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ABSTRACT 

Most of the health care resources in this country go towards the 

treatment of chronic illness. Chronic illness is experienced by almost 

everyone as they age. Although there is abimdant research to support the 

claim that those who can maintain hope when facing the challenge of chronic 

illness have better outcomes, there is little research into how hope can be 

maintained. The purpose of this study was to test a causal model of the role 

that hope and its antecedents play in assisting the chronically ill older adult to 

integrate the experience into life. 

A total of 103 community dwelling older adults with at least one 

chronic illness diagnosis participated in this study. Six instruments and a 

demographic questionnaire were used to measure the proposed variables: 

coimectedness, energy, threat, meaning, growth, optimism, coping, hope and 

integration. Integration was conceptualized as a latent variable indicated by 

the presence of health promoting behaviors and self-transcendence. Hope 

was defined as the degree of active belief one has in achieving a desired goal. 

The psychometric properties of the instruments were examined for 

reliability and validity before data analysis proceeded. Factor analysis was used 

to create latent variables. Regression analysis was used to test the causal 



16 

model, and partial correlation and regression analyses were used to test 

selected variables for activity as either a moderator or mediator. Residuals 

were analyzed for violation of regression assumptions, and where indicated, 

data were transformed to meet those assumptions. The causal model was 

respedfied based on the results of data analysis. 

The findings support the importance of hope to integration of the 

chronic illness experience among the elderly. Hope acts as a mediator 

between the antecedent variables and integration. Meaning, optimism, 

threat, growth and connectedness directly impact hope. Specifically, a sense 

that one's life continues to have meariing is necessary to the maintenance of 

hope. Threat negatively impacts a sense of meaning. However, a perception 

of energy serves to reduce the level of threat. 

Nursing interventions aimed at strengthening hope are suggested based on 

the findings of the study. 
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STATEMENT OF THE PROBLEM 

Chronic illness is experienced by the majority of older adults 

in this country. Research has provided support for the hypothesis 

that persons who are dealing with a chronic illness have better 

outcomes if they are able to maintain hope. There is little research 

about how hope can be maintained within the context of chronic 

illness. This study focuses on the antecedent variables that are 

necessary for the preservation and strengthening of hope when 

individuals face the threat of life with a chronic illness. This 

knowledge will assist nurses to help clients who are faced with 

chronic illness to maintain hope. 

Background 

Care for the chronically ill consumes an increasing amount of 

the resources in health care today. Our health care delivery system, 
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which was developed to provide care to the acutely ill, is not well 

prepared to deal with the long term needs of chronically ill clients 

(Holman, 1991). A large portion of the population experience at 

least one chronic condition as they age; many experience multiple 

chronic conditions which interact with each other (Lubkin, 1990). 

Given increasing life expectancies and the increasing percentage of 

the population who are older adults, the need to treat persons with 

chronic illness likely will expand greatly. Increasing understanding 

of the problems faced by persons with chronic illness among nurses 

and other health professionals is essential. Aside from the obvious 

financial savings that may accrue from decreased utilization of 

expensive resources (Powers & Jalowiec, 1987; Traver, 1988) as a 

result of better management, the potential to improve quality of life 

(Strauss et al, 1984), which has always been a focus of the nursing 

profession, encourages us to continue to search for ways to assist 

patients to live well with whatever conditions they may face. 

Many believe that hope has a positive influence on physical and 

mental well-being. For example, loss of hope portended death in the 
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concentration camps of Nazi Germany (FrankI, 1963). Hopelessness 

is the most definitive predictor of suicide attempts, replacing 

depression as a predictor variable when the correlation between 

hopelessness and depression is controlled (Minkhoff, Bergman, Beck 

& Beck, 1973). Multiple studies in the fields of nursing and 

psychology have shown that in the context of threat, which is the 

situation created by the development of a chronic illness, the ability 

to maintain hope has positive benefits on health outcomes (Scheier 

& Carver, 1987). Theories about the benefits of hope postulate that 

hopeful persons have better problem solving skills, take a more 

active role in self-care, and that hopefulness strengthens the body's 

immune system and/or other defenses (Beck, Weissman, Lester & 

Trexler, 1974; Erickson, Post and Paige, 1975; Herth, 1989; Miller & 

Powers, 1988; Scheier & Can/er, 1987). 

Purpose 

The purpose of this research is to test a model of the role that 

hope and its antecedents play in the successful integration of 
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chronic illness among older adults. Successful integration refers to 

ability to combine in a meaningful way (Sigelman & Shaffer, 1991) 

both the lifestyle change demands of the chronic illness (such as 

medication, treatments, dietary restrictions, activity regimen, etc.) 

and the emotional demands and limitations necessitated by the 

chronic illness. It is proposed that the presence of supportive 

antecedents to hope assists older adults to maintain hope in the face 

of the threats to well-being which accompany chronic illness. It is 

further proposed that maintenance of hope contributes to successful 

integration of chronic illness in later life (Kline Leidy, 1990; 

Lambert, Lambert, Kipple & Mewshaw, 1989). Neugarten, Havighurst, 

and Tobin (1968) posited that those who exhibit an integrated 

pattern, characterized by flexible and adaptive attitudes and 

behaviors, showed high life satisfaction. 

The antecedents to hope include the context of hoping (e.g., the 

degree of perceived threat inherent in living with chronic illness), 

the available resources (such as connectedness and energy), and the 

personal attributes (such as coping strategies and philosophy of 
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life) which individuals bring to that context. Discomfort is inherent 

in the threatening life situations, and includes such phenomena as 

uncertainty, fear, anxiety and loss. Connectedness represents the 

relationship or connection of the individual to self, others, nature, 

or a higher power. Positive personal attributes include coping 

strategies, optimism, and a philosophy that life has meaning and 

that growth comes through struggle. 

Significance 

Chronic illness creates challenges for the individual directly 

affected by the illness, for the individual's family and friends, and 

for society as a whole. The ability of nurses to influence the course 

of chronic illness therefore has ramifications for both individuals 

and society. 

Chronic Illness and the Individual 

Living with chronic illness may become very burdensome, and 

losses may accumulate. Successful integration may require 
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significant changes in life style, which may involve, but are not 

limited to changes in diet, exercise, medication and treatment 

regimens, the possibilities of a significant drain on financial 

resources, and the need to learn to live with chronic pain, disability, 

or discomfort (Anderson, 1990; Holman, 1991). In addition to the 

disruption of the previous life style, the need to develop a new life 

style often initiates changes in personal relationships, roles, and 

basic life assumptions. 

Personal qualities function both as resources to draw on in 

meeting a life crisis and as possible outcomes of successfully 

working through the crisis. Some personal qualities and resources 

identified as important to the process of integration of chronic 

illness are knowledge, social support, hardiness, control, personal 

competence, severity of illness, meaning of illness, spouse 

adjustment, and family functioning (Affleck, Tennen, Pfeiffer & 

Fifield, 1987; Arpin, Fitch, Browne & Corey, 1990; Browne, Byrne, 

Roberts, Streiner, Fitch, Corey & Arpin, 1 988; Burton, Kline, Lindsay, 

& Heidenheim, 1988; Holmes & Rahe, 1967; Kline Leidy, 1990; Kutner 
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& Brogan, 1990; Mann & Zautra, 1990; Marks & Millard, 1990; Pollock 

& Duffy, 1990; Selye, 1956; Soskolone & De-Nour, 1989). Effective 

use of personal resources may minimize the need for costly external 

resources in chronic illness care. 

Chronic Illness and Society 

Currently in the United States, most health care dollars are 

spent on the treatment of chronic illness. This situation is a 

relatively new. Scientifically based health care is a recent 

development in world history (Bowman, 1946). In the past, health 

care was more art than science. Healers had few weapons in their 

arsenal against disease. Infectious disease caused most of the 

deaths, and at an early age. In 1900, the average life expectancy was 

47 years (Fries, 1987). People did not expect medical miracles. 

Acute conditions or serious injuries were likely to cause death. 

With the improvement of sanitation in the 1800*s and 

improvement of nutrition in the developed countries (McKeown, 

1990), the incidence of infectious disease declined (McKeown, 
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1978). The discovery of antibiotics in the early part of the 20th 

century and the use of vaccines which helped to bring common 

childhood illnesses under control further reduced early deaths from 

acute illness. The expectation of early death disappeared and 

infectious diseases were replaced by chronic diseases as the major 

cause of death (Verbrugge, 1984). By 1983 the life expectancy had 

risen to 74 years (Rice, 1986). Rapid advances in science and 

technology, and the advent of health insurance turned health care 

into a major and costly industry. 

In spite of the lack of coverage for a large portion of its 

citizens (estimated to be in excess of 40 million), health care in the 

United States costs significantly more than health care in other 

developed nations - 12.4% of Gross Domestic Product (GDP) in 1990 

as compared to 6.1% of British GDP during the same year. Health care 

costs continue to increase at two to three times the increase in the 

cost of living (Glassner, 1991). The spiraling cost of health care Is 

causing an unacceptable burden on federal, state, and individual 

budgets, and focusing national attention on health care reform aimed 
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at containing costs and reducing the federal deficit. 

In an environment of limited financial resources, governments 

and individuals (i.e., consumers of health care) must make decisions 

regarding how to spend money most efficaciously (Feldstein, 1993). 

Health care competes for these resources with other major 

priorities, such as education, defense, infrastructure, safety, and 

social programs. Each of these commodities provides benefits at 

given costs. Consumers have the goal of maximizing benefits when 

making decisions related to allocation of funds. Money spent for 

health care cannot be spent on housing or food or education. This is 

true at both the societal and individual level. Decisions, often 

painful decisions, must be made to limit spending in one area so that 

money can be directed to other priorities. This highlights the 

importance of finding ways to decrease the incidence, severity, and 

cost of treating chronic illnesses. 

Since nursing, as a profession, is closely associated with 

direct patient care, it is in a unique position with regard to 

influencing and intervening in the course of health and illness. Hope 



is understood to influence both health and well-being during illness, 

and in this respect, to influence the disease process. Given the 

potential of nurses to impact the hoping process, it is important to 

focus theory development and research towards identifying and 

testing potential interventions related to hope which can be 

targeted to improve the health outcomes for this group. 

Conceptual Overview 

Knowing and explicating one's assumptions is essential in 

understanding research (DeGroot, 1988). Building a conceptual 

model of hope proceeded from the philosophical (ontological and 

epistemological) views of the researcher to the conceptual 

framework, and concluded with testable middle range theory. 

Researcher's Philosophical Perspective 

What is widely accepted by the public to be the 'scientific 

view of reality' is known as 'positivism'. Positivism holds that the 

nature of existence is machinelike, lawful, ordered and 
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deterministic (Cook, 1985). A 'real world* is assumed to exist that 

is knowable and identifiable. Perfect prediction should be possible 

if the theory is accurate or True', and the methods are well 

controlled. Theory building in this paradigm seeks to separate 

'Truth' from personal biases. 

In contrast to the positivist view of 'Truth', is the 

constructivist view of 'truth'. True to its name, constructivism 

holds that 'truth' is constructed by humans (Feyerabend, 1975; Guba 

& Lincoln, 1989). Truth is internally consistent, but cannot be 

objectively verified because it is built from the researcher's 

perceptions and within the researcher's context. In the more radical 

constructivist views, theory is not generalizable (or transferable) 

from one context to another because 'truth' is merely a mental 

construct. The goal of research is to describe what one sees, but not 

to define, categorize, explain or interpret it in an absolute way 

(Oiler, 1982; Wilson & Hutchinson, 1991). 

Maintaining a more pragmatic middle ground, is the 

post-positivist world view (Polkinghorne, 1983). Humans are 
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assumed to be rational. While realizing that 'truth' may not be 

absolute or entirely discoverable, we can find tentative 'truths' 

useful for practice and research. Postpositivists also realize that 

much of our understanding is socially constructed (in a greater or 

lesser degree), yet there exists a basic belief in an underlying order 

or pattern to existence which, while fluid, can be discovered. 

This author subscribes to a post-positivist world view, and to 

the critical multiplist approach to research programs. Critical 

multiplism (Cook, 1985; Coward, 1990a), which is congruent with 

the post-positivist world view, offers an approach to theory 

building and research that has the potential to integrate paradigms 

and methods. While acknowledging the bias and fallibility inherent 

in any and all methods, the critical multiplist approach encourages 

the use of multiple methods. In this way, the bias which is inherent 

in one method is likely to be exposed (or overcome) by another 

method which has different biases (Webb, Campbell, Schwartz & 

Sechrest, 1966). Within the domain of positivist methods, 

exploratory research may be used to build theory. Constructivist 
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methods of research provide opportunities to build theory by 

examining the concept of interest within the target population. The 

post-positivist camp encourages combination of quantitative and 

qualitative methods in one study or program of research (Goodwin & 

Goodwin, 1984; JIck, 1979; Madey, 1982; Myers & Haase, 1989; 

Rossman & Wilson, 1985; Webb et al, 1966). The model of hope in 

chronic illness proposed here was derived from both qualitative and 

quantitative sources. 

Life-Span Development 

Within the Life-Span Development (LSD) framework, challenges 

(or the dialectic process) provide the major opportunities for adult 

development. Drawn from Pepper's (1942) Contextual Organicism 

and Hegel's (1965) Dialectic view of development, LSD is a 

philosophical orientation of human development across the entire 

life span. LSD includes several important assumptions. 

A basic assumption is that humans are dynamic and imbedded 

in a context which is also dynamic. Neither the human nor the 
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context predominate as actor or reactor, but both mutually influence 

the other. Parallels can be seen between LSD and the principle of 

integrality in Rogers' (1970) science of unitary human beings. The 

principle of integrality is that there is a continuous mutual process 

occurring between the fields of the human and the environment. 

A second assumption is that in the dialectic process, energy 

for change is produced (Riegel, 1975) giving rise to qualitative 

changes to a higher level of development. Thus change may manifest 

as more than an increase in quantity of a particular attribute. It 

may also manifest as a change in the quality of attribute/s. 

A third assumption is that humans are self-organizing. This 

stands in contrast to a common assumption that humans merely 

react to environmental changes rather than possessing an ability to 

choose development. 

A fourth assumption is that the potential for change exists 

across the life-span as humans and context interact. Change is not 

limited to the early years of an individuals life, stopping when 

physical maturity is reached. 



A fifth assumption is that development occurs along the lines 

of increasing differentiation (or specialization) and increasing 

hierarchical integration (which allows the organism flexibility in 

responding to environmental changes). This is the orthogenetic 

principle (Werner & Kaplan, 1963). This assumption closely 

parallels Prigogine's (1978) principle of autocatalysis in dissipative 

structures in which the product of a process can serve as the 

catalyst for further processing. These principles parallel Rogers' 

(1970) principles of resonancy and helicy which state that within 

the human and environmental fields there is an ever increasing 

diversity of patterns. 

Although it is not universally accepted among Life-Span 

Developmental proponents, Werner and Kaplan (1963) maintained 

that if the differentiation and integration processes become 

unbalanced, the developmental process could become regressive 

rather than progressive. Kegan (1982) also notes that as we move 

through life we revisit old issues at new levels of complexity. If 

the balance between differentiation and Integration are not 
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maintained, we are vulnerable to being tipped over. Thus, change can 

occur in any direction, and not all of them are beneficial. This view 

underlies the investigator's belief that hope can be gained, 

strengthened and transformed, but it can also be lost or weakened. 

Development of Hope 

Erikson (1982) stated that hope is the most essential attribute 

inherent in the state of being alive. At each new stage of 

development challenges are faced. Successful negotiation of a 

challenge results in the development of a virtue. Failing to 

successfully meet a challenge results in the lack of a virtue, and 

potential development of an impediment. Erikson's model serves as 

a starting place to view how hope develops and transforms across 

the life span. The first stage of Erikson's model of development is 

trust versus mistrust- Trust is generally synonymous with belief, 

faith or confidence. The virtue developed by successfully developing 

the ability to trust is hope. Cultivating hope is a process which is 

ongoing and recurrent as life's demands are faced. 
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Hope is based on trust, faith or confidence. Whatever a person 

places trust, faith or confidence in indicates what is hoped for. For 

example, if a person believes that people are basically good, there 

will be hope that, given enough time for development, people will 

live in peace. If people place confidence in their own abilities they 

may hope that they can successfully meet any challenge. If a person 

places faith in a higher being then hopes may be directed towards 

feeling supported by the higher being. Since trust, faith or 

confidence can be multiple and changing in degree and focus across 

life, hopes can change accordingly. Anything that challenges trust, 

faith or confidence challenges the hope which arises from it. 

Life-Span Development and Hope 

The work of two nurse researchers has lent support to the 

Life-Span Developmental view of hope. Hinds (1984, 1988a, 1988b, 

1989) has conducted ongoing research on hope in adolescents. 

Studying differing populations of adolescents (well, troubled, and 

critically ill). Hinds (1989) found differences in their hope across 
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time and across life situations. Compared to younger adolescents, 

older adolescents were able to use more varied and sophisticated 

strategies to maintain hope in adverse circumstances. Adolescents 

facing possible end-of-life situations (i.e., undergoing cancer 

treatment) showed evidence that their hopes expanded beyond 

themselves as they began to hope that family and friends would 

receive good (Hinds, 1988a). This expansive outlook is congruent 

with the concept of self-transcendence (Reed, 1991b), a 

developmental attribute usually seen in later adulthood, 

characterized by the expansion of personal boundaries beyond the 

self. It is also congruent with generativity (Erikson, 1982), a stage 

in Erikson's theory characterized by the expansion of ego-interest 

beyond the self. This expansive view was not found in either well or 

troubled (those in treatment for substance abuse) adolescents. 

A similar phenomenon was found by Herth (1993) in studying 

three different populations of (alert and oriented) older adults. 

Those who were more confined (i.e., confined to a long term care 

facility) showed hopes which were directed toward good for others 
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(i.e., concern about the world and humanity). Those who were not 

confined had hopes focused more on the self. 

The findings of Hinds and Herth support hope as a 

developmental phenomenon which changes over the life span. The 

process of change, in which there is a qualitative leap to a higher 

level of functioning is often activated by crisis. As an example, 

adolescents facing death evidenced perspectives that were usually 

characteristic of mature adults. 

Development or change in hope has been found in nursing 

studies of terminally ill persons as well as in chronically ill 

populations cited above. It might well be asked, "How can a 

terminally ill person have hope? Surely there would be no hope." As 

hope of cure or hope of recovery is lost, what can take its place? 

Based on her longitudinal study of thirty adults with terminal 

illness, Herth (1990) found that the aims at which hope was directed 

were redefined or redirected in three distinct stages. Initially 

hopes were directed towards distinct accomplishments within a 

specific period of time (such as to complete a specific project). 
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When the project was completed or no longer possible, hopes were 

directed towards the desire that good happen to significant others. 

As the end of life was immanent, hopes were redirected toward 

desires for inner peace and serenity. Herth (1990, p. 1256) 

concluded that hope "facilitates the transcendence of the present 

situation and movement towards a new awareness and richness of 

being". 

Model of Hope in Chronic Illness 

This author proposes a three stage model of the role hope plays 

in living with chronic illness (Figure 1). The three stages are 

antecedents, hope and outcomes. An Individual comes into a chronic 

illness with a life of experiences and expectations, which all bear 

on the situation. The illness requires lifestyle changes. These 

changes range from minor to major, and have the potential to 

increase as time passes. 
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Outcomes 

[Connectedness 

lEnergy Hope Integration 

Optimism * 
Growth comes through struggle 
Jfe has meaning * 
Coping * 

Threat 

Fear 
Anxiety 
Uncertainty 
Lxss 

* measured variables 

Figure 1 Proposed model of Integration in Chronic Illness 
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Antecedents to Hope 

The first stage of the model shows the contextual and personal 

factors that comprise key antecedents to hope. Originally drawn 

from Haase, Britt, Coward, Kline Leidy, & Penn's (1992) 

simultaneous concept analysis of hope and three other related 

concepts (acceptance, self-transcendence and spiritual perspective), 

it has been revised based on qualitative research (Forbes, 1992) of 

chronically ill older adults, and current literature. The antecedents 

to hope are: Connectedness, Energy, Threat, the positive personal 

attribute of Optimism, a philosophy that Growth Comes Through 

Struggle and Life has Meaning, and the use of Coping Strategies. 

