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The

purp~se

of this study was to investigate the

relationship between level of hope and coping response in
women with breast cancer.

Additionally, demographic

variables and symptom distress were explored in relation to
hope and coping,

Forty women who were receiving outpatient

chemotherapy for breast cancer comprised the sample.
Subjects completed a Demograph'ic Data Questionnaire, the
i

Herth Hope Scale, the Jaloweic Coping Scale, the Symptom
Distress Scale, and the Karnofsky Performance Scale.

The

Pearson Product Moment procedure revealed no significant
relationship (r=.149) between hope and coping response.
However, weak but significant relationships between hope and
specific coping styles were found to be correlated
significantly to symptom distress and religious activity.
The one-way ANOVA revealed a significant difference between
Protestants and "other" religious groups in the use of
supportant coping.

Relative to the findings, implications

for nursing practice and future research are addressed.
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CHAPTER I
Introduction
Cancer .is a word which evokes an immediate emotional
response.

Even in this modern age where several myths of

cancer have been dispelled, many individuals continue to
perceive cancer as automatically hopeless and fatal
(Burns, 1982).

Yet, over three million Americans are

alive today who were diagnos€d with cancer over five
years ago.(American Cancer Society, 1991).

With improved

survival rates, cancer has become a chronic illness for
more and more individuals.

The recognition of hope and

coping and their potential influence on healing and
recovery are beginning to receive emphasis as
instrumental concepts in individuals who are dealing with
the chronicity of cancer.
Individuals •ith cancer need tb confiont many
'

physiological and psychological stressors in an attempt
to adapt to their disease.

Coping has been considered

the important linkage between stressors and adaptation
(Lazarus & Folkman, 1984).

Coping is the behavior

carried out in response to a stimulu·s. Inquiry into
effective coping strategies continues to be a major focus
of both psychological and health-related literature.

1

2

One element deemed to be critical to both ill and
well individuals is hope (Dufault, 1981; Herth 1987,
1989; Lillis, 1985; Stoner, 1982).

Hope has emerged as

an important need for persons with cancer (Hickey, 1986;
Young-Brockopp, 1982).

Hope can be defined as the belief

that goals for the future are obtainable.

Hope has been

described by Stotland (1969) and McGee (1984) as being a
dynamic human phenomenon closely related to one's
adaptive powers.

More specifically, the importance of

hope in the adaptive element of healing and illness
recovery is evident in the works of Simonton, MatthewsSimonton, and Creighton who wrote:
Hope is an important element in survival
for the cancer patient.
Indeed, hopelessness
and helplessness are frequent precursors of
cancer. The hope we try to impart is essentially
a stance toward life.
It is not just a matter
of philosophy, but of survival. For each
patient, the process of getting well includes
redefining his or her stance toward the experience
of a life-threatening disease so that there is
hope (1978, p. 73).

~Thus, hope is considered an important ingredient for
coping and heal.ing, especially in cancer patients (Herth,
1989).
Despite the fact that theologians, philosophers, and
psychologists have written about the importance of hope
as a life-sustaining force, nurses have been the primary
ones to have both acknowledged hope and accepted roles of
mnin1ainers, supporters, and restorers of hope in

)
patients (Burkhalter, 1978; Miller, 1983).

3

However,

empirical information related to nursing actions
appropriaie to i~still, support, or enhance hope in
patients is limited (Herth, 1987, 1989; Lillis, 1985).
Thus, there is a need to investigate hope and coping
within the arena of nursing in order to better guide
nurses' interventions with patients, especially cancer
patients.

Furthermore, cancer patients' quality of life

may be improved'as nurses learn and apply information
concerning hope and coping.
~tement

of the Problem

The relationship between hope and coping has
remained obscure due to a lack of empirical measurement
(Herth, 1987,

1~89).

However, theoretical writings about

the association.of hope and coping are common.
Psychologists (Gottschalk, 1974; Stotland, 1969)

beli~ved

that hope and coping built upon each other in a
reciprocal fashion.

Raleigh (1980) and Stoner (1982)

speculated that hope facilitated coping by allowing one
to attribute meaning to life events, such as the
diagnosis of cancer.

Hope has been identified as a force

which directs the process of growth toward stability
(Mowrer, 1970).·

:·

According to McGee (1984), "the ultimate goal in
studying hope and coping is to enable health ~are
professionals to move toward the identification of an
optimal or motivational level of hope.

This level would

mobilize and fortify physiological and psychological
coping mechanisms" (pp. 34-35).

However, to date, only
,./

one study has been reported in the literature which
inve~tigated the concepts of hope and coping from an

empirical standpoint (Her th, 1987, 1989).

Therefore,

further scientific inquiry into the understanding of the
relationship between hope and coping is needed •
..EJ.I.I.l?..QSe and

~..IUI..C..Ch

Quest i gns

The purpose of this investigation was to examine the
relationship between the level of hope and various coping
responses in women with breast cancer undergoing
chemotherapy.

Specifically, the research questions for

this study were:

~----1.

What is the relationship among level of hope
and coping response in women with breast
cancer undergoing chemotherapy?

2.

What is the relationship among selected
demographic variables, level of hope, and
coping response in women with breast cancer
undergoing chemotherapy?

5

3.

What is the relationship among perceived
symptom distress, level of hope, and ·coping
response in women with breast cancer
undergoing chemotherapy?

.Si~~:n.lii..t.an..c..e

of the study

Approximately one out of every nine American women
will develop breast. cancer at some point in their lives.
Approximately 175,000 new ' cases of breast cancer will be
diagnosed in 1991 (American Cancer Society, 1991).

Due

to early detection and diagnosis and new treatment
modalities, the five year survival rate for women with
Stage I breast cancer is approaching 91% (American Cancer
Society, 1991; Northouse, 1981).

Even though survival

rates are increasing, breast cancer remains a prevalent
health prob-lem.
~

The diagnosis of breast cancer is both

psychologically and physically stressful (FrankStromberg, Wright, Segallo,
(985).

& Diekman, 1984; Lillis,

Dealing with the diagnosis and the initiation of

treatment may generate

anxi~ty

and fear related to bodily

disfigurement, discomfort, role changes, and

anticipatin~

of .death (Frank-Stromberg et al., 1984). ·Moreover, due
to the increasing chronicity of breast cancer, treatments
may be long term through periods of remission and
relapse.

'

The ability to cope effectively while

tindergoing cancer treatment may influence the
effectiveness and outcome of the treatment (Weisman,
1979).
~

Hope has been recognized as an important factor in

the physical and mental well-being of people.

More

specifically, hope has been related to the quality of
survival for cancer patients (Greer, Morris,
Pettingale, 1979; Schmale, 1983).

&

McDonald (1982) wrote

that hope is an important and viable "drug'' in the
treatment of cancer.

~

He noted that health professionals,

through the instillation of hope, could help patients
develop positive coping responses to their disease.
~

From the time of diagnosis through the duration of

breast cancer, the patient's coping skills are being
constantly tested in order to maintain physical and
emotional stability.

A lack of hope affects the whole

person and may lead to unhealthy coping mechanisms
(Lillis, 1985).

Since hope has been identified as an

integral concept with coping, it is important to examine
the relationship between hope and coping in order to
better· understand its implication for women with breast
cancer.
Nurses are in a unique position to promote wellness
in women with breast cancer, It is expected that the
findings of this study will add to the body of nursing

7

knowledge by facilitating nurses recognition of the needs
and problems of women with breast cancer relative to hope
and coping.

With this knowledge, nursing interventions

to support levels of hope and effective coping in women
with breast cancer can be

dev~loped

and tested.

_C.nn..c..e.RiJJ.a.l F r am.ll.ll'..IU.k
This study utilizes

the Conceptual Model of Hope

and Coping (CMHC) whfch was adapted from Lazarus and
Folkman's (1984) stress/coping model and from Herth's
(1987, 1989) Coping Process Nursing Model (CPNM).

The

Conceptual Model of Hope and Coping (CMHC) incorporates
two critical concepts: hope and coping.

Within this

conceptual framework, coping is comprised of use and
effectiveness responses.
According to Lazarus and Folkman (1984), coping with
life-threatening disease involves solving problems and
regulating emotions.

Two cognitive processes are

triggered during potentially stressful events which
assist an individual in coping.

The first process is

primary appraisal which determines the degree of threat
perceived in the situation.

The degree of threat is

influenced by both personal and situational factors.
Secondary appraisal follows primary appraisal, and it
assesses the individual's coping repertoire relative to

8

the perceived threat.

During secondary appraisal, a

person assesses what can be done to effectively reduce or
prevent harm.
Another component of Lazarus and Folkman's (1984)
theory of stress and coping is called reappraisal.
Reappraisal is a reevaluation of
Reap~raisal

th~

situation.

is characterized by behavior which is

instituted to neutralize or resolve the crisis.

The

process is aimed at achieving an adaptive status.
There are a variety of coping responses which may be
used to deal with a stressful event.

However, two

general types of coping responses have been noted by
Lazarus and Folkman (1984).

Problem-focused coping is

directed toward altering the crisis or stressful event,
while emotion-focused coping focuses on changing the
emotions or mind-set connected with the stressful event.
In summary, coping methods arise from cognitive appraisal
which provide individuals with ways to control reactions
to stress.
In Herth's Coping Process Nursing Model (CPNM)
(Her th, 1987, 1989), the concepts of hope and coping are·
presented in relation to influencing environmental and
intrapersonal variables.

Within the CPNM, stress is

assessed by the individual

thro~primary

threatening or non-threatening.

appraisal as

If. identified as.

9

threatening to self and/or goals, the response by the
.·'

individual will depend on the individual's coping
resources (secondary appraisal) and 1 eve 1 of hope.

In

addition, coping and hope may be influenced by
environmental variables (income, educational level,
support system,

job, family, setting), intrapersonal

variables (age, gender, ethnic background, marital
status, religious activity), or illness-related variables
(type of diagnosis, symptom distress, length of time
since diagnosis) (Herth, 1987, 1989).
All of these factors influence the coping response

-

in either a positive or negative manner; thus, coping
responses may be either adequate or inadequate.

An
~

adequate coping response leads to constructive coping and
maintenance of equilibrium.

However, an inadequate

response leads to disruption of equilibrium, and the
manifestation of ineffective responses to stimuli (Herth,
1987' 1989).
A modification of Lazarus and Folkman's (1984) model
of stress and coping and Herth's (1987, 1989) Coping
Process Nursing Model provided the foundation for the
Conceptual Model of Hope and Coping (CMHC).
illustrated in Figure 1.
~stimuli

The CMHC is

Within the CMHC, entering

are assessed through primary appraisal.

appraisal indicates a threat to the person, the

If the

10

{ndividual's coping response (secondary appraisal) is
instituted.

Secondary appraisal, or the individual's

perception of how to deal with fhe situation is
influenced by several variables.

These variables may

include any combination of the individual's level of
hope, health/illness factors (the individual's physical
and emotional state), personal resources (living
arrangement, income, religious activity, and employment
status), and demographic factors (age, ethnic backgroubd,
gender, educational level, marital status).

Hope is

included as an antecedent to the coping process

since it

is considered as both an inner readiness for growth and a
prerequisite for action in solving problems and achieving
goals (Fromm, 1968; Stotland, 1969).
When a strategy is needed to deal with the
identified stressor, the individual chooses a coping
response.

Use of a particular coping response only

denotes how often the person actually utilizes the
strategy.

The coping response may or may not be

effective in dealing with the stressor.

Thus, the

effectiveness of coping responses directly follows under
the use of coping responses because only after a strategy
has been used can the person assess its effectiveness.
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The coping responses in this model are taken from
the eight coping style subscales from the revised
Jaloweic Coping Scale (Jaloweic, 1987).

Reappraisal will

occur if the person finds that the coping response chosen
was not effective.

Reappraisal allows the individual to

reassess the situation and formulate a new plan of

a~tion

in order to achieve effective coping and increase their
level of hope.

The model is a continuous process where

hope has the potential to influence the use and
effectiveness of one's coping response.

Reappraisal

facilitates the model to be a continuous feedback loop •
.D.dinition of Terms.
The terms operationally defined for this study are
as follows:
1'/.Qmen with bL.!l..llJ;t

can~

are females 18 years and

older who have been diagnosed with breast cancer and who
are currently being treated with chemotherapy in an
outpatient setting.
~»ping

response is the behavior carried out in

response to a stimulus based on the individual's
appraisal of the situation.

Coping response will be

'measured as use and effectiveness scores on the Jaloweic
Coping Scale (Jaloweic, 1987).
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ll.!u!.!l is the belief characterized by an actionoriented, positive expectation that goals and/or needs
for the future are obtainable.

Level of hope will be

represented by the summative score on the Herth Hope
Scale (Herth, .1987, 1989).
Symp.tom distress is the degree of distress reported
in relation to thirteen potentially distressing symptoms
listed in the Symptom Distress Scale.

Symptom distress

will be measured by a total score obtained from the
Symptom Distress Scale (McCorkle & Young, 1978).
H.e.alth/I!ln!;U>Ji. Factor is the individual's physical
or mental state as measured by the Karnofsky Performance
Status Scale and the Symptom Distress Scale •
.E.e.UQll.iil......ll..e.~Q..ll.r..r&_'ii are phys i ca 1 , psycho 1 og i ca 1 ,
social, cultural, and spiritual sources and capabilities
available to an individual to deal with stress.

Coping

resources may include support systems, finances,
religio~s

activity, employment status, gender,

educational level, marital status, ethnic background, and
age.
£erformance

Sta~

is the level of activity and

medical care requirements needed by a client with cancer
as measured by the Karnofsky Performance Status Scale
(KPS) • ·
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Assumptions
The following assumptions underlie this study:
1.

Breast cancer patients experience physical and
psychosocial effects from simultaneous internal
and external stressors.

2.

Coping is necessary for an individual to
alleviate or remove stress.

3.

Coping responses are determined through
cognitive processes and level of hope (Herth,
1989).

4.

Coping can be measured by the Jaloweic Coping
Scale (Jaloweic, 1987).

5.

Hope is a prerequisite to action (Stotland,
1969).

6.

Hope is a phenomenon which can be measured by
the Herth Hope Scale (Herth, 1989).

7.

The subjects will reply accurately and honestly
to data collection instruments •

.s.mrnn<~u

The ability of an individual to cope effectively
with breast cancer depends on several factors.

Hope has

been described as a factor being closely related to
coping (Hickey, 1986; McGee, 1984; Stoner, 1982; Young-
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Brockopp, 1982).

However, only one study (Herth, 1987,

1989) has been conducted which investigates the
relationship between hope and coping.
In this chapter the following research question was
introduced as the focus of this study:

What is the

relationship between level of hope and coping response in
women with breast cancer undergoing chemotherapy?

Since

breast cancer continues to be a prevalent health problem
affecting one in nine women in the United

Stat~s,

it is

important for nurses to understand how hope and coping
may impact women with breast cancer.
The Conceptual Model of Hope and Coping

was

presented as the guiding framework for this
investigation.

In addition, terms have been

operationally defined and the assumptions of the study
stated.

A review of the literature relevant to hope,

coping, and symptom distress will be presented in Chapter
II •

CHAPTER I I
Review of the Literature
Two general bodies of literature were reviewed in
order to provide fuller understanding of the relevance of
hope and coping to nursing.

Conceptual perspectives of

the variables are presented followed by a review of the
research on hope and coping.

In addition, a brief review

of literature related to symptom distress is included.
Dimensions of HoRe
The concept of hope has various meanings, thus no
universal definition of hope exists (Owen, i989).

Hope

has been viewed as a mysterious and abstract phenomenon
which serves as a vital force for human survival (Marcel,
1967).
Several individuals have offered insight into the
elusive concept of hope.

Marcel (1967) conceptualized

hope to be an active process which focuses on individuals
as living creatures versus static objects.

The

deliverance from a captive or negative situation through
patience, confidence, and courage specifically defines
Marcel's view of unconditional hope.

Furthermore, he

emphasized that hope has no time limits, and it is
actualized best within interpersonal relationships.
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Another philosopher whose writings centered upon
hope, Erich Fromm (1968), considered hope as an inner
readiness committed to the preservation of growth and
life.

Maintenance of personal hope was considered

important, yet Fromm cautioned against hoping for the
impossible.
A theory of hope was proposed by Stotland (1969) in
the form of propositions which were then used to test
hypotheses about hope.

