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ABSTRACT

ENVIRONMENTAL AND INDIVIDUAL RESOURCES, PERCEPTION OF THE
EVENT, COGNITIVE PROCESSING AND COPING AS FACTORS LEADING TO
POSTTRAUMATIC GROWTH AMONG THE SURVIVOR OF MYOCARDIAL
INFARCTION PATIENTS AND THEIR SPOUSES

Senol-Durak, Emre
Ph. D., Department of Psychology
Supervisor  : Assoc. Prof. H. Belgin Ayvasik

Co-Supervisor: Assoc. Prof. Tiilin Genc¢oz

June 2007, 210 pages

Posttraumatic Growth (PTG), known as “antithesis” of Post Traumatic Stress
Disorder (PTSD) (Tedeschi, Park, & Calhoun, 1998, p.3), has been highlighted in the
literature as a positive outcome of the trauma. In the literature, environmental resources
(e.g., social and familial support), individual resources (e.g., personality traits, socio-
demographic variables), perception of the event (e.g., type of trauma, duration of
trauma), cognitive processing (e.g. impact of event, religious participation), and coping
(e.g. problem focused coping, emotion focused coping) were found as possible factors
on the development of PTG. In the present study, a model to predict PTG in the patients

suffering from myocardial infarction (MI; heart attack) and their spouses was tested on

iv



the basis of environmental and personal resources, the perception of the event and
cognitive processing as latent variables. The model, developed by Schaefer and Moos
(1998), was empirically analyzed for the first time with patients suffered from
myocardial infarction and their spouses by structural equation model (SEM) using
AMOS program. MI patients getting the treatment in various hospitals in the city of
Bolu (N=151) and their spouses (N=137) completed the measures in 1.5-2 hours
sessions. The analysis of the model with the MI patients’ data revealed that both
environmental resources and individual resources demonstrated indirect effects on PTG
via the effect of the perception of the event, cognitive processing and coping. On the
other hand, the analysis of the model for the spouses revealed that individual resources
demonstrated indirect effects on PTG through the effect of the perception of the event,
cognitive processing and coping while environmental resources did not show significant
indirect effects on PTG,. The findings were discussed in the context of recent theoretical
models of PTG, shortcomings of the current study, clinical implications, and suggestions

for future research.

Key Words: Posttraumatic growth, environmental factors, individual factors, cognitive

processing, myocardial infarction patients and spouses of patients



0z

MIYOKARD ENFAKTUS HASTALARI VE ESLERINDE TRAVMA
SONRASI GELISIMIN BELIRLEYICILERI OLARAK CEVRESEL VE BIREYSEL
KAYNAKLAR, OLAYI ALGILAMA, BILISSEL iISLEMLEME VE BAS ETME

Senol-Durak, Emre
Doktora, Psikoloji Boliimii
Tez YOneticisi : Do¢.Dr. H. Belgin Ayvasik
Ortak Tez Yoneticisi: Dog.Dr. Tiilin Geng6z

Haziran 2007, 210 sayfa

Travma Sonrasi Stres Bozuklugunun (PTSD) bir “antitezi” olarak bilinen
(Tedeschi, Park, & Calhoun, 1998, p.3) Travma Sonras1 Gelisim (TSG) literatiirde
travmanin pozitif bir sonucu olarak ele alinmaktadir. Literatiirde, ¢cevresel kaynaklar
(6rn., sosyal ve ailesel destek), bireysel kaynaklar (6rn., kisisel 6zellikler, sosyo-
demografik degiskenler), olay1 algilama (6rn., travmanin tiirii, travmanin yaganma
siiresi), bilissel islemleme (6rn., olay etkisi, dine katilim) ve bas etme (6rn., problem
odakl1 bag etme, duygu odakli bas etme) TSG gelisiminde olas1 onemli faktorler olarak
yer almaktadir. Bu arastirmada, miyokard enfarktiisii (MI; kalp krizi) geciren hastalarda
ve eslerinde cevresel ve kisisel kaynaklarin, olay1 algilamanin, biligsel islemlemenin ve

bas etmenin gizil degisken olarak TSG’yi yordayip yordamadig: bir model ¢ercevesinde
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test edilmistir. Schaefer ve Moos (1998) tarafindan gelistirilen bu model AMOS
programu kullanarak yapisal esitlik modeli ile kalp krizi hastalarinda ve eslerinde ilk kez
gorgiil olarak analiz edilmistir. Bolu ilindeki ¢esitli hastanelerde tedavi goren MI
hastalar1 (N=151) ve esleri (N=137) 1.5-2 saat siiren bir oturumda olcekleri
doldurmuslardir. MI hastalarindan elde edilen veriler icin model test edildiginde, hem
cevresel hem de bireysel kaynaklarin, olay1 algilama, bilissel islemleme ve bas etme
yoluyla TSG {iizerinde dolayl etkisi oldugunu ortaya koymustur. Diger taraftan, model
esler i¢in test edildiginde, ¢evresel kaynaklarin TSG iizerinde dolayl etkisi olmadigi
goriiliirken, bireysel kaynaklarin olayin 6zellikleri, biligsel islemleme ve bas etme
yoluyla TSG {iizerinde dolayl etkisi oldugu ortaya konmustur. TSG ile ilgili yakin
zamanda ortaya atilan modeller, arastirmanin ¢iktilar1 ve ilerideki aragtirmalara 6neriler

cercevesinde sonuglar tartisilmistir.

Anahtar Kelimeler: Travma sonrasi gelisim, ¢evresel faktorler, bireysel faktorler, biligsel

islemleme, miyokard enfarktiislii hastalar ve hasta esleri
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CHAPTER 1

INTRODUCTION

The role of traumatic events such as military combat, natural disaster, terrorist
incident, serious accident, acute or chronic illness, imprisonment, and violent personal
assault on the individual’s psychological well being have been investigated in a number
of studies. In these studies (e.g., Laufer & Solomon, 2006; Navia & Ossa 2003; Salo,
Punamaki, & Qouta, 2004; Schnurr, Hayes, Lunney, McFall, & Uddo, 2006; Ursano et
al., 1999), Post Traumatic Stress Disorder (PTSD) defined as symptom triad of re-
experiencing, numbing/avoidance and hyperarousal (APA, 1980) have been mostly
examined. Depression is also frequently cited disorder after experiencing the traumatic
events (Antoni et al., 2001; Courtois, 2004; Feiring, Taska, & Lewis, 2002; Joseph &
Linley, 2005; Kendler, Karkowski, & Prescott, 1999; McDermott, 2004). It has been
considered that experiences of the individuals are more likely to be negative subsequent
to the traumatic incidents. Therefore, a majority of the studies have examined the
negative impact of traumatic events on the individuals (Wortman, 2004). Conversely,
the traumatic events may be precursors to positive, negative, and characteristically the

mixture of negative and positive experiences (Calhoun & Tedeschi, 2004; Jang, 2004)



that may be seen in metaphors used in many cultures. For instance, the Chinese symbol
of ‘crises’ combine the characters for danger and opportunity together (Cadell, Regehr,
& Hemsworth, 2003). Without ignoring the potential serious effects, traumatic
experience may primarily activate the positive outcomes for the individuals (Moran &
Shakespeare-Finch, 2003; Park, Cohen, & Murch, 1996) due to cognitive emotional
processing (Cordova, Cunningham, Carlson, & Andrykowski, 2001), protecting value to
threat to life (Davis & McKearney, 2003), threat to loss (Cordova et al., 2001), and
threat to safety. This kind of experience may motivate individuals to reorder their views
of themselves, others, and their world. Individuals may initiate to evaluate benefits
subsequent to the traumatic experience. Besides the individual gains, traumatic
experiences may enhance the properties of cultural systems (Jang, 2006) as well.

Lately, adverse reactions to the trauma have been emphasized by various studies
(e.g. Fortune, Richards, Griffiths, & Main, 2005; Paton, Voilanti, & Smith, 2003) such
as positive psychosocial transformations in the aftermath of crises. Sooner than the
negative impact of major life events, adverse reactions to trauma have been verified
(Almedom, 2004; Britt, Adler, & Bartone, 2001; Calhoun & Tedeschi, 1998b; Carver,
1998; Moran & Shakespeare-Finch, 2003; Rabe, Zollner, Maercker, & Karl, 2006).
Carver (1998) accepts that change in the current situation subsequent to the trauma
generate positive transformation. Recently, various studies have tried to explain how this
positive transformation can occur among the individuals. One satisfactory explanation
was given by Calhoun and Tedeschi (1998a) who said that “[t]he trauma leads to

questioning and reevaluation of many important assumptions previously held” (p.360).



Traumatic experiences may shake the assumptive world of the individuals that lead to
various changes in life; trauma can provide opportunity for gain (Carver, 1998), positive
human functioning (Linley & Joseph, 2004), positive psychological changes (Park &
Helgeson, 2006; Rabe, Zollner, Maercker, & Karl, 2006; Woodward & Joseph, 2003),
and even positive physical health outcomes (e.g., improvement in immune reactivity)
(Epel, McEven, Iscovics, 1998; Lechner & Antoni, 2004; Milam, 2006; Park &
Helgeson, 2006). Tebes, Iris, Vasquez, and Perkins (2004) offered three types of positive
transformations namely discovery about oneself, others, and life in general.

Shifting perspective to the growth subsequent to the traumatic event should be
essential particularly for clinicians working with trauma experienced individuals
(Calhoun &Tedeschi 1998b; Cryder, Kilmer, Tedeschi, & Calhoun, 2006). Also,
facilitating growth is crucial for mental health professionals dealing with traumatic
problems (Cadell et al., 2003; Calhoun & Tedeschi, 2001) and taking on the more
positive psychological perspective (Joseph, 2004). Recently, there has been a shift from
illness or deficit oriented assessment to strength based assessment and healthy
adjustment approaches to the traumatic experiences. Nowadays, there has been also a
tendency to presume “everything goes well” rather than presume “everything goes bad”
(Tedeschi & Kilmer, 2005).

One of the frequently examined adverse reactions to the trauma is posttraumatic
growth (PTG). In the following text, the theoretical review of PTG is going to be
expressed by defining the term of PTG and other related terms, conditions for the
development of PTG and controversial issues in PTG, domains and the assessment tool

of PTG, models of life change and PTG, life crises and personal growth model, factors



affecting the PTG, PTG samples suffering a variety of life crises, PTG reactions due to

heart disease, and PTG studies with Turkish samples.

1.1 PTG and Related Terms

Resiliency, adjustment and PTG are some concepts examined beneath the
adverse reactions to trauma. However, PTG is the mostly investigated phenomenon
among other concepts. Tedeschi and Calhoun (2003) declared that the rate of the
development of PTG is more than 30% in the various kinds of trauma survivors.
Moreover, PTG is seen as “antithesis” of PTSD (Tedeschi, Park, & Calhoun, 1998, p.3)
and the end product of struggling with painful stressors (Tedeschi & Calhoun, 1995).
According to Joseph (2004), while the PTSD scores of the individuals’ decrease, PTG
scores increase.

PTG denotes occurrence of positive changes subsequent to trauma or major life
crises (Calhoun, Cann, Tedeschi, & McMillan, 2000; Tedeschi & Calhoun, 2004;
Tedeschi & Kilmer, 2005), particularly observed in the individual’s views of self,
relationship with others, and philosophy of life (Calhoun & Tedeschi 1998b; Calhoun &
Tedeschi, 2001; Tedeschi, 1999). It does not symbolize returning to the baseline
(Wortman, 2004); it is a kind of revision (Bellizzi & Blank, 2006), improvement
(Tedeschi & Calhoun, 2004) and a movement beyond the pre-trauma levels of
adaptation (Cryder et al., 2006; Joseph, 2004; Sheikh, 2004). It can be seen as a
worldwide “gift” following the event (Calhoun & Tedeschi, 1998b, p. 236) since the
individuals disclose positive changes in some life circumstances that have been never

experienced.



PTG as a term have been derived from existentialism and humanism.
Existentialism focused on the purpose, goals, and values of the individuals (Yalom,
1999; Wheeler, 2001). Existential challenges such as whether life has any meaning may
be experienced after people suffer from a traumatic event (Milam, 2004). Search for
meaning can be described as reinvestment of life (Wheeler, 2001), particularly related
with how the individuals decide on spending the rest of their lives (Tedeschi, 1999).
Linley (2003) explained traumatic process by Hegelian terminology. He stated that “a
basic Hegelian conceptualization of positive adaptation to trauma could be proposed as
life (thesis) shattered by trauma (antithesis), and regenerated through, and towards
wisdom (synthesis)” (p.603). Milam (2004) accepted traumatic events as a catalyst.
Traumatic events may shake the assumptive world of the individuals, and result in
positive psychological outcome (Yalom & Lieberman, 1991). Chen (1997) mention that
“as death reminds us of the transitory nature of life, grief provides us with a good
opportunity for personal, and spiritual growth” (p.79). Tedeschi (1999) argues that PTG
changes the self perception of the individual as a ‘victim’ of trauma to as a ‘survivor’ of
the trauma (p.322).

Perhaps the major source of concern and discrepancy within the field involves
the use of term ‘growth’. PTG has been variously referred as positive psychological
challenges (Yalom & Lieberman, 1991), positive changes (Woodward & Joseph, 2003),
positive adaptation (Linley, 2003), adjustment (Navia & Ossa 2003; Park, 1998), benefit
finding (Carver & Antoni, 2004; Pakenham, 2005; Tomich & Helgeson, 2004),
resilience (Newman, 2005), thriving (Carver, 1998; Cohen, Cimbolic, Armeli &

Hettler,1998a; Epel et al., 1998), adversarial growth (Fortune et al., 2005; Joseph &



Linley, 2005; Linley & Joseph, 2004; McDermott, 2004), perceived benefits (Mc
Millen, Smith, & Fisher, 1997), constructing benefits, stress related growth (Park et al.,
1996), and positive illusions (Tedeschi, Park, & Calhoun, 1998). Tedeschi et al. (1998)
favor using the term “posttraumatic growth” since other descriptions do not comprehend
the meaning of posttraumatic growth that includes the development of individuals’ pre-
trauma level of adaptation in the aftermath of the trauma. According to them, “stress
related growth” does not obviously label the highly stressful events. “Perceived
benefits” or “positive illusions” imply that benefits may not be real or valid since PTG
leads to transformative life changes, not the perceptual changes (Tedeschi & Calhoun
1996).

Besides, PTG is distinctly different from resiliency, and adjustment terms. The
term “resilience” refers to regaining prior level of functioning (Bonanno, 2004; Jang,
2006; Linley, 2003; Paton et al., 2003) or “bouncing back” of the individual’s current
functioning (Paton et al., 2003, p. 4). It means returning to the homeostatic condition
(Carver, 1998), and a kind of adaptive coping (Hofmann, 2006). Conversely, growth
experienced individuals develop higher level of functioning as compared with the
previous level of adaptation (Janoff-Bulman, 2004; Joseph, 2004; Paton et al., 2003).
Linley and Joseph (2004) pointed out that PTG is developed in the process of resilience.
Consequently, PTG may be accepted as a next level of resilience.

Most commonly used, and roughly a synonym term of PTG is “thriving”
(Calhoun & Tedeschi, 1998a). Thriving is accepted as a kind of growth in skills,
relationships, and confidence (Carver, 1998); but this term has varied from one study to

another. There have been controversial viewpoints in order to use the term PTG, and



thriving interchangeably. Since “thriving” is criticized as being applied to healthy living
circumstances (Tedeschi et al., 1998), and not requiring significant threat to fundamental
schemas (Calhoun & Tedeschi, 1998a; Tedeschi & Calhoun, 2004), using the term of

“PTG” may be preferred in various studies as is used in this study.

1.2 Conditions for the Development of Posttraumatic Growth

According to Carver (1998), all negative life events do not lead to growth. On
the other hand, his criticism has been disproved by many studies describing the
necessary conditions for PTG. Trauma should be severe enough to create threat to the
individuals, and low level of stress does not lead to PTG (Tedeschi & Kilmer, 2005).
Conversely, Aldwin and Levenson (2004) highlighted that relatively small stressors may
also create change gradually. Additionally, the high level of stress may not necessarily
lead to PTG; individuals rather may gone through “shutting down” (Lechner & Antoni,
2004, p.39) which is a kind of negative experience. Consequently, studies in the
literature try to clarify conditions for the development of the PTG.

Along lines with these debates, traumatic experiences, and stressful life events
may be used interchangeably in the literature. They can activate coping mechanism of
the individual, utilize social support, and shape the schemas of the individual (McVeigh,
2005) due to having expectation of harm, threat or challenge (Hofmann, 2006). Ordinary
events, occurring rapidly, and comprehensively (Aldwin &Levenson 2004) do not
promote growth (Hofmann, 2006). Shakespeare-Finch, Smith, Gow, Embelton, & Baird,

(2003) mention that “events must be upsetting enough to challenge individual’s goals”

(p. 59).



Tedeschi and Calhoun (2004) used a much broader, and less restrictive concept
than APA such as “highly stressful events”, “traumas” or “crises” (p.1). In accordance
with them, threatening aspects of the traumas to the basic schemas of the individuals’ are
essential in order to develop PTG. In other words, if the traumatic event can severely
shake, and threaten the basic schemas of the individual, PTG is more likely to occur. On
the other hand, Wortman (2004) conceptualized that when individuals’ assumptions
have been shattered by the event, growth is less likely to occur. According to her, the
main theme that provides growth is the threat to life rather than ‘“shattering assumptive
world”.

The role of the duration of distress is also investigated in the development of
PTG. Studies showed that PTG occurs if distress continues for a long time. For instance,
continuous distress was found as the best predictor of posttraumatic growth in a study
conducted with breast cancer survivors (Francis, 2004). Besides, distress and PTG were
positively correlated among both HIV/AIDS caregivers (Cadell et al., 2003), and
holocaust child survivors (Lev-Wiesel & Amir, 2003). On the other hand, one of the
critical debates in the literature is that whether PTG is independent from the
psychological distress. Some inconsistencies exist in the literature regarding this issue
(Weinrib, Rothrock, Johnsen, & Lutgendorf, 2006). Studies conducted with bone
marrow transplantation patients demonstrated that patients experiencing greater distress
previous to transplantation were not experiencing greater growth after the
transplantation (Widows, Jacobsen, Booth-Jones, & Fields 2005). In contrast to this
finding, Frazier, Conlon, and Glaser (2001) conducted a longitudinal study with sexual

assault survivors, and showed that while the positive changes increased, negative



changes decreased over the time. General tendency is that PTG is not necessarily related
with the decrement in the level of distress or high happiness or increment in the well
being. All of these experiences may arise at the same time in the aftermath of traumatic
life events (Calhoun & Tedeschi, 1998b; Laufer & Solomon, 2006; Linley & Joseph,
2002; Tedeschi & Kilmer, 2005). It has been suggested to accept the paradoxical nature
of PTG, since PTG occurs as a result of great distress, and is often maintained through
continuous distress (Tedeschi & Kilmer, 2005). Actually, it has been highlighted that
increment of pain, and distress should be necessary for this kind of growth (Calhoun &
Tedeschi, 1998b).

The effect of continuous distress on PTG has been explained by the power of
changing assumptive world of the individuals’, and triggering the cognitive processing.
Firstly, continuous distress shakes the assumptive world of the individual (Calhoun &
Tedeschi, 1998b) which is necessary to develop PTG. Secondly, it leads to cognitive
processing which affects the development of PTG (Tedeschi & Kilmer, 2005). The
relationship among continuous distress, cognitive processing, and PTG are highlighted

behind the rationale of this issue.

1.2.1 Controversial Issues in PTG

Despite the investigated conditions for the development of the PTG in a number
of studies, there are also some issues raised as controversial in the PTG literature. The
time course, the time frame, and the dimensionality of PTG, PTG in children, and
adolescents, using control groups in PTG studies, PTG as a group or organizational

variable, limitation in the assessment of PTG, and not empirically testing the theory



driven hypotheses are some examples of these issues.

The time course of PTG is not known very well (Calhoun et al., 2000; Linley &
Joseph, 2002). While PTG is accepted as a process, and outcome in a number of studies
(Fortune et al., 2005; Maercker & Zoellner, 2004; Tedeschi et al., 1998), this is not
accepted as true in the other ones. Whether it happens as a continuous process or as an
immediate reaction is not exactly known, and studies try to clarify, and differentiate this
debate. In this controversy, general tendency is that individuals experiencing the
traumatic events portray PTG as an outcome rather than a coping mechanism (Calhoun
& Tedeschi, 1998b; Park & Helgeson, 2006; Tedeschi & Calhoun 2003; Tedeschi &
Kilmer, 2005) or process (Cryder et al., 2006; Linley & Joseph, 2005) since PTG occurs
gradually (Joseph, 2004).

The time frame of the PTG has been also discussed in the related literature.
Linley and Joseph (2004) suggested that PTG develops over time, with most occurring
within two weeks, and two months period, and reported levels remaining stable through
6, 12, and 36 month periods. When looking at the existence of PTG over weeks to
months, several findings emerge. Frazier and colleagues (2001) demonstrated that sexual
assault survivors reported positive changes even after the two weeks of trauma. They
found that a greater change occurred between 2 weeks to 2 months. Moreover, according
to Weiss (2004), the peak levels of PTG are reached within the first year from diagnosis
of disorder. Park and Helgeson (2006) highlighted that reported growth is more likely
related to positive outcomes after two years passed from trauma. Mostly suggested, and
commonly used time frame of PTG is a year after the traumatic event (Cohen et al.,

1998a; Cohen et al., 1998b).
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Generally, the inconsistency in the time frame of the development of PTG may
be depending on the effect of rumination, and restructuring the event which build up in
the weeks, months, and even years after the event (Calhoun & Tedeschi, 1998b;
Schaefer & Moos 1998). Clarifying the time frame can also provide clearer
understanding of the recovery process after different traumatic experiences. For
instance, Mc Millen and colleagues (1997) indicated that perceived benefits in 4 to 6
weeks significantly predicted the posttraumatic stress 3 years after the disaster. It can be
suggested that primary reactions after the trauma can shape the further reactions of
individuals. Further longitudinal studies are suggested in order to elucidate recovery
process after a traumatic event (Cohen et al., 1998b; Calhoun et al., 2000; Calhoun &
Tedeschi, 1998a; Frazier et al., 2001; Weiss, 2004a) since it becomes easier to see some
differences in the reports of growth over time (Calhoun & Tedeschi, 2004; Frazier et al.,
2001). For instance, some changes of PTG (e.g., social support increment) are seen
immediately after the traumatic event, while others (e.g., spiritual change) are seen after
months or years (Cohen et al., 1998b).

As for the dimensionality, Calhoun and Tedeschi (1998a) believe that PTG is
multidimensional. If it was a unidimensional concept, positive change in one domain
would lead to positive change in another domain (Cohen et al., 1998a). If it is
multidimensional, growth in one domain can be significantly different from growth in
other domains (Calhoun & Tedeschi, 1998a).

PTG in children and adolescents has been also discussed in the literature. PTG is
mostly studied with adult samples, but studies with children (Salter & Stallard, 2004),

and adolescents (Milam, Ritt-Olson, & Unger, 2004; Tedeschi & Kilmer, 2005) are
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conducted as well. The major problem of doing research on children, and adolescents is
the difficulty in making a distinction between maturational growth, and posttraumatic
growth (Cohen et al., 1998b). Children are too young to understand the traumatic
experiences (Clements, Asaro, Henry, & McDonald, 2005). Specifically, child victims
of sexual abuse are less likely to develop PTG because they are psychologically, and
physically immature (Courtois, 2004). Contrary to some theoretician’s opinion
(Ickovics, Meade, Kershaw, Milan, Lewis, & Ethier, 2006), Tedeschi and Calhoun
(2003, 2004) emphasized that PTG may not be experienced for the children. According
to them, the term of PTG may be the case for adolescent, and adult individuals who can
change an established set of schema when facing a trauma. For instance, adolescents
report significant growth after stressful life events (Ickovics et al, 2006; Laufer &
Solomon, 2006).

The use of control groups is another unresolved issue in PTG studies. Tedeschi
and Calhoun (1996) used university students who did not experience traumatic events as
control groups, and compared the scores of these students with university students who
did experience traumatic events. They found that university students’ experienced
traumatic events had higher scores than the control groups. In the same way, Cordova
and his colleagues (2001) found that breast cancer survivors had significantly higher
scores on the Post Traumatic Growth Inventory (PTGI) than the scores of healthy
controls. These results demonstrate the need of to use control groups in PTG studies.
Cohen and colleagues (1998a) recommend comparing the scores of victims of crises
with the control group participants. Furthermore, they advocate the necessity of using

pre-event, and post-event measures of personality, coping, and adjustment. However,
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finding pre-event measures is difficult because it is not possible to identify the potential
victims before the occurrence of crises.

PTG is seen as group or organizational variable in various studies. PTG may
occur in a group, a family, a classroom, a college, an institution, or larger social groups
(Bloom, 1998). Cohen et al. (1998b) suggested that the death of a child may lead to
profound changes in family members, and the child’s classroom. Interventions should be
directed to all individuals affected by the traumatic experience. For instance, couple
therapy after the death of a child may improve the quality of family life (Schnurr et al.,
2006). However, these assumptions have not been empirically verified in the literature
yet.

Limitations in the assessment of PTG with self report data have been also
highlighted. In accordance with Davis and Mc Kearney (2003), positive aspects of life
were seen to protect against the danger of not living. They mention, PTG as an
“illusory” concept that individuals react in order to protect themselves, and to enhance
their egos (p. 477). Likewise, Smith and Cook (2004) emphasized that individuals have
a tendency to recall positive events after traumatic experiences. Additionally, Park and
Helgeson (2006) pointed out that those individuals report positive parts of the event are
more likely to relieve from the negative effects of the trauma. According to them, this
may be interpreted as a cognitive bias since individuals may overestimate their gains
after the traumatic experience when they report their PTG. Maercker and Zoellner
(2004) refer to this concept as “PTGI mirrors self-enhancement bias” (p.46).

Why the trauma survivors need the self enhancement bias is questioned in the

literature. Nolen-Hoeksema, and Davis (2004) enlighten the motive behind this bias as
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an individual’s need of self protection. Besides, Park (2004) and Frazier and Kaler
(2006) explained this situation as an individual’s need of alleviating stress. These
reactions may be accepted as defensive illusions (Wortman, 2004).

There have been efforts to differentiate really experienced PTG from the
perceptual ones. The ways of decreasing the bias in order to proof the existence of PTG
have been examined in various studies. At first, the reports of growth may be accepted
as perceptual in the absence of cognitive processing (Park & Helgeson, 2006). In other
words, when the cognitive processing is absent in one individual, reports of PTG may
not be really lived by the individual. Besides, consistency between PTG scores and other
behavioral measures related to changes in life conditions (e.g., making diet, and sport
activities, quitting alcohol, and cigarette use), spouses’ perception of PTG, and asking
open ended questions related to positive or negative consequences of the event in the
individuals’ life may demonstrate whether PTG is really experienced. In one study,
PTG, and substance use behavior negatively related among a group of adolescent
(Milam et al., 2004). Substance use may reflect the incidence of negative changes. In
Milam’s study (2006), there was no significant relationship between the PTG scores, and
the healthy behaviors of the HIV patient. Therefore, the PTG scores may be accepted as
perceptual. Besides, consistency between the self report ratings of patients, and patients’
spouse’s or relatives may validate the development of PTG in the patients (Cordova et
al., 2001). For instance, Weiss (2002) demonstrated positive correlation between the
scores of marital partners with reference to wives’ (diagnosed as breast cancer) stress-
related growth (r =.51). Among the significant others, there had been greater agreement

between couples’ assessment of stress-related growth when compared the assessment of
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their friends or relatives (Park et al., 1996). Besides, asking open ended questions related
to the negative and positive consequences of the event may provide important findings
whether growth is experienced by the individuals. However, there are some
disadvantages of using open ended questions that do not give the complete picture of
growth (Park & Helgeson, 2006), and underestimate the perceived growth (Nolen-
Hoeksema & Davis, 2004).

Lastly, one of the criticism in PTG studies is that positive changes following
traumatic experiences have not been tested by theory driven hypothesis (Widows et al.,
2005) even testable theories may offer the systematic frame work in order to understand
the positive transformations (Mc Millen, 2004). Christopher (2004) suggested looking at
the broader theory driven perspective in order to understand traumatic stress response
comprehensively. Although different models of PTG suggested in the literature, only
few of them have been empirically tested.

In future studies how PTG have varied according to the time course, time frame,
and dimensionality is a noteworthy question. How the reactions of the family members
to traumatic event in terms of PTG differ should be examined. Besides understanding
PTG with both self report data and with the other measures (e.g., behavioral indices,
open ended questions, and spouses’ evaluations) should be examined by theoretically

driven hypothesis.

1.3 Domains of PTG, and Assessment Tools Measuring PTG Domains

In the literature, there is a debate related to the domains of PTG. Studies utilize
that PTG has either unidimensional or multidimensional construct (Park, 2004; Smith &

Cook, 2004). PTG domains are mostly defined by Tedeschi and Calhoun. At first, they
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determined three domains including views of the self (learning about one's
vulnerabilities, the value of preparation, and new problem solving skills, and developing
an enhanced sense of self-efficacy or self-reliance), relationships (a deepening
appreciation of relationships, increasing self-disclosure, and emotional expressiveness,
and being more willing to accept help from others), and philosophy of life (an increased
appreciation of life, and stronger spiritual beliefs) in most of their studies (i.e. Calhoun
& Tedeschi, 1998b; Tedeschi et al., 1998). Recently, Calhoun and Tedeschi (2004)
describe PTG into five domains: (1) seeing new possibilities, (2) changed relationships,
(3) paradoxical view of being stronger scarcely more vulnerable, a greater appreciation
of life, and (5) changes in the individual’s spiritual, and existential domain.

Development of the domains of PTG may vary from individual to individual, and
from time to time after the traumatic event. For instance, Polatinsky and Esprey (2000)
mentioned that when the time length increases after the loss of the loved one,
individuals’ appreciation of life increases, and an individual finds new possibilities in
their lives. Similarly, Frazier et al. (2001) demonstrated that while the increment in
empathy may be seen immediately after the sexual assault, survivors may recognize
strengths, and purpose in life later on.

Since the conceptualization of PTG varies across studies, it is difficult to assess
PTG only by self-report measures (Cohen et al. (1998b). This difficulty is particularly
observed in the external aspects of PTG (Calhoun & Tedeschi, 1998b) which means
transferring the positive changes behaviorally to one’s life. However, some individuals
may show the signs of growth in the relationship immediately after the event while not

demonstrating any signs of spirituality.
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Scales developed in order to measure PTG consist of different parts of PTG such
as positive change in the environment, and interpersonal skills (Schaefer & Moos, 1998).
Consequently, reported PTG of the individuals may differ depending on the
measurement scale (Park, 2004). PTGI, Stress Related Growth Scale (SRGS), Changes
in Outlook Questionnaire, The Revised Stress Related Growth Scale, The Thriving
Scale, Illness Cognition Questionnaire, and Perceived Benefit Scale are some examples
of these scales developed in order to assess PTG.

PTGI, and SRGS are mostly used scales in the PTG literature, and they consist of
similar items. The main advantage of PTGI is that it allows assessing the independent,
and specific domains of growth (Cohen et al., 1998a). This scale has satisfactory
reliability, and internal validity (Maercker & Zoellner, 2004). However, the factor
structure of the PTGI might change depending on the type of trauma, the characteristics
of the trauma victims (e.g., age, gender), and the time frame of the event (Cohen et al.
1998a; Tedeschi, 1999). For example, mildly stressful event, and homogenous types of

events may lead to the lack of factor structure.

1.4 Models of Life Change, and PTG

In the literature, models of PTG that conceptualize the role of various factors and
variables in the development of can be classified into three groups: (1) models describe
intentional change, (2) models describe unintentional change, and (3) an integrated

model (O’Leary, Alday, & Ickovics, 1998).

Models describing intentional change mainly focus on the events including a

gradual process such as divorce. The three models under this category have been
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highlighted by O’Leary et al. (1998): Nerken’s, Mahoney’s, and Hager’s model. Firstly,
Nerken’s model examines the role of core self, and reflective self in PTG. According to
them, PTG occurs if damaged self is repaired by the adaptive changes in the core self
(ideas, talents, and purposes), and reflective self (meaning making, perception, self
definition, and attitude). Secondly, Mahoney’s model mentions the role of status quo,
disequilibrium, and new synthesis. Traumatic events change the status quo, and produce
disequilibrium in the individuals. If change does not exist, individuals return to status
quo condition again. However, if individuals try to restructure the events, new synthesis
may occur. Thirdly, Hager explains traumatic process with chaos, and growth concepts.
In this model, chaos is a synonym of disequilibrium, growth is a synonym of concept of
synthesis. Growth reveals a new reality for individuals such as finding different

alternatives, and new perspectives in life.

Models describing unintentional change involve quick responding (O’Leary et
al., 1998). These models are more appropriate for the sudden traumatic experiences that
can not be controlled by individuals such as acute illnesses, terrorist incidents, serious
accidents, and natural disasters. Five models describing unintentional change have been
highlighted by O’Leary et al. (1998): Miller and C’de Baca, O’Leary and Iscovics,
Aldwin, Tedeschi and Calhoun and Schaefer and Moos models. These five different
models share and overlap in terms of explaining the factors of PTG. For instance, Miller
and C’de Baca, O’Leary and Iscovics and Aldwin prefer to compare previous level of
post traumatic functioning of the individuals to the trauma. While Miller and C’de Baca
describe PTG as a higher level of functioning, O’Leary and Iscovics name this as a

thriving. Besides, Aldwin name PTG as a positive transformational coping. Apart from
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these theories, a few of them question the factors influencing PTG. For instance,
Tedeschi and Calhoun emphasized the role of personality characteristics that generate
growth potentials among individuals. Besides, Schaefer and Moos questioned the role of
environmental, individual, and event related factors on cognitive processing, and growth
reactions. Their model is going to be explained in detail later on.

An integrated model, suitable for both intentional, and unintentional changes, is
suggested by Calhoun and Tedeschi (1998b). According to their model, person has some
experiences before the trauma. These experiences may influence the initial reactions of
the individuals (e.g., coping strategies with emotional distress) after any traumatic
experiences. This period is followed by the automatic rumination that distinguish using
coping strategies (e.g., individuals accept to avoid unreachable goals), and deliberate
rumination. Additionally, social support affects the automatic, and deliberate rumination,

and coping processes in the growth process.

1.4.1 Life Crises, and PTG: One of Unintentional Change Model

Schaefer and Moos suggested a conceptual framework namely “life crises, and
personal growth model” to explain PTG as an unintentional change model. According to
their model, individual (e.g., cognitive ability, health status, motivation, self-efficacy,
hardiness, temperament, self-reliance, self-control, and prior experience), and
environmental resources (e.g., finances, life transitions, better quality in relationship,
family, and social support) foreshadow the event related factors during the life crises or
the transition period (e.g., leaving home, marriage, divorce etc.) (O’Leary et al., 1998).

In turn, this period can shape cognitive appraisal, and coping responses of the
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individuals. As a result of cognitive appraisal, and coping style, positive outcomes of
crises may exist during the transition period. Specifically, active, and problem focused
coping increase the probability of personal growth (O’Leary et al., 1998). The model has
been presented in Figure 1.

It has been suggested that this model derives from the individual need, and
explains the traumatic event in a more mature way and also emphasizes the role of social
support and problem solving coping in PTG (Karanci & Erkam, in press; Mc Veigh,
2005). The model clearly identifies the fact, and factors contributing to the growth
process of the human beings rather than only describing the term of growth or thriving.
Schaefer and Moos model have been empirically tested in a small number of studies.
One of the well known studies has been conducted by Siegel, Schrimshaw and Pretter
(2005). The findings showed that negative affect (3=-.20), positive reappraisal coping
(B=.15), and emotional support (3=.30) were significantly predicted PTG among the
HIV/AIDS patients. On the other hand, stress related characteristics (e.g., disease stage,
number of physical symptoms, and time passed since HIV diagnosis), self-esteem,
perceived control, practical support, and positive affect were not associated with growth.
In another study, Widows and colleagues (2005) examined PTG reactions of bone
marrow transplantation (BMT) patients by multiple regression analyses. Biased recall of
BMT experience (8=.31) was accounted 7% of the variance in PTG. On the other hand,
approach coping (B=.22), psychological distress (B=.06), and social support (3=-.04) did

not a have significant contribution to PTG.
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Figure 1: Life crises, and personal growth model of PTG (Schaefer and Moos 1992;
cited in O’Leary et al., 1998, p.135)

1.5 Factors Affecting the PTG

People experiencing a traumatic life event cannot be easily accommodated to
positive changes in their life following the trauma (Milam, 2004). Various factors should
contribute to the accommodation of PTG responses of the trauma survivors. Moreover,
these factors might change from one person to another. Additionally, PTG might be
developed only in some trauma survivors or victims due to individual differences.
Sheikh (2004) stated that “PTG is believed to occur in some individuals” (p.266).
Findings suggested that these individual differences in the reports of PTG have been
associated with several variables including environmental resources, personal resources,

characteristics of the crises, and cognitive processing. These factors can be symbolized
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as a complex mosaic, and each mosaic may vary from one individual to another and
from one traumatic experience to others (McVeigh, 2005).

In the following section, factors affecting the development of PTG will be
classified, and discussed on the basis of the life crises, and growth model. These factors
can be classified into four groups: environmental resources, individual resources,

characteristics of the traumatic event, and cognitive processing.

1.5.1 Environmental Resources

Overall, environmental resources, including social support, familial support
(O’Leary et al., 1998), marital relationship, (O’Leary et al., 1998), and post crises
environment (e.g., finding a new job) (Schaefer & Moos, 1998) should influence the
PTG reactions of the individuals. These factors might help individuals to utilize effective
coping strategies (Schaefer & Moos, 1998) to increase awareness of trauma (Goldsmith,
Barlow, & Freyd, 2004), and to widen PTG into the different aspects of life.
Respectively, all these resources will be discussed in terms of their contribution to PTG.

First, social support is the key factor for the collectivist cultures (Jang, 2006).
Jang (20006) stated that people living in individualistic cultures have less social support
during troubled periods; however, people living in collectivistic cultures have a tendency
to be with the other individuals. In this respect, after any traumatic experiences, the
people living in a collectivistic culture (such as Turkey) have a propensity to be with
other individuals such as family members, friends, and neighbors (Hart, & Poole, 2001).

Social support is another variable which is closely related with the coping, and

the adaptation of the individuals. The individuals receiving more social support from

22



others have a tendency to use approach coping strategy (Schaefer & Moos, 1998).
Moreover, after a natural disaster or the divorce of parents, family environment is highly
important for the adaptation of children since the quality of parental relationship, or
household stability have been changed for the child (Schaefer & Moos, 1998).

More importantly, the role of social support on PTG is extensively studied by
considering type, timing, level, availability, and accessibility of social support after
crises or traumatic experiences (Almedom, 2004). In addition, amount, and type of
support are affected by the extent of event (e.g., extent of loss, or severity of illness),
depending on having personal resources (e.g., marital status, education), and
environmental resources (e.g., social networks) (Schaefer & Moos 1998).

