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HELPLESSNESS, DE~~SSION, AND MOOD 
1 

IN END-STAGl RENAL DÏSEASE 

Gerald M chael Devins 

Ab tract 

f 

Psychology 

End-stage renal ,disease (ESRD) and its treatment are' generally cons idered to 
1 

be ~ighîy stressful and the associ~ted loss 

dimensions is believed to induce Jidèspre~d 
of control over important- life 

depression. This situation was 

employed as a "living s'tress labo atory" in which to test the reformulated 

learned helplessness theory of d pression. Results indicated that reduced 

perceived con~rol over a yarie

t
Yl of life'dimensions was importantly related 

to increased dep'resslon, altho h the attributional' ref,ormulation of hel:p­

lessness theôry was not supported. Moreover, reanalyses of these data from 
1 

a social learning~heory per~~ecti~e in~icated that perceived self-effic~cy 
contributed uniqV~ly to thi~ negative correlation in additio-q to expectancies 

regarding respon~e-~come/contingency (Rotter I-E scores). The hypothesis 

that the, negative correlation between depression and perceived coqtrol might 

also be explained 1n terms of patients' psychological differentiation and 

the intrusiveness of ESRD was subSequently examined. Results revealed that 

perceived intrusiveness contributed uniquely to perceived control and to 

affect, indicating that perceived control and intrusiveness each contribute 
\ 

independently to mood. Surprisingly, a low prevalence of clinical depression 

• was observed, contradicting the general consensuS that helplessness and 

depression'.,are unavoidable psychological sequelae to ESRD~ These findings 
, ' 

arç equally applicable to several other chroriic and life-threatened patient 

population$ Ce.g., cancer, cardiac, diabetic) and thus underline the need 

for a general tneory of the emotional impact of illness. 
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SENTIMENT D'IMPUISSANCE, DEPRESSION ET HUMEUR 
, 

DANS LA MALADIE RENALE EN PHASE TERMINALE 

Gerald Michael Devins 

Résumé 

La maladie rénale en phase terminale (MRPT) et son traitement sont généralement 

considérés comme étant extrêmement stressants, et on croit que la perte de 

contrôle associée de plusieurs dimensions importantes du vécu induit une 

dépression généralisée. Cette situation fut utilisée en tant que "laboratoire 

Q 

de stress vécu" où évaluer la théorie reformulée de la dépression comme 

impuissance apprise. Les résultats indiquèrent que la réduction du contrôle 

perçu quant à une variêté de dimensions d1l vécu avait une relation importante 

avec la dépression accrue, bien que la reformulation de la théorie de 

-L'impuissance appri~s en termes d'attribution ne fut pas supportée. En outre, 

de nouvelles analyses des données selon une perspective théorPque d'apprentissage 

social i,ndiquèrent une contribution exceptionnelle de la perception de 

l'efficacité'perso~nelle_à cette corrélation négative en plus des attentes 

concernant la contingence réponse-conséquence (Rotter, scores I-E). L'hypothèse 

selon laquelle la corrélation négative entre la dépression et le contrôle perçu 

puisse aussi être expliquée en termes de différenciation psychologique des 

patients et d'importunité de la MRPT fut ensuite examinée. Les résultats 
• 

r.évélèrent une contribution exceptionnelle de l'importunité perçue au contrôle 

perçu et à l'affect, indiquant que le contrôle et l'importunité perçus contri-

buent chacun indépendamment à 1 'humeur. Etonnamment, une faible prédominance 

de dépression clinique fut observée, contredisant ainsi le consensus général 

selon lequel l'impuissance et la dépression sont des séquelles psychologiques 
~ 

inévitables de·la MRPT. Ces~conclusions sont également applicables à plusieurs 
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autres populations chroniques dont la vie est en danger (ex: 

cancéreux(ses), cardiaques, diabétiques) et soulignent donc le besoin d'une 

théorie'générale concernant l'impact émotionnel de la maladie. 
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HELPLESSNESS, ~EPRESSION, AND MOOD IN END-STAGE RENAL DISEASE 

'The primary function of the ~uman kidney is to remove toxiè metabo1ic 

waste products from the b1ood, a function which is essential to the main-

tenance of life. Irreversible renal failure. may occur, however, due to a 

~ide variety of diseases, genetically transmitted diatheses, or accidents. 

Estimates of its incidence have rang10 between 35 and 85 new cases per 

million per year, aff1icting males more'than fema1es in a proportion of 

approxi~tely 3:2' (Friedman, 1979). Irreversible renal failure can develop 

in any age group and its course may vary wide~y across individua1 patients, 

although each patient typica11y fpl10ws a continuous and consistent course 

(Friedman, 1979). End-stage rena1 disease (ESRD), which has be~ operation~ 

ally defined as that point at which one has irreversibly lost 75% or more 
1 

renal function (Rosenbaum, 1979), may occur within as short a period as 12 

months or as long as 10 or more years after the initial onset of rena1 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 p'rimary outcome of chronic renal failure is the uremic syndrome, a 

constellation of neurologica1 Ce.g., ataxia, aphasia, paraplegia), cardio-

-' 

vascular (e.g., hypertension, arrhythmia, pericarditis), hematologica1 Ce.g., 

anemia, purpura, bleeding), gastrointestinal (e.g., nausea, diarrhea, 

anorexia), dermatological (e.g." excoriation. calcification, pallor), ocu1ar 

Ce.g., conjuncti~l vessels, scIera, band keratopathy), and psychological 

symptoms (e.g., impaired attention, memory defic~ts, psychosis). In Its 

extreme :xpression as uremie coma, the patient behaves as if poisoned, exper-

iencing hypothermia, intermittent seizures, a bleedi~g diathesis, cardiac 



( 

1. 

2 

... ,. 
arrhythmias, vomiting, and rapid, sha11ow, respirations. If 'left unt~eated, 

'. 

the u1timate outcome is death (Friedman, 1978). Fortunate1y, however, ESRD 

has been treatab1e since the introd~ction of maintenance hemodia1ysis and 

rena1 transplantatiori in the ear1y 1960'5 and so the uremie syndrome can now 

be prevented from progre'ssing to this fatal extreme. 

Hemodialysis is present1y the most wide1y used treatment for ESRD and it 

is estimated that 80,000 patients are current1y receiving this form of treat-, 

ment throughqut the wor1d (Manis & Friedman, 1979). In hemodîa1ysis, .the 

patient's blood is c1eansed extracorporeal1y by circulation through an 
.' 

artificia1 kidnéy. Treatments typica11y 1ast from 4 to 8 hours and usua11y 

occur three times w~ek1y~ Unfortunate1y, hemodia1ysis cannot replace the 

kidney's endocrine functions and so these must'be supp1emented via medica-

tions. In addition, the intermit~ent schedu1e of the treatment--as compared 

ta the 'continuous functioning of tb{~.norma1, hea1thy, kidney--requires that 

patients adhere to a series of stringent dietary and f1uid-intake restrictions. 

Hemodialysis ~ay be performed in a hospita1 or satellite center (hospita1 

dialysis) or in the patient's own home (hbme dia1ysis). In the former the 

patient may be required to accept primary responsibility for administering 

and monitoring the progress of treatment (self-hospital) as is the case in 

home dia1ysis or he may remain re1atively passive, 1eaving these responsibi1i-

ties ta medical personnel Cstaff-hospita11. However, no uniform consensus 

has been reached regarding a num~r of important issues such as the 1imits 

of "reasonab1e" comp1iance with the regimen or the optimum degree of patient 

participation, among others, and sa these parameters vary across treatment 

centers (Czaczkes & Kaplan De-Nour, 1978; De1ano, 1978; Manis, 1978; Manis 

& Friedman, 1979; Romah & Franke1, 1977; Rosenbaum & Wicks, 1979). 

}' 
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As might be expected, treatment by hemodia1ysis is re1ative1y expensive. 

Home dia1ysis is the most economica1 form, casting between $8,000 and 
, , 
$11,000 per patient-year; staff-hospital dia1ysis, on the other hand, may 

exceed $25,000 per p~tient-year; and se1f-hospita1 may range from $14,000 

to $22,000 (Manis & Fried~an, 1979). FOrtunate~y for patients, these costs 

are covered by government hea1th programs in Canada and the United States. 

Continuous amÎm1atory peritoneal dialysis (CAPD) ts a much more recent 

treatment, emerging in the mid-1970's. In CAPD the blood is c1eansed continu-

ously and within the patient's own body as he performs his regu1ar schedule of 

of dai1y act~vities. The peritoneum, the membrane which Iines the ab domino-

pelvic waIIs, is employed as an artificia1 kidney by gentIy bathing'it with 

a dia1ysate solution. Typically, four daiIy exchanges are performed. In 
-' 

each exchange, dialysate is deposited into the abdo~iriâl cavity, 1eft to 

bathe the peritoneum, and then drained. Each exchange requires 30-60 

minutes. As in the case of hemodialysis, CAPD does not replace t~e kidney's 

endocrine functions and so its associated regimen must include a series of 

medications. The regimen a1so entails a seri~s of dietary retrictions; how-

ever, these are usually less severe than those accompanying hemodialysis 

and do not inc1ude f1uid-intake limitations. CAPD patients periodically 

return to the hospita1 (e.g., monthly) to clean and change dressing~, access 

tubes, etc. (Nolph, Miller, Rubin & Popovich, 1980; Nolph, Popovich, & 

Moncrief, 1978; Oreopoulos, 1979; Popovich, Moncrief, Nolph, Ghods, 

Twardowski, ~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 

~tter include reduced risk of accidentaI death (since the patient's blood 

'need not be removed from his body), lower cardiovascular stress, more 
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efficient dialysis (due ,to its continuous schedule), and lower costs 

($8,000-$10,000 per patient-year). Such considerations would appear to he 

responsible for the rapidly expanding application of CAPO to increasing 

numbers of ESRD patients (Burton & Hirschman, 1979; NOlph et al., 1980; 

Oreopoulos, 1979). 
\ 

Finally, renal transplantation involves the surgicak implantation of an , 

immunolog~cally matched human kidney. It has been estimated that more than 

25,000 ~ransplants have been performed fo date throughout.:the world 

(Rosenbaum & Wicks, 1979). If successful, transplantation is generally con-

sidered to be the closest approximation ta an ideal therapy since both 

exCretory and endocrine renal functions are replaced. The subsequent treat­
( 

mept regimen typically entails daily administration of immunosuppressive 

medication in tablet forme With the exception of moderate salt restrictions, 

there are no dietary or fluid-intake limitations. Patients rarely return to 

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 (Rosenhaum 

& Wicks, 1979.). However, many individuals are ineligible for transplantation 

due to considerations of age, histocompatibility, or nonrenal pathology 

(Guttmann, 1979; Rosenbaum & wiçks, 1979). Kountz (1978) has estimated 

that-only 30% of aIl new1y diagnosed ESRD patients u1timate1y become trans-

plant recipients. Evert those individuals who do receive a successfu1 trans-
• 

plant may lose their new kidney through a rejection episode. Whi1e it 
1> 

appears that approximately 75%-90% of aIl transpla.nted kidneys survive 

the first year postt~ansplant (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 51% for 
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cadaver grafts (Advisory Committee to the Renal Transplant Registry, 1977). 

In Canada and the United States more than 50% of transp1anted patients 

return to dia1ysis ,ithin 2 o~ 3 years posttransp1ant because of the high 
./ 

, percentage of cadaver transplants ,<Burt~n &' Hirsthman, 1979). Thus, 

neither dia1ysis nor transplantation is considered to be a cure for ESRD. 

Rather, these two treatment moda1ities are ~iewed as compatible alternatives 

which, in many cases, both will be emp10yed in onels medical management 

as an ESRD patient, (Guttmann, 1979; Guttmann & Binik, in press; Kountz, 

19.18; Rosenbaum & Wicks, 1979). 

Given this brief introduction, one might be tempted to ask "Why should 

a psychologist be interested in studying ESRD? ,After aIl, it would seem 

as if aIl that is involved is the artificial supp1ementation of a bio1ogica1ly 

deficient function." But, in fact, upon closer examination a number of 

particularly fascinating psycho1ogica1 ~ssues become apparent. The situation 

faced by ESRD patients on dialysis and transplantation, for examp1e" is char-

acterized by a number of significant stresses and, col1ectively, these might 

be construed as producing a "living stress laboratory" within which a wide 

range of research issùes--both theoretical and applied--may be explored. 

For example, despite the feelings of improved physical and psychological 
(, 

we1l-being which result ftom reversaI of the symptoms of progressive uremia, 

life on long-term (maintenance) dia1ysis is genera11y considered to be 

very stressfu1. Among the stressors mos't connnonly identified at:e the 

constant threat of death, dependency on medical machinery and personnel, 

economic burdens, reduced freedom of movement, the large 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 & Caste1nuovo-

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, & Ca1syn, 

1~77). Many of these stresses also accompany life on CAPO and posttransplant, 

each of which has its own unique threats in addition. In the case of CAPD, 

for example, patients must guard against high risks of infection at the 
, 

access site and peritonitis (Oreopou10s, 1979). Posttransplant patients 

"must 1earn ta live with the possibility that their new kidneys may fail at any 

time and for no apparent reason (Guttmann, 1979). Henee, as the qua1ity of 

bio~edica1 eare has improved, psycho1ogiea1 factors have become increasingly 

more important in determining the extent to which a patient will cope 

suceessfu11y with treatment (Abram, Moore, & Westervelt, 1971; Czaczkes & 

Kaplan De-Nour, 1978; Lipowski, 1977; Reichsman & Levy, 1974; Simmons, Klein, 

& Simmons, 1977). 

A wide body of 1iterature regarding the psychological and social impact 

of ESRD and its treatment by dialysis and transplantation has, in fact, . l 

evolved. Clinicians and researchers have been concerned with su ch 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, CraiGk, Davies, Johnson, Dawhorn, & Reale, 

1978; Ragberg & Ma1mquist, 1974; Hughson, Collier, Johnston, & Tiller, 

1974; Kaplan De-Nour & Czaczkes, 1976; Ma1mquist, 1973; PolI & K~plan De-Nour, 

1980), sexua1 function and dysfunetion (Hughson et al., 1974; Kaplan De-Nour, 
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1978; Milne, Golden, & Fibus, 1978; Procci, Roffman, & Chatterjee, 1978), 

and the qua1ity of life afforded by dialysis and transplantation (Beard, 1971; 

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

Poznanski, Miller, Salguero, & Ke1sh, 1978). Othees have focussed on the 

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

Brown et al., 1978; Ho1comb & MacDonald, 1973; Kaplan De-Nour, 1975; 

Kemph, 1966, 1970; Ma1mquist & Hagberg, 1974; Maurin & Schenke1, 1976; 

Simmons, 1977; Simmons et al., 1977; Simmons, Hickey, Kje11strand, & Simmons, 

1971; Si~ons & Kamstra-Hennen, 1979; Speide1, Koch, Balck & Kneiss, 1979) 
" 

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

1976; Ha1per, 1971; Mabry, Acchiardo, & Trapp, 1977; McKegney & Lange, 

1971). Contributi'ons of psychosocial factors to patient surviva1 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, 197~, 1980; Corson & Corson, 1971; Czaczkes & Kaplan De-Nour, 1972; 

Evans & Bryan, 1981; Kaplan De-Nour & Czaczkes, 1974; Marshall, Rice, 

O'Mera, & She1p, 1975; Moore, 1971; Short & Alexander, 1969; Rusk, 1978). 

Patients' coping behavior, particu1arly the use of denial and other defense \ 

mec~anisms, has been the subject of much research and clinical attention 

(Clark & Levy, 1975; Go1dstein, 1972, 1976; Kaplan De-Nour, Shaltie1, & 

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

tions of the social c1imate of,treatment settings to patients' we1l-being 

(Cal1and, 1972; Kaplan De-Nour & Czaczkes, 1974), i11ness behavior (Pritchard, 

1974a, 1977), and the phenomenologica1 meaning of ESRD (Clark, Hailstone, & 

~lade, 1979; Pritchard, 1974b, c; Viederman, 1974). Fina11y, from a mor~' 

app1ied perspective, researchers and clinicians have explored potential 
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applicat~s of psychological testing (Freeman, Calsyn, Sherrard, & Paige, 

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

Stre1tzer, 1979) and rehabilitation counseling (Cole, Stelzer, & Bayersdorfer, 
.... 

1979; Wingate, 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 

& Kaplan De-Nour, 1978; Ford & Castelnuovo-Tedesco, 1977; Rampers et al., 

1973; Levy, 1978, 197~b; Reichsman &cMcKegney, 1978; Seime & Zimmerman, in 
( 

press). Psy.chotic and other neurotic 'reactions seem to occur relatively 

rare1y (Abram, 1972; Kemph, 1966, 1970; Kaplan De-Nour et al., 1968). A 

high prevalence of de~ression was first suggested by early publications of 
~':2 

clinical impressions. Shea, Bogdan, Freeman, and Schreiner (1965), for~ 
f ' 

example, reported e1evated levels of depression among the first nine 

patients admitted to Georgetown Urtiversity's maintenance hemodialysis pro-

gram. Although patients were reported to have received a "detailed psy-

cèiatric evaluation" ,including psychologica~ testing, these data were not 

presented. Rather, Shea 'et al. simply canc1uded that "acceptance of and 

emotional adjustment to the b~sic disease process has general1y been paor 

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, Ketnph (1966) reported his clinical 

impressions of 12 ear1y kidney transplant recipients and cammented that 

"frequent periods of severe depressive reaction" (p. 1272) characterized 

the long-term follow-up period subsequent to transplantation. This obser-

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

transplant recipients and their donors (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 ~een reported regarding patients' emotional reactions 

to ESRD and its treatment by dialysis and-transplantation. However, théy 

lacked the internaI and external val'idity necessary for the establishment of 

a sound scientific literature. In addition to small sample sizes and a 

lack of valid objective data, these resèarchers failed to measure the contri-

butions made by the psychological factors hypothesized to be responsible 
l 

for elevated depression levels. Moreover, they failed to take into account 

or to ,control for relationships with relevant medical and demographic back-

ground variables (e.g., general nonrenal health, age, socioeconomic status) 

as weIl as the potentially mood-influencing effects of prescribed medica-

tions. While improving along sorne of these dimensions, la ter stuâies failed, 

unfortunately, to correct adequately for these sQortcomings. Thus, 

although they too suggested a high incidence of depression among ESRD patients 

on dialysis and transplantation, no firm conclusions could be drawn due to 

serious fla~s in experimental design.' 

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

structured interview to 100 maintenance hemodialysis patients sampled from 

six separate treatment facilities. Data regarding patients' depression, 

anxiety, and suicidaI risk were collected and revealed a v,ery high prevalence 

of negative mood states: 53% of the participants were "moderately to 

severely depressed", 27% were "moderately to severely" anxious, and 27% were 

judged to be at suicidaI risk. Data were also collected regarding dietary , 
compliance and significantly poorer compliance was observe~ among 
l 

depressed patients. While the generalizability of these findings was 



, 
l. 

la 

strengthened by the large number of patients included and the fact that 

patients were sampled from six s~parate dialrsis centers, there we~e also, 

a number of serious weaknesses. The study failed to employ valid and 

objective psychological measpres. Depression, for examp1e, was simply, 

assessed along, a subj ective 3-point-scale--"none or minimal, medium, and 
: 

( 
severe" (p. 3~6). 

'\ 

1 

Thus, the potentia1 for bi~s due' to experimenter 

expectancy effèçts was considerable (Rosenthal & Rubin,' 
\ 

1978). Furthermore, 
! 

a1though the res~ar~hers reported information regarding 
\ 

the age, sex, and 

socioeconomic statu~ of participants~ they failed to assess the relationships 
, 1 

between these var~afles and patients' negative mood states and fai1ed to 

control for them s;AtistLcally--i.e., as general noni1lness factors which 

might have been r1sponsible for increased depression rather than any ESRD-

specifie onE;s which might be 'suspected. Finally, in discussing their find-

ings Kaplan De-Nour and Czaczkes speeulated about the significance of thre~. 
, , 

ESRD-specific sources of psychologieal stress--"restrictions, dependency, 

and the resu1ting aggression" (p. 330)--but did not collect any data with 

which these interesting hypotheses might have been tested empirically. 

Similarly, Hu~hson~ Collier, Jobnston, and Tiller (1974) reported the 

resu1ts of a survey of "rehabilitation after transplaptation ll in which 56 

transplant recipients submitted to an interview with a social worker who 

administered a retrospective questionnaire regarding the prevalenee of 

"neurotic symptoms" su~b as depression, apathy, insomnia, anxiety, and 
< 

irritahility, among other indices of rehabilitation Ce.g., employment 

status', recr'eational activities, sexuo\ll function and residual physica1 

handicap). Results indicated 'that 25 patients (45%) reported "moderatell 

. to "marked" increases in these symptoms following tr'ansp1antation 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 reiatively large 
, 

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

cQmpromised by the Iack of valid standardized measures, failure to assess 

and control for the potentially confo~nd~ng influence~ of relevant back­

ground variables, and failure to measure the psychological factors postu­

lated--post hoc--to contribute to eleva"ted' levels of depression in ESRn. 
{ '-

( 

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

weaknesses have b~en circumvented adequately, a1though some researchers 

have corroborated with more standardized measures the conclusion that the 

prevalence of depr~ssion is high in ESRD patient populations. 
, f:!I' 

lsiadinso, Sullivan, and Baxter (1975) adm1nistered an extensive , 

battery of standard psychological tests, including the WAIS, MMPI, Rorschach, 

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

developmental and social histories were a1so obtained. However, IS1adinso 0 

et al. Iimited their report of theoresults to global and uninformative 

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

inent in patients who could not pur sue their instinctual drives or achieve 
, 

their goals because of limitations imposed by tteir illness ll (p. 800). It 

is unfortunate 'that su ch valuable and important data", obtaine~ from a 

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

greater det~il • 

. Wright, Sand, and Livingston ,(1966) àdministered the MMPI JO 12 early 
-" 

maintenance hemodialysis patients and reported significantly higher 
, -' 

Depressi~n (~) and Hysteria (Hs) Beale scores among these ~atients than 

among a control group of unspecified "normals". Similar results were 
i 

reported by Goldstein and Reznik6ff (1972) who administered the MMPI to 

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

.' 
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patients and 24 ,male VA general medical ,patients wj.th "m'inor medic~l 
, 

problems such as appendicitis". However, Goldstein and Reznikoff also 

pointed out that the MMPI D and Hs scàles are both heavily contaminated 

with items con~erning phys\cal symptoms. Thus, elevations of these 

.' scales in the profiles of patients suffering a chronic illness such as 

ESRD ma]'" simply "mirror their medical condition" '(p. 158). 

A later study by Ziarnik: Freeman, Sherrard and Calsyn (1977) did, 

im fact, document a strong degree of association among elevations of these 

MMPf clinical scaIes, physicai deterioration and even early death in a 

comparable group o'f 47 pulle Vli. heniodialysis patients. ' Ziarnik et al. 
(} 

divided theirisample in~o three groups on the basis of survivai and number 

of years on dialysis. Group A included 14 patients who had died within 

l ,year of initiating dialysis, Group B inciuded 23 who had been alive on 

dialysis between 3 and 7 years, and Group C incluaed 12 who had b'een alive 

on dialysis between 7 and 10 years •. Both depression and the prevaience 

of intercurrent nonrenal pathology (e.g., heart disease, hypertensi~n, 

" 
diabetes, s troke) were greatest in Group A, inte,rruediate in Group B, 

" 
and lowes t in Group C (R. t.. .05) • Furthermore, a series of !-tes ts 

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

serious nonrenai medical problem with the profiles of those Group A 

patients who did'not and reveaied "no significaJ?t differences at the .01 

level "(p. 212). The authors concluded that the direction of causality 

was thus 'from increased depression to increased physical deterioration d 

death. However~ this conclusion hardly seems justified by the eviden e. 

The smali subsample (~=14) upon which the !-statistic was estimated could 

not reasonably be expected to afford sufficient statisticai power . 
this hypothesis at the .05 I~vel of confidence, let alone at the . 

... 

\ 

.' 
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(Cohen, 196~). A statistieally more powerful and appropriàte approaeh 

might have examined' the re1~tionship between depression and surviva1 -in 

the ~ntire samplè (N=47) and only after relevant demographic and medic~i - . ---, ' , - , 
charaeteristics ~.g., presence of i~tercurrent nonrena1 path010gy) had 

been eontrolled statistica11y (Cohen & Cohen, 1975). In the absence o~ 

such an important test it would seem more parsimonious to infer that the 

~causa1 priorities were, in fact, opposite to those argued by Ziarnik et 
, 

al.--i.~., increased depression s.eeondary to physical decline--especia11y 

given Goldstein and Reznikoff's (1972) comments abo~t the somatic bias 

incrinsic to'the MMPI D scale. 

Research emp10ying more traditiona1 psychiatrie indice. of depression 

has a1so yieJ,.'ded evidence of elevated depression in ESRD patient samples, 

although these estimates are considerab1y lower than the 53% prevalence 

13 

repprted by Kaplan De-Nour and Czaezkes (l976)j.. Farmer, Snowden, and Parsons 

(1979) surveyed a samp1e of 32 home hemodia1ysis patients for the fre-

queney of "psychiatrie, i11ness"--i.e., patients considered to be compti'rable 
\ 

in symptomatology with a general'ou;patient psychiatrie. population. An 

'experienced psychiatrist eomp1eted a standardized interview (Goldberg, 

Cooper, Eastwood, Kedward, & Shepherd, 1970) which ~ssessed Il patient-

reported symptoms (e.g., depression, anxiety, irri~abi1ity) and 12 inter­

viewer-reporteq "abnorma1ities" (e.g., slow, apathetic, suspicious, ~ 

histrionic) • This procedure identified·10 patfents (31%) jUQged to be 
\ 

"psychiatrically ill", inc1uding ICD diagnoses of endogenous depression 

(3 cases), depressive nèurosis (1 case), a~iety neurosis (4 cases), 

neurasthenia (1 case), and hysterica1 neurosis (1 case). Simi1arly, Lowry 
1 

and Atcherson (l979) administered "a structured interview and brief battery 

of psychologica1 tests" (p. 748) to 58 patients entering home ll#modialysis 

\ 1,(.-... ·- --" ... , ,. ~_._~k"~4~""_""'._,_"""",,,,.,,",,_,,,,,,,,,,,,-,,"",,,",. ___ ,,~_,,,,,,",,,,~.,_" ... ,,,,. ".'.n,,_ -, ... 
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training. While the inte'rviewand test data, themselves, ,were not 

reported, the authors interpreted them in terms of 'the DSM-III criteria for 

t 
major depressive disorder and identified 13 patients (22%) who satoisfied 

these criteria. Unfortunate1y, Lowry and Atcherson failed to report 

whether these patients were new to dialysis or whether they had already 

been est~blished on another form of treafment (e • ..g., hospital dialysis).' . , 

The prevalence of dep~ession reported in these two studies, while consider-

ably lower than those reported in the eariier studies reviewed above, 

great1y exceed estimates that the prevalence of unipolar depression ranges 

between 4% and 11% in the general (i.e., non-ESRD) population (Amenson & 

Lew~nsohn, 1981; Lehman, 1971). 

Consistent with the reports of elevated depr~ssion in ESRD patient 

populations have been claims of a strikingly increased frequericy of suicide. , 

Abram, Moore, and Wester elt (1971) mailed questionnaires regarding suicidaI 

emodialysis patients to 201 treatment centers 

across the United S The researchers defined suicidaI behavior as any 

~f the foilowing: 

ac~ive and successful ~uicide ~hrough such means as overdosing and 
) , 

exsanguination (througJ.1 discon~ection or cutting of the artel!:i.o venous 

[AV] Shunt); unsuccessful, active suicidaI attèmpts; requests for 

withdrawal from dialysis programs with ensuing death; deaths 
'\ 

through an inabi1ity or refusaI to adhere to the dialysis regimen; 

and accidents and accidentaI deaths (through shunt separation). (p. 1199) 

Of th~ 201 questionnaires mailed, 127 (63%) were completed and returned, 

yieiding data regarding a sample of 3,478 hemodialysis patients. Results 
• 

indicated that 20 (0.6%) "successfu1" sui'fides and 17 (0.5%) unsuccessful 

.' 
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had been conuni t ted; 22 (0.6%) patients died due withdrawal at:'~empts to 
) 

fiom dialysis programsj and a striking 117 (3%) died due to noncomp1iance 

.with the regimen. There were also 9 (0.3%) accidentaI deaths and 107, 

(3%) accidents without death. Including a11 of these as instances of 

suicidaI behavior, Abram et al. conc1uded that the incidence of such 

behavior is 400 times the rate observed in the general public (assuming 

la suicides per 100,000 as the average rate). Exc1ud~ng the 'high number 

of deaths due to noncompliance, they estimated an incidence of suicidaI 

behavior among hemodialysis patients which is 100 times greater than the 

national rat~. However, these estimates have been criticized as inflated on 

two separate premises. Kaplan De-Nour and C~aczkes (1972), for example, 

have questioned, the validity of classifying deat~hs due to nonc?mplianee or 

" 
accident as suicidaI sinee su ch a categorization requires crucial evidence--

• 
,e. g., narrowing of interests ~ withdrawal from interpersonal relations. 

decrease in future planning, and other signs or sYmptoms that the patient 

lS "fed" up"--to suggest that patients intended their nçmcompliance to be 

suici.dal, evide'nce which Abram et al. faHed to collect. Kaplan De-Nour 

and Czaczkes went on to provide anecdotal data that, in faet, in their 
, 

experience suicide has been independent .of compliimce with the dl.alysis ' 

regimen. From a different tack, Levy (1978) a1so suggested that the 
• J 

Ab-ram et al. figures are inflate 

statistiès are &a~rate and that 

that the national suicide 

10 suicides per 100,000 

upon wbich the researchers based their comparisons probably underestimates ' ... 

the true rate of sldcide in the g'eneral population. Neverthe1ess, Levy 

agreed that sui~idal behavior 'is much more frequent in ESRD patient popûla-

tions th an in the genera1 public, a conclusion which ,he suggested is 

\ 

J 
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probably also trué' for other groups of patients suffering chronic ilt-
" 

"*nesses • 

While the majority of reports have concluded that depression is a 

common concomitant of ESRD, some have reported "evidence of re1atively 

normal mood states. Yet rather than interpreting sl1ch unexpected fJnd-

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

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

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

nature of this interpretation, together with. the fact that no behaviorally t 

va1idated objective measure of denial has yet been deve10ped (Kastenbaum 

& 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 preva1ence of depression and other negative 

mood states. Kaplan De-No~r et al. (1968), for epmple, reported that the 

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

fo110wed over a l-year period did not differ from those of an unspecified 

group of "normals". Although no measure of denial was administered, the 

(-----researchers attributed this unexpected lack of difference to "partial 

~enial of ill-health and threat of death, as 'weIl as .•. complete denial , 

and projection of aggression" Cp. 530). Similarly, Glassman and Siegal 

(1970) reported that the California Personality lnventory (CPI; Gough, 1967) 

and Shipman (1963)' Anxiety and Depr'ession Scale profiles of a group of 

seven hemodialysis patients wete within normal limits (as indicated in the 

test manuals). The researchers noted a "remark,~le disparity", however, 

between the test data and theit clinical impressïons of the patient popula-
1 

tion. Whereas the former indicatea normal levels of personality function, 
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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 than attributing these 

cl~nical impressions to the patients' poor physical status, Glassman and 

Siegal discounted the validity of the psychological test data~ con~luding 

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

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

"the danger of this massivé denial is that it may continue into a delusional 

processIf (p. 573). These concluding comments would appear to evidence 

distortion by the researchers rather than by participants, however, ~ince 

each of the seven yarticipating patients' CPI profiles was within normal 

limits and thus offered no evidence of a "delusional process". Moreover, 

three of the 18 CPI seales administered by the researchers --i.e., the 

Sense of Well-Being (Wb), Good Impression (Gi), and Communality (Cm) scales--

provide indices of the respondent's tendencies to minimize problems 

(Wb)', te present himself in a favorable light (Gi), and the extent to which 

a profile deviates from the modal pattern est~lished 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 lS widely believed' that the prevalence of depression is much el~vated 

, 
in ESRD patient populations, despite the fact that the research base from 

which this conclusion has been drawn is seriously flawed. As indicatèd; 

this literature appears to consist largely of clinical observations and 

uncontrolled studies, typically characterized by small samples and non-

/1 

• 
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objective, often idiosyncratic, measures. Moreover, researchers have 

fai1ed to assess and/or to take into account relationships with relevant 

medica1 and demographic background variables as weIl as the'potentially 

mood-influencing effects of medications typically prescribed to dialysis 

and posttransplant patients. Finally, there appears to~have beeu no 

attempt in the literature to assess the relative contributions associated 
1 

with such background v~riables as compared to the contributions made by a 

number of psychological stressors which,have been cited widely in the 

literat~re (e.g., threat of death, dependencies on medical techno1ogy 

and personnel, stringent dietary and fluid-intake restrictions). The 

unfortunate consequence of this weak research literature is that inferences 

regarding the signif~cance--practica1 or theoretical--of,the latter cann~t 

be drawn with confidence. Thus, three serious deficiencies wou1d appea~ 

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

adequately controlled, systematic, survey of the incidence 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 not to have been 

\ explored empirica11y; and ~) 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 refornrulated 

learned helplessness theory of depression (Abramson. Se,ligman, & Teasdale, 

1978) was explored as a potential psychological explanation for the 

development and maintenance of he1plessness and depression in ESRD. A 
/';-~- . -

series of 16 variables was selected ta measure'these negative mood states. 
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These we're drawn, largely, from measures Ilsed previously in s'tudies 

of helplessness and depression and included a standard laboratory task;, 

self-report measures, and separate ratings by hospital staff, significant 

others, and patients thernselves. Information was also collected regarding a 

wide range of medical and demographic background variables and their 

re!ationships with patie~ts' feelings of helplessness and depression were 

explored. Finally, the study was based on an hierarchical multiple 

regression/correlation design in which the contributions'to mood made by 

1 psychological factors were asses~ed after controlling statistically 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). 

, , ' 

1 
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STUDY 1: HELPLESSNESS AND DEPRESSION IN END-STAGE RENAL DISEASE 

Iwo patient reactions have often been identified in the clinica1 

1i~erature as associated with the depr'é'ssion experienced in ESRD: feelings '0 

of helplessness·-i.e., the perceived 10ss of control over a number of 

important life dimensions--and feelings of hopelèssness giv~n that the 

condition is irreversib1e ex~.ept for the limited avai1ability of trans-

plants (Abram, 1974; Carson & Corson,1971i Çrammond, 1970; Go1dstein, 

1976; Goldstein & Reznikoff, 1971; Kaplan De-Nour et aL, 1968; Reichsman 

& Levy, 1974; Short & Wilson, 1969): Yet the intensity of these reactions 

varies among patients. The experience of hope1essness, for example, may 

be mediated by patients' differing eligibi1ity for transplantation (e.g., 

as a result of age considerations, histacompatibility, intercurrent non-

rena1 disease) an alternative which, if successsful, reduces many of the 

restrictions imposed by dialysis. Similar1y, the intensity of the experience 

of he1plessness may vary as a function of ·treatment de1ivery. In hemo-" 

dialysis, for example, staff-hospital dialysis,would appear ta afford patients 

with the least degree of personal control over tqeir treatment, home the 

greatest, and self-hospital an intermediate leve1. 