His first two propositions which

relate to the understanding of hope are:
Proposition 1: An organism's motivation to
achieve a goal is, in part, a positive function
of its perceived probability of attaining the
goal and of the perceived importance of the
goal (p. 7).
Proposition 11: The higher an organism's
perceived probability of attaining a goal
and the greater the importance of that goal,
the greater will be the positive affect
experienced by the organisms (p. 8).
In short, Stotland viewed hope as instrumental in
motivating a person to act, to move, and to achieve.
Thus, hope is a vital dimension in solving problems and
fulfilling goals.
Similar to the psychological view from Stotland,
Pruyser (1963) conceived hoping to be an intimate and
private privilege of people.

He stated ''hope is found,

it is given, it is received'' (p. 95).

Additionally, he

saw hoping as a continuous reevaluation of perceptions
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within the many uncertainties of living.

Similarly,

Menninger (1959) identified hope as a basic but elusive
ingredient in daily life which protects against
destructiveness.
In Lynch's writings (1965), hope was described as a
positive and necessary factor in order to redirect
despair.

Like Marcel (1967), Lynch placed hope in a

context of captivity of crises and challenges experienced
during life.

Marcel and Lynch also had similar thoughts

concerning collaboration and communication in the
experience of hope.
themes of hope.

Lynch's work included three main

These were that

imagination is equated with hope,

(a) an open mind using
(b) mutuality and

cooperation are essential ingredients in hope, and (c)
wishing is strongly related to hoping.
Also grounded in Marcel's view of hope as
deliverance from despair is the conceptualization of hope
by Kubler-Ross (1971).

She described hope as a means of

maintaining people through times of suffering.

In other

words, hope helps one to endure discomfort with a promise
for the future.
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M_ruiels of Hope
Models of hope have recently been proposed in the
nursing literature.

Miller (1983) described hope in

association with faith.
Without faith,

Faith is the basis of hope.

there is no hope; without hope there is

decline.

Miller presented a model of hope using three

levels.

Each level is associated with a certain amount

of despair and a noted amount of energy to overcome the
despair.
The first level of hope, according to Miller (1983),
is called elementary hope.

Superficial desires such as

wishing for a sunny day are examples of elementary hope.
The second level of hope includes the improvement of
oneself.

Anxiety is the result in this level if the

achievement of hope is not attained.

Finally, the last

level of hope is actualized during suffering or trial.
When mental energy and coping resources are exhausted in
this level, deep despair and demise are the results.
McGee (1984) presented a model of hope based upon
the synthesis of an extensive literature search of hope.
Her model contends that hope and hopelessness are polar
opposites,

Within this polarity are levels of hope and

levels of hopelessness.

Two underlying elements of this

model are the trait variable and the state variable.
individual's predisposition toward either a hopeful or

An
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pessimistic view of life is considered a trait variable,
whereas a state variable is related to the perceptions of
goal achievement, available resources, and the
probability of success.

These state-trait variables

influence the level of hopefulness or hopelessness
exhibited in the model at any given time.

McGee decreed

hope as a powerful tool in the management of patients
with potential or actual health problems.
Dufault and Martocchio (1985) identified two
related, but distinct components of hope.

Their model

consisted of generalized hope and particularized hope.
Generalized hope creates a broad, positive view which
permeates all time factors.

Generalized hope serves as

an overall umbrella to promote a positive outlook on
life.

For example, generalized hope can be expressed as

''I hope things will work out, they usually do."

This

type of hope assists in providing motivation to carry on
with life's responsibilities.
Unlike generalized hope, particularized hope is
concerned with a specific outcome or state of being.
Particularized hope provides an incentive for
constructively working toward realization of a certain
goal.

This type of hope focuses on an object of hope

which may be concrete or abstract.

A characteristic of

particularized hope is that the object of hope can be
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attained or received, such as "I hope to win that five
mile road race."

Finally, particularized hope can

definitely be identified within a person's life
situation.
Using grounded theory methodology, Owen (1989)
derived a model of hope using descriptions of hopeful
cancer patients as described by six oncology clinical
nurse specialists.
from six themes:

The conceptual model of hope emerged
goal setting, positive personal

attributes, future redirection, meaning in life, peace,
and energy.

The concept of energy permeated throughout

the model as a unifying element of hope.

Owen proposed

in her model that the loss or preservation of hope is
involved with energy exchange or transformation.

Energy

exchange is exemplified by goal setting, while energy
transformation is considered as peace and harmony.
Hinds (1984) also utilized grounded theory
methodology to better understand the construct of hope.
Twenty-five adolescents, both well and hospitalized,
participated in a
hope.

semi~structured

interview to "define''

The data revealed that the components of hope

could be placed within a hierarchal model.

The four

components were labeled as (1) forced effort (or trying
to look on the positive side of things), (2) personal
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possibilities (or the belief that change can occur), (3)
expectation of a better tomorrow (or the degree of
positive orientation), and (4) anticipation ·of a personal
future (or the extent to which positive opportunities are
identified).
All of the proposed models of hope have recently
been published in the literature.

Therefore, further

study related to the applicability and generalizablity of
the models in cliniaal practice is needed.

lll.e..a.s.JJ.Um.!m.1. . . 2.Llliu!..e
As noted by some of the previously cited
researchers, adequate measures of hope have not been
readily available, thus causing weaknesses in the hope
studies.

However, recent works by Miller and Powers

(1988), Nowotony (1989), and Herth (1989) have shown much
potential for more accurate measurement and
conceptualization of hope.
Miller and Powers (1988) used a sample of healthy
adults to measure hope using the Miller Hope Scale (MHS).
The 40-item scale is arranged in a 5-point Likert format.
Content validity was established by four experts on hope.
Cronbach's alpha was 0.95 with a test-retest reliability
of 0.87.

Criterion related construct validity was

established by correlating the MHS to the Psychological
Well Being Scale (r=.71) and the Existential Well Being
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Scale (r=.82) (Miller

& Powers, 1988). Thus, the MHS

demonstrated strong reliability and validity
coefficients.
The MHS was completed by 522 healthy adults in order
to measure hope levels.
d<.~ected

As expected, the instrument

high hope in individuals who were screened to

have no physical or mental health problems.

Miller and

Powers (1988) recommended further evaluation of the tool
with other samples.
Another hope tool recently developed is the Nowotony
Hope Scale (NHS) (Nowotony, 1989).

After an extensive

literature review on hope, six themes of hope were
identified and became the six subscales of the XHS.

The

six critical attributes of the NHS include (1) confidence
in outcome,

(2) possibility of a future,

(3) relates to

others, (4) spiritual beliefs, (5) comes from within, and
(6) active involvement.

Twenty-nine items arranged in a

Likert format comprise the NHS.
established by six experts.

Content validity was

Cronbach's alpha for

internal consistency was 0.91.

Concurrent validity (r= -

.74) was established using the Beck Hopelessness Scale.
Testing of the NHS was done with 150 cancer patients
and 156 well adults.

The range of hope scores were

distributed in a similar manner between the two groups.
In the well adult sample, 8% were "hopeful" and 79% were
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"moderately hopeful'', while in the cancer patients, 13%
were "hopeful" and 75% were "moderately hopeful."

Like

Miller, Nowotony advocated for further study of the
concept of hope and the use of the NHS in diverse
populations.
Dufault and Martocchio's Model

01

ilupe (1985) served

as the basis for the Herth Hope Scale (HHS) (Herth, 1987,
1989).

The HHS contains 32 items to which subjects

respond ''applies to me" or ''does not apply to me."

The

HHS was initially tested in a pilot study of twenty
cancer patients in a support group sponsored by the
American Cancer Society.

Content validity was secured by

a panel of three experts.

Furthermore, content validity

was substantiated by the systematic, thorough development
of the tool and through the large number of items used.
Construct validity was assessed through the pilot study
using factor analysis.

Vsing the pilot study, internal

consistency reliability was determined by Cronbach's
alpha to be 0.75
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Hope and Cancer
Twenty-four cancer patients undergoing radiation
therapy were interviewed by Buehler (1975) about their
definition of the future.

Twenty of the subjects did not

describe their future as threatening; rather the patients
tended to fluctuate between hope and doubt with
hopefulness being the most common response.

After

interviewing the health care professionals involved.with
the care of the subjects, Buehler postulated that this
hopeful response was related to the social and physical
cues being communicated from the staff to the patients.
The mobilization of hope through health care worxcr s
communication seemed to be an important underlying
concept in this study.

No other studies have been noted

in the literature pertaining to the influence of health
professionals on the mobilization of hope in patients.
Raleigh (1980) investigated variables which aided
physically ill persons in maintaining their hope.

She

utilized a descriptive methodology based upon Roger's
Unitary Man Framework to study the relationship of hope,
locus of control, illness factors, and personal factors.
The sample consisted of forty-five adults with a
diagnosis of chronic disease (diabetes) and forty-five
adults with a diagnosis of life-threatening disease
(cancer).

Raleigh used a Time Opinion Survey to measure
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hope and constructed a Sources of Support Schedule which
was used along with the MultiDimensional Health Locus of
Control Scale,
A positively correlated relationship between
internal locus of control of health and the level of hope
was hypothesized; however, this was not supported.

Using

multiple regression analysis, Raleigh reported no
significant relationship between level of hope and
identified personal factors.

She attributed the lack of

significant findings to instrumentation problems.
Further research was suggested to identify factors
related to hope.

If Raleigh replicated her study in

today's world of nurs111g research, her results may well
be different because several reliable and valid tools
(Herth, 1987, 1989; Miller

& Powers, 1988; Nowotony,

198D) arc now available to measure hope.
Further clarification of hope and factors
influencing individuals with cancer was offered by YoungBrockopp (1982).

A Needs Assessment Inventory, developed

by the investigator, was completed by sixty-one subjects
who were diagnosed with cancer, but whose deaths were not
CC!nsidercd imminent.
for hope, honesty,

Five psychosocial needs (the need

information, emotional expression, and

discussion of death) were measured by the Needs
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Assessment Inventory,

From this inventory, patients

identified hope in relation to pleasurable experiences,
social support, goal attainment, and cancer cures.
The findings of Young-Brockopp (1982) concurred with
an earlier study by Cassileth, Zupkis, Sutton-Smith, and
March (1980) who investigated the degree to which cancer
patients with metastatic disease desired information
related to their disease and their care.

Two hundred and

fifty-six non-hospitalized individuals with a diagnosis
of cancer completed the Beck Hopelessness Scale and the
Information Styles Questionnaire.
The findings demonstrated a significant relationship
between the age of patients and the desire to be well
informed.

It was noted that the younger patients

preferred to receive more information related to their
disease and their care.

Furthermore, the level of hope

was greater in subjects who requested more information
and who wanted to be active in their care.
Findings of a study of sixty-nine simple mastectomy
patients also supported the need for information and
participation as important factors in maintaining hope
(Greer, Morris, & Pettingale, 1979).

The researchers

studied women with stage 1 and stage 2 breast cancer
three months and five years after undergoing breast
surgery,

The results indicated that women who
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demonstrated a "fighting spirit" and desired information
were unlikely to have a recurring episode of disease, as
compared to women who responded with stoic acceptance of
their breast cancer.
Stoner's (1982) indepth study of personal and
situational factors and level of hope in clients with
cancer also supported the findings of previous studies
with respect to patient participation and need for
information.

The Stoner Hope Scale, which was based on
'
Stotland's Theory of Hope (1969), was constructed by the
investigator to measure hope.

Fifty-eight subjects

completed the Stoner Hope Scale, Dimensions of Social
Support Scale, and the Beck Hopelessness Scale.

Stoner

reported women to have higher levels of hope than men.
Besides being female, the receipt of information,
emotional support from health professionals, religious
activity, and low socioeconomic status were related to
higher levels of hope.

Stoner recommended that future

research on hope in cancer clients be conducted using
homogeneous samples.
Lillis (1985) also examined hope in cancer patients,
but from a different perspective.

She studied the

relationship between components of social support and
level of hope in sixty-nine women with breast cancer.
Each subject completed the Norbeck Social Support

29

Questionnaire and the Purpose in Life Test.

When

controlling for age, years of education, and length of
time since diagnosis, a significant relationship between
components of social support and level of hope was
reported.

Using step-wise multiple regression, the best

predictors of level of hope in women with breast cancer
were total functional support, the quality of support
variable, and years of education.

Additionally, the

study indicated that mobilizing social support was an
appropriate nursing intervention to maintain high levels
of hope in patients (Lillis, 1985).
From the studies reviewed, it can be seen that there
are areas where clarificatipn are needed to better
understand the concepts related to hope.

A few common

findings related to hope are that control and education
are positively related to higher levels of hope (Lillis,
1985; Stoner, 1982).

Social support, locus of control,

religious activity, and being female have been noted to
be related to level of hope and coping (Herth, 1987,
1989; Lillis, 1985; Raleigh, 1980; Stoner, 1982).
However, these variables have not been cited
consistently.

Thus, future studies where these variables

are included will add to the body of knowledge concerning
hope and coping.

30

Coping

The concept of coping has been the focus of
voluminous literature spanning the behavioral, medical,
nursing, and social disciplines.

The term is broad, and

it is commonly used interchangeabley with concepts such
as adaptation, adjustment, defense, and mastery (White,
1974).

According to Ilfeld (1980), the term coping is an

umbrella term which refers to a diverse arena of
activities and processes.

In addition, Ilfeld noted that

there was no single correct way to view coping, and the
perspective chosen to describe coping should be carefully
specified.
~ing

Theories

Pearlin and Schooler (1978) postulated coping to be
any behavior which effectively mediates the effects of
daily living.

In other words, coping may be viewed as a

response which minimizes or controls emotional distress,
thus protecting individuals from being psychologically
harmed.

Tl.uy went on to describe three ways the

protective function of coping can be operationalized.
These coping responses were to modify stressful
situations, to control the meaning of a stressful
situation, and to limit emotional distress within the
consequences of the situation (Pearlin

& Schooler, 1978).

Similarly, Cohen and Lazarus (1979) described coping as a
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process consisting of cognitive and behavioral components
geared toward mastering or minimizing conflicts between
external and internal demands.
McGrath (1970) conceived coping to be a
combination of overt and covert behavior patterns through
which a person can actively prevent, reduce, or respond
to stress-inducing conditions.

Coping was described by

Mechanic (1970) as behaviors and capacities which are
instrumental for meeting life's goals and demands.
Freedman, Kaplan, and Sadock (1975) interpreted coping as
conscious and unconscious methods of dealing with stress.
Lazarus and Folkman (1984) defined coping as
''constantly changing cognitive and behavioral efforts to
manage specific external and/or internal demands that are
appraised as taxing or exceeding the resources of the
person" (p. 141).

They emphasized coping to be process-·

oriented rather than trait-oriented.

The coping process

is oriented towards what an individual actually thinks or
does in a specific situation.

Change is central to the

coping process; thus, coping thoughts and actions may
shift during a stressful encounter.

The dynamics which

characterize the process of coping are a result of
continuous appraisals and reappraisals of the environment
(Lazarus

& Folkman, 1984).
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As noted by Lazarus and Folkman (1984), cognitive
appraisal is central to the concept of coping.

They

conceptualized cognitive appraisal to be " ••• evaluative
cognitive processes that intervene between the encounter
and the reaction'' (1984, p. 52).

The appraisal process

is comprised of three components which include primary
appraisal, secondary appraisal, and reappraisal (Lazarus

& Folkman, 1984).
Primary appraisal is the determination of whether
the outcome of a situation is harmful, beneficial, or
irrelevant.

The critical issue at this stage is whether

a threat is present.

Secondary appraisal is the

perception and judgement concerning the success or
failure of an individual's coping mechanisms.

This is

considered an intervening process between the perceived
threat and the stress reaction.

Lastly, reappraisal

refers to a change in the original perception of an
individual in terms of a threat.

Reappraisal is a

response to changing external or internal conditions
(Lazarus & Folkman, 1984).
Coping efforts identified by Lazarus and Folkman
(1984) may be classified into two major functions:
problem-focused and emotion-focused.

Problem-focused

coping strategies are directed at objective, analytical
processes which are more environmentally focused.

33

Problem-focused coping efforts are more likely to be
instituted when a situation is appraised as changeable.
However, emotion-focused forms of coping are apt to be
used when an individual's appraisal of the situation
indicates that little or nothing can be done to modify or
reduce the threatening condition.

