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HELPLESSNESS, Dx«:}prﬁssmN, AND MOOD
'IN END-STAGE RENAL DISEASE
Gerald Michael Devins
Abstract

End-stage renal disease (ESRD) and its treatment are generally considered to

. -

i i
be highly stressful and the associated loss of control over important® life

dimensions is believed to induce widespread depression. This situation was

employed as a "living stress labo atory" in which to test the reformulated

learned helplessness theory of depression. Results indicatedlthat reduced
perceived conérol over a variety of life dimensions was imﬁ;rtantly related
to increased depression, although the attributibnal'reformulation of help-
lessness theory was not supposted. Moreover, reanalyseé of these data from
a social 1earningﬁtheory perséectiQe indicated that perceived self-efficacy
contributed uniquely to thif negative correlation in addition to expectancies
/

regarding respon e—qﬁ&comq/contingency (Rotter I-E scores). The hypothesis

/
that the negative cor;elaéion between depression and perceived control might
also be explained in terms of patients' psychological differentigtion and
the intrusiveness of ESRD ;aé subSequently examined. Results revealed that
perceived intrusiveness contributed uniquely to perceived control and to
affect, indicating that perceived control and intrusiveness each comtribute
independently to mood. Surprisingly, a low prevalence of clinical depression
was observed, contradicting the general consensus that heiplessness and ‘
depression.are unavoidable psychological sequelae to ESRD. These findingg
are equally applicable to several other chronic and }ife-threatened patient

populations (e.g., cancer, cardiac, diabetic) and thus underline the need

for a general theory of the emotional impact of illness.
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SENTIMENT D'IMPUISSANCE, DEPRESSION ET Hi]MEUR

DANS LA MALADIE RENALE EN PHASE TERMINALE
Gerald Micvhael Devins
’ Résumé

La maladie rénale en uphase terminale (MRPT) et son traitement sont génédralement
considérés comme Etant extrémement stressants, et on croit que la perte de
controle assocife de plusieurs dimensions importantes du Vécu induit une
dépression généralisée. Cette situation fut utilisée en tant que "laboratoire 1

ot - - k4 - © - g
de stress vécu" ou é&valuer la théorie reformulée de la dépression comme

impuissance apprise. Les résultats indiquérent que la réduction du controle

v

-~

pergu quant a une varifté de dimensions dg vécu avait une relation importante
avec la dépression accrue, bien que la reformula‘tion de la théorie de .
-1'impuissance apprise en termes d'attribution ne fut pas supportée. En outre,
de nouvelles analyses des données selon une perspective théorique d'apprentissage
social i%ndiquérent une contribution exceptionnellé de la percep_tion de
1'efficacité'persor‘melle,é cette corrélation négative en plus des attentes
concernant la contingence réponse—co;séquence (Rotter, scores I~E). L'hypothése
selon laquelle la corrélation négative entre la dépression et le contrdle percuK
puisse aussi etre expliquée en termes de différenciation psychologique des
patients et d'importunité de la MRPT fut ensuite examinde. Les résultats

14 -
révéleérent une contribution exceptionnelle de 1'importunité pergue au contrdle
percu et a 1l'affect, indiquant que le contrdle et 1'importunité percus contri-
buent chacun indépendamment a 1'humeur. Etonnamment, une faible prédominance
de dépression clinique fut observ&e, contredisant ainsi le consensus général

selon lequel 1'impuissance et la dépression sont des séquelles psychologiques

ol .
inévitables de.la MRPT. Ces'conclusions sont &galement applicables a plusieurs
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autres populations de pafiiepts chroniques dont la vie est en danger (ex:
cancéreux(ses), cardiaques, diab8tiques) et soulignent donc le besoin d'une

théorie générale cﬂ%ncerna;nt 1'impact &motionnel de la maladie.
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'HELyPLESSNESS, DEPRESSION, AND MOOD IN END-STAGE RENAL DISEASE

\The/primary function of the human kidney is to remove toxic metabolic %f
waste products from the blood, a function thch is essential to the main-
tenance of life. Irreversible renal failure may occur, however, due to a
wide variety of diseases, genetically transmitted diatheses, or accidents.
Estimates of its incidence have rangﬁﬂ between 35 and 85 new cases per
million per year, afflicting males more than females in a péoportion of
approximétely 3:2° (Friedman, 1979). Irreversible renal failure can develop
in any age group and its course may vary widely across individual patients,
althougg eaé% patient typically follows a continuous and comsistent course
(Friedman, 1979). End-stage renal disease (ESRD), which has been operation-
;lly defined as that point at which one has irreversibly lost 757 or more
renal function (Ro;enbaum, 1979), may occur within as short a period as 12
months or as long as 10 or more years after the initial onset of renal fail-
ure. A number of patients reach this end stage without prior knowledge of
their condition, however, while many more never progress to the point of

ESRD (Friedman, 1979).

The primary outcome of chronic remal failure is the uremic syndrome, a

constellation of neurological (e.g., ataxia, aphasia, paraplegia), cardio-
vascular (e.g., hypertension, arrhythmia, pericarditis), hematological (e.g.,
anemia, purpura, bleeding), gastrointestinal (e.g., nausea, diarrhea,
anorexia), dermatological (e.g.; excoriation. caleification, pallor), ocular
(e.g., conjunctival vessels, sclera, band keratopathy), and psycholégical
symptoms (e.g., impaired attention, memory deficits, psychosis). In its
extreme ;xpression as uremic coma, the patient behaves as if poisoned, exper-

"

iencing hypothermia, intermittent seizures, a bleeding diathesis, cardiac

1
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arrhythmias, vomiting, and rapid, shallow, respirations. If left untreated,

the ultimate outcome is death (Friedman, 1978). Fortunately, however, ESRD

has been treatable since the infroduction of maintenance hemodialysis and

renal transplantation in the early 1960's and so the uremic syndrome can now

be prevented from progressing to this fatal extreme. ‘

Hemodialysis is presently the most widely used treatment for ESRD and it
is estimated that 80,000 patients are cur?ently recéiving this form of treat- .
ment throughout the world (Manis & Friedman, 19795. In hemodialysis, the
patient's blood is cleansed extracorporeally by circulation through an

»

artificial Eidnéy.‘ Treatments typically last from 4 to 8 hours and usually . ‘
occur three times we\ekly.~ Unfortunately, hémodialysis cannot replace the
kidney's endocrine functions and so these must 'be supplémented via medica-
tions. In addition, the intermittent schedule of the treatment--as compared
to the continuous functioning of the.normal, healthy, kidney--requires that
patients adhere to a series of stringentldietary and fluid-intake restrictions.
Hemodialysis may be performed in a hospital or satellite center (hospital
dialysis) or in the patient's own home (home dialysis). In the former the
patient may be required to accept primary responsibility for administering
and monitoring the progr;ss of treatment (self-hospital) as is the case in
home dialysis or he may remain relatively passive, leaving these responsibili-
ties to medical personnel (staff-hospital). However, no uniform consensus
has been reachied regarding a number of important issues such as the limits
of "reasonable" compliance with the regimen or the optimum degree of patient
participation, among others, and so these parameters vary across treatment

centers (Czaczkes & Kaplan De-Nour, 1978; Delano, 1978; Manis, 1978; Manis

& Friedman, 1979; Romah & Frankel, 1977; Rosenbaum & Wicks, 1979).

™,

ﬁ) *
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As might be expected, treatment by hemodialysis is relatively expensive.
1 - . . . .
Home dialysis is the most economical form, costing between $8,000 and

}11,000 per patient-year;’staff—hospital dialysis, on the other hand, may

exceed $25,000 per patient-year; and self-hospital may range from $14,000
to $22,000 (Manis & Friedman, 1979). Fortunately for patients, these costs

. are covered by government health programs in Canada and the United States.
) Continuous ambulatory peritoneal dialysis (CAPD) i's a much more recent

i)

treatment, emerging in the mid-~1970's. In CAPD the blood is cleansed continu-

ously and within the patient's own body as he performs his regular schedule of
of daily activities. The peritoneum, the me;brane which lines the abdomino-
pelvic walls, is employed as an artificial kidney by gently bathing'if with
a dialysate solution. Typically, four daily exchanges are performed. In
each exchange, dialysate is deposited into the abdoﬁiﬁéi cavity, left to
bathe the peritoneum, and then drained. Each exchange requires 30-60
minutes. As in the case of hemodialysis, CAPD does not replace the kidney's
endpcrine f&nctiéns and so its associated regimen must include a series of
medications. The regimen also entails a series of dietary retrictions; how-
ever, these are usually less severe than those accompanying hemodialysis

and do not include fluid-intake limitations. CAPD patients periodically
return to the hospital (e.g., monthly) to clean and change dressings, access
tubes, etc. (wolph, Miller, Rubin & Popovich, 1980; Nolph, Popovich, &
Moncrief, 1978; Oreopoulos, 1979; Popovich, Moncrief, Nolph, Ghods,

! Twardowski, 8&;Pyle, 1978). The risks of infection, at the access site, and
particularly the risk of peritonitis are much greater in CAPD as compared
with maintenance hemodialysis. However, the advantages of CAPD over the
‘Yatter include reduced risk of accidental death (since the patient's blood

need not be removed from his body), lower cardiovascular stress, more



efficient dialysis (due to its continuous schedule), and lower costs

($8,000-$10,000 per patient-year). Such considerations would appear to be
responsible for the rapidly expanding application of CAPD to increasing
numbers of ESRD patients (Burton & Hirschman, 1979; Nolph et al., 1980;

Oreopoulos, 1979).

Finally, renal transplantation involves the surgicaL\implantation’of an

immnologically matched human kidney. It has been estimated that more than
25,000 transplants have been performed to date throughout.the world
(Rosenbaum & Wicks, 1979). If successful, transplantation is generally con-
sidered to be the closest approximation to an ideal therapy since both
exCretory and endocrine renal functions aré replaced. The subsquent treat~
ment regimen typically entails daily administration of immunosuppressive
medication in tablet form. With the exception of moderate salt restrictions,
there are no dietary or fluid-intake fiﬁitations. Patients rarely return ;o
hospital except, perhaps, on an annual basis at which time they receive a
thorough medical .assessment. Successful transplantation is also the most
economical therapy for ESRD and total costs rarely exceed $35,000 (Rosenbaum
& Wicks, 1979). Howgyer, many individuals are ineligible for transplantation
due to considerations of age, histocompatibility, or nonrenal pathology
(Guttmann, 1979; Rosenbaum & Wicks, 1979). Kountz (1978) has estimated

that only 30% of all newly diagnosed ESRD patients ultimately become trans-
plant recipients. Even those individuals who do receive a successful trans-
plant may lose their new kidney through a rejection episode. While it
appears that aéproxiﬁately 75%-90% of all transplanted kidneys survive

the first year posttfansplant (Rosenbaum & Wicks, 1979), the international
cumulative 5-year survival rate has been reported to be 78.2% for sibling

transplants, 74.5% for parent-to-offspring transplants, and only 517 for

e
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cadaver grafts (Advisory Committee to the Renal Transplant Registry, 1977).

In Canada and the United States more than 50% of transplanted patients

)
}

return to dialysis yithin 2 o; 3 &ears posttransplant because of the high
 percentage of cadaver transplants’(Burtop &jHirsthman, 1979). Thus,
neither dialysis nor transplantation is considered to be a cure for ESRD.
Rather, these two treatment modalities are viewed as compatible alternatives
which, in many cases, both will be employed in one's medical management
as an ESRD pati;nt‘(Guttmann, 19795 Guttmann & Binik, in press; Kountz,
1978; Rosenbaum & Wicks, 1979). .

Given this brief introduction, one might‘be tempted to ask "Why should
a psychologist be interested in studylng ESRD? |After all, it would seem
as if a11 that is involved is the art1f1c1a1 supplementation of a biologically
deficient function." But, in fact, upon closer examination a number of
particularly fascinating psychological jssues become apparent. The situation
faced by ESRD patients on dialysis and transplantation, for example, is char-
acterized by a number of significant stresses and, collectively, these might
be construed as producing a "living stress labor;tory" within which a wide
range of research issues—-both theoretical and applied--may be explored.
For example, despite the feelings of improved physical and psychologicag;
well-being which result from reversal of the symptoms of progressivg uremia,
life on long-term (maintenance) dialysis is generally considered to be
very stressful. Among tﬂe stressors most commonly identified are the
constant threat of death, dependency on medical machinery and personﬁel,
economic éurdens, reduced freedom of movement, the iarge amount of time

required for treatment, and the stringent dietary and fluid-intake

restrictions (Abram, 1974; Calland, 1972; Crammond, 1970, Czaczkes & Kaplan
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De-Nour, 1978; Farmer, Bewick, Parsons, & Snowden, 1979; Ford & Castelnuovo-
Tedesco, 1977; Goldstein, 1976; Goldstein & Reznikoff, 1971; Hampers,
Schupak, Lowrie, & Lazarus, 1973; Kaplan De-Nour, 1976; Levy, Abram, Kemph,
McKegney, & Scribner, 1974; Reichsman & McKegney, 1978; Shea, Bogdan, Freeman,
& Schreiner, 1965; Short & Alexander, 1969; Short & Wilson, 1969; Teschan,
1970; Wright, Sand, & Livingston, 1966; Ziarnik, Freeman, Sherrard, & Calsyn,
1?77). Many of these stresses also accompany life Bn CAPD and posttransplant,
each of which has its own unique threats in addition. 1In the case of CAPD,
for example, patients must guard against high risks of infectiocn at the ;

’

access site and peritonitis (Oreopoulos, 1979). Posttransplant patients

‘must learn to live with the possibility that their new kidneys may fail at any

time and for no apparent reason (Guttmann, 1979). Hence, as the quality of
biomedical care has improved, psychological factors have become increasingly
more importgnt in determining the extent to which a patient will cope
successfully with treatment (Abram, Moore, & Westervelt, f971; Czaczkes &
Kaplan De-Nour, 1978; Lipowski, 1977; Reichsman & Levy, 1974; Simmons, Klein,
& Simmons, 1977).

A vide body of literature regarding the psychological and social impact |
of ESRD and its treatment by dialysis and transplantatiom has, in fact,

evolved. Clinicians and researchers have been concerned with such issues

as patients' compliance with the medical regimen (Hart, 1979; Hartman &

Becker, 1978; Kaplan De~Nour & Czaczkes, 1972, 1976), vocational and social

adjustment (Abram, 1972; Brown, Craick, Davies, Jchnson, Dawborn, & Heale,
1978; Hagberg & Malmquist, 1974 ; Hughson, Collier, Johnston, & Tiller,
1974; Kaplan De-Nour & Czaczkes, 1976; Malmquist, 1973; Poll & Kaplan De-Nour,

1980), sexual function and dysfunction (Hughson et al., 1974; Kaplan De-Nour,
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1978; Milne, Golden, & Fibus, 1978; Procci, Hoffman, & Chatterjee, 1978),

and the quality of life afforded by dialysis and transplantation (Beard,1971;

Guttmann & Binik, in press; Kaplan De-Nour & Shanan, 1980; Levy & Wynbrandt, 1975

Poznanski, Miller, Salguero, & Kelsh, 1978). Others have focussed on the

impact of ESRD and its treatment upon the patient's family (Brackney, 1979;

. Brown et al., 1978; Holcomb & MacDonald, 1973; Kaplan De-Nour, 1975;

Kemph, 1966, 1970; Malmquist & Hagberg, 1974; Maurin & Schenkel, 1976;
Simmons, 1977; Simmons et al., 1977; Simmons, Hickey, Kjellstrand, & Simmons,
1971; Simmons & Kamstra-Hennen, 1979; Speidel, Koch, Balck & Kneiss, 1979)

as well as their effects on treatment personnel (Abram, 1969; Alexander,

1976; Halper, 1971; Mabry, Acchiarde, & Trapp, 1977; McKegney & Lange,
1971). Contributions of psychosocial factors to patient survival and the

prediction of longevity (Eisendrath, 1969; Farmer, Parsons, &-.Snowden, 1979;

Foster, Cohn, & McKegney, 1973; Foster & McKegney, 1978; Levy, 1979a) and

treatment efficacy and patient selection have also been explored (Bryan &

Evans, 1979, 1980; Corson & Corson, 1971; Czaczkes & Kaplan De-Nour, 1972;
Evans & Bryan, 1981; Kaplan De-Nour & Czaczkes, 1974; Marshali, Rice,
0'Mera, & Shelp, 1975; Moore, 1971; Short & Alexander, 1969; Rusk, 1978).

Patients' coping behavior, particularly the use of denial and other defense

mechanisms, has been the subject of much research and clinical attention
(Clark & Levy, 1975; Goldstein, 1972, 1976; Kaplan De-Nour, Shaltiel, &

Czaczkes, 1968; Short & Wilson, 1969). Others have examined the' contribu-

tions of the social climate of treatment settings to patients' well-being

(Calland, 1972; Kaplan De-Nour & Czaczkes, 1974), illness behavior (Pritchard,

1974a, 1977), and the phenomenological meaning of ESRD (Clark, Hailstone, &
Slade, 1979; Pritchard, 1974b, c; Viederman, 1974). Finally, from a more

applied perspective, researchers and clinicians have explored potential

v
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applicatigns of psychological testing (Freeman, Calsyn, Sherrard, & Paige,

1980; Strauch-Rahauser, Schafheutle, Lipke, & Strauch, 1977; Yanagida &

Streltzer, 1979) and rehabilitation counseling (Cole, Stelzer, & Bayersdorfer,

1979; Wiﬁgate, 1979). Patients' emotional reactions, however, appear to

have attracted the greatest attention from clinicians and researchers alike.
Patients' emotional reactions to ESRD have been varied. However, the
‘most frequently reported psychological response has been depression (Czaczkes

4

& Kaplan De-Nour, 1978; Ford & Castelnuovo-Tedesco, 1977; Hampers et al., x
1973; Levy, 19%8, 1979b; Reichsman & McKegney, 1978; Seime & Zimmerman, in
press). Psychotic and oth;r neurotic reactions seem to occur relatively
rarely (Abram, 1972; Kemph, 1966, 1970; Kaplan De-Nour et al., 1968). A
high prevélence of depression was first suggested by early publications of
clinical impréssions. Shea,J%ogdan, Freeman, and Schreiner (1965), for*
example, reported elevated levels of depression among tgé first nine
patients admitted to Georgetown University's maiftenance hemodialysis pro-
gram. Although patients were reported to haye received a "detailed psy-
c&iatric evaluation" including psychological. testing, these data were not

presented. Rather, Shea ‘et al. simply concluded that "acceptance of and

emotional adjustment to the basic disease process has generally been poOT ...

' To most patients, dialysis is not viewed as a form of treatment but rather

as a complicated experiment which offers them their last remote chance of
survival” (p. 562). Similarly, Kemph (1966) reported his clinical
impressions of 12 early kidney transplant recipients and commented that
"frequent periods of severe depressive reaction" (p. 1272) characterized
the long-term follow-up period subsequent to transplantation. This obser=~

vation was later corroborated by Kemph's clinical impressions of 37

transplant recipients and their domors (Kemph, 1970). Kemph also indicated
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that a variety of psychological test data had been collected from patients
but failed to report them, as did Shea et al. (1965).

These early descriptive publications were important insofar as no other
information had yet been reported regarding patients' emotional reactions
to ESRD and its treatment by dialysis and transplantation. However, they
lacked the internal and external validity necessary for the establishmentpof
a sound sgientific literature. In addition to small sample sizes and a
lack of valid objective data, these researchers failed to measure the contri-
butions made by the psychological factors hypothesized to be responsible
for elevated depression levels. Moreover, they faiied to take into account
or to control for relationships with relevant medical and demographic back-
ground variagles (e.g., general nonrenal health, age, socioeconomic status)
as well as the potentially mo;d—influencing effects of prescribed medica-
tions. While improving along some of these dimensions, later studies failed,
unfortunately, to correct adequately for these shortcomings. Thus,
although they too suggested a high incidence of depression among ESRD patients
on dialysis and transplantation, no firm gonqlusions could be drawﬁ due to

serious flays in experimental design.’

Kaplan De-Nour and Czaczkes (1976), for example, administered a semi-

!
i

structured interview to 100 maintenance hemodialysis patients sampled from
six separate treatment facilities. Data regarding patients' depression,
anxiety, and suicidal risk were collected and revealed a very hiéh prevalence
of negative mood states: 53% of the participants were "moderately to
severely depressed", 277 were "moderately to severely" anxious, and 27% were
ju%ged to be at suicidal risk. Data were also collected regarding dietar;
compliance and significantly poorer compliance was observed among

1
depressed patients. While the generalizability of these findings was

o

.
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strengthened by the large number of patients included and the fact that
patients were sampled from six separate dialysis centers, there were also.

a number of serious weaknesses. The study failed to employ valid and
objectiye psychological measures. Depression, for example, was simply
assessed afohg:a subjective 3-point—scale--'"none or minimal, medium, and
severe" (p. 3%6). Thus, the potentiai for bias due' to experimenter
expectancy efféﬁts was considerable (Rosenthal & Rubin, 1978). Furthérpore, )

although the reggarchers reported information regarding the age, sex, and
v AN

socioeconomic status of participants, they failed to assess the relationships
f ’

‘between these varia?les and patients' negative mood states and failed to

control for them st(tistically--i,e., as general nonillness factors which
might have been rdsponsible for increased depression rather than any ESRD-
specific ones which might be ‘suspected. Finally, in discussing their find-
ings Kaplan De-Nour and Czaczkes speculated about the significance of three
ESRD-specific sources of psychological stress--"restrictions, dependency,
and the resulting aggression" (p. 330)--but did not collect any data with
which these interesting hypothéses might have been tested empirically.
Similarly, Hughson, Collier, Johnston, and Tiller (1974) reported the
results of a survey of "rehabilitation after transplantation" in which 56
tran;plant recipients submitted to an interview with a social worker who
administered a retrospective questionnaire regarding the prevalence of
"neurotic symptoms" suéh as depression, apathy, insomnia, anxiety, and
irritability, among other indices of rehabilitation (e.g., employment
status, recreational activities, sexual function and residual physical

handicap). Results indicated-that 25 patients (457) reported "moderate"

"to "marked" increases in these symptoms following transplantation as

compared with the period preceding the onset of their illness. Like Kaplan

"
«
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De-Nour and Czaczkes (1976), Hughson et al. included a relatively large

sample of patients; however the study's internmal validity is seriously

\ .

compromised by the lack of valid standardized measures, failure to assess
and control for the potentially confounding influences of relevant back-

ground variables, and failure to measure the psychological factors postu-

lated=-post hoc--to contribute to elevated levels of depression in ESRD.

€
Unfortunately, no study appears to have been reported in which these

weaknesses have been circumvented adequately, although some researchers
have corroborated with more standardized measures the conclusion that the
prevalence of depression is high in ESRDLPatignt populations.
;siadinso, Sullivan, and Baxter (19755 administered an extensive
battery of standard psfchological tests, including the WALS, MMPI, Rorschach,

and TAT, to a sample of 84 maintenance hemodialysis patients. Detailed

developmental and social histories were alsp obtained. However, Isiadinso -

et al. limited their report of the.results to global and uninformative

summaries: e.g., "Depression, disappointment, and frustration were prom-

inent in patients who could not pursue their instinctual drives or achieve

their goals because of limitations imposed by their illmess" (p. 800). It

is unfortunate 'that such valuable and important data’, obtained from a

A3

refatively large sample of patients, were not analysed and presented in

greater detail,

. Wright, Sand, and Livingston .(1966) administered the MMPI to 12 early

maintenance hemodialysis patients and reported significantly higher

Depression (D) and Hysteria CEE) scale scores among these patients than
among a control group of unspecified '"normals". Similar results were
1

reported by Goldstein and Reznikoff (1972) who administered the MMPI to

a group of 22 male Veterans' Administration (VA) hospital hemodialysis

s}

a




12

patients and 24 .male VA general medical patients with "nﬁnbr medical
problems such as appendicitis". However, Goldstein and Reénikoff also
pointed out that the MMPI D and Hs scales are both heavily contaminated oo
with items concerning physical symptoms. Thus, elevations of these
- scales in the profiles of patients suffering a chronic illmess such as
ESRD may simply "mirror their medical condition" (p. 158).

A 1a£er‘study by Ziarnik, Freeman, Sherrard and Calsyn (1977) did,
in fact, document a strong degree of association among elevations of these
MMPI clinical scales, physical deterioration and even early death in a
comparable group of 47 male VA hetiodialysis patients. ' Ziarnik et al.
divided tﬁeir‘sample into three groups on the basis of survival and number ' ‘
of years on dialysis. Group A included 14 patients who had died within
1 year of initiating dialysis, Group B included 23 who had ﬁeen alive on .
dialysis between 3 and 7 years, and Group C included 12 who had been alive

a

on dialysis between 7 and 10 years. Both depression and the prevalence

-

of intercurrent nonrenal pathology (e.g., heart disease, hypertension,
diabetes, stroke) were greatest in Group A, intermediate in Group B,

and lowest in Group C (2_('05). Furthermore, a series of _t_-te\sts

compared the MMPI profiles of those Group A patients who had some form of

serious nonrenal medical problem with the profiles of those Group A

patients who did not and revealed "no significant differences at the .0l

level"(p. 212). The authors concluded that the direction of causality
was thus from increased depression to increased physical deterioration

death. However, this conclusion hardly seems justified by the evidenfde.

*

The small subsample (n=14) upon which the Ejétatistic was estimated/could

v

not reasonably be expected to afford sufficient statistical power fo test”

’
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(Cohen,_1962). A statistically more powerful and appropriate approach

might have examined the relationship between depression and survival ‘in
/ the entire sample (§;47) and only after relevant demographic and mgdié;i

éharacteristicé @.g., presence of intercurrent nonrenal pathology) had

been controlled statiétically (Cohen & Cohen, 1975). 1In the absence ob
. such an important test it would seem more éarsimonious to infer that the
" .causal priorities were, in fact, opposite to those argued by Ziarnik et
al.-~i.e., increased‘depression secondary to physical decline--especially
given Goldstein and Reznikoff's (1972)~comﬁents about the somatic bias
{qprinsic to”the MMfI D scale. : |

Research employing more traditional psychiatric indiced of depresgkon
has also yieiﬁed evidence of elevated depression in ESRD patient samples,

although these estimates are considerably lower than the 537 prevalence

reported by Kaplan De-Nour and Czaczkes (1976),. Farmer, Snowden, and Parsons

(1979) surveyed a sample of 32 home hemodialysis patients for the fre-

. quency of "psychiatric illness"--i.e., patients considered to be compgrable
* o \ ‘
in symptomatology with a general outpatient psychiatric, population. 4n

: : "experienced psychiatrist completed a standardized interview (Goldberg,
Cooper, Eastwood, Kedward, & Shepherd, 1970) which %ssessed 11 patient-

reported symptoms (e.g., depression, anxiety, irritability) and 12 inter-

—

- ) viewer-reported "abnormglities" (e.g., slow, apathetic, suspicious,®

. histrionic). “This proceduré identified -10 patients (31%) judged to be

. "psychiatrically i11", including ICD diagnoses of endogenous depression

(3 cases), depressive néurosis (1 case), anxiety neurosis (4 cases),

neurasthenia (1 case), and hysterical neurosis (1l case). Similarly, Lowry
L /

{ ) ; and Atcherson (1979 administered "a structured interview and brief battery

L . [ of psychological tests" (p. 748) to 58 patients entering home hgmodialysis

l -l - | ¢ ' \
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training., While the interview and‘test data, theﬁselves,kwere not ' .
reported, the authors interpreted them in terms of the DSM-III criteria for
major depressive disorder and identified 13 p;tients (227) who satisfied
these criteria. Unfortunately, Lowry and Atcherson failed to report —
whether these patients were new to dialysis or whether they had already
been established on another form of treqément (e.g., hospital dialysis):
The prevalence of depression reported in these two studies, while consider-
ably lower than those reported in the earlier.studies reviewed above,
greatly exceed estimates that the prevalence of unipolar depression ranges L
between 47 and 117 in the general (i.e., non-ESRD) population (Amenson & . 5‘
Lewinsohn, 1981; Le@man, 1971).

Consistent with the reports of elevated depression in ESRD patient
populations have been claims of a st;ikingly increased frequéﬁcy of suicide.
Abram, Moore, and Westergelt (1971) mailed quéstiounaires regarding suicidal
behavior in maihtenanc emodialysis patients to 201 treatment centers ]
across the United S ates. IThe researchers defined gpicidal behavior as any
©of the following:

active and successful:%uicide through such means as overdosing and

} -
. , . o, . .
exsanguination (through disconnection or cutting of the arterlo venaqus

[av] shunt); unsuccessful, active suicidal attémpts; requests for
withdrawal from dialysis programs with ensuing death; deaths
through an inability or refusal to adhere to the dialysis regimen;

and accidents and accidental deaths (through shunt separatioﬁ). (p. 1199)

Of the 201 questionnaires mailed, 127 (63%) were completed and returned, )
ot

yielding data regarding a sample of 3,478 hemodialysis patients. Results /

indicated that 20 (0.6%) "successful" suifides and 17 (0.5%) unsuccessful

[

~

e
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a{\ti‘t,;empts had been committed; 22 (0.6%) patients died due to withdrawal

A
from dialysis programs; and a striking 117 (37%) died due to noncompliance
,with the regimen. There were also 9 (0.3%) accidental deaths and 107D

n

suicidal behavior, Abram et al. concluded that the incidence of such

‘

(3%) accidents without death. Including all of these as ir_lstances of i
behavior is 400 times the rate observed in the general public (assuming ‘
10 suicides per 100,000 as the average rate). Excluding the ‘high number i
of deaths due to noncompliance, they estimated an incidence of suicidal
behavior among hemodialysis patients which is 100 times greater than the
national rate. However, these estimates have been criticized as inflated on

~ 4
two separate premises. Kaplan De-Nour and Czaczkes (1972), for example,
have questioned the validity of classifying deaths due to non¢ompliance or
accident as suicidal since such a catego‘x'ization requires crucial evidence--
e.g., narrowing of interest:sg withdrawal from interpersonal relations,
decrease in future planning, and other signs or symptoms that the patient
is "fed up"--to suggest that patients intended their noncompliance to be

: ~ suicidal, evidence which Abram et al. failed to collect, Kaplan De-Nour
and Czaczkes went on to provide anecdotal data that, in fact, in their
experiencg suicide has been i;ldependent .of compliance with the dialysis'
regimen. From a different tack, Levy (1978) also suggested that the
Abram et al. figures are inflate ting that the national suicide
statisties are @c/;lrate and thj:-:jexfe of 10 suicideg per 100,000
upon vhich the researchers based their comparisons probably underestimates e
the true rate of suicide in the general population. Nevertheless, Levy

agreed that suicidal behavior is much more frequent in ESRD patient popula-

(’*‘“ . tions than in the general public, a conclusion which he suggested is

. ‘ \
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(\_‘, probably also true for other groups of patients suffering chronic ili-
. ~
i

#nesses,

a

. While the majority of reports have concluded that depression is a

r N

common concomitant of ESRD, somé have reported-evidence of relatively

- .

normal mood states. Yet rather than interpreting such unexpected find-

ings as questioning the conclusion of the larger body of research--
’ A

- despite its numerous weaknesses, as outlined above--researchers have inter-

~

preted them as evidence of unconscious denial by patients. The post hoc

.

N
nature of this interpretation, together with the fact that no behaviorally o

validated objective measure of denial has yet been developed (Kastenbaum \

Y
AN
Al

& Costa, 1977; Weisman, 1972), would seem to suggest that there may exist
a bias in the assessment of ESRD patients on dialysis and transplantation,
a bias to overestimate the prevalence of depression and other negative
mood states. Kaplan De-Nour et al, (1968), for example, reported that the

Taylor (1953) Manifest Anxiety Scale scores of eight hemodialysis patients

followed over a l-year period did not differ from those of an unspecified
group of "normals". Although no measure of denial was administered, the
/f"researchers attributed this unexpected lack of difference to "partial
- ¥enial of ill-health and threat of death, as ‘well as ... complete denia];
and projection of aggression" (p. 530). Similarly, Glassman and Siegal
(1970) repo'rted that the California Personality Inventory (CPI; Gough, 1967)
\ : and Shipman (1963) Anxinet)? and Depression Scale profiles of a group of
. seven het;xodialysis patients were within normal limits (as indicated in the
) test manuals). The researchers noted a "remark.}l?le disparity", however,

between the test data and their clinical impressions of/ the patient popula-

tion. Whereas the former indicated normal levels of personality function,

o
o

. " f
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the researchers Perceived the patients as "lethargic'" and "depressed";
apparently due to a high prevalence of medical complications (e.g.,
pruritis, neuropathies, shunt infections). Yet rather Vthan attributing these
clinical impressions to the patients' poor physical status, Glassman anq

Siegal discounted the validity of the psychological test data, concluding

-that "patients cope with the stress of this program by the massive use of

tenial as an adaptive mechanism'" (p. 573). They further speculated that

"the danger of this massive denial is that it may continue into a delusional
process” (p. 573). These concluding comments would éppear to evidence
distortion by the researchers rather than by partic:'..'pants, however, since
each' of the seven participating patients' CPI profiles was within normal
limits and thus offered no evidence of a "delusional process". Moreover,
three of the 18 CPI scales administered by the researchers --i.e., the

Sense of Well-Being (Wb), Good Im'pressidn (Gi), and Communality (Cm) scales--
provide indices of the respondent's tendencies to minimize problems

(Wb), to present himself in a favorable light (Gi), and the extent to which
a profile deviates from the modal pattern estaplished for the inventory (Cm).
While such data might have been employed to assess the researchers' specula-
tion that patients were, in fact, using 'massive denial", Glassman and
Siegal appear not to have examined them.