Connectedness. Connectedness is currently gaining 

acceptance in the nursing literature as an important concept. Going 

beyond social support, connectedness includes feelings of 

relationship or connection to self, others, nature, God or a higher 

power, humanity, etc (Burkhardt et al, 1989; Burkhardt, 1993; 

Younger, 1995). It also includes the confidence that those to whom 
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one is connected will be available to provide assistance as needed 

(Ferran, Salloway & Clark, 1990). Therefore, the concept of 

connectedness subsumes Erikson's idea of trust, and its synonyms of 

faith, belief, and confidence. Many of the concepts included in the 

proposed model (Figure 1) are considered to be aspects of 

spirituality (such as harmonious interconnectedness, meaning in 

life, a sense of integrating wholeness, and transcendence). 

Spirituality is presented in the nursing literature as an inherent 

part of being human (Newman, 1989). Connectedness is an empirical 

indicator of spirituality (which is not directly measurable) 

(Burkhardt, Woods, Schultz & Ziebarth, 1989; Reed, 1991b; Reed, 

1992), and is often linked to hope. Connectedness is postulated to 

have a direct positive influence on hope. 

Enercv. Energy is a measure of the perceived vitality 

available to the individual. In Rogers' (1970) science of unitary 

human beings the universe and everything in it are posited to be 

energy fields. The theory proposes ways in which energy acts and 



interacts. While Lazarus and Folkman (1984) pointed out that an 

individual who is debilitated has less energy available for coping, it 

is more congruent with Rogers (1970) and Life-Span Development 

frakework to consider that debilitation does not deplete, but rather 

redirects energy. Many people cope well In spite of ill health and 

depleted physical energy. Thus, while physical energy is important 

to coping, other forms of energy may be available to the stressed 

individual which assist in the maintenance of hope. Such energy may 

also be thought of as emotional, psychic or spiritual energy. 

In 1989 Owen published results from a grounded theory study 

conducted with clinical nurse specialists in oncology. From their 

descriptions of hopeful patients, Owen (1989) isolated attributes of 

hope, which fell into six subthemes. Although the data did not come 

directly from hopeful patients, the results are illuminating. Owen 

(1989) states, "Energy emerged as a strand running through each of 

the six subthemes and served as a focal point in the description and 

model of hope. Each of the subthemes described a component of the 

process whereby energy was exchanged, transformed, or moved. 
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resulting in the preservation or loss of hope" (Owen, 1989, p. 75). 

At Oxford University in England, a project is underway to study 

energy and fatigue (Wood, 1990). In studying what qualities 

individuals identify as life-affirnning, the most important variable 

identified was a combination of vigor (energy) and optimism 

(generalized hope). Energy is postulated to have a direct positive 

effect on hope. 

Threat. Threat is the perception of the actual or expected 

negative impact of the chronic illness on the individual which 

results from the negative appraisal of the illness. This negative 

appraisal is evidenced by the experience of loss, uncertainty, 

anxiety, and fear (all forms of discomfort). In their revised theory 

of hopelessness in depression, Dykman and Abramson (1990) posited 

that perceived occurrence of negative life events starts the causal 

chain leading to hopelessness. 

Lazarus and Launier (1978) in studying coping, posited that a 

person's appraisal of a situation significantly impacts the response 
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to that situation. Lazarus and Folkman (1984, p. 19) defined 

psychological stress as "a particular relationship between person 

and the environment that is appraised by the person as taxing or 

exceeding his or her resources and endangering his or her well-

being." Primary appraisal occurs when the situation is initially 

assessed. Secondary appraisal occurs when coping strategies are 

considered and an assessment is made of their likelihood of success. 

According to Lazarus and Launier (1978), when a situation has been 

appraised as stressful, the situation is labeled as a loss, a threat or 

a challenge. Lazarus and Launier (1978) separate actual from 

potential losses, with loss indicating that a harm has already been 

suffered (such as the death of a loved one or the diagnosis of 

terminal illness), and threat indicating that a harm is possible (such 

as an illness which could result in loss). Threat differs in this 

model in that it includes both actual losses and potential losses. 

As indicated repeatedly in this author's qualitative studies of 

aged persons with chronic illness, losses accumulate (e.g., loss of 

physical strength and ability, loss of independence, loss of role, loss 
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of finances). Although loss of life or a diagnosis of terminal 

condition has not occurred, loss is nevertheless inherent in the 

situation. 

Uncertainty occurs when an individual has appraised the 

situation and finds the clues inadequate to project a probable 

outcome (Lazarus & Folkman, 1984). In this study it is proposed that 

uncertainty has negative effects, although some think that 

uncertainty might be beneficial in a situation where it allows a 

positive appraisal of ambiguous clues (Davis, 1960-61; Lazarus & 

Folkman, 1984). In studying 55 patients undergoing radiation 

therapy for cancer, Christman (1990) found that uncertainty 

resulted in lower levels of hope and poor psychosocial adjustment. 

The was no evidence that uncertainty facilitated hope. 

The ability of stress to trigger state anxiety was 

demonstrated by Dumas, Forbes, Kim and Leis (1992) in a study of 28 

baccalaureate-level student nurses changing clinical rotations at a 

large metropolitan hospital. Stress was found to predict state 

anxiety, accounting for 46% of the variance (p < .05) and physiologic 
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arousal/anxiety (as measured by elevated pulse pressure), 

accounting for 19% of the variance (p < .05). Anxiety was 

experienced as a threat emotion. 

Fear was another aspect of threat which emerged from this 

author's qualitative research among older adults living with chronic 

illness (Forbes, 1992; Forbes, 1994). Bandura (1977) proposed that 

people experience fear when they assess a situation as one that 

exceeds their coping skills. Lazarus and Folkman (1984) regard fear 

and anxiety as threat emotions. Negative events have long been seen 

as having a detrimental influence on hope (Erickson, Post, & Paige, 

1975; Stotland, 1969). Threat is postulated to have a direct 

negative influence on hope, as moderated by the other antecedents: 

optimism, coping strategies (Miller, 1989), and a philosophy that 

life has meaning and growth comes through struggle (Miller, 1989; 

Nagai-Jacobson & Burkhardt, 1989; Owen, 1989). 

Optimism (generalized hone) Optimism is the general 

tendency to expect positive outcomes (Beck, 1 974; Scheier & Carver, 



1987). Dufault & Martocchio (1985) conducted a qualitative study on 

hope. They were first to introduce into the hope literature a 

division of hope into two spheres: generalized and particularized. 

This was ground breaking work in clarifying the disagreement 

regarding whether hope is a trait or a state. Even Dufault and 

Martocchio did not realize the full implication of this discovery, 

stating in their report that hope is process-oriented, not trait-

oriented. Particularized hope is hope as it is directed towards a 

specific (or particular) goal. Generalized hope is broader in its 

focus and is not directed at a specific object or goal. Generalized 

hope serves to protect the individual from hopelessness when a 

specific (particularized) hope is not met. Generalized hope is 

synonymous with optimism as found in the psychology literature. 

Since optimism is a general tendency (or trait) to expect positive 

outcomes (Beck, 1974; Scheier & Carver, 1987), it makes intuitive 

sense that those who tend to expect positive outcomes (generalized 

hope - a trait) are more likely to maintain hopefulness for a specific 

positive outcome (particularized hope - a state) in any given 
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situation. In this investigator's (Forbes, 1994) qualitative study 

with older adults, findings supported the differentiation of 

particularized (or situational) hope and generalized hope. Optimism 

is included as an antecedent variable which serves to moderate the 

relationship between threat and (particularized) hope. 

Meaning in Life and Growth comes through Struggle. 

Viktor FrankI (1963), in reviewing existence in the Nazi prison 

camps, proposed that humans are capable of finding meaning and 

purpose in the most horrifying of circumstances. He further 

proposed that humans do not need homeostasis to be mentally 

healthy, but rather need to strive and struggle for a worthy goal. In 

the prison camps, this outlook helped individuals to find peace in 

adversity, and provided some with the strength to survive. FrankI 

proposed that one can find meaning in the attitude one takes when 

faced with an unchangeable predicament. Citing the writings of 

Yehuda Bacon, an Israeli sculptor who was imprisoned in Auschwitz 

as a boy, he proposes that when a sufferer finds meaning, it can 
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change the person for the better (FrankI, 1978). Thus, achieving 

personal growth may be the meaning that is found in suffering. The 

philosophical outlooks that life has meaning and that growth comes 

through struggle are proposed to moderate the relationship between 

threat and (particularized) hope. 

Cooing. Folkman and Lazarus (1980) defined coping as 

cognitive and behavioral efforts to manage troubled person-

environment relationships. As research into the effect of stress 

showed disappointingly low predictability on subsequent physical 

and psychological health, researchers began to focus their efforts on 

the significance of coping in modifying the negative effects of 

stress on adjustment (McCrae, 1984). When the relationship 

between two variables is inconsistent across studies, the 

possibility is raised that some variable which is not in the model is 

moderating the relationship. In this model, threat represents the 

level of perceived stress and hope represents subsequent 

psychological health. Coping is postulated to moderate the 
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relationship between threat and (particularized) hope. 

Hope 

Hope is defined as the degree of active belief one has in 

reaching a desired goal. For the purposes of this study, hope is 

understood to represent the particularized goal of achieving a 

positive quality of life in spite of living with a chronic illness. 

According to this definition, hope is an active belief, which 

differentiates hope from wishing (Stotland, 1969). What one merely 

wishes for, one does not really invest effort in. Hoping requires the 

investment of physical and/or mental effort. The attribute of being 

active is found across explanations of hope in the literature (Dufault 

& Martocchio, 1985: Erickson, Post & Paige, 1975; Hall, 1990; Hinds 

& Martin, 1988; Parse, 1990; Rideout & Montemuro, 1986). Activity 

requires energy, therefore to be maintained, hope requires energy. 

Hope is postulated to have a direct positive impact on integration. 
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Integration 

Facing the challenges of chronic illness with a life affirming 

(Wood, 1990) response is conceptualized in the model as integration. 

Integration refers to the links or connections which must be 

established to maintain unity and wholeness (Ginsberg & Opper, 

1 988). Integration is necessary to successfully negotiate the 

changes which must be made to create a new and satisfying 

lifestyle. Integration, in the lifelong process of evolution of the 

self, is an active process of continually organizing the relationship 

of the self to the environment, and as such plays a key role in 

development (Kegan, 1982). Integration is not homeostatic and does 

not involve ''adjusting to things as they are" with the goal of 

returning the individual to a state of equilibrium. Integration is an 

ongoing process of change as the individual changes along with the 

changing environment (Kegan, 1992, p. 113). 

Many studies have focused on adaptation or adjustment in 

chronic illness. Most of these conceptualize adaptation and 

adjustment in terms of returning to a point of equilibrium. Kegan 
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(1992) differentiates adaptation from adjustment, positing that 

adjustment is focused on returning to a point of equilibrium and 

adaptation is a developmental process of ongoing change. In this 

way, he equates adaptation with integration. Integration can be 

manifest in terms of behavioral changes which balance the 

conflicting needs for independence and control over one's self and 

the need to depend on others for assistance; it is also manifest in 

psychospiritual changes which includes a sense of having overcome 

the threat and expanded one's boundaries (self transcendence) (Reed, 

1991b). Successful integration (or adaptation) leads to a positive 

quality of life (Burkhardt, Woods, Schultz & Ziebarth, 1989; Marks & 

Millard, 1990; Oldenberg, Macdonald & Perkins 1988). 

Integration, an outcome, is a latent variable evidenced by two 

basic indicators - psychospiritual integration (transcendence) and 

behavioral integration (health-promoting behaviors). A client with a 

chronic illness who has achieved integration should be a low user of 

emergent health care and exhibit greater involvement in life when 

compared to those with the same or similar health status who have 
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not achieved integration. 

Self-transcendence. Chronic illness is a life event that 

can trigger self-transcendence (Newman, 1989; Reed, 1991a). Self-

transcendence is conceptualized as expansion of an individual's 

boundaries and a broadened perspective of life. Expansion occurs 

inwardly, outwardly and temporally (Reed, 1991b). Margaret 

Newman (1989, p. 3) wrote that those "who are able to transcend 

their physical limitations function in a timeless, boundaryless 

(spiritual) dimension." According to Reed (1992) spirituality is 

expressed developmentally as the capacity to transcend the current 

situation or expand the current boundaries. Self-transcendence is 

included in this model as one indicator of integration. 

Health-promoting Behaviors. Health-promoting 

behaviors are actions taken by an individual to promote well-being. 

These actions include both actions taken to acquire knowledge about 

one's physical condition and its care, and actions taken to execute 

care. Such actions are an indicator of successful integration in 



chronic illness. Bach-y-Rita and Bach-Y-Rita (1990) report that 

hopeful patients exhibit more active involvement in recovery 

following stroke and therefore evidence better outcomes. In 

contrast, Reed (1988) found that hopelessness was correlated with 

self-neglect behaviors in an unpublished study of aged chronically 

ill persons. Further, hopelessness is a strong predictor of self-

destructive behaviors (Beck, 1974). The opposite should also hold; 

that hope would be predictive of self-care behaviors. Health-

promoting behaviors is included in the model as an indicator of 

integration. 

Research Question 

The research question asked in this study is, "What contextual 

and personal attribute variables as antecedents of hope best predict 

integration in a population of older adults living with a chronic 

illness"? An abundance of research supports the hypothesis that 

individuals who maintain hope are better able to make the changes 

necessary to living well with a chronic illness. There is less 



research on the conditions and resources needed for hope to be 

maintained over time. Identification of these conditions and 

resources may assist health care workers to target interventions 

which support the hoping process in individuals with chronic illness. 

Hypotheses 

1. Connectedness increases (situational) hope in chronically ill 

elderly. 

2. The perception of energy increases (situational) hope in 

chronically ill elderly. 

3. The appraisal of threat decreases (situational) hope in 

chronically ill elderly. 

4. Optimism moderates the perception of threat, thereby 

increasing (situational) hope in chronically ill elderly. 

5. Holding a realization that personal growth comes through 

struggle moderates the perception of threat, thereby 

increasing (situational) hope in chronically ill elderly. 
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6. A sense that one's life has meaning moderates the perception 

of threat, thereby increasing (situational) hope in chronically 

ill elderly. 

7. Coping moderates the perception of threat, thereby increasing 

(situational) hope in chronically ill elderly. 

8. (Situational) hope increases integration of chronic illness in 

chronically ill elderly. 

Testing these hypotheses helps clarify the role hope and its 

antecedents play in successful integration of chronic illness among 

the elderly. Further, the hypotheses expand our view of aging and 

chronic illness beyond expectation of senescence and decline to see 

the challenge as an opportunity for development (Levinson, 1996). 
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CHAPTER 2 

LITERATURE REVIEW 

This chapter will review empirical literature relative to the 

proposed model of hope, its antecedents and successful integration 

of chronic illness (Figure 1). Many of the studies reviewed examined 

variables relevant to various aspects of the theoretical model. 

Review of the empirical literature will begin with the research 

involving the proposed antecedents in the model, continue with 

research into hope itself and conclude with research about 

integration of chronic illness. 

Antecedents to Hope 

The antecedents to hope in this model (figure 1) are 

connectedness, energy, threat, optimism, a perception that growth 

comes through struggle, that life has meaning, and coping. 
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Connectedness 

Connectedness is the perception of connection or relationship 

to the self and those outside oneself, and the confidence that those 

to whom one is connected can provide assistance if needed. 

Connectedness includes social support, but goes beyond it to include 

connectedness to a dimension greater than the immediate 

environment. The need to connect is one aspect of the human need 

for spirituality which assists the individual to attain well-being in 

the face of obstacles. Connectedness also subsumes trust, faith and 

confidence in those to whom one feels connected. 

Belcher, Dettmore and Holzemer (1989) interviewed 35 

persons with AIDS to investigate their experiences of spirituality 

and well-being. One pertinent theme was connectedness. One 

participant described connectedness as "that part of me that 

connects me to other people, past and present; It's a feeling of 

being part of the whole rather than of isolation" (p. 22). Herth 

(1990) found that abandonment and isolation were hope-hindering 

variables among 30 terminally ill adults. A sense of connection is 
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needed in order to maintain hope. 

In 1990, Foote, Piazza, Holcombe, Paul & Daffin reported 

similar findings among 40 individuals with Multiple Sclerosis. Hope 

scores correlated highly with social support (r = .68, p < .001). 

Multiple regression analysis of the data was not reported, so no 

predictive conclusions could be drawn regarding the effect of social 

support on hope, however, the association between social support 

(connectedness) and hope was supported. 

Brandt (1987) studied 31 women receiving chemotherapy for 

breast cancer to assess the effects variables including helpfulness 

of religious beliefs, and support received from friends and family on 

hopelessness. Both perceived support received from friends and 

family and the helpfulness of spiritual/religious beliefs are 

suggestive of connectedness. There was insufficient variability in 

the sample responses to the perceived social support question to 

support a correlation analysis (sample scores ranged from 2-3 on a 

0-3 point scale) of social support and hope. In this sample, all 

subjects reported high levels of social support- However, the 
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correlation between helpfulness of religious beliefs and 

hopelessness was significant (r = -.32, p < .05). This finding 

supports the proposition that connectedness as experienced by 

relationship with a higher being protects one from hopelessness. 

Bonner and Rich (1991) studied 178 college students to test a 

model of vulnerability for development of loneliness (a lack of 

connectedness). The results showed that loneliness was 

significantly correlated with hopelessness (r=.39). Furthermore, the 

interaction of loneliness and negative life stress (threat) accounted 

for 45% of the variance in hopelessness. This finding points out the 

importance of dimensions of connectedness in maintaining hope 

when facing stressful situations, thus underscoring the importance 

of connectedness in daily well-being, even without the threat of 

illness. 

Energy 

Much of the research on energy and hope has been done on 

fatigue (the lack of energy). Fatigue was found by Herth (1990) to be 
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a hope-hindering variable in terminally ill adults, in studying 

Canadian COPD patients, Small & Graydon (1992) found that fatigue 

was the only significant predictor of negative mood (p<0.006), and 

accounted for 28% of the variance. Similar results have been found 

in patients with cancer (Knobf, 1986), rheumatoid arthritis (Tack, 

1990), and systemic lupus erythematosus (Krupp, LaRocca, 

Muir-Nash, & Steinberg, 1989). In Browne et al's (1988) study of 

216 patients with either serious or chronic illness, self-report of 

energy and stamina correlated negatively (-.52) with psychosocial 

adjustment. 

Persons with AIDS (Belcher et al, 1989) reported that energy 

was consumed, not only through physical exhaustion, but in dealing 

with issues such as mortality, fear, and impoverishment 

(indications of lack of psychic or spiritual energy). When there were 

few physical symptoms (which sapped physical energy) they felt 

more optimistic, but when symptoms erupted, they suffered from 

more negative moods. 

In studying how children cope with mother's breast cancer. 



60 

Issel, Ersek, and Lewis (1990) found that one of four strategies 

successfully used by the children was tapping into group energy 

(most often that of the family group), thus demonstrating the 

phenomenon of tapping into others as a source of energy. The 

connections within the family group provided access to a source of 

energy which was then available to use in dealing with the threat 

which these children faced. This group energy was more likely to be 

emotional energy than physical energy, although fatigue may also 

drain emotional energy. 

These studies highlight the need for energy in maintaining hope 

and integrating illness. The difficulty which fatigue (lack of energy) 

presents to the process was also indicated. 

Threat 

Threat is conceptualized in this project as the actual or 

expected negative impact of the chronic illness on the individual 

which results from the negative appraisal of an illness. Threat 

includes such stressful perceptions as loss, anxiety, uncertainty and 
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fear. 

Barrett and associates (1988) described the psychosocial 

functioning of 89 patients under treatment for sickle cell disease. 