The processes used in

emotion-focused coping consists of cognitive processes
geared toward lessening the emotional distress.

Many of

these emotional strategies are linked with defense
mechanisms (Lazarus

& Folkman, 1984; Tatro & Marshall,

1982).
~oping

Strategies

Whether problem-focused or emotion-focused coping
efforts are used, these strategies are determined by both
personal and contextual factors (Holahan

& Moos, 1987).

Coping resources are usually not constant over time; that
is, they are likely to grow and shrink in response to the
degree of stress, time of life, and past life
experiences.

Thus, the presence of a coping strategy

does not imply that it will always be available or
effective (Folkman, Schaefer,

& Lazarus, 1979).

Coping

resources may be internal (within the person) or external
(from the environment).

Internal coping mechanisms are

learned individual responses, whereas external resources
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include social surroundings.

Regardless of the origin,

coping resources are directly related to a person's
cognitive appraisal of a situation.
Five categories of coping resources have been
described by Folkman, Schaefer,
1.

& Lazarus (1979):

jlealth/Energy/Morale indicates that a weak,

ill, or dependent individual will have less coping energy
than a strong, healthy, independent individual.
2.

Problem .. Solving Skills are instrumental in

understanding problem situations and for selecting
effective interventions.
3.

Social Networks are regarded as valuable coping

resources due to the support and buffering they offer.
4.

Utilitarian Reso11rces include social agencies,

money, tools, and training which aid individuals with
access to these resources to improve their coping
potential.
5.

.Y.!Ul.e. LilL..lULd Specific Beliefs influence whether

people believe they can overcome demands and threats
through their own actions.

When this belief is enacted,

individuals are less likely to feel hopeless in stressful
situations.
Cognitive appraisal was found to be important in
coping in a study conducted by Hung (1975). This
exploratory study investigated the coping patterns of
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forty-two brain tumor patients and their families.
Specifically, the research question focused on the
relationship between the patient's coping patterns as
manifested during hospitalization for a brain tumor and
the patient's coping patterns with previous adverse
conditions.

No significant relationship (p >.05) was

reported between the patient's coping patterns in the
hospital and coping patterns used previously.

However,

it was found that the coping mechanisms chosen were
related to the perception or cognitive appraisal of the
threat.
According to Blumberg, Flaherty, and Lewis (1980),
coping with illness includes two general tasks:

(1)

'

coping with illness and its accompanying problems, and
(2) coping with life as it is modified by illness.
Intellectual or emotion-focused strategies such as
denial, minimization, suppression, displacement,
regression, or bargaining may be employed to accomplish
these copillg tasks (Blumberg et al., 1980; Tatro &
Marshall, 1982).

Moreover, the manner in which

individuals choose to cope with disease and treatment is
influenced by both psychosocial variables and available
resources (Folkman et al., 1979).

Similarly, Krumm

(1982) stated that patients will adapt or maladapt
depending upon their perception of the situation.
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Measurement of

Co~

Researchers have realized the importance of
assessing coping from a multidimensional perspective
including the examination of both cognitions and actions
which are aimed toward problem solving and tension
reduction (Jaloweic
1978).

& Powers, 1981; Pearlin & Schooler,

Studies which attempt to identify and analyze

coping strategies of different patient populations have
been found in the nursing literature.
In an attempt to study coping behaviors
systematically, Jaloweic (1979) developed a 40-item,
self-report instrument which included 15 problem-oriented
and 25 affective-oriented coping strategies.

Using the

Jaloweic Coping Scale, Jaloweic and Powers (1981)
investigated stressful life events (SLE) and coping
behavior through the comparison of two groups of patients
ages 20 to 60 years.

The two patient groups consisted of

25 emergency room patients with nonserious acute illness
and 25 newly diagnosed hypertensive patients.

Stress was

evaluated with a modified Rahe's Stressful Life Events
questionnaire while the Jaloweic Coping Scale was used to
assess coping behavior.
The researcher's findings indicated that emergency
room patients reported significantly more (p<.05) SLE's
for the one year preceding illness onset than did
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hypertensive patients.

However, the hypertensive

patients subjectively rated their stress higher than the
non-hypertensive patients.

It was noted that

hypertension patients used significantly more problemoriented coping methods than the emergency room patients.
In addition, educational level appeared to be a
significant variable affecting coping.
Several other studies have used the Jaloweic Coping
Scale to better understand coping.

Identification of

stressors and methods of coping in hemodialysis patients
were assessed by Baldtree, Murphy, and Powers (1982).
Thirty-five patients between the ages of 21 and 60 who
were on hemodialysis for at least six months made up the
study sample.

Stress was measured using a rating scale

which was constructed by the investigators to evaluate
the incidence and severity of physiological and
psychological stressors.

Coping styles were assessed

using the Jaloweic Coping Scale.
The results of this descriptive study revealed that
vari~us

stressors experienced by the hemodialysis patient

could be measured in an objective manner.

Fluid

restriction ranked as the highest psychosocial stressor
and muscle cramps and fatigue were the top physiological
stressors.

Furthermore, the investigators noted that

problem-oriented coping methods were used significantly
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more than affective-oriented methods.

Problem-oriented

behavior was linked to patients who demonstrated elements
of hope, control, and constructive adaptation during
hemodialysis.
The use of more problem-oriented coping methods over
affective-oriented coping methods was also reported by
Gurklis and Menke (1988) in a replication study of
Baldtree, Murphy, and Powers (1982).

Sixty-eight

subjects undergoing hemodialysis completed the
Hemodialysis Stressor Scale and the Jaloweic Coping
Scale.

The coping methods of prayer and maintaining

control were ranked highly in this study which was
consistent with the findings of the original study.
Findings of common effective coping responses in
persons with cancer were revealed in three separate
studies in which the Jaloweic Coping Scale was used
(Dunson-Martin, 1988; Huang, 1988; Wu, 1989).

Huang

(1988) studied the relationship between social support
and coping behaviors in women with breast cancer.

Social

support and coping behaviors in patients with metastatic
cancer was the focus of Dunson-Martin's (198&) research.
And finally, Wu (1989) investigated life changes,
stressful life events, and coping strategies used by
colorectal cancer patients with and without colostomies.
Consistent coping strategies found in these studies
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included acceptance of the situation, hope things would
get better, maintain control over the situation, and pray
and trust in God.

These findings are similar to the

results of Jaloweic and Powers (1981), Baldtree, Murphy,
and Powers (1982), and Gurklis and Menke (1988).

All of

these studies suggested that a hopeful perspective was
important for effective adaptation to chronic illness.
In another descriptive study conducted by Herth
(1987, 1989), the Jaloweic Coping Scale and the Herth
Hope Scale were utilized to investigate the relationship
between coping and hope in 120 adult cancer patients
receiving chemotherapy in the hospital, outpatient, and
home setting.

The effect of intrapersonal,

environmental, and illness-related variables on the
subjects level of hope and level of coping response were
also analyzed.
The results of the study indicated a significant
relationship (p< •. 05) between the level of hope and the
level of coping response in patients in all three
settings.

Also, strength of religious convictions and

performance of family role responsibilities were
sign1f1cantly related to the variables of hope and
coping.

These findings are in accordance with the other

studies cited which indicated that control and prayer
assisted individuals in maintaining hope and mobilizing

40

coping efforts (Baldtree et al., 1982; Dunson-Martin,
1988; Huang, 1988; Jaloweic & Powers, 1981; Wu, 1989).
~ng

with Cancer

Coping with cancer bas been the focus of several
studies.

Weisman and Worden (1976-1977) reported on 120

newly diagnosed cancer patients during a period of time
they labeled ''existential plight."

They defined

existential plight as a poorly recognized but significant
period starting with a definitive cancer diagnosis and
continuing for approximately 100 days.

In this study,

subjects were interviewed and tested using the Minnesota
Multiphasic Personality Inventory, the Thematic
Apperception Test, the Profile of Mood States, and the
General Coping Strategies Scale.

The researchers found

that effective capers talked with others openly, had an
open perspective on time, and demonstrated moods of
optimism and hope.

On the other hand, patients who had

high emotional distress and pessimistic outlooks tended
to cope less effectively.

Consequently, Weisman and

Worden stated that during this existential plight health
professionals should be active in providing support which
fosters a positive outlook.
The effects of an educational program on coping in
cancer patients was evaluated in a study undertaken by
Miller and Nygren (1978).

Ten cancer patients aged 35-72
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were assessed using the General Coping Strategies Scale
prior to and after participating in eight one and onehalf hour educational sessions on living with cancer.
Increases in positive coping efforts were noted after
participation in the educational sessions.

The

researchers postulated that the initiation and support of
cancer educational programs is important in order to
improve coping strategies and to decrease psychological
vulnerability such as hopelessness in patients with
cancer.

A slightly different perspective on coping with
cancer was taken by Brockopp, Hayko, Davenport, and
Winscott (1989) who studied the relationship between
perceived personal control and the needs for hope and
information.

Fifty-six adult cancer patients responded

to the Needs Assessment Inventory and the Spheres of
Control Scale.

The Needs Assessment Inventory reflected

the degree of importance of issues related to hope,
honesty, information, emotional expression, and death and
dying.

The Spheres of Control Scale examined dimensions

of personal control.

Weak, but significant, correlations

were found between perceived level of control and eight
issues related to hope and

inforwa~ion.

However, this

did not support the idea that an individual's sense of
personal control was strongly influenced by the need for
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hope and information.

Thus, the researchers recommended

that further research be conducted to examine the needs
of hope and information related to coping.
The labeling of coping behaviors as adaptive or
maladaptive is difficult to agree upon since many
subjective factors enter into the event.

However, being

aware of coping mechanisms in individuals with cancer may
provide more insight into the total cancer experience.
Coping strategies commonly used by cancer patients have
been compiled through the studies of Fink (1967), Sidle,
Adams, Cady, and Moos (1969), Weisman (1976), Miller and
~ygren

(1978), and Geist (1979). These strategies include

seeking information, using support systems, following
orders, preparing for death, denial, finding meaning,
returning to employment, using past coping behaviors,
blaming oneself or another, and overeating, smoking, or
drinking.
Some researchers agree that coping responses to
cancer which are assertive, self-confident, openly
expressive, confrontational, information seeking, and
even slightly hostile are related to more favorable
outcomes (Greer, Morris,

& Pettingale, 1979).

Yet,

regression was found to be a primary coping mechanism in
older auults with terminal illness (Tatro
1982).

& Marshall,

Even though the regression was labeled to be
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maladaptive by the researchers, it was viewed as a coping
mechanism to maintain self-esteem.

A psychotherapist and

former cancer patient suggested that patients with
advanced cancer will exhibit maladaptive positivism in
order to maintain the support of caregivers (Fiore,
1985).
Coping strategies in thirty-five newly diagnosed
head and neck cancer patients were the focus of a
research study conducted by Francis, Gerdenio, and Roth
(1987).

The purpose of the investigation was to evaluate

the relationship between the use of approach and avoidant
coping strategies.

During an initial interview, the

patients were categorized into either an approach,
avoidant, or neither type coping group.

The patients

were assessed at four and six-week intervals using the
Impact of Event Scale and the Symptom Checklist.

The

Psychosocial Adjustment to Illness Scale was given at the
final interview.
Results of this study indicated that cancer patients
who did not employ either approach or avoidance coping
strategies had higher levels of emotional distress than
patients who used these coping strategies.

Also,

symptoms of distress increased for patients who did not
use these strategies of coping.

It was suggested that

health care providers need to be aware of cancer patients
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who appear to be passive in their coping since these
patients may be prone to increased emotional and physical
distress.
~tom

Distress

Symptom distress as a concept has not been
consistently or clearly defined in the nursing
literature.

Yet, symptom distress has particular

importance in nursing to promote health, detect disease,
and enhance quality of life (Watson, Rhodes, & Germino,
1987).

More specifically, the concept of symptom

distress is important in cancer care since oncology
nurses are often responsible for the assessment and
palliation of symptoms related to malignant disease and
its treatment.
According to McCorkle (1987), symptom distress is an
individual's perception of discomfort experienced from a
specific response of disease or its treatment.

Symptom

distress may also be defined as the physical or mental
anguish or suffering that results from symptom occurrence
or the perception of the symptoms (Rhodes
1987).

& Watson,

Mood or mental outlook of an individual, the

degree of attention given to the symptom, and the
situational context of the symptom are all possible
amplifiers of symptom distress.
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Quality of life for the person living with cancer is
associated with the toleration and adaptation to symptom
distress (Germino, 1987).

Even though the process of

successful adaptation to cancer is not fully understood,
there is a growing body of knowledge which supports the
interrelationship of psychosocial variables such as
coping and symptom distress to adaptation to cancer and
its treatment (McCorkle & Benoliel, 1983; WeichMcCaffery, 1985).
The measurement of symptom distress in individuals
with cancer is challenging.

Despite the fact that there

are several instruments available to measure a variety of
clinical problems, only a few symptom scales have been
developed specifically for cancer patients (Watson,
Rhodes,

& Germino, 1987).

Symptom distress can be

measured by three major methods:

clinical assessment of

the patient, self-reporting by the patient, and standard
criteria rated by an observer.

However, it is well known

that symptom distress measurement is usually completed
using the self-report method.
Beecher (1957), in a study outlining the perception
and measurement of pain, was one of the first researchers
to design and utilize a symptom scale which was somewhat
applicable to individuals with cancer.

Similarly, Hinton

(1963) attempted to measure both physical and mental
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distress by interviewing 204 dying patients.

He related

in his study that physical distress included pain,
dyspnea, nausea, vomiting, malaise, and cough.

Mental

distress in his study was defined in terms of depression,
anxiety, and level of consciousness.
Except for the two instruments developed by Beecher
(1957) and Hinton (1963), symptom distress scales for
cancer patients did not become reality until the 1970s.
McCorkle and Young (1978) developed the Symptom Distress
Scale (SDS) in 1976 in order to identify concerns of
patients receiving active cancer treatment.

The 13-item

tool is presented in a scale manner in which the patient
rates the degree of distress from one to five, for 13
selected areas of distress (nausea, appetite, pain,
fatigue, etc). The SDS has been used in various settings
with many types of cancer patients.

It has demonstrated

reliability ranging from .79 to .89.
Another tool recently developed to measure symptoms
experienced with cancer treatment is the Symptom Profile
Instrument (SP) (King, Nail,

& Kreamer, 1985). The SP is

a list of 13 symptoms compiled by a clinical nurse
specialist regarding side effects related to radiation
therapy.

The goal in using the SP is to more accurately

and consistently document effects of radiation therapy.
No formal assessment of the reliability and validity of
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the SP has been reported. However, the SP has been used
as an interview guide, a triage tool, and a general
assessment tool for clients receiving radiation therapy.
Only two studies related to cancer patients and the
use of the Symptom Distress Scale were found in the
literature.

McCorkle, Benoliel, Donaldson, Georgiadou,

Moinpour, and Goodell (1989) conducted a randomized study
to assess the effects of home nursing care for patients
with progressive lung cancer.

Measurement of symptom

distress, mood disturbance, personal concerns, pain,
health dependency, and social dependency was completed at
six-week intervals with 166 subJects.

The subjects were

randomized into an office care group, an oncology home
group, or a standard home group.

The researchers found

that the two home groups had less symptom distress than
the office based care group.

Thus, home nursing care

appeared to reduce symptom distress in this sample of
lung cancer patients.
The second study using the Symptom Distress Scale
was conducted by Christman (1990),

She examined the

relationship between uncertainty, hope, symptom severity,
control preference, and psychosocial adjustment in sixtyeight cancer patients receiving radiation therapy,
Symptom distress increased at the midpoint of the series
of radiation treatments and remained at that level for
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the duration of the radiation therapy. It was found that
symptom severity, as measured by the Symptom Distress
Scale, was positively related to adjustment problems
after the first treatment (r=.37, p<.03) and the last
treatment (r=.31, p<.05).
The importance of this study for nurses was that
symptom distress must be properly interpreted for
patients so that they will better adjust to their disease
and its treatment.

Without the appropriate

interpretation of symptoms for patients, the signal is
perceived as progression of their disease, thus promoting
adjustment problems •
.Summary
The relationship of hope and coping was explored in
this chapter.

The review of the literature on hope

demonstrated that hope is an abstract concept.
Stotland's view of hope as an i~strumental ingredient to
action, movement, and achievement is central to this
research study.