Goals of the Present Research

It is wideiy believed' that the prevalence ofl depres'sion is much elevated
in ESRD patient populations, despite the fact that the research base from
which this conclusion has been drawn is seriously flawed. As indicated,
this literature appears to consist largely of clinical observatlions and

uncontrolled studies, typically characterized by small samples and non-




be drawn with confidence. Thus, three serious deficiencies would appear

T
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objective, often idiosyncratic, measures, Moreover, researchers have
failed to assess and/or to take into account relationsﬁips with relevant
medical and demographic background variables as well as the potentially
mood-influencing effects of medications typically prescribed to dialysis
and posttransplant patients. Finally, there appears to»hé?e been no
attempt in the literature to assess the relative contributions associated

H

with such background variables as compared to the contributions made by a
»

number of psychological stressors which have been cited widely in the
literature (e.g., threat of death, dependencies on medical technology
and personnel, stringent dietary and fluid—intake restrictions). The
unfortunate consequence of this weak research literature is Lhat inferences

regarding the significance--practical or theoretical--of -the latter cannot

to characterize the literature regarding depression in ESRD: a) no

adequately controlled, systematic, survey of the incidence and intensity

P S

of the depression experienced by ESRD patient poﬁﬁlations appears to have
been reported;‘b) the relationships between depression and relevant
medical and demographic background variables appear not to have been
explored empirically; and c) the relative importance of psychological as
compared to background variables has not yet been assessed. The present
research represents an attempt to address these three needs.

In the first of two 'studies here to be reported, the reformulated

learned helplessness theory of depression (Abramson, Seligman, & Teasdale,

1978) was explored as a potential psychological explanation for the
development and maintenance of helplessness and depression in ESRD. A

[ . N -
series of 16 variables was selected to measure these negative mood states.
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These were drawn, large.ly, from measures used pr.eviously in studies
of helplessness and depression and included a standard laboratory task,,
self-report measures, and separate ratings by hospital staff, significant
others, and patients themselves. Information was also collected regarding a
wide ranage of medical and demographic background variables and their
relationships with patients' feelings of helplessness and depression were
explored. Finally, the study was based on an hierarchical mult'iple
regression/correlation design in which the contributions'to mood made by
psychological factors were assessed after controlling statistica{lly for
those associated with the background variables. The strategy, thus, was

to assess the explanatory power of the psychological factors regarding

depression in an ESRD patient population above and beyond that afforded by

relevant medical and demographic information (Cohen & Cohen, 1975).
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STUDY 1: HELPLESSNESS AND DEPRESSION IN END-STAGE RENAL DISEASE

Two patient reactions have often been identified in the c¢linical
literature as associated with the depr'é’ssion experienced in ESRD: feelings , -
of helplessness=—i.e,, the perceived loss of control over a number of
important life dimensions——and feelings of hopeléssness given that the
condition is irreversible except for the limited availability of trans-
plants (Abram, 1974; Corson & Corson,1971; Crammond, 1970; Goldstein, ’

1976; Goldstein & Reznikoff, 197.1; Kaplan De-Nour et al., 1968; Reichsman

& Levy, 1974; Short & Wilson, 1969). Yet the intensity of these r;,actions
varies among patients. The expgrience of hopelessness, for example, may

be mediated by patients"\differing eligibility for transplantation (e.g.,

as a result of age considerations, histocompatibility, intercurrent non-
renal disease) an alternative which, if successsful, reduces many of the
restrictions imposed by dialysis. Similarly, the intensity of the experience
of helplessness may vary as a function of .treatment delivery. In hemo--
dialysis, for example, staff-hospital dialysis would appear to afford patients
with the 1e:a,st degree of personal control over their treatment, home the
greatest, and self-hospital an intermediate level. .

Variations in control over dialysis and control over other life dimen-—
sionsl, which typically accompany life on maintenance hemodialysis, would =
appear to provide a natural sett'irfg within which to test the recently
reformulated learned helplessness hypothesis (Abramson, Seligman, & Teés;iale,
1978) both as a theoretical model of depression and as an explanation for h
psychological reactions to renal failure. Briefly, this hypothesis posits

the following causal chain in the development of helplessness and depression:

a) the individual experiences objective uncontrollability; b) he perceives

B




i.e., a pattern of attributing negative outcomes to internal,-stable, and

‘control over their treatment and a pattern of external, unstable, specific

. 21

this lack of control and c) formulates a causal attribution to account for

’

it; d) on the basis of the perceived uncontrollability and its associated

attribution, he then forms an expectancy of future uncontrollability which

is later manifested in the symptoms of helplessness and depression (cf.

Abramson et al., 1978, Figure 1, p. 32, reproduced in Figure la). In
addition, Seligman, Abramson, Semmel, and von Baeyer (1979) have recently

specified the particular attributional style associated with depression,

global causes while attributing positive outcomes to external, unst\gb]:e,
specific ones, »

It is hypothesized that hegnodialysis patients e:gperiencing limited
control over their life-maintaining treatments are more likely to form
general and health-specific expectancies of response-outcome independence
th‘an are those experiencing greater control. These expectancies might be
predicted to be strongest in staff-hospital dialysis patiem;s, intermediate
in self-hospital patients, :and weakest in home patients, all other factors

being equal. Second, it is hypothesized that helplessness and depression

in dialysis patients will be associated wigh both a perception of limited

causal attributions for this control. Third, given the contrast between
the restrictions associated with dial‘ysis as compared with transplantation,
helplessness and depression should be more prevalent among patients in the
former group. GFinally, to the extent that transplantation implies elimina-
tion of an individual's dependency on dialysis, the probability of a
patient's receiving a transplant might be expected to interact with the

effects "of treatment uncontrollability (in the case of. posttransplant

patients, this probability cdrresponds to the likelihood that the trans-

v
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planted kidneir will ::ont_inue to function adequately). A high prob;bili{ty
: <‘>f transplantation, for example, might lead a‘patiént to construe his ’
dependency on dialysis as relatively temporary and thereby attenuate any
diaiysis-induced expectancy of uncontrollability. On the other hand,
for a patient who highly values transplantation this expectancy might be )
increased by the awareness that this form of treatment is unlikely. ‘ The
moderating role of .the factor of transplant probability would then be
ex'p,ected to have corresponding effects on the incidence and magnitude of
symptoms of helplessneés rand depression. Simi|1ar1y, the perceived
stability of transplant function should Play a corresponding role in tha
posttransplant population.”
Thelpresent study is. an empiric;'attempt to addxl.'egss these hypotheses.
Figure 1? displays tﬁe E:sual sequence of events postulated by Abramson
et al. (1978, p. 52) as responsible for the development of helplessness
and depression. Also depicted in Figure 1 are the correéponding sequences
of events whiqhwere,derived in applying the theory to life on maintenance
hemodialysis (Figure 1b) and more generally .to dialysis and posttransplant
pati;ents combined (F‘igure lc). The operational refere;mts are described
below in d’etail. ﬁe sequential nature of the reformul;ated model suggested
an hierarchical multiple regression/correlation désign _(Cohen & Cohen,
1975) to assess the unique contribution of each postulated element. In
add,ition, a simultaneous regression analysis was performed to test the
ability of the entire model (i.e., the set of postulated causal factors
conside_x_'ed simultaneously) ;:o account for hta'lplessne;s and depression.
Relevant demographic and medical variables were entered in an initial

step so that their effects could be controlled statistically, Hypotheses

regarding the roles of the probability of transplant and stability of

\
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Figure 1. .Sequence of events responsible for the devm:pment of

helplessness .and bdepres_si,on a)v as postulated by Abramson, Seligman,

and Teasdale (1978) and corresponding %equences derived b)

3

specifically for life on maintenaﬁcé hemodialysis and ¢) more -

’

generally for dialysis and posttransplant patients combined.

I

. - ~ ~

i

B ,

23




24

a)

b)

c)
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transplant function factors were examined by entering these last into.

& ? ¢
' :

the regression equation.

Method

' ,

Subjects

\

. Hemodialysis and posttransplant patients from four local hogspitals .

\ t

=2

participated. Stringent inclusion criteria were adopted to preclude a
-5 -
number of potentially confounding influences. For dialysis patients_these

included: a) absence of serious nonrenal\pathology{ b) equal capability
— N o

of receiving treatmént by any of the three modes of delivery; and c¢)

initiation of’treatment and/or related training had been completed no less
\ -7 *
than three months prior to participation in the study. The following

inclusion critéria applied to posttransplant patients: a) absence of -,

* ?
.

serious nonrenal pathology; b) not currently experiencing a rejection ™

qrisis; and c) transplantation had ‘been performed. no less'than one yeai*, -
prior to participation in the study. Given these restrictions, a sample
of 45 hemodialy’sis ﬁat_a;ents (including 15 st;ff-hospifal, 15 self-hospf_'t‘al,
and 15 home dialysis ‘platients) and 25 posttransplant patients consented .
s . o N .

to participate in the study. Fifteen patients (17.6%) declined to partici-

pate; however, they wege not disproportionately distributed across thé

gt
2

I \ .
different patient groups,’xrz (3)=7.56, p ».05. Both English (n=56) and.

French (n=14) speaking individuals were included so that an adequate sample

A e

}size could be obtainéd (all of the materials to be described below were:

_ . 7
consequently translated into French or standard translations were used).
~ e . . N
Relevant demographic” and medical descriptive statistics are presented in

L - .

3
t ‘

Table 1.

-
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. Table 1 e :

e

Demographic and Medical Descriptive Statistics

~
P

' scores on the Visual Reproduction subtest '6f the Weclisler Memory Scale -

HemoAdialys is \ . )
! Staff- | Self- C Post- -  Total
Variable Hospital Hospital Home transplant  Sample
. (n =15 (@=15) (=18 (o =25) N ="70) -
) J ¢ \

Sex®: Female (n) © 8 4 - 2 10 7

* Male (@) 7 1n 13 . 15° 46
age® @ 41.7 . %67 . 41.7 35.8 40.6
SESS Index () . 7.8 % 67 7.9 . 1.2 7.4,
¢ 30.7 31.3 35.6 33.5— .  32.9
Global Health Rating® (M) 3.9 81 743 . 4k 4.2,
Previous 'l'ransplant:sf M) Q.7 00.2 ’ 0.2 0.2 0.3
Years on Dialysis® 163 . 4.0 2.4 ' 3.4 - 3.3
Years posttranspiant ™) - - o= 5.1 5.1
Present Kidney Functionh‘a ) - ‘ - . " - - 1.3 1.3

« . ”‘F /‘» . 4". . .
%X3) = 6.097p > .05. : . )

. ° - . v,
Pr (3,667 = 2.64, p $.05 , S .
. L

®Socioeconomic status (SES) was reflected by a composite score which combiged -

, B - . .
indices of educational and occupational achievement (range = 0-13). o

F (3,66) = 1.21, p >.05. -
- 4

.

v

-dInt:el-ligenee (1Q) was indexed by the stim of the individual's scaled scores

‘ - : oD
on the Information and Picture Congplgtmn subtests of the WAIS plus their
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- (range = 0-51). F(3,66) = 1.90, Py .05!
. - W +

" ®Nonrenal physical status was rated by attending staff along a 5-point scale,

ranging from 1 = :iezz poor to 5 = very good. F(3,66) = 1.11, 2).65. N
£ ) b
F(3,66) = 2.81, pg.05.

3 ¢ “
Br(2,42) = 2.53, py.05, .. , v
hCurrent level of transplanted kidney function was rated by at’te}tding staff

along a 5-point scale, ranging from ‘1 = normal to 5 = severe chronic rejection.

° -
-

Lower ratings, therefore, reflect healthier levels of functionm.

A,




Experimental Factors

Experimental factors representative of each of the operational

referents depicted in Figures 1b and lc were operationally defined as

follows:

P

- )
1. Demographic and:medical status. The following were obtained for

— ‘ B
each participant: age, sex) marital status, education, occupation,

! 3 I3 < (3 . 3 3 .
rellglous)afflllatlon, intelligence, general nonrenal health status,

N K
primary renal diseasez sudden vs, insidious onset of remal failure,

L ] .
family history of renal disease, number of previous transplant failures,

-
number of dialyses and number of hours of dialysis per week (dialysis
patients only), number of years and/or months on dialysis (dialysis
patients only), and number of years posttransplant (posttransplant

patients only). .

2. Objective control was defined in terms of the participant's status

as a staff-hospital, self-hospital, home dialysis, or posttransplant

<

patient.

3. Perceived control. Dialysis patients' perceived control over their

treatment was indicated by self-ratings along a 7-point scale (ranging from

v b d

little control to a lot of conttol). These scores were mulriplied by parti-

*

pantg' 7-point ratings of the personal importance of control over dialysis

(ranging from not very important to very important). For all participants,
.
scores reflecting perceived control over eight nondialysis life dimensions

were obtained by summing eight similar ratings regarding perceived control

over a variety of life dimensions (e.g., work, social relatioms, recreation)

important in determining "quality of life" (e.g., Flanagan, 1978).
4, Causal attributions. An Attributional Style Questionnaire (Semmel,
{ A

i
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Abramson, Seligman, & von Baeyer, Note 1) provided an index of the attri- '
butional style described by Seligman et al. (1979). Using the same format,
dialysis patignts were also asked to formulate a causal attribution to
u?ccOunt for their self-rated degree of control over dialysis and to,classify

this cause in terms of the iﬁternality, stability, and globality dimen-

)
@

sions. . e

v

5. Expectation of future control. Abramson et al. (1978) postulated

that the expectancy of future control is a product of the conditional

—

relationship between perceived control and its associated causal attribu-
tion. Cohen and Cohen (1975) have'suggegted that the simplest means of
representing such relationships is via the partialed product(s) of the
factors involved (i.e., the interaction term).: Henc;, the expectancy of
future control over dialysis was represented by a set of three variables
which included the products of each patient's perceived control over
dialysis times the self-repor?ed internality, stability, and globality of
his associated causal attribution. The expeétancy of future control, in
the case of dialysis\and posttransplané patients combined, was similarly
represented by a set of three variables which included the products of
each patient's perceived control over eight nondialysis life dimensions
times his internality, stability, and globality scores on the Semmel et

al. Attributional Style Questionnaire.

6. Probability of transplant and stability of transplant function

-

vithin the upcoming 'year were assessed by patients' self-ratings. Per-
ceived probability of transplant was assessed by the product of dialysis
patients' responses to two items which were answered along a 9-point

scale (ranging from very unlikely ta very likely): a) "My chances of

18

]

“
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receiving a transplant within 1 year from now are " and b) "If I .

were to get a new kidney, my chances of being cured would be ",

a

Stability of transplant function was assessed by the product of posttrans-

lant patients' responses along the same 9-point scale to the following:
P P P g P 4

a) "My chances of maintaining my transplant for the upcoming yeaf are "

v

and b) "Now that you have a new kidney, to what extent do you consider

yourself cured?" Attending staff also provided an "objective' probability

-

of transplant rating along a 5-point scale (ranging from very unlikely to

+

[

very likely).

Measures of Helplessness and Depression

A series of 16 variables was selected to measure helplessness and
depression. These were in large part drawn from measures used in previous

studies of helplessness and depression and included a standard laboratory

s

task, self-report measures, and separate "helplessness ratings" by hospital

staff, family members, and participants themselves. External locus of
|

control was included as an important facet of helplessness and depression
since the helplessness theory posits that both of these are the direct

s
result of an expectancy of response-outcome independence. | | :

1. Laboratory task. A concept formation task similar to that

described By Levine (1971) was employed. Four 12-trial multidimensional

simultaneous—discrimination problems were constructed. Each trial was

initiated‘by the display of two stimulus patterns (cf. Figure 2). One

N

pattern consisted of a set of values from each of four two-valued dimen-
sions (e.g., one smiling male figure within a circle, Figure 2a);. the
other pattern consisted of the complementary values of the dimensions

(e.g., two frowning female figures within a square, Figure 2b). s
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Figure 2. A simultaneous-discrimination stimulus constructed

h ~ v
from four dimensions (sex, male~female, number of figures, one-twb;

facial expression, smile~frown; and border, circle-square) used in

the concept formation task. ) '

-
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Tﬁe wide range of educational and intellectual levels characteristic ‘
of the ESRD sample led the writer to suspect thatlthe original Levine
problems would be too difficult and insufficiently personally involving
for this population. Hence, whereas the Levine stimulus patterns varied
along eight dimensions, the present research employed only four. Furthér,
the stimulus patterns used by Levine seemed too abstract to maintain the

" interest of patient participants. Consequently, stimuli which were more
social in nature were employed. Preliminary pilot testing revealed the

fpur-dimensional‘énd more social problems to be well suited to this popu-~

lation (e.g.,ﬁthe mean number of problems solved correctly = 2.5 out of

.

4, SD = 1.4, range = 0-4). Similar variants of the Levine (1971) problems
(i.e., four- and fewer dimensional stimulus patterns involving attribute

dimensions different from those used by Levine) have been used by .

others (e.g., Die;eﬁ;f Dweck, 1978; Erickson, 1968).

From triai to triéiﬁthe dimension values shifted from one pattern to . ‘
the othgr, following the rules specified by Levine (these rules were '
adapted for four-dimensional problem;): a) on each pair of adjacent trials,
valﬁes from two dimensions remained Paired“together (i.e., were on the same
side for both trials) while the values.from the other two dimensions were
cﬁanged (shifted sides from one trial to the next); b) no twe dimension
values stayed paired with each other for more than three consecutive trials
(e.g., woman and circle could not be paired more than three times in a row);
and c) for any dimension value there was one and only ene other value
p;ired for the three trials (cf. Levine, 1971, p. 131).

Participants were first shown the sample stimuli depicted in Figure

2 and received the following instructions: :

e e el s sled Fm ddand he D IS e 4% 45 e e o et o e . e e e -
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The next task involves a series of.disecrimination problems.

Here is a sample, Notice that there are two drawings and

. that these differ from each other in four ways. The one on

the left, A, contains a male figure whereas the drawing

o' the right, B, shows females. Also A contains only one
figure whereas B has tw:). The figure in A is smiling while
those in B are frowning and A is surrounded by a circle

whereas the border for B is a squa‘re. To repeat, drawings -

A and B differ in four ways: sex (male or female), number

of figures (one or two), facial expression (smile or frown),
and border (circle or square). Also notice that between
drawings A and B, each of these eight featur.es has been
used-<and used only once. That is, A contains four of the
features and B includes the complementary four. Finally,
none of the features which make up A are present in B

and vice versa.

Before we begin each problem, I will select one of the

eight features—-]that i‘s, one of male, fema smile, frown,

one, two, circle, or square--without telling you which one

“it is. Your challenge wilk be to discover within 12 )

attempts which feature I have in mind by performing the

following task. On each attempt, you will be presented

P

with a page similar to this example. Your task will be

% to identify the drawing~-by saying "A" or "B"--in which

you suspect this "mystery feature" is displayed. For

example, if you suspected that the mystery feature was
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. that there were two figures iq thé drawing, you would say
"B" because in the example it is drawing B which contains
two figures, A sﬁows only one. Or,Mif you suspected that :
the mystery feature was the feature male, you would s;y
"A" because drawing A shows a man whereas B shows womeh.
After you have gueséed A or B, I'will tell you whether
or not the‘mystery feature appears in the drawing you .
have identified. An answer of "yes" means that the
myﬁterﬁ feature ig_;isplayed‘in the arawing you selected.
_An answer of 'mo" means that it gccurs in the other (that

is, in the drawing you did not pick). Once wé have

.

completed an attempt we will go on to the next one and

cannot look back at earlief ones, After we have completed

all 12 attempts, I q%%} ask you to name the mystery

feature and we will céi;inue on to' the next problem. In
total,lthere are four problems, each consisting of 12

‘at{émpﬁs. . : . ’
One final aspect. ﬁefore you state your guess on each

atteﬁpt; please ratelbefween zero and ten how confident

you are .as to whether or not you wii; be correct or

incorrect. As shown on the scale, ; zero indicates "certain

failure''-~that you are 100% sure you'll be wrong. A ten ‘ '

means "certain success"--or that you are 100% sure you'll

.

Tt

be right. I'll record all of -your answers on this sheet.

. Do you have any questions? Fine; let's begin.
A standard predetermined schedule of correct solutions (one figure, circle,

“two figures, circle) was employed for all participants. Four practice trials

+

- - . ‘ ‘




‘9 : precedéd the first 12-trial problem.

Fiveimeasuées‘wgre derived f?om the concept formation task: (5) total
‘appropriate expectancy shifts (i.e., increases in expectancies of success
following success and decreases following failure), (b) total inappropriate
expectancy shifts (i.e., decreases following success and increases follow-

ipg failurel, (c) final expectancy of success, (d) number of correct

7

~ solutions, and (e) total trials to criterion (criterion = four comsecutive
correct solutions). Partipants' causal attributions to skill, effort, task

cps ‘ . > .
difficulty, and luck (9-point scales) for their performance on this task

were also obtained.

. 2. Self-report measures. These included the Beck (1967) Depression

Inventory (BDI); the Rotter (1966) Internal-External (I-E) Locus of Control

Scale; the Health Locus of Control (HLC) Scale (Wallston, Wallston, Kaplan

3

& Maides, 1976); and the Coopersmith (1967) Self Esteem Inventory (SEI).

3. Helplessness ratings were obtained from hospital staff, family

members or close\friends, and the participants them§e1ves. Hospital staff
_members and significant others each provided three types ofyratings: (a)
locus of control and tendency to cope actively with frustrations were
indicated by the sum of their responses along 9-point scales (ranging

from not at all to definitely) to three questions ("If something is up-

setting ‘or disturbing [patient's name |, how likely is he/she to do some-
4

thingfabout it; that i§, to try to alleviate the problem?" "How much

does [patient's name] realize that when he/she is upset by somecthing or

' 1 .

event, that he/she can act to do something to alleviate his/her discomfort;
!

that is, tha? he/she can do something to make the situation less of a

%

_problem?", "Does [patient’s name] seem to believe, in general, that he/she

i

1
1
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can control the things that happen to him/her in life?"); b) depression
was indicated by the product ;f the rater's estimate—of the frequency
of depression in the participant ("What percentage of the time does
[patient's name] seem to be sad or .depressed?", response = actual per-

centage reported) times an intensity rating ("How strong or intense are

these feelings of depression?", 9-point scale rangfhg from not very intense

. . e - '
to very intense); and c¢) self-esteem was indicated by the rater's response

to a single item ("How does [patient's name] feel about himself/herself in

general: good and worthy or bad and worthless?", 9-point scale ranging

+

from worthless and bad to worthy and good). Participants' respoﬁses (aléng

)

a 9-point scale ranging from strongly disagree to strongly agree) to two

items--"These days I feel like I just can't do anything" (to reflect the
cognitive deficit characteristic of helplessness and depression) and "These
days I feel like I just don't want to do anything" (to reflect the moti-
vational deficit)-~were multipiiea to produce a self-rating of helplessness:
All of the materials employed in Study 1 have been included in Appendi% A.

®

Experimenter-Interviewers

. Two experimtenter-interviewers were employed. A bilingual research

~

associate conducted 17 assessments (these included all of the 14 French=~

speaking participants). The writer conducted the remaining 53.

Procedure

A standardized interview assessment procedure was employed. A
number of cognitive, somatosensory, neuromuscular and autonomic nervous °

system functions are impaired in patients suffering ESRD due to the accumu—
£ il

lation of uremic blood toxins (these deficits are reversible, however, by

hemodialysis; Teschan, 1979). Thus, in the case oﬁldialysis,patientsnall

data were collected while participants were undergoing dialysis to minimize
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the possibly confounding influences of fluctuations between dialyses. For
staff-hospital and self-hospital patients, the experimental materials were
administered over three (typically consecutive) sessioqg. Each assessment

'

session required approximately 45-60 minutes. The quieter environment of

A3

a private residence enabled home dialysis patients -to be assessed in one
session which‘usually required;about 2 hoursé All postf}ansplant patient;
were interviewed while hospitalized for, a standard annual check-up and, as
iﬁ the case o£4th§ home dialysis group, these assessments were completed
in one 2-hour :E;sion. In the cases of persons cgnsentiﬁg to participate,

3

neéded demogfaﬁhic and mediéal information was first collecged after which
the assessment was initiated. All ;easures were administe;ed verbally by
thé interviewer and in a random sequence. Hospital and‘faﬁil& ratings were
obtained once all interactions with a patient had been completed.
lResults

The data analysis strategy was first, to perform preliminary validity
checks; second, to reduce via principal-components analysis the 16 separate
measurei)5§ helplessness an@ dépression td*a.smaller, more tractable number
of factors; third, to select a subset of demégraphic and medical variables

. .

whose potentially confounding effects could be statistically controlled;
fourth, to test ;he tGB families of helplessness hypotheses; and fifth, to
assess the hypotheses regarding the probability of transplant and stability
of transplant factors. Finally, the interrelationships among helplessness,
locus of géntrél, and depression Qere explored. An additional series of
analyses was performed to verify the uniformity of these results across th;

16 individual measures.

Validity Checks

The assumption that perceived control over dialysis varies because of its
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mode of delivery was supported by a l-factor (Type of Dialysis) ANOVA:
applied to participants' self-ratings along this dimension: F(2,42)=5.89,
P& .006. Examination of the 95% confidence intervals revealed that staff-
hospital patients (M = 4.4) experienced significantly less control over
their treatnwnf than either self-hospital (M =5.9) or home (M = 6.2)
dialysis patients. Perceived control over eight nondialysis life dimen-
sions did not differ between di;lysis (§_='39.0) aﬁd posttransplént
(M = 40.8) pattents, héwever £(68) ;-—i.OB. All participants were fully
aware of their life-threatened status as revealed by their responses to

. \ . 3 i - - . .
a 7-point scale which inquired about the implications of treatment

unav%;lability (ranging from nothing at all would happen to I would get

yery'éiak and definitely would die; dialysis M = 6.98, posttransplant

M = 6.92). Dialysis patients appeared to sﬂare their nephrologists'
expectations regarding the probability of receiving a transplant within the
upcoming year, r(43) = .44, p<.00L. |
Analyses of partipants' causal attributions for concept formation task
performance revealed that effort (M = 6.9 on a 9-point scale), skill
(M = 5.8), and task difficulty Qg~= 5.8) ail were considered to be important
determinants: Luck {g = 3.3) was regarded as less important. Partici~
pants viewed their performance on this task as similar to that of "most

people " (M = 5.3) on a 9-point scale ranging from much worse to much better)

and considered the task to be of moderate relevance to "success in other
aspects of life" (M = 4.7 on a 9-point écale). Three findings questioéed
the validity of this task as ah indicator of helplessness, however. First,
since the expectancy shiffts and problem=-solving measures have been pro;osed
as measures of éhe cognjtive deficit characteristic of learned helplessness

(Gregory, Chartier, & Wright, 1979; Seligman, 1978), these measures would
8

o

o
13
o
nliarhe s nd ok e [ERp—— T e Y S P S ST N «tul«)uw—?ln—hb;m PO
|
4
, T




———

#

+

be expected to correlate significantly with the other measures which were

collected of locus of control, depression, and subjective feelings of helﬁ—

,

lessness. Yet only nine out of 40 possible of these correlations were sig-

a
.

nificant and these were internally.inconsistent. Second, appropriate and
inappropriate expectancy shifts correlated positively with each other,

. v

5(6'8) = .47,.-2('0005. Third, none of participants’' causal attributions

for performance on this task was significantly related to any of the five

'

concept formation task measures (as tested via a series of regression

analyses)-. B ”

© S

Finally, since data were collected in two languages, ‘by two inté?%iéwers,

from patients on a variety of ‘potentially mood-influenting medications

o

b} ' S
(e.g., antihypertensives, immunosuppressives, hormome supplements) and_
- .

receiving treatment at four separate hospitals, these four factors were

explored as potential sources of hias. No consistent pattern of relation- °

ship emerged, however, among any of these variables and the depengent
measures and their inclusion in the initial covariate predictor set had no

effect ‘on the results obtained (i.e., the significance of aii;z tests
, ~ - f .

remained unchanged). They were thus omitted from the analyses £€§orted below.

Data Reduction via Principal-Components Analysis

' Statistics descriptive of the 16.separate measures of helplessness and
depression are presented in Table 2 and the varimax rotated final solution
of a(principal-components analysis applied to these data appears in Table 3.

Six principal components (PCs) were extracted, collectively accounting for
® »

-
a

69.0Z of the variance in the raw.data set; Variables whose squared loadings
equaled or exbgegﬁg 50Z of’ the corresponding communalities were viewed as
important “in interpreting and labeling the final solutioni. The first princi-

‘pal component to be extracted, PCl, was labeled depression; EC2 was termed




Table 2 S 1

Descriptive Statistics: 16 Measures of Helplessness and Depression

‘ 9
‘ Minimum Maximum
P - . Variable . ‘ M SD Observed“Observed j
’ / ’ : Value Value
\ °
r"/Beck Depressin Inventory 7.9 5.6 0 25
7 .
/ .
. ! Self-Esteem Inventory ’ 19.3 3.7 8 25
t > - " - .
I-E Locus of Control 9.0 3.4 . 2 16
Health Loc¢us of Control 38.9 8.6 18 55
, Appropriate Expectancy Shifts i 25.8 ) 20.8 0 145
Inappropriate Exp:actancy Shifts 8.7 9.0 0 38
Final Expectancy of Success -~ 7.8 3.3 0 10
Trigls to Criterion . ©39.4 7.9 20 48
Number of Problems Solved ( 2,5 T 1.4 0 A
_ Hospital Rating 1: Locus of Control 20.2 - 5.8 6 27
> Hospital Rating 2: Depression 150.9 145.2 1 600
Hospital.Rating 3: Self-Esteem 7.6 1.6 1 9
Family Rating 1: Locus of Control 20.9 5.1 7. 27
R
' \ Family Rating 2: Depression -~ 150.2 . 185.3 5 891
) Family Rating 3: Self-Esteem . 7.6 2.0 . 1 9
Self-Rating of Helplessness o 20.6 17.4 3 77
i
I -
[
/ . .
1
. . .
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Table 3

I

Principal-Components Analysis of 16 Measures

of Helplessness and Depression

7

N

42

Variable Principal Components 2
. ) T 2 3 4 5 7% &

Beck Depression Inventory - 67 05 ~-23 -16 =26 28 68
Self-Esteem Inventory =40 31 27 35 35 14 60
I-E Locus pf Control 16 10; 15 =43 =64 11 66
Health Locus of Control 313 26 06 -06 76 79
Appropriate Expectancy Shifts 13 -11 20 77 -09 -16 69
Inappropriate Expectancy Shifts £13 =01 -03 81 04 15 70
Final Expectancy of Success —-48  ~45 05 24 -19 -14 55
Trials to Criterion | ) 04 91 =05 -05 -05 03 g4
Number of Problems Solved -07 -88 17 02 -02  -15 83
Hospital Rating 1: ILocus of Control -02 -18 47 07 —Oé -71 “"77
Hospital Rating 2: Depression 60 12 -48 -19 20 il 69
Hospital Rating 3: Self—Estet‘am -13 -17 80 14 13 =05 72
Family Rating 1: Locus of Control  -11 =05 20 =17 65 33 62
Family Rating 2: Depression 30 04 -61 03 -16" =-09 50
Family Rating 3: Self-Esteem 13 18 36 ~-15 59 -28 63
Self-Rating of Helplessness 84 04 -10 19 -09 -01 76
Eigenvalue 3.78 2.05 1.60 1.35 1.16 1.11

% Variance Accounted for 23.6 12.8 10.0 ’8.4 7.2 6.9

"Note. This table presents the varimax rotated solution.

)

Total variance

accounted for = 69.0%. Loadings of variables considered in interpreting

"




each principal component appear in italics. Decimals have been omitted

from all reported factor loadings and communalities, PCl = depression;

PC2 = concept formation task problem-solving performance; PC3 = significant

others' impressions of the participant's mood; PC4 = concept formation

o
task expectancy shifts; PC5 = generalized locus of control; PC6e= health

locus of control.

73

-
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concept- formation task problem~solving performance; PC3 was gignificant

others' impressions of the participant's mood; PC4 was expectancy shifts

(concept formation task); PC5 was genéralized locus of control; and PC6

was health locus of control.

