
LIFE EVENTS AND CHRONIC LUNG DISEASE: 

A NURSING STUDY 

A THESIS 

SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 

FOR THE DEGREE OF MASTER OF SCIENCE 

IN THE GRADUATE SCHOOL OF THE 

TEXAS WOMAN'S UNIVERSITY 

COLLEGE OF NURSING 

BY 

JONNA RUTH SWITHERS, R.N., B.S.N. 

DENTON, TEXAS 

MAY 1981 



The Graduate School 

Texas Woman's University 

Denton, Texas 

-----=D~e~c~e=m=b~e=r=-~1=1~·~--19~ 

We hereby recommend that the thesis prepared under 

our supervision by Janna Ruth Swi thers, R. N. . B.S. N. 

entitled Life Events and Chronic Lung Disease· 

A Nursing Study 

be accepted as fulfilling this part of the requirements for the Degree of 

Maste r of Science 

Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 



.. _ 

tEXAS WOMAN'S UNIVERSITY UBRARV' 

TABLE OF CONTENTS 

Page 

TABLE OF CONTENTS iii 

LIST OF TABLES . . vi 

Chapter 

1. INTRODUCTION 

Problem of the Study 
Justification of Problem . . 

Stress and Change . 
Life Change and Illness Onset 
Chronic Disease and Life 

Change . . . . . . . . . . . 
Nursing and Life Change . . . . 

Conceptual Framework . . . . 
Assumptions . . . . . . . . . . 
Research Questions . . . . . . . 
Definition of Terms . . . . 
Limitations . . . . .. 
Summary . . . . . . . . 

1 

2 
3 
4 
5 

6 
8 

11 
19 
19 
20 
21 
21 

2. REVIEW OF LITERATURE 23 

3 . 

Stress and Change . . . . . . . 24 
Life Events and Stress 29 
Coping with Stress and 

Change . . . . . . . . . 41 
Life Change, Stress, and 

Respiratory Change 53 
Chronic Disease . . . . 55 
Stress Management of the 

Chronic Lung Disease 
Patient . 66 

Summary . . . . . . . . . . . . . . 73 

PROCEDURE FOR COLLECTION AND 
TREATMENT OF DATA . . . . . 

iii 

76 



Page 

Setting . • . . . • . • • . . • . 76 
Population and Sample . . . . . • • • 77 
Protection of Human Subjects . . • • . 78 
Instruments • . . . . . . 79 
Data Collection . . • 81 
Treatment of Data . . . . . . . . 82 

4. ANALYSIS OF DATA 84 

84 
85 
85 
86 
86 
96 

Description of the Sample 
Findings . . • . . . 

Question 1 . . . . 
Question 2 . . • . 
Question 3 

Summary of Findings 

5 . SUMMARY OF THE STUDY 98 

APPENDI X A . . 
APPENDIX B . . 
APPEND I X c 

APPENDIX D 

APPENDIX E . . 
APPENDIX F 

APPENDIX G 

APPENDIX H 

Summary . . . . . 
Discussion of Findings . 

Question 1 . . . 
Question 2 . . . 

. . . . . 98 

. . . 99 
. . . . . . 101 

. 103 
Question 3 . . . . . . . . 104 

. 109 Conclusions . . . . . . . 
I mplications . . . . . . 
Recommendat ions for Further Study .. 

110 
. 111 

. . . . . . . . . . 113 

. . . . . . . . 116 

. . . . . . . . 118 

. . . . . . . . . 121 

. . . . . . . . . 12 4 

. 126 

. 130 

. . . . . . . . . . . . . . . . . 132 

iv 



APPENDIX I 

REFERENCE LIST 

v 

Page 

136 

139 



LIST OF TABLES 

Table Page 

1. Mean Differences in Life Change 
Scores by Diagnosis . . . . . . . . . . . . 87 

2. Mean Differences in Life Change 
Scores by Marital Status . . . . . . . 88 

3. Mean Differences in Life Change 
Scores by Age . . . . . . . . . . . . . . . 90 

4. Mean Differences in Life Change 
Scores by Employment . . . . . . . . . . . 91 

5. Mean Differences in Life Change 
Scores by Race . . . . . . . . . . . . . . 92 

6. Mean Differences in Life Change 
Scores by Sex . . . . . . . . . . . . . . 93 

7. Mean Differences in Life Change 
Scores by Number of People in 
Residence . . . . . . . . . . . . . . . . . 95 

vi 



CHAPTER 1 

INTRODUCTION 

Patients with the diagnosis of chronic obstructive 

pulmonary disease (COPD) have periods when they function 

adequately with no increase in symptomatology. However, 

these patients may become symptomatic and have signifi

cant respiratory distress. Because there is not always 

a physiological etiology determined for the change in 

symptomatology, it is considered an acute exacerbation 

of unknown etiology. With more aggressive therapy, the 

patient becomes less symptomatic within a short length 

of time. The cycle of exacerbations continues to be 

troublesome and tends to contradict what the patient 

has been taught concerning home care. 

Stress has been recognized as a predisposing factor 

in many disease conditions, as well as having been shown 

to produce physiological changes. In COPD patients, the 

amount of stress needed to produce health changes may be 

less than that needed to produce acute illness; even 

subtle changes in ?tress can produce symptoms. In recent 

years , the role of stress related to life events has been 

a focus of research. 

1 
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This study examined the effects of stress related 

to life changes in the occurrence of acute exacerbations 

of chronic lung disease. If life events could be iden

tified as a predictor of acute exacerbations, the nurse 

might be able to include counseling to prevent or lessen 

the impact of stress in these patients. The assessment 

of life events on a routine basis could be used to aid 

in the treatment regimen and to explain some of the 

reasons for health changes. In this manner, the nurse 

could make a valuable contribution to the treatment and 

rehabilitation of patients with chronic lung disease. 

Problem of the Study 

The research questions in this study were: 

1. Do patients experience mild life crisis 6 

months prior to an acute exacerbation of chronic lung 

disease? 

2. Are there life change events identified by 

patients having chronic lung disease that are not in

cluded on the Social Readjustment Rating Scale (SRRS)? 

3 . Were the life change event scores affected 

by the variables of diagnosis, marital status, age, 

employment , race, income, sex, religious affiliations, 

and number of people in the place of residence? 
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Justification of Problem 

Life involves stress and change as part of daily 

existence. It has been proposed that life stress and 

life change lead to disease since disease has been pro-

posed to be a dynamic disequilibrium in the adjustment 

process of life. Life change has been shown to peak 

prior to illness onset (T. H. Holmes & Rahe, 1967). 

Even daily life change has been shown to affect the 

daily symptoms one experiences. Life change units 

are a quantifiable measurement of rank ordered life 

events that require adjustment to change. 

Chronic respiratory disease involves complete 

changes in daily functioning. These changes call for 

total readaptation of one's life patterns. Respiratory 

function is ~ffected by emotions. As the chronic lung 

patients become more symptomatic, they begin to 

avoid emotions, to isolate themselves from psy
chosocial stimuli, and to use denial and suppre
sion of emotions to reduce the physiologic 
impac t of emotions. (Dudley & Sitzman, 1979, 
p. 61). 

The patients find it difficult to cope with the daily 

emotional changes and the physiological changes that 

cause distress. It is not only the undesirable changes 

that the patient finds difficult to cop e with, but also 
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the desirable emotions of joy or excitement. The lack 

of ability to adequately cope affects almost every 

aspect of one's life. 

When the body and mind are no longer physio

logically able to cope with the everyday changes, 

the stable patient may begin to show signs of worsen

ing symptomatology. The patient then shows signs of 

an acute exacerbation of the condition. The amount 

of life change may be much less than expected due to 

the precarious condition. Nurses have the responsi

bility to chronic lung disease patients to teach them 

about their illness, the changes in life style neces

sary to cope with the progression of their disease, 

and new methods of coping to help them to deal with 

these changes. 

Stress and Change 

Stress and change have been studied many years 

as possible precursors to disease. Adolph Meyer, Pro

f essor o f Psychiatry at Johns Hopkins, began using 

charts reflecting his patients' biographies and ill

ne sses . He found illnesses to occur most frequently 

immediately a f ter a cluster of major events in their 

l i fe (T . H. Holmes & T . S. Holmes, 1974). Later in 
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the 1940s and 1950s, Harold Wolff, Professor of Neu

rology and Psychiatry at Cornell University Medical 

College, studied the life situations and emotions 

of patients having a variety of illnesses and con

ditions (T. H. Holmes & T. S. Holmes, 1974). One 

of his students, Dr. Thomas Holmes, with the aid of 

David Holmes constructed the Schedule of Recent 

Experience in 1957 to attempt to qualify and quan

tify life change related to magnitude of adjustment 

to change. The first Schedule of Recent Experience 

has gone through several revisions. The Schedule was 

constructed on the idea that significant life events 

herald health changes (Rahe, 1978). 

Life Change and Illness Onset 

T. H. Holmes and Rahe (1967) offered a quanti

fication of psychosocial factors by identifying life 

change and adjustment necessary to adapt to the 

changes. Studies of life change have one major 

theme. The occurrence of life change evoke some 

adaptive or coping behavior on the part of each 

individual. Life change does not have to be desir

able or undesirable, but only be a change from the 

ongoing life of the individual (T. H. Holmes & Rahe, 
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1967). Many prospective and retrospective studies 

have been done that support the proposition that peak 

life changes occur prior to onset of illness. In 

Navy personnel confined to a cruiser, a peak in 

life change 6 months prior to the cruise resulted 

in an increase in visits to the physician for minor 

illnesses (T. H. Holmes, 1970). Kimball (1971) 

demonstrated that onset and exacerbations of diabetes 

mellitus have relationship to life change events. 

Major life changes in postoperative periods of 

patients having undergone ulcer surgery were asso

ciated with more residual symptoms (Stevenson, 

Nabsith, & Masuda, 1976). An increase in life 

change seemed to be the determining factor in both 

initial onset and acute exacerbations of tuberculo

sis (T. H. Holmes, Hawkins, Bowerman, Clark, & Joffe, 

1957). 

Chronic Disease and Life Change 

Persons with a chronic disease seem to be more 

sensitive to life change than are persons without a 

chronic disease. In a study of hospital patients, 

a significant positive relationship existed between 

life change and the onset of chronic diseases (Wy ler, 
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Masuda, & Holmes, 1971). Other studies have shown 

increased life change among alcoholics, pregnancy, 

traffic accidents, and absenteeism among school-age 

children, to name only a few (Petrich & Holmes, 1977; 

Rahe, Meyer, Smith, Kjaer, & Holmes, 1964). 

Studies have shown that ventilation is elevated 

and oxygen consumption is increased during hypnotic 

suggestions of anxiety, anger, exercise, and head 

pain in the normal and chronically ill respiratory 

patient (Dudley, Martin, & Holmes, 1964). Studies 

which also reported significant changes in respira-

tory patterns with changes in emotions have also 

been reported (Stevenson & Ripley, 1952). 

In reviewing reasons for exacerbations of chronic 

lung d isease, respiratory infections and increased 

mucus retention are primary causes. Dudley, Martin, 

a nd Holme s (1964) stated: 

It i s the p atient with poor pulmonary function 
who ma y get into serious physiologic difficulty 
by r eact ing [to his environment). A subject 
wi t h p ulmo nary insufficiency and borderline 
blood g as values, whose ventilation is already 
being sev erely taxed, may not be able to in
c r ease ventilation to meet psychologic and 
physio log ic d emands when reacting to a stimulus 
wi t h the action oriented pattern. (p. 658) 
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Dudley, Martin, and Holmes (1964) explained that due 

to the close relationship between emotion and respira-

tory changes, pulmonary patients use psychologic mech-

anisms of denial, suppression, regression, and isolation 

to deal with affect and interpersonal conflict. 

This . . becomes a vicious cycle as they face 
the realistically severe problems associated 
with an incapacitating disease and chronic treat
ment. They cannot face their feelings or deal 
with the interpersonal conflicts without liter
ally endangering their lives. The rigid avoid
ance of affect and conflict only perpetuates 
the problems and increases frustration, anger, 
and despair, which in turn cannot be dealt with 
by the patient. (Dudley & Sitzman, 1979, pp. 
74-75) 

Nur sing and Life Change 

For nurses, the problems of life change and chronic 

lung d isease seem to be one of conflict. Nurses are now 

functioning as a major team member, if not the primary 

team member, in dealing with patients in the pulmonary 

rehabilitation programs as well as in the acute care 

settings . The theory of life events and disease is not 

new to the nursing community. Bell (1977) suggested 

in the study of stressful life events and coping that 

nur ses consider the relationship of stressful life 

events to health maintenance and illness prevention. 

Bell (1977) advised nurses to learn to assist in the 
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maintenance of present stress limits and prevent addi-

tional stress before the patient is overwhelmed with 

it. 

McNeil and Pesznecker (1977) used life change 

units to assist the nurse in the role of disease pre-

vention. The focus of their study was the 

variables that might temper life change and 
enable people to withstand high degrees of 
life change without experiencing illness ..•. 
The method . . . used most widely to teach 
people about life change and its effects was 
one-to-one contact. (McNeil & Pesznecker, 
1977, pp. 344, 347) 

Toffler (1971) stated that it was possible to 

become managers of change by identifying probable 

future changes. Arujo, Arsdel, Holmes, and Dudley 

(1973) suggested that it seemed reasonable to help 

patients with chronic asthma to modify high life 

change. Surely, in a patient population in which 

high life change is inevitable, counseling could 

be used to the benefit of the patient to control 

acute exacerbations. Arujo et al. (1973) postu-

lated that the relationship between the use of 

repressive type defenses and psychosocial assets 

appears to be posit ive. 