From the studies completed on hope,

questions remain as to what variables consistently are
related to high levels of hope (Herth, 1987, 1989;
Lillis, 1985; Raleigh, 1980; Stoner, 1982).

Thus,

continued study is warranted into concepts related to
hope.
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The relationship between hope and coping has been
eluded to in much of this literature search.

Yet, only

one empirical study (Herth, 1989) which attempted to
explore the relationship between hope and coping has been
reported in the literature.

The purpose of the current

investigation is not only to more adequately understand
the relationship between hope and coping, but also to
ascertain variables which influence the relationship.
Coping has been conceptualized in many ways (Cohen &
Lazarus, 1979; Freedman, Kaplan,
1970; Mechanic, 1970; Pearlin

& Sadock, 1975; McGrath,

& Schooler, 1978); however,

Lazarus and Folkman's (1984) theory of coping served as
the main description of coping within this literature

review.
The use of the Jaloweic Coping Scale to

m~asure

coping response was found to be a common thread in
studies by

Baldtree, Murphy, and Powers (1982), Huang

(1988), Dunson-Martin (1988), Gurklis and Menke (1988),
Berth (1987, 1989), Jaloweic and Powers (1981), and Wu
(1989).

Coping methods

found to be common in these

studies indicated that control, hope, and education were
important to adaptive coping responses.
Symptom distress is ' the perception of discomfort
experienced from a specific symptom.

Researchers noted

that it is important to measure symptom distress in order
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to better assess patient's level of health and response
to medical treatments (Christman, 1990; King, Nail,
Kreamer, 1985; McCorkle
1989).

& Young,

1978; McCorkle et al,,

Symptom distress has been noted to be

positively to coping problems.

&

related

Symptom distress may have

an influence on the relationship between hope and coping;
thus, it was included within this literature review to
assist in adding further information to the elusive
relationship between hope and coping.

CHAPTER Ill
Methodology
This chapter describes the methodology used in this
investigation of the relationship between level of hope
and coping response in women with breast cancer
undergoing chemotherapy.

Information pertaining to

research design, study sample, human subject protection,
instrumentation, data collection, and data analyses will
be presented.
R~.r.~~!l sign

A descriptive correlational design was utilized for
this study.

A correlational approach was considered

suitable for this study since the goal was to describe
the relationship between level of hope and coping
response in women with breast cancer.

There was no

control or manipulation over the variables in this study,

&

thus a correlational design was appropriate (Polit
Hungler, 1985).
A correlational study offers the advantage of
serving as an effective method for generating large

amounts of useful information about the subject area
under examination (LoBiondo-Wood

& Haber, 1986).

Also,

since the Conceptual Model of Hope and Coping (CMHC)
integrates the variables of hope and coping, this
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correlational study assisted in more specifically
delineating and describing the relationship between these
two concepts.
Study SalllP...l.e

The target population for this study included all
women with breast cancer who were undergoing chemotherapy
in either a private physician's office or in an
ambulatory clinic setting.

The sample was selected from

this target population using a convenience sampling
method.

Subjects were selected from the Hematology-

Oncology Clinic in a state-supported hospital which is a
component of a large university medical center in the
southeastern United States and from the offices of
oncologists in private practice in that same area.

A

convenience sample was used fn--.order to conduct this
study in a feasible amount of time.
Criteria for the selection of the study sample were
as follows:
1.

diagnosis of breast cancer;

2.

18 years of age or older;

3.

ability to respond verbally or in writing to
the study instruments;

4.

presently undergoing outpatient chemotherapy
treatment for breast cancer.
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The exclusion criterion for this study was if a subject
was receiving chemotherapy for recurrent breast cancer.
Prote~tion of Human Subiects

Precautions to safeguard the protection of human
subjects were carefully followed.

Permission to conduct

this study was obtained from the Human Assurance
Committee at the Medical College of Georgia (see Appendix
A).

In addition, approval to conduct this study within

private oncologists' offices and the outpatient clinic
area was also secured in writing from the attending
physicians (see Appendix B).

The study was discussed

with the nurses involved in the private oncology office
and the clinic areas.
Written informed consent was obtained from each
participant prior to administering the instruments (see
Appendix C).

Participants were informed of the voluntary

nature of this study, and that they could withdraw from
the study at anytime with no negative consequences
occurring.

Furthermore, participants were notified that

no risks or benefits were associated with participation
in the study.

Confidentiality was maintained through the

use of a coding system in which study participants were
assigned an identification number.

Only the

identification number appeared on the instruments.

The
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consent forms, which was the only place the subjects'
names appeared, were kept in a locked cabinet.
Inst rumen tat jon
This study utilized four instruments which included
a Demographic Data Questionnaire (DDQ), the Herth Hope
Scale (HHS), the Jaloweic Coping Scale (JCS), and the
Symptom Distress Scale (SDS).

A description of each of

the instruments follows.
~graohic

Data Questionnaire (DDQ)

A demographic data questionnaire (PDQ) (see Appendix
D) was developed by the investigator to obtain
information about individual participant characteristics
and other variables which may potentially influence
breast cancer patients' perceived level of hope and
coping response. Information requested included age,
ethnic background, marital status, yearly family income,
current employment status, educational level, length of
time since diagnosis, religious preference, participation
in religious activities, and the living arrangement of
the person.
These selected demographic variables were assessed
using correlational procedures and analysis of variance
in relation to the concepts of hope and coping in order
to better understand factors which may influence the
relationship of hope and coping in women with breast
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cancer undergoing chemotherapy treatment.

These

variables have been noted in the literature search to
possibly affect the concepts of hope and coping (Baldtree
et al., 1982; Cassileth et al., 1980; Dufault, 1981;
Dunson-Martin, 1988; Herth, 1987, 1989; Huang, 1988;
Jaloweic

& Powers, 1981; Lillis, 1985; Raleigh, 1980;

Stoner, 1982; Wu, 1989),
Rerth RQRe Scale (HHSj
Perceived level of hope was measured by the Herth
Hope Scale (HHS) (Herth, 1989) (see Appendix E).

The HHS

is a 30-item instrument with each item rated on a 4-point
scale.

The objective of the HHS is to measure the multi-

dimensionality of hope.

The concept of hope, as proposed

by Dufault and Martocchio (1985), served as the guiding
framework for this instrument.

The identified dimensions

of hope on this instrument are cognitive-temporal,
affective-behavioral, and affiliative-contextual.

The

subscales are entitled temporality and future (Factor 1),
positive readiness and expectancy (Factor II),

and

interconnectedness (Factor III).
The tool has a. 4-point summated rating scale.
Subjects receive a 0 for a response of ''never applies to
me,'' a 1 for a response of "seldom applies to me", a 2
for a response of "sometimes applies to me," and a 3 for
a response of "always applies to me."

The summative

56

scores from the tool can range from 0-90; higher scores
represent higher levels of hope.

The HHS is written at

the sixth grade level, as determined by the Flesch
·Readability Formula.
Reliability of the HHS was initially developed with
a cancer support group (N=20). A Cronbach's alpha of .84
was obtained.

The HHS was then pilot tested with cancer

inpatients and outpatients (N=40) undergoing
chemotherapy.

From this group, Cronbach's alpha was

calculated at .75.

Since these two initial tests, Herth

has administered the HHS to 120 cancer patients, 185 well
adults, 40 well elderly, and 75 elderly widow(ers).

The

alpha reliability coefficients for the total scale ranged
from .75 to .94

Thus, reliability has been established

for the Herth Hope Scale.
Content validity for the HHS was evaluated by four
judges with expertise in the concept of hope.

Also,

three experts in measurement critiqued the HHS for
congruence of each item with the definition of hope, item
clarity/readability, and simplicity in completing the
instrument.

Suggestions for editing the tool were

implemented by the author.
Concurrent validity of the HHS was determined by
comparing it to the Beck Hopelessness Scale (BHS) (Beck,
Weisman, Lester,

& Trexler, 1974).

Upon administration
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of the HHS and the BHS simultaneously to selected groups,
a negative correlation (r= -.69, p=0.01) was demonstrated
between the two instruments.

In addition, construct

validity of the HHS was evaluated by a maximum-likelihood
factor analysis procedure with varimax rotation.

Average

significant loadings of the three factors were .74, .59,
and .57 respectively.

Thus, the items of the HHS fell

into three groups as originally created by the tool
(Herth, 1987).
The main reason for choosing this tool over other
instruments which measure hope was the strong reliability
and validity it has demonstrated.

The HHS has been used

with diverse population groups such as the elderly, well
adults, cancer patients, and widow(ers) while maintaining
high reliability and validity.

Finally, the 30-item tool

was easy to administer and took less than 15 minutes to
complete •
..I..a.I..o..w_~c.JWLL.l.C.S.l

The Jaloweic Coping Scale (JCS) (Jaloweic & Powers,
1981; Jaloweic, Murphy,

& Powers, 1984; Jaloweic, 1987)

was used to measure coping response in the sample (see
Appendix F).

The coping strategies on the JCS were

obtained from a comprehensive and critical review of
works by noted authorities in stress, coping, and
adaptation.

The original JCS (Jaloweic, Murphy,

&
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Powers, 1984) listed a total of 40 coping behaviors which
were placed on a 5-point Likert-type scale.

A revised

version of the Jaloweic Coping Scale was developed
(Jaloweic, 1987), and it served as the tool to measure
coping in this study.
The revised Jaloweic coping Scale (JCS) (Jaloweic,
1987) has been expanded from 40 items to 60 items.
items on this

revis~d

The

version were derived by

eliminating, combining, and rewording some of the
original JCS items and by adding totally new items.
Eight coping styles are woven into the revised JCS.
These coping styles are as follows:

(a) Emotive Coping

Style--expressive emotions; (b) Evasive Coping Style-evasive activities; (c) Confrontive Coping Style-constructive problem solving; (d) Fatalistic Coping
Style--pessimistic outlook; (e) Optimistic Coping Style-positive approaches; (f) Palliative Coping Style--stress
reducing methods; (g) Self-Reliant Coping Style--self
initiated activities; (h) Supportant Coping Style-support systems.
A 4-point (0-3) rating scale ranging from "never
used'' to "often used" is presented to assess coping
styles.

In addition, an effectiveness rating scale is

part of the instrument.

In this part of the tool

subjects are asked to rate how helpful each coping

•
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strategy is by using a 4-point (0-3) rating scale which
ranges from "not helpful" to "very helpful."

Two main

types of scores can be computed from the new JCS--the use
score and the effectiveness score.

Also, a combined use.

and effectiveness score can be calculated for each of the
eight subscales.
Reliability of the original JCS (Jaloweic, Powers,

&

Murphy, 1984) was established by a two week test-retest
administration of the JCS to 28 subjects selected from
the general population.

Spearman Rho rank-ordering of

the test-retest data indicated significant (p<.001)
reliability coefficients of .79 for total coping scores,
.85 for problem-oriented. coping scores, and .86 for
affective-oriented coping scores (Jaloweic, Murphy,
Powers, 1984).

&

Cronbach's alpha was used to determine

the instrument's homogeneity.

Jaloweic and Powers (1981)

obtained an alpha of .85 in 141 subjects which included
hypertensive and emergency room patients.

Similarly,

Baldtree, Murphy, and Pow.ers (1982) reported correlations
of .83 between problem-oriented scores and total coping
scores and .86 between affective-oriented scores and
total coping scores.
Content validity of the JCS was justified and
substantiated by

~he

systematic manner of tool

development, by the inclusion of various coping
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behaviors, and by the large number of items used.
Construct validity was established using
(Jaloweic, Murphy,

fact~r

anal~sis

& Powers, 1984).

The revised JCS is based on the original JCS which

&

was considered valid and reliable (Jaloweic, Murphy,
Powers, 1984).

The Cronbach alpha reliability on the

revised JCS has been reported to range from .88 to .94
for the overall use score and .81 to .96 for the overall
effectiveness score.

These values were derived through a

study of cardiac transplant patients (N=35) over four
time periods.

With the exception of the fatalistic

subscale, the Cronbach alphas for each of the eight
subscales were above .70. ·Predictive validity of the new
JCS was supported by correlations of the JCS with coping
ability rating, level of stress rating, and Stressor
Scale Score (Jaloweic, 1989).

Further psychometric

studies are underway to further strengthen and refine the
newly revised JCS.
Several reasons guided the investigator to choose
the JCS for this study.

First, the JCS has demonstrated

adequate reliability and validity.
less than 20 minutes to administer.

Second, the tool took
And finally, the

instrument has been used in several studies using
individuals with chronic illness (Baldtree, Murphy,

&
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Powers, 1982; Dunson-Martin, 1988; Huang, 1988; Herth,
1987, 1989; Wu, 1989).
Symptom Distress Scale (SDS)
The Symptom Distress Scale (SDS) (see Appendix G)
was used to quantify perceived symptom distress.

The SDS

was developed by McCorkle and Young (1978) to measure the
distress of symptoms in cancer disease and treatment.
The SDS contains 13 potentially distressing symptoms
which include nausea (frequency), nausea (intensity),
mood, appetite, insomnia, pain (frequency), pain
(intensity),

fatigue, bowel pattern, concentration,

appearance, breathing, outlook, and cough.
Each symptom is rated on a scale from 1 to 5.

A

score of 1 represents little distress while a score of 5
represents extreme distress.
is 13 ·to 65.

Thus, the range for the SDS

The subject is asked to rate each symptom

as it is experienced during the time of completing the
SDS.

Items for the SDS were

obt~ined

from patient

experiences, a literature review, and a pilot study.
Reliability of the SDS was established at .82 using
Cronbach's alpha (McCorkle

& Young, 1978).

This tool was chosen to assist in correlating hope
and coping with patients" perceptions of symptom
distress.

This information may provide further

understanding into the influence of physical and
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emotional distress on the relationship of hope and
coping.
Karnofsky Performance Status Scale (KPS)
The Karnofsky Performance Status Scale (KPS) (see
Appendix H) is widely used in oncologic studies as a
measurement of cancer patients' quality of life.

It is

often used to track the clinical course of patients
receiving cancer treatment or as a screening device for
protocols.

The functional status of the patient or the

ability to perform activities of daily living is the
focus of this tool.

The KPS has been used extensively in

oncology studies to establish baseline measures and for
follow-up information for individuals with cancer.
The KPS rates physical activity from 1% to 100% in
increments of 10%.

Scoring for the KPS can be done by

anyone; however, it is usually done by physicians.

The

KPS appears to have substantial validity as an indicator
of overall physical status.

In particular, the

association between low KPS scores and shortened life
expectancy suggests that the KPS may be valuable for
randomizing patients in clinical trials.

Inter-rater

reliability of the KPS has been reported to range from
.86 to .J6 (Greico & Long, 1984).

The KPS was used in

this study to add further descriptive data about the
functional status of the subjects.
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Data Coli ecti on
Upon written approval from the private oncology
physicians, the ambulatory clinic physicians., and from
the Human Assurance Committee at the Medical College of
Georgia, data collection was started.

Data collection

was conducted either in the private physicians' offices
or in the outpatient clinic area.

Prior to contacting

patients, names of women with breast cancer were
identified either by office personnel or the nurse
clinician.

Patients' records were screened by the

investigator for inclusion criteria.

The patient's stage

of breast disease was obtained from the medical record.
Potential subjects were approached in person by the
researcher during their scheduled office or clinic
appointment prior to seeing the physician.

A diagnosis

of breast cancer was validated by asking the patient to
describe the breast problem for which she was being
treated.

If breast cancer was acknowledged by the

patient, the purpose of the study was explained, along
with an invitation to participate.

Participants were

provided with a quiet area such as an empty exam room or
conference room in which to complete the forms.
Potential subjects were advised of their rights as
subjects and assured of confidentiality.

A signed

consent was obtained before participation in the study.
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Upon voluntarily signing the consent, the participant was
then asked to complete the Demographic Data
Questionnaire, the Herth Hope Scale, the Jaloweic Coping
Scale, and the Symptom Distress Scale.

It was expected

to take about 45 minutes to complete all of the forms;
however, the participants were given as much time as
needed to complete the instruments in the clinic or
office.

Many of the subjects completed the tools in

approximately 30 minutes.

The investigator administered

the tools verbally to five of the subjects.

Responses

were recorded by the investigator on the tools.
D.~_Analysia

The data collected for this study were analyzed
using the Stat-View Program (1987) by Abacus Concepts.
Analysis

consisted of both descriptive and inferential

statistics.

