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ABSTRACT 

The purpose of this study was to develop an understanding 

of the concept of wellbeing in persons with rheumatoid 

arthritis or osteoarthritis. The conceptual framework was 

derived from the literature which indicated that wellbeing is 

an important outcome in arthritis. The literature also 

supported self-esteem and mastery as mediators of the chronic 

illness experience and dependency, uncertainty, and functional 

status as predictors of wellbeing. However, these multiple 

concepts have not been tested as a complete paradigm. 

The sample consisted of 128 patients between the ages of 

24 and 87 who had either rheumatoid arthritis or 

osteoarthri tis. Subj ects completed 7 questionnaires which 

measured the 7 variables of interest. Descriptive statistics 

were used to examine the demographic characteristics of the 

sample. Multiple regression analysis was used to test the 

predictive ability of the concepts and to estimate the 

validity of the theoretical concepts. Tests for the mediation 

effects for the concepts of self-esteem and mastery were also 

conducted. 

The results demonstrated that when self-esteem was 

included in the regression model, 58% of the variance in 

wellbeing was explained by self -esteem and uncertainty. When 

mastery was included, instead of self-esteem, 52% of the 
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variance of wellbeing was explained by mastery and 

uncertainty. When tested as mediators, both self-esteem and 

mastery emerged as significant mediators of dependency, 

uncertainty and functional status relative to wellbeing. 

The data also demonstrated that persons who scored high 

on wellbeing tended to score above the mean for each item of 

the wellbeing scale. Persons who scored low on wellbeing 

tended to score across the entire range of responses for each 

item. 

These results are of clinical use to nurses who, by 

virtue of working with these patients on a daily basis, are in 

a position to intervene with actions which encourage positive 

self-esteem and maintain mastery over the environment. If 

these actions are successful, then wellbeing may be maintained 

for those patients diagnosed with arthritis. 



CHAPTER I 

INTRODUCTION 

Introduction 
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Chronic illness constitutes a major health problem which 

requires both social and personal adjustment by the person 

afflicted with an illness (Pollock, Christian & Sands, 1982). 

One category of chronic illness which may require major 

adjustment, in all aspects of daily life, is arthritis. 

There are two major types of arthritis: osteoarthritis 

(OA) and rheumatoid arthritis (RA). Osteoarthritis, commonly 

described as "wear and tear arthritis" is a genetic disease 

characterized by gradual destruction of the cartilage in 

joints, resulting in bone-to-bone contact primarily in the 

hips and knees. This gradual destruction of cartilage causes 

pain and limited joint movement. Rheumatoid arthritis is a 

systemic, autoimmune disease which results in an inflammatory 

response within the joints. It first affects small joints in 

the hands and feet. It usually spreads to involve the wrists, 

elbows, ankles, and knees in a symmetrical fashion. As both 

RA and OA progress, there is increased pain, stiffness and 

swelling in the joints which frequently leads to an altered 

lifestyle requiring significant personal adjustment (Lambert 

& Lambert, 1987; Larkin, 1987). The difficulty encountered 
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while attempting to make such adjustment may result in an 

altered sense of wellbeing (Burckhardt, 1987). 

Adversive Aspects of the Arthritis Experience 

Being afflicted with arthritis can be considered an 

adversive situation. The associated joint pain, joint 

stiffness, fatigue, reduced mobility, dependency on others, 

uncertainty, and altered functional status all contribute to 

the adverse situation (Perry, 1991). These variables 

frequently persist and intensify as the disease progresses and 

may threaten one's sense of wellbeing. 

Dependency is also a part of the adversive situation. 

The inconvenience of relying on others or the unavailability 

of others to assist with daily living activities is not 

uncommon. A dependent status would also seem to threaten 

one's sense of wellbeing. 

Uncertainty has also been identified as an adversive 

aspect of the arthritis experience (Larkin, 1987). If a 

situation is uncertain, it is difficult to gather resources 

with which to cope. The uncertainty of not knowing when the 

disease will flare or how the disease will affect one's future 

is clearly an adversive experience. 

Finally, altered functional status should be considered 

an adversi ve aspect of the disease process. Increased 
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difficulty in performing certain activities must be an 

accepted part of life. The perseverance it takes to not only 

accept the altered functional status but to continue to 

perform certain activities is remarkable. 

status is frustrating; so much so that 

person must be provided with resources 

experience (Lambert, 1985). 

Altered functional 

in many cases the 

to cope wi th the 

In summary, there are numerous adversi ve aspects 

associated with living with arthritis, all of which would seem 

to impact on one's sense of wellbeing. Clearly at times of 

disease flare, which occurs with rheumatoid arthritis, or 

progressive joint deformity which occurs in both rheumatoid 

arthritis and osteoarthritis, one's sense of wellbeing would 

seem to be most threatened. 

Problem Statement 

One of the most puzzling observations about people with 

arthritis is the dichotomy between disease status and 

wellbeing. Some persons with advanced disease seem to have 

adjusted and demonstrate positive wellbeing, while others with 

relatively minor disease demonstrate poor adjustment and lower 

levels of wellbeing. This suggests that there may be 

important mediating variables that operate between the 

concepts of severity of illness and wellbeing. Al though 
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investigators have examined the relationship between wellbeing 

and other concepts such as age, gender, years with arthritis, 

income, education, and marital status, little work other than 

that of Braden (1990) and Burckhardt (1985) has been completed 

that has tested the mediation of concepts such as dependency, 

uncertainty, and functional status by self-esteem and mastery 

relative to wellbeing. These variables have been identified 

as positive mediating variables relative to wellbeing. Once 

the relationships between the severity of illness, dependency, 

and functional status are better understood, as well as how 

these variables are mediated by self-esteem and mastery 

relative to wellbeing, potential interventions may be 

identified which would enhance the wellbeing of those persons 

with arthritis. 

Purpose of the Research 

The purpose of this study was to develop an understanding 

of the concept of wellbeing in persons with arthritis. More 

specifically, the purpose was to test the relationships 

between severity of illness, dependency, uncertainty, 

functional status and the mediators of self-esteem and mastery 

relative to the outcome of wellbeing. 
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Research Questions 

The specific research questions for this study were: 

1. What are the relationships between and among the 
concepts of severity of illness, dependency, 
uncertainty, functional status, self-esteem, 
mastery, and wellbeing in persons with rheumatoid 
arthritis and osteoarthritis? 

2. Do the concepts of severity of illness, 
dependency, uncertainty, functional status, 
self-esteem, and mastery contribute significantly 
to the variability in wellbeing? 

3. Do self-esteem and/or mastery function as 
mediating variables when severity of illness, 
dependency, uncertainty and functional status 
function as antecedent variables? 

4. What are the patterns of responses associated 
with wellbeing in persons with rheumatoid 
arthritis and osteoarthritis? 

Significance to Nursing 

The profession of nursing uses a holistic approach to the 

care of individuals in health and illness. To that end, the 

focus of nursing is on the complete wellbeing of the person, 

physically, psychologically, and socially. Nurses who 

interact with persons with arthritis often fail to realize 

what a burden the disease process is for those who are 

afflicted with it. While arthritis is not a life-threatening 

illness, the disease does take its toll on those who suffer 
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from it. As the illness progresses, concomitant pain, altered 

function, increased dependency, and increased uncertainty do 

seem to occur. 

While many researchers have examined wellbeing, a 

paradigm relative to chronic illness that includes the 

variables of severity of illness, dependency, uncertainty, 

functional status, the mediators of self-esteem, mastery, and 

the outcome of wellbeing has not yet been investigated. This 

study presents an opportunity to determine the relationships 

between variables that are encountered on a daily basis by 

persons with arthritis. Determining the relationships between 

the variables of severity of illness, dependency, uncertainty, 

functional status and the mediators of self-esteem and mastery 

as they operate in relation to wellbeing, may indicate 

potential points of nursing intervention. The goal of the 

interventions would be to strengthen the mediating effect, 

eventually identifying and using potential interventions which 

may help people with arthritis maintain or increase their 

level of wellbeing by strengthening the positive psychological 

resources available. The overall significance of this study 

was to establish a theoretical base from which to further 

expose clinicians and guide them in assessment, intervention 

and evaluation of the wellbeing of patients with arthritis. 
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Summary 

Chronic illness, especially rheumatoid arthritis and 

osteoarthritis, requires major adjustments in all aspects of 

daily living. To cope with the adversive effects of the 

arthritis experience there are several coping strategies one 

could pursue. Among them are psychological resources which 

include the concepts of self-esteem and mastery. 

There are many concepts which could be examined as an 

outcome of experiencing adversive events. The concept of 

wellbeing is one which encompasses many aspects of life: 

psychologically, socially, and physically. The concept of 

wellbeing is defined in various ways, depending upon the 

perspective of the researcher. Wellbeing has been equated 

with life satisfaction and quality of life and is more 

accurately defined as a combination of those two concepts. 

Wellbeing has been used as an outcome variable as well as an 

antecedent variable. More recently, though, wellbeing has 

been used in testing mediating variables. There is a paucity 

of knowledge relative to which mediating variables are related 

to wellbeing. Additional research is needed in this area. 

If the factors that influence wellbeing can be 

identified, then potential interventions may also be 

identified which would enhance wellbeing in the arthritis 

population. 
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The focus of this study was to test the mediation of 

dependency, uncertainty, and functional status by self-esteem 

and mastery relative to wellbeing using severity of illness as 

the antecedent variable. In this way, interventions may be 

postulated which enhance promote higher levels of wellbeing in 

the arthritis population. 
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CHAPTER II 

CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

Introduction 

The conceptual framework and pertinent literature 

related to severity of illness, dependency, uncertainty, 

functional status, self -esteem, mastery and wellbeing are 

presented in this chapter. In addition, the literature which 

supports research efforts in the area of rheumatoid arthritis 

and osteoarthritis as related to the identified concepts is 

discussed. 

Mediators of the Adverse Experience 

Each person who copes with everyday life has at their 

disposal certain resources that function as a barrier between 

adversive situations and stress. Pearl in and Schooler (1978) 

have identified several resources to help people with everyday 

life stresses as well as unrelenting burdens which people with 

a chronic illness have. 

There are three types of resources available to a person 

(Pearlin & Schooler, 1978). They are social resources, 

specific coping responses and psychological resources. 

Resources refer generally to what people have, in contrast to 

what people can do I to cope. Responses are behaviors, 

elicited in reaction to a stress-providing situation. Social 
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resources are what is available to a person with regard to 

social support or network. For the most part, this refers to 

family, friends or neighbors who are available to help. 

Social support itself is a very complex variable and not 

easily investigated. 

Coping responses are the set of behaviors available to 

people which allows them to deal with the stress in 

situations. Coping responses can either change the situation, 

control the meaning of the situation or control the stress 

associated with the situation. 

In contrast to coping responses, psychological resources 

are a part of a person's personality which people draw on to 

cope with a stressful situation. Pearlin and Schooler (1978) 

identified three types of psychological resources which may 

serve as mediators of an adverse experience: self -esteem, 

self-denigration, and mastery. Self-esteem and 

self-denigration refer to how people feel about themselves in 

both a posi ti ve and negative way. Mastery refers to the 

degree of control people feel they have over life's chances. 

There are other potential psychological resources that have 

been identified. However, approaches such as denial, escapism 

or withdrawal appear to have no real coping functions (Pearlin 

& Schooler, 1978). 

One notable piece of research which analyzes mediating 

variables in the arthritis experience is Braden's (1985) Self-
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Help Model. The model emerged from a test of four separate 

theories and depicts b2~kground variables and disease 

characteristics as well as the concept of "monitoring" and 

"severity of illness" as independent variables. The model 

also uses dependency and uncertainty as adversive aspects of 

the chronic illness experience, enabling skills, and self -help 

as mediating variables and life quality as the outcome 

variable. 

identified 

"Monitoring" and "severity of illness" have been 

within the Braden Model, as the strongest 

antecedents for initiating a learned response process. 

Other variables have been tested as mediators. Social 

support, negative attitude, self-esteem, and internal control 

over health have been tested as a complete paradigm by 

Burckhardt (1985). All four of these variables functioned as 

significant mediators relative to quality of life in the 

arthritis population. 

Outcome Variable 

There are a number of concepts postulated as being 

important outcomes in the experience of living with 

arthritis. One of the concepts most thoroughly explored is 

the concept of wellbeing (Burckhardt, 1985; Lambert & Lambert, 

1987). Wellbeing is a concept that addresses many aspects of 

living with a chronic illness including psychological, social, 

and physical aspects of life. 
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Wellbeing has been defined in various ways by numerous 

authors (Abbey & Andrews, 1985; Bond & Lader, 1974; Cohen, 

1982; Edlund & Tancredi, 1985; Hornquist, 1982). While the 

term wellbeing has been used interchangeably with other terms 

such as life quality and satisfaction with life, wellbeing is 

a separate and distinct term. Different than life quality, 

which has been used more as an affective term, wellbeing 

encompasses both cogni ti ve and affective dimensions. The 

cognitive component of satisfaction evaluates the discrepancy 

between the person's perceived life satisfaction and the 

aspired-to life satisfaction (Cantril, 1965). The affective 

component relates to the IIhappiness ll that one experiences in 

his or her daily life (Bradburn, 1969). Some authors who have 

evaluated the concept of wellbeing have found the concept 

difficult to describe as it varies across and within 

situations as well as populations (Brown, Rawlinson & Hilles, 

1981; Lambert, 1985). 

In recent years, researchers have sought to clarify the 

meaning of wellbeing within the context of various theories 

(Braden, 1990; Burckhardt, 1985; Dirksen, 1990). Wellbeing 

has also been evaluated as both a direct and indirect outcome 

measure within many different models (Burckhardt, 1985). 

Social support, functional disability, perceived health, 

uncertainty, coping, severity of illness, pain, self-esteem, 

and locus of control are examples of variables that have been 
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included as antecedent or intervening variables within these 

models (Braden, 1990; Burckhardt, 1985; Dirksen, 1990). 

Wellbeing has also been considered as an antecedent variable, 

depending upon the theory being tested and/or the perspective 

of the researcher (Burckhardt, 1985). The measurement of 

wellbeing, and related variables, has ranged from exploratory 

measurement to 

Burckhardt, 1985). 

that are related 

causal analyses (Brown et al. , 1981; 

Given that there are innumerable variables 

to and which influence wellbeing, the 

characteristics and attributes of wellbeing are not easily 

distinguishable. 

Wellbeing has also been measured by using a number of 

different instruments (Campbell, Converse & Rogers, 1976; 

Johnson, Cloyd & Wer, 1982; Schipper, Clinch, McMurray, & 

Levitt, 1984; Wood, Wylie & Sheafor, 1967). While these 

instruments have been useful, the specificity of contributing 

factors has been lost when used to describe the overall level 

of wellbeing. In other words, a mean score, derived from an 

instrument, serves only to average each item's contribution to 

the general level of wellbeing. What may be more meaningful 

is the analysis of the pattern of responses to individual 

instrument items in contrast to the overall instrument mean 

score in reporting levels of wellbeing. By examining the 

pattern of response within the wellbeing scale, a more 

complete picture of the level of wellbeing may be illustrated. 
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One pattern of response may be associated with a specific 

level of wellbeing, whereas a different pattern may relate to 

an alternate level of wellbeing. 

Using a mean score to represent overall levels of 

wellbeing may be inadequate for demonstrating the dynamics of 

the concept. Since levels of wellbeing change continually, 

the use of an average score may not be adequate. An analysis 

of the pattern of response rather than the mean score may more 

accurately reflect the dynamic nature of the concept. Initial 

testing of this technique is warranted since patterning may 

produce a more reliable and valid estimate of the individual's 

wellbeing than the more conventional mean score technique. 

This type of analysis could lead to further definition and 

clarification of the dynamic nature of the concept of 

wellbeing. 

conceptual Framework 

The framework explicates the mediation of severity of 

illness, dependency, uncertainty, and functional status by 

self-esteem, and mastery relative to wellbeing. Essentially 

atheoretical, the framework does not have one specific 

accompanying covering law as a "parent" theory. Rather, the 

framework uses a portion of Braden's (1990) Self-Help Model as 

a point of origination and adapts it in several ways 

(Figure 1) 
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The decision to use an adaptation of Braden's Self-Help Model 

as a basis for testing theoretical relationships was based on 

the following issues. First, in testing the Self-Help Model 

(Braden, 1990), severity of illness was found to account for 

a strong predictive effect of both uncertainty and dependency. 

Second, adding functional status as an additional adversive 

variable allows a direct measure of function to be tested. 

Finally, including the mediators of self-esteem and mastery in 

the model allows testing of the positive mediating effect 

relative to wellbeing. It allows the inclusion of 

psychological resources in the model which many theorists have 

postulated as the explanation for how, despite the 

desperateness of the situation, people with arthritis still 

maintain a relatively positive sense of wellbeing. By using 

a model which has tested and supported significant causal 

relationships, further testing on a revised portion of the 

model will enhance research in this area. 

Definitions of Ter.ms 

Severity of Illness: 

Theoretical: The clinical severity of the disease 
process as measured by level of joint 
pain, joint stiffness, fatigue and 
mobility. 

Operational: Scores on the Arthritis Index of 
Disease Activity (AIDA) (Crosby, 
1992) . 



Dependency: 

Theoretical: The level of reliance on others to 
perform activities of daily living 
that under normal circumstances an 
adult would be able to do 
independently (Baltes, 1982). 
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Operational: Scores on the Reliance Scale 
(Benoliel, McCorkle & Young, 1980). 

Uncertainty: 

Theoretical: The inability to assign meaning to 
illness-relatedevents (Mishel, 1984) . 

Operational: Scores on the Mishel Uncertainty in 
Illness Scale (Mishel, 1981). 

Functional Status: 

Theoretical: The level of performance in activities 
of daily living and the degree of 
difficulty one has in performing a 
given activity (Lee, Jasani & Dick, 
1973) . 

Operational: Scores on the Lee Functional Status 
Questionnaire (Lee, Jasani & Dick, 
1973) . 

Self-Esteem: 

Theoretical: The degree of positiveness and 
negativeness of one's attitude toward 
oneself (Rosenberg, 1965). 

Operational: Scores on the Self-Esteem Scale 
(Rosenberg, 1965) 
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Mastery: 

Theoretical: The extent to which one regards one's 
life-chances as being under one's own 
control (Pearlin & Schooler, 1978). 

Operational: Scores on the Mastery Scale (Pearlin 
& Schooler, 1978). 

Wellbeing: 

Theoretical: The combination of the satisfaction 
with life and quality of life. 

Operational: Scores on the Symphony Scale 
(Arslanian, 1990). 

Adversive Aspects of Arthritis 

Severity of Illness 

The conceptual framework uses the concept of severity of 

illness as the antecedent variable. The theoretical 

definition of severity of illness is the severity of the 

disease process as measured by morning and evening levels of 

pain, stiffness, fatigue, and mobility. The definition uses 

a clinical symptom focus, an approach chosen because it more 

directly measures the actual severity of the illness rather 

than the indirect outcomes of the illness. The symptoms of 

pain, stiffness, fatigue, and mobility were chosen to define 

severity of illness because they are the hallmark of 
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arthritis. Few people suffer as much pain for such an 

extended period of time as the person with arthritis (Hart & 

Huskisson, 1972). People with arthritis report that relief 

from pain is most often the primary reason for seeking medical 

care (Parker, Frank, Beck, Finan, Walker, Hewett, Broster, 

Smarr, Smith & Kay, 1988). Kazis, Meenan and Anderson, (1983) 

demonstrated that pain is a major determinant of the perceived 

level of health by both patients and physicians, as well as a 

predictor of future disability. 

Since both rheumatoid arthritis and osteoarthritis affect 

the joints, albeit by different physiological processes, both 

forms of the disease result in joint pain, stiffness and 

fatigue. The joint stiffness leads to decreased mobility. 

Decreased mobility is the second reason patients seek medical 

care. Arslanian (1987) found that persons undergoing total 

knee replacement chose surgery most often for either pain 

control alone or to control pain and increase joint mobility. 

Fatigue is also a function of the severity of illness. 

Continuous pain is a source of fatigue in arthritis and is a 

manifestation of the severity of the illness. Fatigue has 

been identified as a source of stress in the arthritis 

experience and leads to certain other physiologic symptoms 

(Crosby, 1988). 

