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ABSTRACT 

The purpose of this comparative research study was to determine if there 

were differences in self-esteem, confidence, self-transcendence, ways of coping, 

symptom distress, and perceived social support by friends by selected 

demographic variables: age, gender and ethnicity. This study was a secondary 

data analysis. The participants were 130 adolescents with a diagnosis of 

cancer. Analysis revealed there were significant difference in ways of coping 

by age and gender. Older AWC used coping more often than younger AWC. 

Older AWC use emotive coping more often than younger AWC and older and 

middle AWC use evasive coping more often than younger AWC. Male AWC 

cope differently than female adolescents. Male AWC use self-reliant and 

confrontive coping more than female AWC, and male AWC identify self-reliant 

coping as more useful. Significant differences were not found based on 

ethnicity. Implications for nursing practice and suggestions for nursing research 

and theory development are presented. 



CHAPTER I 

INTRODUCTION 
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Advancements in technology and the resulting curative treatments for cancer 

have changed the prognosis for many adolescents diagnosed with cancer. 

Historically, a diagnosis of cancer was viewed as a sign of impending death. 

Improved survival rates have altered the classification of cancer to that of a 

chronic life threatening illness (Rechner, 1990). Nevertheless, cancer remains 

the leading cause of death by disease for children (Bleyer, 1990). 

More and more children and adolescents survive cancer and sixty percent of 

these survivors, are expected to reach adulthood (Kazak & Meadows, 1989). 

The rate of survivorship to young adulthood for children with cancer was 

projected to reach 1 in 1,000 cases by the year 2000 (Meadows, McKee & Kazak 

1989). Recent research projects the rate of survivorship to increase to 1 in 900 

by the year 2000 and may reach 1 in 250 by the year 201 O (Bleyer, 1990). 

Until recently, nursing care of the adolescent with cancer focused on the 

issues of death and dying. The increase in biological cure of some types of 

cancer necessitates a change in the focus of nursing care of adolescents with 

cancer (AWC) to include psychological, psychosocial and developmental issues 

(Van Eys, 1987) 

This secondary data analysis investigates the potential differences in 

psychosocial variables based on selected demographic variables. The 
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psychosocial variables include: ways of coping, perceived social support by 

peers (PSS-P), symptom distress, self-esteem, self-transcendence and 

confidence/mastery. The demographic variables include age, gender and 

ethnicity. Recent research addresses AWC and differences in psychosocial 

issues; however, a limited number of these studies focus on differences related 

to gender, ethnicity and age. 

In addition to physical concerns, a diagnosis of cancer presents adolescents 

and families with additional psychological, psychosocial and developmental 

challenges (Keller & Nicolls, 1990, Leichtman & Friedman, 1975, Lansky, List, 

Ritter-Sterr, Klopovich & Chang, 1985). Limited studies address the 

psychological, social and physical stressors that the AWC and their family must 

overcome in order to retain some level of normalcy (Lansky et al., 1985). 

Psychological support for the AWC should include assistance in coping with 

normal developmental issues along with the additional stresses caused by the 

illness. The goal of this support is to help the AWC master the psychosocial 

tasks of adolescence and to accept the illness as part of one's identity 

(Leichtman & Friedman, 1975). 

Acceptance by peers is of great importance to the adolescent. The diagnosis 

of cancer may cause the adolescent to feel "different" from peers. The disease 

process combined with the side effects of treatment and restrictions in activities 

can impact perceived body image, self esteem, confidence and overall feelings 



of being "normal" (Moore, Holton & Marten, 1969; Weekes & Kagan, 1994; 

Leichtman & Friedman, 1975). 

11 

Culture provides an individual with a framework in which to process and 

assign meaning to all aspects of life ( Kagawa-Singer, 1987). Ethnic groups 

have common origins, and a shared sense of identity and standards for 

behavior. Within a given ethnic group there are variables such as acculturation, 

male/female culture, age language, social support system, religion, education 

and past experience with the health care system that can influence the 

individual's perception of an experience (Kagawa-Singer, 1987). Thus the 

Hispanic or Native American AWC may perceive the whole cancer experience 

differently than the Caucasian AWC. Few studies address the impact ethnicity 

may have on the psychosocial variables associated with the cancer experience. 

Symptom distress for the AWC has recently been addressed in research. 

Physical sequelae from cancer may persist and include obvious physical 

disabilities, residual pain and major organ damage (Lansky et al., 1985). Many 

adolescents identify treatment and the resulting symptom distress as the most 

significant part of the cancer experience. Female adolescents have been 

identified as being more affected by physical changes resulting from treatment of 

cancer (Zeltzer, Ellenberg, Dash & Rigler, 1980). Research that identifies 

differences between gender and perceived symptom distress enhances the 

nurse's ability to identify potential stressors and provide effective psychosocial 



12 

support during the cancer experience. More research regarding age, gender 

and ethnicity of the adolescent and the potential differences in symptom distress 

is needed. 

Purpose and Problem Statement 

The purpose of this research was to describe differences in psychosocial 

variables by selected demographic variables. The problem statement was: What 

are differences in ways of coping, symptom distress, perceived social support by 

friends, self-esteem, self-transcendence and confidence/mastery by 

demographic variables: age, gender and ethnicity? The research was based on 

a secondary data analysis of data from a study of the relationship between 

social support and quality of life outcomes ( Haase, 1992). 

Research Questions 

Although it is widely accepted that individual characteristics such as ethnicity, 

gender, age and age at diagnosis can affect how adolescents adjust to having a 

chronic illness such as cancer, limited studies have explored ways the 

responses may be different. The research questions for this study are: 

1. What are differences in self-esteem for AWC based on age, gender and 

ethnicity? 

2. What are differences in self-transcendence for AWC based on age, gender 

and ethnicity? 



3. What are differences in confidence for AWC based on age, gender and 

ethnicity? 

4. What are differences in the ways of coping based for AWC on age, gender 

and ethnicity? 

5. What are differences in perceived social support by friends for AWC based 

on age, gender and ethnicity? 

6. What are differences in symptom distress for AWC based on age, gender 

and ethnicity ? 

Conceptual Framework 
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The original research study was based on the Adolescent Resilience Model 

(Haase, 1992). The Adolescent Resilience Model (ARM), is based on five 

predictor variables which affect the development and facilitation of resilience. 

These factors are; individual protective factors ( courageous coping strategies, 

and derived meaning through hopefulness and spiritual perspective), familial 

protective factors (family adaptability and cohesion, family support/resources), 

social protective factors (availability of health services, social integration), 

individual risk factors ( sustained evasive, emotive and fatalistic coping), and 

illness-related stress factors (uncertainty, severity of illness distress). The 

outcome factor of the ARM is Quality of life. Quality of life is focused on three 

psychosocial components: self-transcendence of the experience of cancer, a 

sense of confidence, and self-esteem. 
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The following model was created for the secondary data analysis. The model 

established a framework for identifying the potential differences of selected 

demographic variables on identified psychosocial variables. 



Figure 1. Potential Differences of Psychosocial Variables by Age, 
Gender and Ethnicity 

Demographic Variables 

Gender 

Age 

Ethnicity 

Psychosocial Variables 

Ways of Coping 

Perceived Social Support by Friends 

Symptom Distress 

Self-Transcendence 

Self-Esteem 

Confidence/Mastery 

15 
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Definitions 

The following theoretical and operational definitions were used for the variables 

of interest. 

Coping: cognitive and behavioral efforts to protect the individual from being 

harmed by social experiences (Pearlin & Schooler, 1978). Operational definition 

were scores on the Jaloweic Coping Scale (Jaloweic, 1988). 

Self-esteem: the degree to which a person perceives himself as capable, 

worthy significant and successful (Gilberts, 1983). The operational definition of 

self-esteem were scores on the Rosenberg's Self-esteem Scale (Rosenberg, 

1965). 

Self-transcendence: refers to "the expansion of one's conceptual 

boundaries inwardly through introspective activities, outwardly through concerns 

about others' welfare, and temporally by integrating perceptions of one's past 

and future to enhance the present" (Reed, 1991 p.5). The operational definition 

of self-transcendence were scores on the Reed Self-transcendence scale (Reed, 

1989). 

Confidence: refers to belief in oneself and the perspective that one has 

control over life occurrences (Kirk, 1992). The operational definition of 

confidence/mastery were scores on the Nowotny Confidence Subscale 

(Nowatny, 1989). 



Symptom distress: the perceived discomfort resulting from cancer 

treatment (Mccorkle & Young, 1978). The operational definition of symptom 

distress were scores on the Mccorkle Symptom Distress Scale (Mccorkle & 

Young, 1978). 
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Perceived social support of friends: the degree to which the person 

perceives he is an accepted and valued member of the group and the degree to 

which his needs are met within the group (Procidano & Heller, 1983). The 

operational definition of perceived social support of peers were scores on the 

Perceived Social Support of Friends Scale (Procidano & Heller, 1983). 

Age: defined as stages of adolescence: younger (12-14), middle (15-16) and 

older (17-21 ), (Foster, Hunsberger & Anderson, 1989). 

Summary 

Adolescence is a complex developmental period even for a healthy 

adolescent. Adolescents with cancer face additional stressors that can delay 

psychosocial and physical development. The high cure rates for some types of 

cancer has changed the focus of nursing care from death and dying to 

psychosocial support. The goal of nursing support is to provide the adolescent 

with the psychological and social support that he requires to master 

developmental tasks and proceed to adulthood. The focus of this research was 

to measure the potential differences of age, gender and ethnicity on previously 

identified psychosocial variables experienced by adolescents with cancer. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

This chapter consists of a review of literature pertaining to the theory of life

span development, psychosocial variables and the potential influence of 

demographic differences which may impact the adolescent with cancer. The 

following psychosocial variables are included in this review : self

transcendence, self-esteem, confidence/mastery, ways of coping, symptom 

distress and perceived social support of friends. The potential influence of age, 

gender and ethnicity on these variables is lacking in current research. 