Findings: Helplessness and Depression in ESRD

The six helplessness and depression PCs were analysed via a series of

regression ana1y§es as earlier outlined. Quantitative experimental factors
; \

(e:g., perceived control over dialysis scores) were entered directly into
the design and the results have been reported in terms of their associated
partial correlations. Qualitative factors (e.g., objective control was .
operationally defined in terms of type of dialysis or posttransplant
‘patient status) were represented by effects-coded variables; and interactions
were representedjby the partialed products of earlier entered factors. These
results have been reported in terms of the F ratios derived from their
associated increments inlgz. Unless otherwise indicated, all statisti;al
tests are one-tailed. Two setd of analyses were conducted; one correspond-
ing to each of the two families of hypotheses (i.e., dialysis-specific and
dialysis and posttransplant combined; cf. Figure 1).

L)

Covariate selection. Any demographic or medical variable which corre-

lated significantly with two or more PGs was included as a‘covariate. This

criterion identified five covariates: age (imyears), number of previous

- ~

(unsuccessful) transg}&g;g,/pﬁigiggi status (rated by attending staff), an
index of socioecnomic status (which combined occuggtion and education); and
intelligence (estimated‘by the combination of the Information and Picture

Completion subtests of the WAIS and the Wechsler Memory Scale Visual Repro-

. %
+duction subtest, which taps memory for designs and was included in an

i

attempt to control for the potentially confounding effects of differential

'
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levels on this ability on concept formation task performance). Their relation~-
ships with the six PCs are reported in Table 4.

ot

Dialysis and posttransplant combined. In overview, the results did not

support the reformulated learned helplessness theory of depression. Only two
of the six PCs—-depression (PCi) and generalized locus of control (PC5)-—-were
significantly associated with the experimental factors and the pattern of

results even within these two proved inc‘onsistent with the theory. Only per-

ceived control over eight nondialysis life dimensions was significantly related

" to the depression PC and the locus of control PC correlated more consistently

with the stability of causal attributigms rather than their internality.

The hieraréhicalvanalysis revealed that only perceived control over eight
nondialysis life dimensions contributed significantly to depression (PCl),
partial‘ r(60) = -.51, p<£.001 (Table 5). Lower levels of perceived control
were assoc\iated with greater depress}.on as indicated by participants' scores on
the following measures: BDI, partial r(60) = -.32, p<.001; SEI, partial r(60)
= .28, p«£.02; concept formation task final expectancy of' success, partial r(60)
= .35, p<£.005; and self-ratings of helplessness, partial r(60) = -.52, p<.001.
Curiously, the depression PC scores failed to correlate significantly with
attributional style, yet the indivi@gglﬂla;lzgii of p:rticipants' BDI scores
revealed a significan‘t association in the expected direction. Greater
depression as measured by the BDI was associated with a bias to attribute

negative outcomes more than positive ones to causes which were internal,

partial r(59) - :-.23, p £.04; stable, partial r(59) = ~+24, p £.03; and

global, partial r(59) = -,31, p&.0l. The hierarchical analysis for the

a
¥

generalized locus of control PC identified attributional style1 as the sole
3

significant contributor, F(3,57) = 5.70, p .01, but the relationship

obderved did not confOrm to the helplessness theory. The individual vari-

\

ables which loaded on this PC correlated more tonsistently with a bias to

-




Table 4 e

{
4

Product-Moment Correlations:

Covariates with Six Principal Components

Principal Components

Variable

1 2 3 4 6
Age 28 29
Previous Transplants 31 -22
Physical Status =31 23 )
Socioeconomic Status Index ;23 25 -37
Intelligence L =39 34 =22

3

Note, Only significant (p¢ .05) coefficients have been included. Decimal

points have been omitted, N =70, PCl = deEressioﬁ; PC2 = concept formation

task problem-solving performance; PC3 = significant others' impressions of

the participant's mood; PC4 = concept formation task expectd'ncy shifts;

A

PC5 = generalized locus of control; PC6 = health locus of control.

bR e e eewwRa e
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Table 5

Hierarchical and Simultaneous Regressions of Experimental Factors on

Components: Dialysis and Posttransplant Combined’

.
. ]

Six Principal

Experimental Factor

Priﬂcipal' Components
1 2 -3 4 5 6
- ¢

Covariates® F(5,64) 4.16% 5.13% 4.87%  ¢1.0 1.08 2.23
Type of Dialysis ws—Posttransplant

Patient Status F(3,61) - &£1.0. 1.14 1.77 1.39 3.61%* 2.64
Perceived Control over Eight Nondfalysis

Life Dimensions (A) partial r(60)* —.51%% .01 -.18 -—-.01 .19 !—.25*
Attributional Style (B) F(3,57) £1.0 21.0  £1.0 2.32 6700 £1.0
Expectancies (A X B) F(3,54) £1.0 1.67 1.64 1.0 £1l.0 £ 1.0
set” R? Change .24 11 .16 .18 .35 .20
Set F(10,54) 2.46% £1.0 1.57 1.21 3.32% 1.60

Note. Results for quantitative experimental factors have been reported in terms of partial cortelations.

Results for qualitative factors and factors represented by sets of variables have been reported in terms of
’ ’ 2

the F ratios derived from their associated increments in R . All statistical tests are one-tailed.
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R 7

PCl = depression; PC2 = problem-solving performance; PC3 = significant others' impressions of-. thé/‘partici-

1

pant's mood; PC4 = expectancy shifts; PC5 = generalized locus of control; PC6 = health locus of control.

N

a . . - . . . . .
Covariates included age, nonrenal physical status, number of previous transplant failures, socioeconomic

_status, and intelligence.

.
These are the results for the set of four experimental factors considered simultaneously.
*p £.05
- **24.01 I ‘\
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attribute negative outcomes more than positive 't;nes to stable causes (I-E:
partial r(59) = -.34, p£.003; family locus of control ratings: partial r(59) =
.28, p£.014; family self-esteem ratings: partial r(59) = .01, ns) rather
than to internal ones {-E: partial i(59) = -,20, _é<.06; famiiy locus of
control ratings: partial r(59) = .12, ns; famiiy self-esteem ratings:
partial r(59) = .35, p<.003).

Similar results emerged from the simultaneous regression analyses.
éignificant multiple correlations resulted only for tl:xe dep}-ession PC,
F(10,54) = 2.46, p £.05, and the generalized locus of control PC, F(10,54) =
3.32, p«.Ol. Significance tests of the Bs derived in the simultaneous
regression equations also confirmed the results of the hierarchical analyses.

Dialysis-specific hypot‘heses.z’“' None of the dialysis-specificfactors--

i.e., Type of Dialysis, Perceived Control over Dialysis, Attributions for
Control over Dialysis, or Expectancies for Future Control over Dialysis--were
significantly related to any of the six ’PCs (Table 6). Interestingly, per-
ceived control over dialysis did not correlate significantly with perceived

control over eight'nondialysis life dimensions, r(43) = .17,

Perceived stability of present patient status. Perceived stability of

current patient status--i.e., probdbility of transplant in the case of
dialysis and stability of present kidney function in transplantation--was
unrelated,to helplessness and depression. In the dialysis and posttransplant

patients combined analyses (Table 7) neither the perceivéd stability of

M 3

current patient status nor its interaction with dialysis vs. posttransplant

. patient status correlated significantly with any of the six PCs. Similarly

in the dialysis-specific analyses (Table 8) none of the staff- or self-rated
[ 4
probabilities of transplant nor the interaction of the latter with attribu-

tions for control over dialysis were related to helplessness and depression
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Table 6 /

Hierarchical and Simultaneous Regressions of Experimental Factors on Six Principal

Components: Dialysis~Specific i

v } ;‘
i e e S
gyperimental Factor Principal Components
L I 2 3 % 5 3
-~ . _ -
Covariates® F(4,40) 2.08 2.79% 4.72% 1.30 < 1.0 2.30
Type of Dialysis-F(2,38) <1.0 £ 1.0 2.00 1.86 <1.0 4.,65%
Perceived Control over Dialysis (A)
partial r(37) .09 -.04 .02 .18 .23 .00
Attribution for Control over Dialysis . 3 .
(B) F(3,34) Z 1.0 2 1.0 1.35 % 1.33 1.74 2.15
) | '
Expectancy (A X B) F(3,31) <1.0  1.27  £1.0 § 2.82 ‘1.0 <1.0
set® R? change - . Y11 .13 .14 .34 .20 .27
Set F(9,31) Z 1.0 {1.0 <1.0 2.09 z 1.0 - 1.77

Note. Results for quantitative experimental factors have been reported in terms of partial correlations.

’
LN

Results for qualitative factors and factors represented by sets of variables have been reported in terms

iy

of the F ratios derived from their associated increments in 52. All stiistical tests are one-tailed.
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PCl = depression; PC2 = problem-solving performance; PC3 = significant others' impressions of the

of control.

pagkicipant's mood; PC4 = expectancy shiftsy/PCS5 = generalized locus of control; PC6 = health locus

? ' -

’
’
/

aCovariates included nonrenal physical status, number of previous tramsplant failures, socioeconomic

.
. o

status, ‘and intelligence. ] . )

u

These are the results for the set of four experimenfal factors considered simultaneously.

*p < .05

T
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Table 7

Hierarchical and Simultaneous Regressions of Perceived Stability of Patient Status

Factors on Six Principal Components: Dialysis and Posttransplant Combined

Experimental Factor \ Principal Components
1 . 2 3 4 5 6

Perceived Stability of Present Patient

Status (A) partial xr(53) .08 -.33% ] -.21 .00 .12 —.iz ,
A X Type of Dialysis vs. Posttransplant * ,
Patient Status F(3,50) ‘ 2.63 £ 1.0 1.17 < 1.0 1.40 2.06
set? R? Change ‘ .07 .08 .06 .04 .05 08"
Set F(4,50) 2.08 1.90 1.50  £1.0 1.23 "1.78

|

b Lo ’
\ —

Note. Results for quantitative experimental factors have been reported in ter;s of partial correlations,
Results for the set of two factors considered simultaneously have been reported in terms of the F ratios

. . . . . 2, . L. . .
derived from their associated increments in R™, All statistical tests are one-tailed. PCl = depression;

PC2 = problem=-solving performance; PC3 = significant others' impressions of the particpant's mood; PC4 =

expectancy shifts; PC5 = generalized locus of control; PC6 = health locus of control.

®These are the results for the set of two experimental factors considered simultaneously. R ,/

*2(.05 - - .
H
\-? ’ ’ ’
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Table 8 .
Hierarchical and Simultaneous‘kegressions of Probability:of Transplant Factors on ‘
- Six Principal Components: Dialysis—Specific ) -
.. :
¢ ' \g‘} : \
Experimental Factor ) Principal Components
1 2 3 Iy 5 6
%  Physictan-Rated Probability of L o S ’
Transplant partiat r(30) -.21 -.06 —-.11 -.06 .10 -.02 .
Perceived Probability of Transplant (A)
partial r(29) Y -.11 .21 ¢ .01 .06 -.09 .28
1
A X Attribution for Control over
Dialysis F(3,26) ! <1.0 1.48 < 1.0 2.44 1.09 1.31
set® R? Change .10 12+ .06 .12 .10 .11
Set F(5,26) ‘ & <1.0 1.17  £1.0 1.50 < 1.0 1.31 o

Note. Results for quantitative experimental factors have been reported in terms of partial correlations. ‘
Results for factors represented by sets of variables have been reported in.terms of the F ratios derived
from their associated increments in g?. All statistical tests are one—tailed. PCl = depression; PC2 =

problem-solving performance; PC3 = significant others' impressions of the participant's mood; PC4 =

N expectancy shifts; PC5 =.generalized locus of control; PC6 = health locus of contrxol.
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(. as represented.by these PCs. These results were similar whether obtained
via a simultaneous or hierarchical strategy.

Helplessness, Locus of Control, and Depression

’ The dialysis and posttransplant combined analyses revealed that the

experience of uncontrollabi].;ity (i.e., low levels of perceived éontrol over
——— .
eight nondialysis life dimensq’.on’s) was significantly related to increased
‘depression. A similar patterﬁ of correlations was also observed between
the variables bwhich loaded on the depression PC (PCl) and external locus of
control as measured by the HLC and I-E scales. External healt-g locus of
control, for examplei was significantly correlated with scores on the BDI,
r(68) = .30, P< .006; self-rating‘g of helplessness“, r(68) = .26, p< .015;
™ hospital depressjoni ratidhgs, r(68) = .20, p<.05; and concept formation task
final expectancies of success, r(68) = -.23, p<.025. Similarly, externality
on Rotter's (1966) locus of control scale was,significantly associated with
scores on the BDI, r(68) = .25, p .02, and SEI, r(68) = -.32, p<.004.
-~ Finally, low levels of perceived control ove;r eight nondialysis life dimen-
| sions were significantly related to externality on+both the I-E, partial T (60)
= -.25, p£.025, and health, partial r(60) = -.37, p <.002, locus ;)f control °
scales. ‘i’hus, lower levels of pe‘rceived control over eight nondialysis life
. ) dimensioﬁs, external locus of control, and ifcreased depression all inter—
- . correlated significantly.
Discussi‘c':m
' The factors identified byfthe Abramson et al. model--objective control
(i.e‘., stgff-hosgirtal vs. self-hospital vs. home dialysis vs. posttransplant
patient staﬁrs},—pert:etved contro’i;_ggfler dialysis and eight nondialysis life
\ dimensionsz attributional style, and expectancies of future control (over

dialysxh and the eight nondialysis life dimensions)--~failed to account for

9
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helplessness and d?pression in a patient population for whom personal control
over a number of important life dimensions has been dramatically reduced
and who have differing amounts of control over their life-maintaining treat-
ments. No clear support for the reformulated model emerged from either family
of hypotheses--i.e., neither dialysis and posttransplant combined nor dialysis-
specific. 1In addition, new hypotheses about factors specific to ESRD (e.g.,
objective and perceived probabilitfeg of transplant), which were derived
from the Abramson et al. model, also failed to ;Fceive support, Paradoxi-
cally, the study's strongest positive finding might be interpreted as' support-
ive of the origiﬁéi learned helplessnass theory of depression (Seligman,
1975): perceived control over eight nondialysis life dimensions was inversely
related to depression (i.e., lower levels of perceived control were assoc-
iated';ith greater depression). N

Measurement of Helplessness and Depression

Interesting implications regarding the measurement of helplessness and

- depression may also be drawn from these results. The rat data package
included verbal reports, behavioral tasks, ratings g; significant others, and
psychometric results. In all, 16 separate measures were taken for each parti-
cipant and served as an important check against overgeneralizing from a

sing&e measure. This appears to have been particularly important in testing
the felationship between depression and attributional style. Whereas partici-
pants' BDL scores did correlate significantly with attributional style as
postulated by Abramson et al., this pattern was not replicated in'any of the
four other measures which loaded\gy the depression factor (PCl)--i.e., self-

L

esteem, hospital depression ratings, helplessness self-ratings, or‘Eoncept

formation task final expectancies of success. While the BDI is a standard

gelf-report measure of depression, there are at least three considerations .
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which suggest that it would be premature to conclude that its association
with attributional style provides strong support for the reformulated help-
lessness theory. First, it may be thag attrigutional style is associated
with depression only when the latter is measured by the BDI. Seligman et
al. (1979), for example, also found a consistent pattern of correlations
between attribut;onal style (using the same questionnaire as that used here)
and BDI scores; however, when depression was indicated by scores on the
Multiple Affect Adjective Check List (Zuckerman & Lubin, 1965), only two

of the six predicted coefficients reached significance. Similarly, Golin,
Sweeney, and Shaeffer (1981) reported.a theoretically cong}stent pattern of
correlations between college students' BDI scores and their Attributional
Style Questionnaire responses. The coefficients obtained were smaller in
magnitude, however, than those observed both by Seligman et al. (1979) and
in<the present study. Golin et al. also applied a cross—lagged)yanel corre-
lation analysis (Kenny, 1979) to these data but observed that only three of
the six cross—lagged correlation differentials predicted by the Abramson et
al. model were significant (these concerned the globality of negative
outcomes and the stability of both positive and negative ones). Moreover,
Pasahow (1980) reported that a correlational analyéis revealed no relation-
ship between BDI scores and participants' attribution ratings (measured in
the same fashion as by the Semmel et al. Attributional Style Questionnaire)
for their performance on a helplessness pre-treatment task although the
_latter successfully induced the performance deficits characteristic of
learned helplessness in a subseq;ent anagrams task. Second, and perhaps more
basic, is the fact that very little is known about the vaiidity and other

psychometric properties of the Attributional Style Questionnaire. Finally,

contrary to the Abramson et al. reformulation, the present data revealed that
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attributional style--and more specifically, internality=-was not signi-
ficantly related to self-esteem. In sum, there would seem to be no strong

support for the relationship between depression and attributional style.

Interestingly, the six PCs which were extracted corresponded to three

. independent categories: alééﬁgression, including self-report (PCl) and

ratings by significant others (PC3); b) locus of control, including general-

ized (PC5) and health (PC6); and c) coﬁcept formation task, including

problem-solving performance (PC2) and expectancy shifts (PC4). Typically,
expectancy shifts and problem-solving performance have been employed to
reflect the cognitive deficit characqgristic of learned helplessness and
depression (Gregory, Chartier, & Wright, 1979; Seligman, 1978). These
measures would thus be expected to correlate significantly with¥the other
\measures which were collected of locus of conFrol, depression, and subject-
ive feelings of helplessmess but they did not. Moreover, appropriate and
inappropirate expectancy shifts correlated positively with each other,
Finally, none of participants' causal attributioﬂs to skill, effort, task
difficulty, or luck were significahtly related to their concept fogmatizr
task performance as has been assumed by both the locus of control (Seligman,
‘1978) and causal stability perspeétives (Weiner, Nierenberg, & Goldstein,
1976). These results are consistent with recent research which has
.questioned the validity of éxpectancy shifts and problem—solving performance
as universal indices of helplessness and depression (McNitt & Thornton, 1978;
0'Leary, Donovan, Krueger, & Cysewski, 1978; Sﬁolen, 1978; ‘Weiner et al., (J
1976; Willis & Blaney, 1978; Wollert, 1979). N\
What, then do these variables represent? In the case of problem~ l

solving performance (PC2), participants who were more intelligent, higher

in socioeconomic status, and younger in age were more successful in this task

-
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(cf. Table 4). Thus, concept formation task problem—-solving performance in
a noncollege population may reflect general intellectual and educational
levels rather than the associatiye deficit resulting from an expectancy of
response~outcome independence. In the case of expectancy shifts, the
same individuals who displayed relatively large appropriate shifts'also
exhibited a greater number of inappropriate shifts. These measures may
simply reflect the participant's motivation to solve problems,lwith more
highly motivated individuals generally exhibitlng greater shifts--appropriate .,
and inappropriate. No other study appears to have examined both appropriate
and inappropriate expectancy shifts concurrently. Future research can make
a valuable contribution by developing valid and more direct indices of help-
lessness which reflect more than simply depression and/or locus of control.

‘

Prevalence of Depression in ESRD

EY -
Depression does not appear to represent an unavoidable psychological

reaction to ESRD. In fact, very few participants could be classified as
clinically depressed (M BDI = 7.9, SD = 5.6, range = 0-25) although this is

. : . Ao ®
most likely an underestimate since the selection criteria included only

patients who vere in good nonrenal health and who were ajready established
within a treatment modality. Higher levels of depression are probahly
prevalent among a number of subpopulations: e.g., patients in $ery poor
health or suffering complications, patients éxperiencing traumatic transi-
tions such as those which occur just prior to the onset of maintenance dialysis
or during the rejection of 'a transplanted kidney. Nevertheless, the fact

that only mild depressions were reported by participants threatens neither

the internal nor external validity of the study since the helplessness theory

maintains that the same flow of events is respoﬁsible for depression uniformly

across the continuum of severity. In addition, the vast majority of human

\\

-
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helplessnessfst;dies performed to date have employed individuals whose
self-reported depressions were equivalent to the levels observed in the
present 'ESRD sample. One minor limitation of th? present study might be
the absence of '"direct" estimates of participants' expectancies of future
control (e.g., using the same 7-point scale aé was used to measure their
perceived control over dialysis and eight nondialysis life dimensions)
as oppased to the Perceived\Control X Causal Attributions interaction term
which was employed. This issue will be addressed in Study 2.

In attempting to account for the development of depression in this

¥

population previous research and clinical o?servations have focussed on the
helplessness and hopelessness implicit in EéRD and life on maintenance dialysis.
However, this work has generally failed to take into account a variety of
potentially confounding influences which were controlled in the present
study (e.gp, age, intelligence, socioeconomic status, general health, transr
plantation history). The pre;ent results (cf. Table 4) indicate that vari-
ability among patientéyalohg several of these dimensions may be important in
the development of depression in‘ihis population. Moreover, the, fact that
dialysis and posttransplant Patients report;d equivalent amounts of perceived
contrel over eight nondiély;is life dimensions would appear to suggest that
control over dialysis contributes little to patients' perceived control over
life in general, despite the life-maintaining role played by this treatment
and its centralityiin their daily lives. It may be that patients isolate
or  exclude from their percéptions of life.in general those experiences which
occur while they are on dialysis. Consistent wich this interpretation were
the_findings that a) perceived c;ntrol over dialysis did not correlate signi-

’

ficantly with perceived control over eight nondialysis life dimensions, and

‘

° ‘ N

T e . - e T st e a e L i i st lgeebie s aes g (e = s et o g % o
' f

-




j

5
| 3
] - i}
3

\

X

}

=

61

b) perceived control over eight nondialysis life dimensions--but rot control

over dialysis per se--was significantly correlated with both depression and

Al

locus of control (generalized and health).

It might firther be speculated that ESRD patients actually exclude a
variety of illness-related experiences from their overall experiences of life
in an attempt to cope wi%h the psychological threats posed by this' chronic

and life-threatening disorder. This issue has broad implications for the

gnitive mediators of stress (Averill, 1973) and will be explored

study of

in Study/2 from the perspectives of psychological differentiation and coping
theorigs. Before progressing to these. new data, however, it would seem appro-
priafe first to examine briefly the interrelationships among helplessness,
lofus of control, and depression evident in the present data.

elplessness, Locus of Control, and Depression

ﬁr Consistent with previous research (e.g., Abramowitz, 1969; Calhoun, Cheney,
& Dawes, 1974; Hiroto, 1974; Lefcourt, Hogg, Struthers, & Holmes, 1975;

Pittman & Pittman, 1979; Prociuk, Breen, & Lussier, 1976), both the experience
of uncontrollability (i.e., low levels of perceived control over eight non-
\dialysis life dimensions) and an external locus of contro} were associated

with ihéreased depression. Whilg the expectancy of response—outcome inde-~
pendence (i.e., external locus of control) may account in part for thé sigpi—
ficé;t correlation between perceived control and depression, the relatively
low m;gnitude of these correlations would suggest that a more complete
explanation is required. -Bandura's (1977a) distinction between efficacy and
response-outcome expectancies, for example, may provide additional explana-

tory power. Bandura defined an outcome expectancy as an individual's estimate

N s

of the extent to which a given behavior is capable of producing certain out-

comes. Thiswould appear to be the same as helplessness theory's expectancy
A

&
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of response-outcome contingency OT controllability as well as Rotter's (1966)
construct of internl-exte;nal locus of control. An efficacy expectancy, on
the other hand, wa; defined as the .conviction that one can successfully execute
the behavior required to produce a given outcome. Thus, depression may also
be the consequence of low efficacy expectancies which are formulated on the |
basis of an ongoing evaluation of ome's current strengths and weaknesses.
Within the present findings, for example, older patients who had experienced
a higher number of tranSplant‘failures and who were in poorer nonrenal general
health were more likely to be depressed. The present data actually permit a

preliminary test of this hypothesis and so this will be explored briefly before

proceeding to Study 2.

-
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COGNI;].‘IVE DETERMINANTS 01“~ HELPLESSNESS AND DEPRESSION: A SOCIAL LEARNING
THEORY REINTERPRETATION

Althbugh Study 1 failed to support the Abramson et al. (1978) attribu-
tional reformulation, the fact that the perception of limited control over
important life dimensions was associated with both increased depression and
an external locus of control is consistent with the central premise of help-
lessness theory. As indicated, however, these findings are also consistent
with a large body of research and theory regaréing Rotter's (1966) locus of
control construct. Both perspectives have proposed that the cognition of
uncontrollability is associated with ;pcreased feelings of helplessness and -
depression. Moreover, both perpectives have mgintained that this belief
evolves from one's objecéive.lé;rning history (i.e., direct experience; cf.
Abramson et al., 1978; Rotter, Chance, & Phares, 1972; Zuroff, 1980). But
the cognition of uncontrollability need not derive exclusively from direct
experience. Indeed, Bandura's (1977b) social 1e;rning theory posits that-

both direct and vicarious experience are important ?n the evolution of human

behavior and affect. It is the information value of such experiences which

is considered to be the "active ingredient"--by ?nforminé ind}viduals of
"what they must do to gain beneficial outcomes and to avoid punishing ones"
(Bandura, 1977b, p. 18). The experience of uncontrollabilfty in helplessness
and depréssion might thus be interpreted within the social learniqg theory

perspective as a personal conviction that one is incapable of gaining important

pren

beneficial outcomes or of avoiding important negative omes. Any experience

.

which contributes—-directly or vicariously--to such a belief would be pre~
dicted also to contribute to increased feelings of helplessness and depression.

Recent laboratory studies by Brown (1980), Brown and Inouye (1978), and

De Villis, De Villis, and McCauley (1978) have, in fact, demonstrated the
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vicarious induction of typical learned helplesspess problem-solving deficits.
In each of these studies, participants who received a pretreatment im which

they observed a model who was similar to themselves fail at a standard task
t

(e.g., anagrams, hand shuttle task) which the ﬁﬁtticipant was subsequently
to perform evidenced reduced persistence, fewer correct solutions, and Lower
expectancies of success than did individuals who a) observed the model succeed,
b) observed a model who received no feedback about his performance, or c)
observed'no model at all. Moreover, Langer and Benevento (1978) have demon-

strated the induction of a helpless effect with no prior exposure to uncon-

trollability. Relative to individuals who received a superior label ("boss™) s

those Qho were given an inferior label ("assistant”, "worker") showed a
significant performance.decrement by attempting to solve fewer problems on a
task (word hunt, mathematical problems) with which they had had prior success.
Demonstrations of the vicarious induction of helplessness have been inter-
preted as evidence that both efficacy and o;tcome beliefs contribute
importantly to'the cognition of uncontrollability and i;s associat;d feelings
of helplessness and,depression (Bandura, 1980; Brown,;1980; Brown & Inouye,
1978). More direct evidence that efficacy beliefs contribute to helplessness

deficits was provided by the Browh and Inouye (1978) study.’ Problem-solving

persistence (i.e., the number of seconds for which a participant continued

in his attempt to solve an insoluble anagram) correlated positively and
~ s

significantly with expectancies of success (efficacy). Moreover, the magni~

tude of these correlations increased reliably as the experiment proceeded=--

i.e., as the participants gained experience in performing’the anagrams task.

Although bothefficacy and outcome beliefs are considered to be

*

important to adaptive coping and-the sense of psychological well;being, the

A

situation in which one holds weak efficacy but strong outcome expectancies--

oHe et e Y amedatt midwe (Mhatow agu y e P S e

o —




- 65
e.8., a firm belief that an impprtant life event is controllable but)a weak
belief in one's personal ability and/or skill to exert such -control--was
identified as particularly likely to induce negative mood states such as
helplessness, depression, and low self-esteem (Banéura, 1978a). In this
situation, Banhura suggested, negative moods are induced as a result of the ‘
individual 's negative self-evaluation which, in turn, occurs via\social
comparison in tespon;e to the joint experience of weak efficacy a%d strong
outcome beliefs. Bandura further posited that no other combination of efficacy
and outcome expectancies is capable of inducing these effects: e.g., the joint
experience of weak efficacy and weak outcome expectancies was hypothesized as
most likely to induce the relatively neutral feelings of indifference and
resignation. Thus, an Efficacy X Outcome interaction was predicted.

From a social learning theory perspective, both the locus of control and
helplessness literatures have indicated that weak outcome expectancies are
solely responsible for increased feelings of helplessness and depression.
Social learning theory, on the other hand, has maintained that both outcome
and efficacy beliefs contribute importantly to the induction of these negative

;
mood states., It/was reasoned that the I-E and HLC locus of control measures
collected in Study 1 might provide indices of participants' outcome expectan-
cies regarding life in general and health, respectively, whereas perceived
conttol scores might be reinterpreted as indicants of their perceived self-
effiéacz. Two families of hypotheses were derived: one regarding life in
generdl and a second regarding health, In each case the prediction was that‘
¢

the joint experience of weak efficacy ané strong outcome expectancies would
be associated with higher levels of helplessness and depression and .lower °

levels of self-esteem than all other factorial combinations of these two

factors (i.e., an Efficacy X Outcome interaction).

o PR, FIoT SN canx cadn @k o U - s N L I
s
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Materials
Rotter (1966) I-E locus of control and Wallston et al. (1976) HLC scores
were employed to indicate outcome expectancies regarding life in general and
health, respectively. Both of these scales are scored in the external
direction and so stronger outcome expectancies are reflected by lower scores.

Participants' self-ratings of perceived control regarding the life dimensions

of work, recreation, spcial relations, psychological need satisfaction,

material need satisfaction, and community and civic activities were summed to

indicate perceived self-efficacy regarding life in general. Similar self-

ratings regarding diet and "how well yoy feel physically" were summed to indi-

cate self-efficacy regarding health: The Efficacy X Outcome interaction was
represented by the partialed products of these measures (i.e., I-E X Self-
Efficacy for life in-general; HLC X Self-Efficacy for health). Depression and
4
The self-ratings of helplessness constructed in Study 1 were also included.
Results

Once again, an hierarchical multiple regression data analytic étrg&egy
vas employed and the order in whick experimental factors were enteredi}nto
the regression equation was established a priori. Relevant background vari-
. ables-~i.e., age, general nonrenal healEL, and number of previous EransplanF
failures--were controlled statistically by entering them initiall} after which
outcome (i.e., locus of control scores), efficacy (i.e., perceived control

socres), and the interaction term (i.e., thé Efficacy X Outcome partialed

'

products) were each entered in a forward stepwise fashion (Cohen & Cohen,
1975).

Consistent with the social learning theory reinterpretation, the efficacy

1

and outcome measures each contributed significantly and uniquely to the three
W .

.- r

self-esteem were Indicated by the BDI (Beck, 1967) and SEI (Coopersmith, 1967).

o
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dependent variables. Weak efficacy and-weak outcome expectancies were
as;ociated with greater subjective feelings of helplessness, increased
depression, and low self-ésteem. Thus, with regard to life in general,
perceived control (efficacy) scores were significantly related to parti-
cipants' scores on the BDI, partial £(64)b= -.34, p£ .002; SEI, partial
r(64) = .22y pL.036; and self-ratings of helplessness, partial r(64) = -.52,
P «£.0005. Participantg' I-E (outcome) scores correlated significantly with
their scores on the BDI partial r(65) = .26, p<.017, and SEI, partial r(65) =
-.31, p£.005. Iz the case of health, only participants' self-ratings of help-
lessness correlated -significantly with- perceived control (efficacy) scqres,
r(64) = -.24, p<£.028. HLC (outcome) scores were significantly assoc@eted with
scores on the BDI, partial r(65) = .25, p {.02, and seif—ratings of helpless-

H

ness, partial :1;(651 = .20, p<«.05.
/

The results failed to support Bandura's (1978a) predictiomn, however,

”

regarding the Efficacy X Ogtcome intergction effect on the negative moods of

'
helplessness, depression, and low self-esteem. None of the six predicted
interaction terms (i.e., 2 families of hypotheses X 3 depgadent variables) was
significant. e

‘ Discussion .

As predicted by both the helplessness: and locus of contrpl perspectives,
weak outcome expectancies were associated with increased depression and low
self-esteem. Howevér; the social learning theory construct of sélf~efficacy
added significant explanatory power. Lower levels of per;eived self-eﬁficacyl
regarding a va;iety of life dimensions were associated with greater subject-
ive feelings of helplessness, increased depression, and lower self-esteem.

Moreovef, consistent with the social learning theory reinterpretation,

efficacy and outcome cognitions each contributed independently to these
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negative mood sta::;}ﬁ ' ' , ) |
> The results did not support Bandura's (1978a) hypothesis that weak

Ay

~sgfficacy and strong outcome expectancies interact to induce the negative ,

.

mood states of “helplesspess, depression, and low self-esteen, hv,‘ver. The
4 - 14

predicted Efficacy X Outcome interaction effect was uniformly nonsignificaht
across the six specific test® which were performed. Yet, rather than refuting
Bandura's (1978a) analysis in its entirety, these results might best be inter--

preted as calling for a revision: the data are consistent with an additive
r

o

rather than nonadditive model of the relationship between efficacy and out-
> .
come expectancies as they relate to helplessness, depression, and low self-

esteem. This, in turn; would- suggest that the contribution to depression ‘
. .

made by the individual's harsh self-evaluation (i.e., the mechanism by means
»

of which Bandura postulated that the Efficacy X Outcome interaction induces

-

negative moods) may also represent-an independent depressogenic f§dtor. It
may glso be, however, tﬂat these determinants become independent of each » 1
other only after they have evolved through an initjal developmental phasevof“—*‘”'-‘\~j—
reciprocal interaction and det;yminism (Bandura, f97éb, 1981; Gong-Guy &
Hammen, 1980), an hypothesis which .can be tested adequately only via a-loagi-
tudinal research design using Bandura's microanalysis technique (1980).