It is felt that both high psychosocial assets 
and the limited use of repressive type of 
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psychological defenses resulted in attenuation 
of the impact of environmental change in psycho
logic symptoms. This was postulated to be a 
mechanism by which acute exacerbations could be 
avoided. (Arujo et al. 1 19731 p. 362) 

In surr~ary, it has been shown that every man has 

stress and life change associated with his very exis-

tence. An increase in life change has been shown to 

be a variable associated with major and minor health 

changes. Patients with chronic disease have an in-

creased amount of life change following diagnosis 

and s ymp tomatology by the very nature of the condi-

tion. Because of the chronic and precarious condi-

tion , s pecific etiologies of exacerbations are not 

alway s i d enti f ied. Therefore, life events may be 

a major fac t or in acute exacerbations of chronic 

d isease. Studies of exacerbations and their rela-

t ion to life c h a nges may be used to increase the 

nurs e 's knowledge of possible factors related to 

ex a cer bat ions o f c hronic lung disease. This knowl-

edge ma y then be used to p rov i d e nursing intervention 

~o d e crease the impa c t of life c h ange on patients 

with c hroni c lung disease and decrease lung disease 

e xac erbations. 
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Conceptual Framework 

The Neuman Health Care System Model (Neuman, 1974) 

is the conceptual formulation for the study. Through 

the "total person approach," the nurse can assist 

individuals in "maintaining a maximum level of total 

wellness by purposeful intervention" (Neuman, 1974, 

p. 99). Selye's (1956) stress theory provides the 

t heoretical base for the study as well as the Neuman 

Model. T. H. Holmes and Rahe (1967) life events con

cept directs the empirical testing of the research 

questions. 

In the Neuman Model man is viewed as an open 

s ystem in contact with his environment. He is a 

"to t al person encompassing all aspects of the human 

be ing and the multiplicity of variables that may 

affect behavior" (Neuman, 1974, p. 118). Neuman be

lieved that stressors penetrate the human system 

causing a degree of reaction. These stressors are 

described as intra, extra, and interpersonal with 

p sychological , physiological, sociocultural, and 

deve lopmental variables . The stressors are both 

universal and individual in their meaning to the 

patient . The reaction is similar to the "nonspecific 



12 

response of the body to any demand" (Neuman, 1974, 

p. 125) characterized as stress by Selye (1956). 

Selye (1956) identified the response of stress as 

being stereotyped biochemical changes trying to cope 

with increased demands. Selye (1976) described 

stress as being distress or eustress. Both distress 

and eustress cause the same nonspecific response, but 

distress is characterized as being unpleasant or harm-

ful, while eustress is characterized as causing less 

damage. 

Neuman (1974) identified the lines of resistance 

as "internal forces encountered by the stressor which 

act to decrease the degree of reaction to the stressor" 

(p . 117). There are lines of defense, normal and 

flexible, that attempt to prevent penetration of the 

stressor into the system. The flexible line of de-

fense is the 

dynamic state of wellness of the individual 
. that changes constantly in response to 

changing physiological, psychological, socio
cultural, and developmental variables. (Neuman, 
1974, pp. 117-118) 

The normal line of defense is the "state of wellness: 

adaptational state over time which is considered 

'no r mal' for the individual" (Neuman, 1974, p. 117). 
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Selye (1976) identified 

conditioning factors that selectively enhance 
or inhibit one or other stress effects. This 
conditioning may be internal (genetic predis
position, age, or sex) or external (treatment 
with certain hormones, drugs, or dietary factors). 
(p. 123}. 

In the Neuman Model (Neuman, 1974), when a 

stressor penetrates the flexible and normal lines 

of defense, it will encounter the lines of resis-

tance and a reaction will occur. "The degree of 

reaction is dependent on the resistant forces en-

countered by the stressor" (Neuman, 1974, p. 118). 

The reaction can be compared to Selye's (1956) con-

cept of the general adaptation syndrome which is 

described as a nonspecific response to stress. In 

the alarm reaction, defense forces are mobilized. 

The stage of resistance is that in which the organism 

adapts to the stress response produced by the stressor. 

This adaptation period lasts until the stressor is 

terminated or until the organism enters into the 

stage of exhaustion in which the adaptation energy 

has been exha usted . Selye (1956) further theorized 

that an increased frequency of exposure would cause 

a finite stage of adaptation with exhaustion finally 

occurring . The stage of exhaustion is similar to 
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Neuman's concept concerning the inability of the system 

to buffer the stressor causing penetration of the central 

core and death (Neuman, 1974). 

The Neuman Model (Neuman, 1974) proposes that if 

the stressor is adequately buffered by the lines of 

resistance and defense, reconstitution takes place. 

Reconstitution in response to stress may begin 
at any level of reaction and proceed to any 
higher level of reaction with the possibility 
of a new level of wellness established above 
or below the previous normal line of defense. 
( N e urn an , 1 9 7 4 , p . 118 ) 

Selye (1956) described this reaction as the ability 

of the system to regain equilibrium after the stage 

of resistance or after the stage of exhaustion. 

If the system is unable to reconstitute to its 

pre -stressor level, the normal and flexible lines of 

defense are v iewed as closer to the central core. 

Stressors, however, are closer to the core when pene-

tration occurs and defense is harder to assure. Selye 

(1976) noted this phenomena in the stress theory when 

he found that adaptability is limited. Selye noted 

that when the body has been adapting to stressors for 

an extended period of time, the energy able to be 

u sed during the stage of resistance decreases and 
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exhaustion occurs, during which time the body is unable 

to defend itself against further stress. 

In the Neuman Model (Neuman, 1974) there is a 

postulated relationship between the numbers and 

severity of stressors and th~ ability of the system 

to adapt or reconstitute. Selye (1973) supported 

this relationship by research findings that upon 

"prolonged exposure to any noxious agent capable 

of eliciting this reaction [harm] a stage of adapta

tion or resistance ensues" (p. 694). No organism can 

e ndure a prolonged alarm reaction. The energy used 

in adaptation is spent and exhaustion occurs. Adapta

tion e nergy is finite and can be totally spent leading 

t o e xha ustion and death. Selye also maintained that 

t he time (duration and repetitive nature of the stress), 

the s pace, andthe intensity of the stress influence 

the ma n i f estations of stress encountered. Neuman 

(19 7 4) believed that constant stressor penetration 

of the sys tem wo u l d weaken the lines of resistance, 

and the normal lines of defense would move toward 

the c o r e. The r e wo u ld e ventually be inability to 

buffer the stressor, pene tration of the core, and, 

finally , death. 
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Neuman (1974) proposed that purposeful interven-

tion is primary, secondary, and tertiary prevention. 

Primary prevention is general knowledge applied 
to individual patient assessment in an attempt 
to identify and allay the possible risk factors 
associated with stressors .... Secondary pre
vention related to symptomatology, appropriate 
ranking of intervention priorities, and treat-· 
ment. (Neuman, 197 4, p. 101) 

Tertiary prevention is intervention with emphasis on 

maintaining adaptation after some degree of reconsitu-

tion and stability has occurred (Neuman, 1974). 

In chronic disease, the Neuman Model characterizes 

an increased intensity and duration of physiological, 

psychological, developmental, and sociocultural stres-

sors. In adaptation of chronic disease, a lower degree 

of reconstitution will occur as the lines of defense 

move toward the core. Gradually there is decreased 

buffer ing of the stressors. As the lines of defense 

move toward the core, less stressors result in greater 

degrees of reaction due to less effective lines of 

resistance . Selye (1956) defined disease as 

the fai lure of the adaptive mechanism of an 
organism to counteract adequately the stimuli 
or stressors to which it is subject, resulting 
in a disturbance in function or structure or 
any part , organ, or system of the body. (p. 
221 ) 
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Selye (1956) also proposed that the adaptive energy 

of the body decreases with each episode of stress 

until the energy is finally depleted. This condition 

is noted to be most common in old age, but can occur 

earlier if the energy stores are depleted earlier. 

Since everyday life events cause depletion of energy 

stores, and there is increased life event changes 

associated with chronic diseases, decreased adaptive 

energy after each active episode of chronic illness 

can be assumed. 

To summarize, the Neuman Model suggests that man 

having chronic disease is defended from stressors by 

lines of defense and resistance that are nearer the 

core than man having no chronic illness. Penetration 

of the normal line of defense by stressors causes 

reactions sometimes in the form of exacerbations of 

the chronic illness. Due to the nearness of the lines 

of defense and resistance to the core, chronic exacer

bations will occur with fewer numbers and less intense 

stressors than are required to elicit reactions in a 

person having a normal state of equilibrium. Selye's 

s tress theory supports the Neuman Model by identifying 
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the concepts of adaptation that parallel the Neuman 

Model concepts. 

T. H. Holmes and Rahe (1967) have theorized that 

stressors are "a set of circumstances the advent of 

which signify or require change in the individual on

going life patterns" (p. 214) . These concepts of 

life change were derived from Cannon's (cited in Rabkin 

& Struening, 1976) observations of body changes re

lated to emotions and Meyer's (cited in Rabkin & 

Struening, 1976) interest in the life chart as a tool 

for medical diagnosis. The concept of life change or 

life events associate the increase in life events 

with stressful situations in which social adaptation 

is necessary. Research has demonstrated an associa

tion between the increased number of recent life events 

and the onset of illness. Rabkin and Struening (1976) 

suggested that chronic disease is thought to be "partic-

u larly influenced by the experience of stress'' (p. 1014). 

The increased number of recent events has been shown to 

be associated with chronic illness exacerbations 

(Petrich & Holmes, 1977). 

In summary, the conceptual framework using Selye's 

stress theory and the Neuman Model shows that stress and 
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change are precipitous of reactions that are considered 

health changes. Due to large amounts of stress and 

change, chronic illness sometimes occurs. Nurses who 

care for patients having chronic disease need to uti

lize knowledge of change and stress to recognize possi

bilities of health change and assist patients in 

adapting to the stress. T. H. Holmes and Rahe (1967) 

have provided a quantifiable measure of life change. 

Through use of T. H. Holmes and Rahe's (1967) instru

ment, the nurse can identify and predict changes in 

health status and apply primary prevention techniques. 

Assumptions 

The following were assumptions of the study: 

1. Life events initiate stress responses. 

2. Patients can identify life events that are 

stressful. 

3. Nurses can identify life events in the primary 

and tertiary prevention modes. 

Research Questions 

The research questions for this study were: 

1. Do patients experience mild life crisis 6 

months pr ior to an acute exacerbation of chronic lung 

diseas e ? 
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2. Are there life change events identified by 

patients having chronic lung disease that are not 

included on the Social Readjustment Rating Scale? 

3. Were the life change event scores affected 

by the variables of diagnosis, marital status, age, 

employment, race, income, sex, religious affiliations, 

and number of people in the place of residence? 

Definition of Terms 

The following terms were defined for use in the 

study: 

1. Chronic lung disease--obstructive and restric

tive lung conditions having been diagnosed as chronic 

in nature (i.e., asthma, chronic bronchitis, emphysema, 

sarcoidosis, pulmonary fibrosis). 

2. Acute exacerbation--an increase in respiratory 

symptomatology or discomfort directly related to their 

chroni c lung di sease requiring hospitalization or an 

unscheduled vi sit to a hospi tal outpatient department. 

3 . Life change uni ts--the value assigned a life 

change event by T . H. Holmes and Rahe (1967) reflecting 

the degree of adaptation necessary to deal with that 

event . 
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4. Life change event--events that require change 

and adaptation in life as defined by T. H. Holmes 

and Rahe (1967). 

5. Patient--a person having been diagnosed at 

least 1 year prior to the data collection as having 

a chronic respiratory condition, who at the time of 

the study had one acute exacerbation in the previous 

month. 

Limitations 

The following were limitations of this study: 

1. The sample size was small. 

2. The subjects may have had imperfect recall 

of each life event. 

3. The subjects may have answered the questions 

untruthfully . 

4. The subjects may have had unequal perception 

of the meaning of the terms used in the instrument. 

Summary 

This descriptive survey study proposed that in 

patients with chronic lung disease, fewer life events 

which produce stress may precipitate acute exacerba

tions of their condition. These life events may be 
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able to be identified and assessed as to the risk they 

pose insofar as health change. This information would 

enable the nurse to counsel patients in primary and 

tertiary care in enhancing coping methods to decrease 

undesirable changes in health. 



CHAPTER 2 

REVIEW OF LITERATURE 

There has been much discussion in the literature 

regarding the components of stress, life change, and 

coping. The purpose of the review of literature is 

to describe what is considered to be stress and stressors 

by contemporary researchers. This section _provides a 

framework for the study of life change as a form of 

stress. Studies are presented which indicate that there 

is a relationship between life changes and disease onset. 

Studies are presented identifying the relationship of 

life change to general illness onset and to specific 

illnesses, especially coronary disease and mental dis

tress; subjects in which more extensive research has 

been attempted. Studies are also presented regarding 

magn itude of life change and seriousness of illness. 

A short discussion of the controversies revolving 

around life change scales is included. 

In coping with stress and change, a discussion 

of the methods of coping and their relation to life 

change is provided . A lengthy discussion of general 

resistance resources and a sense of coherence proposed 

23 
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by Antonovski (1979) is provided. Coping methods used 

most frequently by patients with chronic lung disease 

are discussed. 

In life change, stress, and respiratory disease, 

stress change and emotions are linked with physiological 

mechanisms which affect the respiratory system. In 

stress management of the chronic lung patient, rehabili

tation is defined and discussed. Studies of the effects 

of rehabilitation on life changes are discussed. Specific 

suggestions for management of the psychologic manifesta

tions of the disease are described. 

Stress and Change 

There is much discussion in the literature regard

ing exactly what can be considered to be stress or 

stressors. Antonovski (1979) explained that human 

organisms have a homeostasis maintaining regulating 

a mechanism. His premise is based on Cannon's (1929, 

1939) work demonstrating mechanisms that are in con

stant disturbance of their homeostasis. Homeostasis 

is maintained by learned mechanisms that are involved 

in the development of personality, cultural, subcultur

al, and idiosyncratic responses to the environment. 

d an is ever adapting to provide homeostasis b y energy 
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expenditure. However, these ever present disturbances 

are not felt to be stressors by Antonovski (1979) . These 

situations are considered a usual disturbance to homeo-

stasis. Antonovski (1979) defined a stressor as a 

demand made by the internal or external environ·
ment on an organism that upsets its homeostasis, 
restoration of which depends on a nonautomatic 
and not readily available energy expenditure 
action. (p. 72) 

The difference in a stimulus and a stressor is the 

meaning of the perception o f the occurrence to the 

organism. The stressor is a stimulus to which the 

"repert oire of readily available automatic homeostasis 

mech ans i m available" (Antonovski, 1979, p. 72) is not 

a d e q uate to meet demands and restore the system to 

homeostasis. This explanation is identical to the 

pos i tion taken b y Lazarus and Cohen (cited in Antonovski, 

1979) who focus "on the mediating processes of cognitive 

a ppraisal a nd coping" (p. 72}. Lazarus and Cohen (cited 

i n An tonovsk i, 1979) explained that stressors are 

demand s to wh i ch there are no readily available or 

a utomatic a c a p tive responses. 

