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CHAPTER I

INTRODUCTION

The geriously 31131 person faces an increasing srrey of treaztunent
procedures which may include Involved diagnostic tests, complicated
and lengthy medical regimens, and high-risk surgeriss, These factors
compromise already texed coping abllitles and place increased demands
on psychologieal resources. This is especially true for the patlent
with cardiovascular disecase. DPecauss cure is wnlikely, the patient
wngt rieke Jife-styls changes that will continue Jong after the acute

1lness 1s pashe

For healthecare profezsionals te assist cardiovascular patienis
to achieve an optimal state of adjustment; 1% is Importaent for then
to recognlse and to strengthen sourceg of psychologicel support

lable Lo the patient, Efforts to identify psychologieal cnaracs

‘-f"ﬂ

aval
teristics contributing to satisfactory adjustment and recovery, have
fecused on factors such as locus of control; dependsuey and depression
(Creyshaw, 19743 Mone, 19703 Wishnie, Hackett, & Cassem, 1971).

The religicus faith of the petisnt 1s one internal characteristic
seldom discussed in the literature. It mey have considerable affect
on the rocovery precess. eliglous leaders censidsr faith in God as
a source of strenzth and confidence sustaining the individual 4

timas of personel erisis, The present study attempted to assaszs the
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quality of personal religious experience in a semple of cardiac patients
and to determine if there were relevant aspects cf religious failth

which could aid in thelr adjustment to this chronic illnese,

Review of the Literature

The theorstical and emplrical literature related to the role
of religious experience in the recovery process of cardlac pstients
are presented under the following headings; (a) Cardiac Adjusiment,
(b) Religion as a Factor in Adjustment, and (c) Religicsitys Its

Dimensicns and Measurement.

Cardiac Adjiustment

%

As usually defined, the concept of adjustment implies either a
complete return to an earlier healthy state after an illness or ths
attaliment of optimal funcition within permanent limitations lxposed
by the illness. Adjustment may refer to physical, social, or pgycho-
iogical processes. The degree and methed of adjustment occuring is
influenced by the coping style of the individuval, Although individusl
ceping methods tend to become habitual, the way one handles a given
situation depends upon the perception of the total situation, the
self=concepty and the interaction of the two (Lazarus,; 1963). Especially
in iliness, adjustment is influenced by the patient's perceptions of
the whole situation and the meaning seen in the illness (Braceland,
1966 Lipowski, 1971). Because faith in God is believed to sustain

the pergon in crisis, it seems reasonable to expect personal veliglous



beliefs and attitudes to be significant factors in adjustment,

Cardlac conditions vary in severity, in relationship to personsl
living habits, degree of disability, type of onset and prognosis.
A1} cardiovascular patienis share an awareness of the major insult
that has occurred to an essential organ., Additionally, because the
heart hes considerable symbolic meaning, the patient®s cognition of
his situation often extends beyond the need for change of physical
hoblts, to changes of selfeimage and personal value systems as well,
(tbrem, 19653 Kellerman, 1968; Resnik, 19715 Wintner, 197L).

Even more slgnificant is the growing evidence that the manner
in vhich the verdiac patient has previously adjusted to life may cone
tritute toy or even cause, his disease, The problem of a coronaiye
prone personalily has been explored by several lnvestigators, including
Jenking {1966,1971), Dreyfuss, Shanzn and Sharon (1966), van der Valk
and Groen (1967), Rosenman and Jenkins (1970), and Friedman, Rosemman,
and Strans (1968}, Specific personality traits that have been identified
as typical of the coronary=prone include frustration of high achisveuent
needs {Christenson, 1568), depression, (Bruhn, Chandler & Wolf, 1969;
Hellerstein & Hornsten, 19663 Klein & Parsons, 1968), and hopelessness
(Morgan, 1971).

The well<known "Type A Personality® 1s characterized by competi-
tiveness,; restlessness, habitual sense of pressure or uvrgency and tene
dencles to work long hours vigorously and drive both self and others
(Friedman & Rosenman, 15743 Kiester, 1973). The handling of aggressive

impulses may be a speclal problem according to Bastiasns (1968), who
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obgserves that the cardiac-prons seem to Live simultaneously in s state
of fight and flight. Bastiaans contends that myocardial infarctions
occur at & point of speclal frustration between the tendency to fight
and the tendency to flee, These views suggest that the cardiac patient
rmay have a speclal adjustment preblem; for they imply that the patient
may have to work toward a more satisfactory adjustment to life than
he has previously attained. Thus, adjustment may not only be required
to the cardiovascular conditicn, but to all 1life relationships.

Cardiovascular patients have been characterized as anxious, tense,
frustrated and fatigued (Benami, Blesin, Ledecq & Meritens, 1970;
Mertens & Meulans, 1970; Trimble & WilsoneBernett, 197L; Wishnie,
Hackett & Cacsem, 1971), as hypochondriacal (Mons, 1970), as frightened
(Crayshaw, 197h), and as having considerable discrepancy betwesn the
resl end ideal self {Barry, Dunteman & Webb, 1968). A numbsr of
studies note a particularly high level of enxiety (Abram, 1965; ILeary,
Columbarc, Schwab & McGinnis, 19683 Paley, Paley & Koschene, 1969;
Priewt & Zaks, 19693 Zaks, 1959),

It is evident that there is considerable concern azbout the manner
in which patients with cerdiovascular diseese have coped with the
demands for adjustment in daily 1living, and how they will handle the
extra demands brought by illness.

Indicators of Satislacloyy Cardiac Adjugtinent. In order to study

cardiac adjustment, it ie necessary to operationally define satisfactory
adjustment, Rumbaugh (1966) cdescribed satisfactory adjustment in terms

of attituvdes held by convalescent cardiovascular patients. To measure



adjustment; he developed & scale identifying problem areas cardiac
patients might experience. Nomis for “satisfactory" or ¥idesl"
cardiac adjustment were established.

Other criterla of adjustment include return to work (Anderson,
1973; Brown & Rawlinson, 1976; Garrity, 1973; Jones, 19593 Sharland,
196h), morale (Brown & Rawlinson, 1976; Garclty, 1973), and willings
ness to relinquish the sick role (Brown & Rawlinson, 1975, 1977).

Of these three criteria, retwrn to work has received the most attene
ticn, and is often regarded as a major, i not the primary, goal in
the therapeutdc program (Bally 1967: Wolan, 19665 Segall, 1968
Smallbone, 1971; Turrell, 1965).

Bach of these investicators has focused on one part of adjunstment,
While the posseszion of desirable attiiudes and high morals, willing
ness to relinquish the sick role and retwn to work are probably
among the important indicators of satisfaclory adjustment, it is
generally acknowledged that these parameters of the quality of life
are not exhaustive of the domsin.

Programs Desicned to essist in Adiustment, Many caydiac rehabe

ilitation programs are broad and incilude diet control, regulation of
physical activity and work, adjustment of interpersonal relationships,
temperate and relaxed habits, and recreation (Gambier, 197h: Sermler

& Semmler, 197L)e Others study but one facet of the therapsutic

regimen such as physical reconditioning (Hellerstein, 1965; Kellermanr,
1972, econcmic problems (Helander, 1970), or family relationships

(Jefferson, 1966). Programs designed to deal with the internal



adjustments involving the self-image have been advocated by Bonney
(1960) and Houser (1973). Researchers emphasize the nsed for the
patient to see himself as on the way to normal activity (Evans, 19723
Hall & Alfanoy 196L). Both Mone (1970) and Gruen (1975) found
brief psychctherapy useful during the immediate convalescent
period. Gruen considered some of his patients to have sufficient
inner resources and they did not need psychotherapeutic counseling.
In that Gruen did not further explore the nature of those inner
resources,; it is not knowm whether or not religious faith was a
factor. He program appears to have considered the patient's
reiigious practices as a factor in adjustment.

suery, In additlion o adequate coping mechanisms, adjvete
ment to illness 1s affected by the patient's perceptions of the
total situation, self=concept and the interaction of the two.
The presence of cardiovascular disease may require particularly
complex and wide~reaching adjustiments in &ll aspects of 1ife.
Programs designed to assist the cardiovascular patient in adjuste
nent recognize the need to utilize and strengthen the personts
availsble immer resources, -Vhile acknowledging thelr imporiance,
the nature of those imner resources has not been fully explored.
Religicus faith as en inner resource for the person with chronic
illrness in general and cardicvascular disease in particular has

received litile attention.



Helicion as a Factor in Adjustmen®

One of the contributions of religlon is personal support in
time of crisis. Johnstone (1975) studied the role of religion in
a variety of personal crisis situations. He found that religion
often helped perscns to mest crises with more equanimity, and
asslsted them to maintain & more normal social function through
times of crisis. Gurin, Vereff, and Feld (1960) surveyed over
200 subjects who had sought help in dealing with some personal
crisis. Forty-two percent of such contacts were msde with clergye
men., The remaining 58% were divided among madical doctorss psychi-
atriste and psychologists, lawyers, and marrisge cowmnsellors.

It sppesaxs thal many persons sxpect and seek help and support
from their religious faith. Moreover, 65% of those contacting the
clergy felt that this contact had Phelped a lot¥. The study did
not explore in what way the clergy héd helped, Concelvably,; the
help could vary from meeting spiritual or psychological neads

to handling socioeconomic problems through the services of the
churchts socilal wellare programs,

Barlicy it was noted that adjustment is affected by the paticnt's
percsptions of the tolal sitvation, of himself as an individual
and of his place in the whole of tne circumstances in which he
finds himself. It iz in thie context that one would expect the
religious faith of the person to influence his response to 1llness.

Tournier (1960) has given a degree of validation to this view. He



observed that patients frequently try to find reasons for iliness
beyond the physiological; some accepting discase as a "warning® .
or "punishment® and others expecting illness to continue untilﬁ
some Pgullt" is "pub right". Towrnier cites cascs wherein recovery
seamed directly reiated tc an experience of accepting, or extending
forgiveness, to a relinguishing of bitterness or grudge, or to
the yielding of selfish desire.

Tournier suggests that patients without religious faith not
only suffer from the physical disability of disease, but also
from & sense of lifeeinterrupticn or disruption. On the othar
hand; he concludss that a religious pestient searches to find a
meanlvg tending towerd witimste good. Furthermors, the fecal
poéint of his life; his commnion with God, is not interrupted,
but may even be enhanced by having more time to contemplate and
meditate duxring the enforced suspension of work routine,

in opposite view is offered by Campbell, Converse, and Rodgers
(1976) in comparing various personal resources., Their findings
suzgest that religiosily is not an especially useful resotrce
vhen compared to others. Their findings may be questioned on
methodological grounds as religiosity was measured by only ons
guestion, "In general, how religious minded would you say you
are?" In that the term “religious minded" was not operationally
definedy the subjects in the study were free to interpret it in
a varlety of wkmewn ways. Additionally, the single question used

does not adequstely sample the religious domzin., Since the gube



Jects® religlious exmeriences and beliefs were not diréctly studied
as useful personcl resources, the resulis can not be considered
conclusiva,

Religious servicesbara often avzilable in rehabilitation
facilities (Rusalem & hcclabatti, 1969). However, the nature of
the religious ssrvice that is most helpful has not been explored,

Persons tend vo pray more fraguently in sitvations involving
health, catastrophe, and relocation than in other types of personal
crisis (Lindenthal, Myers; Pepper, & Stern, 1970). Since in the
study by Lindenthal et al, prayer habits in the time of crisis
were not studied in relationship to hzbiitusl prayer patterns beferse
the time of orisie, the role of an established religlous faith as
an inner resource is not clear.