F‘The data also offer support for Eéndura's (1977a, 1978a) claim that é
efficacy expectancies are moré important than are outcome expectancies in
determining the degrée to which an' individual will pérsist in his efforts to

3 .

cope. Whereas only health-specific outcome expectancies (i.é., HLC scores)
L » 3 ’ ) 0 . - ‘\ :

were significantly related to subjective feelings of helplessness, both self-

efficacy (i.e., pérceived control) measures correlated significantly and in

*  the expécted direction with feelings of helplessness.

° .
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.

Finally, in addition to supporting the validity of the efficacy vs. out-

come distinction (Bandura, 1977a), these results are consistené.with the hypo-
thesis”that the significant negativéacorrelation observed in Study 1 between
‘pgrceived control and depression derives from both efficacy and outcome
beliefs; Further research into the psychological meaning of perceived control
over importaq% 1ifé dimeniions would therefore appear to be indicated: e.g.,
does this factor actually reflect response—outcoag\éxpectancies, perceived
self-efficacy, or does it reflect some other construct such as quality of life,
rate of reinforcement, pessimism; or a combination of some or all of these?

Is it a cause; effecf; or independent‘poncom;tant of depression?

. Psychological sources of perceived control were explore& in Study 2

as part of a larger investigation of cognitive stress mediation from the

perspectives of psychological differentiation and coping theories. The focus

oijthe research was shifted, however, to include normal positive and negative
moods since Study 1 indicated that the prevalence of clinical depression is

relatively low in ESRD. Once again, information was also collected regarding
, a wide range of meédical and demographic background variables and their conptri-

v

v - v
.butions to patients' emotional states were explored. Also as in Study 1, an

hierarchical multiple regressjon/correlation design was adopted in ¢rder to
P -
assess the explanatory power of the psychological factors regarding mood in

an ESRD pat%gnt popuiation over and ahove that afforded by relevant back-

ground information. -t

AN

.
.
\ N . . \
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STUDY 2: POSITIVE ’AND NEGATIVE MOOD IN END-STAGE RE‘NAL DISEASE
Several pf the findings reported in Study 1 were consistent with an
hypothesis thaé ESRD patients may isolate or exclude illness-related exper-—
iences from their overall experiences of life. Low levels of perceived

-control over eight nonillness life dimensions (e.g., work, recreation, social

relations), for example, were significantly associated with increased feel-
ings of helplessness and depression, external generalized locus of control,
- and external health locus of control. Yet patients' perceived control over
their treatment (hemodialysis) was not. Mobreover, pgrceived control over
dialysis did not correlate significantly &ith perceived control over non-

illness life dimensions. Patients may construe their situations as if they

, .
. have two lives--an illness-specific life and a nonillness one--as a means
3

)
of coping with the psychological threats imposed by this chronic life-

threatening disorder. .

A;\Iaﬁicated, the question of whether individuals isolate illnessy

, Trelated experiences from their overall experiences of life has broader impli-

cations for.the study of cognitiqg'mediators of stress. Particularly rele-
&

vant to this issue is the construct of psychological differentiation which

rélate§ to the ‘degree to which exper%ence is analysedtaﬂd structured” and is
measured in terms of’ﬁhe number of semantié categories or dimensions typically
-used to evaluate one's gxperiénce (Kagan & Kogan, 1970; Langer, 1970; e
\ Witkin, Goodenough, & Oltman, 1979). Post&lqted as a stable individual differ-
encé%gvafiable, increasing differentiation is associated with greater self-
nonself segregation, specialization of psychological functions, and discrete-

- ness of experiences (i.e., a general tendency toward 'keeping things separate";

Witkin et al., 1979). .Thus, relative to ESRD patiénts characterized by low

#
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levels of psychological differentiation, more highly differentiated patients
would be expected to distinguish more clearly betwegr; illness-related and

nonillness life domains. But the relationship between psychological differ—‘-
entiation and coping is not a simple one. Whereas one's relative degree of

differentiation has direct implications for the diversity of experience, it

has no direct bearing on the effectiveness of coping or adjustment (Haan, 1977;

Loevinger, 1976; Witkin, 1965). The interaction of psychological different-

N

iation with relevant situational factors, however, may have important impli-
cations £or psychological well-being given the widely endorsed view that both
coping and its effectiveness are the products of a Person X Situation inter-
a:.cion (Averill, 1973; Baum, Fisher, & Solomon, 1981; Haan, 1977; Pearlin &
SchoOler, 1978).

A potentially critical situational factor relevant to chronic patient

populations, in general, and to ESRD patients, in particular, is the intru-

siveness of the illness and its treatment: 1i.e., the degree to which an ill~
ness and/or its treatment interfere with the patient's daily life. Whilé a
number of researchers have speculated about the importance of this factor in
discussing the emotional impact of chronic and life-threatning illnesses, none

e
appear to have explored its contributidn empirically. 1In the case of patients'’

”

-

emotional reactions to ESRD, for example, researchers and clinicians have
frequently speculated about the negative emotional impact of such intrusive
illness~specific }actors a; patients' dependencies on medical technology and
personnel, the large amo‘unt of time required for treatmentl, economic burdens,
travel limitations, and stringent dietary and fluild-j,rﬁx;:akve restrictions ’
(Czaczkes & Kaplan De-Nour, 1978; Fo‘rd & Castelnuovo~Tedesco, 1977; Levy,

1978; Reichsman & McKegnay, 1978). However, none appear actually to have

attempted to measure the emotional impact of these importantcstress‘ors directly.

-
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Rather, investigators seem to have focussed simply on the prevalence of nega-
tive mood states and, upon observing elevated levels, have reasoned backwards
{
that these are due to the intrusive ESRD-specific factors,-\
\

All other factors being equal, the intrusiveness of an illness and/or
its treatment is hypothesized to exert a negative emotional impict since
increasing i;ltrusiveness limits one's opportunities to engage in valued
activities. 1In the case of ESRD and the treatments currently employed in its
management, a naturally occurring "objective" continuum of intrusiveness might
include (in descending order of intrusiveness): a) hospital hemodialysis (with
staff-hospital dialysis pos§ibly more intrusive than self-hospital), b) home
hemodialysis, ¢) continuous ambulatory peritoneal dialysis (CAPD), and d)
successful renal transplantation. An individual's gercei;red degree of intru-
siveness, however, may vary widely from this "objective" continuum and so both
factors shoul\d be evaluated. Nonetheless, these are predicted to covary and
actual and perceived intrusiveness are both predicted to reduce patients'

o .

positive and increase negative affect. Moreover, one's degree pf psychological
differentiation is predicted to interact with the intrusiveness--actual or
perceived--of ESRD andl its treatment in determining mood: ‘i.e., increased
diféerentiation is hypothesized to mitigate the negative emotional impact of
intrusiveness. It is unlikely that ESRD and/or its treatment would continue
to interfere at a uniformly high level across dimensions of life experience as

‘

the number of dimensiohs increases. Thus, ESRD patients characterizgd by

¢

relatively low levels of psychological differentiation whose illness and/or

its treatment are highly intrusive are expected to display the lowest levels

of positive and highest levels of negative mood. Relatively highly different-
iated patlents for whom ESRD and/or its treatment are relatively nonmtruslve

are hypotheuzed to express the highest levels of positive and lowest levels of
5

4
©

3
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negative mood. Individuals falling between these two extreées are predicted
to display intermediate levels. Moreover, the degree to which one's illness
aFd/or its treatment limit opportunities to engage in valued activities is
h£pothesized to be an important determinant of perceived control over life in
general. Thus, the major finding of Study l1--4 strong negative correlation
between perceived control over eight nonillnessdlife dimensions and depression--
may actually be explained in terms of psychological differentiation, intru-
siveness, and their interaction. - ,
-
Finally, Study 2 presented an opportunity to replicate and extend some
of the findipgs of Study 1 regarding-fhe relative contributions made by ill-
ness-related and nonillness life experiences to positive and negative mood.,
Thus, three families of hypotheses guided Study 2. These focussed on: a) the
impact of psychological differentiation, the actual and perégived intrusive-
Qess of ESRD and/or its treatment, and their interactié%s (i.e.; the Differe;t-
iation i IngrusiVenéss model) upon patients' positive and neéat;ve affective
states; b) the impact of the Differentiation X Intrusiveness mo&el upon ESRD
patients' perceived control over nonillness life dimensions and the possi-
bility that this é;del may explain the negative correlation between perceived
contrél over nonillness life dimensions and depression; and c) the hypothesis
that patients may isolate or exclude illness~related from nonillness life
experience as é means of coping with the psychological threats imposed by
ESRD an? its treatment. '
' Method
Subjects

Dialysis and posttransplant patients from' three local hospitals parti-

cipated. Three background variables were identified in Study 1 as relevant

v
“

. . | .

e
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to negative mood states in the ESRD population: age, general nonrenél health,
and number of péévious transplant failures. Consequently participants w;re
sampled so as to insure the wideat pdssible distribution of these variables.
Participants ranged a) from 19-68 years of age, b) from 0-2 previous trans-—
plant failures, and c) from very poor to very good general nonrenal health.
Finally, only patients who were well established within their particular‘/
treatment modality were included. In the case of hemodialysis and CAPD
patients, this criterion included only individual& for whom the initiation of
treatment and/or related training had been completed within no less than
three months.3 For posttransplant patieﬁts, this criterion included only
individuals whose trénsplants had been performed within no less than one year.
Given these constraints, a sample of 35 hemodialysis (including 14 staff-
hospital, 12 self-hospital, and 9 home dgalysis), 10 CAPD, and 25 posttrans—
plant patients consented to participate (N = 70). Nine patients (11.0%)
declined to participate; however, they were not d1sproport10nately distributed
across the various patient groups,?t (&)( 1, p».05. Relevant demographic and
medical descriptive statistics are presented in Table 9.

Experimental Factors

I
N

- Experimental factors were operationally defined as follows:

1. Demggfaﬁhic and medical status., The following were obtained for each

participant: age, sex, marital status, Social Network Index (Berkman & Syme,
1979), education, occupation, annual family income, religious affiliation,
primary renal disease, sudden vs. insidious onset of renal failure, family
history of renal disease, numger\of previous transplant failures, medications,

number of dialyses and humber of hours of dialysis per week (hemodialysis

patients only), number of years and/or months on dialysis (hemodialysis-and

¥

v

\‘\‘

CAPD patients only), and number of years posttransplaht (posttransplant patients °
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’
-Table 9
Deémographic and Medical Descriptive Statistics
Variable . Hemodialysis .
" Staff- Self- CAPD ° Post~ Total
Hospital Hospital Home transplant Sample
‘ (n=1.4) (@=12) (@=9) (n=10) (n=25) (N = 70)
Sex® = Female (n) 6 5 5 5 8 29
N 1
- Male (n) -8 7 4 5 17 41
age® () © 43,9 36.5 43.4 56.2 36.2 41.6
SES Index® (M) 12.0 10.9 . 12,8, 9.1 10.7 11.0
Defensivenessd (_b_i) 17.0 15.8 . 17.1 16.8 12.5 15,2
Organ stfunction p
Scale” (M) 3.9 2.8 2.3 2.2 0.7 2.1
‘ Previous Tgansplant ' . ‘
. Failures™. (M) . 0.6 0.3 0.0 0.0 0.2 0,2
. :
Years on‘Dialyé\isg M 5.0 2.2 3.4 1.7 - 3.2
' Yeaks Post- - ) .
transplant (M) = -9 - - 6.0 6.0
* Present Kidney . B . . * ‘
Function® (M) - - - - 1.4 1.4
N .

Note. CAPD =.Continuous Ambulatory Peritoneal Dialysis.

. “«f(&) = 1,97, p%.05.

i ~

Pr(4,65) = 5.31, p&.001. -

CSocioeconomic status ((sES) was reflected by a 'composite score which combined

indices of educational, occupational, and family ificome levels (range =

CoL 0-20). F(4,65) = 2.55, p {.05.

.
!
i
i
¢
i
i
\

; : pefensiveness vas assessed via the K scale of the MMPI. _F_‘(4,\65) = 3.25, £<'017'

"

e
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¢

®This scale assessed general nonrenal physical status. Higher scores /

reflect poorer health, F(4,65) = 8,23, P_(;OOOI. .

tr(4,65) = 2.76, p<.03s.

8F(3,41) = 6.98, p<.00L. \
hCurrent level of transplanted kidney function was rated by attendiné

staff along a 5-point scale, ranging from 1 = normal,/ to 5 = severe chronic

rejection. Lower ratings, therefore, reflect healthier levels of function.

"
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N

only). It was suspected that the global 5-point physician rating of nonrenal

health (very poor to very good) which had been employed in Study 1 might con—

found behavioral functional indices of health (whigh might also be influenced
by mood) with strictly medical indices (i.e., "organ dysfunction"). A
medicglly more detailed Organ Dysfunction Scale was thus constructed and
employed to indicate participants' general nonrenal health status. The MMPI K
scale was also administered as a measure of defensiveness (Dahlstrom, Welsh,

& Dahlstrom, 1972).

2. Differentiation of life experience was assessed by a standard card

sort method (Glixman, 1965; Kagan & Kogan, 1970; Scott, 1962)., Participants
were presented with a deck of 12 7.5 cm X 6.25 cm cards on each of which was'
printed one of the f0110wing aspects of life, i&entified as important to per-—-
ceived ‘quality of life (e.g., Andrews & Withey, 1976; Atkinson, Blishen,
ngnstern, & Stevenson, ’1977; Campbell, Converse, & Rodgers, 1976; Flanagan,
1978; Michalos, in press): work, financial security and material need satis-
faction, recreation, family and marital relations, other socjal relationms,
sex, self-%'ﬂe/ssion, feligious &xpression, community and civic acti;.'ities,

health, diet, and "your illness and its treatment". Participants were

instructed "simply to put together “into groups those aspects of 1life which*aeem
to you to belong tbgether" (th‘e‘ instructions reported by Glixmam, 1965, were
administered). The reciprocal of the number of groups of cards generated was
employed as an index of differentiation. Lower scores thus represent greater

differentiation. ’ N

3. Intrusivemess. Separate measures of “objective" and perceiveéd intru-

siveness of ESRD .and/or its treatment were obtained. Objective intrusiveness
was defined in terms of the participant's treatment modality. In decreasing

order of intrusiveness, this included: staff-hospital, self-hospital, and

i
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expected control, and importance. .
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home_ hemodialysis; CAPD; and posttransplant patients. Hospital staff and
significant others (e.g., family member, close friend or relative) also pro-
vided ratings of the degree to which the participant's "illness and/or its

treatment interfere with other aspects of his/her life" along a 7-point scale

" (ranging from not very much to very much). Perceived intrusiveness regarding

11 aspects of life (the same 11 aspects of life--excluding "your illness and/or
its treatment"--which had been included in thé differentiation measure) was
assessed by self-report. Patients were requested to rate "How much does your

illness and/or its treatment interfere with each of these [11] aspects of your
i w

life?" along 7-point scales (ranging from not very much to very much). These

were summed to provide an overall perceived intrusiveness score.

4. Perceived control was also obtained regarding the 12 aspects of life

.which were included in the differentiation measure. Patients were asked to
\

’

: - \ \ »
rate "How much control do you have over each of these [127] aspects of your
S~

‘1ife?" along 7-point \scgles (ranging fromwlittle control to a lot of control).
They were also asked to rate each of these aspects of life with regard to
expected control "in one year from now" (same 7-point scale) and to rate "How
important to you are each of these aspects?" (7-point scaie ranging from

not very important to very important). Two separate summary scores were then

constructed, first, by multiplying each of a) perceived (current) and b)

expected control scores times their associated importance ratings and, second,

N

by summing them to create separate overall perceived (current) and expected

control scores. Hemodialysis and CAPD patients were also asked to rate "the

o

dialysis; itself" along the ‘same three dimensions of perceived (current). and

1

Dependent Measures. ° v

Y

A series of 19 variables was selected to measure positive and negative

i

' s
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\
mood, overall life happiness, self-esteem, depression, and somatic symptoms
of distress. These included a variety of self-report measures as well as a
separate seriges of ratings by hospital staff and significant others. Similar
N s

measures have been employed previously as indicants of the sense of psycho-
logical well-being (e.g., Andrews & Withey,- 1976; Bradburn, 1969; Campell et
al., 1976; Costa & McCrae, 1980), 5

1. Self-report measures of affect included the short form of the Beck

Depression Inventory (BDI:SF; Beck & Beck, 1972); the Rosenberg (1965)
self-esteem scale (RSE); the Bradburn (1969) Affect Balance Schedule (ABS)

N ki

which includes separate positive (ABS-P) and negative (ABS-N) affect scores;
\
the depression (D) and vigor (V) subscales of the Profile of Mood States
(POMS: McNair, Lorr, & Droppleman, 1971; POMS-D assesseé negative mood whereas
POMS-V measures-positive moqg); and the Atkinson (1978) 1l-point rating of

- life happiness (ALH; ranging from very unhappy to very happy). Participants

\ also completed a specially constructed checklist of somatic distress symptoms
which included all of the somatic items from three widely. used psychiatric
self-rating scales (Derogati;; Lipman, & Covi, 1976; Kellner & Sheffield, 1973;
Langner, 1962).

2. Affect ratings by hospital staff and significant others were also

obtained. Staff and significant others each provided indices of participants’

positive and negative mood and somatic distress symptoms by completing the POMS-V,
4 \

A

POMS-D, and somatic distress symptoms checklist. Hospital staff also completed
the Hamilton (1967) Psychiatric Rating Scale for Depression (HAM-D) regarding
. Yeach partic¢ipant. In addition, staff and significant others each rated the

participant's self-esteem (7-point scale ranging from very low to very high)

and overall life happiness (5-point scale ranging from very unhappy to very

N
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+.' happy). All of the materials employed in Study 2 are presented in Appendix B.

" Experimenter-Interviewers

There were two experimenter-in;erviewers to assess the possibility of
experimentér-bias since data were obtained via interview (Rdsenthal & Rubin,
1978). A research associate conducted 15 assessments. The writer conducted
the remaining 55.

Procedure

A standardized interview assessment procedure was again employed and

~

hemodialysis patients were again interviewed while undergoing dialysis.

Assessments were completed in one session which required approximately 45

k)

minutes. In the case of persons consenting to participate, needed demographic
and medical information was first collected after which the assessment was

initiated. All measures were administered verbally by the interviewer and in

a random sequence. Ratings by hospital staff and significant others were

J—

obtained after the assessment interview .with the patient had been completed.

Results

Ll

The data analysis strategy was, first, to perform preliminary validity
-

L] ~

. checks; second, to reduce via principal-components analysis the 19 separate

measures of positive and negative mood to a smaller, more tractable number

.

of factors; third, to select a subset of demographic and medical variables
whose potentially confounding effects could be controlled statistically;

fourth, to test the Differentiation X Intrusiveness hypotheses regarding mood

v

and perceived control over 11 nonillness life dimensions; and fifth, to

A

replicate and extend the findings of Study 1 regarding perceived control over

illness-related and nonillness life dimensions, mode of treatment, and positive

and negative affect. An additional series of analyses was performed to verify

- -

[ . ’ ) ~ » - » . v "‘
the uniformity of these results across the 19 individual measures.

- ) l
. /




Validity Checks 81

A

A series of checks was performed to dssess the validity of the
operatio;:l definitions of intrusiveness and to assess potential experiment.er
expectancy effects or bias due to the facts that patients were sampled from
three different hospitals and were taking a variety of medications.

First, with regard to the objective intrusiveness continuum (i.e., the
mode of treatment variable), renal transplantation was construed as signifi-
cantly less intrusive than all four forms cq,f dialysis combined. As antici-
pated, the perceived intrusiveness rftings of transplantation provided by
hospital staff (M = 2.4), significant others (M = 3,4),and patients themselves
(M = 27.7) all were signéicantly lower. than the (corresponding ratings
regarding the four forms ?f dialysis collectively (y_s' = /4.1, 4.5, 33.3,
respectively), one-tailed ts(68) = 3.87, 2.19, 1.92, all ps£ .05, Surprisingly,

S~

however, the 957 confidence intervals revealed no significant difference among
. ta

the four modes of dialysis along any of these dimensionms.

Second, the validity of participants' perceived intrusiveness ratings
was supported by a series of significant correlations with related measures.
Greater perceived intrusiveness was associated with a) lower perceived contf‘ol
ove;: ESRD and its treatment, _1:_(68)"‘".25, jX 4 .02';-”'b) lower perceived control .
over dialysis, specifically, r(43) = -.41, p£.002; and c) higher ratings of
intrusiveness by hospital staff, r(68) = .36, p £.001, and significant others,
2(68) =‘.26, p {.02. Further, participants’ petceivedd intrusiveness ratings

|

ere statistically independent of defensiveness as indicated by the MMPI K

s

scale, r(68) = .06, pY.05. . .

Finally, no consistent pattern of relationships ‘emerged among the 19

: : ¢ . . |
dependent measures due to differences in. the interviewer who collected thé\

I
data, the hospital at which the patient, received treatment, or the type of

Y

medications prescribed. Moreover, the inclusion of the latter three factors
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in the initial covariate predictor set had no effect on the statistical

B

results obtained and so they have been omitted from‘the analyses reported

below.

Data Reduction via Principal-Components Analysis

Statistics descriptive ofithe 19 separate measures of positive and nega-—

. tive affect are presented in Table 10 and the varimax rotated final solution

-~

of a principal-components .analysis applied to these data appears in Table 11.
Six principal-components (PCs) were extracted, collectively accounting for

15.9% of the variance in the raw data set. Variables whose squared loadings

! a

equaled or exceeded 507 of the corresponding communalities were viewed as

important in interpreting and labeling the final solution., The first principal

component to be extracted, PCl, was labeled self-reported negative mood; PC2

o

was termed hospital rating of positive mood; PC3 was hospital rating of megative

mood; PC4 was family rating of positive mood; PC5 was self-reported positive

mood; and PC6 was family rating of negative mood.: *

A multitrait-multimethod analysis of the convergent and discriminant
validity (Campbell & Fiske, 1959) of these measures wa$ also conducted g‘iven
the emergence of separate positive and negative mood PCs for each of the .

three methods of measurement (i.e., self-report vs. hospital rating vs. family

. . . . 4 . N
rating). The analysis was applied to the six variables for which measures

—

were obtained via all three methods--i,e., positive and negative mood, self-

v LI

esteem, overall life happiness, somatic distress symptoms, and depression
(family ratings of depression were inadvertently omitted). The results
4

(Table 12) indicated evidence of moderate convergent validity insofar as the

correlations -between different measures of the same variable (i.e., the -mono—

ttait-heteromethod correlations; e.g., the correlation between BDI:SF and .
N . . ' »

HAM-D) were sfatistica].ly significant and psychologically meaningful (all

N \ 'x . N I3 o, -

e
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) ‘ Table 10
ks Descriptive Statistics: 19 Measures of Affect -
’ ! \ Minimum Maximum
Variable M SD Observed Observed
Value Value
N v

Beck Depression Inventory:

Short Forma; . ) 3.5 2.9 0
Self—.E‘steem Sc%ale 8.8 - 1.5 3
ABS-Negative I*!Iood ‘ - 1?4' 1.6 0
ABS-Positive Mood ' " 3.0 1.4 0
POMS-Depression s 7.2 10.5 0
POMS-Vigor 154 6.9 %o
Life Happiness T 7.8 1.9 3 *
Somatic Distress Symptoms. 7.3 6.9 ) 0
Ha.milt‘ n-Depressioﬁ o +6.6 ' 6.9 0
Hospital Ratin; 1: Self—Est;em 5.0 1.5 1
Hosg;ital Rating 2: POMS-Depression 7.7 9.7 0
Hospital Ratingl‘,B: POMS-Vigor 14.5 7.0 o 1
Hospital Rating 4: Life Happ.i.n_ess 3.0 0.9 1

j

Hospiltal Ratin/é 5: Somatic Distress "

Symptoms | . o 5.1 7.1 -0
Family Ratin; / 1: Self-Esteem 5.5 L4 1 ‘
Family/liatiné‘ 2: POMS-Depression - 7\5 8.9 ' 0
Family Rating 3: POMS-Vigor 13.7 5.9 1] '
Family Ratingxl»: Life Happiness : - 3.4 6.9 1
Family Rating S: Somatic Distress °

. Symptoms o 8.1 7.5 0

i

Note. ABS= Affect Balance Schiedule; POMS= Profile of Mood States.

aAccording to Beck & Beck (1972), scores of O-4= nondepressd; 5-7= mild

depression; 8-15= moderate depression; 1l6+= severe depression.

[3
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Principal-Components Analysis

11

of 19 Measures of Affect

84

Variables Principal. Components 5
1 2 3 4 5 .6 h
Beck Depression Inventory: 3 '
Short Form 60 -27 15 -20 -42 14 70
Self-Esteen Scale -46 12 -40 14 44 26 67
ABS-Negative Mood 77 -18 08  -27 4 09 7
ABS-Positive Mood 05 07 -21 13 8 02 67
PCMS-Depression »§9 -15 15 -07
POMS-Vigor -19 12 -04 05
Life Happiness -68 06 03 21
Somatic Distress Symptoms 58 07 32 -01 -08
Hamilton-Depression 19 =24 84 10 -12
Hospital Ratinél: Self-Esteen -08 92 -09 05
Hos;ital Rating 2: POMS-Depression 14 =53 70 -13 -05
ﬁospital Ratiné 3: POMS-Vigor -13 85 -07 06
Hospital Rating 4: Life Happiness -21 72 -35 11 ~04
Hospital Rating 5: Somatic \
Distress Symptoms 05 -~-02 87 ~-14 ~-17
Family Rating 1: Self-Esteem =22 12 07 89
Family Rating 2: POMS-Depression 22 -14 14 -50 -04
Family Rating 3: POMS-Vigor -06 -02 -01 33
Family Rating 4: Life Happiness =25 07 =24 16
Family Rating 5: Somatic
Distress Symptoms 13 -13 21 -15 =17
Eigenvalue 6.83 2.26 1.62 1.49 1.28 0.9
% Variance Accounted For 36.0 11.9 8.5 7.9 6.7




ve

(}il\.L\/ 8'5 .

Note. This table presents the varimax. rotated ‘solution. Total variance .
accounted for = 75.97. Loadings of variables considered in interpreting e
each principal component appear in italics. Decimals have been omitted

from all reported factor loadings and communalities., PCl = self-reported .,

negative mood; PC2 = hospital rating of positive mood; PC3 = hospital rating &

of neg‘afive mood; PC4 = family rating of positive mood; PC5 = self-reported

positive mood; PC6 = family rating of negative mood. ABS = Affectqular;ce

.

Schedule; POMS= Profilé of Mood States.

3
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Table 12

Multitrait—Miltimethod Matrix

s

Self-Report 1 2 3 4 5 6 7 8 * 9 10 11 .12 "13 14 15 16 17

1. Beck Depression -

2. Self-Esteem -55%

3. POMS-Depression  52*% -—34% y p :
4. POMS-Vigor -50%  36*% -23%*

5. Life Happiness =50% 39% -46=* 36*
. 6. Somatic Distress 50% -23% 54*% =31% -—48%

Symptoms . / . N
»  Hospital Staff Rating . =
7. Hamilton-
Depression 33% —43% 32% -27% -]9  46%
8. Self-Esteem ~35% 22% -16 13 18 =-05 -30%
9. ' POMS-Depression  43*% -35% 39% _—22% Q-ll; . 30% 72% ~54%
10. POMS-Vigor —=43% 25% -26%  26% ° 20% -13 =31% 74% ~51%

-11. Life Happiness _-30%  29% -36% 26% 25% -20% —56% G5k -g2%k 57%
12. Somatic Distress 30* -35% 22% -23% -13 43% 71% -14 63% —-19 -33%

6

Symptoms ;
Family Ratings ,
13. Self-Esteem —-35% 21% -19 06 18 19 17 22% =10
14. POMS-Depression 43*% =17 47% 22% -10 35% =22% =41% 31% -56% .

15. POMS-Vigor -35% 18

16. Life Happiness =-530* 38%

17. Somatic Distress 36* =~21%
Symptoms

-32% =17 05 -15 16 11 -22% 46% -38%
-38% —26% 14 -31% 26% 30% -37% 5% 1%  S5g*
48% 36% -15  31% —24% -30% 37% -28% -52% 2% —33%

T Fe by ¥ et A ek ke b

ERT

Note. POMS = Profile of Mood States

'

*p £ .05 - TN : :

o
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but two of these 18 coefficients were significant at the .05 level and

ranged from +.21 to +.50). However, little evidence emerged in support

of the discrﬁminant validity of the measures, The monotrait-heteromethod
2 . ?

correlations, for example, frequently failed to exceed the correlations

between two different variables which had been measured via different
methods (i.e., heterotrait-heteromethod correlations; e.g., the correla-
tion between BDI:SF and hospital ratings of self-esteem). Moreover, the
monotrait-heteromethod correlations also frequently failed to exceed the
correlations between two differeﬁt variables which had béen measured via
the same method (i.e., heterotrait-monomethod correlations; e.g., the
correlation between HAM~D and hospital ratings of self-esteem), indicating

a substantial component of method variance for several of the measures.

Covariate Selection

Any demographic orlmedical variable which cerrelated significantly with
two or more PCs was retained as a covariate. This criterion identified four

covariates: age, general nonrenal health status, defensiveness (indicated

"by the MMPI K scale), and an index of socioeconomic status (which cpg?ined

education, occupation, and family income levels). Their relationships with

~

the six PCs are reported in Table 13. -

Findings: Psychological Differentiation X the Intrusiveness of ESRD and/or

its Treatment

The six positive and negative affect PCs and participants' scores
regarding their perceived control over 11 nonillness life dimensions each
were analysed via a separate hierarchical multiple regression/correlation
analysis (Cohen & Cohen, 1975). Covariate variables were entered first into
the regression equation. Experimental variables were subsequently entered

in the following order: a) psyéhological differentiation, b) mode of treat-
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- Table 13 . Y
i -
( - Product-Moment Correlations:
Covariates with Six Principal Components \
, Principal Components \
Variable . 1 2 3 4 5 6 ¢
<
. .
Age -31 . 25 -29 ’
Organ Dysfunction Scale 44 -30 24
Defensiveness =40 , B 28
SES Index - 721 | .+ 330
* \ - "
1 e

Note. Only significant (p¢ .05) coefficients have been included. Decimal

®

points havzbeen omitted. N = 70. PCl = self-reported negative mood; PC2 =

hospital rgting of -positive mood; PC3 = hospital rating of negative mood;

-
PC4 = famégy rating of positive mood; PC5 = self-reported positive mood;

PC6 = family rating of negative mood.
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ment; c) perceived intrusiveness; d) the Differentiation X Perceived Intru-

siveness interaction; and finally, e) the Differentiation X Mode of Treat-

u

ment interaction. Quantitative experimental variables (e.g., perceived

intrusiveness scores) were entered directly into the equation; qualitative

~

variables (e.g., mode of treatment) were represented by effegts—coded

J

variables; and interactions were represented by the partialed products of
earlier entered variables. Results for quantitative experimental variables
have been reported in terms of their associated partial correlations. Results
for qualitativeﬂ variables‘ and sets of variables (e.g., the four-covariates)
have been reported in terms of tl;e F ratios derived from their associa};ed

increments in 52. Unless otherwise indfcated, all statistical tests, with

the exception of those regarding psychological differentiation, are one-tailed.

Positive and negative affect. As predicted, greater perceived intrusive-

ness of ESRD and/or its treatment was associated with decreased positive and
NS
N

increased negative mood (Table 14). Also as expected,' psychological different-

"iation failed to correlate with participants' affective states.’ Contrary to

-

-

prediction, however, the mode of treatment variable and the two interaction

terms did not contribute to participants’ moods.

The hierarchical regression analysis revealed that increased perceived
intrusiveness was associated with increased self-reported negative mood (PCl),
decreased self-reported positive mood (PC5), and lower hospital ratings of
positive mood (PC2). The corresponding analyses of the individual variables
loading on these three PCs provide a more detailed indication of these relatic‘)n-

ships (Table 15).

Perceived control over 11 nonillness life dimensions. As predicted, the

results indicated that perceived control over 11 nonillness life dimensions

was inversely related to the perceived intrusiveness of ESRD and/or its
¥

o
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Table 14

[l
.

Hierarchical Regressions of Psychological Differentiation X Intrusiveness °

-y

. ; //Experimental Factors on Six Principal Components -

Experimental Factors Principal Components
) ) 1 2 3 A 5 6
Covariates® F(4,65) . 4.79%% 1.10 4, 63%% 1.28 2.80% 3.99%%
Psychological Differehtiation (A% 4

partial r(64) ) c .17 .00 01 - .26% -.03 .02
Mode of Treatment (B) F(4,60) " 1.64 <1.0 £1.0 4.45%  £1.0 <£1.0
Perceived Intrusiveness (C) -

partial 2(59) : S37%* —-.21% .14 .00 -.23% .04
A X C partial r(58) ~-.24 .16 -.07 -.17 -.14 -.0&
AXB Eﬂ4,54) R 2. 1.0 1.17 1.30 . <£1.0 Z 1.0 2.24

s e

- . . . . ’ . f .
Note. Results for quantitative experimental factors have been reported in terms of partial correlations.

