hypothesis, several researchers have found that 

people with low self esteem tend not to have self-serving biases that are 

typical of high self-esteem subjects (Baumeister, Tice, & Hutton, 1989; Blaine 

& Crocker, 1993). Blaine and Crocker (1993) explain, "Whereas people with 

high self-esteem tend to internalize responsibility for positive outcomes and 

externalize responsibility for negative outcomes, people with low self-esteem 

do not, appearing instead to be more even-handed in their attributions for 

positive and negative outcomes" (p. 850). Baumeister, Tice, and Hutton (1989) 
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observe that people with high self-esteem "work toward garnering approval 

and enhancing self-esteem. Low self-esteem individuals, by contrast, are 

characterized by a cautious, protective style directed toward avoiding social 

disapproval and protecting identity" (p. 547). Blaine and Crocker explain this 

tendency as an attempt by people with low self esteem to manage stress and 

disappointment by preemptively preparing for futxire failure. Further 

support comes from studies reporting that low self-esteem subjects were 

significantly more likely than high self-esteem subjects to underestimate their 

test scores, but only when they anticipated feedback; there were no differences 

in estimates when subjects did not expect feedback (Shepperd, Ouellette, & 

Fernandez, 1996). 

In this new conceptualization of fighting spirit, self esteem is a sense of 

self-worth, self-respect, pride, and that one is deserving of good things. Its 

inclusion in fighting spirit is based on the proposition that valuing oneself is 

a prerequisite for sustained self-care in adversity, including maintaining 

health behaviors in the face of serious illness. 

AdaptabiUty 

The concept of adaptability is a central theme of many theories of healthy 

individual and family functioning. For example, major theories of individual 

coping (Lazarus & Folkman, 1984) and family fimctioning (McCubbin & 

Patterson, 1983) propose that healthy functioning involves adapting 

behaviors, perceptions, and roles to fit the demands of the environment. 

Strategic family therapy proposes that the absence of adaptability in problem-

solving can cause and maintain problems. The circumplex model of family 

health (Olson, Sprenkle, & Russell, 1979) suggests an optimal level of 
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adaptability, with too much or too little adaptability leading to decHnes in 

functioning. 

Several theories of individual adaptability predict particular benefits in the 

face of stressors. Harvey (1965) described adaptability as "cognitive 

complexity", saying that "in the face of adversity, cognitively complex 

individuals should be better able to pursue alternative goals and find more 

flexible ways of achieving them" (in Affleck & Tennen, 1996, p. 910). Linville 

(1987) proposes a similar construct called self-complexity, operationally 

defined as the number of nonredundant facets of one's self-schema, including 

social roles and relationships, traits, abilities, personal events, behaviors, 

goals, and memories. Linville predicted that having greater self-complexity 

makes one more adaptable to adversity because one is less likely to suffer fatal 

blows to self-presentation, and found empirical support for this prediction. 

Specifically, she found that subjects reporting more self-complexity were less 

likely to experience depression, perceived stress, and physical illness in 

response to potentially-stressful life events over the week-long study. 

However, Hershberger (1990) failed to replicate Linville's findings, in a study 

designed to increase self-complexity among 110 undergraduate students. 

Subjects completed measures of self-complexity (card-sort tasks of self-traits), 

perceived stress, physical symptoms, and purpose in life at intake and again 4 

weeks later. After completing the intake measures, subjects were assigned to 

one of fovir self-complexity interventions: three intended to increase self-

complexity and one control group. Results showed that the significant 

buffering effect of self-complexity against stress found by Linville was only 

found among subjects receiving the most intensive self-complexity 
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intervention, and was non-significant when the data were analyzed together. 

Analyses also showed that none of the interventions produced an increase in 

self-complexity or a decrease in physical symptoms, and that self-complexity 

was not significantly correlated with pvirpose in life. Hershberger concludes 

that "...the relationship between self-complexity and health remains 

intriguing but inadequately tested" (p. 1207). 

Widely-accepted models of problem-solving require adaptability. For 

example, D'Zurilla and Goldfried (1971) identify 4 steps in effective problem-

solving: 1) define the problem, 2) generate alternatives, 3) decide on a 

solution, and 4) evaluate the outcome. Adaptability may be an important 

aspect of Step 2, providing the willingness and ability to envision alternate 

approaches to problem-solving. Taylor, Pham, Rivkin, and Armor (1998) 

discuss this hypothesis, focusing on the constructs of mental simulation and 

imagination. These authors suggest that mental simulation~"the imitative 

representation of some event or series of events" (p. 430)—assists in problem-

solving because it allows one to try out several different scenarios and to 

develop a manageable plan of action. Mental simulations also evoke 

emotional states, generating motivation for action and providing an 

opportimity to gain some control over difficult emotions. The authors 

provide empirical evidence that not aU mental simulation is equally helpful 

in problem-solving. Specifically, envisioning the process for reaching a goal 

was more helpful than envisioning the outcome, fantasizing about success, or 

ruminating on stressful experiences. They also report that mental simulation 

of problem solving was significantly related to active coping intentions and 
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actual behaviors, while mental simulation of a successful outcome was not 

significantly related to coping. 

In this new conceptualization of fighting spirit, adaptability refers to 

willingness and ability to change approaches when one approach does not 

achieve the desired effect, i.e., flexibility in problem-solving. Adaptability is 

included in fighting spirit because flexibility seems vital to persistence in the 

face of adversity, including managing serious illness. 

Active Participation 

Active participation in one's own recovery can take many forms, some 

more clearly associated with positive outcomes than others. For example, 

active participation may involve attempts to be informed about one's illness 

and it's treatments, a desire to be involved in treatment decisions and to 

understand doctors' orders, efforts to manage illness-related stressors, and 

others. These active coping styles have been related to good psychological 

adjustment to illness in studies of heart disease (Byrne, 1982), cancer (Felton, 

Revenson, & Hinrichsen, 1984), asthma (Staudenmayer, Kinsman, Derks, 

Spector, & Wangard, 1979), and other illnesses. On the other hand, actively 

attending to one's emotional responses to a stressor, or attending without a 

clear "interpretive set" (i.e., structure by which to make sense of the stressor) 

is related to poorer outcomes (Felton, Revenson, & Hinrichsen, 1984; Suls & 

Fletcher, 1985). 

A metaanalysis by Suls and Fletcher (1985) compares active 

("nonavoidant") coping strategies with avoidant strategies and clarified 

conditions imder which each strategy is beneficial. The analyses included 

studies of laboratory-manipulated stressors (cold pressor, electric shock. 
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pressure, noise, etc.) and health-related events (N'll, siirgery, childbirth, etc.). 

Studies conceptualized active participation as vigilance (Staudenmayer, 

BCinsman, Derks, Spector, & Wangard, 1979), monitoring vs. blunting (Miller 

& Mangan, 1983), sensitizing vs. repressing (Pagano, 1973), defensiveness 

(Burstein & Meichenbaum, 1979), self-consciousness (Mullen & Suls, 1982a, 

1982b), and somatic concern (Byrne, 1982). The authors conclude that 

avoidant coping strategies were related to better adjustment in the short-term 

than were active strategies, but that active strategies were better in the long-

term. The generally-accepted explanation for this finding is that short-term 

avoidance may prevent feeling overwhelmed by threat initially, but that 

prolonged avoidance inhibits problem-solving and effective action. When 

serious illness is the stressor, prolonged avoidance may inhibit seeking life-

saving treatment. 

Avoidant strategies are not part of fighting spirit, although they may be 

helpful strategies for managing illness. Avoidant strategies all involve a lack 

of acknowledgment of illness or the need for treatment, varying by degree 

and consistency of avoidance. Denial is the most extreme example, involving 

consistent and complete rejection of an illness explanation. Other avoidant 

strategies involve temporary avoidance of illness, including distraction, 

focusing on comfort rather than problem-solving, and relinquishing illness-

management to others. In the original fighting spirit study, Greer, Morris, and 

Pettingale (1979), fovmd no significant difference in survival between women 

responding with denial vs. women responding with fighting spirit. 

Interestingly, Greer's "deniers" were a heterogeneous group, with some 

women completely rejecting their diagnosis, and others acknowledging the 
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diagnosis but minimizing the severity of their illness. Temoshok and Dreher 

(1992) clarified that Greer's deniers "had a certain energy and adaptability", 

and that the main difference between fighting spirit and denial was an active 

search for information. A follow-up study foimd that a reliable information-

seeking factor was significantly correlated with a measure of active behavioral 

coping style, similar to fighting spirit (Nelson, Friedman, Baer, Lane, & 

Smith, 1989). 

In the present study, fighting-spirit active participation refers to a tendency 

to get involved in managing illness and in problem-solving. It is meant to 

capture the effortful, goal-directed component of illness management that 

helps to distinguish fighting spirit from wishful thinking, rumination, or 

vigilance. Smith (1991) developed an analogous concept called effortful 

optimism, highlighting the importance, not just of having positive 

expectations for the future, but of the active pursuit to fulfill these 

expectations. Fighting-spirit active participation marufests both as observable 

action (e.g., asking questions, researching treatment options, enlisting 

support, creating a sustainable, healthy regimen, etc.), and as cognitive 

processes (e.g., making sense of the situation, weighing treatment options, 

processing support, attending and committing to the treatment regimen, etc.). 

Conceptual Issues 

Is Fighting Spirit Coping. Personalitv. or Psvchological Well-Being? 

It is proposed that fighting spirit is a partictdar way of responding to 

stressors, including serious illness, that contributes to better functioning. 

Research describing responses to stress has been partitioned into distinct 

fields, including stress and coping, personality, and general adaptation and 
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well-being. In proposing a new conceptualization of fighting spirit, it seems 

necessary to describe its relationship to existing constructs. However, 

discussion of the traditional conceptualizations of coping, personality, and 

well-being and the criticisms of these traditions may convince the reader that 

attempting to categorize fighting spirit (or any other behavior) as belonging 

to one of these traditions is not a useful exercise. 

Defining coping is a challenge in itself. Lazarus and Folkman (e.g., 1984) 

defined coping as a specific, effortful attempt to manage a stressor. While this 

definition has been almost universally accepted, on closer inspection it is 

severely lacking. For example. Singer (1984) explains that one could assert that 

"everyone copes all the time [because]...almost every moment presents some 

sort of challenge and each challenge is met, usually unobtrusively, as we go 

about ovir routine business, (p. 2303)" Costa, Somerfield, and McRae (1996) 

argue that the distinction between routine problem-solving and coping is 

"arbitrary, artificial, and in the long run, counterproductive" (p. 46), and give 

several examples in which it is difficult to categorize behavior as one or the 

other: "Should a call to directory assistance be regarded as coping with the 

stress of not knowing a telephone number? Positive thinking is a technique 

for controlling stress by cognitive reappraisal, but how does it differ from 

dispositional optimism? When is complaining to friends about the job idle 

gossip, and when is it seeking social support?" (p. 46). Coyne and GottMeb 

(1996) echo this criticism, adding that excluding "dependable, routine stress 

management behaviors" from definitions of coping ignores a large part of 

effective coping. Far from being irrelevant to coping, the routinized tendency 
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to anticipate and plan for stressors can affect the degree of distress experienced 

in response to a stressor, as well as the ocairrence of the stressor itself. 

Argiiing for the importance of routine behaviors in coping requires 

clarification of the differences between coping, personality, general 

adaptation, and well-being. Lazarus and Folkman (1984) argue, "Adaptation is 

a broader concept that includes routine, even automatic, modes of getting 

along, whereas coping always involves some sort of stress" (pp. 283 - 284). 

Costa, Somerfield, and McRae (1996) address the difficulties with one 

interpretation of this statement. Given that emotional arousal is a common 

indicator of stress, one cotdd distinguish ordinary adaptation from coping by 

the associated level of emotion. However, this implies either that emotions 

are absent from ordinary experiences, or that emotions have no impact on 

ordinary adaptation, neither of which are logical statements. Instead, Costa, 

Somerfield, and McRae (1996) state that "coping fades imperceptibly into 

ordinary adaptation" (p. 47). 

A similar conclusion be made about coping and personality. The two are 

usually seen as related but distinct processes rather than ends of a continuiim. 

Personality is generally defined as a set of traits that regulate "individual 

differences in the tendencies to show consistent patterns of thought, feelings, 

and actions" (McCrae & Costa, 1990, p. 23). Personality is predicted to 

influence behavior, including strategies for coping with stressful situations. 

Finding that responses to stress showed little consistency, Folkman and 

Lazarus (1980) suggested that personality might manifest in mundane 

behavior, but that responses to stress are largely determined by situational 

factors. In contrast, Caspi and Moffit (1993) argue that stressful situations 
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accentuate pre-existing personality traits, so that consistent tendencies are 

more likely to manifest in coping with stress. The data support both views, 

leading McRae and Costa (1996) to conclude, "What we know from a long 

controversy on this topic is that individual instances of behavior are multiply 

and chaotically determined, but that they show some consistency when 

aggregated over many occasions" (p. 50), and that personality is one 

important determinant of behavior. This suggests that while personality is an 

important determinant of coping, coping is not simply 

"personality in action" as Bolger (1990) proposed, and that there are other 

determinants of coping. 

In short, the theoretical distinctions between coping, personality, and 

psychological well-being are not dear, so locating fighting spirit in one field or 

another based on theory is not a useful exercise. Instead, this discussion will 

highlight key distinctions that characterize each field—appraisals and 

emotion-focused and problem-focused coping, Big-Five personality traits, and 

the dimensions of psychological well-being—and how fighting spirit relates to 

each. 

Fighting gpirit an<4 wpingr 
Most researchers agree that the appraisal of an event, in addition to the 

event itself, influences the coping process. Lazarus elaborated a two-stage 

theory of appraisal, involving primary and secondary appraisals. Primary 

appraisal refers to the degree to which an event is perceived as stressfxil. 

Lazarus and Launier (1978) proposed that events can be appraised as loss or 

harm, as threatened loss or harm, or as potential for success in the face of 

great challenge, and that each appraisal leads to different coping behavior. In a 
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longitudinal study of coping, McRae (1984) found support for this proposal. 

Specifically, he found that loss appraisals were associated with faith, fatalism, 

and expression of feelings; threat appraisals were associated with faith, 

fatalism, and wishful thiriking; and challenge appraisals were associated with 

active problem-solving, persistence, positive thinking, intellectual denial, 

restraint, adaptability, drawing strength from adversity, and humor. 

Fighting spirit can be viewed in part as the tendency to appraise events as 

challenging, and certainly the list of coping strategies reported by subjects 

appraising events as challenging reads like a list of fighting spirit dimensions. 

However, having a fighting spirit does not make one immune to 

experiencing loss or threat, so that fighting spirit is not simply a positive 

appraisal tendency. A study by Folkman and Lazarus (1984) supports this 

conceptualization, demonstrating that stressors can elicit multiple appraisals, 

and that challenge appraisals and threat or loss appraisals are not mutually 

exclusive. They report that 95% of students surveyed about exam stress 

reported both challenge and threat appraisals, and that these appraisals were 

basically orthogonal. 

In addition to the primary appraisal of the stressfulness of an event, 

coping involves secondary appraisals of the availability of resources to meet 

the demands of a stressor. Folkman (1984) includes "psychological resources" 

such as self-esteem, control beliefs, stamina, and problem-solving skills as 

part of secondary appraisal. Again, fighting spirit can be viewed as the 

tendency to recognize one's own abilities as adequate resources to manage a 

stressor. 
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Folkman and Lazarus (1984) propose that coping has two main functions— 

to manage the stressor and to manage distress or emotional responses to the 

stressor. Based on this distinction, they categorize coping strategies as either 

problem-focused or emotion-focused strategies. In this early study of coping 

with over 1,300 stressful episodes, these researchers foimd that subjects used 

both strategies in over 98% of the episodes, but that the relative use of 

strategies varied by control appraisals. Specifically, when subjects appraised 

situations as controllable they used more problem-focused strategies, and 

when appraising situations as uncontrollable they used more emotion-

focused strategies. Others have foimd similar results (for review, see Aldwin, 

1994). 

Given that having a sense of control is part of a fighting-spirit approach, 

these findings suggest that fighting spirit would be positively related to 

problem-focused coping. The relationship between fighting spirit and 

emotion-focused coping is more complex, given that managing emotional 

distress may reflect a sense of control and other FS dimensions, or giving up 

in the face of a stressor appraised as unmanageable. The McRae (1984) study 

dted above supports the idea that emotion-focused coping can be related to an 

active fighting spirit approach, reporting that challenge appraisals were 

associated with emotion-focused strategies such as humor, denial, and 

positive thinking, as well as to problem-focused coping. In short, while FS is 

related to problem-focused coping, it is not clearly related to emotion-focused 

coping. 

Fighting spirit and personalitv. 
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Fighting spirit can be viewed as a higher-order construct that explains the 

observed relationship between ways of responding to stress and outcomes. 

Although fighting spirit incorporates several dimensions generally 

categorized as personality traits (i.e., optimism, self-esteem, and sense of 

control), it is not equivalent to existing higher-order personality styles, such 

as the "Big-Five" personality factors (Costa & McRae, 1989). Of the Big-Five 

factors, fighting spirit seems conceptually most related to extraversion (a 

tendency toward positive emotions, sociability, and high activity), 

conscientiousness (a tendency toward persistence, industriousness, and 

organization), and perhaps openness (a tendency to favor new perspectives 

and experiences). It seems less related to agreeableness (a tendency toward 

interpersonal trust and consideration of others), and perhaps negatively 

related to neurotidsm (a tendency to experience emotional distress). 

Marshall, Wortman, Vickers, Kusulas, and Hervig (1994) provide 

empirical support for a higher-order (fighting-spirit) construct in a large 

group survey. Nearly 800 male Navy recruits completed established 

questionnaire measures of optimism, hopelessness, self-efficacy, purpose in 

life, locus of control, self-esteem, affect intensity, expression of anger, and the 

"Big-Five" personality factors, among others. A factor analysis using part of 

the sample extracted three superordinate dimensions, including a possible 

fighting-spirit factor they call "Optimistic Control". Analyses of the remaining 

sample replicated this 3-factor structure, including a possible fighting-spirit 

factor. The authors also report that "none of the factors appear readily 

subsumable under a single broad personality domain" (p. 281). Further, the 

Optimistic Control (or fighting-spirit) factor significantly correlated with 
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Extraversion, Conscientiousness, and (negatively) with Neuroticism; 

correlations with Openness and Agreeableness were also statistically 

significant, but modest size suggests significance was probably due to the large 

sample surveyed. 

Fighting spirit and psychological well-being. 

The traditional indicators of psychological well-being are happiness and 

life satisfaction, where happiness reflects positive affect (or the balance 

between positive and negative affect, according to Bradbum, 1969), and 

satisfaction reflects positive cognitive appraisal regarding one's life. Fighting 

spirit is not equivalent to positive affect, neither conceptually nor in several 

empirical studies finding significant correlations between fighting-spirit 

scores and both positive and negative affect (Radoppo, 1995), and only modest 

negative correlations with depression (Radoppo, 1996a). Fighting spirit is 

also distinct from the concept of life satisfaction. Although viewing one's life 

as positive may relate to certain FS dimensions (e.g., seeing purpose in one's 

life and being optimistic about one's future), fighting spirit encompasses a 

larger set of strategies for approaching life, some of which seem less related to 

life satisfaction (e.g., persistence and active partidpation). 

Some researchers have suggested that happiness is not an adequate 

indicator of well-being, because important aspects of positive functioning, 

such as achieving one's goals, may involve sacrificing short-term happiness 

(Waterman, 1993), and because most people describe themselves as happy, 

despite conditions suggesting poor functioning or well-being (Taylor & 

Brown, 1988). More recent definitions of well-being expand the definition 

beyond positivity. For instance, Ryff and Keyes (1995) propose that there are 
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six dimensions of well-being: self-acceptance, personal growth, purpose in 

life, positive relations with others, envirorunental mastery, and autonomy. 

They found support for this conceptualization in a study of 1,108 subjects 

surveyed by phone. Using confirmatory factor analysis and testing several 

models for goodness-of-fit with the data, these authors foimd that a 6-factor 

model and a second-order, single "super-factor" best accounted for subjects' 

responses. This definition of well-being shows considerable conceptual 

overlap with fighting spirit; with the exception of positive relations with 

others, the 8 fighting-spirit dimensions can be located in each of the proposed 

6 dimensions of psychological well-being. Cowen (1991) describes a 

conceptualization of psychological well-being with similar conceptual overlap 

with fighting spirit, marked by "having a sense of control over one's fate, a 

feeling of purpose and belongingness, and a basic satisfaction with oneself' (p. 

404). 

It is not surprising that the more complex definitions of psychological 

well-being overlap with fighting spirit, given that fighting spirit is proposed 

to be an approach to illness (and perhaps to stressors, more generally) that 

supports good illness-management. Conceptualizations of well-being tend to 

view it as an end-point to be reached rather than as a process or a way of 

approaching life. Fighting spirit may be this process, a sort of well-being in 

action. 