Life-Span Development 

Life-span development theory provides a framework for research with 

adolescents. The theory allows the researcher to group adolescents by 

significant life events and individual development in addition to chronological 

age. It addresses the parental development and family relations which impact 

the development of the adolescent (Baltes, Reese & Lipsitt, 1980). In terms of 

life-span development, the AWC is influenced by the initial encounter with 

cancer and past experiences. The intrapersonal development of the AWC 

continually changes in response to past and present experiences throughout 

cancer treatment (Weekes, 1991 ). 
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Life-span development provided the framework for this study. Life-span 

development theory is based on several assumptions. The first assumption is 

that development is a process which occurs over the individual's life span rather 

than being determined by age and biological factors. Biological growth impacts 

development; however, it does not determine the maturity ( development) of the 

individual. The next assumption is that development is influenced by 

socialization, evolutionary change and biological factors which may vary 

depending on the type of behavioral development and the timing in regard to the 

individuals life-span. The third assumption is that certain types of development 

can be age-related, however, change is most often based on the individual 

rather than on age of the individual. Change may vary in terms of onset, 

directionality, duration and termination. Development is influenced by age

related biological and social factors, evolutionary factors such as environment 

and historical era, and life events that significantly impact the individual. (Baltes, 

Reese & Lipsitt, 1980). 

Life-span development theory has recently appeared in research involving 

adolescents and children with cancer. One study addresses individual changes 

in coping by AWC during the course of cancer treatment during a twelve month 

period (Weekes & Rankin, 1988). The focus of the study was the potential 

influence of the duration of cancer treatment and the age of the individual on 

the type of coping used by AWC in response to cancer treatment and pain. The 



adolescents in the study were found to be similar in the types of coping used 

regardless of developmental age . 

Self-Transcendence 
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Reed (1991) defines self-transcendence as" the expansion of one's 

conceptual boundaries inwardly through introspective activities, outwardly 

through concerns about others' welfare, and temporally by integrating 

perceptions of one's past and future to enhance the present "(p. 5). Chronic 

illness may result in the developmental expansion of behaviors and perceptions 

toward self -transcendence (Coward 1991; Reed 1991 ). Self-transcendence as 

a theory is beneficial to nurses in assisting patients who are facing their own 

mortality (Reed, 1991 ). 

Self-transcendence is viewed as being an intrinsic part of being human 

(Frankl, 1969). There are three ways in which to transcend: by giving 

ingeniously to others, by experiencing the environment and other people and by 

accepting unchangeable circumstances. Even when life appears to have no 

meaning there is always a choice in how one faces distress. 

Self-transcendence was described in a phenomenological study of the lived 

experience of breast cancer in women with advanced breast cancer (Coward, 

1990). Each of the women in the study discovered meaning through self

transcendence. The women were able to transcend in the three ways described 

by Frankl (1969). Self -transcendence was further described in another study of 
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women with advanced breast cancer (Coward 1991 ). The study examined self

transcendence and how it relates to emotional well being and illness-related 

distress. The researcher found that self-transcendence had a direct effect on 

emotional well-being. Through this relationship, self-transcendence indirectly 

decreased perceived illness distress. 

Self-transcendence was further studied in the oldest-old. In this study, a 

relationship between mental health and self-transcendence was found (Reed, 

1991 ). Emotional well (mental health) being in later life includes self

transcendence ( expanding one's conceptual boundaries). In previous research 

with younger elderly, equivalent results were found (Reed, 1989). 

Self-transcendence in AWC has recently been addressed in research 

studies. In a phenomenological study of courage, Haase (1987) found that 

chronically ill adolescents described transcendence themes. The themes were 

identified as faith and hope. The adolescents in the study were able to gain 

understanding of the situation (resolution) through expression of the themes. 

Van Eys ( 1987) identified three components of curing the pediatric patient with 

cancer and further implies that cure results in self-transcendence. The first and 

most obtainable is biological cure. The second is psychological cure in which 

the patient accepts having cancer as a past event that does not conflict with 

current and future development. The third is social cure in which society accepts 

the cured individual without reference to the past diagnosis. Interpretation of 
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"true" cure may be that the adolescent or child who has survived cancer must 

incorporate the past events into the present and future. Further interpretation 

allows for the conclusion that the adolescent who no longer feels like a survivor 

has incorporated the past with the present and in essence has transcended 

survival. 

Self-Esteem 

Self-esteem is defined as the degree to which a person accepts the self 

combined with the perceived level of self-worth (Gilbert, 1983). The 

development of self-esteem begins at an early age and the subsequent 

accomplishment of developmental tasks impacts the development of self-esteem 

(Overbaugh & Sawin, 1992). 

Self-esteem was assessed in a study of adolescent survivors of childhood 

cancers (Overbaugh & Sawin, 1992). The adolescents who participated in this 

study scored in the lower limit of average in terms of self-esteem scores. The 

older adolescents in the study reported higher certainty regarding the 

accomplishment of future tasks and successful maintenance of interpersonal 

relationships with peers than the younger adolescents. 

The relationship between self-esteem and social support and the impact on 

health care behavior was assessed in a study of adult subjects (Muhlenkamp, 

1986). Participants who scored high in terms of self esteem also reported 

superior health practices. Women in the study reported a higher degree of 



social support, higher self-esteem and positive health care behaviors more 

often than men. 
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Alterations in body image as caused by disease and treatment has been 

identified as lowering self-esteem (Moore, Holten & Martin, 1969). Self-esteem 

was addressed in a study which compared a group of adolescents with cancer to 

a group of healthy adolescents (Stern, et al 1993). The adolescents with cancer 

were found to have normal self-esteem, however, they did score below normal 

in terms of sexual and social self-image. There were no significant differences 

related to gender or age. 

Confidence 

Confidence can be defined as the belief in oneself and the perspective that 

one has control over life occurrences (Kirk, 1992). In a review of the literature, it 

was found that confidence is not addressed as a separate concept. Confidence 

is assessed in terms of self-efficacy, mastery and self-concept. 

Self-efficacy exerts a positive influence on the psychological and physical 

health of adolescents experiencing stress ( Grubbs, Hardin, Wienrich, Weinrich, 

Garrison, Pesut, & Hardin, 1992). The individual who possesses a high level of 

self-efficacy, expects favorable outcomes and uses various coping behaviors 

and perseverance to overcome diverse circumstances (Bandura, 1989). 

Children begin to develop self-efficacy as infants and self-efficacy continues to 

develop due to normal growth and development and in response to the 



environment. The development of self-efficacy in childhood permits the 

adolescent to continue to develop and facilitates the transition to adulthood 

(Bandura, 1989). 

In a study of healthy adolescents ( N= 432), self-efficacy was evaluated 

(Grubbs, et al, 1992). The adolescents in the study reported a high degree of 

self-efficacy. The researchers expected significant differences related to 

gender, race, socioeconomic status and religion; however, there were no 

statistically significant differences in self-efficacy among these groups. 
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Research involving adolescents (N=199) with cystic fibrosis (CF) indicated 

that a high level of self-efficacy was related to increased self-management of 

disease and treatment (Bartholomew, Parcel, Swank & Czyzewski, 1993). In a 

study of adolescents with physical disabilities (N=53), the level of self-efficacy 

was lower than the level of a comparative group of healthy adolescents. The 

disabled adolescents with higher levels of self-efficacy exhibited increased 

independence in peer relationships and persistence at tasks (King, Shulz, Steel, 

Gilpin & Cathers, 1993). 

Ways of Coping 

Coping is defined as cognitive and behavioral efforts to protect the individual 

from being harmed by social experiences (Pearlin & Schooler, 1978). Coping 

refers to" any response to external life strains that serve to prevent, avoid or 

control emotional distress ... ( it is) ... inseparable both from life strains 
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experienced by people and from the state of their inner emotional life" (Pearlin & 

Schooler, 1978, p.3). Ways of coping include; reliance on peers, talking with 

others and seeking information pertaining to the stressor (Jaloweic, 1988). 

Factors that potentially impact coping strategies include culture, emotional 

stability, age, previous coping experience and intelligence (Zeltzer, et al, 1980). 

Adolescents are able to identify consistent coping strategies that they perceive 

as most useful in coping with cancer treatment and pain (Weekes, Kagan, 

James & Seboni, 1993). Their research study identified hand holding as a 

coping strategy that was used by children in all developmental stages of 

adolescence, males and females and all ethnic groups within the sample (N=20). 

The results indicated that hand holding altered the subjective report of pain. 

Three aspects of hand holding were identified as altering perception of pain: 

security, tension reduction and distraction. 

In a phenomenological study, adolescents with cancer identified "getting on 

with life" as a theme in coping with cancer (Rechner, 1990). The adolescents 

(N=5) defined cancer in terms of the social and personal effects on life rather 

than as a chronic illness. A positive attitude was identified as a facilitator in the 

ability to get on with life and to handle the side effects of cancer and treatment. 