Results for qualitative factors and factors repﬁesented by sets of factors have been reported in terms of
the F ratios derived from their associated increments in 5?. All statistical tests with the exception of

+

those regarding Psychological Differentiation are one-tailed. PCl = self-reported negative mood; PC2 =

hospital rating of positive mood; PC3 = hospital rating of negative mood; PC4 = family rating of positive mood;

>
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»

-

PC5 = self-reported positive mood; PC6y,= family rating of megative mood.

a . , . . , -, .
Covariates included age, nonrenal physical status, defensiveness, and socioeconomic status.

*p g .05
*xp £ .01

AN

a——

o/
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Table 15 ‘ ;
{ . Partial Correlations Bétween Perceived Intrusiveness of ESRD and/or |

Its Treatment and Variables Loading :on Three Principal Components

»

Variable . Perceiveddlntrusivenéss
. ’ " partial "{:_(59)a
' s ABS-Negative Mood (PCl) 24* \ .
POMS-Depression (PCl) ‘ R YE o !
Beck Depression Inventory:
Short Form (PCl) 57%%%
Somatic Distress Symptoms (PCl) . 32%%k% )
Life Happiness (Pél) -27%% g ‘
Self-Esteem (PCl) o ’ : ) -11 ’
ABS-Positive Mood (PC5) . | -25%%
Poms-viéor (PC5) \\ '-24*
) HospiFal Rating 1: Self-Esteem (PCE) \ ., —25%% E :
. Hospital Rating 3: POMS-Vigor (PC2) ‘\ =27%%
. Hospital Rating 4: Life Happiness (PC2) | ~25%% , ’

3

Note. Decimals have been omitted. Principal components on which variables

loaded have been indicated in parentheses. PCl = self-reported negative mood;

PC2 = hospital rating of positive mood; PC5 = self-reported positive mood.

- . - ABS = Affect Balance Schedule; POMS= Profile of Mood States. N
| aAge, nonrenal physical status, defemsiveness, socioeconomic status, psychological
differentiation, and mode of treatment have been partialed out.
*p £ .05
*%p L .025

#%%p( .01
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treatment, partial r(59) = -.32, p<£.006, but unrelated to psychological
differentiation, partial r(64) = -.04, p».05. Also as observed in the pre-
ceding analysis, however, no evidence emerged in support of predictions

7o

regarding mode of treatment and the two interactions.

kY S

The possibility that the perceived intrusiveness of ESRD and/o;”its
treatment mgy contribute to the relatiomship that was observ;d in Study 1
between depression and perceived control over nonillness life dimensions was
explored(Qia an analysis of partial variance (Cohen & Cohen, 1975; Glass &
Stanley, 1970). Participants' perceived control scores were correlated with
each of the six PCs after controlling ftatistically for (i.e., partialing
out) their perceived intrusiveness scores ané the four covariates. The * .
strategy in performing these analyses wag to assess the degree of association
between affective states and perceived control over 11 nonillness life dimen~
sions’ both before and after taking into account the influences of perceived
intrusiveness. If a lower order b;t not its corresponding higher order
partial correlation were significant, then it might be argued that the relation-
ship reflected in the former is accounted‘forjlargely by the variable whose
contribution has been removed statistically in the latter.

As expected, perceived control over 11 nonillness life dimensions was
significantly related to both self-reported negative (PCl); r(64) = -.36, and
positive mood (PC5), r(64) = .31, both ps £.005, after controlling for the
four covariates, indicating that’ Tower levels of per;éived control were
associated with both higher levels of negétive and lower levels of positive
mood. Moreover, these relationships remained significant after perceived
intrusiveness had been partialed out in adqition, partial r(63)s = -.28 and

.25, respectively, both ps{ .02. Corresponding analyses of the individual

variables which loaded on thése PCs yielded a consistent pattern of results

~
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(Table 16). Hospital staff (PCs 2 and 3) and family ratings ®Cs lT and 6)
“~

were unrelated to participants' perceived control over 11 nonillness life

dimensions, however.

~ H

The hypothesis that ESRD patients may isolate illness-related from non- °

~

Do ESRD Patients Isolate Illness-Related From Nonillness Life Experience? ‘
illness life experience was explored by applying a multidimensional scaling |
analysis‘developed for nominal scale data (Takane, 1980) to the fesults of 1‘
the card sort task regarding 12 aspects of life. While the number of group—
ings generated by participants ranged from 1 to 9 (M = 4,3), only one dimen-—
sion was required to represent the 12 aspects of life, '2',2(242) = 491.49, p < .0001.

As indicated in Table 17, three identifiable clusters of life experience emerged, ‘

cérresponding to health, personal life, and social life.

Differential contributions of perceived control to mood as a function of

these three clusters of life experienée were subsequently explored via
analyses of partial variance. Separate perceived control and intrusiveness
scores were generated for each of the three clusters by summing the corres-
ponding ratings (in the case of the health cluster, the corresponding perceived

o

intrusiveness score influded only“participants' ratings regarding health and

diet). The results are reported in Table 18 where it canrbe seen that.each of
»the three perceived control scores contributed significantly to self-reported
mood both before and after controlling statistically for perceived intrusive-—

ness. In each case, low levels of perceived control were associated with

decreased positive and increased negative mood.

Replication of Additional Study 1 Findings Regarding Perceived Control L

Finally, the perceived control data collected in the present study

A
afforded an opportunity to replicate some additional findings of Study 1

{
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Table 16

Analysié of Partial Variance: Perceived Control over 11 Nonillness

Life Dimensions and Positive and Negative Affect “ . /\\(P\
Variable . partial _1:_(64)3 partial l.'_(63)b
N * |
PCl ~3p%%k% #-28%% ~———
ABS-Negative ﬁoo‘ﬂ (PC1) :-28** -22’f
POMS—-Depression (PCl) ~35&%% —26%% )
Beck Depression Inventory:

Short Form (PCl) =49*%% -539*** '
Somatic Distréss: Symptoms (PCI) i ~24% -14 5 f
Life Happiness (PC1l) 43%Kkk - 38%%

Self-Esteem (PCl) . 18 14
PC5 i - J1hkkk ‘ 25k
ABS-P;)sitive Mood (PC5) 33%%% 28%%
POMS-Vigor (PC5) 24%% 17

Note. Decimals have been omitted. Principal components on which variables
’ 3

loaded have been indicated in parentheses. PCl = self-reported negative mood;

PC5 = self-reported positive mood; ABS = Affect Balance Schedule; POMS = Profile

>

a . . . ,
The four covariates—-—age, nonrenal physical status, defensiveness, and socio-
economic status-rhave been partialed out.

A

bPerceiVed intrusiveness and the four covariates have been partialed out.
*p £ .05
*kp £.025

*kxp (_0'1 - s )

t
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coon T Table 17 S ©
v @ Mulqidimenéiongl Scaling Analysis of 12 Aspects of ﬂife Derived From \
' “‘ . " Card Sort Task Data
: Cluster ' Aspect of Life . Scale Values
AN - & ) .
b ‘
‘\i '7 . L]
| 1. Health ‘ .
R v | . . . . .
| | Health .45 :
{
X \ Diet . .45
] L - ESRD and its treatment .46 .
‘. 2. Personal Life . s
| i h ) ﬁ;r *
‘ Family and marital relatioms -.04
BN Sex -.09
i . \ . Self-expression -.07
P ’ ‘
- ‘w Work - -.01 .
Y ’ Financial security . .05
3. Sociml Life ' o ) f
- v 4 ’ 1
- i R
> \ Community and civic activities -.38
K 111 Recreation -.28
e . o= | , \
o \ Nonfamily social relations - -.28
- e \ } . o
" ’ ¢ Religious expression -.27
: Eigenvalue = 0,70, X2(242) = 491.49, p.¢..0001 _ , ¢
o < g\ v ©
e ’ ! 1
‘*‘ s L K] i

Pl
!
e
D

o
s I
w @ g
1 I
{ - -
i —
8 © o 3 o
. ¥ *
PR
3 g,' / N 1
o - ‘ b
.
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()

Analysis of Partial Variance:

Table 18

/
Perceived Control Over Three Clusters of Life-Experience and Mood

E2

|
|
|

Variable. Perceived Control Over
Héalth Personal Life Community Imnvolvement
partial partial partial partial partial partial - &
r(64)a r(63)b r(64)@ r(63)b r(64)a (63)b
PC1 : =27%% =24% =39k %% —4] %%k | =24% -20%
ABS~Negative Mood (PCl) ~20% . =17 -3 1% =32%x% -17 -14
,POMS-Depression (PCl) k‘—28** -23% ~35%%k% ~37%k% ~24% -21%* - ) =
Beck Dep}ession Inventory; -
= Short Form (PCl) =39k =34 %K% ~50%%x —45%%% ~37%%k% —34 hdck
Somatic Di;tress Symptoms (PC1) -14 B ) -09 —17’ -15 ~27%% =22% .
Life éappiness (PC1l) 42 K%k, 4Txk% L4 %%k 4L 5%k 2Q %%k 27%%
- Self-Esteem (PCL) o 09 10 26%% 26%+ 08 08
PC5 - i . 29%%% 27**; 31%x% 26%% 23* 22%
ABS-Positive Mood (PC5) 22% ) 19 35%k*% 31k&% 26%% 25%*
' 24% 22% 20%* 17 22% =20*% -

POMS~Vigor (PC5)
- »

Note ™ .Decimals have been omitted.

2

Principal components on which variables loaded have been indicated in
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bPerceived intrusiveness and the four covariates have been partialed out.

o

parentheses. PCl = self-reported negative mood; PC5 = self-reported positive mood; ABS = Affect Balance Schedule;

POMS = Profile of Mood States

5

%The four covariates--age, nonrenal physical status, defensiveness, and-socioeconomic status—-have been
4 .

partialed out. ° -

e

*< -65 ‘ )
**p £ .025 . -
*%%p £ .01 _— .

i
.
.

. : . - f
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reéardiﬁg perceived control. First, consistent with the results of Study 1,

petceivedféontrol over dialysis differed significant1§ as a function of mode

of treatment, }i(3,36)v= 7.07, p£.001, with staff-hospital hemodialysis

patients (M = 3.5) reporting significautly less control over dialysis than

self-@ospital (M = 6.2), home dialysis (M = 5.6), or CAPD patients, M= 6.2),
; N

as indicated by 95% confidence intervals. No other pairwise or complex

comparisdn of these means was significant, however. Second, and also con-

sistent with Study 1, perceived control over 1% nonillness life'dimensions

did not differ ;qong hemodialysis, CAPD, and posttransplant patients, F(4,65)

< 1. Thirdy perceived control over dialysis failed to correlate significantly

with any of the six affect PCs, as was opserved in Study 1. Fourth, the data

provided strong support for the assumption made in Study 1 that the expecta-

tion of future control is closely related to the perception of current control.

Participants' perceived (i.e., current) and expected control over 11 nonillness

life dimensions were highly\correlated,.£(68) = ,97, Eﬁ(.OOl. Fifth, and

in direct contradiction to the observation of Study 1, however, perceived

control over dialysis correlated positively and significantly with perceived

control over 11 nonillness life dimensions, r(43) = .52, p<£.001, and this

correlation remained unchanged despite partialing out theEmode of treatment

and perceived intrusiveness variablgas, partial r(39) = .60, p<.001. However,

Study 1 included‘only ESRD patients in relativeryxgpod nonreﬂql health, where-

as the particpants in Study 2 were sampled so as to include the widest

possible range‘along this important dimension. The discrepancy between the

twosstudies might\therefore be due to this difference in sampling strategy.

In fact,\these two perceived control scores failed to correlate significantly

when the coe

icient was recomputed in the subsample of dialysis patients

(n = 22) who scored below the median (Mdn = 2) on the Organ Dysfunction Scale,

e
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( t - Discussion

As predicted, increased perceived intrusiveness of ESRD and/or its

treatment was associated with self-reports of increased negative and

~

decreased positive mood, indicating that the extent to which a chronic i
|

. illness such as ESRD interferg§ with other, nonillness, life dimensions is an ,
. !
important contributor to patients' feelings of happiness and unhappiness.

Interestingly, however, the mode of treatment factor--i.e., the "objective"

o

index of intrusiveness--did not contribute to patients' moods, despite the

. fact that dialysis and transplantation, at least, were viewed as different-
- t

ially intrusive by patients, hospital staff, and significant others alike. -

\ | l
° Thus, it would appear that the objective differences in intrusiveness which

-

characterize these treatment modalities do not contribute importantly to

. patients’ perceptions of intrusiveness. That is, the simple f§cps that a)

one has reached\the end stage of renal failure and thus b) requires a more

ingensive form of medical care--regardless of‘whether it be hemédialysis, )

CAPD, or reﬂal transplantation--would appear to contribute importantly to

patients' overall perceptions of éhe intrusiveness of their illness whereas

differences among the various tréatment mogglities, themselves, would appear

to contribute only trivially, if at all, to these perceptions.

Consistent with previous research and theory (e.g., Haan, 1977;

. \\ Loevinger, 1976; Witkin ét al., 1979),.participants' moods were unrelated to

N \\Eheir levels of differentiation. However, the results failed to support the
h&gqgﬂbsis that the positive and negative affects experienced by ESRD
patients are determined by the interaction of Psychological Differentiation

X the Intrusiveness of their illness and/or its treatment.

Positive and Negative Affect in ESRD

A low level of depression characterized the present ESRD sample (e.g.,

- 2
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BDI:SF M = 3.5, SD = 2.9, range = 0O~11; HAM-D M = 6.6, SD = 6.9, range =
0-29). 1Indeed, participants appeared to report more positive than negative
moods (cf. Table 10). While these observations are consistent with the
findings of Study 1, they are at variance with the existing clinical litera-
ture which has concluded that the prevalence of pathological depfession in
ESRD patient populations is very high. Unlike the larger literature, however,
the pres;nt fiﬁdings have been obtained from a representative ESRD sample
and using a battery of objective, standardized, measures., In addition, a
number oflquasi-experimental éontrol§ were included. Collectively, these |
considerations support the validity of the conclusion that the prevalence of
clinical deéression is generally low among ESRD patients. .

Measurement of affect. The finding that positive and negative mood

states were statistically independent of each other is consistent with pre-
vious research which has concluded that these affects are more valid&y repre=
sented by two orthogonal unipolar dimensions than by a single bipolar one
(e.g., Bradbuirn, 1969; Costa & McCrae, 1980). Two other findings would appear
to be more disconcerting, however: a) separate positive and negativé mood PCs
emerged for each of the three methods‘Pf measurement (i.e., self-report vs.
hospital staff ratings vs. family ratings) and b) the multitrait-multimethod

Q

matrig indicated that several of these measures were contaminated by a large

»

component of method variance. Interestingly, only the self-report measures

yielded a consistent pattern of significant results in Studies 1 and 2,
despite the fact that similar collateral data were collected both times.
It may be that internal affective states are inaézgggibie\s? outgide observers--

even to those most intimate with a participant--and therefore cannot be

" assessed reliably via methods other than self-report (Rhem, 1976).

oY

-
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Perceived Control, Perceived Intrusiveness, and Mood \

Low levels of perceived control over nonillness life dimensions correlated
significantly with iﬁcreased depression in Study 1 and this finding was repli-
cated and extended in Study %. Similarly, the perceived intrusiveness of
ESRD and/or its treatment was identified as an important determinant of
patients' moods. Lower levels of perceived control over 1l nonillness life
dimensions and greater perceived intrusiveness each were associated with
significantly increased negative and decreased positive moods. Perceived
tontrol would appear to relate to beliefs regarding one's abilities to oébtain
positively vglued outcomes as well as to avoid or prevent negatively valued
ones (Abramson et al., 1978; Bandura, 19775). Given the resultg of Study 1
and its subsequent social learning theory reinterpretation, moreover, such
beliefs should derive from the individual's corresponding efficacy and out-
come expectancies. Perceived intrusiveness, on the other hand, would seem to
reflect the extent to which ESRD--or, in fact, any chronic illness--is per-
ceived by patients to interfere with or disruﬁt nonillness activities and
intérests. Patients may believe that a number of illness~induced bar}iers
make it more difficult for them to participate in valued activities or to
pursue important interests and, as a result, these may contribute to
increased perceived intrusiveness. In ESRD, such barriers‘might include the
threat of death, dependencies on medical machinery and personnel, econsmic
burdens, the large amount of time required for treatment, travel limitations,
and dietary and fluid-intake restrictions. Thus, whereas perceived control
may reflect the extent to which one feels capable of obtaining positive and

avoiding negative outcomes, perceived intrusiveness may represent the indi--

vidual's estimate of the degree to which this is reduced because of illness-

v
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induced barriers. In the case of hemodialysis, for exampie, patients often
indicated that they perceived themselves as having relatively high degrees
of control over nonfamily social relations because it was within their
power to select the individuals with whom they wished to socialize and they
often decided)on the activity to be shared with friends. However,(since
their treatments were most commonly scheduled on three evenipngs per week-and
they typically also wished to reserve one or two evenings per week for family
visits, they often indicated that their treatment interfered substantially
with this life dimension. ‘

The finding that paéients' perceived congrol and intrusiveness scores
correlated negatively and significantly with each other is consistent with
this interpretation. But it is also compatible with the competing hypothesis

v

of spuriouéness——i.e., that the contributions to mood made by the two per-

q

ceptions actually derive from a common third variable (Campbell & Stanley,

1963; Kenny, 1979). The hierarchical regression analyses and the analyses of
partial variance indicated collectively, however, that each of these two
relationships was unique and independent of the other. Moreover, each yielded
additional explanatory power regarding mood beyond -that provided by relevant
medical (general nonrenal health) and demographic variables (age, socio-

economic status) and defensiveness. ' . %

' Illness-Related Versus Nonillness Life Experience

Fipally, the hypothesis that ESRD patients may isolate or exclude illness-
related experiences from their overall experiences of life received partial
support. The multidimensional scaling analysis identified three separate
clusters of life experience--health, personal life, and social life-—ind;;‘
cating that patients do seem to perceive illness-related life dimensions as

independent of nonillness experience. However, the analyses of partial

o

e

-
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b
variance which subsequently explored the emotional impact of patients' corres-
ponding perceived control and intrusiveness revealed that all three clusters
were importantly related to patients' moods. 1In each case, lower levels of

N

perceived control were associated with increased negative and decreased

' \

positive mood after controlling statistically for perceived intrusiveness

and the four covariates. Thus, whereas patients discriminated between ill-
ness-related and nonillness life dimensions, both types of experience contri-
buted importantly to mood. These findings would appear to disconfirm the

hypothesis that illness-related life experiences are minimized as a means of

coping with the psychological threats imposed by a chronic illness such as ESRD.

Although ?erived from data generated by an ESRD patient population, the
findings of khe present research are easily applicable to a broader range of
individuals——e.g., physically disabled, diabetic, or geriatric patient popu-
lationg, among others——and this will be discussed in greater detail in the

next section.
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INTEGRATION, CONCLUSIONS, AND IPIPL%’.&ATIONS

There is a strong consensus that ESRD and its treatment by dialysis and
transplantation are highly stressful and that patients typically react ;ith
pathologically eleyated 1eveis of depression, characterized by inténse
feeliqgs of helplessness and:hopelessness. ‘Yet despite a plethora of hypo-
thé;es and published reports, few inferences may be drawn with confidence
from the existing\literature due go three serious weaknesses: a) no gontrolled,
systematic, survey of the inciéﬁnce and intensity of the depression experienced
’by ESRD patient populations appears to have been reported; b) the relationships
between depression and relevant medical and demographic background variables
appear mot to h?ve been explored empirically; and c¢) the relative importance
of psychological as compéfed 55 background variables has not yet been asséssed.

A =

The present thesis addressfd itself to these issues.

Depression and Mood in ESRD ft °

-

Two cros§—se¢tional studies were conducted and indicated a low prevalence
of clinical depression in ESRD patient populations. Although this finding is
clearly in contradiction to the extant literature, several considerations
support its validity and generalizability. For example, a relatively large
sample of ESRD patients was included (tota1.§ = 140 of whom 37 participated
in both of the two studies) and each of the three currently recognized
therapy modalities was represented--i.e., maintenance hemodialysis, CAPD, and §
renal transplantation. Moreover,.patients from four separate hospitals parti-
cipated and were sampled (in Study 2) so as to include the‘widest possible
ranges of relevant medical and demographi¢ characteristics. A multitrait-
gmltimethod measurement approach was adopted ané a battery of opjective "

and standardized measures of depression and mood was employed. Finally, the

potent%ally biasing influences of experimenter expectancy effects, mood-

-
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altering medications, and defensive response tendencies‘were evaluated and

" ~

¥
controlled statistically where necessary. Thus, it would seem reagonable

’

to assert that helplessness, hopelessness, and depression do not represent

the unavoidable psychdlogical sequélée of ESRD as has been claimed. Tremend-

ous improvements have been achieved In the technology and delivery of dialytic

and transplantation therapies over the past 20 years (Guttmann, 1979; Manis
& Friedman, 1979). As a result, these ways of life may no longer be as
stressful or uncertain as they were when the therapies were first introduced.
While early observers may have been accurate in reporting widespread and
clinically elevated negative mood states, the present research must firmly

[

conclude that this is no longer the case.

Re{iiionships with Medical and Demographic Factors

As indicated, researchers to daée appear not to have examined empirically
the associations between relevant medical and demqgraphic background variables
and mood in ESRD patient populations. The pre;ent research offered an initial
attempt to reverse this deficit by exploring the importance of several patient
characteristics, including age, marital status, social networks;'intelli—

: . <

gence, education, occupation, annual family income, religious affiliation,
general nonrenal health, primary renal disease, sudden vs. insidious onset of
renal failure, family history of renal failure, number of previous transplant
failures, number of dialyses and number of hours of dialysis per week, number
of years on dialysis or posttransplant, and defensiveness. In all, 18 demo-
graphic and medical characteriétics were explored and yet, surprisingly, omly

o

a small number of these contributed significantly to ESRD patients' moods.

However, as is apparent in Tablé 19, the interrelationships even among these

few variables and the affect measures did not yield a highly consistent

pattern across the two studies.




~

Table 19

Correlations Between Three Background Variables and Self-Reported Mood in Studies 1 and 2

-

- - o
Study 1 Study 2 ' i
. Variable Depression (PCl) Negative Mood (PCl) Positive Mood (PC5)
(Total sample) (Healthy Subsample) (Total Sample) (Healthy Subsample) (Total Sample)
N=70 n=33 N=70  ° n=33 R=70 ’
5 -
/o N
Age ~ 28% -48% -31% -09 ~29% .
A l‘ "~ . -
General Nonrenal .
Health® -31* 30% -11 -21 - 30% e«
Number of Previous . : ] *
Transplant failures. 31* 13 03 , 09 . p)
. —
Note. Decimals have been omitted. .
S =
aHigher values of this variable indicate healthier status. The algebraic signs of correlations between the -
Organ Dysfunction Scale and the two mood principal components {(Study 2) have been reversed, therefore, so
that coefficients may be compared more easily across the two studies.  ~ '
*p £ .05 &
o ’ ! e -
] .
A3 1
r (f ~
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Despite the different sampling strategies which characterized the two
/

studies, the patients who patticipated ihQStudy 1 were similar in age .

(M = 40.6, SD. = 12.6, range = 18—691;and number of previous transélant fail-
ures (M = 0.3, 8D = 0.6, range = 0-2) to those included in Stu?y 2 (age:

M = 41.6, SD = 13.9, range = 19-68; number of previous transplant failures:

"g = 0.2, SD = 0.5, range = 0-2).\ The two samples did differ censiderably in
general nonrenal health, however, Wher€as only patients in relatively good
nonrenal health were included inIStudy 1, Study 2 carefully sampled partici-
pants to obtain the widest possible range of this important dimens;on. “Yet the
discrepancies remained even when these’correlations were recomputed among only-
those étudy 2 participants who were comparable to' the Study 1 sample in non-

o

renal health (i.e., the 33 Study 2 participants who scored below the median on

~—

«

the Organ Dysfunction Scale). Thus, these discrepancies cannot ‘be accounted .
for by the fact that differeht sampling sfrategies were employed in Studies 1

and 2, '

«

Other discrepancies emerged as well. For example, patient characteristics

Ed

which were unrelated to mood in the present studies have been identified as

« important contributors in previous research: e.g., social networks (Guttmann &

. Binik, in press; Mueller, 1980) and sex (Amenson & Lewinsohn, 1981; Radloff & Rae

— 7 5

197%). Paradoxically, the two studies yielded more consistent results in
identifying background variables which appear to.be unrelated to patients'
emotions (e.é:, familifhiéiory of renal failure, sudden vs. insiéious onset
of renal ﬁhfi;re, number of years on dialysi; or'postiranspléntf’numbér of
di§%yées and number of hours on dialysis per week). It would seem imprudent;
therefore, to draw ;ny firm cénclqsions regarding the relationships between

medical and demggraphic background variables and mood in ESRD patient popula;

tions until further data are available.

3
°

-
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Oﬁe sérious problem to be overcome is that of obtaining homogeneous
research sampies since demographic and medical characteristics cannotxpe
. experimentally controlled or randomly assigneg. The most appropriate defense
again;t this difficulty would appear to be the inclusion of large numbers of
participants and, in fact, recent inyestigations have explored the epidemiology of
dépression and mood in samples in the range of 1,000-2,500 (e.g., Amenson &
* Lewinsoha, 1981; Radl?ff & Rae, 1979). Once a set of mood-relevant character-
) istics. has beey ide?tified ;;d replicate& in representative ESRD saﬁples, sib-

sequent research must jdentify their psychological significance. Chronological

age, for example, would not be considered as a primary explanatory variable'
since age-relgpgdvéhanges are not due solely to the passage of time. Rather,
a more satisfying explanation requires the identification of factors (e.g., .
stressful life events) which actually influence affect but which also require
the passage of time in order to occur (Baltés & Willis, 1977). Thus, while
g future investigations of the psychosocial impact of 'ESRD and ?thef chronic ¢

. life-threatening illnesses must continue to assess and conLrol quasi-experi-
mentélly for relationships among dependent variables andazgmple—relevant
background characteristics, no strong conclusions may be drawn regarding these
relationships in the laréer population until research such as that outlined
above has been conducted.

Psychological Contributors to Helplessness, Depression, and Mood in ESRD

Psychological factors contributed importantly to the helplessness, depressionm,
and mood of ESRD patients. Moreover, these contributions were unique and inde-
~  pendent of those made by relevant background variables.

(\/“

Perceived control and learned helplessness. In the first of -two studies

which focussed on the emotional significance of control;>the Abramson et al.
g

;1978) reformulated learned helplessness theory of depression was explored as

L3 K
~
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a psychologic_al explan?icn for the development of depression in ESRD. The
«situation faced by this patient population also provided a natprai setting
within which this hypothtsis could 'be tested as a .theoretical x;xodel of
depression since persomal control over a number of importa;It life dimensions
is severely limited in ESRD and patients have differing amounts of control

over their life-maintaining treatments. However, the attributional reformul-
- ¢ 0 }
lation proposed by Abramson et al. was not supported. Moreover, new hypo- ‘

I3

theses about factors specific to ESRD (e.g., objective and perceived probabil-

ities of transplant and their }nt:eraction with type of dialysis) which were

‘derived from the Abramson et al. reformulation also failed to gain support.

1

Paradoxically, the strongest positive finding of Study 1 is consiﬂstent with
the ortiginal learned helplessness theory of depr;.ssion (Seligman, 1975):

i.e., lower levels of perceived control over_ eight nondialysis life dimen-—
sions co;:related significantly with both increased depression and external

locus offcontrol (generalized and health). The magnitude of these correlations
. . .
was modest, however, and this was interpreted as suggesting that other psycho-
¢ /

logical factors in addition to the cognition of response-outcome indeperrydence

.

might contribute importantly to the relationship between depressiom and per-

. 4
ceived control. J

3 -

Perceived self-efficacy and outcome.expectancies. This possibility was .

exploredcpreliminarily by reanalysing somé of the data collected in"Study 1 in

.

terms of the social learning theory -distinction between efficacy and outcome

5 (8}

beliefs (Bafndura, 1977a). An outcome belief,; defined as an individual's esti-

mate of the extent to which a given behavior is capable of producing-certain

'

qutcomes, was ndted to be highly simildr to the expectancy of response-outcome

cqntingency postulated by helplessness theory (Aiagamson et al., 1978; Seligman,

1975) as well as to the construct of internal-external locus of control (Rotter, .

- v - . e 7

-~ ~ v w
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1966). An efficacy belief, on the other hand, has been defined as the con-
. /

viction that one can successfully execute the behavior required to produce
N

a given outcome and it was hypothesized that such beliefs might also contri-

bute importantly both to the cognition of uncontrollability and to its associa-
ted negative mood states. The results supported this social learning théory

‘

reinterpretation and revealed that efficacy and outc¢ome beliefs each contri-

N
4

buted significangly and uniquely to participants' self-reported feelings of
helplessness, depression, and low self-esteem. Thus, perceived\éontrol over a
variety of life dimensions and its contributions to positive and negative mood
would appear to derive from both of these important cognitive determinants.‘

Psychological differentiation, intrusiveness, and perceived control.

. Additional determinants of the negative correlation between perceived control
and depression that was observed in Study 1 were explored in Study 2 which repli-
cated and extenfed this finding. In Study 2, lower levels of perceived control

" oyer a variety of important life dimensions correlated significantly with both

IS .

increased negative and decreased positive mood. -~ In addition, Study 2 examined

the hypothesis that this relationship might be explained in terms of psycho-’

n v

logical differentiation, the actual and perceived intrusiveness of- ESRD and/or

2

its treatment, and their interactions, As anticipated, perceived intrusive-

»

-ness contributed significantly to both perceived control and affect although,

contrary to prediction, actual intrusiveness (operationally defined in terms of
" treatment modality) and the «two Differentiation X Intrusiveness interactions
. :

did not. Greater perceived intrusiveness was associated with increased negative

and decreased positive mood and with significantly reduced perceived control.

AN
Yet, perceived intrusiveness did not account for the relationship between per-

v -

ceived control and affect, indicating that these-two cognitive factors repre-

sent separate and independent psychological determinants of emotion. Perceived
. - '

‘

v

-
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control would appear to relate to an individual's abilities to achieve or

obtain positively valued outcomes and to avoid or prevent negatively valued
ones (Abramson et al., i978; Bandura, 1977b). Perceived intrusiveness on the
other hand, may derive from patients' perceptions of a number of .illness-
induced barriers which can reduce their opportunities'to pursue valued acti-
vities and interests. Several such barriers relevant to ESRD were identified
.and included the threat of death, dependencies on medical machinery and ‘
personnel, eéonomic burdens, the large amount of time required for treatment,
travel limitations, and stringent dietary and fluid~intake restrictions.
Illness-related vs. nonillness experience and control. The possibility

!

that ESRD patients may isolate or exclude illness-—related from nonillness life

experiences in an attempt to cope with the pgychological threats imposed by
this chronic and life-threatening disorder was disconfirmed. The results
revealed that patients perceived health (an illness-related life dimension),

2

personal life, and social life (two nonillmess aspects of life) as separate and

independent of each other. Yet, perceived control ‘over each of these clusters
of life experience correlated significantly with mood, indicating that the
emotional impact of illness-related experience is not minimized or suppressed.
Thus, the findings that mode of treatment, probability of transplant, and a
variety of medical background variables were unrelated to pat{/ents' moods might
bé interpreted most appropriately as indicating that such ESRD-specific factors
simply do not contribute importantly to helplessness, depression, and mood.
Rather, it might be‘ hypothesi;ed that these emotional states are determir}ed
primarily by a set ;)f factors (e.g., perceived control, perceived intrusiveness)

which is velevant generally across the spectrum of medical illnesses, The fact

that it was only patients' perceptions of control and intrusiveness--but not the

o\
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with this hypothesis. As indicated earlietk, perceived control and intrusive-

pecific determinants of help~

—

/

than to continue in a search to identify illness-
lessness, depression, and mood.

Limitations of the Present Research ",

The conclusions and implications drawn from thie present research must be

.

tempered by a consideration of its limitationms.

Causal inferences and\correlational research. It must be stressed that the

x

tional correlational research designs. Thus, the

“

two studies employed cross-s

results cannot provide direct evidence in support of causal hypotheses, despite

the fact that a number of quasi-experimental precautions were taken to maximize
internal and external validity. These\results can only be interpreted in terms
of their consistency with such hypotheses,\although inconsistent (i.e., negative)’
findings ar; admissable as disconfirmatory ewidence.
.
Limitations of the present research also in lude a number of measurement
problems, including the measurement of helplessness, depression, and mood and

t 2 .
the validity of newly constructed measures.