Among other findings, Barrett and associates found that sickle cell 

patients reported substantial amounts of fear and anxiety 

surrounding the issue of body deterioration. Prospects of physical 

deterioration may invoke fear and anxiety (threat perceptions) 

among other populations of chronically ill persons. Perception of 

illness as a threat accounted for 46% of the variance in poor 

adjustment to illness in 216 patients (Browne et al,1988) under 

treatment for both serious and chronic illness (cancer, 

gastroenterological problems or rheumatological illness). 

Testing a causal model of the effects of perceived stress and 

psychosocial resources on symptom experience in 109 COPD 

patients, Kline-Leidy (1990) found a similar result. The outcome 

variable, symptomatic experience was defined as perception of 

symptom frequency, intensity, and frequency of exacerbations during 

the year prior to the study Although the outcome as measured in 
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this study is not identical to integration in the proposed hope model, 

the results are infornnative. Perceived stress was operationalized 

as negative life experiences during the preceding 12 months. 

Subjects were asked to rate the extent to which the experiences had 

a negative or positive influence on their lives. The items rated as 

having a negative influence were summed, thus rendering a measure 

similar to threat- Perceived stress (i.e., threat) accounted for 22% 

of the variance (p<.05) in symptoms experienced by the male 

subjects. The path coefficient in females (.15 ) was not 

statistically significant. 

Studies of uncertainty have shown a similar pattern. In a 

study of 55 cancer patients undergoing radiation therapy, Christman 

(1990) evaluated the effects of uncertainty, hope, symptom severity 

and control preference on psychosocial adjustment. Three 

measurements were obtained; after the subjects' 1 st, 1 5th and last 

radiation treatment. Uncertainty correlated with low levels of hope 

(r = .49, p < .01). Hierarchical multiple regression then determined 

predictors of difficulty with adjustment as measured at times two 
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and three. At time two, uncertainty accounted for 17% (p < .02) of 

the variance in poor adjustment, and low levels of hope accounted 

for 16% (p<.01) of the variance in poor adjustment. At time three, 

uncertainty accounted for 18% (p < .01) of the variance in poor 

adjustment and low levels of hope accounted for 11 % (p < .02) of the 

variance in poor adjustment. Byrne, Browne, McAdams, Roberts, & 

Streiner (1991) found that among adolescent cancer patients, 

uncertainty was viewed as a threat, and that it correlated 

negatively with adjustment to illness. 

Uncertainty, fear and anxiety were cited as examples of threat 

perceptions which can result from the appraisal of a stressful life 

event. In studies cited above, stressors which were appraised as 

threatening were associated with, or accounted for, some degree of 

distress, loss of hope and poor adaptation to illness. Although many 

authors addressed the outcome as adjustment or adaptation to 

illness, these terms were used in a way conceptually similar to 

integration and therefore informative for this model. 
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Optimism 

Optimism is the general tendency to expect positive outcomes. 

Optimism is synonymous with the trait generalized hope, which is 

distinct from the state variable situational hope. The trait of 

optimism is posited to assist an individual in maintaining hope in 

the face of threat and thereby facilitate successful integration. 

Scheier and Carver (1985) have studied optimism extensively. 

In studying the influence of optimism on recovery from coronary 

artery bypass graft (CABG) surgery in 51 males, Scheier and 

associates (1989) found that optimism displayed both direct and 

indirect effects on quality of life. Data were collected at three 

points; the day before surgery, 6-8 days postoperatively, and again 

6 months postoperatively. At time one, situation specific 

expectations were elicited such as how much pain, fatigue, anger, 

happiness, and nervousness the subjects expected to experience 

following surgery. At time two, subjects were asked how soon they 

expected to return to activities such as work, sex, social 

involvement, recreation and vigorous physical exercise. Perceived 
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quality of life was measured six months following surgery. Mood 

(i.e., anxiety, depression and hostility) was measured presurgically 

and postoperatively. Path analysis of a three variable recursive 

model was tested. Optimism negatively predicted the tendency to 

dwell on negative emotions (r = -.28, S not reported). This may be a 

mechanism by which optimism moderates the impact of threat on 

hope. Additionally, optimism positively predicted quality of life 

after surgery (H = .51). Dwelling on negative emotions (perceived 

threat) negatively predicted quality of life (S = -.33). Optimists 

reported increased quality of life beyond that effect accounted for 

by choice of coping strategies (specifically, the choice to avoid 

negative coping). Multiple regression showed that optimism also had 

value in predicting return to activities (work, exercise, sex, 

socializing and hobbies) after medical factors were controlled. 

A similar finding of the negative relationship between 

optimism and threat supports the link in the proposed model. In 

assessing the effect of optimism and other variables on 

psychological adjustment among 135 bone marrow transplant 
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survivors, Curbow and associates (1993) found that optimism 

correlated with both negative mood (an indicator of threat) (r = -.55, 

p < .001) and anticipation of future life satisfaction (an indicator of 

hope) (r = .31, p < .001). 

Long and Sangster (1993) found that optimism, and its 

opposite pessimism, predicted adjustment in arthritis patients. 

Subjects with rheumatoid arthritis (RA) n = 107, and osteoarthritis 

(OA) n = 108 were included in the study. Citing the greater 

unpredictability and uncertainty which characterizes decline in RA 

compared to OA, the data from both samples were analyzed 

separately. The researchers anticipated that general expectancies 

(optimism/pessimism) would exhibit greater Influence on 

adjustment in persons with RA, and disease severity would exhibit 

greater Influence on adjustment in persons with OA. Path analyses 

were conducted on the models in both samples. Results supported 

the initial predictions that pessimism was predictive of poor 

adjustment In persons with RA while physical disability (loss) was 

predictive of poor adjustment in persons with OA. Adjustment was 
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indicated by a lower score on the measure used. Optimism was 

found to predict better adjustment in both samples (H = -.23, p < .05 

for RA patients; (I = - .25, p < .05 for OA patients) supporting 

optimism as a moderator of threat in chronic illness. Pessimism 

predicted poor adjustment (R = .40, p < .05), but only for the RA 

patients. 

Optimism has also been studied in relation to its power to 

predict completion of an aftercare program following successful 

completion of an inpatient alcohol treatment program in 54 men 

(Strack, Carver and Blaney,! 987). Completion of the aftercare 

program indicates continued efforts directed at recovery and health 

maintenance in what is considered to be a chronic condition. The 

aftercare program lasted for 90 days. The only variables which 

correlated significantly with successful completion of the program 

were optimism (r = .29, p < .05) and education level (r = .34, p < .05). 

In light of the fact that optimism does not reliably predict use of 

specific coping strategies across studies (Carver et al,1989) these 

results suggest that optimists may simply be more persistent in 
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Growth comes through Struggle 

One of the possible results of appraisal of a stressor is to 

classify the event as a 'challenge' (i.e., an event with a potentially 

positive outcome which requires effort to obtain) (Lazarus & 

Launier, 1978). This appraisal implies that growth is possible 

through the struggle to obtain a positive outcome. 

In classifying coping responses among 255 adults who had 

experienced a recent stressful event, McCrae (1984) found a factor 

he identified as "drawing strength from adversity". This factor 

included such items as "grew as a person", "found new faith", and 

"rediscovered what is important", all of which are indicators of an 

outlook that growth comes through struggle. Browne and associates 

(1988) found that positive appraisal of illness as a challenge (an 

opportunity for growth) was predictive of adjustment to illness 

among 320 chronically ill adults. 

As noted by Frankl (1978), the perception of growth resulting 



from struggle is one of many ways in which life may be interpreted 

to have meaning. However, this variable has been empirically 

identified enough to warrant separate consideration from meaning. 

Meaning 

The perception that one's life has meaning has been found to 

predict hope in both well and ill populations. Furthermore, the 

perception of meaning is among the variables which predict 

adaptation to illness. Positive meaning correlated with positive 

adaptation to illness in 60 cancer patients, whereas, unfavorable 

meaning correlated with poor adaptation (McAdams, Byrne, Brown, 

Roberts & Streiner,! 987). 

A sense of meaning in life has been found to accompany other 

antecedents in the model (such as connectedness) in predicting 

successful psychological adaptation to illness. Research indicates 

that meaning in life and relationships with others (connectedness) 

were important to subjective quality of life among 227 adults with 

chronic illnesses, including diabetes melitis, ostomy secondary to 
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colon cancer or colitis, and arthritis (Burckhardt et al, 1989). 

Based on this finding, Burckhardt et al suggested that the tendency 

of many researchers to equate quality of life with disease status 

confuses morbidity with subjective life satisfaction. Conco (1995) 

reported in a phenomenological study of ten adults recently 

hospitalized for various acute and chronic illnesses that finding 

meaning and purpose, and connectedness enabled them to maintain 

hope while ill. 

Bonner and Rich (1991) studied vulnerability among 178 

college students experiencing stress. Reason for living (i.e., 

meaning) correlated negatively (-.29, p < .05) with hopelessness. 

Low levels of reason for living (meaning) in interaction with 

negative life stress (threat) accounted for 50% (p < .01) of the 

variance in hopelessness. Hopelessness was related to loneliness 

(r= .39, p < .05). These findings support the model hypothesis that 

both meaning in life and connectedness impact maintenance of hope 

in stressful situations. 
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Coping 

Folkman and Lazarus (1980) defined coping as cognitive and 

behavioral efforts to manage troubled person-environment 

relationships, and identified two major approaches to coping: 

Problem focused coping in which an individual takes action to change 

the stressful situation, and emotion-focused coping in which the 

individual attempts to regulate the distressing emotions related to 

the stress. In a classic study, they found that 100 adults reported 

using both types of coping in dealing with stressful situations 

encountered over the course of a year. Problem-focused coping was 

used more frequently to handle situations appraised as changeable, 

and emotion-focused coping was used more frequently in situations 

viewed as unchangeable. 

Carver, Scheier and Weintraub (1989) pointed out potential 

difficulties in measures of coping. Viewing coping under the broad 

divisions of problem-focused and emotion-focused may be too 

simplistic. Researchers of coping typically view emotion-focused 
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coping as negative or ineffectual, and problenn-focused coping as 

positive or effective. However some problem-focused coping 

responses, such as recklessness, can be ineffectual and some 

emotion-focused coping responses, such as positive reinterpretation 

of events, may be effectual. Additionally, some domains of 

theoretical interest in coping were not represented in the extant 

coping scales. Whereas Folkman and Lazarus propose the two coping 

strategies, Carver et al (1989) propose thirteen coping strategies. 

Folkman and Lazarus (1984) posited that appraisal and choice 

of coping strategies is influenced more by situation variables than 

by personality variables (such as optimism). A study was 

undertaken to look at this change in coping over time in relation to a 

single stressful situation (Folkman & Lazarus, 1985). One hundred 

thirty six college students taking a midterm exam were measured on 

three occasions: two days before the exam, two days before grades 

were announced, and five days after grades were announced. 

Appraisal, emotion and coping, and also the frequency with which 

different types of problem and emotion-focused coping strategies 
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are employed were measured. During the first occasion when 

ambiguity was posited to be highest, subjects reported high levels 

of both threat (mean = 5.0) and challenge (mean = 4.9) emotions. 

There was no significant change in levels of threat and challenge 

emotions until after the grades were announced (and ambiguity was 

at its lowest). At this point both threat (mean = 1.8, p < .001) and 

challenge (mean = 3.4, p < .001) decreased. Parallels may be drawn 

between the students' appraisal of threat during the ambiguous 

period before the exam and the threat experienced by an older adult 

with an ambiguous diagnosis, or a health condition with an 

ambiguous outcome. 

Additionally, on all three occasions over 90% of the subjects 

reported using both problem and emotion-focused coping. Problem-

focused coping was correlated with (r = .64) seeking social support 

(an emotion-focused strategy) and (r = .58) emphasizing the positive 

(another emotion-focused strategy). As a result, Folkman and 

Lazarus (1980) propose that emotion-focused coping can serve to 

manage emotions which would otherwise impede problem-focused 
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coping. These findings indicate that both emotion-focused and 

problem-focused coping strategies are used, and that there can be 

multiple outcomes of appraisal and multiple conflicting emotions 

experienced simultaneously that change over time as the situation 

changes. 

Diverging from the predominant view that situation influences 

coping, Amirkhan, Risinger and Swickert (1995) proposed that 

personality or trait factors play a stronger role in coping than 

previously considered. Specifically, Amirkhan et al proposed that 

the trait of extroversion is tied to use of more problem focused 

methods of coping, seeking of social support and a less threatening 

initial appraisal of stress. It was proposed that extroverts tend to 

view their problems more optimistically, and therefore optimism's 

positive influence on coping and adjustment might be spurious, due 

to the more distal influence of extroversion. 

Amirkhan et al (1995) tested their proposal on 100 college 

students using the Coping Strategy Indicator (CSI). Developed by 

Amirkhen (1990), the CSI measures three proposed dimensions of 
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coping: problem-focused, avoidance coping and seeking social 

support. The subjects were asked to recall a recent stressful life 

event and report on the extent to which they used 33 specific coping 

responses to handle that event. Extroversion correlated with 

optimism (r = .36, p < .01) pessimism (r = -.38, p < .01), seeking 

support (r = .27, p < .01) and avoidance coping (r = -.24, p < .05). 

Extroversion did not correlate significantly with problem-focused 

coping. Optimism correlated with problem-focused coping (r = .41, p 

< .01), support seeking coping (r = .22, p < .05) and avoidance coping 

(r = -.21, p < .01). Perceived stressfulness of the problem correlated 

positively with all three coping strategies; problem-focused (r = .19, 

p < .05), support seeking (r = .31, p < .01) and avoidance (r = .35, p < 

.01) indicating that perceived stress or threat activates coping but 

does not necessarily predict which coping strategies will be used. 

Amirkhan et al (1995) suspected that multicollinearity among the 

independent variables would confuse the effects and so multiple 

regression analysis was conducted using each coping subscale as the 

dependent variable. In these analyses, extroversion was the only 
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significant predictor of support seeking coping. Optimism was the 

only significant predictor of problem-focused coping. Pessimism 

and degree of perceived stress were the only significant predictors 

of avoidance coping. While the results supported a role for 

extroversion in coping, it did not support the claim that optimism's 

influence on coping is spurious. 

Noting the controversy regarding whether or not coping is 

influenced mainly by situation as Lazarus and Folkman claim, or is a 

stable tendency reflecting underlying traits as Amirkhen suggests. 

Carver et al (1989) constructed the COPE scale so that both changing 

(state) and stable (trait) coping strategies could be measured. The 

COPE scale was administered to 978 college students. A second 

order factor analysis among the subscale totals yielded four factors: 

Active coping, planning and suppression of competing activities; 

seeking social support and focus on emotion; denial, mental 

disengagement and behavioral disengagement; and acceptance, 

restraint coping and positive reinterpretation and growth. 

Although theorists and developers of coping measures have 
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predominantly used college student samples, there is research into 

how the coping theories perform with samples of chronically ill 

persons. Most relevant is the research where coping was studied in 

relation to other variables of the proposed model (Figure 1), such as 

hope. 

Herth (1989) studied the relationship between coping and hope 

in 120 adult cancer patients receiving chemotherapy. She also 

collected data on interference with job responsibilities, 

interference with family responsibilities and religious convictions 

as part of a this study. Coping was found to be associated with hope 

(p < .001). Analysis of variance among the indicators showed that 

high level of religious conviction (one potential Indicator of 

connectedness to a higher power) was significantly associated with 

both hope and coping, and that high levels of interference in 

performing family responsibilities (one potential indicator of 

interference with interfamily connectedness) were associated with 

low levels of both hope and coping. 

In order to test the Folkman and Lazarus (1980) coping model 
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a model of coping, health status, social support and adjustment in 

158 women with diabetes mellitus. Factor analysis of the data 

revealed two factors, which White and associates interpreted as 

problem-focused coping and palliative (emotion-focused) coping. 

Data were then analyzed using multiple regression. Stressful life 

events and poor health status (both potential indicators of threat) 

accounted for 1 5% of the variance in use of palliative (emotion 

focused) coping. Palliative (emotion focused) coping directly 

impacted adjustment to chronic illness (II = -.15). 

Most studies in this section investigated coping as one of the 

variables of interest. Thus, most inform the role of coping in a 

chronically ill population. Attempts to show that certain types of 

coping strategies are more effective than other types of coping 

strategies have not been well supported. Findings indicate that 

individuals engage in a variety of coping strategies. In general, the 

use of coping strategies are associated with better adaptation to 

chronic illness. 
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(Situational) Hope 

Hope is defined as the active belief one has in reaching a 

desired goal. Understanding what resources support the maintenance 

of hope, and how hope assists an individual with a chronic illness to 

integrate the threat presented by the illness into life In a positive 

way is of primary concern in this review. 

Rideout and Montemuro (1986) studied community-based older 

adults with Congestive Heart Failure. Age, marital status, living 

arrangements, and income were predicted to have a positive effect 

on hope and morale; and hope and morale were predicted to 

positively affect each other. Results showed that both hope and 

morale positively affected physical functioning and social 

functioning. Adaptation, was modeled as a latent variable indicated 

by the presence of morale, somatic health and social functioning. 

Therefore, hope affected adaptation as it was modeled. The 

similarity between the concept of adaptation in Rideout and 

Montemuro (1986) and integration as proposed in the current model 

should be noted. While Rideout and Montemuro included somatic 
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health as the third indicator of their latent variable, adaptation, it 

should be noted that health status may deteriorate in spite of the 

best efforts to treat it. Health status is an indirect indicator of 

integration as manifest by the individual's involvement in self-care. 

It is thought that the self-care efforts themselves are a more direct 

indicator of the degree to which an individual has integrated the 

illness experience into life. The empirical evidence supported the 

direct positive effect of hope on involvement in life (an indicator of 

integration). In this study, therefore, hope mediated the 

relationship between threat of illness and adaptation. 

It is as illuminating to see the links which were not supported 

as those which were - most especially, the lack of correlation 

between hope and physical functioning. Although physical 

functioning was included in the Rideout and Montemuro (1986) study 

as an outcome variable, many other models place physical function 

as an antecedent variable which influences hope. The Rideout and 

Montemuro (1986) findings, which failed to support a connection 

between physical functioning and hope, received further 
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confirmation from Herth's 1990 longitudinal study of 30 terminally 

ill adults. Most of Herth's data came from qualitative analysis of 

interviews, however, a hope scale was administered at each of the 3 

Interviews. In spite of the subjects' deteriorating physical 

condition, the hope scores were higher at time 3 than at time 1, 

indicating that hope increased despite deteriorating health. This 

finding is congruent with the developmental view that life crises 

can initiate movement to a higher level of functioning. As the 

subjects dealt with the crisis of terminal illness, their hope 

eventually surpassed its original level even in the presence of 

physical deterioration. 

In light of the findings that hope did not decrease with 

proximity to death, Herth (1990) investigated what conditions 

fostered hope and what conditions hindered it. Seven hope-fostering 

variables were Identified: interpersonal connectedness, 

lightheartedness, personal attributes, having attainable aims, having 

a spiritual base, having uplifting memories and having affirmation 

of worth. Three hope-hindering variables were identified: 
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abandonment and isolation; uncontrollable pain and discomfort; and 

devaluation of personhood. 

Statts (1987) reported similar findings. Hope was defined as 

the expectation of desirable future events and operationalized as the 

difference between expected positive affect and expected negative 

affect. Two hundred fifty seven adults completed instruments 

designed to measure expectations of positive and negative affect 

experiences in the next few weeks. Measures of health, 

psychological well-being and happiness were also obtained. Age was 

positively related to hope (r = .20, p < .01), with hope increasing 

with advancing age. This result surprised Statts, who expected to 

find that hope (positive expectations about the future) would 

decrease as physical strength and length of life ahead decreased. 

However, finding that hope increases with age is again congruent 

with the developmental framework. Developmentally, one might 

expect that advancing age brings with it challenges. Successfully 

facing those challenges leads to further development of hope. 

Statts (1987) further found that hope correlated with positive 
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evaluations of the past (r = .72, p < .001), subjective health (r = .25, 

p < .001) and subjective well-being (r = .34, p < ,001). The high 

correlation between hope and positive evaluations of the past can be 

understood if one recalls that hope Is the degree of active belief in 

achieving a desired goal (in the future). If one has achieved desired 

goals in the past (i.e, an indicator of past levels of hope), one is 

more likely to expect to achieve goals in the future. 