Fighting Spirit and Existing Constructs in the Literature 

Hardiness. 

There are several concepts similar to fighting spirit which have been 

studied in relation to health. Receiving the most attention is the concept of 
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hardiness, defined as "a constellation of personality characteristics that 

function as a resistance source in the encounter with stressfial life events" 

(Kobasa, Maddi, & Kahn, 1982a). Like fighting spirit, hardiness is thought to 

be a multi-dimensional construct, specifically made up of commitment, 

control, and challenge. Commitment is described as a tendency to get 

involved in whatever one is doing, to have a sense of purpose that gives 

meaning to events in one's life, and to persist under pressure and not give up 

easily. Control is described as a tendency to feel and act as if one has influence 

in one's situations, rather than feeling completely at the mercy of external 

forces. Challenge is described as a belief that change is an opportimity for 

growth rather than a threat to survival. Hardiness is hypothesized to guard 

against stress by changing perceptions and experiences of stress, so that hardy 

individuals perceive the same events as less stressful than non-hardy 

individuals. 

Kobasa (1979) was the first to study the role of hardiness in stress and 

illness, finding that executives reporting high stress but low illness were 

significantly more hardy than executives reporting high stress and high 

iUness. Other studies foimd similar stress-buffering effects for hardiness 

(Allred & Smith, 1989; Dion, EHon, & Wan-Ping Pak, 1992; Kobasa, Maddi, & 

Kahn, 1982; Rhodewalt & Zone, 1989). 

Not all results have supported the moderator role of hardiness in stress 

and illness, however (e.g., Schmied & Lawler, 1986), and several valid 

critiques of the hardiness literature warrant discussion. For example, studies 

of hardiness generally have employed questionnaire measures alone, a 

practice fraught with the problems of self-reports (bias in retrospective 
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reports, shared method variance, etc.). Additionally, the supposed stress-

buffering effects of hardiness may be confoimded by the degree to which 

subjects report symptoms (i.e., neurotidsm). A study by AUred and Smith 

(1989) found that the main effect of hardiness was non-significant when 

neurotidsm was partialed out. While fighting spirit is conceptually distinct 

from neurotidsm, it may be that like hardiness, neurotidsm confounds the 

relationship between fighting spirit and health and adjustment. The current 

study includes a measure of neurotidsm and allows for testing this 

prediction. Also, most of the tests of hardiness have been conducted with 

white, adult, male subjects. Generalization of the results may be limited to 

this group until more support for the universality of the hardiness effect is 

gathered. 

Theoretically, hardiness is quite similar to fighting spirit. Both are 

proposed moderators of stress and coping which have an effect on physical 

health. Both are multi-dimensional constructs involving appraisal and 

behavioral tendendes. The components of hardiness, in fact, correspond to 

several dimensions of fighting spirit. The commitment component of 

hardiness corresponds to fighting spirit active partidpation, sense of purpose, 

and persistence. The control component of hardiness corresponds to fighting 

spirit sense of control. The challenge component of hardiness corresponds to 

fighting spirit optimism and adaptability. In fact, studies have found 

significant assodations between hardiness and optimism (Sweetman, Munz, 

& Wheeler, 1992), persistence (Wiebe & Williams, 1992), control and 

adaptability (Rhodewalt & Zone, 1989), and self-esteem (AUred & Smith, 
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1989). Fighting spirit expands on the hardiness construct, specifying more 

explicitly the dimensions implied in hardiness. 

Broadly defined, resilience refers to the ability to recover quickly from set

backs. Much of the research on resilience focuses on children rebounding 

from impoverished, abusive, or otherwise severely-deficient environments. 

Werner's longitudinal studies (1993) of Kauaian "at-risk" children are 

perhaps the best-known work on resilience. She identified 210 children who 

were at-risk because they had exposure before age 2 to poverty, perinatal 

health problems or congenital handicaps, poorly-educated mothers, and 

family problems including alcoholism, domestic violence, and mental illness. 

Of those 210, 138 children had significant trouble by age 18, including legal 

and school problems, and teenage pregnancy. The other 72 children grew to be 

well-adjusted, competent, confident yoimg adults. The authors identified 

several protective factors that might explain why some children overcame 

their difficult circumstances and some did not. The main factor 

distinguishing resilient children was their ability to engage adult mentors and 

caregivers (e.g., teachers and youth leaders), and the data show that resilient 

children were better at this than non-resilient children from as early as age 

one. Other research confirms these groimdbreaking resvdts (Cowen & Work, 

1988; Masten, 1989) 

Theoretically, resilience is equivalent to fighting spirit, although it too has 

been poorly-defined. Some of the same dimensions proposed to be aspects of 

fighting spirit have been proposed for resilience. For example, as part of their 

concept analysis of resilience. Dyer and McGuinness (1996) suggest the critical 
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attributes of resilience are: rebounding and carrying on (equivalent to 

fighting-spirit adaptability); a sense of self (encompassing self-esteem, 

optimism, and sense of purpose); determination (involving persistence, 

adaptability, and optimism); and a prosocial attitude (from studies showing 

that resilient children are able to engage at least one person in a supportive 

relationship). Werner also reports that resilient children were found the be 

significantly higher in internal locus of control than non-resilient children. 

In a congressional breakfast briefing on resilience in 1996 (quoted in Butler, 

1997), Werner explained that "These children, despite all of the chaos in their 

own family, had a sense of coherence, a faith that things could be overcome 

and that they were in control of their fate" (p. 27). Resilience may be the 

developmental equivalent of fighting spirit. 

Sense of coherence. 

Antonovsky (1990) describes sense of coherence as a dispositional or 

mastery orientation involving the tendency to view the world as 

comprehensible, manageable, and meaningful. He suggests, "When a person 

with a strong sense of coherence or hardiness is confronted by a conflict, she 

or he will search for meaning and resolution, and not seek to escape the 

burden" (p. 725). Like hardiness, the three dimensions of sense of coherence 

imply dimensions that fighting spirit states explicitly. For example, 

comprehensibility involves self-efficacy and control; manageability involves 

self-efficacy, control, self-esteem, adaptability; and meaningfulness involves 

sense of pvirpose. optimism, and self-esteem. However similar the basic 

theories, the dimensions of sense of coherence seem a much less helpful 

organization of the process than either fighting spirit or hardiness. 
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Tvpe-A behavior pattern. 

Perhaps the most-studied psychological risk factor for heart disease is 

Friedman and Rosenman's Type A Behavior Pattern (TABP; 1959). 

Rosenman (1991) observes: "Type A's usually exhibit enhanced traits of 

aggressiveness, ambitiousness, and competitive drive. They are work-

oriented and preoccupied with deadlines, and exhibit chronic impatience and 

time virgency, haste, restlessness, hyperalertness, tenseness of facial muscles, 

and explosive speech" (pg. 77). Since the original description, TABP has been 

related to variovis aspects of coronary heart disease (CHD), including 

myocardial infarction, angina, electrocardiographic abnormalities, and cardiac 

death. Booth-Kewley and Friedman (1987) conducted a meta-analysis of the 

relationship between CHD, TABP, three proposed components of TABP (time 

urgency, job involvement, and hard-driving competitiveness), and negative 

affect (depression, hostility, anxiety, anger). These authors found that TABP, 

and especially hard-driving competitiveness, depression, and hostility, were 

modestly related to CHD. Lang and Shedler (1987) and Matthews (1988) report 

similarly modest but reliable TABP-CHD relationships in their meta-analyses. 

Recent reviews (Adler & Matthews, 1994; Rodin & Salovey, 1989) 

summarize various studies that found no significant differences in CHD 

mortality or MI occurrence between Type-A and Type-B subjects. One 

explanation for the equivocal findings is that TABP is a multi-dimensional 

construct that has not been well-defined. One group of researchers comment 

that a popular TABP questionnaire (the Jenkins Activity Survey) "measures a 

heterogeneous mixture of constructive commitment and self-defeating 

responses that clouds its psychological interpretation" (Hansson, Hogan, 
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Johnson, & Schroeder, 1983, p. 186). The current challenge in TABP research 

is to distingtiish between those aspects of TABP that are self-defeating (i.e., 

coronary-prone behavior) and those that are constructive. Recent research 

suggests that hostility may be the major self-defeating aspect of TABP 

(Dembroski, MacDougall, Costa, & Grandits, 1989; Hecker & Chesney, 1988; 

Houston, Chesney, Black, & Gates, 1992); while ambition (Hansson, Hogan, 

Johnson, & Schroeder, 1983) and achievement-striving (Matthews, 

Helmreich, Beane, & Lucker, 1980) may be the constructive aspects of TABP. 

Fighting spirit is different from Type A behavior pattern conceptually, and 

this difference has been demonstrated empirically. Type-A behavior is 

characterized by a hostile impatience and a general compulsive drivenness 

toward poorly-defined goals. Fighting-spirit behavior, on the other hand, 

involves the careful and intentional commitment to working toward clearly-

defined goals. While fighting spirit and negativity are not mutually exclusive, 

fighting spirit is not characterized by hostility. Kobasa, Maddi, and Zola (1983) 

examined TABP and hardiness, sufficiently similar to fighting spirit to serve 

as its proxy. They suggest that Type-A individuals tended not to be satisfied 

with their activities or work, but were motivated by "the pursuit of external 

demands" (p. 42). Conversely, hardy individuals tended to be satisfied with 

"the specifics of the tasks at hand (p. 42)" and were motivated by overcoming 

specific challenges. In the Kobasa et al. (1983) study, there was no correlation 

between TABP and hardiness among male executives. Thus, fighting spirit 

and TABP seem to share an action-orientation toward overcoming 

challenges, but differ in the compulsiveness, chronidty, negativity, and 

excessiveness of that orientation. 
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Affect. 

The proposed fighting-spirit construct is distinct from affect, although the 

two are certainly related. While fighting spirit includes positively-valanced 

dimensions such as optimism and self-esteem, it does not exclude the 

experience or expression of negative affect, or view positive affect as an 

integral part of fighting spirit. A fighting-spirit approach probably leads to 

more positive affect and less distress overall, through reframing stressors as 

challenges, and through active, purposeful coping. However, fighting spirit is 

not expected to eradicate the experience of anger, sadness, fear, or other 

negatively-valanced emotions, but perhaps to generate healthy or useful 

responses to these emotional experiences. 

Several studies support this view of the relationship between fighting 

spirit and affect. An earlier study of fighting spirit found that both positive 

and negative affect were positively correlated with FS scores (i = .35 and .22, 

respectively), although only positive affect was significantly related to FS. 

Wiebe and Williams (1992) foimd that high-hardy subjects reported 

significantly more positive and less negative affect than low-hardy subjects in 

response to the threat conditions. Supporting the idea that fighting spirit may 

lead to healthier responses to negative emotions, several other studies have 

found a small but sigriificant negative correlation between depression and FS 

(Radoppo, 1996), and depression and hardiness (Rhodewalt & Zone, 1989). 

Additionally, there may be fighting spirit subtypes, distingiiished in large 

part by their associated affect. For example, some with a fighting-spirit 

approach may be omery, stubborn, and difficult, while others may be gentie, 

agreeable, and pleasant. 
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These different manifestations may be especially important when placed in 

the context of interpersonal relationships, eliciting very different responses. 

In any case, it is clear that while fighting spirit and affect are related, they are 

not identiccil constructs. 

Denial is generally defined as rejecting reality, and related to illness, ranges 

from slight distortions to complete rq'ection of objective information. In the 

most extreme case, a patient may not acknowledge illness or related 

symptoms. Less dramatic examples involve minimization of illness severity, 

or overestimation of recovery. The concept of denial is an interesting one 

when applied to serious illness, because it implies a rejection or distortion of 

objective information in a field where such information about prognosis or 

even diagnosis is not always conclusive. In the absence of clear information, 

denial may be a label for patient-coping with which someone is 

uncomfortable or disapproves, rather than a clearly self-destructive behavior. 

Patients handling serious illness with a fighting spirit are clear targets for the 

denial accusation, somehow preserving a sense of mastery in the face of 

extreme challenge. 

While fighting spirit may involve distortion of reality, it does not involve 

complete rejection of the Ulness and does not prevent efforts toward illness-

management that might make these distortions destructive. The original 

fighting-spirit research found that both fighting spirit and denial were related 

to significantly better survival than other responses, and in fact fovmd no 

sigruficant differences between the survival value of fighting spirit and 

denial. In a book chapter dedicated to fighting spirit, Temoshok and Dreher 
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(1992) explain this finding. They report that while Greer's deniers mirumized 

their illness severity, they "had a certain energy and adaptability", and that 

the main difference between patients with fighting spirit and denial was an 

active search for information. Interestingly, Greer later renamed this denial 

pattern "positive avoidance". A patient with Multiple Sclerosis interviewed 

by Lyons and Meade (1995) highlights the distinction between fighting spirit 

and denial, stating, "You have to have a fighting spirit. Like, I'm not going to 

let this control me. I'm going to live, but pace myself...You have your 

limitations, and you understand them" (p. 196). Fighting spirit involves 

imderstanding, or searching to understand, one's illness and treatment 

requirements, and still committing to a positive outcome. 

Possible Mechanisms Linking Fighting Spirit and Better Health and 

Functioning 

Through better psychological adjustment in the face of stressors. 

As reviewed above, each of the proposed FS dimensions, as well as their 

integration into FS, have been found to relate to better psychological 

adjustment in the face of stressors. Reclaiming one's sense of mastery, 

control, purpose, and esteem is reported to be useful in minimizing the 

resulting psychological distress (Affleck & Tennen, 1996; Janoff-Bulman & 

Schwartzberg, 1991), a process that soimds very similar to activating one's FS. 

Taylor and Armor (1996) emphasize that "normal human perception appears 

to be marked by three mild but robust biases, namely self-aggrandizement, 

uiu"ealistic optimism, and exagerrated perceptions of control", and conclude 

that "despite their biased quality, these positive illusions have been reliably 

associated with psychological adjustment" (p. 893). 
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Through better health practices and adherence to treatment 

recpmrngndatipng, 

Proposed by Becker (1974), the Health Belief Model suggests key factors in 

predicting adherence to medical regimens. These factors are: general health 

motivation, perception of the severity of the disease threat, susceptibility to 

the disease threat, effectiveness of health interventions, barriers to utilizing 

the intervention, and cues that trigger decision-making regarding health 

behaviors. 

Several recent dissertations test the Health Belief Model as a predictor of 

health behaviors. For example, Athey (1989) found that Health Beliefs, 

especially regarding the benefits and barriers to treatment, significantly 

predicted adherence to treatment recommendations among 101 patients 

receiving hemodialysis for end-stage renal disease. Willis (1990) found that, 

among 323 college students. Health Beliefs regarding greater benefits and 

fewer barriers to practicing safer sex, higher self-efficacy for practicing safer 

sex, and internal locus of control significantly discriminated students 

currently practicing safer sex. Dye (1994) found that measures of "active 

patienthood"~including patients' self-reports of efficacy, sense of control, and 

outcome expectancy—were better predictors of health behaviors than were 

Health Beliefs among 1787 working adults. Active Patienthood was also a 

better predictor than either locus of control or self-efficacy measured 

independently. 

The Medical Outcomes Study (Sherboume, Hays, Qrdway, DiMatteo, & 

Kravitz, 1992) also studied predictors of adherence, and indirectly supports the 

idea that approaching illness with a fighting spirit might increase health 
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behaviors and adherence to treatment recommendations. Adherence analyses 

were done on a subset of adult patients (N=1198) identified as having 

hypertension, diabetes, or coronary heart disease, and recruited from medical 

practices in three large U.S. cities. Adherence was assessed using multiple 

measures (including general, specific, and disease-specific adherence assessed 

by patient, significant other, and physiological correlates of adherence) at 

intake and then 2 years later. Multiple regression analyses showed that the 

strongest predictors of poor general and specific adherence at 2-year follow-up 

were initial adherence and avoidance coping. Examples of avoidance coping 

responses include, "hoped for a miracle" and "made self feel better by eating, 

smoking, or drinking". Additional significant predictors of general adherence 

were distress regarding health, reports of poorer physical health, having 

diabetes, less satisfaction with social relationships, and dissatisfaction with 

medical care. Although a fighting-spirit approach to illness was not tested 

directly, it seems reasonable to predict that, if avoidant coping is related to 

poorer adherence, confrontive coping such as fighting spirit may be related to 

better adherence. 

Through phvsiological toughening bv repeated successful exposure to 

Dienstbier (1989) proposed a theory of physiological toughness that may 

partially explain the positive effects of resilience, hardiness, and fighting 

spirit. He argues that interpreting life events as challenging vs. threatening 

produces different patterns of sympathetic arousal, that these different arousal 

patterns are differentially related to health and illness, and that repeated 

experience with some kinds of arousal (with periods of rest in between) 
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actually toughens or protects individuals against stressors. More specifically, 

Dienstbier argues that arousal that leads to catecholamine depletion, or that 

stimulates high Cortisol production, is associated with poorer health; while 

arousal involving increased catecholamine production is associated with 

better health outcomes. In a separate paper, EHenstbier (1991) argues that 

appraisals of situations as challenging rather than stressful (i.e., anticipating 

success and having a sense of control), lead to a beneficial arousal balance 

preventing catecholamine depletion and minimizing Cortisol release. This 

theory outlines a possible connection—through different patterns of 

sympathetic arousal that are differentially-related to health—between fighting 

spirit and health. Not only does a fighting-spirit approach involve the kind of 

purposeful and control appraisals he links with beneficial arousal, but these 

appraisals may also provide the periods of rest (from the stress of chronic 

illness) that contribute to toughening. Good social relationships may also 

support healthy appraisals and provide rest periods from stress that 

contribute to toughness. 

Through the placebo effect. 

The word "placebo" comes from the Latin for "I shall please", and as 

Brown (1998) recounts, acquired its negative connotation long ago. He 

explains that in the 12th century, prayers for the dead came to be known as 

placebos and, as the role of mourner became devalued in the 13th century, 

placebos—and those who performed them—were viewed as ingenuine 

sycophants. The term has come to be known in medicine as an intervention 

with no known active ingredient that may produce a result simply because 

the recipient believes it will do so. The term—and the practice—is still 
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associated with ingenuineness and deception, and receives much criticism. 

The major criticism of placebos is that it is imethical or unwise to use an 

intervention when the process by which it works is unknown. Brown reports 

on several studies that estimate that this criticism can also be levied against 

80% of modem medical interventions in common practice, and so is not a 

strong argviment against their use. 

Several placebo studies suggest possible mechanisms of the placebo effect. 

Brown (1998) reports on a study of over 2,000 patients at risk for myocardial 

infarction who were started on daily regimens of either propranolol (a 

medication that regxilates heartbeat and prevents futiire heart attacks) or a 

placebo. As expected, the mortality rate among patients who took propranolol 

regularly was half that of the irregular users. Most interestingly, the mortality 

rate among patients who took placebos regidarly was also half that of the 

irregular users. It appears that adherence to a treatment regimen, even when 

that treatment regimen is benign, is associated with beneficial effects. (He does 

not discuss the possibility that adherence coxild be spxiriously related to 

mortality through some third variable, e.g., commitment to health.) Brown 

also describes a study of patients seeking medical treatment for "generic 

symptoms" that found that simply receiving a diagnosis for these symptoms 

and a physician's prediction of a quick recovery contributed to recovery. 

Specifically, 64% of patients receiving a diagnosis and a good prognosis 

reported improvement, while only 39% of patients whose physicians told 

them they could not be siore what was wrong reported improvement. 

The placebo effect may explain part of the relationship between fighting 

spirit and better illness management or recovery. A patient with high fighting 
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spirit is likely to seek out diagnosis and treatment, to have a commitment to 

success in treatment, and to believe that success is possible. In fact, the 

premise underlying fighting spirit is that a commitment to illness recovery or 

management, including the belief that this is possible, will lead to better 

physical health and psychological adjustment. 

Limitarions of Fighting Spirit 

Despite its overall relationship to better adjustment, it is unlikely that the 

fighting-spirit approach is helpful for everyone, at all times, in response to 

every illness. For instance, psychosocial factors, including fighting spirit, may 

not influence disease outcomes in advanced disease (Cassileth, Lusk, Miller, 

Brown, & Miller, 1985). In addition to disease severity, fighting spirit may be 

differentially helpful in managing illnesses varying in onset, course, expected 

outcome, phase, treatment, and social stigma (Rolland, 1994). FS was 

originally described as an effective approach to managing breast cancer, an 

illness that differs from heart disease on many of Holland's identified 

dimensions. Also, the idea of "fighting" disease seems much more applicable 

to cancer than to heart disease, especially given the link between heart disease 

and TABP where too much "fighting" seems to be a risk factor for disease. 