Measurement of helplessness and depression. The correlational and principal-

‘components analyses performed in Study 1 indicated that helplessness and

s

depression do not reflect a unitary construct that can be represented equally

well by any af a number of previously employed measures, especially im clinical

. i

populations. Particularly suspect were the problem~solving performance and

1
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expectancy shift measures, These were derived from the concept formation task

and have been assumed to reflect the cognitive deficit characteristic of help-
\

lessness and depression (Gregory et al., 1979; Seligman, 1978). However, these

measures appeared to reflect ESRD patients' intellectual and educational levels

and their motivation to solve problems. “

Measurement of mood. Similarly, mixed results emerged when principal-compo-

gents and multitrait-multimethod analyses were applied to the 19 measures of
mood in Stﬁdy 2. Consistent with previous research (e.g., Bradburn, 1969; Costa
& McCrae, 1980), positive and negative mood emerged as independent affective
dimepsions; however, several of the measures were contaminated by method vari-
ance. Moreover, only the self-report measures yielded consistent patterns of
significant results in the two’étudies, despite the fact that collateral data
were included in each. While the'more subtle nuances of internal affective
states may be accessible only via self-report, it would seem reasonable to expect
that‘significant others wéuld be able to discriminate reliably between patients'
positive and negative moods. This lack of convergence among the three sources
of mood data poses ;,problem for the interprétation of the results,
\

A related potential limitation has been identified by Yanagida and Streltzer
(1979): estimates of negative mood may be artificially inflated in medical
patient samples since measures such as the BDI and HAM-D include several items
regarding the somatic symptoms, of depression in addition to items which focus
more purely on mood. Thus, elevated scores on such measures ma;\be contaminated
by physical symptoims which are due to ESRD and not due -to depression. In Study
1, poorer physician-rated nonrenal health did, in fact, correlate significantly
with'incregggahaepreésion. However, physician ratings are based upon functional
indices of health (e.g., activity level) yhich themselves may be affected by

mopd. The. moré médically‘detailed Organ Dysfunction Scale which' was employed-

-
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in Study 2 excluded functional health indicators and the results indicated
that depression and negative mood were no longer related to nonrenal health.

- \
Moreover, Study 2 revealed that patients' scores on scales which focussed
exclusively on{ﬁood (e.g., ABS=-N, POMS-D, ALH), phys{cal symptoms (e.g.,
somatic symptoms of distress checklist), and on both (e.g., BDI:SF, HAM-D) all
intercorrelated positively and significantly. These results do not support the
§pecu1ation of Ya;ggida and Streltzer that ESRD-induced physical symptoms arti-
ficially inflate.estimates of patients' depression. In fact, the results might
even be interpreted as suggesting the reverse: i.e., physiciaps' (functionmally
based) estimates of nonrenal health wéu}d appear to be biased by patients’
affegtive states. Future research might explore longitudinally whether somatic
symptoms typically precede or follow the affective and cognitive symptpms of

depression in ESRD patient populations. Whereas the former would support the

hypothesis of Yanagida and Streltzer, the latter would disconfirm it.

Validity of newly constructed measures. Several important measures (e.g.,

perceive% control and intrusiveness) were newly constructed for this research and
so have not been validated previously. Moreover, these measures were obtained
via self-report. However, a number of validity checks and statistical controls
provided preliminary evidence in support of their construct validity. Perceived
control over dialys{s, for example, generally differed as expected across the
three modes of hemodialysis delivery: although the critical distinction appeared
to be staff-care vs.'self-care. Furthermore, perceived control over nonillmess
life dimensions correlated significantly with 1ocus;of control, perceived intru-
siveness, and mood in a pattern which was consistent with theoretical predictions
and with previous research; although it did not differ as a function of type of

E

hemodialysis vs. CAPD or posttransplant patient status. Similarly, hemodialysis

- patients' perceived probabilities of receiving & transplant were corroborated by

s
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their nephrologists' estimates. Preliminary evidence in support of the
validify of the perceived intrusiveness measure included the observations that
a) hemodialysis and CAPD patients reported greater intrusiveness than did post-
transplant patients; b) perceived intrusiveness correlated negatively with
perceived control, as noted above; and c) patients' perceived intrusiveness
scores agreed with corresponding ratings provided by hospi£a1 staff and signi-
ficant others. In addition, the contributions made by the perceived control and
intrusiveness variables to helplessness, depression, and mood were robust to
statistical controls for experimenter expectancy effects and defensive response
tendencies. The construct validity of these newly constructed measures remains
largely unknown, however, and so this limitation canmot be dismissed.

i
Selection bias. Although a number of precautions were taken to preclude

potential sampling biases, it must be noted that the four hospitals fr;m which
patients were selected all were affiliated with university medical schools. It
might be argued that the dialysis and transplantation therapies available at
such units are generally superior to the same treatments offered at nonteaching
hospitals. As a result, the conclusion of the present research that ESRD-

specific factors such as mode of treatment or probability of transplant do not con-

tribute to patients' affective states may not be generalizable to nonteaching

facilities where standards of care may vary widely due to such parameters. Unfor-

tunately, no data appear to be available at present regarding this important issue.

Implications for.Future Research

Finally, potentially important research implications may be drawn from the
present studies. As noted earlier, the variety and intensity of medical and

psychological threats which characterize ESRD--and, indeed, all chronic ill-

nesses--provide a "living stress laboratory". However, the impossibility of

experimental control over illness-relevant dimensions (e.g., presénce or absence

L e S e R e -
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of ESRD) requires that investigators adopt a rigorous set of quasi-experimental

precautions.. These might include a variety of statistical and sampling controls
against cc;:ﬁpet‘ing hypotheses due to confounded *variables (Campbell & Stanley,
1963; Cohen & Cohen, 19753 Glass & S{:anley, 1970) or measuring the latter
directly and taking their explanatory contributions into account in evaluating
hypothesized relationships among experimental and dependent variables (Cronbach,
Gleser, Nanda, & Rajaratnam, 1972; Sidman, 1960; s"mich, Glass, & Miller, 1980).
Particularly useful will be longitudinal research designs such as time-series
(Glass, Wilson, & Gottman, 1975; Jo;mston, 1972) and path analyses-(Kenny, 1979;
Kim & Kohout, 1975) or cross-lagged panel correlation approaches (Kenny, 1979),
especially when measurement occasions are scheduled so as to span across psycho-
logically meaningful milestones such as the initiation of dialysis or renal
transplantation (Campbell & Stanley, 1963; Kenny, 1979; Schaie, 1977). A further
imp'ortant criterion is the inclusion of valid dependent variables which are rele-
vant to the hypotheses under examination and to the particular\: population employed.

. ]
The need for a multivariate approach. A multivariate meaburement approach can

)
provide critical checks against overgeneralizing from a single measure, enhancing

the validity of findings. Increasingly, researchers in the pehavioral sciences

are becoming aware of the advantages afforded by multivariate measurement and

statistics (e.g., Harris, 1975; Johnston, 1972; Nesselroade, 1977; Neufeld, 1977).

These provide a more detailed, and therefore more representative indication of

- the relationships among experimental and dependent variables since a multi-

-

k4
faceted criterion measure is employed. In addition, multivariate techniques

provide researchers with considerably more statistical power (Cohen, 1969) than

‘their univariate counterparts since they take into account the interrelationships

among the various elements of the criterion variable package.

e
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General determinants of mood in chronic illness. Surprisingly, ESRD-specifie

factors did not contribute importantly to patients' emotional states. However,
two factors which would seem to apply equally well across the spectrum of medi- \

cal disorders were identified as powerful emotional determinants: perceived ‘

A

control over important life dimensions and the perceived intrusiveness of one's

illness and/or its treatment. Future research can contribute importantly to

our understanding of the emotional impact of physical infirmity by pursuing these
factors \further, identifying additional emotional determinants, and exploring

the illnkss-specific and nonillness variables which contribute to their develop- 1
ment. -

Perceived control and intrusiveness. The emotional significance of perceived

control and intrusiveness might be explored, for example, among other chronic
patient groups such as cancer, cardiac, diabetic, geriatric, physically disabled,

and chronic pain patients, among others, as a preliminary test of the generality

of their relevance. Many of the stressors which have been considered to be

~

- specific to ESRD may actually be relevant across the wider continuum of severe

medical problems and these could be explored as potential determinants of the \
ol
- 3 13 - L3 - \
perceived intrusiveness of illness in general. For example, patients could be ~

requested to rate the degrees to which they actually feel life-threatened,
dependent upon medical machinery and personnel, financiaily stressed by their
illness and/or its treatment, restricted in terms of travel, and the extent to
which they feel 1imit3ed by dietary and fluid~intake restrictions. More object-—
ive indices ‘also could be included, such as the number of hours per week
actually taken up by treatment, severity of r\estrictions (relative to the patient

population as a whole), side effects, number of activities actually given up

or otherwise impeded.s

5 \ A
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( j Similarly, several of the factors which ha _been identified in- laboratory |
studies of the "illusion of control" (Langer, 1975)--i.e., the perception of
. control over uncontrollable outcoémes—-may contribute to the perception of

f—/j‘ control over important life dimensions: information, choice, familiarity, ;

- active participation, involvement, effort, planning, and the desire for control
- (Alldy & Abramson, 1979; Langer, 1975, 1976; Langer & Roth, 1975). A self-
report questionnaire might be developed, for example, in which the life dimen-
sions identified as major lc;ntributors to perceived quality of life (e.g.,
those included in Study 2) could’be explbréd in terms of respondents' familiar-
ity with a variety of activities relevar’l’t ‘to each, the extent to which respond-

N ents are involved in these, how actively they participate, the amount of choice

4
and number of decisions they make in this regard, and the extent to which they

desire control over each of these aspects of life.

Self-image as a chronic patient. Additional determinants of the emotional \

’ impact of illness may derive from vicarious experience. As noted earlier, any ' 1
information which contributes to thp; perceptions of control or intrusivéness
‘should also contribute to mood. One such factor might be the self-image as a
chronic patient, If established shortly after the onset of ESRD, for example,
, a stro’ng self~image as a chronic patient might contribute to increased perceived
intrusiveness and might also serve to weaken one's efficacy and outcome beliefs
regarding a wide range of activities and interests-—e.g.} via a general demoral-
ization process (Frank, 1974)—-which might not otherwise be impeded by one's
illness. The Langer and Benevento (1978) study, in which dependence was self-
induced via a similar labeling process, lends credence to thié hypothesis.
However, a strong‘ eelf-image as a chronic patient might later serve to reduce
( ) perceived ihtrusiveness; e.g., aftér one has had an opportunity to adjust to

o

the limitations imposed by ESRD and to develop a new set of compatible activi-

ties and interests. In ESRD aid other chronic patient populations, the self-

'
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image as a chronic patient might be measured via multidimensional scaling

"

techniques using a variety of respondent-generated self-descriptive role lébels
(e.g., parent, family, work rolesj as stimuli and inclﬁding the chronic patient
role as a "target" stimulus Shorter multivari;te distances between the parti-
cipant's placement of the chronic patient role and the centroid of the remain-
ing stimuli in the final solution might then be interpreted as indicating a
stronger self-image as a chronic patient. This score could th;n be tested as
a contributor to mood. Alternafively, a'semantic differential approach might
bé(employed in which two stimulus people--the pe&ient as he durrently perceives
himself and a "typical patient" with the same disease--could be rated along a
series of bipolar adjective scales* Shorter multivariate distances between the

two profiles again would indicate a.stro?ger self-image as a chronic patient.

3
Attributional biases. Although the Abramson et al. (1978) attributional

a

reformlation was disconfirmed, there may be other attributional biases which
influence patients' moods. Recent research by Janoff-Bulm;n (1979), for example,
has indicated thaf biases toward characterological as opposed to behavioral self-
attributions for negative outcomes do, in fact, contribute significantly to
increased depression. Janoff-Bulman reasoned that behavioral self-attributions
strengthen one's beliefs thatxnegativé outcomes are controllable and hence

°

avoidable in future whereas characterological self-blame implies a deservingness
for such developmenth Similarly, it might be é}gued that biases to attribute
negative outcomes to one's chroéic illness renders such events uncontrollable
and so unavoidable. Thus, patients who more frequently employ their illness
and/or its treatment as explanatory factors in accounting for degative outcomes
ought to experience moré intense negative moods than other patients who do not.

A measure such as the Semmel et al. (Note 1) Attributional Style Questionnaire °.

which was employed in Study 1 could be developed to assess the extent to which

4

4
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patients typically attribute everyday events to illness-related causes.

Social climate. Finally, the notion of social climate has been advanced

to encompass the network of interpersonal influences which characterize one's
social environment (Moos, 1974). Such influences might contribute to.all of

the factors which have been hypotheésized above to determine the emotional im—

pact.: of illness since the expectancies and values held by significant others

1 .

exert a strong influence (in determini_ng the experience of self (e.g., self-
image, feelings ofﬂworth) and behavior in general (Bandura, 1980; Gergen,

1971; Hamachek, 1971; Mischel, 1971; Roger;, 1961; Rosenthal & Rubin, 1978).
Thus, to the extent that significant others con:rey to patients that a chronic
illness precludes participation in valued activities or reduces the potential
for control over important aspe\cts of life, patients may actually experience
decreased perceived control, increased perceived intrusiveness, and therefore
elevated negative mood states. Measures currently exist to assess the perceived
social climate of both treatment and family settings (Moos, 1974) along several
relevant dimensions (e.g., nurturance, autonomy, Aserlf-development) and so their
contributions to the emotional impact of illness can be explored.

Clinical Implications

The relative merits of maintenancle dialysis vs.\renal translplz:ntatiop have
been debated since their introddction in the early 1960's. Yet, interestgingly,
arguments have more frequent‘:ly involved psychological comsiderations (e.é,, K
the quality of life afforded by each of ghesé treatment altemat{ives) than - /é
medical ones (e.g., relative efficiency of ;enal function supplementation). It
has been widely claimed, for exampl;, that self—care\dialysis is superior to
staff-care since the patien{'s added control over treatment in the former is

believed to mitigate the negative emotional impact associated with maintenance

dialysis. ) Similarly, successful renal transplantation has often been claimed

. - \
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to offer patients a higher quality of life as compared to dialysis because o6f
the more limited control over important life dimensions believed to be intrinsic
to the latter. Thus, the findings of the present research that the mqrfie of -

i )

treatment factor--i.e., type of hemodialysis vs. CAPD vs. renal transplantation-.’ e
. !

M

contributed neither to pakients' affective states nor to their pe;ceived.coptrol
over important life dilmensionsl, althougﬁ the treatments dfd generall)y diffe; as
expected in perceived intrusiveness,.are perhaps the most cliniéa;lly signifj.cant‘
observations of the present thesis. While it nay be that pétietﬁ:.s shift their
frames of reference with regard to perceived control, it should be emphasized
that successful treatment by dialysis ot transplantation can only provide

patients with an opportunity to enjoy rich and meaningful lives,.it cannot

guarantee such results: i.e., adequate medical management is a necessary but

not a sufficient. condition for a high quality of life. -,
Biomedical technology has advanced rapidly in the twentieth century with ’

v .

the fortunate result that many individuals who would have died a mere 20 or

’

lesg years ago are today afforded an opportunity to continue in Qeaningful,

13

fryitful, lives. However, the psychosocial somponents of health, illness,

and the healing process remain poorly understood. This is particularly critical

' -

_in ESRD and other chronic life-threatening illnesses where many have expressed

[l
[

doubts about whether the quality of life afforded by sophisticated medieal pro-

f -

cedures is sufficiently high to justify tHeir continued application. Clearly,
x ' ) .
. f
this is an area in which psychplogy can make important -contributiens and ,

researchers must continue to explore the psychosocial impact of illness. In

v

exploring the validity of a common theoretical analysis across diverse patieri't
populations, future research can make important contributions toward furthering
our understanding of the impact of medical illness, in general, upon psycholqgical

well-being and, hopefully, toward the amelioration of the dis-ease of disease

(Marcuse, 1972)., . ' ' .
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. Footnotes . ’ . .

’ 1The attributioﬁalD style 'questionnaire was scored as recommended by Seligman

(personal communication, Sept. 1, 1979) by subtracting participants' mean scores

on items with a negative outcome (n = 6) from their mean Scores on positive

outcome items (_Il 6) for each of the three attributional>dimensions. .The

resulting three-dimensional index reflects the degree to which the individual

. displays the depressive attributional style if(ienlgified by Seligman et al. (1979).

A second scoring strategy was also assessed. Six attributional scores were

derlved via the factorial combmatlon of outcome valence (p051t1ve or negatlve)

with attnbutlonal dimension (mternallty, stab111ty, globality) . However,

o I3

the inferential reSults remained unchanged when=-these six scores were substir- ¢

°

tuted in place of the three difference scores in the regression analyses.

N

The age variable did not satisfy the covariate selectign c}xterlon for :

these analyses and so it was omitted.

¢ .

. . ¥
3This sampling rule was inadvertently violated in the case of one CAPD patient

Al 5 b4 o

%
who had been receiving this form of dialysis for only.one month.

w e’
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PSYCHOLOGICAL AND SOCIAL FACTORS IN DIALYSIS AND TRANSPLANTATION

Purpose of the Study

Psychological and social factors are known to be :meorta._nt in influencing
both the physical and psychological well-being of patients suffering chronic
illnesses. The purpose of the present research is t6 assess the 1mpurtarce
of several of these for patients suffering end-stage rBnal disease. Hdpe-
fully,‘ a better understanding of the rolqs played by such factors in dialysis
end transplantation will help to improve the quality of care received by
patients in future.

'Congent ",

3

The purpose of the study as described above has been explained to me

,
N

DY coveerivssncecisvnnnansnasnsss and I understand that my participation

will involve a serles of meetings with the researchers in v{hich I may be
Interviewed and requested to perform soma paper-and-pencil, psychological,
and behavioral tests.c My particlipation also entails granting the researchers
permission to consult with ay family and the hospital staff.

I understand that anonymity will be preserved and that my answers will

“at all times be kept in the strictest confildence of the researchers alone.

All information will be used solely for research purposes. I also under- .

b B A

stand that I am under no obligation to pai‘ticipa.te-—that“he quality of my
care will in no way be jeopardized by my refusal nor enhanced as a result

\of my consu;mt--and that I anm fﬁee to withdraw from participating in the

study at any time. Knowing these éhinga, -1 agree to enter the study as a

participant.

Da.te...-.........-..u’n,

PENINIR LRI EIIIETIIILIIO OB OY PE B PRI I NAEIENNIN VBT IIINSIOEBRAES

Signature cf Participant Signature of Witness
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PATTENT INFORMATION FILE

Date Recorded...vrevenansveras
mutno. il.ll’.."lll.!.!l.ll

IEMOGRAPHIC
NHame coovvevecennencsfinrnanes Sexs M ¥
Birthdale vevivivnnndiosensee (A88 = srvvnvens)

Marital Statusi Sing Max™ Sep Wd Diy

No. Children ...c..: No. Children at home sssesevass
Religlon vvvvevreen. © Ethnic Background s.eeesesseess
Education s.eciveeraefinse Occupation seveiciieenssascncana
Annual Income siee.osfras Hometowns Mtl Other .........
Language ‘Spoken; Engl Fr Other .u.coeeeeee.. (PTAmary = ........)

MEDICAL p
Prim\aryﬁenalDisease.........’...................... -

Onselt of kidney failure: sudden Iinsidious

Date renal disease identified .........u.nsn

Date of first time creatinine level > 5 .icvevciviansee

Date of fistula creatdon evevvrivicanacens

Date of first d1alysis «..everevscaeecess. (Length of treatment = ,.........)

-(4dentification-to-dialysis duration = «iuevenrenrenneonsis)

Othermedical problems EP I AP Nt PP e NI A IET O s PesaDsdET IEssEOEEEOEIOIIIRNTOES
No. previous transplant attempts ........... ,
Family history of renal diseassi no yes (Relatives = eueeeceesereanass.)

DIALYSIS k o ' )
Modes staff-hospital self-hosplital . self-home

Hra., per'week soeescesres - Dayss mon tue wed thur fri sat sun

Time of da§' siireasrininy

Drugs prescribed: - 1

A, During dlalysls (dosage) " B. Otherwlse (dosage)
BIsIs e sttt nEro IR sn b u--------.q'po--cnuq . hS

®esrpesvesnsTIPOIRBITOOINTRS 4 er0ssRIsI NN rARIRILS

Hospital: RVH QMVH Other ..+ iccae...

o

-
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- STAFF RATINGS

PATIENT \ \

i
ILITY OF TRAN&ELANT

N Very

' . Unlikely
A, VWITHIN ONE YEAR 1l
B. VWITHIN THREE YEARS 1l
C. AT SOME FUTURE TIME 1

HEALTH RATINGS

DATE
ewhat  About  Somewhat Very Mot
U; ely. 50150  Likely Likely Sure
2 3 5 6
2 3 k 5 6
2 3 b5
\,\\

Rate this patient's present physical status for intercurrent nonrenal disease fo:: eac

of the following systenms

Non-
. Existant
A. - GASTRO-INTESTINAL 1
B. NEUROLOGICAL 1
. C. CARDIOVASCULAR 1
D. PULMONARY 1
E. MUSCULOSKELETAL 1
F. HEMATOLOGIC 1
 OVERALL GLOBAL HEALTH RATING 1
: . Very
Poor

* COMMENTS

Slight Moderate  Severe Very
Severe ° \'%ure

2 3 b 5 6 T~
2 - 3 b 5 6
2 3 - b 5 6
2 3 4 5 6
2 3 b4 5 6
2 3 4 5 6
2 3 L 5 6
Very Not
Good Sure

ﬂ’\
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HOW MUGH.CONTROL DO YOU HAVE OVER

~

1. YOUR DIALYSI§~ .
\\\V IS
LITTLE CONTROL 1 2 -3y 4 5 6 7 A LOT OF CONTROL

a. “What is the on; major reas;rif;/%\ tiis?
- —— \\

—~

b. 1Is this due to something about- you or somethin\gabo&wther people or
.. circumstances? ~.

~—

~_
TOTALLY DUE TO o,
OTHER PEOPIE OR 1 2 . 3 4 5 6 ? Tlgr’%m DUE- ...

. CIRCUMSTANCES

/,3

¢. When you are on dialysis in the future, wlll this cause again be present?

WILL NEVER

' WILL ALWAYS
AGATN BE 1 2 3 & 5 6 7
PRESENT - ’ BE PRESENT

%

d. Ig the cause something that just affects belng on dialysis or does it also
influence other areas of your life?

FLUENCES JUST \ - INFLUENCES ALL

TICULAR 1 2 3 b5 6 7 SITUATIONS IN

SITUATION ~~__ : o MY LIFE
e. How importan\titb% able to control dialysis?
- ' \\ N

NOT AT ALL R . EXTREMELY
TMPORTANT 1 2 - 03 TR 5 6 7 IMPORTANT

- - T~
2. YOUR DIET \\w .
IITTLE CONTROL 1 2 3 b 5 6 7 A L@\CONTROL
3. HOW WELL YOU FEEL PHYSICALLY T
LITTLE CONTROL 1 . 2 3 4 . s é 7 A LQT OF CONTROL

4, HOW YOU FEEL ABOUT BEING ON DIALYSIS

LITTLE CONTROL 1 2 ; 3 4 5 ‘6 7 A IOT OF CONTROL

a. What 1s the one major reason for this? a

b. Is this due to somethig'ng about you ox about other people or circumstances?
=

TOTALLY DUE TO i
OTHER PEOPLE OR 1 2 3 L 5 6 ? Trgnl%u DUE
CIRCUMSTANCES ’ { 1
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6. When you think about being on dialysis, will this causé again be present?

, , y
VILL NEVER A

WILL ALWAYS
AGAIN BE 1 2 3 b 5 6 - %
PRESENT . BE PRESENT

d. Is this cause something that Just affects how you feel about being on
dialysis or does it also infiuence nther areas of your 1ife? .

mumcw Just - ’ “ INFLUENCES ALL
THIS PARTICHLAR 1 2 3 4 .5 . 6 7 SITUATIONS IN
-SITUATION ~ S . MY LIFE

. . How lmportant 1s being able to control how you'feel about being on dialysis?
neormat 1 2 3 b5 6 7 Towm
5. YOUR WORK . t, ‘
LITTLE CONTROL 1 2 3 b5 6 7 A LOT OF CONTROL
6. HOW WELL YOUR MA':[‘ER];AL NEEDS ARE BEING SATLISFIED ‘ \
LITTLE CONTROL 1 2 3 b 5 6 7 ALOT OF CONTROL

a. What is the one pajoreason for this"

bs Is thls due to something about you or something about other people or ~ ﬂ

circumstances? ,
T0TALLY UE TO i . '
OTHER PECPLE OR 1 2 3 n 5 6 <o gT}%LY DUE
CIRCUMSTANCES . ) ]

¢. In futuw’e, will this cause again be present? -

VILL NEVER - ) . VILL ALWAYS
4CATN BE 1 2 3., & 5 6 7 BE PRESENT
T . R

d. Is thls cause something that just affects how well your material needs are
being satisfied or does it influence other areas of ‘your life?

INFLUENCES JUST _ Noo. - INFLUENCES ALL
THIS PARTICULAR 1 2 3 b 5 6 7  SITUATIONS IN
SITUATION 7 MY LIFE

e. How mportant 4s being able to control how well your material needs are.
being satisfled?

NOT AT ALL . P « EXTREMELY
IMPORTANT 1 . z -3 b 5 6 IMPORTANT

y)
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7. YOUR RELATIONS WITH OTHER PEOPLE

LITTLE CONTROL 1 2 3 n 5 6 7 A 1OT OF CONTROL
8. COMMUNITY AND CIVIC ACTIVITIES )
LITTLE CONTROL 1 2 3 N 5 6 7 A LOT OF CONTROL

.
9. HOW WELL YOUR PEASONAL (PSYCHOLOGICAL) NEEDS ARE BEING SATISFIED?

LITTLE CONTROL 1 2 3 L 5 6 7 A IOT OF CONTROL

a. What is the one major redson for this?

b. Is thls due to something about you or something about other people or
¢ circumstances?

5

N -

TOTALLY DUE 10 TOTALLY DUE
OTHER PEOFLE OR 1 2 3 b 5 .6 » 17 TOME
CIRCUMST ANCES ’ ,

\c. In future, will this cause again be present?

WILL NEVER . N

ILL ALWAYS
AGAIN BE 1 2 3 b 5 6 7 ;E mgm?;
PRESENT , ‘ i

d. Is this cause something that just affects how well your personal (psych~
ological) needs are being satisfied or does it influence othexr areas of

your ‘life?

INFLUENCES ALL
7  SITUATIONS IN
MY LIFE "~ B °

*

INFLUENCES JUST
THIS PARTICULAR 1 2
SITUATION |

3 4 5 6

e. How inportant is being able to contarol how well you:r personal {psych-
ological) needs are being satisfled?

NOT AT ALL ‘ 4 6° EXTREMELY
IMPORTANT 1 2 3 5 _ " IMPORTANT

10. YOUR RECREATION
~LITTIE COROL 1 2" 3 4 .5 6 ? . A LOT OF GONTROL

v )
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DIRECTIONS .
L ‘ -

. Please try to vividly imaging yourself in the situations that follow. if such a situation happened to you, ‘
what would you feel would have caused it? While events may have many causes, we want you tc pick only
ohe— the major cause If this avent happened to you. Please write this cause in the biank provided after
each event. Next we want you to answer some questions.about the cause and a final question about the
sitvation. To summadrize, we want you to:

%
1) Read each situation and vividly imagine it happéning t6 you. e
2) Declde what you feel would be the major cause of the situation if it happened to you. '
3) Write 6ne cause in the blank provided.
” < 4) Answer three questions about the cause. B ,

5) Answer one queslion about the situation.

8) Go on to the next situation.

2

~




YOU MEET A FRIEND WHO COMPLIMENTS YOU ON YOUR APPEARANCE.

N 17
2)

3)

Write down the one major cause

Is the cause of your friend’s compliment due to sométhmg about you or something about the other

person or circumstances? (Circle one number)

Totally due
to the other
person or
circumstances

1

2

3 4 5 ] 7

Totally due
tome

in the future when you are with your friends, will this cause again be present? (Circle one number)

.

- Will never
. again be-,
present

1

2

3 4 5 6 7

Wiil ajways
be present

4) is the cause something that just affects interacting with friends or does it also influence other areas

of your life? (Circle one number)

influences
Just this
particular
. situation

o

1

. J3 .4 5 8 7

Influences
all situations
In my iife

5) How Important would this situation be if it hagpéned to vou? (Circfe one number)

Not at all
important

3

i

3 4 5 8 7 /i

‘

'YOU HAVE BEEN LOOKING FOR A JOB UNSUCCESSFYLLY FOR SOME TIME.

6)
?)

. 8)

9)

10)

Write down one major cause

oy

T

Ex;reme!y
important

Is the cause of your unsuccessful job search dus to somathing about you or something about other

people or circumstances? (Circle one number)

Totally due to
other people
or clrcumstanﬁ:es

1

2

3 4 5 -] 7

Totally due
to me

in the future when looking.{of a job, will this cause again be present? (Circle one number)

Wil nevér

againbe !\
presant

1

T
2

3 4 ] 6 7

Will always
be present

Is the cause something t at just Influences locking for a job or does it alad'influence other areas of
- your iHte? (Circle one number) -
influences
just this Influences
particutar i all situations
situation 1 2 3 4 5 6 7 ‘Inmy life
How important would this situation be If It happened to you? (CIrc/le one number)
s Not at all Extremely
important 1 2 3 4 5 6 7 important
T
M !
2 y
- N /
/
f
Y




o

155

YOU BECOME VERY RICH. ) .
(RS

11) Wrnite down the one major cause

12) |s the cause of your becoming rich due to something about you or something about other people or
circumstances?

Totally due -
to other people ) Totally due
orcircumstances 1 2 3 4 5 6 7 \ tome

13) in your financial future, will this cause again be present?

. Will never
again be N Will always
present 1 2 3 4 5 6 7 be present
14) s the cause something that just atfects obtaining money or does it also Influence other areas of
your life? \

influences

just this . Influences all
particular situations in
situation 1 2 3 4 5 6 7 my life

15) How important would this sltuation be if I'l' happened to you?

' Not at all Extremety
important 1 2 3 4 5 ] 7 important

A FRIEND COMES TO YOU WITH A PROBLEM AND YOU DON'T TRY TO HELP THEM.

16) Writ&'own the one major causé

17) ls.me&cause of your not helping your friend due to something about you or something about otner
peﬁlé’ or circumstances? (Circle one number)

Totally due
to other people Totally due
orcircumstances 1 2 3 4 5 6 7 tome

18) In the future when a friend comes to you with a problem, will this cause again be present? {Circle
one number) .

. Will never ! i
again be Will always
present 1 2 3 4 5 8 7 be present

18) Is the'cause something that just affects what happens when afriend comes’to you with a ptoblem or
does it also Infiuence other areas of your life? (Clrcle one number)

Influences

just this Intluences all
particular situations In
situation 12 3 4 5 L5 7 © mylife

20) How important would this situation be if it happenad to you? (Clrcle one number)

Not at alf . Extremely
important 1 2 3 4 5 -6 7 important

. .- - . . o - w——————

-~
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YOU GIVE AN IMPORTANT TALK IN FRONT OF A GROUP AND THE AUDIENCE REACTS NEGATIVELY,
21

-

Write down the one major cause o -

"y 2 3
\
i

22) s the cause of the audience reacting negatively due to something about you or something about
other people or circumstances? (Circle one number)
Totally due ‘ .
to other people Totally due
Of circumstances 4 5 ] 7 tome

23) In the future when giving tatks, will cause again be pre;ent? (Circle one number)
: R Will never \
. again be \ . N Will always
present 1 2 3 4 5 (] 7 be present
24) Is this cause something that just influences giving talks or does it also influence other areas of your
life? (Circle one number)
Infiuences
just this Influences all
particular N situations in
N . situation 1 2 3 4 5 8 7 my life
25) How important wouid this situation be if it happened to you? (Circle ons number)
Not at all Extremely
Important 1 2 3 4 5 8 7 important
YOU DO A PROJECT WHICH IS HIGHLY PRAISED.,
LT o
26) Write down the one major cause .
27) s the cause of being'praised due to something about you or something gﬁbgﬁt the other people or
' circumstances? i P i
o’ S
Totally due
1o other people Totatly duc
orcircumstances 1 ' 2 3 4 ] ] 4 tome
~ 28) In the future when doing a project, wiil this cause again be present?
v N ,
\ Wil never
‘ TN again be Will always
present 1 2 3 4 5 (] 7 be present
' 29) :is' tgis cause something that just alfects doing projects or does it also Influence other areas of your
]
Influences K
just this Influences ali
particular gituations in
sltuation 1 2 3 4 5 8 7 my life
. 30) How important would this situation be if it happened to you?
h Notatall - Extremely
Important 1 2 3 4. 5 &8 7 . Important
. v
{ ‘ ‘
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YOU MEET A FRIEND WHO ACTS HOSTILELY TOWARD YOU

31) Write down tne one major cause

32) Is the cause of your Iriend acting hostila due to something about you or something about other
people or circumstancas? (Circie one number)

Totally due
to other people ) Totally dus
or circumstances 1 2 3 4 5 6. 7 . tome

33) In the future when interacting with friends, will this cause again be present? (Clrcle one number)
. . \

Will never )
again be Will always
present 1 2 3 4 5 8 7 be present

34) Is the cause somathing that just influences interacting with friends or does it also influence other

areas of your life? (Circle one number)
1

Influences

just this Influences all
particular \ sitvations in
situation- . 1 2 3 4 5 8 7 my life

35) How important would this situation be,If lt"happened to you? (Circle one number)

Notatall Extramely
important 1 2 3 4 5 8 7 important

N

YOU CAN'T GET ALL THE WORK DONE THAT OTHERS EXPECT OF YOU.