The phenomenon of hope not decreasing in spite of 

deteriorating health was demonstrated again in the Stoner and 

Keampfer (1985) study of 55 cancer patients, which focused on how 

hope was affected by recalled life expectancy information and phase 

of illness Hope was measured by multiplying the importance of the 

hope goal to the subject by the perceived likelihood of achieving the 

goal. Recalled life expectancy information and phase of illness were 

collected in an interview. Stoner and Keampfer (1985) reported that 

cancer patients who had no information on life expectancy reported 

more hope (mean = 338) than those who did (mean = 305). This might 

indicate that if one has not received an estimate of life expectancy, 
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one might assume that the cancer may be treated successfully. 

However, terminal patients not receiving treatment (mean = 316) 

scored higher than those who were receiving treatment (mean = 

307). Similarly, no significant differences were found in hope 

scores based on phase of illness. Since none of the differences in 

mean scores were statistically significant, it is hard to draw many 

conclusions. However, it can be said that hope was not lost as death 

neared. 

Again, in studying hopelessness among 65 adult male AIDS 

patients (Carson, Soeken, Shanty & Terry, 1990), a similar 

phenomenon was found. Patients with active AIDS (mean = 4.0) 

reported lower levels of hopelessness than those with the AIDS 

Related Complex (mean = 8.9, separate variance t = 2.03, df = 10.1, p 

< .05). Existential well-being, an indicator of a person's sense of 

purpose in life and satisfaction with life, and religious well-being, 

an indicator of well-being in relation to God, were also measured. 

Multiple regression was used to test the ability of age, religious 

affiliation, hospitalization, diagnostic group (HIV+, ARC or AIDS), 



existential well-being and religious well-being to predict level of 

hope. Using stepwise regression, only existential well-being and 

religious well-being entered the equation accounting for 65.3% of 

the variance in hope. 

In summary, repeated studies of seriously and terminally ill 

persons indicate that physical health does not predict hope, but 

psychological, spiritual and emotional health do. Hope has been 

shown to remain, and even increase in persons with loss of physical 

ability. Findings also support the proposal that hope successfully 

predicts integration of chronic illness. The importance of hope to 

adaptation has been demonstrated across numerous samples using 

both qualitative and quantitative methods. 

Integration 

Successful integration refers to behavioral changes of the 

older adult to the lifestyle demands of the chronic illness and the 

emotional changes to the demands and limitations necessitated by 

the chronic illness. Integration is not directly measurable, but is 
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indicated by the presence of health-promoting behaviors and self-

transcendence. 

Health-promoting behaviors 

Individuals who have successfully integrated chronic illness 

sould exhibit greater personal involvement in their own treatment, 

and use the health care system as a supplement to their own efforts 

more appropriately than those who have not. Traver (1988) found 

that among 30 patients with chronic obstructive airway disease 

those who had lower levels of hope used emergent health services 

more frequently than those who had higher levels of hope (p = .009) 

even though the pattern of symptoms experienced were the same 

between the groups. Given the small sample size, it is possible that 

clinically important variables did not show statistical significance. 

However, the findings were interesting. Seventeen subjects (n=10 in 

the low emergent group and n-7 in the high emergent group) were 

also scored by their spouse. In this portion of the sample, anxiety (p 

< .001), suspiciousness (p = .022), and helplessness (p = .009) were 

reported to be greater in the high emergent group. Thus, in this 
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sample, both the subject and spouse identified those who manifested 

higher levels of threat (as manifest by anxiety), and lower 

perceptions of connectedness (as manifest by suspiciousness) and 

hope (as manifest by helplessness) as exhibiting poorer adaptation. 

Powers and Jalowiec (1987) studied integration in 450 

hypertensive patients. Variables of interest were symptom control 

(as determined by diastolic blood pressure), and integration to 

chronic illness (as indicated by psychosocial adjustment to illness). 

Stepwise discriminant analysis was used to determine the variables 

which maximally discriminated between well and poorly controlled 

hypertensives, and then between well and poorly adapted 

hypertensives. 

Eight predictors discriminated between well and poorly 

controlled hypertensives, and taken together, were 81% accurate in 

classifying subjects into correct groups. Of these eight variables, 

psychosocial adjustment entered into the equation first with a 

standardized coefficient 2.59 (p < .001). The next highest predictor 

had a standardized coefficient of .35 (p < .001). The findings support 
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the importance of psychosocial adaptation in disease control. 

Nineteen predictors discriminated between well and poorly 

adapted hypertensives with 66 % accuracy. Among these were less 

pessimistic outlook on life (optimism), greater use of problem 

solving techniques (coping), less social isolation (connectedness), 

less tendency to worry (a coping technique) and higher perception of 

quality of life. Powers and Jalowiec (1978) concluded that outlook 

on life influences illness integration, and that optimism may 

generate motivation for self-care behaviors. 

Self-T ranscendence 

Self-transcendence, the expansion of one's boundaries and a 

broadened perspective of life, is an indication of successful 

adaptation to the emotional demands and limitations of the chronic 

illness. As such, it is an indicator of successful integration. 

In a phenomenological study among women with metastatic 

breast cancer, a disease with an ominous prognosis. Coward (1990b) 

reported that the subjects described experiences of finding purpose 
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in life and connectedness with others, and these assisted the women 

to reach beyond the physical and emotional pain and find self-

transcendence. The women described these experiences as healing. 

Reed (1991a) studied mental health among 55 community 

dwelling older adults (ages 80-97). The subjects described 

perspectives and behaviors that promoted well-being, and were 

measured on depression, mental health symptomology and self-

transcendence. Reed (1991a) found self-transcendence was 

important for emotional well-being. Depression correlated 

negatively with self-transcendence (r = -.33, p < .01) and poor 

mental health symptomology correlated negatively with self-

transcendence ( r = -.32, p < .01). Self-transcendence was related to 

mental health in the older adults in this and subsequent research 

(Coward & Reed, 1996; Young & Reed, 1995). 

Qualitative data in Reed's (1991a) study of oldest old adults 

were analyzed using Miles and Huberman's matrix analysis method. 

Four conceptual clusters of self-transcendence were identified: 

generativity, introjectivity, temporal integration and body-
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transcendence. Generativity represented efforts directed at helping 

others. Introjectivity represented efforts directed at self-

maintenance, self-improvement, self-understanding and growth. 

Temporal integration represented efforts directed at integrating the 

past, present and future. Positive temporal integration was 

indicated by statements of being hopeful, at peace, happy and 

accepting. Body-transcendence represented efforts directed at 

integration of the physical changes into the current life. Qualitative 

statements supported that self-transcendence was directed 

inwardly, outwardly and across time. Self-transcendence, and 

particularly body-transcendence, was also indicative of successful 

integration of changes related to aging and illness. 

Empirical results indicate that successful integration (as 

manifest by adjustment, health behaviors and self-transcendence) is 

associated with lower perception of threat, greater indications of 

connectedness, more energy, greater optimism, increased 

perceptions of meaning and purpose in life, successful use of coping 

strategies and greater hopefulness. A model integrating all these 
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Summary 

Numerous examples exist of studies involving the variables in 

this proposed model. Most are exploratory, establishing association, 

but not causal relationships. The proposed study Is unique In 

Integrating the variables In a theoretical causal model and testing 

the proposed links. This research has the potential to clarify causal 

links between the antecedent variables, hope and successful 

integration. 



92 

CHAPTER 3 

METHOD 

Introduction 

This chapter will address the design of the study, sample 

characteristics, steps taken to assure the protection of human 

subjects, data collection protocol, and data analysis procedures. In 

addition, instruments used for the study and their psychometric 

properties are discussed. 

Design 

This research project employed a non-experimental, 

correlational design. Data were collected at one point, and so it was 

cross sectional. The subjects were not exposed to any manipulation 

or attempt to randomize. An observational field research design 

was chosen because the desire was to study the relationship 

between variables as they occur naturally and without interference 

from researchers (Spector, 1981). Multiple regression correlational 

causal modeling was used to analyze the data. 
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Sample 

The target population consisted of community dwelling (non-

institutionalized) older adults (aged 60 years or greater) who had at 

least one chronic illness. No attempt was made to control for type 

of chronic illness because of the desire to generalize across 

populations of older adults with chronic illness (Spector, 1981). 

Individuals who were receiving hospice care or who had terminal 

diagnoses were not included. There is theoretical reason to presume 

that adaptation to chronic illness is somewhat different than 

adaptation to certain end-of-life (Reed, 1991b). 

A convenience sample was drawn predominantly from the 

community nursing clients of Carondelet Health Network. Carondelet 

Community Nursing serves clients across a wide range of acuities 

including those who are case managed (at high risk for 

destabilization), and attend community wellness clinics (a cross 

section of incomes and ethnic groups who are predominantly at low 

risk for destabilization) across urban and rural southern Arizona. An 

attempt was made to draw a sample representative of the area's 
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population. Bentler (1992b) suggested that for structural equations 

modeling, a sample size which provides 5 subjects per estimated 

parameter is sufficient. Five paths were proposed in the causal 

model (Figure 1.) The path coefficient and error were estimated for 

each path, indicating the minimum desirable sample size of 50. 

Although there is no definite rule regarding the choice of sample 

size for testing latent variable models, Loehlin (1992) states that if 

the sample size is less than 100, one should be modest with one's 

statistical claims. The sample size was 103 subjects. 

Procedure 

Data were collected by self-report questionnaires. 

Instruments measured the antecedents to hope (threat, 

connectedness, sense of meaning in life, a philosophy that growth 

comes through struggle, and coping), (dispositional) optimism, 

(situational) hope, perceived level of energy, perceived global hope, 

health promoting behaviors of the subjects, and self-transcendence. 

In addition a demographic questionnaire was used to gather 
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Information on age, gender, living situation. Illness, and perceived 

adequacy of income. 

Employees of Carondelet Community Nursing inquired if their 

clients were interested in participation. Clients who expressed 

interest were contacted by the investigator. Clients who attended 

wellness clinics were recruited on site. Some subjects referred 

their friends and acquaintances. 

Protection of Human Subjects 

This study was deemed exempt by the Human Subjects 

Committee of the University of Arizona and the Institutional Review 

Board of the College of Nursing (Appendix A). The subjects were 

informed of their human rights and signed a consent form before 

participation. The consent form advised the subjects of the purpose 

of the study, of their right to ask questions, of the risks (none), of 

their right to withdraw from the study without ill-will, and of the 

confidentiality of the data. Data were collected in subject's homes 

and via mail. 
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Instruments were presented in booklet form with the consent 

form accompanying, but not attached to, the booklet. The signed 

consent form was collected and stored separately from the study 

booklet. Names of subjects were not collected and data were 

aggregated to further protect the identity of participants. 

Missing Data 

Protocols were used to assure collection of complete data. 

Potential subjects were asked to confirm their interest in 

participation before instrument booklets were given. Names and 

phone numbers of subjects were recorded on a list when they 

received a booklet. The names were removed from the list as the 

booklets were returned. Upon receipt of the booklet, the 

investigator scanned for any missing data and the subject was asked 

verbally for the missing answer/s. Once data were complete, the 

consent form and any identifying information was separated from 

the booklet. Some of the individuals who initially chose to 

participate later changed their mind and did not return a booklet. 
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However, all those subjects who returned booklets were willing to 

answer missed items. Therefore, there was no missing data in the 

final sample. 

Instruments 

Antecedents to Hope Scale 

Five of the antecedents to hope were measured by the 

Antecedents to Hope Scale (AHS). The Antecedents to Hope Scale 

(Appendix B) is an investigator developed, multidimensional, 32 

item, 4 point likert-type scale with five subscales. The five 

subscales were derive from antecedents to hope identified in the 

process model (Figure 1). The instrument was designed for use in a 

population of older adults living with a chronic illness. The 

subjects were asked to indicate how each item best represented 

them during the previous month. Response options range from never 

(1) to often (4). 

Threat was a seven item subscale (items 3, 5,15,19, 23, 28 



and 30). Connectedness was a nine item subscale (items 6, 13, 14, 

I 7, 20, 21, 25, 27 and 31) tapping two aspects of connectedness 

(e.g., the feelings of connectedness and the expectation of 

assistance from others). A personal sense of meaninafulness was 

represented by a five item subscale (items 2, 12, 22, 24 and 29). A 

personal philosophy that growth comes through struggle was 

represented by an eight item subscale (items 1, 7, 8, 9, 10, 16, 26 

and 32). Coping was represented by a three item subscale (items 4, 

II and 18). 

Development of the Antecedents to Hope Scale 

The scale has undergone psychometric testing. Items were 

critiqued by colleagues for clarity, applicability to the population, 

and fit with the concepts. Equal numbers of negatively and positively 

worded items were generated to reduce response bias. Each subscale 

is to be summed separately. 

Theoretically, the score for threat indicates the level of 

negative disruption which the life event (living with a chronic 
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illness) is generating to the individual's process of hoping. The 

antecedents Life has Meaning and Growth Comes Through Struggle 

represent personal philosophies. Connectedness indicates both a 

feeling of connectedness and the assurance that assistance is 

available from those one feels connected to. Coping indicates that 

one takes action to modify the level of threat. The coping subscale 

does not tap types of coping strategies used, but only asks if the 

individual uses strategies which are perceived to be effective. 

Content Validity 

In order to ascertain content validity the item pool was 

examined by seven experts familiar with the construct of hope (five 

Ph.D. prepared nurses who have each developed and tested 

psychosocial research instruments, three of these are recognized 

developers of instruments to measure hope in various populations; 

and two doctoral students who are studying hope and related 

concepts) prior to pilot testing of the AHS (DeVellis, 1991). It is 

ideal to use a panel of six to ten experts (Lynn, 1986) to obtain a 
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meaningful index of content validity (CVI). A definition of the 

concept in each subscale was provided, and the panel of experts 

were asked to review each item, place it in the subscale where it 

would most appropriately fit, and judge how well the item reflected 

the content domain on a four-point scale (1 - item not relevant, does 

not reflect concept domain; 2 - item needs major revision to reflect 

concept domain; 3 - item relevant (substantially reflects concept 

domain), but in need of minor revision; 4 - item relevant 

(substantially reflects concept domain) and succinct). Items deemed 

vague and those that did not receive a CVI of .71 were eliminated. 

To achieve a CVI of .71, at least five of the seven judges were 

required to assign the item a score of 3 or 4. In addition, the 

experts were asked to provide comments on each of the items, to 

judge how well the overall scale represented the constructs it is 

intended to measure, and to suggest possible content areas that may 

have been omitted (Devellis, 1991). 

The AHS was pilot-tested on 82 older adults who were 

diagnosed with at least one chronic illness. The mean age of 
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respondents was 72 years (SD 12.2). Although Nunnally (1978) 

recommends that 300 subjects be used for this step, Spector (1992) 

asserts that 100-200 is usually sufficient for this purpose. Using a 

criteria of 5 subjects for each item, the target sample size for the 

largest subscale was 55 (Bentler, 1992b). 

Reliability 

Coefficient alpha (Cronbach, 1951), a measure of 

internal-consistency, was the measure of reliability for each 

subscale (five). An alpha of .70 was the minimum acceptable alpha 

for a scale under construction (Nunnally, 1978). An item-by-item 

analysis of each item in each subscale was conducted. The results of 

the "Corrected Item-Total Correlation" (acceptable level of .30-.70) 

together and the "Alpha if Item Removed" were considered in 

deciding which items to retain in the scale. Items which were not 

performing well were removed or reworded to improve clarity. 

Subscale alphas follow: 

Connectedness (10 items) alpha .86; Life has Meaning (5 items) 



102 

alpha .76; Growth Comes Through Struggle (8 items) alpha .76; 

Threat (5 items) alpha .73; Coping Strategies (3 items) alpha .64. 

The Coping Strategies subscale did not meet the acceptable alpha 

criteria of ,70. All items except one in the Coping Strategies 

subscale met target corrected item-to-total correlations (ranging 

from .21 to .61). The problematic item was removed resulting in a 

subscale alpha of .67, One new item was added to the Coping 

subscale after pilot testing. Additionally, selected subscales of 

another measure of coping, the COPE scale, was used in this research 

project to assist in further determinations of criterion related 

validity of AHS subscales. 

Construct Validity 

The Herth Hope Scale (HHS) was administered with the AHS to 

test for convergent validity with the meaning, connectedness, 

growth and coping subscales and divergent validity with the threat 

subscale. Because it was thought that some items on the HHS 

measured antecedents to hope, those items were removed for the 
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analysis. In addition, a one-item question asked the subjects to 

measure their global sense of hope at the time of testing. Principle 

components factor analysis of the restricted HHS total and the one-

item hope indicator resulted in a loading of both scores (.89) on the 

single factor. This factor represents the construct of hope 

underlying both measures (Sullivan & Feldman, 1979). A total HOPE 

score was then computed by summing the hope item score and the 

restricted HHS to obtain a final hope score. Correlations of the AHS 

subscales with the resulting HOPE score follows. Connectedness 

correlated with hope (r = .31, p < .01, two tailed) in the expected 

direction. Meaning correlated with hope (r = .55, p < .01, two tailed) 

in the expected direction. Growth Comes Through Struggle 

correlated with hope (r = .39, p < .01, two tailed) in the expected 

direction. Coping correlated with hope (r = .31, p < .01, two tailed) 

in the expected direction. Threat correlated with hope (r = -.42, p < 

.01, two tailed) in the expected direction. 
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Life Orientation Test - Revised 

Optimism was measured by the Life Orientation Test - Revised 

(LOT-R) (see Appendix B) (Scheier, Carver & Bridges, 1994). The Life 

Orientation Test- Revised is a ten item Likert-type scale. 

Responses are given on a 5-point scale ranging from (1) strongly 

disagree to (4) strongly agree. Four items are filler items and are 

not scored resulting in six items which indicate optimism (items 1, 

3, 4, 7, 9 and 10). Three negatively worded items are reverse 

scored, and the item scores are summed. Possible total scores range 

from 4 to 24. Higher scores indicate more optimism. 

Psychometric testing of the LOT-R was done on 2,055 college 

students (Scheier, Carver & Bridges, 1994). Internal consistency 

reliability was .78. Because optimism is considered to be a 

dispositional trait, test-retest reliability was deemed appropriate. 

Test-retest reliability was .79 with an interval of 28 months 

between tests (N = 21). 

Criterion related validity of the original LOT (Scheier and 

Carver, 1985) was supported as follows. LOT scores correlated -.47 
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with hopelessness (p < .01, n = 322). LOT scores correlated -.49 

with depression ( p < .01, n = 322). LOT scores correlated .26 with 

social desirability (p < .01, n = 102) indicating a weak association 

between the LOT items and a perceived socially desirable response 

bias. 

The LOT was administered to a sample of 90 frail older women 

(Sharpe, Hickey, & Wolf, 1994). To simplify administration for the 

older adults, a dichotomous response format was used. Using the 

dichotomous choice format, test-retest reliability was only .68 (p < 

.05) measured over a six week interval. Internal consistency was 

only .54. A decrease in internal consistency would be expected after 

reducing the number of response choices available. In a sample of 

59 women with breast cancer (Carver et al, 1993), four response 

choices were used. The internal consistency reliability was .87, and 

the test-retest reliability was .74 over a 1 2 month period. 

Factor analyses of the original LOT has consistently yielded a 

two factor solution, with positively worded items loading on one 

factor and negatively worded items loading on another factor 
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(Carver et al, 1993; Marshall, Wortman, Kusulas, Hervig, & Vickers, 

1992; Scheier & Carver, 1985; Sharpe, Hickey & Wolf, 1994). This 

led some to hypothesize that the LOT measures both optimism and 

pessimism, and to propose that optimism and pessimism are not 

polar opposites of the same construct, but represent two different, 

but closely related constructs (Marshall et al, 1992). Furthermore, 

claims were made that optimism was indistinguishable from 

neuroticism (Smith, Pope, Rhodewalt & Poulton, 1989). In response 

to the various criticisms, the LOT was revised (Scheier, Carver & 

Bridges, 1 994). Principal components factor analysis yielded one 

factor on which all six LOT-R items loaded accounting for 48.1% of 

the variance. Correlation between the LOT-R and neuroticism (r= .36, 

p < .001, two-tailed, n = 991) did not support claims that optimism 

is indistinguishable from neuroticism. The LOT-R correlates with 

the original LOT (r = .95, p < .001, two tailed). 