The adolescents attempted to divide the part of life that includes the cancer 

experience from normal adolescent life. The adolescents identified the ability to 

do so as a way of coping with cancer and getting on with life. 
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Psychosocial adjustment of survivors of pediatric cancer was the focus of a 

study by Koocher, O'Malley, Gogan & Foster (1980). The focus of the study was 

to identify well-adjusted survivors and survivors with mild to substantial 

psychological problems and determine which factors contributed to the 

difference. The well-adjusted subjects were diagnosed with cancer at a younger 

age, scored higher in socialization and self-help skills (coping) and had higher 

self-esteem. 

An exploratory study was conducted to compare the coping strategies of 

chronically ill adolescents ( N= 15) with the coping strategies of their parents 

(Keller & Nicolls, 1990). These adolescents completed the Jaloweic Coping 

Scale (JCS) instrument. The most frequently used coping strategies identified 

by the adolescents using the JCS were emotive and confrontive coping followed 

by palliative coping. Emotive and confrontive coping were used equally and 

both were used more often than palliative coping. Emotive and confrontive 

coping strategies ranged from problem solving activities to emotion-based 

avoidance behaviors. The palliative coping behaviors identified were self

selected behaviors that made the adolescent feel better but didn't necessarily 

assist them with actual adjustment to the illness. 

Denial is considered part of the typical adaptive process used by adolescents 

who are diagnosed with cancer ( Moore, Holten & Marten, 1969). In their review 

of adolescents with cancer, Moore et al, found that denial was used through all 
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phases of the disease process. Denial can be manifested as intellectualization, 

anger, and extreme involvement in school activities. A study focusing on illness 

included 345 healthy adolescents and 168 adolescents with cancer or other 

chronic illness (Zeltzer, Ellenberg, Dash & Rigler, 1980). More than half of the 

adolescents in the study perceived that illness interrupted all aspects of their 

lives including interpersonal relationships with peers, parents and siblings. The 

adolescents with chronic illness exhibited denial as a coping mechanism. Denial 

was manifested by the adolescents reports of "no illness". 

Pre-adolescents differ from adolescents in terms of social, psychological and 

physiological growth. In a study of children and adolescents with diabetes, 

coping styles differed between the two groups (Grey, Cameron & Thurber, 

1991 ). The younger children reported better peer relations and tended to report 

ventilating feelings (emotion focused) as the preferred coping style. Older 

adolescents reported more anxiety and depression and preferred to use 

avoidance and relaxation behaviors as coping mechanisms. Avoidance coping 

may be used more often by older adolescents simply because they have more 

freedom and more opportunity to utilize this method (Grey, Cameron, & Thurber, 

1991; Stern, Norman & Zevon, 1990). 

In a study which compared freshmen and senior students in terms of life 

events stress and coping, senior students identified more coping strategies than 

did freshman (Greer, Thomas & Shoffner, 1992). In a study of university 
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students, researchers found that direct coping was identified as a coping 

mechanism by older subjects more often than younger subjects (Petrosky & 

Birkimer, 1991 ). Situations that were viewed as task oriented were identified as 

more controllable than interpersonal situations and direct coping was used more 

in these situations. 

Children with hemophilia identified problem focused coping as a way to 

handle existential problems and emotion focused coping to handle stressors 

resulting from treatment (Spitzer, 1992). Problem focused coping was described 

as stopping the bleed and emotion focused coping was described as using 

distraction to cope. Research has indicated that problem focused coping may be 

used more often when the individual perceives that the situation is changeable. 

Whereas emotion focused coping may be used more frequently when it is 

perceived that the situation can't be altered. 

Various research has assessed coping styles in healthy adolescents. Puskar 

and Lamb (1991) conducted a research study which assessed life stress 

experienced by an adolescent during the previous year. The subjects consisted 

of adolescents 16-18 years of age (N=69). The most common method of coping 

was identified as self-control and positive reappraisal was identified as the 

method least used in coping. Females identified seeking support as the most 

frequently used method of coping whereas males identified self-control as the 



preferred method of coping. Males and females identified taking responsibility 

and positive reappraisal as the least used strategies for coping. 
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In a study of AWC (N=58), the adolescents were asked open-ended 

questions about hope and the cancer experience (Hinds & Martin, 1988). Four 

sequential types of coping emerged centering around hopefulness. The first 

type is cognitive discomfort in which the adolescent experiences the first 

negative thoughts about cancer. It consists of thought stopping and thought 

reflection. The second type is distraction which consists of nine strategies: do 

something, it could be worse, made it this far, looking forward to normalcy, 

cognitive clutter, looking back, knowledge of survivors and others have hope for 

me. The nine strategies are used to respond/cope with cognitive discomfort. 

The third type is cognitive comfort and it is characterized by feelings of peace 

and lifted spirits, resulting from effective coping. The two strategies used in this 

type of coping are forgetting cancer and hopefulness. The final type is personal 

competence which includes three strategies: commitment to treatment, 

adaptation to symptoms and taking care of problems. 

Symptom Distress 

Symptom distress is defined as the perceived discomfort resulting from 

cancer treatment (Mccorkle & Young, 1978). The majority of published research 

regarding symptom distress refers to adult perception. Symptom distress is 
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relevant in AWC since the severity of distress may affect their compliance with 

therapy (Hinds, Quargneti & Wenz, 1992). 

In a study of oncology patients the symptom distress scale was developed 

(Mccorkle & Young, 1978). High levels of distress were identified by 62% of the 

subjects with regard to at least one item on the scale. The most frequently 

occurring distress symptom was changes in bowel pattern followed by 

appearance, appetite, insomnia, fatigue, mood, mobility, pain, concentration, 

and nausea. Of the patients with high levels of distress, 46% identified a high 

level of distress in regard to a minimum of three symptoms. 

Symptom distress and non-compliance with medical treatment was studied in 

a group of women ( Hunt, Jordan, Irwin & Browner, 1989). The women were 

selected by self report of two or more predetermined symptoms. Treatment was 

used to control symptoms only when it was convenient during the women's daily 

schedule. The women attempted to introduce treatment into their daily plan in 

such a way that it alleviated the symptoms without causing major life changes. 

The findings supported the hypothesis that the treatment must be useful and 

relieve symptoms and have minimal impact on the daily schedule to increase 

compliance. 

In a descriptive study of symptom distress, the subjects were cancer patients 

who lived in Stockholm (Tishelman, Taube & Sachs, 1991 ). Younger subjects 

and single women reported a significant increase in overall distress. Distress, 
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specifically pain, was reported as increasing in relationship to increasing time 

since diagnosis. Nausea and appetite distress were more frequently identified 

as a symptom in younger subjects. Subjects who lacked support reported more 

distress than those subjects who identified a support system in regard to 

problem solving. The researchers found that symptom distress is more than a 

manifestation of the disease process in that it measures perceptions of 

"sickness" and "illness" as well. 

Adolescents with cancer and symptom distress related to cancer treatment 

were addressed in a recent study (Hinds, Quargnenti & Wentz, 1992). The 

study assessed symptom distress at 1 to 2 weeks, 6 to 7 weeks, 3 months and 6 

months after diagnosis and the beginning of cancer treatment. Symptom distress 

scores progressively decreased over the 6 month period. The symptoms 

identified as most distressing to the adolescents were "feeling tired," "concern 

with appearance," and "ability to get around". Cham bas ( 1991) also identified 

concern with appearance as a major focus of distress for healthy adolescents 

and AWC. Healthy adolescents and AWC reported similar levels of concern 

regarding appearance, however, healthy adolescents were more concerned with 

pimples and straight teeth whereas AWC were more concerned with the physical 

manifestations of cancer treatment. Zeltzer (et al, 1980) found that AWC 

reported more negative changes in body image than did healthy adolescents. 
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These changes were attributed to illness and treatment and were reported more 

often by female AWC. 

Perceived Social Support by Friends 

Perceived social support can be defined as "the extent to which an individual 

believes that his/her needs for support, information, and feedback are fulfilled" ( 

Procidano & Heller, 1983, p.2). Perceived support by friends, may be of greater 

importance to the adolescent who is constantly changing and may change 

friendships often. Adolescents identified the formation and continued friendship 

with peers as important and part of the essence of adolescence (Rechner, 

1990). 

The relationship among social support, personality factors, psychological 

well-being and coping responses was assessed in an adult sample (Evans, 

Thompson, Browne, Barr & Barton, 1993). The subjects shared the same 

diagnosis of cancer and all were in remission. There were no significant 

differences in social support by gender or other demographic variables . 

Social support from peers was addressed in a study which compared male 

and female adolescents (Burke & Weir, 1978). Female adolescents reported a 

greater tendency to consult a peer when they were experiencing stress. The 

female adolescents also indicated that they felt more comfortable discussing a 

wider spectrum of issues with peers and were more satisfied with the outcomes. 
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Females identified same sex peers as the first choice with regards to with whom 

they would want to discuss a problem. 

In a recent study, AWC were combined with healthy adolescents in a support 

group (Stern , Norman & Zevon, 1993). The purpose of the study was to 

determine if the AWC differed from the healthy adolescents in terms of general 

and specific levels of adjustment to life events and social stress. The support 

group was successful for both healthy adolescents and AWC. Both groups 

reported increased nurturance, alliance integration and attachment social 

support. When faced with an external stressor, healthy adolescents reported 

greater social support than adolescents with cancer. However, adolescents with 

cancer reported greater social support when faced with interpersonal stressors 

than did healthy adolescents. Adolescents with cancer identified health related 

stressors as the most frequently occurring stress and reported lower levels of 

social support than did healthy adolescents faced with health stress . A similar 

study focused on the impact of social support between adolescents with cancer 

or other hematologic disorders and healthy adolescents (Clark, Ichinose, 

Meseck-Bushey, Perez, Hall, Gibertini & Crowe, 1992). The authors indicated 

that the support group assisted the adolescents with cancer to cope more 

effectively with social problems caused by the illness, reinforced self 

understanding and enhanced quality of life. 
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Social competence was studied in a group of children with chronic illness 

(Breitmayer, Gallo, Knafl & Zoeller, 1992). There were no significant differences 

between different diagnoses and social competence. However, the scores of the 

children with chronic illness when compared with those of a healthy sample 

indicated that the ill children had greater difficulties with social competence. 