There are t wo i mplications that are made by the 

a r gument of home o stasis regulation by energy expendi~· 

ture . The initia l s ource of d isturban ce, internal or 
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external to the organism, has been met if homeostasis 

is maintained and, therefore, there has been no stress. 

There is no implication regarding the pleasantness 

or unpleasantness of the disturbance (Antonovski, 

1979). 

There are group and individual differences in dis-

tinguishing routine stimuli and stressors. However, 

it can be agreed that all human beings are involved in 

con fronting what they define as stressors (Antonovski, 

1979). Lazarus and Cohen (cited in Antonovski, 1979) 

define d t hree major types of stress. 

Catalacy smic phenomena, such as natural disasters, 
bombing, internment, and relocation, are experi-
ences shared by whole population groups. Events 
o f t he second type, including bereavement, terminal 
i llness, a nd being laid off from work, also have 
t he same powerful and sudden impact on the persons 
involv ed, but these typically happen to fewer per
sons or to a single individual. Both these types of 
stre sses occur . . . only to special segments of 
t he pop ulation .... Daily hassles [the third 
t ype] are close to an examination of the ubiquity 
o f stressors. (p. 80) 

Wol f a nd Good e ll (1968) wrote: 

Importan t as are the upheavals of rapid social 
c hange and the cruel circumstances i~posed on 
man by his fellows, the ordinary vicissitudes 
of dail y l ife of f er their share of challenge as 
ha s been pointed out. It may inaeed be stated 
tha t ma n is alwa y s under stress of one sort or 
a nother. (p . .212} 
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Antonovski (1979) stated that: 

throughout life in even the most benign and 
sheltered environments are fairly con·tinuously 
exposed to what we define as stressors. The 
range of human experience in exposure to stressors 
is not from very low to very high. It is from 
fairly serious to lifelong . . to the unbelieve~ 
able hell on earth for so large a part of the 
world's population. (p. 77) 

Antonovski (1979) further believed that low scores on 

stressor experience studies are due to the lack of 

accurate questions or patience of the examiner. 

However, if stress is actually overload, then an 

envi ronment making no demands should be considered a 

stressor as well. The studies of sensory deprivation 

propose that inherent psychological and physiological 

d amage is usual in sensory deprived environments. There-

fore stress can also be defined as underload (Antonovski, 

1979) . 

Antonovski (1979) suggested that three implications 

can be drawn from the literature regarding stress. 

First, a value judgment of the stressor being harmful 

or p leasant is not necessarily i mplied by groups or 

individuals confronting stressors. Secondly, the ten-

sian involved in confronting stress is accomplished 

by either positive or negative stressors. Thirdly, 

t he consequence to the organism of stress or tension 
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can be either neutral, negative, or salutary (Antonovski, 

1979). 

Do stressors affect all persons in the same way 

or is there an idiosyncratic response of each person? 

This question has been a controversy in the area of 

stress research. Cassell (1974) stated that the effect 

instituted in the organism when faced with stressors 

is a function of the level of abstraction of which the 

organism is capable. 

If we can identify the characteristic of proper
ties of these signals or symbols which generally 
evoke major neuroendocrinal changes in the recip
ients, we will have identified a general class 
of stressors even if the particular circumstances 
or relationships creating those types of symbols 
or signals differ for different people . 
It may well be that the same relationships or 
soc ial circumstances within a given -culture (or 
perhap s subculture) regularly produce such a 
class of signals. (Cassell, 1979, p. 49) 

In summary, researchers have shown that stress is 

interpreted as being a stimuli that disrupts equilibrium 

or homeostasis of an org anism. There is a difference in 

opinion as to whe t he r or not the stressor has to be per-

c eived by the organism. There is also a difference in 

opinion as to whether the stimuli mus t be harmful to 

be a stressor. It has also been suggested that only 

stimuli t hat cause disequi libr ium are stressors. 
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Researchers do agree that stressors are confronted 

by every person. 

Life Events and Stress 

The objective, consensual approach to stressors, 

was accepted by Harold Wolff and his colleagues (cited 

in Wolf & Goodel, 1968) at the Human Ecology Study 

Program at Cornell in the late 1940s and early 1950s. 

It was found that certain types of stress--life 

events--seemed to cluster at the time of disease 

onset. Wo lf and Goodel (1968) stated: 

Illness often occurs when an individual per
ceives his life situation as particularly 
threatening to him, even though his life 
situation may not appear life threatening to 
an outsider. (p. 206) 

Hinkle (1974) stated: 

From a physiological point of view, a man may 
be expected to react to the meaning of informa
tion he obtains from his social environment and 
not necessarily to the objective features of it 
as discernable by others. (p. 10) 

Rahe (1974 ) proposed that life events involved 

changes that were either filtered out by psychological 

defenses as being insignificant, causing a psychological 

reaction to the change, or coped with by means of an 

illness or illness behavior. By this argument, Rahe 

(1974) sought to authenticate the relationship between 

li f e c hang e events and illness. 
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T. H. Holmes and Rahe (1967) attempted to provide 

a quantifiable measure of social stress they refer to 

as life change. By measuring life stress by way of 

life change units, quantification of the amount of 

change to which one must adapt during a life time 

is possible. Studies have demonstrated a significantly 

greater clustering of life events prior to onset of 

disease than in non-sick control groups (Rahe & Holmes, 

1979). 

T. H. Holmes and Masuda (1973) suggested that per

sons with adequate coping skills and resources to 

combat life change, do not perceive change as a threat 

and thereby experience no stress. Therefore, they con

sid er the im?ortant things about stress as being (a) 

the adaptive demand and (b) the negative consequence 

of the stress. By focusing on the physiological as

pects of the disease, there may be a tendency to over

look the possibility of etiologic factors arising in 

e mp loyment, p h y sical environment, relationships, and 

c ommunities. There is a necessity to focus on all 

a s pects of life to determine the covert factors causing 

stress. 
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In an unpublished report, Rahe and Holmes (1979) 

reported that in a group of subjects homogeneous 

with respect to social and physical factors, the higher 

life change scores occurred with greater incidence in 

magnitude prior to occurrence of disease and other 

health changes. They also found that patients having 

had little prior health change and high life crisis 

scores had greatest resistance to disease onset. Sub

jects having experienced more health changes were those 

having experienced a major life crisis. Understandably, 

those experiencing a moderate life crisis (150-299) had 

more health changes than did those with no life crisis 

(less than 150 life change units) (Rahe & Hol~es, 1979). 

In 1967, Rahe, McKean, and Arthur reported the 

findings of a study concerning life change and illness 

patterns. American working men and Navy and Marine 

personnel disabled and separated from the service for 

psychiatric illnesses were studied according to para

meters of life change and illness patterns. Both 

life change and illnesses were seen to cluster during 

certain years. Life events or changes were shown to 

cluster immediately prior to an illness or clustering 

of illnesses. Two instances of death and near death 
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were preceded by clustering of high life magnitudes 

(Rahe et al., 1967). 

In 1968, Rahe and Arthur reported their findings 

regarding patterns of life change surrounding the ill

ness experience. An attempt was made to clarify 

whether the clustering of life events was a cause 

of disease onset. Recent life change patterns in 

individuals recently reporting illness were compared 

to life change patterns from identical time periods 

of persons with similar social and cultural back

grounds but without health changes. There were twice 

the number of life changes reported among subjects 

suffering illness as those without health changes. 

The findings o f the study indicated that life change 

intensity measured in life change units (LCUs) rose 

over health baseline average before, during, and 

afte r illness occurrence. The peak to the life change 

occurred 6 months prior to the illness period. There 

was the existen ce of a nearly symmetrical LCU fall off 

foll owing illnes s experiences. Life change resulting 

from illness is equal in timing the intensity to those 

life c hanges having a causal relationship on the ill

ness (Rahe & Arthur, 1968). 
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In reporting studies of specific diseases, the 

same culmination of life events was reported. Pro

spective and retrospective controlled studies of 

fatalities from myocardial infarctions in Swedish 

and Finnish populations demonstrated significantly 

higher life change 6 months prior to the myocardial 

infarction in fatal cases than in survivors. These 

life change peaks in fatalities were 3-4 times the 

baseline values reported in survivors. Myocardial 

infarction patients reported increasing ,feelings of 

discord which were not reported in control groups 

(Rahe, Bennett, & Romo, 1973; Rahe & Lind, 1971; Rahe, 

Romo, & Bennett, 1974; Theorell, Lind, & Floderus, 

1975; Theorell & Rahe, 1971). 

Three studies relating coronary involvement and 

life events had similar findings. ~heorell and Rahe 

(19 75) studied 54 post-myocardial infarction patients. 

There was a significant rise in the life change units 

in the 6 month s prior to myocardial infarction. Patients 

having a prior history of myocardial infarction had 

highe r life change scores than did the patients with-

out a previous cardiac history. In a contrasting study 

of 30 males , post-myocardial infarction, there was no 
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significant difference in the mean level of life 

change units in the prior 6 months as opposed to the 

past year. Rahe (1974) studied 279 survivors of myo

cardial infarction. The group with illness, prior 

to myocardial infarction, had twice the total number 

of life change units over a 6-month period as did 

those patients having no history of cardiac illness. 

One reason cited for the difference in the scores of 

life change units between control and experimental 

g roup s was that the Schedule of Recent Events was 

t he tool used to list life changes. The Schedule of 

Recent Events relates life changes concerning recent 

illness. Therefore, those patients having prior 

h istory of illness would be expected to have a higher 

l i fe chang e score. 

In a related study , Levi (1973) found that psycho

l og ical stress suggests an important role of psycho

logical d istress in the onset of heart disease. Until 

more e vidence of substantial and controlled nature is 

available, it was felt to be impossible to say how 

i~portant p s ychological stress is, compared to psycho-· 

l o gical risk f actors or other psychosocial factors such 

a s t he c o r onary p rone behavior pattern. It may prove 
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to be that psychological stress is the catalyst for 

other risk factors rather than a true oarticioant 
~ ~ 

in the disease process. On the other hand, chronic 

and repeated exposure to stress may have a direct 

psychological consequence that plays a role in the 

etiology of heart disease (Garfield, 1979). 

Vinokur and Selzer (1975) studied undesirable 

and desirable life events relating to stress and mental 

distress. An accumulation of life events correlated 

with self-reported tensions and distress. Emotional 

disturbances were reported as depression, paranoid 

thinking, suicidal proclivity, and anxiety, as well 

as behavioral indications such as drinking and traffic 

accidents. The relationship between desirable life 

events and undesirable life events was studied. Vinokur 

and Selzer (1975) found that only undesirable life 

events were correlated with the stress related variables 

such as anxiety, tension, distress, aggression, para

noia, depression, and drinking. The researchers sug

gested that anticipation of events and control over 

outcome be studied in the future. 

In studies of depressed patients (Paykel & Dienelt, 

1971), a relationship was shown between life change units 
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and the onset of clinical depression. A reduction 

of life events to near control levels was seen in 

patients recovering from depression. A peak in the 

life events in the month prior to relapse was also 

noted in the follow-up study. Depressed patients also 

demonstrated a markedly increased concentration of 

life events prior to their illness (Paykel, 1969; 

Paykel & Dienelt, 1971). Suicidal patients exhibited 

high levels of life change prior to a suicide attempt, 

with a four-fold increase in life change scores. 

Suicidal patients manifest prolonged periods of high 

life change with a marked peak preceding the suicidal 

attempts (Petrich & Holmes, 1977). 

In a study of fractures, athletic injuries, and 

traffic injuries, the risk of injury was proportionate 

to the accumulation of life stress. Of fractured 

patients, Tollefson (1972) found a moderate (200-299) 

to major (over 300} life crisis in the year preceding 

the fracture. Selzer and Vinoker (1974) studied driv

ing records in alcoholics having traffic accidents. 

There wa s a relationship between an accumulation of 

life stress and accidents. In an additional study of 

life stress and absenteeism in children due to minor 
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health problems, a significant and proportional rise 

in LCUs was shown (Dye, 1975). 

When closely examining life events and changes, 

a variability between subjects' reaction to changes 

and events was noted. T. S. Holmes and T. H. Holmes 

(1970} designed a schedule of daily events that speci-

fied daily life changes that took place and caused 

stress. It was hypothesized that signs and symptoms 

were dependent not only on the magnitude but also on 

the variability of life change. People with a great 

deal of daily variation in their life change units 

experience a higher incidence of signs and symptoms 

due to a constant demand for adaptation to the dif

ferent amounts of life change. The results of the 

study indicated that a small number of life change 

events account for most of the day-by-day life change 

and a few body systems account for the majority of 

signs and symptoms of everyday life. The signs and 

symptoms reported most frequently concerned the skin, 

eyes, ears, nose, throat, gastro-intestinal, and 

musculoskeletal systems. These systems are in closest 

contact with the environment. Respiratory infections 

were the most common symptoms reported in a similar 
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study by Hinkle (1974). T. S. Holmes and T. H. Holmes 

(1970) reported a study in which individuals with the 

highest number of changes experienced more symptoms 

than those with an average or low number of daily 

change units. Individuals with the most signs and 

symptoms were those with some form of chronic illness 

although the illness appeared to be unrelated to the 

sig ns and symptoms experienced. Females in the study 

exper ienced more signs and symptoms than the male sub

j ects. People experiencing signs and symptoms have 

t hem more or less continuously (T. S. Holmes & T. H. 

Holmes, 1970). 

Stud ies b y T. H. Holmes and Masuda (1973) sug

ge s ted two p ositive relationships between seriousness 

o f il l n ess and life change. Subjects were asked to 

rate di s e ase accord ing to seriousness. The mean number 

of life c h ange units was studied in relationship to 

seriousness of illness units. A more comprehensive 

t a ble was g i ven by T. H. Holmes and Masuda (1973). 