Herth Hope Scale 

The Herth Hope Scale (HHS) (Herth, 1991) is a 30 item four-
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point summated lii<ert-type scale. Each item is rated from 0 (never 

applies to me) to 3 (often applies to me). Total scale scores can 

range from 0-90 with higher scores indicating greater hope. The 

HHS has been tested with 185 well adults (alpha = .92, test-retest 

reliability at three weeks = .90, N = 40, correlation with Beck 

Hopelessness Scale (HS) = -.74); 40 community dwelling older adults 

(alpha = .94, test-retest reliability at three weeks = .89, correlation 

with HS = -.69), 75 elderly widow/ers (alpha = .95, three week test-

retest reliability = .91), and 120 patients with cancer (alpha = .89). 

The Herth Hope Scale has shown acceptable reliability and construct 

validity. Some items on the HHS are thought to measure antecedents 

to hope. With the permission of the scale author, those items were 

removed from analysis in the sample of 83 older adults with chronic 

il lness. The Restricted HHS consists of 11 items (Items 1, 4, 5, 11, 

15, 19, 20, 21, 27, 28 and 30). In this sample internal consistency 

was acceptable (alpha = .90). The restricted HHS correlated with the 

total HHS (r = .89, p < .01). The restricted HHS used in this research 

project demonstrated acceptable reliability and validity. 
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Self-Transcendence Scale 

The Self-Transcendence Scale (STS) (Reed, 1991a) is a 15 item 

four-point likert-type scale which was designed to measure the 

concept of self-transcendence across multidimensional boundaries: 

(1) inwardly within the individual, (2) outwardly towards others, 

and (3) across time (Reed, 1991b). Self-transcendence was the 

primary factor (accounting for 45-80% of the variance) in the 36-

item Developmental Resources in Later Adulthood Scale (DRLA) 

(Reed, 1986). The items were developed to measure the older adult's 

sense of well-being and mental health without bias toward physical 

health status. 

Subjects score each item on four response options 

representing how they see themselves at this time of their life. 

Response options range from (1) not at all to (4) very much. One 

item is worded negatively, and is reverse scored. The item scores 

are summed, with a possible total score ranging from 1 5-60. Higher 

scores indicate higher levels of self-transcendence. Internal 

consistency reliability of the scale ranges from .80 (Reed, 1989) to 
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.88 (Coward, 1990b). 

The STS was administered to a group of 55 independent living 

older adults (Reed, 1991a). Evidence of criterion related validity in 

this sample was shown in that the STS correlated inversely with 

depression (r = -.33, p < .01), and correlated inversely with 

symptoms of mental health impairment (r = -.32, p < .01). 

Subsequent research has supported the psychometric properties of 

the scale (Coward & Reed, 1996; Young & Reed, 1995). 

Demographic Form 

The Demographic Form (DM) elicited information on the 

subject's age, sex, ethnic background, living situation, chronic 

illness/es, and perceived adequacy of income. In addition sections 

of the demographic form elicited information on perceived overall 

health, perceived health compared to one year ago, and perceived 

need for assistance, receipt of assistance and satisfaction with 

assistance received. Finally, the demographic form contained 

measures of perceived energy and health promoting behaviors. 
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Perceived energy level was assessed by three items taken 

from the 36-ltem Short-Form Health Survey (SF-36) (Ware & 

Sherbourne, 1992) eliciting frequency of energy or fatigue 

experienced within the previous four weeks. Answers were rated on 

a scale of never/rarely (1) to always (4). Questions regarding 

fatigue were reverse scored, and the total of the three questions 

were summed measuring perceived energy. Possible scores ranged 

from 3 to 1 2 with higher scores indicating higher perceived energy. 

The SF-36 has been tested on a population of over 22,000 patients 

as part of the Medical Outcomes Study (Ware & Sherbourne, 1992). 

Internal consistency was .86 for the three item vitality (energy) 

subscale. 

Health Promoting Behaviors 

Health promoting behaviors (HPB) were measured by 21 items 

comprising seven subscales eliciting both effort to acquier 

knowledge and actual behavior in several areas of self-care 

appropriate to chronic illness: medication, exercise, diet. 
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monitoring, information, safety (specific to the illness) and general 

safety. Measures of health promoting behaviors for chronically ill 

populations typically focus on disease specific indicators. The 

investigator developed items were designed to be applicable for use 

with any chronic illness. Items were summed with a possible total 

ranging from 7 to 85, a higher score representing greater effort to 

acquire knowledge specific to the treatment of the condition/s and 

more consistent behaviors appropriate to promoting health. Content 

validity was assessed by five advanced practice nurses for both 

general applicability to chronically ill individuals and any possible 

areas of health promoting behaviors that might have been 

overlooked. Reliability and construct validity are reported in 

Chapter 4. 

The non-experimental correlational design of this causal 

model study necessitated a sample size which gave sufficient power 

to test the multiple paths proposed- Acceptable reliability of the 

instruments used was also necessary to assure sufficient power for 

model testing. Support for inferences drawn from the data analysis 
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was strengthened by providing evidence of validity for each of the 

instruments . 

Data Analysis 

This section presents strategies used for analysis of the data. 

The basic steps of selected analysis procedures are also presented. 

Probability levels of .05 or less was accepted as statistically 

significant. Analysis of the data began with descriptive analysis to 

establish the characteristics of the sample with regard to the 

variables under study and continued as specified below. 

Descriptive Statistics 

Analysis of the data began with descriptive statistics of the 

sample. Measures of frequency, central tendencies and dispersion of 

the demographic variables were initially examined. 

Reliability and Data Reduction 

Poor reliability of instruments attenuates the correlation 

regression/path coefficients (Asher, 1983). Internal consistency 
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analysis and item analysis was conducted for each scale or major 

subscale used in the study. Internal consistency refers to the 

average correlation among items that purport to measure the same 

construct. An internal consistency reliability score (Cronbach's 

alpha) of .70 or greater is considered acceptable evidence that the 

items measure the same underlying construct (Nunnally, 1978) 

within the sample. Item analysis included measures of inter-item 

correlation, corrected item-total correlation, and alpha if item 

removed (Carmines & Zeller, 1980). Corrected item-total 

correlations between .30 and .70 were considered desirable 

(Nunnally, 1978). Items from the newer instruments (AHS and 

health-promoting behaviors scales) were especially scrutinized 

through item analysis. Items which did not meet criteria in the 

newer measures were removed before the scales were summed. With 

internal consistency of measures established, descriptive statistics 

were established for the summed scales. 

Factor analysis was used to guide the construction of latent 

variables from manifest variables (Loehlin, 1992). Assuming that 
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all scores include variance contributed by the underlying trait and 

variance contributed by measurement method (Campbell & Fiske, 

1959), factor analysis was used to separate trait from method 

variance (Loehlin, 1992) in constructing the final measure of hope. 

Hope was measured in two ways. A single item (Hope Item) rating 

current level of hopefulness on a scale of 1 (hopeless/despair) to 7 

(very hopeful) was obtained. Additionally, items selected from the 

Herth Hope Scale (Restricted HHS) were summed to indicate level of 

hope. The variable, hope, was constructed by weighting the scores 

of the Hope item and the Restricted HHS by their loadings on a 

common factor. 

Similarly, integration is theorized to be a latent variable 

manifest by health-promoting behaviors and self-transcendence. 

Factor analysis was used to identify the common factor (Loehlin, 

1992) underlying the STS and the HPB. The variable, integration, 

was constructed by weighting the scores of the STS and the HPB by 

their loadings on a common factor. 
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Causal Modeling 

Causal modeling, a technique using series of linear multiple 

regression equations to study proposed causal relationships among 

sets of observational variables (Pedhazur, 1982), was conducted. 

This technique is useful when controlled experimentation is not 

feasible or desired (Cohen & Cohen, 1983; Loehlin, 1992, Pedhazur, 

1982). In research, when the desire is to study phenomena as they 

occur naturally, it may be detrimental to attempt to manipulate and 

control variables. Creating a false environment in which to observe 

subjects may render the results ungeneralizable to the natural 

environment (Spector, 1981). Causal modeling required that a 

theoretical model of causal relationships be specified (Cohen & 

Cohen, 1983; Pedhazur, 1982). Data are then collected and analyzed 

to determine how well the data fit  the proposed theory (Figure 1). 

While specific causality cannot be proven, good fit of the data to the 

theory provides strong support for the theory (Cohen & Cohen, 1983; 

Spector, 1981). To establish likely causation, three (3) conditions 

must be met (Asher, 1983). The first is that the variables covary. 
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In other words, when one variable goes up or down, the other 

variable/s also go up or down in the theorized direction. The second 

condition is temporal ordering among the variables. If variable x is 

theorized to exert causal influence on variable y, then variable x 

should vary before variable y responds, in cross-sectional research, 

temporal ordering cannot be definitely established. However, strong 

inference of temporal ordering is supported when good fit of the 

data to the causal model is shown. The third condition states that 

all other possible causes of variation in variable y are eliminated or 

accounted for. Meeting the third condition requires rigor in theory 

building, and willingness to respecify the model if additional 

evidence of possible causes of y becomes available. 

The regression data were tested to determine if linear model 

assumptions were met. These assumptions include: (1) residuals are 

normally distributed with a mean of zero, (2) residuals have equal 

variance at ail levels of the dependent variables (homoskedasticity), 

(3) residuals are independent, and (4) the residuals do not indicate 

that there is a departure from linearity (Verran & Ferketich, 1987). 
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Correlational procedures depend on linearity of relationship between 

independent and dependent variables. Failure to correct for 

curvilinearity can result in incorrectly concluding that a 

relationship does not exist between two variables, when in fact, it 

does. When a violation of assumptions was found, data were 

transformed to correct for the indicated violations. 

Summary statistics were used to assess zero means of 

unstandardized residuals. Histograms were used to assess normal 

distribution of residuals. Scatterplots of standardized residuals 

(on the y axis) against predicted dependent variables (on the x axis) 

were used to assess homoskedasticity (Verran & Ferketich, 1987). 

Transformation of a dependent variable corrected for a violation of 

homoskedasticity. Scatterplots of standardized residuals against 

the predicted independent variables were used to examine the 

independence of residuals as well as linearity of the relationships 

between dependent and independent variables. 

Hypotheses four through seven predicted that optimism, 

coping, a sense that life has meaning and that growth comes through 
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struggle all act as moderators of the threat-hope relationship. 

Further, the study model (Figure 1) indicates that the variable hope 

acts as a mediator between all the antecedent variables and 

integration. Multiple regression, bivariate correlation and partial 

correlation procedures were used to test mediator versus moderator 

function of each variable as hypothesized (Baron & Kenney, 1986). 

Mediator variables are those which act as the mechanism 

through which an independent variable, indirectly affects an 

outcome variable as indicated below (Baron & Kenny, 1986) (Fig. 2). 

indirect effect 

Mediator 
Variable 

Independent 
Variable 

Outcome 
Variable 

direct effect 

Figure 2 Illustration of mediation 

Mediation is indicated when all three variables (independent, 

mediator and outcome) correlate significantly, and further, when the 

partial correlation between the independent and outcome variable 
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becomes nonsignificant if the variance of the mediator is controlled 

for. When the partial correlation between the independent variable 

and the outcome variable decreases due to the control of the 

mediator variable, but remains statistically significant, there is the 

indication of both direct and indirect effects (Figure 2.) 

Moderator variables are those which affect the strength and 

direction of the relationship between independent and dependent 

variable. In other words, moderator variables Interact with the 

independent variable in acting on the dependent variable (Figure 3). 

Independent 
variable 

Moderator Dependent variable 

Independent 
variable x 
Moderator 

Figure 3 Illustration of moderation 

Moderation is indicated when the independent and moderator 

variables are not significantly correlated, and when the interaction 

of the independent variable and the moderator variable account for 
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more variance in the dependent variables that either alone (Baron & 

Kenny, 1986). 

Hierarchical forward multiple regression analysis was used to 

test for the existence of the proposed paths in the model (Figure 1), 

and the non-existence of the those paths not proposed in the model, 

initially, the path was tested for the dependent variable, 

integration. Then the paths were tested for the dependent variable, 

hope. Model respecification was accomplished based on tests of 

specific hypotheses and on assessment of non-hypothesized 

relationships. 

Summary 

This chapter covered the design, sampling and the procedure 

used for protection of human subjects. The instruments used in the 

study were described. Lastly, the methods for data analysis were 

presented along with some of their limitations. 
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CHAPTER 4 

RESULTS 

The purpose of this study was to test a causal model of the 

role hope and its antecedents play in integration among chronically 

ill older adults in the community. Characteristics of the sample 

will be described. The psychometric properties of the research 

instruments will be examined. Results of hypotheses testing will be 

shown. 

Sample Characteristics 

The sample consisted of 103 adults ranging in age from 60 to 

93 (Figure 4). Thirty four percent (n = 35) were male and 66 

percent (n = 68) were female. A skew towards female participants 

is expected in studies of older adults given the longer life 

expectancies of females. Additionally, the patient population of 

community nursing consists of more women than men. This may 

indicate a greater willingness on the part of women to seek health 

related assistance. 
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30 

20 

10 

0 

Std Dev = 7.36 

Mean = 75.1 

N = 103.0C 

60.0 65.0 70.0 75.0 80.0 85.0 90.0 
62.5 67.5 72.5 77.5 82.5 87.5 92.5 

Figure 4 Sample characteristics: Age 

Eighty four percent (n = 87) of the sample self-identified as white, 

non-hispanic. The white, non-hispanic population of the area in the 

1990 census was 73%, with hispanics comprising the dominant 

minority group (23%). However, among many older hispanics, 

Spanish is the dominant language and ability to read and understand 

English is limited. This barrier reduced the potential number of 

hispanic subjects. 
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Ethnic aroup (N=103) percent 
i 1 

Black 5 4.9 

White, non-hispanic 87 84.5 

Hispanic 9 8.7 

Native American/Indian 1 0.97 

Other 1 0.97 

Table 4.1 Sample characteristics: Ethnic group 

Eighty three percent of the sample (n = 85) lived in homes they 

own. The remainder live in rented homes or apartments. Twenty one 

percent (n = 22) live in designated retirement communities. Home 

ownership dominated among all ethnic groups. 

Retirement 
Communitv 

yes no 

Black White HisDanic Native 
American 

Other 

Rent 7 11 17 1 

Own 15 70 5 70 8 1 1 

Table 4.2 Sample characteristics: Housina 
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Chronic illness places a financial burden upon individuals and 

families in several ways. The cost of treatment may reduce 

resources available for other needs and wants. Additionally, chronic 

illness may reduce the earning potential of individuals who would 

still choose part or full-time employment. Actual income measures 

do not take into account the demands on that income. A more 

pertinent question focuses on the perception that the income one has 

is or is not sufficient to meet one's needs. The majority of subjects 

felt they had sufficient income to meet their needs. 

Insufficient 
income 

Low income Marginal 
Income 

Sufficient 
income 

Black 1 4 

White 2 19 66 

Hispanic 2 1 6 

Native 
American 

1 

Other 1 

Table 4.3 Samole characteristics: Perceived income bv ethnic arouo 



Health Conditions 

Most of the sample (n = 

125 

60) reported good to excellent health. 

50-1 

•40' 

30. 

20' 

1 0-

o. 
poor fair good very good excellent 

Figure 5 Health Characteristics: Perceived General Health 

Eighty five percent (n = 88) reported having two or more chronic 

illnesses. Eleven percent received assistance from home health aids 

at home. However, thirty six percent (n = 37) indicated the need for 

some level of daily assistance. Most subjects reported receiving the 

level of assistance needed, and in some cases, more. Only four 

subjects reported receiving less assistance than desired. Twenty 

subjects reported needing a moderate amount of assistance or more 

on a daily basis. Sixty six subjects reported needing no assistance. 
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instrumental 

Assistance 
Receive 

none 
Receive 

small amt 
Receive 

moderate 
Receive 

great deal 

No need 58 6 2 
T'-

Small need | 4 8 3 2 

Moderate 
need 

1 * 2 * 10 3 

Great need 1 * 3 

Table 4.4 Health characteristics: Need for and receipt of 
Instrumental Assistance 

* Indicates those who receive less assistance than desired 

The mean length of time reported for living with the most 

troublesome chronic condition was 14 years, but the mode was 20 

years with a range from less than 1 year to 70 years (Figure 6). 

AO 

5.0 IS.O 2S.O 3S.O 45.0 55.0 65.0 

Years 

Figure 6 Health characteristics: Length of time lived with 
most troublesome illness 

The length of time subjects lived with the most troublesome illness 
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did not correlate with either the level of general health or the 

degree of life difficulty. Neither did it correlate with any of the 

model variables. Almost half (n = 50) of the sample reported their 

general health the same as it was one year before, indicating 

relative stability. Twenty five subjects reported improved health 

compared to the previous year and 28 subjects reported worsened 

health. 

60i 

50^ 

40" 

30' 

20' 

10-

0. 
much worse same much better 

somewhat worse somewhat better 

Figure 7 Health characteristics: Health compared to one year ago 
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Perceived level of general health correlated (r = -.37, p = .00) 

with perception of daily life difficulty. Thirty five subjects 

reported their life to be moderately to very difficult on a daily 

basis. 

30-

20' 

Oj 

Std. Dev= 1.62 
Mean = 2.8 
N = 103.00 

1.0 2.0 3.0 
not 
difficult 

4.0 
moderately 
difficult 

5.0 6.0 7.0 
vefy 
difficult 

Figure 8 Health characteristics: Degree of life difficulty 
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Overall, the sample reported living with more than one chronic 

condition. Hypertension and cardiac diagnoses, arthritis and 

diabetes were common complaints. Nevertheless, the majority 

reported fair to excellent health with moderate to no life difficulty. 

The sample included very few frail elders. 

Psychometrics of Research Instruments 

Each scale or subscale used in this study was assessed for 

reliability in this sample. Item analysis was performed on the 

investigator-developed scales (AHS and HPB), to further determine 

which items to retain in the scale or subscale as part of an ongoing 

effort to refine the instruments before the scales were summed. 

The AHS and HPB scales were further evaluated for validity. 

Antecedents to Hope Scale (AHS) 

The AHS is a multidimensional scale with five subscales, each 

of which measures one of the proposed antecedents to hope: threat, 

connectedness, a sense that life has meaning, a philosophy that 
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growth comes through struggle and the ability to cope. 

Threat. Theoretically, threat indicates the presence of 

uncertainty, fear, anxiety and loss resulting from the chronic 

illness. The Cronbach alpha of the seven-item scale was .71, which 

meets the acceptable level for a new scale (Nunnally, 1 978). 

However, item analysis indicated that ANSIS was a problematic 

item. It did not meet the .30 minimum for inter-item correlation 

and performed differently than expected. AHS 19 stated, "I am 

certain that I can improve my health". Originally intended as a 

negative indicator of uncertainty, many subjects responded to the 

expectation of being able to improve health rather than the 

uncertainty of deteriorating health. AHS 19 was removed from the 

scale. Cronbach's alpha for the revised threat subscale was .81. 

Item analysis of the threat subscale is reported in Table 4.5. 
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Item Corrected item-total 
correlation 

Alpha if item deleted 

AHS 3 .5710 .6317 

AHS 5 .4950 .6512 

AHS 15 .4699 .6583 

AHS 19 -.2936 .8115 

AHS 23 .6382 .6115 

AHS 28 .4687 .6612 

AHS 30 .6352 .6132 

able 4.5 Item analysis of the AHS Threat subscale. 

Evidence of construct validity was provided by correlations 

between threat and other variables in the expected directions as 

follows: threat correlated with perceived life difficulty (r = .57, p 

= .00, two tailed), threat correlated with hope (r = -.49, p = .00, 

two tailed), and threat correlated with disengagement (r = .33, p = 

.00, two tailed). 