Persons with an intrinsic religious orientation tend to fear
desth less than those with an extrinsic religious orientation
(Kahal & Dunn, 1975). This would suggest that persons do gain
from an inner religlous experdence some measure of equanimity
wilh which to face crisis sitvations. Stark (cited in Beit-Hallahwi,
1973) hypothesized thal as persons aged and death becams imminent,
relipgioslity wovld increase, bult this hypothesls was not supported.
The only charge found with inereasing years, was a strengthening
of belief in immortality. This finding may be questioned since
the study was comparative rather than Jlongitudinel,

In summary to this point, 1ittle mention In the literaturs

relates the role of religiocn to adjustment in illness, There has
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been little attention given to the question of whether or not
religion is a commonly used psycholoegical rescurces; and if so,
what kind of religious experience is most helpful.

Relipion and Health., There are some writers vho assert that

religion contributes to the state of total well-being, of complete
health. (Bonstedt, 19683 Dunkin, 1958; Simpson, 19683 Sr. Mary
Crown of Thorns, 19573 White, 1905). From this viewpoint, it might
be inferred that religion could aid in & retuwrn to health, or to
normal functioning, for those experiencing illness.

The ability to accept life's clrcumstances without undue ree
sentment is somewhat related Lo religious falth., Acceptance was
the particular trait studied by Mason, Clark, Reeves and Wagner
(1969) as it rolated to the rate of healing in patients wndergoing
surgery for retinal detachment. They found that the degree to
vhich the patient accepted his circumstances had a significant
offect on the rate of healing. They found faith in Ged 10 be a
valuable support to their patients. They further differentiatad
between a faith which states, WIf I pray hard enough He'll do
what I want," {which was not helpful) and that faith which believes,
“yhatever happens, He'll be with me and help me through. I'11
still be within His loving care," (which proved very helipful).

One wonders if retinal healing is hastened by faith and acceptance,
then might not other physical heeling, including that of cardiac
tissues, also be facilltated.

A few writers imply that there could be same relationship
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between religious faith and cardiac healths Friedman and Rosenman
(197L) comments

Admittedly, millions of Amerdcans are churchegoers, but fewer

end fewer of them 'live with their God! in any meaningful way.

We cannot say positively that the increase in Type A behavior

pattern has been directly influenced by the continuing loss of

religious faith. . « » We can declare, however; with cone

siderable certainty, that we have rarely encountered this

behavior patiern in any person whase religious. . . beliefs

take precedence over his preoccupation with the sccumulation

of 'numbers! or the ascquisition of personal power. (p. 228)

A similar observation is noted in another publication (McQuade
& Aikmenn, 1974), which states that "religion in the devout believer
has 1little equal as an allayer of stress." (p. 8) Such observations
sugzest a relationship, but only a few investigators have looked
at thz relationship between a person®s faith and its effect on
cardiovascular disease, Investizators studying this velsaticnship
were nct concerned with personal religion, but the possible etiologe-
jeal factors related to religlous affiliation (Broen & Ritzmann,
19675 Friedman & Hellerstein, 1968; Lehr, 1969; Shapiro, Weinblatt
& Frank, 1969; Wardwell, Kyman & Bshnson, 1964,1968). These were
sociological studies, comparing the incidence of cardiovascular
diseage in Catholic, Protestent, snd Jewish groups. It must be
acknowledged that the teachings of Catholic, Protestant and Jewish
doctrine might predispoge their adherents to characteristic types
of personal religious experience. lowever, conclusions can not be
drswm about the role of personal faith on affiliation categerization,

gince individusl experiences within esch group are toe varied,

Tn deseribing the 1ife styls assocliated with increased incidence
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of cardiovascular disease, Russek (197L) includss "“unfilled spiritual
needs in youth" along with such factors as commetitive environment
and physical inasctivity. Although Croog and Levine (1972) included
three religion-oriented gquesitions, they made no attempt to evaluate
the personal religious experience.

It can be seen that there is very little known about personal
religion as a resource for the cardiovascular patient. No studies
were found in the literature which explored this relationship.

Religion and the Psychological Problems Common to Cardiac Patients.

Tt seems reasonable to anticipate that if religlous faith were to
affect cardiac adjustment, it might do so by its effect on either
persenelity traits or coping style. Three psychological varlables
ware suggested in the earlisr section of the review of the literature
as being significant to the patient with heart disease, Thess wore
anxlety, depression; and dependency (reluctance to relinguish the
sick role). There is same evidence relating religlosiiy te thess
truits.

Anxiety and religiosity were studied by Glass (1971) end Funk
(1958). Glass (1971) found anxiety increased in persons who did
not practice their religion; while Funk (1955) found anxiely increased
in persons experiencing conflict in their religious beliefs. Funk
did not find a relationship between anxiety and religious preference,
orthodoxy, lack of religion or change in religion. Mowrer (cited

in Spielberger, 1966} states that as one's bshavior becones more

congruent with religious convictions, anxiety decreases., This view
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supports the findings of Glass and Funk.

Spellman, Byrne, and Baskett (1971) noted & greatcr amount of
anxiety in people with sudden religious conversion experiences, and
less in those with stable, well developed religiosity. This finding
might indicate that the religious experience tended to decrease
anxiety, or simply that those with well-established religlous
practices were more comfortable with their life style than those
experiencing change in living patterns. Both Ellens (1975) and
Jackson (1975) take the position that religion should decrease
anxiety, although Wilson and Miller's study (1968) seemed to find
1little relation between specific religious attitudes and anxiety.

In regard to dsnression Andreason (1972) considers that normal
and wholeswame religion contributes to the control of depressicn.
Powell (1977) reports cases where this would seem to be verified.
Oates (1973) in discussion of psychology and religion, observes
that the main psychological component of effective religion is
hope. Depression is the antithesis of hope. He sees the task of
effective religion as teaching how Jjoy in 1living can be experienced,
primarily through strengthening hope.

Dependency in terms of adjustment carries rather negativé
implications, Some writers take the view that religion fosters
dependency in the individval., Pais (1971) takes the position
that religion is the working through of dependency needs of the

individual, a stance which has negative overtones. In contrast,

b}

Curran (1972) seas decp religiosity as cccurring only in the mature

¢
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and securs personality. Here it is assﬁmed that the mere secure
would be less dependent, Studying the relationship from an
opposite point of view, Williams and Cole (1968) lend support to

Curran (1972) with their findings that the least religious wers

the least sscure,

Surmary. Researchers have hypothesized that religion might
be one of the valuable psychological rescurces, that persons pray
more in times of crisis, and that religicsity might increase in
the aged as they face death, It has been suggested that religious
background might have an effeet on the occurrence of cardiovase
cular disease, and that religion might have an effect on anxiety,
depression and dependency, three factors of importance in cardiac
adjustaent,

However, no study which dealt with the variable of religion
evalvated the persocnal religigus experience of the individual
with cardiovascular disease and its relationship to his degree

of adjustment.

Religiosity: Iis Dimensions and Measurerent

Religious faith has only recently become a subject for scien=-
tific research. Thus it is not surprising that there is not yet
a great deal known about the function of religious faith in assiste
ing the individual through times of crisis or readjustment. Within
the field of religious ressarch, some studies focus only on church

effiliation {Mechanic, 1963; Croog, 1961), Church attendance.
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patterns have also received atiention from soclologists (Rosten,
1955). Although these aspects of religiosity are more accessible
for scientific study than the personal imner experience, they fail
to increase understanding of what religious experience means to
the person.

Dimensions of Reliriosity. A major problem in studying

religious faith as a personal resource is the complexity of religious
experiences. Although some view religiosity as a unitary concept
Wearing; 1972), there seems to be fairly general agreement that

a definition which implies multiple dimensions is preferable (Brown,
19663 Fukuyema, 19613 Glock & Stark, 1965). There has been some
work aitampting to define the varicus facets of religiosity.

Mnong those who have endeavoured to isclate religiosity facters
are (lock and Stark {1966). They suggest the following four
dimensions of religiosity; belief, practice, experience, and
knowledge. Similarly, Faulkner and dedong (1965) identify a group
of five factors which ares ideological, intellectual, ritualistic,
experiential, and consequential, Lenski (1961) added the factor
of group ties and participation, while King (1967) defined a total
of nine factors. OSimpler sets of dimensions were used by Amon
end Yela {1972) and Dittes (1971). It appears that the dimensions
defined would not have equal value in sustaining the individual
through & time of personal crisis. There is no documentation
found in the literature as to which dimension(s) providas psychological

strength 4o the individual, although 1t has bteen observed thati .
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strengthening religion is "™internal" in nature rather than "exzternail
(Field and Wilkerson, 1973). ILenskil (1961) found only a low correla=
tion between the "doctrinal corthodoxy" and "devotionalism" areas

of religiosity he had defined for his study.

A continuum of experience beiween intrinsic=extrinsic religlous
orientations was defined by Allport and Ross (1967). The intrinsiec
experience was defined as a "true® religion, one that draws full
commitment from a person and affects all his activities., Extrinsic
types of religion, on the other hand, affect his behavior very litlle,
but focus on the appearance of religiosity (Allport, 1960). Their
work formed the basis of several other studies, such as Feagan's
(196L), and from these some question has arisen as to whethsr or
not the intrinsic-extrinsic poles represent a continuum, or
perhaps two separate dimensions, For the present study it was
assumed that religious experiences which provide strength and
resources for coping with taxing circumstances, would be experiences
of the intrinsic sort, rather than of the extrinsic.

studies Reletine to Intrinsic Religious Experience. Nelson

and Dynes (1976) emphasize the need for careful definition of
the immer religious experience. Yet they asked their subjects
to indicate their relationship to religion only as "deeply,
moderately, not very, or not at all®™ religious. Devotlionalism
was measured by three questions: "Do you say grace at meals?®
tHow often do you pray?" and "How important is prayer in your

14f87" Although these measures do glve .a somewhal quantitative
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measure, they do not fully explore the inner religious experience.
The fact that research tends to focus on the external forms
of religion which are more easlly measured influences the conclu=

sions reached (Becker, 1971). Commentinz on the paucity of
research related to the devotional or experiential aspact of
religiosity, Becker states,

Whether the quantification and measurement of inner exper-

iences can be accomplished remsins to be discovered. Unless

more empirical attention is turned to this aspect of religion,
the study of religion and personality will be unduly limited
to the more superficial dimensions of bothe (p. L06)

Another weakness of many religious studies, is that they are
limited to active church members, persons who are involved in the
external zctivities of religion. Such sampling ignores people who
might have a pronounced intrinsic religious faith, but who are not
involved with external social church activity. Wuthnow and Glock
(197l) surveyed a large sample of Americans in regard to their
attitudes regarding religion. They identified a group who professed,
%] believe in God, but I don't believe in the way religions handle
worship.”