Variations in control over dialysis and control over other life dimen­

sions, which typically accompany life on maintenance hemodialysis, wauld 

appear to provide a naturai sett'ing within which ta test the recently 

reformulated learned he1p1essness hypothesis (Abrams'on, Seligman, & TeàsdaIe, 

1978) both as a theoretica1 .model of depression and as an explanation for 

psychologicai reactions to renai failure. Briefly, this hypothesis posits 

the following causa! chain in 'the development of heiplessness and depression: 

a) the individual experiences objective uncontrollability; b) he pereeives 
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this lack of control and c) formu1ates a causal attribution ta account for 

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

attribution, he then forms an expectancy of future uncontrollability which 

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

Abràmson et aL, 1978, Figure l, p. 52, reproduced in Figure la). In 

addition, Seligman, Abram~on, Semmel, and von Baeyer (1979) have recently 

1 
specified the particular attributional style associated,with depression, 

,i.e., a patte n of attributing negatiye outcomes to internal,~stable, ana 
\ 

global causes ile attributing positive outcomes to external, unstable, 
t 1. ' 

specifie ones~ 

lt is hypo4hesized that he~odialysis patients experiencing 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 ta be strongest in staff-hospital dialysis patients, intermediate 

in self-hospital patients, and weakest in home pa~ients, aIl other',factors 

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

in dialysis patients will be assoc±ated with bath a perception of limited 
El 

'controlover their treatment and a pattern of external, unstable, specifie 

causal attributions for this control. Third, given the contrast between 

the restrictions associated with dialysis as compared 'with transplantation, 

helplessness and depression should be more prevalent among patients in the 
t) 

former group. Finally, ta the extent thât transplantation implles elimina-

tion of an individuJal' s dependency on dialysis, the probability of a 

patient' s receiving a transplant might be expected to interact with the 

effects 'of treatment uncontrollab il it y (in the case of, posttr~msplant 

patients, this probability c~rrespdnds ta the likelihood that the trans-

, i 
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planted kidney will continue te function adequately). A high prababili1ty 

, of transplantation, for example, might lead a' patient to construe his ;r 
dependency on dialysis as relatively temporary and there~y attenuate any 

dialysis-induced expectancy of uncontrollability. On the other hand, 

for a patient who highly .. values transplantation this expectancy might be 

increased by t,he awareness that this form of treatment is unlikely. The 

moderating role of <th~factor of transplant probability would th en be 
. , 

expected to have corresponding effects on the incidence and magnitude of 

symptoms of helplessness,and depression. Similarly, the perceived 

stability of transplant function should play a carrespanding role in the. 

posttransplant population. ~ 

The present s~udy is,an empirical attempt ta address these hypotheses. 
, " 

Figure la displays tÎie usual I!equence of events pos~ùlated by Abramson 

et al. (1978, p. 5-2) as resppnsible for the development of helplessness 

and depression. Alsa depic'ted in Figure 1 are the corresponding sequences 

of events whi~h were .derived in applying the the ory ta li:Ée on maintenance 

hemodialysis (Figure lb) and more generallyto dialysis and posttransplant 

patients combined (F'igure lc). The operational referents are described 

below in detail. The sequential natu,re of the reformulated model suggested 

an hierarchical nrultip1e regression/correlation design ~Cohen & Cohen'; 

1975) to assess t~e unique contribution o~ each postulated element. In 

add~tion, a sinrultaneous regressio~ analysis was performed ta test the 

ability of the entire model (i.e., the set of postulated causal factors 
1 

considered sinrultaneQusly) to account for helplessness and depression. 

Relevant demographic and medical variables were entered in an initial 

s~ep so thàt their effects cou1d be controlled statistically. Hypotheses 

regarding the roles of the probability of transplant and stability of 
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Figure 1 .. Sequence of events responsibleofor the dev~pment of . 

help'lessness ,and ·depres~i.on a) aspostu.lated by Abramson, Seligman, 
- '-

and Teasdale (1978) and c~rresponding 'Sequences ,derived b)' , 

speéifical1y for life on ma~rttenance hemodialysis and c) more 

generally for dialysis and posttransplan~ patients combined. 
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transplant function fa~tors were examined by entering these 1ast into· 

the regression equation. 

Method 

Subjects 

Hemodialysis and posttransplaht patients from four local hospitals 
\ 
\ 

participated. Stringent inclusion <:Î:"iteria were adopted to preclude a 
·s 
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number of potentially confounding influences. For dialysis patients. tl1ese 
\ 

incl'uded: a) absence of serious nonrenal pathology;' b) equal capability 
\ 

of receiving treatm'éht by any of the three 'modes of d"elivery; and c) 
'r· 
" 

initiation of-' treatment and/or related traini~g had been completed no less 
\ 

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 ~ 

crisis; and c) transplantation had been performed no 1ess than one yeat', 

prior to participation in the study. Given these .r~st:Fictions, a samp1e 

of 45 hemodialysis pa~lents (including 15 staff-hospita1, 15 self-hospi;al, 

~nd 15 home dialysis 'pal'ients) and 25 posttransplant patients consented 
" , • 'y' 

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

pate; however, they we.~~ n,;>t disproportionat~ly 
'.: 2 \ 

different patient grotlP'S,-;x:., (3) =7 ',56, .p ). 05. 

distrihuted across the 
" 'l 

Both ~nglish (~=56) and, 

French (~=14) speaking individuals were included 50 tha~ an adequate sample 

Isize could be obtained (aIl 'of the materials ,to be described below were; 

Î 

consequent1y translated into Fr';nch or standard t:rans1ations were used),: 
..!-

Relevant demographié and med(ica1 descri]?tive statistics are presented in --
Table 1. 

- . 

), 

il 
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Table l , . 
Demographie and Medical Descriptive Statistics 

Variable 

Sex
a

: F~male (.!!i 
~ 

Male <.~) 

Ageb (!!) 

SE-Sc Index <!:p 
l'Qd (~) 

Global Hea1th Rat.ing
e 

(!!) 

Previbus Transp1ants f CM) 

Years on Dialysis
g 

CM) 

Yea~s posttransplant CM) 

P~esent Ki_dn~y Funetion
h

• Q::!> 
fI" 

Hemodialysis 

Staff­
Hospital 
(0. = 15) 

8 

7 

4l.7 

7.8 ' 

3.9 

Q.7 

4.0 

, Self-
Hospital Home 
(E. = 15), (~= _l~ 

4 

11 
, 
46.7 

6.7 

31.3 

4.1 

0.2 

2.4 

., 
~, 

2 

13 

41. 7 

7.9 

35.6 

,. 4.3 

0.2 

, 3.4 

Post­
transplant 

(n = 25) 

10 

15' 

35.8 

7.2 

33.5- i 

4.4 
, 

0.2 

, 5.1 

'1.3 

Total 
Sample 
(!! "" '70) 

24 

4-6 

40.6 

7.4 " . 
32.9 1 

4.2 •. 

0.3 

5.1 

cSocioeconomi~ status (SES) w~s reflècted by a composite s'core which combiI}ed -.,. . , 

\ indices of educational and occupational achievement (range = 0-\3). .~ 

F (3,66) '"" 1.21, p > .05 •. - \ 

,d Intelligenee <IQ) was indexed by tue stim of the 'individual' s sc~led scores . . 
') 

on the Information and Pictunl CompleHon subtests of the WAIS plus their 
! - - " 

scores on the Visual Reproduction subtest 'bf the Wéclisler' Memory Scale . 
, , 
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(range = 0-51)"\» F(3,66) iii 1.90, p).?5: 

27 

eNonrenal physical statua was rated by attending staff along a 5-point seale, 

rangihg from 1 .. ~ery poor to 5 .. very good. !(3,66)" 1.11, E.) .65. 

2.81, E.(.05: 

g!(2,42) = 2.53, E.) .05. , 

-h 
Current 1eve1 ()f ttansplanted kidneyo funetion wa~ rated by at'tending staff 

along a 5-point seale., rangin~ from"'l =. normal to 5 '. severe chronic rej ection. 

Lower ratings, therefore, reflect heatthier levels of function • 

• 

rJ 

1 

, " 
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Experimental Factors 

Experimental factors representative of each of the operational 

referents depicted in Figures lb and le weré operationall~ defined as 

follows: 
"\ 

1. Demographie and "medical status. !he_~Ollowing were obtained for 
~ 

efich participant: age, sex~ marital status, education, occupation, 

r~ligiousOaffiliation, intelligence, generai nonrenal health status, 
, 

primary renal disease
Z 

sudden vs. insidious onset of r~nai failure, 

• 
family history of renal dlsease, number of previous tunsplant :failures, 

number ~f dialyses and number of hours of dialysis per week (dialysis 

patiepts only), number of years and/or months on dialysis (dialysis 

patients only), and number of years posttransplan~ (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 seIf-ratings along a 7-point scale (rangi~g from 
1 

Iittie control to a lot of control). These scores were mul~iplied by parti-. . 
pant~' 7-polnt ratings of the personal importance of control over dialysis 

(r~~nging from not very important to very important). For aIl participants, 

scores refiecting perceived control over eight nondialysis life dimensions 

were obtained'by su~ing eight similar ratings regarding perceived control 
1 

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

important in determining "quality of life" (e.g.:, Flanagan, 1978). 

4. Cau~al attributions. An Attributio~al Style Questionnaire (Semmel, 
i 

(~ 
J 
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Abramson, Seligman, & von Baeyer, Note 1) provided an index of the attri- J 

butional style described by Seligman et al. !1979). Using the same format~ 

dialysis pat~nts were also.asked to formulate a causal attribution ta 

oaccount for their self-rated degree of control over dialysis and tO,classify 

this ~ause in terms of the internali~y, stability, and globality dimen-

sions. 

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

that the expeetancy of future control is a product of the eonditional 

relationship between perceived control and its associated causal attribu-

tion. Cohen and Cohen (1975) have ·sugges.ted that the simp~est means of 

representing such relationships is via the partialed product(s) of the 

factors involved (i.e., the interaction term)~ Renee, 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-repor7ed internality, stability, and globality of 

• 
his associated causal attribution. The expectancy of future control, in 

, 1 

the case of dialysis\and posttransplant patients combined, was similarly 
q 

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 Stylè Questionnaire. 

6. Probability of transplant and stability of transplant function 

within 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 
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receiving a transp1~nt within 1 year from now are n and b) "If l 

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

Stability of transplant function was asse~sed by the product of posttrans­

plant patients' responses a10ng the sam~'9-point scale to the following: 

a) "My chances of maintaining my transplant for the upcQming year are 

and b) "Now that you have a new kidney, to wha't extent do you consider 

yourself cured?" Attending staff a1so provided an "objective" probability 

of transplant rating a1qng aS-point scale (ranging from very unlikely, to 

~ery likely). 

Measures of He1plessness and Depression' 

A series of 16 variables was selected to measur~ helplessness and 

depression. These were in large part drawn from measures used in previous 

studies of helplessness and depression and included a standard laboratory 

1 

" 

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 

result of~an expectancy of response-outcome independence •. 

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

described Dy Levine (1971) was emp1oYed. Fou~ ,12-trial multidimensional 

simûltaneous-discrimination problems were constructed. Each trial was 

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

pattern consisted of a set of values from eacb of four two-valued dimen-

sions (e.g., one smiling male figure within a circle, Figure 2a);, the 

other pattern consisted of the complemeatàry values of the dimensions 

(e.g., two frowni!1g female figures within a squarel, Figure 2b). 
, 

\ 

1 .' 
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Figure 2. A simultaneous-discrimination stimulus constructed 

from four dimensions (s:x, male-fema1e, number of,figures, on~-twb; 

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

the concèpt formation task. 
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The wide range of educational and int~llectual levels characteristic 

o~ the ·ESRD sample led the writer to suspect that the original Levine 

problems would be too difficult and insufficient1y personally involving 

for this population. Bence, whereas the Levine stJmu1us patterns varied 

along eight dimensions, the present research emp10yed only four. Further, 

the stimulus patterns used by Levine seemed tao abstract to maintain the 

interest or patient participants. Consequently, stimuli which were more 

social in nature were emp'loyed. preliminary pilot testing revealed the 

fpur-dimensional ànd more social problems to be weIl suited ~o this popu­

lation (e.g. ',' the mean number of ~roblems solved correctly = 2.5 out of 

4, sn = 1.4, range = 0-4). Simi1ar variants of the Levine (1971) prob1ems 

(i.e., four- aud fewer dimensional stimulus patterns involving attribute 

dimensions different from those used by Levine) have been used b~ 
'.. 

athers (e .g., Dienev.-r Dweck, 1978; Erickson, 1968). 
. f 

From trial to trial the dimension values shifted from one pattern to 

the other, following the rules specified by Levine (these rules were 

adapted for four-dimensional problems): a) on each pair of adjacent trials, 

values from two dimensions .remained paired'together (i.e., were on the sarne 

side for b~th trials) while the values.from the other two dimensions were 

changed (shifted sides from one trial ta the next); b) no twc dimension 

val~es stayed paire~ wi'th 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) fat any dimension value there was one and only one 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 t~e following instructions:' 

, 
1 



\ 

'----

J~ 

1 
1. 

v 
The next task involves a series of, discrimination problems. 

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

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

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

on' the right, !' shows females. Also! contains only one 

figure whereas B has two. The figure in ! is smiling while 

those in! are frowning and ! is surrounded by a circle 

whereas the border for B is a square. Ta repeat, drawings -

! and! differ in fo~r 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 ! and !' each of these eight features has been 

used-*and used only once. That is,,! contains four of the 

features and B includes the complementary four. Finally, 

none of the features which make up ! are present in B 

and 'vice versa. 

Beiore we begin each problem, 1 will select ~ of the 

1 l ~_~, ~ eight features .... -that i,s, one of male, fema.L~ frown, 

one, two, cirele, or square--without ~elling you which one 

-it is. Your challenge wil~ be to discover within 12 

attempts which fe~ture 1 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 

~ ta identify the drawing--by saying "Au or "B"--in which , 

you suspect this "mystery feature" is displayed. For 

exampl~, if you suspected that the mystery feature was 

34 
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that there were two figures i~ the drawing, you w0uld say 

"B" because in the example, it is, drawirig ~ wh.ich contains 

two figures, ! shows only one. Or, if you suspected that 

the mystery feature was the feature male, you would say 

t'A" because drawing !. shows a man whereas B shows womeh. 

After you have guessed ~ or ~, l'will tell you whether 

or not the mystery feature appears in the drawing you 

have identified. An answer of "yes" means that the 

my~tery feature is displayed, in the drawi~g you selected • 

. An answer of lino" means that it qccurs in the other (that 

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

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

cannot look bacK at earlier ones. After we have completed 

aIl 12 attempts, l ~~ ask you to n~e the mystery 

feature and we will c~tinue on -to' the next problem. 

total, there are four problems, each consisting 9f 12 

'attempts. 

In 

One final aspect. Betore you state your guess on each 

~ttempt, please rate ,between zero and ten how confident 

you are ,as to whether or not you will be correct or 

incorrect r As shown on the scale, a zero indicates "certain 

failure"--that you are 100% sure you '11 be wrong. A ten 

mesns "certain successi'--~r that you - are 100% sure you '11 

be right. r'll record aIl of'your answèrs on this sheet. 
, 

Do you have aoy questions? Fio~, le~' s be.gin. 
, ' 

35 

A standard predetermined schédule of correct solutions (one figure, circle, 

'two figures, circle) was employed for aIl participants. Four practice trials 

.. 
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preceded the first l2-trial problem. 

• 
Five measures were derived from the concept formation task: (a) total 

'appropriate expectancy shifts (i.e., increases in expectancies of success 

fo1lowing success and decreases following failure), (b) total inappropriate 

expectancy shifts (i.e., decreases following success and increase~ follow-

ing failure), (c) final expeetancy of success, (d) number of correct 
;::, 

solutions, and (e) total trials ta criterion (criterion = four consecutive 

correct -isOI'ut~ons) . 

difficu1ty, and/luck 

were also obtained. 

Partipants' causal attributions to skil1, effort, task 

(9-point scales) for their performance on this task 

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

Inventory (BDI); the Rotter (1966) Internal-Externa1 (I-E) Locus of Control 

Scale; the Hea1th Locus of Control (RLC) Sca1e (Wallston, Wallston, Kaplan 

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

3. Re1plessness ratings were obtàined from hospita1 staff, fami1y 

mèmbers or close frierids, and the participants themselves. Hospital staff 

members and significant others each provided three types of ratings: (a) 

locus of control and tendeney to cape actively with frustrations were 

indicated by the sum of~their responses along 9-point sca1es (ranging 

from not at aIl to definitely) to three questions (!lU something is up-

setting 'or disturbing [patient's name], how likely is he/shè to do some-

thingJ(about it; that is, to try to alleviate the prob1em?" "Row much 
" 

does [patient' s name] realize that when he/ she is upset by some o,thing or 

event, that he/she ~ aer to do something to al1eviate his/her discomforti 

that is, t~at he/she can do something to make the situation ~ess of a , 
,prob1_~m?", "Ooes [patient's name] seem to believe, in general, that he/she 

\ 
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can control the things that happen to him/her in life?"); b) depression 

was indicated by the produc t of the rater' s es tima.te of the frequency 

of depression in the participant ("What percentage of the time does 

[patient' s name] seem t~ be sad or .d.~ptessed?", response = actuai per­

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

these feelings' of depression?", 9-point scaie ran~g from not very intense 

1 -
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 goo,~). Participants' responses (along 

a 9-point sca1e ranging from strongly disagree to strong1y agree)' to two 

items--"These days l feel like l just can' t do anything" (to reflect the 

cognitive deficit characteristic of help.1essness and depression) and "These 

days l fee1 1ike l just don't want to do anything" (to reflect theCmoti-

vational deficit)--were multiplied to produce a self-rating of helplessness. 

AlI of the materials employed in Study 1 have been included in Appendi~ A. 

Experimenter-Interviewers 

, Two experimtenter-interviewers wex;e emp10yed. AD bilingual research 

associate conducted 17 assessments (these inc1uded aIl of the 14 French-

speaking participants). The writer conducted the remaining 53. 

Procedure 

A standardized interview assessment procedure was employed. A 

number of cognit,ive, ,somatosen'sory, neuromuseular and autonomie nervous 

system functions are impaired in patients suffering ESRD due to the accumu-"," ~_. r. 
lat ion of uremie blood toxins (these deficits 'are reversible, however, by 

hemodialysis; Teschan, 1979). Thus, in the case o( dia1ysis,patients aIl 

data were collected while participants were undergoing dialysis to min[mize 
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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 (typicaliy consecutive) sessions. Each assessment 

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

a private ,residence enabled home d~alysis patients "to be assessed in one 
"-

session which usually required~ about 2 hours ~ AH posttransplant patients 

were interv~ewed while hospitalized faro a standard annual check-up and, as' 

in the case oi"t~~ home dialysis group, these assessments were completed 

in one 2-hour ~sion. In the cases of persons c9nsenting to participate, 

neêded demograp~ic and medical information was first collected after which 

the assessment was initiated. AlI measures were administered verbally by 

the interviewer and in a random sequence. Hospital and' family ratings were 

obtained once aIl interactions ~ith a patient had been ~ompleted. 

Results 

The data an~lysis strategy was first, to perform preliminary validity 

checks; second, to reduce via principal-components analysis the 16 separate 

measures)if helplessness and depression to a amaller, more tract~ble number 
"" 

of factorsi third, to select a subset of demographic and medical variables 

whose potentially confounding effects could be statistically control1edi 
----.. 

fourth, to test the two families of helplessness hypotheses; and fifth, to 
, 

assess the hypotheses re,garding the probability of transplant and stability 

of transplant factors. Finally, the interre1ationships among hel~1essness, 

locus of control, and depression were exp1ored. An additiona1 series of 

analyses was performed to verify the uniformity of these results across the 

16 individual measures. 

Validity Checks 

The assumption that perceived control over dialysis varfes because of ~ts 
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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, 

E.( .0'06. Examination of the 95% confidence intervals revealed that staff­

hospital patients (~= 4.4) experienced signifiqantly less control"over 

their treatment than either self-hospital (~~ 5.9) or home (~= 6.2) 

dialysis patients. Perceived control over eight nondialysis life dimen-

sions did not differ b'etween dialysis (M =' 39.0) and posttranspl~nt 

(~= 40.8) patfents, however !(68) ='-1.03. AlI participants were fully 

aWare of .their life-threatened status as ~evealed by their responses to 

\ 

a 7-point s~a1e which inquired about the implications of treatment 

-unava)lability (ranging from nothing at aIl would happen to l would get 

:xery' s'f.ok and definitely wcmld die; dialysis M = 6.96, posttransplant . , -
~ = 6.92), Dialysis patients appeared to share their nephrologists' 

expectations regarding the probability of receiving a .transp1ant within the 
, 

upcoming year,.E.(43) = ,,44, E.".OOl. 
, 

Analyses of partipants' causal attributions for concept formation task 

performance reveal~ that effort (~~ 6.9 on a 9-point scale), skill 
1 

~ = 5.8), and task difficulty ~ = 5.8) all were considered to be important 

determinants. Luck (~= 3.3) was regarded as less important. Partici­

pants viewed their performance on this task as similar ta that of "most 

people" (M = 5.3) on a 9-:?oint sc.ale ranging from nruch worse ta much better) 

and considered the task ta. be of moderate relevance ta "success in othar 

aspects of life" (~ = 4.7 on ag-point scale). Threé findings questioned 
, 

,the va1idity of this t~sk as an indicator of helplessness, however. First, . 
since the expectancy Sh~f~& and problem-so1ving measures have been proposed 

as measureS of the cognit~ve deficit characteristic of learned helplessness 

(Grego:t''Y, Chartier, & Wright, 1979; Se ligman , 1978), thes'e measures wôuld 

"" 
,'" 
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be expected ta correlate significantly with the other measure~ which were 

collected of locus of control, depression. and subjective feelings ai help-
, ' 

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

nific:ant and t:.hese were internally. inconsïstent'. Second, appropriate and 

inappropriate expectancy shifts correlated positively with each other" 
, , 

r(6'S) = .47, p < .0005. 
- - < 

~ -
Third, none~ ,participants' causal attributions 

for performance on this task was significant1y relat1d ta any of the five 

concept. formation task maasures (as tested vta~a series of regression 
·té ~ ~ 

ana1yses)-.< 
~1:,)' , 

, , 

Finally, since data were collecte.!! in two languages, "])y two int~i'eweI's, 

from patients on a variety of 'potentlally mood-inflûenting medications 

(e.g., antihypertensives, immuno'suppressives, ho~ol'le supplements) and,. , 

receiving treatment at four separate hospitals, these four factors were 

explored as potentia1 sources of bias. No consistent pattern of re1atian- 1 

spip emerged" however, among any of these variables and the de-pen8ent " 

measures and their inclusion in the lnitial covariate predictor set nad nO 

effect 'on the ,results obtained (Le., the signifïcance of alli F tests 
'- '---.. ~ 

remained unchanged). They were thus omitted from the analyses reported D~low. 
" 

Data Reduction via Principal-Components Analysis 

Statistics descriptive of the l6.separate measures of he1pless~ess ànd 

depression are presented in Table 2 and the, varimax rotated final solution 

of a\principal-components ana1ysis applied to'these data appears in Table 3. 

Six princiPàl components (~Cs) were extracted, collectively accaunting for 
" . 

69.0% of the variance in the raw.data set; Variables whose squared loadings 
/~, 

equaled or ex'c.ee~ 50% ofq the corresponding communal it ies were viewed as 
'-,L- .:;J _ 

important < in interpreting and labeling the final solution'. The first princi-

~al compônent to be extracted, PCl, was labeled depression; Re2 was termed 

, ' 

) 
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Table 2 

Descriptive Statistics: 16 Measures of Helplessness and Depression 

• 
Minimum Maximum 

1 ~ VariaMe M sn Ob served)Observed 
./ Value Value 

.. 
l/ Beek Depressitm Inventory 7.9 5.6 0 25 r-, . 

\/ 
Self-Esteem Iuventory 19.3 3.7 8 25 

• 
I-E Locus of Control 9.0 3.4 2 16 

Health Locus of Control 38.9 8.6 18 55 

Appropriate ~xpectancy Shifts , 25:8 20.8 0 145 
, 

Inappropriate Expectancy Shifts 8.7 9.0 0 38 

Final Expectancy of Success 7.8 3.3 0 10 

Trials to Criterion 
( 

'39.4 7.9 20 48 

Number of Problems Solved 2.5 1.4 b 4 

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· U 
~ 

Family Rating 2: Depression ._ 150.2 185.3 5 891 

Family Rating 3: Seif-Esteem 7.6 2.0 1 9 , 
Self-Rating of Helplessness 20.6 11 :4 3 77 

1 

1 
1 

~ 

.' , 

"-

.f 1 

1 
1 1 '.. 

t 
- . 
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Table 3 ~ 

Prihcipal-Components Analysis of 16 Measures of Helplessness and Depression 

/ 
" 

'- .. 
Variable 

Princi~a1 Com:eonents 
1 2 3 4 5 r--ti h

2 
"-

t Beck Depression Inventory 67 05 -23 -16 -26 28 68 

Self-Esteem Inventory -40 31 27 35 35 14 60 

I-E LOCU9 of Control 
........ 

16 10, 15 -43 -64 11 66 
, 

Health Locus of Control 34 13 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 ta Criterion ) 04 91 -05 -05 -05 03 84 

Number of Problems Solved -07 -88 17 02 -02 -15 83 

Hospital Rating 1 : r.ocus of Control -02 -18 47 07 -06 -71 77 

Hospital Rating 2: Depression 60 12 -48 -19 20 11 69 

1 Hospital Rating 3: Self-Esteem -13 -17 80 14 13 -05 72 

Family Rating 1 : Locus of Control -11 -05' 20 -17 65 33 62 

Family Rating 2: D'epression 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.~ 12.8 10.0 '8.4 7.2 6.9 

'Note. This table presents the varimax rotated solution. Total variance 

.;lceounted for • 69.0%. Loadings di variables considered in interpreting 

( , 
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each principal component appear in italics. DecimaIs have been omitted 

from aIl reported factor loadings and communalities. PCI. depression; 

PC2 - concept formation task problem-solving performance; PC3 a significant , 

others 1 impressions o~ the particip~nt 1 s mood; PC4 ... concept formation, ., 
task e!pectanc~ shifts; PC5 D generalized locus of control; PC6.~ health 

locus of control. 

,~ 

.' 

. . 

l' 

l' 
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concept- formation 'task problem-salving performance; PC3 was significant 

others' impressions of the partie ipant' s mood; PC4 was expectancy "shifts 

(concept formation task); PC5 was genèralized 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 analyses as earLier outlined. Quantitative experimental factors 
'\ 

(e'.g., perceived control over dialysis scores) were entered directly into 

the desi,gn and the resul ts have been reported in terms of their associated 

partial correlations. Qualitative fac~ors (e.g., opjective 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 partlaled products of earlier entered factors. These 

results have been reported in terms of the F ratios derived from their 

associated increments in R2 . Unless otherwise indicated, aIl statistical 

tests are one-tailed. Two set. of analyses were conductedj one correspond-

ing ta each of the two families of hypotheses (i.e., dialysis-specific and 

dialysis and posttransplant combined; cf. Figure 1). 

Covariate selection. Any demographic or medical variable which corre-

lated significantly with two or more PC,s was included aS_fi\covariate. This 

criterion identified five covariates: _~ge..----<-inyears), number of previous 

(unsuccessful) transplan~tl)ÎsIcal status (rated by attending staff), an - ~ 

inpex of socioecnomic status (which combined occupation 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 

attempt ta 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. 

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 inconsistent 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 attributions rather than their internality . 
-----./ 

. ' 

The hierarchical analysis revealed that only perceived control over eight 

nondialysis life dimensions contributed significantly to depression (PCl), 

partial E.(60) = -.51, .E. < .001 (Table 5). Lower levels of perceived control 

were assoc,iated with greater depress!on as indicated -by participants' scores on 

the following measures: BOl, partial,r(60) .. -.32, .E. .(.001; SEI, partial E.(60) 

.... 28, .E..(.02; concept formation task final expectancy of success, partial E.(60) 

lOI .35, .P. <' .005; and self-ratings of helplessness, partial E,(60) .. -.52, E. < .001., 

Curiously, the depression PC scores failed ta correlate significantly with 

" .. 
attributional style. yet the indivi~lJa!~~~i~ of participants' BOl scores 

re~ealed a significant aSiociation in the expected airection. Greater 

_ depression as measured by the BOl was associated with a bias to attribute 

negative outcomes more than positive ones to causes which were internaI. 

partial E.(59) ~ -.23, E.<.04; stable, partial E.(59) '" 1-.24, .E..(.03; and 

_~lobal, partial E,(59) - -.31, E.~.01. The hierarchical analysis for the 

general ized 
, l 

locus of control PC identified attributional style as the sole 
; 

s ignificant contributor, !.(3,57) • 5.70, .E. ~.Ol .. but the relationship 

ob~erved did not conform to the he1.plessness theory. The individual vari-

ables which loaded On this PC correlated more ~nsistently with a bias to 
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Table 4 ,----- ,--

Produét-Moment Correlations: 

Covariates with six Principal Components 

Principal Components 

Variable 1 2 3 4 5 6 . 

Age 28 29 

Previous Transplants 31 -22 

Physical S,tatus -31 23 

Socioeconomic Status Index -23 25 -37 
r 

Intelligence -39 34 -22 

Note. Only significant (.2.( .05) coefficients have been included. Decimal 

points have been omitted. N· 70. PCI· depression; PC2 • concept,rfôrtfiatîon 

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

the p,rticipant's mood; PC4 • concept formation task expecta~cy shifts; 

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

, , 

---_ •. _----------'-~----~-- -- --
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Table 5 

Hierarchical and Simultaneous Regressions of Experimental Factors on six Principal 

Components: Dialysis and Posttransplant Combined 

Experimental iactor 
PrinciEal'Co~onents 

1 2 . 3 4 5 Ô 

a " Covariates !(S,64) 4.16* 5.13* 4.87*: <.1.0 1.08 2.23 
"-, 

Type of Dia1ysis -v-s.-Posttransplant 
Patient Status !.(3.61) . < 1.0. 1.14 1.77 1.39 3.61* 2.64 

Perceived Control over Eight Nondialysis 
Life Dimensions (A) partial ~(60)t -.51** .01 -.18 . -.01 .19 -.25* 

Attributional Style (B) !(3,57) ~ 1.0 LLO LLO 2.32 t70* ,1.0 

Expectancies (A X B) !.(3,54) ,,-1.0 1.67 1.64 LLO L..1.0 ~ 1:0 
• b 2 

Set ! Change .24 .11 .16 .18 .35 .20 

Set !.(10,54) 2.46* .c:.1.(} 1.57 1.21 3.3-2* 1.60 

NQte. 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 associat~d increments in R. AlI statistical tests.,are one-tailed. 
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PCI ·'depression; PC2 • problem-solving performance; PC3 • significant other~' impressions of.thé'partici-

pantls mood; PC4 - expectancy shifts; PC5 - generalized locus of control; PC6 - health locus of control. 

aCovariates included ~ge, nonrenal physical status, number of previous transPI~ failures, socioeconomic 

status, and intelligence. 
1 

'bThese are the ;~sults for the set ot four experimental factors considered simultaneously. 

*,p. <.O~ 
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attribute negative outcomes more than positive ones to stable causes (I-E: 

partial !(59) OD -.34, .E."".003; family locus of control ratings: partial E(59) 

.28, .E.~ .014; family self-esteem ratings: partial E(59) ... 01, ns) rather 

than to internaI ones U-E: partial.È.(59) "" -.20, .E.<.06; family locus of 

control ratings: partial .E.(59) == .12, ~; family self-e.steem ratings: 

partial E(59) = .35, .E.<.003). 

Similar results emerged from the simultaneous regression analyses. 

Significant multiple correlations resulted only for the depression PC, , 
!(10,54) .. 2.46, .E.~.05, and the generalized locus of control PC, !(IO,54) 

3.32, .E.~.Ol. Significance tests of ~he ~s derived in the simultaneous 

regression equations also confirmed the results of the hierarchical analyses. 

Dialysis-specific hypo~heses. 2.~, None of the dialysis-~pecific'1actors--
" 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" .!.(43) "" .17. 

Perceived stability of present patient status. Perceived stability of 

current patient status--Le., probàbility of transplant in the case of 
. 

dialysis and stability of present kidney function in transplantation--was 

unrelated, ta helplessness and depression. In the dialysis and posttransplant 

patients combined analyses (Table 7) neither the perceiv~d stability of 
<, 

current patient status nor its interaction with di~rysis 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 , 
probabilities of transplant nor the interaction of the latter with attribu-

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

Hierarchical and Simultaneous Regressions of Experimental Factors on Six Principal 

Components :' Dialysis-Specific i 
! 

" 

~perimental Factor Principal Components 
.fi 

; 
1 2 3 4 5 6 1 

\.-

-J.' 
-- * 't 

Covariatesa f(4,40) 2.08 2.79* 4.72* 1.30 < 1.0 2.30 

Type of Dialysis.!(2,38) <)..0 L.. 1.0 2.00 1.86 < 1.0 4.65* 
'-

Perceived Control over Dialysis (A) 
partial E(37) .09 -.04 .02 .18 .23 .00 

" Attribution for Control over Dialysis " 

(B) f(3,34) LLO '..(.1.0 1.35 1.33 1. 74 2.15 

Expectancy (A X B) !(3,3l) i 
, 

<.1.0 1.27 LLO 2.82 \< 1.0 .( 1.0 
b 2 .' .11 

"f 
Set !. Change .13 .14 .34 .20 .27 

Set f(9,3l) ,-1.0 <: 1.0 ,t;.1.0 2.09 .<: 1.0 1.77 

~. Results for quantitative experimental factors have been reported in terms of partial correlatiôns. 

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

of the F ratios derived from their associated increments in R2 • AlI stJbistical tests are one-tailed. 

~~ ~ 
« I, 
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PCI ~ d~pression; PC2 = problem-solving performance; PC3 = significant lothers' impressions of the 

par\icipant's mood; PC4 = expectancy shifts;/fpC5 - generalized locus of control; PC6 _ health locus 

of çontrol. 

aCovariates included nonrenal physical status, number of previous transplant failures,' socioeconomic 

stat~s, 'and intelligence. 

bThese are the results for the set of four experimen{al factors considered simultaneously. 

*.E.< .05 
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Table 7 

Hierarchical and Simultaneous Regressions of Perceived StabilitY,of Patie~t Statua 

Factors on Six Principal Components: Dialysis and Posttransplant Combined 

Experimental Factor Principal Components 

l 2 3 4 5 ,6 

Perceived Stability of Present Patieqt 
Status' (A) partial E.(53) .08 -.33* -.21 .00 .12 -.12 

A X Type of Dialysis vs. Posttransplant 
Patient Status !(3,SO) 2.63 ~ 1.0 1.17 < 1.0 1.40 2.06 

a 2 ' 
Set R Change .07 .OS .06 .04 .05 • OS" , 

Set !(4,SO) 2.08 1.90 1.50 ~l·O 1.23 1. 78 

Note. Results for quantitative experimental factors have been reported in te~s of partial correlations. 