-

38) Write down the one major cause

37) Is the cause of your not getting the work done due to something about you or something about the
other people or circumstances? (Circle one number)

)

' Totally due
to other people ) Totally dus
orcircumstances 1 2 3 4 5 8 7 tome

38) In the future when &olng the work that athers expect, will this cause be present? (Circle one number)

Wil never
again be Will always
pregent 1 2 3 4 5 6 7 be present

39) Is the cause something that just affects doing work that others expect of you or does I also
influence other areas of your life? (Circle one number)

Infiuences
justthis Influences all
particular situations in
situation 1 2 3 4 -] (] 7 my life

40) How important would this situation be If it happened to you? (Circle one number)

Not at all &y - ‘Extremely
Important 1 2 3 4 5 [} 7 important

157




~

158

YOUR SPOUSE (BOYFRIEND/GIRLFRIEND) HAS BEEN TREATING YOU MORE LOVINGLY.

&

41) Write down the one major cause

42) s the cause of your spouse (boyfriend/girlfriend) treating you more lovingly due to something about ~

you or something about other people or circumstances?

Totally due
to other peopie
or circumstances 1 2 3 4 5

>

Totally due
7 tome

43) In luture Interactions with your spouse {boyfriend/girifriend) will this cause again be present?

Wili never
again be ;
present 1 2 3 4 5

WIH always
7 il'm present

. 44) I8 this cause something that just affects how your spouse (boytriend/qgirifriand) treats you or does it

also influence other areas of your lite?

Influences
Just this
particular
situation 1 2 3 4 .1

45) How fmportant would this situation be If it happened to you?

Notatall
important 1 2 3 4 5

Influences all
situations in
7 my life
X Extremely
7° important

YOU APPLY FOR A POSITION THAT YOU WANT VERY BADLY (e.g., IMPORTANT JOB, GRADUATE

SCHOOL ADMISSION, stc.) AND YOU GET IT.

48) Write down orie major cause

47) Is the cause of your getling the position due to something about you or something about other

people or circumstances? (Gircle one number)

Totally due
to other people
orcircumsfances 1 2 3 4 5

¥
48) In the futura when applying for a position, will this cause again be present? (Circle one numbér)

. " Wil never d
sgain be -
present 1 2 3 4 S

Totally due

7 tome

1
i

Will always

7 ~ be present

49) Is the cause something that just influences applying for a position or does it also infiuence other

areas of your life? (Circle one number)
Influences -
v justthis ¢
e particular
situation 1 2 3 4 ]

Y

Influences ail
situations in

7 my life

50) How important would this situation be if it happened ta you? (Circie one number)

Not at all
important 1 2 3 4 S

Extremely

7. important
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3

YOU GO OUT ON A DATE AND IT GOES BADLY.

§51) Writedown the one major cause

52) Is the cause of the date going badly due to something about you or something about other pegpie or
circumstances? (Circle one number)

-Totally dus
to other paople Totally due
orcircumstances 1 2 3 4 5 8 7 to me

63) In the future when dailng, will this cauge again be present? (Clrcle one number)

Wili never
again be Will always
present 1 2 3 4 L 6 7 be present
- N

§4) Is the cause something that just influences dating or does it aiso influence other areas of your life?
{Circle one number)

Influences

Just this Influences all
particular . situations in
situation 1 2 3 4 5 8 7 my life

55) How imporiant would this situation be if it happened to you? (Circle one number)

1

Not at all Extremealy
< important 1 2 3 4 5 8 7 Importent

YOU GET A RAISE.

58) Write down the one major cause

§7) isthe cause of your gemng'a ralse due to something about you or something about other people or

circumstances?
Totally due :
to other people Totally due
orcircumstances 1 2 3 4 5 6 7 tomo

58) In the future on your job, will this cause again be present?

Wil never
again be * Wil always
_ — . present 1 2 3 4 ] (] 7 be present
80) I‘a' u';ls cause something that just affects getting a raise or does It also influence other areas of your
iife’ | E
{nfluences A
]ust. th'ls ) ln'ﬂuences all
particular - sltuations in
situation < T 2 3 4 &5 6 7 my life
60) How important would this situation be if it happened to you?
Not at all ' Extremely
important 1 2 3 4 5 8 7 Important
o
7
SO S .
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¢ ' EBCE, SCALE |
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do not feel sad,’

? Le O X
. 1l I feel tlue or sad,
2a T an blue or sad all the time and I czn't snap out of it
2b I an so sad or unhappy that it is quite painful
3 I am 50 sac or unhappy that I can't stand it
B. O I am not particulerly pessinistic or ciscouraged zbort the futurc
* 1a 1 feel ciscouraged chout the future
2a I feel T have nothing to losk forard to
- 2b I feel that I won't ever get over ry trrubles
3 I fecl that the futurc is bhopeless and that things connot improve .
- C. O 1Ido not fcel like a failure
1 I feel X have failed rore than the average person
2a I feel T have dccorplished very little thet is werthvhile or thot
means- anythﬁ:n.
2b L3 T look baclk oy life all I car see is o lot of failures
3 Ifcel Taca cor’)lcte failure as a person (pz*rcnt, tusband, wife)
D, 0 I an not perticularly dissatisficd
la I feel bered riest of the time .
1b I don't cnjor tiings the way I used to
2 I don't get satisfoetinn cut of 'u*"tl‘ug any rore
3 I an dissatisficd vith cverythmg
] E. 0 I don't fecl narticularly guilty R
1 I fecl bad or unwerthy a good part of the tire
2a I feel quite guilty
2b I feel bad or wwworthy practically all the tire row
'3 I fecl as though I an very bad or wortiless
* F, 01 don't feel T an beins mundshad
1 T have a feeling thet sorething bad tvy hanpen to me
2 Ifcel I ar being perished or will be mnished ¢
3a I feel X deserve to be punished
3b I want to be purished
G, 0 I don't fecl disanpointed in nyself
1a I an disap cinted ir ryself
1b T don't lile rysclf
2 I an disgusted with rysclf
3 1 hate uysclf
Hoe O I don't fecl I an: worsc than anyboly else
2 T a: critical of ryself for ry weaknesses or nistekes
2 I blamne rysclf for ry faults
3 I blare nysclf for cverything bad that happens
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1Y
0 I don't have any theughts of haming rysclf
1 I have thoughts of harrdng riyself but I would not carry then cut
28 I feel T would be better off dead
2b I fecl ryy farily would be better off if T were.cdead
3a I have definite plars abrut cormitting suicide ¢
3b I would kill riysolf if I could

0 I don't cry any rore than usual

1 I ery tore nov than I uscd to

2 I feel irritated all the tire

3 Tused to bo able to cry but now I can!t cry at all ever though 1
want to

I an no more irritated now than I ever em

I get annoyed or irritated riore easily than T used to

I feel irritated all the tine !

I den’t get irritate? at 21l at the tLings thot used to irritate re

I have not lost iuterest in other neople

I an less iiterested in oth-r neotle rov thon I uscd to be

I have lost most of ry intercst in other neco:le ard have little
fecling for then

I have lost all riy interest in sther ' coile ard don't care a™cut
then at all

W NDNEO WO

I palke decisions abcut as well as cver

I try to put off ruking decisions

I have great difficulty in making.cecisicns

I canl't ke docisicns at all any rore

I don't feel I lock eny worse than 7 used to
I ans worric! thnt I an looking old or umattractive

I feel that there pre perranesnt chanzes in ry als earance and they
nake 1e look wattrective

I feel thiat I on wily or repulsive leckine

I cen vbrk about as well as before

It telies extro effort to get started ot doing scrething
I don't work as well as I used to '
I have to push mysclf very hard to do anything

I can't do any work at all .
I can sleep as well as usunl

I woke up» more tired in the mornirg than I used to

I wake u: 1-2 heurs corlier t'en usuel and fird it hand to get back
to slcel . ,

I weko up carly overy doy ond cant get rore than 5 hours sleed
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I don!t got gry vore tired tlen usual
T got tired —ore cnoily then T used to
X get tired fro doing arything

I get too tired to do anything

ly eopetite is no vorse thon usual

My ernotito is not as ~ood as it used to de
17 aetite is =mucl: vorsc now

I have oo al” etite at all any more

I haven!t lost 1k weight, if eny, lately ,
I hawoe lost rore than 5 Touncs |
I have lost rore than 10 nourds

T have lost rore ther 15 nounds

I &n ro rore ‘concermed gbout ry heclth then usuel .
I 21 corcerned zbrut aches aft” —z2ins (2 wrset stomach OO censtipetion

“ T an'so crmcerned with “rw I feel or vhat T focl that it's hart to

tlink of ruch else

I an corjletely ebsor’ od in wint I feel )
I lave rot noticed any recent chonge in iy interest in sex
I an loss irterestol in sex tlen I usot to he

I &2 ruch less iatorested in sex sow

Y havo lost irtercst in sex con' letely

) ¢
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I more strongly believe thaty

e

2.

6.

a.

b'

2.

b.

-9

b.

a.

bl

b.

a.

b.

Children get into troudble because their parents punish them too
much, ’

The trouble with most children nowadays is that their parents are
too easy with them.

Many of the unhappy things in people's lives are partly due to
bad luck. ‘ : .
People's miasfortunes result from the mistakes they make. ,
One of the major reasons why we have wars is because people

don't take encugh interest m,polzl.’cics.

There will always be wars, no matter how hard people try to
prevent them.

In the long run people get the respect they deserve in this world.
Unfortunately, an individual's worth often passes unrecognized no
matter how hard he tples.

The idea that teachers are unfair to students is nonsense.

‘Most students don't reaiize the extent to which thelr grades are
influence by a.ccident;l happenings,

Without the right twreaks one cannot be an-effectniVe leader.
Capable pegple who fall to become leadexrs have not taken advantage
of their opportunities.

No n.natt;r hovw hard yc;u try some pegple Just don't like you,

People who can't get others to like them don't understand how to

get along with others.
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h\
Heredity plays the major role in determining one's persocnality.

It is one's experiencé in life Hhicim. dete.nnine. what they're él.ike.
I have often found that what is going to happen will happen. \ ‘
Trusting to fate has never turned ou£ as well for me as making \\‘\ <
a decision to take a definite course of action, ~ N

In the case of the ;eli prepared student, there is rax\‘elx, if ever, \
such a thing as an unfaip test,

Many times exanm q_ue;tions tend to be so unrelated to course woz;k,
that studylng really is uselesss

Becoming a success is a matter of hard work, luck has little or
nothing to do with it.

-

Getting a good job depans mainly on being In the right place at
the right ’f,ime. X © .
The ;average citizen can have an influence in government decisions.
This world is run by the few people in power, and there is not

much the little guy can do about 1it.

e plans, I am almost certain that I can make them work.

e to,plan too far ahead because many things
turn out to be a matter of good or bad fortune anyhow.
There are certain people who are Jjust no good. '

There i1s some good in everybody.

In ny case, getting what I .want has little or nothing to do with luck,

)

y times we might just as well decide what to do by flipping a

in.
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Who gets to_be the boss often depends on who Was lucky enough

to be’in the right place first.
.o L ]

Getiing people to.do the right thing depends upon ability, luck

+ .

-

haés little or nothing to do with it.

As far -a,s ;rorld affairs are conber‘ned, most of us are the victims

of forces we can neither understand nor control.

By taking ax{active‘ part in political and social a}fa.irs the people - ‘

can control world events. ' ‘
Most people don't realize the exta;xt to which thelr lives are
controlled by accidental happenings. ! 1
There really. is"no such thing as ':luck". y

It is usually best to cover up Qneﬂ's mistakes.‘ ’ -

One should always be willing to admit his mistakes.

~

_ It 1s hard to know wh:ather or not a person really likes you.
How many friends you have depends upon how nice a person you are.
In the long Tun, tiw bad things that happen to us are balanced by
the good ones. ‘

’Most mi';;;ortunes are ‘f;he result of lack of abllity, ignorance,
laziness or all three. .

With, enough effart we can wipe out political corruption.

;£ is diffitult for people to have much control over the things

politicians do in office. |

LY

Sonetimes I can't understand how t‘eachers arrive at the grades they
- p.vé. )
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)

b. There is a direct connection betiween how hard I study and the grades
1 get. TN
. 2 _a. A good-leader expects pecple to decide for themselves what they
ghould do, | ;
b, A good leader makes it clear to \evm:ybody what their jobs are.
25, #&. Many times I feel 1:.hat I have little influence over the things
that happen to me. = . )
"b. It s impossible for me to ballieve that chance or luck plays an
Important role in my life. -
26, a. People are lonely because.they don't try to be friendly.
b. There's not much use in trying $oo hard tc please people, if they
> like you, they like you. | ‘
27. a. -There 1s too much emphasis on athletics in high school. -
N b. Teanm ;spprts are an excellent way to bulld character.
. 28, a. What happens to me is my own doing. o

PR b. Scmetimes I feel that I don't have enough control over the directlon

ny life 1/sz*Eakine.'
29. a. Most of the time I can't understand why politicians behave the way

4 they do. v : . s

SR O o
b. In the long run, the people aré responsible for bad government on

a national as well as on a local level.”

»
‘ ! " \' - °
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3. Good health is largely a matter of good fortune.
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WALLSTON SCALE
L
1. If I take care of myself, I can avoid illness. ¥s
1 2 3 L 5 é .
STRONGLY STRONGLY ’
‘IESAGREE AGREE

2. Vhenever I get sick it is because of something I've done or not done.

1 2 3 b 5 6 R
STRONGLY STRONGLY
DISAGREE % ACREE

¢ 1 2 3 4 5 6
STRONGLY H STRONGLY
DISAGREE . AGRER .

4. No matter what I do, if I'm going to get sick I will get sick,

1 2 3 . 5 é
STRONCLY STRONGLY
DISAGREE AREE

5. ‘Most people do not realize the extent to whic their illnesses are controlled
by accidental happenings. . !

i

1 2 3 4 5 6

. a
STRONGLY o ’ STRONGLY
DISAGREE . AGREE

6. I can only do what my doctor tells me to do. .

1 2 3 4 5 6 ,
STRONGLY ] - STRONGLY .
+  DISAGREE ] A , AGREE /

N ¥ ,
7. There are so many strange d.lsegses around that you can never know how or
when you might pick cone up,

1 2 3 4 L5 6
STRONGLY ' STRONGLY
DISAGREE \ , . AGREE )

8. VWhen I feel i1l I know 1\1’. is because I have not been getting the proper
exerclse or eating right. . ‘
1 . 2 3 ¥ 1&)‘ 5 . 6

3
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8. When I feel 111 I know it 1s because I have not been getting the proper
exercise or eating right,

-

1. 2 3 4 5 é
STRONGLY STRONGLY
DISAGREE AGREE

9. People who never get sick are just plain lucky.
. ¢ .

1 2 3 4 5 6
STRONGLY , . STRONGLY ’
DISAGREE AGREE
10. Peopl\e's 111 health results from their own carelessness. '
1 2 3 b 5 6
STRONGLY » STRONGLY N
11l. I am directly responsible for my own health. .
1 2 3 4 5 6
N STRONGLY " STRONGLY.
DISAGREE T . . AGREE,
' ¢
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COOPERSMITH SCALE

1. I often wish I were someone else.

2, T find it hard to talk in front of a group.

3. There are lots of things about myself I'd change if I could.

4, I can make up my mind without too much trouble.
5. I'm a lotwof fun to be with.

6. I get upset easily at home.

7. It takes me a long time to get used to anythjng new,

8. I'm popular with people my own age.
9. My family expects too much of me.
10. My family u;tlally considers my feelings.
11. I give in very easily.
12.  It's pretty tough to be me.
13. Tngs are all mixed up in my life. .
14. Other people usually follow my 1d.eas.'\

15. I have a low opinion of myself.

(“l

16, There are many times when I'd like to leave hone.

17. I often feel upset\ about the wegk that I do.

18, I'm not as nice looking as most people.

19. If I have something to say, I usually say it.
20, My family understands me. |

21. Most people are better liked than I am. .\

22. 1 usuall& foel as if my family 1s pushing mé.“
23. I'often get discouraged et what I am dnine

24, Things usually don't bother me.

25. I can't be depended on.
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1. INFORMATION ok SO o
Ry
1. Flag I1. Height 21. Senators
2. Ball 12. Haly 22, Genesis
3. Months 13. Clothes ' 23. Temperature
4. Thermometer |4, Washington © 124, lliad
5. Rubber ] 15, Hamict 25. Blood vessols
b. Presidents 16. Vatican 26. Koran
7. Longfellow 17. Paris 27. Faust ’
8. Weeks 18. Egypt 28. Ethnology
R 9. Panama - 19. Yeast 29. Apocrypha
10. Braail 20. Population .
8, PICTURE
; COMPLETION TABLE OF SCALED SCORE EQUIVALENTS®
; . ss:gge . RAW SCOND™
' : . v
i. Knob ','-, s z|s
2. Tai N 3l {8 elslel el 3 lgla|3le!s
3. Nose s | 553 =]8] 3'E 213 £ 2| &
: H ElEI S |w) 2|4 2218 Je2|s| &
4. Handlos Wl ELRE 2 (=) 3]s 3E e (352
. Han SIS IT|E["] 3 /% (38(38 |38|2 A
3 Diamond - L) < ' Q > S8 |[E0 | ® [k | O
6. Water 10| 19 |1 2 | 17| naojerso 19
- 18] w2 28 76.77] 83.86 | 1y 3 |4 |
7. Noso piece - s || 74751 7982 @ {3 4]
8. Peg 1 {26 [0 |2 pasliniversio 47 [ 34 fa2 |1
9. Oar lock 1 |C2s | 23 [ 18| 22 | as ] er072.78 4 [ |a]s
70 Baro thread W oj2z24) 22 Jas o2 | fe ] edeslenrr | e Jasas] 32 {43 | W
11, Stars 1 [2n22] 1 4 [i920 5942 58-68 ) 10 J42.41(30-31 [18.39] 13
. 12 [40.20) 20 | a3 {iran| 13 sesefe2.e8 | 17 |39t |28 29 a7 12
12, Dog tracks 3o [tm| e )02 [asas] 2| ars|smeay [is18 3538 [26 27 (34.38) 11
13. Florida - 10 {1saafinan] o8 | isae 01 aoae)52.57 [ 14 {naalzras ) o
t piaaaisas| o ez be ] szislerse s e faopaz |2a0] 9
14. Stacks 8 faaz| e | 9| 90 26314148 ho-te [25-27-{10-19 2527 8
' 15. Leg 7| rw0pziz| 2 |Tre | 0| 2225(3540 |89 2024 1se1) 224] 7
16. Armimage € 78 10an) & | 56 | 81 102{2934 |67 {1720 [12-14 {1020 &
- . s | sa]ee]| s 4 War{2328 § 5 1308 | 011 fi5a8] 8
17. Finger 4 sl | 4] v vl onaw22| 4 hoaz] s |tas] 4
18, Shadow 3 3 s] a2 10 N517] 3 Jee | 7 [0 3
- 2l 2] ¢l af v pad v ef2 s oa {sa) 2
19. Stirrup ’ 'R RN asl ol {2 ]|s {34f
20, Snow 0 ofo2)] o] o [03] er[oac]|o et o4 a2, 0
21, Eyebrow N
1 N
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l INSTRUCTIONS: DISCRIMINATION PROBLEMS
Th

» next task involves a series of discrimination problems. Here is a -
sanple. Notice that thers are two drawings and that these differ from each
other in four ways. The cne on the left, A, contains a male figure whereas
the drawing on the right, 3, shows females. Also A contains only one figure ‘z {
whereas B has two. The figure in A is smiling while those in B are frowning "
and A is surrounded by a circle whereas the border for B 1s a square. To
repeat, drawings A and B differ in four ways: gex (nale or female), number
of figures (one or tWo), facial expression (smile or frown), and border
(circle or squars). Also notice that between drawings A and B, each of these
elght features has been used--and used only once. That is, A contains four
of the features and B includes the complementary four. Finally, none of the
Patures which make up A are present in B and vice versa.
Before we begin each problem, I will select one of the eight features--
that is, one of male, female, smile, frown, one, two, circle, or square--
without telling you which one it is. Your challenge will be to discover within
12 attempts which feature I have in mind by performing the following task.
On each attempt, you will be presented with a page similar to this example.
Your task will be to identify the drawing--by saying "A" or "B”--in which you
suspect thls "mystery feature" is displayed. For sxample, if you suspected
that the mystery feature was that there were two figures in the drawlng, you .
would say "B" because in the example it is drawing B which contains two figures.
A shows only one. 0Or, 1f you suspected that the mystery feature was the feature -
pale, you would say "A", because drawing A shows a man whereas B shows women.
After you have guessed A or B, I will tell you whether or not the mystery
feature appears in the drawing you have ldentified. An answer of "yas" means
that the mystery feature 1s displayed in the drawing you selected. An answer
. of "no" means that it occurs in the other (that is, ip the drawing you did not
pick). Once we have completed an attempt we will go on to the next one and
cannot look:back at earlier ones. After we have completed all 12 attempts,
I will aek you to name the mystery feature and we will continue on to the next
prodlem. In total, there are four problems; each conslsting of 12 aiiempls.
One final aspect. Before you state your guess on sach attempt, pleaze
rate between zero and ten how confident’ you are’as to whether or not you will
be correct or incorrect. As shown on the scale, a zero indicates "certain
fallure"--that you are 100% sure you'll be wrong. A ten means certaln success"
‘ --or that you are 100% sure you'll be right. I'll record all of your anawers
' on this sheet. Do you have any questions? Fine, let's begin, e
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DISCRIMINATION TASK SCALE

VHAT IS THE \HOST PROBABLE OUTCOME OF YOUR NEXT ATTEMPT?

raon;gn_;

TRIAL YES/NO  CERTAIN ' . Gmmm
- NO, FAILURE "SUCCESS
1. /N 0 1 2 3 & 5 6 7 8 9 10
12, /N 0 1 2 3 4 5 6 7 8 9 10
13. N 0 1 2 3 4 5 6 ? 8 9 , 10
1. /N 0 1 2 3 b 5 6 7\. 8 9 10
2, /N 0 1 2 3 4 5 6 4 8 9 10
3 ¢ I 0 1 2 3 4 5 3 7 8 9 10
b, /¥ 0 1 2 3 4 5 é 7 8 9 10 -
. N o 1 T 3 & 3 6 ? 8 9 10
. Y/N 0 1 2 3 4 5 6 7 8 9 10
7 N 0 1 2 3. 4 5 6 92 8 9 10
8 /R 0 1 2 3 b 5 6 7 8 9 10
9. /N ] 1 2 3 4 5 6 7 8 9 10
10, - /N o 1 2 3 n 3 6 7 8 9 10
. 7. 0o 1 2 3 b 5 6 7 8 9 10
12, ( ¥ 6 1 2 3 ¥ 5 6 7 8 9 10

WHAT WAS THE FEATURE I HADIN MIND? (x/N)
| | \
M * K j\ ;[ ' ]
y g
» . } . "

B i e Sy
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2.

3
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DISCRIMINATICN TASK ATTRIBUTIONS

i

How ﬁportant were dach of the following in determining how well you did on
the discrimination task?

" &, your ability or =kill

NOT AT ALL 1 2 3 4 5 .6 ? 8 9 COMPLETELY RESPONSIBLE
b. how hard you tried

NOT AT ALL 1 2 3' 4§ 5 6 7 8 9  COMPLETELY RESPONSIBLE
e, the level of difficulty of the task,

NOT AT ALL 1 2 3 & 5 &6 ?7 8 9  COMPLETELY RESPONSIBLE
d. it was Just a matter of luck

NOTATALL 1 2 3 & 5 6 7 B 9  COMPLETELY RESPONSIBLE
How well 46 you think you did on this task as compared to most people?
MUCH WORSE 1l 2 3 b 5 6 7 8 9 MUCH BETTER

How important do you think each of the following would be in determining
how well most people would do on the discrimination problems?

a. - abllity/skill

NOTATALL 1 2 3 & 5 6 7 8 9  COMPLETELY RESPONSIBLE
b, effort

FOTATALL 1 2 .3 & 5 6 7 8 9  COMPLETELY RESPONSIBLE
c. task difficulty .

NOT AT ALL 1 2 3 4 s5 6 7?7 8 9 oommxamponsﬁm

+de luck

NOT AT ALL 1 2 3 & 5 6 7 8 9  COMPLETELY RESPONSIBLE

N

To what extent do you t that how well a person performs on a task like
these discrimination problems reflects his success in other aspects of life?

MOTATALL 1 2 3 & 5 6 7 8 9 COMPLETELY

. e i it ¢ 13
@
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| DESIGN CHECKS

! —
i

1. My chances of receiving a transplant within one year from now are
1 2 3 4 5 6 ? 8 9

!

VERY VERY-
UNLIKELY LIKELY : |

2. My chances of receiving a transplant at some future time are
&8

1 2 3 4 5 6 7 8 9

VERY' ‘ VERY
N | UNLIKELY . LIXELY .

. %
} If I were to get a new kidney, my chances of being cured would be

-

1 2 3 & 5 6 7 8B 9

, VERY ' VERY
UNLIKELY LIKELY

4, I would like to receive a transplant. AGREE / DISAGREE

5. How fz:ee or restritcted do you feel in doing what you might want to do?’
- 2 3 L 5 6 7 8 9

I STILL DO EVERYTHING I CAN NO LONGER DO ANY )

I WANT TO IO ‘ OF THE THINGS I WANT TU
=<
6. How much does this bother you? % { T~
1 2 3 b 5 6 7 8 9 K

-

: NOT AT - IT ROTHERS ME SO MUCH
' i ALL . THAT I CAN'T THINK OF
' 1 . ANYTHING ELSE

+
ot .7+ If I couldn't recelve dialysis as a treatment for my disease

: _ & nothing at all would happen . N
! - . be I might get a 1ittle sick
' y o, I wonld get moderately sick
Co ' - 4. I would get very sick
’ . * . e 1would get very eick and might even die
! . © " £. I would get very sick and probably would die
‘ g. I would get very sick and definitely would die

N i

- .
_— T -
-

B
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8. These days I feel like I just can't do anything. 1
"1 2 3 A 5 6 7 8 9

STRONGLY STRONGLY
DISAGREE AGREE

9. These days I feel like I just don't want to do anything. |
1 2 3 4 5 6 7 8 9

STRONGLY . STRONGLY
DISAGREE AGREE
10. How much of your time is taken up by dialysis and other aspects of your
111ness? ! !
0% . 108 20% 30% 40% 0% 60 0% 808 90% 1007
11. How much does this bother you? ‘
1 2 3 N 5 6 ? 8 9
NOT AT " IT BOTHERS ME SO MUCH
AL - THAT I CAN'T THINK OF

~ ANYTHING ELSE

12. What is the greatest proportion of your time to be taken up by dialysis * \
and other aspects of your illness that you could tolerate? N

~

0% 106 204 0% 4% S0%5 60% 0% 80%  90% 1007
13, What proportion would you prefer? !
0k 108 206 0% L4O0% S0% 60% 0% B0F  90%  100%

14. The chances that I'll be on dialysis for the rest of my life are ~
1l 2 3 4 5 6 7 8 9
VERY VERY
UNLIKELY . LIKELY

15. Which of these statements best describes how you feel?

a. I"11 probably be on dialysis for the rest of my life but I don't aind.
b. I'11 probably be on dialysis for the rest of my 1ife and I can't
bear to think about it. . .
e. I don't really like dialysis but I will tolerate it until I get a
transplant.




1.

2.

5. How much does this bother you?

FOTAT L 2 3 & 5 6 ? 8 9 ITBOTHERS ME SO MUCH

ALL THAT I .CAN'T THINK GF

i ANYTHING EL3E

6., If I hadn't recelved a transplant and couldn't receive dialysls as a treatment
. for my disease

a. nothing at all would happen . ,

b, I might get a 1ittle sick ,

e¢. I would get moderately sick T .

d, I would get very sick

e. I would get very sick and might even dle

£, T would get very sick and probably. would die

"B I would get very sick and definitely would dle . .
7. These days I feel like I just can't do ‘anything. ‘
STRONGLY 1 2 -3 4 . 5 é 7 8 9  STRONGLY
DISAGRER . AGREE
] . :
8. Thése days I feel like I just don'‘t want to do anything.
SRONGLY 1 2 3 4 5 6 7 8 9 SIRONGLY
DISAGREE . ACREE’
’ b
~ )
r. . i
J Y
\\ - S
\__ ' o 5 .
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DBSIGN CHECKS: POSTTRANSPLANT

My chances of maintaining my transplant for -the upcomlng year are

VERY 1 2 3 4 5 6 7 8 9 VERY
UNLIKELY \ LIKELY

‘My chances of maintaining my transplant for the rest of my life are

VWY 1 2 3 & 5 6 7 8 9 VERY
UNLIKELY LIKELY

Now that you have a new kidney, to what extent do you conslder yourself cured?

VERY 1 2 3 4 5 6 7 8 9 VERY
UNLIKELY LIKELY

How free or restricted do you feel in doing what you might want to do?
1 . <2 3 b 5 6 7 8 9

[

I STILL DO EVERYTHING - I CAY NO LONGER DO ANY
T 'VANT TO DO OF THE THINGS I WANT TO DO

!
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9. When ypu were on dlalysis, how much of your time was taien up by dialysis and
other aspects of your illness?

0510%20%30%‘40%50%60%70%80%90%100%
10. How much did this bother you? '

NOT AT 1 2 , -3 ¥ 5 6 % 8 9 ITBOTHERED ME SO MUCH )
AL THAT I COULIN'T THINK, OF |
ANYTHING ELSE
11l. The chances that I'1l be back on dlalysls at some future time are -
- VERRY 1 2 3 y 3 [ 7 8 9  VERY
UNLIXELY LIKELY
{ 5
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BEHAVIORAL RATING BY...... Cireersanians weessssssss PHONE NO, ........ vaeres v

PATIENT. ......o0vnus e vseeiiianeees DATE. .ciovisaorevrrrnccennsss

1, If something 1s upsetting or disturbing (the pt) s how likely is s/he to
do something about it; i.e., to try to alleviate the problem? /

NOT AT ALL 1 2 3 b 5 6 7 8 9 DEFINITELY

2, How much does realize that when s/he 1s dlsturbed or upset by somgy

thing or event, that 5/he can act to do something to alleviate his/her discomfort;
i,6., Bhat s/he can do something to make the situation less of a problem?

NOTAT AL 1 2 3 & 5 6 ?7 8 9 DEFINITELY

3. Does: seem to belleve, in general, that s/he can control the things
that happen to him in 1life?

NOT AT AL .1 2 3 4 s & 7 8 9  IEFINITELY

4, How often (i.e., what percentage of the time) does , seem to be sad

or depressed? p
. % - L 4

5, How strong or intense are these feelings of depression?

NOT VERY ’ .

THTENSE 1 2 3 i 5 6 7 ~ 8 9 VERY INTENSE

6. How does -feal about himself/herself as a person in general: good

and woxrthy or bad and worthless? .
VORTHIESS ¢ BAD 1 2 3 4 5 6 -7 8 9  WORTHY & GOOD
7. {a) FOR FAMILY/FRIEND RATER: Think of the most Tecent occasion on Which there

was a dlsagreement (or a potential disagreement) between ~ and yourself
(e.g.; about which TV progran to watch or who should wash the difiner dishes).

—

What was the occaslon? ....... cevesiissastirssanmrans ,

Wo got their way? PT YOU(RATER) - (circle one)
1 “

(b) FOR_HOSPITAL RATER: What was the most chent occasion on which the patient
trled to manipulateé you(i.e., influence your behavior in his/her own preferred
direction independent of your own preference)? ( ‘

. o

.

—
00008 8 B8 sa0an 0 esst N ttistssnsnesssarvenorsssnsosssiasucstntpiny ;
2

AN ‘ g - to
¥ho got their way? THE PATIENT You (RATER) — (eirele one)

)

*
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8. How often (i.e., what percentage of the time) would you say that
- tries to influence you to do things his/her way?

o ¢

9. When mich incidents do occur, how had does .
NOT AT ALL 1 2 -3 b 5 6 7 8 9 mms‘vmtmu‘

10, In your opinion, does bslieve that s/he can influence or manipulate
you--i.e., does s/he believe that s/he can get you to do things his/her way? -

KOT AT ALL 1 2 3. & 5 é 7 8 9 DEFINITELY

11. Does generally seem to try and get his/her own way with most p&opls
or Just With you? .

JUST WITH ME 1 2 3 &4 5 6 7 8 9 ' WITH MOST PEOPIE

-

{]

txy to influence you?