The se part i cu l ar entities were extracted from the 

orig i na l char t . 
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Rank Disease Item He an Score 

8 Common cold 21 

47 Bronchitis 210 

71 Pneumonia 338 

78 Asthma 413 

94 Collapsed lung 536 

102 Emphysema 636 

103 Tuberculosis 645 

111 Blood clot in lung 753 

A positive relationship was found between life 

change units and seriousness units. A positive relation

ship was found to exist between magnitude of life change 

and the development of chronic disease. The greater the 

life change or adaptive requirements, the greater the 

vulnerability or lowering of resistance to disease and 

the more serious the disease that developed. Respira

tory diseases encompassed both the smaller and larger 

magnitude of life change. 

Rabkin and Struening (1976) speculated that the 

life event scale may be irrelevant to certain groups 

of people . Wershow and Reinhart (1974) reported that 

a study of 88 chronically ill, marginally employed men 

admitted for chronic illness to a Southern Veteran 's 
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Administration hospital reported few life changes. 

Dohrenwend (1968) reported that the present checklist 

for life events is too simple and suggested stratifica~ 

tion of life events using age, group, stage of life, 

locus of control, positive versus negative events, and 

level of social organization involved. 

Dohrenwend and Dohrenwend (1974) in a review of 

published studies on class and ethnicity concluded 

that lower class subjects experienced more severe 

through not necessarily more stressful events than 

did the middle class participants. Stressful events 

were also found to be more frequent and more severe 

for Blacks than for ~mites. 

Rabkin and Struening (1976) suggested that social 

support systems provided buffering of the life changes 

and, therefore, should be included in studies of life 

events . Social support s ystems consisted of incuring 

interpersonal ties to a group of people who provided 

emotional maintenance , assistance, and resources in 

time of need, who provided feedback, and who shared 

standards and values (Rabkin & Struening, 1976). 

In summary, studies were reviewed and found to 

indicate that clustering of life change takes place 
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prior to illness. The more serious the health change, 

the more magnitude in life change units. Life change 

occurring in some socioeconomic groups is more severe 

than in others. Yet some persons experience life 

change and do not become ill. Some persons cope with 

change more effectively and efficiently than do other 

persons. The methods of coping are thought to be the 

reasons for the adjustment without illness that are 

found in some persons. 

Coping wi th Stress and Change 

Coping skills may be responsible for the phenomena 

of control groups in life change studies experiencing 

high levels of life change units with no subsequent 

illness. A study by Arujo et al. (1973) upholds the 

concept that certain methods of coping with life situa

tions have an influence on the clinical course of a 

subsequent disease process. Patients with low coping 

abilities and high life change are continuously in

capacitated and need continual medical care. Patients 

with high coping ability were known to experience life 

change with less activation of physiological symptoms. 

As cited by Dudley, Glasser, Jorgenson, and Logan 

(1980a) : 
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Psychosocial assets are qualities or conditions 
such as a vital interest in life; adequate 
financial resources and housing; social support-
being loved, feeling esteemed, being part of a 
mutual "defense system" which in time of need one 
can utilize; ability to cope with modification 
of one's environment in ways defined to meet 
one's needs; ability to adapt oneself to reality 
factors in the environment that cannot feasibly 
be changed; freedom from oversensitivity; and 
congeniality, flexibility, reliability, a sense 
of good judgment and a willingness to shoulder 
reasonable responsibility. (p. 414) 

Both high psychosocial assets and limited usage 

of repressive psychologic defense results in attenuation 

of the impact of environmental change in physiologic 

systems. In a study of chronic intrinsic asthma, 

findings showed that those subjects with a high coping 

index were found to require a significantly lower dos-

age of steroids to maintain stability regardless of 

the amount of life change present. The study also 

supported the premise that patients with lower psycho-

social assets have limited options for dealing with 

life change and disease and thereby have less need 

for specific medical therapy (Arujo et al., 1973). 

In a nursing study by Bell (1977) on life events 

and coping in mental wellness and illness behaviors, 

the patients having mental illness behaviors had 

shorter term coping behaviors than did the mentally 
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well subjects. While psychosocial assets were related 

to decreased symptomatology in the presence of high 

life change, the type of coping abilities and psycho-

social assets have been studied to determine the most 

efficient methods of coping. Strengthening social 

assets seems more feasible than preventing exposure 

to life change. 

that 

Dudley and Welke (1977) stated regarding coping 

survival in the real world depends upon your 
ability to cope. The ability to cope with life 
is related to many factors not least among them 
is family background; however, coping ability 
is not directly linked to the amount of money, 
longevity, success or happiness your family had 
before you. Coping depends on what you learned 
about the factors that contributed to success 
before you and/or success around you. 

Another component and fact of life about 
coping is that some people who cannot cope survive 
because of their supporting family. . . The 
counterparts are those who enjoy unlimited coping 
resilience, people who may never be wealthy, es
teemed, or accomplished and yet who live comfort~ 
ably rich and productive lives. (p. 72) 

Dudley and Welke (1977) furth.er defined coping behaviors 

as basic responses learned either by observation or 

experience. They feel effective coping is not related 

to performance or perfection or achievement. 

Being able to cry, to ask questions, to take 
time for orientation or preparation, to delay 
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taking action are appropriate ways of dealing 
with stress. (Dudley & Welke, 1977, p. 73) 

Depending on needs and beliefs, a person may rely 

on any number and variety of social support systems. 

Some people are assisted in maintaining stability 

through reassurance, emotional support, medications, 

problem solving, and sometimes simply someone being 

there to lean on (Dudley & Welke, 1977). Stability 

is important since it influences ability to avoid 

and/or survive disease. An unstable life marked 

with increasing life change and swings in activation 

is not in itself a problem unless there is inability 

to cope effectively (Dudley & Welke, 1977). 

Patients having cancer can do well and survive 

for a period of time after successful therapy until 

a majo r life change occurs causing the patient to 

be unable to cope and resulting in reactivation of 

their disease which then results in their death (Gar-

field, 1979). In a study by LeShan (1966), major 

stress was reported prior to the discovery of a neo-· 

plasm as most often being the loss of a major emo-· 

tional relationship. LeShan (1966) also reported 

that widowed persons have the highest mortality rate; 
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divorced persons, the next highest; and then married 

and finally single persons. Gove (1973) studied 

mortality rates in unmarried and married persons. 

Mortality rates were higher in unmarried persons than 

in married persons and higher in unmarried men than 

in unmarried women. 

While personal relationships have been considered 

by some as a support group or psychosocial asset, 

animal studies have shown that by increasing the number 

of animals housed together, a change in health status 

can be expected even when diet and physical environment 

are kept constant. Significant changes in neuroendo

crinal changes affecting the pituitary, the adrenocor

tical s ystem, the thyrqid and gonads are noted when 

the social milieu is altered; thus indicating increas

ing stress even when none is perceived by the organism. 

The same physiological systems are the ones responsible 

for maintaining the steady state or homeostasis of an 

organism . However, the theory that overcrowding 

(physical density of the population) being related to 

the health status has not been sustained in human 

studies (Cassel, 1974). 
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Berkman's (1977) study in Alameda County, Cali

fornia, measured fer social ties: marriage, close 

friends, relatives and church membership, and formal 

and informal group associates. The study revealed 

that the people with many social contacts have the 

lowest mortality rate. An association was found to 

be controlling for a variety of socioeconomic reasons. 

"The hypothesis is that isolation and lack of social 

and community ties may influence host resistance and 

increase vulnerability to disease in general 11 (Berkman, 

1977, p. 77). The study revealed a linear relationship 

between mortality rates of isolates and · the mortality 

rates of all others, suggesting that social ties are 

actually a coping mechanism. 

Because a major part of learning adaptive coping 

mechanisms is dealing with complex and difficult situa

tions, and not being overwhelmed by them, a ghetto 

world can be an excellent teacher. However, the ghetto 

can also be a wasteland of coping abilities from which 

to copy . The life in a rich, influential environment 

may in the same light not provide the difficult living 

conditions which stimulate development of coping abili

ties (Dudley & We lke, 1977). 
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Antonovski (1971) characterized coping as tension 

management. If one has good tension management, there 

is a push toward health-ease while poor tension manage

ment leads toward disease. While tension management 

reduces the consequence of stress, the consequence of 

stress may be considered to be beneficial. Shuval 

(cited in Antonovski, 1979) in a study of the adjust-

ment of concentration camp survivors to the rigors of 

Israeli life in the 1950s, found that the survivors of 

concentration camps were better adjusted than those 

having never been in a concentration camp. The horrors 

these survivors overcame became a learning experience 

they could apply in the future (Antonovski, 1979). 

Because the demands placed on individuals are so 

varied and unpredictable, recognition must be given 

to the fact that there are generalized resistance 

resources that can be applied to meet varied circum

stances. Antonovski (1979) has defined a generalized 

resistance resource as "the group, or an environment 

that can . effectively facilitate tension management" 

(p . 99). Antonovski further explained that at a given 

point in time, the extent to which one vascilates be

tween health and disease on a continuum is dependent 
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on the general resistance resources that are available 

to the person. There are three kinds of general re-

sistance resources. 

Adaptability on the physiological, biochemical, 
psychological, cultural, and social levels; 
profound ties to concrete immediate others; and 
commitment of and institutional ties between 
the individual and the total community. 
(Antonovski, 1979, p. 100) 

The generalized resistance resources are the variables 

that enable stress avoidance. Rosenstock (1960) hypothe-

sized that persons with preventive health orientation 

a void stress by preventing illnesses. Antonovski {1979) 

considered the most pertinent generalized resistance 

resource as health prevention orientation. 

Physical and biochemical generalized resistance 

r e sources include artifactural material which is the 

a ccumulation or access to money. The money aids the 

person i n obtaining other generalized resistance re-

sources and a l so serves as an ego assuager. However, 

money c a n be the source of tension and stress as well 

a s a generalized re s istance resource (Antonovski, 1979). 

Depend ing o n t he situation and culture, money may be 

less or more i mportant than interpersonal relationships. 

Cog n it i v e and emotional generalized resistance re-

sourc es a re kno wl edge , i nte lligence, and e go identity . 
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The intelligence includes not only knowledge but the 

skills with which to obtain the knowledge. In modern 

societies, intelligence is contingent on the literacy 

and formal education; in the more traditional societies, 

the wisdom is the central component of knowledge. By 

having wisdom or knowledge, one is likely to avoid certain 

stresses and adapt easier to other stressors (Antonovski, 

1979). 

Cognitive or emotional general resistance resources 

include an independent sense of inner purpose related to 

social and cultural reality. A strong ego identity is 

taken to be the equivalent of mental health. Clear dis

tinction is made by Antonovski (1979) between a sense 

of coherence and ego identity. Ego identity refers to 

one's picture of oneself while the sense of coherence is 

to include oneself in the picture of the world (Antonov

ski, 1979). 

According to Antonovski (1979) three major variables 

enter into coping strategy: rationality, flexibility, 

and farsigh tedness. The more of each of the variables 

a coping strategy has, the more effective the general 

resistance resource will be. 
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Rationality is an objective assessment of the 
extent to which a stressor is a threat to one. 
One's rational definition of a situation is 
decisive in determining the outcome. Flexi
bility refers to the availability of contingency 
plans and tactics and of a willingness to con
sider them. (Antonovski, 1979, p. 113). 

Strategies that include reassessment and evaluation of 

a plan at intervals will have more success as a coping 

mechanism. Farsightedness--linked to rationality and 

flexibilit y--anticipates the response of the environment. 

Macrosociocultural general resistance resources 

are those immediate behaviors that culture provides to 

meet t hose demands that cannot be met with known be-

hav ior patterns. 

The demands and answers are routinized: from 
t he psy chological point of view, they are in
ternalized; from the sociological point of view, 
they are institutionalized. (Antonovski, 1979, 
p. 117) 

Accord i ng to Antonov ski (1979): 

Religious belief and ritual, by making the 
critical acts and social contacts of human 
life public, traditionally standardized, and 
sub j e ct to supernatural sanctions, strengthen 
t he bond s of human cohesion .... Religion 
i n its eth ics sanctifies human life. 
(p . 1 18 ) 

Gene r a l resistance resources in possession of an 

i nd i vidual ma k e avoidance of stressors possible of the 

r e s olutio n of tension possib le. I f general resistance 
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resources can be substituted one from another, then 

the absence of a general resistance resource can be 

a stressor. For example, lack of money is a problem 

but also leads to other problems (Antonovski, 1979). 

A [general resistance resource] GRR is a physical, 
biochemical, . . characteristic, phenomena or 
relationship of an individual primary group, sub
culture, society that provides extended and con
tinued experience in making sense of the countless 
stimuli with which one is constantly bombarded and 
facilitates the perception that the stimuli one 
transmits are being received by the intended re
cipients without distortion. (Antonovski, 1979, 
p. 121) 

Related to general resistance resources is a sense 

of coherence. Antonovski (1979) characterized a sense 

of coherence as a "global orientation" that portrays 

a pervasive enduring though dynamic feeling of 
confidence that one's internal or external en
vironment are predictable and that there is a 
high probability that things will work out as 
well as can reasonably be expected. (p. 123) 

By life changes such as marital status, occupation, or 

residence changes the sense of coherence is modified. 

When the sense of coherence is intact, there is really 

only a sense of faith and confidence that a goal can be 

achieved (Antonovski, 1979). A sense of coherence is 

supported by social supports and debilitated by migra-

tion, being poor, being Black, in a given society and 
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enables one to mobilize tangible, appraisal and emo

tional support in coping with stressors. 

Dohrenwend (cited in Antonovski, 1979) found that 

stress in the negative life events or events involving 

exits from social relationships is important in 

facilitating illness. The adult with a strong sense 

of coherence mobilizes resources to cope with adaptive 

demands of life changes, whether negative or positive. 

The person with a weak sense of coherence meets the 

adaptive requirements with a sense of helplessness which 

becomes a self fulfilling prophecy (Antonovski, 1979). 