It has been found that PTG was positively associated with general social support
in HIV/AIDS caregivers (Cadell et al., 2003), breast cancer survivors (Karanci, &
Erkam, in press) and husbands of breast cancer survivors (Weiss, 2004a). When looking
at the types of social support, only the social support from friends had a significant
correlation to PTG among the holocaust child survivors (Lev-Wiesel & Amir, 2003).
General social support, and marital social support had significant correlation in the
sample of husbands of breast cancer survivors (Weiss, 2004a). On the other hand, there
are some inconsistent findings in the literature. Some studies have been found that social
support was not significantly related with PTG (Cryder et al., 2006; Sheikh, 2004;
Widows et. al., 2005). Sheikh (2004 ) interpreted his results as individuals may use social
support as a facilitator of cognitive processing rather than companionship.

As a second resource, family member also affects the clinical course of

psychological disorders such as PTSD (Schnurr et al., 2006), and chronic disorders such
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as cancer (Baider & De-Nour, 2000), and diabetes (Holmes, Yu, & Frentz, 1999). For
example, Cordova, and his colleagues (2001) established that when breast cancer
survivors perceived their spouses as supportive, they had higher scores on PTG. The
quality of marital relationship is important in PTG as well. PTG and marital social
support were positively correlated in the sample of husbands of breast cancer survivors
(Weiss, 2004a). Husband’s PTG was also positively associated with the positive
qualities of marital relationship but not the marital conflict. On the contrary, marital
commitment, and PTG were not related with in a study conducted with the same
population (Weiss, 2004b).

In addition to the patients or trauma survivors, PTG might also develop in the
family members. For example, cancer patients’ spouses and other family members were
also reported PTG during the time course of the disease (Sharon et al., 2004). Therefore,
lately, studies on PTG have been a tendency to examine PTG in the family members as
well as patients. Any evidence of PTG in the family members shows that PTG may be
experienced simultaneously by means of supportive family environment. In the Weiss’s
(2004a) study with breast cancer patients, husband’s PTG was positively associated with
wife’s PTG. Marital commitment, marital support and general social support are the
critical factors that contribute to the development of PTG in the husband’s of breast
cancer survivors (Weiss, 2004a). Therefore, in studies with the cancer patients, Weiss
(2004b) recommends assessing the development of PTG in the spouses and young adult
children in the family as well as the cancer patients.

Finally, the post crises environment is important for the individual to continue

positive transformation (Schaefer & Moos, 1998). Both positive events (e.g., finding a
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new job), and the negative events (e.g., serious illness in the close family members) after
the trauma might have an input for the positive recovery of the individuals (Schaefer &
Moos, 1998). Additionally, the role of life style changes (e.g., quitting smoking, and
alcohol consumption, weight loss) on PTG have been also investigated (e.g. Siegel &
Schrimshaw, 2000). Life style changes are particularly observed after suffering from
some diseases such as heart problems (Paul & Sneed, 2004), AIDS (Milam, 2004), and
cancer. However, In Milam’s (2006) study, there was no significant relationship
between the PTG scores, and the healthy behaviors of the HIV patients. Even the
inconsistent results exist in the literature, the relationship between PTG and variables
related to life style changes have been taken into account to evaluate PTG in the patients

with physical disorders.

1.5.2 Individual Resources

Socio-demographic variables and personality traits are some individual resources
considered in the PTG literature. In some studies, coping, and cognitive processing is
also accepted as individual resources. However, these variables will be explained under

the independent headings due to the frame of Schaefer & Moos (1998) model.

1.5.2.1 Socio-demographic Variables

Age, gender, education level, socio-economic status (SES), and marital status are
among socio-demographic variables related with PTG. The effect of age generally
depends on the type of the crises (Schaefer & Moos, 1998). For example, older women
with cancer (Bellizzi, 2004; Sharon et al., 2004), younger women with breast cancer

(Bellizzi & Blank, 2006; Lechner & Antoni, 2004; Schaefer & Moos, 1998; Sharon et
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al., 2004), younger former refugees (Powel, Rosner, Butollo, Tedeschi, & Calhoun,
2003) younger individuals handling grief (Polatinsky & Esprey, 2000), younger patients
with bone marrow transplantation (Widows, et al., 2005), and younger patients with
HIV/AIDS (Milam, 2004) are more likely to develop PTG.

In terms of gender difference in PTG, there are controversial results in the
related literature. While most of the studies have demonstrated that women are more
likely develop PTG than men (i.e. Bellizzi, 2004), some of them did not support these
findings (Polatinsky & Esprey, 2000; Widows, et al., 2005). Overall, PTG studies have
been conducted with only either men or women participants. Therefore, these studies are
limited in identifying gender effect on the development of PTG. For this reason,
Calhoun and Tedeschi (1998b) recommended to examine the variables have an influence
on PTG in women and men. The difference between men and women in terms of PTG
may be related with using different coping mechanisms (Calhoun & Tedeschi, 1998a;
Polatinsky & Esprey, 2000), and living in different social life circumstances (Calhoun &
Tedeschi, 2001). Additionally, domains of PTG may also be experienced differently by
women, and men. For instance, women had higher scores especially on the some of PTG
factors except appreciation of life, (Polatinsky & Esprey, 2000), and changes in
interpersonal relationship, and spiritual changes (Bellizzi, 2004).

In terms of education level, there has been negative correlation between PTG,
and education (r = - .37; Widows, et al., 2005). When looking at the dimensions of PTG,
the only subscale significantly negatively correlated with education level was spiritual
growth (r = -.22; Weiss, 2004b). In other words, the patients with higher education had

less spiritual growth than those with lower education level.
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Socioeconomic status (SES) is another variable affecting PTG. The results on
SES are also inconsistent in the literature. Francis (2004) found that lower income level
was the best predictor for PTG in the cancer patients. Similarly, Tomich and Helgeson
(2004) found that the lower the SES the higher the scores of finding benefit among
breast cancer survivors. On the contrary, there has been a significant positive correlation
between income, and PTGI (r =.27, p <.05) in a study with breast cancer survivors
(Cordova et al., 2001). This result can be interpreted as when having the higher income
level, the higher scores of PTG were reported. Contrary to these findings, income, and
PTG was found as unrelated among HIV/AIDS patients (Milam, 2004).

As for marital status, married parents had higher scores on growth of
appreciation of life in bereavement (Polatinsky & Esprey, 2000). For instance, married
breast cancer patients had significant growth in relationships with others (3=.19, # (210)
=2.67, p < .01, and purpose in life (3 .22, t (210) = 3.13, p < .01); but did not show
growth in appreciation of life (Bellizzi & Blank, 2006). Married Multiple Sclerosis (MS)
patients were found significantly higher level of satisfaction with life (Pakenham, 2005).
On the other hand, Widows, et al. (2005) did not found a significant effect of marital

status on PTG.

1.5.2.2 Personality traits

Personality traits such as, hardiness, locus of control, and self esteem are widely
emphasized in the PTG literature. Although depression is not a personality trait, the
relationship between PTG, and depression is questioned in a variety of studies.

Therefore after the personality traits, depression will be discussed in this chapter.
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Hardiness (Britt et al., 2001; O’Leary et al., 1998) has been suggested as the key
personality variable in PTG. It is defined as a sense of commitment to engage with
situation (Linley, 2003), and personal life roles, as a control over the life problems, and
as a challenge when confronting problems (Tedeschi et al., 1998). It determines the
individuals’ need after experiencing trauma (Maddi, 2005). Kobasa, Maddi and Kahn
(1982) define hardiness as “a constellation of personality characteristics that function as
a resistance resource when encountering with stressful life events” (p. 169). Hardiness
makes easier and provides finding opportunity for positive outcomes (Linley, 2003),
active involvement of choosing appropriate coping strategy (Florian, Mikulciner,
Taubman, 1995), and active involvement in order to find meaning of the stressful events
(Bonanno, 2004; Tennen & Affleck, 1998). Individuals may appraise events as less
threatened by means of hardiness (Bonanno, 2004).

The components of hardiness are interrelated with each other. Committed
individuals can attribute meaning to the events, find vitality even with the rough events,
and involve in anything around them (Maddi & Khoshaba, 2003). Besides, they improve
their mental health by means of decreasing the need of emotion focused coping (Florian
et al., 1995). Commitment aspect of hardiness may decrease the psychological distress
by means of repressing the use of avoidance coping strategy (Schaefer & Moos, 1998).
Additionally, individuals scored higher on control dimension of hardiness can easily find
anything to struggle as a worthwhile, and they do not like to be passive, and powerless
(Maddi & Khoshaba, 2003). They could improve their mental health through using
problem focused coping increasingly (Florian et al., 1995). Challenged individuals know

the value of learning from either positive or negative experience in order to develop
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wisdom; in turn, wisdom produces most fulfilled life (Maddi & Khoshaba, 2003). Even
limited number of studies conducted on hardiness, three important parts of hardiness
(control, commitment, and challenge dimensions) contributes to the development of
PTG. For instance, Britt and his colleagues (2001) found that during a stressful time,
soldiers found a meaning in their job due to the hardiness they had. For this reason, it
can be said that all factors of hardiness (commitment, control, and challenge) had
significant contribution in finding benefit from the traumatic event.

Moreover, the role of locus of control on PTG is also frequently emphasized.
PTG is accepted as an effective coping mechanism dealing with the controllable events
(Smith & Cook, 2004). In addition, trauma affects perception of control in individual. It
is considered that internal locus of control is highly related with PTG (Cohen et al.,
1998b; Calhoun & Tedeschi, 1998b; Maercker & Herrle, 2003) as well as psychological
adjustment (Dag, 2002). Internal locus of control may lead to strong contingency
between event, and outcome (Linley, 2003), and facilitate detection, and the use of the
personal resources (Maercker & Herrle, 2003). The individuals with internal locus of
control have a desire to act in order to influence outcomes (Linley, 2003). Maercker and
Herrle (2003) found significant relationship between external locus of control, and
intrusion (r =.46), avoidance (r =.51), and hypervigilance (r =.54)symptoms of PTSD.
They also found that growth responses, and internal locus of control were significantly
related (r =.34) in people suffering from Dresden bombing.

Another personality trait that is less likely to be investigated, and seems to have
important effect on PTG is self-esteem. Stressful events may give a chance to the

individuals regaining their self esteem (Bower, Kemeny, Taylor, & Fahey, 1998). While
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low self esteem was found to be related with PTSD (Feiring et al., 2002), high self
esteem may be correlated with PTG. On the other hand, self esteem, and PTG
relationships were not established in HIV/AIDS patients (Siegel et al., 2005). In general,
studies are focused on the relationship between self-esteem, and the other variables.
Cryder et al. (2006) found that competency belief related with self had an influence on
PTG scores among children. Likewise, Aldwin Sutton, and Lachman (1996) suppose
that greater use of problem focused coping, getting social support, and recognizing
positive aspects of event increase the self esteem scores of the individuals. Furthermore,
according to Hobfoll and Spielberger (1992), individuals with high self esteem obtain
more social support. In turn, receiving social support may increase the self esteem, and
reinforce the individuals’ self worth (Aldwin & Sutton, 1998).

PTG leads to a decrement in depression as an outcome (Park & Helgeson, 2006).
Close link between depression, and PTG has been highlighted in a variety of studies.
These concepts were generally found as variables that are negatively related (Carver &
Antoni, 2004; Milam, 2004; Milam, 2006). Sometimes immediate incidence of
depression after trauma serves as a sign of not developing PTG. For instance, if the
patients reported depression in the first assessment, they did not report a significant PTG
scores in the second assessment of HIV/AIDS patients (Milam, 2004). Besides,
depression may lead physical symptoms after disease. For instance, depression was
found as a mediator for the relationship between viral symptoms, and the growth of the
HIV patients (Milam, 2006). In other words, depression mediates the relationship
between the occurrence of viral symptoms and PTG. In another study, the breast cancer

patients had higher scores in the PTGI and lower scores in depression (Cordova et al.,
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2001). These findings can be interpreted as depression, and growth are negatively

correlated.

1.6 Characteristics of the Traumatic Event or Event Related Factors

Depending on the characteristics of the traumatic event, one individual may
demonstrate different reactions to it. For instance, if the individual wants to divorce from
his/her spouse, he/she may experience positive outcomes. On the other hand, if he/she
loses a loved one in a serious accident, the reactions after the event may be dramatic,
and positive outcomes could be seen only in the long run. In other words, the types of
crises identify the reactions of the human beings.

Acute or chronic traumas may trigger individuals to reorder their lives.
According to Schaefer and Moos (1998), intensely experienced events may lead
individuals to revalue their lives. Specifically, sudden or acute events such as
experiencing an abuse or learning the diagnosis of an illness for the first time may also
result in PTG (Calhoun & Tedeschi, 1998b). Furthermore, chronically experienced
trauma (like living in the concentration camp, continuous sexual abuse or chronic
illness) may lead to PTG (Calhoun & Tedeschi, 1998b) as well. Similarly, repeated
exposure to disaster is assumed to be related with growth (Jang, 2006).

The role of the type of traumatic experiences on PTG is extensively studied.
Generally, theoreticians focused on some basic factors when evaluating the
characteristics of traumatic experiences such as severity of the trauma, the degree of
exposure to the trauma, the extent of loss, the scope of the trauma, and its threat to life

(Schaefer & Moos, 1998). For instance, whether a trauma is experienced by only the
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individual or the whole family or by the community as a whole affects the PTG reactions
(Schaefer & Moos, 1998). Moreover, the degree of destruction, and the number of
deaths are some variables related with traumatic experiences affecting the PTG scores
(Schaefer & Moos, 1998).

In physical illnesses, some factors related with the PTG are initial severity of
threat, short term outcome of the event (Schaefer & Moos, 1998), emotional intensity,
prognosis of the disorder, severity of the illness (Bellizzi & Blank, 2006), and the
duration of the illness (Epel et al., 1998; Polatinsky & Esprey, 2000). At first, how
threatening individuals perceive the disorder, and what the short term consequences of
the disorder are important determinants for the mental health outcomes of the patients.
Individuals perceiving the disorder as threatful may have poor heath outcomes.
According to observations, patients frequently ask doctors to degree of threat, and
outcomes of operations, and medications after suffering from a heart attack. Their
anxiety level was high. They also continuously fear having another attack (Allan &
Scheidt, 2006).

Secondly, the emotional intensity, and prognosis of a disease are two lately
examined variables in PTG (Bellizzi & Blank, 2006). Women experiencing high
emotional intensity at the time of diagnosis of breast cancer reported more significant
growth in their relationship with others (B=.28; t (210) = 4.35, p <.001); purpose in life
(B=.28;t(210) =3.07, p <.01), and appreciation of life (B=.21; t (210) = 3.16, p <.01)
than women experiencing low emotional intensity (Bellizzi & Blank, 2006). The
prognosis of a disorder may be bidirectional: good or bad prognosis. If an illness with

poor prognosis is treated successfully with medicine, PTG may also enhance (Schaefer
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& Moos, 1998). Patients with poor prognosis, and life threatening diseases may also
experience positive changes.

Thirdly, the severity of illness is also commonly assessed variable when
examining patients suffering from illnesses. It is sometimes named as a perception of
threat. In a study, perception of threat of breast cancer was associated with higher scores
of PTG (Cordova et al., 2001). Additionally, it is related with the degree of received
social support. Patients may receive more social support from family, and friends in
severe or life threatening illnesses (Schaefer & Moos, 1998).

Lastly, time interval between the diagnosis and the present has also been studied
as a factor in PTG. Cohen et al. (1998b) recommended that predictors of PTG should be
tested as a function of a time frame. When the time interval increased, total PTG scores
(r =.28), and new possibilities (r =.46), and appreciation of others (r =.26) dimensions of
PTG significantly increased (Polatinsky & Esprey, 2000). Similar results are obtained in
another study that yielded significant positive correlation between PTGI, and the time
passed since diagnosis (r =.24, Cordova et al. 2001; r =.13; Pakenham, 2005). On the
other hand, time passed since diagnosis, and PTGI were significantly negatively
correlated (r = -.29; Weiss, 2004b). Contrary to these findings, Lechner and Antoni
(2004) did not found significant correlation between PTG, and the time passed since
diagnosis with the group of breast cancer survivors. Similar results established in the
both Milam’s (2004) study with the group of HIV/AIDS patients, and Oaksford et al

(2005) study with the group of lower limb amputation patients.
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1.7 Cognitive Processing

Weinrib and colleagues (2006) proposed that “.... cognitive processing can
naturally occurring as a part of coping with stressor” (p.852). The role of cognitive
processing on PTG has been recently questioned. In the literature, controversial results
have been obtained related to cognitive processing. While Wortman (2004) do not agree,
cognitive processing is an important component in the growth experiences (Calhoun et
al., 2000; Sheikh, 2004) occurring gradually (Tedeschi, 1999); and has the utility to
lessen discrepancy between individual’s circumstances, and optimal functioning
(Calhoun et al., 2000). Besides, it may determine the physical well-being as well (Bower
et al., 1998). Tedeschi and Calhoun (2003) highlight that “the less cognitive processing,
the less PTG was reported by survivors” (p.20). Similarly, the greater the cognitive
processing, and event related rumination, the greater the stress related growth (Calhoun
et al., 2000; Weinrib et al., 2006).

Calhoun & Tedeschi (2004) recommends a comprehensive evaluation of
cognitive processing. On the other hand, full assessment of cognitive processing may not
be possible because the link between cognitive processes and growth is not very clear
(Calhoun & Tedeschi, 2004). While coping style is accepted as a variable related with
cognitive processing (i.e. Schaefer & Moos, 1998), some researchers differentiate
cognitive processing into three components: “event related rumination”, “quest
orientation to religious beliefs”, and “individual’s level of religious participation”

(Calhoun et al., 2000). In the following section, the role of coping, rumination religious

participation, and religious belief on PTG are going to be explained.
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1.7.1 Coping Strategies

Coping strategies, wide range of cognitive or behavioral responses to manage
stress, are accepted as a part of cognitive processing of the individuals (Schaefer&
Moos, 1998). Responses may be adaptive (responses helping to reduce stress), and
maladaptive (responses not helping to reduce stress). Coping strategies are commonly
grouped into two components: emotion focused coping, and problem focused coping.
Problem focused coping involves task acting to change a situation (Hofmann, 2006).
Emotion focused coping consists of changing the way to interpret the situation (Lazarus,
1993). Different situations require different coping responses, and adaptive strategies
(Folkman & Lazarus, 1985). Additionally, coping resources may not have significant
effect in all stressful life experiences. For instance, Navia and Ossa (2003) did not found
any significant correlation between distress, and coping among the parents of kidnapped
children.

How coping accounts on the PTG is a crucial factor (Janoff-Bulman, 2004).
Generally, coping repertoire of the individual are more likely to increase after facing
with any traumatic event (Aldwin & Sutton, 1998), and play as an integral role in growth
outcomes (Smith & Cook, 2004). The effects of traumatic experiences on individuals
may be positive, negative or the mixture of positive and negative depending on the
coping styles of the individuals (Jang, 2006). Individuals may become aware of own
strengths not discovered before (Janoff-Bulman, 2004) using coping strategies. Apart
from recognizing strengths, Sheikh (2004) highlighted that coping serve as a behavioral
link in between the environmental, and personal variables, and related outcomes. This

behavioral link may be seen in individuals’ short, and long term goals, and behaviors.
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For instance, Aldwin and Sutton (1998) stated that increment in coping skills includes
differentiation of long term, and short term goals of the individuals. The effect of types
of coping is established in the literature. The problem focused coping prior to bone
marrow transplantation in cancer patients was significantly and positively related with
growth outcomes (Widows, et al., 2005). While avoidance coping strategies are more
likely to be related with poorer outcomes (Carver, 1998), using positive coping (Ho et
al., 2004), cognitive coping (Schaefer & Moos, 1998), emotion focused coping, and
problem-focused coping (Linley & Joseph, 2004) minimize the negative part of the
events.

While researchers examine the effect of types of coping on PTG, they try to
identify which kind of coping style is the most appropriate one, and how is the power of
coping apart from other factors. At first, perceived distress was decreased by means of
individual’s (with high growth scores) engagement of adaptive coping strategies (Park &
Helgeson, 2006). Secondly, Bellizzi and Blank (2006) demonstrated that after removing
the effect of socio-demographic variables, personality variables (hope, and optimism),
temporal factors (time passed since diagnosis, current age), type of cancer (localized,
and regional), primary treatment, emotional impact (intensity), and adaptive coping were
predicted the growth in relationship with others (B= .39, p.<.001), new possibilities with
life (B= .44, p.<.001), and appreciation of life (3= .43, p.<.001) in patients with breast

cancer (Bellizzi & Blank, 2006).

1.7.2 Rumination

Amount, content, and quality of cognitive processing, and their relationships
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with PTG is investigated in a number of studies (such as Calhoun & Tedeschi, 2004).
Mainly the function of rumination has been examined in PTG. Rumination refers to a
variety of recurrent event related thinking (Calhoun et al., 2000; Michael & Snyder,
2005) or a kind of avoidance to contemplate emotionally painful processes (Weiss,
2004a). Highly stressful events generate growth as these events enhance repetitive
intrusions of thoughts (Nolen-Hoeksema & Davis, 2004; Tedeschi & Calhoun, 2004).
Besides, the content of rumination is also important. PTG is predicted on constructive
rumination (Weiss, 2004a) lacking the exclusive negative content (Bellizzi, 2004;
Calhoun et al., 2000; Calhoun & Tedeschi, 1998a). Tedeschi and Calhoun (2003)
highlight that rumination including depressive content (i.e. self-punitive thoughts) is
significantly different from rumination related with PTG. According to them, rumination
related with PTG should include themes like detecting discrepancies from previous
experiences, comparing strange themes, considering expectancies from future, and goal
attainment, detecting unattained goals, and lacking of fit between schemas, and events.
Rumination in PTG is assessed by using several items from a variety of
instruments (Calhoun et al., 2003). These items reflect both deliberate and intrusive
thinking. Overall, the Impact of Event Scale-R (IES-R) is used in order to assess
intrusive thinking (Sanavio, 1998; Zilberg, Weiss, Horowitz, 1982) since it consists of
two factors namely intrusion, and avoidance (Baumert, Simon, Giindel, Schmitt, &
Ladwig, 2004; Weiss & Marmar, 1997). This scale is also appropriate for the assessment
of avoidance which is the other part of rumination. In a research, PTG, and intrusion (r
=.47), and avoidance (r =.45) were significantly correlated over two months; PTG, and

intrusion (r =.45) were significantly correlated when the time interval increased over
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four months (Snape, 1997).

The function of rumination on PTG has been criticized in a variety of studies.
The positive correlation was established between stress related growth, and IES (r =.31,
p <.001; Park et al., 1996). However, bereavement related rumination decreased the
psychological well being scores of the individuals such as positive affect (r =-.28, p
<.001; Michael & Snyder, 2005). Individuals’ PTG reactions may differ in terms of time
passed since trauma. For instance, finding benefits in the death was negatively related
with rumination for individuals within the first year but was positively related with

rumination after the first year (Michael & Snyder, 2005).

1.7.3 Religious Participation, and Religious Beliefs

“Individual’s level of religious participation”, and “quest orientation to religious
beliefs” are additional parts of cognitive processing in PTG. While PTG occur,
increment in the involvement of existential, spiritual, and religious matter are most
likely to seen (Calhoun & Tedeschi, 1998b) since basic assumptive world of the
individual is affected by the traumatic events (Shaw, Joseph, Linley, 2005). For instance,
Milam (2004) found significant contribution of religiosity on PTG among HIV/AIDS
patients (8= .16, p <.001). However, the types of religion may affect either increment or
decrement in religiosity. For example, Milam (2004) compare the Hindu’s, Buddhist’s,
and Christian’s religion theodicy. He mentions that Hindus accept stressful events as
occurred in the previous lives. Buddhists have a tendency to remove attachments leading
to trauma. When looking at the Christians, they may use trauma as prove their faith in

God, and may feel the eye of God on them (Calhoun & Tedeschi, 2001).
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As for religious participation, growth may lead to changes in religiousness which
is obviously seen in the increment in “religious participation” (Park et al., 1996; Shaw et
al., 2005). According to Tedeschi and Calhoun (1996), religious participation impinges
on developing particularly spiritual growth. Conversely, growth may be affected by the
increment in religiousness (Milam et al., 2004; Shaw et al., 2005). People reporting
continuous religious affiliation had higher scores of PTG than people report no religious
affiliation (Laufer & Solomon, 2006; Jang, 2006).

Qualitative studies establish that “religious beliefs” could serve as catalyst in the
process of PTG (Shaw et al., 2005). For instance, Siegel and Schrimshaw (2000) found
greater religious belief among HIV/AIDS patients. Besides, Calhoun et al. (2000)
conducted a study with 54 students experienced a major traumatic event within past 3
years. The results yielded that the greater openness to religious change, the greater the
degree of posttraumatic growth. Consequently, it is expected to see changes in the

religious beliefs after the traumatic experiences.

1.8 PTG Samples Suffering From a Variety of Life Crises

Despite divorce, people rarely choose to face with life crises (Schaefer & Moos,
1998). Tedeschi and Calhoun (2003) define these life crises as a “catalysts” for PTG
(p.15). Tedeschi and Calhoun (2004) cite various negative traumatic events, such as
bereavement, rheumatoid arthritis, sexual assault, sexual abuse, combat, fires, cancer,
and heart attacks that lead to PTG posttraumatic growth. The high levels of growth were
accounted for by individuals dealing with numerous distressing events such as floods

(Hofmann, 2006), bombing (Maercker & Herrle, 2003), motor vehicle accidents (Rabe
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et al., 20006), road traffic accidents (Salter & Stallard, 2004), and loss of the loved one
(Davis & McKearney, 2003; Harvey, Barnett, & Overstreet, 2004; Polatinsky & Esprey,
2000; Wheeler, 2001). There have been evidences of PTG among emergency ambulance
personnel (Shakespeare-Finch et al., 2003), and former refugees (Powel et al., 2003) as
well. Furthermore, bereaved individuals develop new personal strengths, feel
emotionally stronger, and evaluate the life as full of purpose after the loss of the loved
one (Schaefer & Moos, 1998). Likewise people have a tendency to increase personal
meaningless of life by writing or thinking the event (Davis & McKearney, 2003). PTG
responses of the individuals have sometimes compared according to the types of
traumatic experiences. For instance, the tornado survivors reported the highest scores in
perceived benefits after trauma than survivors of mass killing, and survivors of plane

crash (Mc Millen, et al., 1997).

1.8.1 PTG in Patients with Acute or Chronic illnesses

PTG is widely investigated on the individuals’ experiencing acute, and chronic
illnesses, since both acute, and chronic illnesses include ongoing, and intensive medical
intervention. Therefore, they are accepted as a complex trauma (Courtois, 2004).
HIV/AIDS patients (Milam, 2006; Siegel & Schrimshaw, 2000), and their caregivers
(Cadell et al., 2003; Cadell, 2003), cancer patients (Antoni et al., 2001; Baider & De-
Nour, 2000; Weiss, 2004b) especially breast cancer patients (Bellizzi & Blank, 2006;
Carver & Antoni, 2004), sudden blindness, paraplegics (Boerum, 1998), bone marrow
transplantation patients (Schaefer & Moos, 1998), MS patients (Pakenham, 2005),

psoriasis (a skin problem) patients (Fortune et al., 2005), and heart attack patients
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(Sheikh, 2004) have a tendency to see illness as a source of growth.

Even though diagnosis, and treatment is distressing (Antoni et al., 2001; Carver
& Antoni, 2004), cancer patients may experience the trauma in a positive way such as
positive attitude toward themselves, and enrichment in terms of personal, and social
resources (Schaefer & Moos, 1998), spiritual changes (Cordova et al., 2001),
appreciation in life (Antoni et al., 2001; Cordova et al., 2001), shifting priorities, and
positive affect (Antoni et al., 2001). Likewise, women with breast cancer, men with
testicular cancer (Schaefer & Moos, 1998), and women suffering from HIV reported
more PTG outcomes and positive changes in their lives than men (Milam, 2006) after

the diagnosis.

1.8.1.1 Patients Suffering from Heart Disease: PTG Reactions Due to Heart Disease

Today, cardiovascular diseases remain as the most frequently cited disorder
causing death of the individuals in the USA (Walton, Schneider, Salerno & Nidich,
2005), and Turkey (Arat, Giilel, & Sabah, 2005). Cardiovascular problems have been
already increased in recent years (Stewart, Kennard, Waller, & Fixler, 1994), and these
problems are accepted as a kind of terminal illnesses (Paul & Sneed, 2004).

Myocardial infarction (MI) is one of the acute coronary syndrome occur as a
result of the development of acute myocardial ischemia (Tokgdzoglu, 2004). The term
myocardial infarction is derived from myocardium (the heart muscle), and infarction
(tissue death due to oxygen starvation). In other words, the resulting oxygen shortage
causes damage, and potential death of heart tissue (Van de Werf et al., 2003). Acute

myocardial infarction (AMI), and MI terms may be used interchangeably in the
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literature. Both of them defined as a restriction or the interruption of blood supply to the
part of heart (Balbay, 2004). The three types of MI are mentioned in the literature:
having ST segment elevation, not having ST segment elevation (Tokgozoglu, 2004), and
unstable angina (Balbay, 2004). The types of MI can be differentiated with cardiac
enzymes (Tokgozoglu, 2004; Van de Werf et al., 2003), electrocardiography measures
(ECG) (Van de Werf et al., 2003), and ischemic type chest pain (Cengel & Tavil, 2004;
Van de Werf et al., 2003). The diagnosis of AMI is set via breast pain, differences in
electrocardiography, and increment in plasma enzyme level (e.g., keratin kinase) (Arat et
al., 2005). The treatment of MI includes medication, angiography, percutaneous
transluminal coronary angioplasty (PTCA), and bypass grafting. Also, lifestyle changes
including to pay attention to dietary, make sports, weight loss, and not consumption of
alcohol or cigarette are important factors affecting the prognosis of MI (Paul & Sneed,
2004).

Risk factors leading heart failure have been explained in various studies. Having
low social support and psychosocial stressors significantly contributes to heart failure
(Allan & Scheidt, 2006; Uchino, Uno, Holt-Lunstad, & Flinders, 1999; Walton et al.,
2005). Fear having another attack after the first one seems to be a psychosocial stressor.
Feeling of hostility, anxiety, and anger are also significantly related with heart failure
(Allan & Scheidt, 2006). Besides, age significantly increased the risk of cardiological
diseases (Uchino, Holt-Lunstad, Bloor, Campo, 2005). Its effect on some cardiological
measures was also established (such as blood pressure) (Uchino et al., 1999). The gender
effect on heart failure has been also investigated. The prognosis of women with MI

patients is worse than men (Tokgdzoglu, 2004). Old age, cigarette smoking among men,
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and hypertension among women was found as risk factors to the death from AMI (Arat
et al., 2005).

MI may affect the psychological well being of the individuals as well. In terms of
negative outcomes, the individuals with either acute or chronic cardiac illness had higher
scores on depression than healthy controls (Allan & Scheidt, 2006; Holahan, Holahan,
Moos, & Brennan, 1995). In turn, depression significantly increases the morbidity, and
mortality of the MI patients (Fauerbach, Bush, Thombs, McCann, Fogel, & Ziegelstein,
2005). However, social support, and adaptive coping styles were found as predictors of
fewer depressive symptoms in cardiac patients (Holahan et al., 1995). Consequently,
these factors can be accepted as having a protective value from depression. Women with
cardiac problems were more vulnerable to show behavioral aspects of depressive
symptoms (such as external explanation of distress), and more closely related with poor
adjustment after disease (Holahan et al., 1995).

Apart from depression, and heart failure relationship, a small number of studies
have documented PTG among cardiac patients. Firstly known study related with PTG in
the heart attack survivors was conducted with Affleck, Tennen, Croog, and Levine,
(1987). They found that when the patients showed perceived benefit reactions within 7
weeks after the first attack, re-experiencing another attack or death rate during the 8
years of study was significantly decreased. Benefits reporting after 7 weeks or 8 years of
the post attack were found as similar. According to them, the changes in life
philosophies, and religious views emerged to increase slightly over time.

Secondly, Sheikh (2004) examined the factors related with the PTG among the

heart disease patients. She examined the moderator role of coping in between personal,
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and environmental factors, and PTG. She found that problem focused coping mediated
the relationship between extraversion, and PTG. On the other hand, problem focused
coping did not mediate the relationship between social support, and PTG scores of the
heart disease patients.

Apart from patients, heart complications affect the whole family, especially the
spouses of patients. Stress experienced by an individual may have an extension in the
family (Hobfoll & Spielberger, 1992). Delon (2006) dreams a picture of how spouses of
the patients manage life during the crises period:

“The early morning visitor, alone in the waiting room of a coronary care unit
(CCU), is a familiar sight to most health care professionals. The visitor,
frequently a spouse, appears to have kept vigil, for hours, on the other side of a
door that separates him or her from the patient. In most cases, this door will
remain closed to the spouse until visiting time, hours after he or she has arrived.
While the patient is ministered to by a seemingly endless stream of medical
professionals, the spouse waits. Occasionally, a doctor or nurse will emerge to
ask a question or update the patient’s condition, but essentially the spouse is

alone, and in crisis” (p.421).

Scientists (e.g. clinical psychologists, physicians) have neglected to look at the
other side that is family. How the family deals with cardiac failure of the father/mother
staying in the hospital should take an attention for the family members. Systems theory
particularly assumes that changes in the only one family member affect the family
system as a whole. Delon (2006) states equilibrium of the marriage can be changed via
the onset of the cardiac illness. Therefore, psychologists should have a look at the all

members in the family whose role is chiefly important during this transition period.
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Delon (2006) highlights that if spouses of the cardiac patients use effective coping skills,
she/he can make contribution to the relief of the patient during the recovery period.
According to observations in the hospital, spouses are commonly responsible for
managing the treatment plan of patients (e.g., paying attention to plan dietary, and
sports, taking medicine, and checking the date of hospital routine controls), and even
taking the medical decisions if necessary. In this study, not only the MI patients, but also
their spouses are going to be assessed in order to understand how patients at the one

hand, and spouses at the other hand experience this transition period.

1.9 PTG Studies Conducted With Turkish Samples

Calhoun and Tedeschi (2004) highlight that socio-cultural factors affect the PTG.
Consequently, PTG have been investigated in a variety of countries like in United
Kingdom (Oaksford, Frude, & Cuddihy, 2005), Canada (Cadell, 2003), Sarajevo (Powel,
Rosner, Butollo, Tedeschi & Calhoun, 2003), Israel (Lev-Wiesel & Amir, 2003), and
China (Ho, Chan, & Ho, 2004).

Recently, the role of PTG has been also questioned in Turkey. El¢i (2004) looked
at the factors contributing to PTG responses of parents with autistic children. He
compared the results of mothers, and fathers separately. He found that problem oriented
(optimistic) coping, and social support significantly predicted the PTG responses of
mothers. On the other hand, religiosity, age, years of marriage, problem oriented
(optimistic) coping, and social support predicted the PTG responses of fathers.

Yildirim (2003) examined the grief reactions of couples. She looked whether

couples losing their child may develop growth reactions. She found that presence of
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other children, and infants’ age significantly predicted the personal growth reactions of
the couples. When a child dies young, couples could possibly to show growth reactions.

Birol (2004) questioned the PTG responses of the individuals following the
motor vehicle accident. This study may give reactions of Turkish people following the
sudden traumatic experience. She established that while problem oriented coping,
fatalistic coping, perceived threat of the event predicted the PTG responses, having
social policy did not related with PTG.

Tanridagli (2005) conducted a survey with people suffering from 1999 Marmara
Earthquake. She established the significant contribution to the problem focused coping,
and fatalistic coping on the posttraumatic growth reactions after removing the effect of
pre-disaster, and disaster related variables.

Dirik (2006) conducted a study with rheumatoid arthritis patients. These patients
may experience chronic stress due to their illness. She found that posttraumatic growth
was negatively related to depression but it was positively associated with
optimistic/seeking social support coping, problem solving coping, and perceived social
support. Regression analyses yield that perceived disease severity, perceived social
support, and problem-solving coping appeared to be positively related to PTG when the
effect of socio-demographic variables, depression, gender, perceived disease severity,
and perceived social support removed.

The previous literature findings have established important aspects in order to
understand PTG phenomenon. The effect of experiencing trauma by couple, time frame
of factors related PTG, degree of exposure to trauma, assessing PTG with alternative

techniques (behavioral indexes, open ended questions), and comprehensive assessment
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of environmental, and personal variables, perception of the event, cognitive processing
are some shortcomings of PTG studies conducted in the past. Therefore, the study design

is prepared, and planned in terms of considering all these shortcomings of PTG studies.

1.10 The Purpose of the Present Study

How individuals develop PTG as a result of traumatic experiences have been
investigated in various studies. Individual factors, environmental factors, event related
factors, and cognitive processing contribute to PTG. The main purpose of the present
study is to examine the predictive role of these factors on PTG in MI (heart attack)
survivors, and their spouses in the frame of Schaefer and Moos model. Consequently,
variables assessing environmental resources, personal resources, perception of the event,
and cognitive processing are selected in the present study to test the model empirically
(see Figure 2).

Familial support, social support from friends, and significant others, perceived
marital quality, child living with family (smaller than the age of 18), number of children,
and post crises environment will be taken as the environmental resources. Personal
resources will be assessed by age, gender, and personality traits (commitment, control,
challenge, locus of control, self esteem, and depression). The perception of the event
will be assessed by the time from the diagnosis MI, perceived severity of trauma,
prognosis of disorder, surgery, and having other disorder. Lastly, cognitive processing
will be assessed by problem focused coping, emotion focused coping, indirect coping,
rumination, hypervigilance, avoidance, religious participation, and changes in religious

belief. Dependent variable will be taken as PTG.
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Furthermore, the validity of the self report of PTG will be assessed since the term
of “PTG” is criticized as having “perceptual” parts. At first, PTG will be evaluated by
means of comparing PTG answered by self, and by spouses’ observation. Secondly, the
correlation between PTG, and behavioral responses (e.g., dietary, sport activities, not
using alcohol, no smoking) will be examined. Thirdly, responds of PTGI, and open
ended questions related to the effect of the hearth attack (one neutral, one positive, and
one negative) will be examined.

Although the prevalence rate of heart disease has increased in recent years, few
studies have focused on the psychological effect of this disease on the individuals. How
MI patients are influenced from this disease remains unknown. Therefore, participants in
this study are composed of the MI (heart attack) patients (whom experiencing trauma
continuously). Since disease in the one family member affects the family members as a
whole, the MI patient’s spouses are also included in this study. Whether PTG is
experienced simultaneously across couples is going to be assessed by means of the
evaluation of patients’ spouse’s. After participants will evaluate their own growth,
spouses’ PTG will be also rated according to their observations by both patients, and
their spouses.

Briefly, in the present study, at first MI patients will be assessed. Besides, the
spouses’ of MI patients will also be evaluated in order to assess the effect of spouses
(husband or wife) on patients PTG reactions. Additionally, the Schaefer and Moos

model will be assessed twice; for the MI patients, and their spouses.
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1.11 Hypotheses of the Present Study

MI patients’ and their spouses’ PTG responses will be compared with other
responses (for self, and for opinions about spouses’ PTG; behavioral indexes, and open
ended questions) for testing the existence of PTG living across couple, and the validity
PTG scores or tendency to overestimate self report PTG. In the present study, SPSS will
used to test 1% to 5™ hypothesis. Paired sample t tests, and correlations will be conducted
for testing these hypotheses.

1) When comparing the MI patients’, and the spouses’ PTG, the MI patients’
would significantly have higher PTG scores than the spouses’ after controlling the effect
of gender.