Clearly, severity of illness can be defined as a clinical 

indicator of disease severity and is comprised of pain, joint 
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stiffness, fatigue and mobility. Whether examined separately 

or together, these variables may have an impact on the level 

of dependency, uncertainty, functional status, and wellbeing. 

Dependency 

Dependency is defined as one's perceived level of 

reliance on others to perform activities of daily living that 

under normal circumstances an adult would be able to do 

independently 

dimensions: 

(Baltes, 

everyday 

1982) . 

self-care 

Dependency has three 

competence, mobility 

competence, and social competence (Benoliel et al., 1980). In 

this study, dependency is defined as the degree to which a 

person believes that they need the help of others. 

Dependency can be predicted by the severity of illness. 

The severity of illness, by virtue of increased pain, joint 

stiffness, fatigue and decreased .mobility, may lead to 

increased dependency on others to accomplish activities of 

daily living. Just one of the four symptoms that comprise the 

variable of severity of illness has the potential for 

increasing the assistance or attention one needs to accomplish 

activities of daily living. 
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Uncertainty 

Uncertainty in illness is defined as the perceived 

inability to assign meaning to illness-related events (Mishel, 

1984). In the uncertain condition, events during illness can 

be appraised either as a danger or an opportunity. Once the 

appraisal has been made, specific coping mechanisms are chosen 

to maintain uncertainty appraised as opportunity, or to reduce 

uncertainty appraised as a danger. 

Uncertainty would seem to be linked to the arthritis 

experience. People with arthritis potentially face a life 

filled with pain, fatigue, joint stiffness, and decreased 

mobility. The uncertainty associated with these aspects of 

the disease has many ramifications on daily life. Uncertainty 

has been shown to be positively associated with the severity 

of illness (Braden, 1990), and to be negatively associated 

with the level of perceived wellbeing. 

Functional Status 

Functional status is defined as the level of performance 

in activities of daily living and the degree of difficulty one 

has in performing a given activity (Baltes, 1982). Different 

than dependency, functional status is a direct measure of a 

person's ability rather than a vicarious measurement of how 

much he or she perceives others must do for him or her. 

Functional status may be predicted by severity of illness. If 



36 

the pain, joint stiffness and fatigue are severe and if the 

mobility is impaired, the level of performance of activities, 

i.e., functional status, may be affected. The evidence that 

severity of illness impacts on functional status has not been 

quantitatively supported. However, the recent work of Wolfe 

and Cathey (1991) suggests that further research to develop 

precise measurement tools and work to foster the use of a 

consistent definition of the term is essential in this area. 

Mediating Variables 

Self-esteem 

Self-esteem is defined as the positiveness of one's 

attitude toward oneself. Usually included in the self-esteem 

concept is the concept of negative attitude. Negative 

attitude includes the negativeness of one's attitude toward 

oneself. Self-esteem can also be identified as the degree of 

self worth a person feels. As part of the self-concept, 

self-esteem is the priority focus. Self-esteem is based on 

the ability to control events as well as the attention, and 

positive and negative regard one receives from others. 

Self-esteem or the level of satisfaction with self has been 

identified as one of the strongest predictors of well-being 

(Andrews & Withey, 1976; Campbell, Converse & Rogers, 1976). 
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Mastery 

Mastery is defined as the extent to which people feel 

that what happens to them is under their own control in 

contrast to happening because that is what is meant to happen. 

Mastery is one personality characteristic, a psychological 

resource that people have to help withstand threats put upon 

them in their environment. Mastery has been considered, along 

with the positive and negative aspects of self-esteem (Pearlin 

& Schooler, 1978), as a psychological resource. 

Mastery has been equated with terms such as coping, 

defense, and adaptation (White, 1974). When tested as a 

situationally based variable (Mishel & Sorenson, 1991) mastery 

functioned more successfully in familiar and clear situation 

and is less effective in vague or uncertain situations. Under 

the Uncertainty in Illness Theory, (Mishel, 1984) as a 

mediator between appraisal of uncertainty as a danger or 

opportunity and coping, mastery does not function very well as 

a personality trait but functions very well as a situationally 

specific trait (Mishel & Sorenson, 1991). Using a different 

model, though, mastery may still positively mediate 

uncertainty relative to wellbeing. 
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Wellbeing 

Wellbeing is defined as the combination of perceived 

satisfaction with life and quality of life. Because wellbeing 

is viewed as having both cognitive and affective domains, the 

definition necessarily houses both components. In this study, 

wellbeing is defined as an outcome measure and is the result 

of the effects of severity of illness, dependency, 

uncertainty, functional status and self-esteem and mastery. 

In summary, the specified relationships between the seven 

concepts of severity of illness, dependency, uncertainty, 

functional status, self-esteem, mastery, and wellbeing 

depicted in the conceptual framework can be empirically 

tested. The use of a regression model allows for testing of 

the predicted relationships of the variables using severity of 

illness as the antecedent variable, dependency, uncertainty 

and functional status as intervening variables and wellbeing 

as the outcome variable. Testing self-esteem and mastery as 

mediators of the adversive condition can also be accomplished 

using this model. 

Predicted Relationships Between the Variables 

The conceptual framework gives structure to the concepts 

of severity of illness, dependency, uncertainty, functional 

status, self -esteem, mastery, and wellbeing. Severity of 

illness directly impacts on dependency, uncertainty, and 
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functional status. Being a function of pain, joint stiffness, 

fatigue and mobility, severity of illness may lead to 

decreased physical movement due to the changes in the joint 

structure. The changes in physical movement of the joint are 

compounded by the pain which occurs in the disease, and people 

with arthritis become more disabled over time. They may be 

unable to move without assistance and may become more 

dependent. This dependency may act to decrease the overall 

level of wellbeing. Persons who must rely on others for help 

with activities of daily living (i.e., dressing, bathing, 

toileting) or mobility (getting out of bed, getting from one 

place to another, or transferring) may feel that life overall 

is not satisfying. 

Severity of illness also impacts upon functional status 

which in turn can directly impact upon wellbeing. If 

functional status is impaired, then it is increasingly 

difficult for people to accomplish certain tasks (i.e., 

opening or closing a jar). The difficulty in performing those 

tasks provides a picture of life with a chronic illness as 

being less than perfect, thus overall wellbeing may be 

affected. 

Severity of illness is viewed as also having a direct 

effect upon wellbeing. Severity of illness may not follow the 

path of analysis through dependency, uncertainty or functional 

status to affect wellbeing. The experience of pain, joint 



stiffness, 

severity 

wellbeing. 

fatigue or decreased mobility, 

of illness, may be sufficient 
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all part of the 

to impact upon 

The variables of severity of illness, dependency, 

uncertainty, and functional status may also be mediated by 

self-esteem, and/or mastery. Thus, the negative effects of 

the variables of severity of illness, dependency, uncertainty, 

and functional status may be weakened through the variables of 

self-esteem and/or mastery relative to wellbeing. 

Relevance of the Conceptual Framework 

The conceptual framework is relevant to this research 

because it provides structure for the relationships between 

the concepts of severity of illness, dependency, uncertainty, 

functional status, self-esteem, mastery, and wellbeing. The 

basis of this framework is from Braden's (1990) work on the 

Self-Help Model and has been tested on a large sample of the 

arthritis population. Many of the relationships have been 

tested and have been found to be significant. By using this 

framework, further testing can demonstrate its utility in 

nursing. Additional testing can also provide an opportunity 

for retesting known relationships with alternative 

instruments, encouraging validity testing. 
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The framework is relevant to nursing practice since the 

variables of interest are encountered on a daily basis when 

caring for the arthritis patient, whether in the hospital, 

clinic or physician's office. This framework provides an 

opportunity to look critically at the antecedents of wellbeing 

to assist in identifying points of intervention for the person 

with arthritis to maintain or improve wellbeing. 

Literature Review 

Severity of Illness 

Severity of illness in arthritis can be defined in 

several ways. Approached from a both a disease staging 

perspective to a measure of resource utilization, severity of 

illness has played a major role in the measurement of 

variables in arthritis-related research. Severity of illness 

is viewed here as a clinically focused measure of the severity 

of the disease process itself. For decades, rheumatologists 

have used methods of classifying the severity of illness in RA 

and recently a classification system has been developed for 

the severity of osteoarthritis (Altman, 1991) . 

Many health practitioners consider the joint examination 

as the most important assessment of patients with rheumatoid 

arthritis. There are several standard clinical measurements 
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that have been used over the years. The Ritchie Index 

(Ritchie, Boyle & McInnes, 1968) uses a count of the number of 

tender joints and grades the tenderness. Similarly, the index 

of the American Rheumatism Association (Arnett et al., 1988) 

uses a count of the number of swollen and tender joints. 

Measurement of grip strength is used over the course of the 

disease to document morbidity. The grip strength test 

involves having the patient squeezing an inflated blood 

pressure cuff and measuring the exerted pressure in mm Hg. 

Fifty foot walking time is another test of classifying 

the severity of illness in arthritis. The person is timed as 

to how many seconds it takes him/her to walk 50 feet. The 

person with RA tends to take longer to walk 50 feet than a 

person without arthritis (Crosby, 1991). 

Researchers recently identified a need to develop a 

classification system for osteoarthritis (OA). Classification 

criteria in OA were needed in order to separate OA from other 

diseases. While many joints may be involved in OA, each joint 

has its own criterion because of the different clinical 

presentations of the joint (Altman, 1991). Criteria for OA of 

the knee include different combinations of pain, crepitus, 

morning stiffness, bony enlargements, and a chronological age 

of the person greater than 38 years. Criteria for OA of the 

hip include different combinations of pain, internal rotation, 

morning stiffness, greater than 50 years of age, Estimated 
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Sedimentation Rate (ESR) less than or equal to 45 mm/h, and 

radiographic evidence of arthritis (Altman, 1991). Criteria 

for OA of the hand include a combination of pain, aching, 

stiffness, hard tissue enlargement, and metacarpal-phalangeal 

swelling or deformity. Overall, radiographic evidence is used 

as the classification for osteoarthritis (Altman, 1991). 

What essentially separates these classification systems 

from other severity of illness indices is that these 

classification systems directly measure the disease severity. 

Other selected measurements purport to measure illness 

severity, but actually measure the impact of the illness in 

the form of indirect measures of mobility, physical activity, 

dexterity, and disability. The severity of illness as a 

reflection of the actual disease process is a more precise 

definition of the concept. There have been many studies that 

have examined the severity of illness in arthritis. By 

examining the disease process and the signs and symptoms of 

arthritis, the concept of severity of illness can be further 

defined. 

The most overwhelming and continuous symptom of arthritis 

is pain. Pain results from the changes in joint structure 

with gradual destruction of bone and cartilage. Increased 

pain can herald an advancement of the disease, or can indicate 

a disease flare. Pain is one of the early findings in 

arthritis, and is usually the symptom which prompts a person 
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to seek health care (Platto, O'Connell, Hicks & Gerber, 1988). 

Pain measurement is used over the course of the disease 

process to indicate the progress and the prognosis of the 

disease (Hawley & Wolfe, 1991). 

Several researchers have studied the differences in 

levels of pain in osteoarthritis and rheumatoid arthritis. 

Parker et al. (1988) studied 135 RA patients in an attempt to 

determine the relationship between demographic variables, 

medical and psychological factors and pain. The investigators 

found that age, income, and selected psychological variables 

were highly correlated with reports of pain. Subjects who 

were middle-aged, had limited income, and who were 

experiencing other stressors reported greater levels of pain. 

There was a negative correlation between age and reported pain 

levels. Patients who have had arthritis for many years may 

become used to the pain. 

There was a positive high correlation between pain and 

psychological variables. The investigators discussed the 

potential of a reciprocal relationship between pain and 

vulnerability to psychological distress. People who report 

having higher levels of pain may be more prone to 

psychological distress which then may lead to higher intensity 

of pain. 

One disappointing finding of the Parker et al. study was 

the extremely low correlation between pain and disease 



activity. However, measuring disease activity 
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by 

sedimentation rate, anatomical stage, disease duration, and 

joint swelling may just not accurately describe the severity 

of the illness. In contrast, use of pain behaviors 

demonstrated significant positive correlations with disease 

activity (Anderson, Bradley, McDaniel, Young, Turner, Agudelo, 

Gahy, Kee fe, Pi sko , Snyder & SembI e , 1987) when the pain 

behaviors were of the guarding, rigidity, and grimacing types. 

These three types of pain behaviors were also highly 

correlated with patients' rating of their severity of illness 

using a visual analogue scale. Thus, there still remains some 

inconsistent results with regard to the relationship between 

pain intensity and disease activity, and the severity of 

illness variable appears to be a more valid concept to 

measure. 

In rheumatoid arthritis, the degradation of joint 

cartilage related to the presence of alphal-antitrypsin in the 

synovial fluid (Abboud, Chalmers, Gofton, Richter & Enarson, 

1991) results in pain. The progressive change in the joint 

structure also results in stiffness due to soft tissue 

swelling, a common sign early in the disease process. One way 

of assessing stiffness is the use of the grip strength test 

and it is a part of the battery of tests used to identify the 

disease history. Another test of stiffness is simply the 
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duration of morning stiffness, usually measured to the nearest 

15 minutes (Wolfe & Cathey, 1991). 

Fatigue is recognized as a prevalent symptom in the 

arthritis experience (Bennett, 1988; Tack, 1990). Although 

fatigue is highly subj ecti ve and may be different across 

populations, fatigue in the arthritis population is much more 

debilitating (Tack, 1990). Tack (1990) conducted a 

qualitative study to explore fatigue in patients with 

rheumatoid arthritis. A sample of 20 subjects completed a 

semistructured interview about their fatigue. The Fatigue 

Interview Schedule contained 15 items that included open-ended 

questions relating to the perception of fatigue, aggravating 

and alleviating factors, and prodromal indicators. Results 

showed that the data could be categorized either into 

conditions, strategies or consequences. Conditions under 

which fatigue occurred were during a arthritis flare, with 

joint pain, dealing with environmental barriers, disturbed 

sleep, emotional stress, completing household activities, and 

working long hours. Strategies that were identified included 

social resources, cognitive processes, and behavioral 

responses. 

irritability, 

helplessness, 

of control. 

The consequences of fatigue 

frustration, and a sense 

were 

of 

reported as 

overwhelming 

hopelessness, strained relationships and lack 

The investigator also found that disease 

activity, emotional stressors, and environmental factors are 
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all associated with fatigue. However, without a theoretical 

model, it was difficult to systematically test the variables 

related to fatigue. 

In an attempt to identify fatigue-related variables, 

Crosby (1991) examined the possible factors which may 

contribute to fatigue and the relationship between these 

factors in rheumatoid arthritis. Results indicated that out 

of the 100 subjects who participated in the study 64% 

identified the RA disease activity as the primary cause of 

fatigue. Another 30% of the sample indicated that the RA 

disease activity was a secondary cause of fatigue. A majority 

of the sample in this study also indicated that if they were 

experiencing higher levels of joint pain at any given time, 

they believed that the disease was more active at that point 

which led to increased fatigue. 

Of these 100 subjects, lS subjects with RA and 12 matched 

control subjects were studied. The results from this subset 

of subjects showed that there was no significant difference 

(p= .28) in fatigue levels between the RA group with and 

without flare and the control group. An important finding 

emerged however, in the descriptions of fatigue between the 

groups. The control group used the term "tired" to describe 

their fatigue, while "worn-out" or "exhausted" was used to 

describe fatigue in the RA groups. The data suggest that 

although there were no differences in the fatigue levels of RA 
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patients versus control patients, there were differences 

between RA patients who experienced more or less the same 

disease activity. 

Using the same sample of 

examined mobility (walking time) 

27 subjects, Crosby 

and grip strength. 

also 

The 

results showed that RA subjects who were experiencing a 

rheumatoid flare took twice as long to walk the same distance 

as the non flare and control groups, and also had one third 

the grip strength when compared to the other two groups. 

While this study represents an attempt to describe the 

relationship between fatigue and disease activity indicators, 

few investigators have studied mobility solely from the 

perspective of changes in the structure of an extremity. 

Platto et al. (1991) examined the relationship between 

pain, deformity, gait, and function of 31 patients with 

rheumatoid arthritis. The results showed that RA in the 

weight bearing joints (i. e ., hips, knees and feet) caused pain 

and deformity. Specifically, depending upon where the 

deformity was, the change in mobility was very different, 

however the location of the structure changes was not always 

related to the location of pain. For example, forefoot pain 

did not correlate with ambulation but functional ambulation 

correlated significantly (p=. 002) with the pain score and with 

knee pain (r=0.54 and r=0.55). In contrast, structural 

deformity of the whole foot, hindfoot or forefoot did not 
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correlate with functional ambulation at all. Overall, 

however, it appears to be the presence of foot pain rather 

than structural deformities of the foot which limits 

ambulation. The results of this study suggest that pain 

control is most important in maintaining mobility in patients 

with arthritis. 

In a related study, Hagglund, Haley, Reveille and Alarcon 

(1989) studied the experience of pain and functional 

impairment in 53 patients with rheumatoid arthritis. The 

Estimated Sedimentation Rate (ESR), radiologic analyses, the 

revised Beck Depression Inventory, the Arthritis Helplessness 

Index, the Coping Strategies Questionnaire, the McGill Pain 

Questionnaire, and the Arthritis Impact Measurement Pain Scale 

were used to assess disease activity, disease progression, 

depression, feelings of helplessness, coping strategies, pain, 

and functional impairment. Results indicated that joint 

swelling scores and psychological variables can be important 

predictors of pain and functional impairment in patients with 

rheumatoid arthritis. On the other hand, the ESR and 

radiographic analyses were of little value in predicting pain 

and functional impairment. Measures of depression, state 

anxiety, trait anxiety and health cognitions were all highly 

correlated with pain and functional impairment. 

Other investigators have used these same variables, 

(i.e., pain, stiffness, fatigue and mobility) to some degree, 
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to define severity of illness. Lorish, Abraham, Austin, 

Bradley and Alarcon (1991) investigated the use of a 

biopsychosocial model of health status in patients with RA by 

using two sets of variables which were proposed to account for 

health status. Disease activity was defined as the number of 

joints with pain/tenderness, joint swelling and duration of 

morning stiffness. Fatigue was also measured, using a visual 

analogue scale with zero corresponding to no fatigue and 100 

corresponding to constant exhaustion. One hundred eighty 

subjects participated in this study. The results demonstrated 

that the set of disease characteristics accounted for a 

significant amount of the variance of physical functioning at 

both the baseline measurement (59%) and in the longitudinal 

analysis 12 months later (35%). Helplessness and disease 

severity were the two best predictors of that outcome. 

There have been many researchers who have examined 

severity of illness using the symptoms of pain, joint 

stiffness, fatigue, and mobility in various combinations. 

Pain has been shown to be a constant symptom in arthritis and 

is usually accompanied by stiffness due to the same 

physiologic processes. The joint stiffness and pain are 

associated with decreased mobility. Pain alone has been 

associated with fatigue in persons with arthritis. It is 

hypothesized that increased severity of illness (as defined by 

pain, joint stiffness, decreased mobility and fatigue) can 
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lead to an increase in dependency, uncertainty, and a decrease 

in functional status. An increase in the severity of illness 

can also lead to a decreased level of wellbeing. 

Dependency 

Dependency is viewed as the level of reliance on others 

to perform activities of daily living that under normal 

circumstances an adult would be able to do independently 

(Baltes, 1982). Patterson (1987) defined dependency as a 

group of selected patient indicators not usually occurring in 

the healthy adult. These indicators described by Patterson 

have the potential for requiring the person to obtain extra 

assistance or attention from another. Functional status has 

been shown to have a significant negative correlation with 

dependence (Leatt, Bay & Stinson, 1981). Although similar to 

functional status, dependency is a separate and distinct 

concept from functional status. However, dependency has 

frequently, been used however, as a substitute for functional 

status. Regardless, Bombadier and Tugwell (1987) stated that 

there is a difference between dependency and functional 

status, and care must be exercised to measure exactly what 

needs to be measured. Thus, the basis for choosing dependency 

or functional status should be based on the theoretical 



52 

underpinnings of a study with a complete understanding of how 

each concept is defined. 