Establishing and maintaining positive peer relationships are developmental 

tasks of childhood (Lansky, List, Ritter-Sterr, Klopovich & Chang, 1985). Cancer 

and it's treatment can hinder the development of these relationships. Failure to 

meet developmental tasks may impact the ability to develop normally and to form 

interpersonal relationships in the future (Lansky, et al, 1985). 

The impact of the peer relationship on the adolescent with cancer and the 

perception of hope was addressed in a study . The adolescents who had higher 

peer attachment scores also reported a higher degree of hope. Conversely, 

adolescents who scored low in peer attachment also scored lower in level of 

hope. The participants who identified negative aspects of friendship also scored 

low in peer attachment, level of hope and reported greater feelings of boredom 

and isolation (Saba, 1991 ). 

Summary 

The life-span development theory provides the basis from which to study 

AWC and the cancer experience. The literature review addressed research 

pertaining to AWC, and self-transcendence, ways of coping, self-esteem, 
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confidence, symptom distress, and perceived social support of peers. The 

literature available is lacking in terms of the potential impact of demographic 

variables such as ethnicity, age and gender on the psychosocial variables 

mentioned. Current literature regarding AWC and self-transcendence is limited. 

The life-span development theory provides the basis from which to study self

transcendence as attainable by AWC. Literature addressing ways of coping 

and social support in healthy adolescents was included as a comparison to 

determine whether AWC are meeting basic coping and social skills. 



CHAPTER Ill 

METHODOLOGY 
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This chapter includes the sample, research design, protection of human 

subjects, and setting. The instruments and data collection used in the study are 

presented along with the data analysis process. 

Design 

A comparative research design was used in this study to determine if there 

were differences in self esteem, confidence, self transcendence, ways of coping, 

symptom distress and perceived social support of peers by selected 

demographic variables: age, gender, ethnicity . This study was a secondary data 

analysis of previously collected data (Haase, 1992). 

Sample 

The original criteria for subject inclusion in this study were as follows: 1) 

adolescents with a diagnosis of cancer, 2) aged 13-18, 3) English speaking, 4) 

non-hospitalized, 5) adolescents did not have a brain tumor or other neurological 

incapacity. The initial age criteria for inclusion was expanded to include subjects 

to age 21. The subjects (N=130) were all diagnosed with cancer prior to age 21 

and all were receiving treatment and follow -up in a pediatric clinic. The mean 

age at diagnosis was 10.591 (range O - 21) (Table 1 ). The mean age of AWC 

included in this secondary data analysis was 16.430 (range 12-21 ). Subjects 

were categorized by age for data analysis: early adolescence (12-14), middle 
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adolescence (15-16), and late adolescence (17-21 ). The distribution between 

male and female participants was male=67 and female=62. The majority of the 

participants were White (N=63), Hispanic(N=35) and Black (N=12) with a fairly 

representative dispersion among other ethnic groups in the United States 

(American Cancer Society, 1992). For purposes of data analysis, ethnicity only 

included White, Hispanic and Black subjects. These three ethnic groups 

represented the largest percent of the sample. 

Protection of Human Subiects 

Prior to data collection, approval was obtained from the College of Nursing 

Human Subjects Review Committee and the University Human Subjects Review 

Committee (Appendix A). Confidentiality of the participants was maintained by 

coding each questionnaire. Only the principal investigator and the collaborative 

investigators had access to the list of participants. Approval for secondary data 

analysis was obtained from the Human Subjects Committee. 

Data Collection 

Setting 

The study was conducted at four sites. Data were collected by the 

collaborative investigators who were all experienced in adolescent cancer care 

and held masters degrees in either nursing or social work. The institutions were : 

University Medical Center in Tucson, Arizona, Children's Hospital of Richland 

Memorial in Columbia , South Carolina, Children's Hospital in Los Angeles, 



Table 1: Demographic Characteristics of Subiects (N=130) 

AGE 

GENDER 

ETHNICITY 

Mean 

(SD 2.872) 

Range 

Young (12-14) 

Middle (15-16) 

Older (17-21) 

<11 & >21 

Value Label 

Male 

Female 

Missing 

Value Label 

Asian 

Black 

Hispanic 

Native American 

White 

Other 

Missing 

16.43 

11-26 

35 (27%) 

35 (27%) 

51 (39%) 

9 

Frequency 

67 (51.5%) 

62 (47.7%) 

1 (0.8%) 

Frequency 

6 (4.6%) 

12 (9.2%) 

35 (26.9%) 

3 (2.3%) 

63 (48.5%) 

6 (4.6%) 

5 (3.8%) 

38 



California and British Columbia Children's Hospital in Vancouver, British 

Columbia. The institutions were all tertiary care facilities. 

Data Collection Process 
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The primary data collection occurred January 1, 1992 through December 31, 

1992. One collaborative investigator at each site identified adolescents eligible 

for the study. Adolescents at the South Carolina, British Columbia and Arizona 

sites were introduced to the study during clinic visits, group meetings and 

through personal introduction. Adolescents at the California site were initially 

introduced to the study through a personal letter from the site investigator. AWC 

who were interested and met the inclusion criteria were asked to join the study 

and written consent and /or assent was obtained prior to participation in the 

study. A questionnaire booklet with a postage paid return envelope and $5.00 

was sent to some participants while others completed the questionnaire and 

received $5.00 during clinic or group meetings. A card was sent one week later 

to thank the adolescent for participating in the study. 

Instruments 

The instruments used in the primary study to measure factors in the 

Adolescent Resilience Model were selected based on content, predictive and 

construct validity, developmental appropriateness, internal consistency, 

reliability coefficients > .80, and degree of practicality in terms of length and 

administration. The secondary analysis of the original data uses 6 of the 



instruments (Appendix B) to measure ways of coping, social support, symptom 

distress, self-esteem, self-transcendence and confidence. 

Coping 
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Ways of Coping were assessed using the Revised Jaloweic Coping Scale 

(JCS). This is a 60 item scale with a 4 - point (0 - 3) rating scale. Each item is 

scored for use (JCS-A) and effectiveness (JCS-8) of the strategies used to cope. 

There are eight coping styles or subscales; confrontive, evasive, optimistic, 

fatalistic, emotive, palliative, supportant and self-reliant. Reliability was 

established for the revised JCS-A for this study was Cronbach Alpha= .87 and 

Cronbach Alpha =.95 for JCS-8. Construct Validity has been established for 

the original JCS on which the revised JCS is based (Jalowiec, 1988). 

Perceived Social Support 

Social support was assessed using the Perceived Social Support From 

Friends Scale (Procidano & Heller, 1983). The instrument consists of 20 items 

and measures the degree to which the need for information, feedback and 

support from friends are met . The Likert type scale consists of declarative 

statements to which the participant responds "Yes", "No", or "Don't Know''. The 

items are scored O which indicates no perceived social support and +1 which 

indicates perceived social support. A response of "Don't Know" receives no 

numerical score. A score of 20 indicates the maximum perceived social support. 
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Reliability was established for this study with Cronbach alpha = .89 . Construct 

validity was also well established (Procidano & Heller, 1983). 

Symptom Distress 

McCorkle's Symptom Distress Scale (SOS) was used to assess illness

related stress factors (Mccorkle & Young, 1978). This scale consists of 11 items 

and 10 symptoms. The ten symptoms are fatigue, nausea, nausea, mood, 

appetite, insomnia, pain, mobility, bowel pattern, concentration, and appearance. 

Each item is answered using a 5-point Likert scale. Reliability was established 

for this study with Cronbach Alpha= .91. Construct validity was previously 

established (Mccorkle & Young, 1978). 

Confidence 

The Nowotny Hope Scale (NHS) was based on qualitative research on hope 

(Nowotny, 1989). The NHS consists of six subscales based on the identified 

dimensions of hope. The NHS uses a four-point Likert scale and both positive 

and negative statements. The Nowotny Confidence Scale (NCS) is a subscale 

within the NHS. The items on the NCS consist of positive statements regarding 

the future such as:" I have a positive outlook on life" and" I am ready to meet 

each new challenge. The four point likert scale consists of strongly disagree to 

strongly agree. The NCS is a 8 item, 1 factor scale. Reliability was established 

for this study with Cronbach Alpha = . 7 4. Construct validity has previously been 

established (Nowotny, 1989). 



42 

Self-Transcendence 

Self-transcendence was assessed using Reed's Self-transcendence scale 

which consists of 15 items (Reed, 1989). An example item is as follows; 

"Helping others in some way ; Accepting myself as I grow older; and, Enjoying 

the peace of my life". "Accepting myself ... " was not internally consistent and was 

dropped from Haase's study ( 1992). The phrases are then completed with a 

response which ranges from 1 (not at all) to 4 (very much). Reliability was 

established for this study with Cronbach Alpha=. 76. Discriminant validity has 

been assessed (Reed, 1989). 