This section of coping with stress and change has 

discussed coping mechanisms used by subjects to avoid 

health change or lessen health change in the presence 

of life crisis. Support systems were discussed as a 

major psychosocial asset. General resistance resources 

including health orientation, financial security, in

telligence and cognitive potential, culturally acquired 

behaviors, religious beliefs and rituals, and a sense of 

coherence were identified as those factors allowing for 

stress avoidance and prevention health changes. Coping 

me chanisms among pulmonary patients such as denial and 

isolation we re briefly discussed. A more extensive 
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presentation of life change, stress and respiratory 

disease is given in the following section. 

The studies in the following section relate the 

direct effects of stress and emotion to the respiratory 

system. By activation or change in the respiratory 

system, the delicate stability of the chronic lung 

patient can be altered resulting in the development 

of dyspnea and acute exacerbations of the condition. 

Life Change, Stress, and 
Respiratory Change 

Katz (1971) has stated that an effort to cope with 

stress must be in the direction of reducing or accom-

mod at ing the stress, internal or external. If the 

ac t i o ns i ncrease or perpetuate the stress reactions, 

t h e coping mechanisms can be considered abnormal (Gar-

f ie ld , 1 979). 

Dud ley , Ve rhey , Masuda, Martin, and Holmes (1969) 

found pa t i ent s with diffuse chronic pulmonary disease 

tend to u t il i z e a whol e r a n ge of coping mechanisms. 

n a g roup situation when the defenses were removed, the 

sub j e ct s began to have increasing symptoms of phy siologic 

deter ior ation. The subjects having a higher degree of 

a irway obstruc tion and fewer psy chosocial aspects had a 
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more severe physiologic change. Patients with a higher 

number of psychosocial assets are more effective in 

protecting themselves from dangerous symptoms (Dudley 

et al., 1969). 

In discussing coping with regard to respiratory 

disease, Dudley et al. (1980a) stated: 

While the exact interaction between psychosocial 
assets and the pathophysiology of COPD is compli
cated, it is apparent that patients with these 
assets are likely to deal more effectively with 
the disease process. Although past competencies 
tend to be situation specific, it is generally 
true that patients with a broader experience base 
are more able to adapt to situational changes. 
Thus, the more experience patients have with a 
particular stressor, the more probable it is 
that their present responses will be effective. 
(p. 414) 

Life change or stressful life events frequently 

cause psychological and physiological changes resulting 

in changes in health. For the COPD patient, these 

changes may lead to further changes that provide input 

to further changes, and in turn produce more psychological 

changes and symptoms. This cyclical pattern occurs be~ 

cause of the inability of the pulmonary system to adjust 

to these changes as rapidly as they occur (Dudley, et al., 

1980a). 
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Studies have been completed that offer physiological 

reasoning behind the emotional inputs. Studies have 

also shown characteristics of patients having chronic 

lung disease and how they cope with the changes in their 

lives. Chronic disease of varied kinds has been ex

plained as a residual of unaltered stress. 

Chronic Disease 

Chronic disease is defined as a primary input of 

life change or internal change (such as bacterial inva

sions, divorce, change in culture, hormonal imbalance}, 

a secondary input of initial psychologic, biologic, and 

symptomatic response (such as pain, dyspnea, confusion, 

anger, tissue swelling, blood loss) resulting in a 

tertiary response to a secondary input (such as muscle 

spasm, hyperventilation, depression, anger) to the system 

(Dudley & Welke, 1977). When the secondary and tertiary 

inputs have been activated, the signs and symptoms will 

continue even after the primary input has been removed 

or resolved. Thus, the secondary and tertiary inputs 

have not been managed and the chronic illness is the 

result (Dudley & Welke, 1977). 

Selye (1974) in Stress Without Distress character

ised the defense mechanism to stress as physiological 
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changes in the resistance phase. The pituitary is 

known to secrete the adrenocorticotropic hormone 

(ACTH) that in turn stimulates the adrenal cortex to 

produce corticoids, such as cortisone, which inhibits 

tissue inflammation and the mineralocorticoids which 

promote inflammation. These hormones allow tissue 

defense to take place by increasing or preventing 

inflammation. Qualitatively different kinds of agents 

of the same stressor potency do not elicit the same 

overall syndrome. However, the same stressor elicited 

different responses that can be traced to different 

conditioning factors that enhance or inhibit a particu-· 

lar stress effect. 

Adrenal enlargement, gastrointestinal ulcers, 
and thymoicolymphatic shrinkage were the omni
pressant signs of damage to the body when under 
disease attack. (Selye, 1976, p. 12} 

Stevenson and Ripley (1952) studied the effects of 

stress by relating respiratory variations in patterns 

and symptoms to changes in emotions. Respiratory rate 

and depth as well as respiratory irregularity increased 

during unpleasant emotions. Symptoms were subjectively 

reported and most corrunonly included "need to take deeper 

breaths, heavy breathing, or shortness of breath" 

(Stevenson & Ripley, 1952, p. 478). 
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Certain symptoms were found to be related posi

tively to variations in emotional state and respira

tions. An increase in heart rate was also noted during 

unpleasant emotions. Increases in respiratory rate 

and depth were noted during unpleasant emotions, during 

periods of anger, and during feelings of anxiety. How

ever, in certain instances of pure anger not associated 

with anxiety, respiratory function was decreased as 

seen during periods of defection or sadness evoked 

by thoughts or topics (Stevenson & Ripley, 1952). 

Ziegler and Elliott (1962) observed prolonged 

e xpirations in patients having a diagnosis of asthma 

during unpleasantly connotated thoughts. Stevenson 

and Ri p ley (1952) showed that changes in inspiration 

expiratory ratio could be related -to symptoms of dyspnea 

and wheezing. The presence of wheezing also depended 

on the presence of bronchial mucus associated as a 

chang e in expiration or inspiration ratio. The rela

tion ship between breathing and emotional status arose 

from t he purposeful adaptation of respirations to the 

needs of the body in the presence of stressful situa

tions. Thus, an increase in rate and depth are presumed 

to be associate d with a reaction to stress with 
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preparation to either struggle or flight. Decreased 

breathing has been noted in persons who experience 

overwhelmed, depressed, or defeated feelings. If there 

is conflict in a feeling or appropriate action, there 

is a reflection of an irregularity. Respirations are 

shown to be impeded or blocked in a tentative, inde

cisive, evasive, or withdrawn behavior. 

In the long-range study done by Stevenson and 

Wolff {1949), patients having chronic bronchitis tended 

to show variations in amount of sputum expectorated 

related to the occurrence of life situations. Epineph

rine that is released in exercise and certain emotional 

states increases the diameter of the bronchioles allow

ing improved drainage of mucus. Increases in respiratory 

depth may also be seen in exercise and emotional states, 

and squeeze secretions out of the smaller into the larger 

bronchioles. Thus, sputum expectoration is found to 

be increased during periods of exercise and emotional 

states. 

In bronchoscoping patients, Stevenson and Wolff 

{1949) noted that recalling unpleasant events was asso

ciated with bronchial contraction and could be abolished 

by turning the recollection into a more pleasant event. 
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Stressful events were noted to be associated with 

bronchial wall collapse. In bronchiectesis, during 

stressful life situations, bronchial mucus secretion 

increased markedly, sometimes as much as eight-fold. 

Bronchial mucus secretion decreased as the stress was 

lifted (Stevenson & Wolff, 1949). 

A series of experiments by the medical research 

group of the Swedish Army sought to determine if stress 

could cause biochemical and psychological reactions lead

ing to internal disorders. The experiments found that 

with even less than normal intensity of stress, patho

logic c hange s occur that, if not controlled, can result 

in disease (Mason, 1975). 

In a study by Dudley, Holmes, Martin, and Ripley 

(1964) the investigators showed that elevated ventila

tion and oxygen consumption are results of hypnotic 

suggestions of situations involving anxiety, anger, 

exercise, or head pain. Hyperfunction occurred only 

when the suggestion was meaningful to the patient. 

With anger, anxiety, or exercise there was an action

orientation or hypofunction when depression was suggested. 

Mixed emotional responses were noted with mixed psycho

logical orientation. Dudley, Martin, and Holmes (1964) 
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have suggested that the psychological orientation of a 

person determines the respiratory response to the 

adverse life situations. If a patient with chronic 

lung disease and poor pulmonary function is reacting 

with any emotionally stimulated pattern of breathing, 

there is the possibility of serious physiologic diffi

culty. A person having borderline blood gas values and 

pulmonary insufficiency, and whose ventilation is already 

impaired, may be unable to increase his psychological 

and physiological demands to meet the action oriented 

behavior pattern. The study revealed that action 

oriented behavior is correlated with hyperventilation 

in response to short term adverse life situations. 

Hypoventilation, however, was found in response 

to adverse life situations to which they reacted with 

nonaction orientation. Long term adverse life stimuli 

are met with sustained changes in psychologic orienta

tion and increase or decrease in ventilation with cor

responding changes in concentrations of carbon dioxide. 

Changes occurring during anger or anxiety were similar 

to exercise changes and those during depression were 

similar to real or suggested sleep (Dudley, Martin, & 

Holmes , 1964). 
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Dudley, Martin, and Holmes (1968) also studied 

dyspnea related to psychologic and physiologic observa-

tions. Dyspnea was found to be associated with both 

emotional and physiologic change and was not limited 

to patients with pulmonary disease. Wi~h strong action 

oriented behavior such as anger or anxiety, the subjects 

experienced dyspnea in association with hyperventilation 

and hypernea. Dyspnea was found to be associated phy-

siologically and psychologically with regard to pulmonary 

insufficiency, blood gas changes, or to the work of 

breathing. The respiratory changes are seen as adaptive 

biologic responses. However, no correlation was found 

between dyspnea and several levels of respiratory move-

ments. The description of dyspnea was characterized 

differently between subjects, and subjects with identi-

cal emotional and physiologic changes did not experience 

similar patterns of behavior. 

Psychological states of action such as a signifi~ 
cant degree of anxiety, anger, and euphoria, are 
associated with increased energy expenditure, 
elevated ventilation, high oxygen consumption, 
and skeletal muscle tension; while psychological 
states of nonaction such as apathy depression, 
and deep relaxation are associated with reduced 
energy expenditure, decreased ventilation, low 
oxygen consumption, and skeletal muscle relaxa
tion. Either of these extreme states may increase 
symptoms in the COPD patients. 
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Biologic significance is a matching body 
physiology and psychologic intent to activity 
levels. The patient whose conditions have ad
vanced beyond level II or III with compromised 
ventilation and borderline blood gas values may 
get into serious difficulty by reacting with 
extremes of either action or nonaction. When 
reacting to a stimulus leading to an action 
oriented response pattern, a patient whose 
ventilation is already being taxed may not be 
able to meet greater psychologic and physiologi~ 
cal demands. Thus, the patient with severe COPD 
may become hypoxic, hypercarbic, and dyspenic 
because of increased metabolic load and failure 
of ventilation to compensate by increasing the 
oxygen supply. The patient with moderate COPD 
may develop hypoxia without hypercarbia. 
(Dud ley et al., l980a, p. 415) 

There is no impairment to the production of carbon 

dioxide of the utilization of oxygen by the skeletal 

muscles. The impairment is in the inability of the 

pulmonary system to supply oxygen and remove carbon 

diox ide. The nonaction pattern is less well understood, 

but patients appear to decrease ventilation in excess of 

the change in metabolism; the net result is again a 

relative ventilatory insufficiency, resulting in hypoxia 

and hypercarbia. The dyspnea produced by states of 

extreme action or non-action tends to increase the 

patient's psychological reactions which, in turn, pro-

duce more physiological change. The physiologic change 

typically increases the dyspnea, completing a vicious 

cycle which may completely incapacitate even Level I 
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or II patients whose pulmonary function is relatively 

intact (Dudley et al., 1980a). 

In emphysema patients, the patient is usually 

depressed, angry, or frightened about his condition. 

The anger and fright makes the patient breathe faster, 

but due to the condition of the lungs, the response 

is gasping. The gasping increases the fright which 

in turn increases the gasping and the cycle is complete 

when respiratory collapse finally ensues. Most emphy

sema patients realize the relationship between gasping 

and emotions. They then start defending themselves from 

dyspnea by avoiding any situation of joy, excitement, 

sadness, or fear. The result is isolation, denial, and 

repression (Dudley & Welke, 1977}. 

In Dudley et al. (1969), a study of long term ad

justment, prognosis, and death in irreversible diffuse 

obstructive pulmonary syndromes, the researchers recog

nized that subjects use a wide range of mental mechan-· 

isms, but most constantly used denial, repression, and 

isolation. Their attempt to insulate themselves against 

surroundings that led to numerous symptoms led to mis

understandings that led sequentially to the use of 

more defense mechanisms. A breakdown of defenses was 
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associated with increasing symptoms and psychologic 

deterioration. In group therapy, strong emotional 

reactions occurred in the course of the interaction. 

The emotional changes were associated with physiologic 

decompensation and increased respiratory symptoms to 

which they could not adjust. The patients who could 

not tolerate the treatment had significantly more ob

structive airway syndrome and fewer psychosocial assets 

(Dudley et al., 1969). 

Dudley, Glasser, Jorgenson, and Logan (1980c) have 

stated that the experience of loss is the most generally 

accepted psychodynamic explanation of depression in COPD 

patien ts. In chronic lung disease, losses increase as 

t he d isease progresses. Relationships tend to suffer 

and deteriorate as the patient is hesitant to continue 

to socialize and maintain his normal daily activities. 

There may also be several occupational changes as the 

disease progresses. The feelings of loss are real and 

in t hemse lves can cause depression. If the depression 

has not taken i ts toll on the patient's sexual interest, 

t he thre at of d yspnea will take its toll. The adjustment 

i s possible, but stress and change are an inherent part 

of a d justment (Dudley et al., 1980c). 
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Some common signs of depression in the COPD patient 

are the same symptoms produced directly by the condi

tion. Insomnia, decreased appetite, social withdrawal, 

indecisiveness, a sense of failure of self, sadness, 

difficulty in concentration, dyspnea, suicidal ideation, 

lethargy, helplessness, and hopelessness are a few of 

the symptoms related to both functional depression and 

chronic lung disease (Dudley et al., 1980c). 