2) When comparing the MI patients” PTG scores rated by themselves, and the
MI patients’ PTG score observed by their spouses, scores would not significantly differ
from one another after controlling the effect of gender.

3) When comparing the spouses’ PTG rated by themselves, and the spouses’
PTG score observed by the MI patient, scores would not significantly differ from one
another after controlling the effect of gender.

4) After controlling the effect of gender, the MI patients/ the spouses reporting
higher behavior change (dietary, sports, not alcohol, no smoking) would be significantly
have higher PTG scores than the MI patients/the spouses reporting lower behavior
change.

5) The individuals who have optimistic opinion would significantly show higher
scores on the three open ended questions assessing the consequences of the MI than the

others (individuals with negative, and mixture of positive and negative opinion).
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The structural equation model is used to test the following hypothesis all of
which will be tested twice: as for the patients, and their spouses. Five latent variables or
constructs (environmental resources, personal resources, and the perception of the event,
coping, and cognitive processing) are treated as exogenous variables. The construct PTG
is treated as an outcome variable. It is hypothesized that the perception of the event,
environmental resources, and personal resources combine to influence PTG.
Particularly, in the sample of heart disease survivors, and their spouses;

6) Environmental and individual resources would determine the effect of the
characteristics of an event, and PTG during stressful transition periods.

7) The perception of the event would determine cognitive processing and
coping.

8) Cognitive processing and coping would determine the posttraumatic growth
reactions.

9) The relationship between both the environmental, and individual resources,
and PTG would be affected by the perception of the event, cognitive processing and

coping.

51



CHAPTER 11

METHOD

2.1. Participants

Totally, 288 subjects participated in the present study. Participants were MI
patients (N=151), and their spouses (N=137).

The MI patients were composed of 132 men (87.4%), and 19 women (12.6%).
The mean age of the patients was 55.96 (SD = 10.56, Minimum 27- Maximum 80). In
terms of education level, 6% of them (N=9) were literate, 43.7% of them (N=66) were
primary school graduate, 9.9% of them (N=15) were secondary school graduate, 20.5%
of them (N=31) were high school graduate, and 19.9% of them (N=30) were university
graduate. Socio-demographic characteristics of the MI patients are presented in Table 1.

When looking at the illness related variables, the mean of time passed since
diagnosis was 34.20 months (SD = 43.12). While the majority of the patients did not
suffered from more than one heart attack (N=131, 86.7%), some patients suffered from

two or more heart attacks (N=20, 13.3%).
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Table 1 Socio-demographic characteristics of the MI patients

Variable % (n) Mean (SD) Range
Gender
Male 87.4 (132)
Female 12.6 (19)
Age 55.96 (10.56) 53
Employment Status
Retired 44.4 (67)
Self-employed 10.6 (16)
Housewife 9.9 (15)
Official 9.3(14)
Worker 7.3 (11)
Farmer 4.0 (6)
Teacher 6.0 (9)
Engineer 20@3)
Tradesmen 3.3(5)
Doctor 0.7 (1)
Driver 2.6 (4)
Family income level (monthly) 1058.2 (633.2) 3680
Education Level
Literate 6.0 (9)
Primary School 43.7 (66)
Secondary School 9.9 (15)
High School 20.5 (31)
University 19.9 (30)
Living place
Village 14.6 (22)
Town 9.9 (15)
City (suburb) 2.6 4)
City (center) 43.0 (65)
Metropol (suburb) 10.6 (16)
Metropol (center) 19.2 (29)
Having social security entitlement
Yes 96 (145)
No 4.0 (6)
Time passed since diagnosis 34.20 (43.12) 206.83
(monthly)
Reoccurrence of MI
One MI attack 86.7 (131)
Two MI attacks 9.9 (15)
Three MI attacks 2.003)
Four MI attacks 1.3 (2)
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The level of the surgery was ordered by three cardiologists according to leading
difficulty in patients. The majority of patients had a surgery history (N=119, 79%)
respectively angiography (N=39, 26%), both angiography plus percutaneous
transluminal coronary angioplasty (PTCA) (N=33, 22%), bypass grafting (N=22, 15%),
angiography plus PTCA, and bypass grafting (N=17, 11%). While 43.7% of patients did
not take medicine (N=66), 56.3% of them took medicine (N=85). All participants had
hospital admission due to heart attack, and mean length of admission was 15.66 day (SD
= 19.19). Majority of the patients had social entitlement (N=145, 96%).

The spouses of the MI patients were composed of 121 women (88.3%), and 16
men (11.7%). The mean age of the spouses was 52.9 patients (SD = 11.03, Minimum
28- Maximum 80). Few patients’ spouses (N=14) did not want to participate in this
study. In terms of education level, 14.6 % of them (N=20) were literate, 48.2% of them
(N=66) were primary school graduate, 10.9 % of them (N=15) were secondary school
graduate, 18.2% of them (N=25) were high school graduate, 7.3% of them (N=10) were
university graduate, and 0.7% of them (N=1) were doctorate graduate. Socio-

demographic characteristics of participants are presented in the Table 2.

2.2 Measures

The MI patients, and their spouses were administered a battery of self report
measures consisting of the Post Traumatic Growth Inventory, the Beck Depression
Inventory, the Impact of Event Scale Revised, Religious Participation, the Ways of
Coping Scale, the Multidimensional Scale of Perceived Social Support, the

Psychological Hardiness Scale, the Locus of Control Scale, the Rosenberg Self Esteem
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Scale, and the Demographic Information Form. The order of the administration of the

scales in the battery has been randomly determined.

Table 2 Socio-demographic characteristics of the spouses of the MI patients

Variable % (n) Mean (SD) Range
Gender
Male 11.7 (16)
Female 88.3 (121)
Age 52.1 (11.04) 52
Employment Status
Housewife 62.8 (86)
Retired 19.0 (26)
Self-employed 5.1(7)
Official 2.2 (3)
Worker 22 (3)
Farmer 3.6 (5
Teacher 22 (3)
Tradesmen 0.7 (1)
Nurse 1.5 (2)
Family income level (monthly) 1065.1 (632.02) 3700
Education Level
Literate 14.6 (20)
Primary School 48.2 (66)
Secondary School 10.9 (15)
High School 18.2 (25)
University 7.3 (10)
Doctorate 0.7 (1)
Living place
Village 18.2 (25)
Town 8.8 (12)
City (suburb) 3.6 (5
City (center) 38.7 (53)
Metropol (suburb) 5.1(7)
Metropol (center) 25.5 (35)
Having social security entitlement
Yes 810 (111)
No 19.0 (26)
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2.2.1 Posttraumatic Growth Inventory

PTGl is developed by Tedeschi and Calhoun (1996) in order to assess positive
changes after the traumatic experiences of the individuals. It consists of 21 items
yielding a total score, and five subscale scores in improved relationship (7 items; 9, 6, 8,
15, 16, 20, 21), new possibilities for one’s life (5 items; 7, 3, 11, 17, 14), greater
appreciation of life (3 items; 13, 1, 2), greater sense of personal strength (4 items; 12, 10,
4, 19 ), and spiritual development (2 items; 18, and 5 items). The five factor solution of
the scale explained 60% of variance (Cohen et al., 1998a). Additionally, the three
subscales of PTGI were tested in another study namely relationship with other, finding
new possibilities, and appreciation of life (Bellizzi & Blank, 2006). These three factors
named as changes in self/positive life attitude, philosophy of life, and relating to others
(Powel et al., 2003). Ho, Chan and Ho (2004) found 4 factor solutions available in
Chinese participants suffering from cancer namely self, interpersonal, life orientation,
and spiritual changes.

In Calhoun and his colleagues (2000) study, internal consistency was .90, and
test-re-test reliability was found as .71 over 2 month interval. According to convergent
validity, correlation between the total PTGI, and open ended questions of stress related
growth was found positive, and moderate (r =.39) (Weinrib et al., 2006). Spiritual
growth, and essay questions was also positive, and moderate (r =.41) (Weinrib et al.,
2006).

PTG has been adapted, and used firstly in Turkish literature in a study which

investigated the predictive values of social support, coping styles, and stress level in
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PTG among parents with autistic children (El¢i, 2004). The Cronbach’s alpha of PTGI
was .88 (Elc¢i, 2004). Elci found the first item with extremely low item total correlation
than he omitted this item from the analyses. The revision of the Turkish version of the
scale was made by Dirik (2006) and this version was used in the present study. She
found three factor solution in her study namely changes in relationship with others
(items 16, 15, 21, 6, 20, 9, 8; Variance explained 44.31%), changes in philosophy of life
(items 7, 3, 14, 17, 11; Variance explained, 8,54%), changes in self perception (items 18,
4,19,13,2,12, 1, 5, 10; Variance explained 6.17%) when administered this scale to a
group rheumatoid arthritis patients.

In the present study, a predictable factor structure of the scale has not been
obtained as in the Polatinsky and Esprey’s study (2000). When forcing items into three
to five factors such as Dirik’s (2006) and Ho et al., (2004) studies, items were not
properly loaded under the factors and explained variance by the factors was getting
decreased below the acceptable ranges. As discussed in the literature, the instability in
the factor structure of the scale might be due to participants, types of the experienced
crises, and the time frame for growth assessment (Cohen et al., 1998a)

PTGl is applied each participants (both patients, and spouses) at twice. In the
patient form, firstly MI patients are rated their own PTG due to suffering from this
disease. Secondly, patients are asked to rate spouses’ PTG according to patients’
observations. In the spouses form, firstly the spouses of the MI patients are rated their
own PTG due to the disease of his/her spouse. Secondly the spouses are rated spouses’

(MI patients) PTG scores according to own observations. Likewise assessed in Weiss
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(2004a), the instruction of the present study was adapted as “your heart disease” in the
patient questionnaire, and “your spouse’s heart disease” in the spouse questionnaire.

In the present study, the internal consistency of the scale was found as .95 in
patients form, and .94 in spouses form. Corrected item total correlations varied from .56
to .78 in patients form, and .53 to .75 in spouses form. When the factor analysis has been
conducted to the data, a predictable factor structure of the scale has not been obtained as
in the Polatinsky and Esprey’s study (2000). When forcing items into three to five
factors such as Dirik’s (2006) and Ho et al., (2004) studies, items were not properly
loaded under the factors and explained variance by the factors was getting decreased
below the acceptable ranges. As discussed in the literature, the instability in the factor
structure of the scale might be due to participants, types of the experienced crises, and
the time frame for growth assessment (Cohen et al., 1998a). Therefore, the five factor
model of PTG (derived by the developer of this scale) was decided to use in further
analysis, including in improved relationship (7 items; 9, 6, 8, 15, 16, 20, 21) (internal
consistency was .91 in patients, and .78 in spouses), new possibilities for one’s life (5
items; 7, 3, 11, 17, 14) (internal consistency was .84 in both patients, and in spouses),
greater appreciation of life (3 items; 13, 1, 2) (internal consistency was .82 in patients,
and .76 in spouses), greater sense of personal strength (4 items; 12, 10, 4, 19 ) (internal
consistency was .78 in patients, and .82 in spouses), and spiritual development (2 items;

18, and 5 items) (internal consistency was .73 in patients, and .59 in spouses).

2.2.2 Beck Depression Inventory (BDI)

At first, Beck, Ward, Mendelson, Mock and Erbaugh developed the inventory in
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1961. Then, in 1978, Beck, Rush, Shaw and Emery developed the second form of this
inventory which was used in this study also. This scale is a self-report rating scale
consisting of 21 items, and measuring emotional, motivational, and cognitive symptoms
of depression. The subjects are asked to complete the questionnaire by considering their
last week. Each item contains four statement representing varying levels of depressive
symptoms. Each item scored from O to 3, and the total score ranges from “0” to “63”.
Higher scores in the scale indicate the greater severity of depression. Scores range
between “0 to 9” indicate ‘no depression’, “10 to 18” indicate ‘mild depression’, “19 to
25” indicate ‘moderate depression’, and ‘“26 and above” are considered as ‘severe
depression’ (Gilbert & Reynolds, 1990). In the original form of the BDI, the criterion
validity was found .96 when considering clinicians’ evaluations (Savasir & Sahin,
1997). The original form internal consistency was ranged from .73 to .95 (Savasir &
Sahin, 1997), and the split half reliability was .86.

BDI had been translated into Turkish, and used in various studies in Turkey
(Aydin & Demir, 1988; Hisli, 1988; Tegin, 1980). Hisli (1988) adapted the second form
of BDI, and found split half coefficient as .74 when applying this scale to 259 university
students. She compared BDI, and Minnesota Multiphasic Personality Inventory’s
Depression subscale in order to obtain concurrent validity. She found the concurrent
validity .63 in psychiatric sample, and .50 in student sample. In the present study, the
BDI adapted by Hisli was used. In the present study, the internal consistency of the scale
was found as .83 in patients form, and .81 in spouses form. The corrected item total

correlations varied from .23 to .50 in patients form, and .21 to .55 in spouses form.
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2.2.3 Impact of Event Scale-Revised

First form of Impact of Event Scale (IES), developed by Horowitz in 1979, is a
well validated 15 item measure of intrusive ideation, and avoidance (Horowitz, Wilner,
& Alvarez, 1979). In literature, this scale was used both for the purpose of assessing
cancer (Cordova et al., 2001), and cardiac problems (Baumert et al., 2004) related stress
reactions, and rumination (Calhoun et al., 2000).

Weiss and Marmar (1997) developed the revised form of this scale for covering
the hypervigilance dimension of the PTSD according to DSM III diagnostic criteria. The
IES-R has 21 items, and three dimension namely intrusion (8 items), avoidance (8
items), and hypervigilance (6 items). Hypervigilance symptom includes irritability,
acting out anger, concentration difficulty, dissociative intrusion (re-experiencing), and
tension (Kocabasoglu & Ozdemir, 2005). The intrusive symptoms of IES-R consist of
nightmares, intrusive thoughts, images or feelings (Weiss & Marmar, 1997). IES-R is
sensitive measure to assess change over time (Weiss & Marmar, 1997). When testing the
psychometric properties among the patients with cardiological problems, Baumert et al
(2004) found obtained a =0.80 for intrusion, o =0.66 for hyperarousal, and a =0.81 for
avoidance subscales.

Turkish standardization of the IES-R was conducted by both Isikl1 (2006), and
Corapgioglu, Yargig, Geyran, and Kocabasoglu (2006). In this study IES-R adapted to
Turkish by Isikl1 (2006) are used. He adapted this questionnaire with the group of
individuals showing traumatic symptoms. Additionally, the “event” terms are adapted as

“your disease” in MI patient form, and as “your spouse’s disease” in the spouse form.
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Isikl1 (2006) tested the psychometric properties of IES-R. Factor analyses yielded
a similar factor solution to the original form except three items (item 5- not the
avoidance factor but to intrusion factor -, item 7 —not to avoidance factor but to
hypervigilance factor -and item 9-not the intrusion factor but to hypervigilance factor -).
Concurrent validity of IES-R scale was found that correlation between the scale, and the
Brief Symptom Inventory was .72; and between the scale, and both BDI and Beck
Anxiety Inventory was .60. The Cronbach’s Alpha was found .93 for the total scale, and
.90 for hypervigilance, and .83 for intrusion, and .82 for avoidance sub scales. These
scores showed that this scale is sensitive measure for evaluating the impact of event.

In the present study, the internal consistency of the scale was found as .89 in
patients form, and .90 in spouses form. The corrected item total correlations varied from
.23 to .50 in patients form, and .14 to .66 in spouses form. The three factor model of
IES-R (derived by the developer of this scale) was used including in rumination (8
items; 1, 2, 3, 6,9, 14, 16, 20; Cronbach's alpha was .86 in patients, and .88 in spouses),
avoidance (8 items; 5, 7, 8, 11, 12, 13, 17, 22; Cronbach’s alpha was .78 in both patients,
and .72 in spouses), hypervigilance (6 items; 4, 10, 15, 18, 19, 21; Cronbach’s alpha was

.82 both in patients, and in spouses).

2.2. 4 Religious Participation, and Religious Belief Questionnaire

Religious participation, another dimension of cognitive processing, would be
assessed by four questions some of them were asked by Wuthnow (1994; cited in
Calhoun et al. 2000). “Whether the respondent is currently attending religious services”,

“How often they attend religious services?”, and “How important religion is in the lives
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of the individuals are questions assessing religious participation. In Calhoun et al.
(2000) study, Cronbach’s alpha for these three items were found .67. In this study, some
modifications were made except for the second question. “How often respondent was
attending religious services before the traumatic event?”, “How often they attend
religious services currently?”, and “How is the belief of God before the traumatic
event?”, and “How is the belief of God currently?” are going to asked for the
participants in order to look at the degree of change before, and after the traumatic event.
First two questions are taken as assessing religious participation, and the last two

questions are taken as assessing religious belief.

2.2.5 The Ways of Coping Inventory (WCI)

The WCI was developed by Folkman and Lazarus (1980), and later revised by
Folkman and Lazarus (1985). This scale consists of 74 items, and is scored on a 4-point
Likert type scale from “not used” (0) to “used a great deal” (3). The scale aims to
measure the problem-focused, and the emotion-focused types of coping. The original
scale is composed of two subscales; problem focused, and emotion focused coping.
Problem-focused coping consists of two subscales: confront coping, and planful
problem-solving. Emotion-focused coping have six subscales: distancing, self-
controlling, and seeking social support, accepting responsibility, escape/avoidance, and
positive reappraisal (Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986).

The adaptation of the scale into Turkish was made by Siva (1991). The internal
consistency of whole scale was high (Cronbach’s alpha= .91). Siva found eight factors

in the factor analysis, and named differently for the original scales such as planful
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problem solving, escape/avoidance, emotional control, growth, fatalistic approach,
helplessness, self-blame, and seeking refuge in supernatural forces.

Moreover Karanci, Alkan, Aksit, Sucuoglu, Balta, (1999), used the WCI with the
Survivor’s of Dinar earthquake. After some minor changes in the scale (e.g., deleting
some items) due to the results of the pilot study, a sixty one item form of WCI was
obtained. The factor analysis yielded five factors namely problem solving, fatalistic
approach, helplessness approach, and seeking social support. The Cronbach’s alphas of
the factors were between .39, and .78.

In this experiment, the original form of WCI was used. Besides, likewise Sheikh
(2004), the participants were asked to complete this scale on the basis of how they coped
with the stressfulness of their experience of heart disease or their spouse’s experience of
heart disease. The Cronbach’s alphas in the present study were found as .75 in patients’
sample, and .71 in spouses’ sample. Three factor structure found by Gencoz, Gengoz,
and Bozo (2006) was used in the present study. The internal consistency of problem
focused coping (29 items; 8, 10, 13, 15, 17, 19, 31, 35, 39, 41, 44, 45, 49, 50, 52, 58, 65,
68, 73, 74, 20, 29, 36, 46, 56, 60, 63, 66, 71) (Cronbach’s alpha was .69 in patients, and
.75 in spouses), emotion focused coping (22 items, 1, 4, 7, 12, 16, 18, 23, 26, 28, 32, 34,
40, 43, 53, 55, 57, 59, 61, 64, 67, 70, 72) (Cronbach’s alpha was .86 in patients, and .84
in spouses), and indirect coping (12 items; 6, 11, 14, 21, 30, 38, 42, 62, 69, 2, 25, 33 )

(Cronbach’s alpha was .67 in patients, and .69 in spouses) was found as satisfactory.

2.2.6 Multidimensional Scale of Perceived Social Support (MSPSS)

This scale was developed by Zimet et al. (1988; cited in Eker & Arkar, 1995).
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The scale is a 12 item self-report instrument designed to assess the person’s perception
of the adequacy of social support from three sources, namely, friends, family, and
significant others. The scale is scored on a 7-point Likert scale from “disagree very
strongly” (1) to “agree very strongly” (7). The original scale is composed of three
factors; social support from friends, family, and significant others.

The adaptation of the scale into Turkish sample was made by Eker and Arkar
(1995). They tested the psychometric properties of the scale in psychiatry, surgery, and
normal (patient visitors) samples. As expected, they found three factors namely,
perceived social support from friends (items 3, 4, 8, 12), family (items 1, 2, 7, 10), and
significant others (items 5, 6, 9, 11), and each factors consisted of 4 items. The
Cronbach’s alpha values were found to be between .83, and .91 in three different
Turkish samples (Eker, Arkar, & Yaldiz, 2000). In the present study, the Cronbach’s
alpha value was found satisfactory for the total scales (.88 for patients, and .85 for
spouses). The three factors Cronbach’s alpha was also found satisfactory; obtained from
perceived social support from friends (.84 in patients, and .81 in spouses), family (.83 in

patients, and .80 in spouses), and significant others (.92 in patients, and .91 in spouses).

2.2.7 Psychological Hardiness Scale (PHS)

Hardiness was assessed by generally using the Personal Views Survey I1I-R
(PVS III-R; Hardiness Institute, Maddi & Khoshaba, 1999). This scale is a self-report
instrument, and consists of 18 items referring to beliefs about oneself, and the world
that concern sense of commitment, control, and challenge. Standardization of the scale

into Turkish sample was made by Durak (2002). The factor analyses did not yield a
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satisfactory factor structure. Consequently, Durak and Motan (2006) developed a new
psychological hardiness scale consisting of 19 items. Items of this new scale had chosen
from the other hardiness scales, and rated on 4 point Likert Type Scale. Factor structure
yields three factor namely commitment (6 items), control (7 items), and challenge (6
items). Higher scores of this scale yield high psychological hardiness. Internal
consistency of the scale was found .81. In the present study, hardiness scale developed
by Durak and Motan was used. In the present study, Cronbach’s alpha value was found
satisfactory for the total scales (.73 for patients, and .67 for spouses). The internal
consistency of the three factors were also found as acceptable; obtained from
commitment (.68 in patients, and .63 in spouses), control (.41 in patients, and .50 in

spouses), and challenge (.70 in patients, and .48 in spouses).

2.2.8 Locus of Control Scale (LCS)

Dag (2002) developed a more comprehensive 5 point Likert type scale for
measuring the locus of control of the Turkish sample than the Rotter (1966) developed.
Unlike Rotter’s (1966) scale, Dag strongly believed that LCS has more objective
response dimensions. Subsequent to collecting the various items measuring the locus of
control, he selected 80 items by means of either changing the sentence structure or
taking the same or similar sentences. On the other hand, item analyses results yielded
that 47 items had satisfactory results. LCS scores of are ranged 47 to 235. 22 items in
the LCS are reversed items.

When Dag (2002) looking at the psychometric properties of the scale consisting

of these 47 items, internal consistency was found as .92. When the scale administered to
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sample one month after the fist administration, test-re-test reliability score was found as
.88. Factor analyses yielded five factors namely; individual control (18 items, 12.62%,
a = .82), believing chance (11 items, 8.6%, a. = .79), meaningless to make an effort (10
items, 7.7%, a = .76, also include meaningless to make an effort in health dimensions),
fatalism (3 items, 6.03%, o = .74), unfairness belief in the world (5 items, 5.2%, o =
.61). In the present study, LCS developed by Dag was used. In the present study,
Cronbach’s alpha value was found satisfactory for the total scales (.83 for patients, and

.86 for spouses).

2.2.9 Rosenberg Self-Esteem Scale (RSES)

RSES consists of 10 items (5 of them reverse coded) rated on a 4 point Likert
Type scale ranged from 1 (completely agree) to 4 (completely disagree) (Rosenberg,
1965). Possible scores range between 0, and 6 with lower scores signify higher self-
esteem. Specifically, scores between 0 and 1 indicates high self-esteem, 2 and 4
indicates intermediate self-esteem, and 5 and 6 indicates low self-esteem. The scale was
adapted to Turkish by Cuhadaroglu (1986), and reliability and validity information was
given by both Cuhadaroglu (1986) and Tugrul (1994). The scale showed adequate
internal consistency .76 (Tugrul, 1994). In the present study, Cronbach’s alpha value

was found satisfactory for the total scales (.71 for patients, and .80 for spouses).

2.2.10 Demographic Information Form

The demographic Information Form are prepared to include the demographic

variables of the participants (e.g., age, education, SES, and length of marriage), marital
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relationship to partner, health related behavioral life style changes after heart disease
(e.g., dietary, sports, smoking attitudes), life conditions before, and after the heart
disease (e.g., relationship with children, and extended family, quality of relationship
between spouse, and children, problems related with work, economical problems),
perception of the event (e.g., perceived severity of trauma, threat to life, time passed
since heart attack, type of treatment -medication, surgery etc-, total treatment, and other
health or psychological treatments), and open ended questions related with the
perception of life changes after the disease.

Marital relationship among the partners was asked by three questions. “What was
the relationship with your husband/wife before the heart problems?”, “What is the
relationship with your husband/wife at now?”, and “What are you supposed to be your
relationship with your husband/wife in the future?” Participants responded questions
with 0 (not good so much) to 4 (always good) on Likert type questions. Possible scores
from these three questions are ranged from O to 12.

In order to assess health related behavioral indicators after the heart disease (e.g.,
dietary, sports, loosing weight, and smoking attitudes), participants are asked to evaluate
behavioral attitudes both before, and after the heart disease/spouse’s heart disease.
Possible responses ranged from 0 to 4.

Life conditions before, and after the heart disease (e.g., relationship with
children, and extended family, quality of relationship between spouse, and children,
problems related with work, and economical problems) are also asked to the

participants. Each item is assessed on a Likert type scale, ranging from O to 4.
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As similar to prior studies (Bellizzi & Blank, 2006; Pakenham, 2005), the
perceived intensity of the disease on general health is measured by two Likert type
questions. First question is, “What is your perception related with your or your partner
health?”” Possible responses ranged from O (very bad) to 4 (very good). The second
question “What is your degree of vital hazard related with your life or your partner’s
health?” Possible responses ranged from O (no any vital hazard) to 4 (excessive degree
of vital hazard).

Additionally, the three open ended questions (one neutral, one positive, and one
negative questions) are asked to the participants in order to look at consistencies of the
reports of the PTGI: “Since the time of your/ your partner’s experience of hearth
problems, how has been the experience of event that affected you?”, “Since the time of
your/ your spouses experience of hearth problems, what has been the positive aspects of
experience that affected you?”, and “Since the time of your/ your spouses experience of
health problems, what has been the negative aspects of experience of that affected you?”
Content analysis was conducted to open responses of both patients, and their spouses by
two psychologist’s judges. Judges rated all the reports independently, and categorized
into four dimension; having no opinion, optimistic opinion, negativist opinion, and
fatalistic opinion. More detailed information is going to be explained in the results

section.

2.3 Procedure

The potential participants were selected in various hospitals in Bolu such as

Abant Izzet Baysal University Faculty of Medicine, izzet Baysal State Hospital, and
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Koroglu State Hospital. Written informed consent was taken from either the Ethical
Committee of the hospitals or directorships of the hospitals.

The patients were selected on the basis of their history of MI. Spouses were
screened with no history of heart disease or other life-threatening illness (cancer, or
stroke) in self, spouse or child. Potential participants were identified with the help of
cardiologists, and nurses in the hospitals. They were contacted in two ways. First, after
obtaining the contact numbers of the participants from the hospital’s cardiology
department, some of the participants were contacted by the help of a mini telephone
interview, mainly explaining the reason for calling. These participants were invited to
the hospital for the administration of the scales after having taken a written informed
consent. Secondly, some of the participants were contacted when they came to the
hospital for their routine control. After explaining the aim of the present study, potential
participants were asked to participate in this study. Having taken the written informed
consent, a set of measurements was given to them, and their spouses. Researcher applied
these scales one by one by reading the whole items. Scale administration to one
participant took approximately 1.5 - 2.5 hours. The scales were presented in a random
order to each participant. In case the need for extra time was detected, the interview time
was prolonged. If the patients chose to answer questionnaires by her self/him self, this
was also accepted.

To examine the time effect, participants were selected without considering the
time passed since diagnosis. On the other hand, patients with longer time interval
between the diagnosis, and the present (3 years, and more) were asked whether they had

suffered from any other traumatic experiences. Patients with any other traumatic
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experiences after the cardiological problem were not included within the present study.
For this purpose, three individuals (one individual passing the process of being remand
prisoner, one individual losing her husband, and one individual losing her son) were not
interviewed, but advised to get professional help.

When the patients were contacted via their telephone numbers obtained from the
hospital cardiology services to schedule the interview time in the hospital, the lost of the
MI patients (N=14) was learned. At these times, after apologizing to make them
remember the loss of the loved one, the aim of this study was explained. In addition to
this, in the interview, if any other neurological, mental or psychological disorder was
identified in any participants, patients were not included in this study. Two participants
with mental problems, two patients with neurological problems due to old age, and one
patient with depression were advised to get professional help. Additionally, doctors of
these patients were informed in order to start consulting with other specialists in the
hospital.

Participants were informed to the results of the study after finishing the data
collection and analyzing process. Debriefing was given to them related with the results
of the present study in the hospitals. Their thoughts and experiences were also shared in
an interactional environment. They freely expressed how their feelings and thoughts
affect themselves and their family. According to the results, suggestions were given to
them in order to arrange their family environment and the importance of PTG was

explained to them.
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CHAPTER 111

RESULTS

Results are organized in three different sections. In the first section, data
cleaning, descriptive statistics (e.g., mean, and standard deviation) of the variables, and
correlation among the variables are presented. In the second and third sections, the
findings related to hypothesis testing were presented. The second part describes the
findings of the first five hypothesis of the study. The third part summarizes the findings

based on the testing of the post-traumatic growth model of Schaefer and Moos.

3.1 Data Cleaning, Descriptive Statistics, and Bivariate Correlations

3.1.1 Data Cleaning

The data were examined for accuracy of data entry, missing values, fit between
their distributions, and the assumptions of multivariate analysis, prior to the analysis.
The z score for all variables was computed in order to improve pairwise linearity, and to
reduce the extreme skewness, and kurtosis. Three cases with extremely low z scores in
spouse groups were found to be univariate outliers therefore these cases were deleted.

When looking at multivariate outliers, one case was deleted. After extracting all of these
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cases, totally 288 cases (patient, N=151, spouse, N=137) were examined for further

analysis.

3.1.2 Descriptive Statistics

Descriptive statistics of the all variables included in the present study were

presented separately for the patients, and their spouses in the Table 3, and Table 4.

3.1.3 Bivariate Correlations among the Variables

Bivariate correlations among the PTG scores obtained from the patients (self
PTG, and perception or opinions about spouse’s PTG), and their spouses (self PTG, and
perception or opinions about spouse’s/patient’s PTG) with the other variables of interest
were separately presented for patients in Table 5, and for spouses presented in Table 6.
The correlations among the all variables interested in the study are presented in
Appendix A.

There were four PTG scores in the present study so there was a need to clarify
PTG scores in more detail. Firstly, the patients’ PTG refers to what the person who had
experience of trauma thinks about his/her own PTG. Secondly, the spouse’s PTG score
observed by the patient refers to what the person who had experienced trauma thinks
about his/her spouses’ PTG. Thirdly, the spouse PTG refers to what the person who’s
spouse had the experience of trauma thinks about his/her own PTG. Fourthly, the
patient’s PTG score observed by their spouses’ refers to what the persons who’s spouse

had the experience of trauma thinks about his/her spouse’s PTG.
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Table 3: Means, and Standard Deviations of the Variables in MI Patient Sample

Total
VARIABLES
Min —Max X SD
Demographical Variables
Number of Children 0-5 2.70 1.09
Number of children living with family (<18 age) 0-4 0.45 0.80
Marital Quality (before, now, after ) 3-12 9.83 2.22
Marital Quality before 0-4 3.26 0.85
Marital Quality now 0-4 3.21 0.94
Marital Quality after (suppose to be) 0-4 3.32 0.91
Time Passed Since Diagnosis (month) 0.17 -207 34.20 43.12
Perceived Threat 0-4 1.87 1.29
Health Status at Now (perceived prognosis) 0-4 2.83 0.78
Health Related Behavioral Indica. (before the disease) 0-20 9.27 5.49
Dietary 0-4 1.59 1.58
Exercising 0-4 1.68 1.56
Not gaining weight 0-4 1.58 1.57
No smoking 0-4 1.84 1.80
No alcohol 0-4 2.57 1.65
Health Related Behavioral Indica. (after the disease) 0-20 14.45 4.88
No smoking 0-4 2.90 1.33
No alcohol 0-4 2.35 1.40
Dietary 0-4 2.56 1.44
Not gaining weight 0-4 3.24 1.37
Exercising 0-4 3.40 1.19
Life Conditions Before, and After the Crises
With marital relationship (before, and after crises) -8-9 0.40 2.77
With children (before, and after crises) -11-8 -0.93 2.21
With extended family members (before and after) -4-4 -0.93 1.32
Economical problems (before, and after crises) S5-17 0.23 1.52
Posttraumatic Growth (Patient) 0-105 57.64 26.11
Improved Relationship 0-35 19.43 10.11
New Possibilities for One’s Life 0-25 10.97 6.84
Greater Appreciation for Life 0-17 10.29 4.02
Greater Sense of Personal Strength 0-15 11.25 5.40
Spiritual Development 0-10 5.70 3.30
The Spouses’ PTG Score Observed by their Patient 3-105 59.48 24.27
Improved Relationship 0-35 18.62 10.03
New Possibilities for One’s Life 0-25 10.33 7.20
Greater Appreciation for Life 0-17 10.86 5.72
Greater Sense of Personal Strength 0-15 9.53 4.66
Spiritual Development 0-10 5.40 42
Impact of Event 0-84 32.99 16.31
Rumination 0-32 11.38 7.31
Avoidance 0-31 13.00 6.50
Hypervigilance 0-24 8.61 6.21
The Ways of Coping 88 -216 152.69 19.61
Problem Focused Coping 36 - 106 69.99 11.50
Emotion Focused Coping 0-74 37.42 12.62
Indirect Coping 7-45 23.70 6.74
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Table 3 Continued

15-84 61.99 15.15
Multidimensional Social Support
Social Support From Family 12-28 25.01 4.08
Social Support From Friend 4-28 20.08 6.22
Social Support From Significant Others 4-28 17.03 8.28
Psychological Hardiness 15-47 32.15 6.38
Commitment 3-15 10.34 2.53
Control 3-17 10.75 3.10
Challenge 0-18 11.08 3.39
Locus of Control 19 -120 76.01 17.91
Self Esteem 18 -40 30.87 5.20
Depression 0-32 9.40 7.03
Religious Participation, and Belief
Religious Participation Before the Event 0-4 2.13 1.19
Religious Participation After the Event 0-4 0.89 1.24
Religious Belief Before the Event 0-4 3.63 0.72
Religious Belief After the Event 2-4 2.66 0.88

As can be seen in Table- 5, the patients’ PTG scores had significant correlation
with the perceived social support (r = .21, p <.001), and its subscales namely social
support from friend (r = .24, p < .001), social support from significant others (r = .16, p
p <.005); hardiness subscales namely commitment (r = .21, p <.005), and challenge (r
=.23, p <.001); gender (r = -.19, p < .005); impact of the event scale (r = .28, p <.001),
and its subscales rumination (r = .18, p < .005), avoidance (r = .34, p < .001), and
hypervigilance (r = .17, p < .005); ways of coping (r = .32, p < .001), and its subscales
namely emotion focused coping (r = .33, p < .001), and indirect coping (r =-.34, p <
.001) in the MI patient group.