Recent studies suggest that FS is relevant beyond the experience of managing 

breast cancer, finding positive relationships between FS and better 

management of HIV and adjustment after MI. The present study provides 

another test of the relevance of an FS approach to managing heart disease. 

Finally, the usefulness of an FS-approach may also vary by patient sex and by 

the social context in which patients express FS. These issues are discussed in 

the following sections. 



73 

The Marital Context of Fighting Spirit 

Fighting spirit—and coping, more generally—has been viewed largely as an 

individual characteristic, without attention to the context in which it occurs. 

Folkman and Lazarus (1984) assert that the relationship between coping and 

its context is "dynamic, mutually reciprocal, [and] bidirectional", suggesting 

that attention both to the individual and the context is necessary to 

understand fully the process of coping. Butler (1997) makes the same case for 

the developmental equivalent of fighting spirit—resilience—stating, "What we 

call resilience is turning out to be an interactive and systemic phenomenon, 

the product of a complex relationship of inner strengths and outer help 

throughout a person's life span. Resilience is not only an individual matter. 

It is the outward and visible sign of a web of relationships and experiences 

that teach people mastery, doggedness, love, moral courage, and hope" (pp. 25 

-26). 

The marital relationship arguably is one of the most importeint facets of 

the context of coping. When the challenge is serious illness, both patient and 

spouse are faced with a nimiber of stressors, including changing roles, work 

and financial pressxires, imcertainty regarding the future, psychological 

distress, and others. 

Patient and spouse cope with these stressors as individuals as well as 

marriage partners, with one partner's coping efforts supporting or 

undermining the other's to varying degrees, and partner interactions creating 

relationship patterns which variously support or imdermine individual 

coping (for review, see Racioppo, 1996b). Further, while friends and family 

outside the marital relationship may also influence, and be influenced by. 
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serious illness management, the marital relationship appears to be most 

important. The present study examines the marital context of patient 

fighting-spirit coping, including the spouse's perception of the patient's 

ability to manage illness, spouse coping and distress, marital satisfaction, and 

marital cohesion. 

Spouse Perceptions of Patient Efficacy 

As reviewed in an earlier section of this paper, self-efficacy is widely-

believed to be important to health and better management of health problems 

and illness. The study by Taylor, Bandura, Ewart, Miller, and DeBusk (1985) 

highlights the importance of the spouse's perception of the patient's ability to 

manage illness, in addition to the patient's own perception of self-efficacy. 

These researchers studied 30 couples during a cardiac rehabilitation program 

for men recovering from myocardial infarction. All male patients underwent 

treadmill testing, and then all 30 couples received feedback regarding the test 

results and recommendations for activity levels and abilities. Of the 30 wives, 

10 observed the treadmill testing, 10 performed the treadmill test themselves, 

and 10 were not involved in testing. Patients and their wives rated the 

patient's ability to engage in various activities three times: immediately 

before treadmill testing, immediately after testing, and after the couples 

feedback session. Initial wife reports of patient self-efficacy were significantly 

lower than patient reports for all groups. However, after the treadmill test 

and after the feedback session, wife reports of patient self-efficacy were 

significantly higher for wives who performed the treadmill test themselves 

than for wives in the other groups. Also, wife reports of patient self-efficacy 

after couples feedback among wives who performed the treadmill test 
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increased to match patient reports; there were no significant increases in the 

other groups. Finally, both patient and spouse initial ratings of patient self-

efficacy significantly predicted patients' performance on treadmill tests at 11-

week and 26-week follow-ups. Another study of male patients in a cardiac 

rehabilitation program by Coyne and Smith (1994) found that on average 

patients rated their self-efficacy as dependent on what their wives did, with 

higher self-efficacy for patients rating higher dependence on wife behavior. 

The current study tests the contribution of the spouse's view of patient self-

efficacy, as well as the patient's self-reported self-efficacy, to predicting FS. 

Spouse Distress 

While not inevitable, it is clear that spouses of patients diagnosed with 

serious illness experience distress. In the case of women diagnosed with breast 

cancer, several studies have fotmd that husbands and other family members 

experience emotional distress (Nuehring & Barr, 1980; Zahlis & Shands, 1991), 

increases in physical symptoms (Oberst & James, 1985), disruptions in 

sleeping, eating, and work patterns (Wellisch, Jamison, & Pasnau, 1986), and 

even existential distress with increasing fears of death (Sabo, Brown, & Smith, 

1986). Stem and Pascale (1979) identified a particular pattern of distress among 

wives of myocardial infarction patients in which wives felt overwhelmed by 

new responsibilities since their husbands' illness, but felt they could not 

involve their husbands in problem-solving for fear of producing another 

infarct. This pattern was associated vdth increased vdfe distress and declines 

in marital communication and support. 

Spouse distress can influence patient coping in several ways, including 

creating more stressors in the patient's environment, and decreasing a 
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spouse's willingness or ability to provide support. For example, studying 

random student pairs, Barbee (1990) foimd that positive supporter mood was 

associated with increased helping and optimism about the outcome of 

helping efforts, while negative mood was associated with withdrawal, 

increased self-focus, and dismissal of partner's concerns. An earlier study by 

Ziomeck and Coyne (1983) foimd that even mild depression interfered with 

the ability to provide emotional support. 

Also, spouse distress may lead to particular coping efforts that variously 

support or undermine patient coping. For example, spouses who manage 

their own distress by getting actively-involved in problem-solving may 

decrease their own distress and simultaneously reduce the patient's coping 

tasks. In a literature review, Thompson and Pitts (1992) conclude that 

spouse's emotion-focused coping (managing one's own distress) and 

problem-focused coping (managing the situation) are generally positively 

related to patient functioning, presumably through supporting patient coping. 

Other studies have found that patients showed poorer adjustment when 

spouses took over too much of the illness-management tasks (e.g., Thompson 

& Sobolew-Shubin, 1993). Sherwood (1983) even proposed that 

noncompliance in a group of renal patients was due to the paradoxical effect 

of family over-involvement, stating that "noncompliant patient's families 

may become so overly involved during crisis periods that patients may feel 

incompetent to deal with the situation. The patient may seek a sense of 

autonomy and competence by being noncompliant" (p. 60). Spouses may also 

cope by distancing from the patient or the marital relationship, creating 

different obstacles to patient fimctioning. Stem and Pascale (1979) report that 



77 

some of the wives of MI patients coped by "engaging in a frenzy of outside 

activities" (p. 85), and earlier studies have reported that wives of heart 

patients feel in a bind, either accused of overprotectiveness or emotional 

distance (e.g., Skelton & Dominion, 1973). The challenge, of course, is to 

distinguish between spouse involvement that is helpful and involvement 

that undermines patient coping and well-being. 

Patient and Spouse Relationship-Focused Coping 

Coyne (1995) offers a framework for studying partners' involvement in 

managing serious illness. He suggests that the traditional coping categories— 

problem-focused and emotion-focused coping—are inadequate to describe 

what patients and their spouses do to manage serious illness. He states, 

"People in enduring relationships know that they cannot simply be 

concerned about the stressor at hand, but need to take into accoimt the actions 

of the partner, the relational implications of what they themselves do, and 

the need to preserve the quality and resourcefulness of the relationship" (pp. 

84-85). Coyne suggests a third category of coping-relationship-focused 

coping—that describes the importance of maintaining partner well-being and 

the marital relationship that is ignored by the traditional views of coping. 

Smith and Coyne (1988) identified two types of relationship-focused coping 

that may influence patient coping and well-being: active engagement and 

protective buffering. Specifically, spouses may actively engage patients by 

initiating illness-related discussions and requesting help in managing 

problems, or may protect patients by hiding distressing emotions and 

avoiding conflict. 
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While it seems clear that spouse distress is related to how spouses interact 

with patients, as well as to patient coping and well-being, the direction of 

causation is not at all clear. Given that patients and spouses mutually 

influence each other, the assignment of cause to one or the other is fairly 

arbitrary. The above discussion focuses on the contribution of spouse distress 

to patient functioning, but it is equally valid to predict that effective patient 

fimctioning will contribute to less spouse distress. The largely-concurrent 

nature of the present study precludes definitive conclusions regarding 

causation, but thoroughly explores the relationship between spouse distress 

and patient functioning. 

In addition to the possibilities that spouse distress imdermines FS, or 

conversely that FS reduces spouse distress, it may also be that FS moderates 

the helpfulness of various spouse behaviors. For instance, spouse's 

relationship-focused coping by active engagement of the patient either may 

support patient's FS if both partners approach the situation similarly, or 

undermine patient FS if spouse's active engagement is distracting from, or 

taking over, the patient's coping efforts. Spouse's relationship-focused coping 

by protective buffering may support patient FS by allowing the patient to 

focus on illness-management rather than various other crises, or may 

undermine patient FS by conveying the message that the patient is not 

capable of managing additional crises. Similar predictions can be made for 

spouse problem-focused and emotion-focused coping, with various scenarios 

of spouse coping either supporting or undermining patient FS. The present 

study attempts to clarify the relationship between fighting spirit, patient and 
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spouse relationship-focused coping, and individual spouse coping and 

distress. 

Marital Satisfaction 

The evidence is overwhelming that the quality of the marital relationship 

affects the behaviors and psychological well-being of marriage partners. For 

example, dissatisfied couples are more negative than satisfied couples 

(Markman & Notarius, 1987), and reciprocate negativity more than satisfied 

couples (Gottman, Markman, & Notarius, 1977). Weissman (1987) foxmd a 25-

fold increase in the risk of depression for both men and women in imhappy 

marriages. Studying women with rheumatoid arthritis, Manne and Zautra 

(1989) fotmd that husbands' critical remarks were related to patients' 

maladaptive coping, and husbands' support was related to patients' adaptive 

coping. Specific to heart disease. Waltz, Badura, Pfaff, and Schott (1988) report 

that marital conflict was associated with depression, anxiety, and negative 

health cognitions among male cardiac patients and their spouses, and that 

marital intimacy btiffered against depression but not anxiety. Waltz (1986) 

fovind among male cardiac patients that low marital satisfaction and intimacy 

was significantly related to poor well-being after heart attack. A thorough 

literature review further coiifirms the relationship between marital quality 

and individual coping and well-being (Burman & Margolin, 1992). 

Several explanations have been offered for the relationship between 

marital quality and individual coping and well-being. One explanation is that 

good marriages encourage health behaviors (e.g., Umberson, 1987), perhaps 

because of partners' mutual care for the others' well-being, partners' 

obligation to the other as well as to the self to stay well, and increased ability 
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to persist in health behaviors when part of couple routines or expectations. A 

meta-analysis of cardiovascular studies reports a significant relationship 

between social support and health functioning, even after controlling for 

health behaviors (Bland, Krogh, Winkelstein, & Trevisan, 1991; Janes & 

Pawson, 1986). 

Another explanation is that good marriages are associated with positive 

affect, and that the physiological and psychological dimensions of positive 

affect are related to patient coping and well-being. Although this explanation 

soxmds reasonable, and it provides the foundation for much of the social 

support literature, the empirical literature does not directly support this 

explanation. In fact, Coyne and Bolger (1990) summarize several studies 

reporting that while negativity undermines patient coping and well-being, 

positivity does not significantly contribute to it. These results suggest that 

studying the presence or absence of negativity may be more useful than 

studying specific supportive behaviors. 

It is also not the case that positive affect is equivalent to marital 

satisfaction, although the two are related. For iiistance, Gottman's studies of 

affective exchange and divorce identified several different kinds of satisfying 

relationships, one of which involved a high degree of conflict and negative 

affect. He found that the ratio of positivity to negativity, rather than the 

absolute level of negativity, significantly predicted divorce (Gottman & 

Levenson, 1992; Gottman, 1993). However, he did find that certain types of 

negativity—criticism, complaining, defensiveness, contempt, and disgust-

were especially toxic to marriages. 
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Thus, it appears that negative affect, and particularly critical negativity, 

show the most robust (negative) relationship to individual well-being and 

marital fxmctioning. Specific to heart disease, the cardiovascxilar reactivity 

hypothesis suggests that exagerrated cardiovascular reactivity may be a risk 

factor for developing heart disease (Krantz & Manuck, 1984; Matthews, Weiss, 

Detre, Dembroski, Falkner, Manuck, & Williams, 1986), and several studies 

suggest that negative, ur\satisfying marriages involve frequent, or even 

chronic experience of this risky physiological arousal. For example, Levenson 

and Gottman (1983,1985) demonstrated that physiological arousal was 

significantly greater for couples having high-conflict discussions, and was 

related to expression of negative affect and lower marital satisfaction. 

McEnroe, Blechman, and Shieber (1988) found similar results in a replication 

of this study, and additionally found an inverse relationship between heart 

rate and effective communication. Contrary to the "primacy of the negative", 

some research does suggest that social support may reduce this reactivity and 

the associated risk (Gerin, Pieper, Levy, & Pickering, 1992; Kiecolt-Glaser & 

Greenberg, 1984; Lepore, 1995; Lepore, Allen & Evans, 1993). For example, a 

metaanalysis by Uchino, Cacioppo, and Kiecolt-Glaser (1996) assessed 21 

studies relating social support to blood pressure, and found a small but 

reliable association (effect size=.08, |i<.00001). Although these studies focus on 

the etiology of heart disease, it seems reasonable that these same risk factors 

might also hinder effective management of heart disease. 

A third explanation is that marital quality influences patient coping and 

well-being through its effect on appraisals. Waltz, Badura, Pfaff, and Schott 

(1988) speculate, "Patients with a supportive marital environment probably 
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view their resources as adequate for meeting the tasks confronting them and, 

therefore, arrive at an evaluation of the situation which is less negative and 

more optimistic" (p. 149). This speculation is also one mechanism proposed 

in the social support literatxire for the stress-buffering effects of interpersonal 

relationships, but not yet conclusively confirmed (for review, see Cohen & 

McKay, 1984). 

Burman and Margolin (1992) provide an inclusive model of possible 

explanations, based on their literature review of marital relationships and 

health. These authors suggest that marital quality influences coping strategies 

both directly and indirectly through its influence on health-related behaviors, 

affect, cognitive appraisals, intraindividual characteristics, physiological 

consequences, stressors, and health status. While useful in conceptualizing 

variables relevant to the coping process, this model highlights the complexity 

of the process more than it clarifies relationships between variables. 

Although there is still confusion over the exact nature of the process, it is 

clear that marital quality influences individual coping and functioning. The 

present study focuses on the relationship between marital quality and fighting 

spirit. Based on the above explanations, a good marital relationship might 

support fighting spirit by encouraging healthful behaviors consistent with an 

FS-approach, by decreasing negative affect, and by supporting the optimism 

and mastery components of FS. 

Marital Coordination 

The term coordination was introduced by family researchers to describe 

the degree to which family members work together as a coordinated unit 

(Oliveri & Reiss, 1981). Other family researchers have proposed similar 
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constructs, including cohesion (Olson, Russell, & Sprenkle, 1983), and 

interpersonal boundaries (Minuchin, 1974). Rolland (1994) applies various 

aspects of family functioning—including coordination, cohesion and 

boimdaries—to managing serious illness and disability. He proposes that 

different family patterns interact with the tasks required by an illness to 

influence patient and family functioning. For instance, a disengaged or low-

cohesion family may have difficulty with tasks requiring teamwork, such as 

illnesses with incapacitating symptoms like end-stage cancers or Alzheimer's 

Disease. An enmeshed or high-cohesion family may have difficulty with 

tasks requiring self-management and return to relatively-normal 

fimctioning, such as diabetic self-care or cardiac rehabilitation. 

Several studies offer indirect support for this prediction. Bar-On and 

Dreman (1987) conducted a prospective study of 69 male cardiac patients after 

their first MI, and their wives. Both spouses completed Q-sorts regarding their 

causal attributions for husband's illness, and couples were categorized as 

congruent or incongruent based on whether responses matched or 

mismatched. Congruence was significantly related to better recovery at 1-

month follow-up, while incongruence was a better predictor of patients' 

return to work and general functioning 6 months later. As far as congruence 

can be seen as an indirect measure of cohesion, this study suggests that early 

in recovery couple agreement was beneficial, but later in recovery spouse 

individuation was beneficial. Also, a study by Reiss, Gonzales, and Kramer 

(1986) found that high coordination among families was not helpful among 

23 hemodialysis patients. Specifically, these researchers found that patients 

with families scoring high on observational measures of problem-solving. 
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accomplishment and intactness were significantly less likely to comply with 

treatment regimen and were at significantly greater risk of earlier death than 

patients with low-scoring families. Steidl (1989) suggests that patients with 

families that get too involved in managing illness (e.g., are enmeshed or 

have high cohesion or coordination) may seek to re-establish autonomy by 

being noncompliant. 

Following RoUand's model, the task of cardiac patients in the current 

study is to integrate self-management into daily routines, and so too much 

marital coordination may actually undermine individual mastery and 

autonomy (i.e., fighting spirit). On the other hand, marital coordination may 

help a patient to integrate necessary healthful behaviors into daily routines 

more easily. This study clarifies the relationship between marital 

coordination and fighting spirit. 

Sex Differences in the Marital Context of Fighting Spirit 

Men and women appear to have different experiences of serious illness 

that may influence the expression and utility of fighting spirit. For example, 

Mendes, David off, Cupples, Ryan, and Jacobs (1997) describe a "gender 

paradox" in CHF symptoms, reporting that women patients tend to have 

more concomitant diabetes, hypertension, and CHF symptoms than men, but 

tend to have higher qection fractions (one study reported averages of 61% for 

women and 56% for men). This constellation of symptoms puts women in 

the interesting position of appearing healthier than men by a standard 

measure of CHF, while having more symptoms with which to contend. Also, 

women tend to get heart disease 10 to 20 years later in life than do men 
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(Berkman, Vaccarino, & Seeman, 1993), so that female patients' illness may 

have a different impact on work, family, and social roles. 

In addition to sex differences in the physical manifestation of CHF, men 

and women also seem to approach serious illness differently. For example, 

Hamilton (1990) found that women tend to feel more guilty about functional 

restrictions after myocardial infarction and tend to return to household 

responsibilities sooner than men, suggesting that different patterns of coping 

and couple patterns may emerge for male and female patients. Also, Taylor, 

Helgeson, Reed, and Skokan (1991) found that personal control was related to 

adjustment in male but not female cancer patients. If these results generalize 

to coping with other serious illnesses such as CHF, they suggest that FS might 

be more related to adjustment among male patients, and that threats to sense 

of control might undermine fimctioning more for male patients than for 

female patients. 

Finally, the process of utilizing social support during difficult times, and 

benefiting from relationships, appears to be different for men and women. 

For example, women tend to take a more active role in establishing 

relationships than men (Kessler, McLeod, & Wethington, 1985), and tend to 

be the primary caregivers in both formal and informal support networks for 

both men and women (Antonucd & Akiyama, 1987; Belle, 1987; Margolin & 

McIntyre-BCingsolver, 1988). Perhaps because of this greater investment and 

responsibility by women, support networks are sometimes found to be 

negatively related to survival for women, while consistently positively 

related to survival for men (for review, see Shumaker & Hill, 1991). Also, 

spouse support appears to be much more central to well-being for men than 
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for women, with women tending to call on the larger network during times 

of need and men tending to rely almost exclusively on their spouses for 

support (Belle, 1987). Applying these results to the current study, one could 

predict that supportive behaviors from wives of male patients will contribute 

more to patient functioning than will support from husbands of female 

patients. Further, given that women appear to manage the social framework 

for the couple, what the woman does may be more related to patient 

functioning than what the man does, regardless of whether the woman is a 

patient or the spouse of a patient. 

Context and Purpose of the Current Study 

The data for this study come from the Michigan Family Heart Project 

(MFHP) undertaken at the University of Michigan in 1993. Data were 

collected from 1993 - 1998 at the University of Michigan, with the cooperation 

of area physicians and support staff. The MFHP is a study of couples in which 

one partner (either male or female) had recently been diagnosed with 

congestive heart failure (CHF). As described above, CHF means the heart is 

unable to maintain normal circulation. It is the end-stage of many heart 

problems, with 5-year survival rates less than 40% for men and 60% for 

women. Common symptoms include shortness of breath and edema due to 

the collection of fluid in the lungs and other organs. Effective management of 

CHF requires strict adherence to dietary, exercise, and medication regimens, 

with exacerbation of symptoms often treated by closely-monitored ditiresis 

during hospitalization. It is likely that a patient's approach to illness, as well 

as the marital context, plays an important role in managing symptoms and 

preventing exacerbation. 
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The MFHP studied various patient, spouse, and marital variables, and 

their relationship to managing CHF. The project involved intensive cross-

sectional assessment shortly after diagnosis, including interview and 

questionnaire measures of psychosocial factors most often proposed as 

relevant to health, paying particular attention to the marital context of 

managing CHF. Specifically, the project included concurrent measiures of 

patient health, psychological fimctioning, spouse variables, and marital 

functioning. Several follow-up patient measures were also available, 

including psychological functioning assessed by telephone interview at 

approximately 9-month follow-up, and survival to 4-year follow-up assessed 

by ongoing monitoring of medical and archival records. The general purpose 

of the project was to predict the course of CHF, and ultimately, survival. 