Asthmatic psychology has been characterized differ

ently than other chronic lung psychology. The distress 

of asthma is usually temporary and can be reversed with 

medications or other treatment. Since the distress is 

c haracterized as temporary, the behavior of the asthmatic 

patient has been characterized to be similar to the manic

depressive patients. Attacks occur immediately after or 

during a period of psychological activation. The activa

tion occurs in a setting of helplessness and a feeling 

of isolation. These feelings may increase mucus produc

t ion, mucosal swelling, and smooth muscle contraction. 

The attack is followed by a period of withdrawal. Dur

ing this withdrawal, infection is likely to develop in 

the resp iratory system , causing increasing dyspnea and 

a conc~ rrent attack (Dudley & Welke, 1977). 
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Because emotions and stress affect the chronic 

lung patients' respiratory system directly and because 

respiratory disease causes life changes as needed to 

cope with daily activity, life change can have an effect 

on the physiological coping of the lung disease patient. 

Symptoms of acute exacerbation of the chronic lung con-

dition can be activated physiologically by such minor 

stress as a feeling, exercise, or head pain. Physio-

logical changes such as respiratory rate and depth, 

mucus secretion and expectoration, change in bronchial 

diameter, dyspnea, hyper or hypoventilation can be the 

responses to minor stress coupled with respiratory in-

stability . The physiological changes can be devastating 

to the chronic lung patient and can result in an exacerba-

tion of the condition. 

Stress Management of the Chronic 
Lung Disease Patient 

Recognition of the relationship between exacerba-

tions of chronic lung disease and stress, brought about 

by life change, demandsthat management of the patient's 

emotional and psychological status be included in the 

wholistic care of the patient. In stress management and 

the chronic lung patient, rehabilitation is discussed. 
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Patients having certain coping mechanisms are found 

to fare better in rehabilitation programs. Implica

tions for the staff of pulmonary rehabilitation pro-

grams and suggestions for treatment and counseling of 

patients with lung disease are offered. 

Rehabilitation is defined as the 

restoration of the individual to the fullest 
physical, medical, mental, emotional, economic, 
social, and vocational potential of which he 
is capable, taking into consideration his 
totality. (Report of Intersociety Commission, 
197 4 I p. lA) 

In rehabilitation of the COPD patient, the evolution of 

h istory, s ymptoms, life style, habits, and desires give 

foundations for teaching rehabilitation. By iehabilita-

t i on the pulmonary patient gains control over his/her 

life as well as a greater knowledge of his/her abili-

t ies to a d just to this new and controlled life style 

( COPD, 19 7 6) . 

Pulmonary rehabilitation was found to produce 

greater p s ychological improvement than did psycho-

t herapy , possibly because of the immediate reinforcement 

prov ided by facilitated breathing. 

It is usually love, affection, and support that 
the patients wants, not dependence on others. 
A sensitiv e health professional or family can 
p ick up such c ues from the patient and instead 
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of providing attention for helplessness can 
provide attention and affection for gradual 
and increasing amounts of self-sufficiency and 
independent action (Dudley, Glasser, Jorgenson, 
& Logan, 198Gb, p. 544) 

In rehabilitation, an effort can be made to aid 

the patient in the adjustment to the changes brought 

about by the disease progression. 

It is known that the probability of exacerbation 
of a chronic disease or development of a disease 
is directly related to the amount of life change 
experienced by a person in a given period of 
time. By measuring an individual's life change, 
the physician can aid the COPD patient to sta
bilize his or her life. This is particularly 
appropriate in those persons who cannot deal with 
emotions, since the life score is generally per
ceived in the same light as the vital capacity, 
WBC or other tests. . Whatever treatment, the 
psychiatrist utilizes . . the aim is to increase 
the patient's ability to deal with daily living 
with the treatment program necessitated by the 
di sease, life changes, and interpersonal rela
tionships. (Rowlette & Dudley, 1978, p. 278) 

Patients with many strong psychosocial assets are 

more responsive to rehabilitation efforts than are 

patients with few such assets. Arujo et al. (1973) 

found that asthma patients with a considerable number 

of these characteristics require less medications and 

adapted more readily to emotionally triggered physic-

logical changes in ventilation and/or cardon dioxide 

levels than did patients with few such assets. Those 

with many assets also seemed to be more aware of the 
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effect of emotions on symptoms and were able to exer

cise more control over these symptoms. 

Pattison, Rhodes, and Dudley (1971) found that COPb 

patients with highly developed psychosocial assets ex

hibited positive response to group psychotherapy and man

ifested effective interpersonal behavior. Agle, Baum, 

and Chester (1973) also found that COPD patients with 

incapacitating psychological problems, such as severe 

depression, responded less favorable to rehabilitation 

programs than did those patients without such problems. 

Results of similar studies (Dudley et al., 1969; 

Dudley & Pattison, 1969) showed that COPD patients with 

high psychosocial assets protected themselves more 

efficiently from dangerous symptoms such as attacks of 

dyspnea. These COPD patients also carried out treatment 

programs more carefully and responsibly, and generally 

outlived their counterparts lacking such skills -

(Dudley et al., 1980c). 

Petrich and Holmes (1977) stated that high risk 

p~tients (high life change scores) should be counseled 

individually regarding specific life changes and risks 

of exacerbations of their illnesses. Life changes can 

be a point of discussion in the supportive management 
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of some patients. The patients are encouraged to be

come familiar with the life events that can occur and 

the amount of life change that is required to occur 

in risk of illness or exacerbation. The patient is 

then encouraged to anticipate the meaning and the 

feelings that are experienced in the event. The ways 

to adjust to the events are then discussed. The 

patient is encouraged to take time in arriving at 

decisions before building new life events. When new 

life events are imminent, plans for adjusting for 

them should be made in advance (Dudley et al., l980a). 

In a cardiac rehabilitation program, Petrich and 

Holmes (1 97 7) reported that patients who examined their 

life change in group therapy programs returned to work 

at a significantly earlier date than a control group. 

Reinfarction rates were also lower in the group that 

evaluated life change than in the control group 

(Petrich & Holmes, 1977). 

Even for COPD patients who are able to work, a 

change or modification of occupation during middle age 

or later years can be unsettling. Vocational rehabili

tation may be helpful to such patients. For those 

patients who find it necessary to retire earlier than 
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anticipated, self-esteem and financial pressures may 

cause more stress. Feelings of tension generated by 

these concerns can further constrict the airways and 

exacerbation of symptoms occur. Agle, Baum, and Chester 

(1973) found that if patients are able to work, self-

esteem is increased and depression is reduced. De

pression increased if the patients found they could 

not continue to work and employment was held to be the 

only worthwhile goal. 

Persons with more skills, assets, .and resources, 

and with more versatile defenses and broader experience 

tend to fare better. The more competence individuals 

have demonstrated in the past, the more likelihood 

exists that they will cope adequately with a current 

stressor. The correspondence of personality type and 

to stress reactions and vulnerability to disease 

is less clear cut (Rabkin & Struening, 1976). 

Dudley and Welke (1977) suggested that physicians 

would benefit by having a scale or instrument to help 

patients recognize and quantify events and experience 

life events that are stressful. Patients could be in

f ormed, knowledgeable, and conscious of making adjust

ments in behavior to help control attacks. The behavior 
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changes would cope with working adjustments, sexual 

adjustments, and family adjustments, and response 

to all treatments. 

Dudley and Welke (1977) further suggested that 

each patient should have the life changes questioned 

at each visit to the physician. The physician should 

play a role by suggesting avoidance of some events; 

altering appraisal of significantly potentially harm

f ul, challenging, or threatening events; or find social 

support s y stems that might be available to buffer the 

experience of stress. By offering assistance in this 

attitude, there can be discussion of the whole area 

o f beha v ior, emotions, and illness (Dudley et al., 

19 80 a ) . 

Mc Neil and Pesznecker (1977) reported a study 

tha t teste d the idea that life change could be con

trolled to prevent illness. Community health workers 

cou ld i d entify people in their geographic area who 

ha v e unde rgone g reat life crisis and identify high 

risk pa t ients. A club was formed which helped new

corners ad j us t to t heir new residence. They concen

t ra t ed especia l ly on persons having recently 

experience d t h e death o f a s pouse since it has the 
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highest adjustment score. Th.e method the community 

workers used most frequently to teach life change 

was one-to-one counseling. It was reported that 

50% of the people with high levels of life change 

reported a major change in health. This was con

sistent with previous research by T. H. Holmes and 

Rahe (1967). 

Teaching patients to assess and become aware of 

symptoms of excessive change and to develop coping 

mechanisms should be a major aspect of health care 

givers' responsibilities. Identifying one's coping 

strength and sharing them in a group can help a per

son make conscious decisions and develop skills needed 

to manage change (McNeil & Pesznecker, 1977). 

Summary 

In conclusion, the review of literature has shown 

how stress and change are universal to all human beings. 

Stress and change may differ as to their meaning, but 

stress essentially causes a disturbance of homeostasis 

to the organism. Life change is considered to be a form 

of stress. Studies have shown that life stress is 

a ccumulated prior to a health change. The accumulation 

is then decreased directly following the life change. 
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Chronic diseases have been defined as the result of pro

longed or unresolved life change. Chronic respiratory 

diseases have been identified as being the result of 

major life change. 

A variable of life change has been identified as 

coping. Individual coping methods in the form of psy

chosocial assets, general resistance, resources, and a 

sense of coherence have been defined as being respon

sible for the lack of health changes following noted 

life change accumulation in many of the control groups. 

Individual coping mechanisms include such psychosocial 

assets as support groups, a feeling of realistic 

optimist, and financial and cultural stability. Certain 

persons and groups are known to cope more effectively 

than others. Coping mechanisms are thought to be 

learned or copied from the environment. 

Respiratory disease patients have learned to 

cope with changes that affect their physiological con

di tion by denial, isolation, repression, and emotional 

barrenness. Coping assets such as financial security 

and a sense of self-esteem and self-worth are affected 

by the disease progression. Support groups and cog

nitive potential are variables among the population of 
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chronic lung patients but are also affected by the 

physiological and psychological changes related to the 

condition. The precarious condition of the respiratory 

function is affected by the emotional changes and life 

situations that occur. Coping mechanisms and life 

change effects result in physiological changes that 

increase symptomatology, alter respiratory function, 

and result in an acute exacerbation of the condition. 

Due to the precarious balance between system stability 

and instability, very little life stress is needed to 

result in instability. 

By examining the coping mechanisms, interrelation

ship of life change and illness, and goals of rehabilita

tion, implications have been drawn by re~earchers who 

conducted studies of rehabilitative programs for use 

in managing of stress in pulmonary patients. Regarding 

life change as an entity to be decreased or modified, 

and regarding coping mechanisms as an asset to be 

emphasized , a direction for management of stress in 

patients with chronic lung disease results. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

A descriptive comparative survey was utilized 

with an interview method of data collection. A ques

tionnaire was used as a guide to the interview. Polit 

and Hungler (1978) defined a survey as research activity 

that studies the status quo of a particular situation. 

Usually , the researcher collects information directly 

from the group that is the object of investigation. 

Setting 

Three f acilities were utilized: a 150-bed acute 

care city supported hospital, a 200-bed university 

funded acute care institution, and a private, non

profit hospital serving a Southern United States area 

having a population of a pproximately 750,000. The 

facilities combined have 3 pulmonary outpatient depart

ments , 1 emergency department , and approximately 75 

pulmonary inpatient beds. 

76 
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Population and Sample 

The population included all chronic lung disease 

patients admitted to the three facilities. The conven

ience sample was utilized for sample selection. The 

convenience sample entails the use of readily avail

able persons or objects for use as subjects in the 

study. It is the most used method of sampling, although 

the conv enience method is considered a weak type of 

sampling. Also, because the population was limited, 

the convenience sample was the most effective method 

a vailable (Polit & Hungler, 1978). 

The following criteria were used for selection 

o f t he sample: 

1 . Patients were hospitalized in the three 

f acilit i es for exacerbation of their chronic lung 

di sease. 

2. The sample included various ages with no 

pa tient under 18 years of age. There was no upper 

limit r e striction o f a ge. 

3 . Patients must have been diagnosed as having 

c hr onic l u ng d isease, either obstructive or restric~ 

tive in nature, prior to their current hospitaliza

t ion . Hospitalizations i ncluded inpatient 
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hospitalization or emergency room visits of a 2-hour 

duration or longer. 

4. Subjects were interviewed after being declared 

by their physician to be in stable condition and able 

to participate in the study. Patients were interviewed 

while in the hospital or during their first visit to 

the clinic following their hospitalization. Thirty 

subjects were included in the study. 

Protection of Human Subjects 

Permission to conduct the study was obtained from 

Texas Woman's University Human Subjects Review Committee 

(Appendix A) and from the graduate school (Appendix B). 

The Universi ty of Tennessee Center for the Health 

Sciences Patient Participation Committee signed a form 

granting permission for use of their two facilities and 

St. Joseph Hospital Patient Care Committee signed a 

fo rm granting permission for use of their facility and 

human participation (Appendix C). Collection of data 

was then begun. 

Writ ten permission (Appendix D) was obtained 

from each subject after a complete verbal explanation 

(Appendix E) of the study was given. The explanation 

was read to each subject and any questions were answered. 
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Each subject was informed that he could withdraw from 

the study at any time without penalty. Anonymity 

and confidentiality were protected throughout the 

study by not associating names with the results of 

the interviews. The completed interview forms (Appendix 

F) were kept under lock at all times. 

Instruments 

Two tools were used in the study. A researcher

developed demographic data sheet (Appendix G) was used 

to collect information on age, sex, race, income, 

number of people in residence, marital status, reli

g ious preference, employment, and diagnosis. 

The second instrument used in the study was the 

Social Readjustment Rating Scale (Appendix H) devised 

b y T. H. Holmes and Rahe (1967). Permission to use this 

tool was obtained (Appendix I). This scale rates by 

life change units, 43 events of significance in Ameri

can life. These life events cover areas of marriage, 

education, economics, employment, and sociocultural 

variables. Each life event is rated to determine the 

ma g nitud e of psychological readjustment required to 

cope when t he 43 life events occur. The magnitude is 

measu r ed in life change units. The life events were 
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chosen on the basis of 5,000 case histories indicating 

significant events that preceded illness onset (Masuda 

& Holmes, 1978). 