Results for the set of two factors considered simultanepusly have been reported in terms of the F ratios 

d • d f h • . d' . R2, ~r~ve rom t e~r assoc~ate ~ncrements.~n • AlI statistical tests are one-tailed. PCI - depressionj 

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

expectancy shifts; PCS = generalized locus of control; PC6 - health locus of control. 

aThese are the results for the set of two experimental factors considered simultaneously. 

*E. < .05 

---.? 
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Table 8 

Hierarchica1 and Simultaneous~egressions of Probability'of Transplant Factors on 

, Six Principal Components: Dialysis-Speeific 
l, 

9'\ 
Experimental Factor PrinciEa1 ComEonents 

1 2 3 4 

Physic~an-Rated Probabi1ity of 
Transplant partial ~(30) -.21 -.06 '-.11 -.06 

Perceived Probabi1ity of Transplant (A) 
partid !.(29) \" -.11 .21 ~01 .06 

A X Attribution for Control over 
Dialysis !(3,26) .c.:. 1.0 1.48 < 1.0 2.44 

a 2 Set ~ Change .10 .12 .06 .12 

Set !(5,26) ~ 1.0 1.17 .(,1.0 1.50 

5 

.10 

-.09 

1.09 

.10 

c:. 1.0 

...r 

6 

-:02 

.28 

1.~1 

.11 

1.31 

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

• 

Results for factors repre&ented by sets of variables have been reported in,terms of the'F ratios derived 

from their associated incremen~s in ~2. AlI sta~istica1 tests are one-tailed. PCI "" depression; PC2 ~ 

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

expectancy shifts; PC5 =)~eneralized locus of control; PC6 .. health locus of control. 
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as represented,by thèse peso These results were similar whether obtained 

via a simultaneous or hierarchieal strategy. 

Helplessness, Locus of Control, and Depression 

The dialysis and posttransplant dornbined analyses revealed that the 

experienee of uncontrollability (i.e., low levels of perceived con,trol over 
....--.. -

eight nondialysis life dimens~ons) was signifieantly related ta inereased 

'depression. A similar pattern of correlations was a1so observed between 

the variables which loaded on the depression PC (PCl) and external locus of 
./ 

control as rneasured by the HLC and I-E scales. External health locus of 

control, for example, was significantly correlated with scores on the BDI, 

.E,(68) = .30, E,<- .006; self-rating' of helplessness, r(68) = .26, E,< .('>15; 

hospital çlepression' rat&g-B, E(68) = .20, E,<-.05; and concept formation task 
" 

final expectàncies of success, !,(68) = -.23, .E. <...025. Similarly, externality 

on Rotter's (1966) locus of control seale was~significantly associated with 

s'tcores on the BDI, r(68) = .25, .E. <..02, and SEI, 2:(68) = -.32, E,~.004. 

Finally, lo~ levels of perceived control over eight nondialysis life dimen-

sions were significantly related to ext~rnality on-both the I-E, partial ~ (60) 

= -.25, .E.<.025, and health, partial !,(60) = -.37, .E.~.002, locus of control' 

scales. Thus, lower levels of perceived control over eight nondialysis life 
, 

dimensions, external locus of' control, and increased'depression aIl inter-

correlated signi~icantly. 
1 

Discussion 

The factors identified blfthe Abramson et al. model--objective control 

(i.e., staff-hospital vs. self-hospital vs. home dialysis vs. posttransplant 
1 • 1 

t" 
patient status),.pexceived contr~~~er dialysis and eight nondialysis life 

dimensions) attributional style, and expectancies of future control (over 

dialYS~~d 'the eight nondialysis life dimensions)--failed ta account for 

---
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helplessness and depression 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 ~upport for the reformulated model emerged from either family 

of hypotheses--i.e., neither dia1ysis and posttransplant combined nor dialy~is-

specifie. In addition, new hypotheses about factors specifie ta ESRD (e.g., 

objective and perceived prob.abi1it}e~' of transplant), whieh were derived 

from the Abramson et al. model, a1so failed ta ~eceive sùpport, Paradoxi­

cally, the study's strongest positive finding might be interpreted as' support-

ive of the origiltà"l learned helplessnass theory of depression (Seligman, 

1975): pereeived control over eight nondialysis life dimensions was inversely 

related ta depression (i.e., lower levels of perceived control Jere assoc-

iated'~ith gre~ter depression). ~ 

Measurement of Helplessness and Depression 

Interesting implications regarding the measurement of helplessness and 

depression may also be drawn from the se results. The ra~ data package 

ineluded verbal reports, behavioral tasks, ratings hy signifieant others, and 

psychometrie results. In aIl, 16 separate measures were taken for each parti­

cipant and served as an important ehe~k against overgeneralizing from a 

siD1\le measure. This appears ta have been partieularly important in testing 
. 

the relationship between depression and attributional style. Wherea~ partiei-

pants' BDI scores did correlate significantly with attributional style as 

postulated by Ab~amson et al., this pattern was not replicated in'any of the 

four other measures which loade4.,on the depression factor (PCl)--i.e., self­
'-

a 

esteem, hospital depression ratings, hetples~ness self-ratings, or concept 

formation task f~nal expectancies of success·. While the BDI ia a standard 

self-report measure of depression, there are at least three considerations 
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whieh 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 that attributional 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 attributional style (using the same questionnaire as that used here) 

and BDI scores; ho~ver, when depression was indicated by scores on the 

Multiple Affect Adjective Check List (Zuckerman & Lubin, 1965), only two 

of the six predicted coefficients reached signifieance. Similarly, Golin, , 
Sweeney, and Shaeffer (1981) reported.a theoretically consistent pattern of ..., 

correlations between college students' BDI scores and their Attributional 

Style Questionnaire responses. The coeffioients 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 panel eorre­
..w 

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 a~alysis revealed no relation-

ship between BDI scores and participants' attribution ratings (measured in 

the Same fashion as by the,Semmel et al. Attributional Style Ques~ionnaire) 

for their performance on a helpl~ssness pre-treatment task although the 

latter successfully induced the performance deficits characteristic of 

learned helplessness in a subsequent anagrams task. Sec~nd, and perhaps more 

basic, is t~e fact that very- little is known about the validity and other 

psychometrie properties of the Attributional Style Questionnaire. Fin~lly, 

~ontrary ta the Abramson et al. reformulation, the present data revealed that 



L 

58 

attributio~at style--and more specifica11y, interna1ity--was not signi­

ficantly re1ated to self-esteem. In sum, there would seem to be no strong 

support for the re1ationship betwe~n depression and attributional style. ' 

Interestingly, ~he six PCs which were extracted corresponded ta three 

independent categories: a)dfl'èpression, inc1uding self-report (PCl) and 

ratings by significant others (PC3); b) locus of control, inc1uding general-
. 

ized (PC5) and hea1th (PC6); and c) concept 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 charact~ristic of learned helplessness and 

depression (Gregory, Chartier, & Wright, 1979; Se1igman, 1978). These 

measures would thus be expected to corr~late significantly with'the other 

measures which were co11ected of locus of control, depression, and subject-

ive feelings of helplessness but they did not. Moreover, appropriate and 

inappropirate expectancy shifts corr~lated positively with each other. 

Final1y, none of participants' causal attributions to skill, effort, task 

difficu1ty, or luck were signific~nt1Y related to their concept formati~ 
task performance as has been assumed by both the locus of control (Seligman, 

1978) and causal stabi1ity perspectives (Weiner, Nierenberg, & Go1dstein, 

1976). These results are c~nsistent with recent research which has 

,questioned the validity of expectancy shifts and problem-solving performance 

as universal indices of ,he1plessness and depression (McNitt & Thornton, 1978;", 

O'Leary, Donovan, Krueger, & Cysewski, 1978; Smolen, 1978; ,Weiner et al.. 

1976; ,Willis & 8laney, 1978; Wollert, 1979). 

What~ then do these variables represent? In the case of problem-

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

. \ '\. . 
ln socroeconomlc stQtU8~ and younger in age were more successful in this task 

'. 
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(cf. Table 4). Thus, concept formation taak problem-solv.ing performance in 

a noncollege population may reflect general intellectual and educational 

levels rather than the associative deficit resulting from an expectancy of 

response-outeome independence. In the case of expectaney shifts, the 

same individuals who displayed relatively large appropriate shifts also 

exhibited s greater number of inappropriate shifts. These messures may 

simply reflect the participant's motivation to solve problems, with more 
~ 

highly motivated individuals generally exhibiting greater shifts--appropriate • 

and inappropriate. No other study appears to have examined both appropriate 

and inappropriate expectaney 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 ~n ESRD 
\ 

Depression does not appear to represent an unavoidable psycHologieal 

reactio~ to ESRD. In fact, very few participants could be classified as 

clinically depressed (~ BDI - 7.9, SD - 5.6, range = 0-25) althoug~ this ia - ~~ ... ,. ~ 

most likely an underestimate since h l .~ ..... ldd 1 t e se ectlon crlter~a lnc u e on y 

patients who ~ere in good nonrenal health and who were ~ready established 

within a treatment modality. High~r levels of depression are probably 
j. 

prevalent among a number of subpopulatiQns: e.g., patients in very poor 

.. \'. . 
health or suffering complications, patients experlenclng traUmatlc tranSl-

tians such as those Wbich 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 internaI nor exter~al validity of the study since the helplessness theory 

maintains that the same flow o(events is responsible for depression uniformly 

acrôss the continuum of severity. In addition, the vast' majority of human 

,," 
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helplessness,' studies perfo:rmed ta date have employed individuals whose 

self-repq~ted depressions were equivalent ta the levels observed in the 

present 'ESRD sample. One minor limitation of the present study might be 

the absence of "direct" estima'tes of participants' expectancies of future 

control (e.g., using the same 7-point scale as was used to measure their 

perceived control over dialysis and eight nondialysis life dimensions) 

as oPPQsed to the Perceive~Control X Causal Attributions interaction term 

which was employed. Thi~ issue will be addressed in Study 2. 

In attempting to account for the development of depression in this 
'r 

population previous research and clinical observations have focussed on ~he 

helplessness and hopelessness implicit ~n ESRD and life on maintenance dialysis. 

However, this work has general-Iy failed to take into accbunt a variety of 

potentially confounding, influences which w~~e controlled in the present 

study (e.g., age, intelligence, socioeconomic status, general health, trans~ 

plantation history). The present results (cf. Table 4) indicate that vari-

ability among patients aiong several of these dimensions may be important in 

the development of depression in 'this population. Moreover, th~fact that 

dialysis and posttransplant patients reported equivalent amounts of perceived 

control over eight nondi~ly~s life dimensions would appear to suggest that 

control over dialysis contributes little to patients', perceived control over 

life in general, despite the life-maintaining raIe played by this treatment 

and its centrality in their daily lives. It may be that patients isola te 

or. exclude from their perceptions of life in general those experienées which 

occur while they are on dialysis. Consisten~ with this interpretàtion were 
. 

the findings that ~) perceived control ovar dialysis did not correlate sigai-

ficantly with perceived control over eight nondialysis life dim~nsions, and 
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b) perceived control over eight nondialysis 1ife dimensions--but not control 

over dialysis per se--was significant1y correlated with both depression and 

locus of cçntrol (genera1ized and hea1th). 

It might ftirther be specu1ated that ESRD patients actual1y exclude a 

variety of i11ness-re1ated experiences from their overa11 experiences of 1ife 

in an attempt to cope wi'th the psycho1ogica1 threats posed by this' chronic 

reatening disorder. This issue has broad implications for thé 

gnitive mediators of stress (Averill, 1973) a~d will b~ explored 

in Study, from the perspectives of psycho1ogica1 differentiation and coping 

theori s. Before progressing to the se. new data, however, it would seem appro-

e first to examine brief1y the interrelationships among helplessness, 

la us of control, and depression evident in the present data. 

1essness, Locus of Control, and De ression 

Consistent with previous research (e.g., Abramowitz, 1969; Ca1houn, Cheney, 

1 & Dawes, 1974; Hiroto, 1974. Lefcourt, Hogg, Struthers, & Holmes, 1975; . 
1 Pittman • Pittman, 1979; Proeiuk, Breen, & Lussi,r, 1976), both the exp,riene, 

l of uncontrollabi1ity (i.e., low levels of perceived 'control over eight non-
\ ~ 

\ dialysis life dimensions) and an external locus of control were associated 
\ J 

with ~reased depression. While the expectancy of response-outcome in~e-
, 

pendence (i.e., external locus of control) may account in part for the signi-
-<, 

ficant correlation between perceived control and depression, the, re1atively 

low magnitude of these correlations would suggest that a more complete 

explanation is require~. 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 

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

comes. This "'Would appear to be the same as helplessness theory's expectancy 
-;\ 
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of response-oyecome contingency or controllability as weIl as Rotter's (1966) 

construct of internl-external locus of control. An efficacy expectancy, on 

the other hand, was defined as the ,conviction that one can successfully execute 

the behavior required to produ~e a given outcome. Thus, depression may also 

" be the ~onsequence of low efficacy expectancies which are formulated on the 

basis of an ongoing evaluation of one'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 poore~ nonrenal general 

health were more likely t~ be depressed. The present data actually permit a 

preliminary test of this hypothesis a~ so this will be explored briefly before 

proceeding to Study 2. 
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COGNITIVE DETERMINANTS OF HELPLESSNESS AND DEPRESSION: A SOCIAL LEARNING 

THEORY REINTERPRETATION 

Althbugh Study 1 failed/to support the Abramson et al. (1978) attribu-

tionaI 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 regarding Rotter's (1966) locus of 

control construct. Both perspectiv~s have proposed that the cognition of 

uncon~rol1ability is associated with ~!lcreased feelings of helplessness and " 

depression. Moreover, both perspectives have m,intained that this belief 

evolves from one's objec~ive learning 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 learning theory posits that' 

both direct and vicarious experience are important fn the evolution of human 

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

ia cO,nsidered to be' th'e "active ingredient"--by informing individuals of 

""hat they must do to gain beneficial outcomes and to avoid punishing ones" . 
(Bandura, 1977b, p. 18). The experience of uncontrollability in helplessne~s 

and depression might- thus be interpreted within the social learning theory 
• 

perspective as a ,personal conviction that one is incapable of gaiping important 

beneficial outcomes or of avoiding important negative ones. Any experience 

• which contributes--directly or vicariously--to such a belief would be pre-

dicted also to contribute ta 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 ~ypical learned help\ess~ess problem-solving deficits. 

In each of these studies, participants who receive~ a pretreatment i~ which 

they ~bserved a model who was similar to themselves fail at a standard task 
( 

Ce.g., anagrams, hand shuttle task) which the ~rticipant was subsequently 

to perform evidenced reduced persistence, fewer correct sol~tions, and lower 

expectancies of success th an did individuals who a) observed the model succeed, 

b) observed a model who received no feedback about his performance, or e) 

observe~"no ~odel at aIl. Moreover, Langer and Benevento (1978) have demon-

strated the induction of a help1ess effeet with no prior exposure to une on­

trolla,bility. Relative to individua1~. who reeeived a superior label ("boss"), 

those who were givèn an inferior iàoe1 ("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 suceess. 

Demonstrations of the vicarious induction of he1plessness have been ihter-

preted as evidenee that both efficacy and outcome beliefs contribute 
; 

importantly to'the cognition of uncontrollability and its associated feelings 

of helplessness and depre'ssion (Bandura, 1980; Brown, 1980; Brown & Inouye, . 
1978). More direct evidence that efficaey be1iefs contribute to helplessness 

deficits was provided by the Bro\Jh and Inouye (1978) study,' Prob1em-so1ving 

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

in his attempt to solve an insoluble anagram) ëorrelated positively and , 

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 botll1f:fficacy and outcome beliefs are considered to be 

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

situation in which one holds weak effièaey but stron~ outcome ex~ectancies--
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e.g., a firm belief that an important life event is controllable but a weak 

belief k,one 1 s personal ability and/or skill to exert such 'control--was 

identified as particularly likely ta indu ce negative mood states such as 

helplessness, depression, and low self-esteem (Bandura, 1978a). In this 

situation, Bandura suggested, negative moods are induced as a result of the 

individual t s negative self-evaluation which, in turn, occurs via \social 

comparison in respon~e to the joïnt experience of weak efficacy a~d strong 

outcome beliefs. Bandura further posited that no other combination of efficacy 

and out come 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 
J , 

helplessness literatures have indicated that weak outcome expectancies are 

solely responsible for increased feelings of helplessness and depressQon. 

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 l might provide indices of participants' outcome expectan-

cies regarding life in general and health, respectively, whereas perceived 

cont~ol scores might be reinterpreted as indicants of their perceived self-

efficacy. Iwo families of hypotheses were derived: one regarding life in 

generâl and a second regarding health. In each CMse Fhe prediction was that 

the joint experience of weak efficacy and strong outcome expectancies would 

be associated with higher levels of helplessness aQd depression and ,lower 
, 

, levels of self-esteem than aIl other factorial combinations of these two 

factor~ (i.e., an Efficacy X Outcome inter~ction). 
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Matetials 

Rotter (1966) I-E locus of control and Wallston et al. (1976) HLC scores 

were employed to indicate ou~come 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 percelved control regarding the life dimensions 

of work,· recreation, sQcial relations, psychological need satisfaction, 

mat~l need satisfact~n, and cOmmUnity and civic activities were summed to 

indicate perceived self-efficacy regarding life in gen~ral. Similar self-

ratings regarding diet and "how well yo\! feel physically" wer~ 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 

self-esteem were<indicated by the BDI (Beck, 1967) and SEI (Coopersmith, 1967). , 
The self-ratings of helplessness constructed in Study 1 were also included. 

Resul ts 

Once again, an hierarchical prultip1e regression data analytic s'trategy 

"" 
was emp10yed and the order in whicn experimenta1 factors were entered into 

the regression equa~ion was established 'a priori. Relevant background vari-

ables--i.e., age, 'general nonrenal health, and number of previous transplant 

failures--were controlled statistically by entering them initially after which 

outcome (i.e., locus of control scores), efficacy (i.e., perceived control 

socres), and the inter~ction 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 
\ 

and outcome measure.s each contributed significantly and Ilniquely to the three 
le 
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dependent varîables. Weak efficacy an~-weak outcome expectancies ~ere 

associated with greater subjective fe~lings of heIplessness, iqcreased 

depression, and low self-esteem. Thus, with regard to life in general, 

perceived control (efficacy) scores were significantly related to parti-

cipants' scores on the BDI, partial r(64) = -.34, .E.~ .002; SEI, partial 

!(64) 'S .226, .E.L.036; and self-ratings of helplessness, partial r(64) = -.52, 

.E. < .0005. cParticipantqs' I-E (outcome) scores correlated significantly with 

their scores on the BDI partial E.(65) = .26, .E..(, .017, and SEI, partial !(65) = 

-.31, l<.005. I~ the case of health, only participants' self-ratings of help-

lessness correlated ,significantly with' perceived control (efficacy) sc~res, 

!(64) = -.24, .E.<.028. HLC (outcome) scores were significantly assoc~ted with 

scores on the BDI, partial E.(65) = .25, .E..( .02, and seÎf-ratings of hel~ess-
t1 

ness, partial E.(65). = .20, .E.~.05. 
", / 

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

regarding the Efficacy X Outcome in,teraction effect on the negative moods of , 1 

helplessness, depression, and low self-esteem. None of the six predicted 
~ 

interaction terms (i.e., 2 families of hypotheses X 3 de~dent variables) was 

significant. 

Discussion 

As predicted by both the helplessness·and locus of contrpl perspectives, 

weak outcome expectancies were associated with increased depression and low 

self-esteem. However, the social lear~ing theory construct of self-eff~cacy 

added significant explanatory power. iower levels of perceived self-e~ficacy 

regarding a variety o~ life dimensions were associated with greater subject-

ive feelings of helplessness, increased depression, and lower self-esteem. 

Moreovet, consis:ent with the social learning theory reinterpretation, 

efficacy and outcome cqgnitions each contributed independently to these 
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The resu1t~ did not support Bandura's (1978a) hypo~hesis that weik 

~ffic~cy and strong outco~e expectancies interact to indu ce the negative 

The mood states of'he1plesspess, depression, and low se1f-es~aem, ~ver. 

predicted Efficacy X Outcome interaètion effect was uniform1y nonsignificaht 

, 

across the six specifie test~ which- were performed. Yet, rather than r.efuting 

Bandura's (1978a) analysis in its entirety, these resu1ts might best be inter-' 

preted as cal1ing for a revision: the data are consistent ~ith an additive 
, 

rather than nonadditive model of the re1ationship between efficacy ~nd out­,. 
come expectancies as the)" relate to he}p1essness, . depression, _an~ low se1f-

esteem. This, in turn; Motil:d- suggest that the contribution to depression 
, .., 

made by the individua1's harsh self-eva1uation (i.e., the mechanism by means ,. 
of which Bandura postu1ated that the Efficacy X Outcome interaction induces , , 

negative moods) may a1so represent.an independent depressogenic factor. It . . 
may ~lso be, however, that these determinants become independent of ~ach 

~ther only a~ter they have evolved through an init~al developmental phase 0 

reciprocal interaction anà deteFminism (Bandura, f978b, 1981; Gong-Guy & 
. ~ 

Hammen , 1980), an hypothesis which 'can bè tested adequate1y on1y via a longi-

tudina1 research desig~ using Bandura's microana1ysis technique (1980). 

. " ~The data also'offer support for B~ndura's (1977a, 1978a) c1aim that 

1 efficacy expectancies are more important than are outcome expectancies in 

detetmining the degree to which an' individua1 will pérsist in his efforts to 

cope. Whereas on1y health-specific outcome expectancies (i.'e., HLe scores) 
, --..... ~ 

J 

were significant1y re,lated to subjective feelings of helpÎèssness, both self­

~fficacy (i.e •• p~rceiv~d control~ measures correlated significantly and in 

the expJcteâ direction with feeling~ oÉ helplessness. 

" / 
"li. ,...~ .. "'Î' ~ ....... ~r,.iL-t;>_ -l'../.~~~ ~'~ ...... ,fJ~'I-~ l.J-r4~~~IldJo,~;''''''''~)f'''''''''~I'.nt~'['iI........~'l: ~S,u.<l4._~l..-o'~~"::"J"'.~""'1>r1\o.p.,.~~~",~~~~~.>I?li':itt.!,'W'-: .. " ...... ~! 
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Finally, in addition ta supporting the validity of the ~fficacy vs. out-

come distinction (Bandura, 197.7a), these results are consistent with the hypo-

thesis~that the significant negative correlation observed in Study l between 

perceived control and depression derives from both efficacy and ~utcome 

beliets. Further research into the psychological meaning of perceived control 

over importa~t life dimensions would therefore appear ta be indicated: e.g., 

does this factor ~ctually refl~ct response-outco~ctancies, perceived 

self-efficaçy, or does it reflect some other construct such as quality of life, 

rate of reinforcement. pessimism; or a combinat ion of Some or aIl of these? 

15 it a cause, effect
C

, or independent poncomitant of depression? 

Psychological sources of perceived ~ontrol were explored in Study 2 
... 

as part of a rarger invest~gation qf cognitive stress mediation from the 

perspectives of psychological differentiation and' coping theories. The focus 

otpthe r~search was shifted, however, ta include normal positive and negative 

moods since St~dy 1 indicated t~at the prevalence of ,clin~ca1 depression i8 

relatively ,low in ESRD. Once again, information was also collected regarding 
, , 

a wide range qf médical and demographic background variables ~nd their co~tri~ 
~ . 

-,butions ta patients' emotional states were explored. Also as in Study l, an 

hi,erarchical multiple regress!on/correlation des_ign wa~ adopted in tder to 
.",: . 

assess the explanatory power f the psychological factors regarding ood in 

an ~SRD pat\ent popuiation over and aqove that afforded by relevant ack-
. , 

ground information. , . 
, '1., 

\ 

\ 

" 
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STUDY 2: POSITIVE AND NEGATIVE MOOD IN END-STAGE RENAL DISEASE , , 
Se~eral pf the findings reported in Study 1 were consistent with an 

\ 

hypothesis that ESRD pat~ents 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 exa~ple, were significàntly 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. Môreover, perceived control over 

dialysis did not correlate significantly with perceived control over non~ 

illness life dimensions. Patient~ may construe their situations as if they 
,; 

have two lives--an illness-specific life and a nonillness one--as a means 
\ 

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

threatenlng disorder. 

As~icated, the question of whether individuals isolate illness­

related experience, from their overall experience, of life ha' broad;Jimpli­

cations forothe study nf cogniti~e'mediators of stress. Particularly rele-
,~ 

vant to this issue is the construct of psychological differentiation whieh 

relates to the"degree to which exper~ence is analysed and s~ructured'and is 

measured in terms of-'he number ot semantic categories or dimensions typically 

.used to evaluate one's experience (Kagan & Kogan, 1970; Langer, 1970; 

Wit~in, Goodenough, & Oltman. 1979). Postul~ted as a stable individual differ-

~ , 
ences variable, increasing differentiation is associated with greater self-

nonself segregation, specialization of psychologieal functions, and discrete­

ness of experien~es -(i. e., a general tendency toward "keep~g things separate"'; 

Witkin ~t al., 1979). Thus, relative to ESRD patiènts characterized by low 
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leve1~ of psycho1ogical differentiation, more high1y differen~iated patients 

wou1d bé expected to distinguish more c1early between ~llness-related and 

noni1lness life domains. But the relationship between psycho1ogical 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 psycho1ogica1 different-

iation with relevant situational factors, however, may have important impli-

cations for psycho1ogica1 well-being given the widely endorsed view that both 

coping and its effectiveness are the p,roducts of a Person X Situation inter-
~ 

action (Averill, 1973; Baum, Fisher, & Solomon, 1981; Haan, 1977; Pearlin & 

Schoo1er, 1978). 

A potentia11y critical situational factor relevant to chronic patient 

populations, in genera1, and to ESRD patients, in particular, is the intru-

siveness of the il1ness and its treatment: i.e., the degree to which an i1l-

ness and/or its t~eatment interfere with the patient' s daily 1ife. 
, 

While a 

number of researchers have speculated about the importance of this factor in 

discussing the emotiona1 impact of chronic and life-threatning illnesses, none 

appear to have explored its contribution empirically. In the case of patients' ,. 
emotional reactions to ESRD, for example, researchers and c1inicians have 

frequently speculated about the neg~tive emotional impact of such intrusive 

illness-specific factors as patients' dependencies on ~edical technology and 
... . 

personnel, the large amount of time required for treatment, economic burden,s, 

travel limitat:i,ons, and stringent dietary and fluid-f~ake restrictions 

(~zaczkes & Kaplan De-Nour, 1978; Ford & Castelnuovo-Tedesco, 1977; Levy, 

1978;' Reichsman & McKegnay, 1978). However, none appe'ar actua11y to have 

attempted to measure the emotional impact of these important stressora direct1y • 
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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~ 
, 

AlI other factors being equal, the intrusiveness of an il"ness and/or 

hs treatment is hypothesized to exe,rt a negative emotional imp!ct since 

increasing intrusiveness limits one's opportunities to engage in valued 

activities. In the case of ESRD and the treatments currently employed in its 

management, a naturally occ:urring "objective" continuum of intrusiveness might 

include (in descending order of intrusiveness): a) hospital hemodialysis (with 

staff-hospital dialysis possibly more intrusive th an self-hospital), b) home 

hemodialysis, c) continuous ambulatory peritoneal dialysis (CAPD), and d) 

successful renal transplantation. An individual's perceived degree of intru-

siveness, however, may vary widely from this "objective" continuum and so both 

factors should be evaluated. Nonetheless, these are predicted to covary and 

actual and perceived intrusiveness are both predicted to reduce patients' -
positive and increase negative affect. Moreover, one's d~gree pf psychological 

differentiation is predicte~ ta interact with the intrusiveness--actual or 

perceived--of ESRD and its ~reatment in determining mood: 'i.e., increased 

differentiation is hypothe,sized to mitigate the negative emotional impact of 

intrusiveness. lt is unlikely that ESRD and/or its treatment would continue 

ta interfere at a uniforml~ high level across dünensions of life .experience as 

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

re1atively low levels of psychologic,al differentiation whose i1lness and/or 

its treatment are h.ighly intrusive are expected to display the lowest levels 
1 

of positive and highest 'teveis of negative mood. Relatively highly different-

iated patients for whom ESRp and/or its treatment are relatively nonintrusive 
" 

are hypothesized to express the highest levels of positive and lowest levels of 

." '" 

.. 
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negative mood. Individuals falling between these two extremes are predictéd 

to display intermediate levels. Moreover, the degree to which one's illness 

ard/or its treatment' limit opportunities to engage in valued activities is 

h~pothesized to be an important determinant of perceived control over life 1n 

general. Thus, the major finding of Study l--a strong negative correlation 

between perceived control over eight nonillness life dimensions and depression--

may actually be explained in terms of psychological differentiation, in tru-

siveness, and their interaction. 

Finally, Study 2 presented an opportunity to replicate and ex tend some 

of the findings of Study 1 regarding the relative contributions made by ill­
l 

ness-related and nonillness life experiences to positive and negative mooq. 

Thus" three families of hypotheses guided Study 2. These focussed on: a) the 

impact of psychological differentiation, the actual and perc~ved intrus ive-
~ 

ness of ESRD and/or its treatment" and their interactions (i.e~ ~e Different-

iation X Intrusiveness model) upon patients' positive and negative affective 

states; b) the impact of the Differentiation X Intrusiveness model upon ESRD 
, n 

patients' perceived control over nonillness lite dimensions and the possi-

" bility that this model may ~xplain the negative correlation between perceiv~d 
" 

contr61 over nonillness life dimensions and depression; and c) the hypothesis 

that patients may isolate or exclude illness-related from nonillness life 

experience as a means of coping with the psychologieal threats imposed by 

ESRD and its treatment. 

Method 

Subjects 

Dialysis and posttransplant patients from'three local hospitals parti-

cipated. Three background variables were identified in Study 1 as"re~evant 
" 
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to negative mood states in the ESRD population: age, general nonrenal health, 

and number of previous transplant failures. Consequently participants were 

sampled sa as to insure the wide&t pdssible distribution of these variables. 

Participants ranged a) from 19-68 years of age, b) from 0-2 previous ~rans-

plant failures, and e) from very poor ta very good generai nonrenal health. 

Finally, only patients who were weIl established within their particular 1 
...J 

treatment modality were included. ln the case of hemodia1ysis and CAPD 

patients, this criterion included only individu~ for whom the initiation of 

treatment and/or related training had been eompleted within no less than 

3 
thr~e months. For posttransplant pat.{ents, this criterion included only 

individuals whose transplants had been performed within no 1ess th an one year. 

Given these constraints, a sample of 35 nemodialysis (inc1uding 14 staff­
i 

hospital, 12 self-hospital, and 9 home dialysis), 10 CAPD, and 25 posttrans-
. 

plant patients consented to participate (! - 70). Nine patients (11.0%) 

deelined to participate; however, they jwere not diaproportionately distributed 

aeross the various pat ient 'groups .. ~ .. 2 ct) <. l, .E.)' 05'. Relevant demographic and 
1 

j 

medical descriptive statistics are presented in Table 9. 
~ 
Experimental Factors 

- Experimental 'factors were operationally defined as follows: 

1.' DemograPhie and med~cal status. The following were obtained for each 

participant: ag~, sex, marital status, Social Network Index (Berkman & Syme, 

1979), education, occupation, annual family incarne, religious affiliation, 

primary renal disease, sudden vs. insidious onset of rena1 failure, 'family 
"-

history of renai disea.e, number~of previous transplant failures. medicationp, 

number of dialyses and number of hours of dialysis per week (hemodiatrsis 

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

CAPD patients only), and number of years posttransplant (posttransplant patients 
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Démographie and Medical Descriptive Statistics 

Variable Hemodialys i8 

Staff- Self- CAPD 
Hospital Hospital Home 
(~ - 14) (n • 12) (n • 9) (n • 10) 

-: 

Sex a 
• Fema1e (E.) 6 5 5 5 

, Male (~) - 8 7 4 5 

Age b qp 43.9 36.5 43.4 56.2 

c SES Index qp 12.0 10.9 12.8 _ 9.1 

Defensiveness d ni) 17.0 15.8 17.1 16.8 

Organ D~sfunction -'0 

Scale qp 3.9 2.8 2.3 2.2 

previous Tfansplant 
\ 

Failures - (!'!)' < 0.6 0.3 0.0 .0.0 

Years on,Dialy~isg q:;> 5.~ 2.2 3.4 1.7 

Years' Post-
\ 

transp.lant (~) -. 
Present Kidney 

Functümh (k!) -. 
"" 

Note. CAPD -.Continuous Ambulatory Peritoneal Dialysis. 

ar~ (4) • 1.97, .E. > .05. 
1 ~ 

b 
!(4,65) - 5.31, .2.< .001. 

Post-
transplant 

(n .. 25) 

8 

17 

36.2 

10.7 

12.5' 

0.7 

0.2 

'1 \ 

6.0 

1.4 

75 

• 

Total 
Sample 
(! = 70) 

29 

41 

41.6 

11.0 

15~2 

2.1 

0.2 

3.2 

6.0 ' 

1.4 

cSocioeconomic status '(SES) was reflected by a composite score which combined • 

indices of e~ucational, occupational, and fami1y ihcome leve1s (range. 

l ' 0-20). !(4,65) • 2.55, .2. < .05. 

dDefensiveness was asses~ed via the K seale of the MMPI. !(4,'65),- 3.27, i<.017. 

f 

" 
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eThis scale 8ssessed general nonrena! phy:sical status. Higher scores 
, 

reflect poorer -health. !(4,65) - 8.23, .e. (.000l. 

f!(4,65) • 2.76, .e.<~035. 

8!(3,41) • 6.98, .e.<.OQ1. 

heurrent levei of transplanted kidney fupction was r~ed by attending 

staff along a 5-point seale, ranging from l • normal; to 5 - severe chronic 

rejection. Lower r~tings, therefore, reflect healthier levels of function. 

" 

_L 
" 

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

health (very poor to very good) which ~ad been employed in Study 1 might eon­

found behavioral functional indices of health (which might also be influenced 

by mood) with strictly medical indices (Le., "organ dysfunction"). A 

"'" medically more detai1ed Organ Dysfunction Seale was thus constructed and 

employed to indicate participants' genera1 nonrena1 hea1th status. The MMPI K 

seale was al·so administered as a measure of defensiveness (Dahlstrom,o Welsh, 

& Dahlstrom, 1972). 

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

sort method (Glixman, 1965; l<agan & Kagan, 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 follbwing aspects of life, identified as Jmportant to per-, 

ceived 'quality of 1He (e.g., Andrews & Withey, 1976; Atkinson, Blishen, 

Ov~nstern, & Stevénson, 1977; Campbell, Converse, & Rodgers, 1976; Flanagan, 

1978; Micha1os, in press): work, financial se'curity and material need satis-' 

faction. recreation, family and marital relations, other soc~al relations, 

sex, self-~~ion, religious ,è'xpressien, conununity and civic activities, 

health, diet. and "yeur illoesé and Ha treatmept". Participants were .. 
instructed "simply to put together 'into groups those aspects of life which seem 

ta you to belong t'ogether" (th'e instructions reported by Glixman, 1965, wete 

administered). The reciprocal of the number of groups of cards generated was 

emp10yed as an index of differenti~tion. Lower scores thus represent greater 

differentiation. 