The present study focused on a fighting-spirit approach to CHF, and tested 

a new system for rating FS. The main research questions were: 1) Does a new 

system for rating FS produce reliable, internally consistent, and valid scores?; 

2) How is FS related to indicators of CHF severity and general health 

fimctioning?; 3) Does FS predict patient psychological fimctioriing, both 

conoirrently and at follow-up?; 4) Does FS predict patient survival to 4-year 

follow-up?; 5) How is FS related to the marital context, including spouse 

distress and perceptions of patient efficacy, and marital functioning?; and 6) 

Are there sex differences in the relationship between FS and patient, spouse, 

and marital variables? 

The first question investigated the reUabUity, internal consistency and 

validity of a new system for rating FS. As detailed above, this study proposes 

that FS is an active approach to illness-management made up of optimism. 
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control, self-efficacy, sense of purpose, self-esteem, persistence, adaptability, 

and active participation. Several studies support this proposition, including 

pilot research by this author (Radoppo, 1995; 1996) and published literature 

(e.g. Marshall, Wortman, Vickers, Kusulas, & Hervig, 1994). The oirrent 

study tested a new rating scale for measuring FS, and the proposed structure 

of FS in a sample of patients with CHF. Additionally, this study evaluated the 

convergent and discriminant validity of FS by testing its relationship to 

established personality and coping constructs. Specifically, FS was predicted to 

show associations with separately-measured optimism and self-efficacy, and 

problem-focused coping, and was expected not to show associations with 

emotional stability, agreeableness, hostility, and emotion-focused coping. 

The second research question addressed fighting spirit's association with 

patients' health. Measures of patients' health included three indicators of 

CHF severity, as well as indicators of general health that were not specific to 

CHF. Three indicators of CHF severity were taken from patients' medical 

records at screening: left ventricle ejection fraction (a measure of the heart's 

pumping capacity). New York Heart Association classification (based largely 

on breathing difficulties on exertion), and peak oxygen consumption (an 

indicator of circulation efficiency on exertion). The two indicators of general 

health were blood pressure and general health fimctioning. Blood pressure 

was also taken from medical records during screening; general health 

fimctioning was assessed by questionnaire, and included general health, 

functional limitations due to physical symptoms or emotional distress, and 

bodily pain. Although there is reason to expect that disease severity and 

health fimctioning might be related to FS, analyses of these relationships are 
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still exploratory. For instance, it may be easier to have an PS-approach to 

illness when that illness is less severe or debilitating. On the other hand, the 

many challenges associated with severe illness may mobilize an FS-approach 

moreso than less severe illness. Finally, the consistent finding that people 

with a range of illnesses adopt an active, optimistic, FS-like approach, even 

those with the most grim medical prognoses (e.g., Taylor & Armor, 1996), 

suggests that FS is not dependent upon concurrent illness severity or health 

functioning. If there is an association between FS and patient health, it is 

important to demonstrate that relationships between FS and other patient, 

spouse and marital variables is not simply due to the influence of health. 

Analyses will test for the contribution of health when exploring fighting 

spirit's relationship to other patient, spouse, and marital variables. Further, 

given past reports of sex differences in CHF symptoms (Mendes, Davidoff, 

Cupples, Ryan, & Jacob, 1997), analyses will explore sex differences in the 

relationship between FS and indicators of CHF severity and general health 

functioning. 

The third research question evaluated fighting spirit's association with 

patients' psychological functioning, both conciarrently and at foUow-up. 

Indicators of patients' conairrent functioning were psychological distress, life 

satisfaction, and problem-focused and emotion-focused coping. Given that FS 

is conceptualized as an active, effective approach to iUness-management, FS 

should be related to less psychological distress, more life satisfaction, and 

more problem-focused coping. However, this prediction is controversial, with 

some researchers suggesting that an FS-like approach to severe illness actually 

undermines psychological adjustment and illness management (Affleck, 
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Tennen, Pfeiffer, & Fifield, 1987; Burish, Carey, Wallston, Stein, Jamison, & 

Lyles, 1984), and others suggesting that an FS-like approach is generally 

helpful despite objective illness characteristics (Taylor, Helgeson, Reed, & 

Skokan, 1991). Also, there may be sex differences in the relationship between 

FS and psychological functioning, suggested by previous findings that sense of 

control (one proposed FS dimension) was related to adjustment among male 

but not female patients (Taylor, Helgeson, Reed, & Skokan, 1991). 

In addition to describing the conoirrent correlates of a fighting-spirit 

approach, this study also tested FS as a predictor of follow-up patient 

psychological fxmctioning. Indicators of patients' psychological functioning at 

approximately 9-month follow-up were psychological distress and life 

satisfaction. Similar to concurrent measures, FS was expected to predict less 

distress and more life satisfaction at follow-up. 

The fourth research question addresses the relationship between FS and 

survival to 4-year follow-up. Given its reported relationship to better 

survival among breast cancer patients, FS was expected to predict better 

survival in this sample. 

The fifth research question addressed the association between a patient's 

fighting spirit and the marital context in which Ulness occurs. The marital 

context is relevant to the way a patient approaches iUness, potentially 

supporting or undermining patient appraisals, coping, and adjustment (for 

review, see Burman & Margolin, 1992). The present study fooases on aspects 

of the martial context thought to be most relevant to patient functioning, 

specifically patient and spouse relationship-focused coping, spouse 
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psychological distress, the spouse's view of the patient's efficacy to manage 

illness, and couples' marital satisfaction and coordination. 

The relationship between patient FS and patient and spouse relationship-

focused coping is complex and difficult to predict. For example, patient 

protective buffering of the spouse may distract patients from their FS 

approach, although distraction from illness-management may actually 

support continued commitment to recovery. Also, patient active engagement 

may reflect higher patient FS, or may be an attempt to compensate for 

shortcomings in patient FS. Similar, contradictory hypotheses can be made for 

spouse relationship-focused coping. Spouse protective buffering of the patient 

may support patient FS by reducing the patient's overall coping tasks, or may 

undermine patient FS by eliminating opportimities for personal success and 

communicating lack of confidence in the patient's abilities. Spouse active 

engagement of the patient may support patient FS by reinforcing the patient's 

sense of mastery (Cohen & McKay, 1984), or may reflect spouse attempts to 

compensate for low patient FS. Also, there may be sex differences in these 

relationships, with patient and spouse attempts to manage the relationship 

differentially related to FS for male and female patients. 

Predictions for spouse distress and the spouse's view of patient efficacy 

seem more clear. The literature suggests that spouse distress may increase a 

patient's coping tasks, or decrease a spouse's willingness or ability to provide 

effective support (Barbee, 1990), so that spouse distress may be negatively 

related to patient FS. Spouse distress also may reflect ineffective illness-

management by the patient, yielding a similarly negative relationship 

between spouse distress and patient FS. Additionally, the literature suggests 
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that spouse perceptions of patient efficacy for illness-management should be 

positively related to good illness-management, and so also to patient FS 

(Coyne & Smith, 1994). 

Regarding marital functioning, while the expected relationship between 

marital satisfaction and FS seems fairly clear, the relationship between 

marital coordination and FS is exploratory. For example, marital coordination 

may support patient FS by reinforcing patient efforts and incorporating them 

into couple routines and discussions. Coordination may also reflect a 

preserved fociis on couple activities because good patient FS effectively 

manages potentially distracting illness stressors. On the other hand, 

coordination may imdermine FS by usurping the patient's personal sense of 

mastery. Coordination may also signal poor patient FS and the need for action 

by the couple. Predictions for marital coordination are more clear; marital 

satisfaction should be positively related to patient FS, given the relationship 

between good individual functioning and good marital functioning (e.g., 

Manne & Zautra, 1989). Further, given the reported differences in the process 

of support and marriage for men and women, it seems reasonable to expect 

sex differences in relationships between FS and spouse and marital variables, 

although the nature of those differences is still exploratory. 

Finally, the sixth research question concerned possible sex differences in 

the relationship between FS and patient, spouse, and marital functioning. 

Studies suggest that men and women experience illness differently, in terms 

of symptoms reported (Mendes, Davidoff, Cupples, Ryan, & Jacob, 1997), 

approaches to illness-management (Berkman, Vaccarino, & Seeman, 1993), 

and the importance of the social context of recovery (Belle, 1987). Given these 
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reported sex differences, FS may be differentially related to health and 

psychological ftmctioning and the marital relationship for male and female 

patients. As described above, FS may be more relevant to psychological 

distress among male patients (Taylor, Helgeson, Reed, & Skokan, 1991). Also, 

given findings that the social context tends to be more consistently related to 

positive functioning for men than for women (Shumaker & Hill, 1991), and 

that men appear to rely on their wives almost exclusively for support 

whereas women appear to draw from a larger support network (Belle, 1987), 

male-patient FS may be more related to the marital context than female-

patient FS. Further, because women appear to take primary responsibility for 

maintaining relationships (Belle, 1987), patient FS may be more related to 

what the female partner does, regardless of whether or not she is the patient. 

The present study explored the relationship between FS and patient sex, as 

well as testing for sex moderation of the relationship between FS and patient 

and marital variables. 
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METHOD 

Participants 

Participants for this study were a sub-sample of 88 patients and their 

spouses recruited for participation in the Michigan Family Heart Project 

(^^IFHP). Patients were recruited from the University of Michigan Coronary 

ICU, CHF Clinic, and Ward Cardiology Services, either during hospitalization 

or after referral to the clinic because of recent CHF diagnosis. Patients were 

eligible for this study if they showed persistent symptoms of CHF for at least 4 

weeks diagnosed by the participating cardiologist. Although study criteria 

included presenting with a Left Ventricular Ejection Fraction (LVEF) of 35% 

or less, where above 60% is normal fimctioning, several patients were 

included despite LVEFs above the stated cut-off. Specifically, six patients were 

included with LVEFs above 35%, one each with 36%, 37%, 43%, 48%, 65%, and 

67%. The four patients with LVEFs well above the stated cut-off met other 

criteria for congestive heart failure. Additionally, patients with other life-

threatening illnesses, such as hepatic disease, advanced pulmonary disease, or 

cancers (imless more than 5 years disease-free), were not eligible for the study. 

Subjects received financial compensation for their participation equaling $20, 

payable after returning initial questionnaires, or notification that they 

declined to complete initial questionnaires. 

A total of 201 patients participated in the larger MFHP project. The present 

study was based on a sub-sample of 88 patients (63 men and 25 women) for 

which audiotaped interviews were available and could be rated for FS. This 

sub-sample of 88 patients ranged in age from 29 to 78 years, with a mean age 

of 52.5 years. A total of 51 were Caucasian, 10 were African American, 6 were 
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from other ethnic backgrounds, and 21 did not provide ethnicity information. 

Regarding education, 24% of patients completed high school, and 34% 

attended some post-high school education. Patients reported annual incomes 

averaging approximately $30,000, with 23% of the sample reporting incomes 

of over $50,000 annually. Number of years married ranged from 4 months to 

53 years, with an average of 25.1 years. 

Procedure 

The data for this study came from patient medical records, interviews, and 

questionnaires. Interview and questionnaire measures included both 

established measures of patient, spouse, and marital functioning, as well as 

measures created specifically for the MFHP. While the majority of interview 

and questionnaire measures were given concurrently, telephone interviews 

and ongoing monitoring of medical records provided some measures of 

follow-up patient functioning. 

Both patients and spouses participated in interviews within 2 weeks of 

recruitment. Patients and their spouses were interviewed separately in their 

homes by same-sex interviewers, and interviews were audiotaped. Interviews 

assessed perceptions of patient self-efficacy, psychological distress, coping, 

marital functioning, and other variables. Three sections of the interview 

asked subjects to describe their responses to recent problems in the areas of 

health, finances, and marriage. For each problem-area, subjects identified the 

most stressful aspect of that problem (conjointly for the marital problem), 

through card-sorts of 5 possible aspects. Interviewers guided subjects to 

describe their appraisals, goals, coping, and resolution of the ranked as most 
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stressful. These sections of the interview were semi-structured, with both 

closed-ended and open-ended questions. 

Fighting spirit scores came from ratings of audiotaped responses to the 

health problem. Although both patients and spouses completed the 

interview, only patient responses were rated for FS. For the health problem, 

patients ranked the following by stressfulness: "My health itself", including 

sudden changes in the heart condition, concern about managing specific CHF 

symptoms, etc.; "My feelings about my health itself, including feeling 

distressed, demoralized, confused, like a burden to the family, etc.; 

"Relationships with family and friends", including being treated differently 

because of the illness, frequent argxmients, nagging by others to follow 

medical recommendations, etc.; "My work or social relationships", including 

not fulfilling work or social responsibilities, having to cut back hours at work, 

etc.; and "Health behaviors", including difficulty following medical 

recommendations, monitoring weight, avoiding emotionally-upsetting 

situations, etc. Interviewers then asked patients to describe a personal 

example of the stressful aspect of health chosen, along with their thoughts, 

perceptions of severity and personal control, goals, strategies, and success in 

handling the situation. 

At the conclusion of the in-home interview, patients were given 

questionnaires to be returned by mail. These "mail-back questionnaires" 

assessed patient optimism, psychological distress, personality, and physical, 

role, and marital ftmctioning. Questionnaires included standard measures 

with established reliability and validity, as well as new measures constructed 

specifically for the MFHP. Of the 88 patients in the FS sub-sample, 66 returned 
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follow-up questionnaires (yielding an overall 75% return rate, with 79.4% for 

male patients and 64% for female patients). Of their 88 spoxises, 67 returned 

follow-up questionnaires (yielding an overall 76.1% return rate, with 77.8% 

for wives of male patients and 72% for husbands of female patients). 

At approximately 9 months after the interview, patients were interviewed 

by phone. Following a scripted protocol, interviewers assessed patient 

psychological functioning, and other variables. Finally, for approximately 4 

years after the initial interview, information on patient survival was 

gathered via ongoing monitoring of medical records, publicly-available death 

records, and periodic phone contacts with patients or their families. 

Constructs and Measures 

Presentation of the measures used in this study will be organized 

according to the research question to which each corresponds. Specifically, 

measures address the validity of FS ratings, patient disease severity and 

general health, patient psychological fimctioning, patient follow-up survival, 

and the marital context. Measures vary by respondent (patient and/or 

spouse), format (medical records, interview, questionnaire), and by time of 

administration (intake, 9-month follow-up, 4-year follow-up). Appendix A 

summarizes the respondent, format, and administration time of each 

measure, as well as scale information and references. 

Patient fighting spirit 

This study proposes that fighting spirit is a multidimensional construct 

describing an active approach to managing illness, with eight proposed 

dimensions: optimism, sense of control, sense of purpose, self-efficacy, self-

esteem, adaptability, persistence, and active participation. Fighting spirit was 
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assessed by rating levels of each dimension in subjects' audiotaped interview 

responses to a recent health problem. 

The author trained 5 undergraduate psychology majors to recognize each 

dimension in patients' responses. Ratings were made on 9-point Likert-type 

scales, based on standard rating rules (included as Appendix C, a modified 

version of criteria used in the earlier FS studies described earlier). Training 

involved discussion of the fighting-spirit construct, thorough review of the 

rating rules, and consensus ratings of 7 tapes over two consecutive rating 

sessioiis. After initial training, raters made ratings independently and 

discussed any questions after ratings were made. To expedite the rating tasks, 

some audiotapes were rated during scheduled group rating sessions, and 

others were rated outside of group sessions at each rater's discretion. In total, 

64 of the audiotapes were rated in group sessions and 34 were rated outside of 

group sessions. Fighting spirit scores from two of these tapes were excluded 

from analyses: one because the subject seemed not to understand the 

interview task, and the other because of difficulty rating responses, even after 

extensive discussion. Also, as a reUability check, 8 audiotapes were rated twice 

by each rater. A total of 88 unique audiotapes yielded fighting spirit scores. 

Table 1 summarizes means, standard deviations, and ranges of individual 

FS dimensions, as well as mean total FS. Dimension means were consistently 

in the middle of the 9-point rating scale with small variances around the 

mean for all 8 dimerisions. Dimension ranges indicate that raters used the 

full rating scale for all but one dimension (adaptability), suggesting that these 

results are not due to restricted range of ratings. T-tests yielded no significant 

differences in individual dimension ratings or total FS ratings by patient sex. 
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Insert Table 1 about here. 

Following Rosenthal and Rosnow (1991), reliabilities of fighting spirit (FS) 

ratings were tested by calculating Cronbach's alphas for dimension and total 

scores, treating the six raters as items on a scale. Alphas were high for ratings 

of individual dimensions, ranging from .95 (for persistence) to .81 (for sense 

of purpose). Alpha for ratings of total FS (using the average of each rater's 

dimension ratings for each subject) was also high, equaling .95 (see Table 1). 

Alphas calculated separately for male and female patients yielded similar 

reliabilities for individual dimensions. While these analyses establish that FS 

was rated reliably, it does not address the internal coiisistency of the FS 

ratings. Given their centrality to this study, analyses establishing the internal 

consistency of FS ratings will be presented in the results section. 

To evaluate the test-re test reliability of ratings (or, more accurately, rate— 

re-rate reliability), a total of 8 audiotapes were rated twice by each rater (5 from 

male patients and 3 from female patients). Correlations between initial and 

subsequent ratings of these audiotapes were high, and there were no 

significant differences in test-re test rating reliabilities for tapes of male and 

female patients (see Table 1). Also, independent-samples t-tests showed that 

mean FS ratings did not differ significantly by whether the rating was done in 

the laboratory or independently (M. = 4.96 for lab ratings and M = 4.99 for 

independent ratings). A correlational analysis showed that fighting spirit 

ratings did not vary significantly with the order in which they were 

completed (i = -.07, ns). 
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Patient self-efficacy and personality 

Measures of patient self-efficacy and personality were included to test the 

convergent and discriminant validity of FS. Two of the proposed 8 FS 

dimensions— patient optimism and self-efficacy—were included in the current 

study to assess convergent validity of FS. Patient optimism was assessed by 

the 12-item Life Orientation Test questionnaire (LOT; Scheier and Carver, 

1985), completed as part of a packet of questionnaires to be retiamed by mailed 

to the researchers within several weeks of the interview (mail-back 

questionnaires). Of the 12 items, 8 are positive statements (e.g., "In uncertain 

times I usually expect the best"), and 4 are negative statements (e.g., "Things 

never work out the way I want them to"). Patients rated the degree to which 

they agreed with each item on a scale from 1 (strongly disagree) to 5 (strongly 

agree). 

The LOT is a widely-used instrument designed as a unidimensional 

optimism scale, with good reported reliabilities and convergent validity 

(Scheier & Carver, 1985). However, recent critiques suggest that the LOT may 

actually measure two distinct constructs—optimism and pessimism—rather 

than a single optimism dimension (Tennen, Affleck, Urrows, Higgins, & 

Mendola, 1992). In this study, patients' LOT responses showed significant 

association to justify creating a unidimensional optimism scale. Cronbach's 

alphas for the 12-item scale were .78, with no significant sex differences in 

internal consistency. For the current study, patients' LOT scores were 

calcxilated as item means, averaging M = 3.46 (SD = .63), with no significant 

differences by patient sex. 



101 

Patient self-efficacy was assessed by 12 items in the interview addressing 

confidence in managing CHF, including adhering to exercise, diet, and 

medication regimens, and effectively interacting with family and treatment 

staff. Respondents rated their confidence in managing each of 12 aspects of 

CHF on a scale from 1 (not at all) to 10 (completely). This measure was 

developed for a previous study of managing heart disease (Coyne, 1988), and 

revised for use with the current sample. Patients' self-efficacy scores were 

calculated as item means, averaging 8.06 (SD = 1.13), with no significant sex 

differences. Patients' ratings formed a scale with acceptable internal 

consistency (alpha = .76). Spouses also rated patient's self-efficacy for 

managing CHF, administered in a parallel set of 12 items administered during 

the spouse interview. The spouse's perception of the patient's efficacy is 

included to describe the marital context of FS. 

Two personality styles—emotional stability (or conversely, neurotidsm) 

and agreeableness— were included in the current study to test for discriminant 

validity. These personality styles have been identified as especially relevant to 

studies of health and social support (Mroczek, Spiro, Aldwin, & Ozer, 1993), 

and are theoretically distinct from FS. Both styles were assessed by mail-back 

questionnaire completed within several weeks of the patient interview. 