For each subject, descriptive data were

obtained from the Demographic Data Questionnaire, and
total scores were computed from the Herth Hope Scale,
Jaloweic Coping Scale, and the Symptom Distress Scale.
Descriptive analysis included measures of central
tendency (frequency, mean, and range) for variables on
the DDQ.

The correlational procedures of Spearman Rho

and Pearson Product Moment were used since the degree of
correspondence between hope and coping was sought in this
investigation.

The Spearman Rho was used in calculating
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correlations using ordinal level data (income, education,
and religious activity).

The Pearson Product Moment

procedure was also in this study because the instruments
were considered to be at the interval level of
measurement.

The .OS level of significance was chosen

for this study.

In addition, one-way analysis of

variance (ANOVA) was conducted to examine the variability
in hope and coping relative to certain types of
categorical data •
.£wilmll.LY.

This chapter presented the methodology which was
used in implementing this study investigating the
relationship between level of hope and coping response in
women with breast cancer undergoing chemotherapy.
next chapters present data analysis and provide
discussion of the study's results and implications.

The

CHAPTER IV
Data Analysis
The results of this research on hope and coping in
women with breast cancer undergoing chemotherapy are
presented in this chapter.

A description of the sample

is presented followed by presentation of the data
pertaining to the research questions.
The purpose of this study was to examine the
relationship between level of hope and coping response in
women with breast cancer who were receiving chemotherapy.
Three research questions were identified.

Nonprobability

sampling was used to select the subjects.

Data were

obtained through the use of the Demographic Data
Questionnaire (DDQ), the Herth Hope Scale (HHS), the
Jaloweic Coping Scale (JCS), and the Symptom Distress
Scale (SDS).

The Stat-View Program (1987) by Abacus

Concepts was used for statistical computation •
.lks.~

the Sa.mp..l.e

Demographic data were obtained through the use of
the Demographic Data Questionnaire (DDQ) developed by the
investigator (see Appendix D).

Forty-six women met the

inclusion criteria of being 18 years of age or older,
having a diagnosis of breast cancer, presently undergoing
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chemotherapy, and voluntarily consenting to participate,
Six subjects were dropped from the study because of
incomplete data on one or more of the instruments.
Consequently, a total of 40 women undergoing chemotherapy
for breast cancer comprised the sample.

Demographic

characteristics of the subjects are presented in Table 1.
Table 1

.Cll..a.r.a...<: t e r i s t i c

0

Age (years)
Under 35
35-45
46-55
56-65
66-75

11
B
15
5

2..5
2.7.5
2.0
37.5
12..5

2.8
12.

70
30

1

Ethnic Background
Caucasian
Black
Marital Status
Single
Married
Divorced/
Separated
Widowed

19

2..5
47.5

10
10

2.5
25

10
13
7
10

25
32.5
17.5
25

1

Income (Yearly)

< $10,000
$10,000-20,000
$21,000-30,000
) $31,000
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Table 1 (continued)
Characteristic

n

Employment Status
Full-time
Part-time
Not Employed
Retired

13
3
15
9

32.5

3

7.5
15
42.5
20
7.5
7.5

7~5

37.5
22.5

Highest Educational
Level Achieved

<

8th Grade
Some High School
H.S. Graduate
Some College
College Graduate
Graduate School

6

17
8
3
3

Cancer Diagnosis Time

< 6
7-12
13-24
> 24

Months
Months
Months
Months

10
14
2

14

25
35
5
35

Religious Preference
Roman Cat ho l i c
Protestant
Other

1

27
12

2.5
67.5
30

Participation in
Religious Activities
Inactive
Infrequent
(1-2 times/year)
Occasional
(monthly)
Regular
(weekly)

4

10

11

27.5

11

27.5

14

35
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Table 1 (continued)
~h.aracteristic

n

%

10
18

25
45

10
1
1

25
2.5
2.5

Living Arrangement
Live Alone
Live w/ Spouse
Live w/ Other
Family Member
Live w/ Friend
Other

The age of the sample ranged from 34 to 75 years,
with a mean of 53.1 years (SD=10.9).
women were white (70%).
were married.

The majority of the

Nineteen (47.5%) of the women

Twenty-three (57.5%) of the participants

earned less than $20,000 yearly which might be explained
by the fact that 60% of the sample were either retired or
not employed.

The educational level of the sample was

widely distributed with 9 (22.5%) having less than a high
school education, 17 (42.5%) with a high school diploma,
and 14 (35%) with varying levels of college.

Most of the

women (67.5%) were Protestant, while nearly a third (30%)
indicated "Other" as their religious preference.

Over

one-third (35%) of the subjects indicated that they
participated in religious activities weekly.
Almost half (45%) of the subjects reported they
lived with their spouse.

Eleven (27.5%) indicated they

lived with another family member or a friend, whereas 10
subjects (25%) lived alone.
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The stage of breast disease for the subjects in this
sample was recorded as supplemental information.

The

stages of breast cancer are grouped into four
classifications in order for health professionals to
better estimate prognosis, prescribe treatments, and plan
for follow-up.

Each successive higher stage of cancer is

associated with more advanced disease and poorer
prognosis.

A summary of the stage of disease for this

z.

sample is presented in Table
Table Z
of

_5..t..age s

Bri!J.S_t_j)j_~_e.ilSJL2~
0

z

I

5

II

19

47.5

III

13

3Z.5

IV

15

6

The Karnofsky Performance Status Scale (KPS) (see
Appendix H) was used to assess the womens' abilities to
perform activities of daily living.

The KPS can range

from 0% (death) to 100% (no signs of disease),

Lower KPS

scores are associated with more debilitated patients.
The KPS scores for this sample are presented in Table 3.
As can be seen, the functional level was quite high with
the majority of participants scoring above 90%.
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Table 3
Karnofsky Performance Status Scores
Karnofsky Score

n

40-50

2

5

51-60

0

0

61-70

0

0

71-80

4

10

81-90

7

17.5

27

67.5

91-100

JQLescriptive

Cha~eristics

Related to Hope and Coping'

The Herth Hope Scale (HHS) (Herth, 1987, 1989) (see
Appendix E) was used to measure level of hope in this
sample.

Cronbach's alpha for internal consistency

reliability for this sample was 0.91.
possible range of 0-90 points.
sample ranged from 49 to 79.
standard deviation of 7.15.

The HHS has a

The hope scores in this
The mean hope was 70 with a

A relatively high level of

hope is equivalent to scores of 60 to 90 on the HHS.
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Since a majority (87.5%) of the subjects scored between
60 and 79, this sample can be considered to have high
levels of hope.
The revised Jaloweic Coping Scale (JCS) (Jaloweic,
1987) (see Appendix F) was used in this study to measure
coping responses of the subjects.

Cronbach's alpha for

internal consistency reliability was 0.69 for this
sample. Two main type of scores can be computed from the
JCS.

The "use" score can range from 0-180, and the

"effectiveness'' score can range from 0-180.

The mean use

score for this sample was 102.8 (SD=17.5).

The range was

66 to 153.

In relation to the effectiveness score, the

range was 37 to 147 with a mean of 87.5 (SD=23.9).

In

addition to the overall use and effectiveness scores,
eight coping style subscales for use and effectiveness
were calculated within the JCS.

Information related to

the coping styles for both use and effectiveness
subscales for this sample is summarized in Table 4.
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Table 4
Subscale Scores of Jaloweic Coping Scale
Coping
Style

Possible
Ranij:e

Actual
Range

Mean

Standard
Deyiatipn

USE SliDSCALES:
Confrontive

0-30

7-30

17.3

5.0

Evasive

0-39

3-36

16.5

6.9

Optimistic

0-27

11-2.7

22.7

3.6

Fatalistic

0-12.

0-9

4.7

2.2

Emotive

0-15

0-13

5.1

2.9

Palliative

0-21

0-19

11.4

4.5

Support ant

0-15

4-15

11.4

2.9

Self-Reliant

0-2.1

6-21

14.5

4.0

Confrontive

0-30

3-30

14.9

5.7

Evasive

0-39

0-36

13.0

7.3

Optimistic

0-27

6-27

19.9

5.5

Fatalistic

0-12

0-7

3.2

2.1

Emotive

0-15

0-8

3.1

2.2

Palliative

0-21

0-2.0

10.5

4.4

Support ant

0-15

4-12

10.8

3.3

Self-Rei iant

0-21

2-21

12.2

4.4
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The Symptom Distress Scale _(SDS) (McCorkle & Young,

1978) (see Appendix G) measured the subjects' perceived
distress from symptoms related either to their breast
cancer or to the chemotherapy,

Cronbach's alpha for

internal consistency reliability was 0.89 for this
sample. The scores on the SDS can range from 13-65.

The

mean score for this sample was '25.2 with a range of 1345.

The standard deviation was reported at 8.6.

l!»ia Analvsis Related to tb.e Research Questions
Research question one. The first research question
was, ''What is the relationship between level of hope and
coping response in women with breast cancer undergoing
chemotherapy?"

A Pearson Product Moment correlation

procedure revealed no significant correlation (r=.149)
between level ' of hope using the HHS and the overall use
score from the JCS.

However, a weak, but significant

correlation (r=.309, p<.05) was found between level of
hope from the HHS and the overall effectiveness score
from the JCS.

In addition, weak but significant

correlations were found between the HHS and selected
subscales of the JCS.
Table 5.

These findings are presented in
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Table 5
~~

Product Moment Correlation Coefficients of Herth

Hope Scores and Jaloweic Coping Style Subscales
Coping Stvle
Use Subscales

Pearson Correlation Coefficient

Confrontive

.2.2.5

Evasive

.018

Optimistic

.2.2.6

Fatalistic

.014

Emotive

-.187

Palliative

-.092.

Supportant

.181

Self-Rei iant

.42.6*

.E.U'...e.d..iveness Subsea I es
Confrontive

.318*

Evasive

.12.2.

Optimistic

.402*

Fatalistic

• 2.11

Emotive

-.063

Palliative

-.007

Supportant

.179

Self-Rei iant

.370*

*

Significant p< .05

76

Research question two.

The second research question

was "What is the relationship among selected demographic
variables, level of hope, and coping response in women
with breast cancer undergoing chemotherapy treatment?"
The Spearman Rho formula found no significant correlation
between hope and income, education, or religious
activity. Using the Pearson Product Moment correlation
procedure, no significant relationship was found between
hope and age.

However, weak but significant correlations

were noted between religious activity and the use
subscale for confrontive coping

(r=.327, p<.OS) and the

effectiveness subscale for confrontive coping (r=.312,
p<.05).

In addition to the Spearman Rho and the Pearson
Product Moment correlation procedures, a one-way ANOVA
was employed to examine whether level of hope and coping
response differed in relation to the variables of ethnic
background, marital status, employment status, diagnosis
time, religious preference, stage of disease, and living
arrangement.

A statistically significant difference was

found only between religious preference and the use
subscale for supportant coping (see Table 6).
Post hoc analysis with Fisher's Least Significance
Difference (LSD) test revealed that Protestants were
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significantly higher in the use of supportant coping than
the "Other'' religious preference group (p <.05).

This is

presented in Table 7.
Upon closer inspection of the religious demographic
data, it was noted that only one subject made up the
Catholic group.

Since this was the case, supplemental

analyses using the one-way ANOVA were calculated in two
additional ways.

First, the Catholic was deleted from

the data set, and the one-way ANOVA was computed (see
Tables SA and 7A).

The findings were congruent with the

results of the original one-way ANOVA computation.

The

second one-way ANOVA was computed with the Catholic
subject added into the ''Other" religious group (see
Tables 6B and 7B).

Thus, only two religious

denominations were

compared--Protestants and "Other".

The results of this one-way ANOVA were similar the other
two ANOVA procedures.

In summary, all of the one-way

ANOVA calculations indicated that Protestants were
significantly higher in the use of supportant coping.
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Table 6
.Qw:.:-Way Anahsis of variance for Tyoe of Religious
Preference and Supportant Copin&'

at:

SDU[~e

ss

I!E

Var i a_nce

Between
Groups

2

Within
Groups
Total

MS

E

47.887

23.944

37

279.213

7.546

39

327.100

3.173

l!

.0535

Table 7
~t

Hac Test Using Eisher's Least Significance

.lli.UJl..r.en&..e
(LSD) Test t:ar Religious Preference and Suppartant Caping
.G.r..Qup

N

Mean

Catholic

1

14

Protestant

27

11.96

Other

12

9.75

.C.QII!l!.ll r

-~an

i son

DiUerence

Standard I!eviatiQD

2.175
3.77
Eisher's LSI!

Catholic
vs.
Protestant

2.037

5.669

vs.

4.250

5.794

Protestant vs.
Other

2.213

1.931*

Catholic
Other

*

Significant p< .05
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Table 6A
One-Way Analysis of Variance fgr Tvpe pf Religious
Preference and Suppgrtant Coping•
Source of
Variance

DF

ss

Between
Groups

1

40.684

40.684

Within
Groups

37

279.213

7.546

Total

39

319.897

MS

F

p

5.391

.0258

• Catholic Subject Deleted from the Data Set
Table 7A
Post Ho~ Analysis Using Fisher's Test gf Least
(LSD) and the Scheffe F-Test

SignifjCan~e

Grguo

M

Protestant

27

11.963

2.175

Other

12

9.75

3.769

Mean
Comparison

Protestant
Other

Djfferen~e

vs.

• Significant p<.05

Standard Deyjatjgn

Mean

2. 213

Fisher's
LSD
1.931•

Scherte
F-Test
5.391•
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Table 68
One-Way Analysis for Type of Religious Preference and
Suoportant CopiOge

DF

ss

MS

F

p

1

31.214

31.214

4.009

.0524

Within
Groups

38

295.886

7.786

Total

39

327.100

Source of
Variance

Between
Groups

•catholic Subject Recoded into "Other" Religious Group
Table 78·
Post Hoc Analysis Using Scbeffe F-Test
Standard Deyjatjon

Group

N

Protestant

27

11.963

2.175

Other

13

10.077

3.796

Comparjson

Protestant vs.
Other

• Significant p<.05

Mean

Mean

Di rrerence
1.886

Scbefte F-Test
4.009•
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Research question three. The third research question
was, "What is the relationship among perceived symptom
distress, level of hope, and coping ·response in women
with breast cancer undergoing chemotherapy?" The Pearson
Product Moment correlation procedure was used to examine
this question.

No significant relationship was noted

between symptom distress and level of hope (r= -.162).
On the other band, weak, but significant correlations
were found between symptom distress and the overall
coping use score and also for the coping use subscales
for evasive, fatalistic, and emotive coping styles.

The

correlations between the use subscale coping styles and
symptom distress are presented in Table 8. Interestingly,
no significant correlations were found between symptom
distress and the effectiveness subscale of the Jaloweic
Coping Scale.
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Table 8
~~

Prod~~ment Correlation Coe~ients for
Svmotom Distress and the Use Subscale of the Jaloweic
.c.o.P.ing Scale

Use Coping Stvles

....E..eJU..s.on Corre I ati on

~ficient

Confrontive

.248

Evasive

.406*

Optimistic

-.180

Fatalistic

.318*

Emotive

.325*

Palliative

.081

Support ant

.078

Self-Reliant

.182

Overall Use
Score

.331*

*Significant p<.05

Demographic data describing the 40 subjects in this
study as well as analysis of the data pertaining to the
research questions were presented in this chapter.

The

typical subject was a married, Caucasian, Protestant
woman in her fifties with a high school diploma who bad
Stage II breast cancer.
Using the Pearson Product Moment correlation
procedure, no significant relationship was found between
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level of hope and coping response.

However, weak, but

significant relationships between hope and selected
coping styles for the effec~iveness subscales of the
Jaloweic Coping Scale were noted.

Furthermore,

relationships between symptom distress and various coping
styles of the use subscales were noted.

Religious

activity was weakly, but significantly correlated to the
use and effectivenes's_subscale for confrontive coping.
Finally, use of the one-way ANOVA

indicated a weak, but

significant difference between Protestants and "Other"
religious groups in the use of supportant coping styles.

CHAPTER V
Discussion
Three research questions related to hope and coping
were examined in this study.

In this chapter, the

findings of this study are discussed according to each
research question.

In addition, implications for nursing

practice and future research are explored •

.ln.1.e.J:P.x..ei!Lti..!!.o..L.Ein.ding.s.
~~ch

gu~-~.