An interssting approach to the study of what religicn means
40 the individual is found in Vernon's work (1961). He asked
subjscts to respond with 20 "I am . . o " statements fo the ques-
tion, "who am I?" and then looked for responses with religious
reference, e.g. "I am a child of God". Subjects were then asked

to indicate whether they viewsd religion as being very, moderately,

slightly, very slightly, or not at all important. iis results
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imply that the public appearance of worship is more important
to many persons than the inner experience since three-fourths
of those who made no religious reference in the 20 sgtatements

stated that religlion was either moderately or very important.
In the search for studles svaluating the inner religious

experience; very little was found except the acknowledgment of
the need for such study. One such comment is taken from the 1959
Symposium of the Academy of Religion and Mental Health (1961).

Bacause the statistical relation between religion and mental
health, . . does not indicate very much, Dr. Allport had suge
gested that the whole research area should be broken down on
the basis of what religion means to the individuel, Dr. Klineberg
recalled, The important distinetion Dr. Allport had made
between a kind of intrinsic or ‘true' religious attitude

and an extrinsic one. . « was one way of attacking the
problem, The kind of research Dr. Sills had been talking
ebout raised the sams problem. Lumping together all forms

of religicus association or identification resulted in

mixing up very different kinds of behavior, Instead of
lcoking for statistical correlations between religious
behavior and mental health, researchers should look more
carefully at the nature of religious experiences . « «

It is an elementary mistake to assume that everything beare
3ing the semantic label of 'religion' can be dealt with as
one phenomenon, OCne must get inside the personslity and
find out what religion really means to the person before

he can make any intelligible corrslaticns. (p. 9)

Relipiosity Sceles. Robinson and Shaver (1973) included

in their collection of social=psychological attitude measures

a section dealing with religiosity scales., They selected 17
scales and camented that others were not included as they seemed
to duplicate those gselected. Review of more recent literature

failed to locate any scales that were substantially different,
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Seven of the 17 scales (Thurstone & Chave, 1929; Survey
Research Center, 19693 Gorsuch, 19683 lMartin & Westie, 1959
Brovm, 19623 Brown & Lowe, 19513 Poppleton & Pilkington, 1963)
probe intellectual beliefs about the church, the Bible and God's
nature., Dymes (1957) was concerned with scaling Church/Sect
oriented attitudes, while Thouless (1935) was concerned with the
degres of certainty with which the particular bellefs were held
when compared with the degree of certainty expressed regarding
natural and political facts.

The intrinsic-extrinsic continuum concept of reiiglosity
developed by Allport formed the basis of scales by Allport and
Ross (1967), Feagin (196L), Hunt and King (1971), and Wilson
(1960). Of these scales, only three items referred to the rels-
tionship with God and devotional experience., These were, "Quite
often I have been keenly aware of the presence of God or the Divine
Boing," "The prayers I say when I am alone carry as ruch meaning
and personal emotlon as those said by me during services,” and
uT4 is important to me to spend periods of time in private religious
thought and meditation.®

The remaining six instruments selected by Robinson and Shaver
(1973) attempt to moasure the totel religious experience through
dimensional subscales developed by each investigator, All six
include two or three items referring to the relationship between
the individual and God as developed through the devotional experience.

Questions relsting to this experience deal with a sense of God's
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nearness, amount of time spsnt in reading the Bible, frequency
of prayer, and sceking guidance in decision making. No one scale
covers more than three of these areas, and some cover only two.
(Glock & Stark, 1966; Lenski, 19633 Faulkner & deJong, 19663
King, 1967; Putney & Middleton, 19613 Broen, 1956).

Mmong the religiosity instruments ayaileble, none focused on
the personal relationship with God, and none explored the devotional
experience beyond the superficial level of iwo or three general
questions.

Summary. Researchers in the field of religlosity generally
regard religiosity as having several dimensions, There is ﬁo
scientific evidence availabie that cne dimension is any more
helpful than any other as a personal resource in time of iillness,
More studies are available on extrinsic aspects of religiosity
than on intrinsic aspects, and more comprehensive instruments are
available for evaluating extérnal aspects of religiosity than
intrinsic. No study or instrument was found which explores

in depth the personal relationship with God dimension of experience,

Purposa of the Studyr

This study was based on the assumption that perception of a
close personal relationship with God may be the aspect of religlosity
of greatest value to persons who are in the process of coping with
the personal crisls of physical illness. In order to expliorse this

supposition; an Instrument was developed to tap the domain of |
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relationship wlth God as percelved by the patient, and to further
differentiate the iypes of religious experience that are more meaning=
ful in terms of coping with iliness.

The general purpose of this study was to determine 1f perscs

having heart disease viewed religious faith as an important inner
resource contributing to thelr ability to cope with this erisis.

For those who so affirmed, the most useful aspect of their relizious
faith was explored. Finally, the patient's percevtion of his
relationship with God, and its relationship to the degree of cardiac
adjustment was compared.

The major hypothesls of this study stated: there will be a
positive relationship between cardiac adjustment and the perception
of a clese relationship with God in patients recovering from
cardiovascular diseass.

& secondary purpose of this study was to sxplore the association
of a close relationship with God and of cardiac adjustment to
selacted (a) demographic variables of age, sducaticn, and income,
{v) psyvchological varisbles of anxiety, depressicn, and dependency,
end {¢) physical variables of dwration of anginal symptoms, presence
of previous myocardial infarction, end treatment regimen (medical

or surgicalj.
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CHAPTER IT

METHODOLOGY

Subiects

& g

The subjects of this study were perscns who are participants
in a larger study in progress at the University of Oregon Health
Science Center. These persons have been randomly assigned to
either medical or surgical treatment groups, after having been
assessed as suliable cundldates for aorito-coronary bypass surgery.
Patients were from elther the University of Oregon Medical Scheol
Hospital, or the Portland Veterans' Administration Hosgpital,
Subjects met the following criterdas chronic disability from
angina pectoris during the past 6 months, no cardiomegsaly cor
congestive heartv failure, no other disabling disease, and willingness
and availability to participate in a long-term study. Yor the
pwrposes of the present investipation, one further eriterion was
impossd. Subjects must have held their religious attitudes from
& point in time antedating their present illness,

Subjects in the larger study are being investigated, not
only for physiological response to the medical or surgical therae
pevtic regimen, but also for psycho=social factors of the adjustment

during the rshabilitaltion period. Data regarding their psychological

and social adjustment wera obtained at least 9 months after entry
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into the study in order tc¢ allow tims for adjustment to take plsce,
There were L5 persons on whom data were available at the

time of this investigation. Mall guestionnaires were sent to
these L5 persons; and L0 responded (89%). Reasons for none
return included unknown address, and termination from the primary
study. Seven of these L0 persons indicated that they did not
wish Vo participate. Five more were eliminated for the following
rezsons: one could not read or write, two reported a change in
religious views during the time of illness and/cr hospitalization
for surgery, and the final two had not fully completed all the

required forms. Hence the study 1s based on a total of 26  (62%).

Desiegn and Procsdure

This wes a descriptive and correlational study. 4Hlthough
dats repording the demographilc and psycho=social variables were
available from the subjects in the larger study, 1t was neceusary
to re-contact the subjects to obtain data regarding the religious
variable which was of primary concern. In ordsr to compensate
for the fact that data were collected at separate points in time,
subjscts ware asked to indicate how long they had held the expressed
religious views. Only those subjecis were included who reported
thoir presenl views as identlcal ‘o those held &t the time of pare-

ticipation in the previous study.

l..i s

Dete Collsction

A structured interview served as the najor source of data
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for the larger study. The interview in its entirety included
information not directly pertinent to this study, Hovever, data
of intersst were exivacted from the interview responses for the
present investigation. (For the Interview Schedule, see Appendix G.)
These dats included age, sex, marital status, annual income,
edveation, pressnce of angina end/or myocardial infarction before
entry, form of treatment (medical/surgical), scores on the Rumbaugh
Cardlac Adjustment Scale, and selected scales from the Minnesots
Multiphasle Personality Inventory,

Dats regerding the relipilosity variable were collected by
& mall questlonnsire, Subjects who did not respond to the first
meiling were sent a second set of forms. Further follow=up included

both re~mailing and telephone contacts.

Data Collection Instruments

Six instruments were used in the study. Four were develaped
by the investigator; the Relationship with God Scale, tho Cantril
Ladder for Tmportance of Experience with God, the Relative Salience
for Illness of Five Religiosity Dimemsions, and the Religlous Infor=
mation Form. Two were standardized instruments; the Cardizc
Adjustment Scale, and the Minnesota Multiphasie Personality Inventory.

Relavionsilo with God Scale (RGS). The Relationship with

God Scale was prevared by the investigator since no adequate tool
was available, The researcher began with 26 statements drawn from

informal diccussion with patients and others who found sirength



from their experience with God, Thirteen of these statements
reflected the attitudes of a person believed to have a close
relationship with God, and for each of these a statement was derived
vwhich reflected an opposite or widely differing attitude,

These statements were presented to a convenience sample of
persens who served as a panel reprosenting hetercgenous religious
views. The penel of 16 (including hospital patients, practicing
nurses, and graduate nursing students) responded indicating either
agreement or disagreement with the statements. As anticipated,
on some items, the subjects consistently agreed with one statement
and disagreed with i1ts paired opposite., In these cases, one statee
ment was remeveds the use of the paired opposites would be redundant.
Howvever, in the case of other pulrs, one or more of the respondsnts
indicated agreement ( or disagreement) with both statements, althovgh
they had been thought to be opposite. In these cases; both statements
were retained for further testing.

The panel was also encouraged to add items regarding helpful
aspects of personal religious experience that wers not included in
the instrument. Several statements were added from these sugges=
tionse Panel members were also asked to indicate statements that
vere confusing oy poorly worded and appropriate adiustments wsre
mada,

On the basis of these revisions; & second list of 31 statements
was prepared,; and similarly presented to a second psnel of nine

graduate muarsing students and hospital patients, also selected
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for divergent religious attitudes., After they had indicated
agreement or disagreement, 10 statements were eliminated because

.of low discriminatory value. The final scale included 21 statements
considered to measure the personal relationship with God variable
of religious experience,

The RWGS is the principal measure of the independent variable
of the study. Each item of the RWGS is a single statement o which
the subject chooses from smong six response categories. This Likerte
type scale provides rusponse Options‘ranging from strongly agree to
strongly disagree, For scoring purposes, thoss statements indicating
a close relationship with God receive 1 point for streng disagreement
and 6 points for strong sgreement. The ordér of scoring is reversed
for statements reflecbing & remote relationship with Ged. The scale
has a theoretical range of 21-126 points. Twenty-one points represents
the most distent relationship with Ged. The statements probe such
aspects of the relationship as the nature of the perscnal prayer life,
expectancy of rssponse to prayer, confidence in God's wisdom and love
in controlling circumstances of one's life, seeking divine guidance
in making decisions, and the expectancy of benefit from the relatlonship
with God. (Ses Appendix B.)