Connectedness. Connectedness was measured by nine items 

from the AHS, indicating feelings of connectedness to others and the 

expectation of assistance from those one is connected to. The 

Cronbach's alpha of the nine-item scale was .72. Although it met 
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minimum criteria of .70 for a new scale (Nunnally, 1978), item 

analysis indicated that improvements were possible (Table 4.6). 

Two items (AHS 21 and AHS 31) fell outside the acceptable item-

total correlation range (.30-.70). These items were removed from 

the scale. Cronbach's alpha of the revised scale was .76. 

Item Corrected item-total 
correlation 

Alpha if item deleted 

AHS 6 .5351 .6622 

AHS 13 .5291 .6623 

AHS 14 .4879 .6795 

AHS 17 .4942 .6697 

AHS 20 .3961 .6908 

AHS 21 .1823 .7268 

AHS 25 .4899 .6713 

AHS 27 .3115 .7049 

AHS 31 .0825 .7344 

Table 4.6 Item analysis of the AHS Connectedness subscale 

Evidence of construct validity was provided by correlations 

between connectedness and other variables in the expected 

directions as follows: connectedness correlated with perceived life 

difficulty (r = -.30, p = .00, two tailed), connectedness correlated 
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with hope (r = .39, p = .00, two tailed), and connectedness 

correlated with disengagement (r = -.27, p = .00, two tailed). 

Life has Meaning. Meaning was measured by five items 

from the AHS. The Cronbach's alpha of the five-item scale was .73, 

which met minimum criteria of .70 for a new scale (Nunnally, 1978). 

All items fell within acceptable item-total correlation range (.30-

.70) and were retained (Table 4.7). 

Item Corrected item-total 
correlation 

Alpha if item deleted 

AHS 2 .3472 .7418 

AHS 12 .4192 .7102 

AHS 22 .5547 .6607 

AHS 24 .5737 .6539 

AHS 29 .5846 .6449 

able 4.7 Item analysis of the AHS Meaning subscale 

Evidence of construct validity was provided by correlations 

between meaning and other variables in the expected directions as 

follows: nneaning correlated with acceptance (r = .22, p = .02, two 

tailed), meaning correlated with hope (r = .67, p = .00, two tailed). 
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and meaning correlated with religious coping (r = .31, p = .00, two 

tailed). 

Growth comes through Struggle. Growth was measured by 

eight items from the AHS, indicating a realization that personal 

development has resulted from meeting life's difficulties. The 

Cronbach's alpha of the eight-item scale was .77. Although it met 

minimum criteria of .70 for a new scale (Nunnally, 1978), item 

analysis indicated that improvements were possible (Table 4.8). 

Two items, AHS 8 and AHS 9, ("I don't see any good that has come 

from this chronic illness" and "Hardships have only caused me pain") 

fell outside the acceptable item-total correlation range (.30-.70). 

These items were removed from the scale. Cronbach's alpha of the 

revised scale was .83. 
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Item Corrected item-total 
correlation 

Alpha if item removed 

AHS 1 .5382 .7262 

AHS 7 .4609 .7408 

AHS 8 .2681 .7847 

AHS 9 .2735 .7754 

AHS 10 .3797 .7538 

AHS 16 .6576 .7040 

AHS 26 .7073 .7093 

AHS 32 .5872 .7195 

able 4.8 Item analysis of the AHS Growth subscale 

Evidence of construct validity was provided by correlations 

between growth and other variables in the expected directions as 

follows: growth correlated with positive reinterpretation and 

growth (r = .72, p = .00, two tailed), and growth correlated with 

hope (r = .54, p = .00, two tailed). 

Cooing. Coping was measured by three items from the AHS, 

indicating that an individual has developed personally effective 

coping strategies. Specific strategies were not addressed. 

Cronbach's alpha of the three-item scale was .61. The three item 



136 

scale does not meet minimum criteria of .70 for a new scale 

(Nunnally, 1978), Item analysis indicated that improvements were 

possible (Table 4.9). One item, AHS 11, (I have learned ways to deal 

with troubles) fell outside the acceptable item-total correlation 

range (.30-.70). This item was removed from the scale. Cronbach's 

alpha of the revised scale was .72. 

Item Corrected item-total 
correlation 

Alpha if item removed 

AHS 4 .5699 .2774 

AHS n .2465 .7204 

AHS 18 .4821 .4218 

able 4.9 Item analysis of the AHS Coping subscale 

Evidence of construct validity was provided by correlations 

between coping and other variables in the expected directions as 

follows: coping correlated with life difficulty (r = -.49, p = .00, 

two tailed), coping correlated with disengagement (r = -.36, p = 

.00, two tailed), and coping correlated with hope (r = .45, p = .00, 

two tailed). 
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Life Orientation Test - Revised 

The LOT-R is a ten-item scale measuring optimism. Four of 

the items were filler items, and were removed prior to data 

analysis. Cronbach's alpha of the remaining six items was .72. All 

six items fell within the desired Item-total correlation range (.30-

.70). Optimism correlated with hope in the expected direction (r = 

.50, p = .00, two tailed). 

Herth Hope Scale 

The HHS s a 30-item measure of hope. Some of the items are 

indicators of the antecedents to hope. To avoid problems with 

multicollinearity, those items were removed from this analysis 

leaving 11 items in the restricted HHS. Cronbach's alpha of the 

restricted HHS was .87. All 11 items fell within the desired item-

total correlation (.30-.70) range. 

Self-Transcendence Scale 

The STS is a fifteen item scale that measures an older adult's 



138 

sense of having expanded personal boundaries inwardly, outwardly 

and temporally. This occurs in spite of any physical limitations 

which may result from chronic health conditions or natural aging. 

Self-transcendence is one indicator that an individual has integrated 

the chronic illness experience into the whole of life. Cronbach's 

alpha of the STS was .84. Three items did not meet the desired 

item-total correlation minimum of .30 (items 1 2, 13 and 1 5), but 

the scale's internal consistency would not be improved a great deal 

by removal of the items. 

Energy 

Three items taken from the SF-36 were used as a measure of 

perceived energy. Cronbach's alpha was .84. Item analysis (Table 

4.10) revealed that all three items met minimum item-total 

correlation (.30). 
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Item Corrected item-total ! Alpha if item deleted 
correlation 1 

Energy 1 .7341 .7409 

Energy 2 .6281 .8404 

Energy 3 .7396 .7324 

able 4.10 Item analysis for the Energy subscale of the SF-36 

Evidence of construct validity was provided by correlations 

between energy and other variables in the expected direction as 

follows; energy correlated with hope (r = .37, p = .00, two tailed), 

and energy correlated with disengagement (r = -.41, p = .00, two 

tailed). 

Health-Promoting Behaviors 

Health-promoting behaviors were measured by 21 items which 

indicated knowledge and behavior indicative of health promotion in 

chronic illness in six areas: medicines, exercise, diet, monitoring, 

disease-specific information, disease-specific safety and general 

safety. Items within each subscale were summed to give a total 
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score for health-promoting behaviors in each of the seven areas. 

The seven subscores were then summed for a total score of health-

promoting behaviors. Cronbach's alpha of the seven subscale totals 

was .72, which meets minimum criteria of .70 for a new scale 

(Nunnally, 1978). Item analysis of the subscale scores (Table 4.11) 

fell within the desired range of item-total correlation (.30-.70). 

Subscale Corrected subscale-
total correlation 

Alpha if subscale 
removed 

Factor 
loadings 

Medicines .5505 .6704 .6895 

Exercise .3215 .7173 .3301 

Diet .5681 .6552 .6591 

Monitoring .3387 .7132 .4415 

Informa
tion 

.5311 .6776 .6964 

Disease 
specific 
safety 

.3511 .7128 .4213 

General 
safety 

.4739 .6847 .5028 

Table 4.11 Item analysis and factor loadings of the HPB Scale 
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Factor analysis using maximum likelihood method and 

specifying a single factor solution was used to evaluate the 

presence of underlying health-promoting behaviors variable. All 

items loaded on the factor (Table 4.11) which had an eigenvalue of 

2-78 and explained 40 % of the variance. 

Latent Variables 

Factor analysis was used to create latent variables from 

manifest variables for assessing construct validity of selected 

variables and for model testing. The following constructs were 

created: hope, integration, and disengagement. 

Hope 

To create the variable, hope, factor analysis using the 

principal components method of extraction was performed. Both the 

Hope item and the Restricted Herth Hope Scale loaded .89 on one 

factor with an eigenvalue of 1.57 which explained 78.5% of the 

variance. This factor represents the construct hope which underiies 



142 

both scores. It is interesting to note that the factor loadings in this 

sample were identical to the factor loadings in the pilot s^udy 

reported in Chapter 3. 

Integration 

To create the variable, integration, factor analysis using the 

principal components method of extraction was performed. Both the 

Self-Transcendence Scale total and the Health-Promoting Behaviors 

Scale total loaded .84 on one factor with an eigenvalue of 1.4 which 

explained 70.3% of the variance. This factor represents the 

construct, integration which underlies both scores. Further, this 

provides support for the construct validity of the variable, 

integration. 

Disengagement 

Disengagement represents a coping response of not coping - an 

attempt to deny the existence of a problem, or to disengage mental 

and behavioral efforts to deal with a problem that is considered 
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overwhelming. To create the variable, disengagement, factor 

analysis using the principal components method of extraction was 

performed in selected subscales of the COPE scale. The denial (.67), 

behavioral disengagement (.77) and mental disengagement (.79), 

subscales of the COPE Scale, loaded on one factor as indicated with 

an eigenvalue of 1.66 and explained 55.4% of the variance. These 

COPE subscales also showed acceptable internal consistency 

reliability when scaled together. This factor represents the 

variable disengagement, which was used to assess construct 

validity of other measures. 

Descriptive analysis of Research Instruments 

Following psychometric analysis of each scale, descriptive 

statistics were performed for the final scale totals. The results are 

presented in table 4.12. 
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Instrument Mean (SD) range range possible 

AHS: 1 

connectedness 20.2 (3.7) 8 - 2 4  6 - 2 4  

meaning 1 7 . 7  ( 2 . 6 )  9 - 2 0  5 - 2 0  

coping 6 . 0  ( 1 . 7 )  2 - 8  2 - 8  

growth 2 0 . 0  ( 3 . 8 )  1 0 - 2 4  6 - 2 4  

threat 1 2 . 6  ( 4 . 5 )  6 - 2 4  6 - 2 4  

Life Orientation Test 1 8 . 0  ( 2 . 9 )  1  2 - 2 4  6 - 2 4  

Energy 7 . 5  ( 2 . 1 )  3 - 1  2  3 - 1  2  

Restricted HHS 2 7 . 9  ( 5 . 6 )  7 - 3 3  0 - 3 3  

Hope Item 5 . 7  ( 1 . 1 )  3 - 7  1 -7 

Self-T ranscendence 5 1 . 1  ( 6 . 1 )  3 1 - 6 0  1  5 - 6 0  

Health-Promoting Behaviors 6 5 . 6  ( 1 0 . 8 )  3 0 - 8 2  7 - 8 5  

Table 4.12 Group (n =103) Scores on Each Instrument 

Correlations among the model variables were determined prior 

to model testing. Bivariate correlations are presented in table 4.13. 
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connected 
ness 

energy threat meaning opti
mism 

growth cop
ing 

hope inte
gration 

connected 
ness 

1.0 

energy .31" 1.0 

threat -.35" -.54" 1.0 

meaning .35" .39" -.47** 1.0 

optimism .23* .23* -.33** .32" 1.0 

growth ns ns -.21* .54** .31** 1.0 

coping .31" .53** -.70** .41** .30** ns 1.0 

hope .39" .37** -.49** .67** .50** .54** .45** 1.0 

integra
tion 

.25* .36** -.38** .44** .36** .43** .34** .53** 1.0 

Table 4.13 Correlations among Model variables 
** p < .01, * p < .05, ns nonsignificant 

Causal Model Assumptions 

Causal model assumptions were tested as outlined in Chapter 

3. All residuals were found to have a mean of zero. Scatterplots did 

not indicate that residuals were correlated with each other. 

However, for the regression using hope as a dependent variable, 

there was unequal variance of the residuals and the distribution of 

residuals was negatively skewed. These violations tend to 

accompany each other (Ferketich & Verran, 1984) and both are 
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corrected with power transformation. Both violations of 

mathematical assumptions were corrected by raising hope to the 

third power. Theoretically, this correction has no effect on model 

interpretation (Ferketich & Verran, 1984), however failure to 

correct for this violation can result in inaccurate significance tests 

of estimated parameters. Scatterplots of standardized residuals 

with independent variables did not indicate curvilinearity among the 

variables. 

Model Testing 

The model (Figure 1) was tested by forward regression 

analyses. Initially, integration was regressed upon hope. This 

pathway was significant as indicated (R^ = .28, Sig F = .000) 

Hope 

Figure 9 Path of Hope to Integration 

Integration 
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[Connectedness 

Self-T ranscendence 

lEnergy Hope Integration 

[Threat Health-Promoting 
Behaviors * 

Optimism * 
Growth comes through struggle 
Life has meaning * 
Coping * 

Fear 
Anxiety 
Uncertainty 
Loss 

* measured variables 

Figure 10 Proposed Model of Integration in Chronic Illness 
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To test the claim that hope acted as a mediator of the 

antecedents rather than as a moderator, correlations and partial 

correlations of Integration were done as follows. 

Variable Hope Integration Partial correlation controlling for Hope 

Connectedness . 3 9 * *  . 2 5 * *  ns 

Energy . 3 7 * *  . 3 6 * *  . 2 1 *  

Threat - . 4 9 * *  - . 3 8 * *  ns 

Optimism . 5 0 * *  . 3 6 * *  ns 

Growth . 5 4 * *  . 4 3 * *  . 2 0 *  

Meaning . 6 7 * *  ns 

Coping . 4 5 * *  . 3 4 * *  ns 

Table 4.14 Testing Hope as a mediator vs. moderator 
** p < .01, * p < .05, ns nonsignificant 

Both hope and integration correlated significantly with the 

seven proposed antecedents (Table 4.14). However, when integration 

was correlated with each antecedent controlling for hope, five of 

the antecedent correlations became statistically insignificant, 

indicating that hope functioned as a mediator of the relationship. 

The remaining two partial correlations, between growth and 

integration and between energy and integration, remained 
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statistically significant, but decreased, indicating both direct and 

indirect effects. 

Next hope was regressed upon the antecedent variables. The 

results are presented in Table 4.15. The multiple regression results 

indicated significance overall (adjusted = .60, F=31.0, p = .00) 

Variable 11 t Sig t 

Intercept -7.871 .00 

Connectedness .148 2.150 .03 

Energy .08 .988 ns 

Threat -.08 -.857 ns 

Optimism .249 3.582 .00 

Growth .254 3.288 .00 

Meaning .313 3.698 .00 

Coping .180 2.492 .01 

Threat x Optimism -.09 -1.057 ns 

Threat x Growth -.10 -1.027 ns 

Threat x Meaning -.08 -.980 ns 

Threat x Coping -.06 -.845 ns 

Table 4.15 Regression Summary for Hope 
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All the interaction terms were nonsignificant indicating that 

optimism, growth, meaning and coping did not moderate the 

relationship between threat and hope. Main effects of all these 

variables on hope were supported, however. The interaction terms 

were removed from the model. 

Threat and energy did not enter the equation. There is 

statistical and theoretical indication of multicollinearity between 

coping and threat (r = -.70, p = .00) indicating that lack of coping as 

measured in this study and threat were virtually identical. Coping 

was measured by a subscale of the AHS that did not meet minimum 

internal consistency reliability criteria until only two items 

remained. The wording of these items specifically imply threat 

(e.g., "When troubles build up I can't function"). Threat was a 

variable of greater interest in this study. The desire was to identify 

the contextual and personal variables which assist one to maintain 

hope (and achieve integration) in the face of the threat presented by 

the illness. Therefore, coping was removed from the model. When 

coping was removed, threat entered the equation. 
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Because the proposed antecedents did not act as moderators of 

threat, partial correlations of hope and threat were run controlling 

for each of the remaining antecedents in turn to test for their 

mediating effects between threat and hope. Hope correlated with 

threat (r = -.49, p < .01). The results follow. 

Variable Hope Threat Partial r for hope & 
threat controlling for 
variable 

Difference 

Meaning .67 ** -.47 ** -.26 ** .23 

Optimism .50 ** -.33 ** -.39 ** .10 

Growth .54 *• -.21 * -.46 ** .03 

Table 4.16 Testing for mediators of Threat and Hope 
** p < .01, * p < .05, ns nonsignificant 

Both hope and threat correlated with the antecedents. The 

partial correlation for hope and threat controlling for each of the 

other antecedent variables remained statistically significant (Table 

4.16) indicating that in general they do not mediate the threat - hope 

relationship. However, a noticeable reduction in the relationship 

occurred when variance due to meaning was controlled, indicating 

that meaning partially mediates the threat - hope relationship. 
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Thus, threat has both a direct and indirect effect on hope in the 

presence of meaning (figure 11). 

Figure 11 Direct and indirect effects of threat on hope 

Energy correlated with hope (r = .37, p < .01), but when meaning 

entered the regression equation, energy became nonsignificant 

indicating that meaning mediates the relationship between hope and 

energy. However, when meaning was regressed upon energy and 

threat, threat entered the model and energy again became 

nonsignificant, indicating that threat further mediates the energy -

meaning relationship as illustrated below. 

Xhreat ^ Hope 

Meaning 

Energy ^ Threat 1 ^ Meaning 

Figure 12 Illustration of threat as mediator of energy and meaning 
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Respecified Model 

The model was respecified based on the results of the 

statistical and graphic analysis as Illustrated (Figure 13.) The 

respecified model was was tested by forward regression analyses. 

Initially, integration was regressed upon hope and growth. The 

regression results indicated significance 

(multiple R = .54, R^ = .29, adjusted R^ = .27, F = 20.18, p = .00) 

Variable t Sig t 

constant 13.476 .00 

Hope .39 3.850 .00 

Growth .21 2.128 .04 

Table 4.17 Regression sumnnary for Integration in respecified model 
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Growth 

(R2=.22) 

Meaning 

Energy —^Threat 

fR2=.29^ 

Optimism 

Self-Transcendence 
/ 

.84 

.15 

(R2=.61) (R2=.29) 

Connectedness 

Health-Promoting 
Behaviors 

Figure 1 3 Respecified Model of Hope in Chronic Illness 
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Hope was then regressed upon the antecedents connectedness, 

threat, meaning, optimism and growth. The results are presented in 

Table 4.18. The regression results indicated significance 

(multiple R = .78, = .61, adjusted R^ = .59, F = 30, p = .00) 

Variable & t Sig t 

constant -4.070 .00 

Threat -.16 -2.161 .00 

Meaning .32 3.675 .00 

Growth .24 3.128 .00 

Optimism .25 3.583 .00 

Connectedness .15 2.089 .04 

Table 4.18 Regression summary for Hope in respecified model 

Next meaning was regressed upon threat. The regression 

statistics indicated significance (multiple R = .47, R^ = .22, 

adjusted R^ = .21, F =28.80, p = .00). 

Variable 1^ t Sig t 

constant 31.095 .00 

Threat -.47 -.5.366 .00 

able 4.19 Regression summary for Meaning in respecified model 
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Finally, threat was regressed upon energy. The regression 

statistics indicated significance (multiple R = .54, = .29, 

adjusted R2 = .28, F =41.38, p = .00) 

Variable S t Sig t 

constant 15.38 .00 

Energy -.54 -6.433 .00 

Table 4.20 Regression summary for Threat in respecified model 

Hypothesis Testing 

Hypotheses were examined as reported below. Some 

hypotheses were supported and some were only partially supported. 

Further, the respecified model (Fig. 13) proposes relationships 

which were not originally hypothesized, but which were tested. 

Hypothesis #1: Connectedness increases (situational) hope in 

chronically ill elders. 

This hypothesis was tested using forward multiple regression 

analysis. When hope was regressed on this and other antecedent 
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variables, connectedness entered the model (R = .15, p = <.05). The 

hypothesis was supported. 