Braden (1990) used the variable of dependency in the 

Self-Help Model. In that study of 396 subjects, 24% of the 

variance in dependency was accounted for by monitoring, 

severity of illness, numbers of years since diagnosis, 

disability and a diagnosis of rheumatoid arthritis. 

Additionally, both diagnosis and disability had significant 

(p= <.05) positive relationships (r=.18 and r=.14) with 

dependency. Those subjects who were considered disabled and 

those with RA or OA had more dependency in their lives. 

In the treatment of the arthritis patient, the focus is 

on maintaining function and independence. Levels of 

independence in activities of daily living (ADL's) are 

important since they indicate the amount and type of 

assistance a person needs. There is, however, no agreement on 

what definition of dependency is best, nor is there agreement 

on whether the concept exists by itself or whether it is 

included in the measurement of other variables. Consequently, 

further study is necessary to test the dynamics of the 

concept. 
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Uncertainty 

When events are ambiguous or vague, as they are in 

illnesses such as arthritis, a person is unable to categorize 

or structure the situation. This leads to perceiving the 

event as uncertain. The person knows neither when nor if the 

symptoms will subside as there is not enough information to 

appraise the situation fully (Mishel, 1981). The only 

appraisal that can be made is that the situation is either an 

opportunity or a threat. In response to that appraisal there 

are a host of coping strategies and emotional responses that 

are used. 

Uncertainty, when perceived as a danger, results in 

coping methods that are aimed toward reducing the emotional 

component and lessening the uncertainty associated with the 

event (Mishel, 1988). There are two proposed coping 

strategies for uncertainty appraised as a danger. The first 

is action-oriented and is termed mobilizing. Mobilizing as a 

coping method has three types of actions: direct action, 

vigilance, and information seeking. Information seeking has 

been used as the primary means for reducing uncertainty. This 

type of coping method is seen most commonly in the person with 

rheumatoid arthritis. Many people with arthritis read 

extensively about the disease, about the various medications 

used to control the disease and may seek out self-help groups 

to learn more about what they can do to prevent or lessen the 
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debilitating effects of the disease (Lambert & Lambert, 1987). 

This in turn lessens the uncertainty surrounding the disease 

process. 

The second type of coping mechanism is aimed at reducing 

the emotional responses when mobilizing techniques are not 

effective. This method is known as the affect-control 

strategy (Mishel, 1988) and is used to relieve the emotional 

or psychological impact of an event without actually altering 

the situation. Essentially, this strategy involves ways of 

appraising the situation, refocusing attention or seeking 

alternative ways of gratification to enhance wellbeing (Cohen 

& Lazarus, 1983). When uncertainty is appraised as an 

opportunity, buffering methods are used to support that 

uncertainty. Buffering serves to block the input of other 

information that could eliminate the uncertainty. Otherwise, 

uncertainty would be eliminated and the person would perceive 

negative certainty without hope for the future. 

The buffering coping strategy is identified when 

avoidance, denial or neutralizing are seen. Patients who are 

chronically ill, such as those with arthritis, may find 

denial or avoidance to be adaptive methods of coping that are 

affect-oriented. Denial of being ill may enable them to 

maintain a sense of wellbeing and not succumb to the role of 

being ill (Burckhardt, 1987). However, denial, avoidance, and 

detachment could become maladaptive when they prevent patients 
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from either seeking treatment or continuing treatment and the 

disease becomes worse. Use of denial longterm does not allow 

the patient to seek information or learn anything new about 

the disease (White, 1974). The more adaptive affect-oriented 

mechanisms are techniques such as relaxation, biofeedback, and 

cognitive restructuring. They are considered adaptive because 

they allow the arthritis patient to self-regulate and control 

their environment (Burckhardt, 1987). 

There are several studies that have addressed uncertainty 

in illness. Mishel's work (1988, 1984, 1981) has contributed 

much in this area. While Mishel's work is largely based on a 

framework of Lazarus and Folkman (1984), considerable 

revisions have been made and the model provides a structure 

for testing the relationships among uncertainty, appraisal, 

and coping. 

Mishel 

perception 

seriousness 

(1984) examined uncertainty in relation to the 

that hospital events are stressful. The 

of illness was measured by coding the primary 

diagnosis on the Seriousness of Illness Rating Scale (SIS). 

The SIS consists of 126 diagnoses ranked from the least 

serious to the most serious. 

Resul ts showed that there was a strong relationship 

between uncertainty and stress. Lack of information had the 

strongest relationship to uncertainty. The total scale score 

for uncertainty and the uncertainty factor or multi-attributed 
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ambiguity are significantly related to five stress factors: 

isolation from others, separation from family, financial 

problems, loss of independence, and problems with medication. 

The lack of information factor on the stress scale has a 

significant relationship with the unpredictability factor. 

The multi-attributed factor accounted for 12% of the 

stress score and this factor was a significant predictor of 

stress scores. In addition, the variables of seriousness of 

illness, prior hospitalization, age, and education explained 

8% of the variation in uncertainty. The results of this study 

suggested that vagueness, lack of clarity and lack of 

information about events accounted for events being stressful 

rather than the event itself. The inability to attribute the 

events to one factor or another is stressful. 

In a recent study, Mishel and Braden (1987) conducted a 

study to determine the impact of social support upon 

uncertainty during the diagnosis, treatment, and stabilization 

phases of illness. Forty-four women with gynecological cancer 

participated in the study. 

During the diagnosis phase of illness, the uncertainty 

factor of ambiguity emerged as a predictor of total adj ustment 

(R2=.19, p<.003) and as a predictor of the adjustment factor 

of attitude toward health (R2=.26, p~.OOl). The variables of 

social support and number of losses in social network 

explained 35% of the variance of total adjustment. Ambiguity 
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did not enter the equation, but the social support factor of 

affirmation emerged as a significant predictor of 

psychological distress (R2=.21, p<.Ol). 

During the treatment phase as well, ambiguity was a 

significant predictor of total adjustment (R2=.22, p<.OOl) and 

explained 21% of the variance for psychological distress. 

During the treatment phase, affirmation was more closely 

associated with a reduction in complexity rather than with a 

decrease in ambiguity. Complexity emerged as a predictor of 

attitudes toward health care (R2=. 21, p<. 001) . In the 

stabilization phase, unpredictability was a significant 

predictor of total adjustment (R2= .14, p<. 05) and of the 

adjustment of attitude toward health care (R2=.11, p<.05). 

In a similar study by Christman, McConnell, Pfeiffer, 

Webster, Schmidt and Ries, (1988), a longitudinal exploratory 

design was used to assess the relationships over time among 

uncertainty, coping methods, emotional distress and recovery 

following myocardial infarction. The effects of age, 

education and severity of illness were also explored. A total 

of 70 subjects participated. Each subject completed five 

instruments at three times: before hospital discharge, one 

week after discharge, and four weeks after discharge. 

At all three times, uncertainty and emotional distress 

had a significant positive relationship to one another (r=.50, 

r=.46, r=.53, p<.OOl). At discharge, uncertainty was 
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behaviors 

related to the use 

(r=-.29, p<.OS). 
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of control-oriented coping 

One week after discharge 

uncertainty was inversely related to physical activity 

(r=-.38, p<.05). At four weeks after discharge there was a 

significant positive relationship between activity and 

palliative coping behaviors (r=.29, p<.OS). 

Regression analysis showed that the entire model was 

significant prior to discharge and explained 31% of the 

variance in emotional distress. Uncertainty, when added to 

the model, increased the explained variance significantly. 

One week after discharge the model accounted for 55% of the 

variance of emotional distress. Both uncertainty and coping 

methods significantly increased the explained variance. Four 

weeks after discharge the model explained 40% of the variance 

with uncertainty increasing the explained variance. 

The results of this study supported the role of 

uncertainty in influencing a patient's response to illness and 

treatment. The tested model was significant for predicting 

emotional distress over time and uncertainty appears to 

influence that relationship. The importance of determining 

methods of decreasing uncertainty and/or altering responses to 

uncertainty was identified. 

The results of these studies collectively demonstrate 

several points. First, the uncertainty factor of ambiguity 

surrounding illness events is negatively related to 
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adjustment. Ambiguity can also predict a significant portion 

of the variability of adjustment. Similarly, the uncertainty 

factor of ambiguity can predict a large part of psychological 

distress. Further, uncertainty and emotional distress are 

significantly related to one another. Uncertainty has been 

shown to significantly increase the amount of explained 

variance of emotional distress and can also affect the 

recovery of hospitalized patients. Therefore, uncertainty 

plays a major role in the illness continuum. Considered to be 

one cause of emotional distress and a concept which affects 

recovery during illness, uncertainty acts as an adversi ve 

variable, ultimately affecting a person's wellbeing. 

Functional Status 

Functional statu8 is defined as the individual's 

performance in activities of daily living (Liang, 1987). 

Functional status is related to.~nthropometric measurements, 

range of motion, radiologic appearance and laboratory values, 

but these can never themselves predict a person's level of 

functioning (Liang, 1987). Functional status can be 

determined by the interaction of several factors, including 

physiological factors, psychosocial factors, and environmental 

factors. The degree of functional ability, functional status 

is frequently considered when making decisions regarding 



60 

treatment regimens and choices in arthritis (Tugwell, 

Bombadier, Buchanan, Goldsmith, Grace & Hanna, 1987). 

The primary problem which exists when discussing 

functional status is the relative lack of agreement on how the 

term should be defined. A great deal of attention has been 

directed to health status instruments as a substitute for 

functional status, inferring that functional status and health 

status are one and the same (Guccione & Jette, 1990). 

However, health status is related more to the disease process 

and impairment, as well as function (Nagi, 1965). What is 

necessary is to separate functional status from other concepts 

to achieve a more precise sense of the concept as used here. 

Functional status, as operationally defined, relates to 

performance of activities of daily living; joint flexion is 

required for certain of those activities. Attempts have been 

made to identify the range of degrees needed for each 

activity. For example, 90 degrees of knee flexion is required 

for rising out of a low chair. Greater degrees of flexion are 

critical in attaining functional independence. Indicators of 

function range from muscle strength, flexion of the joint, and 

gait characteristics (Roush, 1985). 

There have been many studies which address anthropometric 

as well as range of motion issues as they relate to functional 

status. Brinkman and Perry (1985) studied the relationship 

between gait velocity and the rate and range of knee motion 
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during ambulation in healthy and arthritic subjects. The 

premise for the study was that by comparing rate and range of 

knee motion between healthy and arthritic subjects, the effect 

of RA or OA knee pathology on gait before and after knee 

arthroplasty could be determined. A total of 72 adults with 

no known pathology of the knee, as well as 69 RA subjects and 

20 OA subjects participated in the study. Results showed that 

there were substantial changes in gait velocity and a trend 

toward increased rates and range of knee motion in the 

arthritic subjects after total knee arthroplasty. Surgical 

intervention to decrease the effect of pathologic processes 

appears to be the key in increasing knee flexion rat.es and 

range. 

The results of the study demonstrated that changes in 

functional status can be related to the pathologic changes in 

the joint. Thus, pathologic changes in the joint may also 

change functional status due to loss of motion in an 

extremity. There appears to be a close relationship between 

joint changes and functional status. However, as previously 

discussed, pain, rather than structural changes in a joint, is 

responsible for changes in ambulation. While mobility is 

dependent upon adequate range of motion, strength and comfort 

are also implicated (Banwell, 1984). The decreased functional 

status from RA or OA is related to pain, weakness, limited 

motion and deformity (Collopy, Murray, Gardner, DiUlio, Gore, 
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1977). Collopy et al. (1977) studied 20 patients with RA and 

OA undergoing total knee replacement in an effort to assess 

the effectiveness of total knee arthroplasty in correcting 

pain and weakness, improving joint flexion and comfort and to 

document the change in functional status following surgery. 

The authors found that after total knee replacement, the 

strength of the knee extensor muscles improved, most likely 

because of pain relief, an increase in exercise, and increased 

activity levels. The results also showed that while the loss 

of knee joint flexion did not appear to limit the ability to 

walk, it did affect the ability to climb stairs and getting in 

and out of chairs. Increased muscle strength does improve 

functional status since it allows the person to increase the 

range of motion to the joint, and to maintain function. 

Decreased pain also leads to an increase in functional status 

through exercise which increases muscle strength. 

In a related study, Roush (1985) studied the effect of 

total hip and knee arthroplasty on functional status and 

whether specific demographic variables were useful in 

predicting changes in functional status after surgery. Forty

three subj ects participated in the study. In contrast to 

other studies, the results of this study did not show that 

total joint replacement was effective in changing functional 

status. In fact, 65% of the subjects reported no change in 

functional status and 30% reported an improvement while 5% 
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reported a loss of function after surgery. Gender was the 

only significant (p<.OS) demographic variable predicting 

functional status with women scoring higher on functional 

status than men. There were no significant differences 

between age groups (s. 62 and > 62 years old) or whether 

surgery involved the hip or the knee. 

Increased joint flexion and decreased pain were two 

factors which facilitate functional improvement so there 

should have been an increase in functional status. However, 

there may have been other health-related problems or the 

effect of the chronic nature of the disease which may have had 

a greater impact on functional status. More importantly, the 

presence of well-established behavior patterns which served to 

accommodate the disability over the years may have had a 

lasting effect on the measurement of functional status. 

However, there may be additional explanations for these 

results. The measurement tools may not have been reliable 

measures. In studies such as this, the tool should be able to 

detect small, incremental changes over time, especially when 

measuring the effect of medical or surgical intervention. 

The results reported from these studies indicate that 

functional status is a major component of the clinicians' 

considerations for continued treatment and treatment choices 

in arthritis. Functional status is one aspect of the 

arthritis experience which is consistently maintained. There 
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are high correlations between severity of illness concepts 

(i.e., joint pain, joint stiffness, fatigue and mobility) and 

functional status. 

The importance of maintaining functional status becomes 

apparent when clinicians work with people with arthritis on a 

daily basis. Loss of function can mean that a person needs 

help from others to perform certain activities of daily 

living. Consequently, altered functional status can also be 

related to changes in the sense of wellbeing. The adversity 

of maintaining adequate function to perform activities of 

daily living can affect the way one perceives his/her life. 

Self-Esteem 

Self-esteem has been defined as the positive as well as 

the negative feelings one has toward oneself. Self-esteem has 

also been defined as the extent to which a person believes 

that he or she is capable, significant, successful and worthy 

(Coopersmith, 1967). High self-esteem appears to be related 

to healthy behaviors (Coopersmith, 1967). Persons with low 

self-esteem tend to be more passive and less effective in 

their environment (Rosenberg, 1965; Ziller, Hagey, Smith & 

Long, 1969). Lower self-esteem has been related to high 
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levels of depression, anxiety and functional impairment 

(Antonucci & Jackson, 1983). Self-esteem has been documented 

as one of the strongest predictors of wellbeing (Czaja, 1975; 

Deiner, 1984; Reid & Ziegler, 1980). Self-esteem has been 

studied in several different areas and has been examined as an 

outcome variable as well as a mediator and antecedent variable 

(Burckhardt, 1985). 

Burckhardt (1985) examined self-esteem as a mediator of 

the rheumatoid arthritis experience. In that study, she found 

that self-esteem accounted for 25% of the variance of quality 

of life (p~.OOl). Subjects who were able to maintain a more 

positive attitude about themselves had a higher level of 

quality of life. For certain patients, this feeling of 

self-worth was difficult to maintain, and consequently, those 

patients reported a lower quality of life. The results also 

showed that people with longstanding illness who are older are 

more likely to develop a low self-esteem when they are 

functionally impaired. 

Lewis, (1982) reported that self -esteem and sense of 

control are closely related. A focus of "support-oriented" 

care used with patients with late-stage cancer is the 

affirmation of self-worth. This is accomplished by 

encouraging feelings of control over the situation. However, 

little research has been done to systematically study this 

assumption. Using both the Social Learning Theory (Rotter, 
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1966) and Seligman's Theory of Helplessness (Seligman, 1975) 

Lewis studied the relationships between control, self-esteem 

and anxiety. Results showed that self-esteem significantly 

correlated with personal control over one's life (r=-.33, p= 

.001) . Similarly, Chamberlain (1985) reported that self

esteem is related more to the positive component of wellbeing 

whereas personal control related more to the negative 

component of wellbeing. 

Dirksen (1990) tested a theoretical model to predict 

subjective wellbeing. The concepts of locus of control, 

social support, and self-esteem were used. The definition of 

self-esteem was taken from the self-concept theory (Allport, 

1955) which defines self-esteem as satisfaction with self. 

Coopersmith (1967) stated that the level of perceived self

worth (self-esteem) is based on the perception that the 

ability exists to influence and control events. Dirksen 

studied 75 subjects who had a diagnosis of malignant melanoma. 

The Self-Esteem inventory was used to measure the evaluation 

about self. The results from this study indicate that self

esteem had a significant positive relationship with wellbeing 

and accounted for most of the explained variance in wellbeing. 

These results all contribute to the argument that high 

levels of self-esteem are related to high levels of wellbeing 

and contribute significantly to the variance of wellbeing. 

Andrews and Withey (1976) suggest that global feelings of 
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wellbeing can be predicted by the single measurement of 

satisfaction with self. Clearly, the power of self-esteem to 

predict wellbeing is without question. 

Mastery 

Mastery has been defined as the extent to which one 

believes that one's life-chances are under one's own control 

(in contrast to being under fate's control) (Pearlin & 

Schooler, 1978). Originating from Rotter's (1966) Social 

Learning Theory, this concept is based on a theory which 

asserts that a relationship exists between a person's actions 

and the outcome of those actions. Mastery has been tested as 

a mediating variable by several authors. However, there is 

some difference of opinion of whether mastery is a 

situationally based variable (Pearlin & Schooler, 1978; 

Rosenbaum, 1988) or a generalized personality trait that 

functions to maintain a global perspective about personal 

control of events, regardless of the situation (Folkman, 

Lazarus, Gruen & DeLongis, 1986; Rotter, 1975). 

Mishel and Sorenson (1991) examined a portion of the 

Uncertainty in Illness Theory wherein mastery was proposed to 

mediate the relationship between uncertainty and the appraisal 

of danger and opportunity. In this study, the investigators 

examined mastery to determine whether it was situationally 
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specific or globally specific. Mastery was also examined as 

a mediator between uncertainty and the appraisals of danger 

and opportunity. 

The investigators studied 131 women receiving treatment 

for gynecological cancer. The results indicated that mastery 

was a situationally specific personality variable 

appraisal of both danger and opportunity. However, 

support was garnered for the effectiveness of 

in the 

little 

coping 

strategies as mediators between emotional distress and 

uncertainty appraised as an opportunity or a danger. 

Together, these results indicate that uncertainty reduces 

the perceived availability of personal resources to cope with 

the situation and the results supported the perspective of 

mastery as a situationally specific variable. From the global 

personality view, mastery was not stimulated in the situation 

of uncertainty. It is explained that under conditions of 

uncertainty, the person is not able to assign meaning to the 

event, therefore is unsure of how to respond. More 

importantly, though, is the result that when mastery is 

reduced during conditions of uncertainty, then the appraisal 

of danger is made. This finding is very important, since 

interventions must be generated which will enhance the 

feelings of mastery so that appraisals of opportunity are 

enhanced and appraisal of danger is reduced. 
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demonstrates how mastery functions in chronic illness and 

certainly more research is needed in this area. Further 

testing in this area would include examining mastery in 

different chronic illnesses, mastery as a mediator in 

cognitive appraisal, and mastery in a paradigm which includes 

other psychological resources such as self-esteem. 

Wellbeing 

A major contribution of nursing to the study of wellbeing 

has been in the area of chronic illness conditions. Several 

key studies have examined the wellbeing of chronic pain 

patients, chronic disease patients and the elderly. Lambert 

(1985) studied women with rheumatoid arthritis in an attempt 

to determine what factors were associated with wellbeing. She 

examined social support, severity of illness and certain 

demographic characteristics (age, income and education) in 

relation to each other and to wellbeing. The sample consisted 

of 92 women who had a diagnosis of "clinical or definite" 

rheumatoid arthritis. 

The results of the study show that there were significant 

positive relationships between dependence on others and length 

of illness (r=.34)i difficulty in performing tasks and age 
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(r=.25) i difficulty in performing tasks and age (r=.31) and 

difficulty in performing tasks and length of illness (r=.32). 