Patients were asked to rate the degree to which each of 40 traits applied to 

them, using a 9-point scale ranging from extremely inaccurate to extremely 

accxirate. Of the 40 traits, 20 formed the emotional stability scale and 20 

formed the agreeableness scale. The 40 traits were a subsample of 100 traits 

foimd to reflect the five factor model of personality (Goldberg, 1990). Scale 

scores were calculated as item means, averaging M = 5.50 (SD = .94) for 
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emotional stability and M. = 6.80 (SD = 1.05) for agreeableness, with no 

significant sex differences. Cronbach's alphas for both personality scales were 

good, equaling .77 for emotional stability and .85 for agreeableness. 

A composite measure of trait anger also was included in the current study 

to assess discriminant validity of FS. Patients rated their agreement with 14 

items on a scale from 1 (strongly disagree) to 5 (strongly agree) as part of the 

mail-back questionnaires completed within several weeks of the interview. 

Examples of items include, "I get so angry, I feel I might lose control", and "I 

often feel that I am angrier than I think I should be". Items were taken from 

two established meastures: an aggression questionnaire (Buss & Perry, 1992) 

and the Multidimensional Anger Inventory (Siegel, 1985). The composite 

scale demonstrated excellent internal consistency, with Cronbach's alpha 

equaling .93 for the total sample, and no significant sex differences. Scale 

scores were calctilated as item means, averaging 2.39 (SD =.93), with no 

significant differences for male or female patients. 

Patient physical health 

Patient physical health was assessed by three measures of disease severity 

specific to CHF, and two measures of non-specific health fimctioning. The 

three indicators of CHF severity were included in the current study: New 

York Heart Association classification (NYHA), left ventriciolar ejection 

fraction (LVEF), peak oxygen consumption (VO2 max)- The New York Heart 

Association classification for CHF severity is a rating of the amoimt of effort 

required to provoke fatigue, shortness of breath, or heart palpitation 

(Braunwald, 1992). Patients generally perform minimal physical activity (e.g., 

walking across a room), and their performance is rated by an observer. 
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Traditionally, ratings are made on a 4-point scale, although observers used a 

7-point scale (1,1.5, 2,2.5,3,3.5,4) for the current study. Increasing NYHA 

Qass ratings denote increasing exacerbation of symptoms after ordinary 

activity. Qass 1 indicates no symptom exacerbation; Qass 2 indicates some 

symptom exacerbation with ordinary exertion, but general comfort at rest; 

Qass 3 indicates marked symptom exacerbation with less them ordinary 

activity; and Qass 4 indicates that QIF symptoms are present even at rest. In 

the current study, mean NYHA was 3.53 (SD = 1.54), with no significant 

differences when analyzes separately for male and female patients. 

Left ventricular ejection fraction (LVEF) is a measure of the heart's 

piimping capacity. It is one measure obtained in radionuclide angiography, in 

which a radioactive substance is injected into the bloodstream and blood flow 

aroimd the heart is assessed by tracking radioactivity levels. LVEF represents a 

ratio of end-diastolic radioactivity (i.e., blood flow into the heart) minus end-

systolic radioactivity (i.e., blood flow out of the heart), divided by end-

diastolic radioactivity adjusted for backgroimd radioactivity. LVEF is described 

as a percentage, with values below 50-60% indicating impaired circulatory 

abilities. A LVEF of less than 35% generally indicates QIF. (Beller & Kaul, 

1994) In the current study, mean LVEF was 22.94 (SD = 10.30), with no 

significant differences by patient sex. 

Peak oxygen consumption is a measure of the body's use of oxygen during 

isotonic exercise. Isotonic exercise involves muscle contractions that propel 

the body, such as walking or running, and produces a cardiovasciilar response 

proportional to the intensity of the exercise. The normal cardiovascular 

response to isotonic exercise includes increased heart rate, arterial pressure. 
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and oxygen uptake by the lungs. VO2 max is calculated by multiplying heart 

rate and systolic blood pressure, with normal values generally above 20 

ml/kg. Sub-optimal peak oxygen consimiption suggests heart dysfunction, 

including poor circulation that defines CHF, but does not isolate a particular 

cause of dysfunction. (Beller & Kaul, 1994) In the current study, mean peak 

oxygen function was 16.97 (SD = 4.96), with no significant differences in 

separate analyses by male and female patients. 

Two measures of general health not specific to CHF were included in this 

study: blood pressure and general health fvmctioning. Arterial blood pressure 

is a measure of the force exerted by the blood on the blood vessel wall, and 

involves a complex interaction of blood volume, heart rate, elasticity of 

arterial walls, and other factors (Wells, Stokes, & Mahoney, 1983). While 

blood pressure is not specific to CHF, high blood pressure is a risk factor for 

coronary artery disease, heart attack, and stroke. Also, high blood pressure has 

been related to psychosocial factors, most commonly to a Type-A personality 

style and to its hostility component (Friedman & Rosenman, 1974). Blood 

pressure during screening was taken from patient medical records. Blood 

pressure is generally interpreted as a categorical measure, specifically either 

low or high, with variations in readings within each category not as 

meaningful as membership in the categories themselves. Blood pressure 

readings below 140/90 are generally considered normal, while readings above 

this level are generally considered high. Following this practice, blood 

pressure was transformed into a dichotomous variable, with values up to 

140/ 90 considered low blood pressure, and values above that considered high 

blood pressure. In the present study, 39.8% were classified as having low 
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blood pressure and 38.6% were classified as having high blood pressure, with 

missing blood pressure data for 21.6% of patients. Further, when analyzed 

separately, more male patients had high blood pressure (46% vs. 36.9% with 

low blood pressure) than did female patients (20% vs. 52% with low blood 

pressure). A paired t-test showed this difference was statistically significant; 

i(67) = 2.16, < .05. 

Patient general health fimctioning was assessed by the Medical Outcomes 

Study (MOS) questionnaire, a psychometrically-sound instnmient considered 

the state-of-the-art in multidimensional health assessment (Ware & 

Sherboume, 1992). The MOS consists of subscales addressing multiple areas of 

health functioning, and has been used successfully to assess health 

functioning of CHF patients (Stewart, Hays, & Ware, 1988). This study 

included 5 MOS subscales, assessing physical functioning, physical role 

functioning, emotional role fimctioning, bodily pain, and general health. The 

physical fimctiorung subscale included 10 items, each rated on a 3-point scale, 

assessing the degree to which patients' health limited participation in various 

activities, such as lifting, climbing stairs, walking, and bathing. The physical 

functioning subscale included 4 items, each rated on a dichotomous yes-no 

scale, assessing limitations in performing work duties as a result of physical 

limitations. The emotional role functioning subscale included 3 items, each 

rated on a dichotomous yes-no scale, assessing limitations in performing 

work duties as a result of emotional distress. The bodily pain and general 

health subscales each were single items, rated on 6-point and 5-point scales, 

respectively. Patients completed the MOS within several weeks of the 

interview, as part of mail-back questionnaires. 
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The five MOS subscales showed suffident association to justify combining 

them into a single indicator of health fimctioning. Cronbach's alpha equaled 

.80 for the composite scale, with no increases in alpha by deleting any 

subscale. A composite MOS score was created by transforming each sub-scale 

score into a standardized z-score and then averaging the 5 subscales. Of 

course, the value of the average of z-scores is about 0. Variances for MOS 

composite scores were SD = .74 and ranged from -1.47 to 1.94 across the total 

sample, with no significant sex differences. 

Patient psvchological functioning 

Patient psychological functioning was assessed by psychological distress, 

life satisfaction, and patient coping. All three measures were assessed 

concurrently with FS, and psychological distress and life satisfaction were also 

assessed by telephone interview at approximately 9-month follow-up. 

Concurrent psychological distress was assessed by the depression and anxiety 

subscales of the Hopkins S)anptom Checklist 90-Revised (SCL-90-R; Derogatis, 

Lipman, Rickels, Uhlenhuth, & Covi, 1974). The SCL-90-R has good 

established reliability, internal consistency, and validity (Derogatis, 1977), and 

has been shown to detect differences in psychological distress in clinical and 

medical populations (for review, see Derogatis, 1990). 

A total of 25 items were administered dtiring the interview, and then 

again as part of the mail-back questionnaires completed within several weeks 

of the interview. For both methods of administration, instructions requested 

that subjects rate the extent to which they had been bothered by various 

symptoms of "stress and strain" within the last 3 months on a scale from 1 

(not at all) to 4 (extremely), yielding a maximiim score of 100. Both the 
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interview measiire (alpha = .92) and the questionnaire measure (alpha = .94) 

yielded reliable scales. Also, scores from the two methods were highly 

correlated (£= .62, .001). Given their significant correlations and problems 

with missing data, distress scores from the interview and questioimaire 

measures were averaged, yielding an internally-consistent, single indicator of 

psychological distress. Patients' scores on the combined distress measure 

averaged M = 46.10 (SD = 11.05), and separate analyses yielded no significant 

differences between male and female patients. Spouses also completed the 

interview and questionnaire measures of concurrent psychological distress. 

Spouse distress will be discussed further in the upcoming section on the 

marital context of FS. 

Patient life satisfaction was measured by a 5-item scale concurrently with 

FS as part of the mail-back questionnaires. For each of 5 areas of life—married 

life, family life, friendships, standard of living, and overall—patients rated 

their satisfaction on a scale from 1 (very imsatisfied) to 5 (very satisfied). Scale 

scores were calculated as item means, averaging M. = 4.08 (SD = .67) for initial 

satisfaction, with no differences by patient sex. 

Two types of individual patient coping were assessed in the current study; 

problem-focused coping and emotion-focused coping. Problem-focused and 

emotion-focused coping were assessed dtiring interviews by coping scales that 

were developed specifically for the MFHP project, and based on Lazarus and 

Folkman's Ways of Coping measvire (1984). For each of three areas—health, 

finances, and marriage—subjects identified the strategies they had used to 

manage the stressful situation. A total of 5 items assessed problem-focused 

coping for each stressor. Examples of problem-focused strategies include 
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"Gathered more information about the problem" and "Spoke up, asserted 

myself or made an extra effort". A total of 9 items assessed emotion-focused 

coping for each stressor. Examples of emotion-focused strategies include 

'Tried to forget things or take my mind off things" and "Tried to calm down 

or worked to control my emotions". Scores for problem-focused coping and 

emotion-focused coping for each topic were calculated by adding the number 

of strategies endorsed. Mean problem-focused coping across problems for 

patients equaled 2.45, SD = 1.00, with no significant differences when analyzed 

separately for male and female patients. Mean emotion-focused coping across 

problems for patients equaled 3.73, SD = 1.76, with no significant sex 

differences. 

Reliability analyses showed sufficient association between problem-

focused coping across the three problems to justify creation of general 

problem-focused and emotion-focused coping variables. Specifically, 

Cronbach's alpha for health, financial, and marital problem-focused coping 

was .75, with no increases in alpha by deleting any subscale, and no significant 

differences in scale alphas by patient sex. Analyses yielded similar results for 

emotion-focused coping, with Cronbach's alpha for health, financial, and 

marital emotion-focused coping equal to .73, with no increases in alpha by 

deleting any subscale, and no sex differences in scale reliability. 

Follow-up patient psychological distress and life satisfaction were assessed 

by phone interview approximately 9 months after the initial interview. A 14-

item subset from the Hopkins Symptom Checklist 90-Revised assessed 

follow-up psychological distress, forming a scale with good internal 

consistency. Patients were asked to rate the degree to which they had been 
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bothered by each symptom over the past week, using the same 4-point scale as 

the original interview measure. Scale scores reflect item means rather than 

total scores, given that only a subset of items were administered. Patients' 

item means for follow-up distress averaged 1.79 (SD = .65), and there were no 

significant sex differences when analyzed separately for male and female 

patients. Patients' scores for initial psychological distress and follow-up 

distress were significantly correlated (r = .42, ̂  < .01). 

Patient life satisfaction was assessed by the same 5-item scale used for 

concurrent measurement. Scale scores ,calculated as item means, averaged 

4.10 (SD = .61). Separate analyses by patient sex yielded no significant 

differences. Scores for initial life satisfaction and follow-up satisfaction were 

significantly correlated across the total sample (r = .64, ̂  < .001, n=34), with the 

correlation for male patients significantly higher (£= .66, .001) than 

correlations for female patients (t = .27, ns). 

Patient survival 

Patient survival over approximately 4-year follow-up was determined by 

regular monitoring of medical records, contact with patients or spouses, or by 

review of government records of patients' deaths. Of the 88 patients in the FS 

sub-sample, 54 were alive at approximately 4-year follow-up (61.9% of male 

patients and 60% of female patients), with no significant differences when 

analyzed separately for male and female patients. 

The Marital Context of Fighting Spirit 

The marital context of FS was assessed by patient and spouse relationship-

focused coping, spouse distress and perception of the patient's efficacy, and 

marital satisfaction and coordination. Relationship-focused coping was 
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assessed in patient and spouse interviews, and as part of mail-back 

questionnaires completed within several weeks of interviews. Two measures 

of relationship-focused coping were included: protective buHering of the 

peirtner from stress and active engagement of the partner in problem-solving. 

Both measures were designed by the principle investigator, and revised for 

application to the current sample. Although the two types of relationship-

focused coping were assessed in interviews specific to health, financial, and 

marital stressors, poor scale internal consistency precluded use in analyses. 

However, mail-back questionnaire measures of health-specific protective 

buffering and active engagement provided internally-consistent scales. 

In mail-back questionnaires, patients and spouses rated 23 items (14 

comprising the protective buffering scale and 8 comprising the active 

engagement scale) on a scale from 1 (never) to 5 (very often). Protective 

buffering items assessed the degree to which each partner tries to protect the 

other from conflict and stress. Examples of protective buffering include, 

'Tried to avoid upsetting my spouse" and "Insisted that I could manage 

things by myself'. Mean protective buffering scores were calculated as item 

means, averaging 2.80 (SD = .67) for patients and 3.14 (SD = .67) for spouses, 

with no significant sex differences. Active engagement was assessed by an 8-

item questionnaire assessing the degree to which each partner tries to involve 

the other in illness-related problem-solving. Examples of active engagement 

include, 'Tried to find out how my spouse was feeling about the problem" 

and "Asked my spouse to take over some of my responsibilities". Mean active 

engagement scores also reflected item means, averaging 3.28 (SD = .83) for 

patients and 3.41 (SD = .68) for spouses, with no significant sex differences. 



Ill  

Patient and spouse responses were largely unrelated for protective btiffering (t 

= .09, ns) and active engagement (t= .12, ns). 

Regarding internal consistency, total scale alphas for protective buffering 

were ,90 for patients and .84 for spouses; total scale alphas for active 

engagement were .84 for patients and .74 for spouses. Fxirther, although these 

two measures of relationship-focused coping were significantly correlated Cl = 

A3, p. < .001 for patients; £ = .79, p, < .001 for spouses), these variables were 

treated as separate variables in all analyses. This separate treatment was based 

on theoretical predictions that they might be differentially-related to FS, and 

subsequent analyses supported these predictions. 

The spouse's perception of patient efficacy for illness-management was 

assessed by a 12-item scale administered in the interview, and paralleling the 

patient's self-efficacy scale. Items were aspects of managing CHF, including 

adherence to medical regimens and interacting with family and treatment 

staff. Spouses rated their confidence in patients' ability to manage each of 12 

aspects of CHF on a scale from 1 (not at all) to 10 (completely). Spouses' 

ratings were calculated as item means, averaging 7.91, (SD = 1.34), with no 

significant sex differences. Spouse ratings formed a scale with acceptable 

internal consistency (alpha=.83). Spouse ratings of patient efficacy correlated 

significantly with patients' own ratings (r = .43, .001). 

Spouses also completed a questionnaire and interview measure of 

psychological distress, assessed by a sub-set of 14 items from the depression 

and anxiety subscales of the Hopkins Symptom Checklist 90-Revised (SCL-90-

R; Derogatis, Lipman, Rickels, UhlerJiuth, & Covi, 1974). Similar to patient 

psychological distress, questionnaire and interview measures were combined 



112 

into a single indicator of psychological distress. Spouses' scores on the 

combined distress meastire averaged 43.24 (SD =12.28), with no significant 

differences when analyzed separately for husbands and wives of patients. 

Patient and spouse marital satisfaction were assessed by 7 items from the 

Dyadic Adjustment Scale (DAS; Spanier, 1976). These items evaluated the 

degree of current marital happiness and conflict, on a scale from 1 (very 

unsatisfied) to 5 (very satisfied), and were administered in the interview. 

Spanier reports excellent internal consistency for the original 32-item scale 

(alpha = .96), and reports that the DAS discriminates between married and 

divorced couples. Total scale alpha for the current sample was acceptable for 

patients (alpha = .71) and spouses (alpha = .79). 

Scale scores reflect item means, averaging 4.24 (SD = .72) for patients and 4.15 

(SD = .85) for spouses, with no significant sex differences. Patient and spouse 

marital satisfaction were correlated (z = 70, < .001), and so were combined in 

the interest of data reduction. A couple-level marital satisfaction variable was 

created by averaging patient and spouse reports, averaging 4.20 (SD = .72) for 

the total sample. Separate analyses yielded differences by sex, with male 

patients and their wives reporting lower marital satisfaction (M. = 4.07, SD. = 

.80) than female patients and their husbands (M.= 4.53, SD= .28). A paired t-

test indicated this difference was statistically significant: i(86) = -2.87, pi < .05). 

Marital coordination was assessed by two measures designed specifically 

for the MFHP: one meastiring couple routines and the other measuring 

frequency of useful illness-related discussions. The 17-item couple routines 

scale was a composite of two existing measxires: the Fannily Time and 

Routines Index (McCubbin & Thompson, 1991) and the Family Routines 
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Inventory (Jensen, James, & Boyce, 1983). Patients and spouses completed this 

composite scale as part of the mail-back questionnaires within several weeks 

of the interview. Each of the 17 items in the scale describes a "couples" 

scenario, e.g., "You and your spouse eat one meal together", and "You and 

your spouse have time together often". For each scenario, respondents rated 

the degree to which it was true for them using a scale from 1 (false) to 4 (true). 

Scale scores reflect the item means, averaging 3.09 (SD = .55) for patients, with 

no significant sex differences. Scale scores averaged 3.11 (SD— .60) for spouses, 

with wives' couple routines scores averaging significantly lower than 

husbands' scores (M. = 2.98, SD. = -64 vs. M = 3.43, SDl = -31, respectively). 

Patient and spouse ratings of couple routines correlated significantly (i = .67, p. 

< .001), and so were combined into a couple-level variable in the interest of 

data reduction. Means for the couple-level routines variable were 3.10 (SD = 

.53) for the total sample. Separate analyses by patient sex foimd fewer couple 

routines for male patients and their wives (M.= 2.99, SD= .56), than for female 

patients and their husbands (M. = 3.37, SH = -28). A paired t-test showed that 

this difference was statistically significant: i(86) = -3.27, ̂  < .01. 

Another measure of marital coordination was an 8-item scale designed 

especially for the MFHP, assessing the frequency of useful illness-related 

discussions. Using a scale ranging from 1 (never) to 5 (very often), patients 

and spouses rated the frequency with which they have useful discussions 

about symptoms and treatment of CHF, what to expect for the future, and the 

impact of the illness on the marriage. Scale scores reflect item meaiis, 

averaging 3.04 (SD = .80) for patients and 3.16 (SD = .80) for spouses, with no 

significant differences when analyzed separately by patient sex. This measure 
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of useful discussions showed good internal consistency, both for patients 

(alpha = .85) and for spouses (alpha = .84). Patient and spouse ratings of useful 

discussions correlated significantly (i = .43, ̂  < .001), and so were combined in 

the interest of data reduction. A couple-level useful discussion variable was 

created by averaging patient and spouse reports, yielding a mean of 3.10 fSD = 

.68) for the total sample. Male patients and their wives reported slightly less 

frequent useful discussion (M, = 3.04, SC = .69), than did female patients and 

their husbands (M.= 325, SD.= -63), but this difference was not statistically 

significant. 
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RESULTS 

The results are organized into 5 sections, corresponding to the first five 

research questions. Spedfically, these sections address the reliability, internal 

consistency, and validity of a new rating scale for FS; the association between 

FS and patient physical health; the association between FS and patient 

psychological functioning, both concurrently and at foUow-up; the 

relationship between FS and survival to 4-year follow-up; and the marital 

context of FS. The final research question, regarding sex differences in the 

relationship between FS and patient, spouse, and marital measures, is 

addressed as part of each of the five previous sections. 

Statistical analyses primarily were cross-sectional, because most variables 

were assessed concurrently with FS. In order to simplify analyses, FS was 

treated as the criterion variable in regression analyses, a choice justified 

statistically given that direction of causality is arbitrary in concurrently 

measured variables. Although most regressions were simultaneous, 

hierarchical regressions tested the incremental validity of spouse and marital 

variables over the contribution of analogous patient variables. For analyses 

with follow-up meastires—psychological distress, life satisfaction, and 

survival—partial correlations tested FS as a predictor, after first controlling for 

the initial level of the relevant follow-up variable. Finally, in testing the 

association between FS and patient, spouse, and marital variables, analyses 

assessed any change in observed associations after accoxmting for patient 

health. When such a change was foimd, statistics reported reflect analyses 
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including patient health; otherwise, statistics reported reflect only the 

variables relevant to a particular section. 