When looking at the spouses sample, as being demonstrated in Table- 6, PTG
had significant correlation between number of children (r = .21, p < .005); perceived
social support (r = .27, p < .001); hardiness (r = .18, p < .001), and its subscales of

commitment (r = .21, p < .005), and challenge (r = .23, p < .001); impact of event scale
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Table 4 Means, and Standard Deviations of the Variables in Spouses Sample

Total
VARIABLES Min ~Max X SD
Demographical Variables
Number of Children 0-5 2.70 1.09
Number of children living with family (<18 age) 0-4 0.45 0.80
Marital Quality (before, now, after ) 1-12 9.48 2.61
Marital Quality before 0-4 3.13 0.97
Marital Quality now 0-4 3.18 0.98
Marital Quality after (suppose to be) 0-4 3.17 1.04
Time Passed Since Diagnosis (day) 2-2592 136436 2886.80
Perceived Threat of Spouse’s Health 0-4 1.83 1.17
Health Status of Spouse’s at Now (perceived prog.) 0-4 2.62 0.79
Health Related Behavioral Indicators (before disease) 0-20 11.46 4.33
Dietary 0-4 1.16 1.43
Exercising 0-4 1.48 1.41
Not gaining weight 0-4 2.0 1.46
No smoking 0-4 2.89 1.59
No alcohol 0-4 3.40 1.25
Health Related Behavioral Indicators (after the disease) 0-20 12.39 4.74
No smoking 0-4 2.16 1.50
No alcohol 0-4 1.74 1.42
Dietary 0-4 2.08 1.43
Not gaining weight 0-4 3.0 1.59
Exercising 0-4 3.39 1.27
Life Conditions Before, and After the Crises
With marital relationship 8- 14 0.35 2.95
With children -5-4 -0.07 1.78
With extended family members -4 -4 -0.32 1.43
Economical problems -71-5 0.11 1.77
Posttraumatic Growth (Spouses) 0-103 54.47 28.75
Improved Relationship 0-35 19.77 9.14
New Possibilities for One’s Life 0-25 10.70 6.92
Greater Appreciation for Life 0-20 12.88 5.28
Greater Sense of Personal Strength 0-15 9.83 3.83
Spiritual Development 0-10 6.29 3.09
The Patients’ PTG Score Observed by their Spouses’ 0-105 54.76 27.42
Improved Relationship 0-35 19.76 9.13
New Possibilities for One’s Life 0-25 10.70 6.91
Greater Appreciation for Life 0-20 12.88 5.28
Greater Sense of Personal Strength 0-15 9.83 3.82
Spiritual Development 0-10 6.29 3.29
Impact of Event 3-87 34.38 16.53
Rumination 0-31 12.71 7.82
Avoidance 0-30 12.13 5.67
Hypervigilance 0-24 9.54 6.19
Ways of Coping 115-204 156.84 18.04
Problem Focused Coping 35-106 71.28 12.09
Emotion Focused Coping 7-67 38.96 11.96
Indirect Coping 4-41 24.17 7.04
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Table 4 Continued

26 -84 62.57 13.69
Multidimensional Social Support

Social Support From Family 13-28 25.01 3.89
Social Support From Friend 4-28 19.77 6.22
Social Support From Significant Others 4-28 17.85 7.72
Psychological Hardiness 15-47 31.02 6.01
Commitment 2-15 10.04 2.54
Control 0-17 10.75 3.28
Challenge 4-18 10.47 2.76
Locus of Control 15-120 79.38 19.49
Self Esteem 11-40 30.44 6.11
Depression 0-32 9.64 6.87
Perceived Threat for Husband’s Illness 0-4 1.83 1.17
Perceived Health Status of Spouse at Now (perceived prog.) 0-4 2.62 0.79

Religious Participation, and Belief

Religious Participation Before the Event 0-4 243 1.29
Religious Participation After the Event 0-4 0.78 1.13
Religious Belief Before the Event 0-4 3.61 0.81
Religious Belief After the Event 0-4 2.74 0.93

(r=.39, p <.001), and their subscales rumination (r = .21, p < .005), avoidance (r = .32,
p <.001), and hypervigilance (r = .23, p < .001); ways of coping (r = .36, p <.001), and
its subscale of indirect coping (r = -.26, p < .001); religious participation (r = .25, p <

.001), and religious belief (r = .26, p < .001) in the MI patient group.
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Table S Pearson Correlations of PTG, and study variables in MI Patient Group

1 2 3 6 8 9 10 11 12 13 14 15 16 17 18 19
18. PTG Patient .01  -.19*% .16* .01 .01 .04 -15 .11 .00 03 07 -05 .09 .07 .03 -.07 .00 1 93%*
19. Impr. Rel. .01 -.09 11 .01 A1 -01  -01 -.06 12 .01 03 -04 -03 -05 -02 .09 -05  .93%* 1
20.Pos.Life -13 -17 -23 -.20 -.14 -02 -09 -14 -07 -08 -10 -12 -10 -09 -09 -.07 .04 BOFx - T5wE
21. App.Life .14 .01 20%  21%*  22%k  20%% 05 .09 .04 A1 .02 10 .03 .14 .08 28 21%k  81FF  66%*
22. S.per Str. .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 BOFx - JQRE
23. Sp. Dev. .04 -01 -.09 .09 -.05 .09 .03 .04 -.01 .08 .10 -03 .04 -07 -04 21*%x 24%% g7k QT**
24. SPTG -02 .09 .08 .04 .00 .06 .02 .03 .08 05 .03 -21 -24 -07 -.19 .03 .06 JTEEJ3EE
25. SImpro -12 -15  -07 -20 -.06 -15  -08 -.03 .04 .01r .00 06 .14 -13 .13 -.14 -02  .60%* 59%*
26. Sp.Pos. A1 .04 .09 20%* .02 16%* .08 .04 .00 05 -04 -23 -24 -05 -25 .06 A8% 51k 43%*
27. Sp.App. -04 .01 12 .04 -.07 .04 02 07 22% -01 .03 .03 .03 .04 .01 .06 A1 A0%* - 36%*
28. Sp.Stre -02 .05 .10 .07 -.05 .01 09 12 21 15 .15 .00 -03 .02 .01 .03 .05 A46%F  4]%*
29. Sp.Spiri. .04 11 13 .06 -.05 A2 .09 11 23%* 06 .11 .10 .07 .05 .14 .06 .04 A0%x - 4DwE

20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36

18. PTG Patient ~ .89%*  81**  89**  7J7#*k  7J6%*  60%*  SI**  40%*  46%F 48 @** I8 34wk TR 3k 15 32%%
19. Impr. Rel. 0,75*%% 0,66** 0,79%* 0,67** 0,73%% 0,59%* 0,43*%% 0,36%* 0,41** 042%* 0,25% 0,19* 0,28% 0,15 0,29 0,11  0,30**
20.Pos.Life 1 0,66*%* 0,74** 0,63*%% 0,68** 0,53*%% 0,53** (,34*%* 0,39%* (043*%F 0,24*¥* 0,14 032¥* 0,14 0,26%¥* 0,11 0,25%*
21. App.Life 1 0,71*%% 0,63** 0,60%* 0,50%* 0,42%% 0,47** 0,40%* 046%* 0,27*F 0,17% 0,32% 0,18* 0,27** 0,15  0,28**
22. S.per Str. 1 0,59%*% 0,63** 0,53*%* (,46%* 0,32%F (42** 0,38** 0,22** 0,13 0,30%* 0,12 0,33*%* 0,24%* 0,26%*
23. Sp. Dev. 1 0,66** 0,40** 0,36** 0,33** 0,36** 0,48** 0,24** 0,14 0,26** 0,18* 0,25%* 0,02  0,33**
24. SPTG 1 0,56  0,49%* 041*%* 0,42%* 0,51*F 0,30%* 0,22%% 0,32** 0,21** 0,37** 0,23** 0,35
25. SImpro 1 0,78*%* 0,64** 0,78*%* 0,71** 0,20¥* 0,16 0,22** 0,11  0,31** 0,18** 0,26
26. Sp.Pos. 1 0,61%% 0,74*¥* 0,69%* 024 0,22* 0,18 0,19%* 0,31%¥* 0,22%* 0,26
27. Sp.App. 1 0,67** 0,71*%% 0,26** 0,26*%* 0,14 0,23** 0,17 0,00 0,23**
28. Sp.Stre 1 0,67 0,17 0,13 0,20 0,09 0,31  0,18*% 0,26%*
29. Sp.Spiri. 1 0,26 0,21 0,20 0,22%* 0,28 0,08 0,28

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed)
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Table 5 (continued)

37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52
18. PTG Patient - 34%% 21%x 10 24%%  16% 15 21%* - 12 23%% 15 -.11 -.05 .07 15 -.06 A1
19. Impr. Rel. -36%*F  24%% 12 28%F  17* A1 A7+ -1 19% .14 -.13 -.01 .08 1 -.06 .09
20.Pos.Life -25%% 14 .04 17 A1 13 15 -.07 20%% 14 -.14 -.07 -.01 .14 -.10 12
21. App.Life -28%*%  16% .08 12 .14 18% 26%% .09 22%% 10 .00 .00 .06 13 -.05 .03
22. S.per Str. -20%x 21%* 10 22%% 0 1T* 26%%  20%% - 04 31 .05 -.03 -.15 .05 12 -.09 .06
23. Sp. Dev. =27 13 .07 .18%* .08 -.09 .02 -.26 .05 .28 -.13 .04 .14 20%% 14 22%%
24. SPTG -42%% 0 20%*%  16% .18% 13 .14 .20 -.14 23%% .05 -.07 -.04 .00 20%* -1 .18%
25. SImpro -28%*% 15 .10 .10 .14 21%% 0 19% .07 19% -.03 .01 .02 -.06 21 -.08 .05
26. Sp.Pos. -24%% 04 .06 -.03 .07 .16 A7 .04 13 .00 .04 .06 -.05 24%% - 13 .05
27. Sp.App. -21%% .01 .10 -.02 -.02 .01 .09 -.10 .05 .08 .00 A7 -.14 .10 -.06 .06
28. Sp.Stre - 19%% .06 .06 .04 .05 22%x 0 20%* .09 .19 -.02 .14 .02 -.09 27%*  -05 .01
29. Sp.Spiri. - 17%% .03 -.03 -.02 -.03 .01 .08 -.12 .06 .15 -.03 .15 .00 23% .07 .16

*

Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary;

10. Sport Activities; 11. Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17.

Economical Status; 18. PTG Self; 19. Improved Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal

Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient; 25. Spouses’ PTG Perceived by Patient in Improved Relationship; 26.

Spouses’ PTG Perceived by Patient in New Possibilities for One’s Life; 27. Spouses’ PTG Perceived by Patient in Appreciation for Life; 28. Spouses’

PTG Perceived by Patient in Sense of Personal Strength; 29. Spouses’ PTG Perceived by Patient in Spiritual Development; 30. Impact of event; 31.

Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38.

Perceived social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45.

Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious participation before; 50. Religious participation after; 51. Religious

belief before; 53. Religious belief after
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Table 6 Pearson Correlations of PTG and study variables in the spouse group

1 2 3 4 5 6 7 8 9 0 11 12 13 14 15 16 17 18 19
18. PTG Self -01 .02 .08 .01 -02 .12 -0l .07 .03 .05 -08 .11 .04 .15 21* 09 .01 1 .92
19. Impr. Rel. 04 00 -14 .04 02 -03 .04 .00 .04 -14 02 -03 -07 .05 -04 .02 -15 .92%¥x |
20.Pos.Life 0 .10 -07 03 .02 .11 .00 .10 .03 -07 .02 -03 -07 .08 -08 .01 .01 .90*%x 6%
21. App.Life A1 .08 -02 .02 .11 .08 .11 .08 .02 -02 .11 .15 .10 .12 .16 .10 -11 79%x 3
22. S.per Str. 0o o0 o0 0 .01 .01 .01 .0 0 .01 .01 .01 .01 .01 .01 .01 .01 .79%* 66%*
23. Sp. Dev. -07 -07 06 06 01 .02 -07 -07 .06 .06 .01 -0l .01 .03 -07 .06 .18 .80%* 70**
24. SPTG 14 11 .11 08 -02 .04 14 11 08 .11 -02 -06 -07 .00 -07 .04 .04 75%* 68*x
25. SImpro 05 00 .06 .00 .00 .00 -05 .00 .00 .06 .00 .12 .17¢ -03 .12 -0l -02 .92%* 9Q*x
26. Sp.Pos. 14 -03 05 .17 -08 .01 .14 -03 .17% .05 -08 -19% -16% -09 -21 -06 .06 .90*%* 6%
27. Sp.App. 00 .02 06 .04 01 .07 .00 .02 .04 06 01 -08 -10 -06 -02 .08 .13 .79%x 6E**
28. Sp.Stre 03 04 05 08 .02 .05 .03 .04 08 05 02 .06 .08 -08 .12 .05 -06 .79%k 3%
29. Sp.Spiri. -05 -05 -06 -05 -16%* -02 -05 -05 -05 -06 -16%* -02 -08 .02 .05 -05 -10 .92%* /70**
19 20 21 2 23 24 25 26 27 28 29 30 31 32 33 34 35 36
18. PTG Self ~ .92%% QQ** 7Q#x 7Q#x  Q(#sk  J5kx Qi QUi JQkx 70wk QOik  AQEx 30wk QR 3QEx 3wk Q7w 2THE
19. Impr. Rel. 1 JEEE 63%E 6e%E JORE 68%F%  QOFE 76 66Fk 63%E  JORE 30wk 22k 3eEx D0k 3Rk DeEE D5k
20.Pos.Life 1 B3 GAEE TR TR JeEE QR e4%x @3k JlEk 3Quek DRk 37wk 3wk 35wk |7k Dk
21. App.Life 1 57k 52EE STk @3k @3k STk 5k 5wk 3Taek QQEx  Jwk 33k JQkx 30 ]
22. S.per Str. 1 59%E G0 GG G4%E QO 5TER 5QEk 30k D5k 30k [k D@k 3] |8
23. Sp. Dev. 1 63k JORE 1wk 5QEE 5Dk Q@ 35kk D7k 35wk D@k 3k ] 35k
24. SPTG 1 68 GTHE GOE  STHE 3wk 3k Dk JPkx TRk DTdk Dk D3k
25. SImpro 1 JEEE66%E 63k JOEE B(pRE DDk 3@ D(Ek 3]k ek D5
26. Sp.Pos. 1 O4FE @3 JlEE 3Quk D@k 37wk 3k 35kx |Thx Dk
27. Sp.App. 1 57k 5Q%x 30wk D5k 3k [k D@k 3wk g
28. Sp.Stre 1 52 3Tk DQEek 3wk 33wk Dk 30k ]
29. Sp.Spiri. 1 35k Q7Ex 35wk D@k 3wk ] 35k

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).
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Table 6 (continued)

37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52
18. PTG Self =38FEk 27k 18% 22%%  19% 18% 31207 .19% -.09 .00 .05 -.01 .16%* .05 Koo
19. Impr. Rel. ~ -35%*  26%* 13 24%%  19% A2 23%% .08 .14 -.02 -.04 .06 .00 11 .05 24%%
20.Pos.Life =27F% 23%% 10 20%%  19% 18% 31209 23% .05 -.08 .09 .00 20%%  -.01 2TH*
21. App.Life =31k 23%k 21 A7 16%* 24%x 7R 11 13 -23%% 13 .01 -12 13 -.06 23%%
22. S.per Str. -40%*F  22%% 0 26%*% 14 12 26%%  37F 01 23%k 0 _20%% 13 -.06 -.02 .04 A1 33#*
23. Sp. Dev. -36%% 15 .10 10 12 -.05 A7 -24%% 03 .09 -.09 11 A1 .18%* 21 32%*
24. SPTG -34%*% 13 .05 .08 12 .05 A1 -.07 .10 -.04 -.13 .09 -.05 .16%* -.02 33w
25. SImpro -35%%  26%% (13 24%%  19% A2 23%% .08 .14 -.02 -.04 .06 .00 A1 .05 24%%
26. Sp.Pos. =27%% 23%% 10 20%%  19% 18 S31FE 0 -.09 23% .05 -.08 .09 .00 .20 -.01 2TH*
27. Sp.App. -40%% 2%k 6% 14 12 26%%  37F _01 23%% 220 13 -.06 -.02 .04 A1 33wk
28. Sp.Stre S31FE S 23%k 0 21%F (17 .16%* 24%% 0 27Fk 11 13 -23%*% 13 .01 -12 13 -.06 23%*
29. Sp.Spiri. -36%* 15 .10 10 12 -.05 A7 -24%% .03 .09 -.09 11 A1 .18%* 21 32%%

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).
1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary;

10. Sport Activities; 11. Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17.

Economical Status; 18. PTG Self; 19. Improved Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal

Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient; 25. Spouses’ observation of the Patient PTG in Improved Relationship; 26.

Spouses’ observation of the Patient PTG in New Possibilities for One’s Life; 27. Spouses’ observation of the Patient PTG in Appreciation for Life; 28.

Spouses’ observation of the Patient PTG in Sense of Personal Strength; 29. Spouses’ observation of the Patient PTG in Spiritual Development; 30.

Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect

coping; 38. Perceived social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44.

Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious participation before; 50. Religious participation after; 51.

Religious belief before; 53. Religious belief after
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3.2 Comparison of the Patients’, and Their Spouses’ PTG Scores

In order to test the first hypotheses of the present study, various analyses were
performed. After obtaining significant correlation, repeated measures of ANCOVA for
the total PTGI and repeated measures of MANCOVA for the subscales of the PTGI
were conducted.

As being demonstrated in Table-5, and Table-6, the MI patients’ PTG scores, and
their spouses’ PTG scores were highly correlated with each other (r =.77, p <.001).
This result may suggest the existence of the PTG across the couples. Therefore, repeated
measures of ANCOVA were conducted in order to test the first hypothesis.

Hypothesis I: When comparing the MI patients’, and the spouses’ PTG, the MI

patients” would significantly have higher PTG scores than the spouses’ after

controlling the effect of gender.

When the MI patients’ and the spouses’ PTG responses were compared in order
to test the existence of PTG living across couples, repeated measures of ANCOVA was
conducted. The MI patients and the spouses responds were two categories of the
independent variables and the PTGI scores were dependent variable. Besides gender was
considered as a covariate since the MI patients were largely composed of male
participants and the spouses were composed of largely female participants and previous
literature findings reveal the significant effect of gender on PTG (Bellizi, 2004).
According to the results, PTG scores of the MI patients and the spouses did not

significantly differ from each other, F (1,134) = 1.69, n.s.
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In terms of the subscales of the PTG, MANCOVA with repeated measures were
conducted. The MI patients and the spouses’ responds were two categories of the
independent variable, gender were set as a covariate, and five subscales of PTGI were
set as the dependent variables. A Repeated Measures MANCOVA revealed that the MI
patients and the spouses scores differed across the factors of PTGI; Wilks” A= 91. F
(5,130) = 2.44,p <.05. When looking at the univariate F results, improved relationship [F
= 2.20, n.s.], possibilities of life [F = 1.40, n.s.], appreciation of life [F = .84, n.s.], and
spiritual development [F = .84, n.s.] did not reveal significant group difference.
However, personal strength dimension showed significant group difference [F = 11.25, p
<.001]. The MI patients (M = 11.41, SE = .45) had higher scores on the personal

strength dimension than the spouses (M = 9.87, SE = .33).

3.3 Validity of PTG Scores of the MI Patients and Their Spouses

Consistency between the MI patients PTG ratings and the spouses’ observation,
consistency between the spouses PTG ratings and the MI patients’ observation,
consistency between the MI patients /the spouses PTG and behavioral indexes, and
consistency between the MI patients /the spouses PTG and open ended questions were
assessed in order to assess the validity of self report scores of the MI patients’ and the

Spouses.

3.3.1 The MI patients PTG rated by themselves and observed by the spouses

At first, consistencies between the MI patients PTG rated by themselves and

observed by the spouses were evaluated. Moderate positive correlation was obtained
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between the MI patients’ PTG score rated by themselves, and the MI patients’ PTG
score observed by the spouses’ (r = .58, p < .001) that may show the congruency of the
responses to self report data with significant others. This correlation may demonstrate
the validity of the self-report responses when looking at the scores obtained from the
significant others (husbands or wives). For the further analysis, after controlling the
effect of gender, the PTG score of the MI patients reported by themselves and observed
by that of the spouses were compared for testing the 2" hypothesis.

Hypothesis 2: When comparing the MI patients’ PTG scores rated by themselves,

and the MI patients” PTG score observed by their spouses, scores would not

significantly differ from one another after controlling the effect of gender.

When the MI patients’ PTG rated by themselves and observed by the spouses’
were compared in order to test the validity PTGI responses, repeated measures of
ANCOVA was conducted. The MI patients’ PTG scores rated by themselves and
observed by the spouses were two categories of the independent variable and the PTGI
scores were dependent variable. Besides, gender was considered as a covariate in order
to control the effect of gender. Results revealed that when the effect of gender was
controlled, the MI patients PTG (M = 64.85, SE = 3.43) rated higher scores than the
spouses observed (M = 58.38, SE =3.65), F (1,134) = 3.86, p < .05.

Besides the total PTGI scores, MANCOV A with repeated measures were
conducted in order to look at the subscales of the PTGI. The MI patients’ ratings and the
spouses observations were two categories of an independent variable, gender was set as

a covariate, and five subscales of PTGI were set as dependent variables. A Repeated
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measures of MANCOVA revealed that the MI patients PTGI rated by themselves and
observed by the spouses did not significantly become different across the factors of
PTGI; Wilks” A= .97. F (5,130) = .910, n.s. The univariate F results did not show
significant difference also; improved relationship [F = .29, n.s.], possibilities of life [F =
.16, n.s.], appreciation of life [F = 1.35, n.s.], personal strength [F = 2.56, n.s.], and

spiritual development [F = .03, n.s.] did not reveal significant group difference.

3.3.2 The spouses PTG rated by themselves and observed by the MI patients

Secondly, consistency between the spouses PTG ratings and the MI patients’
observation were assessed. The spouses’ PTG score rated by themselves, and the
spouses’ PTG score observed by the MI patients were positively correlated (r = .55, p <
.001). Therefore, when looking at the scores obtained from the significant others
(husbands or wives), self report of PTG may properly answered. For the further analysis,
the PTG score of the spouses reported by themselves, and observed by that of the MI
patients were compared for testing 31 hypothesis.

Hypothesis 3: When comparing the spouses’ PTG rated by themselves, and the

spouses’ PTG score observed by the MI patient, scores would not significantly

differ from one another after controlling the effect of gender.

When the spouses’ PTG rated by themselves and observed by the MI patients’
were compared in order to test the validity PTGI responses, Repeated Measures of
ANCOVA was conducted. The spouses’ PTG and the MI patients observations of the

spouses’ PTG were two categories of the independent variable and the PTGI scores were
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dependent variable. Moreover, in order to control the effect of gender, it was considered
as a covariate. Results revealed that when the effect of gender was controlled, the
spouses PTG scores rated by themselves and observed by the MI patients did not
significantly differ from each other, F (1,134) = .57, n.s.

Moreover, MANCOVA with repeated measures were conducted in order to look
at the subscales of the PTGI. The spouses’ ratings and the MI patients observations were
two categories of an independent variable, gender was set as a covariate, and five
subscales of PTGI were set as dependent variables. A Repeated Measures of
MANCOVA revealed that the MI patients PTGI rated by themselves and observed by
the spouses did not significantly become different across the factors of PTGI; Wilks” A=
.98. F (5,130) = 2.50, n.s. Therefore, the univariate F results did not show significant
difference; improved relationship [F = .02, n.s.], possibilities of life [F = .03, n.s.],
appreciation of life [F = 2.49, n.s.], personal strength [F = 2.48, n.s.], and spiritual

development [F = .03, n.s.] did not reveal significant group difference.

3.3.3 The Behavioral Indices of PTG

Thirdly, consistency between the MI patients /the spouses PTG and behavioral
indices were evaluated according to the 4 hypothesis. Before testing this hypothesis,
preliminary analyses were conducted for the data in order to compare behaviors before
and after the event. For behavior indices, Likert type questions were used.

A significant positive correlation was established between the MI patients’ PTG,
and the total scores of behavioral indexes (dietary, sports, not gaining weight, not taking

alcohol, no smoking) (r =22, p <.05). When looking at the unique effect of each
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behavior, the MI patients’ PTG had significant positive correlation with sport activities
(r=.16, p <.05), not smoking cigarette (r =.16, p <.05), and not drinking alcohol (r =25,
p <.001). These results may demonstrate that there have been significant behavioral
arrangements of the patients after suffering from a heart attack. After observing these
significant correlations, several paired sample t tests were conducted to see significant
group differences in behavioral indicators between before, and after the heart attack. The
MI patients paid more attention to the dietary [t(150) = -7.88, p <.001], doing sports
[t(150) =-7.88, p <.001], not gaining weight [t(150) = -8.39, p <.001], not smoking
cigarette [t(150) = -9.11, p <.001], and not drinking alcohol [t(150) =-6.92, p <.001],
after the crises (respectively; M = 2.90, M = 2.35, M = 2.55,M = 3.23, M = 3.40) than
before the crises (respectively; M= 1.59, M= 1.68, M= 1.57, M= 1.84, M =2.57).
Besides, whether the individuals with higher behavior changes significantly
showed higher PTG scores than the individuals with fewer behavior changes after the
effect of gender controlled was analyzed for testing the 4™ hypothesis.
Hypothesis 4: After controlling the effect of gender, the MI patients/ the spouses
reporting higher behavior change (dietary, sports, not alcohol, no smoking)
would be significantly have higher PTG scores than the MI patients/the spouses

reporting lower behavior change.

For testing this hypothesis, behavior difference (difference between after the
event, and before the event; on dietary, sports, not gaining weight, not taking alcohol, no
smoking) scores within the highest and the lowest 25" percentile were grouped as

“higher behavior changes”, and “fewer behavior changes” categories, respectively.
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ANCOVA was conducted to test 4™ hypothesis separately for the MI patients and the
spouses. Degree of behavior change was set as an independent variable, gender was set
as a covariate and the PTG was set as dependent variable.

When looking at the MI patients responses for the total PTGI score, ANCOVA
results demonstrated that degree of behavior change did not reveal significant effect on
PTG after removing the effect of gender; F (1,50) = 1.40, n.s.

In terms of the subscales of the PTG, MANCOVA were conducted. The degree
of behavior change was taken as an independent variable, gender was set as a covariate,
and five subscales of PTGI were set as the dependent variables. MANCOV A results
revealed that the MI patients (with wither higher or lower behavior change) scores
differed across the factors of PTGI; Wilks” A=.72. F (5,46) = 3.5,p <.01. When looking
at the univariate F tests, improved relationship [F = .06, n.s.], possibilities of life [F =
2.19, n.s.], personal strength [F = 2.57, n.s.], and spiritual development [F = .08, n.s.] did
not reveal significant group difference. However, appreciation of life dimension showed
significant group difference [F = 7.66, p <.01]. The MI patients with higher behavior
change (M = 11.04, SE = .97) had higher scores on the appreciation of life dimension
than the MI patients with lower behavior change (M = 7.70, SE = .69).

As for looking at the spouses responses, no significant correlation was found
between spouses PTG, and any behavioral changes (r =.12, p = n.s). The spouses did not
make any behavioral arrangements into their lives after their husband or wife suffered
from a heart attack. Several paired sample t tests were conducted to see whether
significant group differences in behavioral indicators between before and after the heart

attack of their spouses were seen. The spouses paid more attention to the dietary [t (135)
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=-4.46, p <.001], and doing sports [t (135) = -3.24, p <.001] after the crises of spouses
heart attack (respectively; M = 2.16, M = 1.74) than before the crises (respectively; M =
1.69, M = 1.47). However there was no significant difference in not gaining weight [t
(135) = -.83, n.s], not smoking cigarette [t (135) =-1.57, n.s], and not drinking alcohol [t
135) = .14, n.s] dimensions before, and after the crises.

In order to test 4™ hypothesis, ANCOVA was conducted. When looking at the
spouses responses for the total PTGI score, ANCOVA results demonstrated that degree
of behavior change did not reveal significant effect on PTG after removing the effect of
gender; F (1,51) = .48, n.s.

In terms of the subscales of the PTG, MANCOVA were conducted. The degree
of behavior change was set as an independent variable, gender was taken as a covariate,
and five subscales of PTGI were set as the dependent variables. MANCOV A results
revealed that the spouses (with wither higher or lower behavior change) scores did not
significantly become different across the factors of PTGI; Wilks’” A= .97. F (5, 46) = .29,
n.s. Therefore, the univariate F results did not show significant difference also; improved
relationship [F = .90, n.s.], possibilities of life [F = .41, n.s.], appreciation of life [F =
.04, n.s.], personal strength [F = .15, n.s.], and spiritual development [F = .33, n.s.] did
not reveal significant group difference. Therefore, despite there was a significant
correlation between PTG, and behavioral indexes, the spouses did not significantly differ
from each other according to degree of behavior change. Consequently, not disregarding

the perceptual part of PTG may not be so easy.
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3.3.4 The Open Ended Questions Related to the Effect of the Event, and PTG

Fourthly, consistency between the MI patients /the spouses PTG and open ended
questions were assessed according to 5t hypothesis. The effects of the heart failure on
the patient, and their spouses were also investigated by open ended questions to make a
detailed behavioral and cognitive examination of the event. PTG and open ended
questions relationship were tested for the fifth hypothesis by correlation.

Hypothesis 5: The individuals who have optimistic opinion would significantly

show higher scores on the three open ended questions assessing the

consequences of the MI than the others (individuals with negative, and mixture
of positive and negative opinion).

The responses of both the MI patients, and the spouses were categorized in order
to make a quantitative analysis of the responses to the open ended questions. For testing
the three open ended questions (one neutral, one positive, and one negative
consequences), the responses were classified by one graduate student in psychology into
four dimension namely (1) ‘positive thoughts’, (2) ‘negative thoughts’, (3) ‘fatalistic
thoughts’, (4) mixture of positive and negative opinion and (5) ‘no opinion’ (see
example in Table 7). The judges (two psychologists) tried to classify which sentence can
be accepted into which category, and rated all the responses independently. The reports
which included the concepts such as ‘thinking to learn the value of life” labeled as
‘positive thoughts’. The reports like “I have difficulty in managing my life”” were
accepted as negative expectations. The reports such as “This disease is my destiny”
accepted as fatalistic thoughts. The reports like “I have difficulty in managing my life”

were accepted as negative expectations. The reports such as “If my health is good, I feel
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Table 7 Examples, and percentages of thoughts in each category of MI patients, and

spouses for three open ended questions

Categories Examples Percentage (N)

Question I(Neutral question): “Since the time of your/ your partner’s experience of hearth problems, how
has been the experience of event that affected you?”

Positive thoughts ‘I learn the value of life’ 30.3% (N=46) (patient)
‘I learn the value of my family, and friends’. 13.8% (N=21) (spouse)

Negative thoughts ‘I thought I could die’ 46.1% (N=70) (patient)
‘I have never walking freely since heart 51.3% (N=78) (spouse)
attack’.

Mixture of positive and ‘I feel better but have anxiety related with 9.2% (N=14) (patient)

negative thoughts doctor control’ 12.5% (N=19) (spouse)
‘I become to be more sensitive’

Fatalistic thoughts ‘Having religious belief helps me during the 0.7% (N=1) (patient)
crises’ 0% (N=0) (spouse)
‘I hope my God helps me recover’.

No opinion ‘I do not know’. 13.2% (N=20) (patient)

12.5% (N=19) (spouse)

Question 2 (Positive question): “Since the time of your/ your spouse’s experience of hearth problems,
what have been the positive aspects of experience that affected you?”

Positive thoughts ‘I learn the value of hospitals, doctors, nurses’  63.6% (N=96) (patient)
‘I feel I am younger than before’ 48.7% (N=68) (spouse)
Negative thoughts ‘I have decrement in my self esteem’. 3.9% (N=6) (patient)
‘Responsibilities in job affect my health 5.9% (N=9) (spouse)
negatively’
Mixture of positive and ‘My family control me continuously’ 3.9% (N=6) (patient)
negative thoughts ‘I can not leave my husband alone’ 3.9% (N=6) (spouse)
Fatalistic thoughts Having religious belief helps me during the 0.7% (N=1) (patient)
crises’ 0.7% (N=1) (spouse)
‘I have increment in religious participation’.
No opinion ‘I do not know’. 28.3% (N=43) (patient)

34.9% (N=53) (spouse)

Question 3(Negative question): Since the time of your/ your spouse’s experience of health problems, what
have been the negative aspects of experience of that affected you?”

Positive thoughts ‘I started to live a healthier life than before’ 2.6% (N=4) (patient)
‘I decreased my negative feelings by means of 3.9% (N=6) (spouse)
walking’
Negative thoughts ‘I am getting to be tired’ 59.9% (N=91) (patient)
‘I get nervous about dying’ 54.6% (N=83) (spouse)
Mixture of positive and ‘I consider that if the operation will good, I 2 % (N=3) (patient)
negative thoughts feel better. If not, I don’t know’ 2 % (N=3) (spouse)
Fatalistic thoughts ‘Having religious belief helps me during the 0% (N=0) (patient)
crises’ 0% (N= 0) (spouse)
‘I have increment in religious participation’.
No opinion ‘I do not know’. 34.9% (N=53) (patient)

29.6% (N=45) (spouse)
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good. If my health is bad, I feel bad” were accepted as the mixture of positive and
negative thoughts. This disease is my destiny” accepted as fatalistic thoughts. Finally,
some patients did not express any opinion. These kinds of responses were accepted as in
the no opinion category. Then the kappa coefficients were calculated in order to assess
inter-rater agreement between the judges. The judges’ agreement in patients’ and their
spouses’ responds of open ended questions were calculated separately. As for the
patients’ responses, kappa coefficients can be accepted as outstanding; for neutral
question (question 1) as .75, for the positive question (question 2) as .85, and for the
negative question (question 3) as .96. Similarly, Kappa coefficients can be accepted as
outstanding; for neutral question (question 1) as .95, for the positive question (question
2) as .94, and for the negative question (question 3) as .96.(Cohen , 1960) in the spouses
data.

The further analyses were conducted to see systematic group differences between
optimistic, negativist, and mixture of positive and negative opinion to three open ended
questions on PTG. In order to decrease Type I Error, individuals with fatalistic and no
opinion were removed from the analyses. While the types of responds (positive, negative
and mixture of positive and negative opinion) were independent variable, the PTGI was
dependent variable. However, one way ANOV A results of patients did not yield
significant difference between responds type of the individual; for the neutral question
[E (2,127) = 2.05, n.s]; for the positive consequences question [F (2,104) = 2.08, n.s];
and for the negative consequences question [F (2, 95) = .69, n.s]. Similarly, one way
ANOVA results of spouses did not yield significant difference between the responds

type of the individuals; for the neutral question [F (2,115) = 1.44, n.s]; and for the
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positive consequences question [F (2, 80) = .02, n.s]. Although systematic group
difference were found for the results of the negative consequences related question
[F(2,89) = 3.24, p < .05], post hoc tests did not reveal systematic difference between
groups. Therefore, there were not significant group differences between the type of
respond on PTG neither in the MI patients’ PTG nor in the spouses’ PTG.

Further analyses were conducted after categorizing PTG as lower and higher
PTG by means of standard deviations (+- 1 Standard Deviation). Individuals with
positive thoughts would have higher PTG. According to this, x* analyses were
performed with the types of responses (positive, negative and positive and negative) and
the degree of PTG (higher and lower PTG). Only neutral questions were assessed since
other questions had relatively fewer cases in each cell. For the MI patient sample, results
did not reveal significant results, * (2) = 4.83, n.s. For the spouses sample, the results

also did not demonstrate significant difference, X2 (2) =2.78, n.s.

3.4 Testing Posttraumatic Growth Model

In order to examine the role of environmental factors, individual factors,
perception of the event, and cognitive processing on the posttraumatic growth, the
Structural Equation Modeling (SEM) was employed by using AMOS.6 software
(Arbucle, 2004) since it helps to test latent variables through observable variables
(Schreiber, Stage, King, Nora, & Barlow, 2006), and to test the relations among the
latent variables (Streiner, 2006). The structural analysis was conducted by following
these five steps; model identification, model estimation, model modification, model

testing, and, model respecification. Firstly, the dependent, and the independent variables
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were identified, and, observed, and latent variables were constructed accordingly. In the
model estimation, the measurement model that is the relationship between variables was
tested (Figure 3 & 4). In the model modification step, some modifications to the model
took place (Table 9 & 10). In the model testing, the modified model was tested. In the
last step, model respecification, the final models (Figure 3 & 4) were respecified, tested,
and compared with the modified model. All of these analyses were done separately for

the patients, and their spouses.

3.4.1 Model Identification

In the model identification step, a proposed model was constructed according to
the Schaefer and Moos’ hypothesis. In this step, the variables, and factors that determine
the latent construct were classified. The names, and numbers of the observed, and
unobserved variables were presented in Table 8.

The observed or indicator variables are directly measured variables, and can be
both dependent, and independent variables. Unobserved variables or latent variables are
variables that are not directly measured, but predict the measured variables according to
the Schaefer and Moos model. In other words, unobserved variables are constructs such
as environmental factors, individual factors, perception of the event, cognitive
processing in this model, and are not directly measured, but were constructed by certain
measured variables.

As illustrated in Figure 3, the measurement model consisted of four latent
constructs, which were represented in the figure by ellipses. The observed variables

were presented in the figure by rectangle.
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Table 8 Names, and Numbers of Observed, and Unobserved Variables both used in the

Patients, and Spouses Model

Latent
(unobserved)
Variables

Name of Indicator (observed) Variable
in the Model (variables names in the
patients model/ spouses model)

Number of Indicator (observed) Variables

Environmental
Resources

Individual
Resources

Perception of
the event

Cognitive
Processing

Social Support from Friend (fri/efri)
Social Support from Family
(fam/efam)

Social Support from Significant other
(sig/lesig)

Marital Quality (mar/emar)

Number of Children(child)

Number of children living with family
(child18)

Age (age/eage)

Sex (sex/esex)

Commitment (com/ecom)

Control (cont/econt)
Challenge(chal/echal)

Locus of Control (loc/eloc)

Self Esteem (est/eest)
Depression(dep/edep)

Perceived Prognosis (prog/eprog)
Perceived Threat(threat/ethreat)
Time since Diagnosis (time/time)
Type of Surgery (surg)

Having Other Disorder (odis/eodis)
Rumination (rum/erum)
Hypervigilance(hyp/ehyp)
Avoidance (avo/eavo)

Problem Focused Coping (prob/eprob)
Emotion Focused Coping
(emot/eemot)

Indirect Coping (indir/eindir)
Religious Participation (after event)
(rpaaf/erpaaf)

Religious Belief (after event)
(rbbaf/erbbaf)

One observed variable combined 4 items
One observed variable combined 4 items
One observed variable combined 4 items
One observed variable combined 3 items
One observed variable combined 1 items
One observed variable combined 1 items

One observed variable combined 1 items
One observed variable combined 1 items
One observed variable combined 6 items
One observed variable combined 7 items
One observed variable combined 6 items
One observed variable combined 47
items

One observed variable combined 10 items
One observed variable combined 21 items
One observed variable combined 1 items
One observed variable combined 1 items
One observed variable combined 1 items
One observed variable combined 1 items
One observed variable combined 1 items
One observed variable combined 8 items
One observed variable combined 8 items
One observed variable combined 6 items
One observed variable combined 29 items
One observed variable combined 22 items
One observed variable combined 12 items
One observed variable combined 1 items
One observed variable combined 1 items

Endogeneous
Variable

Name of Indicator (observed) Variable
in the Model (variables names in the
patients model/ spouses model)

Number of Indicator (observed) Variables

PTG

Improved relationship (p1/eptgl)

New possibilities for one’s life Greater
(p2/eptg2) Appreciation of life
(p3/eptg3)

Greater sense of personal strength
(p4/eptg4 )

Spiritual development (p5/eptg5)

One observed variable combined 7 items
One observed variable combined 5 items
One observed variable combined 3 items
One observed variable combined 4 items
One observed variable combined 2 items
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In the present study, Schaefer and Moos model tested for both patients, and their
spouses separately according to 6™, 7, 8", and 9™ hypotheses.

Hypothesis 6: Environmental and individual resources would determine the

effect of the characteristics of an event, and PTG during stressful transition

periods.

Hypothesis 7: The perception of the event would determine cognitive processing

and coping.

Hypothesis 8: Cognitive processing and coping would determine the

posttraumatic growth reactions.

Hypothesis 9: The relationship between both the environmental, and individual

resources, and PTG would be affected by the perception of the event, cognitive

processing and coping.

In this following section patients’ and spouses’ model are going to explained, and

discussed separately.
3.4.2 Models Testing for Patients

3.4.2.1 Model Estimation

After the model identification, the measurement model was tested for the reason
that the measurement of each latent variable is essential to acquire a psychometrically
sound model in SEM (Bollen & Long, 1993; Byrne, 2001). If ratio between xz, and
degrees of freedom (Df) is smaller than three, the model is accepted as having good fit

regardless of the p value (Siimer, 2000).
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Consequently, the validity of measurement model was tested separately for
patients, and their spouses group by means of using chi square difference test. The result
of chi square difference test demonstrated that although the variables were correlated
with each other, and measurement model was adequate for the patients; 2 (397, N=151)
=991.33, p < .001, (* /df = 2.50), the model did not fit the data according to some
Goodness of Fit Tests; RMSEA=.100, CFI=.614, RFI=.420, IFI=.630. When looking at
the latent variables (Figure 3), the most powerful relationship was obtained between the
individual resources and cognitive processing-coping (-.63). However, the least
powerful relationship was obtained between the individual resources and PTG (-.18).
Observed variables, and latent variables relationship was also examined for the
measurement model. The most powerful relationship was obtained between social
support from friend, and environmental resources (.76), commitment, and individual
resources relationship (.79). perceived prognosis, and perception of the event (.80), and
indirect coping and cognitive processing-coping relationship (.72).The least powerful
relationship was obtained between the number of children, and environmental resources
(.05), age, and individual resources (.02), time passed since diagnosis, and perception of

the event (.14), religious participation after the event, and cognitive processing-coping

(-.12).
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3.4.2.2 Model Modification

The post hoc model modifications were performed in an attempt to develop a
better fitting model as the model estimation revealed a misfit in the model estimation
step of SEM. The modification indexes in the AMOS output suggested some
modifications in order to develop better fitting data. The model modification was
conducted with the specification search (over 1.000. 000 probability estimates). The

modifications that were suggested by the AMOS program were presented in Table 9.

Table 9 Suggested modifications (variables to be extracted) by AMOS Program to
improve the Fit of Hypothesized Model for the patients

Number of child (child) — Personal Resources

Numb. of child (living <18 year old)—— Personal Resources

Religious participant after the event —— Cognitive Processing-Coping

o
=
%’ Marital quality —» Personal Resources
% Age ——» Individual Resources
ﬁ Sex —» Individual Resources
(]
;g Control > Individual Resources
]
§ Depression ——> Individual Resources
§ Time passed since diagnosis — Event Related Factors
<
i Religious belief after the event > Cognitive Processing-Coping
2
S
(]
n
e
o

Problem focused coping — Cognitive Processing-Coping
Emotion focused coping —» Cognitive Processing-Coping
o Event related factors —> PTG
i‘; o Individual resources — Cognitive Processing-Coping
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3.4.2.3 Model Testing, and Model Respecification

The models for the patients were respecified according to the recommendations
of AMOS program since adequate fit was not obtained in the model estimation stage.
Once model was respecified according to the suggestions of model modification, and
nonsignificant paths were deleted, the test of modified model for patient group revealed
that the model fitted the data adequately, x2 (145, N=151) =, p <.001. Moreover, the X2
ratio was below the suggested 2:1 ratio (x2 /df = 1.78). Goodness of fit index shows that
the fit was adequate; RMSEA=.072, CFI=.897, RFI=.736, IFI=.901.