Self-Esteem 

Self-esteem was assessed using Rosenberg's (1965) Self-esteem Scale 

which consists of 10 items and 1 factor. The items consist of both positive and 

negative statements. Each item is answered on a 4-point likert type scale. The 

scale ranges from strongly agree to strongly disagree (Rosenberg, 1965). 

Reliability was established for this study with Cronbach Alpha =.73. Construct 

validity is well established (Rosenberg, 1965). 

Data Analysis Plan 

The null hypothesis for the research questions was as follows; there will be 

no significant differences in self-esteem, self-transcendence, confidence, ways 

of coping, perceived social support by friends, and symptom distress by age, 

gender and ethnicity. The null hypothesis was rejected at p=/<.05. 
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Research Question One What are the differences in self-esteem for AWC based 

on age, gender and ethnicity, was answered using analysis of variance 

(ANOVA). 

Research Question Two What are the differences in self-transcendence for 

AWC based on age, gender and ethnicity was answered using ANOVA. 

Research Question Three What are the differences in confidence for AWC 

based on age, gender and ethnicity was answered using ANOVA. 

Research Question Four What are differences in ways of coping, for AWC 

based on age, gender and ethnicity was answered using ANOVA. 

Research Question Five What are differences in selected measures of 

perceived social support by friends for AWC based on age, gender and ethnicity 

was answered using ANOVA. 

Research Question Six What are differences in selected measures symptom 

distress for AWC based on age, gender and ethnicity was analyzed using 

ANOVA. 

Summary 

A comparative design was used in this secondary data analysis to identify 

the potential impact of selected demographic variables on psychosocial 

variables: ways of coping, self-esteem, self-transcendence, confidence, 

symptom distress and perceived social support of peers. The six instruments 



used in the study have established reliability and validity. The data was 

analyzed using Analysis of Variance (ANOVA). 
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CHAPTER IV 

RESULTS OF ANALYSIS OF DATA 

The purpose of this research was to describe possible differences in 

psychosocial variables based on selected demographic variables. The research 

compared differences among ways of coping, symptom distress, perceived 

social support of peers, self-esteem, self-transcendence and confidence/mastery 

due to demographic variables. 

This chapter presents the results of the data analysis. In order to answer the 

research questions the data were analyzed using Analysis of Variance 

(ANOVA). The level of significance was set at p=/<.05 for all of the research 

questions. 

Demographic Characteristics of the Sample 

Descriptive data for the demographic variables are presented in Table 1. The 

primary sample of 130 adolescents ranged in age from 11 to 26 years old. The 

AWC aged 12-21 were included in this study. The distribution of subjects by 

developmental stage (age) was: 27% early adolescence (12-14), 27% middle 

adolescence ( 15-16) and 39% late adolescence ( 17 -21 ). The mean age of the 

subjects was 16.43 years (N = 130, SD =2.872). The distribution between male 

and female subjects was: 51 % males and 48% females (N = 130). In terms of 

ethnicity the majority (48%) of the participants identified themselves as White 

(N=63), Hispanic (N=35) and Black (N=12). 
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Instruments 

The Cronbach Alpha's indicate reliability for use with adolescents was 

established with the instruments used in this research. However, the reliability 

analysis of a few of the subscales within the Jaloweic Coping Scale revealed 

lower levels of reliability with this sample. The following is a synopsis of the 

findings. 

The Cronbach Alpha reliability coefficient (Table 2) for the Jaloweic Coping 

Scale Part A- Use (JCS-A) was .8773. However, the reliability coefficient for 

each subscale varied greatly (0.56 - 0. 79) . The number of items in each 

subscale also varied from 4 to 13 . Three of the JCS - A subscales had a 

Cronbach Alpha< .70. The Confrontive subscale (10 items) had a Cronbach 

Alpha coefficient of .6086. The Supportant subscale (5 items) had a Cronbach 

Alpha coefficient of .5655. The Palliative subscale (5 items) had a Cronbach 

Alpha coefficient of .4986. The Cronbach Alpha reliability coefficient (Table 2) 

for the Jaloweic Coping Subscale Part B - Effectiveness (JCS-8) was .9509. 

Although overall reliability was established for the entire scale, several of the 

subscales listed had a Cronbach Alpha < .70. The Palliative subscale (7 items) 

had a Cronbach Alpha reliability coefficient of .5541. The Supportant subscale 

(5 items) had a Cronbach Alpha reliability coefficient of .3572. 

The Reed's Self-transcendence Scale, Rosenberg's Self-Esteem Scale, 

Nowotny's Confidence Scale, Procidano's Perceived Social Support - Friends 
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and Mccorkle's Symptom Distress Scale had Cronbach Alpha reliability 

coefficients which met the criteria of > . 70. The Cronbach Alpha range is 0. 7328 

to 0.9102 for Reed's Self - Transcendence Scale, Rosenberg's Self-Esteem 

Scale, Nowotny's Confidence Scale, Procidano's Perceived Social Support

Friends and McCorkle's Symptom Distress Scale. The reliability analysis for 

each instrument is listed in Table 3. 

Results By Research Question 

Research Question One 

The first research question asked if there are differences in self-esteem for 

AWC by age, gender and ethnicity. The data were analyzed using ANOVA. No 

significant differences were found in self-esteem by age, gender, or ethnicity. 

The results are listed in Table 4 for age, Table 5 for gender and Table 6 for 

ethnicity. 

Research Question Two 

The second research question examined differences in self-transcendence 

for AWC by age, gender and ethnicity. The data were analyzed using ANOVA. 

No significant differences were found in self-transcendence by age gender or 

ethnicity. The results are listed in Table 4 for age, Table 5 for gender and Table 

6 for ethnicity. 
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Table 2: Standardized Cronbach Alpha Coefficients for Jaloweic Scales 

Scale # of Items Alpha SD Item AIQha 
JCS-A (USE) 63 0.885 0.8773 

Subscale 

Confrontive 10 0.6173 0.6086 
Evasive 13 0.7875 0.7887 
Optimistic 9 0.7415 0.7972 
Fatalistic 4 0.7639 0.7678 
Emotive 5 0.7655 0.7611 
Palliative 7 0.5393 0.4986 
Supportant 5 0.5635 0.5655 
Self-Reliant 7 0.6969 0.7021 

JCS:B 63 0.9493 0.9509 

(EFFECTIVENESS) 

Subscale 

Confrontive 10 0.7971 0.7939 
Evasive 13 0.9122 0.9184 
Optimistic 9 0.6993 0.7123 
Fatalistic 4 0.7399 0.7808 
Emotive 5 0.8811 0.8884 
Palliative 7 0.4919 0.5541 
Supportant 5 0.3873 0.3572 
Self-Reliant 7 0.8125 0.8290 



Table 3: Standardized Cronbach Alpha Coefficients for Scales 

Reed's 
Self-Transcendence 

Rosenberg's 
Self-Esteem 

Nowotny's 
Confidence 

Procidano's 
Perceived Social 
Support-Friends 

McCorkle's Symptom 
Distress 

# of Items 

15 

10 

8 

18 

11 

Std Item Alpha 

0.7652 

0.7328 

0.7444 

0.8994 

0.9102 
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Table 4: Analysis of variance for Psychosocial Variables 

By Age (N=121) 

Mean S.D. s.s df F p 

Ways of Coping 

Part A - Use 

Sub scale 

Emotive 6.527 3.405 98.485 2.000 4.599 0.012 * 
Confrontive 15.426 6.431 52.500 2.000 0.604 0.548 
Evasive 18.109 7.509 4 91. 992 2.000 4.541 0.013 * 
Optimistic 17.620 5.261 18.597 2.000 0.333 0. 717 
Fatalistic 4.930 2.993 46.379 2.000 2.698 0.072 
Palliative 8.721 4.140 73.908 2.000 2.350 0.100 
Support ant 8.395 3.336 3.942 2.000 0.179 0.836 
Self-Reliant 11. 946 4.580 126.140 2.000 3.0ll 0.053 
JCS-A Total 93.372 28.065 4,715.693 2.000 3.168 0.046 * 

Part B - Effectiveness 

Emotive 3.359 2.410 23.457 2.000 1.096 0.141 
Confrontive 13.547 6.448 39.533 2.000 0. 454 0.636 
Evasive ll. 422 6.075 59.653 2.000 0.768 0.466 
Optimistic 14.659 5.626 25.602 2.000 0.397 0.673 
Fatalistic 3.055 2.660 2.619 2.000 0.183 0.833 
Palliative 7.388 3.769 26.347 2.000 0.906 0.407 
Support ant 8.054 3. 705 6.593 2.000 0 . 241 0.786 
Self-Reliant 9.313 4.690 32.025 2.000 0.695 0.501 
JCS-B Total 71. 922 26.359 412.880 2.000 0.285 0.753 

Other Scales 

Self - Esteem 31.558 6.079 64.063 2.000 0.869 0.422 
Self - Transcendence 47.010 7.653 141.033 2.000 1.158 0.318 
Confidence 25.266 4.603 61.331 2.000 1. 452 0.238 
Perceived Social 13.023 5.130 71. 833 2.000 1.336 0.267 
Symptom Distress 46.694 6.424 88.058 2.000 1. 070 0.346 
* Indicates significance @ p < .05 level 
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Table 5: Analysis of Variance for Psychosocial Variables 

By Gender (N=129) 