3. Intru'siveness. Separate measures of "obj ective," and per.ceived intru­

siveness of ESRD,and/or its treatment were obtained. Objective intrusiveness 

was defined in ~erms of the participant 1 s treatment modality. In decreasing 

order o~ intrusiveness, this iocluded: staff-hospita1, self~hospital, and 
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hom~ 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 ta which the participant' s "illness and/or its .. 
treatment interfere with other aspects of his/her IHe" 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 il1ne~s and/or 

its treatment"--which had been included in thè differentiation measure) was 

assessed by self-report. Patients were requested ta rate "How much does your 

~llness and/or its treatment interfere with each of these [llJ aspects of'you: 

life?" aIong 7-point scales (ranging fr.:om not very much ta very much). These 
, , 

were summed to provide an overa11 perc~ived intrusiveness score. 

4. Petceived control was ~lso obtained regarding the 12 aspects of life 

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

, ~ \ 
rate "How mueh control do you have over each of these [12J aspects of yOUI' 

. "'-
Ufe?" alqng 7-point sCilles (ranging fromulittle control to a lot of control). 

'" 
They were a1so asked to rate each of these aspects of life, with regard to 

expected control lIin one year from now" (8~e 7-point scale) and to rate "Row 

important t9 yôu are each of these aspects?" (7-point scale 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) 

e~pected control scores t~mes their associated importance rating~ and, second, 

by summing them to create separate overall perceived (cuI'rent) and expected 

côotrol scores. Hemodialysis and CAPD patients were a1so aske;d to rate' flthe 

dialyéis; it!!elf" along the' same thI'ee dimensions' of perceived (curnnt), and 
\ , 

expected control, and importance. 

Dependent Measures. . 

A 'series of 19 variables was selected to measure positive and negative 
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mood, overall life happiness, se~f-esteem, depression, and somatie symptoms 

of distress. These included a variety of self-report measures as weIl as a 

separate seriqs of ratings by hospital staff and sign,ificapt others. Similar 

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., 197û; Costa & McCrae, 1980). 

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

Depression Inventory (BDI:SF; Beek & Beek, 1972); the Rosenberg (1965) 

self-esteem seale (RSE); the Bradburn (1969) Affect Balance Sehedule (ABS) 

which includes separate positive (ABS-Y) and negative (ABS-N) affect scores; 

the depression (D) and vigor (V) subseales of the Profile of Mood Seates 

(POMS: MeNair, Lorr, & Droppleman, 1971; POMS-D asse~~es negative mood whereas 

POMS-V measures positive mood); and the Atkinson (1978) Il-point rating of . \ 

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

\ a1so completed a speeially constructed ehecklist of somatic distress symptoms 

which ineluded aIl of the somatic items from three widely. used psychiatrie 

~elf-rating sea1es (Derogatis, Lipman, & Covi, 1976; Kellner & Sheffield, 1973; 

Lançner, 1962)." 

2. Affect ,ratings by hospital staff and significant others were dso 

obtained. Staff and sig~ificant others each provided indices,of participants' 

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

POMS-D, and somatic distress symptoms check1ist. Hospital staff also comp1eted 

the Hamilton (1967) Psychiatrie Rating Scale for Depression (HAM-D) regarding 

ieach partieipant. ln ,addition, staff and significant others each rated the 

partiCipant' s self-e.steem (7-point Bcale rangin~ from very 10'07 to very' high) 

and overal1 life happiness (S-point scale ranging from very unhappy tp very 

\ 

..,' 
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1 happy). AH of the materia1s emp10yed in Study 2 are presented in Appendix B. 

Experimenter-Interviewers 

There were two experimenter-interviewers to assess the possibility of 

experimenter-bias sinee data were obtained via interview (Ro'senthal & Rubin, 

1978). A research associate conducted 15 assessments. The wri~er conducted 

the remaining 55. 

Procedure 

A standardized interview assessment procedure was again emp10yed and 

hemodialysis patients were aga in interviewed while undergoing dialysis. 

Assessments were completed in one sess,ion which required approximately 45 
" 

minutes. In the case of persons consenting ta participate, needed demographic 

and medical information was firet co11ected after which'the assessment was , 

initiated. AlI measures were administered verbally by the interviewer and in 
-, 

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

obtained after the assessment, interview _wi,th the patient had been completed. 

Results 

The data anafysis strategy was, first, ta perform p~eliminary validity 
f' 

checks; second, ta reduce via principal-eomponents anal~sis the 19 separate 

measures of positive and negative mood ta a amaller, more tractable number 

of factors; third, to select a subset of demographie and Medical variables 

Wbo~e potentially confounding ~ffects could be controlled statistically; 

fourth, to test the Differentiation X Intrusiveness hypotheses regarding mood 

and perceived control over '11 nonillness life dimensions; and fif~h, to 

replicate and extend ,t~e. fi~dings of Study 1 regarding' perceived control over 

illness-related and nonillness life dimensions, mode of treatment, and p~sitive 

and negative affect. An additional serles of . .analyses was, {ferformed to verify 

tpe uniformity of tpese results across the 19 indivïdual measures. 
1 

, \ 
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Validity Checks 81 

A series of checks was performed to âssess the validity of the 

operational definitiQns of intrusiveness and ta assess potentia1 experimenter 

expectancy effects or bias due ta the facts that patients were samp1ed from 

thl'ee different hospita1s and were taking a variety of medications. 

First, with regard ta the objective intrusiveness continuum (Le., the 

mode of treatment variable), renal transplantation was construed as signifi­

cant1y 1ess infrusive than a11 four forms lit dia1ysis combined. As antici­

pated, the perceived intrusiveness rftings of transplantation provided by 

hospita1 staff (M = 2.4), significant others (M .. 3.4) ,and patients themselves 

CM 27 7) Il . f" 1 h ( d' , _ = • a were slgn l.cant y lower:. than t e correspon lng ratlngs 

regarding the four forms ~f dialysis collectively' <!!s' == 4.1, 4.5, 33.3, 

respectively), one-tai1ed .!s(68) = 3.87, 2.19, 1.92, a11 ~s< .05. Surprisingly, 
~ 

however, the 95% cpnfidence intervals revea1ed no significant diffe'rence among 
,~ 

the four modes ~f dia1ysis along any of these dimensions. 

Second, the validity of participants 1 perceived intrusiveness ratings 

was supported by a series of significant correlations with related measur~s. 

,Greater perceived intrusiveness was ass~ciated with a) lower perceived control 

over ESRD and its treatment, E.(68)=' -.25, g,.( .02';."'b) lower perceived control 01/' 

over dialysis, specifically, E.(43) = -.41, .E(.002; and c) higher ratiJ.?gs of 

, intrusiveness by hospital staff, E (68) == .36,.R.(.' 001, and significant others, 

E.(68) == .26, i (.02. Further, participants' perceived' intrusiveness ratings 

"-
ere statistica11y independent of defensiveness as indicated by the MMPI! 

scale, r(68) ... 06, p> .05. - -' 

Finally, no consistent pattern of relat'ionsbips 'eme,rged among (fie 19 

measures' due to differences i~. the interviewer who collected th~ 

data, the hOJ3pital at which the patient, received treatment, or the type of 

medications prescr,ifred. Moreover, the inclusion of the la;ter three factors 

.... _ .. M_~~ -\ , -, . 
, 
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Ln the init;.ial covariate predictor set, had no effect on the statist~al 

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

be1ow. 

Data Reduction via Principal-Components Analysis 

Statistics descriptive ofithe 19 separate' measu,res of positive and nega­

tive affect are p-resented in Table 10 and the varimax rotated final solution 

of a principa1-components ,analysis applied te the se data appears in Table 11. 

Six principal-components (PCs) were extracted, collective1y accounting for 

75.9% of the variance in the raw data set. Variables whose squared loadings 

equaled or exceeded 50% of the corresIIonding communalities were viewed as 

important in interpreting and 1abeling the final solution .• The first principal 

component to be extracted, PCI, waS' 1abeled self-reported negative mood; pe2 , 

was termed hospital rating of positive mood; PC3 was hospital rating of negati'Ve 

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

. mood; and PC6 was famÏly rating of negative mObd. ' 

A multitrait-multimethod analysis of the convergE!ht and discriminant 

yalidity (Campbell & Fiske, 1959) of these measures wa~ al80 conducted given 

the emergence of separa~e positive and negiltive mood PCs for each oi the 

.. 

thfee methods oheasur~ment (Le., oself-report vs. hospital rating vs. family 

rating) • 
) # -K 

The analysis was applied to the six variables for which meaOsures 

were obtained via aIl three methods--Le.,. positive and negative mood, self-

esteem, ov7rall life happiness, somatic distress 

(family ratings, of depression' were inadvertently 

symptoms, and depression 
. ) 

omit~ed). l'he results , 
(T.ab le 12) in<!jcated evidence of moderate convergent val idÜy insofar as th~ 

, 
correlations -:.between different measureS' of the same variable (Le., the-mono-

t\tait-het~romethod correlations; e.g., the correlation between l;\DI:SF and 

HAM-D) were statistica,llY significant an~ psychologic.ally me!1n ingful (aIl 
l' i .. 

1 •• J • 

~\ , ,,\ 
"~~_,,,.~.' __ .J __ • -~._-'\ ,_ '''~\,---

, , .t/ \ 

. 
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Table 10 

"(-) ,f DescriptiVé Statisties: 19 Measures of Affect 

... 
, 1 

Minimum Maximum 
Variable M SD Observed Observed 

Vaiue Value 

" Beek Depression Inventory: 
Short Forma 1 3.5 2.9 0 11 

0 

1 

1 

Se1f-E~teem Sqale 8.8 1.5 3 10 
, , 1 

\ ABS-Negative Mood 1.4' 1.6 0 5 
1 \ , 

'-- \ 
j ABS-Positive Mood 3.0 1.4 0 5 \ 

'. POMS-Depression .~ 7.2 10.5 0 47 

POMS-Vigor 15.1 6.9 ,~ 0 28 
.-
/II Lif. jpPineas 7.8 1.9 3 11 

Somati Distress symptoms, 7.3 6.9 0 33 

Hamilt n-Depression ,1 6.6 6.9 0 29 . , 

Hospital Rating 1: Self-Esteem 5.0 1.5 1 7 

Hospital Rating :2: POMS-Depression 7.7 9.7 0 39 
.. 

Hospital Rating/3: POMS-Vigor 14.5 7.0 1, 29 

Hospital Rating 4: LHe Happi~ess 3.0 0.9 1 5 
1 
1 

f Hospital Ratink 5: Somatic Distress 
. 

\ 

Symptoms 1 5.1 7.1 0 28 

Family ~tin, 1: Self-Esteem 5.5 1.4 1 7 
... 

FamiVRatink 2: POMS-Depression 7.5 8.9 0 43 

.. ' Family Rating 3: POMS-Vigor 13.7 5.9· 0 25 

" 
J 

Family Rating 4: Life Happiness 3.4 1 0.9 1 5 
, 

Family Rating 5: Somatie Distress 
, Symptoms 8.1 7.5 0 32 

. ' ( ) Note. ABS- Affeet,Balanee Scnedule; POMSa Profile of Mood States. 
a r 
Aceording to Beek & Beek (1972), scores of 0-4- nondepresS!d; 5-7- mild 

depression;"S-lS- moderate depression; 16+- severe depression. 
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Table 11 

Principa1-Components Ana1ysis of 19 Measures of Affect 

Variables PrinciEal. ComEonents 
h2 1 2 3 4 5 6 

"-

Beek Depression Inv~ntory: 
Short Form 60 -27 15 -20 -42 14 70 

Self-Esteen Sca1e -46 12 -40 14 44 26 67 
~ 

ABS-Negative Mood 77 -18 08 -27 14 09 73 

ABS-Positive 'Mood 05 07 -21 13 78 02 67 
, 

POMS-Depression 80 -15' 15 -07 03 24 75 
.~-

POMS-Vig,?r -19 1~ -04 05 77 -34 '71 

Life Happiness -68 06 03 21 37 -02 65 

Somatic Distress Symptoms 58 07 32 -01 -08 55 75 

Hamilton-Depr~ssion 
i . 

19 -24 84 10 -12 18 86 

Hospital Rating1: Self-Esteem -08 92 -09 05 07 06 87 
/1 

Hospital Rati~g 2: POMS-Depression 14 -53 70 -13 -05 10 82 

Hospital Rating 3: POMS-Vigor -13 85 -07 06 18 -09 79 

Hospital Rating 4: Life Happiness -21 72 -35 11 -04 -21 74 

Hospital Rating 5: Somatic 
Distress Symptoms 05 "-02 87 -14 -17 17 84 

Family Rating 1 : Self-Esteem -22 12 07 89 02 -la 88 

Family Rating 2: POMS-Depression 22 -14 14 -50 -04 64 75 

Fami1y Rating 3: POMS-Vigor -06 -~2 -01 53 47 -39 66 

F~ily Rating 4: Life Happiness -25 07 -24 76 27 -13 80 

Fami1y Rating 5: Somatie 
Distress Symptoms 13 -13 21 -15 -17 78 74 

Eigenvalue 6.83 2.26 1.62 1.49 1.28 0.94 

% Variance Aeeounted For 36.0 11.9 8.5 7.9 6.7 4.9 

-
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~. This table presents the varimax. rotated 'solution. Total variance 
~ 

accounte4 for = 75.9%. Loadings of variables considered in interpreting 
\ 

each principal component appear in it-alics. Decimals have been omitted 

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

n~gative mood; PC2 a hospital rating of positive mood; PC3 = hospital rating 

of neg'at~tve mood; PC4 = family rat~ng of' positiv~ mood; PC5 = self-reported 

positive mood; PC6 = family rating of negative mood. ABS = Affect,B~la~ce 

Schedule; POMS .. Profilè of Mood States • 

.. 

• 

.~ 

.' 

1 
t 
i 
'\ 

1 

·1 



\ 

\0 
00 

--­ , 
......",. 

~ -'..-------

Self-Report 
Beek Depression 
.Se1f-Esteem 
POMS-Depression 
POMS-Vigor 

1 

-55* 
52* 

-50* 

2 3 

-34* 
36* -23* 

Tab.!e 12 

Multitrait-MUltimethod Matrix 

4 5 6 7 8 ~ 

1. 
2. 
J. 
4. 
5. 
6. 

Life Happiness 
Somatic Distress 

-50* 39* -46* 36* 
50* -23* 54* -J1* '-48* 

Symptoms 

Hospital Staff Rating 
7. Hami1ton-

Depression 33* -43* 32* 
8. Se1f-Esteem -35* 22* -16 
9. 'POMS-Depression 43* -35* 19* 
10. POMS-Vigor -43*, 25* -26* 

·11. Life Happiness _ -30* 29* -36* 
12. Somatic Distress 30* -35* 2~* 

Symptoms 

FamÏly Ratings 
13. Se1f-Esteem 
14. POME-Depression 
15. POMS-Vigor 
16. Life Happiness 
17. Somatic Distress 

Symptoms 

-35* 
43* 

-35* 
-50* 

36* 

21* 
-17 

18 
38* 

-21* 

Note. FOMS a Profile of Mood States 

*.E,. <.. • 05 

.. 

'--~", 

-27* -19 46* 
13 18 -05 -30* 

-22* t-14 . 30* 72* 
26* 20* -13 -31* 
26* 25* -29* -56* 

-23* -13 43* 71* 

38* -19 06 
-25* 47* 22* 

34* -32* -17 
43* -38* -28* 

-21* 48* 36* 

-54* 
74* 
65* 

-14 

18 
-la 

05 
14 

-15 

~ ~ .' 

9 10 11 

-51* 
-62* 57* 

63* -19 -33* 

19 17 
35* -22* 

-15 16 
-31* 26* 
31* -24* 

22* 
-41* 

11 
30* 

-30* 

/'\" 

.12 

,-
-la 
31* 

-22* 
-37* 
37~ 

. 1J 

-56* 
46* 
65* 

-28* 

14 

-38* 
61* 

-52* 

15 16 

58* 
-42* -33* 
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but t,wo of these 18 coefficients were significant at the .05 level and 

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

of the discriminant validity of the measures. The monotrait-heteromethod 
~\ 1 \ 

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 hos~ital ratings of self-esteem). Moreover, the 

monotrait-heteromethod correlations also frequent'ly ..failed to exceed the 

correlations between twa different variables which had been measured via 

the same method (i.e., heterotrait-manomethod 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 o! 'medical variable which correlated significantly with 

two or more PCs was retained as a covariate. This criterion identified four 

covariates: age, general nonrenal health status, d'efensiveness (indicated 

'by the MMPI! scale), and an index of socioeconomic status (which c~ined 

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

the six PCs,~re ,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 Il nonillness life dimensions each 

were analysed via a separa te hierarchical multiple regressi~n/correlation 

analysis (Cohen & Cohen, 1975). Covariate variables were entered first into 

the regression equation. Experimental variables were subsequently entered 

in the following order: a) psy~hological differentiation, b) mode of treat-

1 

1 

J 
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Table 13 , ... 

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 28 

SES Index ·'21 33," 

-,j' " 

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

points N = 70. PCI = self-reported negative mood; PC2 

hos ositive mood: PC3 hospital ra~ng of negative mood; 
~ 

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

pc6 = family rating of negative mood. 

~ 

4 

... 

~ . , 
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~ent; c) perceived intrusiveness; d) the Differentiation X Perceived Intru-

siveness interaction; and finally, e) the Differentiat~on X Mode of Treat-
. 

ment interaction. Quantitative e~perimental variables (e.g., perceived 

intrusiveness scores) were entered directly into the equation; qualitative 

variables Ce.g., mode of treatment) were represented by effe~ts-coded 

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 qualitative variables and sets of variables Ce.g., the fourocovariates) 

have been reported in terms of the F ratios derived from their associated 

increments in RZ. Unless otherwise indicated, aIl statistical tests, with 

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

Positive and negative affect. As predicted, greater perceived intrusiv~­

ness of ESRD and/or its treatment was associated with deereased positive and 

'" incre~sed negative mood (Table 14). 
, 

Also as expected, psychologieal different-

iation failed to correlate with participants' aff-ective 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 perce,ived 

intrusiveness was associated with i'ncreased self-reported negative mood (pel), 

decreased self-reported positive mood (PC5), and lower hospital ratings of 

positive mood (peZ). The corresponding analyses of the individual variables 

lOàding on these three PCs provide a more detailed indication of these relation-

ships (Table 15). 

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

results indicated that perceived control over Il nonillness life dimensions 

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

"'. 
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Table 14 

Hierarchical Regressions of Psychological Differentiation X Intrusiveness ; 

Experimental Factors on Six Principal Components 
/ 

Experimental Factors Principal Components 

1 2 3 4 

Covariates
a ~(4,65) 4.79** 1.10 4.63** 1.28 

Psycho10gica1 Differehtiation (A. i 

partial E.(64) .17 .00 .01 .26* 

Mode of Treatment (B) ~(4,60) • 1.64 < 1.0 <.1.0 4.45* 

Perceived Intrusiveness CC) 
partial .E.(59) .37** -.21* .14 .00 

A X C partial i(58) -.24 .16 -.07 -.17 

A X B ~(4,54) -.t... 1:0 1.17 1.30 .c. 1.0 

- -------

5 

2.80* 

-.03 

.( 1.0 

-.23* 

-.14 

.L.. 1.0 

? 

6 

3.99** 

.02 

~ 1.0 

.04 

-.04' 

2.24 

Note. Results for quantitative experimenta1 factors have been reported in terms of partial co~relations. 

Rèsu1ts fQi qualitative factors and factors represented by sets of factors have been reported ~n terms of 

the F ratios derived from their associated increments in R2 • AlI statistical tests with the e~cePtion of 

those regarding Psycholpgica1 Differentiation are one-tailed. PCI = self-reported negative mood; PC2 -

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

' .. ~-~ _~'M_.~ 

~ 
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PC5 = self-reported positive mood; PC6~= family rating of negative mood. 

aCovariates included age, nonrenal physical status, defensivenèss, and socioeconomic status. 

*~< .05 

**.2. <. .01 
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lntrusiveness of ESRD and/or 

lts Treatment and Variables Loading 'on Three Principal Components 

Variable 

ABS-Negative Mood (PCI) 

POMS-Depression (PCI) 

Beck Depression lnventory: 
Short Form (PCl) 

Somatic Distress Symptoms (PCI) .~ 

Life Happiness (PCl) 

Self-Esteem (PCI) 

ABS-positive Mood (PC5) 

POMS-Vigor (PC5) 

• 
Hospital Rating 1: Self-Esteem (PC2) 

Hospital Rati~g 3: POMS-Vigor (PC2) 

Hospital Rating 4: Life Happiness (PC2) 

\ 
1 
\ 

Perceived~Intrusiveness 

, partial !.(59)a 

24* 

37*** 

57*** 

32*** 

-27** 

-11 

-25** 

-24* 

. -25** 

-27** 

-25** 

Note. DecimaIs have been omitted. Principal cbmponents on~which variables 

"" loaded have been indicated in parentheses. PCI '= self-reported negative mood; 

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

ABS = Affect Ba)ance Schedule; POMS= Profile of Mood States. 

aAge, nonrenal physical status, defensiveness, socioeconomic status, psychologi~al 

~ifferentiation, and mode of treatment have been partialed out. 

*,E..( .05 

**,E. <. .025 

***,E. "- • 0 l 
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treatment, partia1.!:.(59) = -.32, 1:~.006, but unrelated ta psychological 

differentiation, partial .!:.(64) = -.04, 1: > .05. Aiso as observed in the pre-" 

ceding ana1ysis, however, no evidence emerged in support of predictions 
l" r 

regarding mode of treatment and the two interactions. 

The possibility that the perceived intrusiveness of ESRD and/orits 

treatment m~y contribute to the relationship that was observed in Study 1 

between depression and perceived control over nonil1ness 1ife dimensions was 

explored via an analysis of partial variance (Cohen & Cohen, 1975; Glass & 

Stanley, 1970). Participa~ts' perceived control scores were coire1ated with 

each of the six PCs after controlling ,~tatistically for (i.e., partialing 

out) their perceived intrusiveness scores and the four covariates. The' 

strategy in performing these analyses was ta assess the degree of association 

between affective states and perceived control over Il nonillness life dimen-

sions' both before and after taking into account the influences of perceived 

intrusiveness. If a lower arder but not its corresponding higher order 

partial correlation were si~nificant, then it might be argued that the relation­

ship reflected in the former ~s accounted'for largely by the variable whose 

contribution has been removed statistically' in the latter. 

As expected, perceived control over Il nonillness,life dimensions was 

slgnificantly related to bath self-reported negative (PCI), E(64) = -.36, and 

positive mood (PC5), .!:.(64) = .31, both ,E.s L.005, 

four covariates, indicating that' 10wer,levels of 

after contro1ling 

per~ived control 

for the 

were 

associated with both higher levels of negative and lower leve1s of posi'tive 

mood. Moreover, these relationships remained significant after perceived 

intrusiveness had been partialed out in addition, partial r(63)s = -.28 and . " 

.25, respectively, both ,E.s< .02. Corresponding analyses of the individual 

variaples which loaded on thèse PCs yielded a consistent pattern of results 
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(Table 16). Hospital' staff (PCs 2 and 3) and family ratings (FCs 4 and 6) 

" were unrelated ta participants' perceived control over 11 nonillness life 

dimensions, however. 

Do ESRD Patients Isolate Illness-Related From Nonillness Lite Experience? 
r 

The hypothesis tnat ESRD patients may isolate illness-related from non-

illness life experience was explored by applying a multidimensionai scaling 

analysis' developed for nominal scale data (Takane, 1980) to the results of 

the card sort task regardiiIg 12 aspects of life. While the number of group-

ings generated by participants ranged from 1 ta 9 (~ = 4.3), only one dimen-

sion was required to represent the 12 aspects of life, i(242) = 491.49, E:< .0001. 

As indicated in Table 17, three identifiable clusters of life experi-ence emerged, 

corresponding to health, personal life, and social life. 

DifferentiaI contributions of perceived control to mood as a function of 

these three c1usters of life experienëe were subsequently explored via 

analyses of partial variance. Separate perceived control and intrusiveness 

scores were generated for each of the three clusters by sunnning the corres-

ponding ratings (in the case df the health cluster, the corresponding perceived 

intrus'~yeness score iyIuded only/participants 1 ratings regarding health and 

diet). The resul ts are reported in Table 18 where it can be seen thatreach of 

, the three perceived control scores contributed significantly ta self-reported 

mood both before and after controiling statisti.cally for perceived intrusive-

ness. In each case, low levels of perceived contr6l were associated with 

decreased positive and increased negative mood. 

Replication of Additional Study l Findings Regarding Perceived Control 

FinaIly, the perceived control data collected in the present study 

'6 
afforded an opportunity to replicate sorne additional findings of Study 1 

" 
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Table 16 

Analysis of Partial Variance: Perceived Control over Il NonÏllness -. r,\ . /y-__ -~ 

LHe Dimensions and Positive and Negative Affect "'-./ 

-----~-~.,~ 
Variable partial r(64)a partial !.(63)b 

PCI -36*** "'-28** 

ABS-Negative Moo'\:l (PCl) • -28** -22* 

POMS-Depression (PCl) -35*** -26** 

Beek Depression Inventory: 
Short Form (PCl) -49*** -39*** 

oP 

-24* -14 ~ Somatic Distress Symptoms (PCI) 

LHe Happiness (PCl) 43*** 38** 

Self-Esteem (PCI) 18 14 

PC5 31*** 25** 

ABS-positive Mood (PC5) 33*** 28** 

POMS-Vigor (PC5) 24** 17 

Note. DecimaIs have been omitted. Principal components on which variables 
'\ 

loaded have been indicated in parentheses. PCI = self-reported negati ve mood; 

pc5 = self-reported positive mood; ABS • Affect Balànce Schedule; POMS = Profile 

of Mood States. 

aThe four covariates--age. nonrenal physical status, defensiveness, and socio-

economic status-.,..have been partialed out. 

bpercei'.l'ed int~usiveness and the four covariates have been 'part,ialed out. 

*.p. < ,.05 

**.p. 1... .025 

M*'p' (,. oi 

1 
-~ 

\ 
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'. ' Table 17 . \' 

Mul~idiœen8ion~1 Scaling Analysis of 12 Aspects of L+fe Derived From 

Card Sort Task Data 

·96 

C1uster Aspect of Lite . Scale Values 

Cl 

1. Health 

Health 

Diet 
. 

ESRD and its treatment 

2. Personal Life 
" 

. . k. Fam11y and mar1tal relat1Qns 

Sex 

Self-expression 

Wo'rk 

Financ~ai security 

3. 'Soci'8.1 Life 
. . 

, , 

Community and civic activities 

Recreation 

Nonfamlly social relation~ . 

if Religious expression 
\1 . 2 

Mgenvalue • \0. 7?, -X (242) ~~1.49, ~ .. OOOI 
o 

• 

.45 

.45 

.46 

-.04 

-.09 

-.07 

-.01 

.05 

-.38 

-.28 

-'.28 

':'.27 

, , 

;: 

',,----------------------------------------------------------------------------
'.: 

.. 
... 

• 
-"' 

• i 

-------'-,---_._-.--- .,_ .. , 
,. __ . ___ l.. _________ """"'-

" '. 

! ' 

l, 
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. Table 18 
/' 

/ 

Analysis of Partial Variance: Perceived Control Over Three C1usters of Lif~xperience aqd Mood 

Variable" 

PCI 

ABS~Negative Mood (PC1) 

'. POMS-Depression (PCl) 

Beck Depression Inventory: 
• Short Form (Pel) 

Somatic Distre~s Symptoms (PCl) 

LÏfe Happiness (PCI) 
û 

. Self-Esteem (PCl) ;-

PC5< 

ABS-Po8~~ive Mood (PC5) 

POMS-Vigor (PC5) 
; 

Note~ ,DecimaIs have been omitted. 

~ 

. ........, , 
'"-" 

"'--

Héalth 
,partial' - partial 
~(64)a r(63)b 

-27** -24* 

-20* -17 
... 

-28** -23* 

-39*** -34*** . 

-14 -09 

42***0 41*** 

09 10 

29*** 27** 

22* 19 

24* 22* 

Perceived Control Over 

Personal Life 
partial - --partial 
~(64)a ~(63)b 

-39*** -41*** . 

-31*** -32*** ... 
-35*** -37*** 

-50*** -45*** 

-17 -15 

44*** 45*** 

26** / 26** 

31*** 26** 

35*** 31*** 

20* 17 

" 

Community 
partiel 
.E.(64)a 

-24* 

-17 

-24* 

-37*** 

-27** 

29*** 

08 

23* 

26** 

22* 

Invol vement 
partial 
r(63).~ 

-20* 

-14 

-21* 

-34*** 

.:.22* 

27** 

08 

22* 

25** 

-20* ~ 

" 

B 

1 

1 
1 

l 
la 

1· i 

Principal components Ion which va~iab1es loaded bave been indicated in 

/ 

.-' 4' 
,_/ 

---~---....... 
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parentheses. PCI self-reported negative moodj PC5 =-self-reportèd positive mood; ABS = Affect Balance Schedulej 

POMS = Profile of Mood States 

~e four covariates--age, nonrenal physieal status, defensiveness, and-socioeconomic status--have been 
• 

partialed out. 

bperceived intrusiv~ness and the four covariates have been partialed out • 
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regarding perceived control.. Fi~st, consistent with the results of Study l, 

perceived control over dialysis differed significantly as a function of mode 

of treatment, !.(3,36) 1: 7.07, .E.~.001, with st~ff-hospital hemodialysis 

patients (!! sOt 3.5) reporting signifioautly less control over dialysis than 

self-hospital (M 1: 6.2), home dialysis (M = 5.6), or CAPD patients, (M = 6.2), 
) - - -
~ ~ 

as indicated by 95% confidence intervals. No other pairwise or complex 

comparis6n of these means was significant, however. Second, and also con-

sistent with S~udy 1, perceived control over Il nonillness life dimensions 

did not differ among hemodialysis, CAPD, and posttransplant patients~ !(4,65) 

~ 1. Third, perceived control over dialysis failed ta correlate significantly 

witb any of the six affect pes, as W?S 09served in Study 1. Fourth, the data 

provided strong support for the assumption made in Study l that the expecta-

tian of future 'control is closely related to the perception of current control. 

Participants' perceived (i.e., current) and expected control over Il nonillness 

life dimensions were highly'correlated, r(68) = .97, È~ .001. Fifth, and 

in direct contradiction ta the observation of Study l, howev~r, perceived 

control over dialysis correlated positively and significantly with perceived 

control over.11 nonillness life dimensions, E.(43) = .52, .E.<: .001, and this 

correlation remained unchanged despite partialing out the mode of treatment 

and perceived intrusiveness variables, pattial r(39) = .60, p< .001. However, 
o - -

Study l ~pcluded only ESRD patients in relative!, good nonrenal health, where-
, , "'-' .j , 

as the particpants in Study 2 were sampled 50 â~ to include the widest 

possible range along this important dimension. The discrepancy between the 
\ , 

two stu~ies might therefore be due to this difference in sampling strategy. 

In fact, these two perceived control scores failed ta correlate signi~icantly 

when the coe icient was recomputed in the subsample of dialysis patients 

(n = 22) who seo d below the median (Mdn = 2) on the Organ Dysfunction Scale, 

!.(20) = .24, .E.> .05 •. 

\ 

" 

/ 

, 

l ' 
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Discussion 

As predicted, increased perceived intrusiveness of ESRD and/or its 

treatment was aS,sociated with self-reports of increased negative and 

decreased positive mood, indicating that the extent to which a chronic 

illness such as ESRD interfer~~ with other, nonillness, 1ife dimensions is an 
! 

important contributor ta patients' feelings of happiness and 'unhappiness. 

Interesting1y, however, the mode of treatment fa'ctor--Le., the "objective" 

i~dex of intrusiveness--d'id not contribute ta patients' moods, despite the 

fact that dia~ysis and'transp1antation, at least, were viewed as different­, 
ia11y intrus ive by patients, hospital ~taff, and signif~cant others a1ike. ", 

Thus, it wou1d appear that the objective differences in intrusiveness whieh 

characterize these treatment modalities do not contribute important1y ta 

patients' perceptions of intrusiveness. That is, the simple facts that a) 
... ' 

one has reached the end stage of rena1 fai1ure and thus b) requires a more 

intensive form of medica1 care--regardless of whether it'be hemodialysis, 

CAPD, or renal transplantation--wou1d appear to contribute important1y to 

patients' overal1 perceptions of the intrusiveness of their i11ness whereas .. 
differenees among the various treatment modalities, themselves, wou1d appear 

to contribute on~y trivia11y, if at aIl, to these perceptions. 

Consistent with previo~s research and theory (e.g., Haan, 1977; 
.\ 

\ Loevinger, 1976; Witkin èt al., 1979), participants' moods were unrelated to 
\ 

\ 
\their l~vels of differentiation. However, the resu1ts fai1ed to support the 
" III \ ' ",,-

h~~:~~sis that the positive and negative affects experieneed by ESRD 

patients are determined by the interaction of Psychologieal Differentiation 

X the Intrusi~eness of their illness and/or its treatment. 

Positive and Negative Affect in ESRD 

A low 1eve1 of depression èharacterized the present ESRD sample (e.g., 

,.7 

, 
" 

.' 
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BDI:SF ~ = 3.5, SD = 2.9, range - 0-11; HAM-D ~ = 6.6, SD = 6.9, range = 

,0-29). Indeed,'participants appeared to report more positive than negative 

moods (cf. Table 10). While these observations are consistent with the 

findings of Stndy 1, they are at variance with the existing clinical litera­

~re which has concluded that the prevalence of pathological dep~ession in 

ESRD patient populations is very high. Unlike the larger literature, however, 
" 

, . 
the present findings have been obtained from a representative ESRD sample 

and'using a battery of objective, standardized, measures. In addition, a 
J ... ~-

number of quasi-experimental èontrols were included. Collectively, thesè 

considerations support the validity of the conclusion that the prevalence of 

clinical depression is generally low among ESRD patients. 

Measùrement 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 validly repre~ 
" 

sented by .two orthogonal unipolar dimensions than by a single bipolar one 

(e.g., Bradbùrn, 1969; Costa & McCrae, 1980). Two other findings would appear 

to be more dis'concerting, however: a) separate positive and negative mood PCs 

emerged for each of the three methods of measurement (i.e.', self-report vs. 

hospital staff ratings NS. family ratings) and b) the multitrait-multimethod 

matri, 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 rnay be that internaI affective states are ina~ outside observers-­

even ta those most intimate with a participant--and therefore cannot be 

assessed re1iably via methods other than self-report (&hem, 1976). 
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Perceived Control, Perceived Intrusiveness, and Mood 

Low levels of perceived control over nonillness lite dimensions correlated 

significan~ly with increased 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 Il nonillness life 

dimensions and greater perceived intrusiveness each were associated with 

significantly increased negative and decreased positive moods. Perceived 

Control would appear ta relate to beliefs regarding one's abilities to ôbtain 

positively valued outcomes as weIl as to avoid or prevent negatively valued 
" 

ones (Abramson et al., 1978; Bandura, 1977b). Given the results 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 disrupt nonillness activities and 

interests. Patients may believe that a number of illness-induced barriers 

make it more difficult for them to participate in valued activities or to 

pur sue 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, economic 
'\ 

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-

L 
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induced barriers. In the case of hemodialysis, for example, patients often 

indicated that they perceived themselves a~ 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 lon the activity to be shared with friends. However, since 

their treatments were most commonly scheduled on three even~~gs 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 patients' perceiv~d control and intrusiveness scores 

correlated negatively and significantly with each other is consistent with 

this interpretation. But it is also compatible with the competing hypothesis 
, 

of spuriousness--i.e., that the contributions to mood made by ~he two per-' 

ceptions actually der ive from a cornmon third variable (Campbell & Stanley, 

1963; Kenny, 1979). The hierarchical regression analyses and the analyses of 

partial variance indicated collective1y, however, that each of these two 

relationships was unique and independent of the other. Moreover, ~ach yie1ded 

additional exp1anatory power regarding mood beyond-that provided by relevant 

medical (general nonrenal health) and demographic variables (age, socio-

economie status) and defensiveness. 