To explore for sex differences in the association between FS and other 

variables, bivariate correlations were calculated for the total sample, and 

separately for men and women. When correlations suggested meaningful sex 

differences, regressions tested for sex moderation. For each test of sex 

moderation, difference scores were used as predictor variables in order to 

standardize across different scales. 

It is important to acknowledge that the strategy outlined above greatly 

increases the probability of finding statistical significance by chance because of 

so many separate analyses (i.e., alpha slippage). The problem of alpha slippage 

can be addressed in several ways, including reducing the number of analyses 

conducted, and adjusting the significance level based on the nimiber of 

analyses conducted. In order to reduce the number of analyses conducted, and 

to account for redxmdant variance among predictors, multivariate analyses 

were used whenever possible. Also, measures were combined into composite 

variables whenever theoretically and statistically justified. Given the 

exploratory natiire of many of the analyses, especially tests of sex differences 

in FS relationships, adjustment of the acceptable significance level was not 

done in this study. Such adjustment would have created an unreasonably 

strict significance threshold, and is likely to have eliminated interesting 

results. Thus, significant results should be considered as exploratory, and 

should be interpreted with appropriate caution. 

Finally, although regression strategies were chosen in order to incorporate 

into data analysis the full range of subject responses, figures of interesting 
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findings are based on categorical analyses for easier visual representation. 

Median splits categorized subjects as either low or high fighting spirit, and 

MANOVAs tested the relationship between FS category and relevant patient, 

spouse, and marital variables as a function of patient sex. In several cases, 

categorical analysis rendered a previously-significant result non-significant. 

Significant levels are reported for F-tests reaching significance, or for 

interaction effects that were significant in regression analyses. 

Internal Consistency and Validitv of Fighting Spirit Ratings 

The foundation of establishing the internal consistency and validity of the 

FS ratings is to demonstrate that FS can be reliably rated. As reported in a 

previous section, FS ratings showed high interrater agreement, both for 

individual dimensions and for total FS scores. Given that FS ratings appear 

reliable, analyses can now evaluate the internal consistency and validity of 

the FS ratings. 

FS dimensions were highly intercorrelated, and were highly correlated 

with total FS (calculated as the mean of eight dimension scores). Table 2 

summarizes the intercorrelations of FS dimensions and total FS scores. Alpha 

for the eight dimensions was also high for the total sample (alpha = .97), with 

no increase in alpha by removal of any dimension. Taken together, these 

results suggest that dimension scores demonstrate sufficient overlap to justify 

combining them in upcoming analyses. Further, separate analyses for male 

and female patients showed no significant sex differences in level of FS (for 

male patients, M = 4.99, SI2 = 1-22; for female patients, M = 4.88, SI2 = 1.36), or 

in the internal consistency of FS (for male patients, alpha = .97; for female 

patients, alpha = .97). 
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Insert Table 2 about here. 

One possible conclusion from these analyses is that the overlap among the 

eight proposed dimensions reflects their common relationship to a single, 

internally-consistent construct, namely fighting spirit. Further, the proposed 

dimensions may not be distinct at all, but may be different manifestations of a 

fighting spirit approach to coping with CHF (or illness, more generally). 

Another possible conclusion is that dimension overlap may be due to shared 

method variance, because dimension scores were rated simultaneously from 

audiotapes. A conclusive test of the method variance explanation was not 

possible in this study because only two FS dimensions were assessed by 

multiple methods (e.g., self-efficacy and optimism were assessed by self-

report, as well as in FS ratings). 

Several established measures were included in the current study to assess 

the convergent and discriminant validity of the FS ratings. Table 3 

summarizes the bivariate correlations between FS and these measures by 

patient sex. In order to demonstrate validity, FS should be more related to 

theoretically-similar constructs than it is to theoretically-unrelated constructs. 

In this study, FS should be related to its component dimensions measured 

separately (self-efficacy and optimism), and to problem-focused coping, but 

should not be related to two "Big-Five" personality measures (agreeableness 

and emotional stability), anger, or emotion-focused coping. As expected, 

fighting spirit scores were significantly correlated with patient reports of self-

efficacy and optimism, with no significant differences when analyzed 
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separately by patient sex. Contrary to predictions, FS was not significantly 

related to problem-focused coping across the total sample, however separate 

analyses for male and female patients indicated interesting di^erences. 

SpedficaUy, FS showed a significant and positive correlation among female 

patients, and a non-significant and negative correlation among male patients. 

(Additional discussion of patient coping follows in an upcoming section.) 

Insert Table 3 about here. 

Further, FS should not be related to two "Big-Five" personality measures: 

agreeableness and emotional stability (or conversely, neiirotidsm). As 

predicted, fighting spirit scores were not significantly correlated with 

emotional stability, suggesting that tmlike hardiness effects, FS effects are not 

likely to be spurious effects based on an association with neviroticism. Also as 

predicted, fighting spirit scores were not significantly correlated with 

agreeableness, pre-empting the possible critique that FS is an overly-general 

construct measuring positivity rather than a specific approach to illness. FS 

also shows little relationship to patient self-reports of hostility, suggesting 

that FS does not share the hostility component identified as central to Type A 

behavior pattern. Finally, as expected, FS scores were not significantly related 

to emotion-focused coping. There were no differences in the associations 

between FS and these measures when analyzed separately for male and 

female patients. 

In addition to demonstrating its convergence with, and discriminance 

from other measures, valid FS ratings shoxild not vary significantly by 
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variables other than differences in patient responses. FS scores did vary 

significantly with the type of health topic ranked as most stressfxil (and 

subsequently discussed in the interview). Of the five health topics, the 

majority of patients ranked "My health itself' (36.4%), "My work or social 

relationships" (35.2%), or "My feelings about my health itself (19.3%) as the 

most stressful aspect of their health problem, with similar patterns for male 

and female patients. An ANOVA compared mean FS ratings of patients as a 

function of the health topic chosen, and yielded a significant main effect: F(l, 

84) = 4.77, < .01). Specifically, patients ranking as most stressful their feelings 

about their health had the lowest fighting spirit scores, patients ranking as 

most stressful their health itself had the highest fighting spirit scores, and 

patients ranking as most stressful their social or work relationships had 

moderate fighting spirit scores. This association may describe a tendency for 

patients with higher FS to focus less on their distress and more on the health 

task at hand, or may reflect a bias in the rating system against patients who 

discussed their health-related distress. In any case, it is important to note that 

patient FS varied significantiy by the aspect of health rated as the most 

stressful. 

In addition to correlating with health topic chosen, FS scores also 

correlated significantiy with the length of the health crisis interview (i = .24, 

< .05), with no apparent differences when analyzed separately for male and 

female patients. The health section of the interview lasted an average of 14 

minutes, ranging from 4.5 minutes to 30 minutes. Variation in interview 

length reflects the length of patient responses to interview questions, which 

may in turn reflect other factors, such as the interviewer's style of interacting 
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with the patient. The observed relationship between FS and time of the 

health section of the interview may reflect a bias in the rating system in favor 

of patients who talk more, a genuine tendency for patients with higher 

fighting spirit to elaborate their responses, or perhaps even an interviewer 

tendency to take more time with patients who express a fighting-spirit style of 

coping with their health problem. 

To summarize, the proposed dimensions of FS appear to form a reliably-

rated, internally-consistent construct. Further, FS demonstrates appropriate 

convergence with independently-measured component dimensions, and 

discrimination from theoretically-distinct personality, affect, and coping 

measures. However, FS did not relate to problem-focused coping as expected, 

and did vary by several interview factors. Although these imexpected 

findings deserve further exploration, they do not jeopardize the reliability of 

FS, and may reflect important distinctions regarding FS, rather than simply 

biases in the FS rating system. With this data supporting the reliability and 

internal consistency of the FS ratings, further analyses now can investigate 

the relationship of FS to patient, spouse, and marital fxmctioning. 

Patient Physical Health 

Patient physical health was assessed by three indicators of CHF severity 

(peak oxygen consumption, NYHA classification, and left ventricle qection 

fraction), and two measures of non-specific health functioning (blood 

pressure, and general health fimctioning). Table 4 shows the bivariate 

correlations and regression beta weights for physical health variables 

predicting FS, by patient sex. FS was not significantly related to any of the 

three measures of CHF severity across the total sample. However, separate 
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analyses for male and female patients indicated marked sex differences both 

for peak oxygen consumption and NYHA class. Specifically, correlations 

between FS and peak oxygen consimiption were significant and positive for 

male patients, and were non-significant and negative for female patients. A 

simultaneous regression yielded a significant sex moderation effect for peak 

oxygen consimiption predicting FS Qi =-.27,1 =-233, < 05). Regarding NYHA 

classification, correlations between FS and NYHA were significant and 

negative for male patients, and were non-significant and positive for female 

patients. Despite the apparent sex difference, a simultaneous regression 

yielded a non-significant sex moderation for NYHA predicting FS (b = .16, t = 

1.51, ns). There were no significant relationships between FS and left ventricle 

ejection fraction when analyzed separately for male and female patients. 

Taken together, these results suggest that FS may be associated with better 

baseline health for men and poorer baseline health for women. 

Insert i able 4 about here. 

Also, FS was significantiy and positively correlated with having high 

blood pressure across all patients (i = .33, < .05). Separate correlations by 

patient sex suggested significant sex differences, with the relationship between 

FS and high blood pressure higher for female patients (r, = .60, ^ < .01) than for 

male patients (r = .25, ns). Despite the observed sex difference, a simultaneous 

regression yielded a non-significant interaction term for high blood pressure-

by-sex. These results suggest that an FS approach to illness may be associated 
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with having high blood pressure, and especially so for female patients, 

although the sex difference was not significant in this sample. 

In addition to measxares of disease severity, analyses tested the relationship 

between FS and health functioning, as measured by a composite of MOS 

subscales (general health, functional limitations due to physical symptoms or 

emotional distress, and bodily pain). While FS scores did not correlate 

significantly with health functioning for the total FS sample (i = -20, ns), 

correlations were positive and significant for male patients (£= .34, .05), 

and negative and non-significant for female patients (i—-23, ns). A 

simultaneous regression equation yielded a significant sex moderation effect 

02 = -24,1 = -1.96, p, < .05), suggesting that the relationship between FS and 

health fimctioning is significantly different for male and female patients. 

Consistent with the restilts for indices of disease severity, these restilts suggest 

that FS appears to be positively related to baseline health ftmctioning for male 

patients, but negatively related to health functioning for female patients. 

Figure 1 illustrates the relationships between FS, peak oxygen 

consumption, and general health functioning as a function of patient sex. As 

described previously, a median spUt grouped subjects either as low or high 

fighting spirit, and MANOVAs tested the relationship between FS group and 

indicators of physical health as a function of patient sex. This figxire 

demonstrates that FS is related to poorer initial physical functioning among 

female patients, and is imrelated to peak oxygen consxmiption and related to 

better general health fimctioning among male patients. 

Insert Figtire 1 about here. 
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Multivariate regressions tested the associations between health variables 

and FS for the total sample and separately for male and female patients. The 

three indicators of CHF severity, high blood pressure, and general health 

fimctioning were entered into simultaneous regressions predicting FS. These 

multivariate regressions showed fair prediction of FS from health variables 

for the total sample and for male patients, with apparently stronger prediction 

of FS for female patients. Also, while CHF severity measures significantly 

predicted FS for male patients, blood pressure was the best predictor of FS for 

female patients. 

In summary, while FS appears related to better health based on measures 

of CHF severity and general health fimctioning for male patients, FS appears 

related to poorer health for female patients. Given the associations found 

between FS and health, additional analyses testing fighting spirit as a 

predictor of patient functioning and the marital context wUl test for the 

contribution of health to any observed relationships. 

Patient Psychological Functioning 

The current study assessed the relationship between FS and indicators of 

patient psychological functioning, both concurrently and at follow-up. 

Indicators of concurrent patient functioning were psychological distress, life 

satisfaction, and individual coping. Table 5 summarizes the bivariate 

correlations between FS and indicators of psychological fimctioning, and beta 

weights of psychological fimctioning predicting FS. 

Insert Table 5 about here. 
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Regarding conoirrent patient psychological distress, FS was significantly 

and negatively correlated with concurrent distress across the total sample, 

with apparently stronger correlations for male patients than for female 

patients. Despite the apparent sex difference, a simultaneous regression 

yielded a non-significant sex moderation. FS was not significantly correlated 

with concurrent life satisfaction across the total sample, and there were no 

differences when analyzed separately by patient sex. Similar to the results for 

CHF severity and health functioning, FS appears to imply better concurrent 

psychological functioning among male patients; however, FS appears less 

related to concurrent psychological fimctioning for female patients. 

Two indicators of individual patient coping were included in the current 

study: problem-focused coping and emotion-focused coping. Contrary to 

predictions, fighting spirit did not correlate significantly with problem-

focused coping for the total sample, however separate analyses for male and 

female patients indicated significant sex differences. Figure 2 illustrates the 

relationships between FS and problem-focused coping as a function of patient 

sex. Specifically, FS was significantly and positively correlated with problem-

focused coping among female patients, but non-significantly and negatively 

correlated among male patients. A simultaneous regression yielded a 

significant sex moderation effect CI2 = .30, i = 2.78, .01), suggesting that FS 

was significantly more associated with active problem-solving strategies 

among female patients than among male patients. Further, as expected, FS 

scores were not significantly related to emotion-focused coping, with no 
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significant sex differences. This finding suggests that active problem-solving 

may be ftmdamental to FS for female patients but not for male patients. 

Insert Figure 2 about here. 

Concurrent psychological functioning measures also were entered into a 

multivariate regression predicting FS, to evaluate relationships after 

accoimting for shared variance between predictors. Additionally, patient self-

efficacy was included as a predictor, given its reported importance to general 

patient functioning and to managing heart disease. While the group of 

predictors accoimted for similar variance among male and female patients, 

there were sex differences in which predictors were relevant. Specifically, 

patient self-efficacy was the only significant predictor of male FS, while 

problem-focused coping was the only significant predictor of female FS. Also, 

while psychological distress was significantly related to FS in bivariate 

correlations for the total sample and for male patients, accoimting for shared 

variance among the predictors decreased the contribution of FS to non

significant levels. 

Partial correlational and regression analyses also tested for any change in 

these relationships after first accoimting for patient health. NYHA was 

chosen as the covariate representing patient health. This covariate was 

chosen because it had relatively fewer missing data points than the other CHF 

severity measures related to FS (Le., peak oxygen consumption), and it is a 

widely-used measure of CHF severity. Partial correlations testing the 

relationship between FS and concurrent psychological functioning, after first 
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accounting for NYHA, were similar to bivariate correlations, with no marked 

changes in correlation values or significance levels. This result applied to the 

total sample and to male and female patients when analyzed separately. Also, 

in multivariate analyses, adding NYHA to the regression equation did not 

change the beta weights of individual predictors. These results suggest that 

observed relationships between FS and psychological functioning do not 

appear to be a function of patient's CHF severity. 

The current study also tested FS as a predictor of patient psychological 

functioning at follow-up. Taking into accoimt initial levels of psychological 

functioning, predictions of foUow-up functioning actually reflect change in 

fvmctioning. 

At approximately 9-month follow-up, patients' psychological distress and 

life satisfaction were assessed by telephone interview. A partial correlation 

showed that FS significantly predicted follow-up distress across the total FS 

sample, after first controlling for initial psychological distress (|2£= -.32, p<.05). 

Separate analyses showed apparently stronger predictions for female patients 

(pi = -.55, ns) than for male patients (j2i = -.23, ns), although a simultaneous 

regression yielded a non-significant sex interaction term. 

Regarding follow-up life satisfaction, partial correlations showed that FS 

did not significantly predict follow-up life satisfaction (pt = -.04, ns) across the 

total FS sample, but was differentially related to follow-up life satisfaction for 

female patients (ja:=. 61, ns), than for male patients (pl= --32, ns). Despite this 

seemingly large sex difference, simultaneous regression testing sex 

moderation of the FS-life satisfaction relationship yielded a non-significant 

interaction term. These results suggest that FS is a stronger predictor of better 
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follow-up psychological functioning for female patients than for male 

patients, although not significantly so in this sample. These findings are 

particularly surprising given that FS was a better predictor of concurrent 

psychological distress for male patients than for female patients. 

Partial correlation analyses tested for changes in the relationship between 

FS and follow-up psychological fimctioning after controlling for NYHA as 

well as initial psychological functioning. Residts showed there were no 

changes in bivariate correlations or partial correlations after controlling for 

NYHA, for the total sample and in separate analyses by patient sex. Similar to 

the results for concurrent psychological functioning, these results suggest that 

observed relationships between FS and follow-up psychological functioning 

are not due to the patient's initial CHF severity. 

Taken together, the resvilts presented above suggest that FS is related to 

some aspects of patient health and psychological functioning, but that the 

relationship is not xmiversally positive across patient sex or aspect of 

functioning. To summarize, consistent with predictions, FS indicated better 

concurrent fimctioning among male patients, including lower disease 

severity, better general health fimctioning, and less psychological distress 

among male patients. Conversely, FS indicated poorer concurrent 

functioning among female patients, including higher disease severity and 

poorer general health functioning, and almost no relationship between 

concurrently measured FS and psychological fimctioning. Also, FS appears to 

be related to an active, problem-solving approach to illness among female 

patients but not among male patients, and it does not seem to imply an active 

approach to managing emotional distress either for female or male patients. 
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However, for follow-up analyses, FS was a better predictor of good follow-up 

psychological functioning for female patients, and even predictor less life 

satisfaction for male patients. 

Patient Survival 

In addition to testing for associations between FS and psychological 

fimctioning, this study tested FS as a predictor of survival over a 4-year 

follow-up. After accoimting for initial CHF severity (as measured by NYHA) 

in a partial correlation, FS did not significantly predict follow-up survival for 

the total sample (pi = .15, ns), with no significant differences by patient sex. 

Although not central to the current study's focus on fighting spirit, significant 

predictions of stirvival by indicators of physical health are worthy of 

reporting. Specifically, peak oxygen consumption correlated significantly with 

patient survival at 4-year follow-up for the total sample (t = .34, < .05), and 

for male patients (z = .45, ̂  < .01), but not for female patients (z = .06, ns). 

However, NYHA was significantly correlated with survival for female 

patients Cl.= -.47, .05). Regressions predicting survival from measiires of 

CHF severity and general health mirrored these results. Specifically, peak 

oxygen consxmiption significantly predicted survival for the total sample Q2= 

.39, t = 2.39, p. < .05), and for male patients analyzed separately (b = .64, t = 3.68, 

.001). NYHA classification was the only significant predictor of survival 

among female patients (h = -.86, i = -2.37, p < .05), although it was not a 

significant predictor of survival for the total sample or for male patients. 

The Marital Context of Fighting Spirit 

In addition to testing the relationship between patient functioning and FS, 

analyses also assessed the marital context of FS. For the purposes of this study. 
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the marital context variables were organized into 3 categories: patient and 

spoiase relationships-focused coping, spouse distress and perspective of the 

patient's efficacy for illness-management, and marital functioning. Much like 

previous analyses with patient functioning, FS was treated as a dependent 

variable in order to simplify multivariate analyses. Also, correlations were 

calculated for the total sample, and separately for wives of male patients and 

husbands of female patients. When sex differences emerged, simultaneous 

regressions tested for significant sex moderation. In addition, when marital 

context measures contributed significantly to patient FS, hierarchical 

regressions tested the incremental validity of marital measures over parallel 

patient measures in predicting FS. 

Patient and spouse relationship-focused coping. 

Two types of relationship-focused coping were included in this study; 

active engagement of the partner in problem-solving and protective buffering 

of the partner from stress. Both patient and spouse completed these measures, 

assessed in mail-back questionnaires. Table 6 summarizes the relationship 

between FS and patient and spouse relationship-focused coping for the total 

sample, and separately by sex. FS scores were not significantly related to 

patient protective buffering (t = .00, ns) or active engagement (t = .03, ns) 

across the total sample. However, FS did correlate significantly and positively 

with active engagement among female patients Ct = .56, < .05), and non-

significantly and negatively among male patients (1= -.11, ns). A 

simultaneous regression testing sex moderation yielded a significant sex X 

coping interaction term 02= .30, i= 2.34, .05). There were no significant sex 

differences for the relationship between FS and patient protective bxiffering. 
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Together with the individual coping restilts presented previously, these 

restilts suggest that active problem-solving attempts, such as problem-focused 

coping and engaging the spouse in problem-focused discussions, seem to 

imply better FS among female patients, whereas these same active strategies 

may imply slightly poorer FS for male patients. 