Mean S.D. s.s df F p 

Ways of Coping 

Part A - Use 

Subscale 

Emotive 6.52 3.405 2. 497 1.000 0.219 0.641 
Confrontive 15.4 6.431 214.620 1.000 5.331 0.023 * 
Evasive 18.1 7.509 7.456 1. 000 0.133 0. 716 
Optimistic 17.6 5.261 16.265 1. 000 0.588 0.445 
Fatalistic 4.93 2.993 0. 711 1.000 0.078 0.780 
Palliative 8.72 4.140 25.453 1.000 1.516 0.220 
Support ant 8.39 3.336 15.999 1.000 1. 444 0.232 
Self-Reliant 11. 9 4.580 141. 57 5 1.000 7.041 0.009 • 
JCS-A Total 93.3 28.065 892.513 1.000 1.144 0.287 
Part B - Effectiveness 

Emotive 3.35 2.410 4.644 1.000 0. 795 0.374 
Confrontive 13.5 6.448 150.631 1.000 3.673 0.058 
Evasive 11. 4 6.075 1.145 1.000 0.031 0.862 
Optimistic 14.6 5.626 2.831 1. 000 0.088 o. 767 
Fatalistic 3.05 2.660 4.424 1.000 0.619 0.433 
Palliative 7.38 3. 769 8.326 1.000 0.580 0.448 
Support ant 8.05 3.705 24.050 1. 000 1. 753 0.188 
Self-Reliant 9.31 4.690 159.618 1.000 7.630 0.007 • JCS-8 Total 71. 9 26.359 592.323 1.000 0.846 0.36 
Other Scales 

Self - Esteem 31.5 6.079 0.050 1.000 0.001 0. 971 
Self - Transcendence 47.0 7.653 140.105 1.000 2.412 0.123 
Confidence 25.2 4.603 0.193 1.000 0.009 0.924 
Perceived Social Support 13.0 5.130 3. 784 1. 000 0.142 0.707 
Symptom Distress 46.6 6.424 69.562 1.000 1. 684 0.197 

* Indicates significance @ P<.05 level • Indicates significance @ P<.01 level 
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Table 6: Analysis of Variance for Psychosocial Variables 

By Ethnicity (N=110) 

Mean S.D. s.s df F p 

Ways of Coping 

Part A - Use 

Sub scale 

Emotive 6.527 3.405 38.685 2.000 1. 689 0.190 
Confrontive 15.426 6.431 62.936 2.000 0.707 0. 495 
Evasive 18.109 7.509 197. 907 2.000 1. 685 0.190 
Optimistic 17.620 5.261 15.203 2.000 0.265 0.767 
Fatalistic 4.930 2.993 55.211 2.000 3.114 0.049 * 
Palliative 8.721 4.140 14.848 2.000 0.426 0.654 
Support ant 8.395 3.336 46.401 2.000 2.083 0.130 
Self-Reliant 11. 94 6 4.580 92.272 2.000 2.124 0.125 
JCS-A Total 93.372 28.065 2,476.329 2.000 1. 493 0.229 

Part B - Effectiveness 

Emotive 3.359 2.410 0.873 2.000 0.070 0.932 
Confrontive 13.547 6.448 0.757 2.000 0.008 0.992 
Evasive 11. 422 6.075 72.057 2.000 0.999 0.372 
Optimistic 14.659 5.626 18.385 2.000 0. 279 0. 757 
Fatalistic 3.055 2.660 7.776 2.000 0.548 0.580 
Palliative 7.388 3.769 12.019 2.000 0.428 0.653 
Support ant 8.054 3.705 61.094 2.000 2.236 0.112 
Self-Reliant 9.313 4.690 89.917 2.000 2.028 0.137 
JCS-B Total 71. 922 26.359 33.766 2.000 0.024 0.977 

Other Scales 

Self - Esteem 31.558 6. 079 179.999 2.000 2.460 0.090 
Self - Transcendence 47.010 7.653 322.010 2.000 2.810 0.065 
Confidence 25.266 4.603 50.652 2.000 1.216 0.301 
Perceived Social Support 13.023 5.130 13.285 2.000 0.244 0.784 
Symptom Distress 46.694 6.424 53.902 2.000 0.657 0.521 

* Indicates significance @ P<.05 level 
• Indicates significance @ P<.01 level 
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Research Question Three 

The third research question examined differences in confidence for AWC 

by age, gender and ethnicity. The data were analyzed using ANOVA. No 

significant differences were found in confidence by age, gender or ethnicity. The 

results are listed in Table 4 for age, Table 5 for gender and Table 6 for ethnicity. 

Research Question Four 

The fourth question examined differences in ways of coping by age, 

gender and ethnicity. The data were analyzed using ANOVA. The results are 

listed in Table 4 for age, Table 5 for gender and Table 6 for ethnicity. 

Differences were found in the JCS-A (Use) based on age. Older AWC 

aged 17 - 21 (X = 97.4706) used significantly more coping than younger AWC (X 

= 82.4412) aged 12 - 14 (F= 3.168, df= 2, p =.046). There were also significant 

differences in Evasive and Emotive coping. Evasive coping was used more 

often by middle AWC (X = 19.0980) and older AWC (X = 19.2000) than early 

AWC (X = 14.6471 ), (F =4.541, df =2, p = .013). Emotive coping was used more 

often by older AWC (X = 7.3137) than younger AWC (X = 5.1176), (F = 4.599, df 

= 2, p = .012). The results are listed in Table 4. 

The F statistic was significant for confrontive and self-reliant coping by 

gender. Confrontive coping ( F = 5.331, df = 1, p = .023) was used more by 

males ( 67) than by females ( 61 ). Self-reliant coping (F = 7.041, df = 1, p = 

.009) was used more by males (67) than females (61 ). Self - reliant coping (F = 



7.630, df = 1, p = .007) was identified as more effective by males (66) than 

females (61 ). The results are listed in Table 5. 

Differences may exist in the JCS-A (use) based on ethnicity. The F 

statistic was approaching significance for the use of fatalistic coping (F=3.114, 

df=2, p=.049). Post hoc analysis found that no two ethnic groups were 

significantly different at the p=/< .05 level. 

Research Question Five 
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The fifth research question examined differences in perceived social support 

from friends by ethnicity, gender and age. No significant differences were found 

in perceived social support from friends based on age, gender and ethnicity (See 

Tables 4, 5 & 6). 

Research Question Six 

The sixth research question examined differences in symptom distress based 

on age, gender and ethnicity using ANOV A. No significant differences were 

found in symptom distress based on age, gender and ethnicity (See Tables 4, 5 

&6). 

Summary 

In summary, significant differences were found in this study in Ways of 

Coping by gender and developmental stage of adolescence. In general, older 

AWC used more coping strategies than younger AWC. Evasive coping was 

used more by middle and older AWC and emotive coping was used more by 
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older AWC. Male subjects reported a higher use of confrontive and self-reliant 

coping. Self-reliant coping was identified as effective by a greater number of 

male subjects. 

Differences in fatalistic coping by ethnicity may exist, however, no two ethnic 

groups were found to be significantly different. 
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CHAPTERV 

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS 

The purpose of this research was to describe differences in psychosocial 

variables by selected demographic variables. In this chapter, the results 

relevant to the research questions are discussed. Limitations related to 

methodology are presented. Significance to nursing practice are addressed and 

recommendations are suggested for further nursing research. 

A comparative design was used in this study to determine if there were 

differences in self-esteem, confidence, self-transcendence, ways of coping, 

symptom distress and perceived social support by friends by selected 

demographic variables: age, gender and ethnicity. This study was a secondary 

data analysis of previously collected data (Haase, 1991 ). In order to answer the 

research questions the data were analyzed using Analysis of Variance 

(ANOVA). The level of significance was set at</= .05 for all of the research 

questions. 

Limitation of Methods 

Findings of the study are limited by the low reliability of subscales in the JCS, 

although the scale as a whole met criteria for internal consistency. The 

reliability coefficient was< .70 for five of the subscales in the JCS: JCS-A (use) 

Confrontive (10 items) and Palliative (7 items) and Supportant (5 items); JCS-8 

(effectiveness) Palliative (7 items) and Supportant (5 items). The Palliative and 



Supportant subscales exhibit low reliability in both use and effectiveness. The 

scales may not be internally consistent, in that the items may not be related to 

each other but still be important coping strategies. Smaller scales may exhibit 

lower inter-item reliability for the specific subscale, thus affecting the overall 

reliability of the subscale. Item analysis would identify the less reliable items 

within the subscale. The reliability of the subscale would probably increase 

once the problem items were identified and deleted from the scales. 
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The cell size of the ethnic groups may have influenced the significance of the 

results and the limited application to other groups. Due to the limited number of 

subjects within the ethnic groups (Native American & Asian), data were analyzed 

using the three ethnic groups with the greatest representation; White ( 48% ), 

Hispanic (26%) and Black (9% ). Although a significant difference was found, the 

inability to locate the difference between groups was probably due to the 

unequal sample size within the three cells. 

Results and Conclusions 

The sample of 130 adolescents ranged in age from 11 to 26 years old. The 

distribution of subjects by developmental stage (age) was : 27% early 

adolescents (12-14), 27% middle adolescents (15-16) and 39% older 

adolescents (17-21 ). The mean age of the subjects was 16.43 years old (N 

=130, SD = 2.872). The distribution between male and female subjects was: 

51 % males and 48% females (N=130). In terms of ethnicity the majority of the 



participants identified themselves as White ( 48% ), Hispanic (26%) and Black 

(9%) .. 
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The results indicate that based on the demographic variables, AWC who 

participated in this study have comparable levels of self-esteem. Self-esteem 

did not vary be age, gender or ethnicity. Other studies with AWC reported 

similar results (Overbaugh & Sawin, 1992; Moore, Holten & Martin, 1969; Stern 

et al., 1993). 