Cantril Ladder for Importance of Fxrerience with God (CLIEG).

To validate the RIS, a 10=step Cantrileladder was prepared. Sub=
jects were asked to indicate how important they felt their exper-
jence with God was, ranging from O (having no importance) to 9

(having the greatest possible importance). The KNGS statements
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were devised to define the aspects of one's relationship with
God that are helpful and valuable. In oxder to establish concurrent
validity of the RWGS, the Cantril Ladder scores were correlated
with the RWGS scores. (See Appendix C.)

Relative Salience for Illness of Five Reliriosity Dimensions (RSIFRD),

For tha purposes of this study, religiosity was considered to have

five dimensions: intellectual beliefs, humanitarian good deeds,

ritual invelvement, social involvement, and relationship with Cod,
Because it was not assumed that religion wovld be of equal significence
to all subjects, the RSIFRD waes developed. The RSIFRD is a scale

of nine items, The first four items were the options for those who
did not find religion a major source of help. The fifth statement
indicated that strength was primerily received from the rituwal-involvemsrt
dimension., Item 6 suggested that strength derives from the relation=
ship with God. Item 7 implied that strength comes from the good
deeds/humsnitarian dimension, while item 8 addressed the intellectual
dimsngion. The last, item 9, represented the dimension of social
involvement. (See Appendix D.) The scale was pre-tested on 10
patients to make certain that the wording was clear; and that the
presentation of the options was not confusing.

Relipious Information Form (RIF)s The first item on this

form was of special impertance. It read; "How loug have you held
religious views pretty much as you express them in the answers
to these questions?" Responses to this question were used to

estimate the religlous attitude probably held by the patient at
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the time of his illness/surgery and entry into the primary study,
Thls was of importance, as the data collected to measure the
religious variables toock place considerably later than the data
on the other variables had been collected. The response te this
question indicated which subjects might fail to meet the criterion
for the study of a consistent religious attitude antedating the
present illness. Several items were inecluded describing the
extent of the subject's participation in extemmal forms of religlous
activity. By camparing the responses to these items with the RWGS
scoress it would be possible to determine whether or not external
religiosity and inner religious experience were clesely related.

Subjects were asked to respond to guestlons regarding the
relationship they felt exlisted betwsen their relipious faith and
thelr illness, and also regarding their church affiliation and
activity. These questions, however; were of only descriptive
interest to the study. (See Appendix E.)

ngdiac Adjustment Scayg_(CAS). The dependent variable, cardizc

adjusiment, was measured by the scale developed by Rumbaugh (156L).

A copy of this scale is in Appendix F. Thils instrument was devele
oped to assess and counsel cardiac patients during the rehabilitation
pericd, The instrument consists of 160 items. Subjects respond
with "yes"; ™o", or "M with possible scores ranging from C (the
1east desirable attitudes for adjustment) to 160 (the most

desirable attitudes for adjustment). The items were validated

by a panel of physicians and psychologists. The Cardiac Adjustment
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Scale has proved to be a particularly good predictor of cardiac
patients most likely to return to work.

Over & period of 3 years, Rumbaugh, Knapp, and McCarxrty (Rumbauvgh,
1966) studied a group of 94 male patients with heart disease. The
subjects were primarily from the middle socioweconomic levels. The
investigators found the scale effective in predicting which patients

would return to work, ( «37, p<.01). They also

rpoint biserial =
found that the CAS scores correlated with particular psychological
traits. Thus it is suggested that the CAS measures at least in part,

such factors as emotional stability, objectivity, and cooperativeness.

Measurement of Other Variables. Religious experience was glso

relgted to other variables of secondary intereéte Data for these
variebles were provided from the Interview mentioned above. (See
Appendix A.) Daba extracted from this interview were age, sex,
marital status, incane, and educatlon. Certain physical variables
wers also used from the previous study. In an effort to relate
the helpfulnsss of the religious experdience to the type of life
crisis the subject had experienced, certain variables regarding
their physical condition were selected as follows:

1. time between onset of angina and entry into the study,
as an indicetor of long=term chronic illness in the past
experience,

2. presence or szbsence of myocardisl infarction, as an
indicator of acute crisis in the past experience,

3. type of treatment (surgical or medical) as indlcators
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of treatment experiences that offer either hope of

dramatic improvement with surgical risk, or hope of gradual,

moderate improvement without surgical risk.

Scores for the psychological traits of trait anxdety,

dependency, and depression were obtained from the MIPI included
in the interview schedule, The Taylor Manifest Anxlely Scale (At)
was used to measvre anxlety. Scores range from 1 to L9, the lower
score representing the least trait anxiety. Dependency was
scored uging the Wavran scale, which has possible noinits from
1 to 57 also scored so that the lowest score vepresents the least
dependency. The MMPT Clinical Scale 2 (D) to measure depression, has

a possible range of 0 « 60, Tow scores again indicaite a low Jevel

of depression.
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RESULTS

Deseription of Subjects

The characteristics of the 28 subjects who participated in
this study are summarized in Table 1. The group is predominantly
male, married, and middle-aged. The subjects are mainly from the
lowsr income levele, with 2l of the 28 subjects reporting en
annual family income of less than $12,000. The 1976 Statistical
Abgtract of the United States of fmericsa reporte a median family
income for 1975 of $13,719. The latest year for which the median
family incomz for Oregon 1s availeble ig 1969, and at that time
it was very near the median family income for the U.S.A., It is
therefore assumed that in 1975 the median family income in the
State of Oregon would be near that of the nation,

Twelve of the sample were patients at the Veterans'! Administration
Hospital in Portland,; while the remainder were from the University
Hozpital. A1l but two of the subjects were classified as New
York Funetional Index Class ITI at the time of entering the
larger study. 4% the time of the present study, 211 but seven
had shown improvemsnt, being currently classified as Class I or
Class II. There was one subject for whom no Functional Class assosgs

ment was recorded, Fificen of the sample were treated medically and
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Table 1

of Subjects

32

Variable Value
Sex (number)

Male 25

Female 3
Maxital Status (number)

Married 27

Widowed 1
fge (yoars)

Mean shoh

Standard Deviation Te3
Education {years)

Mean 0.7

Standard Deviation 3.3
Education (number)

Hot beyond grade school 10

Notl beyond hign school 9

University, 1 year or more 9
Annual Femily Income {(dollars)

Median 6,599.50
Employment Status (number)

Bmployed, at lsast part time 7

Unemployed 21
Religious Affiliation {(number)

No affiliation 13

Frotestant 13

Catholic 2

Jewish 0
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13 surgically. While all had suffered angina pecteris for scme
time before entering the study, only four indicated that they
had suffered angina pectoris for more thgn 5 years before entry.
Aboul cne-half (il) had suffered previous myocardial infarctions.
Data regarding angina and previous myoccardial infarction were
mlssing for cre subject.

0 the 28 subjects, 10 indicated only a grade school educas
tion. Of the 9 attending high school, 5 graduated, Of the 9
who attended ccllege, 2 graduated; one had pursued graduvate studies,

411 who participated indicated that their attitudes about
their religion antedated their present illness. Thirteen did
not consider themselves active church members, had no religious
effilistion; and did neot teke part in any church activity. One
of these was involved in the philosophical study of ancient
religious thoughte. Another four did nct consider themselves
active members, bul were assoclated with a religious group,
attending services, at least occaslonally. The remaining 11
indicsted active church membership in Christian faiths.

Thus the semple may be characterized as predominantly married,
riddle=«aged, unemployed men tending to fzll in the lower educational
and income brackets., The sample is divided quite evenly in repard
to formal church membsrship, treatment regimen, and hospital of

treatment,
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Testing Underlying Assumptions

One preliminary step of the study was to establish the correcte
ness of the assumption that Relationship with God was the dimensioen
of religiosity of particular helpfulness during illness. Fifteen
subjects indicated that religion was a major scurce of help during
their iliness. Of these 15, seven selected the relationship which
they felt existed between themselves and God as the dimension of
most helpfulness. The probability of seven out of 15 selecting
one dimension from among five by chance is slight ({ z = 2,7, p<.01).
The relative salience for each of the five dimensions is found in
Table 2, It should be noted that there were five who selected the
intellectual belief dimension, which, although not statistically
significant ( z = 1.3, n.s.) represents the second dimension of
religious experience found to be helpful during jllness,

It was concluded that for those who found religion a major
source of help, the relationship with God was the most salient
dimension. The assumption on which the study was based therefors

finds support., (See Table 2.)

Descriptive Data of the Maior Variables

Coerdiac Adjustment. Scores on the Cardiac Adjustment Scale

ranged from 87 to 113, from a less satisfactory to a more satisface
tory adjustment. The mean score was 125,35 with a standard deviation

of 16,21,
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Relgtive Salience for Illnezss of Five Religlosity Dimensions

35

Dimencion

Yomber

(N=15)

Ritvali~-involvement
Humaniterian/Good Deeds
Social Involvement
Intellectual Belief

Relationship with God
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Both Rumbaugh {1964) and Rewlinson (1970) found that employed
subjects obtained higher CAS scores than the unsmployed, Rumbaugh's
study obtained a mean score of 132 for the employed group, contrasted
with a mean score of 121 for the uwnemployed. Rawlinson's results
are similar; mean score of 137 for the employed end mean score
of 12 for the unemployed. The mean score of 125 for ithis entlve
group is as would be expzcted gince the subjescts ere predominantly
unemployed., Divided sccording to work status, thls group obtained
a mean score of 131 for the sesven employed persons, and a meun of
123 for the 21 unemployed; which spproximates the results of the
two studies previously mentioned.

Relationship with God. Scores on the Relationship with God

Scale ranged fiyem L5 to 10 with « mean of 85,00 and a gtendard
deviation of 21.75. The scale was scored so that the higher score
indicated 2 closer relationship with God. The majority of the
scores separated into high and low groups, with cne half falling
above & score of 93, and one half falling below a score of 78 and
only ong sccore belween,

Since the scale had nob bsen used previously, the Cantril
Ladder for Importance of Experience with God {CLIEG) was designed
%o serve as a validity check for the RWGS. It was anticipated that
these who ranked thelyr experience as the more valuable would obe
tain the higher scores on the RWGS. Tifteen subjects placed
their relationship with God on the top rung of the Cantril Iadder

(9

)3 nine valved the relationship in ths middle portion of the
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ladder (L=7)s four chose the bottom step (0). Scores on the
ladder were compared with RWGS scores and & significant positive
relationship was found ( r = ,77; p£.001), which suggests validity
of the scale, I%t is interesting to note that all seven persons
who chose the Relationship with God dimension as the most helpful
Iindicated that they valued that relationship on Sﬁe? 9 of the CLIEG.