T. H. Holmes and Rahe (1967) identified a mild life 

crisis as life change units from 150-199, a moderate 

life crisis as 200-299, and a major life crisis as 

over 300. It was further shown that when life change 

events were analyzed with health changes, for those 

having a mild crisis there was a 37% possibility of a 

health change, for a moderate crisis there was a 51% 

possibility, and for a major crisis there was a 79% 

possibility of a health change (Petrich & Holmes, 1977). 

The degree of similarity between populations 
within the sample is impressive. A high degree 
of consensus suggests a universal agreement 
between groups and among individuals about the 
significant life events under study transcends 
differences in age, sex, marital status, educa
tion, social class, generation American, 
religion, and race. (T. H. Holmes & Rahe, 1967, 
p. 217) 

The consensus is high concerning the relative 
order of magnitude of the means of items as 
demonstrated by the high coef f icients of cor
relation (Pearson's r) between the discrete 
groups contained in the sample. All the co
e ffic ients of correlation are above .90 with 
the exception of that between Hhite and 0legro 
which was .82. Kendall's coefficient of con
cordance (W ) for the 394 individuals was .477, 
significant at E.= .0005. (T . H. Holmes & 

Rahe , 1967 , p. 215) 
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Reliability and validity have been demonstrated 

in the United States and cross-culturally (Petrich & 

Holmes, 1977). The Social Readjustment Rating Scale 

was rank ordered and means compared for Mexican 

Americans, Negros, and white American middle income 

groups. The white American and Negro groups showed 

a correlation coefficient (_Spearman's rho) of .798 

(E = .001) (Kornaroff, Masuda, & Holmes, 1968). 

Data Collection 

Patients were interviewed in the hospital setting 

a f ter v erbal permission was obtained from the physician. 

Each patient's physician stated that the patient was 

s t a ble . The questionnaire was verbally administered 

due to the hig h level of illiteracy of patients. Sub~ 

j ects were g i v en o r al instructions that were read to 

e ac h individ ual subject by the interviewer. The sub

j e cts were then asked to identify any life events that 

h a d occurred with in the last 6 months before his/her 

hosp itali zation as the life events were read to him/her 

from t he instrument. The subjects were then asked if 

the y r ecalled any events not mentioned on the instrument 

tha t they bel i e ved to be especially sadden ing, upsetting, 

or cau sing them happ iness. Demographic data were also 
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obtained at this time. The interview was limited to 

20 minutes for convenience, comfort, and non-inter

ference with staff duties. 

Treatment of Data 

The data were tabulated and analyzed using the 

research questions. The first question asked if patients 

experienced mild life crisis 6 months prior to an acute 

exacerbation of chronic lung disease. The scores of 

each subject on the Social Readjustment Rating Scale 

were listed. Means were calculated to determine place

ment of t h e sub j ects into the three categories preset 

by T . H. Ho l mes and Rahe (1967) as mild--150-199, moder

a te --29 9-29 9 , and ma j or--300 and above. 

To a n s wer the second question, subjects were asked 

to i denti fy life change events which were not included 

o n t he Social Readjustment Rating Scale. No treatment 

was nece ssary since subjects made no additions to the 

Sca l e. 

The t h i rd question was as follows: Were the life 

c ha nge events a ff ected by the variables of diagnosis, 

marital status, age, employment, race, income, sex, 

rel i g iou s a f filiatio n , and number of people in the 

plac e of re sidence ? To t reat this data the analy sis of 
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variance (ANOVA) was used. The ANOVA is appropriate 

when testing for differences among means when there 

are three or more groups (Phillips, 1978). Addition

ally, Welch's approximation of the t-test was used. 

When unequal groups exist, Welch's t-test may be used 

tWiner, 1962). The .05 level of significance was 

selected. The data were run on the Texas Woman's 

University DEC Sy stem-20 using the SPSS package. 



CHAPTER 4 

ANALYSIS OF DATA 

Chapter 4 presents the results of the statistical 

treatment performed. The sample is described and 

findings are discussed structured by the three research 

questions. Finally, a summary set of statements about 

the findings are formulated. 

Description of the Sample 

The sample consisted of 30 subjects in city sup

ported and two private nonprofit health care facilities 

in a Southern city of the United States. Ten of the 30 

patients were diagnosed as having an acute exacerbation 

of chronic obstructive pulmonary disease (COPD) or 

emphysema; 17 subjects were diagnosed as having asthma; 

3 subjects were diagnosed as having bronchitis. Twenty

four subjects were Black, while 6 subjects were White. 

The ages of the subjects varied from 24 to 80 years. 

Four subjects were between 18 and 30 years of age. Nine 

subjects were between 30 and 50 years of age; 7 subjects 

were between 50 and 65 years of age; and 10 subjects 

84 
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were over 65 years of age. Seventeen patients were 

male and 13 were female. 

All except 3 patients had incomes below $10,000, 

while the remaining patients had incomes between $10,000 

and $20,000. Eight subjects were employed while 22 

subjects were unemployed. Six subjects were single, 

12 subjects were married, 4 were divorced, 3 were 

separated, and 5 subjects were widowed. While 26 

subjects claimed a religious affiliation, 4 stated 

they were not affiliated with a religion. 

Findings 

There were three research questions used in the 

study: 

Question 1 

Do patients experience mild life crisis 6 months 

prior to an acute exacerbation of chronic lung disease? 

The scores for each subject were listed. The data were 

treated with use of descriptive statistics. Life change 

units ranged from 49 to 438 for the 6-month period 

prior to the illness onset. 

The results of calculating the means were as 

follows : The mean life change score for the sample of 
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30 subjects was 183 indicating mild life crisis (150-

199) prior to the health change. The inference for 

the sample was that these patients may have an exacerba

tion after experiencing only mild stress. 

Question 2 

Are there life events identified by patients having 

chronic lung disease that are not included on the SRRS? 

None of the subjects could identify any additional life 

events that affected their illness. Possible inferences 

we r e that patients may have feared consequences or did 

not sufficiently understand the tool to add concepts. 

Question 3 

Were the life change event scores affected by the 

variables o f diagnosis, marital status, age, employment, 

race, income, sex, religious affiliations, and number 

o f people in the place of residence? The analysis of 

variance (ANOVA) and the Welch's approximation to the 

t -test were u sed. The .05 level of significance was 

selected. 

Diagnosis. When the data were analyzed according 

to d iagnos i s (Tab l e 1), t h e asthma group 's mean was 

f o und to be 1 79 life change units (mild life crisis), the 
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COPD group's mean was 201 life change units (moderate 

life crisis), and the bronchitis group had a mean of 

143 life change units (no life crisis). An analysis of 

variance was performed on the groups with a resultant 

F = .37, df = 2, and E = .692. The mean life change 

units did not differ statistically in the three diag-

nosis groups. 

Scores 

LCU mean 

SD 

n 

F = 0.37. 

df = 2. 

E = .692. 

Table 1 

Mean Differences in Life Change 
Scores by Diagnosis 

Astluna COPD 

179.0 201.8 

101.4 111.1 

17 10 

Bronchitis 

143.9 

103.6 

3 

A possible inference is that the type of lung con-

dition has little influence on the amount of stress 

exhibited prior to an acute exacerbation of the condi-

tion. 
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Marital Status. In analysis of data in marital 

status groups {Table 2), an analysis of variance was 

performed on the means with a resultant~= 2.17, df = 

4, and E = .101. There is no statistical difference 

in the means of the groups. 

Descriptive statistics showed that the mean life 

change score of the single group was 267 (moderate life 

crisis) . The mean of the married group was 192 (mild 

life crisis); the mean for the divorced group was 153 

(mild life crisis). The mean for the separated group 

was 126 (no life crisis) and the mean for the widowed 

group was 116 (no life crisis). Therefore, a possible 

Scores 

LCU Mean 

SD 

n 

F = 2.17. 

df = 4. 

E = .101 

Table 2 

Mean Differences in Life Change 
Scores by Marital Status 

Single Married Divorced Separated Widowed 

267 192 153 126 116 

105 115 50 65 502 

6 12 4 3 5 
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inference is that current marital status does 

not have a significant effect on the number of life 

change units exhibited by patients with chronic lung 

disease. 

Age. When analyzing data by age groups (Table 3), 

a significant difference in life change units due to 

age was shown statistically by employing analysis of 

variance (r = 4.65, df = 3, and E = .01). The two 

younger groups showed significantly higher LCUs than 

did the two older groups. The means were as follows: 

the group between 18 and 30 years had a mean score of 

246LCUS (moderate life crisis). The group between 30 

and 49 years of age had a mean score of 252 LCUs (mod

erate life crisis), the group between 50 and 64 years 

had a mean score of 126 (no life crisis), and the group 

over 65 years of age had a mean score of 133 LCUs (no 

life crisis). From the data, an inference can be drawn 

that age may have a significant effect on the number of 

life change units exhibited by the patient with chronic 

lung disease. 
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Table 3 

Mean Differences in Life Change 
Scores by Age 

Ages in Years 
Scores 18-30 30-49 50-64 

LCU mean 246 253 127 

SD 67 132 47 

n 4 9 7 
-

F = 4.65 

df = 3 

E = .01 

EmElo:r:ment. In analyzing groups by employment 

(Table 4), by means of the Welch's approximation to 

the ~-test, no statistically significant (E = .919 

t ( 20) = -0.10) difference was found in the number 

o f life change units experienced by the employed 

sector as compared to the unemployed sector. The 

number of life change units experienced by the employed 

g roup was 180 (mild life crisis} and by the unemployed 

group was 183 (mild life crisis) . An inference can 

be drawn that employment has little effect on the 

number of life change units exhibited by the patient 

with chronic lung disease. 

65+ 

133 

61 

10 



Scores 

Mean 

SD 

n 

E.= .919. 
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Table 4 

Mean Differences in Life Change 
Scores by Employment 

Employed 

180 

73 

8 

t (20) = 0.10. 

Unemployed 

183 

113 

22 

Race. Analyzing the data according to race (Table 

5) was accomplished by the Welch's approximation of the 

t-test. There was a statistically significant difference 

noted in the means of the life event scores for Blacks 

and Whites (£ = .046, t (14) = 2.19). The mean number 

of life change units experienced by Blacks prior to 

health change was 197 while White subjects experienced 

only an average of 125 life change units prior to health 

change. The inference which can be drawn is that race 

does seem to have an effect on the number of life change 

units exhibited by persons having chronic lung disease. 
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Table 5 

Mean Differences in Life Change 
Scores by Race 

Scores Black White 

Mean 197 125 

so 107 60.3 

n 24 6 

E = .046. 

t (14) = 2.19. 

Sex. Data by sex (Table 6) using Welch's approxima-

tion to the !-test, showed a statistical significant 

! ( 28) = 2.12 (E = .043) difference in mean number of 

life change units experienced by males and females. 

Males experienced an average of 214 life change units 

(moderate life crisis) while females experienced 142 

life change units (no life crisis) prior to exacerba-

tions. An inference can be drawn that sex does seem 

to have an effect on the number of life change units 

exhibited by patients having chronic lung disease. 
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Table 6 

Mean Differences in Life Change 
Scores by Sex 

Scores Male Female 

Mean 214 142 

so 111 76 

n 17 13 

E = .043. 

t (28) = 2.12. 

Financial Income. When analyzing data by finan-

cial income, by descriptive statistics, the mean 

number of life change units reported by subjects making 

less than $10,000 per year was 185 (mild life crisis) 

while the mean number of life change units experienced 

by those subjects having an income over $10,000 per 

year was 163 (mild life crisis). There were only 2 

subjects reporting income of over $10,000. Therefore, 

no inference could be drawn from this study with regard 

to an effect of income on the number of life change 

units that are exhibited in patients with chronic lung 

disease. 
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Religious Affiliation. Analysis of data by 

religious affiliation was accomplished by descriptive 

statistics due to the insufficient number of subjects 

in the groups. The mean of the group of 4 subjects 

claiming to have no religious affiliation was 305 life 

change units (major life crisis). The mean number of 

life change units exhibited by those patients claiming 

to be affiliated with a formalized religion was 151 

(minor life crisis). No inference could be drawn con-

cerning any signifi~ant effects of religious affiliation 

on t he number of life change units exhibited by patients 

with c hronic lung disease. 

Number of People in Residence. Analysis of data by 

the number of people in residence (Table 7) was by de

scr iptive statistics d u e to the insufficient number of 

subj ects in the groups. Eight subjects were living alone. 

Of t hese subjects, the mean life change units experienced 

were 1 88 (mild life crisis) . Of this group the mean life 

change units expe rienced were 96 (no life crisis). Four 

s ubj ects lived with 2 other persons. The average life 

cha nge un i ts experienced in this group were 214 (moderate 

life crisis). Two s ubjects stated that they lived with 

3 other pe rsons. Of t h is group, t he mean life change 



Table 7 

Mean Differences in Life Change Scores 
by Number of People 

in Residence 

Number in Residence Number of Life Change 
including Subject Subjects Scores Mean 

1 8 188 

2 5 96 

3 4 214 
\.0 

4 2 245 V1 

5 5 153 

7 3 198 

8 2 332 

9 1 115 
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units experienced were 245 (moderate life crisis). 

Five of the subjects lived in a residence with 4 other 

persons. Of this group, the mean life change score 

experienced was 153 life change units (mild life crisis). 

Three subjects lived with 6 persons in the household. 

These subjects experienced a mean life crisis score of 

198 (mild life crisis). Two subjects lived in a house

hold of 8 persons. They experienced a mean life change 

unit of 332 (major life crisis). Only 1 subject lived 

with 8 other persons in a household. This subject ex

perienced a life change score of 115 life change units 

(no life crisis). No inference could be drawn regard

ing a significant effect on the number of persons in a 

residence on number of life change units exhibited by 

this sample of chronic lung disease patients. 

Summary of Findings 

The findings of the study are summarized as follows: 

1. Patients having exacerbations of chronic lung 

disease did consistently demonstrate mild life stress 

(life change units less than 200). 