The AWC in this study have similar results in terms of Self-transcendence. 

The results did not differ by age, gender or ethnicity. Very few studies assess 

self-transcendence in AWC. One study found that adolescents describe 

transcendent themes (Haase, 1987). 

The results indicate that the AWC who participated in this study have 

comparable levels of confidence. Confidence did not vary by age, gender or 

ethnicity. Comparative studies involving AWC reported similar results (Grubbs 

et al., 1992; Bartholomew, Parcel, Swank & Czyzewski, 1993). 

The results of this study identified differences in coping by age and gender. 

Older (17-21) AWC used coping more often than did younger (12-14) AWC. 

Similar results were found in a study of high school students which identified 

senior students as using more coping strategies than freshmen (Stern & Zevon, 

1990). Based on the theory of Life Span Development, the older AWC may 

have more extensive past experiences with a variety of coping skills than 



younger AWC. The older ( 17 -21 ) AWC may report the use of various types of 

coping more often than the middle ( 15-16) or younger ( 12-14) AWC simply 

because they have more experience with coping than do younger AWC. 
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The results of this study indicate that emotive coping was used more often by 

older AWC than early AWC. In a study of chronically ill adolescents, emotive 

and confrontive coping were reported as the most frequently used method of 

coping (Keller & Nicolls, 1990). The results of this study indicate that evasive 

coping was used more often by middle and older AWC than early AWC. 

Avoidance behavior (evasive) was reported as the coping method used most 

often by older adolescents (Grey, Cameron & Thurber, 1991 ). The results of this 

study are supported by the Life-span development theory. Based on the Life

span development theory, certain types of development can be age-related 

(Baltes, et al., 1980). The older adolescent most likely has more opportunity to 

participate in evasive behavior. Emotive coping may be used more often due to 

age related development. 

The male AWC in this study used confrontive and self-reliant coping more 

often than the female AWC. Self-reliant coping was identified as more effective 

by males than females in this study. A similar research study by Puskar & Lamb 

(1991 ), reported comparable results: the male subjects identified self-control as 

the preferred method of coping. 
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The results of this study indicate that the use of fatalistic coping may differ by 

ethnicity. Data analysis failed to identify any significant difference between any 

two ethnic groups within this study. The potential significance of the finding was 

probably due to the varied sample size within each of the three ethnic groups. In 

addition, perhaps the JCS lacked cultural sensitivity therefore no other 

significant differences in ways of coping were identified. 

The results of this study indicate that AWC have similar levels of perceived 

social support from friends. There are no significant differences in perceived 

social support from friends by age, gender or ethnicity. In a comparative study, 

healthy female adolescents reported a greater tendency to consult a peer when 

they were experiencing stress. Females identified same sex peers as the first 

choice with regards to with whom they would want to discuss a problem (Burke & 

Weir, 1978). Social support from friends assists the AWC to cope more 

effectively (Clark, et al., 1992). 

The results of this study indicate that AWC have similar levels of symptom 

distress. There were no significant differences in symptom distress by age, 

gender or ethnicity. In a study of AWC and symptom distress, female AWC 

reported more symptoms in regard to negative changes in body image than did 

male AWC (Zeltzer, et al., 1980). The findings of this study, surprisingly did not 

identify differences in symptom distress. Symptom distress may be influenced 

by the severity of the treatment regimen. Treatment regiment is based on the 
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specific diagnosis. This study did not identify or control for differences in 

treatment intensity and the expected symptom distress related to the treatment. 

Symptom distress may also be influenced by parental perception and support 

during and after cancer treatment. Parental influence was not addressed in this 

study. 

The conceptual framework created for this research study was established as 

a framework for identifying the potential impact of the selected demographic 

variables on identified psychosocial variables. Based on the results of this 

research, a revised model was formulated. The only significant findings were in 

ways of coping by age and gender. 

Implications for Nursing Research 

The older AWC used coping more often than younger AWC. However, 

emotive and evasive coping were used more often by older AWC. Emotive and 

evasive coping were previously thought to be negative ways of coping 

(Haase, 1992). Further analysis has identified emotive and evasive coping to be 

defensive ways of coping (Haase, 1992). Research is needed to substantiate 

the findings of this study and provide a basis for theory development in ways of 

coping of AWC by gender, age and ethnicity. A longitudinal study would identify 

if these ways of coping continue past the cancer experience and provide a 

framework for additional research on patterns of coping into adulthood. Similar 
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research with a more equitable ethnic sample is suggested, to identify significant 

differences in psychosocial variables for AWC. 

Self-transcendence has been studied in previous research with AWC using 

Reed's Self-transcendence scale which has established reliability and validity for 

use in AWC (Haase, 1989, 1991 ). This study found no differences in self

transcendence by demographic variables but did not address patterns of self

transcendence in AWC. Further research in the form of a longitudinal study with 

AWC could identify the patterns of self-transcendence across the lifespan of the 

AWC. This information could provide the basis for theory development 

regarding self-transcendence of adolescents with cancer. 

Additional research is needed to identify differences in symptom distress 

related to treatment intensity. Further analysis should focus on differences by 

age, gender and ethnicity based on the treatment regimen. 

Implications for Nursing Practice 

The results of this study identified differences in ways of coping by AWC 

based on age and gender. The findings provide a basis for identification of 

AWC who may use coping less often or predominantly use defensive ways of 

coping. Defensive coping may be related to the age of the AWC. These AWC 

may have limited experience with coping and use defensive coping initially. The 

goal of nursing intervention is to provide the resources and support necessary 

for the AWC to advance and expand their repertoire of coping skills. 
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Identification of these AWC may facilitate the nurses' role in promoting positive 

coping during and after the cancer experience. Nursing care of the AWC should 

target potential differences in ways of coping based on age, gender and 

ethnicity. The nursing interventions should be individualized for each AWC to 

encourage continual movement toward more effective coping. 

Summary 

The purpose of this research was to compare possible differences in 

psychosocial variables due to selected demographic variables. Older AWC used 

coping more often than did early or middle AWC, however they also used evasive 

and emotive (negative) coping more often. Male AWC used self-reliant and 

confrontive ways of coping more often than did female AWC. Based on these 

findings it is believed that nursing intervention and research of AWC should focus 

on the different ways of coping and provide methods to assist the AWC to 

effectively cope with the cancer experience. 
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PERCEIVED SOCIAL SUPPORT-FRIENDS 

Circle the answer you choose for each item. 

1. My friends give me the moral Yes No Don't Know 
support I need. 

2. Most other people are closer to 
their friends than I am. Yes No Don't Know 

3. My friends enjoy hearing about 
what I think. Yes No Don't Know 

4. Certain friends come to me when 
they have problems or need advice. Yes No Don't Know 

5. I rely on my friends for emotional 
support. Yes No Don't Know 

6. If I felt that one or more of my 
friends were upset with me, I'd 
keep it to myself. Yes No Don't Know 

7. I feel I'm on the fringe of my 
circle of friends. Yes No Don't Know 

8. There is a friend I could go to 
if I were just feeling down, without 
feeling funny about it later. Yes No Don't Know 

9. My friends and I are very open 
about what we think about things. Yes No Don't Know 

10.My friends are sensitive to my 
personal needs. Yes No Don't Know 

11. My friends come to me for 
emotional support. Yes No Don't Know 

12.My friends are good at 
helping me solve problems. Yes No Don't Know 
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13.1 have a deep sharing relationship 
with a number of friends. Yes No Don't Know 

14.My friends get good ideas from 
me about how to do things or 
make things. Yes No Don't Know 

15. When I confide in friends, it 
makes me feel uncomfortable. Yes No Don't Know 

16.My friends seek me out for 
companionship. Yes No Don't Know 

17. I think that my friends feel 
that I'm good at helping them 
solve problems. Yes No Don't Know 

18.1 don't have a relationship 
with a friend that is as intimate 
as other people's relationship 
with friends. Yes No Don't Know 

19.l've recently gotten a good idea 
about how to do something from 
a friend. Yes No Don't Know 

20.1 wish my friends were much 
different. Yes No Don't Know 
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SYMPTOM DISTRESS 

Place a circle around the one statement that most closely indicates how you have been feeling during the past week. Number 1 indicates no problems and number 5 indicates the maximum amount of problems. Number 2 through 4 indicate you feel somewhere in between these two extremes. 

1.NAUSEA 
1. I seldom if ever have nausea 
2. I have nausea once in a while 
3. I have nausea fairly often 
4. I have nausea half the time at least 
5. I have nausea almost continually 

2.NAUSEA 
1. When I do have nausea, it is very mild 
2. When I do have nausea, it is mildly distressing 
3. When I have nausea, I feel pretty sick 
4. When I have nausea, I usually feel very sick 
5. When I have nausea, I am as sick as I could possibly be 

3. APPETITE 
1. I have my normal appetite and enjoy good food . 

. 2. My appetite is usually, but not always, pretty good. 
3. I don't really enjoy my food 
4. I have to force myself to eat my food 
5. I cannot stand the thought of food. 