Hypothesis #2: The perception of energy increases (situational) 

This hypothesis was tested via forward multiple regression 

analysis. Although hope and energy correlated (r = .37, p < .01), when 

hope was regressed on this and other antecedent variables, energy 

did not enter the model. Partial correlation and regression analysis 

indicated that energy also indirectly increases an individual's level 

of hope through two paths: the mediation of threat (.09), and the 

mediation of both meaning and threat (.08). 

hope In chronically ill elders. 

Energy 

** p < .01 

Figure 14 Hypothesis #2: Effect of energy on Hope 
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Hypothesis #3: Appraisal of threat decreases (situational) hope in 

chronically ill elders. 

This hypothesis was tested using forward multiple regression 

analysis. When hope was regressed on this and other antecedent 

variables, threat entered the model (f^ = -.16, p = <.01). The 

hypothesis was supported. 

Hypothesis #4: Optimism moderates the perception of threat, 

thereby increasing (situational) hope in chronically 

ill elders. 

This analysis was tested using forward multiple regression 

analysis. When hope was regressed on the interaction term of 

optimism x threat, the interaction did not enter the model. 

Optimism does not moderate the perception of threat to increase an 

individual's level of hope. However, optimism entered the model as 

a main effect (II = .25, p < .01). Optimism increases an individual's 

level of hope directly. 
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Hypothesis #5: Holding a realization that personal growth comes 

through struggle moderates the perception of 

threat, thereby increasing (situational) hope in 

chronically ill elders. 

This analysis was tested using forward multiple regression 

analysis. When hope was regressed on the interaction term of 

growth x threat, the interaction did not enter the model. Growth 

does not moderate the perception of threat to increase an 

individual's level of hope. However, growth entered the model as a 

main effect (fl = .24, p < .01). Growth Increases an individual's level 

of hope directly. 

Hypothesis #6: A sense that one's life has meaning moderates the 

perception of threat, thereby increasing 

(situational) hope in chronically ill elders. 

This analysis was tested using forward multiple regression 

analysis. When hope was regressed on the interaction term of 
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meaning x threat, the interaction did not enter the model. Meaning 

does not moderate the perception of threat to increase an 

individual's level of hope. However, meaning entered the model as a 

main effect (R = .32, p < .01). Further, partial correlation of threat 

and hope controlling for meaning decreased the magnitude of the 

relationship between threat and hope from r = -.49 (p < .01) to 

partial r = -.26 (p < .01), a difference of -.23, indicating that 

meaning partially mediates the relationship between threat and hope 

(Fig. 11). 

Hypothesis #7: The effective use of coping strategies moderates 

the perception of threat, thereby increasing 

(situational) hope in chronically ill elders. 

This analysis was tested using forward multiple regression 

analysis. When hope was regressed on the interaction term of coping 

X threat, the interaction did not enter the model. Coping does not 

moderate the perception of threat to increase an individual's level 

of hope. However, coping entered the model as a main effect (ft = 
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.18, p < .05). Coping was nevertheless removed from the model due 

to evidence of multicollinearity between coping and threat (r = -.70, 

p < .01). 

Hypothesis #8: (Situational) hope increases successful integration 

of chronic illness in chronically ill elders. 

This hypothesis was tested using forward multiple regression 

analysis. When integration was regressed on hope, hope entered the 

model (R = .39, p = <.01). The hypothesis was supported. 

Summary 

This study investigated the role of hope and its antecedents on 

integration in a sample of 103 chronically ill community based older 

adults. Two thirds of the participants were women. The majority 

were white. Most participants perceived that they had sufficient 

income to meet their needs. Some were concerned that they would 

not be able to meet any extra financial burden that might come 

along. Thirty six percent of the sample need some level of 
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assistance on a daily basis, and most of them receive the assistance 

that they need. 

The study variables were measured with seven scales in whole 

or in part. Additional demographic information was obtained. Most 

of the scales evidenced acceptable reliability. Hope and integration 

were measured by creating latent variables of the indicators of both 

constructs using factor analysis. 

Causal model assumptions were tested using a variety of 

statistical and graphic analyses of the model regression residuals. 

Following these analyses, the variable hope was raised to the third 

power to correct for violation of the mathematical assumption of 

homoskedasticity. This transformation does not have implications 

for model Interpretation, but serves to make significance tests more 

stable. 

Model testing proceeded using regression analysis. A 

combination of regression analysis, Interaction terms and partial 

correlation coefficients were used to test Intervening variables for 

moderator versus mediator functions. The model was respeclfied 
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based on the results of the model testing and the respecified model 

was presented. Specific hypotheses were discussed in light of the 

model testing. A discussion of the findings follow in Chapter 5. 
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CHAPTER 5 

DISCUSSION 

The purpose of this study was to identify which variables, as 

antecedents to hope, best predict successful integration of chronic 

illness among older adults. Results of the data analysis were 

presented in Chapter Four. A discussion of the significance of the 

findings to nursing practice and science is presented here. 

Limitations of the study and recommendations for further 

investigation are also discussed. 

Research Findings 

A three stage causal model representing integration of chronic 

illness among older adults was tested. The three stages were the 

antecedents to hope, hope and integration (see Figure 1). 

Relationships among the variables and stages were proposed. 

Analysis proceeded from stage three to stage two, and then to stage 

one. The conclusions of model testing are presented in the same 

order. 
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Stage 3: Integration 

integration was conceptualized as an active process of 

continually organizing the relationship of the self to the 

environment in order to maintain wholeness. Integration is an 

indicator of personal development in the face of life's demands. 

Specifically, integration of the demands of living with a chronic 

illness is an indicator that the person has both adapted and 

developed as a result of the experience. Integration was proposed to 

be a latent variable, not directly testable, but indicated by the 

presence of both self-transcendence and health promoting behaviors. 

Construct validity of integration as proposed was supported by 

the loading of both the STS and the HPB on a common factor, 

explaining 70% of the variance. The finding confirms the usefulness 

of the developmental concept, integration, as an outcome variable 

for studying adults with chronic illness. 
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Stage 2: Hope 

Hope was defined as the degree of active belief one has in 

achieving a desired goal. Hope was modeled as a latent variable 

indicated by a set of items from the HHS and the Hope Item, and was 

proposed to act as a mediator between the antecedents in stage one 

and integration in stage three (see Figure 1). Hypothesis #8 

proposed that (situational) hope Increases an individual's successful 

Integration of chronic illness. Multiple regression analysis 

supported the hypothesis that hope increases an individual's 

successful integration of chronic illness. 

Partial correlation analysis was done to test whether hope 

was acting as a mediator between the antecedents and integration, 

as proposed. Analysis revealed that hope did act as a mediator 

rather than a moderator in this process. A further finding of this 

analysis was that a realization of personal growth impacts both 

directly and indirectly on integration. This result parallels findings 

that an important domain of quality of life for persons with Multiple 

Sclerosis was continued personal growth in the face of living with a 
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chronic disabling condition (Stuifbergen & Rogers, 1 997). 

In the respecified model (Figure 13), growth was added to 

stage two of the model. This supports the life-span developmental 

assumption that challenges, such as facing chronic illness, have the 

capacity to initiate growth to higher levels of development. Taken 

together, hope and growth explained 29% of the variance in 

integration. With 71% of the variance still unexplained, it is 

apparent that additional variables influence integration in chronic 

illness. While it was not the aim of this study to explain all of the 

variance in integration, the importance of both hope and growth to 

any model that attempts to predict or explain integration of chronic 

illness among the elderly was supported. 

Stage 1: The Antecedents to Hope 

Analysis of stage one of the model revealed that most of the 

proposed variables are antecedents to hope. However, the 

relationships were not always as predicted. Regression analysis, 

including interaction terms of threat with its four proposed 

moderators (optimism, growth, meaning and coping), revealed that 
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optimism, growth, meaning and coping do not moderate the threat -

hope relationship. Rather these variables exert direct effects upon 

hope. Partial correlation analysis was then performed to determine 

if the proposed moderators were acting as mediators. This analysis 

revealed that meaning mediates the threat - hope relationship above 

and beyond the direct effect which threat exerts on hope. 

Meaning was originally conceptualized as a broad philosophy 

that life has meaning, however, research subjects interpreted 

meaning in a different way. In response to the item "I feel there is 

a purpose to my life", subjects might answer, "Not any more there 

isn't". It became apparent that meaning was being interpreted as an 

immediate and present sense that one's life holds meaning. In both 

the pilot study (Forbes, 1994) and this study, meaning was the first 

variable to load in regression analysis of hope on the antecedents. 

This consistent result indicating meaning's direct effect on hope, in 

addition to its mediating effect on threat, reveals the pivotal role 

which a sense that one's life continues to hold meaning plays in 

maintenance of hope and subsequent integration. This conclusion is 
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supported by the findings of Browne et al (1988) that meaning had 

more power than coping behavior in explaining a person's adjustment 

to chronic illness. 

The finding that meaning in life plays such a crucial role in 

this group raises questions about what types of things provide this 

personal sense of meaning. Personal growth, which was measured as 

a separate antecedent, may serve as one type of meaning derived 

within the context of chronic illness. Other than this, items were 

not specific about what types of meaning are common among this 

population. Qualitative research needs to be conducted to discover 

types of meaning important for maintenance of hope in this group. 

Problems with multicollinearity, in addition to theoretical 

considerations, prompted the removal of coping from model analysis. 

This problem could have been the result of difficulties with the 

measurement of coping rather than the concept of coping. The 

respecified model, although not containing coping, could be viewed 

as a model of resources which allow one to cope (Herth, 1989). Hope 

itself has been viewed as a method of coping by some authors (Hall, 
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1990; Kim, 1989; Korner, 1970; McGee, 1984). 

As predicted, connectedness showed a direct effect on hope. 

Threat also showed a direct effect on hope. Energy was the only 

variable that did not have a direct effect on hope as predicted. 

Taken together, the five variables which exert a direct effect on 

hope (meaning, optimism, growth, threat and connectedness) in the 

respecified model account for 61% of the variance. 

Analysis of energy revealed that a direct affect on threat, but 

only an indirect affect on hope, mediated through other variables. 

When available energy is high, perceived threat is low, and 

conversely, when available energy is low, perceived threat is high. 

This finding may be due to the very nature of threat. An individual 

feels threatened when a situation is appraised as exceeding his or 

her resources (Lazarus & Folkman, 1984). Energy is certainly a 

resource for dealing with a taxing situation. If available energy is 

lacking, the threat of exceeding available resources is greater. It is 

through threat that energy indirectly affected both meaning and 

hope. This finding led to the addition of one stage to the respecified 
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model which is causally prior to the other antecedents (see Figure 

13). Adding the appropriate paths together (energy—> threat—>hope; 

energy—>threat—>meaning—>hope), the indirect effect of energy on 

hope in the respecified model (Figure 13) was .17. The correlation 

between energy and hope was .37, leaving .20 variance unexplained 

by the model. Theoretically, one would expect energy to have a 

greater impact on hope (an active process) and integration than that 

explained by the statistical results of this study. It should be noted 

that by restricting the sample to community-based older adults, 

more frail elders were effectively eliminated from study. Frail 

elders experience low energy. The relationship of energy to both 

hope and integration might be more explicit when there is more 

variability in the sample. Further theory development addressing 

how energy impacts hope would be appropriate to explain this 

statistical and theoretical difference. 

It should be noted that measurement of energy is still new. 

Most measures of energy are limited to appraisal of physical energy 

(or fatigue). There is a lack of theory development expanding our 
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understanding of other forms of energy. Could the antecedents to 

hope (or at least some of them) actually be acting as sources of 

physical, emotional, or spiritual energy needed in the hoping 

process? Theory development along these lines needs to be done as 

part of refining a theory of hope in chronic Illness. 

Limitations of the Study 

There are a number of limitations to this study. 

Generalizability is threatened by several factors. The minority 

sample size was very limited. Similarly, the majority of 

respondents reported an adequate level of income. Finally, the 

variance of the sample with regard to hope was restricted. No 

individuals indicated the lowest levels of hopefulness on the hope 

item (i.e. responded with 1 or 2). It should be noted that individuals 

who are experiencing extreme hopelessness would be unlikely to 

participate in this study, or any research project requiring self-

report. Therefore, applicability of this model to individuals of non-

white cultures, or who are living in poverty or with low levels of 
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hope is not indicated. 

Further, the sample was purposely restricted to community 

dwelling older adults. This decision eliminated the most frail older 

adults, those in nursing homes, hospice and hospital, from the 

sample. Applicability of this model to frail or terminally ill older 

adults cannot be assumed. 

Further, chronic illness occurs among individuals of all ages, 

although the incidence is much greater among the elderly. It is 

conceivable that all or part of the model applies to populations who 

are not elderly, however, this cannot be assumed without testing the 

model in younger populations. Testing of the model in all these 

populations will be necessary before generalizability could be 

claimed. 

The instruments used in the study were designed to be used in 

research and do not have established norms which would allow for 

clinical use with individuals. For example, in spite of the conclusion 

that a sense of personal meaning is important for the maintenance 

of hope, we cannot determine if an individual has a serious lack of 
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meaning based on the instrumentation in this study. The same holds 

true for all the variables studied. Clinical utility has not been 

determined for any of the instruments used. 

I m p l i c a t i o n s  

Implications for Nursing Science 

The utility of life span development as a framework for 

understanding human response to illness was shown. The use of 

integration, a developmental construct, proved useful as an outcome 

indicator in studying chronic illness. 

The respecified model of integration among chronically ill 

older adults adds to the body of nursing knowledge at the middle 

range theory level. Findings support the inclusion of specific 

variables as antecedents important to the maintenance of hope in 

chronic illness, however further research is called for with specific 

antecedents to understand in greater depth how they manifest among 

chronically ill older adults. Understanding into how the antecedents 

manifest is necessary before interventions can be tested. 
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Implications for Nursing Practice 

The results suggest targets for nursing practice. The first 

practice area suggested by the results is determining the personal 

meaning which life holds for the chronically ill individual. This 

requires the nurse to spend time with the client building trust and 

eliciting those things which have given life meaning. Do the same 

things give life meaning now? In what ways can meaning be realized 

for the client? How can the nurse facilitate this? Because threat 

inversely predicts meaning, interventions directed at reducing 

threat would also serve to increase level of meaning. 

Another area for practice suggested by the results is similar. 

Realization that personal growth and development has resulted from 

facing the illness impacts both hope and integration directly. 

Offering time for reflection and reminiscence may help to facilitate 

this process. 

A further area suggested for practice is energy. Perceived 

energy reduces the level of perceived threat, thereby increasing both 

meaning and hope. Interventions which serve to increase level of 
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energy might include assisting the client to spread activities 

throughout the day so as to conserve energy, planning rest periods, 

eating a well balanced diet, and participating in moderate exercise 

on a regular basis. Interventions targeting the body's energy fields 

are gaining recognition in both nursing and integrative medicine. 

Examples of such interventions are meditation, guided visualization, 

breathing exercises, and healing touch. As these methods gain 

popularity, the body of research into their efficacy is growing. 

Finally, nursing care targeted at connectedness are suggested. 

Again, spending time with the client is required in order to elicit 

the client's view of connections which are personally significant. 

Do connections need to be strengthened or augmented, and if so, how 

can the nurse facilitate this process for the client? 

Further Research 

This study revealed a model of the role that hope and its 

antecedents play in integration among community-based chronically 

ill older adults. Replication studies need to be conducted among 
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adults who are living in poverty, belong to minorities or are 

considered more frail than the sample in this study. 

As suggested earlier, qualitative theory development needs to 

be done to discover the answers to several questions which have 

been raised by this study. These questions include: 

In what ways does energy manifests among the chronically ill? Are 

antecedents to hope sources of energy? How does energy impact 

hope? What things provide meaning in life within the context of 

chronic illness? What variables in addition to hope predict 

integration in chronic illness?. Finding answers to these questions 

will elucidate nursing interventions which can be tested. 

Ultimately, the ability of nurses to improve outcomes for the 

chronically ill will be increased by this knowledge. 
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IVfE UNIVERStlY OF 

Hunun subjects Commutcc ARIZONA. loii E. NUhci Si. ? 0 80x145137 
Health Sqences Center Tucstm. \nrona35T;4. 520* o26-6ril 

15 July 1997 

Mitzi A. Forbes, R.N., B.S. 
c/o Pamela G. Reed, Ph.D. 
College of Nursing 
PO BOX 210203 

RE: INVESTIGATING HOW OLDER ADXJLTS LIVE WITH A CHRONIC ILLNESS 

Dear Ms. Forbes: 

We have received documents concerning your above referenced 
project. Regulations published by the U.S. Department of Health and 
Human Services [45 CFR Part 46.101 (b) (2)] exempt this type of 
research from review by cur Committee. 

Please be advised that clearance from academic and/or other 
official authorities for slte(s) v^ere recruitment is to occTir must 
be obtained prior to performance of this study. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely, 

William F Denny, M.D. 
Chairman 
Human Subjects Ccr7.mittee 

WFD:j s 
cc: Department/College Review Committee 
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CAR^NDELET 
HEALTH NETWORK 

September 22, 1997 

.Vlitzi Forbes, RN, MS 
10571 E. Deerfield Place 
Tucson. AZ 85749 

Dear Ms. Forbes; 

Your request for access to the Carondelei Communitv- Nursing Programs to conduct your 
research, "How Older Adults Live with Chronic Illness" has been approved. 

Your contact person at Carondelet will be Cathy Michaels. PhD. RN. Dr. Michaels will 
assist you in coordinating your data collection. 

Please limit your data collection to community nursing sites specified by Dr. Michaels. 
You do not have access to members of the Carondelet Healthy Seniors Program for this 
research. Therefore, please do not ask members of The Healthy Seniors Program to 
participate in your study. 

Please notify me when you have completed your study. It is important to us that your 
study results be presented to our community nursing group practice and other appropriate 
audiences. 

Best of luck with your research. Please do not hesitate to contact me at (520) 571-8744 
extension 2288 if I can assist vou. 

Sincerely, 

'h  

Gerri S. Lamb, PhD. RN. FAAN 
Senior Corporate Director 

cc: Cathy Michaels. PhD. RN. F.AAN. Director, Community Nursing 
Rebecca Dahl. PhD. RN. Research Specialist 

>^Lwrr.i I'" ;itr 

Unknot >1 jin/jiii 

jf Liiwiuteiei 
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SUBJECT'S CONSENT FORM 

Title of Project: Investigating how Older Adults live with a Chronic 
Illness 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY 
AND OF HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. 
SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO 
INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS 
REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION 
IN THIS RESEARCH STUDY SO THAT I CAN KNOW THE NATURE OF 
THE RISKS OF MY PARTICIPATION AND CAN DECIDE TO PARTICIPATE 
OR NOT PARTICIPATE IN A FREE AND INFORlvIED MANNER. 

PURPOSE 

I am being invited to voluntarily participate in the above-titled research 
project. The purpose of this project is to study how older adults adjust to 
living with a chronic iUness. 

SELECTION CRITERIA 

I am being invited to participate in this study because I am 60 years of age or 
older and have at least one chronic illness. A chronic condition is one which 
lasts a long time; often it can be expected to last the rest of my life, and it may 
require changes in my life to treat or control the illness. Examples of the 
changes which are required in controlling the iUness may include taking 
medicines that I did not need before the illness, changes in my eating habits, 
following exercise recommendations to control the condition, and others. I 
must be able to imderstand and respond in English. I must also live in the 
community, not in a nursing home. Approximately 200 subjects will be 
enrolled in this study. 
PROCEDURES 

After signing this consent form, I will be given a packet of questionnaires. 
Answering these questionnaires as honestly as I can is the only thing being 
asked of me. My answers will be combined with the answers of all the other 
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subjects. The combined answers will be analyzed to identify patterns which 
may help researchers understand how older adults adjust to living with 
chronic illnesses, 

RISKS 

The only risk associated with this study is the potential to become tired from 
answering the questions. If I tire, I may choose to complete the 
questionnaires at a later time, or I may choose to withdraw from the study. 

BENEHTS 

There are no benefits to me personally. The information provided may be 
used in the future to help health care workers understand the challenges and 
successes older adults experience in adjusting to chronic illness. 