The first research question

investigated the relationship between level of hope and
the total number of reported coping responses in women
with breast cancer undergoing chemotherapy.

No

significant correlation (r=.149) was found between level
of hope and coping responses using the Pearson Product
Moment correlation procedure.

This finding was not

congruent with the previous study by Herth (1987, 1989).
Herth (1987, 1989) found a significant, positive
relationship (r=.80, p=.001) between hope and coping in
120 adult cancer·patients receiving chemotherapy;
Several factors may have influenced the results
obtained in this study.

Of particular importance,

perhaps, was the type and size of the sample. In the
past, both Stoner (1982) and Herth (1987, 1989) have
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recommended the use of homogeneous sample groups for
research on hope.

With this recommendation in mind, this

study utilized a sample of women with breast cancer who
were receiving chemotherapy on an outpatient basis.

This

sample was much more homogeneous than previous study
samples (Herth, 1987,· 1989; Raleigh, 1980; Stoner, 1982).
',

The measurement of hope and coping in this population may
have been impacted by the fact that all of the subjects
were dealing with issues and concerns related
specifically to breast cancer.
As opposed to Herth's (1987, 1989) sample of 120
subjects, this study only had a sample size of 40.

Thus,

"the number of subjects may have been too small to
adequately identify the relationship between hope and
coping response.

If a larger sample were used, it is

possible that the correlation coefficient would have been
greater.
A second possible explanation for lack of a
significant

correlation between hope and coping response

in this study

may be related to the measurement of

coping response. The Jaloweic Coping Scale (Jaloweic,
1987; Jaloweic

& Powers, 1981; Jaloweic, Murphy & Powers,

1984) was used by Herth (1987, 1989) and by this
investigator; however, different versions of the
instrument were utilized.

The original Jaloweic Coping
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Scale (Jaloweic, 1979; Jaloweic
Murphy,

& Powers, 1981; Jaloweic,

& Powers, 1984) was used by Herth whereas the

revised version of the Jaloweic Coping Scale (Jaloweic,
1987) was used in the current investigation.

Even though

both versions of the Jaloweic Coping Scale have adequate
reliability and validity for measuring the concept of
coping, some major differences exist between the two
versions of the instrument.
The original Jaloweic Coping Scale (Jaloweic

&

Powers, 1981; Jaloweic et al., 1984) had 40 items from
which a subject was asked to indicate how often a certain
coping response was used.

From the responses given, a

total coping response score could be computed. In
addition, a problem-oriented score and an affectiveoriented score could be computed.
The revised version of the Jaloweic Coping Scale
(Jaloweic, 1987) (see Appendix F) has been expanded to 60
items, and the subject is now asked not only how often a
coping response is used, but also how effective the
coping response is in dealing with stress.

In addition,

the revised instrument is categorized into eight coping
style subscales.

Consequently, the use of certain coping

styles can be identified more specifically.

The revised
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instrument can yield an overall use score, an overall
effectiveness score, and total scores from each of the
eight subscales.
Since the revised version of the Jaloweic Coping
Scale is more specific, it is probably more sensitive in
measuring

coping styles of the subjects rather than

overall preferences of coping response.

With this in

mind, use of the revised Jaloweic Coping Scale in this
study may have provided for a more rigorous measurement
of coping responses in relation to the variable of hope.
Despite

th~

fact that level of hope was not

significantly correlated with the use scale of the
Jaloweic Coping Scale, the effectiveness scale and three
of the coping style subscales were noted to be weakly but
significantly related to hope.

The overall effectiveness

score, the use subscale for self-reliant coping, and the
effectiveness subscales for

confro~tive,

optimistic, and

self-reliant coping were weakly but significantly related
to level of hope.

These findings offer support that the

revised Jaloweic Coping Scale is better designed to
reveal more precise indicators of coping response.
Both the use and effectiveness of the self-reliant
coping response

wer~

correlated significantly to hope.

Within the context of the Jaloweic Coping Scale, selfreliant coping means that an individual depends upon
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oneself versus others to deal with problems.

Examples of

items from the instrument within the self-reliant
subscale include "told yourself that you could handle
anything, no matter how hard," ''tried to improve yourself
in some way so you could handle the situation," and
"preferred to work things out alone."

These items

indicate that self-reliance is a method to allow an
individual to assert control in order to cope with
stressors.
The correlations between hope and both the use and
effectiveness subscales for self-reliant coping supports
previous studies in which control was noted to be an
important variable for the maintenance of hope. Jaloweic
and Powers (1981), Baldtree, Murphy, and Powers (1982),
and Gurklis and Menke (1988) all found that subjects
consistently rated maintenance of control as being
important in keeping a hopeful perspective in the
adaptation to chronic diseases such as hypertension and
kidney disease.
A significant relationship between the desire to be
well informed and optimistic moods in cancer patients was
noted by Cassileth, Zupkis, Sutton-Smith, & March (1980).
Thus, control in this study took the form of being
educated about the disease process of cancer.

This

information provided the patients with higher levels of
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hopefulness.

The finding that there is a relationship

between hope and self-reliant coping is also supported in
Young-Brockopp's (1982) research.

Her study revealed

that the maintenance of hope was facilitated in cancer
patients through the provision of information and the
discussion of death.
Confrontive coping is similar to self-reliant coping
because an individual needs to have the ability to rely
on his coping skills when confronting a stressor.
Confrontive coping on the Jaloweic Coping Scale took the
form of items such as "tried to work out a compromise,"
''set up a plan of action," and "tried to change the
situation."

In the original version of the Jaloweic

Coping Scale, these types of items would have been
considered problem-oriented coping responses.
The effectiveness subscale for confrontive coping
was significantly but weakly (r=.318, p<.05) related to
hope in this study.

This finding is consistent with the

study results of Weisman and Worden (1976-1977) and
Greer, Morris, and Pettingale (1979) who noted that
coping responses to cancer which were assertive, and even
somewhat aggressive were related to more optimistic
outcomes.

Thus, hope in the cancer experience appears to

be associated with the ability to deal with stress in an
open, confrontive manner.
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The last subscale which was noted to be
significantly, but weakly correlated to hope was the
effectiveness subscale for optimistic coping.
thought that if any scale on the revised

It was

Jal~weic

Coping

Scale would have been highly correlated with hope, it
would have been ~he optimistic subscale.

However, it was

interesting to note that not only was the significant
correlation moderate in strength,

(r~.402,

p<.05), but

this relationship only occurred in the effectiveness
subscal.e and not the use subscale for optimistic coping.
One reason for this unexpected finding may be that the
optimi~tic

subscale of the Jaloweic Coping Scale is

measuring a different aspect of hope than the Herth Hope
Scale.

Since hope is such an elusive concept, other

variables such as past life experiences, situational
factors, and personality traits may impact the true
picture of how often an individual uses optimistic
coping.
The effectiveness subscale for optimistic coping
being correlated significantly to hope for this sample
suggests that when optimistic coping strategies are used,
which may not be often, the strategies are very
effective.

The effectiveness of hope in redirecting

despair has been noted by several authors (Lynch, 1965;
Marcel, 1967;

Stotland, 1969).

These writers viewed the
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effectiveness of hope as being able to deliver
individuals through a negative situation.

The subjects

in this study provided evidence that when optimistic
coping responses were used, the effectiveness of the
strategies provided strength.
In relation to the first research question, it is
also important to note that six of the subjects provided
anecdotal information about the importance of their
nurses as sources. of

~oping.

The subjects mentioned how

important the nurses were in providing support and
optimism.

The phenomenon of mobilizing hope through

professional support has been documented by Buehler
(1975).

After studying both cancer patients receiving

radiation and the health professionals caring for the
patients, it was found that a "hope ideology" was
communicated from some of the health care professionals
to the patients. Thus, it appears in this study that some
of the patients may have been the recipients of
optimistic communication from their nurses which possibly
assisted them in coping.

This phenomenon warrants

further investigation.
Despite the interesting findings surrounding the
first research question, it appears that the results do
lend some support to the Conceptual Model of Hope and
Coping which served as the conceptual framework for this

92

study,

As shown in the model (see Figure 1), when a

threatening stressor has been assessed by an individual,
secondary appraisal is employed to help the individual
deal with the situation.

Secondary appraisal is

influenced by the individual's level of hope, personal
resources, health/illness factors, and demographic makeup.

Hope is shown in the model as an antecedent to

coping since hope is considered a prerequisite for
action.
Once secondary appraisal has occurred, the use of
coping responses is instituted by the individual. The use
of coping responses is shown before the effectiveness of
coping responses because only after the utilization of a
coping response has occurred can effectiveness be
assessed.

As seen by the correlations between level of

hope and the effectiveness subscales, individuals may not
use certain coping responses frequently, but when used,
find the responses very effective for coping.
Besearch question two,

The second research question

investigated the relationship between selected
demographic variables, level of hope, and coping
response.

Using the Pearson Product Moment correlation

procedure, no significant relationship was noted between
hope and age,

In addition, use of the Spearman Rho

procedure showed no correlation of significance between
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hope and education, income, or religious activity.

These

findings were not consistent with studies by Lillis
(1985) and Stoner (1982).

In regard to education, Lillis·

(1985) found that years of education was significantly
correlated to level of hope.

In her regression model,

years of education completed by the subjects explained
27% of the variance in level of hope.
Looking at level of hope and religious activity, Stoner
(1982) found that religious activity was related to
higher levels of hope in individuals with cancer.
With respect to coping response and selected
demographic variables, weak but significant relationships
were found between religious activity and the use and
effectiveness subscale for confrontive coping.

This

finding was not surprising since religion is considered
\

to be an important component in assisting individuals to
cope.

According to Weisman (1979), cancer patients who

were active in religious activities had fewer distress
symptoms.

Similarly, over 75% of the subjects in

Raleigh's (1980) study identified religious beliefs as
being helpful in coping with cancer.

Over 60% of the

subjects in the current study were involved with
religious activities either on a weekly or monthly basis.
It is interesting to note that the significant
relationship between coping and religious activity in
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this study stemmed from the confrontive subscale rather
than the supportant subscale.

The supportant subscale is

wh~re the spiritual coping responses are placed within

the revised version of the Jaloweic Coping Scale
(Jaloweic, 1987).

It is unclear why this happened, but

it may be postulated that religious activity may assist
individuals to confront their problems.

In other words,

religious activity in some manner instills strength in
individuals to equip them with increased assertiveness to
confront their concerns.
In addition to the Pearson Product Moment and
Spearman Rho procedures, use of the one-way ANOVA
revealed a statistically significant difference between
religious preference and the use subscale for supportant
coping.

Post hoc analysis with Fisher's Test of Least

Significance showed that Protestants were significantly
higher in the use of supportant coping than the ''Other''
religious preference group (p<.05).

Protestants made up

67.5% of the sample while "Other" religious groups made
up 30%.

All of the women indicated belonging to a

religious denomination; thus, none of the women chose "no
religious preference" on the Demographic Data
Questionnaire.

The Demographic Data Questionnaire did

not ask the subjects to specify which religious sector
they belonged to once they indicated they were
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Protestant or part of "Other" religious groups.

Thus,

exact information related to certain denominations is not
available.
Due to the fact that this study was conducted in the
southeastern part of the United States, it could be
postulated that many of the Protestants in this study
were part of the Baptist denomination.

If this is true,

the sense of community, which is often a crucial
foundation for the Baptist denomination, may help to
explain the finding that Protestants used significantly
more supportant types of coping.
The one-way ANOVA revealed no significant difference
between hope and length of time since diagnosis.

This

was not a surprising result since the literature has
shown that length of time since diagnosis is not
significantly related to hope (Herth, 1987, 1989; Lillis,
1985; Raleigh, 1980; Stoner, 1982).
RemJ:.clL..questjon three.

The focus of the third

research question was the relationship among perceived
symptom distress,. level of hope, and coping response.
The correlation coefficient (r= -.162) was too small to
indicate a relationship between perceived symptom
distress and hope.

Even though no significant

relationship was discovered, it should be noted that the
negative direction of the correlation coefficient could
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be anticipated since when hope is high, perceived symptom
distress is low.

That is, when one is feeling better,

one will most likely exhibit moods of optimism.

Further

support for this finding was that over 90% of the
subjects scored at the 81-100% level on the Karnofsky
Performance Scale indicating that a majority of the
women, despite their stage of disease, were able to
perform normal activities without problems.
Unlike the relationship between perceived symptom
distress and hope, weak, but significant correlations
were found between symptom distress and the overall use
coping score and between the use subscales for evasive,
fatalistic, and emotive coping responses.

Understanding

of these findings is made easier when viewed within the
context of the overall use coping score and each of the
specific coping styles.
Symptom distress was noted to be weakly but
significantly correlated (r=.331, p<.OS) to the overall
use score for the Jaloweic Coping Scale.

This finding is

congruent with how individuals react to distress.

As

noted in the Conceptual Model of Hope and Coping, when an
individual feels threatened, such as from symptom
distress, secondary appraisal will be used to choose a
coping response to deal with the stress. As secondary
appraisal indicates that symptom distress is increasing,
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the individual then responds by using varied coping
responses.

However, only the evasive, fatalistic, and

emotive types of coping responses were shown to be
correlated with symptom distress in this study.

Coping

responses such as these were also noted by Christman
(1990) who found that increased symptom distress was
significantly related to more pessimistic styles of
coping.
The fact that the use subscale for evasive coping
had the strongest correlatian (r=.406, p< .05) with
symptom distress was not surprising.

Evasive coping

consists of strategies such as trying to get away from
the problem, trying to avoid the problem, and wishing the
problem would go away.

When an individual is dealing

with physical and/or mental distress related to the
treatment effects of cancer, any strategy to obtain
relief is used.

However, since symptom distress related

to cancer and its treatment may sometimes only be
relieved partially, individuals will resort to more
evasive methods of coping in an attempt to rid themselves
of the symptom distress.
As noted by Blumberg, Flaherty, and Lewis (1980),
emotion-focused coping strategies such as denial,
minimization, suppression, and displacement are employed
by cancer patients to reach a suitable level of existence
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within their diseased state.

Likewise, the positive

correlation between evasive coping responses and symptom
distress in this study seems to indicate that the use of
evasive techniques assisted in the adaptation to the
cancer process.
In addition to use of the evasive coping responses,
this study revealed the fatalistic coping

~esponses

were

used by the subjects in dealing with their breast cancer.
One reason for this finding may be related to the
prolonged presence of symptoms.

The continuation of

chemotherapy or breast cancer symptoms may make it more
difficult to use confrontive and optimistic coping
styles.

Subsequently, the fatalistic coping response

begins to be utilized in an attempt to reach some sort of
steady state.
The fatalistic coping style is characterized by
feelings of hopelessness and pessimism.

A loss of

control over the situation is central to this coping
response.

Frank-Stromberg, Wright, Segallo,

& Diekman

(1984) advocate that the treatment of cancer generates
anxiety and fear related to bodily disfigurement, overall
discomfort, and anticipation of death.

Consequently,

more pessimistic types of coping may be manifested.
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The last coping response which was found to be
correlated significantly to symptom distress was the use
subscale for emotive coping (r=.325, p<.05).
Emotive coping includes strategies such as worrying about
things, ventilating fears, and getting mad.

The use of

such affective-oriented coping strategies is well
documented in the literature.
Affective-oriented, or emotion-focused coping, has
been noted to be a coping strategy for hemodialysis
patients (Baldtree

& Murphy, & Powers, 1982; Gurklis &

Menke, 1988), for hypertensive clients (Jaloweic &
Powers, 1981) and for cancer patients (Dunson-Martin,
1988; Huang, 1988; Wu, 1989).

Since symptom distress in

hemodialysis, hypertensive, and cancer patients may not
always be controlled voluntarily by the patients, the use
of emotive coping provides some relief.

The emotive

coping may allow for some control to be exerted over the
situation.

As noted previously, control is important for

coping to be perceived as effective (Cassileth, Zupkis,
Sutton-Smith,

& March, 1980; Young-Brockopp, 1982).

Similar to the findings of these previous studies, the
subjects in this sample have indicated that the use of
emotive coping was associated with managing symptoms
experienced with breast cancer and its treatment.
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.LJ.mi tat j ODS
Several limitatiorts are acknowledged in regard to
this study.

'
The first limitation is related
to the

sampling method.

Since this was a convenience .sample of

women with breast cancer, generalizations cannot be made
to clients with other types of cancer nor to women with
breast cancer receiving chemotherapy outside of the sites
chosen for this study.
Another limitation of this study was that data were
collected at a single point in time.