Illness-Related Versus Nonillness Life Experience 

Finally, the hypothesis that ESRn patients may isolate or exelude illness-

related experienees from their overall experiences of liffr received partial 

support. The multidimensional scaling analysis identified !hree separate 

elusters of life experience--health, personal life, and social life--indi­

cating that patients do ~eem to pereeive illness~related life dimensions as 

independent of nonillness experi~nce. However, the analyses of partial 
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variance which subsequently explored the emotional impact of patients' corres-

ponding perceived control and intrusiveness revealed that aIl three clusters 

were importantly related to patients' moods. ln each case, lower levels of 
. 

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 app~ar to disconfirm the 

hypothesis that illness-related life experiences are minimized as a means of 

coping with the psychological threats jmposed by a chronic illness such as ESRD. 

Although derived from data generated by an ESRD patient population, the 
1 

findings of the present research are easily applicable to ,a broader range of 

individuals--e.g., physically disabled, diabetic, or geriatric patient popu-

lations, among others--and this will be discussed in greater detail in the 

nex! section. 

, 
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INTEGRATION, CONCLUSIONS, AND IMPLICATIONS 
.'1'!~ 

There is a strong consensus that ESRD and its treatment by dialysis and 
... 

transplantation are highly stressful and that patients typically react with 

pathologically elevated levels of depression; character'ized by int~nse 

feelings of helplessness and" hopet.essness. 'Yet despite a plethora of hypo-. 
theses and published reports, few inferences may be drawn with confidence 

from the existing literature du~ to three serious weaknesses: a) no controlled, ., 
systematic, s,urvey of the incidence and intensity of the depression exp~rienced . , 

by ESRD patient pop~lations 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 ~ background variables has not yet been assessed. 

The present thesis addres~d itself to these issues. 

Depression and Mood in ESRD 

Two cross-seçtional studies were conducted and indicated'a low prevalence 

of clinical depression in ESRD patient populations. Although this finding is 

clearly in contradiction to the axtant literature, several 'considerations 

support its validity and generalizability. For example, a relatively large 

sample of ESRD patients was included (total N = 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, CAPO, 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-

~ltimethod measurement approach was adopted and a battery of opjective 
~ 

and standardized measures of depre&sion and mood waS employed. Finally, the 

potentially biasing influences of experimenter expectancy effec,ts t mood-
\ 1 
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a1tering medications, and defensiv.e response tendencies'~were eva1uated and 
1 

contro11ed statistically where necessary. . ~ " 
Thus, it wou1d" seem reaflonable 

to assert that helplessness, hopelessness~ and depression do not represent 
~ ,. 

the unavoidable psychological sequélae of ESRD as has been claime~. Tremend-
l, , • 

ous improvements have been achieved i~ the technology and delivery of dialytic 

and transplantation therapies over the past 20 years (Gutt~nn, 1979; Manis 

& Friedman, 1979). As a result, these ways of 1ife may no longer ~e as 

stressful or uncertain\ as they were when the therapies were first introduced. 

While early observers may have b~en accurate in reporting widespread and 
. 

clinical1y e1evated negative mood states, the present research must firmly 

conclude that this is no longer the case. 

with Medical and Demographie Factors 

As indicated, researchers to date appear not ta have examined empirically 

the associations between relevant medical aad demographic background variables 

and mood in ESRD patient populations. The present research offered an initial 

attempt ta reverse this deficit by ~xploring the importance of several patient 

• characteristics, including age, marital status, social ne<tworks~ intelli­.. 
gence, education, occupation, annual family incorne, religi~us affiliation, 

general nonrenal health, primary renal disease, sudden vs. insidious onset of 

ranal failure, family history of renal failure, number of previous transplant 

failures, number of dialyses and number of hours of dialysis per,week, num~er 

of years on dialysis or posttransplant, and defensiveness. In aIl, 18 demo-

graphie and medical characteristics were explored and yet, surprisingly, only 

a small number of these contributed significant1y to ESRD patients' moods. 

, However, as is appare~~ in Tablé 19, the interrelationships even among these 

few variables and the affect measures did not yield a high1y consistent 

pattern across the two studies. 
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Table 19 

Correlations Between Three Backgrou~~ Variables and Self-Reported Mood in Studies 1 a~d 2 
, 1 
- ! 

"'" 
Variable 

Study 1 Study 2 
Depression (PCl) Negative Meod (PCI) Positive Mood (PCS) 
(Total sample) (Healthy Subs~ple) (Total Sample) (Healthy SUbsample) (Total Sample) 

'N-70' n-33 N-70' 0-33 , N-70 

.,J 

! 
~e '" 28* -48* -31* -09 -29* , , 

., "1\ 

General Nonrenal 
Health!il -31* 30* -11 -21 30* « 

Number of previous 
Transplant f~ilures_ 31* 13 03 09 Î4 t 

--& . 
Note. DecimaIs have been omitted.' , 

~igher values of this variable indicate healthier status. The algebraic signs of correlations between the 

Organ Dysfun~tion Scale and the ~wo mood principal components (Study 2) have b~en reversed, therèfore, 80 

that coefficients may be' compared more easqy across the 'two studies. - . 

*E.< .05 " ... 

i , 
r -/ 

( 0 

.,...--

1 
1 \~ .. 

----' 
------

-~- -- ". - - ~ ._-----_ .. _" 
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.' 
Despite the different sampling strategies which characterized the two 

/ 

studies, the patients who patticip~ted in.Study 1 were similar in age 

~ = 40.6, SQ = 12.6, range = 18-69~'and number of previous transplant fail­

ures (M D 0.3" SD c 0.6, range =~0-2) to those inc1uded in Study 2 (age: 

M K 41.6, SD = 13.9~ range ~ 19-68; number of previous transplant failures: 

Mc 0.2, sn = 0.5, range = 0-2). The two samp1es did differ ce~siderably in 

general nonrena1 health, hbwever. Wherëas on1y patients in relatively good 

nonrenal health were included in Study 1, Study 2 careful1y sampled partici-

pants to obtain the widest possible range of this important dimension. -Yet the 

discrepancies remained -ev en wh en these,'correlations were recomputed among o~ly-

those Study 2 participants who were comparable to' ~he Study 1 sample in non­

renal health (i.e., the 33 Study 2 participants who scored below the median on 

the Org'an Dysfunction Scale). Thus, the,se discrepancies cannnt 'be at'counted J 

for by the fact that differeht sampling strategies were emp1oy~d in Studies 1 

and 2. 

Other discrepancies emerged as weIl. For example, patient characteristics 

which were unrelated to mood in the present studies have been iden,tified as 

• ~mportant contributors in previous research: ~.g., soci~l networks (Guttmann & 
, 

. Binik, in press; Mue1ler, 1980) and sex (Amenson '& Lewinsohn, 1981; Radloff & Rae, 

---- / 

197~). ParadoxicalJ.y, the two studies yie1ded more consistent resu1t~ in 

identifying background variables wh"ich appear to be uprelated ta patients 1 

ematians (~.~., familf-hi~~ory of ~ena1 failure, sudden vs. insidious anset 
'1 • > 

of renal &fhlre, number of yerrs on dialysis or' posttransplant~ number of 

dial~ses and number of haurs on dia1ysis per week). lt would seem imprudent, . -
therefore, to draw any firm c9,nc14sions regarding the relationships bet~een 

medical and demggraphic background variables and mQod in ESRD patient popula-

tions until further data are available. 
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O~e serious problem to be Qvercome i8 that of obtaining homogeneous 

researeh samples sinee ~emographic and medieal characteristics cannot '~e 

• experimentally eontrolled or randomly assigne~. The Most appropriate detense . 
against this difficulty would appear to be the inclusion of large numbers of 

participants. and, in fact, recent investigations have explored the epidemio1ogy of 

dépression and mood in .samples in the range of 1,000-2,500 (e.g., Arnenson & 

LewinsohR, 1981; Radloff & Rae, 1979). Once a set of mood-relevant eharacter-

isties. has been identified and rep1icated in repre~entative ESRD samples, sdb­
f 

sequent researeh must ~de~tify their psychologiea1 significanee. Chronological 

age, for example, would not be considered as a primary explanatory variable' 

sinee age-rela_te,d changes are not due solely ta the pass~ge of iime. Rather, 

a more satisfying explanation requires the· ide~tification of faëtors (e.g.,. 

stressful life events) which aetually influence affect bu~ which also require 

the passagê of time in order to occur (Baltes & Willis,. 1977). Thus, while , 

fu~ure investigations of the psychosocial impact of'ESRD and other chronic 

life-threatening illnesses must continue to assess and control quasi-experi­

ment~lly for relationships among depende~t variables and-~~Ple-relevant 
background characteristiés, no strong conclusions may be dr~Wn regardirig these 

relationships in the larger population until research such as that outlined 

above has been conducted. 

Psychological Contributor~ to Helplessness, Depression, and Mood in ESRD 

Psychological factors contributed importantly to ~he helplessness, depression, 

and mood of ESRD patients. Moreover~ these contributions were unique and inde-

, pendent of "those made by relevant bac~ground variables • 
. 

Perceived control and learned helplessness. In the first of ,two studies 

which focussed on the emotional significance of contr~he Abramson et al. 

~l978) reformuiated learned helplessness theory of depre8sion was explored as 
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a psychological explan"ion for the developm~nt of d~pression in ESRD. The 

.situation face d by this patient population also provided a nat~ral setting 
, 

within which th.is hypothtsis could be tested as a .t:heoreticàl model of 

i 

depression since personal control over a number of important life dimensions 

,is severely limited in ESRD and patients have differing amounts of coU'trol 

over their life-maintaining treatments. However, the attributional reformul­
l 

lation proposed by Abrpmson et al. was not supported. Moreover, new hypo-

theses about factors specifie to,ESRD (e.g., objective and perceived probabil-

ities of transplant and their interaction with type of dialysis) which,were 
j 

• derived from the Abramson et al. refoI'Jllulation also failed to gain support. 

Paradoxically, the strongest positive finding of Study 1 is consistent with 

the original learned helplessness theory of depression (Seligman, 1975): 

i.e.~ lower levels of perceived control over~ eight nondialysis life di~en­

sions correlated significantly with both increased depression and external 

locus o~control (generalized and,health). The magnitude of these correlations 
-1 

was modest, however, and this was interpreted as suggesting that other psycho-, ( 

logical factors in addition to the cognition of response-outcome indepen.dence 
~r 

might contribute importantly to the relationship between depressioR and per-

ceivep. control. 

_ Perceived self-efficacy' and outcome,oexpectancies. This possibility was 

explored preliminarily by reanalysing somé of the data collected il!" Study 1 in 

terms of the social learning theory 'distinctioft between efficacy and outcome 

belief s (B;{ndura, 1977 a) • An outcome belief~ defined as an individual's esti-

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

" 
Qutcomes, was ncked to be high1y _ simildr to the expectancy of response-ou tcome 

c~ntingency postulated by helplessness theory (Ab~amson et al., 1978; Seligman, 

1975) as weIl as to the const~ct of internaI-externat locus of control (~otter," 
" - . 

0
0

' 
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1966). An efficacy b~lief, on the other hand, has been defined as the con­
/ 

viction that one can successfully execute the behavior require~ to produce 

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 outèo~e beliefs each contri-

bute~ significantly and uniquely to participants' self-reported feelings of 

helplessness, depression, and low self-esteem. Thus. perceived control over a 

variety of life dimensions and its contributions to positive and negativ~ mood 

would appear to der ive from both of these important ~ognitive determinants. 

Psychological diff~rentiation, intrusiveness, and perceived eontrol . 

. 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 extentled this finding. In Study 2, lower levels of perceived control , 

oyer a variety~ of important life dimensions correlated significantly with both 

increased negative and decreased positive mood. ' In addition, Study 2 examined 

the hypothesis that this relationship might be explained in terms of psycho- 1 

logical differe~tiatio~, the actual and perceived intrusiyeness of, ESRD and/or 

its treatment, and théir interactions. As anticipâted, perceived intrusive-

.ness contributed significa?tly 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 significanêly reduced perceived control. 
, 

Yet, perceived intrusiveness did not account for the relationship between' pe~-
, 

ceivea control and affect, indicating
o 

that these -two cognitive fac~ors ~e~re-

sent separa te and indep,endent psychological dete~inants of emotion. Perceived 
r{ 
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control would appear ta relate ta an rndividual' s abi1ities~ ta achieve or 

obt~in positively valued outcomes and ta avoid or prevent negatively valued 

ones (Abramson et al .• , 1978; Bandura, 1977b). Perceived intrusiveness on the 

other hand, may derive from patients', perceptions of a number 9f ,illnes.s-

induce~ barriers which can reduce their opp01;tunities' ta pur sue 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, economic burdens, the large amount of time required for treatment, 

travel limitations, and stringent dietary and fluid-intake restrictions. 

Illness-related vs. nonillness experï'ence and control. The possibility 

that ESRD patients may isolate or exclude illness-related from nonillness life 

experienc~s in an attempt ta cape with the psychological threats imposed by 
, " 

this chronic and life-t~reatening disorder was disconfirmed. The results 

revealed that patients perceived health (an illness-r;lated life dimension), 

personal life, and social life (two nonillness aspects of life) as separa te and 

independent of each other. Yet, perceived control 'over each of these clusters 

of life experience correlated significantly with mood, indicating that the 

emotiona,l impact of illness-related experience is not minimized or suppressed. 

Thus, the findin&s that mode of treatment, probability of transplant, and a 

variety of medical background variables were unrelated to patients' moods might 
/--

bè interpreted most appropriately as indicating that such ESRD-specific factors 

simply do not contribute importantly ta helplessness, depression, and mood. 

Rather, it might be hypothesized that these emational states are determi~d 

primarily by a set of factors (e.g., perceived control, perceived intrusiveness) 

which is relevant generally across'the sp~ctrum of medical illnesses. The fact 

that it was only patients' perceptions of control and intrusiveness--but not the 
,\ 

/ \ 
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objective ESRD-specific continua which rresponded to these dimensions--,., 
which correlated significantly with also consistent 

with this hypothesis. As indicated earlie , perceived control and intrusive-

ness 'are psycho10gical forces which applicable to a"'variety of 
, 

chronic patient populations in addition' to ~ • .It might be more useful, there-

fore, if future research were to focus on a ge model of the emotiona1 impact .2.:+=-=-=- \ 

of medieal disorders--rather\ 
l ' 

, 
of illne5s--i.e., collapsing 

than to continue in a search to identify il1ness- pecifie determinants of help~ 
'-

lessness, depression, and mood. 

Limitations of th'e Present Research ," \., 
The conclusions and implications drawn from resent research must be 

tempered by a consid ation of its limitations. 

Causal inferences an corre1ational research. It must be stressed that the 
1 

two studies emp10yed cross-s tional correlational research designs. Thus, the 

results cannot provide direct ev'dence in support of causal hypotheses, despite 

the fact that a number of quasi-exp imental precautions were taken to maximize 

.r-- internaI and external validity. These esults can only be interpreted in terms 
-/ 

of their consistency with such hypotheses, although inconsistent (i.e., negative)O 

'" findings are admissabie as disconfirmatory e idence. 

Limitations of the p~esent research also in lude a number of measurement 

ptoblems, including the measurement of helplessness, depression, and mood and' 
ft , 

the validity of newly constructed measures. 

Measurement of helplessness and depression. The correlational and principal­

components analyses perf,ormed in Study l J~dicated that helplessness and 

depression do not reflect a unitary const,ruct that can be represented equally 

weIl by any ~f a number of previously employed measures, especially in cliniçal 
" Il 

populations. Particular1y suspect were the problem-solving performance and 

-.... __ .. _ .... ~ ,-"o"v. ~s .. ~ ".~"" ... ,,_ .., , ...................... _ .......... .., ........ ""~ ... 
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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 he1p-

lessness and depression (Gregory et al., 1979; Seligman, 1978). Ho~ever, these 

measures appeared to reflect ESRD patients' intellectual and educatianal levels 

and .their motivation to solve problems. 

Measu~ement of mood. Similarly, mixed resu1ts emerged when principa1-compo-

'Q.ents and multitrait-multimethod analyses were app1,ied to the 19 measures of 

mood in Study 2. Consistent with previous research (e.g., Bradburn, 1969; Costa 

& McC~ae, 1980), positive and negative mood emerged as independ~nt affective 

dime~sions; however, several of the mea~ures were contaminated by method vari-

ance. Moreover, only the self-report measures yie1ded consistent patterns of 

significant resu1ts in the two, studies, despite ~he fact that collateral data 

were inc1uded in each. While the 'more subtle nuances of internaI affectivè 

stàtes may be accessible only via self-report, it would seem reasonable ta expect 
, " 

that significant others would be able to diseriminate re1iably between patients' 

positive and negative moods. This lack of convergence among the three 'sources 
1 

of mood data poses a problem for the iRterpretation of the resu1ts. 

A related potential limitation bas been identified by Yanagida and Streltzer 

(1919): estimates of negative mood may be artificial1y inflated in medical 

patient samples since measures su ch as the BDI artd HAM-D inc1ude several items 

regarding the somatic symptom~ of depression in aâdition to items which foeus 
"\ 

more purely on mood. Thus, elevated scores on such measures may be contaminated 

by physical symptoms which are due to ESRD and not due'to depression. In Study 

1, poorer physician-rated nonrenal health did, in fact; c~rrelate signifieantly 

with'increased~epression. However, physieian ratings are based upon functiona1 

indices of health (e.g., activity leveI) ,which themselves may be affected by 

mopd. Tne.moré medically detailed Organ Dysfunction Scale which"was emp1oyep-

'.. \ , 
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in Study 2, excl~ded Iunctional health indicators and the results indicated 

that depression and negative mood were no longer relatea ta nonrenal health. , 
Moreover, Study 2 revealed that patients' scores on Bcales which focussed 

,,' exclusively on mood (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 
t 

speculation of Yanpgida 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' (functionally 

based) estimates of nonrenal health wou~d appear to be biased by patients' 

affective states., Future research might explore longitudinally whether somatic 
" 

symptoms typically precede or follow the affective and cognitive symptoms of 

depression in ESRD patient populations. Whereas the former would support the 

hypothesis of Yanagida and Streltzer, the latter would disconfirm it. 

yalidity of newly constructed measures. 'Several important measures (e.g., 

perceived control and intrusiveness) were newly constructed for this research and 
~ 

sa 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 dialysis, 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 nonillness 

life dimensions correlated significantly with locus. of control, perceived intru-

siveness, and m~od in a pattern which was consistent with theoretical predictions 

and with previous research~ although it did not differ as a function of type of 
, 

hemodialysis vs. CAPD or posttransplant patient status. Similarly, hemodialysis 

. patients! perceived p'robabilities of recei~ing a transplant were co~roborated by 

. , 
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their nephrologists' estimates. Preliminary evidenee i~ support of the 

validity of the perceived intrusiveness measure included the observations that 

a) hemodialysis and CAPD patients reparted greater intrusiveness than did post-

transplant patients; b) perceived intrusiveness eorrelated negatively with 

perceived control'oas noted above; and c) patients' pereeived intrusiveness 

" scores agreed with corresponding ratings provided by hospital staff and signi-

ficant others. In addition, the contributions !Dade by the perceived control and 

intrusiveness variables to helplessness, depression, and mood were robust ta 

statistical controls for experimenter expectancy effects and defensive response 

tendencies. The construct validity of ~hese newly constructea measures remalns 

largely unknown, however, and 50 this limitation cannat be dismiss'ed. 
\ 

Selection bias. Although a number of precautions were taken to prec1ude 

potentia1 sampling biases, it must be nated that the four hospitals from which 

patients were selected aIl were affiliated with university medieal schools. It 

might be argued that the dialysis and transplantation therapies available at 

such units are generally superior ta the sarne treatments offered at nonteaching 

h9spitals. As a result, the conclusion of the present Tesearch that ESRD-

,specifie factors such as mode of treatment or probability of transplant do not con-

tribute to patients' affective states may not be generali,zable tp non.teaching 

faci1ities where standards of care may vary widely due t? such parame'ters. Unfor­

tunately, no crata appear to be .available at present regarding this important issue. 

Implications foraFuture Research 

Final1y, potential1y important research implications may be drawn from the 

present studies. As noted earlier, the variety and intensity of medica1 and 

pBychological threats which characterize &SRD--and, indeed, aIl ehronic i11-

nesses--provide a "living stress laboratory". However, the impossibi1ity of 

experimental control over illness-relevant dimensions (e.g., presénee or absence 
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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 con~rols 
"*', 

against competlng hypotheses due to confounded'variabJes (Campbell & Stanley, 

1963; Cohen & Cohen, 1975; Glass & Stanley, 1970) or measuring the latter , 
directly and taking thèir explanatory contributions into account in eva1uating 

hypothesized relationships among experimental and dependent variables CCronbach, 

G1eser, Nanda, & Rajaratnam, 1972; Sidman, 1960; Smith, Glass, & Miller, 1980). 

Particu1ar1y useful will be longitudinal research designs such as time-series 
-

(Glass, Wilson, & Gottman, 1975; Johnston, 1972) and path analyses (Kenny, 1979; 

Kim & Kohout, 1975) or cross-1agged panel correlation approaches (Kenny, 1979), 

especially wh en measurement oCCasions are scheduled 50 as to span acros,s psycho­

logica11y meaningfu1 milestones such as the ini,tiation of dialysis or renal 

tr~nsp1antation (Campbell & Stanley, 19q3; Kenny, 1979; Schaie, 1977). A further 

important criterion is the inclusion of valid dependent variables which are re1e-

vant fO the hypotheses under examination and to the particu1ar population employed. 
) 

The need for a multivariate approach. Amu1tivariate mea~urement approach can 

provide critical checks against overgeneralizing from a single measure, ènhancing 

the va1idity of findings. Increasing1y, researchers in the pehaviora1 sciences 

are becoming aware of the advantages afforded by multivariate measurement and 

statistics (e.g., Harris, 1975; Johnston, 1972; Nesse1roade, 1977; ~eufe1d, 1977). 

These provide a more detailed, and ,therefore more representative indication of 

the re1ationships among experimenta1 and dependent variables since a mu1ti-
9 

faceted criterion measure is employed. In addition, multivariate techniques 

provide researchers with considerab1y more statistical power (Cohen, 1969) than 

'their univari~te counterparts since they take into account the interrelationships 

among the various elements of the criterion variab1è package. 
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General determinants of mood in chronic i'llness. Surprisingly, ESRD-specific 

factors did not contribute importantly to patients' emotional states. However, 

two factors which would seem to apply equally weIl across the spectrum of medi-

cal disorders were identified as powerful emotional deter,minants: perceiv~d 
, ~ 

control over important life dimensions and the perceived intrusiveness of one' s 

illness and/or its treatment. Future research can contribute importantly to 

our un erstanding of the emotion!ll imp~ct of physical infirmity by pursuing these 

factors further, identifying additional emotional determinants, and exploring 

the i11n ss-specific and nonillness variables which contribute to their develop-

ment. 
" 

Perceivèd control and intrusiveness. The emotional significance of perceived 

control and intrusiveness might be explored, for example, among other c~ronic 

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 

- specifie ta ESRD may actually be, relevant across the wider continuum of severe 

medical problems and thel3é could be explored as potential determinants of the 

perceived intrusiveness of illness in general. For example, patients could be 

requested to rate the degrees ta which they actually feel life-t~reatened, 

dependent upon inedical machinery and personnel, financially stres~ed by their 

illness and/or its treatment, restricted in terms of travel, and th~ extent to 

which they feel limited by dietary and fluid-intake restrictions. More object-

ive indices Jalso could be inc luded, such as the number of hours per week 

actually taken up by treatment, severity of restrictions (relative ta the patient , 
l'opulation as a whole), side effects, number of activities actually given up 

or otherwise impeded •• 



( 

( ) 

L 
-

119 

Simil~rly. several of the factors which haf: id~ntified in' laboratory 

studies of the "illusion of control" (Langer, 1975)--Le., the perception of 

control over uncontro11able outcOmes--may contribute to the perception of 

control ovar important life dimensions: informatîon, choice, familiarity, 

active participation, involvement, effort, planning, and the desire for control 
,~ 

(Al1~ Bi Abramson, 1979; Langer, 19'75, 1976; Langer & Roth, 1975). A self-

report questionnaire might be developed, for example, in which the 1ife dimen-
" 

sions identified as major contributors to perceived qual~ty of life (e.g., 

those included in Study '2) could~be explored in terms of respondents' familiar-

ity with a variety of activities releva~t 'to each, the extent to which respond­

ents are invo1ved in these~ how actively they participate, the amount of choice 
1 

a?d number of decisions they make in this regard, and the extent to which they 

des ire 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 

information which contributes to the 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 strong self-image as ~ chronic patient might contribute to increased perceived 

intrusiveness and might also s~rve 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 

i1lness. The Langer and Benevento (1978) study, in which dependence was self-

induced via a similar 1abeling process, lends credence to this hypothesis. 

However, a strong self-image as a chronic patient might later serve to reduce 

perceived filtrusiveness; e.g., after one has had an opportunity to adjust to 

the limitations imposed hy ESRD and to deve10p a new set of compatible activi-

ties and interests. In ESRD aitd other chronic patient populations, the self-
\ 

• 
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image as a chronic patient mlght be measured via multidimensional scaling 

techniques using a variety of respondent-generated self-descriptive role labels 

(e.g., parent, family, work roles) as stimuli and including the chronic patient 

role as a "target" stimulus. Shorter nrultivariate 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 th en be interpreted as indicating a 

stronger self-image as a chr9nic patient. This score could then be tested as 

a contributor to mood. AlternativeIy, a'semantic differential approac~ might 

be employed in which two stimulus people--the patient as he dtrrently perce ives .,.. . 
himself and a "typieal patient" with the sarne disease--could be rated along a 

series ofbipolar adjective scales~ Shorter )Ilultivariate distances between the 

two profiles again would indicate a,stronger self-image as a chronic patient . 
. ~ 

\ 

Attributional biases. Although the Abramson et al. (1978) attributional 

reformulation was disconfirmed, there may be other attribut ional b iases which 

influence patients' ,moods. Recent research by Janoff-Bulman (1979), for example, 

has indicated that biases toward ~haracterological as opposed to behavioral seIf-

attributions for negative ou'tcomes do, in fact, contribute significantly to 

increased depression. Janoff-Bulman reasoned that behavioral self-attributions 

strengthen one' s beliefs that negative outcomes are controllable and hence' 

avoidable in future whereas characterological self-blam~ implies a deservingness 
, 

~ 0 

for sueh developments. Similarly, it might be argued that biases to attribute 

negative outcomes to one's ehronic illness renders such events uncontrollable 

and so unavoidable. Thus, pa~ients who more frequently employ their illness 

and/or it~ treatment as explanatory factors in accounting for rtegative outcomes 

ought to experien~e more intens~ negative moods than other patients who do not. 

A measure such as the Semmei et al., (~ote 1) Attributional Style Questiqnnaire " 

which was empIoyed in Study 1 c~uld be dev~loped to assess the extent to whicb 

o 
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patient~ typically attribute everyday events to i11ness-'related causes. 

Social climate. Finally, the notion of social cl imate ha s"> been advanced 

to encompass the network of interpersonal influences which characterize one' s 
. 

social environment (Moos, 1974). Sûch influences might contribute to, a11 of 

the factors which have been hypothesized abovè to determine ~he emotionai 'im­

pact of illness since the expectancies and values held by significant others 

exert a strong influence in determining the' experience of self (e.g., self-

image, feelings of worth) and behavior in general (Bandura, 1980; Gergen, 

1971; Hamachek, 1971; Mischel', 1971; Rogers, 1961; Rosenthal & Rubin, 1978). 

thus, to the extent that significant otliers convey to patients that a' chronic 

illness precludes participation in valued activities or reduces the potential 

for control over important aspects of life, patients may ac'tually experience 

decreased perceived control, increased perceb~ed intrusiveness, and therefore 

elevated negative mood states. Measures eurrently exist to assess the pereeived 

social climate of both treatment and family settings (Moos, 1974) along severai 

relevant dimensions (e.g., nurturance, autonomy, self-development) and sa their 

contributions to the emotional impact of i:l1ness can be explor~d. 

Clinical Implications 

" The relative merits of maintenance dialys.is vS''fenal transplantatio? have 

been d'ebated sinee their introdtlction in the earIy 1960's. Yet, interestingly, 

arguments have' more frequently involved psyehol~gical considerations (e.g., 

the quality of life afforded by each of ;hese treatment alternatives) than' 
r 

medical ones (e.g.; relative efficiency of renal function supplementation). 

'. 
has been widely claimed, for example, that self-càre dialysis is superior to .. 
staff-care since the patie~'s added control over treatment in the former is 

lt 

believed to mitigate the negative emotional impact assoeiated'with maintenance 

dialysis. \similarIY, sucèessful renai transplantation has often been claimed 
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.., 
• to offer patients a highe:r; quality of life as compared to dialysis because of 

the more timited control over important life dimensions believed to be intrinsic 

to the latter. Thus, the findings of the p,resent tesearch that the mO,de or . 

tre~tment factor--Le., type of hemofialysis vs. CAPD vs. renal transplantation-l:' :dP 

contributed neither to pà"tients 1 affective states por to their perceived c0!ltrol 

over important life di~ensions, although the treatments ~ generall~ diffe~ as 

expected in perceiyed intrusiveness, ,are perhaps the most clinically significant 
, r· 

observations of the present thesis. While it niay be that patients shift theh 

frames of reference with regard to perceived control, 'it should be emphasized 

that successful treatment by dialysis ot transplantation can only provide 

patients w~th an opportunity to enjoy rich and meaningful lives,~.,it cannot 

guarantee such re~ults: Le." Adequate medical,management is a necessary but 

not a sufficient· condition for a high quality of life . 
..., 

Biomedical technology lias advanced rapidly in the twentieth century with 

the fortunate result that many: individuals who would have died a ~'I\lere 20 or 

lest years ago are ~oday afford'ed an opportunity to contiilUe in ~~aningfU~1: 

'-. ftitful, lives. However, the psychosocial Gomponents of health, illness, 

a~d"the healing process remaiD poorly unders'tood. This is particularly critical 
~...! " 

ù 

in ESRD and other chronic l ife-threatening illnesses where many have expressed 
,\ 

doubts ab,out:: whe,~her the quality of life afforded ~y ,sophisticated medical pro-
. 

cedures is sufficiently high ta justify tneir continued application. Cleatly, 
, r 

this is an area in which psych9logy can make important -contr;butions and 

researchers nmst continue ta explore the psychosocial impact ?f i1lness. In 

exploring the validity of a connnon theoretical analysis across diverse padenl: 

populations, future rese~rch can make important contributions tbwàrd furthering 

our "lnderstand~ng of the impact of medi~'al iÜness, in general, upon psy!:ho1qgica1 
, -' 

well-being and, hopefully, toward the amelioration of the dis-ease of disease 

(Marcuse, 1972). 

,f 
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Footnote.s 

lThe attributional" style 'quest-ionnaire was scor~d as recommended by Seligman . 
(personal connnunication, Sep.t;. l, 1979) by subtracting par~icipants' me'an scores 

on items with a negative outcome (n = ~) from their mean scores on positive 

outcome items (!!. = 6) tor' each of the three attributionai"dimensions. 3he 

}. ~esu1ting three-dimen'sional index reflectS the degree to which the individual 

. disp1ays the depressive attributional style identified by Seligman et al. (1979). 
,1 e 

A second scoring strategy was also assessed ~ six attributional scores were , 
derived via the factorial combination of outcome val'ence (positive or negative) 

, ~ 

with attributional dimension (internality~ st?bility, globality).- However, 

the i~ferential redults remained unchanged when=these six s~res were 'substi.-

tuted in place of the three difference scores in the regression analyses. 

2The age \l'ariable did not satisfy the covariate sel~ctiQn ~~rteri~n for 

these analyses and 50 it was omitted. 

{ ~ 

3This . sampling rule was inadvertently 'vioiated in the case of one CAPD patient 
.... 

who had been receiving this form of dlalysis fo'r Ofil~,'one month. 

). . 
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PSYCHOLOGICAL AND SOCIAL FACTORS IN DIALYSIS AND TRANSPLANTATION 

woae of the study 

Ps,yohologlcal and sooial f'actors are knOKn te be :1mporhnt in inf'luencing 

both the physical and psychologlcal I{ell-being of patients sufferlng chrenie 

illnesses. The pU1:pO,se of the present research la to assess the 1mportance 

ot several of these for patients suffering end-st~e rtnal disease. Hope-

ful1y~ a better under5tanding of' the r01\5 played by such factors jn dialysis 

and trànsplantat.len will. hélp ta improve the q'l.lAllty of care recelved by • 
patients in future. 

'Consent 
, 

," 

The purpOse of the study as descrlbed aboya bas been explaineà. te ma 
, 

by •••••••••••••••••••••••••••••• and l understand that my participation 

will involve a series of' mee~1ngs rlth the researeha=s in which l may ba 

'.nterviewed and. requested. t.o perf'orm se:na ~per-and-pancll, psychological, 

and. bebavioral tests. My participation also entails granting the researchers , 
:permission te consult w1tb my faJll1J.y and the hospital staf'f'. 

l understand that anonymi ty will be preserved. and that my answers will 

- &t a1l t1mes be kept in the strictest conf'ldence of' the researchers alene. 

AU inf'ormation will be used 80181y for research pu:r:poses. l also under- • 
J.f~ .. ~ 

stand t.h&t l am under no obligation t.o participate--that ''the quall ty of my 

care w1J.l in no "ay be jeopardized by rAy refusal ner enhanced as a result 

'of my consent--and. that l am tree to w1thdraw t'rom partlcipating in the 
1 

study at ~ Ume. Knowlng these th1ngs, ·1 agree to enter the study as a 

parUc1pant. 

Da.te ••••••••• III ••• III III' t a,. 

• •• III • III •••••• III III .......... III ..... III • •• ., ••• III ••• III •••••••••••••••••• 

Sianature cf Participant S18nature of Wltness 

\ 
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Date 
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Recorded •••• , •••••••.•.•• . .................... Chart No. 