CONFIDENTIALITY 

All information associated with this study will be held in confidence and only 
Mitzi Forbes will have access to the information. Each subject will be 
assigned a nimiber, and that number will be on all documents rather than 
his/her name. No one will know the identity of the subject. 

PARTICIPATION COSTS and SUBJECT COMPENSATION 

Participation will cost nothing but my time. I imderstand that I will not be 
compensated for my participation. Completing these questiormaires can be 
expected to take an3rwhere from 30 to 60 minutes. 

I can obtain further information from Mitzi Forbes at 410-0030. If I have 
questions concerning my rights as a research subject, I may call the Htiman 
Subjects Committee office at 626-6721. 

AUTHORIZATION 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS AND BENEFITS HAVE BEEN EXPLAINED TO 
ME AND MY QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND 
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THAT I MAY ASK QUESTIONS AT ANY TIME AND THAT I AM FREE TO 
WTTHDRAW FROM THE PROJECT AT ANY TIME WITHOUT CAUSING 
BAD FEELINGS. MY PARTICIPATION IN THIS PROJECT MAY BE ENDED 
BY THE INVESTIGATOR OR BY THE SPONSOR FOR REASONS THAT 
WOULD BE EXPLAINED. NEW INFORMATION DEVELOPED DURING 
THE COURSE OF THIS STUDY WHICH MAY AFFECT MY WILLINGNESS 
TO CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS 
IT BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM 
WILL BE FILED IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS 
COMMTITEE WTTH ACCESS RESTRICTED TO THE PRINCIPAL 
INVESTIGATOR, MTTZI FORBES, RN, BS OR AUTHORIZED 
REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND 
THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS 
FORM. A COPY OF THIS SIGNED CONSENT FORM WILL BE GIVEN TO 
ME. 

Subject's Signature Date 

INVESTIGATOR'S AFFIDAVFT 

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

Signature of Investigator Date 
Name of Investigator: 

Mitzi A. Forbes 
10571 E. Deerfield Place 
Tucson, AZ 85749 
(520) 760-3665 
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APPENDIX B 

INSTRUMENTS 
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E)emographics and Energy Questionnaire 

Please answer the following questions about yourself: 

Age: 

Gender F M 

I live: In my own home 
In an apartment/home that I rent 
In a retirement community 

Do home health aides help you at home? Y N 

Ethnicity: 

Black White Hispanic Native 
(Non-

Hispanic) American/Indian 

Other Asian 

Please list the chronic illnesses you have, and how long you have lived with each of them. 
If you have more than 4, list the 4 most troublesome. Please circle the one that is the most 
troublesome to vou. 

Chronic Illnesses: 

1 . How long?. 

2 . How long?. 

3 . How long?. 

4 . How long?. 
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Please mark the statement below which best describes your current financial situation: 

I have sufficient income. 1 don't need to worry about meeting my financial needs. 

I barely have enough income. 1 sometimes worry about having enough to meet my 
needs. 

I never have quite enough income. I have to do without some things I need. 

I don't have enough income. I have to do without many things I need. 

How often in the last month did you: 

1. Feel too worn out to do anything useful? 

never/rarely 
sometimes 
often 
always 

2. Experience plenty of energy? 

never/rarely 
sometimes 
often 
always 

3. Become easily fatigued? 

Never/rarely 
sometimes 
often 
always 
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22. In general, would you say your health is (check one): 

poor? 

fair? 

good? 

very good? 

excellent? 

23. Compared to one year ago, how would you rate your health? 
(check one): 

Much worse 

Somewhat worse 

About the same 

Somewhat better 

Much better 

24. How much has your daily life changed because of your illness: 
(check one): 

A great deal 

A moderate amount 

A small amount 

No significant change 
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25. How much assistance do you need from others on a daily basis? 
(check one): 

A great deal 

A moderate amount 

A small amount 

None or almost none 

26. How much assistance do you actually get on a daily basis? 
(check one): 

A great deal 

A moderate amount 

A small amount 

None or almost none 

27. Are you satisfied with the assistance you receive? (check 
one): 

Very satisfied QR 
I don't need any 

Mostly satisfied 

Somewhat satisfied 

Not satisfied 

Very dissatisfied 
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28. Please circle the number which best represents how 
difficult your life is on a daily basis? 

Not Moderately Very 
Difficult Difficult 
Difficult 

1 2 3 4 5 6 7 

29. Please circle the number which indicates how 
HOPEFUL you feel now. 

Hopeless/ Not Very 
Despairing Hopeful Hopeful 

1 2 3 4 5 6 7 
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Antecedents to Hope Scale Often Sometimes Seldom Never 
® 1997 Mitzi Forbes 

1, I am a better person 
because of dealing with this 
chronic illness. 

i i 

1 

2. Life makes no sense to 
me. 

3. I am afraid of what will 
happen to me because of 
this illness. 

i i ' 

: i 
1 

4. When troubles build up | ' ! 
I can't function. j ; 

5. I expect my health to get i , 

worse. ! i i : 

6. When things get bad, I i i . 

have someone to tum to. i i 

7. The purpose of ; , 
difficulties in life is to leam i j 

from them. 

8. I don't see any good that 
has come from this chronic 
illness. 

1 

1 

1 
i 

9. Hardships have only i 

caused me pain. 

10. I can understand others 
better because of living ; 
with this chronic illness. i 

11. I have learned ways to i ' 

deal with troubles. ! 
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i Often Sometimes Seldom Never 

12. I feel 1 have a place in 
this world. 1 i j i 

13. There is no one that I 
can depend on for help. 

; 

' 

14. I feel a sense of 
belonging in mv life. WW « 

1 

15. My life is too uncertain 
to make any plans. | i 

16. 1 feel I have grown j 
because of my hardships in 
life. j 

• 
] 

17. I have no one to share i 
important things with. | 

' 

18. I feel overwhelmed by i | 
my troubles. j j 

19. I am certain that 1 can i 
improve my health. I ' 

20. You are on your own j 
in this life. Don't expect 
any help. j 1 
21. There is someone or | 
something watching out for 
me. ! 

1 { 

22. I feel there is a purpose , | j 
to my life. i , i 

23. I am afraid I'll get 
worse. 

! 1 ; 

1 ! 
1 i i " 
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j Often Sometimes ; Seldom Never 

24. I have the potential to ' | 
contribute to other people's ' ' i 
lives. I : ; 

25. I feel isolated and | ; I 
alone. i j I ! 

26. I believe that facing ! ' j I 
problems has made me a t 
stronger person. • ! 

27. I am confident that I j j : . 
have a source of strength i { 
and help when I need it. i ! 

28. This illness has caused ; ; i 

me to lose control of my • ' , 
life. ! : ^ ! 

' i • 

29. I am alive to i ' , : 
accomplish something. | ! [ ' 

30. I worry about 
becoming completely ' 
disabled because of this j ; | ' 
illness. 1 i j 

31 .  I  have a  sense of  being j |  
connected to something ' W , • 
greater than myself (such as | 
nature, mankind, the 
universe, God, etc.) ! i 

32. I am a better person | | 
because of the difficulties I i ' | 
have faced. I ! 
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3Q3I N. HASH Kwrc 0RCL£ 

HicaON. AZ 83740 
520-700-300S 

PAX#- S20-700-307 i 

May 5. 1997 

Dr. Charles S. Carver 
Department of Psychology 
University of Miami 
P.O. Box 248185 
Coral Gables, FL 33124 

Dear Dr. Carver 

I am interested in using both the Life Orientation Test-Revised (LOT-R) and the 
COPE scales in my dissertation research. I am testing a model of the influence of 
hope, and it's antecedents on adjustment to chronic illness among commonity-
based older adults. In the proposed model, optimism (generalized hope or the 
trait/tendency to hope) and successful coping strategies, along with other 
variables, act as predictors of the likelihood that a chronically ill older adult will 
be able to maintain (particularized or state/situation-based) hope when dealing 
with the changes and losses which accompany a chronic illness. 

I would appreciate permission to use the scales, instructions for their use, a copy 
of the scales, and information regarding any restrictions on their use. I plan to 
collect data during the summer and fall of 97. Thank you for consideration of my 
request. 

Sincerely, 

•'J 
Mitzi A. Forbes 
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Life Orientation Test <D 1994 Scheier, Carver, & Bridges 

Thini< about life before you becanne chronically ill. Remember how 
you usually take life, and answer the followings questions. There 
are no right or wrong answers. Try not to let your answer to one 
question influence your answer to another. 

Strongly 

Disagree 
Disagree Agree Strongly 

Agree 

1. In uncertain times, 1 usually expect the 
best 

2. It's easy for me to relax. 

3. If something can go wrong for me, it 
will .  

4. I'm always optimistic about my future. 

5. 1 enjoy my friends a lot. 

6. It's important for me to keep busy. 

7. 1 hardly ever expect things to go my 
way. 

8. 1 don't get upset too easily. 

9. 1 rarely count on good things happening 
tome. 

10. Overall, 1 expect more good things to 
happen to me than bad. 
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COPE Scale © Carver, Scheier & Weintraub 1989 

Think about how you have reacted to your illness and its challenges, 
then indicate how often you did whatever each following statement 
says; by checking one response for each item. 

1. I take direct action to get around the problem. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

2. I think about how I might best handle the problem. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

3. 1 try hard to prevent other things from interfering with my 
efforts at dealing with this. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

4. 1 restrain myself from doing anything too quickly. 

1 didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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5. I talk to someone who could do something concrete about the 
problem. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

6. I get sympathy and understanding from someone. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

7. I try to grow as a person as a result of the experience. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

8. I accept the reality of the fact that it happened. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

9. I pray more than usual. 
I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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10. i get upset, and am really aware of it. 

i didn't do this at all 
i did this a little bit 
I did this a medium amount 
I did this a lot. 

n. I say to myself, "this Isn't real". 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

12. I reduce the amount of effort I am putting into the problem. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

13. I sleep more than usual. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

14. I drink alcohol or take drugs, in order to think about it less. 

I didn't do this at ail 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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15. I do what has to be done, one step at a time. 

1 didn't do this at all 
1 did this a little bit 
1 did this a medium amount 
I did this a lot. 

16. I think hard about what steps to take. 

1 didn't do this at all 
1 did this a little bit 
1 did this a medium amount 
1 did this a lot. 

17. I keep myself from getting distracted by other thoughts or 
activities. 

1 didn't do this at all 
1 did this a little bit 
1 did this a medium amount 
1 did this a lot. 

18. I make sure not to make matters worse by acting too soon. 

1 didn't do this at all 
1 did this a little bit 
1 did this a medium amount 
1 did this a lot. 

19. I talk to someone to find out more about the situation. 

1 didn't do this at all 
1 did this a little bit 
1 did this a medium amount 
1 did this a lot. 
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20. I discuss my feelings with someone. 

( didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

21. I learn something from the experience. 

I didn't do this at ail 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

22. I get used to the idea that It happened. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

23. I try to find comfort in my religion. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

24. I feel a lot of emotional distress and I find myself expressing 
those feelings a lot. 
I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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25. I act as though It hasn't even happened. 

i didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

26. I admit to myself that I can't deal with it, and quit trying. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

27. I daydream about things other than this. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

28. I concentrate my efforts on doing something about it. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

29. I make a plan of action. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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30. I focus on dealing with this problem, and if necessary let other 
things slide a little. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

31. 1 hold off doing anything about it until the situation permits. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

32. I try to get advice from someone about what to do. 
I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

33. I try to get emotional support from friends or relatives. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

34. I try to see it in a different light, to make it seem more 
positive. 
I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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35. I accept that this has happened and that it can't be changed. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

36. I put my trust in God. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

37. I let my feelings out. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

38. I pretend that it hasn't really happened. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

39. I just give up trying to reach my goal. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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40. I go to the movies or watch TV, to think about it less. 

I didn't do this at ail 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

41. I take additional action to try to get rid of the problem. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

42. I try to come up with a strategy about what to do. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

43. I put aside other activities in order to concentrate on this. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

44. I force myself to wait for the right time to do something. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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45. I ask people who have had similar experiences what they did. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

46. I talk to someone about how I feel. 

I didn't do this at all 
1 did this a little bit 
I did this a medium amount 
I did this a lot. 

47. I look for something good in what is happening. 

I didn't do this at ail 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

48. I learn to live with it. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

49. I seek God's help. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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I get upset and let my emotions out. 

J didn't do this at ail 
J did this a little bit 
J did this a medium amount 
_l did this a lot. 

I refuse to believe that it has happened. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

I give up the attempt to get what I want. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 

I turn to work or other substitute activities to take my mind 
off things. 

I didn't do this at all 
I did this a little bit 
I did this a medium amount 
I did this a lot. 
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I request permission to copy the Se!f-Transcendence Scale (STS) for use in my research 
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In exchange for this permission, I agree to submit to Dr. Reed a copy of the following: 

1. An abstract of my study purpose and findings, which includes the range of STS scores and the mean 
STS score in my group of participants, and correlations between the STS scale scores and other 
measures used in my study. (This will be used by Dr. Reed to assess construct validity). 

2. The reliability coefficient as computed on the scale from my sample (Cronbach's alpha). 

3. A copy of the one-page scoring sheet (see attac.-.ed) for each participant tested £r a computer print 
out listing this same information 'or each subject, along wi5i my data coding dictionary (which 
identifies the variables on the print out). 

Any other information or findings that could be helpful in assessing the reliability or validity of the instrument 
would be greatly appreciated (e.g. problems with items, comments from participants, other tlndings). 

This data will be used to establish a normative data base for clinical populations. No other use will be made 
of the data submitted. Credit will be given to me in reports of normative statistics that make use of the data 
I submitted for pooled analyses. 
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• (Date) 
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College of Nursmg 

University of Arizona 
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Ccxle No. 

Self-Transcendence Scale 

DIRECTION'S; Please indicate the extent to which each item below describes you. There are no right 
or wrong answers. I am interested in your frank opinion. As you respond to each item, think of how 
you see yourself at this time of vour hfe. Circle L4e number that is the best response for you. 

AT THIS TIME OF xVIY UFE. NOT AT VERY VERY 
I SEE MYSELF AS: ALL LITTLE SOMEWHAT MUCH 

1. Having hobbies or interests I 12 3 4 
can enjoy. 

2. Accepting myself as I grow older. 12 3-1 

3. Being involved wuh other people 12 3 4 
or my community when possible. 

to my present life 12 3 4 

12 3 4 

-• 3 4 

.1 

12. Finding m&a,. 
beliefs. 

13. Letting others help me when I may 
need it. 

14. Enjoying my pace of life. 1 

15. Dwelling on my past unmet dreams 1 2 j 
or goals. 

Thank you very much for completing these questions. Please feel free to list below or on the back any 
other issues that are important to you at this lime of your life that were not listed above. 

® Reed. 1987 



210 

Health Promoting Behaviors ©1998 Mitzi Forbes 

Medicines: Complete this section if you have medications. Please circle the 
response which is most like you. 

1.1 know the names and doses of my medicines: 

No a few of them most of them all of them 

2. I know what each medicine is for; 

No a few of them most of them all of them 

3. I know what side ejects of the medicines to watch out for: 

No a few of them most of them all of them 

4. I take my medicines as recommended: 

Never seldom sometimes usually always 

Exercise: Exercises are recommended in the treatment of many conditions 
(such as heart disease, diabetes and arthritis). If exercise is 
recommended for your condition/s, please answer questions 5 
through 7. If exercise is not recommended for your condition, 
please answer question 8. 

5. I have been taught (or I have taken a class about) the exercise/s 
recommended for my condition: 

YES NO 

6. I know / remember how to exercise properly for my condition: 

no / can't remember I know a little I know some I know a lot 
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7. I da exercise as recommended: 

never seldom sometimes usually always 

8. (Answer this if no. spedal exercise is recommended for your condition) 
I do some form of exercise (such as lifting weights, walking briskly, 
swimming, riding a bicycle): 

never monthly weekly 2-3 times/ more than 3 times / 
week week 

Diet: Spedal guidelines for eating and drinking are recommended for the 
treatment of many conditions. Please answer the following questions 
about your diet. 

9. I know the spedal guidelines/restrictions for my diet (OR I know the 
general recommendations for healthy eating): 

not really a little some many most/all of them 

10. I follow the spedal guidelines for my diet (or for healthy eating): 

never 
pay seldom sometimes often eilways 
attention 
to it 

Monitoring: Seif-monitoring is recommended for the control of many 
conditions. Examples of self-monitoring could be taking your 
weight daily, checking your blood pressure, checking your blood 
sugar, checking your skin integrity, etc. Please answer the 
following questions about monitoring. 

11. I should monitor for my condition/s: 

YES NO (if not, go to question 14) 
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12. I know howl should monitor: 

YES NO 

13. I dfi monitor according to the recommendations I have received: 

never seldom sometimes usually always 

Information: 

14. I have attended classes or support groups about my condition/s: 

YES NO 

15. I own books and / or pamphlets / newsletters about my condition / s: 

none a few some many 

16. I have studied books and / or pamphlets / newsletters about my 
condition; 

none a few some many 

Safety: Sometimes special safety measures are recommended for 
conditions. Examples of safety measures would be using grab 
bars, using a walker, installing ramps, getting rid of throw rugs, 
using reminders, etc. 

17. Special safety measures have been recommended for me: 

YES NO 

18. I follow the safety recommendations: 

never seldom sometimes usually always 
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General safety: 

19: When I am in a car, I wear a seat belt: 

never seldom sometimes usually always 

20: When I go outside I wear stmscreen or a hat: 

never seldom sometimes usually always 

21. When I go outside, I wear simglasses that screen ultraviolet rays: 

never seldom sometimes usually always 
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Health-Promoting Behaviors scale scoring 

Medicines: 
1. Know names 1 19 

2. Know use 1 20 

3. Know side effects 1 21 

4. Take properly 1 22 

Create Total Med Score range 0-13 possible 

Exercise: 
5. Learned exercises 1 23 

6. Remember exercises 1 24 

7. Exercise 1 25 

8. Gen Exercise 2 26,27 

HPB 

O=none 
l=few 
2=most 
3=all 
12=takes no meds 

O=none 
l=few 
2=most 
3=ali 

O=none 
l=few 
2=most 
3=all 

0=never 
l=seldom 
2=sometimes 
3=usually 
4=always 

totalmed 

0=NA 
l=no 
2=yes 

0=NA 
l=no 
2=Uttle 
3=some 
4=lot 

0=NA 
l=never 
2=seIdom 
3=sometimes 
4=usually 
5=always 

00=NA 
03=never 
04=monthly 
06=weekly 



Create Total Exercise Score range 3-12 
Diet 
9. Know diet 1 28 

10. Follow diet 1 29 

Create Total Diet Score range 0-8 (multiply by 1.5) 

Monitoring: 
11. Should monitor 1 30 

12. Know how 1 31 

13. Do monitor 1 32 

Create Total Monitor Score range 1-6 (multiply by 2) 

Information: 
14. Qasses/groups 1 33 

15. Own books 1 34 

16. Studied books 1 35 
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09=2/3xweek 
12=>3xweek 

totalex 

0=no 
l=little 
2=some 
3=many 
4=most/aIl 

0=never 
l=seldom 
2=sometimes 
3=often 
4=always 

totdiet 

l=yes 
5=no 

0=no 
l=yes 

0=never 
l=seldom 
2=sometimes 
3=usually 
4=always 

totalmon 

0=no 
l=yes 

O=none 
l=few 
2=some 
3=many 

O=none 
l=few 
2=some 
3=many 

Create Total Information Score range 0-7 (multiply by 1.7) mM 
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Disease Safety: 
17. Safety recommended 1 

18. Follow safety 1 

Create Total Disease Safety Score 

1 
General Safety: 
19. Seatbelt 

20. Sunscreen 

21. Sunglasses 

36 

37 

l=yes 
5=no 

0=never 
l=seldom 
2=sometimes 
3=usually 
4=always 

range 1-5 (multiply by 2.4) totsafe 

38 

39 

40 

0=never 
l=seIdom 
2=sometimes 
3=usualiy 
4=always 

0=never 
l=seldom 
2=sometimes 
3=usually 
4=aiways 

0=never 
l=seldom 
2=sometimes 
3=usually 
4=always 

Create General Safety Score range 0-12 tQtgen?^ 
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