A further validity check was atiempted by comparing the mean
RWGS scores of the seven parsons cheosing the Relationship with God
as the most helpfuvl dimension of religiogity with the mean RW3S
scores of all other subjects. There was some itendency in the anticle
pated direction, in that the mean RWGS score of those selecting the
Relebionship with God dimension was 95.43, as contrasted with a
mean RWGS score of all other subjects of only 81.52., Howsever,
the t of 1.47 was not statistically elgnificant.

Responses to the RWGS ltems wers well scattered across the
six options available for each question with nearly all options
being chosen by at least one subject. No item elicited a response
of either agreement or disagreement from all subjects. It was
also noted that there was a tendency for those with high scores
to express themselves as more strongly in agreement or dissgreement
hon those with low scores, suggeating a greater sense of certainty
in their conviction, 4 majority agreed on five items, with
responses to the remalining items being divided fairly evenly.

{Sen Table 3.}
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Table 3

RWGS Ttems with Majority Agreement

RWGS Item Percent Agreement
(n=28)
I believe God has a definite plan for my life which will 93

bs best fulfilled only with my cooperation,

I have, on occasion, acted specifically in response 1o a 85
sense that God was particularly directing me,

I believe that God answers ell prayers for the best good 85
of thoss concernad.

I have chosen to put my life completely under God's control. 85

A1l things work together for good to those who love God. 82
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The distribution of the responses suggaested that each item
ves a statement subject to varied opinions. Five of the 21 items
proved to be particularly geod discrimin&toré. The seven patients
with the higher total scores tended to one position and the seven
pétients with the lowest total scores tended toward the opposite
position: Item analysis was dons by inspection, which is an
appropriste technique for N of less than 100 {(Downie & Heath, 197L).

See Table L for a 1ist of high discriminator items.

Deseriptive Data of Psychological Vardables

Anxiety was measured by the Teylor Manifeat Anxiety Scale.
Subjects obtaired scorse from 3 to 38 with a mean score of 18,60
and & stondard deviation of 8.20, This was only slightly higher
than the nean of 16 which Taylor obteined on a group of nomsl
controls (Dahlstrom & Welsh, 1960).

Depression was measured by the MMPI Clinical Scale 2 (D). The
mean score for normal males is 17. Scores rangad from 1L to 36,
with a mean of 25.) and a standard deviation of 5.62, Although
three of the subjects were females, none of the women obtained a
score hizher than 29, so it is clear that they did not elevate the
mean to any great extent. Inspection of the mean values suggested
that this group wes depressed to a greater extent than a normal
population,

Dependency was measured by the Navran Dependency scale. Thls

sample obtained scores between 10 and 37, with a mean of 22.8, and



Table L

RWGS High Discriminator Items

Lo

BEWGS Iten

Percent Agreement
Upper Quartile Lower Quartile

(1=7) (=7)
I sezk divine guldance in meking 100 0
personal declsions.
To me, a major source of peace and 100 14
strength is my daily meditation and
prayer.
I vsually pray about problems before 75 0
discussing them with anyone else,
God 1s not particularly concerned with 12.5 86
supplying material "blessings.™
I have never Telt that God particularly 0 72

indicated what I should do other than in
the general teachings of Sacred Writings.
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& standard deviation of 6.56. This mean score approximates the
mean for the general population which Navran reports as 19 (Dahlstrom,
Welsh, & Dahlstrom, 1975).

The RWGS scores were tested for their relationship to the
psychological variables of enxiety, depression and dependency.
Results of the chi-square analysis showed no significant relationship;
the chi-sguare values were .30, 2,49, and .90, respectively. (See

Table 5.)

Tegting the Hyrothasis

The hypothesis stated that there would te a positive relation-
ship between cardiac adjustment and the perception of a close rela=-
tionship with Ged in patients recovering from cardicvascular disease.
A scatterplot showed a lack of homoscedasticity, therefore the
Pearson r was considered inappropriate as a test of significance.
Scores for both IWiS and CAS instiruments were dichotomized at the
mesn to form a 2 x 2 contingency table. A significant relationsnhip
was found vsing chiesquare (ﬁ? = 5,2, p<.05)s The hypothesis
was, therefore, accepted thet persons having a closer relationship

with Ged would have higher scores on the Cardiac Adjustment Scale.

Inspection for Secondary Relationshins

Tha data wore inapected for sscondary relationships between
the BWGS scorss and the demographic, physical, and psychological

factors, as well as between the CAS scores and demographic, physical



Table 5

Relationships of the Psychological Variables with the CAS and RWGS

L2

Variables Scale
cas? RHGS®
: Fit
Anxiety .66 30
Depression ol * 2,40
Dependency =l ® .50

a .
Pearsonisn r values
b
Chi=gguare values

3
p< .05

e 01
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and psychological factors.

Since the subjects were essentially homogenous, the dimensions
of sex, marital status, and employment were not enalyzed in relation-
ship to the dspendent variable. The annual family income was not
related significantly to the TWGS scores (X 2 = .90, df = 1, nes.).
The Pearson r was used to measure the association between RWGS and
sge ( r = .10), and RWGS and education { r = ,30). The correlations
cbtained were not significant,

The associations between RWGS scores and the presence of past
myocardial infarction, time since onset of angina before entry into
the study, and treatment regimen (medical/surgical) were assessed
by means of chi=square tests, The chiesquares were 2,30, 1,140, and
.80, respectively, indicating no significant relationships beiween
RWGS scores and these physical variables.

As in the cage of RWGS,; no significance was found between the
CAS and the demographic variables of education (r = .22), age ( r = .19),
and annual family income CX:Qm «21). Nelther did the CAS scores
vary systematically with type of treatment (medical vs surgical),
time since onset of angina before entry into the study, and prezence
of previous myocardial infarction (3%2- .00, 70, and .08, respsctively).

However, unlike the RWGS, scores on the CAS wers significantly
and negatively related to scores on the psychological tests for
anxiety, depression, and dependency. Evidence for this asserticn

is presented in the form of Pearson r's in Table %,
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Relipious Information Form Resporges

In response to the question, "Has your illness affected your
religious experience?"; 12 said "no%, while 13 indicated that they
felt the experience had increased their faith, their sense of God's
presence, or appreciation of His power. One subject made the comment
that "My illness has caused me to detest the vultures called ministers,
who have approached me while I was in the hospital. « ¢« o "

It is of interest that 23 of the 28 subjects stated that they
felt Ged had something specific to do with their recovery. Comments
ranged from one who said that he felt God was involved "slightly¥;
others reported. "He guided the doctorsy" 'He pulled me through,"
and one credited God "in spite of" the doctors. One did not answer
end snother said VI could swing both ways." Only threes stated that
God had nothing to do with their recovery.

This sense of God's participation, acknowledged by 23 subjectis,
did not lead to a general change in liwving hablts, Only 10 responded
that an adjustment in life style resulted from an awareness of God'!s
presence during illness. These 10 indicated that they had stopped
drinking, stopped swearing, become kinder or more appreciative of
life, read the Bible more, worried less, or were being led into new
vocational fields. All but one of these subjects scored above the
mean on the RWGS.

Subjects were asked to indicate church membership and activity,

and these items were compared with the RWGS scores. The significant



L5
positive relationship was not unexpected (% % 1.9, df =1, N = 28,
p<«01). It was noted, however, that there were four who scored
ebove the mean on the RWGS who were not actively involved in church
activities. In fact, three of these gave no church affiliation at
8ll. In this sample, therefore, there were those who had a close
relationship with God and who practiced thelr religious faiﬁh outside
organized religion. Such a group would have been missed, if the
study had focused only on active church members.

Five subjects wrote in comments making reference to having come
near death at the time of their illness or surgery. These corments
emphasize the earller observation that the cardiac patient is acutely
ayare of insult to an essential crgan, Another five subjects reported
that God had saved them, and eight commented that they felt nearer
to Cod than ever before, It is interesting to note that in the
spontaneous comments, two of the four subjects mentioned above as
having a closs relationship with God without chuech affiliation teook
care to c¢all attention to this position. They explained the value
they placed on their faith, and why they wished to worship outside
of organized religion.

About one~third of the sample were active church members,
attending weekly services, The 1973 Yearbock of American Churches
raports that 40% of the American population attend church weekly

(Jacquet, 1973).
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Summary

In this sample, the hypothesis found suppor: that a close
relationship with God as measured by the instrument developed for
this study was associated with a more satisfactory cardiac zdjustinent,
as measured by the Rumbaugh scale. A more satisfactory cardiac
adjusiment was also negatively related to the presence of anxiety,
depression, and dependency. The search for other significant
relstionships among the data failsd. The results of the study
affirm the assumption that the relationship with God is +the most
impertant aspect of religlosity to support the sick, and that there
wers & few persons who benefited from this aspsct of religiosity

outside of the organized church associztions,
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CHAPTER IV

DISCUSSION

The findings will be discussed under the {oliowing headings:
Relationship with God and Cardiac Adjustment, and Instrument

Develcpment,

Relationship with God and Cardizc Adjustment

The major focus cof this study is directed to the problem
of adjustment to cardiac 1llness and the role that religious {aiik
mey pley in providing psycheological suoport to the person during
the adjvustment perdod. The findings of the study suggest that reliw
gious fzith is, indesd, among the inner resources of value to the
patisnt, Iltem onalysis suggests that the most diseriminating items
onn the RGOS scale are those relating to communication between God
and mern, not only in prayer habitsy; but in vercsptions of response
to preyer., Concepts regarding God's existence, or the existence of
an overall plan for good under Qod's control discriminated less well,
'fhe findings of the study agree with those of Johmstene {(197%)
that relizion dees indeed help througn time of crisis and, it may
be noted, the religlous fzith of the subjects had not weakened during
the stresses of chronic 1llness, past myocardial infarction, or

surzical treatment. In fact; seversel found thelr faith had strengthened.

This fact is in harmony with Tourniert's (1960) cbservation that the
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relationship with God may incresase during illness wlth more time for
meditation and prayer. As & large majority of the subjects (82%)
found religious faith somewhat or very helpful, it would bs of interest
to replicate the Campbell, Converse, and Rodgers (1976) study using
the RWGS to measure the variable of religiosity. Replicaticn of the
study using the RWGS could provide more discriminating data as to
the relative placement of religion as oneg of several personsl resources
for. coping in times of crisis.

Since there was a significant negative relationship between ithe
psychological variables of anxiety, depression and dependency and
the CAS, it had been anticipated that the same negative relationship
would exict betwesn the psychological variables and the RWGS. This
did not prove to be the case. A plausible explanatlon msy be found
in the multidimensionality of cardiac adjustment. Among the compone
ents of cardiac adjustment are, no doubt, the variables of anxieﬁy,
depression, and dependency. However, it appears to be & more inclue
sive concept which requires additicnal factors for a complete explan-
ation. In the present study, the traits of anxiety, depression,
and dependency were significently related with the CAS, confirming
the findings of other investigators as to their importance in cardiac
sdjustment. But, including only these three psycholegical variables,
gt11l lesves a large portion of wnexplained variance in the CA3.