When looking at the latent variables in the patient model (Figure 4), the most
powerful relationship was obtained between both individual resources, and perception of
the event (.29), and perception of the event, and cognitive processing-coping, and PTG
(-.29). However, the least powerful relationship was obtained between individual
resources, and PTG (.20). The relationship between observed variables, and the latent
variables was also examined for the measurement model. The most powerful
relationship was obtained between social support from friend, and environmental
resources (.79), challenge, and individual resources relationship (.82), perceived
prognosis, and perception of the event (.89), and rumination, and cognitive processing-
coping relationship (.94).The least powerful relationship was obtained between familial
support, and environmental resources (.50), locus of control, and individual resources (-
.32), having other disorder, and perception of the event (-.24), indirect coping, and

cognitive processing-coping (-.29).
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The direct effects yield important findings in the present study. Individual
resources significantly related with both perception of the event (Regression
Estimate=.29, p <.05), and PTG (Regression Estimate=.20, p <.01) directly.
Environmental resources significantly related with both perception of the event
(Regression Estimate=.23, p <.05), and PTG (Regression Estimate=.24, p <.05) directly.
The results of both environmental and individual factors confirmed 6™ hypothesis in the
present study. Likewise suggested in the 7™ hypothesis, perception of the event
significantly related with cognitive processing-coping (Regression Estimate=-.29, p
<.05). Additionally, cognitive processing-coping significantly related with PTG
(Regression Estimate= .21, p <.01) as regarded in the 8" hypothesis.

Apart from direct effects, indirect effects revealed important findings in the
present study. When testing the effect of individual, and environmental factors on PTG
via perception of the event, and cognitive processing-coping, environmental resources
showed significant indirect effects on PTG (Regression Estimate=.15, p <.05), and
individual resources demonstrated indirect effects on PTG (Regression Estimate=-.12, p
<.05). While individual resources explained 4% variance on PTG indirectly,
environmental resources explained 2% variance. Consequently, 9™ hypothesis was
supported in the MI patients group.

Table 10 presents variances explained by the latent variables. Thirteen percent of
the variance in perception of the event was explained by two variables: individual and
personal resources. Moreover, perception of the event explained 8% of variance in the
cognitive processing-coping. Finally, cognitive appraisal of the event explained 4% of
variance in the PTG. Besides, while individual resources explained 4% variance in the

PTG, environmental resources explained 2% variance in the PTG. Consequently, 14% of
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variance in PTG was explained by three variables; cognitive appraisal of event-coping,

individual resources, and environmental resources.

Table 10 Squared Multiple Correlation Coefficients (R?) of the Variables in the
Patients’ Model

Variables in the model R”
Perception of the event 13
Cognitive appraisal-coping .08
PTG 14

3.4.3 Model Testing for Spouses

3.4.3.1 Model Estimation

For the data obtained from the spouses, the model was adequate X2 (427, N=137)
=p <.001 () /df = 2.16), however the model did not fit the data according to some
Goodness of Fit Tests; RMSEA=.088, CFI=.610, RFI=363, [FI=.630 (Figure 5).When
looking at the latent variables, the most powerful relationship was obtained between
individual resources and perception of the event (-.57). However, least powerful
relationship was obtained between environmental resources, and perception of the event
(.14). Besides, the relationship between the observed variables, and the latent variables
was observed for the measurement model. The most powerful relationship was obtained
between social support from friend, and environmental resources (.92), locus of control,
and individual resources relationship (-.68), perceived prognosis, and perception of the
event (-.56), and hypervigilance, and cognitive processing-coping relationship (.94).The

least powerful relationship was obtained between the number of children, and
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environmental resources (.03), sex, and individual resources (.04), time passed since
diagnosis, and perception of the event (-.21), religious participation after event, and

cognitive processing-coping (.03).

3.4.3.2 Model Modification

The post hoc model modifications were performed in an attempt to develop a
better fitting model as the model estimation revealed a misfit in the model estimation
step of SEM. The modification indexes in the AMOS output suggested some
modifications in order to develop better fitting data. Model modification was conducted
with the specification search (over 1.000. 000 probability estimates). The modifications
that were suggested by the AMOS program were presented in Table 11 for the spouses’

data.

Table 11 Suggested modifications (variables to be extracted) by AMOS Program to
improve the Fit of Hypothesized Model for spouses

Number of child (child) —® Personal Resources

Number of child (living <18 year old)——» Personal Resources

Sex » Individual Resources
Religious participant after the event ——— Cognitive processing-coping

Problem focused coping » Cognitive processing-coping

Observed-Latent
Variables Relationship
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3.4.3.3 Model Testing, and Model Respecification

The models for spouses were respecified according to the recommendations of
AMOS program since adequate fit was not obtained from the model estimation stage.
The model was respecified according to the suggestions of model modification, the
accepted model was tested. After deleting the nonsignificant paths form the model, and
then the test of modified model revealed that the model fitted the data adequately, x>
(292, N=137) =619.096, p <.001. Furthermore the * ratio was below the suggested 3:1
ratio (y° /df = 2.12). Goodness of fit index showed that the fit could be regarded as
adequate; RMSEA=.086, CFI=.706, IFI=.720.

When looking at the latent variables in the spouse model (Figure 6), the most
powerful relationship was obtained between individual resources and perception of the
event (-.57). However, the least powerful relationship was obtained between both
environmental resources, and perception of the event (.15), and individual resources, and
PTG (.15). Besides, the relationship between the observed variables, and latent variables
was observed for the measurement model. The most powerful relationship was obtained
between social support from friend, and environmental resources (.96), locus of control,
and individual resources relationship (-.68). perceived prognosis, and perception of the
event (-.56), and hypervigilance, and cognitive processing-coping relationship (.94).The
least powerful relationship was obtained between marital quality, and environmental
resources (.14), age, and individual resources (-.20), time passed since diagnosis, and
perception of the event (-.21), religious participation after the event, and cognitive

processing-coping (.03).
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In SEM models, direct, and indirect effects were also investigated. At first, direct
effects are mentioned. As regarded in the 6™ hypothesis, individual resources
significantly related with both event related factors (Regression Estimate=-.573, p <.05),
and PTG (Regression Estimate=.15, p <.01) directly. While environmental resources
significantly related with PTG (Regression Estimate=.19, p <.05) directly, they did not
significantly related with the event related factors (Regression Estimate=.15, p =
n.s).Therefore, 6™ hypothesis in the present study was partially supported. Besides, event
related factors significantly related with cognitive processing-coping (Regression
Estimate=.45, p <.05) as suggested in the 7" hypothesis. Cognitive processing-coping
significantly related with PTG (Regression Estimate= .39, p <.001) as suggested in the
8" hypothesis.

Secondly, indirect effects are explained in more detail. When testing the effect of
individual, and environmental factors on PTG via perception of the event, and cognitive
processing-coping, environmental resources did not show as significant indirect effects
on PTG (Regression Estimate=.9, p = n.s), and individual resources demonstrated
indirect effects on PTG (Regression Estimate=-.27, p <.05). Therefore 9™ hypothesis
was partially supported for the spouses’ of MI patients.

Table 12 presents the variances explained by the latent variables. In the
perception of the event, 35% of variance was explained by two variables, individual, and
personal resources. Moreover, perception of the event explained 20% of variance in the

cognitive processing-coping.
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Finally, cognitive appraisal of event-coping explained 15% of variance in the
PTG. Besides, while individual resources explained 2% variance in the PTG,
environmental resources explained 4% variance in the PTG. Consequently, 18% of
variance in PTG was explained by three variables; cognitive appraisal of event,

individual resources, and environmental resources.

Table 12 Squared Multiple Correlation Coefficients (R?) of the Variables in the
Spouses’ Model

Variables in the model R’
Perception of the event .35
Cognitive appraisal-coping 20
PTG 21
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CHAPTER FIVE

DISCUSSION

The purpose of the present study was to examine PTG among couples after a
traumatic life event. Additionally, a comprehensive model of PTG developed by
Schaefer and Moos was examined using SEM analysis. This model, namely “Life
Crises, and Personal Growth Model”, consists of, and suggests the relationships among
the effect of environmental resources, individual resources, perception of the event,
cognitive processing-coping variables, and PTG. For these purposes, PTG was measured
by the PTGI, and some Likert Type scales or open ended questions related to the
behavioral, and cognitive consequences of PTG were administered to the MI patients,
and their spouses. This chapter presents a summary of the results, and discusses the
findings in relation to the literature, and hypotheses of this study. The limitations, and
recommendations for future research are provided, and the implications of the study are

also discussed.

4.1 Development of PTG in the Patients, and Their Spouses

Although PTG is accepted as a variable influencing a larger group (Bloom, 1998;
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Cohen et al., 1998b), relatively fewer studies have been conducted to verify this
viewpoint. For instance, Cohen et al. (1998b) highlighted that death of a child affected
the family members, and the child’s friends in his/her classroom. Generally, greater
distress significantly predicted PTG such as found in the breast cancer survivors
(Francis, 2004). Consequently, in this study, PTG development among couples who
experienced heart failure of one was examined after controlling the effect of gender.
Gender effect has to be controlled since our sample largely composed of men MI
patients and women spouses. Its effect may confound the results since women and men
uses different coping mechanisms (Calhoun & Tedeschi, 1998a; Polatinsky & Esprey,
2000), and live in different social life circumstances (Calhoun & Tedeschi, 2001).
According to the results, the relationship between PTG of the patients’, and that
of the spouses’ was significantly positively correlated (r =.77, p <.001). In addition to
this correlational study, a more inclusive study was conducted to examine the systematic
group differences between the patients, and their spouses on both the total PTGI and
factors of the PTGI. Results revealed that the MI patients (M = 11.41, SE = .45) had
higher scores than the spouses (M = 9.87, SE = .33) only in the sense of personal
strength dimension as partially expected in the 1*' hypothesis. This result demonstrates
the MI patients have higher PTG scores in the sense of personal strength since they felt
greater distress consistently with the literature findings. The distress and PTG
relationship has been established previously among both HIV/AIDS caregivers (Cadell
et al., 2003), and holocaust child survivors (Lev-Wiesel & Amir, 2003). However, there
were not group differences in the total PTGI. In accordance with factor structure of

PTGI, when removing the effect of gender, MI patients’, and their spouses’ PTG
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responses to improved relationship, appreciation of life, possibilities of life and spiritual
development did not significantly differ from each other as well. Therefore, PTG may be
interpreted as having a simultaneous nature across couples (likewise seen in Weiss,
2002). In other words, heart failure may lead to profound changes in the spouses apart
from patients. Similarly, Weiss (2002) found that majority of husbands (88%) reported
positive changes particularly in appreciation of life, and enhancement in interpersonal
relationship after encountering with the wife’s breast cancer. As a result, studies
comparing the trauma survivors, and significant others ratings (e.g., spouses, children,
friends) should be examined in the future studies to understand whether or not PTG is
experienced simultaneously and whether the distress level affect the PTG. Previously,
Park et al. (1996) compared the congruency between self PTG scores with their spouses,
friends, and relatives, and they found that greater agreement was seen between self, and
their spouse ratings. Besides, it is accepted that PTG has a paradoxical nature of PTG,
since PTG occurs as a result of great distress, and is often maintained through
continuous distress (Tedeschi & Kilmer, 2005). Future studies may clarify these

relationships.

4.2 Validity of the MI Patients and the Spouses PTG: Indirect Evidences of PTG

Assessing PTG only with self report data has been criticized due to the
individuals’ tendency to overestimate the scores of PTG (Park & Helgeson, 2006). The
tendency to recall only positive events (Smith & Cook, 2004), and to see merely
meaningful parts of life may perhaps exist among trauma survivors since the individuals

may protect themselves from danger to life (Davis & Mc Kearney, 2003). Therefore, the
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ways of decreasing the bias in order to prove the existence of PTG have been scrutinized
in various studies. These efforts can be categorized into three: consistency between
PTGI scores rated by self or rated by spouses according to their observations,
consistency between PTGI scores, and behavioral indexes (dietary, sports, alcohol, and
cigarette consumption etc.), and consistency between responses to open ended questions,
and PTGI. In the present study, these ways were examined to demonstrate the evidence
of PTG by indirect measures.

Firstly, Cordova and his colleagues (2001) recommended to compare the self
report ratings of the trauma survivors to significant others’ observation. Similarly, the
consistency between the self report ratings of the MI patients, and that of the spouses’
according to their observations was examined in the present study. According to
bivariate correlations, moderately positive correlation was obtained between the MI
patients’ PTG rated by themselves, and observed by the spouses (r = .58, p <.001), and
spouses’ PTG rated by themselves, and observed by the MI patients’ (husbands/wives)
was also positively correlated (r = .55, p < .001). In order to clarify these results in more
detail, the ANCOVA and MANCOVA analyses revealing systematic group differences
were conducted. According to the results, the MI patients PTG rated by themselves were
significantly higher than the spouses observed. This result may reveal that there is
overestimation or underestimation problem. In other words, the MI patients may
overestimate the self PTG or the spouses may underestimate the MI patients’ PTG.

For the subscales, PTGI rated by the MI patient, and observed by their spouses’
(spouses opinions related with their patient PTGI) did not significantly differ from one

another when controlling the effect of gender as expected in the second hypothesis.
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Similarly, for the improved relationship, new possibilities for one’s life, appreciation for
life dimension, spiritual development and sense of personal strength, this difference was
not observed. This result may be interpreted as the MI patients did not overestimate their
own growth reactions or the spouses did not underestimate the MI patients’ growth.

When the spouses’ PTGI score rated by themselves, and observed by the MI
patients (husbands/wives) compared, PTGI rated by the spouses, and observed by the MI
patients’ (the MI patients opinions related with their spouses PTGI) did not significantly
differ from one another when controlling the effect of gender as expected in the third
hypothesis. Besides, PTGI rated by the spouses and observed by the patients did not
significantly differ according to the factors of PTGI. Therefore, there is no prove
regarding the individual’s need for self protection (Nolen-Hoeksema, & Davis, 2004)
and a kind of individual’s need for decreasing stress (Park, 2004; Frazier & Kaler, 2006)
and self serving bias.

Secondly, in the heart disease, behavioral arrangements should be inevitable.
Doctors recommend their patients to change unhealthy behaviors (e.g., cigarette, and
alcohol consumption etc.) in order to gain their health back. Therefore, PTG and
behavioral indicators relationships were tested since the greater the scores on the
behavioral indicators the higher the PTG scores was expected indirectly. The results
confirmed our expectations that significant positive correlation was established between
the MI patients’ PTG, and the total scores of behavioral indexes (dietary, sports, not
gaining weight, not taking alcohol, no smoking) (r =22, p <.05). In detail, the MI
patients’ PTG showed significant positive correlation with sport activities (r =.16, p

<.05), not smoking cigarette (r =16, p <.05), and not drinking alcohol (r =25, p <.001).
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This result may be interpreted that the patients alter their behaviors apart from their
psychological growth. Additionally, several paired sample t test analyses showed
significant improvement in making dietary, doing sports, not gaining weight, not
drinking alcohol, and not smoking after the heart disease than before. Despite showing
significant improvement on the behavioral indicators, individuals reporting “higher
behavior change”, and “lower behavior change” were not significantly different from
each other according to total PTGI scores when categorized this variable according to
highest and the lowest 25" percentile and removed the effect of gender. However, when
looking at the factors of PTGI, the MI patients with higher behavior change had higher
scores on the appreciation with life dimension than individuals with lower behavior
change. The validity of the other factors should be assessed by means of other measures
such as directly observing them in a natural environment and asking significant relatives.
As for spouses, the spouses’ PTG, and any behavioral indicators (r =.12, n.s)
were not significantly correlated with one another. In other words, the spouses did not
make changes in any healthy behaviors into their lives after the MI patient suffered from
a heart attack. However, Paired Sample t test results demonstrated that after the heart
failure of patients, while spouses’ behavior in dietary and exercising were significantly
different from before the events, other indicators (not gaining weight, alcohol, and
cigarette consumption etc.) did not differentiate before, and after the event. Moreover,
for considering the total scores of behavior change (after the event minus before the
event) individuals with “higher behavior change”, and “lower behavior change” were
not significantly different from each other according to both the total scores of PTGI and

factors of PTGI, when controlling the effect of gender. Therefore, it was too difficult to

114



disregard reports of PTG as not really lived by their spouses. Similar interpretation was
made by only Milam (2006) with different population, HIV patients. In his study, PTG
scores, and the healthy behaviors of the HIV patients were not significantly correlated
with each other. Therefore, he interpreted this finding as although the HIV patients
reported significant PTG, they did not change the attitude towards adapting healthy
behaviors in their lives. Hence, he accepted the HIV patients’ PTG scores as perceptual.
However, when considering the participants characteristics, most of them were coming
from lower or moderate SES. Considering the behavioral indicators (such as exercising,
following a diet plan etc.) may not be appropriate for spouses.

Lastly, asking open ended questions are recommended by the theoreticians in the
literature (Park & Helgeson, 2006). Consequently, the three open ended questions (one
neutral, one positive, and one negative consequence) were asked both to the patients,
and their spouses. Before the analyses of the fifth hypothesis, content analyses were
conducted to free responses of both patients, and their spouses. In order to test the three
open ended questions, responses were classified by one graduate psychologist, and two
psychologists (judges) tried to categorized responses into five categories namely positive
(‘I learn the value of life’), negative (‘I have difficulty in walking’), mixture of positive
and negative (‘I feel better but have anxiety for the routine control’) and fatalistic (‘I
think, The God helps me to recover’), and no opinion (‘I do not know’). In order to see
the effect of type of responds on the PTG, One Way ANOVA analyses were computed
when removing the individuals with no opinion and fatalistic opinion in order to
decrease Type I Error. However, the systematic group differences between the types of

responds were not found both in the patients group, and in the spouses group.
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After categorizing PTG as lower and higher PTG by means of standard
deviations, both the MI patients and the spouses did not show significant difference.
Nolen-Hoeksema and Davis (2004) highlighted that there is a risk of underestimation in
the open ended questions. In other words, individuals may underestimate the positive
consequences of the event when responding the open-ended questions. Besides, Park and
Helgeson (2006) criticized open ended questions as not giving the complete picture of
the growth. Despite those criticisms, there should be relationship between optimistic
opinion, and growth responses. This relationship may be checked in the future studies.

Open ended questions were classified according to positive, negative, mixture of
positive and negative, fatalistic and no opinion in the present study. In further
researches, these open ended questions may be categorized as behavior related, emotion
related and cognition related answers. Furthermore, open ended questions asking for
positive aspects of the event may be classified according to dimensions of PTGI such as
sense of personal strength, spiritual matter, and appreciation with life. This kind of
classification may yield significant findings when examining the validity of self report

measures.

4.3 Life Crises, and Personal Growth Model

In the present study, the need for testing the PTG models (Widows et al., 2005)
that are previously emphasized in the literature was considered. Consequently, The Life
Crises, and Personal Growth Model of Schaefer and Moos, one of the models requiring
unintentional change, was tested twice with patients diagnosed as MI, and their spouses.

Since models describing unintentional change involve events occurring suddenly
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(O’Leary et al., 1998), MI can be accepted as a stressful experience occurring suddenly.
The Structural Equation Modeling was used for testing these hypothesis of the present
study since it allows reducing observed variables in a smaller number of latent variables
(Schreiber et al., 2006), and testing the relationship between latent variables (Streiner,

2006).

4.3.1 Testing Life Crises, and Personal Growth Model for Patients

The three processes were used for testing life crises and personal growth model
for the patients, namely; measurement model, model respecification, and testing the
respecified model. Although the measurement model was adequate according to ratio
between xz, and degrees of freedom, goodness of fit tests did not reveal significant
findings. Surprisingly, the suggested role of number of children (.05), and marital
quality in environmental resources, age (.02), sex (.16), and control (.11) in individual
resources, time since diagnosis (.14) in the perception of the event, religious
participation (-.12), and religious belief (-.23) after the event in the cognitive processing-
coping were not established as expected. Model respecification yielded to remove the
effect of number of children, and marital quality among environmental resources; age,
sex, control, depression among individual resources; time since diagnosis among the
perception of the event; religious participation, and belief after event, emotion, and
problem focused coping among the cognitive processing-coping. Although the effect of
these variables had been established such as marital quality, and PTG relationship
(Weiss, 2004a) in a variety of studies, they did not found to be significant among the

heart disease patients. Besides, individual resources to cognitive processing-coping
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relationship was removed. After removal, the model fitted the data adequately in terms
of x 2/ df ratio (y * /df = 1.78), and acceptable goodness of fit indexes (RMSEA=.072,
CFI=.897, RFI=.736, IFI=.901). If the sample size could be larger, better results can be
obtained according to goodness of fit indexes. One of the case sensitive measure of
goodness of fit indexes PCFI (Schreiber et al., 2006) results showed (PCFI=.684) that
the more the sample size the better in testing this model.

Consistent with the literature (O’Leary et al., 1998), social support from friend
(.79), social support from significant other (.68), and social support from family (.58)
played considerable role on the environmental resources. Those effects were not
obtained in the Sheikh’s (2004) research in which he compared the effects of social
support on the development of PTG in heart disease survivors. Nevertheless, when
looking at the variables, only variables related with social support had significant
contribution on environmental factors largely social support from friends. Therefore,
naming this variable as social support may be more appropriate. Additionally,
commitment (.81), and control (.82) dimensions of psychological hardiness on
individual resources was established in the present study. O’Leary and colleagues (1998)
highlighted the critical value of hardiness on the individuals during stressful life
experiences. Moreover, Britt and colleagues (2001) found that hardiness was associated
with finding the meaning of job during peacekeeping mission in Bosnia with a group of
soldiers. Besides, less likely investigated variable self esteem (.34) had significant
contribution on this model, in spite of the fact that Siegel et al. (2005) did not find
significant relationship among self esteem, and PTG in HIV/AIDS patients. Among the

variables identifying the perception of the event prognosis of the disease had significant
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contribution as recommended by Schaefer and Moos (1998). Having other disorder (-
.24), and perception of threat (-.38) were negatively related with the perception of the
event. Besides, while rumination (.94), hypervigilance (.93), and avoidance (.33) were
related positively with cognitive processing-coping, indirect coping was related
negatively (-.29). In other words, when individuals did not use indirect coping, they
probably had higher PTG scores. On the other hand, when individuals’ scores on the
dimensions of cognitive processing-coping increased, their scores on PTG increased too.

According to direct effects, firstly link between environmental resources were
related positively with PTG. Therefore, it was predictive of greater PTG responses.
Similar results had been established in the literature with different samples such as
HIV/AIDS caregivers (Cadell et al., 2003), and husbands of breast cancer survivors
(Weiss, 2004a). Especially the role of social support was established in the previous
findings. For instance, PTG was positively associated with general social support in
HIV/AIDS caregivers (Cadell et al., 2003), and husbands of breast cancer survivors
(Weiss, 2004a).

Secondly, individual resources were also related positively with PTG as expected
previously according to the hypothesis and literature findings (Sheikh, 2004). When the
individual resources increase, they were more likely to experience the positive outcomes
after the traumatic events. Likewise expected by the theoreticians, hardiness components
of challenge, and commitment (Linley, 2003), locus of control (Cohen et al., 1998b;
Calhoun & Tedeschi, 1998b; Maercker & Herrle, 2003), and self esteem (Bower et al.,
1998) had significant contribution on PTG. The effects of internal locus of control on

growth responses of individuals suffering from Dresden bombing was established
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previously (Maercker & Herrle, 2003). However, the effect of other variables on the
growth response of the individuals is only suggested by the theoreticians. In more detail,
the components of hardiness may give individuals an opportunity to see positive
outcomes (Linley, 2003), and individuals may regain their self esteem after the traumatic
life events (Bower et al., 1998).

Thirdly, both the environmental resources, and individual resources were related
positively with the perception of the event as suggested by Schaefer and Moos (1998).
Thirteen percent of variance in perception of the event was explained by these two
variables. Individuals may appraise the traumatic event as less threatened (one of the
variables in the perception of the event) by means of environmental and individual
resources such as hardiness (Bonanno, 2004). Fourthly, likewise Sheikh (2004)
recommended, the perception of the event were related positively with cognitive
processing-coping despite it explained only 8% of variance. Fifthly, cognitive
processing-coping was related with PTG. As found previously (Calhoun et al., 2000;
Weinrib et al., 2006), the greater the cognitive processing-coping, and event related
rumination, the greater the stress related growth. Cognitive appraisal-coping explained
fewer variance (4% of variance) in the present study than found in the previous study
(%6) conducted with the sample of HIV/AIDS patients (Siegel et al., 2005).

According to indirect effects, both environmental resources (Regression
Estimate=.15, p <.05), and individual resources demonstrated indirect effects on PTG
(Regression Estimate=-.12, p <.05) via the perception of the event, and cognitive
processing-coping. This effect was suggested previously by Schaefer and Moos (1998),

and had been tested by Siegel et al. (2005) in the group of HIV/AIDS patients, and
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Widows and colleagues (2005) in the group of BMT patients. However, there is a
difference between these empirical studies, and the present study. In more detail, the
order of variables, and types of variables selected in those empirical researches were
different from the present study. For instance, the sequence of variables included in the
Siegel and colleagues’ (2005) study was demographic variables, affective states,
cognitive coping, stressor characteristics, individual resources, and social resources.

In the present study, the larger variance on PTG (14%) was explained than the
previous studies found. Widows and colleagues (2005) established that the effect of
environmental factors (social support), the perception of the event (psychological
distress), and cognitive processing-coping (approach coping) was accounted 4% of the
variance in the PTG. Despite obtaining smaller contribution of both environmental, and
individual resources on PTG, this research found satisfactory results for proving the
existence of this model with a group of MI patients when tested this model by SEM.
Schaefer and Moos (1998) suggested explained variance by variables in the life crises,
and personal growth model may differ according to types of the major life events.
Therefore, this model should be tested in the future research with different types of

crises.

4.3.2 Testing Life Crises, and Personal Growth Model for Spouses

After following three processes namely; measurement model, model
respecification, and testing the respecified model, life crises, and personal growth model
for spouses were tested. Even though the measurement model was adequate according to

ratio between y 2, and degrees of freedom, goodness of fit tests did not reveal significant
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findings. Interestingly, suggested role of number of children (.03), and number of
children living with family smaller than the age of 18 (-.09) in the environmental
resources; sex (.04) in the individual resources; problem focused coping (.08), religious
participation after the event (.03) in the cognitive processing-coping were not
established as anticipated. When removing the effect of number of children,, and number
of children living with family among environmental resources; sex effect among
individual resources; problem focused coping, and religious participation after event
among the cognitive processing-coping in terms of model respecification, the model
fitted the data adequately in terms of y >/ df ratio (y * /df = 2.12), and acceptable
goodness of fit indexes (RMSEA=.086, CFI=.706, IFI=.720). Better results can be
obtained according to goodness of fit indexes in terms of increasing the sample size of
the spouses. One of the case sensitive measure of goodness of fit indexes PCFI
(Schreiber et al., 2006) results demonstrated (PCFI=.587) that the bigger the sample size
is the better in testing this model.

In agreement with the literature (O’Leary et al., 1998), and the findings obtained
from the patients in the present study, social support from friend (.96), social support
from significant other (.53), social support family (.33), and marital quality (.13) played
considerable role on the environmental resources. These results confirmed previous
findings that general social support, and marital quality had been related concepts with
PTG in spouses of cancer survivors (Weiss, 2004a). Moreover, locus of control (-.68),
control (.61), self esteem (.55), depression (-.49), challenge (.36) commitment (.36), and
age (-.20) were related with the individual resources. Among the variables identifying

the perception of the event prognosis of the disease (-.56) had significant contribution as
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recommended by Schaefer and Moos (1998). In agreement with the findings obtained
from the patients in the present study, having other disorder (.22), and perception of
threat (.37) were positively related with the perception of the event while time passed
since diagnosis was negatively related (-.21). These findings confirmed previous results
that time since diagnosis, and observed stressfulness of event had been related concepts
with PTG in spouses of cancer survivors (Weiss, 2004a). Moreover, while
hypervigilance (.94), rumination (.87), avoidance (.43), emotion focused coping (.34),
and religious belief (.14) were related positively with cognitive processing-coping,
indirect coping was related negatively (-.34). In other words, if individuals had higher
scores on the dimensions of impact of event scale (rumination, hypervigilance, and
avoidance), emotion focused coping, and religious belief, and lower scores on indirect
coping, PTG scores increased.

According to direct effects, firstly environmental resources were related
positively with PTG. Therefore, likewise established previously with different samples
such as HIV/AIDS caregivers (Cadell et al., 2003), and husbands of breast cancer
survivors (Weiss, 2004a), it was predictive of greater PTG responses despite explained
variance was small (3%) such as obtained in the patients model as well (3%). Secondly,
individual resources were related positively with PTG as expected according to the
hypothesis. If individuals had higher level of individual resources, they may probably
experience the positive outcomes after the traumatic events. Likewise expected by the
theoreticians for the trauma survivors, all hardiness components (control, challenge, and
commitment) (Linley, 2003), locus of control (Cohen et al., 1998b; Calhoun & Tedeschi,

1998b; Maercker & Herrle, 2003), self esteem (Bower et al., 1998), depression (Park &
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Helgeson, 2006), and age (Bellizzi, 2004; Bellizzi & Blank, 2006; Lechner & Antoni,
2004; Polatinsky & Esprey, 2000; Powel et al., 2003; Sharon et al., 2004) had significant
contributions on the spouses’ PTG as well, and 2% of variance on PTG was explained
by all these variables. In the patients’ model, these individual resources explained same
(2%) of variance on PTG. Thirdly, both the environmental resources, and individual
resources were related positively with the perception of the event as suggested by
Schaefer and Moos (1998). Thirty-five percent of variance in the perception of the event
was explained by these two variables, while only 13% of variance was explained by
these variables in the patient model. Fourthly, likewise Sheikh (2004) recommended,
perception of the event explained 20% variance in the cognitive processing-coping, and
were related positively with cognitive processing-coping. In the patient model, only 8%
of variance in the cognitive processing-coping was explained by the perception of the
event. Fifthly, cognitive processing-coping was related with PTG, and explained 15% of
variance which was consistent with the previous findings with the samples of trauma
survivors (e.g., Calhoun et al., 2000; Weinrib et al., 2006). In the patient model, this
variance was small (4%). In other words, the greater the cognitive processing-coping is
the greater the stress related growth.

When looking at the indirect effects, individual resources demonstrated indirect
effects on PTG (Regression Estimate=-.27, p <.05) via the perception of the event, and
cognitive processing-coping. 26% of variance was explained by individual resources
through these variables. However, environmental resources did not show significant
indirect effects on PTG (Regression Estimate=.9, p = n.s) through these variables. These

analyses revealed satisfactory results for proofing the existence of the indirect effect of
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the only individual resources with a group of spouses’ of MI patient’s when tested this
model by SEM. Environmental factors had not been found as significant resource

explaining PTG in Francis (2004) study also.

4.3.3 Comparison of Patients, and their Spouses Models with each other

When looking at the final models, there were many differences between spouses’
model, and patients’ model. Both patients’ and spouses’ models had many overlapping,
and non-overlapping aspects.

Firstly, when comparing the goodness of fit, x 2 Jdf ratio, patients” model had
more adequate values. For instance while the * ratio was below the suggested 2:1 ratio
(x 2 /df = 1.78) in the MI patients’ model, it was below the suggested 3:1 ratio ( 2 Jdf =
2.16) in the spouses’ model. This finding may be due to the number of participants since
SEM is sensitive to number of individuals participating in the analyses. Relatively fewer
spouses were participated in this study when compared patients.

Secondly, when comparing in terms of the number of observed variables, the
spouses’ model consisted of more variables that contribute to the model than the MI
patients’. The effect of marital quality on the environmental resources, the effect of age,
depression, and control on the individual resources, the effect of time since diagnosis on
the perception of the event, the effect of religious belief after event, and emotion focused
coping on the cognitive processing-coping could be observed only in the spouses’
model.

Thirdly, in terms of the variance explained, the spouses’ model yielded more

advantages findings. While 35% of variance explained by individual, and personal
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resources in the spouses’ model, 13% of variance explained by the same factors in the
MI patients’ group. Moreover, while 20% variance in the cognitive processing-coping
was explained by perception of the event in the spouse group, same variance was found
as 8% in the MI patients’ model. Consequently, while 14% of variance in PTG was
explained by three variables; cognitive appraisal of event, individual resources, and
environmental resources in the patients’ model, this ratio was 21% in the spouses’
model.

Lastly, when comparing the indirect effects, the MI patients’ model was more
advantages than the spouses’ model. In the MI patients’ model both the individual and
environmental factors had significant contribution on PTG via the perception of the
event, and cognitive processing-coping. On the other hand, in spouses’ model, only the

individual resources had indirect effect on PTG.

4.4 General Discussion of the Study: Strengths, and Limitations

In order to obtain systematic frame work (Mc Millen, 2004), testing the specific
models was suggested previously. Schaefer and Moos model helps conceptual
understanding of how PTG occurs among the individuals by considering the effect of
environmental and individual resources, the characteristics of the traumatic event, and
cognitive processing-coping on PTG. Besides, according to McVeigh (2005), this model
produced the need of looking traumatic experience in a more mature way. Furthermore,
this model identifies factors related with PTG rather than only describing the term of
growth. A major strength of the model is that it yields a comprehensive viewpoint to

examine various direct and indirect relationships between the variables.
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One weakness of the model is that, the link between environmental and
individual resources is not set by the theoreticians. AMOS specification search program
recommends considering covariance between these variables which was found as .26 in
the MI patients’ model, .20 in the spouses’ model. Further studies may consider this
covariance.

While this study has an important contribution on the determinants of PTG in
both patients diagnosed with MI, and their spouses, small sample size was the major
limitation in the present study. If the sample size of the present study is increased, larger
variances on PTG may be explained by these variables.

Issues of the time course of PTG could not be investigated in the present study,
since the study design was prepared as cross-sectional. Therefore, this research could not
clarify or support the relationship between variables according to time frame.
Longitudinal researches are needed to examine how variables contribute the
development of PTG across time. Besides, using a cross-sequential design wherein data
are obtained from each subject during at least one follow-up assessment with a sample
of diverse population will be more appropriate in order to clarify relationship between
individual and environmental resources, the perception of the event, and cognitive
processing-coping on PTG.

Selecting patients without considering their time passed since diagnosis is
another limitation in the present study. Although asking them whether they are suffering
from any other traumatic experience, PTG reactions may differ. In both the patients’,
and the spouses’ model, when the time increased, PTG reactions diminished. If the time

since diagnosis is limited, it may yield different results.

127



Gender effect could not be measured in the present study due to having relatively
fewer female MI patients, and male spouses of MI patients. The proportion of male to
female patients was low. Thus, the study needs to be replicated with more representative
proportions of males, and females.

Additionally, the findings of this study may generalizable only to population of
individuals from lower SES with a history of heart disease, and their spouses living in a
small city in Turkey. Determinants of PTG may vary in the other samples, and in the
other cultures. Therefore, results should be interpreted only in the context of traumatic
exposure of heart disease. In order to assess context dependent and common across a
broad range of trauma lived in various cultures, Schaefer and Moos model should be
investigated in a variety of populations. Further research is necessary using different
sample, and selecting the other members in the family (i.e., children) that may confirm
to this model.

Further efforts to identify other factors that are not addressed in this study that
might influence PTG seemed to be important, such as Type A personality, self efficacy
(Calhoun & Tedeschi, 1998b; Tedeschi et al., 1998), introversion- extraversion (Sheikh,
2004), optimism (Calhoun & Tedeschi, 1998b), openness to experience,
conscientiousness, agreeableness (Tedeschi, & Calhoun, 2004; Aldwin, & Levenson,
2004), and hopefulness (Tennen & Affleck, 1998). These factors should be studied in

the future researches.
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4.5 Implications

Questioning the effect of the relationships between individual and environmental
resources, perception of the event and cognitive processing-coping may reveal potential
implications in the clinical practice. The findings of this study demonstrated a group of
variables were associated with PTG responses in couples who experienced heart failure.
The effect of individual (self esteem, challenge, locus of control), and environmental
resources (social support from friend, family, and significant others) on PTG was
established via the perception of the event (having other disorder, perceived threat, and
prognosis), and cognitive processing-coping (rumination, hypervigilance, avoidance, and
indirect coping) among the patients. Psychologist must carefully examine these variables
(Goldsmith, et al., 2004), and psychological interventions considering these variables
may improve the quality of life after the heart disease.

Therapists should encourage providing an environment in which the
posttraumatic growth is encouraged. Both the patients’ model and the spouses’ model
yielded the importance of social support on PTG according to results. For this respect,
he/she may work for obtaining a collaborative atmosphere between patient, and
caregiver, and between patient, and doctors. Briefly, therapist should convey their
interventions not only the heart disease survivors, but also all family members.

In addition to these, how the other members in the family (e.g., spouses, and
children) effected by the event should be also evaluated by the professionals. In this
respect, spouses were assessed. According to findings, individual resources (locus of
control, challenge, commitment, control, self esteem) had significant contribution on

PTG through the perception of the event (time since diagnosis, having disorder,
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perceived threat, challenge), and cognitive processing-coping (hypervigilance,
rumination, avoidance, emotion focused coping, and indirect coping, religious belief).
Interventions may be yielded that include adaptive personality traits (Calhoun
&Tedeschi 1998b; Cryder, Kilmer, Tedeschi, & Calhoun, 2006). Even, psycho-
educational interventions may be helpful for spouses as well as patients. For instance, by
being alert to the possibility that individuals may experience positive parts after the
crises, he/she may start to consider how to obtain positive parts of the event. In the
interviews, during the data collection process, some patients, and their spouses surprised,
and smiled after reading the items of PTGI, and expressed that they did not consider the
positive parts of the events before asked. After the interview, one patient pointed that he
started to consider how his life could be better.

Being affected from any traumatic events depends on the individuals. In other
words, the effect of the traumatic events on the individuals may vary from individuals to
individuals. Various factors should contribute to positive, negative, and the mixture of
negative and positive experiences (Calhoun & Tedeschi, 2004; Jang, 2006).