There were also significant negative correlations between 

psychological wellbeing and the two variables of pain (r=-. 29) 

and difficulty in performing tasks (r=-. 27) . The author 

argued that these findings could help identify women with 

rheumatoid arthritis who are at great risk of experiencing 

limitations in physical activity either because of their 

illness severity, or a decreased level of psychological 

wellbeing or a limited support system. Identifying women who 

would be prone to difficulties in task completion, dependence 

on others and while experiencing pain would provide an 

opportunity to nurses to intervene at points that would 

enhance psychological wellbeing. The author investigated the 

same concepts as have been investigated in research on the 

variable of uncertainty (i.e., age, severity of illness, 

social support). The results of this study support the 

relationships between the concepts of severity of illness, 

uncertainty in illness, and the use of coping mechanisms. 

Another area of chronic illness research that has 

complemented Lambert's study was a study conducted by Laborde 

and Powers (1980). These researchers compared the chronic 

status of patients undergoing hemodialysis and patients 

suffering from osteoarthritis. These authors sought to 

determine whether or not the impact of chronic illness on the 
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sense of wellbeing and the perceived state of health was 

related to the complexity of the disease. The authors 

maintained that regardless of how a chronically ill person is 

affected, a full and productive life is somehow affected, thus 

ultimately affecting quality of life. 

The authors used a framework and measurement method 

originally proposed by Cantril (1965). This framework was 

based on the premise that every person learns what important 

needs they have so that everything they do goes toward 

satisfying those needs (Cantril, 1965). The authors used a 

comparison of past, present, and projected future cognitive 

appraisals of satisfaction with life through the use of 

Cantril's (1965) Self-Anchoring Life Satisfaction Scale. 

Forty patients were evaluated in this study: 20 patients with 

end-stage renal disease undergoing hemodialysis and 20 

patients with osteoarthritis. 

Patients with OA rated their present life quality lower 

than did the hemodialysis patients. 

the chronic pain associated with 

This was attributed to 

osteoarthritis. The 

optimistic response of hemodialysis patients as contrasted 

with the osteoarthritis patient was traced to the use of the 

hemodialysis machine. This machine, which extends life and 

overcomes the threat of treatment, may represent a state of 

wellness for these individuals. Thus, with hemodialysis, the 

chances of living a relatively adjusted life is a greater 
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possibility in contrast to living with osteoarthritis which 

does not hold the same possibility. 

The conclusions from this study were that hemodialysis 

patients are able to live a relatively satisfying life. On 

the other hand, there was speculation that a disease 

accompanied by chronic pain and/or decreased mobility has a 

greater negative impact on the sense of wellbeing than does a 

life-threatening illness not marked by pain. 

There are several parallels that can be drawn with 

respect to the RA and OA populations. One parallel would be 

that the same or even more severe pain exists in rheumatoid 

arthritis which would have the same impact on wellbeing as in 

the osteoarthritis population. Patients with RA may have a 

lower level of wellbeing because of the pain that they 

experience. Another parallel one could draw from these 

results is that because there is no cure for arthritis, RA 

sufferers can be considered in a chronic state of illness 

because they do not have a future that will put them in a 

state of wellness. 

In a similar study, relevant to chronic illness, Brown, 

Rawlinson and Hilles (1981) attempted to determine the 

effectiveness of a theoretical model that explained the 

differences in life satisfaction in persons with different 

chronic diseases. The authors stated that chronic diseases 

pose a major threat to many populations and affect the daily 
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lives of the victims. The model used to support the research 

study contained four independent variables: physician 

assessment of the patient's health, the patient's measure of 

his/her own health, the context of the patient's social 

activity, and the patient's perception of locus of control. 

The authors anticipated that these four variables would 

directly affect life satisfaction. 

The authors chose patients who were diagnosed with 

chronic obstructive pulmonary disease (COPD) and patients with 

coronary artery disease (CAD). Over a three-month period 32 

COPD patients and 51 CAD patients were studied. 

The results showed that both groups were only moderately 

satisfied with life, but that the CAD patients were more 

significantly satisfied than the COPD patients (t=2.94, 

p<.Ol). The two groups also differed significantly in extent 

of social activity (t=4.14, p<.OOl) and the COPD patients 

appeared to be more disabled than the CAD, patients (t=2.76, 

p<. 01) . The data from the COPD patients supported the 

argument that greater disability would be associated with 

perceptions of poorer health (r=.44) and an external locus of 

control (r=. 30). The data from the CAD patients supported the 

prediction that the degree of social activity would be less 

for the more disabled (r=. 24) and greater for those who 

perceived better health (r=.25). 
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For both groups, social activity was significantly 

associated with life satisfaction (r=.32 and r=.57 for CAD and 

COPD respectively). Additionally, perceived health was the 

second most important predictor of satisfaction for the CAD 

patients. For the COPD patients, disability was a more 

significant predictor of life satisfaction than perceived 

health. These data demonstrate that depending upon the type 

of chronic illness, levels of life satisfaction are different. 

Moreover, those variables which are associated with higher or 

lower levels of life satisfaction vary across specific chronic 

illnesses. 

Another study of life satisfaction among the elderly 

comes from the work of Markides and Martin (1979). The 

independent variables under study were health, income, 

education and activity. The sample consisted of 141 subjects 

and the variables were measured using four instruments. 

Results indicated that the variables explained almost 50% of 

the variance of life satisfaction among males and almost 49% 

among females. Activity, for both genders, emerged as a 

strong predictor of life satisfaction. Health was a strong 

predictor of life satisfaction as well. Income had a negative 

effect on life satisfaction in males, but a small, positive 

effect in females. Education had a minor effect on life 

satisfaction for females, but a strong effect on life 

satisfaction for males. 
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Wellbeing has also been evaluated in terms of "quality of 

life". Lewis (1982) studied the association of experienced 

personal control and quality of life for late-stage cancer 

patients. Fifty-seven patients diagnosed with late-stage 

cancer were used in the study. Two theoretical frameworks 

were used to guide this study: Rotter's Social Learning 

Theory (1966) and Seligman's Theory of Helplessness (1975). 

The premise was that, to varying degrees, individuals with 

late-stage cancer believe either they can or cannot control 

their situation and outcomes. As a result they can suffer 

from anxiety, a diminished sense of purpose in life and 

lowered self-esteem. 

Results showed that the experience of personal control 

(i.e., locus of control) over one's life was a significant 

predictor of quality of life. This is in contrast to the 

Brown et al. (1981) study that showed locus of control was not 

a significant predictor of life quality. However, the measure 

of experienced control is a one-item measure which may 

explain the significant prediction of quality of life. 

The authors concluded that there was evidence to support 

the importance of experienced personal control over life as a 

significant correlate of psychological wellbeing in late-stage 

cancer patients. The authors acknowledged the limitations 

inherent in a I-item scale indicator, thus results should be 

used with caution. 
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What the results of this study may offer to the arthritis 

population is an acknowledgement that little or no control 

over one's disease process may inhibit fulfillment of a higher 

level of wellbeing. Being unable to control rheumatoid flares 

or the pain associated with the disease may affect wellbeing. 

One of the greatest contributions of nursing to the study 

of wellbeing has been through the work of Burckhardt (1985). 

Using a cognitive framework, a causal model was developed 

which demonstrated the interaction between disease-related 

variables and demographic and social factors. The purpose of 

the study was to describe and explain the impact of physical, 

psychological, and social factors on the perception of quality 

of life in arthritis. 

The cognitive framework used for this study was an 

adapted framework by Lazarus and Cohen (1976). The framework 

proposed that the impact of environmental variables on 

personal adaptive outcome is mediated by psychological 

factors. The variables of age, sex, severity of pain, 

severi ty of impairment, socioeconomic status, and social 

network configuration were selected as input variables. The 

mediating variables were perceived support, negative attitude 

toward the illness, self -esteem and internal control over 

health. The outcome variable was quality of life. Ninety

four arthritis subjects participated and each subject 

completed several questionnaires. 
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A multiple regression equation, using all the predictor 

variables explained 46% of the variance of quality of life. 

Five of the variables accounted for the majority of the 

variance: the input variable of severity of impairment, and 

the mediating variables of perceived support, negative 

attitude toward the illness, self-esteem, and internal control 

over health. The author concluded that self esteem, a sense 

of personal control, and supportive relationships play major 

roles in determining the level or quality of life of persons 

with rheumatoid arthritis. 

These studies serve to support the findings of previous 

studies with regard to health and activity. If health and 

activity are significant predictors of life satisfaction, then 

the effects of the arthritis disease process may be 

significant predictors as well. If the severity of the 

illness is such that activity and perception of health are 

compromised then the perceived state of wellbeing will be 

compromised based upon the meaning given to the situation as 

well as the response to the situation. 

Summary of Literature Review 

The variables of severity of illness, dependency, 

uncertainty and functional status, self-esteem, mastery and 

wellbeing have all been investigated with various groups. Not 
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all variables have been defined consistently across all 

studies. One reason is that some of the concepts have been 

used interchangeably. Also, some of the measurement tools 

have been imprecise and unreliable. 

Severity of illness, as used in this study, is defined by 

a clinical disease state perspective. While there are many 

classification methods for arthritis, use of tools which 

measure the symptoms of the disease process which mark the 

illness truly measure severity of illness. For the arthritis 

population that would be by measuring pain, joint stiffness, 

fatigue, and mobility. 

Dependency is difficult to measure because there is 

overlapping of the definition with the concept of disability, 

health status, and functional status. The literature supports 

dependency as the degree of reliance on others for completion 

of activities of daily living and provides direction for 

future research. 

Uncertainty plays a role in the arthritis experience. 

Whether appraised as a danger or opportunity, uncertainty has 

been tested as being related to severity of illness as well as 

other predictor variables. 

Functional status is 

activities of daily living. 

the level of performance in 

Although functional status is 

related to clinical laboratory values and physical condition, 

these parameters can never predict functional status. 
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Therefore, further research is worth considering since an 

increased severity of illness may impact upon functional 

status. Even more important, though, is the consideration 

that whatever tool is used to measure functional status, to be 

of any value, it must be able to detect small incremental 

changes over time. 

Self-esteem has been examined as an important variable in 

chronic illness literature. However, some investigators have 

defined it as a part of life quality, whereas others have 

defined it as a mediator of wellbeing. Despite the indepth 

research on this concept, further research is needed to 

determine how the concept functions as a mediating variable in 

chronic illness. 

Mastery has also been examined as a mediating variable in 

chronic illness. Since it has been defined from the view of 

control over the environment, it is often equated with 

behaviors that demonstrate control. However, it should be 

viewed as a personality trait and not a behavior. There is a 

definite lack of research in this area and as with self

esteem, work in the future should examine the function of 

mastery as a mediating variable in chronic illness. 

Wellbeing presents the same measurement problems as does 

severity of illness, dependence, and functional status. 

Wellbeing has a multitude of definitions and uses, and leads 

to the problem of measurement reliability. Quality of life 
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and satisfaction operate together to form wellbeing, although 

not everyone concurs with this point. The literature does 

support the view that wellbeing is most often seen as an 

outcome variable, but recognizing that many variables impact 

upon it, further research is necessary to further clarify the 

variable. 
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This chapter includes a description of the research design, 

the population, the sample, the protection of human subjects, and 

the setting. This chapter also includes a description of the 

instruments that were used, including the reliability and validity 

of each tool, the data collection procedure and the data analysis 

plan. 

Research Design 

The purpose of this study was to develop an understanding of 

the concept of wellbeing in persons with arthritis. A descriptive 

correlational design with a causal modeling approach (Brink & Wood, 

1983) was used to examine the relationships between the variables 

as measured by the subjective ratings of arthritis patients' 

perceptions of the selected variables. Causal modeling is a method 

which focuses on answering questions about possible causes by 

providing explanations of phenomena (effects) as the result of 

previous phenomena (causes) (Asher, 1983). Causal modeling 

specifies relationships between independent variables and dependent 

variables (Asher, 1983). Each link between each variable 
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represents a hypothesis that is tested by estimating the magnitude 

of the relationship. This methodology is appropriate in situations 

where an experimental design cannot be instituted due to lack of 

control over the setting (Asher, 1983; Hinshaw, 1984). 

Sample 

A total of 128 subjects were included in this study. The 

names of persons with a diagnosis of either rheumatoid arthritis or 

osteoarthritis were obtained from three groups of practicing 

physicians who treat arthritis patients. Cri teria for subj ect 

inclusion were: 

1. a definitive diagnosis of rheumatoid arthritis or 
osteoarthritis according to the American 
Rheumatism Association criteria (Arnett et al., 
1988) . 

2. 18 years of age or older 

3. able to read, write and understand English 

4. willing to participate in the study 

Protection of Human Subjects 

The proposal for this study was reviewed and approved by the 

University of Arizona Human Subjects Committee, the College of 

Nursing Human Subjects Committee, and the Tucson Medical Center 

Human Research Committee (Appendix A). Confidentiality was 

maintained by the use of anonymous subject numbers to code the 

questionnaires. Only the investigator had a list of subject names 
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and numbers. The subjects were free to withdraw from the study at 

any time. 

Data Collection Plan 

The subjects were identified through office records of three 

groups of physicians in a large southwestern city. The physicians 

provided a list of all patients who had a diagnosis of rheumatoid 

arthritis or osteoarthritis. After determining which patients met 

the criteria for inclusion, each subject was approached personally 

and invited to participate in the study. The purpose of the study 

was explained and written consent was obtained. Subjects were 

given a set of 7 questionnaires to complete. Included in the set 

was a demographic data sheet and instruments designed to measure 

severity of illness, dependency, uncertainty, functional status, 

self -esteem, mastery, and wellbeing. The package of questionnaires 

included a postage paid return envelope. 

The subj ects were instructed to complete the questionnaires at 

a time that they felt they would be least fatigued and most able to 

concentrate on the individual items. The questionnaires were 

arranged in the same order for each subject. 
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Instruments 

Seven instruments were used to gather data on the variables of 

interest. Six of the instruments were presented as visual analogue 

scales (VAS) while one (The Functional Status Scale) was a Likert-

type scale. Additionally, a demographic data sheet served to 

describe each subject in more depth. There were a total of 88 

items on the questionnaires and 10 items on the demographic sheet. 

Severity of illness was measured by the Arthritis Index of 

Disease Activity (Crosby, 1992). This instrument is an 8-item VAS 

that elicits subjective perceptions of morning and evening joint 

pain, joint stiffness, energy levels, and mobility. The scale was 

scored in the positive direction for greater disease activity. The 

alpha coefficient has been reported to be .89 (Crosby, 1992). 

Test-retest reliability using a sample of persons with arthritis 

who completed the instrument on two consecutive days was r=. 92 

(p=. 007) . Exploratory factor analysis has demonstrated a two 

factor solution with all items evaluated in the morning loading on 

one factor and all items evaluated in the evening loading on the 

second factor. 

Dependency was measured using the Reliance Scale (Benoliel et 

al., 1980). The original scale consisted of 10 items which 

assesses various daily competencies. One item was deleted since it 

did not address an arthritis-specific difficulty (i. e., bowel 

control). The endpoints for the Reliance Scale are from 'total 

dependence on others' to 'complete independence'. Each endpoint 
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fully explains what can be used as a basis for answering each 

separate item. The scale was scored in the positive direction for 

self -reliance or independence. Three subscales are contained 

within the Reliance Scale: self-care, mobility and social 

competencies. These three subscales, tested on an ambulatory 

cancer population, have reported alpha coefficients of .79, .82 and 

.78 respectively (Benoliel et al., 1980). Representative concepts 

of the self-care competence subscale (bathing, feeding, dressing, 

toileting) and mobility competence (walking, transferring and 

possibly stair climbing) were included in this study. Travelling 

(part of the mobility competence), consciousness, role activity, 

social interaction and social interest (concepts in the social 

competency scale) were also included. 

Uncertainty was measured using the 13-item Mishel Uncertainty 

in Illness Scale (MUlS) (Mishel, 1981). The MUlS was originally 

developed as a measuring tool for uncertainty in hospitalized 

patients. Originally a 34-item, five point Likert-type format, the 

scale is now in a VAS format and has been reduced to 13 items. 

Endpoints for this scale are "strongly agree" to "strongly 

disagree" and is scored in the negative direction for uncertainty. 

Replication studies have shown that with the arthritis population, 

two factors exist with alpha coefficients of .89 and .72 

respectively for the multi-attributed ambiguity factor and the 

unpredictability factor (Gerhard, 1993). Numerous validation 
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studies have been conducted, and convergent and construct validity 

have been demonstrated (Mishel, 1984). 

Functional status was measured using the Lee Functional Status 

Questionnaire (Lee, Jasani & Dick, 1973). This tool is a 19-item 

scale that is specific to the RA population. This scale is 

particularly useful in describing small, incremental differences in 

functional status before and after medical or surgical 

intervention. Using a three point Likert-type format, this scale 

assessed the functional status of a person. The categories from 

which to choose in response to the question "Can you ... " are "Yes, 

with no difficulty", "Yes, but with difficulty, e.g., pain, 

weakness or stiffness", or "No". The scale was scored in the 

positive direction for decreased functional status. This 

instrument correlates significantly (p~ .05) in the rheumatoid 

arthritis population with alternative, standard measures of 

functional status, time to walk 50 feet (r=.47), grip strength 

(r=. 57), and the Ritchie Articular index of joint tenderness 

(r=.62) (Lee, Jasani & Dick, 1973). 

Self-Esteem was measured using the Self-Esteem Scale. It is 

a 9-item scale that was developed by Rosenberg in 1965. This scale 

is useful in that it includes two subscales: one for positive 

attitude, and one for negative attitude. Using a visual analogue 

format, the endpoints for each of the items were "strongly agree" 

to "strongly disagree". The scale was scored in the positive 

direction for high self-esteem. Concurrent validity with other 
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self-esteem measures has been reported at r=.60 (Coopersmith, 

1984) . 

Mastery was 

Schooler, 1978). 

measured using the Mastery Scale (Pearlin & 

Used to describe the extent to which the person 

has control over life's chances, this instrument uses a VAS format. 

The endpoints for this tool are "strongly agree" to "strongly 

disagree". This scale was scored in the positive direction for 

mastery. Internal consistency of the original scale has been 

reported at .63, below the recommended level of .70. Since this 

scale had not been used extensively, additional reliability and 

validi ty analyses were conducted on this scale and have been 

reported within the findings section. 

Wellbeing was measured using the Symphony Scale (Arslanian, 

1990) which was developed to measure cognitive and affective 

aspects of wellbeing. Using a VAS format, this instrument uses 

separate endpoints for each item. Answering the question "My life 

is ... " the endpoints are "Just the way I thought it would be" to 

"Not at all the way I thought it would be"; "Satisfying" to 

"Unsatisfying"; "Pleasant" to "Unpleasant"; "Full to Empty"; 

"Worthwhile" to "Useless"; "Enjoyable" to "Miserable"; "Hopeful" to 

"Discouraging"; and "Full of Achievement" to "Full of Failure". 

The scale was scored in the negative direction for higher levels of 

wellbeing. A pilot test on 20 subjects with either rheumatoid 

arthritis and osteoarthritis using this 8-item instrument yielded 

an alpha coefficient of .90 (Arslanian, 1990). 
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Data Analysis 

The statistical measure is presented with each research 

question. A level of p~.05 was set as the level of acceptable 

significance. 

Question 1: "What are the relationships between and among the 

concepts of severity of illness, dependency, uncertainty, 

functional status, self-esteem, mastery and wellbeing in persons 

with rheumatoid and osteoarthritis?" Pearson Product-Moment 

Correlation Coefficients were used to determine the relationships 

between the variables. Each variable in the conceptual framework 

was tested against each other variable to determine the 

relationships. Consequently, the correlational matrix could be 

assessed to determine whether multicollinearity existed between the 

independent variables in the causal model. 

Question 2: "Do the concepts of severity of illness, 

dependency, uncertainty, functional status, self-esteem, and/or 

mastery contribute significantly to the variance of wellbeing?" A 

causal analysis was conducted to answer this question. Using 

severity of illness, dependency, uncertainty, functional status, 

self-esteem, and mastery as the predictor variables, the amount of 

variance explained for wellbeing was determined using a stepwise 

regression analysis. Multiple regression was conducted using the 

sum of least squares method. A scatterplot was generated to 

determine linearity of the variables to each other and evidence of 

multicollinearity was sought. The coefficient of determination 
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(R2) was calculated for the model and the relative predictive 

ability of the variables on wellbeing was determined. 