It appears that it is in this area of unaccounted for variance that

the religlosity dimension of RWGS most strongly operates.
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Instrument Development

In so far as relationship with God was defined as a separate
dimension within the domain of religicsity, this study rejected the
ides of religiosity as a wnitary concept. The findings suggest that
religiosity showld be considered as having several dimensions. On
the other hand, relationship with God was treated as a unitary concept.
It is possible that the items utilized en the scale were measuring
various sub=dimensions of the relationghip with CGeod. IV is of interest
to note that the statements on which the group agreed all spoke to
a gense of underlying puipose in life vhich tends toward good. Those
items which were discriminators deszlt with matters such as the pature
of God, valuing of communicatione between man and God, and a sense
of comnnion between man and God,

Whnen the tool was developed, it began with pairs of statements
thought to be opposites, some of which were eliminaied, and some of
which were retained. The results of this study showed that a majority
sgreed with the statement, "I have on occasion acted specifically
in response to a sense that God was psrticularly directing me." It
was surprising, then; that the majority did not disagree with its
supposed opposite, "I have never feli that God particularly indicated
to me vhat I should do other than in the genersl teachings of Sacred
Weitings." Some refinement of wording is apparently necessary; as
well &s further testing.

In this sample, the scores shewed an unexpected tendency to



polerize toward high and low scores with very few in the center of
the range, This distribution may be simply a function of the smell
sample size. On the other hand, ii may be that in regard to
religious matters, persons tend to avold a neutral middle ground.
The tendency to avoid the middle ground was also noted in the
responscs of the persons with hlgh RWGS scores, who expressed
thelr opinicns as strong agreement or strong dlsagreement more
frequently than those in the lower scoring group.

Ameng the 12 vwho were excluded from the study, there were nine
pecpie who did not choose to corplete the principal measure ( the RIWGS).
The reason for this refusal is not clear and subjects were not
urged to participate after making their decision. Religion is a
personal matter, and relationship with God is & very personal
dimension of religlosity. It might be suggssted that those with
active religious faith would be more ready to respond and that
those who refused had less interest in religicus matiers. One
refusai, however, was accompanied with a note stating that "I
believe in God and in the Bible., I don't like that page of
statements because thers is no way of measuring the love that I
have for God or the help He gives me." Therefore, it cammotl be
eesmed that it was only the irreligious who refused.

The tool, it is hoped, after further refinement and testing
may prove to be valveble in that most difficult area of religlosity
moasurenent, i.e., the inner meaning of religion to the individual.

However, it certainly is not a comprehensive measuve, and there
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is 2 great need for further work in this area,

Limitations of the Study

The small number in the sample is an obvious weakness of the
study. Certainrly the study should be replicated on a larger sample
of similarly selected cardiovascular patients. The results obtained
in this study are promising, tut not conclusive., As has been stated,
all data should be collected, if possible, at one iime, If all data
can not be collected at once, certainly the data for the CAS, religious
varisbles and psychological variables should be coilsciaed at the
seme point in the rehabilitation process. To compensate for this
weakmess, subjects were asked to state the length of time they had
held the views described., Since there were no other scales exploring
relaticnshiip vith God, it might have been helpful to give a total
religlosity scale and to compare the results with the RUGS scores.

It is recognized that mall questionnaires may be lsss well

understood and are more easily jgnored than personal interviews.

w

However, the benefiis in saving time and ezpense justified th
uoe of mall qusstionnaires, Also, more convenience is provided
for the subject who cen f£ill out the instruments at his leisure.
Additionally, since religion is such a personal and sensitive area,
allowing the person o participate within the confires of his home
and with the guarantes of ancrymity, encouraged more open and

honest responses.
1%
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CHAPTER V
SUMMARY, CONCLUSIONS, AND RECQMMENDATIONS
Sermary.

Althovgh considerable study has focused on the problems of
adjustment to cardiovascular conditioné, the role of personal relie
giocus faith as an inner resource available to the patient has received
very little attention. It was hypothesized thset the personal
religious falth of the patient would prove to bs a valusble
psychclogical resource to aild in adjustment, and that the relatlonshiy
with God wag the particular dimension of faith which would prove salient.

A sample of 28 subjects was tested. Subjects were participanis
in & previous study conducted at the University of Oregon Health
Seience Cenler, and selecied for suitability for coronary-acrioc
typass surgery.

Using the Cardiec Adjustment Scale {Rumbaugh; 196%) to operatione
alize satisfsctory adjustment, and thes Relatlionship with God Scale

(develcped by the investigator) to operaticnalize the relationship

|4

with God; a positive corvelation of significance was found (3{2 = 5.2,
p< .05). The underlying ascumption that relationship with God is

the dimsnsion of religious falth of sailence, was supported by the
seloection of that dimensicon Srom among five dimensions of veligion
presented to subjects who found relizion a major souwrce of help,

A sserch for sscondeaxy relatlonships showed that cardlac adjuste
J 1
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mant is negatlvely related to the presence of trait anxietly, depression,
and depandency, while relationship with God is not so related., The
presence of & group with a close relaticnship with God whe are not

dneivdad in organized religious denominations was demonstrated,

Qpnclusiogg

It was concluded that religicus feilth is indeed a velusble psye
chol og¢ca1 support for use during adjusiment; and that the relatione
ship with God ie that aspsct of faith which provides the greatest

help. It 4s not to be inferred that relailonship with God is the

orily dimension of valus, however It is fell that persons in time of
erisis find helin in the more inirinsic aspects of thelr retigious

evporience. In this study, it appeared that the use of a single
dimension of religlosity had value in its ability to predict adjustment,
bub its superdorily over a total religlosity messure wes not studisd,

As rmore holistic approaches to medicine =re becoming popular
inoreased attention should be given to the spirituval status of the
patient on the psychological Jevel; rather then on the Yehurch sffil-
jation? level, Sure form of spiritual assessment might well be a
usesvl pert of the Initisl nursing assessment, From the resulis of
this study, it appaars that ¥ po church" on the admission sheet does
not necassarily meen oo religlous feith." Nelther dees church
membership necessarily indicate the presence of a useful inner faith,
althongh there is ¢ tondency for thase to be associated.

Tn nursing patlents through the veriod of acute illness/sorgery
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and the recovery pericd dfterwards, the nursing profession will find
it dimportant to support the patient's faith, recognizing that the
meaning which the patient will find in his illness will reflsct his
orientation %o religion. Suppert may be provided through fostering
an atmosphere that allows the patient tc cptimally use the inner
resourzes at his disposal. This may be accomplished by facilitating
his access to clergy and friends in the religious community. When it
is appropriste from the patient's perspective, it may also be helpful
for the health provider %o share their own faith and trust in God with
the patient.

As the sample did not include bellevers of the Oriental religlons,
or of the Jewlish falth, the results are not generalizable to members
of these groups; or of any other groups not represenited in tha sampls.

Further study including more religious groups is indicated.

Recomnendations

The sluest total lack of studies relating to personal intrinsic
religion and coping with physical illness problems and adjuvciments
shovld invite s veriety of further studies not only replicating this
study, but also focusing on cther patient groups, such as cancer
patients, or those with renal problems. This study has focused on
2 group, living at howe, well into the rehsbilitation pericd. Very
ugeful sgtvdies could be dssignsd to explors the role of the relation-
ship with Jod during hospitalizetion experiences,; and in exiended

carae faclliitlies,
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The RWGS will need to be tested on much larger groups, and on
varied groups to establish its value, and would doubtless undergo
a refining process with such further testing, Other attempts to
qualitatively assess the relationship with God would be very valuable,
If, from the viewpoint of optimsl adjustment and recovery,
certain religious concepts prove to be bensficial while their
absence proves to hinder the rehabilitative process, it would be
important to identify these concepts. Helping interventions may
then be designed to assist those who wish to explore religious
faith as an additional coping method,
There is 1little known in the religicus realm about the
innsr peracnal faith and its effects in coping with physical illness,
The field is open for creative and innovative efforts to define the
relevant issues, and to plan strategles for fully utilizing the re-

sources of religious faith,
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APPENDIX A

Correspondencé and Instructions to Subjects



SCHOOL OF NURSING

Area Code 503 725-7/93

Fortland, Oregon 97201

UNIVERSITY OF ORECON

HEALTH SCIENCES CENTER
May 18, 1977

Dear

You and many others have been participants for some timz in a study of
patients with coronary artery disease. In some interviews, patients have
suggested to us that their religious faith played an important part in adjust-
ing to the illness.

In vespense, Rilla Ashton, a graduate nursing student at the University
of Oregon Health Sciences Center, is planning a study concerned with the role
of religious fTaith as a source of help in coping with iliness. Dr. Frank E.
Kloster, Profassor of Medicine and Head of the Division of Cardiology, has
-approved of this study and has given us permission to write to you.

A questionnaive is enclosed to collect such informaticn. We would be
most grateful Tor your cooperation in this study by completing this guestion-
naire which will take about 30 minutes of your time. Do not sign the question-
npaire; code numbers wiil be used as the only means of identification. Should
you have questions, you may write or call Dr. May Rawlinson, Professor of
Nursing, {225-7838) at the University of Oregon Health Sciences Center..

If you refuse to participate in this study, it will not affect your
medical treatment or relationship with the University Hospital and Clinics or
the Veterans Administration Hospital.

If you do choose to participate, please sign in the space provided ard
send it back with your completed questionnaire in the enclosed stamped, self-

addressed envelope. We would appreciate your response within the next week
or {wo.

Thank you for your consideration of this request.

Nai E. Rawlinson, ¥n.uU., X.N.

Rilla Ashton, B.S., R.N.

Please sign here to indicate your consent.

Date Patient's Signature: .
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INSTRUCTIONS :

Please read the questions carefully before marking an
answer. |1 would be appreciated if you will answer each question.
Even if you are not sure of the answer, please make an educated
guess.

Because we are interested in your own cpinion, we would
prefer that you not discuss the questions with others before you
have finished marking your answers. The questions deal with

matters that you will have your own beliefs. and opinions about.
You will find it easier to answer the questions if you can find
a time and place where it is quiet and you will not be disturbed.
You will find that you can answer all the questions in half an

hour or less.

Please notice that on the first page, you will make only one

mark. The second page, also, is answered with only one mark. On
the third page, you will need to place one mark for each sentence.

On the last page you may write as much or as little as you please
and may add any comments you wish To make.

It wiil! be very much appreciated if you can return the
questionnaire promptly -~ within a week, if possible.

Thank you very much for faking your fime to help in this study.
It is very much appreciated, and we hepe it will provide the
information needed to pian more helpful services to patients in
the future.



Dear Mr,

Ve appreciated very much your prumpt reply to the survey
regarding the role of religiocus faith in helping pstients who
must cope with serious illness., The answers are coming in,
and we are learning from the thoughtful replies.