Since hope and

coping can fluctuate from the influence of many variables
in daily living, a one time collection of data concerning
level of hope and coping response may be insufficient to
capture the true measurement of hope and coping.
Another limitation of this study is that the data
were collected through self-report instruments.

The

subjects may have answered some of the items in order to
fulfill social desirability.

This response bias could

have reduced the validity of the findings.
A final consideration regarding the limitations of
this study was the measurement of hope and coping.

In a

study involving the diagnosis of cancer, it is possible
that the magnitude of the complex variables involved
could not be adequately measured by quantitative
instrumentation.

''
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Imp I j cations
Nursing practice.

Several implications for nursing

practice and future research can be derived from the
findings of this study.

One major implication tor

nursing practice is the importance of nurses' awareness
and understanding of the need for hope in clients with
cancer.

Knowledge about the influence of hope is

critical for nurses to possess if they are to assist
patients, especially those with cancer, to mobilize and
to maintain energy to get well, to cope with disease, to
tolerate treatments, and to attain goals.

The nurse must

be able to assess level of hope in clients in order to
facilitate the use and effectiveness of coping responses.
The assessment of hope and coping can be performed
through an interview at the time of patient admission and
continued on an ongoing basis through the patient's
hospital stay or outpatient course.

Assisting clients to

mobilize hope in order to balance both confrontive and
optimistic coping strategies may facilitate wellness
oriented coping in the breast cancer patient (McGee,
1984; Miller, 1985).

Besides the assessment of hope and

coping, nurses also need to seriously consider the
spiritual needs of clients since religious affiliation
and religious activity have been noted to be correlated
with hope and coping in this study.

r
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Further implications for nursing practice include
nurses' awareness of their impact upon hope and coping in
clients with cancer.

Assisting cancer patients to adjust

to stressful situations and to identify objects of hope
and coping strategies are important ways the nurse can
promote quality of life within the clinical setting
(Miller, 1989),

Creativity and personal growth for both

nurses and patients are the ultimate goals of the
hoping/coping process (Proulx, 1972).
Additionally, nurses need to know that they have the
capacity to instill hope into cancer patients.

This

"hope ideology", noted by Buehler (1975), stems from the
health professional's own beliefs of hope which are
disseminated through communication and support to the
patient.

Consequently, nurses can be truly therapeutic

through their transfer of positive hope and coping
strategies.
And finally, knowledge related to the presence of
symptom distress in cancer patients may assist nurses to
be better prepared for the types of coping responses
which may be exhibited by the patient.

As seen in this

study, symptom distress was significantly related to
coping responses which were more pessimistic in nature.
In other words, as symptom distress increased, the
participants sought more pessimistic coping styles.
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Therefore, nurses need to anticipate that their patient's
affect may be influenced by symptom distress.

Thus, they

need to be ready to mobilize strategies to minimize
symptoms and to enhance optimistic coping.
Nursing research,

Coping is a well recognized and

often studied concept in nursing research.

Hope,

however, has not been researched as widely as coping.
There has been impressive work with models of hope and
the measurement of hope in adults with cancer.

Yet,

further testing of these models and instruments is needed
in order to strengthen the theoretical framework of hope
in clinical nursing.
The models of hope conceptualized by Miller (1983),
McGee (1984), and Dufault and Martocchio (1985) need to
be tested in various populations, not just cancer
patients, in order to better understand the relevance and
application of these models to patient care.

Also,

models proposed by this investigator and by Herth (1987,
1989) which incorporate both hope and coping need to be
tested for theoretical soundness.
More importantly, valid and reliable instruments
with which to measure both hope and coping are needed.
Even though instruments to quantify hope and coping are
available, further testing is needed to substantiate the
reliability and validity of these tools with diverse
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populations over time.

For example, the revised Jaloweic

Coping Scale (1987) needs further testing to better
understand the dimensions O·f coping styles which it is
measuring.
Since hope and coping are such abstract concepts,
future nursing research which focuses on variables which
influence or predict level of hope and coping could have
a positive impact on patient care.

Opportunities are

available to undertake studies, such as this
investigation, where hope is paired up with other
psychosocial variables.

There is a need for

correlational and predictive research studies which
investigate hope.

Studies by Raleigh (1980), Stoner

(1982), Lillis (1985), Herth (1987, 1989), and this
investigator have provided foundations from which
replication studies could be implemented to provide
further validation about hope as an important
psychosocial concept.
There is a lack of data on the longitudinal changes
of hope and coping.

Therefore, longitudinal studies to

assess long range fluctuation of hope and coping are
needed to more accurately describe hope and coping.

As

noted by this study, some important variables to include
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with longitudinal studies are specific religious
affiliation, frequency of religious activity, and disease

or treatment related symptom distress.
Future nursing research could benefit from a
combination of qualitative and quantitative research
methods.

Few studies of hope using qualitative

methodologies can be found in the literature (Hinds,
1984; Owen, 1989).

Using varied research methodologies

may provide more accurate meaning for psychosocial
variables such as hope and coping.
With descriptive studies of hope becoming more
common in nursing literature, future nursing research
needs to build upon recent writings and studies of hope
in order to develop interventions which promote hope in
patients,

For example, this study, along with the

studies of social support and hope by Lillis (1985) and
hope and coping by Herth (1987, 1989) have paved a way to
the study of nursing interventions which support the hope
in patients.

The need for this type of research is

important if nurses are to fulfill roles as supporters of
hope.

106

Recommendations
Based on the findings, discussion, and implications
of this study, specific recommendations for future
nursing research are identified as follows:
1.

This study should be replicated using a larger
sample.

A larger sample would allow for more

powerful statistical multivariate analyses
which may detect significant findings,

if they

are present.
2.

A descriptive, correlational study comparing
level of hope and coping with other cancer
treatment modalities such as surgery and
radiation therapy would provide further
descriptive information about the impact of
certain treatments on hope and coping.

3.

Longitudinal studies are needed to identify
fluctuation patterns of hope and coping over
time.

4.

The implementation of qualitative studies would
assist in better examining the context from
which hope and coping occur.

Qualitative

methods are needed in both healthy populations
and in populations with chronic disease such as
diabetes, cancer, and kidney disease.
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5.

Continued use of the Herth Hope Scale (Herth,
1987, 1989) and the revised Jaloweic Coping
Scale (1987) in diverse populations will
provide further data regarding reliability and
validity.

6.

Exploratory studies focusing on nursing
interventions which support hope and coping in
cancer patients are needed.

7.

Further testing of the Conceptual Model of Hope
and Coping is needed to strengthen its
applicability in the clinical setting •

..S.UIIIIIl!U.l':

The purpose of this study was to examine the
relationship between level of hope and coping response in
women with breast cancer

un~ergoing

chemotherapy.

Contrary to Herth's (1987, 1989) study which demonstrated
a significant positive relationship between hope and
coping in patients with cancer, no significant
correlation was found between hope and coping in this
study.

H~wever,

interesting findings related to the

research questions did emerge in the study.
Nurses need to be aware of the importance of hope
and coping in patients with chronic disease.

Assessment

of level of hope and coping response is important in
order to better support patients.

There are
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opportunities for many types of nursing studies to
investigate the concepts of hope and coping.

Areas of

further research include studying variables which
influence hope and coping, implementing longitudinal
studies, utilizing both quantitative and qualitative
methodologies, investigating nursing actions which foster
hope, and continuing to utilize instruments to measure
hope and coping in diverse populations.
Efforts toward the study and advancement of hope and
coping have been solidly established in nursing.

The

future of hope and coping is exciting with the greatest
benefit of the understanding of hope and coping to be
reaped by clients.
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Appendix A

Human Assurance Approval Letter

Human Assurance Commiltlie
Institutional AIMew Board

November 7, 1990
susan M. Schlesselrnan, RN, BSN, OCN
School of Graduate Studies
Department of Adult Nursing
Medical College of Georgia
RE:

"The Relationship Between Level of Hope and
Coping Response in Women with Breast Cancer"
APPROVAL DATE:

November 6, 1990

FILE NUMBER:

90-11-066

Dear Ms. Schlesselrnan:
The HUMAN ASSURANCE COMMITTEE has reviewed and approved the
above referenced project by expedited procedure in accordance
with the DHHS policy and the institutional assurance on file
with the DHHS.
The Committee would like to call your attention to the following obligations as Principal Investigator of this study.
Under the terms of our approved Institutional Assurance to
the Department of Health and Human Services, you must provide
us with a progress report at the termination of the study, or
at the annual anniversary date of this approval, whichever
comes first.
If the study will be continued beyond the initial year, an annual review by the HUMAN ASSURANCE COMMITTEE
is required, with a progress report constituting an important
part of the review. The Committee will notify you of the anniversary report by sending you an HAC-107 form for completion.
If VA patients or facilities are involved in this study, you
must also have a letter of approval from the VA Research &
Development Committee prior to involvement of VA patients or
facilities.
Sincerely yours,

Georges. Schuster, D.D.s., Ph.D.
Chairman
HUMAN ASSURANCE COMMITTEE
Augusla, Georgia 30912-4810 (404) TZ1·3110
An A!firmaliw ktionlEQual Opportunity Educational Institution

122

Appendix B

Letters of Approval for Data Collection in Outpatient
Clinic and Physicians' Offices

AUGUSTA ONCOLOGY ASSOCIATES, P.C.
2101 CENTRAL AVENUE
AUGUSTA. GEORGIA 30904
RUSSELL E. BURGESS, M.D.
RICHARD H. BROMER, M.D.
PAUL A. BILODEAU, M.D.

(404) 736-1830

September 28, 1990

TO WHOM IT MAY CONCERN:
RE:

Sue Schlesselman, RN

On Thursday, September 27, 1990 I met with Sue Schlesselman
to discuss her research proposal for her Master's Thesis entitled
"The Relationship Between Hope and Coping in Women with Breast
Cancer." My associates Dr. Richard Bremer and Dr. Paul Bilodeau
and I have agreed to let Miss. Schlesselman conduct her study for
this paper in our office with some of our patients who have breast
cancer.
We look forward to working with Miss. Schlesselman.
Thank you,

•D•

REB/sas

Department of Medicine
Hematology/Medical Oncology

TO:

Susan Schlesselman, BSN, OCN
School ~ing

FROM:

C.
Section Chief and Professor of Medicine
Hematology/Medical Oncology

DATE:

October 24, 1990

SUBJ:

Thesis Project

Lawr~ch~-

This letter is written in support of your proposed
thesis project entitled, "The Relationship Between Hope and
Coping in Women with Breast Cancer". During our meeting of
September 18, I offered you several suggestions regarding
the subject's stage of breast cancer. I was glad to see
that you had incoporated those proposals into your project.
I look forward to working with you in the near future.
Please feel free to contact me if you should require
additonal information.

Augusta, Georgia 30912·3125 (404) 721·25051209£

An Affirmative AttioniEqual Opportunity Educational Institution

MEDICAL ONCOLOGY ASSOCIATES, P.C.
Michocl Sblur, M.D.
Mary Roche! FariJ, M.D .

..

SUJlE2D5
UNIVERSITY HOSPITAL MEDICAL CEKnR. II
Ill ST. SEIIASTlAN WAY
AUGUST A. GEORGIA :IWOI·2616
TELEPHONE («14) 722...:145

October 31, 1990

To Whom It May Concern:
RE: Sue Schlesselman, R.N., B.S.N.
Masters Candidate M.C.G. School of Nursing

Sue Schlesselman, R.N. has met with Michael Shlaer, M.D. and me regarding
her research proposal for her Master's Thesis entitled "The Relationship Between
Hope and Coping in Women with Breast Cancer". We have discussed this project
and reviewed the instruments to be used in the study. We have agreed to assist
Sue in obtaining the necessary subjects for her study.

Mary Rachel Faris, .M.D.
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Appendix C

Subject Consent Form

Page 1

o~

2

CONSENT FORM
The Relationship Between Level. o~ Hope and
Coping Response
in Women with Breast Cancer
Susan M.

Scblesselman RN,

BSN, OCN

I have been invited to participate in a
research study which will explore the
relationship between bow I think about hope
and I bow I react to concerns during my
treatment ~or breast cancer. I have been
asked to participate because I have been
diagnosed with breast cancer and I am
currently receiving chemotherapy treatment.
I understand that I am one o~ 40 patients
between the ages o~ 30 and 80 years
asked to
participate in this study.
' ,f

,i

''

I understand that I will be asked to rill''"
out ~our questionnaires which will take
approximately a total o~ 30-45 minutes. The
~irst questionnaire asks me to describe
mysel~ such as age,
ethnic background, and
marital status.
The second questionnaire
requires me to answer questions about the
meaning~t-~.
Another questionna1re asks
~---meabout bow I rea~t to concerns and
problems.
And, the last questionnaire asks
me to rate side er~ects o~ cancer treatment
which I may have experienced during
chemotherapy.
I understand that all the in~ormation I
provide will be kept in strict confidence.
The questionnaires will be identified by a
number and my name will not appear on any
~orm or be used in the results o~ the study.
I also understand that I will not be paid or
charged ~pr participating in this study.
My
participation in this study is voluntary.
I
am ~ree to withdraw ~rom the study at any
time without any penalty or loss of health
care.

I have been told that my participation in
the study is not expected to present any risk
to me.
While I will not have direct bene~its
~rom this study,
~indings from this study may
help to improve the quality of nursing care
for patients with cancer.

Page 2

o~

2

I have read this document and/or i t bas
been explained to me.
I understand that i~
have ~urtber questions about this study, I
may call Sue Scblesselman at 404-868-9244.
I~
I have questions or concerns about my
rights as a research subject, I may contact
Dr. George Schuster at 404-721-2991.
The risks and bene~its to me i~ I
participate in this study have been
explained.
I have bad the chance to ask
questions and these have been answered.
I
be_;e,by consent to participate in this study.

Subject's Signature

Date

Witness'

Date

Signature

Principle Investigator's
Signature

Date

I
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Appendix D

Demographic Data Questionnaire

.'lu hJEt'T

.J., \).

DEMOGRAPHIC DATA QUESTIONNAIRE
To enable the researcher to compare the results ·of this
study with other individuals from other groups and
situations, some information about yourself is needed.
Please complete the following by filling in the blank or
circling the number.
A.

Age

B.

Race
1.
Caucasian
2.
Black
3.
Asian
4.
Other

c.

Marital Status
1.
Single
2.
Married
3.
Separated or Divorced
4.
Widowed

D.

Yearly Family Income (Include Social Security and
Disability)
1.
$10,000 or less
2.
$11' 000 to $20,000
3.
$21,000 to $30,000
4.
$31,000 or 111ore

E.

Current Employment Status
1.
employed full-time
2.
employed part-time
3.
not employed
4.
retired

F.

Highest Level of Education Completed
1.
8th grade or less
2.
some high school
3.
high school graduate
4.
some college
5.
college graduate
6.
graduate school

G.

When was your cancer diagnosed? ___________________
Month
Year

H.

Relicious Preference
1,
Roman Catholic
2.
Protestant
3.
Jewish
4.
Other
5.
None

I.

How would you describe your participation in religious
activities?
1.
Inactive
2.
Infrequent Participation (1-2 times per year)
3,
Occasional Participation (monthly)
4,
Regular Participation (weekly)

J.

What is your current living arrangement?
1.
live alone
2.
live with spouse
3,
live with other family member
4,
live with friend
5.
other
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Appendix E

Herth Hope Scale

Study No. _ _ __

@1988 Kaye Herth
HERTH HOPE SCALE

Listed below are a number of statements regarding hope. Read each statement and decide
whether it applies to you personally. There are no right or wrong answers. Place a check
[X] in the appropriate box indicating how often the statement has applied to you in the past
week or two.
Never
Applies
to me

1. I am looking forward to the future.
2. I sense the presence of loved ones.
3. I have deep inner strength.
4. I have plans for the future.
5. I have inner positive energy.
6. I feel scared about my future.
7. I keep going even when I hurt.
.
8. I have a faith that gives me comfort.

9. I believe that good is always possible.
10. I feel at a Joss, no where to turn.
11. I feel time heals.
12. I have support from those close to me.
13. I feel overwhelmed and trapped.
14. I can recall happy times.
15. I just know there is hope.
16. I can seek and Feceive help.
17. I am immobilized by fears and doubts.