As a summary, in investigating factors that promote PTG across couples who
experienced heart failure of one, these results have implications for interventions
designed to facilitate PTG. Since the physical recovery of the patients may depend on
psychological factors, interventions should play considerable role on these patients.
Further empirical research conducted with the different population, and large sample

size can provide clearer understanding to PTG.
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APPENDICES

APPENDIX A: CORRELATIONS TABLES

Correlations between the variables were presented in the separate tables.
Correlations between the variables in the MI patients sample were presented in the Table
13. Correlations between the variables in the spouses sample were presented in the Table

14.
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Table 14 Pearson Correlations of PTG and study variables in MI Patient Group

2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
1.Age -.01 27 01 -.05 4% 08 -.04 .07 -.01 .09 .09 .05 .04 -.02 -.07 .14 .01
2.Gender 1 -.03 .01 16%* .05 .01 15 15 16%* 18 15 .10 .03 18* .08 .00 -.19%
3.Num.child 1 .01 -23%%k 04 .06 -.05 .09 -.01 .14 .05 -.04 -.06 -.02 -.09 .06 16%
4.Child Living (18) 1 .01 .01 .01 .01 .01 .02 .01 .01 .01 .01 .01 0.02 .01 .01
5.Marital quality 1 .03 - 14k 20% - 12 -.07 -16% .02 .08 -.04 .03 12 -24%% 01
6. Time Since Diag. 1 -.07 13 .03 .03 -.07 .04 .00 -.02 .03 .02 .04 .04
7. Perceived Threat 1 -34 14 .07 .03 .06 -.10 -.06 .05 .05 13 -.15
8. Perceived Prog. 1 -.09 -.03 -.01 .00 12 15 .08 -.08 -.13 A1
9. Dietary 1 36k 56%E 34k FTEE (09 .04 -.07 .09 .00
10. Sport Activities 1 A8¥Ek 24%% (15 26%F 11 .05 -.05 .03
11. Not gaining weight 1 30k 33%% 07 15 -.08 .18 .07
12. No Smoking 1 S4%% .08 -.02 .19% .08 -.05
13. No Alcohol 1 12 .03 11 11 .09
14. Spouse Relation 1 22%% 13 .03 .07
15. Children Relation 1 -26%*%  -05 .03
16. Extended Family 1 -.08 -.07
17. Economical Status 1 .00
18. PTG Patient 1

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11. Not
gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved
Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient; 25.
Spouses’ PTG Perceived by Patient in Improved Relationship; 26. Spouses’ PTG Perceived by Patient in New Possibilities for One’s Life; 27. Spouses’ PTG Perceived by Patient in
Appreciation for Life; 28. Spouses’ PTG Perceived by Patient in Sense of Personal Strength; 29. Spouses’ PTG Perceived by Patient in Spiritual Development; 30. Impact of event;
31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived social support; 39.
Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression;
49. Religious participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious belief after
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Table 14 (continued)

19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35

1.Age .01 -.09 A1 .01 A1 -.01 -.01 -.06 12 .01 .03 -.04 -.03 -.05 -.02 .09 -.05
2.Gender -.13 -17% 0 -23%F 0 _20%F - 14 -.02 -.09 -.14 -.07 -.08 -.10 -12 -.10 -.09 -.09 -.07 .04
3.Num.child .14 .01 20% 21 22%% 0 20%*% .05 .09 .04 A1 .02 .10 .03 .14 .08 28k Dk
4.Child Living (18) .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01
5.Marital quality .04 -.01 -.09 .09 -.05 .09 .03 .04 -.01 .08 .10 -.03 .04 -.07 -.04 21HE 248k
6. Time Since Diag. -.02 .09 .08 .04 .00 .06 .02 .03 .08 .05 .03 S21F% L 24%% 07 -.19 .03 .06
7. Perceived Threat -.12 -.15 -.07 -.20 -.06 -.15 -.08 -.03 .04 .01 .00 .06 .14 -.13 13 -.14 -.02
8. Perceived Prog. A1 .04 .09 20%% .02 .16* .08 .04 .00 .05 -.04 -23%% L 24%% - 05 -.25%% .06 18%
9. Dietary -.04 .01 12 .04 -.07 .04 .02 .07 22%% .01 .03 .03 .03 .04 .01 .06 A1
10. Sport Activities -.02 .05 .10 .07 -.05 .01 .09 12 21%% 15 15 .00 -.03 .02 .01 .03 .05
11. Not gaining weight .04 A1 13 .06 -.05 12 .09 A1 23%% .06 A1 .10 .07 .05 .14 .06 .04
12. No Smoking -.05 -.06 .01 -.03 -.10 .01 .00 .06 12 .05 .06 -.01 .02 -.06 .01 .08 A1
13. No Alcohol .06 .10 15 13 -.08 .00 .08 .10 18 .04 .07 -.04 -.06 .03 -.07 12 A7*
14. Spouse Relation .07 .00 .19% .09 .02 .02 19% .06 24%% .08 22%% .06 .02 12 .00 .00 -.01
15. Children Relation .02 .01 .05 .04 .01 .00 -.08 -.08 -.02 -12 -.06 -.02 -.05 .04 -.02 .03 .06
16. Extended Family -.07 -.04 -.02 -.08 -.06 -.03 .00 .05 .08 -.03 .04 -.05 .06 -19% .01 -17% =10
17. Economical Status .04 .02 -.03 -.03 -.06 -.07 .00 -.02 -.04 -.05 .07 .07 .01 .05 12 -.03 -.01
18. PTG Patient 93#%  BOwEk  BIRE  RYwE TTEE JOFE 60FEF  S1FE 40FF  46%*F  49%F  28%F 8% 34xE - 1T* 32%% 15

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11.
Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved
Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient;
25. Spouses’ PTG Perceived by Patient in Improved Relationship; 26. Spouses’ PTG Perceived by Patient in New Possibilities for One’s Life; 27. Spouses’ PTG Perceived by
Patient in Appreciation for Life; 28. Spouses’ PTG Perceived by Patient in Sense of Personal Strength; 29. Spouses’ PTG Perceived by Patient in Spiritual Development; 30.
Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived
social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self
esteem; 48. Depression; 49. Religious participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious belief after
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Table 14 (continued)
36 37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52

1.Age 21%%  -.08 .10 .04 -.02 .18% .02 .06 -.03 .03 .06 -.12 12 27 .02 26%F  -.04
2.Gender -.18 A1 -.08 -.01 -.10 -.08 17 .19 13 .07 -31 A1 -16%  -.14 -.10 -.11 -.07
3.Num.child 25%% .20 .07 .00 -.01 .14 .03 .03 -.09 A2 .04 10 .04 .03 .05 .04 -.10
4.Child Living (18) .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01
5.Marital quality .09 -.01 A1 .14 .10 .04 22%% 0 21%* .07 .19%* -.12 .10 =27 .02 .00 -.02 .02
6. Time Since Diag. .01 -.06 -.04 -.05 -.10 .02 .05 .03 .00 .06 -.23%%  -.09 .02 -.11 .10 -.09 .07
7. Perceived Threat -.14 .04 -.14 -.15 -.02 -.14 -16%  -26%F 14 -24%% - 10 12 A7 -.05 .06 -.14 -.05
8. Perceived Prog. -.08 .01 25%% 12 20%%F 0 24%% %k 0%k 02 21 -15% .00 -46%%  -.07 -.04 -.13 .06
9. Dietary -.01 -.06 -.11 .08 -.13 -.15 .18% .18% .10 11 -19%  24%% .05 -31%% .03 -11 -.03
10. Sport Activities -.01 .02 -.14 -.05 -.13 -.14 .14 11 .16 .04 -17% .00 .05 -.07 .14 .04 -.02
11. Not gaining weight .00 -.03 -.03 .03 .00 -.08 .10 .10 .10 .02 -.08 .06 .14 -.20%% .00 -12 .02
12. No Smoking .00 .01 -.08 -.07 -.10 -.05 13 23%% .08 .00 =27 .09 .06 -27*% .00 -.08 -.10
13. No Alcohol .04 .01 -.05 .02 -.04 -.08 .14 27%-.03 .08 -.19 .09 -.09 -31F% .07 -.08 -.01
14. Spouse Relation .01 .04 .10 .05 .08 .08 .14 15 .06 .08 .01 -.03 -.05 -.11 .06 .01 .05
15. Children Relation .05 -.07 -.02 .07 .00 -.06 .10 17 -.04 A1 01 .00 .01 .00 .05 .01 .09
16. Extended Family -20% .10 -.08 -.02 -.13 -.06 -.09 -.08 11 -.20 -.13 -.11 .00 -.07 -.02 -.10 -.19%
17. Economical Status -.06 .02 .02 -.06 .05 .02 -.03 -.03 .01 -.04 -.01 -.03 27 .05 -12 .05 -.09
18. PTG Patient 32#E L34 1% 10 24%% 16 .15 21 212 23%% 15 -.11 -.05 .07 .15 -.06 11

*Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11.
Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved
Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient;
25. Spouses’ PTG Perceived by Patient in Improved Relationship; 26. Spouses’ PTG Perceived by Patient in New Possibilities for One’s Life; 27. Spouses’ PTG Perceived by
Patient in Appreciation for Life; 28. Spouses’ PTG Perceived by Patient in Sense of Personal Strength; 29. Spouses’ PTG Perceived by Patient in Spiritual Development; 30.
Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived
social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self
esteem; 48. Depression; 49. Religious participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious belief after
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Table 14

(continued) 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
19. Impr. Rel. .01 -.09 11 .01 11 -.01 -.01 -.06 12 .01 .03 -.04 -.03 -.05 -.02 .09 -.05 93*%x ]
20.Pos.Life -.13 -.17 -23 -.20 -.14 -.02 -.09 -.14 -.07 -.08 -.10 -.12 -.10 -.09 -.09 -.07 .04 BOFx  75%*
21. App.Life .14 .01 20% 21%% 0 22%% 0 20%*% .05 .09 .04 A1 .02 .10 .03 .14 .08 28%*k 0 21%%  BIF*E66%*
22. S.per Str. .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 RO A

23.Sp. Dev. .04 -.01 -.09 .09 -.05 .09 .03 .04 -.01 .08 .10 -.03 .04 -.07 -.04 21k 4%k TTRE QT
24. SPTG -.02 .09 .08 .04 .00 .06 .02 .03 .08 .05 .03 -21 -.24 -.07 -.19 .03 .06 JTEE 3R
25. SImpro -.12 -.15 -.07 -.20 -.06 -.15 -.08 -.03 .04 .01 .00 .06 14 -.13 13 -.14 -.02 .60%*  50%*
26. Sp.Pos. 11 .04 .09 20%% .02 Jd6% .08 .04 .00 .05 -.04 -.23 -.24 -.05 -.25 .06 8% 51k 43%*
27.Sp.App. -.04 .01 12 .04 -.07 .04 .02 .07 22%% .01 .03 .03 .03 .04 .01 .06 A1 A40%E 36%*
28. Sp.Stre -.02 .05 .10 .07 -.05 .01 .09 12 21%% 15 15 .00 -.03 .02 .01 .03 .05 A6FE 41H*
29. Sp.Spiri. .04 11 13 .06 -.05 12 .09 11 23%% .06 A1 .10 .07 .05 .14 .06 .04 4Ok 4%
30. Imp -.05 -.06 .01 -.03 -.10 .01 .00 .06 12 .05 .06 -.01 .02 -.06 .01 .08 11 28%k  D5%*
31. Rumin. .06 10 15 13 -.08 .00 .08 .10 .18 .04 .07 -.04 -.06 .03 -.07 12 17 18%*  19%
32. Avoid .07 .00 19% .09 .02 .02 19% .06 24%% 08 22%% .06 .02 12 .00 .00 -.01 L34EE S DRHE
33. Hyper .02 01 .05 .04 .01 .00 -.08 -.08 -.02 -12 -.06 -.02 -.05 .04 -.02 .03 .06 A7% 15
34. Coping -.07 -.04 -.02 -.08 -.06 -.03 .00 .05 .08 -.03 .04 -.05 .06 -.19 .01 -.17 -.10 32%Ek Q0%
35. Problem .04 .02 -.03 -.03 -.06 -.07 .00 -.02 -.04 -.05 .07 .07 .01 .05 12 -.03 -.01 15 11

36. Emotion ~ .93%*  89%* Ik  gOkx - JTEx  Je¥E  60**F SR 40FF  46%F  48F*  28%* 8%  34¥k Q7F 0 32FF 15 32%Ek - 30%*

*Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11.
Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved
Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient;
25. Spouses’ PTG Perceived by Patient in Improved Relationship; 26. Spouses’ PTG Perceived by Patient in New Possibilities for One’s Life; 27. Spouses’ PTG Perceived by
Patient in Appreciation for Life; 28. Spouses’ PTG Perceived by Patient in Sense of Personal Strength; 29. Spouses’ PTG Perceived by Patient in Spiritual Development; 30.
Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived
social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self
esteem; 48. Depression; 49. Religious participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious belief after
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Table 14 (continued)
20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36

19. Impr. Relation 0,75%% 0,66%* 0,79%* 0,67*% 0,73%* 0,59%* 0,43** 0,36*%* 0,41** 0,42** 0,25%% 0,19% 0,28%* 0,15 0,29** 0,11 0,30%**

20.Possibilities of Life 1 0,66%* 0,74** 0,63** (0,68*%* 0,53** 0,53** 0,34** (,39%* 0,43** 0,24** 0,14 0,32%% 0,14 0,26** 0,11 0,25%%*
21. Appreciation Life 1 0,71%¥* 0,63*%* 0,60%* 0,50%* 0,42%*% 0,47** 0,40%* 0,46** 0,27** 0,17* 0,32** 0,18* 0,27** 0,15 0,28**
22. S. Persn Streng 1 0,59%* 0,63** 0,53** 0,46%* 0,32%* 0,42** 0,38%F 0,22%* 0,13 0,30*%* 0,12 0,33%% 0,24%* (,26%**
23. Spiritual Devel. 1 0,66%* 0,40%* 0,36%* 0,33** 0,36*%* 0,48%* 0,24*%% 0,14 0,26%* 0,18*% 0,25*%* 0,02  0,33%*
24. Sp PTG P. Patient 1 0,56 0,49%* 0,41%* 0,42** 0,51**% 0,30%* 0,22%* 0,32%% 0,21** 0,37** 0,23** 0,35
25. Sp.Impro. Relat. 1 0,78** 0,64%% 0,78** 0,71** 0,20* 0,16 0,22** 0,11 0,31** 0,18*%* 0,26
26. Sp.Possibil of Life 1 0,61%% 0,74*%* 0,69** 0,24  0,22*%% 0,18* 0,19* 0,31** 0,22%* 0,26
27. Sp.Appre. for Life 1 0,67** 0,71*%% 0,26*¥* 0,26%* 0,14  0,23** 0,17 0,00  0,23**
28. Sp.Sen. Pers Stre 1 0,67 0,17 0,13 0,20 0,09 0,31 0,18*% 0,26%*
29. Sp.Spiri. Develop. 1 0,26 0,21 0,20  0,22*%* 0,28 0,08 0,28
30. Impact of event 1 0,90*%*% 0,65%* 0,89** 0,22** 0,16  0,27%*
31. Rumination 1 0,30** 0,87*% 0,14 0,05 0,21%*
32. Avoidance 1 0,30%* 0,38%* 0,36%* 0,34**
33. Hypervigilance 1 0,03 -0,03 0,12
34. Coping 1 0,73%* (,82%*
35. Problem f. Coping 1 0,31°%*
36. Emotion f. Coping 1

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities;
11. Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19.
Improved Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG
Perceived by Patient; 25. Spouses’ PTG Perceived by Patient in Improved Relationship; 26. Spouses’ PTG Perceived by Patient in New Possibilities for One’s Life; 27.
Spouses’ PTG Perceived by Patient in Appreciation for Life; 28. Spouses’ PTG Perceived by Patient in Sense of Personal Strength; 29. Spouses’ PTG Perceived by Patient in
Spiritual Development; 30. Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping;
37.Indirect coping; 38. Perceived social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45.
Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious
belief after
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Table 14 (continued)

37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52

19. Impr. Relation -36%F 24%% 12 28%%  17* 11 A7 -.11 .19% .14 -.13 -.01 .08 11 -.06 .09
20.Possibilities of Life ~ -.25%* .14 .04 17 A1 13 .15 -.07 20%% 14 -.14 -.07 -.01 .14 -.10 A2
21. Appreciation Life -28%*%  16* .08 12 .14 .18* 26%%  -.09 22%% 10 .00 .00 .06 13 -.05 .03
22. S. Persn Streng =20%k - 21%F 10 22%% 17 26%F 0 20%% 04 1% .05 -.03 -15 .05 12 -.09 .06
23. Spiritual Devel. =27 13 .07 18* .08 -.09 .02 -.26 .05 28 -.13 .04 .14 20%% 14 22%%
24. Sp PTG P. Patient -A42%k - 20%k  16% 18% 13 .14 .20 -.14 23%% .05 -.07 -.04 .00 20%* -1 18%*
25. Sp.Impro. Relat. -28%*% 15 .10 .10 .14 21%%  19% .07 19% -.03 .01 .02 -.06 21%%  -08 .05
26. Sp.Possibil of Life ~ -.24** .04 .06 -.03 .07 .16 A7 .04 13 .00 .04 .06 -.05 24%* 13 .05
27. Sp.Appre. for Life -21%% 01 .10 -.02 -.02 .01 .09 -.10 .05 .08 .00 A7* -.14 .10 -.06 .06
28. Sp.Sen. Pers Stre - 19%* .06 .06 .04 .05 22%% 200 .09 .19 -.02 .14 .02 -.09 27%* .05 .01
29. Sp.Spiri. Develop. -17#%  -.03 -.03 -.02 -.03 .01 .08 -12 .06 15 -.03 15 .00 23%% .07 .16
30. Impact of event -38*%F  -01 .04 .06 -.09 .05 .09 -16%  17* .14 .08 Al** .06 .03 .00 .09
31. Rumination -28%*%  -.05 .00 .04 -.10 -.01 .00 -.10 .07 11 .10 42 12 .01 .00 .10
32. Avoidance -40*%* .05 .10 .07 -.02 21 27 200k 38%F 12 .03 .08 -.07 .10 .02 .07
33. Hypervigilance -25%% -03 .01 .04 -.09 -.08 -.05 -.09 -.04 12 .05 ST .09 -.03 -.03 .03
34. Coping -43%% 07 .10 .04 .05 37 41 -1 A8*x .07 9% -18* .06 .14 16%* 25%%*
35. Problem f. coping -37#% 10 .16* .08 .02 STHEE S 4eFF 3%k 52%F _30%F 32k _30*F  -15 12 -.01 18*

36. Emotion f. coping -.55%% .06 .07 .01 .08 .09 25%Ek L 35%Ek 9%k 2%k 03 .02 25%% .09 26%%F  QDHE

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport
Activities; 11. Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18.
PTG Self; 19. Improved Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24.
Spouses’ PTG Perceived by Patient; 25. Spouses’ PTG Perceived by Patient in Improved Relationship; 26. Spouses’ PTG Perceived by Patient in New Possibilities for
One’s Life; 27. Spouses’ PTG Perceived by Patient in Appreciation for Life; 28. Spouses’ PTG Perceived by Patient in Sense of Personal Strength; 29. Spouses’ PTG
Perceived by Patient in Spiritual Development; 30. Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36.
Emotion focused coping; 37.Indirect coping; 38. Perceived social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43.
Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious participation before; 50. Religious participation after;
51. Religious belief before; 53. Religious belief after
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Table 14 (continued)

37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52
37.Indirect cop 1 S24%%F 3% L 1RF 15 -25%% - 30%F 12 -.36 .03 -.07 -.06 -.07 -.04 -.10 -.18*
38. Perce. Soc.support 1 H4%%  g2Fk Bo*F  21%* 13 .02 28%% .00 .09 -26%% 13 -.05 .01 13
39. Family Support 1 A J32%%k 23%%  18% .06 24%% - -03 .06 -16%  17* -.05 .04 .09
40. Friend Support 1 S4xx 14 .04 .03 21% .02 A1 -22%% .06 -.05 .01 A7
41. Significant support 1 13 .09 -.04 22%% 03 .05 -21% 11 -.02 -.02 .06
42. Hardiness 1 J9** 54%% 80 -ATRE 38 _30%F 15 -.07 .05 .03
43. Commitment 1 .09 H606FF L 30%F 23FF _34%F 10 -.07 15 .01
44. Control 1 .03 -50%F  25%*% - 14 -25%% 02 -21%% -03
45. Challenge 1 S21%% 0 32%% 0 _35%% 02 -.07 A7 .09
46. Locus of control 1 -.29 23%% 0 33% .09 .19 .06
47. Self esteem 1 -22%*% - 16% .10 -.01 .02
48. Depression 1 .01 .09 .04 .00
49. Religi. Part before 1 -.09 39 .03
50. Religi. Part. after 1 .02 36%*
51. Religi. Belief before 1 20%%
53. Religious belief after 1

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport
Activities; 11. Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG
Self; 19. Improved Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’
PTG Perceived by Patient; 25. Spouses’ PTG Perceived by Patient in Improved Relationship; 26. Spouses’ PTG Perceived by Patient in New Possibilities for One’s Life;
27. Spouses’ PTG Perceived by Patient in Appreciation for Life; 28. Spouses’ PTG Perceived by Patient in Sense of Personal Strength; 29. Spouses’ PTG Perceived by
Patient in Spiritual Development; 30. Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion
focused coping; 37.Indirect coping; 38. Perceived social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment;
44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious participation before; 50. Religious participation after; 51. Religious belief
before; 53. Religious belief after
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Table 15 Pearson Correlations of PTG and study variables in the spouse group

2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18
1.Age 20%%  33%% 01 22%% .09 -.02 .06 -05 .02 24%% 01 .09 -12 -.04  27%* .06 -.01
2.Gender 1 .04 .01 -13 -03 -03 .00 -01 .02 .07 de* .04 A7 .00 .02 .08 .02
3.Num.child 1 .01 -10  -04 17%* -13 -14 -06 .08 -.16% -08 -08 -05 -07 .07 .08
4.Child Living (18) 1 .02 .01 .02 .01 .01 .01 .03 .01 .01 .02 .01 .01 .03 .01
5.Marital quality 1 -10 .15 16% 03 .06 -.02 .05 -08  -12 .09 .14 =17 -.02
6. Time Since Diag. 1 -13 .07 -04 -05 -03 -06 -03 .08 .07 -01 .03 12
7. Perceived Threat 1 27% .04 -05 -07 -13 -16 -03 -01 .19 .02 -.01
8. Perceived Prog. 1 .10 .05 .06 13 A8 -06 .05 -05 .11 .07
9. Dietary 1 25%% 0 25%F 07 19% .06 -06  -20 .03 .03
10. Sport Activities 1 A40%*% 10 .08 -.08 .01 .08 -12 .05
11. Not gaining weight 1 29%% 0 29%% 05 .03 -08  -.09 -.08
12. No Smoking 1 A8* .19 18*%  -.06 .03 A1
13. No Alcohol 1 24%% 0 19% 13 20%F .04
14. Spouse Relation 1 29%% .06 A1 15
15. Children Relation 1 12 A7F 0 21%*
16. Extended Family 1 .01 .09
17. Economical Status 1 .10
18. PTG Spouse 1

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11. Not gaining
weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved Relationship; 20. New
Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient; 25. Spouses’ observation of the
Patient PTG in Improved Relationship; 26. Spouses’ observation of the Patient PTG in New Possibilities for One’s Life; 27. Spouses’ observation of the Patient PTG in Appreciation for Life;
28. Spouses’ observation of the Patient PTG in Sense of Personal Strength; 29. Spouses’ observation of the Patient PTG in Spiritual Development; 30. Impact of event; 31. Rumination; 32.
Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived social support; 39. Family Support; 40. Friend Support;
41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious participation before; 50.
Religious participation after; 51. Religious belief before; 53. Religious belief after
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Table 15 (continued)

19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35
1.Age .04 .00 -14 .04 .02 -.03 .04 .00 .04 -14 .02 -03  -.07 .05 -04 .02 -.15
2.Gender .00 .10 -07 .03 .02 A1 .00 .10 .03 -.07 .02 -03  -07 .08 -08 .01 .01
3.Num.child A1 .08 -02 .02 A1 .08 A1 .08 .02 -02 .11 15 .10 12 6% 10 -.11
4.Child Living (18) .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01
5.Marital quality -07  -.07 .06 .06 .01 .02 -07  -07 .06 .06 01 -.01 .01 .03 -07 .06 18
6. Time Since Diag. .14 A1 A1 .08 -02 .04 .14 A1 .08 A1 -02  -06 -.07 .00 -07 .04 .04
7. Perceived Threat -05 .00 .06 .00 .00 .00 -.05 .00 .00 .06 .00 12 A7+ -.03 12 -.01 -.02
8. Perceived Prog. .14 -.03 .05 A7% -.08 .01 .14 -.03 A7% .05 -08  -19% -16* -09 -21 -06 .06
9. Dietary .00 .02 .06 .04 .01 .07 .00 .02 .04 .06 .01 -08 -10 -06 -02 .08 13
10. Sport Activities .03 .04 .05 .08 .02 .05 .03 .04 .08 .05 .02 .06 .08 -08 .12 .05 -.06
11. Not gaining weight -05 -05 -06 -05 -16%¥ -02 -05 -05 -05 -06 -16% -02 -08 .02 .05 -05  -10
12. No Smoking .07 12 .08 .10 .10 12 .07 12 .10 .08 .10 -07  -.07 .00 -09 .09 .06
13. No Alcohol A1 .00 -02 .02 -.01 .06 A1 .00 .02 -02  -01 -04 -05 -01 -03 -04 -01
14. Spouse Relation A7% .08 13 11 12 15 A7% .08 A1 13 12 -.01 -.01 -.02 .00 .16 20%%
15. Children Relation A7 21%% 10 .28 9% 23k 17% 21 .28 .10 19*% 15 A1 .09 Jde6x  21%F .08
16. Extended Family .07 12 .09 .00 .07 A1 .07 12 .00 .09 .07 .10 13 .07 .05 .00 -.05
17. Economical Status .14 .07 .02 .09 .07 .10 .14 .07 .09 .02 .07 .07 .05 .05 .09 .00 -.08
18. PTG Spouse 92%%k - QOF* 7Ok JOEE - Q¥R 7SFE - QRAEk  QOFEk  JQRE - JOEE - BOEE  40** 30k 40%F  30%*F  36FF  QTHF

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11. Not
gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved Relationship; 20.
New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient; 25. Spouses’ observation of
the Patient PTG in Improved Relationship; 26. Spouses’ observation of the Patient PTG in New Possibilities for One’s Life; 27. Spouses’ observation of the Patient PTG in Appreciation for
Life; 28. Spouses’ observation of the Patient PTG in Sense of Personal Strength; 29. Spouses’ observation of the Patient PTG in Spiritual Development; 30. Impact of event; 31.
Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived social support; 39. Family
Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious
participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious belief after
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Table 15 (continued)
36 37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52

1.Age 26%%  -10 .04 .10 -.01 .04 -.09 .02 -.15 -.05 15 -.15 12 23%% - 14 .07 -.03
2.Gender .01 -.05 -.11 .00 -06  -16*% .10 .10 .05 .07 .02 .09 .04 -.18% .01 -14  -.05
3.Num.child 27 12 -10  -.08 -.08 -.07 -.10 .03 -22%% .02 20%*%  -16% .11 28% - 14 -02  -13
4.Child Living (18) .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01
5.Marital quality -.05 -.04 .14 33 11 -.01 13 -.01 21 .04 -24%% 10 -.32% .04 .04 31 .09
6. Time Since Diag.  -.02 .09 .10 .03 .08 .09 -.01 .02 -.05 .01 -.10 .00 .03 -.20%% .08 -.16%  -.01
7. Perceived Threat .02 -.11 .01 13 .07 -10 -06 -08 -01 -.04 .09 -.01 .04 9% -14 .09 .00
8. Perceived Prog. -.09 .02 .09 .09 -.01 11 A7 -.04 32%% .03 -16%  17%  -30%* -06  -.02 .04 .08
9. Dietary -.04  -.08 -.15 -10 -10 -14 .08 .05 .08 .02 -.08 14 .03 -.04 .07 .01 .09
10. Sport Activities .10 -.13 -.08 .06 -.15 -06  -.01 .02 -.03 .01 .06 -.07 13 -.11 -.04 .02 .08
11. Notgaining weight .03 .03 -.13 -.05 -10  -13 -.08 -11 01 -.08 -11 -.08 12 -.06 .05 -.05 .00
12. No Smoking .03 -04 -.03 .01 -02  -.05 12 .10 .08 .09 -.06 .07 -.01 -.08 18% .03 12
13. No Alcohol -.05 .06 -.13 -10  -04  -15 -.03 -04  -.02 .00 -.01 .00 -.03 -.01 A7% .04 9%
14. Spouse Relation .02 .02 -.05 -.06 .05 -.11 -.09 .03 -.03 -.20%% -10 .06 .01 -.09 .05 -.04 .06
15. Children Relation .27** -20%* .10 .08 .10 .06 .02 13 -06  -.01 .05 -.05 .06 -.07 13 .07 A7
16. Extended Family .01 .01 12 .02 .00 21% .04 -12 12 -12 .04 -.05 18 -.01 12 .05 .09
17. Economical Status .11 -.08 -.05 -09  -.07 .00 -10  -.13 .02 -13 13 -.01 15 A1 .07 13 .01
18. PTG Spouse 27FF - 38EE Q7R 18*  22%k  19%  18*  31%F -.07 9% -.09 .00 .05 -.01 16% .05 31EE

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11. Not
gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved Relationship;
20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient; 25. Spouses’
observation of the Patient PTG in Improved Relationship; 26. Spouses’ observation of the Patient PTG in New Possibilities for One’s Life; 27. Spouses’ observation of the Patient PTG
in Appreciation for Life; 28. Spouses’ observation of the Patient PTG in Sense of Personal Strength; 29. Spouses’ observation of the Patient PTG in Spiritual Development; 30. Impact
of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived social support;
39. Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48.
Depression; 49. Religious participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious belief after
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Tablel5 (continued)

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19

19. Impr. Rel. .04 .00 -.14 .04 .02 -03 .04 .00 .04 -14 .02 -03  -07 .05 -04 .02 -.15 2%k ]

20.Pos.Life .00 .10 -07 .03 .02 11 .00 .10 .03 -07 .02 -03  -07 .08 -.08 .01 .01 L90Fx - T6%E
21. App.Life A1 .08 -02 .02 A1 .08 11 .08 .02 -02 .11 15 .10 12 .16 .10 -.11 9%k 63%E
22. S.per Str. .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 .01 J19%E - 66%F
23. Sp. Dev. -07  -07 .06 .06 .01 .02 -07  -07 .06 .06 01 -01 .01 .03 -07 .06 18* B0#E - T0*E
24. PTG other .14 A1 A1 .08 -02 .04 .14 A1 .08 11 -02  -06 -07 .00 -07 .04 .04 JI5FE68%F
25. SImpro -05 .00 .06 .00 .00 .00 -.05 .00 .00 .06 .00 A2 A7% 0 -03 12 -01  -.02 92%%k 9Ok
26. Sp.Pos. .14 -03 .05 17 -08 .01 .14 -03  .17* .05 -08  -19% -16% -09 -21 -06 .06 90%*  76%*
27. Sp.App. .00 .02 .06 .04 .01 .07 .00 .02 .04 .06 01 -08 -10 -06 -02 .08 13 9%k 66+
28. Sp.Stre .03 .04 .05 .08 .02 .05 .03 .04 .08 .05 .02 .06 .08 -08 .12 .05 -.06 JT9FE - 63%E
29. Sp.Spiri. -05 -05 -06 -05 -16% -02 -05 -05 -05 -06 -16% -02 -08 .02 .05 -05  -.10 B0#E - T0*E
30. Imp .07 12 .08 .10 .10 12 .07 12 .10 .08 .10 -07  -07 .00 -.09 .09 .06 A40%%F 30%*
31. Rumin. A1 .00 -02 .02 -.01 .06 A1 .00 .02 -02 -01 -04 -05 -01 -03 -04 -01 30#E 2k
32. Avoid A7% .08 13 11 12 A5% 17% .08 11 13 12 -01  -01 -02 .00 Jd6%  20%F  40%F  36%F
33. Hyper A7 21%* 10 .28 9% 23 A7*% 21 28%% 10 .19 15 A1 .09 Jde* 21 .08 30%E 20%®
34. Coping .07 12 .09 .00 .07 11 .07 12 .00 .09 .07 .10 13 .07 .05 .00 -.05 36%*F 31%*
35. Problem .14 .07 .02 .09 .07 .10 14 .07 .09 .02 .07 .07 .05 .05 .09 .00 -.08 27k 6%
36. Emotion 92%%k - Q0Fk  79kE - JOEE - ROFE  T5FE - Q2kE  QQFE - JOwE  JOFE - BOFE  40%*F  30FE  40Fk 30**  3e*E 27K 27FE D5%E

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11. Not gaining
weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved Relationship; 20. New
Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient; 25. Spouses’ observation of the
Patient PTG in Improved Relationship; 26. Spouses’ observation of the Patient PTG in New Possibilities for One’s Life; 27. Spouses’ observation of the Patient PTG in Appreciation for Life;
28. Spouses’ observation of the Patient PTG in Sense of Personal Strength; 29. Spouses’ observation of the Patient PTG in Spiritual Development; 30. Impact of event; 31. Rumination; 32.
Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived social support; 39. Family Support; 40. Friend
Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious participation before;

50. Religious participation after; 51. Religious belief before; 53. Religious belief after

163



Tablel5 (continued)
20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36

19. Impr. Relation J6FE - 63%F  66%F  70*F  68%FF  90** 76 H6FF  63%*  JOFE 30k 22%%k 3eFx 20FF 31EE - 26%F 25%*
20.Possibilities of Life 1 O3%F o4k TRk QTR JeRE QQFk  64%k 63k TR FREE QREE FTEE Pk 35k T 28k
21. Appreciation Life 1 STHEE S 52%% STHRE . Q3FEF 63¥*  S5TF¥ Q5FkF  §HEk 37wk DOFx - FPEE 3FEE - 28¥*F 30 A1
22. S. Persn Streng 1 S9FE 60k 66%F 64%k  90FEk  STHE 50%x FO*Fk 5%k 32¥x 19x  28%* 3] 18%*
23. Spiritual Devel. 1 63%%F  JO¥F TIRE 59%EF 5%k QEFk  F5kE QTR 35wk PQFF 3FEE 1] 35%%
24. PTG other 1 O8%FF  67FF 0%k STHRE 63k Fwk Bk FPwk QTR QTR DOFF D3k*
25. Sp.Impro. Relat. 1 J6FE66%F  63FF  JOFE 30¥*F  22%*  FokE 0%k 3]FF 26k 25%F
26. Sp.Possibil of Life 1 O4%F 3%k FPkk 3Gk PRk Fkk FPRk 35wk 7R D8¥F
27. Sp.Appre. for Life 1 STHEE O 59%F 0 30FF 5%k 3%k 19F  DRFEF O 31EE - 18*
28. Sp.Sen. Pers Stre 1 S2%k 0 37kk DOk ZPkk 33k 2RFE 30%*F 11
29. Sp.Spiri. Develop. 1 35#EF 0 27x% 35%k 0 RFE O 32%%F (11 35%%
30. Impact of event 1 O1%* - 66%*  90** 33k 1] 35%*
31. Rumination 1 37#% 0 83%*  28*%F 13 24%%
32. Avoidance 1 38xx 209%k 13 31%*
33. Hypervigilance 1 27 .02 35%%
34. Coping 1 O7FF  69**
35. Problem f. coping 1 .06
36. Emotion f. coping 1

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport
Activities; 11. Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG
Self; 19. Improved Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’
PTG Perceived by Patient; 25. Spouses’ observation of the Patient PTG in Improved Relationship; 26. Spouses’ observation of the Patient PTG in New Possibilities for
One’s Life; 27. Spouses’ observation of the Patient PTG in Appreciation for Life; 28. Spouses’ observation of the Patient PTG in Sense of Personal Strength; 29.
Spouses’ observation of the Patient PTG in Spiritual Development; 30. Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem
focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived social support; 39. Family Support; 40. Friend Support; 41. Significant other support; 42.
Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious participation before; 50. Religious
participation after; 51. Religious belief before; 53. Religious belief after
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Tablel5 (continued)

37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52
19. Impr. Relation -35%k26%F 13 24%% - 19% 12 23%% .08 .14 -.02 -.04 .06 .00 11 .05 244%
20.Possibilities of Life -.27** .23** 10 20%%  19% 18% 31 -.09 23%% - -.05 -.08 .09 .00 20%% 0 -.01 27H*
21. Appreciation Life =~ -.31%* 23%* 2] A7 16%* 24kk 27k 11 13 -23%% 13 .01 -.12 13 -.06 23%%
22. S. Persn Streng -40%% 0 22%% 0 26%F 14 12 26%%  37FF 01 23%% 0 220%* 13 -.06 -.02 .04 11 33w
23. Spiritual Devel. -36%*% .15 .10 .10 12 -.05 A7 -24%% .03 .09 -.09 A1 11 18%* 21 32%%
24. . PTG other -34%% 13 .05 .08 12 .05 A1 -.07 .10 -.04 -.13 .09 -.05 .16% -.02 33w
25. Sp.Impro. Relat. -35%% 26%F 13 24%% - 19% 12 23%% .08 .14 -.02 -.04 .06 .00 11 .05 24%%
26. Sp.Possibil of Life -.27** .23** 10 20%%  19% 18 31209 23%% - -.05 -.08 .09 .00 .20 -.01 2TH*
27. Sp.Apprc. for Life  -.40%* 22%*  26%*% 14 12 26%F 37 01 23k .20 13 -.06 -.02 .04 A1 33wk
28. Sp.Sen. Pers Stre  -31%*  23%*  21%*% 7% .16* 24%% 278 11 13 -23%% 13 .01 -12 13 -.06 23%%
29. Sp.Spiri. Develop.  -.36%* .15 .10 .10 12 -.05 A7 -24%% .03 .09 -.09 A1 11 18%* 21 32%%
30. Impact of event -.32%% .06 .06 .09 .00 .05 A9%F - 19% 0 1T7* .09 -17% 0 39% 02 .07 11 15
31. Rumination -24%% 10 .10 13 .01 .06 15 -.16*%  19% .10 -.10 36%F .02 .02 .08 A1
32. Avoidance -27F .02 .01 .06 -.02 .14 26%%  -.08 18% -.05 -.14 A7 .02 .14 .07 15
33. Hypervigilance -.20%% .02 .03 .03 .00 -.07 .08 -23%% .05 15 -19%  44%x 02 .03 12 A1
34. Coping =37 12 .07 .06 A1 22 38 10 27 -.05 11 .10 12 .06 15 20%%
35. Problem f. coping  -.35%* .12 .18% 13 -.01 AS5FE 40K 28%F  28%E - 4Dkx 49%F 13 -.09 .01 .03 26%%
36. Emotion f. coping  -.52*%* .01 .01 -.08 .09 -.11 .19%* -41%% .08 J33#E 2% 4% 9% O] 24% .14

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport Activities; 11. Not
gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18. PTG Self; 19. Improved Relationship;
20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24. Spouses’ PTG Perceived by Patient; 25. Spouses’
observation of the Patient PTG in Improved Relationship; 26. Spouses’ observation of the Patient PTG in New Possibilities for One’s Life; 27. Spouses’ observation of the Patient PTG
in Appreciation for Life; 28. Spouses’ observation of the Patient PTG in Sense of Personal Strength; 29. Spouses’ observation of the Patient PTG in Spiritual Development; 30. Impact of
event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34. Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived social support; 39.
Family Support; 40. Friend Support; 41. Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49.
Religious participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious belief after
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Tablel5 (continued)

37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52
37.Indirect cop 1 -.07 -33%%  -01 .05 - 17 -36%F 13 -.19% .00 -.12 -.08 -12 .02 -.13 -.15
38. Perce. Soc.support 1 SO%k 84wk R3xx 2Dk 15 .09 24%% .07 .09 -13 .10 -.08 15 13
39. Family Support 1 3110 26%% 22 13 21%% 0 -19%  18* -25%% 10 -.08 12 .02
40. Friend Support 1 Shxx o 24%% 7% .09 25%% .05 .06 -15 .04 -.07 .07 .10
41. Significant support 1 .05 .00 .00 A1 .03 .00 .03 .10 -.05 .14 .14
42. Hardiness 1 T3k e4wE 5%k L 53%x 0 36¥%*F _20%F - 14 .01 -.02 .06
43. Commitment 1 .09 S5FF 0 230%F 21 -.07 -.02 .09 .00 .10
44. Control 1 A1 SAgHE 38k QTR _18FF 04 .02 .02
45. Challenge 1 -32%*% 13 -.06 -.07 -.11 -.07 .03
46. Locus of control 1 =32%k 29%k - 30kk - 11 .09 -.02
47. Self esteem 1 -33%% 0 _23%F 05 .02 .02
48. Depression 1 -.16%  -.01 -.10 .01
49. Religi. Part before 1 -.14 A40%F - -.06
50. Religi. Part. after 1 .01 33%*
51. Religi. Belief before 1 15
53. Religious belief after 1

* Correlation is significant at the 0.05 level (2-tailed) ** Correlation is significant at the 0.01 level (2-tailed).