Insert Table 6 about here. 

Correlational and regression analyses also studied the relationship 

between patient FS and spouse relationship-focused coping. For the total 

sample, FS correlated significantly with spouse active engagement (z= -.24, 

< .05,) and protective buffering (x.= -28, p,< .05). Separate analyses for spouses 

yielded marked sex differences for protective buffering, with larger 

correlations for wives of male patients (£= -37, p. < .01) than for husbands of 

female patients (t = -.13, ns). Despite the apparent sex difference, a 

simultaneous regression testing sex moderation yielded a non-significant sex 

X coping interaction term. There were no significant sex differences in the 

relationship between FS and spouse active engagement. These results suggest 

that male-patient FS appears negatively related to wives' efforts to protect 

patients from problems or to engage them in problem-solving, while female-

patient FS appears fairly uru-elated to husband protectiveness or engagement 

in problem-solving. 

Figiire 3 illustrates the relationships between FS and active engagement 

coping as a fimction of patient and spouse sex. Again, patients and their 

spouses were grouped by median splits into low or high FS, and MANOVAs 
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tested the relationship between FS group and active engagement as a function 

of patient sex. 

Insert Figure 3 about here. 

Multivariate regressions tested the associations between patient and 

spouse relationship-focused coping and FS after accounting for shared 

variance among predictors. Patient and spouse protective buffering and active 

engagement were entered into simultaneous regressions predicting FS for the 

total sample and separately for male and female patients. These regressions 

yielded weak predictions of FS for the total sample and for male patients, with 

stronger predictions of FS for female patients. Also, after accoxmting for 

shared variance among predictors, patient active engagement remained a 

significant predictor of FS among female patients, while the significant 

contribution of spouse relationship-focused coping was eliminated among 

male patients. Although the contribution of spouse active engagement was 

clearly eliminated by accounting for shared variance among predictors, the 

contribution of spouse protective biiffering actually increased over the 

bivariate correlation but did not maintain its significance. 

Analyses also tested the change in these relationships after accounting for 

the contribution of NYHA. Partial correlations showed that after controlling 

for NYHA, FS was no longer significantly related to spouse active 

engagement for the total sample and for wives of male patients, or to 

protective buffering for wives of male patients. However, given the extremely 

small change in the value of i, the change in significance likely is due to the 
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reduced sample size after adding the covariate, rather than to some 

meaningful reduction in the relationship. Also, adding NYHA to the 

multivariate regression did not markedly change the beta weight nor 

significance of any individual predictor, supporting the conclusion that the 

observed associations between FS and relationship-focused coping were not 

due to the contribution of patient CHF severity. 

In stmimary, while relationship-focused coping seems related to patient 

FS, there are differences in these relationships depending upon the sex of the 

patient, and upon relationship-focused coping efforts by patients or spouses. 

Specifically, among female patients, patient active engagement implies better 

FS, with little relationship to patient protective buffering or to spouse active 

engagement or protective bxiffering. However, among male patients, patient 

active engagement and protective buffering appear fairly unrelated to patient 

FS, while both types of spouse relationship-focused coping are negatively 

related to FS. These findings suggest that, regarding attempts to manage the 

relationship, what the wife does is more relevant to patient fimctioning than 

what the husband does, whether the patient is male or female. 

Spouse distress and perception of patient efficacy. 

As part of describing the marital context of FS, the current study explored 

the relationship between FS and the spouse's perception of the patient's 

efficacy and spouse distress. Table 7 simimarizes the bivariate correlations and 

regression beta weights of spouse distress and perception of patient efficacy in 

predicting FS, by patient sex. FS was significantly correlated with the spouse's 

perception of the patient's efficacy for managing illness across the total 
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sample, with no differences in separate correlational analyses for wives of 

male patients or husbands of female patients. 

Insert Table 7 about here. 

Additionally, hierarchical regressions showed no significant incremental 

contribution to FS of the spouse's view of patient efficacy over the 

contribution of patient self-efficacy, neither for the total sample nor separately 

for husbands and wives. These results suggest that the spouse's view of the 

patient's ability to manage illness appears relevant to the patient's expression 

of fighting spirit, with equivalent relevance for male and female patients, 

although not significantly more relevant than a patient's own self-efficacy. 

FS was imrelated to spouse psychological distress across the total FS 

sample, with significant sex differences when analyzed separately. 

Specifically, FS was positively and significantly related to spouse psychological 

distress for husbands of female patients and negatively and significantly for 

wives of male patients. A simultaneous regression tested for sex moderation, 

and yielded a significant sex X distress interaction term Qz = .34, i = 2.87, ^ < 

.01). This significant sex moderation suggests that wife distress implies lower 

FS for male patients, while husband distress implies higher FS for female 

patients. 

Figure 4 illustrates the relationship between FS and spouse distress as a 

function of patient sex, based on median splits of patients and spouses into 

low and high FS, and MANOVAs testing the relationship between group 

membership and spouse distress as a function of patient sex. 
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Insert Figure 4 about here. 

Additionally, hierarchical regressions tested the incremental contribution 

of spouse distress to patient FS above the contribution of patient distress. 

Incremental contributions of spouse distress to FS were non-significant across 

the total sample, and in a separate analysis for wives of male patients. 

However, husband distress contributed significantly to patient FS, above the 

contribution of patient distress Q2 = .58, i = 2.84, p. < 01), suggesting that spouse 

functioning appears to play a larger role in FS for female patients than for 

male patients, even beyond the role of the patient's own distress. 

Multivariate regressions tested the associations between spouse 

psychological distress, the spouse's view of patient efficacy, and FS for the 

total sample and separately for male and female patients. These multivariate 

regressions yielded weak predictions of FS for the total sample and for male 

patients, with stronger predictions of FS for female patients. Also, values of 

individual beta weights show that spouse psychological distress significantly 

predicted FS among husbands of female patients, even after accounting for 

shared variance among predictors. Further, although values of beta weights 

did not change markedly from bivariate correlations, spouse perceptions of 

patient efficacy and spouse distress did not maintain their significant 

predictions of FS among wives of male patients after accoimting for shared 

variance among predictors. 

Partial correlations and regressions also tested for changes in the 

relationships between FS and spouse variables after accoimting for patient 
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CHF severity as measured by NYHA. Neither values nor significance levels of 

correlations changed after partialing out NYHA. Also, adding NYHA to 

multivariate regressions did not change the beta weight or significance level 

of any individual predictor, suggesting that observed relationships between 

FS and spouse variables cannot be explained simply by the patient's initial 

CHF severity. 

To sxammarize, the spouse's perception of patient efficacy and spouse 

psychological distress appear relevant to FS, with marked differences for 

husbands and wives. Specifically, regardless of the patient's sex, the spouse's 

view of the patient's efficacy predicted FS, although not significantly better 

than the patient's own self-efficacy for managing illness. Also, spouse 

psychological distress was differentially related to FS for male and female 

patients, with wife distress negatively related to male-patient FS, and husband 

distress positively related to female-patient FS. Further, husband distress 

significantly contributes to female-patient FS beyond the contribution of the 

patient's own distress. 

Marital functioning. 

In addition to exploring fighting spirit's association with spouse measures, 

the current study explored the relationship between FS and marital 

functioning. Marital fimctioning was assessed by marital satisfaction and 

marital coordination. Table 8 simunarizes the bivariate correlations and 

regression beta weights from marital functioning predicting FS. Correlations 

between FS and couple marital satisfaction were non-significant across the 

total patient sample, with a non-significant sex difference when analyzed 

separately. Specifically, couple marital satisfaction was imcorrelated with FS 
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among male patients and their wives, but was moderately correlated among 

female patients and their husbands. Despite the apparent sex difference, a 

simultaneous regression jaelded a non-significant sex X satisfaction 

interaction term. 

Insert Table 8 about here. 

Two indicators of marital coordination—couple reports of marital routines 

and of frequency of useful illness-related discussions—were included in this 

study. FS was not significantly related to reports of marital routines across the 

total patient sample, with no differences when analyzed separately by sex. 

Regarding couple discussions, FS was not significantly related to couple 

reports of useful discussions across the total patient sample, nor for male 

patients and their wives. However, there was a significant correlation 

between FS and couple reports of usefial discussions among female patients 

and their husbands. Despite the observed sex difference, a simultaneous 

regression testing sex moderation yielded a non-significant sex X useful 

discussion interaction term in predicting FS. These non-significant results 

suggest that marital satisfaction and coordination are not highly-relevant to 

patient FS. However, these non-significant trends are consistent with other 

significant results that suggest that the marital context is more relevant for 

female-patient FS than for male-patient FS. Finally, similar to results for 

patient and spouse measures, accounting for NYHA in partial correlations 

and regression equations did not change the observed relationships between 

FS and marital ftmctioning. 
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DISCUSSION 

The results of the current study suggest that the proposed 

conceptualization of FS has acceptable reliability and validity, and is related to 

some aspects of patient, spouse, and marital functioning, with differences 

when analyzed separately for male and female patients. Regarding the 

psychometric properties of FS, the results showed that FS can be rated reliably, 

and that these ratings showed acceptable convergent and discriminant 

validity. These findings are especially important in demonstrating that FS 

does not simply reflect neurotidsm or positivity, and is not wholly explained 

by two of its component dimensions. The FS ratings also showed good 

internal consistency, a finding only partially explained by shared method 

variance among dimension ratings. 

The main findings regarding fighting spirit's association with patient 

health, psychological functioning, and the marital context were that there 

were differences in these relationships depending on the sex of the patient. 

Specifically, FS was related to better concurrent health and psychological 

functioning among male patients, while FS was related to poorer concurrent 

health and psychological functioning among female patients. Also, although 

FS was expected to be positively related to problem-focused coping, the results 

showed that this was true for female patients but not for male patients. Given 

the concxirrent nature of these measures, definitive statements of causation 

cannot be made, but several hj^otheses can be proposed. First, these results 

may indicate that FS for male patients manifests as a sense of confidence that 

things will work out, whereas FS for female patients manifests as problem-
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solving activity and short-term distress. Reversing the causal order, these 

results also may indicate that female-patient FS is mobilized by problems and 

distress, whereas male-patient FS is highest when things are going well. 

Findings from the social psychology literature reporting consistent sex 

differences in attributions for success fit nicely with the current findings. 

Specifically, in studies across the lifespan, males tend to attribute success to 

stable and global factors such as personality, while females tend to attribute 

success to tmstable and specific factors such as effort (see Nelson & Cooper, 

1997; Scott, 1997). Applied to the current study, male patients' sense of success 

(or fighting spirit) seems linked to global perceived self-efficacy in managing 

illness, while female patients' sense of success (or fighting spirit) seems 

linked to specific efforts to manage illness-related stressors. Future studies 

might investigate the possibility that men and women approach illness-

management differently, that these differences may be related to differences 

in attributions for illness-management, and that the FS-approach may 

involve some short-term sacrifices of physical and psychological well-being 

for women. 

Further, although FS implied poorer psychological functioning for female 

patients concurrently, FS predicted improved psychological fimctioning for 

female patients at follow-up. FS was a weaker predictor of follow-up 

psychological functioning for male patients, and even predicted decreased 

follow-up life satisfaction for male patients. One possible interpretation of 

these results is that the initial efforts of female patients contribute to better 

psychological functioning in the long-run, while the initial confidence in 

ability to manage Ulness among male patients may actually undermine long-
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term functioning. Another possible interpretation of these results is that male 

and female patients have different priorities regarding distress, so that male 

patients focus on minimizing distress while female patients focus on 

problem-resolution. Studies of marital interactions suggest that husbands 

demonstrate heightened physiological responses to conflict as compared to 

wives (Levenson, Carstensen, & Gottman, 1994), leading the authors to 

conclude that conflict may be more noxious to men than to women, so that 

men are likely to view conflict (and distress) as more of a problem. Additional 

studies are needed to clarify possible sex differences in experiences of distress, 

and the implications of any such diHerences for optimal illness management. 

Also, although psychological fimctioning is certainly an important 

outcome, identifying those factors that contribute to survival is especially 

important in health research. FS was not related to survival over a 4-year 

follow-up across the total sample, or for male or female patients. This lack of 

relationship may have been due to the severe nature of patients' CHF, in 

which psychosocial factors may not contribute much beyond physiological 

factors. Although some researchers report that psychosocial factors are 

outweighed by physiological processes (Cassileth, Lusk, Miller, Brown, & 

MiUer, 1985), others report that psychological factors significantly predict 

survival even among patients with the most advanced disease (e.g., Spiegel, 

Kraemer, Bloom & Gottheil, 1989). The utility of FS in survival also may be 

disease-specific, and may not be useful in surviving CHF. Regardless of the 

explanation, the finding that FS did not predict survival provides an 

important reminder that having an FS-eommitment to recovery is not always 

enough to overcome serious illness. 
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This study also found differences in the relationship between FS and the 

marital context, depending on the sex of the patient. In general, marital 

context variables were more related to FS for female patients than for male 

patients, and more often positively so. Consistent with findings for 

individual patient functioning, FS for female patients increased with her 

efforts to actively engage her husband in problem-solving. Conversely, FS for 

male patients decreased with efforts to manage the relationship, whether they 

were his own efforts or those of his wife. These results suggest that FS may be 

a shared phenomenon among female patients and their husbands, while it 

may be more of an individual experience among male patients. Further, these 

findings fit with previous reports that women tend to take a more active role 

in establishing and maintaining relationships than do men (Kessler, McLeod, 

& Wethington, 1985), but seem to contradict previous reports that social 

support is generally helpful for men but sometimes harmful for women 

(Shumaker & Hill, 1991). Perhaps most importandy, these results highlight 

that some kinds of "social support" may actually xmdermine patient 

functioning, especially for male patients. Future research might explore what 

sorts of spouse involvement supports patient functioning, and possible sex 

differences in the associations between spouse involvement and patient 

ftmctioning. 

Additionally, there was a sex difference in the relationship between spouse 

distress and FS, with FS negatively related to spouse distress among male 

patients, and positively related to spouse distress among female patients. It 

may be that husband distress mobilizes female patient FS, perhaps because 

female patients strengthen aspects of their FS as part of comforting their 
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husbands, or because husband distress distracts female patients from their 

own distress. It may also be that distressed husbands have more 

communication and involvement with female patients, which in turn boosts 

patient FS. Conversely, wife distress may undermine male patient FS, 

perhaps because male patients view wife distress as an additional stressor, or 

because wife distress may be associated with more commimication and wife 

involvement, or lower patient efficacy, variables that were related to lower 

male-patient FS. These results also fit with the findings for individual patient 

functioning suggesting that adversity may mobilize FS for female patients, 

whereas adversity may undermine FS for male patients. Also, these findings 

seem to fit with literature regarding husband and wife differences in 

sensitivity to distress (Levenson, Carstensen, & Gottman, 1994), suggesting 

that distress is more noxious for husbands than for wives. 

In summary, for female patients, FS appears to imply an active, spouse-

involved, problem-solving approach, accompanied by initial distress with 

resolution in the future. For male patients, FS appears to imply an private 

confidence in illness management not rooted in problem-solving efforts, and 

associated with less short-term distress that may increase with time. These 

results, if replicated, provide fairly specific guidelines for developing testable 

clinical interventions aimed at supporting FS. For example, a female patient 

might best be supported by involving her husband in treatment, by 

reassurance that initial distress does not imply poor coping or long-term 

distress, and by reinforcing her active coping efforts. In contrast, a male 

patient might best be supported by clarifying boimdaries between him and his 

wife, by assisting his wife to manage her own distress, and by focusing on 
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minimizing distress rather than increasing active coping efforts. Such 

interventions could be designed to mobilize, enhance, or create FS, and 

clinical studies could test their efficacy in managing a variety of life 

challenges. 

While this study suggests differences in the process of managing illness 

depending on the sex of the patient, the results must be interpreted with 

appropriate cautions given its limitations. For example, because most of the 

patient, spouse, and marital variables were measured concurrently with FS, 

definitive conclusions regarding causation are not possible. Even in analyses 

with FS predicting follow-up functioning, the possibility of confoimds 

precludes definitive judgments regarding causation. Thus, from these results 

alone it is not possible to determine whether FS led to different patterns of 

health and functioning, or if FS scores simply reflected those existing patterns. 

Also, the large number of analyses conducted to explore these pattenis 

greatly increased the chances of Type I error. While the exploratory nature of 

many of these analyses justified the strategy employed, the results should be 

considered tentative imtil future studies confirm them. Future studies might 

guard against this problem by testing specific hypotheses regarding sex 

differences in managing illness, informed by the results of the current study. 

Further, the fairly small sample size in this study allows for the possibility 

that the observed results were due to characteristics imique to this sample. 

Given that participation in the current study involved both partners agreeing 

to share aspects of their personal lives with a team of researchers, it is 

certainly possible that these couples reflect a more open, commxmicative, 

committed group than the general population. Replication of these results in 
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other samples would allow for making generalizations beyond this sample. 

Additionally, given the importance of comparisons between male and female 

patients, future studies could strengthen interpretation of sex differences by 

recniiting more female patients. 

In addition to these methodological problems, the inclusion of several 

conceptually-relevant variables that were omitted from this study would 

eruich the findings of future studies. For example, although adherence to 

medical recommendations clearly is an important factor in managing CHF, 

the current study did not produce good adherence measures. Several self-

report, single-item measures with substantial missing data assessed adherence 

to dietary, exercise, and medication recommendations. Although preliminary 

analyses indicated no relationship to FS, better adherence data would allow 

for more confident interpretation of analyses. 

Also, inclusion of other measures of FS would have helped further to 

clarify the construct. For example, it would be useful to assess the consistency 

of FS across difference stressors. Rating FS for the financial and marital 

problems, in addition to the health problem, would have helped to clarify the 

consistency of FS across stressors. Also, the possibility of shared method 

variance accounting for the high internal consistency among FS dimensions 

was not adequately tested in this study. A better test would have included 

assessment of FS by another method (i.e., questionnaire as well as observer 

ratings), and adding theoretically-unrelated dimensioiis to the rating task 

(e.g., anger or neurotidsm). The finding that two FS dimensions measured by 

different methods (one by interview and one by questionnaire) showed lower 

but still-significant correlations with FS suggests that shared method variance 
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probably did account for some, but not all of the observed relationships 

between dimensions. However, their consistent statistical interrelationships 

in the literature and overlapping theoretical descriptions suggest that the 

constructs themselves may not be distinct. Finally, spouse FS was not 

included in the current study, but may be an important aspect of the context 

of patient FS. Including spouse FS might have helped to explore the 

possibility that FS is an individual experience for male patients, but a shared 

experience for female patients. 

Despite the problems with this study, it makes a valuable contribution to 

the existing literature. Specifically, this study provides a framework—the FS 

construct—for integrating various psychosocial variables related to patient 

functioning, highlights the importance of the marital context in 

imderstanding patient fimctioning, identifies sex differences in the process of 

managing serious illness, and provides a good foimdation for future research. 

When managing serious illness is the challenge, clarifying the most 

efficacious approaches to illness can maximize well-being, and this is the 

invaluable contribution of science. 
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Table 1 

Descriptive statistics and coding reliabilities for individual fighting spirit dimensions and 

total fighting spirit 

Scale descriptives 
Coding 

reliabilities 
Rate—re-rate 
c9rr§Uti<?n5 

Mean SD Observed 
range 

Cronbach's 
alpha 

Jl = 8 
01) 

Optimism 4.68 1.23 1.00 - 8.17 .90 .86 

Control 4.51 1.58 1.33 - 8.67 .89 .85 

Sense of purpose 5.04 1.20 1.67 - 8.50 .81 .87 

Self-esteem 4.95 1.26 1.67 - 8.00 .92 .86 

Persistence 5.03 1.43 1.67 - 8.50 .95 .84 

Self-efficacy 5.27 1.50 1.83 - 8.83 .92 .94 

Adaptability 5.02 1.35 2.00 - 8.67 .93 .89 

Active participation 5.17 1.54 1.50 - 8.67 .92 .97 

Total Fighting Spirit 4.96 1.26 1.88 - 8.52 .95 .93 



Table 2 

Intercorrelarions among fighting spirit dimensions, and with total fighting spirit 

FS dimension 1 2 3 4 5 6 7 8 

1. Optinusm .83 .64 .84 .80 .84 .84 .76 

2. Control .63 .80 .82 .81 .81 .77 

3. Sense of purpose .65 .77 .74 .70 .75 

4. Self-esteem .85 .88 .83 .79 

5. Persistence .84 .88 .93 

6. Self-efficacy .82 .77 

7. Adaptability .88 

8. Active participation 

Total Fighting Spirit o
 

o
 

.81 .91 .95 .92 .93 .92 

Note: n. = 88 and all correlations are significant at ̂  < .001 
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Table 3 

rorrelahnns betwepn fighting spirit and theoreticallv-similar and theoretically-distinct 

measures 

Total Male Female 
sample patients patients 

Theoretically-similar measures 

Self-efficacy .49 " .63*" .20 

Optimism .37" .41** .28 

Problem-focused copir\g .05 -.11 .53** 

Theoretically-distinct measures 

Agreeableness .24 .25 .30 

Emotional stability .18 .15 .26 

Anger -.21 -.17 -.33 

Emotion-focused coping -.01 .03 -.07 

**iL< .01, "*42 < .001 
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Table 4 

Bivariate correlations and regression beta weights for physical health predicting fighting 

spirit 

Total sample Male patients Female patients 

New York Heart 
Association Qassification 

L 

-.20 

h 

-.12 

r. 