»
*
‘

- . R
mﬂ‘s--..n-.....-.....-.-..-..~.u....-..-.n...--.....--..nn--...,n.--..-.

s 4 .
lwc'o-olnononuou-n-cplo..uo-‘ouo-n.--"Fon-.coo--touo-toc-uuo-u-ny--..-oo-c.-------n
' B

weasiesseacnsersancttesqusosvsensssnessettsacsiiarcncetiriirene sttt IItPee RN
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PSYCHOLOGICAL AND SOCIAL FACTORS IN DIALYSIS AND TRANSPLANTATION

- hurpgse of the Study

Pgychological and soclal factors axre known to be important in influencing

Yoth the physical and psychologigai well-being o‘f Patients suffering chronic
Llnesses. The purpose of the ‘p{.‘eser'xt research 1s to assess the impozl‘tance
of several of these for patients suffexring end-sta;e renal digease., Hope-
fully, a better understanding of the roles played by such factors in dialysis .
and transplantation will help to improve the quality of care recelved by
vatlents in fuiure.
The purppse\ og the study as deseribed above has been explained to me
BY +eennriveerunnnreesiroreesers nd T understand that my participation
~vti.'l.lﬂi.nw;xlve a serles of mestings with the researchers in which I\may be
interviewed and requested to perform some paper-and-pencil, psychological,
and behavioral tests, My participation also entalls granting the researchers
permission to consult with my family and the-hospital staff.
I understand that anonymity will be preserved and that my answers w111
19.1:'9.1.1 times be kept in the strictest confidence of the researchers alone.
' infornation will be used solely for Tesearch purposes. I also under-
stand that I am under no o{:ligation to participate--that the quality of my
- .oare td.l]; in no way be jeopardizéa by ny refusal nor enhanced ias a result
- of my consent--and that I am free to wifhdrax from participating in the
study -at any time.~ Knowing these th.:lngs, 1 agree to enter the study as a
participant,

—~

Dﬂteln--'-n.on.uiucucut 1' . i

R N Y N YN Y NN ‘ s erssseesasNBEEBnItIttaane sty

Signature of Participant’ Signature of Witness
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- , 4 * PATIENT INFORMATION FILE K
O . e - |
. . o ) i Dato Recordedivicevacicrsranes
‘ L Chart Nou .eiiiiesesensieeneas
. - L nogp'ital{ RVH QUVH OBET oevviveen.s
DENOGRAPHIC .
RARE voinreirravrnonensnansns ° Sexi1. M F

v , . ’ L
Birthdate viiveevecenrrecciis (AB8 = siiecuand) . St
.- © Marital Status; Sing Mar Sep Wa Div
No. ChHildren ....... No. Childiren at home .s..evpeuse
ReLIgLon ..evieessss Bthnic BACKETOUNA «ososessnsens
EBducation tiiveieceanscns Occupation s.iviivencosnnvcones
- Aal INCOME +vearvosees Hometowns Mtl Other e

Langusge Spoken: Eng Fr Other sevevevssnees (Primary = ..iic..l) .

2

MEDICAL - v o -

’ Prinary Renal DISEASE vvevcsecarneerrnrnnsnsnsrenees
‘ Onset of kidney faillure; sudden 4nsidious
] f Date renal disease identified ....evvveveess

f _ i . - Date of first time creatininelevel > 5 v.vvereeseserss

"’ - Date of fistula creation T .

Date of £irst d1alysic viveevervesesainss. (Longth of treatment = vuvevev..)

(idmtﬁicatf{on—to-dialygis Auration = .iveisvienranrasnons) o

oth& medical problems L R N R N N N N N N N N N N N N N N N YY)

J

lll'lll(l!nlnlo.llnl.llll'lul‘ll..vonctutl.lblt.toou'hl.l.'ilo.g\-.'-..ngllio-l"o
No. previous transplant attempits ov.vvoges.s
s ' Family history of renul diseasesr. no yes ‘(Relative\s= R

DIALYSIS S .
J . ) Mode: staff-hospital self-hospital self-home

Hrs, pexr Week sssvsesesss Days:t mon tue wed thur fri sat sun
. Time Of daY voevvnennions ' N :

Drugs prescribed: . . , . '
i A. During dialysis (dosage) B. Otherwise (dosage)
i ' .
' < T MEOGP B OEBIIEe e P I ar IO . PoeesvsIsavEtstesne s
Paveseitetasnansrsre e e ) . AN RN RN NRT RN
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ce ' . ' ORGAN DYSFUNCTION SCALE

.o & "
Patient - i . . Date

' ' . Rater

HEART FAILURE

0 = not meeti.ﬁg criteria 1, 2, or 3 °

1l = pefinite cardiomegaly on X-ray; cardiomegaly unspecified
(eguivocal, possible, probable or not specified; or
interstitial pulmonary edema on X-ray.

2 = Airspace or unspecified edema on X~ray; > 2+ peripheral -
edema, with serum albumin 2: 2.5 gms. . i
3 = Emergency admission for pulmonary edema; a) paroxysmal
nocturnal dyspnoea at least as often as once per week, or b)
shortness of breath on minimal exertion (walking to -
‘ bathroom on same floor, or talking) : either a or b with criteria
: t to meet 2, and'S.0.B. not also attributed to respiratory problems.

ISCHEMIC HEART DISEASE -

-

0 = not meeting 1, 2, or 3
* 1 = pefinite or probable ischemic changes on cardiogram, or
history or evidence of old myocardial infarction.
2= Angina Pectoris brough} on by moderate or severe exertion,
or brought on by mild exertion less often than once per
day (accept clinical diagnosis of angina if not disputed
? ‘ in chart).

¢
i

.~ 2a = Satisfies criteria for 2 but not for 1.

2b'= Satisfies criteria for 2 and for 1.

Angina Pectoris brought on by mild exertion at least as

i 3=
: often as opee per da}\(. ;
* ) ) S 3a = satisfies criteria for 3 but not for 1.
B 3b = Satisfies criteria for 3 and for 1.'
- ’ ~
- - §
( \§ . .
- M "

- e b mmep am o ma e e . - B N , - - o \
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u
PERIPHERAL ISCHEMIA

LY

0 = not meeting 1, 2, or 3.
l = At least one foot with absent pulses not disputed in chart.

2 = Intermittent claudication (accept clinical diagnosis if
not disputed). r

v :

’ 2a = Satisfies criteria for 2 but not for 1 {on the same side).

‘ 2b = satisfies criteria for 2 and for 1 (on the same side).

3 = gangrene, feet ulcers due to ischemia, ischemic pain at
.xrest, or amputation due to ischemia.

RESPIRATOR¥ SYSTEM
% , .
0 = not meeting 1, 2, or 3 : '

) * .
la = Chest X-ray showing chronic obstructive lung disease .

1

1b = History of chronic bronchitis.

2 = Shortness of breath on moderate* to severe* exertion not
attributed to othér causes. _ ,

{ *2a = satisfies criteria for 2 'but not for la. .
2b = satisfies criteria for 2 and for la.
. b 3= St::ortnes,s of breath on mildx e);ertion, or chroni:cally .
: . . . short of breath at rest not attributed to other causes,
3a = satisfies criteria for 3 but not fer la. ‘
3b = satisfies criteria for 3 and for la.
. - . BONE DISEASE
0 = not meeting 1, 2, or 3 ‘
| 1 = Radiologic evidence of bone disease but no fractures or pain.
T -2 = Radiologic evidence of bone ‘Hisease', with at least one
C - fracture attributed to bone disease or pain due to bone disease.
) ! 3 = Radiologic evidence of fractures at 22 ’dilfferent "sitesg"

(3 ribs would not count, for instance) or:severe chronic pain
i due to bone disease, - : |

Ty ' —
(Y - .




e iy aee

ANEMIA

0 = not meeting 1 or 2

1 = Hematocrit £ 25 on more than one occasion

J
2 = Hematocrit < 20 on more than one occasion

-

LIVER - .

" 0 = not meeting 1, 2, or 3

P
L]

patient diagnosed as having chronic liver disease or cirrhosis.

' 2 = as for 1 with prothrombin time 215 sec’'s (if not on coumadin),

albumin <3.0, or bilirubin>2 mg%.

-

1

»

3 = aAs for 1 with bilirubin =10, ascites, or evidence of hepatic
coma or precoma. ’ . ,
G.I. !
0 = not meeting 1 or 2 - )
1 = chronic** diarrhea, anorexiz, or vomiting, but not gevere
2 = Severe (’2 10 bowel movements per day) chroniec diarrhea, ox ,
~ chronic anorexia or vomiting leading to =10 lbs. weight lcsk\
PTH
0 = not meeting 1
1 = PTH level 2300 on at least one occasion and parathyroidectomy
not subsequently performed. .
SKIN

0 = not meeting 1 or 2

- .

" 1 = rtching but not said to be severe more than once or severe’

more than once without excoriation.

2 = 1tching said to be severe more than once with excoriation.

s o bt ! 4« b wn - .. .
i
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‘( PERIPHERAL NERVOUS SYSTEM . )
|
j 0 = No evidence of neuropathy .

1 = "Restless legs", mild-moderate burning, tingling, or pain
in extremities attzibuted to neuropathy.

% 2 = Decreased sensation, severe burning or tingling, or decreased
\ strength in one or wmore limbs due to neuropathy.
i

3 = paralysis of one or more limbs due to neuropathy. '

Y
.

| *EXERTION: Walking 1 block on flat ground is mild exertion. Any
- g -
hill, any further, any faster is moderate or severe exertion

**CHRONIC: Called chronic in chart or known to have lasted 2 1 month.

N.B. If a patient fits two possible categories for any of the individual
systems score the most severe. Also be sure not to use the same symptom
'(e.g., shortness of breath) to classify a patient for two separate .
- " variables. If necessary choose one variable on an arbitrary basis and

ignore the symptom alregay ;Jsed when socring the second. The total score

is arrived at by adding the individual scores for each variable. Maximum
possible = 28.

b b a4 Smrbma— - e -
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(1) Marital Status:

v

1y

2)

(2) Friends and Relatives;

) & (&)

Church and Group membership:

-

1)

2)

3)

1)

. o 188

W, BERKMAN SCALE

Have you ever been married? .
() yes () no
Are you now married, separated, divorced,'widowed?

() married () separated ( ) divorced ( ) widowed

How many close friends do you have?
(People that you feel at ease with, can talk to
about private matters, and can call on for help.)

()mome () lor2.-()3to5 ()6tod ()10 or more
How many relatives do you have that you feel close to?

K
(Jnome () lor2 ¢)3to5 ()6tad ()10 or more

v

How many of these friends or relatives do you see at
least once a month?

(Ynone () lor2 ()3te5 ()6to9 ()10 or more

I

Do you belong to any of these kinds of groups?

yes no 4
a) A social-or recreational
group? () )
. b) A labour union, commercial . .
‘group, professional - '
organization? () ()
. ¢) Church group? () ()
d) A group concerned with chil- .
dren? (PTA, Boy Scout) - () - ().
e) A group concerned with com-’
munity betterment, charity, —_— .
or service? () ()
f) Any other group? Describe. () ()
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INTRUSIVENESS RATINGS

! &

‘\..N.-»..-y- I L

How much does’your illness and/or its treatment interfere with each of the

following aspects of your life? '
Please use this rating scale in ansvering:

NOT VERY MUCH 1 2 3 4 5 6 7

- -
»

A, TOUR HEALTH

'

B. YOUR DIET

C. YOUR WORK "

D. FINANCIAL SECURITY & MATERTAL NEED SATISFACTION
E. RECREATION

F. FAMILY & MARITAL RELATIONS

G. OTHER SOGIAL RELATIONS

H. -SEX

1. :u‘-mmzss;on

J. RE \chous EXPRESSION

THTIHI

K. RECREATION
L. ITY & CIVIC ACTIVITIES .
e B
\\ N ’
L4 . 1
"
a\\ v - .
| .
o
.
Y L : - . : .
F : ~ - - . "
¢ h -
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ol . ‘ -
? . ) _ CONTROL RATINGS
i - 3 s .
1. HOW MUCH CONTROL DO YOU HAVE OVER EACH OF THE FOLLOWING ASPECTS OF
. YOUR LIFE? .
. . . ~ . o
. -+ . 2. BOW MUCH CONTROL DO YOU EXPECT TO RAVE IN A YEAR FROM NOW?
Please use this rating scale in answering: >
~ . i ' )
LITTLE CONTROL 1 2 3 4 5 6 7 A LOT OF CONTROL °.
) RO 1 YEAR  IMPORTANCE
- A. YOUR TLLNESS & ITS TREATMENT
‘ ' ‘ B. YOUR HEALTH
C.’ YOUR DIET
: D. YOUR WORK .
. s E. FINANCIAL SECURITY & MATERIAL NEED
| . * SATISFACTION
;' - F. RECREATION, g ’
G. FAMILY & MARITAL RELATIONS
) - - "+ . H. OTHER SOCIAL RELATIONS
‘ I. SEX g
A . . \
f ) : J. SELF-EXPRESSION
f K. RELIGIOUS EXPRESSION
[ [}
1 ) L. BRECREATION.
‘ M. COMMUNITY & CIVIC ACTIVITIES
- ‘
. ~ 3. HOW IMPORTANT TO YOU ARE EACH OF THESE ASPECIS?
NS v “ “ .
i Please use this scale in answering: , .
] . N
M .~ . . {:\ "
| - FOT VERY IMPORTANT 1 2 3 4 5 6 7  VERY IMPORTANT
. ‘ - Rt e
4 .
‘ *Dialysis patients only: How much control do you have cover your dialysis?
i ' ——
' RoW 1 YEAR  IMPORTANCE T
f i R .
k! .
- 1): /\ =
. ’$ ¢ -
}
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. . CARD SORTING TASK \‘

. -
 Each of these 13 cards has one aspect of life printed on it (e.g. your health,

.your work, recreation). The instructions are simply to put together into groups
“"the aspects of 1ife which seem to you to belong together. Do it in the way

that seems most natural, most logical, and most comfortable to you. There are

no truly right or wrong answers, it's your opinion that counts. You may have

a8 wany or as few aspects of life in a group as you 1like, so long ag the aspects .
of life in each group belong together for ome particular reason., If, after yom
have thought about all the aspects of life,d few do, not seem to belong with any

of the others, you may put these aspects of life’into groupe by themselves.

Plesse sort all the aspects of life.

A. YOUR HEALTH

B. YOUR DIET -

C. YOUR WORK

. - ) D. PINANCIAL'SECURITY & MATERIAL

NEED surrsmezg:
E.. RECREATION - P

: F. FAMILY § MARTTAL RELATIONS ; vy

G. OTAER SOCIAL RELATIONS -,

”~

v

H. SKX

-

L.
-
.

SELF-EXPRESSION

J. RELIGIOUS EXPRESSION

K. RECREATION.

L. COMMUNITY & CIVIC ACTIVITIES !

M. YOUR ILINESS & ITS TREATMENT
- P

et

o ke et e
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2.
3.
4.

5.

6.
1,
80

9‘

10,

16. -

17.
18,
19,

' 20,

K_SCALE

.

At periods ny mind seems to work more slowly
than usual.

I have sometimes felt that difficulties were
piling up so high that I could not overcome
thea,

1 have often-met people who were supposed to
be experts who were no better than I.

I find it hard to set aside a task that I have
undertaken, even for a short time.

I like to let people know where 1 stand on
things. ? A

K

At times I feel like swearing.
At tines I ao full of energy.
At times I feel like smashing things.

I have pever felt better in my life than I do

nov. .
v

I takes a lot of argument to convince most
' people of the truth. .

I have periods in which I feel psusually‘ cheerful

without any special reason.

I certainly feel useless at times. o
Criticism or scolding hurts me terribly.

1 think a great many people exaggerate their

misfortunes in order to gain the sympathy and
help of others.

3

’

Often I can't ynderstand why I have been so cross

and grouchy.

’
-

I get mad easily and then get over it soon.

What others think of ae does not bother me.

I, have very few quarrels with members of my family.

1 am against giving woney to beggers.’

At tipes my thoughts have raced shead faster than

I could speak them. .

Fe

LY

R

Y
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21,

zz.
'23.

) 26.

26.

A 27.
j 28.
b
é . 29.
E . .

30.

\-
N

I tx;aquently find wyself worrying about something.
I vorry over money and business.

It makes me impatient to have people ask uy advice or
otherwise interrupt me when I am working on something
important. ~ .

o

People often disappoint.me. s
I often think, "I wish I were a child again.”.
I find it hard to make talk when I meet nev peopg.a.

4
When in a group of people I have trouble thinking
of the right things to talk about.

o

Most peoplethll use somewhat unfair means tp gain
profit or an advantage rather than lose 1t.

It makes me upcomfortable to put on a stunt at a party
even wher others are doing the same sort of things.

1 think nearly

gnyone would tell a lie to keep out
of trouble, . *

Tan ' @

proes oy

-
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)
U ) ) ROSENBERG SCALE
. STRONGLY STRONGLY
AGREE ' AGREE  DISAGREE  DISAGREE
= S 1 2 3 4
A. X feel that I'zm & person of worth, « ’
at least on an equal basis with others. 1 2 3 4
B. I feel that I have a number of goo'cl
qualities, 1 2 3 4
C. All in all, I am inclined to feel that I
am a failure. ' 1 2 . 3 4
D. I am able to do things as well as most
other people. . . ) 1 -2 3 4
E. I feel I do not have much to be proud of. 1 2z 3 "4
'R, I take a positive attitude toward sfself. 1 o2 3 4
G. On the vhole, I am~sat1'sfied with myself. 1 2 3 4
h. I wish I could have more respect for myself. 1 2 3 4
I. I certainly feel useless at times. ! 2 3 4
: J. At tines I think I am no good at all. -+ 1 2 3 4

'

Pl 3 . ’ N e e bR LT TR, i e R < T
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BRADBURN. SCALE

DURING THE PAST WEEK, DID YOU EVER FEEL

PARTICULARLY EXCITED OR INTERESTED IN SOMETHING?
SO RESTLESS ;I'HAT YOU COULDN'T SIT LONG IN A CHAIR?

PROUD BECAUSE SOMEONE COMPLIMENTED YOU ON SOMCTHING YOU
HAD DONE? .

VERY LONELY OR REMOTE FROM OTHER PEOPLE?
PLEASED A_nou,r HAVING ACCOMPLISHED SOMETHING?
BORED?

ON.TOP OF THE woxu;m

DEPRESSED OR VERY UNHAPPY?

THAT THINGS WERE GOING YOUR WAY?

JUPSET BECAUSE SOMEONE CRITICIZED YOU?

’

L 4

- 195

NO YES
0 1
0 1
0 1
0 1
0 1
0 1
0 1
0 1
0 1

CONSIDERING YOUR LIFE AS A WHOLE, WOULD YOU DESCRIBE IT AS VERY UNHAPPY, UNHAPPY,

AN EVEN MIXTURE OF UNHAPPINESS AND HAPPINESS, HAPPY, OR VERY HAPPY?

t

VERY .
URHAPPY UNHAPPY MIXED HAPPY

A 3. IR 5 6.

VERY HAPPY

I e com e AT A S 30 Rt b A

)
. . \ PN
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POMS SCALE

196

PLEASE DESCRIBE HOW YOU HAVE BEEN FEELING DURING THE PAST WEEK INCLUDING

TODAY.

UNHAPPY -
SORRY
LIVELY
n
BLUE
ACTIVE
HOPELESS
{NWORTHY
ENERGETIC
DISCOURAGED
LONELY
CHEERFUL

_ MISERABLE
GLOOMY
ALERT

 DESPERATE
HELPLESS
FULL OF EBEP
WORTHLESS
TERRIFIED
CAREFREE
GUILTY
VIGOROUS

H

"NOT AT A

ML LTnE
0 1
0 1
0 1
o 1
0 1
o 1
0 1
0 1
0 1
0 i
0 1
0 1
o 1
- ,
0 1
0 1
0 1
0 B
o a1,
0 1
0 1
0 1
0 1
0 1

. QUITE
MODERATELY A BIT  EXTREMELY
2 3 4
2 3 4
2 3 4
2 3 4
2 3 "
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
2 3 4
‘L2 3 4
2 3, 4
2 3 . 4
.2 3 T4
3
2 3
2 3 4
2 3 -4
2 3 4
2 3 4
™~
2 3 4
2 3 4

B e
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" B.

BC\

?.

3

BECK SCALE

3 I am so sad or unhappy that I can't
stand it. .

2 1 am blue or sad all the time and 1
can't snap out of 1it.

1 I feel sad or blue.

0 I do not feel sad, ° -~

3 T fedl that the future ig hopeless and
that things cannot improve. .

2 I feel I have nothing to look forward
to.

1 1 fee) discouraged about the future.

0 I am not particularly pegsimistiz or
discouraged about the future.

1
3 Ifeel I am a complete failuré as.a
persen (parent, husband, wife).
2 As I look back on my 1life, alf I can
gee is a lot of failures.
11 feel I have failed more than the
average person.
I do not feel like a failure.

(=]

N W

I don't get satisfaction out of
anything anymore.

1 1 don't enjoy things the way I used to.
0 I am vot particularly dissatisfied.
3

I feel as though I am very bad or
worthless,

2 1 feel quite guilty.

1 I feel bad or unworthy a good part
of the time.

0 T don't feel particularly guilty.

3 1 hate myself.

2 I am disgusted with myself.

1 I am disappointed in myself.

0 I don't feel disappointed in myself.

3 I would kill myself if I had the
chance,

2 I have definite plans about commit-
ting suicide. '

1 I feel I would be batter off dead,

0 T don't have any thoughts of haruing
myself, 4

-

I am dissatisfied with everything. .

H.

I.

J'

L.

M.

B T s
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3 I have lost all of my interest
in other people.

2 I have lost most of my interest
in other people and have little
feeling for them. ‘

1 I am less interested in other people
than I used to be. -

0 I have not lost interest in other

people.

3 I can't make any decisions at all
anymore. - B

2 I have great difficulty. in making
decisions. -

1 I try to put off making decisions.

0 I make decisions as well as ever,

3 I %eel that I am ugly or repulsive—
looking.

2 1 feel that there are permanent
changes in my appearance and they
make me look unattractive.

1 I am worried that I am looking old
or unattractive.

0 I don't feel that I look any worse
than I used to.

3 I can't do any work at all.
2 I have to push myself very hard to

do anything.
1 It takes extra effort to get started
at doing something.
I can work about as well as before.

*

I get too tired to do anything.
I get tired from doing anything.
I get tired more easily than I used t-
I doan't get any more tired than usual

o

O = W

I have no appetite &t all anymore.
My appetite 1s much worse now.

My appetite is not as good as it
used to be. .

0 My appetite is no worse than usual.

N W

Care b a————

R
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' \, SDSCL SCALE _
Not A Little Mod- duite Ex~
DURING THE-PAST WEEK INCLUDING TODAY, At ALl __ Bit erately a Bit tremely °
HOW MUCH WERE YOU.BOTHERED BY: 0 1 2 3 4
1) HOT 0R COLD SPELLS - , 0 1 2 3 4
| '2) DIZZINESS OR FAINTNESS - 0 1 2 3 -4
3) CONSTIPATION OR DIARRHEA 0 1 2 3, 4
4) TROUBLE GETTING.YOUR BREATH | 0 1 2 "3 4
’ 5) SLEEP DIFFICULTIES ’ 0 1 2 3 4
6) WEAKNESS - 0 1 2 3 4
| " 7) HEART BEATS FAST 0 1 2 3 4
i 8). NAUSEA OR UPSET STOMACH T 1 2 3 4’
9) PAIN: a) CHEST PAINS ] 1 2 3 4
’ . by HEADACHES 0 1 2 3 4
: ©) MUSCLE CRAMPS 0 1 2 3 4
d) OTHER ACHES OR PAINS * 0 1 2 3 4
10) NUMBNESS OR TINGLING | 0 1 2 3 4
11) HANDS TREMBLE . 0 1 2 3 4

Respondent: Participant
' ,  Hospital: Staff

Significant Other

o
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Patient

Rater

SIGNIFICANT OTHERS' RATINGS

Phone No.

Date

1. Is°

a
b'
c.
d.

(the patient) taking his/her medications?

none
a few
nost
all

2. How well is he/she complying with his/her diet?

&.7 not at all

b,
C.
d.
e.

a lictle
moderately
quite well

‘extremely well

~ -

3. How well is he/she complying with the fluid restrictions?

4.
b'
Cv
d.
‘I

S. How much does

1
L4 . x

not at all .
a little ,
modérately :

quite well
extremely well

,

4y Overall, how would you rate

's self-esteen?

VERYLW 1 2 3 4 5 6 7  VERY BIGH . .

's illness and/or its treathent ;ntetfere with

other aspects-of his?het - life?

6. Considering

.
N .l

b.
(-1}
d.
€.

NOT VERY MUCH 1 2 3 & 5 6 17 VERY MUCH

's 1ife as a whole, would you describe it as

very unhappy
unhappy

an even mixture of unhappiness ahnd happiness
happy ‘ :

very happy

)
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NH.9-49 HAMILTON PSYCHIATRIC RATING SCALE FOR DEPRESSION
an N . "
INSTRUCTIONS: Code 07 under Shest Number on GSS.
.
]
For each item salect the one “‘cue” which best charscterizes the patient,
Be sure to record your answers in the appropriste spaces (positions 0 through 4),
Columns ¥ — 5, on the left half of the General Scoring Sheet.
See Specisl Instructions in Manual for (tems 7, 16, 18, and 20, .
Row ') 202 cop: cem: siwe  sge
Vo e S Row]  Mark each 1tem on left half of scoring sheet on row speaified
2.0 ot u3 3 onss NO. Use marking positions 0 -4, columns 1 -5
Vb ok omdr nr e ~ 1.  DEPRESSED MOOD (Sadniss, hopr{m. helpless, worthiess)
0= Absant
4200 =y oma: ouE s 1 = These feelirg states indicated only on § 4
5:0 b 2 3z ik ! 2 = These feching states spontaneousty m;iound nvballv
v 3 = Communicates feeling stiates non vasbally ~ 1 e, through facil
$:0: g nR: g g voice, and tend 10 neep
7 4= hmm reports VIRTUALLY ONLY these feeling states in hig
R HOg  TEI nEr nE: LK spontaneous verbal and nonwerbal communication
' L S A SIS 2. FEELINGS OF GUILT
» | TR T T e » 0= Absent
10:60: soa: % % s N 2 1 = Seff ceproach, feels he has let people down
) 4 2= Idess of guilt or ruMINSLION Over past errors or tinful deeds -
LR e e T 3 = Prasant iliness 13 a pumishmient, Delusions of guilt .
) 12:¢: e 4 = Hears sccusatory of denunistory voicas and/or experiences
. [ theastering visual hallucinations
18-:0: g
14k 2oker 3. SUICIDE
0= Abtent
B 15t -k 3 1 = Fesls ife it 7ot veorth lving J
. 160t ks ‘ 2= Withas he wore dusd or any thoughts of potsibie death 10 self
AT s ks 3 <"Suicide ideas or gesturw
1 - i 4= Attamp1s 3t aicice fany serious sttempt rates 4}
. - =ft: s:der N
1. INSOMNIA EARLY
194 ks 0 = No difficulty alting asleep ‘
20::0: ek 4 1 = Complawm of occasional ditfrculty falhng ssieep — i ¢, more than
. r
M- s 2= Complans of mghtly diflicuity tatling-asicep
22:%:  :k: bk =R ok - :
. 5. INSOMNIA MIDDLE
b3 T TR IO, R WS Y -
Cols:,, 2 3 ] 5 [ 0= No difficulty
. ! 1 = Patient complains of being restiess and disturbed during the night
2= Weking during the night — sny getting out of bed rates 2 [except
N for purposes of vording)
8. INSOMNEIA LATE ¢
) - s 0 = No dfficulty
1 = Waking in early hours of tha mormng but goss back to slesp
2 * Unable to l2i! aslesp sga:n if he gets out of bed
7. WORK AND ACTIVITIES ’
0~ No difficuity
1 * Thoughts and feslings of incapacity, fatgue or weakness ulmd w0
sctiviies: work or habbies
2+ Loss of interest in activity; hobbles or work — vllhur dlrer.'ﬂv
reported by patient, or indirect in histlesiness, indecision snd®
? vacillation (fasis ha bas to push seil to work or sctivitier)
. 3 = Decresse i actual tumie spent in sCtivities Of decrease in produc-
tivity In hospital, rate 3 || patient does nor spmd at least theee
. hours a day in thopiz! job or } axed ot
ward chores
: 4 = Stopped working because of present ittnms  n hoaptal, rate 4 §f
patient Engages In nO aclivikeel ¢xcopt ward chores, of sf patent
. Tails to perform ward chores unutssled
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R HAMILTON PSYCHIATRIC RATING SCALE FOR DEPRESSION
s
. 4
. "‘?gf Continue narking on lett haif of scoring sheet on row speelied i ’:“%W " continue harking on left hall of u-unng sheet on row snu:med
e — * 3 e e
o ». RETAROATION (S/ of thought and speec P ability * 118 LOSS OF WEIGHT  Rute e:mer A or'8
' * to concenlrate, rlccrcnrdma!w ncmlyl N A By History:
8 0= Normal peech and thought A When e By pid
. ] 1 = Stight reterdation av inseryiew 11 0 = No vemght loss
2~ Otwious retarmieon ot interview 1 « Fishubic wewght $083 associdted yihh precunt slinest -
t 3 ¢ devrerview thihicuit 2 = Delinite {according 10 patient]) werght foss
4= Complete srupor 3 = Not sssessed
9. AGITATION \ B On Weekly Ratings By Ward Piychiateist, When Actuat Weght Chanyes
. 0 = None ' Are Masar
i 0 = Lets than 1 1b woght foss n week
-
L ; - F:dg?'“"es,s . i 1 = Greater thaa 1 1b weight Joss in week
P aY'"Q with haqu , hair, ete. B 5 2 = Greatar than 2 16 weight loss o wesk -
3 = Movingvabout, can't sit stll 3 = Not sssaised
b = Hand wringing, nail biting,
haie-pulling, biting of lips 17 INSIGHT
0 » Acknowicdges being d-pressed and 11
0. ANXIETY PSYCHIC " 1 = Acknowledges diness but sttrbuies cause to bud food, chmate,
0 Na diffséulty overwork, virus, nced for rest atc
1 18 Subjective temsion and sentatwlity 2 = Denwn bewng il at all N
2= Worrying about munor maten
3= Ap 1n faca or speech 8.  DIURNAL VARIATION
4= an #xpressad without quettioning A, Nate whether [ymploms are worse sn morhing o evening 1 NO
- 2 - diurnal variation, mark none
. 1. ANXIZTY SOMATIC . w 0 = No variauon
. 0= Abrent Phymological concomitants of anxiety, such as 1 =Worse in AM ' .
1+ Mid Gastrontestinal — dry mouih, wind, indigestion, 2 -WorseinPM
. 1" ? = Moderate Gusrrhes, cramps bekching e
1= Sevare Cardio-vascular —~ palp-tations, headaches - B Whaen pretant, mark the severity of the varationn  Mark “Nope™ of NO
4= § {1 R,
v F Y = hyper / , tighing variavion
~ ° . » Urinary frequency 20 0 = None
. Swisung 1= Mid
- 2 » Savers M
12 0N TIC SYMPTOMS GASTROINTESTINAL, " DEPEHSONALIZATION ANO DEREALIZATION
* None
. - t Such Feal) ! iy '
12 1 Loss of dopetite but eating without staf! sncoursgement Heavy ? A,":" * uchw Favhagy of untesity
fsalings in sbdomen = At Nehviiotec idess,
’= g5 sbd n 2 = Moderate
2= Diffsculty sating without steff urging Reqvom ov requices laxs
tives or medicotien for bowals o med: 0r'G IM, ) :' f"’" . —
= {ncapaciiating B *
‘ 13.  SOMATIC SYMPTOMS GENERAL
1 G Nore 20, PARANOCID SYMPTOMS .
o 1= Heavinest in limbs, back or head Elckachn, headache, muscle 0= Nome
\ sches  Low of energy and fatigabihity 2 1 = Suspicious .
‘ 2= Any clear<ut sympiom rates 2 2« (dess of relerence
. I
14,  GENITAL SYMPTOMS ] 3 = Delussons of refarence and prrsecution
.13 0 Absent Svmmnm suth a: Loss of hbido +|21.  OHSESSIONAL AND COMPULSIVE SYMPTOMS
- 1= Mid Menstrual 0 = Absent ' 4
o 2%Severe ditturdances a 1o Mid - B
NS,  HYPOCHONDRIASIS ' . 22 Severe .
0= Not presant R K
L4 I = Spif absorprion (bodity) ! .
2 Precceups.on with hesith ,
3= Frequent complamts, requeits toe help, s1c ‘ :
4 = Hypochondr scat nelusions x
'
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