Question 3: liDo self-esteem, and/or mastery function as 

mediators of wellbeing? To answer this question, a further 

regression analysis to test the mediation effects was conducted. 

Following the data analysis for question 2, the total variance of 

wellbeing explained from the regression analysis was examined with 

and without self-esteem and mastery. Separate path analyses were 

conducted using each of the variables of dependency, uncertainty, 

and functional status separately. Determining the mediating 

function of self-esteem and mastery required 9 paths for each of 

the mediators. 

Question 4: "What are the patterns of responses in arthritis 

patients for the variable of wellbeing? To answer this question, 

a profile analysis was conducted. Profile analysis can be 

accomplished by using an analysis of variance (ANOVA) and factor 

analysis. The sample was separated into two groups: one group 

whose overall score was above the mean for the wellbeing scale and 

another group whose overall score was below the mean. These two 

groups were compared using ANOVA to determine within group and 

between group effects. Factor analysis was also performed for the 

two groups separately to determine whether there were differences 

in the factor structure of the instrument depending on the overall 

mean score. 
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Summary 

A descriptive correlational design was used to collect data on 

the concepts of severity of illness, dependency, uncertainty, 

functional status, self-esteem, mastery and wellbeing. A total of 

128 subjects with either rheumatoid arthritis or osteoarthritis 

completed 7 instruments which addressed the concepts of interest. 

Using a regression equation, the relative predictive ability 

of severity of illness, dependency, uncertainty, functional status 

as it is mediated by self-esteem and mastery relative to wellbeing 

was determined. The goal of the research was to determine the 

level of wellbeing by evaluating the causal relationships between 

multiple variables. 
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RESULTS OF DATA ANALYSIS 
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The purpose of this study was to develop an understanding 

of the concept of wellbeing in persons with arthritis. This 

was accomplished by testing a theoretical model which 

predicted the relationships between and among the multiple 

concepts. 

Within this chapter the results of data analysis are 

presented including 1) a description of the sample; 2) the 

psychometric properties of the instruments; 3) the 

relationships between and among the variables; 4) the testing 

of the theoretical model through regression analysis; 5) 

testing of the mediating variables and 6) description of the 

patterns of response associated with wellbeing. After an 

initial summary of demographic and psychometric data, results 

are presented according to the stated research question. 

Demographic Data 

A total of 155 people with either rheumatoid arthritis or 

osteoarthritis were invited and agreed to participate in the 

study. The majority (N=128) returned their questionnaires in 

a timely manner for a 85% return rate. 

Demographic data on the 128 subjects revealed that 36 

(28%) were male and 92 (71%) were female. Their ages ranged 
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from 29 to 87 years. The average age of the sample was 66 

years (Table 1). 

The sample was divided into those who had a diagnosis of 

rheumatoid arthritis or osteoarthritis (Table 2). Fifty-nine 

subjects (46%) had a diagnosis of rheumatoid arthritis and 64 

subjects (50%) had a diagnosis of osteoarthritis. A somewhat 

surprising finding was that 5 subjects (4%) did not know 

whether they had rheumatoid or osteoarthritis. When 

questioned further to determine their knowledge of their 

disease or why they had a joint replacement, these 5 subjects 

replied "I don't know" or "My doctor told me I needed a hip 

(or knee) replacement" or "Because my bones are rubbing 

together" . 

There was a wide range in years that the subjects had 

been diagnosis with arthritis (Table 3), i. e., three (2%) were 

newly diagnosed rheumatoid arthritis patients and three (2%) 

had arthritis of either type for over 60 years. The average 

number of years with arthritis, however, was 20 years. 

Twenty-four subjects (19%) were receiving disability 

payments and 103 (81%) were not (Table 4). One subject (.8%) 

did not answer the question. Twenty-three subjects (19%) 

indicated that they were still working outside the home and 

103 (81%) indicated that they were not employed (Table 5). 

Two subjects (1.6%) did not answer the question. 



Table 1. Demographic Data on the Sample: Age (N=128) 

Years of Age 

Under 30 
30-40 
41-50 
51-60 
61-70 
71-80 
81-90 

Total 

Mean=66.0 
S.D.=11.76 
Median=68.5 
Mode=67 

n 

1 
6 
8 

17 
46 
41 

_9_ 

128 

% of Sample 

.8 
4.6 
6.3 

13.3 
36.0 
32.0 

7.0 

100.0 

93 
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Table 2. Demographic Data on the Sample: Diagnosis (N=128) 

Diagnosis n % of Sample 

Rheumatoid Arthritis 59 46.0 
Osteoarthritis 64 50.0 
Unknown _5_ 4.0 

Total 128 100.0 

Table 3. Demographic Data on the Sample: Number of Years 
with Arthritis (N=128). 

Years with Arthritis 

0-10 
11-20 
21-30 
31-40 
41-50 
51-60 
61-70 
Unknown 

Mean=20.5 
S.D.=14.5 
Median=19 
Mode=10 

Total 

n 

40 
36 
22 
12 

8 
2 
3 

_5_ 

128 

% of Sample 

31.3 
28.1 
17.2 

9.4 
6.2 
1.6 
2.3 
3.9 

100.0 
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One hundred and twelve subjects (88%) had 1 or more 

joints replaced (Table 6) while 15 subjects (12%) had not had 

any joints replaced. Of the 112 subjects who had undergone 

joint replacement surgery, the number of joints replaced 

ranged from 1 (n=48) to 16 (n=l). This included several 

revisions of the same joints and hand, elbow, wrist, ankle and 

shoulder replacements as well (Table 7). In this sample, the 

hips and knees were primarily involved. 

Psychometric Properties of the Instruments 

One of the assumptions of causal modeling, as in all 

types of statistical analysis , involves measuring the concepts 

without error (Asher, 1983). The assumption infers that the 

instruments measure what they were developed to measure and 

that they are highly reliable and valid tools. The 

reliability of an instrument relates to the degree to which an 

instrument's construction consistently relates to the same 

concept (Polit & Hungler, 1983). The validity of an 

instrument relates to the degree to which an instrument 

measures the concept it purports to measure (Polit & Hungler, 

1983). An instrument which is not reliable cannot be valid. 



Table 4. Demographic Data on the Sample: Disability 
Payments (N=128). 
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Disability Payments n % of Sample 

Yes 24 18.8 
No 103 80.4 

Missing __ 1 _._8 
Total 128 100 

Table 5. Demographic Data on the Sample: Employment (N=128). 

Employed n % of Sample 

Yes 23 17.9 
No 103 80.5 

Missing 2 1.6 
Total 128 100.00 
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Table 6. Demographic Data on the Sample: Joint Replacement 
(N=128) . 

Number of Joints Replaced 

o 
1-2 
3-5 

6-10 
11-16 

Mean=2.5 
S.D.=2.3 
Median=2.0 
Mode=1.0 

Total 

n 

15 
78 
26 

7 
--2. 

128 

% of Sample 

11. 7 
60.9 
20.3 
5.5 
~ 

100.0 
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Table 7. Demographic Data on the Sample: Which Joints were 
Replaced (N=224 Total Number of Joints Replaced) . 

Which Joint n % of Total 

Right Knee 33 15.0 
Right Hip 36 16.0 
Right Shoulder 4 1.8 
Right Elbow 1 .4 
Right Hand 10 4.5 
Left Knee 24 10.7 
Left Hip 40 17.9 
Left Shoulder 1 .4 
Left Elbow 0 0.0 
Left Hand 7 3.1 
Either Hip (did not specify) 19 8.5 
Either Knee (did not specify) 24 10.7 
Either Hand (did not specify) 6 2.7 
Right Foot 0 0.0 
Left Foot 1 .4 
Either Foot (did not specify) 1 .4 
Left Wrist 2 .9 
Right Wrist 2 .9 
Either Wrist (did not specify) 4 1.8 
Shoulders 5 2.2 
Either Elbow (did not specify) 1 .4 
Toes _3_ 1.3 

Total 224 100.0 
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Reliability Assessment 

Internal consistency, or the reliability, of each scale 

was calculated by using Cronbach's (1951) alpha. Cronbach's 

alpha (ex.) is an estimate of reliability based on the 

assumption that each item of the scale is a separate and 

parallel item measuring a different, contributing aspect of 

the same concept. The degree of reliability is represented by 

the alpha coefficient. Nunnally (1978) advocated a 

standardized alpha level of .70 as the minimum criterion value 

for an acceptable estimate of internal consistency. 

All seven instruments met the reliability criteria of at 

least .70 as suggested by Nunnally (1978). Table 8 contains 

the unstandardized as well as the standardized alphas for each 

instrument. The standardized alphas ranged from .6985 to 

.9254. The Mastery Scale had the lowest standardized alpha 

(.6985) which approached the minimum criteria of .70. 

Gordon (1968) and Kerlinger (1973) suggested that inter

item correlations should not exceed r=.80. If higher, there 

is a good chance that items may be redundant. The Reliance 

Scale had two interitem correlations which exceeded .80, items 

2 & 3 (Item 2: "my ability to get dressed is best described 

as ... " Item 3: "my ability to be well groomed and have good 

hygiene [combing hair, brushing teeth, washing hair, taking a 

bath] is best described as ... ") r=. 8190 suggested a high 

association between these two items. Dressing and grooming, 



Table 8. Calculated Reliability Estimates, Cronbach's 
Coefficient Alpha for Instruments (N=128). 

100 

Instrument # of Items Unstd. Alpha Std. Alpha 

AIDA 8 .8214 .8220 
Reliance Scale 8 .8840 .9015 
MUIS 13 .8964 .9054 
Functional Status 19 .9303 .9330 
Self Esteem 9 .8473 .8569 
Mastery 7 .7100 .6985 
Symphony 8 .9170 .9254 
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however, are related activities that require nearly the same 

motor ability and joint mobility. The second high correlation 

(r=.8376) occurred between items 3 & 4 (Item 3: "my ability to 

be wellgroomed and have good hygiene [combing hair, brushing 

teeth, washing hair, taking a bath] is best described as ... ") 

(Item 4: "my eating skills can best be described as ... "). 

This also suggests that the skills needed for eating are 

similar to the skills needed for grooming and hygiene. 

Substantively, however, it was not surprising that these items 

were highly correlated, especially in this population and were 

kept in the analysis. 

The Lee Functional Status Scale also had one inter-item 

correlation greater than .80. The correlation between items 

13 & 14 was r=.8519. (Item 13: "Can you walk up a flight of 

stairs?" and Item 14: Can you walk down a flight of 

stairs?"). Despite these items measuring what appears to be 

the same thing, there is room for the argument that there are 

some people with arthritis can only walk down a flight of 

stairs and cannot walk up a flight of stairs or vice versa. 

This relates to the joint mobility in the hips and knees. In 

this sample, the majority of the subjects appeared to do as 

well going up or down the stairs. 

The Symphony Scale had one item-item correlation greater 

than .80. The correlation between items 2 & 3 was .8121. (In 

response to the question "My life is ... Item 2: the anchors 
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are "Satisfying to Unsatisfying". Item 3: the anchors are 

"Pleasant to Unpleasant"). This suggests that if life is 

satisfying it is also pleasant. If life is unpleasant it is 

also unsatisfying. Thus the correlations would be expected. 

Validity Assessment 

Factor analysis is an extremely powerful method of 

performing construct validation (Polit & Hungler, 1983). 

Factor analysis assumes that the observed variables are linear 

combinations of some underlying factors (either hypothetical 

or unobserved) (Kim & Mueller, 1978) . Predictive model 

testing is another method for estimating construct validity. 

In this study, both methods were used to examine the 

theoretical model. The factor analysis component will be 

discussed here, with the predictive model testing to be 

discussed under the testing of the theoretical model. 

All study instruments were factor analyzed using non

confirmatory principal component analysis factor analysis with 

varimax rotation in order to test the construct validity. 

Principal components analysis describes the relationships 

between the variables, transforming them into basic components 

(Zeller & Carmines, 1980). Varimax rotation enhances the 

interpretation by rotating the factor axis so that factor 

loadings are as high and as low as possible on anyone factor 

(Zeller & Carmines, 1980). 
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The criterion levels needed to estimate construct 

validity with factor analysis include: 1) principal components 

factors should have an eigenvalue of 1.00 or greater prior to 

subsequent rotations; 2) the first factor extracted should 

explain at least 40% of the total variance in the scale (if 

the scale is unidimensional); 3) individual items should load 

onto the first factor at .40 or greater; 4) a factor should be 

deleted from further analysis if no items load greater than 

.30; and 5) items that load on more than one factor should 

load with a loading difference of .20 (Nunnally, 1978; Zeller 

& Carmines, 1980). 

Valid interpretation of factor analysis requires at least 

10 subjects per item per scale (Nunnally, 1978). This 

criterion was met for all scales except for the Lee Functional 

Status Scale. For this reason, the results on this scale are 

interpreted with caution. 

Factor Analysis of the 
Arthritis Index of Disease Activity (AIDA) 

Factor analysis for the AIDA revealed that the scale has 

a 2 factor solution. The first factor had an eigenvalue of 

3.70 and explained 46.2% of the variance in the scale. The 

items which loaded on Factor 1 were those items which 

addressed disease activity in the morning. The second factor 

had an eigenvalue of 1.57 and explained 19.6% of the variance 

in the scale. The items that loaded on this factor were those 
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that addressed disease activity in the evening. These results 

are consistent with past factor analysis results (Crosby, 

1992) . Table 9 contains specific factor loadings for this 

scale. 

Factor Analysis of 
the Reliance Scale 

The Reliance Scale addresses three dimensions (self-care, 

mobility and social competencies). However, factor analysis 

with principal components analysis demonstrated a one factor 

solution for the scale. That factor had an eigenvalue of 4.8 

and explained 60.3% of the variance in the scale. The three 

dimensions of reliance (which in this case was used as a 

measure of dependency) did not separate out into the 3 

reported factors. Table 10 contains the specific factor 

loadings for this scale. 

Factor Analysis of 
the Mishel Uncertainty in Illness Scale (MUIS) 

The MUIS has been tested using factor analysis with 

results previously indicating a two-factor solution: 

unpredictability and multiattributed ambiguity. Similarly, 

with this sample, factor analysis demonstrated a two-factor 

solution. The first factor had an eigenvalue of 6.30 and 

explained 48.5% of the variance in the MUIS. The second 

factor had an eigenvalue of 1.26 and explained 9.7% of the 
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Table 9. Factor Analysis of the Arthritis Index of Disease 
Activity (AIDA) (N=128). 

Item Number 
(N=8) 

1 morning 
2 evening 
3 morning 
4 evening 
5 morning 
6 evening 
7 morning 
8 evening 

Eigenvalue 

pain 
pain 
stiffness 
stiffness 
energy 
energy 
mobility 
mobility 

Explained Variance 
Cumulative Variance 

*Factor loading ~.40 and 
~.20 difference in items 
loading on one factor 

Factor Loadings 
Factor 1 Factor 2 

.6430 .4811 

.2464 .7364* 

.7566* .4112 

.3711 .6941* 

.7939* -.0834 
-.2399 .7519* 

.8552* .1154 

.1992 .7820* 

3.70 1.57 
46.20% 19.60% 
46.20% 65.80% 



Table 10. Factor Analysis of the Reliance Scale (N=128). 

Item Number 
(N=8) 

1 get around 
2 get dressed 
3 be well groomed 
4 eating skills 
5 skin care 
6 use transportation 
7 use community facilities 
8 economic status 

Factor Loadings 
Factor 1 

.8025 

.8324 

.8757 

.7422 

.8674 

.6360 

.8359 

.5429 

106 
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variance in the scale. The two factors could be labelled as 

previously described, however, Item 10 appears to 

substantively not belong to the factor on which it loaded: 

"The doctors say things to me that could have many meanings". 

Statistically this item belongs with Factor 1 

(unpredictability) . Table 11 contains factor loadings for 

each item. 

Factor Analysis of 
the Lee Functional Status Scale 

The Lee Functional Status Scale had no previously 

outlined factor solution. Non-confirmatory factor analysis 

was performed on this scale. Four factors resulted, however 

the items loaded more heavily on three of the four factors. 

Items 2 through 10 loaded on Factor 1. Items 13, 14, 16 & 17 

loaded on Factor 2. Items 11 through 12C & 15 loaded on 

Factor 3. Item 1 loaded by itself on Factor 4. The first 

factor had an eigenvalue of 8.93 and explained 47% of the 

variance of the scale. The second factor had an eigenvalue of 

2.10 and explained 11% of the variance in the scale. Factor 

3 had an eigenvalue of 1.52 and explained 8% of the variance 

in the scale. Factor 4 had an eigenvalue of 1.03 and 

explained 5.4% of the variance of the scale. The labels for 
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Table 11. Factor Analysis of the Mishel Uncertainty in 
I.llness Scale (MUIS) (N=128). 

Item Number 
(N=13 ) 

1 what's wrong with me 
2 questions wlo answers 
5 hazy explanations 
8 unpredictable symptoms 
9 understand everything 

10 many meanings 
12 are medications helping 
13 cannot plan for future 
15 differing opinions 
16 things not clear 
18 inconsistent tests 
19 is treatment effective 
21 ability keeps changing 

Eigenvalue 
Explained Variance 
Cumulative Variance 

*Factor loading ~.40 and 
~.20 difference in items 
loading on one factor 

Factor Loadings 
Factor 1 Factor 2 

.2909 .7617* 

.4710 .6875* 

.4295 .7769* 

.6957* .0372 
- .1476 .6117* 

.7154* .3485 

.6898* .3138 

.6736* .1138 

.4298 .5828 

.6396* .3814 

.5377* .4595 

.6827* .3300 

.8339* .1226 

6.31 1. 26 
48.50% 9.70% 
48.50% 58.20% 
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the factors were: Factor 1: upper body tasks; Factor 2: lower 

body tasks; Factor 3: ambulatory aids; and Factor 4: 

pertaining to the head. Table 12 contains the information on 

specific factor loadings. 

Factor Analysis of 
the Self-esteem Scale 

The Self-esteem Scale has been previously tested with 

results demonstrating a 2 factor solution: positive self-

esteem and negative self-esteem. However, with this sample 

factor analysis resulted in a 1 factor solution. All of the 

items loaded on 1 factor without separating positive items 

from negative items. These loadings suggest that the sample 

could not relate to the difference between positive self-

esteem and negative self-esteem items. The single factor had 

an eigenvalue of 4.23 and explained 47.1% of the variance in 

self-esteem. Table 13 contains the factor loading information 

for this scale. 

Factor Analysis of 
the Mastery Scale 

Although the Mastery Scale has been tested previously, 

there has been no indication of the factor solution. Within 

this sample, a one factor solution was derived with an 

eigenvalue of 3.63 and it explained 52% of the variance in the 



Table 12. Factor Analysis of the Lee Functional Status Scale (N=128). 

Factor Loadings Item Number 
(N=19 ) Factor 1 Factor 2 Factor 3 Factor 4 

1 turn head side to side .4059 .2310 .0265 .5638 
2 comb hair .7068* .2158 .0847 .2788 
3 close drawers .6701* .1801 .1681 .4166 
4 open doors .7535* .1477 .2919 .1683 
5 lift full teapot .8577* .0957 .1985 .0597 
6 lift a cup with one hand .8082* .2119 -.0084 .2387 
7 turn a key in a lock .8599* .1997 .1470 -.1397 
8 cut meat with a knife .8551* .0851 .2013 .0526 
9 butter bread .6975* .0074 .1819 .4780 

10 wind a watch .8258* .1979 .1814 .1744 
11 walk .4448 .3683 .5156 -.2695 
12A walk without help .4016 .1106 .7543* -.1763 
12B walk without crutches .2330 .1316 .8510* .0692 
12C walk without walking stick -.1207 .1493 .7388* .3697 
13 up a flight of stairs .0820 .8790* .1629 .0582 
14 down a flight of stairs .1093 .8902* .1528 .2179 
15 stand up with knees straight .2851 .2513 .4421 .3861 
16 stand on your toes .5671 .4600 .1623 -.0682 
17 bend down to pick something .3304 .7071* .1188 .0805 

off of the floor 

Eigenvalue 8.93 2.10 1.52 1.03 
Explained Variance 7.00% 11.00% 8.00% 5.40% 
Cumulative Variance 47.00% 58.00% 66.00% 71.40% 

*Factor loading ~ .40 and ~ .20 difference in items loading on 1 factor f-> 
f-> 
0 
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Table 13. Factor Analysis of the Self-Esteem Scale (N=128). 