4. INSOMNIA (Trouble Sleeping) 
1. I sleep as well as I always have 
2. I occasionally have trouble getting to sleep 
3. I frequently have trouble getting to sleep 
4. I have difficulty getting to sleep and staying asleep almost every night 5. It is almost impossible for me to get a decent night's sleep 

5. PAIN 
1. 
2. 
3. 
4. 
5. 

I almost never have pain 
I have pain once in a while 
I have pain several times a week 
I am usually in some degree of pain 
I am in some degree of pain almost constantly 



6. PAIN 
1. 
2. 
3. 
4. 
5. 

When I do have pain, it is very mild 
When I do have pain, it is mildly distressing 
When I do have pain, it is fairly intense 
The pain I have is very intense 
The pain I have is almost unbearable 

7. FATIGUE 
1. I seldom feel tired or fatigued 
2. There are periods when I am rather tired or fatigued 
3. There are periods when I am quite tired and fatigued 
4. I am usually very tired and fatigued 
5. Most of the time, I feel exhausted 

8. BOWEL PATTERN 
1. I have my normal bowel pattern 
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2. My bowel pattern occasionally causes me some discomfort or distress 3. My present bowel pattern occasionally causes me considerable 
discomfort or distress 

4. I am usually in considerable discomfort or distress because of my present 
bowel pattern 

5. I am in almost constant discomfort or distress because of my bowel 
pattern 

9. CONCENTRATION 
1. I have my normal ability to concentrate 
2. I occasionally have trouble concentrating 
3. I occasionally have considerable trouble concentrating 
4. I usually have considerable trouble concentrating 
5. I just cannot seem to concentrate at all 

10. APPEARANCE 
1. My appearance has basically not changed 
2. Occasionally I am concerned about the worsening of my physical 

appearance 
3. I am often concerned that my appearance is worsening 
4. Most of the time I am concerned that my physical appearance is 

worsening 
5. The worsening of my physical appearance is a constant, pre-occupying 

concern 
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11. BREATHING 
1. I usually breathe normally 
2. I occasionally have trouble breathing 
3. I often have trouble breathing 
4. I can hardly ever breathe as easily as I want 
5. I almost always have trouble with my breathing 
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Nowotny's Confidence Scale 

Strongly Disagree Agree Strongly 
Disagree Agree 

1. I can take whatever happens 
and make the best of it. 

2. I have a positive outlook. 

3. I know I can make changes 
in my life. 

4. I think I can learn (or I 
have learned) to adapt to 
whatever limitations I have (or might 
have). 

5. I am ready to meet each new 
challenge. 

6. I feel the decisions I make 
get me what I expect. 

7. When faced with a 
challenge, I am ready to 
take action. 

8. I have confidence in my own 
ability. 



Reed's Self-Transcendence Scale 

1. Having hobbies or interests 
I can enjoy. 

2. Accepting myself as I grow 
older. 

3. Being involved with other 
people or my community when 
possible. 

4. Adjusting poorly to my 
present situation. 

5. Adjusting to the changes in 
my physical abilities. 

6. Sharing my experience and 
what I know with others. 

7. Finding meaning in my past 
experiences. 

8. Helping others in some way. 

9. Having NO interest in 
continuing to learn about 
things. 

10. Putting things aside that I 
once thought were so 

Not at 
All 

1 

1 

1 

1 

1 

1 

1 

1 

1 

important. 1 

11. Accepting death as a part of 
life. 1 

12. Finding meaning in my 
spiritual beliefs. 1 

13. Letting others help me when I 
may need it. 1 

14. Enjoying the pace of my life. 1 

15. Dwelling on my unmet dreams 
or goals. 1 

Very 
Little 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

Very 
Somewhat Much 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 

3 4 
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Rosenberg's Self-Esteem Scale 

Strongly Disagree Agree Strongly 
Disagree Agree 

1. I feel that I'm a person 
of worth, at least on an 
equal basis with others. 

2. I feel that I have a 
number of good qualities. 

3. All in all, I feel like a 
failure. 

4. I am able to do things as 
well as most other people. 

5. I feel I do not have much 
to be proud of. 

6. At times I think I am no 
good at all. 

7. On the whole, I am 
satisfied with myself. 

8. I wish I could have more 
respect for myself. 

9. I certainly feel useless 
at times. 

10. I take a positive attitude 
toward myself. 



JALOWIEC COPI NG 

Part A 
Part B 

How o f ten have you used 
How helpful ha s t he each strategy? 

strategy been ? 
Some-COP I NG STRATEGIES Never Seldom times Often Not Sl i ghtly Fa irly Ver y 

Used Used Used Used Helpful Helpful Help ful Helpful 
Worried about t h e problem 0 1 2 3 0 1 2 2 Hoped th a t thi ngs wo u l d 0 1 2 3 0 
g et better 

3 Ate or smok ed more t han 0 1 2 3 0 1 
u sua l 

4. Thou ght o u t d i ffere n t wa y s 0 1 2 3 0 1 2 J 

to ha nd l e the s i tuation 

5. Told your s e l f t hat things 0 1 2 3 0 1 2 

coul d be worse 

6. Exerci sed or did some 0 1 2 3 0 1 
physical act iv ity 

Tri e d t o get away from 0 1 2 3 0 1 2 3 

t h e prob l em for a while 

8 Got ma d and let off steam 0 1 2 3 0 1 2 9. Prepared for the worst 0 1 2 3 0 1 2 

that could happen 

10. Tri e d to p ut the p r oblem 0 1 2 3 0 1 2 

out of your mi nd and 
t hink of s ome th i ng else 

1 1 Ta l ked the prob lem o ver 0 1 2 3 0 1 2 J -....J 
CJ) 

with fa mily or friends 



12 Ac cepted the situation 0 1 2 3 0 1 2 
because ver y little could 
be done 

13. Tr i ed to look at the 0 1 2 3 0 1 2 
p r oblem objectively and 
see all sides 

14 Da ydr eamed about a better 0 1 2 3 0 1 2 J 
li fe 

15 Tal ked the p r oblem over 0 1 2 3 0 1 2 J 
wi t h a professional 
pe r so n (such as a 
d octor , nurse, minister, 
t eacher, counsellor) 

16. Tri ed to keep the situation 0 1 2 3 0 1 2 3 
u nder control 

17 Prayed or pu t your trust 0 1 2 3 0 1 2 
in God 

18 Tri e d to get out of the 0 1 2 3 0 situation 

19. Ke pt your feel i ngs to 0 1 2 3 0 1 2 
your s e lf 

20. Tol d yoursel f that the 0 1 2 3 0 1 2 3 
problem was someone else ' s 
faul t 

21 Wait ed to see what would 0 1 2 3 0 1 2 J 
happen 

--..J 
--..J 



22. Wanted to be alone to 0 
think things out 

23 . Resigned yourself to the 0 
situation because things 
looked hopeless 

24 . Took out your tensions on 0 
someone else 

25. Tried to change the 0 
situation 

'.)6 UsAd r~elaxation techniques 0 

27 Tried to find out more 0 
about the problem 

28. Slept more than usual 0 

29 . Tried to handle things one 0 
step at a time 

30 Tried to keep your life as 0 
normal as possible and not 
l et the problem interfere 

31 . Thought about how you had 0 
handled other problems in 
the past 

32. Told yourself not to worry 0 
because everything would 
probably work out fine 

l 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

0 1 

0 1 

0 1 

0 1 

0 

0 1 

0 1 

0 1 

0 1 

0 1 

0 1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

J 

J 

J 

3 

-....J 
CX) 



33 T t· i ed to work o ut a 0 l 
compromise 

34 . Had a dr i n k 0 1 

35. Let time take care of the 0 1 
problem 

36 Tried to d i stract yourself 0 1 
b y doing something that 
y ou enjoy 

37. Told yourself that you 0 1 
c ould handle anything no 
matter how hard 

38 . Set up a specific plan of 0 1 
action 

39 Tr i ed to keep a sense of 0 1 
humor 

40 . Put off facing up to the 0 1 
prob lem 

41 . Tried to keepyou r feelings 0 1 
u nd er control 

42. Talked the problem o v er 0 1 
with people who had been 
i n a similar situat i on 

43 Pr ac ti ced in your mind wh at 0 1 
had to be do ne 

2 J 0 

2 J 0 

2 J 0 

2 3 0 

2 3 0 

2 3 0 

2 3 0 

2 3 0 

2 3 0 

2 3 0 

2 3 0 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

J 

J 

3 

J 

3 

"""" (0 



44 Tried to keep busy and work 0 
harder 

45 . Learned something new in 0 
order to deal with the 
problem 

46 Did something impulsive or 0 
risky 

47 Thought about the good 0 
things in life 

48 Compared yourself with 0 
other people who were in 
the same situation 

49 Compared yourself with 0 
other people who were in 
the same situation 

50. Tried to think positively 0 

51 . Blamed yourself for getting 0 
in to such a situation 

52 . Preferred to work things 0 
out yourself 

53 . Took medication 0 

54 Tried to see the good side 0 
of the situation 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

0 1 

0 1 

0 1 

0 1 

0 1 

0 1 

0 

0 1 

0 1 

0 1 

0 1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

J 

J 

J 

OJ 
0 



55 Told yourself that this problem was really not 
that important 

56. Avoided being with people 

57 Tried to improve yourself 
in some way so you could 
handle the situation 

58 . Wished that the problem 
would go away 

59. Depended on others to help you out 

60 Told yourself that you were j ust having bad luck 

0 

0 1 

0 1 

0 1 

0 -1. 

0 1 

2 3 0 

2 3 0 1 2 
2 3 0 1 2 

2 3 0 1 

2 3 0 1 2 

2 3 0 1 

If there are any other things you did to handle the stress mentioned at the beginning , that are not on th is list . please write those coping st rategics in th e sr ;:i ccs below Tt it:11 

c ircle how often you have used each strategy, and how helpful each strategy has been 

61 
0 

2 3 0 
2 

62 . 
0 1 2 3 0 1 2 J 

63. 
0 1 2 3 0 1 2 

CX) 
~ 
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