Ho spital 1 RVH Other ........... 
DEMOGRAPHIe 

Hame • , ••••• I" ~ ••••• fi •••••• Sexi M F 

B1r'tlld.ate .................... (Age = •........ ) 

Marital statu SI S Mat" Sap Wd Div 

No. Children ••••••• No. Children at home 

Re1ig"lon ..•.....•.. Ethnie 13a.ckgroWld •.••..•.•...• 

F.d.ucation ............•.. Occupation 
Annual Incorne ••••..•.••• HometoWllI Mtl Other ••••....• 

Language' Spoken 1 Ens Fr Other ••.••....••.. (Primary = •.••••.. ) 

MEDICAL 
.( 

P:r1J1]:~y Renal Disease • Il ••••••••••••••••••••••••••••• 

Onset of kidney fallurel sudden insidi'Ous 
Date renal disease identified •.•••••••••••• 

Date bf first t~e creatinine level > 5 •.•..••.•.••..• 
Date of fistula creation, ••••.••.••••••••• 

Date pi tirst dialysis ••••••••••••••••••• (~ength of treat~ent = •••••••••. ) 
-(ldent1fioa~on-to-dia1isis duration = •................... ) 

'" Other .Jned.ical problems •• 1 ••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

No. previous transplant attempts 

Family history of rena1 diseasel 

DIALYSIS 

~ 

no (RelaU:res :; 
c 

•••••••••• Il • "1 ••••• ) yes 

Hodel staf:f-hosp1tal sel:f'-hoGPital ,self-home 

Rra. pero week •••••••• ,., . ~Sl mon tue lied thur t'ri sat sun 

T1JD.e of ~ ........... I" 

Drugs prescrlbedl 
'. 

A. Ibring dialysis (dosage) B. Otherwise (dosage) 

· ..... , .......... " ... . 
........................ • ••••••• 1 •• , ••••••• 

.... , ........ , ......... . · ........ , ........ . 
, ,-
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PATImT ______ _ 

n.ITY OF 'mAN LANf 

'\ , 

A. WI'l'HIN ONE YEAR 

13. WITHIN THREE !EARS 

O. AT SOME .FUTURE TIME 

HEALTH RATINGS 

~AFF RATINes 

,.~ 

v> .... t 
. tJnlJ,k~y -=elY. 

l 

l 

l 

DATÉ 
~------

About Somewhat Very Not 
.501.50 Likely Likely Sure 1 

J 4 S 6 " 
J 4 5 6 
J 4 5 6 

-',,-

:---~ 
Rate this patient's present physical 
of the following $ystems 

statu. for interm=",t no"""",,,-, di ..... for ~~~~I 

A./ C:AS'IRO-IN~TIN AL 

B. NEUROLOGICAL 

O. ommov ASCULAR 

D. PtiLMONIBY 
, 

E. ltUSCULOSKELgr AL 

F. !mlATOLOGIC 

OVERALL GLOBAL HEALTH RATING 

Non­
Eldstant 

l 
l .~ 

l 

l 

1 

1 

1 
Very 
Poor 

Sllght Moderat~ Severe Very Not 1 
Severe . ---Sure 

2 

2 . 

2 

2 

2 

2 

2 

3 
3 
3 
3 
J 
J 

J 

4 
4 

4 

4 

4 
4 

4 

.5 6~~ 

.5 6 

.5 6 

.5 6 

.5 6 

.5 6 . 

.5 6 
Very Not 
Good Sure 

,oo~~, ______________________________________________ ~ ___ 

t 

' ... 

• 
i. 

.....-- --
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~-----­
'----HO\( MuetkCON'IROL 00 YOU HAVE OVER 

o 

1. YOUR DI~~iS'-~-_ 
--~---~~ 

LlT'I1.E CONmOL 1 2~' - -.1 f 4 

a. . Vhat i.e the on~ major reas~~~' th1s1 - -....",,~ 

6 7 A LOT OF CON'ffiOL 

.b. Is th1.s due ta something about -you or somethiDg~ther people or 
oircumstances? ----_~ 

'1'OTALLY DUE TC ' 
OTHER PEOPLE OR 1 

, CIRCUMSTÀNCES 
2 4 

1'\ 
c. When you are on dialysis in the future, 

WILL HEVER 
AGAIN BE 
PRESENT 

1 2 4 

~-
-----~-.. 

TOTALLY DUE--_, 
TOME 6 7 

ldll this cause again be present? 

6 7 WILL ALWAYS 
:BE PRESENT 

d. Ils the cause somet~ that just affects being on dial.ysis or does i t also 
Wluence other areas o~ yOUI' ~e? 

FLUENCES JUST INFLUENCES ALL 
TICULAR 1 2 J 4 .5 

, 
7 SIT[;ATIONS IN , 0 

SITUATIO 
----~ " MY LlFE 

e. Ho)! imPO~~ able ta control dialYSts? 
- . ----

NOT AT ALL ~~---- EXTRF.:l'tEL Y 
IMPORTANT l 2 J ~-4-~ ___ .5 6 ? 

IMPORTANT 

2. rOUR D!J!.""T 

I.ITTLE CON'lROL l 2 , :3 s 
). HOW WELL YOU FEEL PH!5ICALLY 

LIT'lLE CON'IROL 1 2 4 s 6 7 A LOT OF CONTROL 

4. HOW YOU FEEL Al30UT BEING ON DIALYSIS 

LITTLE CON'lROL 1 2 ,~ :3 4 s 6 ? A r.oT OF CONTROL 

a. What lB the 2!!! ~ reasqn to~ this? 

b. 
'il 

la tbis duC! te someth1hg about you Cl: about other people or circumstances? 

mTALLY DUE 'l'O 
OTHER PEOPLE OR 1 
CIRCUMST ANGES 

2 4 
" 
6 7 TOTALLY DUE 

nl"!E 
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, 

o. When you think about being on dialys1s, w1ll this causé aga.1n, be present? 

llILL HEVER 
AGAIH BE 
PRESENT 

1 J 4 5 6 
..J 

lI1LL ALliAIS 
BE PRl!SE:NT 

d. 18 this cause something that just affects holt you fee1 a.bout being on 
d1aJ.ysis or doe!! i t aJ.so infiuenoe other areas of youx 1ife? 

'INFLUENCES' JUST 
THIS PARTICllLAR l 

'SITUATION ./ 
2 5 ' 6 

", INFLUENCES ALL 
'1 SÎTUATIONS IN 

MY LlFE 

, e. RoH' 1m,po:rtant ls beillg' able to control bow}'Ou' t'eel about being on d1al~sis? 

HOT AT ALL l ' 2 :3 4 5 6 '1 EX'IREMELY 
IMPORTANT IMPORTANT 

S. YOUR I(ORK , 
" 

, 

LITTLE CONTROL l 2 :3 4 5 6 '1 A LOT OF CONTROL .. . 
6. HOll lIELL YOUR MATERIAL NEEI.G ARE BEING SATISFIEn 

LriTr.E CON'IROL 1 2 L. 4 5 6 '1 A LOT OF CONTROL , 
a. llha.t 18 the ~ ~ rea.son t'or t~s? 

bi la th1s due to something about yeu or something about other people or· ') 
oi:l::cumstances? 

IDTALLY ruE 1'0 
OTHER PlOClPLE OR 1 
CIRCID1STANCES 

2 :3 

c. In future, will i;hi,s cause agaj.n 'he present? 

6 TOT.AI.LY DUE 
TOME 

WILL NEœ ' WILL .AL\{ AYS 
AGAIN BE l 2 :3 . ,4 56? BE PRESENT 
mI...cI'C'fo.'/T \' • , , 
n~. _f • • -

d. Is th.1s cause something tha.t just affects how H'all your mater1al needs are 
being satlsf'ied. or. does i t inf'luence other areas of~ou:r llfe? 

INFLUENCES .ruST 
THIS P .ARTICULAR 1 
SI'lUATlON 

J 
, 
~ 

4 6 
!NF.WENCES ALL 

" SITUATIONS lU 
MY LIFE 

e. RoH' imPortant i.s being a.ble ta control baH' weil your matertal needs are. 
be1r.g satis!1ed.? 

NOT AT ALL 
IMPORTANT 

1 

" 

z J 4 s 6 EXTREMELY 
IMPORTANT 

j 
1 

1 
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7. lOUR RELATIONS VITH OTHER PEOPLE 
1 

LI'I"l'LE CONTROL l 2 J 4 5 6 7 A LOT OF CONTROL -
8. COMMUNITl AND CIVIC ACTIVITIES ,,' 

LITTLE CONTROL l 2 3 4 5 6 7 A LOT OF CONTROL 
\ 

9. HOW WELL YOUR PE!\SONAL (PSYCHOLOGICAL) NEEm ARE BEING SATISFIED? 

LITILE CONTROL l 2 J 4 6 7 A LOT OF CONTROL 

a. What 1s the ~ major reason for thia? 

b. 18 this due to something about you or 80mething about other people or 
c1rcUDlstances? 

TOT ALLY WE ro 
OTHER PEOPLE OR 1 
CIRCUMST ANCES 

2 

. , 

J 4 5 

c. In future, will tlû..s cause aga.in be present? 

WILL NEVER 
ACAIN BE 
PRESENT, 

" 

l 2 J 4 5 

6 

6 

TOTALLY DUE 
.. 7 TOME 

'1 
WILL ALI'" AYS 
BE PRliSE!'1 T 

d. ls '\ohis cause something that just affects how well your personal (psych­
olQf;1cal) need.s are be:l.ng satisf1ed. or does i t influence other areas oÎ 
l'our'ille? 

INFLUENCES .rusr 
T!lIS P ARTICULAR l 

• SITUATION , 
2 5 6 

INFLUENCES ALL 
7 SITUATIONS IN 

MYLIFE' n' 
, . 

e. Holf 1mpO!.'tant 1s 'being able ta control how well your personal (psych­
ol()f;1cal) n,eoda are being sat1sfied.? 

NOT AT ALL l 2 3 
IMPORTANT 

4 5 6 • 7 EX'mEMÉI,y 
IMPORTANT 

J 

10. lOUR RECREATION 

'·LI'l'TIE ~OL l 2" J '04 , .. 5 6 7 A LOT OF OOIlTROL 

" r -..J 

- . 

. , 
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•• NMne __________________________________ __ 

Dale _______ ~\...:~"__ _______ _ 

Phone' _________________________ _ 

DIRECTIONS 

Please try to vlvldly Imagl!lO youl'lIelf ln the situations thal follow. If such a situation happened to you, 
what would you teel would have causec:llt? Whlle avants !"ay have many causes, we want you to plck only 
ohe- the major causa If thls avent happened to you. Plaase wrlte thls cause ln the blank provlded after 
each event. Next we want you 10 answer sorne questlons,about the cause and a final question about the 
.ltuatlon. To 8ummarlze, we want you to: 

1) Read each situation and vlvldly Imagine Il happénlng t6 you. ' • 

2) Decide what you feel wou Id be the major cause of the situation If It happened to you. 

3) Wrlte one cause ln the blank provlded. 

4) Allswer three questtons about the cause. 

5) Answer one question about the situation. 

6) Go on to the next situation. 

) 

\ 

J 

-

, 
.1 
\ 
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YOU MEET A FRIEND WHO COMPLIMENTS VOU ON VOUR APPEARANCE, 

11 Wrlte down the one major cauSB _____________________ _ 

2) Is the cause of your friend's compliment due to somethlOg about vou or something about the other 
person or clrcumstances? (Clrcle one numbar) 

Totally due 
to the other 
person or 

clrcumstances 3 5 6 7 
Totally due 

tome 

3) ln the future when you are wlth your friends, wl11 thls cause agaln be present? (Clrele one number) 

Will never 
agalnb~..., 
present 1 2 3 4 5 6 7 

WIII~,ways 
be present 

4) 18 the cause somethlng that Just affects Interacting wlth frlends or does il also Influence other amas 
oi your IIfe? (Clrale one number) 

Influences 
, Just thls \ ' Influences 

partlcular \ a/l situations 
situation 1 2 'f3 . '4 5 8 7 ln my life 

5) How l~por:t8nt would thls ~ltuatlon be If It ha ~Péned to you? (Clrcle one number) 

Not at ail ' 7 ! Exlremely 
Important 1 2 3 .. 5 6 Important 

YOU ,tfAVE BEEN LOOKING FOR A JOB UHSUCCESSFIJU .. y FOR SOME TIME .. 
;...,.,. 

6) Wrltedown one maJor cause _____________ .-=.K:.:..-________ _ 

7) Is the cause of your unsuccessful Job seareh due to somethlng about vou or somethlng about other 
people or clrcumstances? (Clrale one numoer) 

Tola/ly due to 
Olher people 

or Clreumslan~es 1 2 3 4 5 8 7 
l'otallyduo 

tome 

, 8) ln the future when looklng. fqr a job, will thls cause agaln be present? (elrele one number) 

W1l1n~ér 
, agaln pe \ . t Will always 
pre~t 1 2 3 .. 5 6 7 be present 

; , 

9) Is the cause somelhlng $at fu~t Influences looklng for a job or does Il also/lnfluence other areas of 
, )'Our lite? (Clrcle one n mber) , . . 

Influencea 
luatthla 
partlcular 
situation 1 2 3 5 8 7 

Influences 
ail situations 

'1(1 my Ille 

10) How Important wouldlhls situation be If Il happened 10 you? (ClréÎe one number) 

Notat ail 
Important 2 3 

2 

4 5 8 7 
Extrernely 
Important 

- r----
1 

/ 

1 

\ 
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VOU BECOME VERY RICH, 

11) Wnte dov.n the one major cause ----------------1/:....'------
12) Is the cause of yeur becomlng rlch due to sometbing about you or somethlng about ether people or 

cjrcum~~ances? 

Tolally due 
to other people Totallydue 

or clrcumstances 1 2 3 .. 5 6 "7 tome 

13) ln your flnancial future, will thls cause again be present? 

Will never 
agaln be Wlllaiways 
present 1 2 3 .. 5 6 7 baprccent 

14) 15 the cause somethlng that just affects obtalnlng money or dOés il also Influence olher areas of 
your life? 

15) 

17) 

Influences 
just thls Influences ail 
partlcular situations ln 
situation 1 2 3 " 5 6 7 mylJfe 

, 
How Important would thla situation be if li happened to you? 

Not at ail Extremely 
Important 1 2 3 " 5 6 7 Important 

Wrlt~down the one majorcaus9 ________ . _____________ _ 

Is.the\cause of your not helplng yeur frlend due to somethlng aboul you or 80methlng about olncr 
~'è' or clrcumstànces? (Clrcle one numbar) 

\ Tolally due 
to ether people 

or clreumstances 1 2 " 5 6 7 
'Total/ydua 

} tome 

18) ln the future when a frlend comes to you wUh a problom, will this cause agaln be present? (Circle 
one numbar) 

. Will never 
agaln be 
present 1 2 3 

• 
5 6 7 

Will always 
beprasant 

19) 18 the'cause somethlng that just affects what happens when a frlend comes'to you wlth a p10blem or 
does It also Infl uence other areas of your Ille? (Clrcle one numbar) 

Influences 
Juat thia 

partlcular 
situation 1 ' 2 3 4 5 7 

Influences ail 
,Ituallons ln 

my lite 

20) How important would thls situation 'be If Il happenéld to you? (Clrcle one number) 

\ 

Not at ait 
Important ·2 

3 

3 5 - 8 7 
extremely 
Important 
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YOU GIVE AN IMPORTANTTAlK IN FRONT OF A GROUP AND THE'AUDIENCE REACTS NEGATIVELY • .... 
211 Wrlte down the one major cause ______ -"\>..' _________ =-____ _ 
22) 15 the cause of the audience reacting negallvely due to somethlng about you or aomethlng about 

other people or clrcumstances? (Clrcle one number) 

Totallydue 
to other people ' Totally due 

or clrcumstances 1 ~ 2 3 4 5 6 7 to me 

23) ln the Mme whèn ,Mn, talk'. WIl{J. ca"", ogaln be .~ .. t1 (CI~e "'" num"'1 

Will never \ 
agaln be ,j Will always 
present ' 1 2 3 4 5 6 7 be present 

24) la thls cause something that just influences glYlng talka or does ft also Influence other areas of your 
IIfe? (Clrcle one number) 

Influences 
JUllt thla 

partlcular 
altuation 1 2 3 4 5 8 7 

Influences ail 
sltuattons ln 

myllfe 

25) How Important would thls situation be If It happened to you? (Clrcle one number) 

Notatall 
Important 1 2 

VOU DO A PROJECT WHICH IS HIOHLY PRAISEO., 
\ --
': 

3 4 5 6 7 
Extremely 
Important 

26) Wrlte down the one maJorcause _____________________ _ 

~7) 18 the cause of beln~l'pralaed due to somethlng about you or aomethlng aboLÎt the other people or 
clrcumstanc8s? • ,&""s 1"-' 

Totallydue ' 
to other people 

or clrcumstances 1 

~ .. -
2 3 5 

28) ln the future when do/ng a proJect, wHI th/s cause agaln be present? 

'~, W/llnever 
19ain be 
present 1 , 2 3 4 5 

7 

7 

Totally duo 
lomo 

Wlllaiways 
bepreaent 

29) la thla cause aomethlng that Just affects dolng Projects or doea It alao Influence other areaa of your 
lite? 

Influences 
Just tllis 

part/cular 
./tuat/on 1 

'. 

2 3 .. 
30) How /mportarlt would thls situation be If ft happoned to vou? 

'> 
Not Il ail -
Important 1 2 3 4 _ 

'" 4 

5 

5 

\ ' 
i 

" 

e ,7 

8 7 

Influences ail 
_"uatlons ln 

myllte 

Extremely 
Important 

• 
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YOU MEET A FRIENO WHO ACTS HOSTILEL y TOWARD YOU 

31) Wrlle down tne one maJor cause _____________________ _ 

32) Is the cause of your Irlend acting hostlla due to somethlng about' you or somethlng about other 
people or circumstances? (Clrcle one number) 

Totally due 
to other people 

or clrcum$tances 2 3 " f 5 8, 7 
Totally due 
. tome 

33) ln the future when Interactlng wlth frlends, will thls cause agaln be present? (Oircie one number) 

Will never 
agalnbe 
present 1 2 3 

, ' \ 

5 8 7 
Will always 
beprèsent 

34) Is the cause somethlng that Just Influences Interactlng wllh friends or does It also Influence other 
areas of your IIfe? (Clrcle one numbar) 

Influences 
just thls 

partlcular 
situation" 1 5 

, 
8 7 

Influencos ail 
altuatlonlJ ln 

myllfe 

35) How Important Ylould thls situation be,lf It happened to you? (Clrcle one numbar) , , 

Hotatall 
Important 2 3 .. 5 8 

YOU CAN'T GET ALL THE WORK DONE THAT OTHERS EXPECT OF YOU. 

7 
Extramely 
Important 

38) Wrltedown the one majorcause ________ - ____________ _ 

37) la the cause of your not getting the wor1< done due to aomethlng about you or lomethlng about the 
other people or clrcumstances? (Clrcle one number) 

Totallydue 
to other people 

or clrcumslancea 2 3 5 8 7 
Totallydue 

tome 

38) ln the future when dolng the wor1< that oth~ra expect, will thl. cause be present? (Circ le one number) 

WIll never 
agalnbe 
preaent 1 2 3 .. 5 7 

Wlllaiwaye 
beprosont 

39) la the cause somethlng that just affects dolng wor1< tha. others expect of you or does 1.1 also 
Influence other areas of your lite? (Clrcle one number) 

Influences 
Just thl. 

partlcular 
.'tU8t1on 1 2 3 fi 1 

Influences ail 
.Jtuations ln 

myllfe 

40) How Important would thls situation be If Il happened to you? (Clrcl. one number) 

Not at ail 
Important -;"T1 2 3 5 fi 

. , 

1 
"Extremcly 
Important 
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VOUR SPOUSE (BOYFRI,END/GIRLFRIEND) HAS BEEN TREATING YOU MORE lOVINGLY", 

41') Wrlte down the one major cause _____________________ _ 

42) Is the cause of your spouse (boyfrlerid/glrlfrlend) treatlng you more lovlng~y due to somethlng about 
you or somethlng about other people or clrcumstances? 

Totallydue 
to other people 

or elreumslanees 2 3 5 (\ 7 
TOlallydue 

tome 

43) ln fUlure Interactions wlth your spouse (boyfrlend/glrlfrlend) wl1l1hls cause agaln be present? 

Will never 
agaln be Will al ways 
present 2 3 4 5 8 7 ,be present 

,44) la thls cause somethlng that just affects how your spouse (boyfrlend/glrlfrlend) treats you or doès It 
also Influence other areas of your lIfe? 

Influences 
Just thls Influellces ail 

partlcular situations ln 
situation 2 3 4 5 (\ 7 mYllfe 

45) How fÎnportant would Ihls situation be If Il happened to you? 

Not al ail \ Exttemely 
Important 2 3 • 5 (\ 7 ' Important 

YOU APPlY FOR A POSITION THAT YOU WAHT VERY BADLY (a.a., IMPORTANT JOB, GRADUATE 
SCHOOl ADMISSION, ate.) AND YOU GEl IT. 

48) Wrlledown orle major cause ______________________ _ 

47' la the cause of your gettlng the position due to somethlng about you or sornethlng about other 
people or clrc.umstances? (Clrele one number) 

Totallydue 
to other people 

or clrcumstanees 2 3 5 8 7 
Totallydue 

tome 
~ 1 

48) ln the future when applylng for a position, will thls cause agaln be present? (Clrela onc numbÈlr) 

Will never 
agalnbe 
present 2 3 

, J ' 

5 (\ 
Will always 

, be present 

.9) la the cause somethlng that Just Influences applylng for a position or doea Il also Influence other 
areu of your "'e? (Clrele one number) , 

Influences 
JuaOhls 

partleular 
altuatlon 2 • 3 (\ 7 

Influences ail 
altuatlons ln 

my lite 

50) How Important wOl.lld thls situation be If It happened to you? (Clrele one number) 

Not ata" 
Important 2 

e 

3 5 e 
Extremely 
Important 

\ 

, , l 

'1 
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J 
YOU GO OUT ON A DATE AND IT GOES B~DLY. 

51) Wrltedown the one major cause ______________________ _ 

52) Is the cause of the date oolng badly due to aomethlno about you or somethlng about other peQple pr 
clreumalanees? (Clrcle one number) 

'Totallydue 
to other people 

or elrcumstancelS 
. ' 

2 3 .. 5 8 7 

53) ln the future when datlng, will thl,a cause agaln be pretSent? (Clrele one number) 

WIH never 
agalnbe 
present 1 2 3 .. 5 6 7 

TotaUydue 
tome 

Will al ways 
be present 

M) la the cause somethlng that jUst Influences datlng or don It also Influence other areas of your Ille? 
(Clrele one number) 

Influences 
Just thls 
partlcular 
situation 1 2 3 .. 8 7 

Influences al/ 
situations ln 

my Ille 

55) How Important would thls situation be If·1t happened to you? (Clrcle one number) 

YOU GET A RAISE. 

Not tlall 
, Important 2 3 

... 

.. 5 8 7 
Extremflly 
Important 

58) Wrlte down the on. majorcause ________ ~ __________ ----

57) ,. the cause of your gettln" a ralse due 10 somethlno about you or somethlng about other people or 
clrcumatances? 

Totallydue 
to othw people Totallydue 

or clrcumstances 1 2 3 4 5 8 7 tomo 

58) ln the future on your job, will thls cause agaln be present? 

Will never 
agalnbe Will always 

-_ present 1 2 3 .. 5 8 7 bepresent 

59) III thla cause somelhlng that ~ust affects oeltlng a ralse or does It aise Influence other areaa of your 
IIf.? ,. 

Influences " 

just th la Influences ail 
partlcular 

{,'---2-' 
.Ituatlons ln 

situation 3 4 5 8 7 my lite 

10) How Important would thls situation be If Il happened to you? 

Not at.1I Extremely 
Important 1 2 3 .. 5 6 7 Important 

"" 

7 

.- ________ _ l __ _ 
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Ha.: .•...•........•.........•..•.•••• l..ge: ••••.••••••••••.•••••••.••••••• 

Date 1 ••••••••••••••••••••••••••••••••• 

1... 0 1 do not feel sad.' 
l 1 feel bluc or snd. 
2a 1 aJ:\ blue or sad a11 tbe tiœ and 1 c~n 't snap out of i t 
2b 1 ar.I so Saù or unll:lpP'J that it Is quite paillful 
3 l ru:t GO sac: or unl1.1.Pf'7 thnt 1 CM 't stcnd it 

D. 0 1 ru:t not p~rt~culcr17 pessirJis~ic or èlscouraged cbout t~c futur, 
ln l fecl l!iscourn~c<1 <:.bo'...t t."c future 
24 l feel 1 b4,YC not:,ine; ta lar,lc fol"tr.lrc! to 
2b l feol that : won't eyer ~et over r.y trrubles 
3 1 fcol th .... t t;1C future is~ hopoless ~l(! tl'nt th:ings c.-.nr,ot ioprove 

'0 

c. 0 1 do not feel lil:e Il. fcilure 
l 1 fccl 1 hnvc fai1c~ ':ore t!lr.n the nv(.:r~gc perGon 
24 1 fccl ! ,have nccon,lis:1cè. Yr-f'"J littlo t:1. ... t io w:Jrt!'!\lhile or th:-t 

DD~s-zmythir~ • 
2b I.s l lock bac!; or. r:!',,' lifc nU 1 cùn sec i5 il lot of failures 
3 1 feol 1 I:\l:. il cor,lctc fùi1urc c.s n persoc (Pl'.rcnt, ::usbanc1., ,fifo) 

D. 0 1 llIl not pc.rticulnrl::r dissatisfied 
la 1 fcel bcrcd r.ost of the tioe 
lb 1 don ft onj')7 t:li:1Gs t'1o Wi:ly 1 user! te 
2 1 don 't get s.:'. tia!('.cti"n rut of nr.~-thi.!~.1 anj" nore 
3 l D.l'l c!isso.ti:.;fice \rith cvcrythmg 

E. 0 1 ~on't fllel !i< ... rticulnrlj' guilty 
1 1 focl bc.d or un\J(.rth~' n l)OOd pert ot t!lC tir~ 
2a 1 feel Quito euilty 
2b 1 fcol lx1d or u:t\..orthy pr.:loticcl.ly a11 tbe tir;e nov 
3 1 fecl ns thoU[;h ! LlT! very bnd or wrt:ù.cs:l 

, • 0 1 don 't 1'001 1 1l1.~ boii13 !:JUnishèd 
l 1 heve Il foolir.;:; thrt soncth:i.r~ bnd : ...... y !'> .... ~!);'len to ne 
2 1 1'eel 1 ar. bcil"'~ p!.:r':I.shcè or will bo ~JI.'.r.ished 
la I 1'col 1 doscrvc' te he punished . 
lb 1 WIlnt to he punis:lod 

G. 0 1 doc ft teel disn!lf.Ointod in r.lYsolf' 
la l aD disa.,; .ointe<! it: qsclf 
lb l don 't lil;e oysclf 
2 l an dis6UstOC with tysclf 
l I hatc uyself 

H. 0 1 doo 't feol I, ru:: wrso t!11U1 4llyboey clse 
2 l lII.l critical of rwsolt fOr ':!y l>'C.:lkneaSQs or t:!stnkes 
2 1 blQflQ l:V'self for t'ri f:\ul1;s 
3 1 blaDO O,Ysclf for ey"tythirlG bltd tl:nt ht:.pr,ens 

, 
.j 
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1. 0 1 don ft hAve nny thC'Ul;!~ts of l-.ami'1g nysclf 
1 1 have tho~!1ts of ht'.l"tUnB rysclf ll\lt l "f)uld not c:'.rr; thCIJ eut 
2a 1 teol l would bo bcttèr off dcad 
2b 1 teel r.ry te.nily woul<! he better off if ! ~lCre< ~cl\d 
Je 1 havc tlefinite plCI.! abr:ut cor.r.ri.tti.-..e suicide 
lb 1 wou1rl kill t~solt if l could 

J. 0 l don't crI nny r:orc tlUU1 usual 
1 1 cry rnrc no'l tl~.:tn 1 \lscd to 
2 1 feel irritntcd a11 the tiJ::e 

161 

3 1 used to bo able to cry but nov ! Ct'..r'. 't cry at o.n cvat:. tl10ugh l 
want to 

K. Ô 1 3[.1 no ooro irrit. ... ted no,., th .. "\11 l cver lSl 

1 l get annoycù or irritatcd norc c~sil7 t!1.t.'1.n 1 uscd to 
2 1 feel irritc.tcll nIl tl'!c tinc \ 
3 1 den't !:et irritC\te'~ nt' cil nt the t!J.ll[;S t!: .. t uscd to irritilto !'C 

'L. 0 1 Mve not lost intcrcst in otl:cr !;COIJl~ 
\ 1 1 an less i !tcrcstcd il: oth:r !JC)o:.lc r.O\! t!ll'.n 1 uscd to be 

2 1 h:l.vc lo:.t ;'Xl st of :!'J ir.tercst i:-. o~!wr ')Co: le cr cl blVC IHtlc 
feclin6 for thon 

3 1 have lost n11 ny interest in ether : COIJlc !l!'d don 't cLI.re a"c\!t 
thco nt nU 

II. 0 1 calce dccisions lIbcut as 'tell as cvcr 
1 1 try to x:ut off rnldl!(~ è!ecisiuns 
2 l hnvecrcc.t difficulty ir: mlcin::;.c'ccisicns 
3 1 cau't rr.kc dccisiçns r.t nU nny r:ore 

N. 0 1 don't fccl l lock cuy ,~rs~ t!1.:\n ! uscd to 
l 1 lILl wrric'~ tl1..".t ! ~n lookiroti old or unnttr~ctive 
2 1 feel thnt t!~cre l'.rc l'Cln'.r.C!1t chi!:Z:cs in rv .:lE caranec tUlc! e:cy 

cake '10 look U!L:1ttrélctivc 
3 1 fecl t:u:.t 1 or.l ~l:r or rc:r;tùsive lcoldne 

O. 0 1 ccn ,~k about as I/CH ~s bcfore 
ln tt te!.es cxtr::'. effort to cet st:\rtec! 
lb 1 don1t worl. ns woU as l usoo to 
2 l havc to FJS!l T.1ysclr very hc.rd to do 
3 1 caolt do nl~ 'WOrlc nt all, 

p. 0 1 cao sloci' ns well as usu.. ... l 

~t doir.~ sirethine 

1 1 vnkc U) norc tired in the c,1rnir~ t':::.n 1 -t:sed to 
2 1 vmœ U:: 1-2 heurs oc.rlic-r t' ~n usuel :l.'1l~ fire! :! t :'arc! to ~et b.:\ck 

te lIce!' , 
3 1 w.1œ u!l car17 averl 1::7 ~1d ca It ~ct rorc than 5 houra sIeo:> 

~ 

, 

\ 

.. 
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Q. 0 1 do~'.t cet ep:y r.~ro tiroc1 t~:al usuni 
1 1 eot' t1roc! .:DI'O o:'.oil7 t!lt.n X U8e(~ to 
2 1 aot tirCK: tl'O:.l cloin.::: aqt!-J.na 
3 1 cot too tiret! to (lo anyt!U.ce 

1. 0 1:' &:!.'Otite is no WOI'IO thl!%!. us\UÙ. 
1 1-:' ar-~tito is I:Ot na ,:ocx! as 1t usCld ta !Jo 
2 l~ a:~t1to il :::ue!: , .. 'Orse nov 
3 1 bl.va ~o n:," otite I1t all any r.lQrc 

S. 0 1 !Ul.ven't 10lt :.~~ wi~t, 11' CXlY, IL'..tcly l ' 1 1 ~YQ Iost DOre t~ 5 !'Ounès 
2 1 hAva Ioltt r.<Oro t~ 10 !,JOw::ès 
3 'I beve 10lt ~ro t::u. 15 ~'Cunds 

T. 0 1 an no 0>r'C 'C':CCOr..cd aiJ"JUt r.r hodt~: 'tbm U8tml - \ 
1 l &:1. cor;.ccrno~ l:.'b"'\!t CC~C~ L!f.t· :e.ir.s '0.1 U:'sct st':r:':llrC!: O~ cc:!sti:,Jrrtion 
2 é 120'80 C'::CO:'t1CL trlt.'; ','"lI! fecl 01' tr!-:.t :: foci t!:a.t 1t l s ~~rt to 

tW.n!t ot r.mo!l clao 
3 l 110 cOr:::J.ctcly ~bsor' o~ in w~t ! fcai 

'U. 0 ! l'AVO r.ot noticcl m::1' rccont C:-,:!Ill:C in :'7 ~terost in 8ex 
1 1 ao 108S ir.tel'Ostoc:. in sex t!:r..n : uso': ta Txl 
2 1 41 Dl.C!' lels :!...'ltOl'OstOC: in so:: -:.ow 
3 1 œvo 10st :.r.tcrost in SaT. con: lotoly 

.' 
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ROT'l'ER SCALE 

l more strongly be11eve thatl 

1. a.. ChUdren get. into trouble because their parent.s punish them too 

Iluch. 

b. 'lbe trouble wlth lIlost ohlldren nowadays rs that their parents are 

too ~ with them. ,. 

2. a. Many of the unbappy thine;s in people's lives are partly due to 

bad luck. 

b. People 1 s misfortunes rescl. t from the mistakes they malte. 

3. 8.. One oi' the major l;easons why we have wars 15 because people 

don It take enough interest in .poli tics • . 
b. There W1ll alwa.ys be wars, no matter how bard people uy to 

prevent them. 

4. a. In the long run' people get the respect they deserve in thill world. 

b. Untortunately, an individual's worth often passes unrecogn1zed no 

aa.tter bol( haxd he -q,1es. 

S. a. '!he ldea that teachers are unfa.1r to st~ents le nonsense. 

b. 'Most students don 't realize the extent to whi<!h thelr grades are 

'" intluence by accidental happenlngs. 

6. a. W1tbout the right breaks one cann,ot be an.e:ff'ec:1ve leader. 

b. Capable people who rail ta become leaders bave not taken advantago 

of tbeir opportunitles. 

7. a. No matter how ha.rd you t.ry some people just don 't lil.ke yeu. 

b. Peo:ple who can 1 t get others to like th9111 don' t understand how to 

get along with others. 

\ 
1 

\ 
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8. a. 

b. 

9. a. 

b. 

10. a. 

b. 

164 
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"­
Heredlty plays the major role in deterJldning one's personallty. \ 

lt 18 one's experiencé in lite which. determin~ what they're like. 

1 have often found tbat what ls going to happen will happen. 

T.rusting to fate ha,s never turned out as well for me às making 

a. decision to teke a definl te course of action. 

ln the ca~e of' the well prepaxed. student, there ls r~ely" lf ever, 

such a thing as an unf~ test. 

Many times exam questions tend te be 50 unrelated to com::se work, 

that studying really ls useless. 

11. a. Becoming a success ls a matter of bard work, luck has 11 tUe or 

nothing to do wl th U. 
"'1" 

b. Getting a good job depènds mainly on being in the r~ht place at 

the right time. 

12. 'a. The average citizen can have an influence in gov:ernment deci:3ions. , 
b. Ttiis world is run by the few people in power, and there- ls not 

1J. a. 

b. 

much the llttle guy can do about it. 

l am aJ.most certain tha.t 1 can malte them work. 
/' 
e to, plan too far aheap. because many things 

turn out to be a matter of good or bad. fortune any-how. 

14. a. There are certain people who.are just no good. 

b. There ls some good in everybody~ 

\ 

15. a. ln my ca.se,' getting wbat I,want has llttle or nothing to do wlth luck. 

b. ~Y times we ,might just ~s well decide what to do by fllPPln~ a 

lII!in. 

, 

" 



( \ 

'" 1 

\ 
) 

/ 
l 

l' , 
1 

/ 
1 

~ 

( ) 

r 

1 . . 

\ 

,- -J- " 

16. a. Who get'a ta be the bàss often depends on who was lucky enough .. 
ta be'in the right place first. , 

165 

b, Gett-ing people tOodo t.he right ~hing depends upon ability, luck 
-. 