Item Number 
(N=9) 

1 good qualities 
2 feel useless 
3 person of worth 
4 do things as well as most 
5 no good at all 
6 positive attitude 
7 have more respect for myself 
8 satisfied with myself 
9 I am a failure 

Eigenvalue 
Explained Variance 
Cumulative Variance 

*Factor loading ~ .40 and 
~ .20 difference in items 
loading on 1 factor 

Factor Loadings 
Factor 1 

3.76 
41.70% 
41.70% 

.5730 

.6190 

.8091 

.6366 

.6414 

.7029 

.6809 

.7491 

.7301 

1. 07 
11.90% 
53.70% 



112 

scale. Table 14 contains the factor loadings of each item. 

These results indicate that for this sample the concept of 

mastery is unidimensional. 

Factor Analysis of 
the Symphony Scale 

The Symphony Scale theoretically could have 2 factors 

(cognitive and affective items). However, the data did not 

support this supposition. One factor emerged in analysis. 

The single factor had an eigenvalue of 5.3 and explained 66.3% 

of the variance in the scale. Table 15 contains the factor 

loadings of each item. These results indicate that for this 

instrument, cognitive and affective items constitute one 

dimension and are not easily separated. 

Summary of the Psychometric Properties of the Scales 

Six of the seven instruments used in this study met the 

internal consistency criterion of ~.70 as an estimate of the 

reliability. The Mastery scale was slightly lower than the 

minimum at ~ =.6985. Validity testing through factor 

analysis indicated that each instrument was a valid indicator 

of the concept it purported to measure. 
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Table 14. Factor Analysis of the Mastery Scale (N=128) 

Item Number 
(N=7) 

Factor Loadings 
Factor 1 

1 little control 
2 no way to solve problems 
3 cannot change the important things 
4 feel helpless 
5 pushed around in life 
6 future depends upon me 
7 I can do anything 

Eigenvalue 
Explained Variance 
Cumulative Variance 

.7687 

.7363 

.8147 

.7898 

.7225 
-.5329 

.6321 

3.63 
51. 80% 
51. 80% 
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Table 15. Factor Analysis of the Symphony Scale (N=128). 

Item Number 
(N=8) 

Factor Loadings 
Factor 1 

1 (not) the way I thought it would be 
2 satisfying /unsatisfying 
3 pleasant/unpleasant 
4 full/empty 
5 worthwhile/useless 
6 enjoyable/miserable 
7 hopeful/discouraging 
8 full of achievement/failure 

Eigenvalue 
Explained Variance 
Cumulative Variance 

.6621 

.8552 

.8595 

.6951 

.8554 

.9088 

.8144 

.8308 

5.63 
66.30% 
66.30% 
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Results Related to the Research Questions 

Research Question 1: What are the relationships between and 
among the concepts of severity of 
illness, dependency, uncertainty, 
functional status, self-esteem, mastery 
and wellbeing in persons with rheumatoid 
arthritis and osteoarthritis? 

A Pearson Product-Moment Correlation Coefficient matrix 

was generated (Table 16). There were statistically 

significant correlations between all of the variables (p~.05) 

except functional status and uncertainty and functional status 

and self-esteem. The correlation between these variables were 

r=-.0732 (p~.05) and r=.1998 (p~.05) respectively. Stated in 

other terms, as functional status improves, the uncertainty 

surrounding the disease process decreases, but not at a 

statistically significant level. Similarly, as functional 

status improves, a related rise in self-esteem occurs. 

Examining the correlation matrix there was evidence of 

multicollinearity. Multicollinearity occurs when there is not 

only a significant relationship between two variables, but a 

concomitant high correlation coefficient ranging between .65 -

.70 as well (Gordon, 1968; Kerlinger, 1973; Pedhazur, 1982). 

There was evidence of a low level of multicollinearity among 

3 of the 7 variables, i.e., self-esteem and mastery 

(r=.6704), and symphony and self-esteem (r=.6933). All other 

coefficients were less than r=.65. 



Table 16. Pearson Product-Moment Correlation Coefficient Matrix for the Variables of 
Severity of Illness (Xl), Dependency (X2), Uncertainty (X3), 
Functional Status (X4), Self-esteem (XS), Mastery (X6) and Wellbeing (X7) 
(N=128) . 

Xl 

S1 1. 00 

Dependency .1794* 

Uncertainty .4500** 

Functional -.3820** 
Status 

Self-Esteem -.2682** 

Mastery -.3727** 

Wellbeing -.3278** 

* significant at p~ .05 
** significant at p~ .01 

X2 

1. 00 

.2549** 

-.5296** 

-.3994** 

-.5003** 

-.3855** 

X3 X4 XS X6 

1. 00 

-.0732 1. 00 

-.4436** .1998 1. 00 

-.4950** .3239** .6704** 1. 00 

-.4873** .2849** .6933** .6451** 

f-l 
f-l 
m 
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A high correlation between any variable and the 

dependent variable, i.e., wellbeing, is not considered 

relevant to multicollinearity (Pedhazur, 1982). However, when 

a high correlation occurs between two independent variables, 

i. e., self -esteem and mastery, there are two methods of 

solving for it. The first is to combine the items of the two 

variables and factor analyze them to examine the factor 

structure. The al ternati ve method is to use the two variables 

only in separate regression equations and not test them 

together. 

The items from the two variables of self-esteem and 

mastery were combined and factor analyzed. Principal 

components and principal factor analysis were used with both 

varimax and oblique rotation. Wi th principal components 

factor analysis three factors emerged, with all items except 

two loading on the first factor. With varimax rotation, the 

results indicated a three factor solution with items loading 

clearly on one or another factor. The first factor had an 

eigenvalue of 6.7 and explained 42.2% of the variance of the 

newly combined instrument. The second factor had an 

eigenvalue of 1.48 and explained an additional 9.3% of the 

variance. The third factor had an eigenvalue of 1.04 and 

explained 6.5% of the variance. 

Factor 1 was labelled negative self-esteem. Factor 2 was 

labelled positive self-esteem. Factor 3 was not labelled as 
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it was difficult to determine the commonality among the items 

(Sel f - esteem 4: " I am able to do things as well as most 

people" ; Mastery 2: There is really no way I can solve some of 

my problems I have" ; and Mastery 7 " I can do just about 

anything I really set my mind to do"). Table 17 contains the 

specific factor loading information. Unfortunately, oblique 

rotation failed to converge in 25 iterations yielding 

information that combining the two variables into 1 variable 

was probably not valid. This would support keeping the 

variables separate and testing them as mediating variables by 

themselves in separate regression equations. As further 

support for the decision not to merge the two variables, the 

reliability estimation of the combined instruments was 

eX =.2644. 

Research question 2: Do the concepts of severity of 
illness, dependency, uncertainty, 
functional status, self-esteem, and 
mastery contribute significantly to 
the variability in wellbeing? 

This question examined the contributions of the seven 

variables to the variance of wellbeing through the use of a 

causal model. Figures 2 & 3 illustrates the hypothesized 

causal model that was tested in this study. The hypothesized 

causal model was separated into two models: one which 

contained self-esteem as the mediator and one which contained 

mastery as the mediator. Each model is discussed separately. 



Table 17. Factor Analysis of the Combined Variable Self-esteem/Mastery Scale (N=128). 

Item Number Factor Loadings 
(N=16 ) Factor 1 

SE1 good qualities .1614 
SE2 feel useless .4822 
SE3 person of worth .4224 
SE4 do things as well as most .2091 
SE5 no good at all .6055* 
SE6 positive attitude -.2816 
SE7 have more respect for myself .6163 
SE8 satisfied with myself .2988 
SE9 I am a failure .6554* 
MAl little control -.6427* 
MA2 no way to solve problems -.4389 
MA3 cannot change the important things -.5685 
MA4 feel helpless 
MA5 pushed around in life 
MA6 future depends upon me 
MA7 I can do anything 

Eigenvalue 6.70 
Percent Variance 42.20% 
Cumulative Variance 42.20% 

*Factor loading of ~ .40 and 
~ .20 difference in items 
loading on 1 factor 

1.48 
9.30% 

51.50% 

-.6927* 
-.6469* 

.0491 
-.0269 

1. 04 
6.50% 

58.10% 

Factor 2 

.6958* 

.1548 

.6487* 

.3645 

.2768 

.6885* 

.4745 

.6288* 

.3424 
-.1064 

.0398 
-.0413 
-.1798 
-.3181 

.5995* 
-.2569 

Factor 3 

.0076 
-.4383 
-.2220 
-.6404* 
-.1192 
-.1025 

.0411 
-.3117 
-.1629 

.3888 

.6920* 

.5706 

.4019 

.1136 
-.3385 

.8078* 

f-J 
f-J 
I.D 
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Several regression equations were derived from the 

conceptual model. The equations that were empirically tested 

were: 

X2= B1X1 + e2 (2.1 ) (3.1) 

X3= B1X1 + e3 (2.2) (3 .2) 

X4 = B1X1 + e4 (2.3) (3 .3) 

X5= B2X2 + B3X3 + B4X4 + e5 (2.4) (3.4) 

X6= B2X2 + B3X3 + B4X4 + e6 (2.5) (3.5) 

X7= BIXI + B2X2 + B3X3 + B4X4 + B5X5+ e7 (2.6) 

X7= B1X1 + B2X2 + B3X3 + B4X4 + B6X6+ e7 (3.6) 

In the first three equations (2.1, 2.2, 2.3) 

dependency, uncertainty, and functional status were regressed 

in separate equations onto severity of illness. The results 

of the regression analysis are shown in Figures 4 and 5. 

Severity of illness predicted a significant amount of the 

variance in dependency, uncertainty, and functional status 

(Table 18). Severity of illness explained 3% of the variance 

in dependency (B=.18). It also explained 20% of the variance 

in uncertainty (B=. 45). A total variance of 15% in functional 

status was also explained by severity of illness (B=-.38). 

In the fourth equation (2.4), self-esteem was regressed 

onto dependency, uncertainty and functional status using 

stepwise regression analysis. The results showed that 

dependency (B=-.35) and uncertainty (B=-.32) entered the 

analysis accounting for a total explained variance of 28% in 
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Table 18. Regression Statistics for Severity of Illness and Dependency, Uncertainty 
and Functional Status (N=128). 

Independent Variable: Severity of Illness 

Multiple R2 
Dependent Variable Beta R Change F 

Dependency .18* 

Uncertainty .45** 

Functional Status -.38** 

*=significant at ~ .05 level 
**=significant at ~ .01 level 

.18 .03* 3.86 

.45 .20** 28.69 

.38 .15 13.84 

Adjusted 
R2 

.02 

.20 

.14 

f-' 
tv 
lJl 
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self-esteem (Table 19). Functional status did not enter the 

regression equation. 

In the fifth equation (2.5), mastery was regressed onto 

dependency, uncertainty, and functional status using stepwise 

regression analysis. The results showed that dependency 

(B=.35) and uncertainty (B=.34) both had a significant 

positive, predictive relationship with mastery, accounting for 

32% of the variance in mastery (Table 20). Functional status 

was not a significant predictor of mastery. 

The complete model was tested using self -esteem and 

mastery in separate equations. In the sixth equation (2.6), 

the entire model was tested using self-esteem as the mediating 

variable. A blocked, stepwise regression method was used 

which entered self-esteem in the first block, dependency, 

uncertainty, and functional status in the second block and 

severity of illness in the third block with wellbeing as the 

dependent variable (Table 21) . 

Wellbeing was predicted by self-esteem (B=.61, p~ .01) 

and uncertainty (B=-. 27, p~ .01). Severity of illness, 

dependency and functional status were not significant 

predictors of wellbeing. A total of 58% of the variance in 

wellbeing was explained by self-esteem and uncertainty. 

In the final equation (2.7), mastery was substituted for 

self-esteem in the test of the entire model. A blocked, 

stepwise regression method was used. A total of 52% (p=. 002) 



Table 19. Regression Statistics for Dependency, Uncertainty 
and Functional Status on Self-esteem (N=128) 

Deoendent Variable: Self-esteem 

Independent Variable Beta 

Dependency -.35** 

Uncertainty -.32** 

Functional Status .00 

*=significant at ~ .05 level 
**=significant at ~ .01 level 

Multiple 
R 

.46 

.55 

.00 

FR2 R2 
Change Change F 

19.9 .21 19.92 

9.3 .09 15.71 

.00 .00 .00 

Adjusted 
R2 

.20 

.28 

.00 

I-' 
tv 
...] 



Table 20. Regression statistics for Dependency, Uncertainty, Functional Status for 
Mastery (N=128). 

Dependent Variable: Masterv 

Multiple FR2 R2 
Independent Variable Beta R Change Change F 

Adjusted 
R2 

Dependency -.35** 

Uncertainty -.34** 

Functional Status .00 

*=significant at ~ .05 level 
**=significant at ~ .01 level 

.47 

.57 

.00 

21.14** .22 21.14** .21 

11.25** .10 17.64** .30 

.00 .00 .00 .00 

I-' 
I\.) 

OJ 



Table 21. Regression Statistics for Severity of Illness, Dependency, Uncertainty, 
Functional Status, Self-esteem and Wellbeing (N=128). 

Independent Variable Beta 

Self-esteem .61** 

Uncertainty -.27** 

Dependency .00 

Functional Status .00 

Severity of Illness .00 

*=significant at ~ .05 level 
**=significant at ~ .01 level 

Multiple 
R 

.73 

.77 

.00 

.00 

.00 

Dependent Variable: Wellbeino 

FR2 R2 Adjusted 
Change Change F R2 

83.37** .53 83.37** .53 

10.73** .06 52.60** .58 

.00 .00 .00 .00 

.00 .00 .00 .00 

.00 .00 .00 .00 

I--' 
N 
\0 
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of the variance in wellbeing was explained by two variables: 

uncertainty (B=-.28, p~.Ol) and mastery (B=.55, p~.Ol). 

Severity of illness, dependency and functional status were not 

significant predictors of wellbeing (Table 22) . 

In summary, the model was partially supported by the data 

which demonstrated the predictive relationship between 

severity of illness and dependency, uncertainty and functional 

status. When the model was examined using self-esteem and 

mastery separately, the expected relationships were also 

supported to some extent. When self-esteem was included as 

the dependent variable in the model test, only dependency and 

uncertainty were significant predictors of wellbeing. When 

mastery was included as the dependent variable, the predictors 

of mastery were uncertainty and dependency. When the entire 

model was tested including self-esteem, self-esteem and 

uncertainty were the predictors of wellbeing. When mastery 

was included in the entire model test, uncertainty and mastery 

were the significant predictors of wellbeing. 

Research question 3: Do self-esteem and/or mastery 
function as mediating variables 
when severity of illness, 
dependency, uncertainty and 
functional status function as 
antecedent variables? 

To test for the mediating function between variables 

three equations must be tested. In the first equation, the 



Table 22. Regression Statistics for Severity of Illness, Dependency, Uncertainty, 
Functional Status, Mastery and Wellbeing (N=128). 

Dependent Variable: Wellbeinq 

Multiple FR2 R2 Adjusted 
Independent Variable Beta R Change Change F R2 

Mastery .55** 

Uncertainty .28** 

Dependency .00 

Functional Status .00 

Severity of Illness .00 

*=significant at ~ .05 level 
**=significant at ~ .01 level 

.68 

.73 

.00 

.00 

.00 

64.10** .47 64.09** .46 

10.04** .07 41.04** .52 

.00 .00 .00 .00 

.00 .00 .00 .00 

.00 .00 .00 .00 

I-' 
W 
I-' 
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independent variable must significantly affect the mediating 

variable. The second equation must show that the independent 

variable affects the dependent variable. The third equation 

must demonstrate that the mediator affects the dependent 

variable. Moreover, the effect of the independent variable on 

the dependent variable must be less in the third equation than 

in the second equation (Baron & Kenny, 1986). 

To test the mediating effect of self-esteem and mastery, 

several equations were generated. There were three sets of 

three equations that were tested for each of the mediating 

variables. Three paths using dependency as the predictor 

variable was first examined. The first path which regressed 

self-esteem onto dependency was significant at p.s..01 (B=-.39). 

The second path regressed wellbeing onto dependency and was 

also significant (B=-.38, P.s. .01). The third path regressed 

wellbeing onto self-esteem and dependency. Self-esteem 

(B=.66, p.s. .01) alone entered the equation. Dependency did not 

enter the regression equation (Table 23) . 

The second set of paths examined uncertainty as the 

predictor variable. The first path regressed self-esteem onto 

uncertainty (B=-.44, p.s. .01). The second equation regressed 

wellbeing onto uncertainty (B=-. 48, p.s. .01). The last 

equation regressed wellbeing onto both self-esteem and 

uncertainty. Self-esteem entered the equation (B=.71, p.s..01) 

and uncertainty did not enter the equation (Table 24). 
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Table 23. Statistics for Testing the Mediation Effect of 
Self-esteem on Dependency, Relative to Wellbeing 
(N=128) . 

Dependent Variable Independent Variable 

Self-esteem Dependency 

Wellbeing Dependency 

Wellbeing Self-esteem 
Dependency 

*=significant at ~.05 level 
**=significant at ~.05 level 

Beta 

-.39** 

-.38** 

.66** 

.00 
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Table 24. Statistics for Testing the Mediation Effect of 
Self-esteem on Uncertainty, Relative to Wellbeing. 
(N=128) . 

Dependent Variable 

Self-esteem 

Wellbeing 

Wellbeing 

Independent Variable 

Uncertainty 

Uncertainty 

Self-esteem 
Uncertainty 

*=significant at ~.05 level 
**=significant at ~.05 level 

Beta 

-.44** 

-.48** 

.71** 

.00 
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The final set of paths for self-esteem examined 

functional status as the independent variable. The first path 

regressed self-esteem onto functional status (B=.19, p=.06). 

The second equation regressed wellbeing onto functional status 

(B=.28, p:s. .01). The last path regressed wellbeing onto self

esteem (B=.71) and functional status. Functional status did 

not enter the equation (Table 25) . 

The second set of equations examined the effect of 

mastery as a mediating variable. Three paths using dependency 

as the independent variable were examined. The first path 

regressed mastery onto dependency which was significant at p:s. 

.01 (B=- .44) . The second path regressed wellbeing onto 

dependency and was also significant (B=-.38, P:s. .01). The 

third path regressed wellbeing onto mastery (B=.68, p:s. .01) 

and dependency. Dependency did not enter the equation (Table 

26) . 

The second set of paths examined uncertainty as the 

independent variable. The first path regressed mastery onto 

uncertainty (B=-. 52, p:s. .01). The second path regressed 

wellbeing onto uncertainty (B=- .48, P:s. .01). The last 

equation in this set regressed wellbeing on both mastery 

(B=.61, p:s. .01) and uncertainty (B=-.18, p:s. .01) (Table 27). 

The third set of paths examined functional status as the 

independent variable. The first path regressed mastery onto 

functional status (B=.28 p:s..01). The second path regressed 
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Table 25. Statistics for Testing the Mediation Effect of 
Self-esteem on Functional Status, Relative to 
Wellbeing (N=128). 

Dependent Variable Independent Variable 

Self-esteem Functional Status 

Wellbeing Functional Status 

Wellbeing Self-esteem 
Functional 

*=significant at ~.05 level 
**=significant at ~.05 level 

Status 

Beta 

.19** 

.28** 

.71** 

.00 
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Table 26. Statistics for Testing the Mediation Effect of 
Mastery on Dependency, Relative to Wellbeing 
(N=128) . 

Dependent Variable Independent 

Mastery Dependency 

Wellbeing Dependency 

Wellbeing Mastery 
Dependency 

*=significant at ~.05 level 
**=significant at ~.05 level 

Variable Beta 

-.44** 

-.38** 

.68** 

.00 
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Table 27. Statistics for Testing the Mediation Effect of 
Mastery on Uncertainty, Relative to Wellbeing 
(N=128) . 