1.Age; 2.Gender; 3.Num.child; 4.Child Living (18); 5.Marital quality; 6. Time Since Diagnosis; 7. Perceived Threat; 8. Perceived Prognosis; 9. Dietary; 10. Sport
Activities; 11. Not gaining weight; 12. No Smoking; 13. No Alcohol; 14. Spouse Relation; 15. Children Relation; 16. Extended Family; 17. Economical Status; 18.
PTG Self; 19. Improved Relationship; 20. New Possibilities for One’s Life; 21. Appreciation for Life; 22. Sense of Personal Strength; 23. Spiritual Development; 24.
Spouses’ PTG Perceived by Patient; 25. Spouses’ observation of the Patient PTG in Improved Relationship; 26. Spouses’ observation of the Patient PTG in New
Possibilities for One’s Life; 27. Spouses’ observation of the Patient PTG in Appreciation for Life; 28. Spouses’ observation of the Patient PTG in Sense of Personal
Strength; 29. Spouses’ observation of the Patient PTG in Spiritual Development; 30. Impact of event; 31. Rumination; 32. Avoidance; 33. Hypervigilance; 34.
Coping; 35. Problem focused coping; 36. Emotion focused coping; 37.Indirect coping; 38. Perceived social support; 39. Family Support; 40. Friend Support; 41.
Significant other support; 42. Hardiness; 43. Commitment; 44. Control; 45. Challenge; 46. Locus of control; 47. Self esteem; 48. Depression; 49. Religious
participation before; 50. Religious participation after; 51. Religious belief before; 53. Religious belief after
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APPENDIX B: DEMOGRAPHIC INFORMATION FORM

Bu aragtirma, kalp krizinin, kalp krizi gegiren bireyler ve esleri lizerindeki etkilerini arastirmak
icin yapilmaktadir. Kalp krizini geciren kisilerin ve eslerinin nasil etkilendigini anlayabilmek ve ne tiir
psikolojik destekten yararlanabildiklerini saptayabilmek i¢in sizden alacagimz bilgiler bizim i¢in ¢ok
onemlidir. Vereceginiz bilgilerin ileride benzer durumda olan kisiler i¢in daha yararli olacagini
diisiiniiyoruz.

Bu aragtirmaya katilmak tamamen goniilliik esasina baglidir. Buradaki anketlere vereceginiz
cevaplar ve kisisel (demografik) bilgiler sadece aragtirma amaciyla kullanilacak ve kesinlikle gizli
tutulacaktir. Liitfen sorulari basindaki yonergeleri dikkatlice okuyunuz ve size en uygun gelen secenegi
X ile isaretleyiniz. Liitfen cevaplanmamis soru birakmayiniz. Sizin kabul etmeniz durumunda, bu formu
doldurduktan 3 ve 6 ay sonra tekrar degerlendirme yapilacaktir. Arastirma bitimde arastirmaya katilanlarla
bilgilendirme toplantisi yapilacaktir. Calismaya yonelik sorularinizi Abant izzet Baysal iiniversitesi
Ogretim iiyesi ve ODTU Klinik Psikoloji doktora dgrencisi Ogr.Gor. Emre SENOL-DURAK’a (Tel: 374
253 45 11-1299; emresenoldurak @yahoo.com) iletebilirsiniz.

Bu ¢aligmaya olan katkiniz ve verdiginiz cevaplardaki samimiyetiniz icin tesekkiir ederiz.

Ogr.Gor. Emre SENOL-DURAK
Abant Izzet Baysal Universitesi
Orta Dogu Teknik Universitesi

Bu calismaya tamamen goniillii olarak katiliyorum ve istedigim zaman yarida kesip

birakabilecegimi biliyorum. Verdigim bilgilerin bilimsel amagli olarak kullanilmasini1 kabul ediyorum.

Adiniz Soyadiniz: Esinizin Adi:

Tarih:

Imza:

KiSiSEL BiLGIiLER

1.Yasimz:
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2. Cinsiyetiniz: U Bayan U Erkek
3. Medeni Haliniz:
a) Bekar
b) Evli
c) Ayn
d) Bosanmig
4. Cocugunuz var mi?
a) Evet
1. Kag ¢ocugunuz var?
2. Cocuklarimz kag yagindadir? I.gcocuk __ II. cocuk III.cocuk
b) Hayir
5. Evde beraber yasadiginiz kisiler:
a. Es
b. Kiz ¢ocuk
c. Erkek ¢ocuk
d. Kardes
e. Anne/Kaymvalide
f. Baba/Kayinbaba
g. Hizmetci / Bakici

h. Diger

6. Mesleginiz:

7. Halen calistyor musunuz?
a) Evet

1. Ne kadar siiredir ¢aligtyorsunuz? yil ay

b) Hayir
1. Daha 6nce ¢alistyorduysaniz ne kadar siiredir caligmiyorsunuz? yil ay

c) Hig calismadim
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8. Egitim durumunuz

a)
b)
c)
d)
e
f)

9)
h)

Okur yazar degil
Okur yazar
flkokul mezunu
Ortaokul mezunu
Lise mezunu
Yiiksek okul
Universite mezunu

Yiiksek Lisans ve Doktora Mezunu

9. En uzun siire yasadiginiz yer

a) Koy

b) Kasaba

c)

d)

Sehir (Gecekondu)

Sehir (Merkez)

e) Biiyiik sehir gecekondu (Ankara, Istanbul, izmir, Bursa, Adana)

f)  Biiyiik sehir merkez (Ankara, istanbul, izmir, Bursa, Adana)

10. Ailenizin toplam gelir diizeyi:

YTL (Toplam miktar belirtiniz)

11. Herhangi bir sosyal giivenceniz var mi1?

a) Var

b) Yok

1.

2.

Memur/memur emeklisi
Isci /isci emeklisi
Bagkur/Bagkur emeklisi
Ozel sigorta

Yesil kart

Diger
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HASTALIKLA iLGIiLi BILGILER

12. Ne kadar siire 6nce kalp krizi gecirdiniz? Ay

13. Kalp kriziniz tekrarladi mi?
a) Evet

1. Kag kez tekrarladi?

2. En sonuncu kalp kriziniz ne kadar siire once tekrarladi1? yil ay

b) Hayir
14. Hastaligimizla ilgili nasil bir tedavi izlendi?

a) Tlag tedavisi vil ay

b) Ameliyat

1. Anjiyo yapildi yil ay
2. Stent takildi yil ay
3. By pass oldum yil ay

c) Diger (Belirtiniz)

15. Kalp kriziniz nedeniyle hi¢ hastaneye yattiniz mi?
a) Evet

1. Kag kez hastaneye yattiniz?

2. Ne zaman yattiniz? yil ay

yil ay

b) Hayrr
16. Hastaligiz/ Esinizin hastaligi ile ilgili olarak su anki durumunuzu nasil degerlendiriyorsunuz?
a) Cok kotii
b) Kotii
C) Zaman zaman iyi zaman zaman kotii
d) lyi

e) Cokiyi
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17. Rahatsizligimzin/ Eginizin rahatsizliginin hayati tehlikesini nasil degerlendiriyorsunuz?
a) Higbir hayati tehlikesinin olmadigim diigiiniiyorum
) Hayati tehlikesinin ¢ok az derecede oldugunu diisiiniiyorum
C) Hayati tehlikesinin orta derecede oldugunu diisiiniiyorum
d) Hayati tehlikesinin oldukga fazla derecede oldugunu diigiiniiyorum
€) Hayati tehlikesinin agir1 derecede oldugunu diisiiniiyorum
18. Kalple ilgili problemler diginda halen bagka bir hastaliginiz var m?
a) Evet

1. Hastaliginiz nedir?

2. Ne zamandan beri bu hastaliginiz devam ediyor? yil ay

3. Bu hastaligimizdan dolayi hastanede yattiniz mi? O Evet__ ay yattm O Hayir

4. Hastaliginiz i¢in bir ilag kullaniyor musunuz?

O Evet ilacini kullaniyorum

U4 Hayir
b) Hayrr
19. Psikolojik bir rahatsizlik gecirdiniz mi?
a) Evet

1. Rahatsizliginiz nedir?

2. Ne zamandan beri bu rahatsizliginiz devam ediyor? _ yil ay
3. Suan psikolojik rahatsizhiginiz igin bir ilag¢ kullaniyor musunuz?

O Evet ilacimi kullaniyorum

U Hayir
b) Hayrr

ACIK UCLU SORULAR

20. Kalp krizi gecirmek/ Esinizin Kalp krizi ge¢irmesi hayatinizi nasil etkiledi?
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21. Kalp krizi gegirdikten sonra/ / Esinizin Kalp krizi ge¢irdikten sonra hayatinizda neler gelisti diye
diistiniiyorsunuz? Diger bir deyisle hastaliginizdan / esinizin hastaligindan dolay: hayatinizdaki

olumlu degisiklikler neler?

22. Kalp krizi gegirdikten sonra/ esiniz kalp krizi gegirdikten sonra hayatimzda ne tiir sikintilar oldu diye
diistinityorsunuz? Diger bir deyisle hastalifinizdan/ esinizin hastaligindan dolay1 hayatinizdaki

olumsuz degisiklikler neler?

DINE KATILIM VE DINE INANC

23. Hastaligimzdan/ esinizin hastaligindan 6nce, dinin gerekliliklerini (namaz, orug, zekat vb. dini
vecibelerinizi) ne dlctide yerine getiriyordunuz?
a) Hig yerine getirmezdim
b) Az yerine getirirdim
c) Yerine getirirdim
d) Cok yerine getirirdim
e) Tamamen yerine getirirdim
24. Hastaliginmzdan / esinizin hastaligindan sonra, dinin gerekliliklerini (namaz, orug, zekat vb. dini
vecibelerinizi) yerine getirmenizde degisiklik oldu mu?
a) Hig olmadi
b) Az oldu
c) Ne oldu ne olmadi (notr)
d) Cok oldu

e) Tamamen oldu
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25. Hastaliginizdan / esinizin hastaligindan 6nce, Allah’a olan inanciniz nasildi?
a) Cok zayifti
b) Biraz zayiftu
c) Ne zayifti ne de kuvvetliydi (Notr)
d) Biraz kuvvetliydi
e) Cok kuvvetliydi
26. Hastaliginiz / esinizin hastalig1 Allah’a olan inancinizi nasil etkiledi?

a) Cok zayifladi

b) Biraz zayifladi

c) Etkilemedi

d) Biraz kuvvetlendi

e) Cok kuvvetlendi

ES ILISKISI

27. Asagidaki 3 soruda esinizle iliskinizi degerlendirmeniz istenmektedir. Liitfen bu sorular okuyarak size
uygun olan segenegi isaretleyin.

Hig iyi degil
Biraz iyi

Arada sirada iyi
Cogunlukla iyi
Her zaman iy1

1. Rahatsizliginizdan/ esinizin rahatsizligindan
once, esinizle iliskinizi nasil degerlendirirdiniz?

2. Esinizle su anki iliskinizi nasil
degerlendirirsiniz?

3. Eginizle iligkilerinizin ileride nasil olacagini
diisiiniiyorsunuz?
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KALP KRiZi GECIRMEDEN ONCEKi YASAM;
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1. Cocuklarimizin bakimini iistleniyor muydunuz?
2. Cocuklarinizla sorunlar yagiyor muydunuz?
3. Cocuklarimizla sikintilarinizi paylagiyor muydunuz?
4. Cocuklariniz sizinle sikintilarin1 paylasiyor muydu?
5. Genigs ailenizle (anne, baba, kaymvalide,
kayinpeder, kardes vb) sorunlar yasiyor muydunuz?
6. Aile bityiiklerinden birinin bakimin tistleniyor
muydunuz?
7. Esinizin bakiminda ona yardimci oluyor muydunuz?
8. Doktor kontrollerinde esinizin yaninda bulunur
muydunuz?
9. Sizin doktor kontrollerinizde esiniz yaninizda
bulunur muydu?
10. Sizin doktor kontrollerinizde ¢ocuklariniz yaninizda
bulunur muydu?
11. Esiniz sizinle sikintilarin1 paylagir miydi?
12. Siz esinizle sikintilarinizi paylagir miydimz?
13. Ailenizde ekonomik sorunlar yasiyor muydunuz?
14. Isinizle ilgili sorunlar yasiyor muydunuz?
15. Ev iglerine yardim ediyor muydunuz?
16. Diyetinize ne kadar dikkat ederdiniz?
17. Spor yapmaya (yiiritylis vb) ne kadar dikkat
ederdiniz?
18. Kilonuza ne kadar dikkat ederdiniz?
19. Sigara kullanmamaya ne kadar dikkat ederdiniz?
20. Alkol kullanmamaya ne kadar dikkat ederdiniz?
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KALP KRiZi GECIRDIKTEN SONRAKi YASAM
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1. Cocuklarinizin bakimini iistleniyor musunuz?
2. Cocuklarinizla sorunlar yasiyor musunuz?
3. Cocuklarinizla sikintilarinizi paylagiyor musunuz?
4. Cocuklariniz sizinle sikintilarini paylagiyor mu?
5. Genis ailenizle (anne, baba, kaymvalide, kaympeder,
kardes vb) sorunlar yagiyor musunuz?
6. Aile biiyiiklerinden birinin bakimini iistleniyor
musunuz?
7. Esinizin bakiminda ona yardimci oluyor musunuz?
8. Doktor kontrollerinde esinizin yaninda bulunur
musunuz?
9.  Sizin doktor kontrollerinizde esiniz yaninizda
bulunur mu?
10. Sizin doktor kontrollerinizde ¢ocuklariniz yanimizda
bulunur mu?
11. Esiniz sizinle sikintilarin1 paylagiyor mu?
12. Siz sikintilariniz1 esinizle paylasityor musunuz?
13. Ailenizde ekonomik sorunlar yagiyor musunuz?
14. Isinizle ilgili sorunlar yasiyor musunuz?
15. Ev islerine yardim ediyor musunuz?
16. Diyetinize ne kadar dikkat ediyorsunuz?
17. Spor yapmaya (yiirilyiis vb) ne kadar dikkat
ediyorsunuz?
18. Kilonuza ne kadar dikkat ediyorsunuz?
19. Sigara kullanmamaya ne kadar dikkat ediyorsunuz?
20. Alkol kullanmamaya ne kadar dikkat ediyorsunuz?
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APPENDIX C: POSTTRAUMATIC GROWTH INVENTORY

THE MI PATIENT SELF PTG/ THE SPOUSE SELF PTG

Asagida hastalifinizdan dolayy/ esinizin hastalifindan yasaminmizda olabilecek bazi degisiklikler
verilmektedir. Her climleyi dikkatle okuyunuz ve belirtilen degisikligin sizin i¢in ne derece gerceklestigini
asagidaki ol¢egi kullanarak belirtiniz.

Examples of the Items:
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1. Hayatima verdigim deger artti
2. Hayatimin kiymetini anladim
3. Yeni ilgi alanlar1 gelistirdim.

THE MI PATIENT OBSERVED THE SPOUSES’ PTG/ THE SPOUSE OBSERVED THE
PATIENTS’ PTG

Asagida sizin hastalifindan dolayi esinizin yasaminda/ esinizin hastalifindan dolay1 esinizde olabilecek
baz1 degisiklikler verilmektedir. Her climleyi dikkatle okuyunuz ve belirtilen degisikligi esinizde ne
derece gozlemlediginizi agagidaki olgegi kullanarak belirtiniz.

Examples of the Items:

Oldukca fazla derecede
gozlemledim

Hi¢ gozlemlemedim
Cok az derecede
oozlemledim

Az derecede
gOzlemledim

Orta derecede
o6zlemledim

Asir derecede
o6zlemledim

1. Esimin hayatina verdigi deger artti.

2. Esim hayatinin kiymetini anladi.

3. Esim yeni ilgi alanlar1 gelistirdi.
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APPENDIX D: IMPACT OF EVENT SCALE-REVISED

Asagida, stresli bir yasam olayindan sonra insanlarin yasayabilecegi bazi zorluklarin bir listesi

sunulmustur. Her ciimleyi dikkatlice okuyunuz. GECTIGiMiZ YEDi GUN ICERISINDE,
yasadiginiz/ esinizin yasadigit HASTALIGI diisiinerek, bu zorluklarin sizi ne kadar rahatsiz

ettigini cimlelerin sagindaki bes kutucuktan yalnizca birini isaretleyerek belirtiniz.

Examples of the Items:
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1. Hastalig1 hatirlatan her tiirlii sey, hastalikla ilgili
duygularimi yeniden ortaya ¢ikardi.

2. Uykuyu siirdiirmekte giigliik cektim.

3. Bagska seyler benim hastalik hakkinda diistinmeyi
stirdiirmeme neden oldu.
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APPENDIX E: LOCUS OF CONTROL SCALE

Bu anket, insanlarin yasama iliskin bazi1 diisiincelerini belirlemeyi amaglamaktadir. Sizden, bu
maddelerde yansitilan diisiincelere ne dlciide katildiginizi ifade etmeniz istenmektedir.
Bunun i¢in, her bir maddeyi dikkatle okuyunuz ve o maddede ifade edilen diisiincenin sizin

diisiincelerinize uygunluk derecesini belirtiniz. Bunun i¢in de, her bir ifadenin karsisindaki seceneklerden

sizin goriisiiniizii yansitan kutucuga bir (X) isareti koymamz yeterlidir. “Dogru” ya da “yanlig” cevap diye

bir sey s6z konusu degildir.

Examples of the Items:

Hic uygun degil
Pek uygun degil
Oldukga uygun

Tamamen uygun

Uygun

1 | Insanin yasanmindaki mutsuzluklarinin cogu,
biraz da sanssizliga baghdir.

2 | Insan ne yaparsa yapsin iisiitiip hasta
olmanin Oniine gecemez.

3 | Bir seyin olacagi varsa eninde sonunda
mutlaka olur.
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APPENDIX F: ROSENBERG SELF ESTEEM SCALE

Asagida genel yasam yaklagimi ve tutumlartyla ilgili ifadeler verilmistir. Her bir ifadede belirtilen goriise
ne denli katildiginiz1 sunulan 5 basamakli 6lcek iizerinde degerlendiriniz. Her ciimlede sdylenenin sizin
icin ne kadar dogru oldugunu veya olmadigini belirtmek icin o ciimle altindaki kutucuklardan yalniz bir
tanesini isaretleyin.

Examples of the Items:

Biraz katiliyorum
Tamamen katiliyorum

Hic katilmiyorum
Katiliyorum

Katilmiyorum

Kendimi en az diger insanlar kadar degerli
1. [buluyorum

Baz1 olumlu 6zelliklerim oldugunu diigiiniiyorum

Genelde kendimi basarisiz bir kisi olarak gdrme
3. |egilimindeyim
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APPENDIX G: WAYS OF COPING INVENTORY

Asagida, rahatsizlik gibi 6nemli olabilecek olaylar karsisinda kisilerin davranig, diisiince ve
tutumlarim belirten bazi ciimleler verilmistir. Liitfen her ciimleyi dikkatle okuyunuz. Yasaminizda
karsilastiginiz rahatsizlikla basa ¢ikmak icin, bu climlelerde anlatilanlar1 ne siklikla kullandiginizi size
uygun gelen rakami daire icine alarak isaretleyiniz. Higbir climleyi cevapsiz birakmamaya calisiniz.

Her ctimle ile ilgili yalniz bir cevap kategorisini isaretleyiniz.

Examples of the Items:

Hi¢ uygun degil
Pek uygun degil
Uygun
Oldukga uygun
Cok uygun

1. Aklimu kurcalayan seylerden kurtulmak igin
degisik islerle ugrasirim

2. Bir sikintim oldugunu kimsenin bilmesini
istemem

3. Bir mucize olmasini beklerim
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APPENDIX H: MULTIDIMENSIONAL PERCEVIED SOCIAL SUPPORT
SCALE

Asagida 12 ciimle ve her bir ciimle altinda da cevaplarinizi isaretlemeniz icin 1’den 7’ye kadar

rakamlar verilmistir. Her ciimlede sOylenenin sizin i¢in ne kadar dogru oldugunu veya olmadigim

belirtmek i¢in o ciimle altindaki rakamlardan yalmiz bir tanesini daire i¢ine alarak isaretleyiniz. Bu

sekilde 12 ciimlenin her birine bir isaret koyarak cevaplarinizi veriniz. Liitfen higbir climleyi cevapsiz

birakmayiniz. Sizce dogruya en yakin olan rakamu isaretleyiniz.

Examples of the Items:

1. Ailem (6rnegin, annem, babam, esim, ¢ocuklarim, kardeslerim) bana gercekten
yardimci olmaya calisir
Kesinlikle Hayir 1 2 3 4 5 6 7 Kesinlikle Evet

2. lhtiyactm olan duygusal yardimi ve destegi ailemden (&rnegin, annemden,
babamdan, esimden, cocuklarimdan, kardeslerimden) alirim
Kesinlikle Hayir 1 2 3 4 5 6 7 Kesinlikle Evet

3. Arkadaslarim bana gergekten yardimci olmaya ¢alisirlar
Kesinlikle Hayir 1 2 3 4 5 6 7 Kesinlikle Evet
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Asagida, kisilerin ruh durumlarin ifade ederken kullandiklar1 bazi climleler verilmistir. Her madde, bir
cesit ruh durumunu anlatmaktadir. Her maddede o ruh durumunun derecesini belirleyen 4 secenek vardir.
Liitfen bu secenekleri dikkatle okuyunuz. Son bir hafta icindeki (su an dahil) kendi durumunuzu goz
oniinde bulundurarak, size en uygun ifadeyi bulunuz. Daha sonra o maddenin yanindaki harfin iizerine (X)

isareti koyunuz.

APPENDIX I: BECK DEPRESSION INVENTORY

Examples of the Items:

1.

(a) Kendimi iizgiin hissetmiyorum.

(b) Kendimi iizgiin hissediyorum.

(c) Her zaman i¢in tizgiiniim ve kendimi bu duygudan kurtaramiyorum.
(d) Oylesine iizgiin ve mutsuzum ki dayanamiyorum.

(a) Gelecekten umutsuz degilim.

(b) Gelecege biraz umutsuz bakiyorum.

(c) Gelecekten bekledigim higbir sey yok.

(d) Benim icin bir gelecek yok ve bu durum diizelmeyecek.

(a) Kendimi basarisiz gérmiiyorum.

(b) Cevremdeki bir ¢cok kisiden daha fazla basarisizliklarim oldu sayilir.

(c) Geriye doniip baktigimda, ¢ok fazla basarisizligimin oldugunu goriiyorum.
(d) Kendimi tiimiiyle bagarisiz bir insan olarak goriiyorum.
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APPENDIX J: PSYCHOLOGICAL HARDINESS SCALE

Asagida sizin kisisel 6zellikleriniz ile ilgili baz1 ifadeler yer almaktadir.Liitfen su an ki goriislerinizi ve

yasam durumunuzu en iyi tanimlayan kutuyu X ile isaretleyerek her ifadeyi yanitlayiniz.

Examples of the Items:

Hig dogru degil
Biraz dogru
Genellikle dogru
Tamamen dogru

1. Cok calisarak her zaman amaciniza ulasabilirsiniz
Isler yoluna girmeyecegi igin calisip cabalamanin
2. faydasi yoktur

Ne istedigini bilen biriyimdir

183



APPENDIX K: TURKISH SUMMARY

Dogal afetler, kazalar, savagslar, akut ve kronik hastaliklarin psikolojik saglik
tizerindeki etkisi ¢esitli arastirmalarda ortaya konulmustur. Psikolojik saglik tizerindeki
olumsuz sonuglari irdeleyen aragtirmalar Travma Sonrasi Stres Bozuklugu (TSSB)
tizerinde durmustur. Son yillarda ise TSSB’nin bir “antitezi” olarak bilinen (Tedeschi, Park,
& Calhoun, 1998, p.3) ve aci1 veren stres verici olaylar sonrasinda olumlu degisimlerin
olmastyla (Calhoun, Cann, Tedeschi, & McMillan 2000; Linley, & Joseph, 2004;
Tedeschi & Kilmer, 2005; Tedeschi & Calhoun, 2004) insanlara verilmis evrensel bir
“hediye” olarak kabul edilen (Calhoun & Tedeschi, 1998b, p 236) Travma Sonrasi
Gelisim (TSG) konusunda arastirmalar dikkati ¢cekmektedir. Moran ve Shakespeare-
Finch’ e gore (2003) travmatik yasantinin hemen sonrasinda ilk olarak olumlu

degisimler ortaya ¢ikar.

1. Literatiir Ozeti

Kronik veya akut hastaliklarin travma sonrasi gelisim iizerindeki etkisini
inceleyen ¢aligmalarda ani korliik geciren hastalarla, AIDS hastalartyla (Boerum, 1998),
kanserli hastalarla (Baider, & De-Nour, 2000; Sharon, 2004; Weiss, 2004b), romatizmal
rahatsizliklar1 olan hastalarla ¢alisilmis (Tedeschi & Calhoun, 2004), miyokard enfaktiir
(MI = kalp krizi) hastalariyla yapilan ¢alismalarin ise sinirlt oldugu goriilmiistiir. Bu
dogrultuda MI hastalariyla yapilan ¢alismanin diinya literatiiriine ve iilkemiz literatiiriine
katkis1 olacag diisiintilmiistiir.

Travmatik yasantilardan birisi olan akut ve kronik rahatsizliklar (Calhoun &

Tedeschi, 1998b) i¢inde diinyada (Stewart, Kennard, Waller, & Fixler, 1994) ve
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tilkemizde (Tokgozoglu, 2004) yaygin sekilde goriilen miyokard enfaktiis (MI; kalp
krizi), bireyleri oldugu kadar onlarin ailelerini de etkilemektedir (Hobfoll & Spielberger,
1992). Bu siireci yasayan bireylerin ve ailelerinin siiregten olumlu etkilenmeleri, yagsami
yeniden degerlendirmeleri (Tedeschi & Calhoun, 2004), kendilerinde, iliskilerinde ve
yasama bakis agilarinda olumlu degisiklikler yaratmalar1 (Calhoun & Tedeschi 1998b)
olarak tanimlanan TSG, literatiirde ¢esitli degiskenlerle aciklanmistir. TSG iizerinde
etkisi incelenen ve bu arastirmaya Schaefer ve Moos un (1998) modelini (Figiire 1) de
test etmek iizere dahil edilen degiskenler dort ana boyutta kategorize edilebilir;
travmatik yasantinin 6zellikleri (olay1 algilamas1 vb.), bireyin ¢evresinden aldigi
kaynaklar, kisisel 6zellikleri ve bilissel islemleme-bas etme. Bu modelde, bireysel ve
kisisel kaynaklar kisilerin yasam krizleri sirasindaki degiskenleri etkiler. Yasamda
ortaya cikan krizler sirasindaki degisimler ise kisilerin olay1 biligsel olarak islemlemesini
ve bag etme stratejilerini sekillendirerek TSG’ye yol acar.

Cevresel kaynaklar1 bireyin cevresinden aldig1 sosyal destegin uygunlugu,
zamanlamasi, ulasilabilirligi (Almedom, 2004), travma Oncesinde ve sonrasinda bireyin
icinde bulundugu ortami (Schafer & Moos, 1998) ile es tarafindan verilen sosyal destegi
icermektedir (Weiss, 2004a). Bir aragtirmada bireylerin cevreden aldig1 destegin
harekete gecmesinde olayin 6zelliklerinin de 6nemli oldugu vurgulanmaktadir
(Almedom, 2004).

Travma sonrasi gelisimle ilgili bireysel kaynaklar ise sosyo-demografik
degiskenler (yas, cinsiyet, egitim durumu vb), kontrol odagi (Cohen et al., 1998b;
Calhoun & Tedeschi, 1998b), psikolojik dayaniklilik (Tedeschi et al., 1998) ve 6z giiven

(Aldwin et al., 1996) gibi bireyin kisilik 6zellikleridir (Calhoun et al., 2000). Travmatik
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yasant1 ve bu yasantiy1 algilayis ile ilgili 6zellikleri olayin siiresi, gidisati ile bireyin
olayla ilgili algiladig1 tehdidi kapsamaktadir (Schafer & Moos, 1998). Travmatik
yasantiy1 biligsel islemleme ise olayin birey iizerindeki etkisi, bag etme stratejileri
(Schafer & Moos, 1998), olayla ilgili ruminatif diisiinceler ve dini inang gibi
degiskenleri kapsamaktadir (Calhoun et al., 2000). Bazi1 aragtirmalar bag etme
stratejilerini biligsel islemlemeden ayr1 bir degisken olarak ele almaktadir. Bu
degiskenlerin bir arada degerlendirilmesi yoluyla bireysel kaynaklarin, cevresel
kaynaklarin, olay1 algilayisin ve bilissel islemlemenin travma sonrasi gelisim iizerindeki
roliinii kapsamli sekilde ele almak miimkiin olacaktir. Onceki calismalarda bu kapsamda
kisilik 6zelliklerinin ve biligsel siireclerin degerlendirilmedigi goriilmiistiir.

Arastirmanin amaci, MI gecirmis bireylerde ve onlarin eslerinde travma sonrasi
gelisimin belirleyicilerini incelemektir. Literatiirdeki arastirmalarda travmatik yasantinin
ozellikleri (Cohen et al., 1998a; Schafer & Moos, 1998), cevresel kaynaklar, kisisel
ozellikler (Shaw at al., 2005; Calhoun & Tedeschi, 2004) ve bilissel islemleme
(Tedeschi & Kilmer, 2005) siklikla vurgulanan degiskenlerdir. Bu arastirmayla,
belirtilen degiskenlerin travma sonrasi gelisim {izerindeki toplam etkisi Schafer ve
Moos’un (1998) olusturdugu “Yasam Krizleri ve Kisisel Gelisim Modeli” ¢cercevesinde
incelenecektir. Orneklem grubunun evli ¢iftlerden olusturulmasi hem hastalarda hem de
eslerinde travma sonras1 gelisimi belirleyen faktorlerin incelenmesine olanak
saglayacaktir. Model kalp krizi hastalar1 ve eslerinde ayr1 ayri test edilecektir.

Ayrica travmanin aileyi bir biitiin olarak etkiledigi one siiriilmektedir (Baider, &
De-Nour, 2000; Cohen et al., 1998b; Calhoun & Tedeschi, 1998a; Calhoun et al., 2000;

Schafer & Moos, 1998; Weiss, 2004a). Bu dogrultuda, hem kalp krizi gecirmis hasta
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hem de esi aragtirmaya dahil edilecek, travmanin yarattig1 rahatsizlik yogunlugunun
fazla oldugu bireyin daha fazla TSG’ye sahip olup olmadigi incelenecektir.

Bunun yani sira, TSG’nin 6l¢ek bilgileriyle degerlendirilmesinin yanli sonuglar
dogurabilecegi bilinmektedir (Park, & Helgeson, 2006; Maercker, & Zoellner, 2004). Bu
nedenle dolayli degerlendirme araglari ile (esin gozledigi travma sonrasi gelisimin
puanlari, davranigsal degisim, ve agik uclu sorular) hem MI’l1 hastalarin hem de eslerin
TSG puanlarinin dogrulugu degerlendirilecektir. Evli ¢iftlerden hem kendilerine hem de
esinin gelisimine iligkin degerlendirme yapmasi istenecek, boylece birey tarafindan
hissedilen ve esi tarafindan algilanan gelisimin tutarlilig1 arastirilacaktir. Aragtirmada es
tarafindan algilanan travma sonrasi gelisimin degerlendirilmesi de literatiire yeni bir

boyutu giindeme getirmesi bakimindan 6nemlidir.

2. Yontem

2.1. Katihmcilar

MT’11 hastalar (N=151) ve eslerinden (N=137) olusan toplam 288 kisi
arastirmaya katilmistir. Hasta 6rneklemi 132 (% 87.4) erkek, ve 19 (% 12.6) bayandan
olusurken, es 6rneklemi 121 bayan (% 88.3) ve 16 (% 11.7) erkekten olusmaktadir.

Hastalarin ¢cogunlugunun ameliyat gegirdigi (N=119, % 79) goriilmiistiir. Anjio
(N=39, % 26), hem anjiyo hem stent (N=33, % 22), bypass (N=22, % 15), anjiyo, stent
ve bypass (N=17, % 11) bu ameliyatlarin tiirlerini olusturmaktadir. Hastalarin % 43.7’si
ila¢ almazken (N=66), % 56.3” ii (N=85) ila¢ kullanmaktadir. Katilimcilarin

cogunlugunun (N=145, % 96) sosyal giivencesi vardir.
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2.2. Olcekler

Arastirmada hem MI'l1 hastalara hem de eslerine verilmek {izere bir test bataryasi
hazirlanmistir. Bu bataryada Travma Sonras1 Gelisim Olcegi (Tedeschi & Calhoun,
1996), Olay Etkisi Olcegi (Horowitz, Wilner, & Alvarez, 1979), Beck Depresyon Olcegi
(Beck, Ward, Mendelson, Mock & Erbaugh, 1961; Beck, Rush, Shaw, & Emery, 1979),
Dine Katilim ve Dini inan¢ Olgegi (Wuthnow, 1994; cited in Calhoun et al. 2000), Bas
Etme Stratejileri Olcegi (Folkman & Lazarus1980), Cok Boyutlu Algilanan Sosyal
Destek Olgegi (Zimet, et al.1988; cited in Eker & Arkar, 1995), Psikolojik Dayaniklilik
Olgegi (Durak, & Motan, 2006), Kontrol Odag1 Ol¢egi (Dag, 2004), Rosenberg Benlik

Saygisi Olgegi (Rosenberg, 1965) ve Demografik Bilgi Formu bulunmaktadir.

2.2.1. Travma Sonrasi Gelisim Olcegi

Tedeschi & Calhoun (1996) tarafindan travma sonrasi bireylerdeki olumlu
degisiklikleri degerlendirmek iizere gelistirilmis Travma Sonras1 Gelisim Olcegi, 21
maddeden ve kisilerarasi iligkilerin gelismesi, yasamda yeni olanaklar, yasama minnet
duyma (yasamin degerini anlama), kendini daha gii¢lii hissetme, ve ruhsal (manevi)
gelisim olarak adlandirilan 5 alt 6l¢ekten olusan bir olgektir.

Tiirkiye’de otistik ¢cocuklarinin ebeveynlerinde travma sonrasi gelisimle ilgili bir
arastirmada 6lgek adapte edilmistir (El¢i, 2004). Bu ¢alisma sonunda madde toplam
korelasyonu diisiik olan bir madde atilmis Cronbach’s alpha degeri ise .88 bulunmustur.
Dirik (2006) romatizma hastalariyla yaptig1 ¢alisma i¢in 6l¢egin tekrar bir gozden
gecirmesini yapmistir. Bu arastirmada 6l¢egin Dirik (2006) tarafindan gozden gegirilen

versiyonu kullanilmistir. Yapilan faktor analizi sonuglar kalp krizi 6rnekleminde ve
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eslerinde uygun bir sonu¢ vermedigi i¢in 6l¢egin orijinal faktor 6zellikleri TSG’nin
hangi alanlarda farklilagtiginin analiz edildigi hipotezlerde kullanilmistir. Bu
arastirmada, bu 6l¢ek hem hastaya hem de esine ikiser kez sorulmus, onlardan hem

kendilerinin TSG’sini hem de eslerinde gozledikleri TSG’yi degerlendirmesi istenmistir.

2.2.2. Olay Etkisi Olcegi-Gozden Gecirilmis

Olay Etkisi Ol¢egi -Gozden Gegirilmis formu bireyin ruminasyonlarini,
tekrarlayici diisiincelerini ve kaginmalarini degerlendiren 21 maddelik bir 6l¢ektir
(Horowitz, Wilner, & Alvarez, 1979). Katilimcilardan son bir hafta i¢inde belirtilen
semptomlarin ne siklikta oldugunu degerlendirmeleri istenir. Olcegin yeni versiyonu
gece kabuslari, tekrarlatici diisiinceler, imajlar ve hisleri (ruminasyonu) igeren
maddelerden olusur. Bu versiyonun zaman icindeki degisimleri degerlendirmede duyarh
bir 6lctim oldugu belirtilir (Weiss & Marmar, 1997).

Olay Etkisi Ol¢eginin Tiirkce’ye adaptasyonu Giines (2001) tarafindan yapilmis
Olcek maddelerinin yineleyen diisiinceler (Cronbach’s alpha =.78 ) ve kacinma
(Cronbach’s alpha =.68) olarak iki faktorde toplandig1 goriilmiistiir. Olcegin giivenirligi
ise .75 olarak bulunmustur. Olcegin gézden gecirilmis versiyonunun Tiirk 6rnekleminde
standardizasyonu Isikli (2006) tarafindan yapilmistir. Bu ¢alismada Isikli’nin (2006)

uyarladig form kullanilmistir.

2.2.3. Beck Depresyon Olcegi

Beck Depresyon Envanteri, 21 maddeden olusan, 4 secenekli bir dlgektir. Olcek,
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depresyon semptomlarinin siddetini 6l¢gmektedir. Olcegin her bir maddesi 0 ile 3 puan
arasinda degerlendirilmektedir; bu envanterden alinabilecek en diisiik puan 0, en yiiksek
puan ise 63’tiir. Olcekten alinan toplam puanlarin yiiksekligi depresyon semptomlarinin
da o olciide arttigim1 gostermektedir. Orijinal 6lgegin iki formu bulunmaktadir. Her iki
formu da, Beck ve arkadaslar1 (Beck, Ward, Mendelson, Mock & Erbaugh, 1961; Beck,
Rush, Shaw, & Emery, 1979) tarafindan gelistirilmistir. 1961’de gelistirilen formun
Tiirkce’ye uyarlamasi Beck Depresyon Olgegi adi altinda, Tegin (1980) tarafindan; 1979
formunun Tiirk¢e’ye uyarlamasi ise Beck Depresyon Envanteri ad1 altinda, Hisli (1988,
1989) tarafindan yapilmistir. Her iki uyarlama ¢alismasinda da kapsami ayn1 fakat
ifadeleri farkli olan 21 madde bulunmaktadir. Bu calismada Hisli’nin ¢evirisini yaptigi
Beck Depresyon Envanteri kullanilmistir. Tegin (1980) tarafindan Beck Depresyon
Envanteri’nin Depresyonda Bilissel Tepkiler Ol¢egi ile korelasyonuna bakilmis ve
korelasyonun normal orneklem i¢in .20, depresif 6rneklem icin .52 ve sizofrenik
orneklem i¢in .33 oldugu bulunmustur. Tiirk¢e’ye uyarlama ¢alismalarinda envanterin
iki yarim test giivenirlik katsayisi, tiniversite 6grencilerinde .78 (Tegin, 1980), .74 (Hisli,
1989) ve depresif hastalarda .61 (Tegin, 1980) olarak bulunmustur. Ayrica 6lgegin
Minnesota Cok Yonlii Kisilik Envanteri’nin Depresyon alt 6l¢egi ile karsilagtirildig
giivenilirlik ¢calismasinda, korelasyon katsayilar1 psikiyatrik 6rneklem icin .63 ve

tiniversite 6grencileri 6rneklemi i¢in .50°dir (Hisli, 1988; Hisli, 1989).