Ms Uttle or nothing to do lfith U. 
- . 

17. a. As far a,a lI'orld affairs are concerned., most of us are tqe victims 

of forces lI'e can nei ther understand nor control. 

b~ By taking ar\ acti vè part in poli t~Cal and social ~fa1rS the people 

can control world events. 

18. a. Most people don "t real:l.ze the extent to which t.heir lives are 
t 

controlled by accidenta! happenings • 
. 

b. '!'hare really is no such tll,ing as "luck". 

19. a, One sbould al.wa;rs bo w:tlling t.o ~t bis mistakes, 

b. "lt 1.s usually best tÇ) cover up Qn~·· s mistakes. 

20, a. _ It 1.s bard to know whether or not a pexson really Illes yeu. 

b. How many f'rlends you have depends upon ho" nice a parsen yeu are. 

- 21. a. In the long run, tM bad things tba:f happen ta Us are balanced. by 
> 

the good ones. 

b. Most mis!ortunes are the result of Iack of abllity, ignorance, 
, , '~ 

laziness or al! three. 
" 

~. a. Vith, enough effort we cao rlpe out poli tical corruption. 

b. It. la cUfflèu1t for péople to have IDUch control over "the th1ngs 

polltlèlans do in office. 
, \ 

Spllletimes l QSn 't unders~and ho ... teachara arrive a.t the gl:ados tbey ,23· 6.. 

, sive. 
J~ 

1-':-- .. 
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b. ~e 113 a. direct connection between haw bard l study and the gr~es 

1 get. . 
~ gOod'l;eader expects people ta decide for themselves what they 

25. 

26. 

27. 

28. 

29. 

shoul.d do. 

b. A good leader maltes 1t clear ta everybody wbat their jobs are. 

â.. 

. b. 

a. 

b. 

a. 

b. 

a. 

b. 

a • 

b. 

Many tues 1 t'eel that 1 have llttle influence over the things 

tbat happen te me. .' 
" It 1s imposai ble for me to belleve tha.t chance or luclt pl~s an 

1m:portant role in IllY llfe. 

People are lonely bëcause, they don 1 t t.:t:y to be t':r1endly. 

There's uot lI1uch use in trying too bard to please peopJ,e, if they 

llke yeu, they llke you. 

"'l'hm:e 18 too Dluoh eJQphasis on athletics in hl;gh school. -

~8/IIIl sports are an excellent way to buUd chaI;aotar. 

liha.t happen8 to, DIe 18 my Ollll doing. , , . 
Sometimes I teel tbat l donlt have enough control over the direct10n 

Most of the tim'e l can' t understand why poli ticians behave the 'Way 

, ,'t.' 
In the long run, the people arê res:ponsible for bad government on 

a M~onal aS llell às on a local level .... 
.. 

,~ \ ' 
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VALLSTON seALE 

1. li' 1 take care of myael:f', l can avold. lllnees. 

l 

smONGLY 
'mSAGREE 

2 J 

c 

s 6 

SmONGLY 
AGREE 

2. Whenever l !jet sick It 15 because of something l 've done or not done. 

l 

S'mONGLY 
mSAGREE 

2 J .4 s 

'; 

,3. Good. health 15 largely a matter of good t'ortlUle. 

, 1 

S'IRDNGLY 
DISAGREE 

2 J 4 s 

6 

STRONGLY 
...GREE 

6 

S'lRONGLY 
AGREE 

4. Ka matter what 1 do, 1:t' l'm going to get sick l will get s1ck~ 

1 

S'l'RDNGLY 
DISAGREE 

2 J 4 s 6 

STRCNGLY 
AGREE 
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S. . Most people do not :t'ea.lize the ment ta lIh1e their illnesses are controlled 
b,y accidental. happ~s. ' 

.t, 

6. 

0 

1 
l 2. J 4 
• 

S'IRONGLY 
DISACREE 

l can oruy do what my d.octor tells me to do. 

1 
, 
SmoNGLY 
mSAGREE 

2 J 4 

-. 

S 6 

S'lRONGL! 
AGREE 

S " 6 

SlllOHGLY 
, AGREE 

\, if \ ' 7. Thare are so many strange d.1St*Jaes around. tbat ;yeu can never knOIf h~w or 
when ;YQU m.1ght piok one up. 

1 

S'DiONGLY 
mSAGRm 

2 4 6 

STRONGLY 
AGREE 

8. 1Iben l' .tee! iU 1 knolf U lB beca\ase l have not been getting the proper 
exerclse or ea.ting right. \ , 

l 2 J - . 4,' 5 6 

. . , 

l ' /" : ' . 
_" ____ .. _· ..... --~·-,,.....I......--·--oI'It-"""""'-- .. ~'''__:-'7-''~ 
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8. Vben 1 :feel 1ll 1 know 1 t 1e becauee 1 have not been getting the proper 
exerc1se or eating right. 

10. 

l 

STRClrGLY 
mSAGREE 

2 3 4 5 

People who never get sick are Just plain lucky. 

1 

STRONGLY 
mSAGaEE 

2 3 
1 

4 s 

6 

S'lmNGLY 
AGREE 

6 

S'l'RONGLY 
AGREE 

People' s 1ll heal th resul. ts mm the1r Olftl carelessness. 
\ . 

i 2 :3 456 

STRONGLY 
DISAGBEE 

STRONGLY 
AGREE 

U. l &li d1rectly responsib1e :for my own health. 

1 

S'l'RONGLY 
mSACiBEE 

2 :3 4 

' .. 

• 

-
.r -

,Î'-

6 

STRONGLY, 
AGREE '. 

, , 

r 
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COOP~SKITH SCALE 

1. 1 often wish 1 were someone else. 

2. 1 find it hard to talk 1.h f,ront of a group. 

3. There are lots of things about myse1f 1 rd change if I could. 

4. l can make up my mind without tao much trouble. 

5. l 'm a lot >of fun ta be wi th. 

6. l get upset easily at home. 

7. It takes me a long time ta ~et used ta ànyt~ nell. 

8. l'm ~pular w!th people DlY Olal age. 

9. My fa.m1ly expects too much of me. 

l(l •• My fa.m1ly usually conSidera IllY feelings. 

11. l gbe in vm:y ~aslly. 

12. _ It 1 S pretty taugh ta be 1118. 

1). 'llftngs are ari mixed up in DlY lite.-

14. Other people usually :t'ollow IllY id.eas.· 

15. 1 have a low o,pinion of myse1f. 

16. Thare are many times when Ird llke ta le&ve hollLe~ 

17. l often feel upset about the wqrk that l do. 

'18. 11111 not as niee looking as IIIOst people. 
, 

19. If 1 have something ta say, 1 l,lsually say it. 

20. My family understallds me. '. 
21. Most paople are better liked than l am. \ 

22. 1 usuanY tee! as if IllY famUy Is pushing Ille.' 

2). l' oiten get discouraged at wbat l am do1.ng. 

24. 'lb1ngs usually don 't bother lIle~ 

25. 1 can 't be depended on. 

.. ' , . ,\ 

\ \ 
\ .. 1" '1',- :~ 

t .rJr. , ' ~ 
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LIlŒ UNLlJŒ 
ME ME 

l 2 

1 ' 2 

l 2 

l 2. 

l 2 

1 2 
'-

1 2 

l 2 

1 2 

1 2 

1 2 

1 2 

l 2 

l 2 \'\, 

1 2 

l 2 

l 2 

l 2 

1 2 

l 2 

1 2 

l 2 

l 2 

l 2 

l 2 

.... _~t···_ 
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1. INFORMATION 1COOI $1:.0'\ !.::O'~ 
1 .. 0 10" 1 0' 0 

1. F1ag II. Heighf 21. Senators 

2. Bali 12. Italy 22. Genesis 

3. Monlhl Il. Crothes 23. Temper.ture -
... Thermometer 1 ... W.shi"gfon 

, 24. I!i.d 

5. Rubbcr IS. Hamlct 25. Illood .. css~ls .. _----

1 
6. Presidenh 46. Vatican 26. Koran -
7. Longfellow 17. Patis 27. Faust 

8. Wc,lI 1_~E.91pt 2B._~hnology - --- --
9. Panama 19. Yeas' . 29. Apocryphd 

10. 8ralil 20. Populahon ' . . 
L--

1. PICTURE 
COMPL.ETION 

-, 
TABLE OF SCALEO SCeRE EQUIVALENTS· 

SCORE RAWS~ 
1 .. -

1. K!lob 

2. rail "-
1 NOII 

... H.ndlos 
5. Qiamond 

Z . 
• • ~ .. .. 0 J> 

l \.J <Ir 'ë E .. . . e .. 
.! .! · ~ 

. t 0 ... .. 
~ oC ] .. \{ ." ~ .g -; · ... ~ = • .. ! l ,.~ ... . .,. !{ 1 ~ .. ... ':> .II .. E :;. . := ~~ .. of 

~ ~ 
'Ë ~ ... ~ 1 1 ~ A 

.! ;;; Ci > Ci 0:0 Iii êi:< 0 

6. W.ier " 19 n·ll n Il ',",0 'MO " 7. Nose piace 

a. Peg 

Il ZI 2~ 25 '4-77 Il·" 11 16 ~4 1. 
17 17 25 18 24 H.1S ' 7'-12 41 35 41 17 

" U 24 Il 21 16 71·71 76·71 20 47 H 42 14 
9 •. O.rlock 

10. Base thrcad 

Il. St." 

Il 'OU 21 16 2Z 15 67.70 7~·75 ~6 II 41 IS 
14 2M4 22 15 21 /'4 63.06 "·71 19 44·45 12 4a U 

Il 21.22 21 14 ".20 5h2 46·61 Il 42.41 30-31 n·J9 Il 
12 1f·20 10 Il 17.11 Il 5 .. 5. 42·65 17 )tA 1 2829 36·J7 12 

12. Oog trold.s -~-;--;r-
13. F1oridol 
,,,. St'Cks 

is. Leg 

n 17·11 19 12 15·16 12 47·51 11·6) 15-1. 1$·31 26 H )4·lS Il 
10 15·" 11·11 Il 11·14 Il 40-46 52·57 14 11·14 2)·25 ~.]] ID , n·14 15-16 la /1.12 " la Ut, 41·51 12·11 n·1O lOfl2 21·10 , 
• Il.'2 14 , '·10 %6·11, 41··n 10-11 25-27' 11·19 25·27 • 7 '·10 Il.1l 7.' 

, 
7·1 , n·25 15-40 .. , 2/.24 15-/,1 22-24 7 

16. Arm imago 

~or 
18 Shadow 

, 1 .. 10-11 • s.~ 1 11·21 29·14 .·7 17-%0 12·/4 19-2/ , 
J 506 1.' 5 4 14·" 21·'. 5 Il·" ,./1 15·" 5 
4 • '·7 4 1 1 1f.1l 11·22 4 lo·n 1 Il.1. 4 
·3 l 5 3 2 10 15.17 1 4-, 7 '.10 l 

19. Stirtup 
Z 2 4 2 1 •• , 11014 2 '·5 • ,., 2 
1 / l 1 4·5 1 12 , 2 S ).4 1 

20. Snow 0 0 0.1 0 0 O·) 0-7 O·., 0 o·, 0 ... Q·z .0 

21. Eyebtow 
, 

"""'"--

( / 
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IHSTRUCTIONS 1 DISCRIMINATION PROBLEHS 

task involves a series of discrimination problems. Here la a 
IS8IIIple. Notlce that there are two drawine;s and that these d1ft'er from each 
other in four ways. The one ofl the left, ~, contains a male t'igure "hereas 
the drawing on the right, B, shows females. Also A contains only one figure 
whereas !! has two. The niure in ~ ls sm11ing wille those in ~ are frownlng 
and A is surrounded by a circle whereas the border for B 1e a square. To 
repeat, drawings h and !! differ in four waySI ~x (malë or t'emale), number 
or f18ures (one, Or two), faoial expression (smlle or frown), and border 
(circle or squere). Also notice that between drawings ! and!!, each of these 
e1ght features ha.s been used--and used only once. That 18, A contains four 
of the features and B includes the complementary four. Finally, none of the 
flatures which malte up A are present in B and vlce versa. -' 

Before we begin each problem, l will select ont! of the eight features-­
that lEI, one of male, female, smlle, t'rown, one, tWo, circie, or square-­
without telling you which one 1t ls. Tour challenge w1l1 be to discover wlthin 
12 attempts which feature l have in mind. by performing the tollowing task. 
On each attempt, you wlll be presented with IL page eimUar to this example. 
Your task will be to ldentify the drawing--by sa.-ying "A" or "B"--in which you 
suspect this "mystery t'eature" ls displayed. For example, if you suspected 
that the mystery feature wall that thœ;e were two figures in the drawing, you 
would say "B" because in the example lt 18 drawing B which con tains two fig1.:res. 
A shows only one. Or, li' yeu )iUspected that the mystery feature was the !'ea'ture 
aale, you would say "A", because drawing A shows a man wherea.s B shows women. 

After you have guessed A or B, l wuï tell you 11hether or ÏÎot the mystery 
feature appears ln the ciraw1Ïig yoü have ldeotifièd. An answer of "yes" means 
that the lIIYstery feature ls d1splayed in the drawing you selected. An answer 
of "no" means that 1 t occurs in the other (tbat 18, ~ the dra.wing you did ru:.:!: 
piok) • Once lIe have comp1eted an attempt we w111 go on to the next O:le, and 
cannet look' back 8t earlier ones. Af'ter we have completed a11 12 attempts, 
l 1I1ll aek you to IlaJIle the mystery feature and we will continue on to the next 
problem. In total, there are four problemsl each consisting of 12 attempts. 

One final aspect. Before you state your guess on each attempt, plea:le 
rate between zero and ten holl' conf:ldent"' you are" as te whether or not you will 
be correct or incorrect. As shown on the scale, a zero ind.1ca.tes "cEll'ta1n 
1'a1lure"--that you are 100% sure fou'll be wrong. A ten meanjCèrta.1tt __ success" 
--or that yeu are 100% sure you 'll be right. l 'll record aU your an.5Wœ:s 
on th1s sheet. _Ikl yeu have any questions? Fine, let' s begin. " "'~ 

'~ ( ,""-" 

\' 
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mSCRlMINATION TASK SCALE 

VHAT 18 THE MOST PROBABLE OUTCOME OF YOUR HEXT A'l'TDlP'l'? 

, " 

l. 

\. 
( ) "\ 

"" .. 

! 
\ 

') 

PROBLDh 

'!RIAL YES/NO CERTAIN 
, HO. FAILURE 

n. yIN 0 l 2 

12. YIN 0 l 2 

13. :yIN ' 0 l 2 

...................... 
1. yIN 0 l 2 

2. YIN' 0 l 2 

3. 
, 

..t yIN 0 1 2 

4. Y/N 0 l 2 
, 

Y/Jf ' ~-'-----~ 5. 0 

6. Y/H 0 l 2 
, 

7. Y/H .0 l 2 

8. '/ YIN 0 l 2 

9. Y/H 0 l 2 ... 
10. Y/H 0 l 2~' 

11. I/If 0 l 2 

1.2.- , y/If 0 l 2 

VHAT VAS THE RATURE l HAD"IH MmD? 

\: ,a;. 
\l '. 

Il 

~ ""'--, ....... - - ~~ --..>; ...... ' .... lU ... ·< _' _fJ 't ~,...,. ...... ' __ -.:..' ~f"'llf~""':;,rt-::;"-!~-".,.ji·:",,,\~,:--, ,~,,~,'~,;' . '~~;;:~='~ _'" __ _ 
~_~ __ .. __ ~ \~r'l~f,.' < :r, . •.. 1 , 

3 ,. 
5 

3 ,. 5 

l ,. 
5 

) ,. 5 

3 ,. 5 

3 ,. 5 

3 ,. 
5 

3 ~ 5 

3 ,. 
5 

3 • ,. 5' , 

3 ,. 
5 

3 ,. S 

3 ,. S 

:3 ,. 5 

:3 ,. S 

... 

J 

J 

, __ , 173 

• 

-
CERTAIN 

'SUCCEss 

6 ., 8 9 10 

6 ., 8 9 10 

6 ., 8 9 10 

6 ., 1 8 9 10 

6 ? 8 9 10 1 

6 ., 8 9 '10 j 
6 ., 8 9 10 . 

6 ., 8 9 10 

6 ., e 9 10 

1: 
., 8 9 10 

., 8 9 10 

6 ., 8 9 10 

6 ., 8 9 10 

6 '7. 8 9 10 

6 ., 8 9 10 

(Y/Je) 

, , 
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mSCRIMINATlON TASK A'ITRIBUTIONS 

\ 1. Ho. i4portant were .!ach of the following in detetm1n1ng how we11 you did on \ 

'the disc:rim1natien tuk? 

&. 10ur abill ty or !Idll 

BOT AT ALI. l 2 J 4 .s ,,6 ? 8 9 COMPLETELY RESPONSIBLE 

b. bow bard yeu tried 

• lOT AT ALI. l ,2 J' 4 .s 6 ? 8 9 OOKPLETELY RESPONSIBLE 

o. the level of d.1f'ficul ty of the task , 

BOT AT ALI. 1 2 J 4 .s 6 ? 8 9 COKPLETELY RESPONSIBLE 

d,. 1t was juat a matter of luck . 4 BOT AT ALL 1 2 J .s 6 7 8 9 COKPIEl'EL y RESPONSDLE 

2. Ho. we1l dO yeu th1nk yeu did on this task &8 compared. te most people? 

JWCH VORSE 1 2 J 4 .s 6 7 8 9 MUÇH BETTER 

). How 1IIIportant do yeu th1nk each of the following would be in determ.1n1ng 
bow we1l DIOst ,people would do on the cU.aoriminat1on prob18ll'.s? 

a •. ab1llty!ak4.lJ. 

BOT AT ALL 1 2 J 4 .s 6 7 8 9 COMPLE'l'ELY RESPnNSIBLE 

b. effort 

BOT AT ALL 
, 
1 2 , J 4 .5 6 7 8 9 COMPLETELY RESPONSIBLE 

o. tuk difficul. ty ~ 

BOT AT ALI. 1 2 J 4 .5 6 7 8 9 COMPLETELY RISPONSIBLE 

. cl. luck 

lOT AT ALL 1 2 J 4 .s 6 7 8 9 OOMPLETELY RESPONSIBLE , 
4. 'l'o what ment do yeu t~ th3.t ho;" well a person per!OrDIa on a task llke 

t.bese diacrlmination pro lems retleots bis suecess in other aspects of llfe? 

• lo',1' AT ALL 1 2 J 4 .5 6 7 B 9 CXl6'LETELY 

.' 
---;;---_ ... .,. .. 

• 1 

I~ 
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œsIGN CHECXS 

l. My ctwlces of recaldng a transplant w1th1n one yeu t'rom now are 

2. 

}. 

4. 

1 

YmY 
UlILIKELY 

2 .4 5 6 ? B 9 

VERy·, 
LIKELY 

My chances of rece1v1.ng a transplant at l50IIIe :t"uture time are 
,-.' 

1 2 :3 ,. 5 6 ? 8 9 

YmY' VERY 
UlILIXELY LIlŒLY 

", 

If' l lIere ta get a new kidhey. my chances of being .cured would be 
.' 
1 2 :3 ,. 5 6 ? 8 9 

VEY miT 
UNLIDLY LIKELY 

l woul.à. llla te recel ve a transplant • AGRE!!: 1 DISAGREE . 

175 

s. How frae or restrl-oted do yoç. fee! in g,01ng what yeu might liant ta do? • 

.1- 2 :3 ,. 5 6 7 8 9 

l STILL ro EVERrrHING ! CAN NO LONCER IX) ANY 
l WANT 'l'O IX) OF THE THINes l :7 _ 
6. 

~, 
How weh does th1s bother, ;you? cr-- l, ,-' 

1 2 , ,. 5 6 7 8 9 

lOT AT IT 1I0THmS ME 50 MUeH 
ALI. TIlAT l CAN'T THINJ< OF 

'l, AHYTHIlfG ELBE 
,; 

7. If' l couldn't rece1ve ~s1s as a treaœmt for my disease 

... noth1ng at aU 1I'O'.ù.d lIappen 
b. l aisht ,et a l1ttle s.1ok 
o. l lIould get aoderately e1ck 
4. l lIould get vs:y siok 
•• l lIould ge t very !lok and II1ght even die 
t. l lIould get very sick and probably would eUe 
a. 1 1rould get very a10k and detlnUely would eUe 

\, . .. 
" 

, 

\ 
\ , 

\ . 
• 
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8 ...... Tbese days 1 t'eel llke 1 Just can't do anything. 

1 

S'lRONGLY 
mSAGREE 

2 4 6 7 8 9 

3'lRONGLY 
AGREE 

9. These days 1 ieel llke 1 Just don 't vant. to do anything. 

1 

STRONGLY 
DISAGREIil 

2 4 6 ? 8 9 

S'lRONGLY 
AGREE 

176 

10. HoM much of your tae ls taken up by dialys1s and other a.spect.s of youx 
Ulness? 1 1 

~ ,l~ 2~ 30% ~ !Plo ~ 7O'fo 80% 9~ 100% 

11. Holf mu~h does tb1s bother yeu? 

1 2 J 4 S ·6 ? 6 9 

lOT AT IT BOTHBRS ME SO MUCH 
ALI. THAT l CAN 'T THINK OF 

ANY'lKING ELSI!: 

12. Vba.t is the greatest proportion 01 your time to be taken up by diaJ.ys1s " \ 
and other aspects of your Ulness that you could tolerate? . , 

1). Vba.t proportion Mould you prefer? 

10~ 

14. 'lbe chances tha.t 1'11 be on d.1alysis for tha'rest of IllY llfa' are ..... 

1 2 4 .s 6 7 8 9 

VJBY 
tllILIKELY '\l' 

VERY 
LIlCELY 

15. Vh1ch of thaae at&tements baet desaribes hOM You fael? 

a. 1'11 probably be on diaJ.ysls for the rest of IllY l1fe but 1 don 't. lUnd. 
b. l'U probably ba on d1aJ.ysla far the rest of IllY l1fe and 1 can 't 

baar ta tbink a.bout. lt. , 
o. I don 't really llke dia.lys1s but 1 vU! tolerate It untll 1 get a 

transplant • 

" '1' ' 
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ln 

lESIGN CHECKSI POS'l'TRANSPLANT 

1. Ky chances of maintainillg my transplant for ·the upcoming yea:r: are 

VERY l 
UN'LIIŒLï 

2 :3 4 
\ 

5 6 7 8 9 VERY 
L!KELY 

2. .Ky chances of maintain1ng my transplant for the rest of my lite are 

VERY l 
UNLIKELt 

2 4 5 6 7 8 9 VERY 
LDŒLY 

;. Now that yeu have a new kidney, ta what exten t• do you consider yourself cured? 

VERY l 2 :3 4 5 6 7 8 9 VERY 
UNLIKELY LlKELY 

4., HOI( t'ree or %'estr1cted do you feel in doing what you might liant to do? 

1 " 2 :3 4 5 6 7 8 9 

l STILL 00 EVERYTHING l CAlJ NO LONGER ro ANY 
l 'VANT TO 00 OF THE THINGS l WANT TC 

S. Hall much does this bothe:r you? 

101' AT 1 2 J 4 S 6 7 8 9 Il' BOTHERS ME SO MUeH 
m nIAT LeAN'! THINK OF 

ANYTHING ErtSE 
'. 

6. If l hadn't received a transplant and couldn't receiv& d1alys1s as a treatment 
for my disease 

a. noth1ng at all would happen 
b. l might get a l1ttle sick 
c. l would set moderately sick 
d. l would get very sick 
e. l would get very sick and might aven die 
t; l W9uld set 'very sick and p:rObllobly. would die 
g. l would get Vf1J':Y sick and def1nitely llould die 

7. '!'hase days l feel llke l Just can't do 'anything. 

SmONaL! l 2 . J 4 s 6 7 8 
DISAGREE 

9 STRONGLY 
AGBEE 

t . 
8. '!'hase d.aya X fee! l1ke l Just don't want ta 'do anything. 

STRONGLY 1 2 J 4 5 6 7 8 
DISAGREIil 

" 

, " 

:: __ 4 __ _ 

M * ........ _ .... ~~,.,.. .. ",.~ .... ~"~~"'.-....~~~,.. 

00 
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9. When Y9U llere on dialysis, hOll much of your Ume was i~ up by dialysis and 
other aspects of your 11lness? 

10. 

ll. 

, " 

. s,,', 
'~r '~) 

0% 10% 20% 30% 40% SO% 60% 70% 80% 90% 100% 

HOll much d1d this bother you? 

NOT AT l 2 .. 3 4 .5 6 ~ a 9 Ir,1I0ntERED ME 50 MUCa JJ;L 
THAT l COULm' T THINK( OF 
ANY~G ELSE 

The chances that l'll be' back on dialysis at some fu.ture the are 
VŒY 1 
UN.LIIŒ:LY 

'" 

2 J 

J; , 

4 , .5 

.. 1 ,. 
'~ r' . 

, 

6 7 a 

" 

,1 , 

1 , . 

9 VERY 
LlXELy 

1 

. . 
, 

" 

\ 

\ 
" , ' ..... / 

, 
1 
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l!EHAVIORAL RATING BY •••••••••••••••••••••••••••••• PHONE NO • ...... ........ • e'e •• 

PATIElfT ••• , .......... ~ ••••••••••••••••• DA1'E ••••••••••••• , ........ ' ••• 

1. If' something ls upsettlng or disturbing (the pt) , bow likely ls s/he to 
do something about it. i.e., to try to alleviate the problem? ) 

NOT AT ALI. l. 2 J 4 s 6 7 8 9 ŒF'IIUTEI,y 

2. ROll much does reallze that when s/he 15 disturbed or upset by som .. 
thing or event, that s/he can act to do something te alleviate his/her discomiort; 
1.e.,-~ a/he can d.o something te malte the situation less of a problem? 

" NOT AT ALL l. 2 3 s 6 7 8 9 ŒFINITELY 

J. Doea.' seem to bel1eve," in general, that s/he CM corrl.;ol the things 
that happen te h1m ln lli'e? 

HOT AT ALI. Dl. 2 3 4 s 6 7 8 9 lEFINITELY 

4. HOll often (i.e., l'bat pEIt'centage of the ~1me) does __ -...:-__ seem te be sad 
or: depressed? 

.. 
S. Roll strong or intense are these fee1ings of depression? 

NOT VERY 
Ilf'l'ENSE 

1 2 4 s 7 8 9 VERY IrfTENSE 

c • • 

6. Roll does ' feel aboùt h1m.self/hersel.f as -a perlilOn in generall good 
and. l'orthy or bad and. lIorthless? 

VOR'l'HLESS &: BAD l 2, J 4 s ' 6 - 7 8 9 VOR'l1lY & GOOD 

7. (a) FOR FAMILY FRIEND
D 

RA1'Elh 'Th1nk of the most recent occasion on which there 
wu a di$8greement or a petential disaçeement) between - and YOlJrself 
(e.,. ~ about wb1ch TV prosram to watch or who shoul.d wash the cUtfuer dishes). 

llbat. Vas the occasion'? .............................. 
1Iho got. th~ 1Iay? PT YOU(RA'lER) (c1rcle one) 

(b) FOR P.osPIl'AL RATERI What vas the Most rJcent ~~casion on wh1ch the patient 
trled te 1Wlipulaté youe1."., influenoe your bohavior in' h1s/.her 01ln preferred 
cUrecUon 1nd.epelldoot of 10111' own preference)?' " 

...:~! --- -~ ............................. " ............................... " .. . 
: -~' 1 

Who got. the1r 1IS3'? 'lSE' PATIENT rou (RATER) (o1rcl.e one) 

Q , '. 

! ' 

, 1, 

, 't. . -- --" ;' \' , - , ,. ' , ' 
,--- ---(;;;-~; MI 'dh· ...... 1tSI'IIFif_.,.AlItIllU.'11 _ F 
l , l' 

, 
n.l<Irk~*-ot4~-./ii("r Ill" IIi_tlmtl. ''ci_) t •• "_ullt'l'_"",*",*,*ilk""-~'~--

/ 
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8. Hov otten (l.e., vbat p~entage of ttla tue) .vould you sa.y that 
t:r1ea te 1nt1uence )'Ou ta dO tb1ngs his/har w~ 

'kil 
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9. When eUch incidents do OCClUt', how had doea __ ~ __ try te 1n:rluenc8 yeu? 

BOT AT AU 1 2 .5 6 7 8 9 
." 

10. In fOur opinion, do88 believe that s/he cail influenol! 01' manipulate 
yon--!. 8., do88 s/he belleva that Slh8 can get :VOU fu do th1ngs hiS/hW 'llay? , 

BOT AT ALL 1 2 " 
6 7 8 9 ŒFINlTELY 

11. !bas .,..,., ____ gaerally se_ to try and get his/her own way 'lf:1th most pioplè 
~ .Just ,with you? 

JUST Vl:m MIi: 1 2 4 .5 7 8 9 VITH MOST PEOPlE 

. . 
c:x:IIME:rfrS •••••••••••••••• 1 • • • • • , • • • • • • • Il • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • ., •••• 1 • • • • .. ••• 

.......................... ' ••••••••••• ~ •••• j--••••••••• :-•••••••••••••••• , •••••••••••••••••• 

....................... , .................... ., .......... ~' .......................... . 
• • ... " ........................... " ••••••••••••••••••••••••••••••••••••••••••• 1 •••••• 

". 

j" 

j 
~--~ .. ···" ........ n .. r.l.n ........ ' .. dl.l.611.1 ••• ' ... 1.[.' ••• ' .... , ...... 110., ....... I.t ... ".,T .. l~* .... :.p.7 ... rM .... 1' ... n.II ....... '.7 ...... i.I .. --.. .-~---
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PSYCHOLOGlCAL AND SOCIAL F.ACTORS IN DIALYSIS AND aRANSPLANTATION , 

~e of the Study 

Pl5Yohological and. sooial factors ~e knOlm to be important. in in1'luencing 

both the physical and psyohological lfè1l-being of patients suffering chronic , . . 
Ulnesses. The purpose of the 'present. research is to assess the importa.'lce t . ," 
al eeveral of' these for patients suffering end-stage renal disease. Hope-

t . 
fûl.ly, a better UXlderstancU.ng of the raIes played by such factors in dialysis 

, ~ 

and transplantation will he1p to improve the ,quality of care r~ceived by . 

patients in future. 

Consent 

The purppse of the study as described above has been explained. to me 
.......... . ' 

br •••••••••••••••••••••••••••••• and l undarstand that my particip:a.tion 

wU! invalve a series of meetings With the researchers in lfbich l may be 

intervlewed. and requested to perform some Jlaper-and-pencil, psychologicaJ., 

and behavioral r,ests. My participation also entails, granting the researchers 

permission ta consul~ with lIIY family and thehnspital staff. 
, \ , 

l undarstand that anon~ ty trill be preserved. and that my answers IfUl 

at all times be ke;pt in the strl.ctest confidence of the researchers alone. 
l ' 

\ AU information will be used sole1y for research purposes. l 'a].so under-

stand t.hat l am under no, obliga.tion to participate--that the quali ty of IllY 

,care will in no way be jeopardizéa br llY refusal nor enhal'lced as a resul t 
o ' 

of IIY cor.sent--and that l 'llII ftee to wlthdr~ :t'rom participating 1.n the 

stud,y -at any Ume. ~ Knowin8 the,s9 thitlgs. ,1 agt'eB to enter the 'study as a. 

pm:t1oipant. 

'Date •• Il •••••••••• , ••• , •• 

..... . . . . . . . . . . . . . . . .. .... . . . . . . ............................ . 
Signa.t.ure of Part.icipant.' Sisnature of li! tness 
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P ATIm INFORMATION FILE 

Date Recorded.. t •••••••• , •••••• 

Chart }lo. . ............. ~ ..... . 
... Hosp1t~ RVH QlMI Other ••••••••••• 

lEMOGRAPHIC 

Halle •• '; • • • • • • • • • • • .. • •• • • • • •• ~ SexI; M F 
- l' ~ 

!1;rtbdate .. , ......• 'i, •••• ••• (ABe = ......... ) 
Marital statuSI Sing Mar Sep Wd Div 

110. CHi1d-ren ••••••• No. Children at home • •.•• , 1.,. 
, 

Religion .... ; ..... . Ethnie Background ••••••••••••• 

i:ducation ............... . Occupation 

Hometowoi 

••••• 1 •••••••••••••• 

Annual Income .........•• Mtl , .' Other ••••••••• 

Language Spo~erll Other ••••••• Il ••••• (Primary = ........ ) 

MEDICAL 

:PJ:t1msry Ren.al Di.sease ................................ . 

Onset ~:f kidney fallltt'ei sucid.~'1 insidious 

Da.tJ re!laJ. disease ldentified. •••••••••••••• 
. .) . 

Date of :firat time c:reat1n1ne ,level > 5 ••••••••••••••• 

Date of :fistula creation ." •••• ; •••••••.•• 

D3.te of first dia1Ysin ....... :........... (Length of treatmant = .......... ) 
(ldent1:floatlon-to-dialysis duration = ..•.•.•......••••••. ) 
Othe::r med.1cal problems •.. , ... ,. Il' •• ,. ',1 ........................ , ••• " ............... 1 

................................. 't' .............................................. . 

No. prev:Lous transplant attempts ••••. '",' ••• 

Famil1 h1story of' ren!Ù.. diseaset. ,no ras ~ (RelatlvE!s = •......••••••..•.. ) 

DIALYSIS 
(' 

Model staff-hospital sel:t'~hospi tal saU -home 

lire. per week •••• ' ••••••• Day"SI mon tue 

1'1ae of da.y •• , ••••••••••• 

Drugs prescr1bed& 
'. 

A. -D.lr1ng d181ySis (dosàge) 

..... _. ',,' . , ... -........... . 
fi' ••••••• Il ••••••• , • , •••• 

. . . . . . . . . .. . . . . . . . . . . . . . 

. . .. . . . . . . .. . . . .. .. .. . ~ .. 

,. 
\ 

lied thu:r !ri 
"-'-

sat 

B. Otherw1se (dosage) 

, ................. . 
· ................. . 
• ............. Il 1 •••• 

• • f • ••••••••••• , •••• 

.1 

sun 

h' 
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ORGAN DYS FUNCTION SCALE 

patient. ____________ ----____ -- Date. __ ~ ______ ~ __ 

Rater, ________________________ ___ 

BEART FAILURE 

o = not lIleeting criteria l, 2, or 3 • 

1 ... oefinite cardiomegaly on x-raYI cardiomegaly unspecified 
(equivocal, possible, probable or not specified: or 
~nterstitial pulmonary edema on x-raYe 

a :... Airspace or unspecified edema on x-ray:'::> 2+ peripheral 
eQema, witn ~erum albumin ~ 2.5 gms. 

3 a Emergency a~mission fo~pulmonary edema:a) p~roxysma1 
nocturnal dyspnoea at least as often as once per week, or b) 
shortness of breath on minimal exertion (walking ~o 
bathroom on same floor, or talking) : either a Or b with criteria 
to ll\E!et 2. and"s.O.B. not a1so attributed to respiratory problems~ 

ISCHEl>IIC HEART DISEASE 

o .. not meeting l, 2, or 3 • 

, l ~ Definite or probable ischemic changes on cardiogram, or 
history Or e'vidence of old lllYOCtu:dial infarction. 