We noticed that you had not filled out one page. We would
appreciate it very much if you could help us just a little more
by indicating your feelings about the statements written there.
Just indicate 1f you agree or do not agree with the statement
by making a check in the appropriate box after each statement,
We are studying the replies carefully, and the answer of each
one is important. This is the reason we are returning it to
you for completion.

Thank vou again for your assistance,.

Sincerely,

70
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If, for any resson; you do not wish to participate in this
study, please sign this paper and return it in place of the forms.
Your answers to the questions would be a great help in our research,
but if you do not wish to reply, we do not want %o bother you with
more letters. This is the reason we are asking you to return either
the cawpleted forms, or this refusal form. We hope you will choose

to return the completed forms.

Thank you very mach for your time and consideration.

1 prefer not to teke part in this study at this time.

(signed)
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Relationship with God Scale



low are some statements which refer to the relationship
tween an individual and God. Please indicate how you
al about each statement by marking in the correct box.

Strongly
AGREE

Somewhat

AGREE
Slightly

ACREE
STightly

=
[

DI SAGREX

Somewhat

(o4

DISAGRE!

aTrongly
DISAGREE

1.

2.

Se

4.

5

6.

Te

8.
9.

De

| have chosen fo put my life completely under God's
control.

| have, on occasion, acTed specifically in response to a
sense that God was parficularly direcfing me. .

| cannot see how a good God could let so much evil
happen o good people.

Although God has communicated through sacred writings,

He does not communicate His will to specific persons
t+hese days ~ at least, not to my Kknowledge.

| ¥ we knew The end from the beginning, we ourselves
would choose the very life experiences That come to us.

God's concern for my welfare is focused more on my

spirifual condition then on my social or physical
condition, ;

| believe God hzs a definite plan for my life which will
be best fulfilled only with my cooperation.

| pray aboul any or all of the various aspects of my life

e

| usually pray about problems before discussing them

with anvone elss. .
God will not withhold any good thing from those who
love Him,

I cannot think of any

instance wherein God has
answered my praver speci

fically.

| believe that God answers all prayers for the besT
good of those concernad,

All things work together focr good to those who love God.

God is not particularly concerned in supplying material
"blessings." J

life's experiences ssem so inconsistent tnat | find it
hard *o think God has any particular plan in their
occurence.

| beliave God wili do what He will with my [ife whether
| want Him 1o or not,

| have never felt That Goa particulariy indicated to me
what | should do other than in the general teachings
of Sacrad Writings.

| seek divine guidance in making personal decisions.

Prayer is not a very important part of my dally life
although | somefimes pravy.

| have at times felt that | was directly in the presence
of Gad.

To me, a major source of peace and strength is my datly
maeditation and praver,
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Some persons feel that they experience a very close and
personal relationship with God. They feel that He is always present,
knows them intimately, and is available to give heip when necessary.
They talk easily and frequently with Him, and feel that He answers,
guides, protects, and cares for their needs. They feel that their
relationship fo Him is very imporfant and very rewarding.

Other persons are not even sure that +here is a God. If there
is a God, they are not sure whether or not He knows them personally.
They would feel that they have {it+tle or no relationship at all with
God, and fThat any retationship with Him is very distant, having litile
to do with their daily living. Whatever relationship there is, it
would not be important To Them.

£ we were to represent these two views as being opposite ends
of a ladder, on which step would you place your own experience with God?

Very important to you 9

bt

0f no Importance to you 0
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Relative Salience for Illness of Five Religiosity Dimenslons



/7
[/
;7
/7
T i
/.
'
/
yaa
£
/T
!/
7
!/
oy
/.
;7
§ 7

7

Please read the following statements carefully. You may feel that
two or three to some extent describe your experience. You may feel
that none complete!y describes your experience. However, you are
asked to mark one box and only one box indicating which statement
best describes your experience.

Please indicate, by checking in one box and one box only, which
statements best describe your experience.- )

During my illness | did not find religion to be particulariy helpful.
| do not concern myself with religious matters.

During my illness, | did not find religion to be particularly hetpful,
although | feel that | am a religicus perscn.

During my illness, my religious experlenca was somewhat helpful.
However, | wished that | had previously developed a stronger religious
ife.

During my illness, my religious experience was somewhat helpful.
Other factors were equaliy helpful in facing my sickness.

During my illness, my religious experience was a major.source of help.
The knowledge that | have been faithful in the religious exercises
of my church was particularly helpful.

During my illness, my religious experience was a major source of haip.
| particularly drew strength from the relationship that | feel exists
between myself and God.

During my illness, my religious experience was a major source of bheip.
| felt that al! would be well, as | have always followed the Gelden Rule
in my relations with others.

During my illness, my religious experience was a major source of help.
| found strength from my knowledge of the teachings and doctrines
of my religion.

During my illhess, my religious experience was a major source of help.
| found strength and support from the prayers and visits of my fellow
church members and leaders.
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How long have you held religious views prefty much as you express them in
the answers Yo these questions?

Has your iliness affected your religious experience? |f so, in what way?

Do you fes! that God had anything specific to do with your recovery?
Explain, please.

Hes your belief about God's infiuence on your recovery affected your
living habits or life style in any way? How?

Do you consider yourself an active church member?

Of what religioué grou#?

About how ofter have you attended religious services during the past month?
Do you take part in any religious services during the past mon%h?

Do you take part in any religious groups - sfudy groups, choirs, welfare
societies, youth programs, or any others? 1f so, which?

If you would care to comment about any particular way that your religious
faith was helpful to you that was not covered by the questions, please feel
free to write such comments here and on the back of the page 1f more space is
required. ‘
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CARDIAC ADJUSTMENT SCALE

by
Duane M. Rumbaugh

RAME

AGE

CURRENTLY EMPLOYED YES .- HO PRESENT OCCUP ATION

INSTRUCTIONS

This scale has been devised inorder to gain a better understanding of cardiacs.

It is NOT a test which can be passed or failed. There are no "right" or
“wrong" answers. Therefore, you should not hesitate to Ireely record your re-

actions to the items.

Please keep the following points in mind as you take this scale:

Read and answer EACH item in the scale. It is important that you respond to

all of them.

Answer each itam quickly with your first reaction after having read the item.
You should be able to complete the entire scale in approximately fifteen minutes.

Allitems are to be answered "Yes", "No", or "?'" by blackening in the space

under the column headed "Y" for "Yes'", "N" for '""No'', or "?".

If a given item is either wholly or for the most part
TRUE of you, you should blacken the space under "Y" for
"“Yes' as in example item '"a" in the box to the right.

If a given item is either wholly or for the most part
NOT TRUE of you, you should blacken the space under
"N" for "No'" as in sample item "b".

if you can nct truthfully respond with either a "Yes"

or "No" answer, you should blacken the spaceunder " ?" as in sample item "¢'.
The "?'" answer means "I don't know" and should not be used any more than ab-

solutely necessary.

Be sure to answer every question.

Section of Answer
Column Correctly
Marked

Y N ?
a kA 00
b iiinn wess
C il iIlT e

Copyright © 1964 by Education & Industrial Testing Service

EDUCATIONAL ARD INDUSTRIAL TESTING SERVILE SAN DIEGO, CALIFORNiA 02107




Mork your answers in column A > ! I

Y N ?
1o My egs @Che . o v - 5o o 50t 56 70 s wmg BETE TF o oo o s s B s Haton
2. Tlike to persuade others . . ... ... .. it i e e oann
3. Thave had a good life. . .. ... . . o e, R
4. 1 worry about the effect which my heart condition might have
upon my loved ONES . ... .. vt R
5. It bethers me when people look at me. S g
Y N ?
Life is a bitter struggle foracardiac . ... ... ... ... .. ... ..... .. R A A R
I like to meet new people . ... ... . . ... ... ...l AU SR AT S S
. My breathing gives me much trouble.......... ... ... . .. ... .. ... .. ..., BEDo oanG
I feel extreme guilt about something . ... ... ... ... .. . .. L L L., SRR nn
Cardiacs are not capable of self-support . ....... ... ... ... ... .. ... ...... B R AR L
Y N ?
. I often feel overwhelmed by my problems . ... ... .. .. .. .. ... ... ... ..., SEEDRDnn
. Lam treated like achild ... ................. S T
I would like to work within my limitations ... ., O L R LR e
I could be much worse off than lam ... .. ... .. ... .. ... .. ... ........ Lo nntoann
. Jamnot able toacceptdeath ... .. .. .. L, i
Y N ?

. My heart conditicn is always uppermost in my mind . . ... . e
17. I have new interests to occupy my time since I developed heart trouble ., ., . 330 iid i
138. Idon’t want other people tohelpme ... ... ... A - R S aIoLnmnonn
19. I feel severely handicapped .. =z ERRR
20. The prospect of working again scares me, ... ...... ... .. ... ... L., e EID BT

?
21. The State should domore for me . ... .. ... . .. ..o, D D
22. My doctor is not sincerely interested inme . ... ... .. Lo L EEEE
23. I worry about whether I shall live until tomorrow .
24. 1 have time to do the important little things since my hedrt anlment
25. 1 am a failure .. ... el . o T o e S EREE TR
. o . Y N ?
26. Doctors give me many kinds of pills because they really don’t
krow which pill is the right one for me
27. 1 like to be doing things . SRR .
28. 1 am afraid of the least bit of Lxcncmcnt
29. I have a long productive life to live . .. ... ..
30. 1 am not like other people . § I e
i love children........ PP X
. I have a lot of trust in my doctor e B
Things will be better tomotrow. . . .. ... ... .. ... ......., e BEREEEH
1 have yet to find a good doctor .. ... ......... o = S R
. My friends have deserted me 11 O R R R R T
Y N ?
. I am too tired to do anything much of the time ... ... ... ... ... S AL
. I frequentily tell others that they should be more considerate
of me because of my heart condition . . ... ... R DL L SR M
I feel that there is little research being done to help cardiacs . . ... . ..., .. SRR U
There is nothing so terrible as being acardiac. ... ..... .. ... .. ... coL RERLRIEDonm
Little things bother me more than they usedto ... ............... ...... ERIIEEE L E
Y N 1
. Nobody needs me . . . e e
. I hate some people . AU . N LLL, R
Attlme-slfeelhkekxlhngsomethlng..... I L L L LR R LU
Ilike people . o Bionmon
I am bitter about being a Cdl’dlaC ................................ LLLosmE I o
Y N 2
. Heart ailment is the worst kind of sickness. . . ..... .................... ioann
I I had the right kind of pill, I would be free of my heart trouble . . .. .., GEEOIEDoInn
When [ feel a new pain in my body, it frightensme. . ................. BRI
Cardiacs have much for which to be thankful. .. ... .. ... .. .. .. ...... sAomntoumn
I am tired most of the time . .. ... e B R R L A

Turn the page and go en.