Seldom
Applies
to me

Sometimes
Applies
to me

Often
Applies
to me

Never
Applies
to me
18. I know my life has meaning and purpose.
19. I see the positive in most situations.
20. I tiave goals for the next 3-6 months.
21. I am committed to finding my way.
22. I feel all alone.
23. I have coped well in the past.
24. I feel loved and needed.
25. I believe that each day has potential.
26. I can't bring about positive change.
27. I can see a light even in a tunnel.
28. I have hope even when plans go astray.
29. I believe my outlook afiects my life.
30. I have plans for today and next week.

'\

Seldom
Applies
to me

Sometimes
Applies
to me

Often
Applies
to me
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Appendix F

Jaloweic Coping Scale

•

COpyrlghl 1987 Anne Jalowiec

;:)IUDJ W ----·-·

JALOWIEC COPING SCALE
This questionnaire is about how you cope with stress and tension, and how you handle stressful situations.
In particular, I am interested in how you have coped with the stress of: ---~--------Listed on this questionnaire are many different ways of coping with stress. For each coping strategy, two
questions are asked:
Part A:
Part B:

How often you have used that particular strategy to cope with the stress listed above;
If you have used that strategy, how helpful it has been in coping with that stress.

INSTRUCTIONS
PART A

For each coping strategy listed, circle a number from 0 - 3 in Part A to show how often you have used that
strategy to cope with the stress listed above. The coding for the numbers in Part A is as follows:
0
1
2
3

=

=
=
=

never used
seldom used
sometimes used
often used

PARTB

For each coping strategy that you have used, circle a number from 0 - 3 in Part B to show how helpful that
strategv has been in coping with the stress listed above. The coding for the numbers in Part B is as follows:
0
1
2
3

= not helpful
= slightly helpful

=

fairly helpful

= very helpful

How often have you used each
strategy?

COPING STRATEGIES

Never
Used

Seldom
Used

Sometimes
Used

How helpful has the strategy been?

Often
Used

Not
Helpful

Slightly
Helpful

Fairly
Helpful

Very
Helpful

0

1

2

3

0

1

2

3

2.

,,
Hoped that th1ngs would get better

0

1

2

3

0

1

2

3

3.

Ate or smoked more than usual

0

1

2

3

0

1

2

3

4.

Thought out different ways to handle
the situation ,

0

1

2

3

0

1

2

3

5.

Told yourself that things could be
worse

0

1

2

3

0

1

2

3

6.

Exercised or did_ some physical
acllvity

0

1

2

3

0

1

2

3

7.

Tried to get
for a while

0

1

2

3

0

1

2

3

8.

Got mad and let off steam

0

1

2

3

0

1

2

3

1.

Worried about the problem

I

a'Way from the problem

'

.

9.

Prepared for the worst that could
happen

0

1

2

3

0

1

2

3

10.

Tried to put the problem out of your
mind and think of something else

0

1

2

3

0

1

2

3

11. · Talked the problem over with family
or friends

0

1

2

3

0

1

2

3

12.

Accepted the situation because very
little could be done

0

1

2

3

0

1

2

3

13.

Tried to look at the problem
objectively and see all sides

0

1

2

3

0

1

2

3

14.

Daydreamed about a better life

0

1

2

3

0

1

2

3

15.

Talked the problem over with a
professional person (such as a
doctor, nurse, minister, teacher,
counsellor)

0

1

2

3

0

1

2

3

--·

--

---

I

How helpful has the strategy been?

How often have you used each strategy?
Never
Used

: CQPING 1STAATEGIES

.

.

Seldom
Used

Somelirnes
Used

Of! en
Used

Not
Helpful

Slightly
Helpful

Fairly
Helpful

Very
Helpful

16.

Tr!ed to .keep the situation under
control
I

0

1

2

3

0

1

2

3

17.

Prayed or put your trust In God

0

1

2

3

0

1

2

3

18.

Tried to get out of the situation

0

1

2

3

0

1

2

3

19.

Kept your feelings to yourself

0

1

2

3

0

1

2

3

20.

Told yourself that the problem was
someone else's fault

0

1

2

3

0

1.

2

3

21.

Waited to seli1 what would happen

0

1

2

3

0

1

2

3

22.

Wanted to be alone to think things
out

0

1

2

3

0

1

2

3

23.

Resigned yourself to the situation
because things looked hopeless

0

1

2

3

0

1

2

3

24.

Took out'your tensions on someone
, II·
else

0

1

2

3

0

1

2

3

25.

Tried to charige the situation

0

1

2

3

0

1

2

3

26.

Used relaxation techniques

0

1

2

3

0

1

2

3

27.

Tried to lind out more about the
problem

0

1

2

3

0

1

2

3

28.

Slept more than usual

0

1

2

3

0

1

2

3

29..

Tried to handle things one step at a
time

0

1

2

3

0

1

2

3

30.

Tried to keep your life as normal as
possible and not let the problem
Interfere

0

1

2

3

0

1

2

3

0

1

2

3

0

1

2

3

31.

Thought about how you had handled
other problems In the past
----

---

--

-

'

•

..
i COPING STRATEGIES

How helpful has the strategy been?

How often have you used each strategy?
Never
Used

Seldom
Used

Sometimes
Used

Often
Used

Not
Helplul

Slightly
Helpful

Fairly
Helpful

Very
Helpful

Told yourself not to worry because
everything would probably work out
fine
;
I

0

1

2

3

0

1

2

3

33.

Tried to work out a compromise

0

1

2

3

0

1

2

3

34.

H.id a drink

0

1

2

3

0

1

2

3

35.

Let time take care of the problem

0

1

2

3

0

1

2

3

36.

Tried to distract yourself by doing
something that you enjoy

0

1

2

3

0

1

2

3

37.

Told yourself that you could handle
anything no ma!!er how hard

0

1

2

3

0

1

2

3

38.

Set up a specllic plan of action

0

1

2

3

0

1

2

3

39.

Tried to keep a sense of humor

0

1

2

3

0

1

2

3

40.

Put off facing up to the problem

0

1

2

3

0

1

2

3

41.

Tried to keep your feelings under
control

0

1

2

3

. 0

1

2

3

42.

Talked the problem over with people
who had been In a similar situation

0

1

2

3

0

1

2

3

43.

Practiced in your mind what had to
be done

0

1

2

3

0

1

2

3

44.

Tried to keep busy and work harder

0

1

2

3

0

1

2

3

45.

Learned something new In order to
deal with the problem

0

1

2

3

0

1

2

3

46.

Did something impulsive or risky

0

1

2

3

0

1

2

3

47.

Thought about the good things in
your life

0

1

2

3

0

1

2

3

Tried to Ignore or avoid the problem

0

o.

1

2

3

32.

48.

-

1

2

3

Part A
How often have you used each strategy?
COPING STRATEGIES

Never
Used

Seldom
Used

Sometimes
Used

Part B
How helpful has the strategy been?

Often
Used

Not
Helpful

Slightly
Helpful

Fairly
Helpful

Very
Helpful

49.

Compared yourself with other people
who were In the same situation

0

1

2

3

0

1

2

3

50.

Tried to think positively

0

1

2

3

0

1

2

3

51.

Blamed yourself for getting Into such
a situation

0

1

2

3

0

1

2

3

52.

Preferred to work things out yourself

0

1

2

3

0

1

2

3

53.

Took medications

0

1

2

3

0

1

2

3

54.

Tried to see the good side of the
situation

0

1

2

3

0

1

2

3

55.

Told yourself that this problem was
really not that Important

0

1

2

3

0

1

2

3

56.

Avoided belrig with people

0

1

2

3

0

1

2

3

57.

Tried to Improve yourself In some
way so you could handle the
situation

0

1

2

3

0

1

2

3

58.

Wished that the problem would go
aWay

0

1

2

3

0

1

2

3

59.

Depended on others to help you out

0

1

2

3

0

1

2

3

60.

Told yourself that you were just
having some bad luck
--

0

1

2

3

0

1

2

3

--

If there are any other things you did to handle the stress mentioned at the beginning, that are not on this list, please
write those coping strategies. in the spaces below. Then circle how often you have used each strategy, and how helpful
each strategy has been.
61.

1

2

3

0

1

2

3

62.

1

2

3

0

1

2

3

63.

1

2

3-

0

1

2

3
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Appendix G

Symptom Distress Scale

s...,m'() hl'>'l

~S~t.~ Sc.o.. \e~
(!Ylc..C...rk\c. ~ 'Y•""'j , l "111!.)

SCBJEX:'l' ID - - - - -

PIACE A cm::IE A!mND 'IHE <H:
'lHM' M:S'l' c::t!SEI:i INDICAnS H:N YCXJ !11\VE BEEN
FEELIN:i lATELY. 'lHE STAl'D!miS
• ARE !WOOD m::K 1 'ltl 5 I WHEPl:
NUMBER <H: INDICM'ES N:> m::lBUMS .~ 1U1Bm FIVE INDICATES 'IHE M1IXIMM
»0JNr OF ffi?BUM>. .
.
S'OODIENl'

Nm5FA (1)
1
I seldcm feel
any nausea. at

all

2

I am nauseoJS

once in a
..nile

3

·r-am often
nauseolS

5

4

I am
US!la11y

nauseous

I suffer
frail nausea

a..lJirst

cxntinually

tWlSFA (2)

1
~I

do have
nausea, it is
very mild

2
l<lhen I do have

nausea, it is

mildly
clistressin;

3
l<lhen I have
nausea, I
feel pretty

sick

5

4

l<lhen I

have nausea,
I feel

very sick

l<lhen I have

nausea,Iam
as sick as I
ccW.d possibly
J:e

FM'IGUE
2

1

I am usually
net tired
at all

1

ram
occasionally
rather tired

2

I sleep·

as ~1 as
I always
have

I have
cxx-asional.
spells of
sleepless-

ness

. 5

4

3
'lbere. are

ram
usually

frequently
periods 'lolhen
I am quite
tired

very

M:st of the
time, I feel
exhausted

tired

3

5

4

I frequently
have trolble
qet:t.ilq to
sleep ani
stayin; asleep

I have
diffiOll.ty
sleep in;
a.lJJa;t
fiNery

night

It is a.1Jirl5t
i"V'5Sible for
me to get a
decent night IS
sleep

APri!I':tl'E

1
I have
notlllal

'11rj

~te

2
l'tj ~te is
usually, blt
net always,
pretty good

3
I dal't really
enjoy TJq food
like I used to

5

4

cannat
stare the

I have to

I

force '11rjSelf
to eat '11rj
food

thcu;ht of
food

PAIN (1)

1
I all!l::st

never have
pain

2

4'

3

I frequently
have painseveral tiJies

I have

pain

cn:e in
a·...nile

I am usually

in sate
degtee of
pain

a-lleek-· --- -

5
I am in sate
degree of

pain alJia;t

a::nstantly .

PAIN (2)

1
loihen I do
· - -- have pain,

it is
very mild

1

2

3 .

loihen I do
·· ·have pain,

'lhe pain I do
have is

....
... lS'
l:

-lllil<ily
distressin;

,,
wsnay
fairlY-intense

2

· disanfort

1

_I usually
breathe

normally

'Ihe pain I
have is

'Ihe pain I
have is

usually

alJia;t

very

Ullbe.aral:lle

intense

3

I have r1f
~ l::lcwel. pattern
normal .. - - · . · occasialaH.y- l::lcwel. _. ___ ~ .causes me sate
pattem
o::n:em aid

I occasicml.ly
have trruble
breathin;

5

4

I frequently
have dj srxmfort
frail r1f pt sent
l::lcwel. pattern

.

2

5

4

I am usnall y
. in dj sc;anfort
l:lecause of 'r1f
PI : sent l::lcwel.

pattern

~present

l::lcwel. pattern
has~

drastica.lly
fran t.'hat was
oormal for. me

5

4

3
I often have

trruble
l:lreathin;

·-

I can hardly . I alJIJ:6t alwys
breathe have severe

e~er

as easily as

trc:cl:lle with

I want

'r1f

l:lreathin;

I· otten a:u;h

I etten·

I have an

I seldcm
cxu;h

arx1 occasia'lal.l.Y
have severe

ccu#l

cx:xasialal

5

4

3

2

1

ccu#l

~spells

l· otten have
istent an::l .

severe ~
.
spells

pers

. 5
3

2

1
I have lllf

n;)rmal

ability to

I o::casionally
have t:roJble
c:cn::.entntin;

cc:n::entrate

l
~~

has basically
not charged

I often.have

trolble
a:u:eut:.rating
- -----·.. --~-

2
~

appearanoe ~~
is definitely
little 'WCr5e worse tllan it

can't -

to

.

5

4

~~

~

used to l:ie 1
1:ut I am net

a;peararx:e
is definitely
worse than it
used to l:ie I
arx1 I am

c:erned al:x:ut

o:n::emed
aboJt it

greatly a:n-

seBII

o:n::entrate
_.. _ least scme
at all
diffiollty
c:crx:enaatln;

3

has gotten a

I just

·I us!l!lly
haVe at

has dlanged

drastically .
trc:m ..nat. it .

-was --

it

l

I am l'¥)t
fearlul.

or worried

2
I am a little
worried about
thin;s

3
I am quite

worried, l:ut
unafraid

4
I am worried
ani a little
frightened
aboJt thin3s

5
I am worried
and scared

aJxut thin;s
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Appendix H

Karnofsky Performance Status Scale

Iarnofstv Performance Status Scale
Condjtion

Percentue

Able ID carry on normal
activity and ID work. No
special care is needed.

100

Normal: no complaints: no evidence of
disease.

90

Able ID carry on normal activity: minor·
signs or symptoms of disease.
Normal activity with effort: some signs
·or symptoms or disease.
Cares Cor self; unable ID carry on
normal activity or ID do active work.

80
Unable ID work. Able ID live
at home, care for most
personal needs. A varying
degree of assistance is
needed.

70

60
50
Unable ID care for self.
Requires equivalent of
institutional or hospital care.
Disease may be progresine
rapiclly.

40

30

20
10
0

Comments

Requires occasional assistance but is .
able to care Cor most needs.
Requites considerable assista" ce and
frequent medical care.
Disabled; requires special· care and
assistance.

Severely clisibled: hospitalization is
!Jldir:ated. although death is not
tmmmea.t
Hospitalization is necessary: very sict,
active supportive treatment necessaty
Moribund: fatal processes proeressine
rapicily
Dead
:

Source: Karnofsky, D.A., and BurchenaJ, j.H. 1949. 'The clinical evaluation
of chemotherapeutic agents in cancer." In Evaluation of chemotherapeutic
agents, ~acleod, C.M., ed. New York: Columbia University Press.
Patient's Performance Status-----'
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Appendix I

Instrumentation Approval Letters

NortheMiif~a1 anlviia1& a
DeKalb, Illinois 60115-2894 ·

School of Nursing
1240 Normal Road
(815) 753-1231

Dear Susan,
I was excited to learn of your interest in the area of
hope and the possible use of the Herth Hope Scale.

Your proposed

study sounds very interesting and would add to our knowledge base
on hope.

I have enclosed materials on the Herth Hope Scale,

a copy of the scale, and the scoring instructions.

If after

reviewing my materials the Herth Hope Scale is appropriate for
your research study you have my permission to use it.

I only

ask that you share the report on your completed study and any
findings related to my instrument with me.
I wish you well in your proposed study.

If I can be of

any further assistance please don't hesitate to contact me.

Sincerely,

Assistant Professor
Graduate Program

pERMISSION FOR USE OF JCS

PERMISSION IS HEREBY GRANTED TO

Susan M. Schlesselman. RN. BSN. OCN

TO USE THE JALOWIEC COPING SCALE IN A RESEARCH STUDY

ANNE JALOWIEC, RN, PHD
LOYOLA UNIVERSITY OF CHICAGO

UNIVERSITY of PENNSY_L VANIA
School of Nursing
Nursing Education Building,
Philadelphia. PA 191()4.6096
215-898-8281

October 4, 1990

Dear Sue:
I apologize for the delay in getting this information to you about
the "Symptom of Distress Scale". We had dictated a memo to you in
August but, unfortunately with the change in secretarial staff, th~
memo was not mailed,. You have my permission to use the scale for
ycur study.
I have enclosed a copy of the recent scale and an article
describing its description. I hope this information is helpful to
you.
Good luck to you in your project.
I would appreciate a
summary of your study results when it is completed.
Sincerely,

Professor
Enclosure
RMcC:jb