-.30" 

h 

-.15 

L 

.05 

k 

-.26 

Peak oxygen consumption .20 .13 .35* .28 -.29 -.47 

Left ventricular ejection 
fraction -.07 -.09 -.11 -.12 .03 .02 

High blood pressure .33* .35" .25 .22 .60* .77* 

General health functioning .20 .12 .23 .19 -.23 -.30 

r2 .18 .23 .53 

*p,<.05, 

Note: New York Heart Association Qassification assesses degree of symptom exacerbation 
on exertion, so that increasing values reflect poorer functioning. Peak oxygen consumption 
and left ventricle ejection fraction measure efficiency of oxygen use and the heart's 
pumping capacity, so that decreasing values reflect poorer funcfioning. 
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Table 5 

Bivariate correlaHons and regression beta weights for concurrent patient functioning 

predicting fighHng spirit 

Total saniple Male patients Female patients 

L b  t  h  L  h  

Self-efficacy .48** .45*'* .59*" .61*" .20 .11 

Psychological distress -.29** -.16 -.33** -.14 -.16 .04 

Life satisfaction .13 .00 .15 -.03 .08 .10 

Problem-focused coping .10 .18 -.04 -.05 .54** .68* 

Emotion-focused coping -.02 -.06 -.02 .14 -.03 -.32 

R2 .27 .43 .40 

*{1<.05, **p.<.01, ***^<.001 
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Table 6 

Bivariate correlations and regression beta weights for patient and spouse relationship-

fpcused coping predicting fighting spirit 

Total sample 

L h 

Protective buffering .00 .01 

Active engagment .03 .03 

Total sample 

L i2 

Protective buffering -.28* -.24 

Active engagment -.24* -.06 

Male patients Female patients 

£. b L h 

-.08 .01 .18 -.31 

-.11 -.12 

Wives of 
male patients 

L 

-.37* 

-.28* 

k 

-.44 

.09 

.56* .76* 

Husbands of 
female patients 

I .  

-.13 

-.20 

J2 

-.04 

-.07 

R2 .08 .15 .39 

*p.< .05 
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Table 7 

Bivariate correlations and regression beta weights For spouse variables predicting fighting 

spirit 

Total sample Male patients Female patients 

L h L h L h 
Spouse viewof patientefScacv 

 ̂  ̂ .25* .23 .25* .20 .28 .32 

Spouse psydioloeical distress 
^ ^ -.12 -.06 -.29* -.25 .42* .45* 

R2 .07 .12 .28 

p. < .05 
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Table 8 

Bivariate coirelaHons and regression beta weights for marital functioning predicting 

fighting spirit 

Total sample Male patients Female patients 

L b  L  h  £  I 2  

Marital satisfaction .05 .23 .03 .17 .32 .33 

Couple routines -.05 -.24 -.03 -.14 -.09 -.14 

Couple discussions .03 .03 -.05 -.06 .25 .21 

R2 .02 .01 .17 

Note: None of the presented values reached statistical significance 
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Figure 1 

Peak Oxygen Consumption by FS Group and Patient Sex 

Male Patients Female Patients 

Significant F-test: FS X Sex (b = .04) 

General Health Functioning by FS Group and Patient Sex 

-0.3 --

-0.4 -• 

Male Patients Female Patients 

Significant F-test: FS X Sex (jj = .05) 
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Figure 2 

Problem-Focused Coping by FS Group and Patient Sex 

Male Patients Female Patients 

^ Low FS 

• High FS 

Significant F-tests: FS Co = .055), FS X Sex (b - .07) 
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Figure 3 

Patient Active Engagement by FS Group and Patient Sex 

4 T 

High FS 

Male Patients 

Significant F-test: FS X Sex Cc = -034) 

Female Patients 

Spouse Active Engagement by FS Group and Patient Sex 

High FS 

Wives of 
Male 

Patients 

Husbands 
of Female 
Patients 

Significant F-test: FS (b = .074) 
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Figure 4 

Spouse Distress by FS Group and Patient Sex 

Wives of Husbands 
Male of Fenrale 

Patients Patients 

Significant F-tests: Sex (b « .06), FS X Sex Cb = 07) 
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APPENDIX A 

SUMMARY OF MEASURES 



in 

FKCIM MEDICAL CHARTS DURING Ht^l'ITALlZATRiN 

Construct Measure Respon
dent 

Items Score reflects... 

NYHA Classification Observer rating of breathing difficulty on 
minimal exertion 

Patient Single, 7-point item Degree of symptom exacerbation 

Loft Ventrick' 
Ejoction Fraction 

Physiological measure of the heart's 
pumping capacity 

Patient Single item Percentage, where <60% indicates 
impaired functioning 

Peak l>xygon Consumption Physiological measure of the body's 
efficiency in using oxygon 

Patient Single item Efficiency of oxygen use, where 
<20ml/kg indicates impairment 

BUx)d Pressure Physiological measure of arterial pressure Patient Single, 
dichotomous item 

High bkxKl pressure reflects BP > 
14()/9() 

INTERVIEW MEASURES (within 2 weeks of recruitment) 

Construct Measure Respon
dent 

Items Score reflects... 

Fightinj; Spirit 
Ratings 

Original measure for rating audiotaped 
interviews 

Patient 8 dimensions, each 
rated on a 1 -9 scale 

Mean of 8 dimension ratings across 6 
raters 

I'robiem-FtKused Ci^ping Original measure based on the Ways of 
Coping scale by Lazarus and Folkman 
(1984) 

Patient 5 items for each of 3 
problem areas 

Mean of items endorsed across 3 
problem areas 

Emotion-Focused Coping Original measure based on the Ways of 
Coping scale by Lazarus and Folkman 
(1984) 

Patient 9 items for each of 3 
problem areas 

Mean of items endorsed across 3 
problem areas 

Patient Efficacy for 
Managing Illness 

iViginal measure assessing efficacy for 
adherence and effective interpersonal 
interaction 

Patient 
and 
Spouse 

12 items, each rated 
on a 4-point scale 

Mean of 12 items 

Psychological Distress Sub-scales from the Hopkins Symptom 
Checklist-R ( Derogatis et al., 1974) 

Patient 
and 
Spouse 

25 items, each rated 
on a 4-point scale 

Total score for 25 items 

Marital Satisfaction Dyadic Adjustment Scale (Spanier, 1976) Couple-
level 
variable 

6 items, each rated 
on a ."i-point scale 

Mean of 6 items, averaged for patient 
and spouse 

Couple Routines Original measure based on the Family 
Time and Routines Index (McCubbin, et 
al., 1991) and the Family Routines 
Inventory (Boyce et al., 1983) 

Couple-
level 
variable 

17 items, each rated 
on a 4-point scale 

Mean of 17 items, averaged for 
patient and spou.se 

Useful Illness-Related 
Couple Discussions 

Original measure Patient 
and 
Spouse 

8 items, each rated 
on a ."i-point scale 

Single item rated on a 10-point scale 



MAIL-BACK QUESTK1NNAIKE MEASURES (within 2 weeks of interviews) 

Construct Measure Respon
dent 

Items Score reflects... 

Emotional Stnbility Sub-set of Goldberg's (1990) measure of 
the "Big-Five" personality traits 

Patient 20 traits, each rated 
on a 9-point scale 

Mean of 20 items 

Agreeableness Sub-set of Goldberg's (199(1) measure of 
the "Big-Five" personality traits 

Patient 20 traits, each rated 
on a 9-point scale 

Mean of 20 items 

Trait Hostility tViginal measure based on an agression 
questionnaire (Buss & Perry, 1*^92) and 
the Multidimensional Anger Inventory 
(Siegcl, 198P1) 

Patient 14 items, each rated 
ona fi-point scale 

Mean of 14 items 

(.Optimism Life tVientation Test; Scheier & Carver 
(19a'i) 

Patient 12 items, each rated 
on a 5-point scale 

Mean of 12 items 

Health Functioning; 5 sub-scales from the Medical C">utcomcs 
Study -Short Form %; Ware & 
Sherbourne (1992) 

Patient 5 subscales with 
varying items and 
rating scales 

Mean of standardized means of 5 
subscales 

Protective Buffering Original measure Patient 
and 
Spouse 

14 items, each rated 
on a 5-point scale 

Mean of 14 items 

Activc Engagement Original measure Patient 
and 
Spouse 

8 items, each rated 
on a !i-point scale 

Mean of 8 items 

Psychok>gical Distress Sub-scales from the Hopkins Symptom 
Checklist-K ( Derogatis of al., 1974) 

Patient 
and 
Spouse 

25 items, each rated 
on a 4-point scale 

Total score for 25 items 

Life Satisfaction IViginal measure Patient 5 items, each rated 
on a 5-point scale 

Mean of 5 items 

FOLLOW-UP PHONE INTERVIEW MEASURES (approximately 9 mc>nths after interviews) 

Psycluilogical Distress Items from the Hopkins Symptom 
Chccklist-K ( Derogatis et al., 1974) 

Patient 14 items, each rated 
on a 4-point scale 

Mean of 14 items 

Life Satisfaction (.Viginal measure Patient 5 items, reach rated 
on a 5-point scale 

Mean of 5 items 

SURVIVAL 

Survival at 4-year follow-
up 

From medical records, contact with 
family, and public death records 

Patient Single, 
dichotomous item 

Mortality to 4-year follow-up 
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APPENDIX B 

HEALTH INTERVIEW PROTOCOL EROM WHICH 
FIGHTING SPIRIT RATINGS WERE MADE 
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Thematic Assessment of Situatiooa] Coping 

HEALTH AND HEALTH BEHAVIORS TASC 

In this next section, we would like to find out what problems you might 
have concerning your health and health related behaviors and what you do 
to handle them. In particular, we would like to know what you personally 

find stressful about your health and wtiat you actually do to deal with these 
situations. You can choose what we talk about. 

I'm going to give you five cards listing things that could describe some of 
your health issues. I would like you to do two things: first, look the cards 
over and sort the cards from the most stressful to the least stressful. Please 
place the one you find most stressful on top, the second most stressful 
second, and so forth with the least stressful card on the bottom of the 
stack. 

After you have sorted the cards, I would like you to look at the first card 
you selected—the one that describes your most stressful problem-and think 
of a specific time during the past two months when that has been stressful 
for you. 

(GIVE RESPONDENT THE HEALTH AND HEALTH BEHAVIORS 
TASC CARDS.) 

From time to time I may focus my questions on a particular point. I won't 
be doing this to give you a hard time, but to try to find out more about how 
it feels to be in that situation. We want to know more about the difficulties 
people with heart problems and their spouses encounter, and the diings 
they might do to handle these situations. Do you have any questions? 
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DISCUSSION OF THE STRESSFUL TOPIC 

I see you picked as a stressful problem. I'd like you to tell me about 
the problem you selected. What (is/was) stressful about that for you? 

EXPLICATION OF THE EVENT 

Now that you've told me about the general problem, I'd like you to think 
of an example of a stressful situation or event that happened as a result of 
this problem. Please try to think of a stressful situation or event that has 
happened in the last two months. If the stressful situation or event 
happened more than two months ago, that's fine, too. 

1. When did this take place? 
1 

One week ago 
2 

Two weeks ago 
3 

One month ago 
4 

Two months ago 

2. Was anyone else there? 
1 

Family 
2 

Friends 
3 

Nobody 

3. Where were you? 
1 

At Home 
2 

At Work 
3 

In Public 
4 

In Transit 
(car, bus) 

4. What "were you saying to yourself (thinking) ? 
5. What did you want to say to the other person ? 
6. What led up to this situation. Let's t(Ae it from the beginning. How did 

it start? 

7. What time of day was it? 
1 

Morning 
2 

Afternoon 
3 

Evening 
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APPRAISAL OF THE PROBLEM/SITUATION 

1. (Was/Is) this a serious problem for you? 
1 

Yes 
2 

No 
3 

Maybe 

la. On a scale of 1 serious a problem (was/is) it? { 

2. How often (did/does) this problem come up for you? 
1 

Daily 
2 

Weekly 
3 

Monthly 
4 

Rarely 
5 

Only Once 

3. (Was/Is) the problem or situation a single event or a more long lasting 
chronic condition? 

1 
Single Event 

(GO TO QUESTION #4) 

2 
Long Lasting 

(GO TO QUESTION #3a) 
3a. Does the problem seem to come 
and go or is it a constant stressor? 

1 1 1 Come and Go 

2 1 1 Constant Stressor 

4. Was this an anticipated problem or situation, or a surprise? 
1 

Anticipated 
2 

Slightly Surprising 
3 

Surprise 

5. How much control (did/do) you have over the occurrence of this 
problem or situation? 

1 
No Control 

2 
Some Control 

3 
A Lot of Control 
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COPING WITH THE PROBLEM/SITUATION 

(IF NECESSARY. RESTATE THE PROBLEM/SITUATION AND 
CLARIFY ANY UNCERTAINTIES.) 

We are interested in learning what you (did/are doing) to try to handle the 
(problem/situation) you just described. A problem often changes over 
time, therefore, many different ways of handling it may be tried at 
different times. 

11. How did you handle the problem at the time? 

2. What did you think or do, if anything? 

3. What (did/do) you want in this situation? What (were/are) you trying 
to do? 

4. (Did you do/Have you done) more than one thing to handle the 
problem? . 

1 2 
Yes No 

5. (Did/Has) the way you handle(d) the problem changeCd) over time? 
1 2 

Yes No 

6. Is this problem over yet? 
1 

Yes 
2 

•No 
3 

Don't Know 

7. How successful on a scale of 1 to 10 do you think you (were/are) in 
h a n d l i n g  t h i s  p r o b l e m  o r  s i t u a t i o n ?  | _  M  I  
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COPING RESOLUTION 

Now I'd like to ask you a few more questions about the problem or 
situation you have just described, so we can further understand the ^es of 
problems people have. 

8. Think about what you (wanted/want) and (didn't/don't) want in this 
situation. How confident on a scale of 1 to 10 (were/are) you that you 
(would/will) be able to influence diings to make (or keep) the situation the 
way '•'ou (wanted/want) it? 

I  I I  I  :  -

9. On a scale of 1 to 10, how confident (were/are) you that you 
(would/will) be able to deal emotionally with what (was/is) happening in 
this situation—no matter how it (tumed/mms) out? 

i_LL 

10. Do you think this (problem/situa tion) will come up again? 
1 

Yes 
2 

No 

11. If this happens again, what will you do? 

12. On a scale of 1 to 10, how confident are you that if diis happens again 
you'll do what you say you'll (do? 

I M I 



167 

APPENDIX C 

THE FIGHTING SPIRIT RATING SYSTEM 
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OPTIMISM 
Hopeful about the future, seeing the positive side of things despite the problem 
1 sees only the negative side, completely hopeless about the problem 

"It's just going to keep getting worse" 
3 mostly sees the negative side, mostly hopeless about the problem 

5 sees equal positives and negatives, neutral about the problem 
"Sometimes I worry about the future, but I try to keep a positive outlook" 

7 mostly sees the positive side, mostly hopeful about the problem 
9 only sees the positive side, completely hopeful about the problem 

"I know 1 am going to get better and everything will be alright" 

CONTROL 
Sense of control, responsibility, and influence in solving the problem 
1 no control over anything regarding the problem or problem-solving 

"My wife makes me eat healthy foods'" 
3 little control over the problem or problem-solving 
5 some control over the problem or some aspect of the problem or problem-solving 

"My doctor told me I had to lose weight, so 1 try to eat right " 
7 mostly in control regarding the problem or problem-solving 
9 completely in control regarding the problem or problem-solving 

"I watch my diet carefully. It's up to me to lose weight" 

SELF-ESTEEM 
Feelings of self-worth, self-respect, pride, and deserving of good things 
1 extremely disappointed in own effort, ability, or success 

'"It's awful; I don't do what 1 should. It's all my fault'" 

3 mostly disappointed in own effort, ability, or success 
5 some disappointment and some pride in own effort, ability, or success 

"1 do pretty well with exercise, but I'm bad at cutting out salt" 
7 mostly proud of own effort, ability, or success 

9 extremely proud of own effort, ability, success 
"I've done really well following the rules." 

PERSISTENCE 
Willingness to keep working at solving the problem until satisfied or resolved 
1 gave up without trying, problem unresolved or completely unsatisfied with solution to the 

problem 
There's nothing 1 can do but hope it will go away " 

3 gave up soon after problem started, problem unresolved or mostly unsatisfied with solution 

5 settled for a solution, only partly satisfied 
"I tried a few things, but 1 still couldn't get what 1 wanted. At least it's over" 

7 explored a few possible solutions, mostly satisfied 
9 explored possible solutions until completely satisfied 

"I did everything I could think of, and it finally worked", "I got a second opinion, and that 
was all I needed" 
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SENSE QF FWPQgE 
Finding meaning, significance, and purpose in problem-solving and health 
1 seeing no purpose or goal in solving the problem 

"I don't know what 1 wanted" 
3 seeing little purpose or goal, or an insignificant purpose, in solving the problem 
5 seeing a purpose or goal in solving the problem, moderately significant or not clear or 

thought-out 
"1 know 1 wanted to get through it ", "I think 1 wanted to feel better " 

7 seeing a fairly clear, thought-out, significant purpose or goal in solving the problem 
9 seeing a clear, organized, thought-out, and significant purpose or goal in solving the 

problem 
"I wanted to live so that I could see my grandkids again " 

SELF-EFFICACY 
Feeling competent and able to solve the problem 
1 no confidence in ability to handle the problem 

'There's really nothing I could do " 
3 little confidence in ability to handle the problem, able to handle few aspects of the problem 

5 some confidence in ability to handle the problem, able to handle some aspects but not others 
"Sometimes 1 felt overwhelmed but other times 1 felt pretty confident" 

7 mostly confident in ability to handle the problem, able to handle most aspects 

9 completely confident in ability to handle the problem 
"Oh yes, I knew 1 could handle it"' 

ADAPTABn.fTY 
Willingness and ability to change approaches when one approach isn't working, 
flexibility in solving the problem 
1 refused to change, resented the problem 

"Life wouldn't be much fun without my beer. I'm not giving that up'" 
3 resisted changing, mostly resented the problem 
5 made some changes, may have resented having to change but feels it was worth it 

"Sometimes Tm angry that 1 can t do what 1 want to, but I know how important it is ", 
"rve stopped eating french fries but I won't give up smoking " 

7 made some changes, mostly feels positive about changing 
9 made many changes, feels completely positive about changing 

"I've had to totally rearrange my life. If feels good to take care of myself" 

ACnVE PARTICIPATION 
Tendency to get involved in solving the problem 
1 not at all involved in problem-solving 

"I don't want to hear the bad news. It just depresses me" 

3 minimally involved in problem-solving 
5 partially involved in problem-solving, involved in some aspects 

"f wasn't interested in the details of my condition, just what f needed to do to get better" 

7 mostly involved in problem-solving 

9 completely involved in problem-solving, involved in all aspects 
"' 1 found out everything 1 could so that I could be in on all the decisions" 
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SUBJECT ID; DATE: CODER; 

orriMisM 
Hopeful about the future, seeing the positive side of things 

1 2 3 4 5 6 7 8 9  

CONTROL 
Sense of control, responsibility, and influence in solving the problem 

1 2 3 4 5 6 7 8 9  

SELF-ESTEEM 
Feelings of self-worth, self-respect, pride, and deserving of good things 

1 2 3 4 5 6 7 8 9  

PERSISTENCE 
Willingness to keep working at solving the problem until satisfied or resolved 

1 2 3 4 5 6 7 8 9  

SENSE OF PURPOSE 
Finding meaning, significance, and purpose in problem-solving and health 

1 2 3 4 5 6 7 8 9  

SELF-EFFICACY 
Feeling competent and able to solve the problem 

1 2 3 4 5 6 7 8 9  

ADAPTABILITY 
Willingness and ability to change approaches when one approach isn't working, flexibility in 
solving the problem 

1 2 3 4 5 6 7 8 9  

ACTIVE PARTigPATlON 
Tendency to get involved in solving the problem 

1 2 3 4 5 6 7 8 9  
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