2.2.4. Dine Katihm ve Dini inanc Olcegi
Wuthnow (1994; cited in Calhoun et al. 2000) tarafindan hazirlanmig {i¢ soru

hem bireylerin dine katilimin1 hem de dini inang¢ boyutlarin1 icermektedir. Katilimcilara
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“yakin zamanda dini aktivitelere katilip katilmadiklar1”, “ Ne siklikta dini aktivitelere
katildiklar1”, ve “Dinin yagamlarinda ne kadar 6nemli bir unsur olup olmadig1”
sorulmustur. Calhoun ve arkadaglarinin (2000) calismasinda, 6lgegin i¢ tutarliligi .67
olarak bulunmustur. Calismada bu sorularda degisiklik yapilmistir. Dine katilimi1
belirleyen olaydan once ve olaydan sonra ne siklikta dini aktivitelere katildiklarini iceren
iki soru ve dini inanc1 belirleyen olaydan 6nceki ve sonraki dini inanclarinin nasil

oldugunu igeren iki soru olmak iizere toplam dort soru sorulmustur.

2.2.5. Bas Etme Stratejileri Olcegi

Duygu odakli bas etme stilleri ve problem odakli bas etme stillerini, cesitli
boyutlarda 6lcmeyi amaglayan Bas Etme Becerileri Olcegi, Folkman ve Lazarus
tarafindan (1980) gelistirilmistir. Olgek 74 maddeden olusmaktadir. Tiirkce adaptasyonu
Siva tarafindan 1991 yilinda yapilmais i¢ tutarlilik katsayisi .90 olarak bulunmustur.
Gencoz, Gencodz ve Bozo (2006) dl¢cegin “duygu odakli bas etme”, “problem odakli bag

etme” ve “sosyal destek arama” olmak iizere 3 iist boyuttan olustugunu vurgulamis ve

bu boyutlarin psikometrik 6zellikleri giivenilir ve gecerli bulunmustur.

2.2.6. Cok Boyutlu Algilanan Sosyal Destek Olcegi

Zimet ve arkadaslar1 tarafindan 1988 yilinda gelistirilen 6lcek, kisinin
arkadaslarindan, ailesinden ve yasamindaki diger 6nemli kisilerden aldig1 sosyal
destegin diizeyini degerlendirmeyi amaglamaktadir. Olgegin orijinal formunda ic
tutarlilik katsayis1 .79 ile .98 arasinda degistigi, 2-3 aylik periyotlarla dlciilen test-tekrar

test giivenirliginin .72 ile .85 arasinda degistigi bulunmustur.
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Olgegin Tiirkce adaptasyonu Eker ve Arkar (1995) tarafindan yapilmis, daha
sonra Eker, Arkar, ve Yaldiz (2000) adaptasyon ¢alismasini yapmistir. Psikiyatrik
hastalar, hasta ziyaretcileri ve normal 6érneklemde 6l¢ek uygulanarak dlgegin
psikometrik degerleri test edilmistir. Olgegin i¢ tutarlilik katsayis1 .80 ile .95 arasinda
degismektedir. Arastirmada katilimcilara sorular kalp krizinin yarattigi etkiyle bas

etmek i¢in neler yaptiklarini belirtmeleri istenmistir.

2.2.7. Psikolojik Dayamkhlik Olcegi

Psikolojik Dayamiklilik Olcegi, Durak ve Motan (2006) tarafindan literatiirde var
olan psikolojik dayaniklilik 6l¢eklerinin gozden gegirilmesi yoluyla hazirlamiglardir.
Tiirk 6rnekleminde 6lcegin kontrol, baglilik ve yasam i¢in yenilik olarak géorme/ olaydan
olumlu etkilenme alt boyutlarinin ¢alismasi sonucunda bu konuyu kapsaml sekilde
degerlendirmek iizere gelistirilmis bir dlcektir. Olgek 19 maddeden olusmaktadir.
Baglilik (6 madde), kontrol (7 madde) ve yasam icin yenilik olarak gérme/ olaydan
olumlu etkilenme (6 madde) boyutlarini iceren 3 faktore sahiptir. Dortlii Likert tipi bir

olgektir. Olcegin ic tutarlilig: .87 olarak bulunmustur.

2.2.8. Kontrol Odag Olcegi

Dag (2002) tarafindan 5°1i Likert tipi bir dlcek olarak gelistirilmis bir dlcektir.
Kirk-yedi maddelik olarak hazirlanan bu 6lc¢egin, i¢ tutarliligi .92 olarak bulunmustur.
Olgegin bireysel kontrol (18 madde, 12.62%, o = .82), sansa inanma (11 madde, 8.6%,

a =.79), cabalamanin anlamsizlig (10 madde, 7.7%, a = .76), kadercilik (3 madde,
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6.03%, a.= .74), ve adil olmayan diinya inanci1 (5 madde, 5.2%, a. = .61) olarak

adlandirilan 5 faktori vardir.

2.2.9 Rosenberg Benlik Saygis1 Olcegi (Rosenberg, 1965)

Rosenberg Benlik Saygisi Olcegi, 10 maddeden olusan (Rosenberg, 1965) 4lii
Likert Tipi bir 6l¢ektir. Bu 6lcek, Cuhadaroglu (1986) tarafindan ilk kez Tiirk
orneklemine uyarlamas1 yapilmistir. Ayrica, Tugrul (1994) tarafindan da psikometrik

ozellikleri incelenmis ve i¢ tutarliligl .76 olarak bulunmustur.

2.2.10 Demografik Bilgi Formu

Hastalarin ve eglerinin yasi, egitimi, cinsiyeti, egitim durumu, hastaligin
ozellikleri, hastalik oncesi ve sonrasi degiskenler (genis aile, ¢cocuklar ve esle iliskiler,
ekonomik problemler vb), dini inang, es iliskileri, hastalikla ilgili algilanan tehdit,
hastaligin algilanan seyri, hastalikla ilgili uygulanan tedavi yontemleri, hastaligin
yarattig1 etkiler (notr, olumlu ve olumsuz sonuglari belirleyen agik ucglu sorular),
tedavide istenen davranis degisikliklerini (diyet, spor, alkol ve sigara kullanmama vb)

yapma durumu gibi verileri elde etmek iizere uygulanmistir.

2.3 Prosediir

Test bataryasi, Bolu ilindeki (Abant izzet Baysal Tip Fakiiltesi Hastanesi, izzet
Baysal Devlet Hastanesi, ve Bolu Koroglu Devlet Hastanesi) cesitli hastanelerde
kardiyoloji birimlerine bagvuran kisilere uygulanmistir. Uygulama 6ncesinde

hastanelerin idarelerinden ya da etik komitelerinden arastirmanin yapilabilmesi i¢in izin
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istenmistir. Katilimcilara kardiyoloji servisinden alinan iletisim bilgileri kanaliyla
ulasarak hastaneye davet etmek ya da hastaneye geldikleri rutin kontroller siras1 onlarla
goriismek yollariyla goriistilmiistiir. Arastirmaya katilmay1 goniillii olarak kabul eden
katilimcilarla goriisiilmiistiir.
3. Bulgular

Arastirmada, MI'l1 hastalarla eslerinin TSG’leri arasindaki fark, kendini
degerlendirme tipi Olcek yoluyla rapor edilen TSG’nin gegerliligi, ve Schaefer ve

Moos’un travma modelleri olmak iizere ii¢ ana baslikta analizler yapilmistir.

3.1 MI’lh Hastalarla Esleri Arasindaki TSG Gelisiminin Karsilastirilmasi

MTI’11 hastalar ve eslerinin TSG skorlar1 arasinda oldukga yiiksek bir korelasyon
bulunmustur (r =.77, p < .001). Hastalar ve esleri arasindaki puanlar arasinda bir fark
olup olmadigini degerlendirmek i¢in, toplam skorlar iizerinde tekrarli dl¢timlii
ANCOVA, TSG’nin alt dl¢ekleri tizerinde ise MANCOVA yapilmistir. Hasta
ornekleminin biiyiik cogunlugu erkeklerden es 6érnekleminin de biiyiik cogunlugu
bayanlardan olustugu i¢in, cinsiyet her iki analizde de kontrol degiskeni olarak
alinmistir. TSG ya da TSG’nin alt faktorleri bagimli degisken, hasta ya da esin
degerlendirmesi ise bagimsiz degisken olarak alinmistir. Sonuglara bakildiginda sadece
kisisel giicliiliik alt boyutunda anlamli bir farklilik oldugu goriilmiistiir [F = 11.25, p
<.001]. MI'h hastalarin (M = 11.41, SE = .45) eslerinden (M = 9.87, SE = .33) daha
fazla skorlar aldiklar1 goriilmiistiir. Toplam TSG puani ya da diger alt dl¢ekler arasinda

ise hi¢bir gruplar aras1 fark gézlenememistir.
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3.2 MI’h Hastalar ve Eslerinin TSG’lerinin Dogrulugu: Dolayh Ol¢iimler
Dolayl 6l¢iimler yoluyla, hem MI'l1 hastalar hem de eslerin TSG skorlarinin
dogrulugu test edilmeye calisilmistir. MI’11 hastalarin kendilerinin belirttigi TSG ile
eslerinin MI'1 hastalarda gozledigi puanlar arasindaki tutarlilik, eslerin kendilerinin
belirttigi TSG ile MI'l1 hastalar tarafindan eslerde gozlenen TSG arasindaki tutarlilik,
TSG ile davranis boyutlar1 arasindaki tutarlilik, TSG ile acik uglu sorular arasindaki

tutarlilik ayr1 ayr analiz edilmistir.

3.2.1 MI’h Hastalarin Kendilerinin Belirttigi TSG ile Eslerinin Hastalarda
Gozledigi TSG Arasindaki Tutarhihk

MT’11 hastalarin kendilerindeki TSG ile eslerin hastalarda gozledigi TSG skorlar
arasinda orta diizeyde pozitif yonlii bir korelasyon bulunmustur (r = .58, p < .001).
Hastalarin kendilerinin belirttigi TSG ile eslerin hastalarda gozledigi TSG arasinda
anlamli bir fark olup olmadigini1 degerlendirmek icin toplam skorlar {izerinde tekrarl
Olctimliit ANCOVA, TSG’nin alt 6l¢ekleri tizerinde ise MANCOVA yapilmistir. Tekrarli
olctimliit ANCOV A sonuglarinda cinsiyetin etkisi kontrol edildiginde, TSG toplam skoru
tizerinde MI'l1 hastalarin (M = 64.85, SE = 3.43) kendilerine eslerinin onlarda
gozlediginden (M = 58.38, SE = 3.65) ¢ok daha fazla puanlar aldiklar1 goriilmiistiir, F
(1,134) =3.86, p < .05. Ote yandan, MANCOV A sonuglarina bakildiginda, alt

Olceklerde anlamli bir farklilik gozlenmemistir; Wilks” A=.97. F (5,130) = .910, n.s.
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3.2.2 Eslerin Kendilerinin Belirttigi TSG ile MI’lh Hastalarin Eslerinde Gozledigi
TSG Arasindaki Tutarhhik

Eslerin kendilerindeki TSG ile MI'1 hastalarin eslerinde gozledigi TSG skorlari
arasinda orta diizeyde pozitif yonlii bir korelasyon bulunmustur (r = .55, p < .001).
Eslerin kendilerinin belirttigi TSG ile MI'1 hastalarin eslerinde gozledigi TSG arasinda
anlaml bir fark olup olmadigini degerlendirmek icin toplam skorlar {izerinde tekrarl
Olctimliit ANCOVA, TSG’nin alt 6l¢ekleri tizerinde ise MANCOVA yapilmistir. Tekrarli
Olctimliit ANCOV A sonuglarina bakildiginda, cinsiyetin etkisi kontrol edildiginde, TSG
toplam skoru iizerinde eslerle MI'1 hastalarin eslerde gozledigi puanlar arasinda anlamli
bir farklilik gozlenmemistir F (1,134) = .57, n.s. Ayni1 sekilde TSG’nin alt 6l¢ekleri

arasinda da anlamli farklilik bulunamamustir; Wilks” A= .98. F (5,130) = 2.50, n.s.

3.2.3 Davrams Endeksleri ve TSG Arasindaki Fark

Hem hastalara hem de eslerine kalp krizi dykiisiinden 6nce ve sonra diyet, sigara,
alkol, spor, kilo gibi konulara ne 6lciide dikkat ettikleri sorulmustur. Daha sonra bu
sorularin toplamindan (kalp krizinden sonraki tutumlardan 6nceki tutumlari ¢ikararak)
elde edilen toplam bir puan %?25 iist ve alt skorlar1 alanlarin belirlenmesiyle kategorik
hale getirilmistir. Boylece yiiksek miktarda davranis degisimi sergileyenle diisiik
miktarda davranis degisimi sergileyen bireylerin TSG puanlarinin anlamh farkliliklar
gosterip gostermedigi analiz edilmistir.

MT’11 hastalara bakildiginda, cinsiyet etkisi kontrol edildiginde, toplam TSG
skoru iizerinde diisiik ve yiiksek davranis degisiminin bir etkisi olmadig1 goriilmiistiir; F

(1,50) = 1.40, n.s. Ancak, TSG’nin alt dl¢ekleri bagimli degisken, davranis degisimi
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bagimsiz degisken ve cinsiyet kontrol degiskeni olarak alindiginda MANCOVA
sonuglart anlamli bulunmustur; Wilks” A=.72. F (5,46) = 3.5,p <.01. Alt 6l¢eklere
bakildiginda sadece “hayatin degerini bilme” alt boyutunun anlamli bir farklilik
gosterdigi, yiikksek davranig degisimi gosteren MI'l1 hastalarin (M = 11.04, SE = .97)
diisiik davranis degisimi gosteren (M = 7.70, SE = .69) hastalara gore daha fazla
miktarda puanlar aldiklar1 goriilmiistiir [F = 7.66, p <.01].

Eslere bakildiginda, davranis degisim diizeyinin ne toplam skor iizerinde [F
(1,51) = .48, n.s.] ne de TSG’nin alt dlcekleri tizerinde [Wilks’ A= .97. F (5, 46) = .29,
n.s] anlamli farklilik yaratmamistir
3.2.4 Acik Uclu Sorular ve TSG Arasindaki Tutarhihik

Hem MI'1 hastalara hem de eslere ii¢ agik u¢lu soru yoneltilmistir: bir notr (kalp
krizinden nasil etkilendiler?), bir olumlu sonuclar (kalp krizi ne gibi olumlu sonuglar
cikard1?) ve olumsuz sonuglar1 igeren sorular (kalp krizi ne gibi olumsuz sonuglar
cikardi?). Acik uglu sorular yargicilar (iki psikolog) tarafindan icerik analizi
dogrultusunda “olumlu tepkiler (‘Yasamin degerini anladim’)”, “olumsuz tepkiler (‘Cok
izildiim’)”, “hem olumlu hem de olumsuz tepkiler (‘Kendimi iyi hissediyorum ama
hastane kontrolleri beni kaygilandiriyor’)”, “kaderci tepkiler (‘Allah’a olan inancim
artt1)” ve “hicbir fikir olmama” olmak iizere 5 ayn kategoride degerlendirilmistir.
Gozlemciler arasi tutarlilik (Cohen’s kappa) tatminkar diizeyde bulunmustur.

Kaderci diisiinceler sdyleyen veya higbir diisiince belirtmeyen kisiler analizden
birinci tip hatay1 azaltmak icin ¢ikarilarak, agik uclu sorulara verilen tepki tiirleri
bagimsiz degisken, TSG ise bagimli degisken olarak alinmis ve tek yonlii ANOVA

analizleri yapilmistir. Ancak, ne MI'l1 hastalarda ne de eslerinde her ii¢ tip soruya
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verilen tepki tiirlerinin TSG {izerinde anlamli farkliliklar yaratmadigi goriilmiistiir.
Ayrica TSG de kategorik hale getirildiginde (diisiik ve yliksek diizeyde TSG’si olanlar),
TSG diizeyi ile agik uclu sorulara verilen tepki tiirleri arasinda MI'1 hasta 6rnekleminde
anlaml farklilik gbzlenememistir, X2 (2) =4.83, n.s. Benzer sekilde, esler icin de anlamli

bir farklilik gbzlenmemistir, X2 (2)=2.78, n.s.

3.3 Schaefer ve Moos’un Yasam Krizleri ve Kisisel Gelisim Modelini Test Etme

Bireysel ve cevresel kaynaklarin, olay1 algilama ve biligsel islemleme-bas etme
boyutlarinin TSG iizerindeki etkisini inceleyebilmek i¢in Yapisal Esitlik Modeli, AMOS
programu araciligi ile analiz edilmistir. MI'l1 hastalar ve eglerinde model ayr1 ayr1 test
edilmistir.

Bireysel kaynaklar gizil degiskeni, yas cinsiyet, kontrol odagi, 6z giiven, kontrol,
baglilik, olay1 yeniden olumlu degerlendirme, depresyon gibi gozlenen degiskenlerle
degerlendirilmistir. Cevresel kaynaklar gizil degiskeni icin, aileden, arkadastan ve
onemli kisilerden alinan sosyal destek, esler arasindaki iliskinin kalitesi, cocuk sayisi, 18
yasindan kii¢iik aileyle birlikte yasayan ¢ocuklar gibi gozlenen degiskenleri secilmistir.
Olay algilama gizil degiskeni, bagka bir hastaliga sahip olma durumu, olayla iliskili
algilanan tehdit, hastaligin algilanan gidisati, ve tanidan sonraki ge¢en zaman gozlenen
degiskenlerini icermektedir. Biligsel islemleme-bas etme gizil degiskenini
degerlendirmek icin, ruminasyon, tetikte olma, kacinma, problem odakli bas etme,
duygu odakl1 bag etme, dolayl1 bas etme, dini aktivitelere katilim, ve dini inan¢ gdzlenen

degiskenleri alinmistir.
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3.3.1 MI’lh Hastalarda TSG Modelinin Test Edilmesi

Yapisal Esitlik Modeli, MI'l1 hasta 6rnekleminde iki kez test edilmistir. Onerilen
ilk model y* serbestlik derecesi oranina uymus olsa da (y* /df = 2.5) Iyilik Uyum Endeksi
sonuglart uygun bulunmamistir; RMSEA=.100, CFI=.614, RFI=.420, IFI=.630.
Modelde degisiklikler yapildiginda, sonuglar tatminkar diizeyde bulunmustur (* /df =
1.78) RMSEA=.072, CFI=.897, RFI=.736, IFI=.901.

Direk etkilere bakildiginda, bireysel kaynaklar hem olay1 algilama (Yapisal
Katsay1 = 29, p <.05), hem de TSG ile iligkilidir (Yapisal Katsay1 = .20, p <.01). Benzer
sekilde, ¢evresel kaynaklar, hem olay1 algilama (Yapisal Katsay1 = .23, p <.05), hem de
TSG ile (Yapisal Katsay1 = .24, p <.05) iligkilidir. Ayrica olay1 algilama biligsel
islemleme-bas etme degiskeni ile iliskilidir (Yapisal Katsay1 = -.29, p <.05). Bilissel
islemleme-bas etmenin TSG ile direk iliskisi goriilmiistiir (Yapisal Katsay1 = .21, p
<.01).

Dolayl etkilere bakildiginda ise ¢evresel kaynaklar, biligsel islemleme ve olay1
algilama yoluyla TSG’yi etkilemektedir (Yapisal Katsay1 =.15, p <.05). Benzer sekilde,
bireysel kaynaklar biligsel islemleme ve olay1 algilama yoluyla TSG’yi etkilemektedir
(Yapisal Katsay1 =-.12, p <.05).

Olayi algilama degiskeninin varyansinin % 13’ii bireysel ve cevresel kaynaklar
gizil degiskenleriyle aciklanmistir. Biligsel islemleme- bas etmedeki varyansin % 8’1
olay1 algilama gizil degiskeni ile aciklanmistir. TSG’deki % 14 varyans ise ii¢ gizil
degisken tarafindan aciklanmistir: bireysel kaynaklar, cevresel kaynaklar ve biligsel

islemleme-bas etme.
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3.3.2 Esler Ornekleminde TSG Modelinin Test Edilmesi

Yapisal Esitlik Modeli eslerde MI'11 hastalarda yapildig: gibi iki kez test
edilmistir. Onerilen ilk model y” serbestlik derecesi oranina uymus olsa da (x* /df = 2.16)
Iyilik Uyum Endeksi sonuclar1 uygun bulunmamistir; RMSEA=.088, CFI=.610,
RFI=363, IFI=.630. Modelde degisiklikler yapildiginda sonuglar tatminkar diizeyde
bulunmustur (x* /df = 2.12); RMSEA=.086, CFI=.706, IFI=.720.

Direk etkilere bakildiginda, bireysel kaynaklar hem olay1 algilama (Yapisal
Katsay1 = =-.573, p <.05), hem de TSG ile iligkilidir (Yapisal Katsay1 =.15, p <.01).
Cevresel kaynaklar ise TSG ile iligkiliyken (Yapisal Katsay1 = .19, p <.05), olay1
algilama ile iligkili degildir (Yapisal Katsay1 = 15, p = n.s). Ayrica olay1 algilama,
biligsel islemleme-bas etme degiskeni ile iliskilidir (Yapisal Katsay1 = .45, p <.05).
Bilissel islemleme-bas etmenin TSG ile direk iligkisi goriilmiistiir (Yapisal Katsay1 =
.39, p <.001).

Dolayl etkilere bakildiginda ise ¢evresel kaynaklar, biligsel islemleme ve olay1
algilama yoluyla TSG’yi etkilememektedir (Yapisal Katsay1 =.08, n.s.). Bireysel
kaynaklar ise biligsel islemleme ve olay1 algilama yoluyla TSG’yi anlamhi sekilde
etkilemektedir (Yapisal Katsay1 =-.27).

Olayi algilama degiskeninin % 35 varyansi bireysel ve cevresel kaynaklar gizil
degiskenleriyle aciklanmigtir. Bilissel islemleme- bas etmedeki % 20 varyans, olay1
algilama gizil degiskeni ile aciklanmistir. TSG’deki % 18 varyans ise ii¢ gizil degisken
tarafindan aciklanmistir: bireysel kaynaklar, cevresel kaynaklar ve biligsel islemleme-

bas etme.
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4. Tartisma

Bu caligmanin amaci, TSG’nin kalp krizi sonrasinda ciftler arasinda ¢ok boyutlu
olarak degerlendirilmesidir. Oncelikle MI'I1 hastalarin ve eslerinin TSG’si
degerlendirilmistir. Ayrica TSG’nin dogrulugu dolayl 6l¢iim araglari ile
degerlendirilmistir. Bu amacla, kendini degerlendirme tiirii 6l¢ekle rapor edilen
TSG’nin, gozlenen TSG, davranis endeksleri ve agik u¢lu sorularla tutarliligi 6ncelikle
incelenmistir. Bunlara ek olarak, Yapisal Esitlik Modeli ile Schaefer ve Moos’un TSG

modeli hem hastalarda hem de eslerinde test edilmistir.

4.1 TSG’nin MI’h Hastalar ve Eslerinde Gelisimi

TSG’nin biiyiik gruplari etkileyen bir olgu oldugu (Bloom, 1998; Cohen et al.,
1998b) ancak ¢ok az calismanin bu konuyu ortaya koymaya yonelik oldugu
bilinmektedir. Kisisel rahatsizligin fazla oldugu kisinin daha yiiksek oranda TSG
yasayacagl onceki ¢alismalarda ortaya konulmustur (Francis, 2004). Bu nedenle, bu
calismada MI’11 hastalarin, kalp krizini gecirmis kisiler olarak, eslerinden daha fazla
miktarda TSG’ye sahip olduklar1 beklenilmistir. Ancak, bu fark sadece kisisel olarak
kendini giiclii hissetme alt boyutunda gozlenmistir. Benzer sonuclar HIV/AIDS
hastalarina bakan kisilerde (Cadell et al., 2003) de gozlenmistir. Diger alt faktorler ve
toplam TSG iizerinde gozlenemeyen farklilik ise ¢iftler arasinda TSG’nin es zamanl
gozlendigini diisiindiirebilir. Bu agidan bakildiginda, ciftlerin yani sira cocuklar ve
arkadaslar gibi diger kisilerin de TSG’sinin degerlendirilmesi yoluyla kisisel

rahatsizligin roliiniin daha net bir sekilde degerlendirilebilecegi diisiiniilmektedir.
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4.2 MI’lh Hastalar ve Eslerinde TSG’nin Dogrulugu: TSG’nin Dolaylh Kamtlar:

TSG’nin sadece kendini degerlendirme tiirii 6l¢ekler yoluyla
degerlendirilmesinin TSG skorlarinin abartilma olasiligini da beraberinde getirdigi ileri
stiriilmektedir (Park & Helgeson, 2006). Bireylerin sadece olumlu olaylar1 hatirlama
egiliminde olmasi (Smith & Cook, 2004), ve kendilerini tehlikeden koruma egilimi
nedeniyle olayda anlamli kisimlar1 géorme egilimi (Davis & McKearney, 2003) 6nceki
arastirmalar tarafindan vurgulanmistir. Cesitli ¢alismalar bu olasiliklarin nasil test
edilebilecedi iizerinde durmustur. Bu ¢alismada ii¢ yontem yoluyla TSG’nin dogrulugu
degerlendirilmeye calisilmistir: TSG’nin bireyin kendisi tarafindan rapor edilmesi ile esi
tarafindan gozlenmesi arasindaki tutarlilik, TSG ve davranis degisimleri arasindaki
tutarlilik, ve agik uglu sorularla TSG arasindaki tutarlilik.

[k olarak, Cordova (2001) bireyin kendisinin travma deneyimini
degerlendirmesi ile onemli diger kisiler tarafindan gozlenilmesi arasindaki skorlarin
karsilagtirilmasini 6nermistir. Bu ¢alismada, MI’11 hastalar kendi TSG’lerini
degerlendirmis, esler de MI'l1 hastalarda gozledikleri degisimi degerlendirmistir. Bu iki
degerlendirmeye bakildiginda degiskenler arasinda anlamli bir korelasyon goriilmiistiir
(r=.58,p<.001). Benzer sekilde, esler kendi TSG’lerini degerlendirmis, MI’l1 hastalar
da eslerinde gozledikleri degisimi degerlendirmis ve bu degiskenler arasinda da anlaml
korelasyon elde edilmistir (r = .55, p <.001).

Korelasyon sonuclarini daha detayli inceleyebilmek i¢in cinsiyetin kontrol
degiskeni olarak alindigit ANCOVA ve MANCOVA analizleri yapilmistir. Sonuglara
bakildiginda, MI'1 hastalarin kendilerini degerlendirdigi TSG’nin eslerinin onlarda

gozlediklerinden daha yiiksek olmasi ya hastalarin TSG sonuclarini abartma egilimlerini
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ya da eslerinin MI'l1 hastalarin TSG’lerini kii¢ciimsediklerini diisiindiirmiistiir.
Dolayisiyla, bireylerin kendisini korumasi ihtiyaci (Nolen-Hoeksema, & Davis, 2004) ya
da stresi bir sekilde azaltma (Park, 2004; Frazier & Kaler, 2006) gibi bir motivasyonlar
MTI’11 hastalarda olabilir Ote yandan, TSG alt faktorleri arasinda MI’11 hastalarin
kendilerin degerlendirmeleri ile eslerin onlar1 gézlemlemesi skorlar1 arasinda anlamli
farklilik olmamasi TSG’nin dogrulugunu diisiindiirebilir.

Eslerin kendilerini degerlendirdigi TSG ile hastalarin eslerine iliskin gozlemleri
arasindaki farka bakildiginda hem toplam TSG hem de TSG’nin alt 6l¢ekleri arasinda
bir fark bulunamamaistir. Bu sonuglar eslerin TSG’sinin dogrulugundan bahsedilebilir.

Davranis degisimi ile TSG arasindaki iliski de bu ¢alismada incelenmistir. Kalp
krizi gegiren kisilere sagliklarini tekrar kazanabilmeleri i¢in, doktorlar sagliksiz
davraniglarini (6rn. Sigaray1 azaltma, alkol tiiketmeme, yagli yemek yeme vb.)
degistirmeleri onerir. Dolayisiyla davranis degisimleri TSG’nin varligina iliskin bir kanit
olabilir. Analiz edildiginde, MI'I1 hastalarin sadece “hayatin degerini bilme” alt
boyutunda farklilik oldugu goze carpmistir. Yiiksek miktarda davranis degisimi
sergileyen hastalarin diisiik diizeyde davranis degisimi sergileyenlere oranla daha fazla
TSG’ye sahip olduklar1 bulunmustur. Diger alt boyutlarda fark gozlenememis olmasi
(6rn. manevi gelisim) davranis degisiminin bu alt boyutlarla olan iligkisinin zayif hatta
iliskisiz olmasindan ileri gelebilir. Dolayisiyla diger alt boyutlarin degerlendirilmesinde
bagska ol¢iimler (6rn. dogal ortamda direk gozlem, yakin akrabalara sormak vb.) tercih
edilebilir.

Ote yandan, eslerin davrams degisimleri ve TSG’leri arasindaki iliski analiz

edildiginde yiiksek ve diisiik davranis degisimi sergileyen eslerde TSG anlamli sekilde
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farklilasmamustir. Dolayisiyla, TSG’nin yanh sekilde doldurulmus olabilecegi
diisiiniilebilir. Benzer bir yorum farkli bir 6rneklemle ¢alisan Milam (2006) tarafindan
yapilmigtir. HIV hastalarinda davranigsal degisimle TSG arasinda anlaml bir iligki
bulunamadiginda, TSG skorlarinin algisal bir yanilgi olabilecegi soylenmistir. Bu durum
es orneklemi icin gegerli olabilir. Ote yandan, eslerin diisiik ya da orta sosyoekonomik
diizeyden gelmis olmalar1 onlarin spor yapma ya da diyet planin takip etme acisindan
sinirliliklart olabilecegini de akla getirmektedir.

Acik uclu sorularla TSG’nin karsilagtirilmast literatiirde 6nerilmektedir (Park &
Helgeson, 2006). Icerik analizi yapilan acik uclu sorularla TSG arasindaki iliski
incelendiginde ne eslerde ne de hastalarda agik uclu sorulara verilen tepki tiirleri anlaml
farklilik yaratmamustir. Nolen-Hoeksema ve Davis (2004) acik uclu sorularin var olan
gelisimi goz ardi etme gibi bir olasilig1 da beraberinde getirdigini belirtmistir. Bunun
yani sira, Park ve Helgeson (2006) acik ug¢lu sorularin TSG’nin biitiiniinii
yansitamayacagini belirtmistir. Bu elestiriler olmasina karsin, PTG’ nin olumlu tepkilere
sahip bireyleri digerlerinden ayirt etmesi beklenmektedir. ileride yapilacak ¢calismalarda,
acik uglu sorularin farkli sekillerde kategori edilerek (6rn, davranis, diisiince, duygu

iceren ifadeler ayr1 ayr1 kategori edilebilir) TSG ile iliskisine bakilmasi onerilebilir.

4.3 Schaefer ve Moos TSG Modelinin MI’lh Hastalar ve Eslerinde Test Edilmesi
TSG’yi anlayabilmek icin ileri siiriilen modellerin test edilmesi gerekliligi daha

once vurgulanan bir konudur (Widows et al., 2005). Bu arastirmada, Schaefer ve

Moos’un “Yasam Krizleri ve Kisisel Gelisim Modeli” ampirik olarak test edilmeye

calisilmistir. Bilindigi kadariyla, bu model ilk kez MI'l1 hastalar ve eslerinde analiz
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edilmistir. Her iki 6rneklem grubunda da model ikiser kez test edilmistir. Elde edilen
bulgular karsilastirildiginda modellerde birbiriyle benzesen ve ayrisan taraflar 6n plana
cikmaktadir.

flk olarak iyilik uyum testleri ve x ? /serbestlik derecesi orani karsilastirildiginda,
hasta 6rnekleminin daha gecerli sonuglar verdigi soylenebilir. Hasta 6rnekleminde
y */ serbestlik derecesi orani 2 katindan az iken (y * /df = 1.78) es 6rnekleminde bu oran
3 katindan azdur (y * /df = 2.16). Bu sonug, hasta 6rnekleminin es drnekleminden daha
genis olmasindan kaynaklanabilir.

Modelde yer alan gozlenen degiskenlerin miktarinda bakildiginda ise eslerin
modelinde hastalarin modelindekinden daha fazla sayida degiskenin katkida bulundugu
dikkati cekmektedir. Aciklanan varyanslar karsilastirildiginda ise eslerin modelinin daha
avantajli oldugu goriilmiistiir. Eslerin modelinde olayin algilanmasi gizil degiskeni
bireysel ve ¢evresel kaynaklar tarafindan % 35 oraninda agiklanirken, hastalarin
modelinde bu oran % 13’ e inmektedir. Bunun yani sira, eslerin modelinde bilissel
islemleme-bas etme gizil degiskeni olay algis1 tarafindan % 20 oraninda
aciklanabilirken, bu oran hastalarin modelinde % 8’ e diismektedir. Son olarak TSG’nin
bireysel, ¢cevresel kaynaklar, ve bilissel islemleme-bas etme gizil degiskenleri tarafindan

aciklandigi oran eslerin modelinde % 21 iken, hastalarin modelinde % 14 tiir.

4.4 Calismanin Giiglii Yanlar1 ve Kisithliklar:

Sistematik bir bakis elde edebilmek i¢cin modellerin test edilmesi gerekliligi daha

onceden vurgulanan bir unsurdur (Mc Millen, 2004). Bu arastirmada. Schaefer ve
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Moos’un modeli TSG’nin nelerle iliskili oldugunu sistematik bir sekilde anlamak ic¢in
kullanilmistir. Ayrica, modelin direk ve dolayli iliskiler hakkinda bilgi vermesi TSG
konusunu anlamada arastirmaciya onemli kolayliklar saglamistir.

Bulgularla hem MI’l1 hastalarda hem de eslerinde TSG’nin belirleyicileri ayirt
edilebilirken, kiiciik bir 6rneklem grubunun olmasi arastirmanin genellenebilirligini
kisitlamaktadir. Bu calismanin daha genis bir 6rneklemle yapilmis olmas1 TSG’de
degiskenler yoluyla elde edilen varyansin artmasini saglayabilir.

Bunun yani sira, cinsiyet etkisi de arastirmada incelenememistir. Hasta
ornekleminin biiyiik bir cogunlugunu erkeklerin olusturmasi, es 6rnekleminin ise biiyiik
bir cogunlugunu bayanlarin olusturmasi cinsiyet degiskenin incelenmesini
giiclestirmistir.

Bu caligmada deginilmeyen diger degiskenlerin de ele alindig1 ¢alismalar ileride
yapilacak ¢alismalarda onerilebilir, 6rnegin A Tipi kisilik, kendini yeterli gorme
(Calhoun & Tedeschi, 1998b; Tedeschi et al., 1998), icedoniikliik disa doniikliik
(Sheikh, 2004), yeni deneyimlere acik olma (Tedeschi, & Calhoun, 2004; Aldwin, &

Levenson, 2004), ve umut dolu olma (Tennen & Affleck, 1998).

4.5 Cahismanin Katkilar

Klinik uygulamalarda bireysel ve cevresel kaynaklarin, olayr algilamanin, ve
biligsel islemleme- bas etmenin etkisi onemli sonuglar saglayabilir. Alanda calisan
profesyoneller bu boyutlar1 dikkatli bir sekilde degerlendirerek (Goldsmith, et al., 2004),

hastalarin ve eslerinin hastaliktan sonraki yasam kalitelerini arttirmaya yonelik 6nemli
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adimlar atabilirler. Hem hastalarla hem de onlarin esleriyle isbirligi icinde krizden
sonraki siirecte iyilesme icin uygun bir ortamin yaratilmasi sadece hastalarin degil, aile
iyelerinin de yasamini kolaylastirabilir.

Bunlarin yani sira, bu calisma krizden ya da 6nemli bir yasam olayindan sonra
sadece krize direk maruz kalmis kisinin degil, ayn1 zamanda bu kisinin ailesinin (esinin
ve ¢ocuklarinin gibi) de degerlendirmesini akla getirmektedir. Bireysel kaynaklar
(kontrol odagi, olaydan kazanclar elde edebilme, baglilik, kontrol inanc1 ve 6z giiven),
cevresel kaynaklar (aileden, arkadastan ve onemli diger kisiden alinan sosyal destek),
olay1 algilama (olaya iligkin algilanan tehdit, hastaligin seyri, diger bir hastalia sahip
olup olmama durumu), bilissel islemleme- bas etme (ruminasyon, kacinma, tetikte olma,
dolayl1 ve duygu odakli bas etme) gibi degiskenleri iceren ¢cok boyutlu bir degerlendirme
hem hastaya hem de esine yapilacak miidahalenin icerigini sekillendirebilir. Hatta
sadece hem psikolojik hem de egitimsel miidahaleler, hastalara ve de eslere kalp
krizinden sonra hazirlayacaklari ortami sekillendirmelerinde ve kriz sonrasindaki siirece
uyum ve gelisim saglayabilmelerine zemin hazirlayacaktir. Veri toplama siirecinde
hastalar ve eslerle yapilan goriismelerden birinde hastalik sonrasi olumlu degisimler
sorulduktan sonra hastalardan birisinin kalp krizinin olumlu etkileri olabilecegini ilk kez
goriismede fark ettigini belirtmesi bu diisiinceyi destekleyen bir bulgudur. Ruh sagligi
alaninda ¢alisan profesyonellerin travmatik problemlerle ¢alisirken travma sonrasi
gelisimi yaratmalarinin 6nemli oldugu ifade edilmektedir (Cadell et al., 2003; Calhoun
& Tedeschi, 2001).

Herhangi bir travmatik yasantidan ya da dnemli bir yasam olayindan etkilenme

derecesi kisiye baglidir. Bir baska deyisle, her bir kisinin olaydan etkilenme derecesi
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digerinden farklidir. Cesitli faktorler olay sonrasinda bireylerde olumlu, olumsuz ya da
hem olumlu hem olumsuz deneyimler yasatabilmektedir (Calhoun & Tedeschi, 2004;
Jang, 2004).

Ozetle, TSG nin kalp krizi yasamis hasta ve esinde gelisip gelismediginin
arastiritlmasi, kalp krizinden sonra bu hastalara ve onlarin ailelerine yapilacak
miidahaleleri belirlemede 6nemli kolayliklar saglayacaktir. Olumlu deneyimlerin fiziksel
olarak da hastalar1 korudugu diisiiniildiigiinde, bu hastalara verilecek profesyonel
yardimin onemi yadsinamaz. Ancak, bu konuda genis 6érneklemlerle yapilacak ampirik
caligmalar verilecek olan profesyonel yardimin igerigini ayirt etmede énemli kolayliklar

saglayacaktir.
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