Dependent Variable 

Mastery 

Wellbeing 

Wellbeing 

Independent Variable 

Uncertainty 

Uncertainty 

Mastery 
Uncertainty 

*=significant at ~.05 level 
**=significant at ~.05 level 

Beta 

-.52** 

-.48** 

.61** 

.18** 
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Table 28. Statistics for Testing the Mediation Effect of 
Mastery on Functional Status, Relative to 
Wellbeing (N=128). 

Dependent Variable Independent 

Mastery Functional 

Wellbeing Functional 

Wellbeing Mastery 
Functional 

*=significant at ~.05 level 
**=significant at ~.05 level 

Variable Beta 

Status .28** 

Status .28** 

.70** 
Status .00 
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wellbeing onto functional status, (B=.28, p~ .01). The third 

path regressed wellbeing onto mastery (B=.70, p~ .01) and 

functional status. Functional status did not enter the 

regression equation (Table 28) . 

In summary, the data supported both self-esteem and 

mastery as mediating variables. With the links between the 

predictor variables and wellbeing disappearing or decreasing 

in the presence of self -esteem and mastery, both of these 

variables can be considered separate mediators of the 

adversive experience. 

Research question 4: What are the patterns of response 
associated with wellbeing in 
persons with rheumatoid arthritis 
or osteoarthritis? 

A profile analysis was conducted on the Symphony Scale. 

The total sample was separated into 2 groups: above and below 

the mean for wellbeing. Each item was compared separately 

through ANOVA with wellbeing as the grouping variable. The 

factor analysis on the entire scale was reexamined using the 

two groups. It is important when reviewing at these results 

to remember that the Symphony Scale was scored in the 

direction of lower wellbeing. 

Results showed that, as expected, there were differences 

between the group means for each item of the wellbeing scale. 

The high wellbeing group tended to score in the direction of 

high wellbeing, the low wellbeing group scoring in the 



141 

direction of low wellbeing on each item. In fact, the high 

wellbeing group marked at or above the halfway point (50) on 

all items. The low wellbeing group used the entire scale to 

answer the item and therefore had greater variance in their 

answer than did the high wellbeing group. 

Item 1 ("Just the way I thought it would be" to "Not at 

all the way I thought it would be") scores for the high 

wellbeing group ranged from 0 to 95, almost the whole 

continuum, and for the low wellbeing group ranged 32-100. The 

lower overall wellbeing group had less variance. 

Item 2 ("Satisfying" to "Unsatisfying") for the high 

wellbeing group ranged from 0 to 55, slightly past the mean 

for that item. The low wellbeing group ranged 4-100 almost 

the entire continuum. The high overall wellbeing group had 

less variance. 

Item 3 ("Pleasant" to "Unpleasant") for the high 

wellbeing group ranged from 0 to 52, only about half of the 

entire continuum. The low wellbeing group ranged from 5 to 

95, essentially the full continuum. The high wellbeing group 

had a smaller variance. 

Item 4 (IIFull" to "Emptyll) for the high wellbeing group 

ranged from 0 to 41 and the low wellbeing group ranged from 0 

to 100. The high wellbeing group had less variance, the low 

wellbeing group had greater variance. 
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Item 5 ("Worthwhile" to "Useless") for the high wellbeing 

group ranged from 0 to 32 with the low wellbeing group ranging 

from 0 to 95, again almost the entire range of the VAS 

continuum for the item. 

Item 6 ("Enjoyable" to "Miserable") for the high 

wellbeing group ranged from 0 to 48. The low wellbeing group 

ranged 7 to 95. Overall, the high wellbeing group had a 

smaller variance. 

Item 7 ("Hopeful" to "Discouraging") for the high 

wellbeing group ranged from 0 to 80 with the low wellbeing 

group ranging from 0 to 100. Both groups had an almost equal 

variance. 

Item 8 ("Full of Achievement" to "Full of Failure") for 

the high wellbeing group ranged from 0 to 70. The low 

wellbeing group ranged from 7- 95. The low wellbeing group 

had a higher variance. 

Factor analysis for wellbeing using the two different 

groups yielded very different results. For the total scale, 

factor analysis, as presented earlier, demonstrated a 1 factor 

solution. When the group with overall higher wellbeing was 

analyzed, factor analysis demonstrated a 2 factor solution. 

All items loaded on Factor 1 with the exception of item 1, 

which loaded on Factor 2. 

When the second group with overall lower wellbeing was 

analyzed, factor analysis demonstrated a 3 factor solution 
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Items 5,6,7 & 8 loaded on Factor 1, items 1,2 & 3 loaded on 

Factor 2 and item 4 loaded on Factor 3. 

The high wellbeing group response ranged primarily from 

the midpoint of the item to the maximum. Factor analysis 

demonstrated a 2 factor solution with all items loading on the 

first factor except for item 1 which loads on the second 

factor. 

The low wellbeing group responded to each item using the 

entire range of possible answers (i.e. from 0-100). Factor 

analysis demonstrated a 3 factor solution with items loading 

unexpectedly on each factor. 

Summary 

The data supported the links of the model for wellbeing 

in arthritis in the directions hypothesized. There were 

negative correlations links between severity of illness and 

dependency and uncertainty. There was a significant, positive 

link between severity of illness and functional status. The 

links hypothesized between dependency, uncertainty, and 

functional status and self-esteem and mastery were upheld in 

the direction predicted, although the correlation between 

functional status and self-esteem was not significant. The 

correlation between self-esteem and wellbeing and mastery and 

wellbeing were also significant in the direction predicted. 
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The data also demonstrated that self-esteem and mastery 

are strong mediators of the adversive condition when 

dependency, uncertainty and functional status are used as 

antecedent variables. When self-esteem is included in the 

model, 58% of the variance in wellbeing is explained. When 

mastery is included, 52% of the variance in wellbeing is 

explained. The second strongest predictor of wellbeing in the 

both models is uncertainty. 

The results of analysis also show that those subjects who 

score high on the Symphony Scale tend to have less variability 

in their answers for every item of the scale. Those who score 

low for wellbeing tend to have more variability in their 

answers. 
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The purpose of this study was to develop an understanding 

of the concept of wellbeing in persons with arthritis. The 

primary focus of this study was to develop and test a 

conceptual model of the predictors of wellbeing in both the 

rheumatoid arthritis and osteoarthritis populations. The 

model was derived from the literature which supports the 

variables of severity of illness, dependency, uncertainty and 

functional status as predictors of self-esteem and mastery. 

Self-esteem and mastery in turn are supported as significant 

predictors of wellbeing. One hundred twenty eight subjects 

(60 rheumatoid arthritis and 68 osteoarthritis subjects) 

participated by completing a set of questionnaires designed to 

measure each of the 7 variables. Three research questions 

were derived from the conceptual model. The fourth research 

question examined the patterns of response associated with 

wellbeing in persons with rheumatoid arthritis or 

osteoarthritis. 

In this chapter, the conclusions and recommendations 

stemming from this study will be discussed as well as the 

limitations of the study and the significance of the findings 

relative to nursing. After initial discussion of reliability 
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and validity of the instruments, the findings are discussed in 

terms of each research question. 

Discussion of Findings 

Methodological Issues 

Seven instruments were used in this study. Reliability 

was established for six of the seven scales. The Mastery 

scale was slightly lower than the minimum acceptable criteria 

for the standardized alpha coefficient (.6985). While 

deleting one item (#6) would have raised the alpha to .8433, 

there was no other justification for removing any item. There 

were no item-to-item correlations 2,.80 suggesting no item 

redundancy. There were 3 item to total correlations which 

would indicate that the items could be removed, however, 

removing those 

substantially. 

.70 criteria, 

i terns would not have increased the alpha 

Even though the scale did not quite reach the 

it was decided to continue to test the 

conceptual model using mastery as a mediating variable. 

Validity was established for all seven scales, although 

the Self-esteem scale did not factor as expected. Since this 

scale was developed by incorporating separate negative and 

positive self-esteem scale items, it was expected that the 

combined scale would factor into positive and negative self

esteem items. However, the analysis resulted in a single 
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factor. Even though it did not factor as expected, the 

variable of self -esteem was tested in the model for two 

reasons: 1. this scale has been used in numerous studies 

incl uding the chronic illness population and has shown to 

possess high construct validity and 2. the single factor that 

resulted in this sample may indicate a need to reexamine the 

factor structure of self -esteem in the populations of 

rheumatoid arthritis and osteoarthritis. 

Research Questions 

Research question 1. The first research question 

examined the relationships between and among the variables in 

the conceptual model. The correlations between the variables 

were, for the most part, as hypothesized. There was a 

statistically significant (p~ .05) positive correlation 

between severity of illness and dependency; a statistically 

significant (p~ .01) positive correlation between severity of 

illness and uncertainty; and a statistically significant 

(p~.Ol) negative correlation between severity of illness and 

functional status. As demonstrated in previous research the 

greater the severity of illness, the greater the dependency. 

This may be related to not only the change in joint structure 

due to the disease process, but also the pain which occurs as 

a result of physiological changes that accompany the disease. 

Thus, within this sample of rheumatoid arthritis and 
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osteoarthritis patients, increased pain and decreased mobility 

lead to greater levels of dependency. 

Increased severity of illness was also related to greater 

uncertainty. Subjects shared anecdotally that it was 

difficult to plan for the future because of the disease. 

Furthermore, as the disease progressed, it became increasingly 

difficult to know from day-to-day how they would feel or what 

they would be able to accomplish. Severity of illness had a 

significant (p~.Ol) negative correlation with functional 

status. This demonstrated that as the severity of illness 

increased, overall functional status decreased. Severity of 

illness also had a significant (p~ .01) negative correlation 

with wellbeing. As severity of illness increased, wellbeing 

decreased. Faced with a chronic illness and perhaps life 

proceeding probably very differently than expected, the 

overall sense of wellbeing within rheumatoid arthritis and 

osteoarthritis subjects tends to be decreased. 

A tangential question was raised during data analysis. 

Since the hypothesized relationships were supported for the 

entire sample, the question was asked, if the sample was 

separated into rheumatoid arthritis and osteoarthritis 

subjects, would the tested relationships still be supported? 

A correlation matrix was generated for both the rheumatoid 

arthritis and osteoarthritis patients. Results showed that 

for the rheumatoid arthritis population, the same 



relationships held except 

severity of illness and 

for the 

dependency. 
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relationship between 

In the rheumatoid 

arthritis group the correlation between severity of illness 

and dependency was r= -.1443, p=.29. Moreover, the 

relationship between severity of illness and the concepts of 

self-esteem (r=-.1271, p=.34), mastery (r=-.1761, p=.18) and 

wellbeing (r=- .1754, p= .19) was not statistically significant. 

Nevertheless, the variables were either positively or 

negatively related in the predicted direction. For the 

osteoarthritis population, like the rheumatoid arthritis 

population, the data did not support a relationship between 

severity of illness and dependency (r=-.0644, p=.63), but all 

other hypothesized relationships were supported. 

These results can be explained by several points. In the 

face of increasing severity of illness, dependency increases 

related to the physiological changes in the joint structure. 

Uncertainty also increases with increased severity of illness. 

However, uncertainty could be related to the entire continuum 

of the disease process rather than just the severity of 

illness. The uncertainty a person feels may be more related 

to the unpredictability and ambiguity of the entire disease 

process rather than just the severity of the illness on a 

given day. 

This issue was explored further in the data. To 

determine whether or not uncertainty was related to changes in 
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severity of illness rather than the whole arthritis experience 

the sample was separated into two groups: one group that 

scored high on the AIDA and the other those who scored low on 

the AIDA. 

The results showed that for those subjects who scored 

above the mean for the AIDA, i . e ., the disease was more 

active, the correlation with uncertainty was not significant. 

However, for those subjects who scored below the mean for the 

AIDA, the correlation between severity of illness and 

uncertainty was significant. Lower severity of illness, 

therefore, for this sample had a more significant relationship 

with uncertainty than does high severity of illness. This may 

indicate that when persons with arthritis are in remission, 

there is greater uncertainty about when the next flare will 

occur. When there is flare, however, there is no uncertainty 

about their disease at that point in time. 

In summary, the data supported the proposed relationships 

between the variables in the direction predicted. However, 

there were significant links between the variables as 

expected, except for the relationship betwen functional status 

and self-esteem. When the sample was grouped into RA and OA 

subjects, the relationship between severity of illness and 

dependency, self-esteem, mastery and wellbeing did not hold. 

For the OA group, the relationship between severity of illness 
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and dependency were not upheld, but all other links were 

supported. 

Research question 2. The second research question 

examined the predictive ability of the 6 independent variables 

to the variability of wellbeing. The first portion of the 

model which depicts severity of illness predicting the 

variability of dependency, uncertainty and functional status 

was supported by the data. The separate variances 

demonstrated that severity of illness was a strong predictor 

of dependency, uncertainty, and functional status as expected. 

These results are consistent with previous research in this 

area (Banwell, 1984; Braden, 1990; Mishel, 1981). 

When the conceptual model was then examined including 

self-esteem and mastery, the model was separated into 2 models 

using either self-esteem or mastery in the analysis. The 

results were as hypothesized. Dependency and uncertainty were 

significant (R2=28,p=.01) predictors of self-esteem. 

Interestingly, functional 

predictor of self-esteem. 

status was not a significant 

This may have occurred for one or 

more reasons. Functional status is based on the medical model 

of illness and as such uses physical functioning as a basis 

for making generalizations to other variables. Functional 

status does not, however, take into consideration that despite 

decreased functional status, a person may be able to perform 
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ADL's with a little assistance. In reality, a measure of 

functional status is limited in that it does not consider all 

contributing aspects of the experience, i.e., desire, 

willpower, and determination. 

When mastery was substituted for self-esteem in the 

model, the results were as hypothesized. Dependency and 

uncertainty were both significant (R2=.32, p=.Ol) negative 

predictors of mastery. Clearly, levels of mastery can change 

from day-to-day even in the arthritis population and mastery 

is not a static variable. For instance, a person may be able 

to walk up a flight of stairs one day because their illness is 

not very severe and the next day, due to increased pain or 

fatigue, be unable to complete the same activity. Because of 

the changes in dependency level relative to the severity of 

the illness, the level of mastery and uncertainty changes. 

Uncertainty contributes to the level of mastery through 

the same mechanism. Daily fluctuations in illness severity 

may lead to higher levels of uncertainty which then contribute 

to lower levels of mastery. For example, people are not able 

to plan daily, routine activities due to changes in their 

disease process. 

One reason functional status may not have predicted 

mastery is that the functional status instrument is comprised 

of items which elicit more physical findings regarding what a 

person can or cannot do. It is solely a functional status 
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instrument evidently not contributing to the conceptual model 

as expected. The functional status instrument does not 

consider how a person has learned to cope with decreased 

functional status nor how the person preserves his/her mastery 

over the environment. Because the functional status 

instrument relies heavily on physical functioning, it did not 

predict mastery with this population. 

Another reason functional status did not predict mastery 

may be related to the difficulty encountered in completing the 

questionnaire. Many subjects had questions about how to 

answer the functional status questionnaire items. Most 

subj ects stated that "usually" they were able to do a task but 

since they just had surgery they were unable to do it as well 

as in the past or as they hoped to do in the future. 

When the entire model was tested using self-esteem in the 

model, wellbeing was predicted only by self-esteem and 

uncertainty and not by dependency, functional status and 

severity of illness. These two variables explained 58% of the 

variance in wellbeing. These relationships have been reported 

elsewhere in the literature with cancer patients (Dirksen, 

1990) . 

When the entire model was tested using mastery in the 

model, wellbeing was predicted only by mastery and uncertainty 

and not by dependency, functional status and severity of 
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A total of 52% of the variance of wellbeing was 

explained by these variables. 

It is not completely understood why only self-esteem and 

uncertainty in one model and mastery and uncertainty in the 

other model were predictors of wellbeing and not severity of 

illness, dependency, and functional status as well. Severity 

of illness, while not a true medical model variable, has some 

of the characteristics of the medical model. Physical 

functioning is part of the severity of illness instrument, 

i.e., mobility. While it is an important part of the model, 

and important to the arthritis experience, it may not be 

sensitive enough to predict part of the variance in wellbeing 

given the presence of all the other variables in the model. 

Perhaps dependency does not predict wellbeing based on the 

history of the course of arthritis in this sample. The 

average number of years with arthritis was 20 years. Over the 

course of these years, increased dependency may occur so 

gradually that small, incremental changes in dependency go 

unnoticed. The gradual adaptation to increased dependency 

does, therefore, not overwhelmingly impact on wellbeing. 

While dependency logically impacts on self-esteem and mastery, 

these variables may be more sensitive to changes in dependency 

on a longterm basis, than wellbeing. Incremental changes in 

dependency probably result in incremental adaptation in 

wellbeing over time. It is evident that functional status 



155 

does not contribute to the overall variance of wellbeing 

because wellbeing cannot be predicted from the medical model. 

That is, wellbeing addresses much more than ADL's and one 

should consider psychological and emotional components. 

To look at the data in more depth, the sample was divided 

into rheumatoid arthritis and osteoarthritis subjects. 

Because the sample size in each group was too small to conduct 

a reliable regression analysis, the results were viewed 

cautiously. Results showed that for the rheumatoid arthritis 

subjects, only severity of illness significantly predicted 

uncertainty and functional status but was not a significant 

predictor of dependency. None of the independent variables 

predicted any of the variance of self-esteem. However, 

functional status was the only significant predictor of 

mastery, although the residuals did not fall into a normal 

probability plot. For the rheumatoid arthritis population, 

wellbeing was predicted by the variable of self-esteem and 

mastery (in separate equations). None of the other variables 

entered the regression equation. 

Similarly, for the osteoarthritis population, severity of 

illness predicted a significant amount of the variance in 

uncertainty and functional status, but it did not predict any 

of the variance in dependency. Dependency and uncertainty 

were significant predictors of both self-esteem and mastery. 

Wellbeing was predicted by the variables of self-esteem, 
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In the al ternati ve 

equation, mastery, uncertainty and severity of illness were 

significant predictors of wellbeing. 

Research question 3. When self-esteem and mastery were 

tested as mediating variables both self-esteem and mastery 

emerged as mediators. In fact, both self-esteem and mastery 

were fairly powerful mediators of wellbeing. When people with 

rheumatoid or osteoarthritis had higher levels of self-esteem 

and mastery over their environment they had higher levels of 

wellbeing. When they experienced low self-esteem and low 

mastery they had lower levels of wellbeing. As one might 

expect, having positive feelings toward self tend to permeate 

other areas of life, including wellbeing. Moreover, the 

ability to have control over the environment rather than the 

environment having control over the person, leads to a greater 

sense of wellbeing. The most important statement that these 

results make is that despite levels of increased severity of 

illness, high dependency, high uncertainty, and low functional 

status, if a person has learned to overcome these adversities 

and can maintain a positive attitude towards self and control 

their environment, then a sense of wellbeing is maintained. 

Giving persons with arthritis a sense of self-esteem by 

encouraging a positive self-attitude, focusing on successes in 
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their lives rather than failures, and by showing respect for 

what these persons can accomplish, will enhance wellbeing. 

Since self-esteem is predicted by dependency and uncertainty, 

decreasing both of those states can lead to higher levels of 

self-esteem. For example, teaching the person with arthritis 

what to do for himself or herself (i.e., rest, ice or cold 

packs) when the disease is in flare, may decrease the 

dependency and uncertainty surrounding the experience. 

Encouraging mastery over the environment also leads to 

higher levels of wellbeing. Use of interventions which would 

give the person with arthritis some control would enhance 

wellbeing (i. e ., use of adaptive equipment, control over 

schedule). Since mastery is also predicted by dependency and 

uncertainty, decreasing both of those states can also lead to 

increased levels of mastery. For example, use of adaptive 

equipment would not only decrease the dependency, but would in 

turn increase mastery over the environment. 

Research question 4. Examining both the ANOVA and 

factor analysis, there were differences between the two groups 

of subjects (high wellbeing versus low wellbeing subjects). 