MUK yOUur GRsSwers in €olumn D i

S1. I truly appreciate what my doctor has done forme . ...... ... ............
52, Tlhketoread .. .. ... ... ... ....... R im R
53, At times I feel I am no good to anybody o R
54. Doctors don’t know what they are doing most of the time

55. Many people are worse off thanTam . ... .. .. ... .. ... .. .. ... ......

56. Cardiacs are unable to live normal lives. ... ........ . ... .. .. .. ... . ...
57. 1 wish I had never been born . TS ! LA bl A P 0 1 Y B

58. Thave pains in my right arm .. . .. .. ... . ... .. ... ...

59. When one lives within his lxmxtatlons, 1t is not so bad being a cardlac

60. Life still holds much reward for me T - CADI T
61. People make me nervous . ........ ...
62. If it weren’t for my loved ones, I wouldn’t want to 11ve
63. Life has been cruel tome . . ..., .. ... e e
64. Sick people should be put out of their misery . o
65. There is nothing worse than a heart cond1t1on. B« W - ome omel = enes

66. Doctors take areal interestinme .. ... ... . .. ... . Lo L ammnosinn oo
67. 1become very anxious when I discuss my heart condition with anyone ..., ;i smes oo
68. 1 often dream about not being a cardiac . ... ... .., ...... ' © o EEmE Cnoes  daded]
69. Tama “fussy™ eater ... ...... ... it BB s G T BEF W \

70. I have pain in the pit of my stomach . ... ... .. ... . ... ... ... .. ... .. iiirosires osrees

71. I can’t do anything useful . .. .. . . i arenr omaes
72. Itireeasily ... ... . .
73. Life has taken on new significance since my heart trouble, .. . ... . ...

74. Doctors are dedicated men . . e
75. 1 keep knowledge of my heart ¢ ondltlon from my loved ones e

76. 1am interested in hobbies that do not call for much physical activity ... : szer oo
77. 1 can’t do anything that I really enjoy. . . ......... LR bt tougd | Tk BT
78. Work would endanger my cardiac condition. . .. ..., .......... SERST B

-

79. I hate myself . i - - D allhe bewad  (STESE ekiead ekl
80. Whenldo tnmgs I must bc able to fmxsh a job without mterruptxon Se iR ErmE | OEED SR

81. Noonelovesme .. ...... ..... s e e e DR R e . s s 3 R

82.Iamnotinte.estedinthings T o T T N LI
83. I frequently take my pulse. ... ............. AT . T § e SRS RO CCEIR o o
84. Tam Very weak as a result of my cardiac condmon e SeSU U CUCRINR L b
85. lam “‘easy going™ .. .. ... .. ..., AT e BER Tadd e

86. Most jobs aggravate me . ... . .. L L stmr e
87. People wish I would die . .. T 1 P I AP ThET AL LS [RREN | FES
88. 1often feel sorry formyself .. ... .. ... .. .. . ... . ..., TSN LA RIS | SRR
89. Employers should give special consideration to the kmd of jobs

given to cardiacs . ... i i e
90. It is so difficult to admit to myself that I amacardiac ..... . ............

91. Tenjoy being sick at times . . ... .. .. ... .. e i aiin e
92. I'have stomach trouble. ... ... ... . .. . . . gl TR Ghued
93. I feel cheated because of my heart condition. . ......... ... ... o oanm
94. lfeel sorry formyself ... . .. .. L CHECHIEH R
95. My cardiac condition has made me apprecxate life more . ... .. ol e SR BErgR e

96. 1 have a hard time going to sleep at night for fear I won’t wake up .. ......

97. I deserve special attention because of my heart . ....... . ...............
98. 1 ieel “‘let down” most of the time . ¢ [ RS e ) [ conil o e [ ] 30
99, My doctor docsn’t give enough attention to me as an mdlvxdual ......

100. I am afraid that people will find out about my heart condition .

101. The sound of my heart beat bothers me when I trytosleep ..............
102. T will soon die 55 48, . .58 5. awS . wb e atelocmsm « « o - -

103. There is really no good food fo* me to eat e

104, 1 like to talk with other cardiacs about heart trouble N e e
105, 1 wish I would die S 7 s P B 0k dwl ot s s Nm b e e b

Continve next column
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106.
107.
108.
109.
110.

111.
112.
113.
114.
115.

116.
117
118.
110,
120.

121.
122,
123.
124.
125.

126.
127.
128.
129.
130.

131.
132.
133.
134.
135.

136.
137.
138.
130.
140.

141.
142.
143.
144.
145.

146.

147,
148.
149.
150.

151.

152,

153.

154,

155.

156.
157.

158.
155.
160,

I am afraid to do anything active ... ... .. ... ... .. ... o e o RN DU I
Most of all, I wish I could move about without pain ... ... ........... ... & oo
1 often feel that death would be ablessing .......... ... .. ... i uin. e e R
The world owes me a living . ... ... . . . i g R BN
1 don’t participate in groups for fear that I will hold them back . .......... e e
Y N 7
Food doesn’t taste as good tome nowas itusedto .. .................. Sl TRy R
Cardjacs can live a full life .. . .. .. ... ...... e e s T e WSS Sefesim  fefefers
My family doesn’t understand me . ... . ........ ..., I nnDonn
Doctors want my money rather thantohelpme . ... .. ... ... ... ... o oorooen
Life isn’t worth living . . .. ... .. .. e S g | BeEER e
Y N 7
lwishlweredead ..................... SHESI AL Vahd aelh Al st s W sEmE
1 am. prejudiced #AOELE . L L L e LAl s @ s e e @ e ke G s DS E00
Someone caused my heart condition. . ] I B PR 10 N I 200
If I had led a better life, I would notbeacardxac S el Ll e e LAY MERT TR
I would like to help others in my condition .. ... ... . ... ... ... ... . miosmanonn
Y N ?
I worry about things . . suii 52« v o cho o mvn v in s s oot B o e s e e e
My illness has ruined my life . ... ... ... . . oo il
I don’t know how to adjust to my heart trouble .........................
Cardiacs should not have to work

1 am afraid 1 am going to die

Tam WorthlESS .o oottt e e e
I am easily offended by what others sayordo. .. .. ......... ... ... .. ...
It bothers me when people ask about my heart .. ... .. ....... ... ... ....
I feel helpless. ... .. UL EERELINNATE oML Mae Ladet AR LS: Nab
1 would like to help others it o SEHERA: ST T L E T
Y N ?
Doctors are a bunch of cheats . . i | e B e e o T L0 GOEN [t od celel
There are 2 lot of “phony’’ doctors . . e G MR HE M e e e e o oma SIS TEEES
I am self-conscious about being a cardiac ekt
People would prefer not to be bothered with me e heia
Finances bother me . ... . .. i e T TEE
Y N ?
The world would be better off without me gsds, R e
1 can trust my life to my doctor . ........ RECEH
There is little left for me in life . ... .. ... .. ... .. ..o ooTmyonnnon
Other people Pity Me . ...t i e oot g
I am more irritable than I u%ed to g ARCCINNC Co0n I COH
Y N ?
Noise bothersme . ... .. ..... N e TS Al D ame 5 smeE s G mE P Les  Rog
Life is not worth living . .. - o S BT Demd e e e e e e e i e e o GeSRE ISR
My heart condition makes me nervous T e R R e G e mEem SRR AR g
Ca:diacs are hopeless cases o SIS e ARG § e g | St [ MSin
A cardiac can’t do anything e 57 5450 s 595 4l s« mE 5 50w+ vwe « w1 e s e RRORNES o
Y N ?
I deserve no special consideration from others . ... ... .. ..o o000 o
1 am just another “bill’”’ tomy doctor . ..., ... ... . .. Lo DD
My heart gives me stomach trouble . . .. ... .. oo oo BT T
At times I feel like exerting myself so that I will have a
heart attack anddie . ...... ... ... ..o e, NakbidobialIal : 40 DR o 2o
1 think of my heart every tlmelmove and wallesibsaes . - oeioms see s Sooaa . BINE S Snl
Y N ?
Stairs frighten me . ... ... . i e, D LN
] like animals ipis amis . oo s v i e e e ee s e s e ELE e 3 R Sy Tieee  BREGE
My heart condition ts punishment for my wrong doings................... S, RlERRR SRS
I need to change doCtors . . ittt i i e MDD I
Medicineis ofnohelptome . . . ... .. . . i i i i HROCHRNNCHE N B 5
) Y N ?
Little things have so much more meaning since my heart ailment . ........ i o
Being handicapped has its advantages . ............ Ll A o SR
] am easily swayed by others . ... .o oo o o
1 don’t do things with others for fear i \nl‘ hold themback., ... ... ... ...
I have te do certain things or [ feel uncomfortable . ... o0 oo
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1. Sex: Male Femsle

2. Date of Birth: : Age: (at last birthday)

3. Present marital status (check)

1. Married: 1iving with spouse

2. Married: not living with spouse
3, Divorced or separated legally
L. Widowed

5. Never married

8. Highest grade of school completed (circle)
1-2 3 L 5 6 7 8 9 10 11 12
College: 13 1h 15 16
Postgraduate: 17+ Highest degree attained:
13. Since your heart operation, have you been gainfully employed?

1h. Are you presently gainfully employed?

1s 1l=~time
2, Part-time
3. Not at all

19, Would you please try to estimate your total income (including
spouse's income, if any) from all sources for the past 12 months?

1. $50,000 or more 10. $5,000 to $5,999
2. $25,000 to $h9,999 11. $L,000 to 34,599
3. $15,000 to $24,900 12. $3,500 to $3,999
he $12,000 to $14,999 13. $3,000 to $3,L499
5. $10,000 to $11,959 1. $2,500 to $2,999
7. $8,000 to 38,999 16, $1,500 to $1,999
8. $7,C00 to $7,999 17. $1,000 to $1,L99
9. $6,000 to $6,999 18, Iess than $1,000
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{1thouvgh considereble study has focused on the problems of
adjustment to cardiovascular conditions, the role of personal religiocus
faith as an inner resource available to the patient has received very
little attention. It was hypothesized that the personal religlous
faith of the patient would prove to bs a valuable psychological
rasource to aid in adjustment. Using the Cardizc Adjusiment Scale
(Rumbangh, 1966) to operationalize satisfactory adjustment, and the
Relationship with God Scale (developed by the investigator) to
operationalize the relationship with God, a positive correlation
of significance was found, (9(2 m 5.2y pC <05),

The underlying assumptioﬁ thet relationship with God is the

dimension of religicus faith of salience, was supported by the



gelection of that dimension from among five dimensions of religion
presented to subjects who found religion a major source of help.
The 28 subjects of the present study were part of a larger reseayrch
project conducted at the University of Oregon Iiealth Sciencs Center.
They had been selected for suitsbility for coronary=aorto bypassa
surgery and then randomly assigned to medical or surgical treatzwnnt.
4 search for secondary relationships showed that cerdiac
sdjustment is negatively related to the presence of trait andety,
depression and dependency, while relationship with God is not so
releted. The presence of a group with a closs relationship with
Ged who are not included in organized religious denominstions was
identified. It was concluded thet religlous ;alth is indeed s
velvable psychological resource, end that the relationship with Ged

i5 en aspect of Taith which is favcrably related to cardiac adjusiment.
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Bacommendations for further study were suggested.