* ... 2 .. Angina Pectoris brough~ on by moderate or severe exertion, 

2a D 

2b'''' 

3 ... 

3a .. 

3b .. 

or brought on by mild exertion less often than once per 
day (accept clinical diagnosis of angina if not disputed 
in chart). 

<, . 
Satisfies criteria foi" 2 but not for 1. 

Satisfies criteria for 2 and for l. 

Angina Pectoris brought on by mild exèrtion at least as 
often as ~e pe~ day. 

\ '!' 
Satisfies criteria for ,3 but not for 1. 

Satisfies criteria for 3 aild for 1. 

'-

, . 

• 
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"' PERIPHERAL ISCHEMIA 

o t: not meeting 1, 2, or 3. 

l .. At least one foot with absent pulses not disputed in chart. 

2 .. :Intermittent claudication (accept clini.cal diagnosis if 
not disputed) • r 

2a ... satisfies criteria for '2< but not for l (on the same side). 

2b .. Satisfies, criteria for 2 and for 1 (on the same side). 

3 I!:r Gangrene. feet ulcera due to ischemia. ischemic pain at 
.rest, or amputation due to ischemia. 

RESPlRATORY SYSTEM 

~ 

o ... not meeting l, 2, or 3 

* la .. Chest X-ray showing chronic obstructive lung disease • 

lb ... Hi.story of chronic bronchitis. 

2 .. Shortness of breath on moderâte* to s,evere* exertion not 
attributed to othèr causes. 

'2a .. satisfies criteria for 2 'but not for la. , 

2b = Satisfies criteria for 2 and for la. 

3 .. s~ortnes,s of breath on mild* exertion, or chronically 
short of breath at rest not attributed to other cause's. 

301 .. satisfies criteria for 3 but not for la. 

3b .. Satisfies criteria for 3 and for la. 

BONE DISEASE 

o ... not meeting l, 2. or 3 

l "" Radiologie evidence of bone diseasé but no fractures or pain. 

/-2 .. Radiologie evidence of bone 'Hisease, with at least one 
~ fracture attributed to bone disease' or pain du~ to pone disease • 

3 "" Radiologie evidence of fractures at ~2 'different "sites" 
(3 ribs would not count. for instance) or' severe chronic pain 
due to bone disease. '. 

.--'- . -----'- . 
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ANEMIA 

0 • not meeting l or 2 

l Il Hematocri t ~25 on more than one occasion 
1 • 

0' :'" 
2 .. Hematocrit .-! 20 on more than one occasion 

o .. not meeting l, 2, or 3 

l .. Patient diagnosed as having chronic liver disease or cirr~osis. 

2 .. AS for 1 with prothrombin time ~15 sec's 
a1.bumin <:. 3 .0, or bilir ubin ~ 2 mg%. .. 

, 
(if niot on couma din) , 

, 

3 CI As for 1 with bilirubi~,~lO, ascites, or evidence of hepatic 
coma or precoma. 

o .. not meeting l or 2 

1. .. Chronic** diarrhea, anorexia, or vomiting, but not flIevere 

2 = severe (~10 bowel movements par day) chronic diarrhea, 011 • 

chronic' anorexia or vomiting l.eading to ~lO lbs. weight lCS~ 

o .. not m~~ting 1 

1. .. PTH level. ~300 on at least one occasion and parathyroidectomy 
not subsequentl.y performed. . 

o .. not meeting 1 or 2 

1. .. Itching but not said ta be severe morC! than once or severe' 
more than once without excoriation. 

2 .. Itching said to be severe more than once with excoriation. 

, . 

-'., 

~ ... - ~ ~ .... -- • _ .... --_ ..... ~.- _. -_ ........ -

o 
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PERIPHEAAL NERVOUS SYSTEM 

o • No evidence of neuropathy 

l 1; "R~s tless legs", mild-moderate burning, tingling, or pain 
in extremities attdbuted ta neuropathy. 

2 .. Decreased sensation, severe burning or tingling, or decreased 
strength in one or more limbs q.ue ta neuropathy. 

3 *' Paralysis of one or more limbs due to neuropathy • 
. . 

Il *EXERTION: walking l block on flat grolllld ia mild exertion. Ariy 
hill; any further, any faster is moderate or seve je exert.ion 

UCHRONIe': Callèd chronic in chart or known to have lasteil ~ l month. 

N.B. If a patient fits two possible categories for any of the individual 

systems score the most severe. Also be s}1re not to use the same symptom 

(c.g., shortness' of breath) ta çlassify a patient for two separate 

'variables. If neces~ary choose one variable on an arbitrary basis and 

ignore the symptom alreâdy used when soering the second. The total score . 
is arrived at by adding the individual scores for eaeh variable. Maximum 

pORsible '= 28. 

• 

\ 

t .... 

. '. 
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l~ BERlCKAH SCALE 

(1l, Marital Status: 1) Have you ev!!r been married? 

( ) yes () no 

2) Are you now married. separated. divorced. 'widowed? 

( ) raarried () separated () divorced () widowed 

(2) ,Friands and Relatives: 

~ 

(3) & (4) 

1) Hw many close friends do you have? 

2) 

3) 

(People that you fee! at ease with,. ean talk to 
àbout private matters, and can caU on far help.) 

( ) none (.) 1 or 2.' ( ) 3 to 5' ( ) 6 ta 9 () 10 or m,!re 

How many relatives do you have that you fee! close ta? 
.' 

< 1 .none ( ) lor 2 t) 3 to 5 ( ) 6 ta 9 ( ) 10 or more 

Haw lIIany of these friends or relatives d~ you , 
lust once a month? 

see at 

( ) none () 1 or 2 () 3 to 5 () 6 ta 9 () 10 or more 

C~urch and G~oup membership: 

1) Do you belong ta any of these kinds of groups? 

yes no 

a) A social-or recreationa! 
group? ( ) C> 

b) A labour union, cOlllllerc1al 
°group, professional 

~ 

organization1 ( ) ( ) 
e) Church group? ( ) ( ) 
d) A group concerned vith chil-

dren? (PTA, Boy Scout) ( ) ( ) 
e) A group concerned with com-

munit)' betterment. charity. . 
or serVice? ( ) ( ) 

f} ADy other group? Describe • . ( ) ( ) 

( 
, . 

. . 
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INTRUSIVENESS RATINGS 

How lIIueh does your illness and/or its treatllleue interfere vith each of t~e 
follovinf aspects of your life? 

PleaSè use this rating scale in answering: 

NOr VERY MUeH l 2 3 4 S 6 7 VERY MUOH 

". 
A. YOUR. HEALTH 

B. YOUR Dm 

c. YOUR. 'II"ORK 

D. FINANCIAL SECURITY & HATERIAL NEED SATISFACTION 

E. RECREATION 

F. FAMILY & MARITAL RELAnONS 

G. OmER SOCIAL RELATIONS 

H. ·SEX 

1. ~LF-mRESSION 

J • ~1IGIOUS ~RESSION • 
\ :: 1:~' cmc ACrIVITlES 

' .. 

. , 

\ 

\ 
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j CONTRot RATII«;S 

1. DOW HUCH CÔmOL DO YOU HAVE OVER EACH OF 'rH! FOLLOWING ASPECTS' OF 
YOUR LIF.E? 

... ........ 0 

2. BOIl MUCH CONTROL DO YOU'mECT TO HAVE IN A YEAR FRœt NOW? 

Please use this ~ating Beale, ill answering: 

, -, 

-. 

1234567 A LOT OF CONTROL 

IMPORTANCE 

A. YOOR ILLNESS & US TREA'DIENT 

B. YOUR IŒALTH 
.~ 

C.q YOUR DIET 

D. YOUR WORK 

E. PlNANCIAL SECURITY & MATERlAL NEED 
, SATISFAcnON 

P. RECREATION . 
G. FAKILY & MARITAL RELAtIONS 

B. OTIIER SOCIAL RELATIONS 

1. SEX 

J • SELF-~PRESSION 

K. RELIGIOUS EXPRESSIOij 

L. BiCIŒATION. 

K. CœKUNITY & CIVIC ACTIVITIES 

~ 3. HC7i IMPORTANT TO YOU ARE RACH. OF THESE 'ASPWS? 
" 

Plus, uae th1s scale in answering: 

ii 
1101' VERY IMPORTANT l Z 3 4 5 6 7 VERY IMPORTANT 

~1alys1s patients only: Bow IllUch control do yOIl bave ~ver lour dfal;ysis? 

~ ~ IMPORTANCE <, 

- ----<, 

/"'> '. ,* 
.; ---,,- ., 
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,-,> - .-
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1 
1 
1 ..... 1 
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CAJlD SOI.URG TASIt 

l&éch of these 13 cards has onè aspect of life ptinted on- it (e.g. your health. 
;your vork. recreat:1.on). The instructions "are simply to put tO.$ether 11\to groups 
the aspects of life vhic~ se~ to you to belong together. Do it in ehe vay 
tbat seems Dlost natural. !Dost logical, and IIlOst comfortable to you. 'l'here are 
no tf!1ly ri8ht or wrong answers, ;1.t·s your opinion that counts. Yau ~y have 
as .. ny or as fev aspects of life 'in. a group as you like, 80 long as the aspec~s 
of life in each group belong togecher for one' part1culàr reason. If. after you 
uv. tbought about a11 Fhe aspects of life,a fev do, net seeaa ta belong vith any 
of the other's, you l114y put th~ge aspecte of 11fe

j

into groupe by tbemse1ves. 
Pleue sort al1 tbe aspects of life. 

______ A. "(~ HEALm 

_______ B. toUR DIET 

______ c. YOUR WORK 

D. llNANCIAL 1 SECUR.lt'l & MATElUAL 

HÉ!D ~ATIS~~ 
E., UCRE.ATION ~ .,~ 

" 

,', 

P. FAKILY & MAR:tTAL RELATIONS 

G. 0TI!Elt SOCIAL RELAnONS 

Il. Sa: 

; 1. SELF ... EXl'RESSION 
1 

~ 

, 
.J. RELIGIOUS EXPRESSIOtf 

It.. RE~'IION . 

L. CœKD'NITY & CJ:VIC AC'UVITIES 

]l. YOUll lLLNESS & l'I~ 'JlŒA~ 
'f 

.1 

"\ 

.. -

, , 

w. 
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1'. 

2. 

\ 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

, ' 11. 

12. 

13. 

14. 

15. 

1~. 

17. 

lli.' 

19. 

. 20. 

, , 

'. 

E.SCALl 

.. 
4t periods TIl'! llliud aeems to york aore slowly 
than u.ual. 

l have SOIIIet1mea fdt that difficulties were 
pillng up so high that 1 could aot overcOIIle 
th •• 

1 have often-met people who vere supposed to 
be experts who vere no better than l. 

l Und It bard t:o set as1.de a task that l,bave 
undertaken, even for a short time. 

l lib to let people know whete J 
things. '1; 

stand on 

.' 
At times !- feel l.1ke swear1ng. 

At t.s 1 .. full of eueray. 

At tilles 1 feel 1.1k!! smash1.ng tblqs. 

I bave De~er felt: better in my life tuo 1 do 
DOW. 

1 taUs a lot of argwaent to convince most 
'people of the truth. 

I have periods in wh1ch t feel ususually cheerful 
without any spec1.41 resson.' ' 

1 certainly fèel useleas al: tmes. 

Critici8lll or scolding bûrts 1118 terrlbly. 

1 tb1nk a great many people 8Xaggerate thelr 
aisfortunes in arder to gain the syapathy and '. 
belp of' oebers. 

Olten l can t t und~rstand why 1 hsve been 80 croas 
and grouchy. '. 
l get mad eas11y and then get over :1t soon. 

What others th1nk of ae doell not bother Ile. 

~ have very fev quarrels rlth lllellbers of my faa1ly. 

l .. aga1nst glvlng lIOoey to begsera. ' 

At tilles ay thoughts have raced ahead las ter tbaD 
l c:ould speak th .... 

'-J 
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21. 

22. 

l frequeDtlY fioél .y.eU vorcyi1l8 about 8O\Hth1nS' 

l wotry OYer lIOtlily'and bWJiDes •• 

'23. It ..-ke, 1118 fapatient ta have people ask ., ad,,:I..:e or 
otherwise interrupt ae vhan l .. vorkin&" on ItOIIething 
illportant. "' . 

. 24. hopl. often d~appo1ot.fi. 

25. l often th1uk.. Itlvish Ivare a ch11d again.". 

26. l f1ad it bard to IUIb talk wen 1 _et nev peopt.e. 

~ 
27. Wh. in a group of people 1 have trouble thinkins 

of the dght th1ngs ta talk about. 
,.!, 

28,. Kost people w11l un s01II4what unfair IIe&nS ta gain 
profit or an a4vAntage uther tha lose :l.t. 

29. lt 1IIa1tes me up.eomfortable ta put on a stUlit at a party 
fteQ when ot;hers are doing the Sallie 80rt of things. 

10. 1 thinlt nurly ~nyoll8 would teU a, lie te keep out 
of trouble. '. • 

: 
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A. 

1. 

C. 

D. 

E. 
,-

P. 

G. 

h. 

1. 

J. 

(\ 

• 

lOSER'JEBG SCALE 

l feel that l'II a person of worth, 

ât leut ~ an equa1 basls wft~ others. 
• 

l fen tba'i 
qualities. 

1 have a nUlllber of 800d 

AU ~11 a11, 1 Ill! 1ncl1ned to feel that l 
... faUure. 

I .. able te do things as well as 1II08,t 

other people. 

I feel l do not have Iluch to be proud of. 

1 take • positive attitude toward l115'self. 

On tbe who1e. l 8III·s.t~f1ed with lIIyseH. 

I w1sh I couJ.d have aore respèct for myself. 

l c:ertailll1 feel usa1ess at times. 

At tJmès I think l _ 110 good at aU. 

.. 

\ 

r' 
~ . 

/ 1_,--~~ __ --:-:-
he • 
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,STIOI«lLY STRONGLY 
AG1ŒE AGREE 'p'ISAGREE DISAGREE 

1 2 3 4 

1 2 3 4 

1 Z 3 4 

l Z 3 4 

l 2 3 4 

1 2 3 '4 

1 Z 3 4 

l 2 3 4 

l 2 3 4 

1 2 3 4 

1 2 3 4 

• 1 

• 

--- --.--..".. ... ~ 



() 

• 0 

! , 
\ 

JRAD)1Tk.~, SCALB 

DUllING 'l'H! PAST WU. DID YOU !VER. lDL 

A. PAlTICULARLY EXClTED OR. ItrrER.EStED IN SCHETH"lNG'I 

B. 50 R.ESTLESS THAr YOU COULDN'T sn LONG IN A CHAIR? 
" 

C. ROUD RECAUSE .8<IŒONE COMPLIMENTED YOU ON Sœ!:THING fou 
lL\l) DONE? 

D. VERY LaNEL! OR REHOT! FRœi OTHER PEOPLE? 

J. PWSED ABOtJ,T HAVlNe ACC<HPLlS'HED sammING? 

r. BOBED? 

G. ON-.TOP OF l'HE WORLD? 

H • DEPRESSED OR VERY UNHAPPY? 

1. TSAT tRINGS WERE GOING lOUR WAY? 

J. .UPSET ,BECAUSE SOMBON! CRITICIZED YOU1 

• 
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, , NO YES 

0 1 , 
0 1 

0 1 

0 1 

0 l 

O' 1 

0 1 

o 1 

o l 

CONSIDERING YOUR LIF! AS A WHOLE 1 WOULD YOU DESeRtBE IT AS VERY UNHAPPY, UNHAPPY, 
AN EVEN KIX'liJRE OF UNHAPPlNESS ANI) HAPPINESS, HAPPY, OR VERY HA:PPY1 ' 

, VER'L 
QHBAPPY 

l 2 

UNlIAPPY 

3 • 

" , 

'r 

HIXED HAPPY VERY HAPPY 

4 5 7 

r,. •• 

\ 

c-.". ___ ---:---~ .. ...;..-_ .. _ .. _ ...... ---:--- .. _~ _..,... ___ ...... _~~~~ ... _~M ~ __ ~ __ ,.,. __ fo.< _ , 

. 



196 ... 

~ 
P(J{S SCALE 

PWS! DESCRIBE HCM YOU HAVE BEEN FEELING DURING THE PAST WEEK INCLUDING 
TODA!. 

NOT AT. A c QU1TE 
..&L ~ HODERA'rELY !...!ll. EXTREMELY 

0 1 2 3 4 

UNlJAPpy ~ 0 1 2 3 4 

salUt Y 0 1 2 3 4 

LIVEt Y 0 1 2 3 4 

SAD 0 1 2 3 4 . . ;; 
BLUE 0 1 2 3 4 

ACTIVE 0 1 2' 3 4 

EOPELESS 0 1 2 3 4 

tlWORTHY 0 l 2 3 4 

EHERGETIC 0 "1 2 3 4 

DISCOURAGED 0 1 2 3 4 

LONELY 0 1 2 3 4 

CBEERFUJ., 0 1 " ·2 3 4 

MISERABLE 0 l 2 3, 4 

GL()(ItY 0 l 2 -3 4 

ALEaT 0' l 2 3 4 

DESPERATE 0 l 2 3 4 
" 

BELPLESS 0 1 2 3 4 
," ... 

POLL OF EEP 0 1 2 3 4 
o • woa~ ,0 1 2 3 4 

n:RlIFIED 0 1 2 3 4 

CAUmE 0 1 2 3 4 
"-

ct1ILT! 0 1 2 3 4 

() 
VlGOROUS 0 1 2 3 4 

... _ ......... w_~ 
, ~ 

, . 
.. '''.t. r, , 

1 lP_ 711 km, 
lô .. ____ 

- • -- , 
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B!CK SCAt! 

A. 3 l am so sad or unhappy that l can't 
stand it.' , 

2 l am blue or sad a11 the time, and l 
cantt snap out of it. 

l, l feel sad -or blue. 
o l do not feel sad. 

, B. 3 l fe4fl that the future is hopeless and 
that things cannot improve. , 

2 1 feel l have nothing to look. forward 
to. 

1 l feel dlscoùraged about the future. 
o l am Dot particularly pess1mistic or 

dlscouraged about the future. 
1 

C. 3 1 leel 1 am a complete failurè aS.a 
persan (parent, husband, wife). 

2 As l look back on my lif.!, al! 1 can 
aee is a lot of failures. 

l 1 feel 1 bave failed more than the 
average person. 

o 1 do not feel like a failure. 

D. 3 1 am dissatisfied with everything. 
2 l don't get satisfaction out of 

anything anymore. 

• 

l l don 1 t enjoy things the way l used 
o l,am Mt part.lcula~tY dlssatisfied. 

to. 

g.'3 1 feel as though l am very bad or 
worthles8. 

2 l feel quite guilty. 
1 1 feel bad or unworthy a good part 

of the time. 
o i don't feel particularly guilty. 

F. 3 l hate myself. 
2 1 am çlisg-llsted, with mY,self. 
1 l am disappointed in myself. 
o l donlt feel disappointed in myself. 

G. 3 l would kill myself if l had the 
chance. 

2 1 b.v~ def~ite plans about commit­
tins suicide. 

I 1 feel 1 would be better off dead. 
o 1 don't have any thoughts of harœlng 
.y8elf~ li 

'. 
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H. 3 1 have lost a11 of my iqterest 
in other people. 

2 l have lost most of my interest 
ln other people and have 11ttle 
feeling for them. 

1 1 am less interested in other people 
tban 1 used to be. 

o 1 have not lost interest in other 
people. 

1. 3 1 can't make any dec!s1ons at aIl 
anymore. 

2 1 have great difficulty. in, maUng 
declsions. 

l 1 try to put off making decis1ons. 
o 1 make decisions a& well as ever. 

J. 3 1 4eel that 1 am ugly or repulsive­
looking. 

2 l feel that there are permanent 
changes in my appearance and they 
make me look unattractive. 

1 1 am worried that l am look1ng old 
or unattractive • 

o l don't feel that 1 look any worse 
than 1 used ta. 

K. "'3 1 can'f; ci.? sny work at a11. 
2 l have to push'myself very hard ta 

do anything. 
I lt takes extra effort to get started 

at doing something. 
o 1 can work about as well as before. 

L. 3 l get too tired to do anything. 
2 1 get tiTed from doing anything. 

J 

1 l get tired more ~asily than l used t, 

o l don' t; get any more tirp.d than usual 

M. 3 1 bave no appetite &t a~l anymore. 
2 Hy appetite is much worse now. 
l Hy app~tite i8 not as good as it 

used ta he. ' 
o Uy appetite ls no worBe than u~~ual. 

• 
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, SDSCL SCALE 

Rot 
»URINe THE" PAS! WEK INCLUDI~ TODAY, At AU 

--0 HOi HUCH WE~ YOU·BOTHERED BY: 

i) 

'2) 

3) 

A) 

S) 

6) 

7) 

8). 

9) 

10) 

11) 

HOT OB. COL» SPiLLS 
Il 

DIZZlNESS OR FAIRTNESS 

CONSTIPATION OR DIARRHEA 

TROUBLE GË'l'TING ,YOUR BREAtB 

SLEEP·DIFFICULTIES 

WEAKNESS -

BEART BEATS FAST , 
NAUSEA OR UPSET STGfACH ." 

PAIN: a) éHEST PAINS 

b} HEADACBES 

i:) MUSCLE CRAMPS 

d) OTHER ACHES OR PAINS " 

WHBNESS OR TlNeLING 

BANDS TREMBLE 

ae.pondentl 

, . 

Participant 
BQ.pital' Sta!,f 
Significant Other 

. , 

., 

, . 

r .. 

0 

0 

,0 

0 

0 

0 

0 

0 

0' 

0 

0 

0 

0 

0 
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A Little Kocl- Quite Ex-
Bit eratel! a Bit tremelI .. 

1 2 3 4 

1 2 3 4 

1 2 3 -4 

l 2 3 4 

1 2 3 4 

1 2 -3 4 

l 2 '3 4 

l 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 ' 3 4 

l' 2 3 4 

l 2 3 4 

J.' 2 3 4 , 

,r" 
"., ~ 
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SIGNIFICANT OTHERS" RATINGS 

Patient __________________________ _ Phofle No. _________ _ 

Rater ______________ _ Date ___________ __ 

1. Is' (the patient) taking his/ber medications? 

a. none 
b. a few 
c. most 
d. a11 

2. Hw well is hel she complying vith his/her diet? 

a,,? not at a11 
b. a 1:1tt1e 
c. lllooerately 
d. quite we11 
e. 'extremely vell 

3. How weIl is he/she ,complying with the fluid res~r~(ttlons? 

s. not at a11 
b. a little 
c. moderatel1 
d. q~ite weIl 
e. extremely well 

ln Ovllrall. how wauld' you ra~e ___ ..,.-_' s s~lf-esteem? 

1 

1 
\ 

. , 1234567 VERY RIGIl 

S. How IlUch does 'a illness and/or its treat~nt interfere wlth 
other allpects'-of his/her life? 

" r \ 

f 
NOT VElty MUCH l 2 3 4 5 6 7 VERY MUeR 

6. Conddering ____ ', life as a whole, would you deBcribe' it as 

a. very unhappy 
b. unhàppy 
c. an even mixture of unbappiness abd happ~ne81 
d. happy 
e. very happy 

() 
••• _~J 

". 
l 
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HAMILTON PSYCHIATRie RATING SCALE FOR DEPRESSION 

INSTRUCTIONS: Coh Ot undII" SlrHt Num'-, on GSs. 

'tw " :.: 

2.: •. , .... 
A::o: 

5:. .::.: 
1:~ 
1: .• : 
,,,.,: 

10:;0:; 

li.*, 

l2::t:: 
)1-:0:: 

14.",. 
15:.l: 

16:..-a' 
-17::1:, 

lI::l. 

19:.t: 

20::0: 

21 •. 11.: 

22::'1: 

23:.: 
CQIrVI 

'-

For uc:h item select th. on. "cu." whlch bnt ch .. .eterizes the patient. 

B. sure tD record vour .nswen in the .ppropri.tt sp.cn (posilions 0 through 4', 
ColI/mIlS 1 - 5. on tht left hllI of th. Gener,' ScOrll19 Sheet. 

Set $p«I.,lnllfUctioM in Manu,' f~ (t,ms 7,16,18, Ind 20 • 

::1': ::s: :.:~: :·e: 

;:1:: ::S: ::~: :;&: 
ROW Mark e.ch Item on leh hall of sco"ng shcel on row speclflr!d 
NO. Use ma,~i~9 E!!"loons 0 - 4. coiumns 1 - 5 

::a:: ::s: "*, :"'. 1. DE'RESSE 0 MODO ts.:ln ..... hope/ni. h,/PMu"-worr,,r.,.,1 

O"Ab_t 
::1:: ::s: ,,~: .:.: 

':1;' .:S: :::Jo: :·1· 
1 

' • T .... M f"'l'1 "a' ... tnd.ca,ed a.nly on quuUomno 
2· Th.se '-.:I,Oi st., •• sponti1Mously n"pCH'led \t'I,ballv 
3. Communlell" feeling ,,"a'f\ non 'IGlball'f - ,. 1 \h.rO\Jgh htl,1 

',1:: :~: :'*: .",: 

::t:· :~: ::a:: .": 

•• pr.IIIOft, pOli ur •• "''''C., .nd ,.ndlrnn to ""p 
4" ',,'-nt rep.'" VIATU ... LL y ONL Y th ... r .. ,,"O ... , .. on h,. 

'PO"t.n.ou. ~.,b.1 .nd nOll""1.rb.ll toMn1t,JnteJ,.on 

" .. : ::S: ::~: .... 2. FEELINGS OF GUILl 

~I:: "" .,*: ,.. .. : 
" 0" Abit'" 

<:t;: .:1:. =: :z: 1 
1 • S.fI ,.p,ooch. f .... he h .. 1., p.opl. _ 
2. Idt •• of gullt or tuln_nallOft ovet p." Il,0', Of I.nfut dHdl 

::t.. .* :*: .*: 3· P',Mnl "Inlll III punrlhnilnt. Olhllloni of QUitt 

"l:' :* :.a:: ::e: 4· H'trI aecuUfory 0( denunél.IOry VOte .. and/or u.p.r .. nus 
tht"ll"'ng \l''ual hlJlucin.lionl 

::.:: ,;1: :*: ,. .. ' 
::J:, ,:1:. ::~ ::., 
:,J:: ::1:. :.10: .:4:: 

3. SUICIDE 

0" Abltn. 1, 
:J 1 • F,.I, 1", i • .,01 Yt'otth ItvU''1 .) 

::1:: .:1. • .. Jo: ".: 
::1:: ::1:. ::1:. ::.: 

2· Wi"," Ile WC" d.od 0< -nv th""9l1tl 01 po"obll d •• ,,, \0 .. II 

3 :Sulclde ido .. or li"I"'. 
4 • Atttmptl at 11a-tc.de fin)' .f,()UI àU.mpt nt .. • , 

:.1:: ::1. ,,10: ::.: 
4. INSOIANtA EARL y 

.:J:: ::1: ::1:: ",: 
::J:: :'1: "rt: "l. 

4 
ci • No d,lficult~ '''''no asl • ." 
, • Com;>la.m 01 ocenio .... dllftculty 1"""0 "'HP - 1 •• 1n0'. Ihln 

% ...... r 
::J:: ::1: ::1: ::,: 2· Compl ..... 01 n~hlly d,If,cu'tY 1.110"0-." .... . 
::J:; ;;1. ::.l, ;;,: 

S. 'NSOMNIA M'DOLE 
':1:: ::1:. ::1:. .:1:: 

2 3 .. 5 15 0" No doll,cyny 
, • '.II,nl compla.nl Df brU1g r.stl.,1 and dltitu,bed d\lnng ,he niVht 
2. W.kl", durtn. 'h. "'Ohl - .ny getlo", DUt Of bod ,.tt. 2 , .... pt 

10< pu'po'" 01 >'O,dmgl 

Il. INSOMNIA LATE 

• o • No d,lIoeully 
1 " W.kong ln u,'v hQ\ln of thl mo,OI"O boit DOft ","cie ta "otp 
2 " Unlbl. to r.u IIlotp ag.'n If h. gfU ouI of bed 

7. WORK t'ND ACTIVITIES 

O' No doltICUlty 
, • Thou;hU .nd 1 .. lIno' of InclPldl~ .I."gu. 0' .... k ... " rel ... d to 

.ct;"I( ••• : work 0' hobb,H • 1 

2· LOII of Inle",1 in ac:tIVICY; hobblll or work - ,lth., dlre'tly 
riper'id by plhent, or indulclln IntleSlntn. Indecls1un .nd' 

7 "aeut'lfo" Il'''1 ~ ha. rD pu'l' "" to Mlork or «t'~"'tfS) 
3· DK'"'' .r •• etual 'lm. 'pen, ln ICtiv .... ' Of QlCrtur ln produc~ 

Il,,it)' ln hosp,ta', ,ate 3 If p.aUlnt dOl. not 'Pend a' le.u thrH 
hou ... .uy ln "Io.olot, (ho"""1 JOb 0< /lobb .... / ••• 'uII.o 01 
... ,d.cnor •• 

4· S,op~d \wrkinq btu'J". of Prt1enl IUn"' 'n hclp .... l. ,a'. 4 if 
pau."t .",,~g.lln no ac.IIVlUlt ueopt ward cMr ... Of If .,111'01 
"11. '0 p«,'orrn wi,d r:ho, .. untau.U'd 
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HAMILTON PSYCHIATRie RATING SCALE FOR DEPRESSION 

" 

ROW Conl,nue rn~rk,"g on left h.tIl 01 o<:o"ng shtel on row SPCC,I'M AOW 
. 

Continue ,narlung on Icft hilf uf sronng Shl'f't on rnw Sfll!C'tlCfJ 
I~ -------,...---- ----- ------- NO - - ---_ .. _-- • __ - - • 6- .. . _--- --------

1. 'lEl'AROATION (S'vwrJ~U or '''OUflh' .nd ~II "nl»"ed .t'J",,, 16 1.0SS OF .wEIGHT /fol" ~/thr!' A iN ! B · let eO""IJ".'c. dl.",t: •• fd mo'O( ..:t'~I'Y' , 
When R."", 8y H ... taJfY: 

O· Normll ~tech 'nd thoughl 
, A 

• t • ShVh, nt.rd.'llon Il ,n1er'f,eW II o • No wh.ghl Ion 

2 .. ObV.OWI '" .. nlolttOft ... , ,nle,vtew 1 • r'UbdhSt: wr't'lJhl hJ101 .1'U'tC:I~lrd "tin PI""t.n1 ,II","" 

, • h"l"r"~fflltlhfull '1 • (Wflntll' (oM:u,I,dmQ 10 poitte,," WlI9hI 'uu 
4 • Compt." IllIpot 3. Not .ntlst.td 

f- -----------------~-------.. AGITATION • On W.,k.ly Rll,Ag'I e, W.td r'iVch •• tIlSl. W1u:t1 Ac.ru.tt Wt'Yhl Cholftt.lf!1 

0 • None 
Ar, Mtnured 

1 • Fldguiness 17 
o • l ••• aha" 1 lb 'WV1!JM 1o" ln wnIE 

• 1 • Gfflilf Ih.n , lb ""t"lIht lotit ln wcck 
2 • Playiog with halJds, hair, etc. 2 • Grill., th'" 2 lb wtlght 1011 ln .,..11 . 
3 • Hov i og,about • can't sit st ili 3· NOl ... ..sled 
4 • Hand wrlngin<J, na il bit ing. 

ha Ir-pull ing, bit 1 ng of 1 ips 17 INSIGHT 

10.. ANX.lET'V l'$VCHIC 
0" Acltnowte-dtft bt-tng d"ptn\ed ."d lM 

Il 1 • Ac;~no ... 1~1 .t'n"" but '1IfItNlI~' caUle' 10 hud food, tllmt:u:, 
O· No dlf'«:uIIV overwork, yin ..... nc:ed fur r~Jt ele 

10 1- SubÎKltYt "Mio" lInd ,ffU,btU.., 2 - Den," bllf1I) .11 ... 11 
2 • Worrrlng: 'bout "\Inor mlll'" 
3· ApPf.h.nsIYi Ittllud • .pp..r'At ln 'K8 or tpHCh II. DIURNAL VARIATION 
... F.,r ... prnNd wl1ho"" QutUIOnl", A. Note whl .... ' symplom, "' won, ln ,..Ofnl"l or IVlnl"l "010 

dlurn.1 .I,i.hon. m.rk non. 
11. ANXliTV SOMATIC Il o • No .",.,t.on 

O-Abwnt flhY1W1oeic.' concorn,"ntl of .n.tf'IY.lUcb .. 1 -W"".lnAM 
'-M,Id G .. tro·~nt .. hNI - d,y mOu'h, .""",d, ,ndr""lOn. 2 -Wo".inPM 

11 
2- Moder ... d,.,,,,,., Cflmp, "kt",., 1- . 
i· Sav.r' C.,d.o-vatCullr -/»'P-r.tlon,. "'.dKha . Il WlM" ptHeftt .... ,It. th. """"1" 01 the •• ,..IIOIt ft".,Jc '-NOM"I If NO 
4· 'ncap.teftJd", RllPltltory - IIt1pe1.,.nl".t,ofr. Il,hlltf .. ar.t.on 

UfI.,.ry ft.qulncy 20 0- None 
Sw .... ,. 1. Mdd 

2 • Sever. 
12- soMATIC Sy,,"rTOMS G,t,sTROINTESTINAL, 

la DEPERSONALIZATION AND Oe'tE'>'LlZATION 
O-NoM 

0- Ab .. n, FHlmi' al unrNlltr 12 , " LoIS of "'Pllit,lwt •• tlng wnhout Itaff MCourllOtment 
Such" 

Hltvy 1- P.h~ N,htl'ltlC Id •• ', tohngl 11\ abdomen 21 
2· D.fhculry •• tlnt WlthouC ttet, vrgint Rtqv.stI Of requit ••• ,., 

2- MociIIr.at, 
3 * Shlr. 1wII Of ntdlclIllf'n for bowtls Or MId.utfOrs lo;1G 1 'Yn"lPtoml 
• - 'ncllp.cU'''ng 

-, • 13- SOMATiC SVMPTOMS GENERAL 

O-None 20. PARANOID SYM'TOM$ • 13 1 • H. av,nlJI 1ft hmb •• baclr Of MN S.cuche •• h,ldKhe. mUlCr. a-NOM 
IC~" Lou of tnt'9., ,nd tlttvab,hty 22 1- SUlptClou. 2· Any r:'ur-cut .vrr,plom "tes 2 2· Id," ot flf.r,rw:e 

4. OENITAL 5VMPTOM1 
3 • D.IUltOftI of rtf.flne, and lu,.wcultOn 

le O' AlKen, S,mptorm ... eh n: Lou of IIbJdo .21. OWlU.SIONAL AND COMPULSIVE SVMPTOM$ 
'-M,Id "'tt,t,jUJ O· Ab •• nl 

, 
n 2-s.v. .. lIh.utOl«'J :13 

1· Mlld 

S. HYrOCHONDRIASIS 2· Sfverl . 
O· Not prntRI * " 

li 1 • Stl' .blOtptloft !badlly' , 
2- "tOCCUPl.IOft ..,ah h •• llh 

3- F".qu,It, eompf.I!'U. teqt..ttll 'QI htlp, •• e 
of· "YPOC',oodnt4:I'lklutfDM . 
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