At first glance, there was nothing unexpected about the ANOVA 

results. But upon further inspection, there was an obvious 

difference between the two groups. 
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For every item except Item 1, (My life is ... "just the 

way I thought it would be ... not at all the way I thought it 

would be") those subj ects who scored above the mean for 

wellbeing also had a smaller range (less variability) on each 

item. For the most part, subjects who had a high mean score 

for the Symphony Scale (i. e., they had high levels of 

wellbeing) scored predominantly in the direction of high 

wellbeing for each contributing item. The group with overall 

lower mean scores for wellbeing (i.e., they had lower levels 

of wellbeing) tended to score individual items with greater 

variability. These subjects tended to use the entire range of 

the continuum of the visual analogue. This may be attributed 

to items which were scored as lower wellbeing having an impact 

upon the overall total wellbeing score. Subj ects who may have 

scored in the direction of high wellbeing on 1 item, may have 

scored in the direction of low wellbeing on another item, 

making up the difference in scores to yield an overall low 

wellbeing score. Certainly much more work needs to be done 

with this approach to profile analysis. However, beginning 

results have demonstrated that there is some merit to 

examining the Symphony Scale in this way. 

Factor analysis of the Symphony Scale resulted in a 2 

factor solution for those subjects who had overall higher 

wellbeing. For the overall wellbeing group, the factor 
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solution yielded 3 factors. There are plausible explanations 

for these results. 

For the high wellbeing group, a two factor solution 

resulted with Item 1 loading by itself on Factor 1. This item 

is very different than the other items. It asks ... my life is 

"just the way I thought it would be" to "not at all the way I 

thought it would be". The answers for this item ranged from 

0-95, very different from the ranges of the other items. This 

item may not truly be part of the Symphony Scale, or subjects 

may use other issues than their arthritis to answer the 

question. For the high wellbeing group, an overall, global 

statement of what the level of wellbeing was, was clearly 

separated from other items which comprised the Symphony Scale. 

The lower wellbeing group had scores which resulted in a 

3 factor solution. Although Item 1 did not load separately 

with this group, Item 4 ("Full" to "Empty") loaded separately 

on Factor 3. No commonalities could be discerned for this 

factor solution. The items did not factor into cognitive and 

affective components. Clearly, more work should be done on 

this scale to sort out the various factor structures of the 

groups. Items 1 and 4 should be removed and the instrument 

retested. Suffice to say that the factor structure is 

different for those subjects who scored lower than those that 

scored higher on overall wellbeing. 
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Conclusions 

There are several key conclusions that can be drawn from 

the results of this study. Both self-esteem and mastery 

predicted a significant (p~ .01) portion of the variance in 

wellbeing and functioned as mediating variables in the model. 

This finding is important since it forms the basis for 

developing interventions for people with rheumatoid arthritis 

and osteoarthritis. 

Maintaining a positive attitude toward self in the face 

of adversity is difficult. However, the psychological 

consequences of possessing positive self-esteem is a greater 

sense of wellbeing. Mastery, on the other hand, measures 

levels of control over the environment. Having arthritis is 

an adverse condition wrought with pain, disability, 

uncertainty and a progressive dependency on others, especially 

as the disease worsens. Mastery functions in a way which 

tempers the aversive aspects of the disease such that 

wellbeing is maintained. If the person with arthritis can 

learn to overcome some of the limitations of the disease, then 

wellbeing may be maintained. While the severity of the 

illness may increase (with concomitant worsening of 

dependency, uncertainty and functional status) mastery allows 

the person to control the environment as much as possible, and 

maintain higher levels of wellbeing. 
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Together, high levels of self -esteem and mastery over the 

environment function to maintain higher levels of wellbeing in 

people with rheumatoid arthritis or osteoarthritis. Fostering 

those concepts in a person afflicted with these chronic 

illnesses is one way of improving wellbeing. 

Limitations 

One limitation of the study was the confusion of the 

subjects about how to complete the functional status 

questionnaire. If the subject had a total hip or total knee 

replacement in the recent past, they were reluctant to fill 

out the questionnaire since their functional status was 

"usually" pretty good. Just because at this time they were 

unable to do all the things listed on the functional status 

instrument did not mean that they would never be able to 

complete them. There was some concern that those subj ects who 

completed the questionnaire without clarifying how to answer 

the Functional Status Scale (who were the majority of 

subjects) may have answered this question relative to how they 

"usually" function. This may have inadvertently created a 

source of measurement error. 

Another limitation of the study was that there was a 

relatively small sample size when the total sample was divided 

into rheumatoid and osteoarthritis samples. The results, 
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therefore, have limited generalizability if used to understand 

these 2 populations. 

Recommendations 

Based on the limitations of this study results, the 

following recommendations are made. First, testing the 

empirical model using severity of illness, dependency, 

uncertainty, and/or self-esteem and mastery relative to the 

outcome of wellbeing on a larger sample is warranted. With a 

larger overall sample size, the sample can be divided into 

rheumatoid arthritis and osteoarthritis subjects with the 

ability to do separate analyses (including regression) on each 

sample. 

Another recommendation for future study includes testing 

the model in a different setting (i.e., the hospital setting) 

to determine if the effects of self-esteem and mastery can be 

maintained in the hospital setting. Further testing of self

esteem and mastery would increase the knowledge of how these 

variables function as mediators in various settings. This 

would expand the relevance of these findings to the hospital 

setting which could affect the wellbeing of arthritis patients 

while in the hospital. This type of study would include a 

longitudinal component, testing the relationships between the 

concepts before and after total joint replacement. 
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The model should also be tested on a different chronic 

illness population (i.e., hemodialysis or COPD patients). 

This would increase the generalizability of the results. 

Eventually, an intervention study would need to be conducted 

to determine if, by increasing self -esteem and mastery, levels 

of wellbeing can be maintained if not improved. 

Significance to Nursing 

Living with a chronic illness such as rheumatoid 

arthritis or osteoarthritis may significantly alter a person's 

sense of wellbeing. While previous research in this area has 

identified some of the variables which may impact on 

wellbeing, it was felt that other variables could play an 

important role. In this study, the outcome variable of 

wellbeing was conceptualized as a combination of cognitive and 

affective components of satisfaction with life and quality of 

life. Study findings demonstrated that self-esteem and 

mastery function as mediators of wellbeing relative to 

severity of illness, dependency, uncertainty and functional 

status. When people with rheumatoid arthritis or 

osteoarthritis have higher levels of self-esteem and mastery, 

higher levels of wellbeing result. 

By knowing which variables impact upon wellbeing, nurses 

and/or health care providers can intervene with actions which 
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will promote and enhance self -esteem and mastery which in turn 

will increase wellbeing. These actions would include 

providing information about the disease process of arthritis 

and reasonable expectations of outcomes of the disease. 

Teaching patients what to do for specific symptoms can lead to 

increased mastery. When an indi vidual is equipped with 

information of what to expect, the person can have contingency 

plans ready for those times when the disease is at a state of 

flare and the person is unable to function as well. Although 

levels of physical functioning for the most part cannot be 

changed, providing avenues for maintaining self-esteem and 

mastery over the environment despite level of functioning, 

could increase the sense of wellbeing. 

Mastery over the environment is not limited to just 

daily, routine activities. Mastery over the environment to 

increase wellbeing also has other implications as well. The 

majority of patients with arthritis have been and/or will be 

hospitalized at one time or another. Maintaining mastery over 

the hospital environment is a difficult task. However, by 

maintaining wellbeing (through mastery) the postsurgical 

recovery phase may progress much more quickly. Psychological 

adjustment to the disease process is difficult enough. 

Studying the effects of mastery in maintaining wellbeing in 

the hospital setting would benefit an entirely different 

sample of the population. 
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This study enhanced the current nursing knowledge of 

wellbeing in patients with rheumatoid or osteoarthritis. It 

offered results which can be applied by implementing 

therapeutic actions which would promote self-esteem and 

mastery over the environment thereby maintaining wellbeing. 

Summary 

The purpose of this study was to test a conceptual model 

of wellbeing which depicts the relationships between and among 

the variables of severity of illness, dependency, uncertainty, 

functional status, self-esteem and mastery. It was expected 

not only that the test of the entire model would result in the 

variables contributing to a significant amount of the variance 

in wellbeing, but that self -esteem and mastery would be 

mediators relative to wellbeing. 

Results of this study showed that 58% of the variance in 

wellbeing was explained when self-esteem was included in the 

model. Under conditions of high self-esteem, wellbeing was 

higher. Fifty-two percent of the variance in wellbeing was 

explained by the causal model when mastery was included. 

Similarly, mastery was a mediator of the aversive condition 

experienced in arthritis relative to wellbeing. Under 

conditions of high mastery, higher levels of wellbeing 

resulted. 
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Based upon these findings, it is expected that promoting 

self-esteem and enhancing mastery over the environment for 

persons with rheumatoid arthritis or osteoarthritis result in 

higher levels of wellbeing. By fostering a positive attitude 

toward self and by creating an environment for these people 

which allows them control over what happens around them and to 

some extent, to them, a person's general level of wellbeing 

can be maintained. 

It is believed that future studies should test this 

conceptual model within a hospital setting to explicitly test 

the concepts of self-esteem and mastery and how they function 

with hospitalized patients. This would extend the current 

knowledge of how and under what conditions self-esteem and 

mastery function as mediators. By developing more knowledge 

about self-esteem and mastery as mediators, the wellbeing of 

persons with rheumatoid arthritis or osteoarthritis can be 

consistently enhanced. 
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APPENDIX A 

HUMAN SUBJECTS COMMITTEE APPROVAL 



February 5. 1993 

Christine L. Arslanian RN. MS 
Research Office 
Tucson Medical Center 

Tucson Medical Center 
Team. TechnOlogy. TraditiOn 

RE: Maintaining Wellbeing in Anhritis: Mediators of the Adversive 
Condition. 

Dear Ms. Arslanian: 
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We have received a copy of the protocol and subject disclaimer for the above study. Since the 
study does not require any invasive procedures or any other risk to the subject. on behalf of the 
TMC Human Research Committee I grant administrative approval for this project. You may now 
begin data collection. 

We wish you success with your data collection. If there is anything else I can do to facilitate 
your research at 'fMC please contact me. I can be reached at 324-5332. 

Sincerely, r;. / 

~
"/J(' r 
~"~-~ 

Ronald P. Spark. MD. Chair 
TMC Human Research Committee 

5301 East Grant Road. P O. Box 42195 • Tucson. Arizona 85733 • (602) 327-5461 
VH-A. ~.fp"'oPrJ:lI~~ntarv~r.aLS~~ ... ..a.lnc. 



THE UNIVERSITY OF 

Human Subjects Commuree ARIZONA 
HEALTH SCIENCES CENTER 

February 11, 1993 

Christine Arslanian, R.N., M.S. 
College of Nursing 
Building 201, #351 
Arizona Health Sciences Center 
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1690 N. Warren 1 6Id~. 52661 
Tucson. Arizona 85724 
16021626·6721 or 626·7575 

RE: MAINTAINING WELLBEING IN ARTHRITIS: MEDIATORS OF THE ADVERSIVE 
CONDITION 

Dear Ms. Arslanian: 

We received documents concerning your above cited project. 
Regulations published by the u.S. Department of Health and Human 
Services [45 CFR Part 46.101(b) (2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

i. r'i!~\..."':t-
William F. Denny, M.D. 
Chairman, 
Human Subjects Committee 

WFD:sj 

cc: Departmental/College Review Committee 
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University of Arizona 
Health Sciences Center 

Subject Disclaimer 
(One time Data Collection Group) 
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You are being asked to voluntarily participate in this study 

entitled "Maintaining Wellbeing in Arthritis: Mediators of the Adversive 

Condition". The purpose of this study is to look at your experience with 

arthritis. You have been selected as a possible subject because you have 

a diagnosis of either rheumatoid arthritis or osteoarthritis. 

Attached is a set of questionnaires which asks about your experience 

with arthritis. By responding to the questions, you will be giving your 

consent to participate in the study. You are free to withdraw from the 

study at any time and your care will not be affected in any way. The only 

known risk to this study is that you may become fatigued while completing 

the questionnaries. In that event, I encourage you to take a break as 

needed. However, I do ask you to complete the questionnaire the same day 

you start it. The information on the questionnaires will be kept 

confidential, limiting access only to me and members of my dissertation 

committee. Your identity, however, will not be disclosed to anyone. If 

you have questions at any time during the study, please contact me. I can 

be reached at home at 575-1939. 

Please read the following instructions and complete the 

questionnaires. You may not be able to complete the entire packet of 

questions in one session, but you should try to complete it within one 24 

hour period. 

Thank-you very much for assisting me with this project. 

Subject Signature Investigator Signature 
Chris Arslanian, RN, MS 
Doctoral Student 
University of Arizona, 
College of Nursing 

Date 
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Directions: Please read each statement carefully before responding. Mark 

a straight line across the given line at the point which indicates how you 

feel today. Your mark can be put any place on the line. An example of 

how to answer the question is given below. 

EXAMPLE: Reading a good book is something I enjoy. 

Agree __________ LI __________________________________________ Disagree 



Arthritis Index of Disease Activity 

1. Joint pain in the morning. 

Not Painful 

2. Joint pain in the evening. 

Not Painful 

3. Joint stiffness in the morning. 

No Stiffness 

4. Joint stiffness in the evening. 

No Stiffness 

5. Energy level in the morning. 

High Energy 

6. Energy level in the evening. 

High Energy 

7. Mobility in the morning. 

Good Mobility: 

8. Mobility in the evening. 
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Extremely 
Painful 

Extremely 
Painful 

Extremely 
Stiff 

Extremely 
Stiff 

Low Energy 

Low Energy 

Poor 
Mobility 

Good Mobility ________________________________________________ __ 
Poor 
Mobility 



Reliance Scale 

O~. My ability to get around is best described as: 

Require 
assistance 
from another 
person 
at all times 
to get around 

02. My ability to get dressed is best described as: 

Require 
assistance 
from another 
person 
for all 
dressing 
activities 

~75 

Total 
independence 
(May use 
aids such 
wheelchair, 
braces, etc. 
but without 
assistance 
fran another 
person) 

Total 
independent 
dressing of 
self (May 
use aids 
such as 
stocking 
holders 
but without 
assistance 
from 
another 
person) 
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03. My ability to be well groomed and have good hygiene (combing hair, 
brushing teeth, washing hair, taking a bath) is best described as: 

Require 
assistance 
from another 
person 
for all 
grooming 
activities 

04. My eating skills can best be described as: 

Require 
assistance 
from another 
person 
for all 
eating 
activities 

Totally 
independent 
in grooming 
self (May 
use aids 
e.g. bath 
grab bars, 
bath chairs, 
etc., but 
without 
assistance 
fran another 
person) 

Totally 
independent 
in all 
activities 
(May use 
aids, e.g. 
splints, 
plate guard 
etc., but 
without 
assistance 
fran another 
person) 
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05. My ability to take care of my skin so it doesn't break down can be 
described as: 

Require 
assistance 
of another 
person for 
all aspects 
of skin care 

06. My ability to use transportation is best described as: 

Use of any 
forms of 
transportation 
requires 
assistance 
of another 
person. 
Cannot drive 
a car. 

Capable of 
carrying out 
an effective 
skin care 
routine on 
all my body; 
(May use 
aids e.g. 
sponges on 
a stick, 
etc. but 
without 
help from 
another 
person) 

Able to use 
all forms of 
transpor
tation (both 
private and 
public) 
without 
assistance 
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07. My ability to make use of community facilities (all public places 
such as stores, banks, public washrooms, etc.) can best be described 
as: 

Require 
assistance 
from another 
person for 
use of all 
community 
facilities 

08. My economic status is best described as: 

Capable of 
using all 
community 
facilities 
independ
ently (May 
use aids 
e.g. ramps, 
wide doors, 
but without 
assistance 
of another 
person) 

Unable to 
achieve 
any degree 

________________________________________________ Able to 

of independence 
(L e. depend 
on others 
for income. 
May count 
disability 
as source of 
independent 
total 
income) 

achieve 
economic 
independence 
(Le. 
maintain 
self at an 
adequate 
level on 
own 
resources) 



Mishel Uncertainty in Illness Scale 

01. I don't know what's wrong with me. 

Strongly 
agree 

02. I have a lot of questions without answers. 

Strongly 
agree 
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Strongly 
disagree 

Strongly 
disagree 

05. The explanations they give me about my condition seem hazy to me. 

Strongly 
agree 

OB. My symptoms continue to change unpredictably. 

Strongly 
agree 

09. I understand everything explained to me. 

Strongly 
agree 

10. The doctors say things to me that could have many meanings. 

Strongly 
agree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

12. It is difficult to know if the treatments or medication I am getting 
are helping. 

Strongly 
agree 

Strongly 
disagree 
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13. Because of the unpredictability of my illness, I cannot plan for the 
future. 

Strongly 
agree 

Strongly 
disagree 

15. I have been given many differing opinions about what is wrong with 
me. 

Strongly 
agree 

16. It is not clear to me what is going to happen. 

Strongly 
agree 

18. The results of my tests are inconsistent. 

Strongly 
agree 

19. The effectiveness of the treatment is undetermined. 

Strongly 
agree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

21. Because of the treatment, what I can do and cannot do keeps changing. 

Strongly 
agree 

Strongly 
disagree 



Functional Status Scale 

01. Can you turn your head from 
side to side? 

02. Can you comb your hair 
(at the back of your head)? 

03. Can you close drawers 
(with arms only)? 

04. Can you open doors? 

05 Can you lift a full teapot? 

06. Can you lift a cup with one 
hand to drink from it? 

07. Can you turn a key in a lock? 

OB. Can you cut meat with a knife? 

09. Can you butter bread? 

10. Can you wind a watch? 

11. Can you walk? 

12. Can you walk without 

a. someones's help? 

b. crutches? 

c. a walking stick? 

Yes, 
with no 
difficulty 

Yes, but with 
difficulty, e.g. 
pain, weakness 

1B1 

or stiffness No 



13. Can you walk up a flight of 
stairs? 

14. Can you walk down a flight 
of stairs? 

15. Can you stand up with your 
knees straight? 

16. Can you stand on your toes? 

17. Can you bend down to pick 
something up off the floor? 

Yes, 
with no 
difficulty 

Yes, but with 
difficulty, e.g. 
pain, weakness 
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or stiffness No 



Self-Esteem Scale 

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

Strongly 
agree 

2. I certainly feel useless at times. 

Strongly 
agree 
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Strongly 
disagree 

Strongly 
disagree 

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

Strongly 
agree 

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

Strongly 
agree 

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

Strongly 
agree 

6. I take a positive attitude toward myself. 

Strongly 
agree 

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

Strongly 
agree 

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

Strongly 
agree 

9. All in all, I am inclined to feel that I'm a failure. 

Strongly 
agree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 



Mastery Scale 

1. I have little control over the the things that happen to me. 

Strongly 
agree 
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Strongly 
disagree 

2. There is really no way I can solve some of the problems I have. 

Strongly 
agree 

Strongly 
disagree 

3. There is little I can do to change many of the important things in my 
life. 

Strongly 
agree 

4. I often feel helpless in dealing with the problems of life. 

Strongly 
agree 

s. Sometimes I feel that I'm being pushed around in life. 

Strongly 
agree 

6. What happens to me in future mostly depends on me. 

Strongly 
agree 

7. I can just do about anything I really set my mind to do. 

Strongly 
agree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 

Strongly 
disagree 
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Symphony Scale 

Thinking of how I feel right now, my life is: 

l.Just the 
way I 
thought 

Not at all ________________________________________________ the way I 

it would 
the way I 
thought it 
would be 

thought 
it would be 

2.Satisfying __________________________________________________ Unsatisfying 

3.Pleasant __________________________________________________ Unpleasant 

4.Full ________________________________________________ Empty 

5.Worthwhile __________________________________________________ Useless 

6.Enjoyable __________________________________________________ ,Miserable 

7.Hopeful ________________________________________________ ~Discouraging 

8.Full of Full of 
Achievemen~t-------------------------------------------------Failure 
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DEMOGRAPHIC DATA 

Your present age: 

Are you male or female? 

Do you have rheumatoid arthritis or osteoarthritis? (circle one) 

How many years have you had arthritis? 

Do you receive disability payments? 

Are you employed? 

Have you had any joints replaced? 

If yes, how many? 

If yes, which ones? 

What medications are you currently taking? 
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