2. Patients having the diagnosis of asthma, 

COPD, and bronchitis did not significantly differ 
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in the number of life change units accumulated prior 

to an acute exacerbation of their condition. 

3. There was no significant difference in the 

number of life change units accumulated between single, 

married, separated, divorced, or widowed subjects prior 

to an acute exacerbation of chronic lung disease. 

4. There was significant difference in the number 

of life change units exhibited by the different age 

groups of subjects prior to an acute exacerbation of 

chronic lung disease. The younger subjects (18-52 

years of age) exhibited higher life scores than did 

the older age group (52-80 years). 

5. There was no significant difference between 

life change units accumulated prior to an acute exacer

bation of chronic lung disease in the employed versus 

the unemployed groups. 

6. There was a significant difference between 

life change units exhibited by the Black and White 

subjects prior to chronic lung disease exacerbation. 

7. There was a significantly higher number of 

life change units exhibited in males than in females 

prior to an acute exacerbation of chronic lung 

disease. 



CHAPTER 5 

SUMMARY OF THE STUDY 

Summary 

This study was conducted to determine the number of 

life change units exhibited prior to acute exacerbations 

of chronic lung disease. The research questions of the 

study were as follows: (a) Do patients experience mild 

life crisis 6 months prior to an acute exacerbation of 

chronic lung disease? (b) Are there life change events 

identified by patients having chronic lung disease that 

are not included on the Social Readjustment Rating Scale 

(SRRS)? (c) Were the life event score affected by the 

variables of diagnosis, marital status, age, employment, 

race, income, sex, religious affiliations, and number of 

people in the place of residence? 

The descriptive comparative survey was conducted 

in three health care facilities in a Southern city. 

The subjects were patients admitted to the facilities 

with diagnoses of acute exacerbations of chronic lung 

disease. The subjects were selected by means of con

venience sampling. The sample consisted of 30 patients. 

Data were collected by the interview method using the 

98 
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Social Readjustment Rating Scale devised by T. H. 

Holmes and Rahe (1967). 

The Scale rates by life change units, 43 events 

of significance in American life. Each life event was 

rated to determine the magnitude of psychological re

adjustment required to cope when any of the 43 life 

events occur. The magnitude is measured in life change 

units. The life events were chosen on the basis of 

5,000 case histories indicating significant events that 

preceded illness onset (Masuda & Holmes, 1978). 

The analysis of variance and Welch's approximation 

of the !-test were used to determine significance of dif

ference in the means between and among groups within the 

sample wi th regard to diagnosis, marital status, age, 

employment, race, income, sex, religious affiliation, 

and number of people in residence. 

The findings of the study were as follows: 

1. Patients having exacerbations of chronic lung 

disease did consistently demonstrate mild life stress 

(life change units less than 200). 

2. Patients having the diagnosis of asthma, COPD, 

and bronchitis did not significantly differ in the 

number of life change units accumulated prior to an 

acute exacerbation of their condition. 
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3. There was no significant difference in the 

number of life change units accumulated between single, 

married, separated, divorced, or widowed subjects 

prior to an acute exacerbation of chronic lung disease. 

4. There was significant difference in the number 

of life change units exhibited by the different age 

groups of subjects prior to an acute exacerbation of 

chronic lung disease. The younger subjects (18-52 

years of age) exhibited higher life scores than did 

the older group (52-80 years). 

5. There was no significant difference between 

life change units accumulated prior to an acute exacer

bation of chronic lung disease in the employed versus 

the unemployed groups. 

6. There was a significant difference between 

life change units exhibited by the Black and White 

subjects prior to chronic lung disease exacerbation. 

7. There was a significantly higher number of 

life change units exhibited in males than in females 

prior to an acute exacerbation of chronic lung 

disease. 
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Discussion of Findings 

Do patients experience mild life crisis 6 months 

prior to an acute exacerbation of chronic lung disease? 

The findings have shown that the range of scores in the 

study was between 49 life change units and 438 life 

change units. While the findings on Question 1 were 

not statistically significant, the findings for this 

sample infer that the patients had mild stress prior 

to acute exacerbations of chronic lung disease. 

The conceptual framework based on Selye's (1956) 

stress theory and Neuman's (1974) Total Person Approach 

t o Health Care implies that there is a relationship 

between the duration and intensity of stressors and 

t h e health changes. T. H. Holmes and Rahe (1967) have 

stated that with a mild life crisis, there is a 37% 

p robability of a subsequent health change, with a 

mo d erate life crisis (200-299 life change units) there 

is a 51 % possibility of a health change, and with a 

major life crisis (more than 300 life change units), 

there is a 79 % chance of a health change (Petrich & 

Ho lmes, 1977). 

Selye's stress theory has supported the concept 

tha t t he l onger the duration and intensity of stress, 
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the less likely the organism is to endure added stress; 

resulting in the stage of exhaustion shown in death 

or illness (Selye, 1956). The findings of the study 

being reported support the argument that added 

stress relates to illness onset. Since the subjects 

studied had a history of chronic lung disease, these 

subjects were undoubtedly under stress. Since the 

mean number of LCUs reported in the study was in the 

mild life crisis, chronic illness decreases the ability 

of the organism to cope or adjust to added stressor 

penetration resulting in exacerbation or health change 

following life change. The findings, therefore, lend 

support to the conceptual framework on · which the study 

is based. 

The findings of the present study also tend to 

support Antonovski's (1979) ideas that underload or 

sensory deprivation may also be considered stressful. 

Fourteen subjects had life change scores so low that T. H. 

Holmes and Rahe (1967) did not consider them to have 

stress in adapting to change and had less than a 37% 

possibi lity of having a health change. Antonovski 

(1979) s t ated that what he considered to be underload 

ma y indeed be as powerful a stressor as overload. 
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The results tend to support the findings by T. s. 

Holmes and T. H. Holmes {1970) and Hinkle (1974) compar

ing short-term intrusions and signs and symptoms. These 

two studies indicated that only a daily variation in life 

change units instigated changes in signs and symptoms of 

systems such as the nose, mouth, throat, musculoskeletal, 

and respiratory system. In patients with chronic lung 

disease, changes or activation in symptoms from any of 

the aforementioned systems can cause changes in respira

tory status and can then trigger an exacerbation. 

Patients having no life crisis, according to T. H. Holmes 

and Rahe (1967) may have a high daily hassle index accord

i ng to T. S. Holmes and T. H. Holmes (1970). The findings 

are supportive of Lazarus and Cohen's (1977) theory of 

the three types of stress, the third being daily hassles. 

Question 2 

Are there any life change events identified by 

patients having chronic lung disease that are not in

clud ed on the Social Readjustment Rating Scale? No 

e vents were identified. It is possible that the sub

j ects felt insecure about adding concepts to the Scale 

since they may not have sufficiently understood the 

Scale. The subjects may also have been concerned about 
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third party payment for their patient care if responses 

on the Scale were disclosed. 

Question 3 

Were the life change event scores affected 

by the variables of diagnosis, marital status, age, 

employment, race, income, sex, religious affiliations, 

and number of people in the place of residence? 

Diagnosis. Analysis of findings by diagnosis can 

be compared to the T. H. Holmes and Masuda (1973) study 

of seriousness of illness. According to T. H. Holmes and 

Masuda, the diseases in this study were ranked as 

bronchitis, the least serious; emphysema, the most 

serious; and asthma, as being moderately serious. The 

mean scores of life change units in the study were 

directly proportional to T. H. Holmes and Masuda's (1973) 

findings. Patients with bronchitis exhibited the 

lowest mean LCUs (143.9), patients with emphysema 

exhibited the highest mean LCUs (201.8), and asthma 

patients exhibited moderately mean LCUs (179). The 

study was in agreement with the literature. There 

was no significant effect of diagnosis on the number 

of life change units exhibited prior to exacerbations 

of chronic lung disease. 
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Marital Status. When analyzing the mean number 

of LCUs related to the marital status as a measure 

of social support, while no statistical significance 

was noted, the data were in agreement with the study 

by LeShan (1966). There was a higher level of stress 

accumulated prior to health change by singles with pro

gressively less change exhibited by married, divorced, 

separated, and the least amount of stress accumulated 

in widowed subjects prior to health change. The find

ings indicate that single persons learn to cope 

effectively with moderate stress prior to health change 

while widowed and separated persons tend to cope less 

e ff iciently resulting in health change with less than 

mi ld stress (below 150). More meaning could be attached 

to the findings if the length of time the person had 

been in their particular marital status were known. 

Age. The findings of the study indicated that 

t here was a significant effect by age on the number 

of l ife change units exhibited prior to an acute 

exacerbation of chronic lung disease. The younger 

groups tended to exhibit a mean life change score 

higher than the older groups. This is consistent with 

l i terature which has noted that younger subjects tend 
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to have a higher number of life change units than do 

older subjects (T. H. Holmes & Rahe, 1967). This finding 

is also consistent with the stress theory that states 

that as the energy is used in adaptation, less stress 

is needed to cause illness onset (Selye, 1956). 

Income and Employment. The data were analyzed 

with regard to financial status and employment status 

as a psychosocial asset. Eight subjects were employed 

while 22 were unemployed. The majority of subjects 

chose a change in financial status as an event. For 

this majority group the event was related to an in

crease in benefits from the Social Security and Wel

fare Department that had occurred prior to the data 

collection. When comparing life change scores to 

employment status, the average life change for the 

unemployed subject was noted to be 183 while for the 

employed subject it was 180. 

The samples were not equal and there is no 

statistical difference in the mean life change scores. 

The average life change score for subject~ making less 

than $10,000 per year was 185, and for those three sub

jects having $10,000 to $20,000 per year was 163. The 

finding was insignificant due to the insufficient 
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numbers in the samples. There was no significant 

difference in life change unit scores exhibited by 

employed versus unemployed or by financial status; 

therefore, the data does not support the literature 

regarding financial status as a coping mechanism. 

Race. When race was compared to life change 

score, it was found that the Black sample had an 

average life change score of 197 (mild stress), while 

the White population had an average life change score 

of 125 (no stress). This finding supports Dohrenwend 

and Dohrenwend's (1974) idea that the Black culture 

has more stress than does the White culture. The 

present study indicates that the Black subjects experi

ence a significant higher number of life change units 

than the White subjects. 

Sex. Male and female subjects were adequately 

matched in the samples. There was an average of 214 

(moderate crisis) life change units in males and 

an average of 142 life change units (no crisis) in 

females. A significant difference was shown between 

the two groups in their mean life change unit scores. 

Males, therefore, tend to cope better with higher life 
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change prior to illness than do females. This finding 

does not support the study by T. S. Holmes and T. H. 

Holmes (1970) which stated that females experience 

more signs and symptoms after a high life change 

score than do males. 

Religious affiliation. Subjects having religious 

affiliation have an average life change score of 210 

(moderate stress), while subjects having no affiliation 

have an average score of 305. The findings indicate 

that subjects having no religious affiliation accumu

late more life stress prior to health change than do 

subjects with religious affiliations. There was no 

evidence to support the research in that religious 

beliefs were a general resistance resource. The sample 

of nonreligious subjects was much smaller than the 

religious segment and, therefore, a meaning cannot 

be attached to this finding. A question arises as 

to the nature of the religious affiliation as a coping 

mechanism. 

Number of People in Place of Residence. The find

ings of the present study do indicate that subjects 

living alone had milder crisis to precipitate an attack 
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than did persons living in households with more than 

2 other persons. The exception to this is found 

in the group having 5 in the household, having a mean 

life crisis score of 153. The findings in the present 

study have too few subjects per group to allow the 

conclusions to be based on the data. 

In general, the findings of the study agreed with 

the findings in the literature. The only variable 

found to be inconsistent with the literature was sex. 

Conclusions and Implications 

Conclusions of the study may be stated as follows: 

1. Since patients with chronic illness may exhibit 

acute exacerbations after only mild stress, it may 

be concluded that Selye's (1956) stress theory was an 

appropriate base for the study. The concept that less 

energy is available for adaptation to stress in patients 

with chronic illness is consistent with Selye's theory. 

2. The lower life change scores obtained could 

be attributed to subject's hesitancy to respond fully 

to the interview items. 

3. Low life change scores could be attributed 

to variables other than those examined in the study. 
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Implications of the study may be stated as follows: 

Implications for nursing are directed toward those 

nurses caring for patients with chronic lung disease 

in the primary and tertiary setting. In both settings 

the patients are assisted to maintain or re-establish 

a healthful environment as free of stress provoking 

stimuli as possible. 

Recognition that even low life crisis may result 

in an acute exacerabtion of chronic lung disease is 

necessary. Teaching patients and nurses of the need 

to assess life change periodically in patients having 

chronic lung conditions is suggested. The nurse should 

continue to make a full assessment of the patient 

especially with regard to race, sex, · and age which 

did show significance. A tool such as T. H. Holmes and 

Rahe's (1967) Social Readjustment Rating Scale should 

be used in assessment of patients. 

Identification of life events that can be modi

fied, modifying life events for prevention of stress, 

and enhancement of coping mechanisms in persons having 

even low stress levels should be encouraged. 
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Recommendations for Further Study 

The following recommendations are made: 

1. Further research should include a control 

group of patients having chronic lung disease and who 

have been free of exacerbations for 6 months. Both 

groups, those being free of exacerbations and those 

experiencing exacerbations, would be given the SRRS 

to determine if there is a significant difference in 

the two groups' scores. 

2. A suggestion for future research would be 

to replicate this study using a more equal cultural 

sample. This sample should include both lower socio-· 

economic Blacks and Whites and middle socioeconomic 

Blacks a nd Whites, with an equal number of males and 

f emales from each class. The research should further 

study the implications that lower socioeconomic Black 

subjects experience significantly higher life change 

unit scores prior to illness change and that men and 

women d iffer significantly in the number of life change 

unit scores accumulated prior to illness. 

3. The study should be repeated using control 

g roups and e xperimental groups of chronic lung disease 

patients. The subjects should be studied not only for 
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the accumulation of life stress prior to their exacer

bations, but also for their coping index using Berle 

Index or a similar tool. 

4. A further recommendation for study includes 

a replication of the study of coping and life stress 

mentioned previously. There is a need for a larger 

sample and also to test the effect of an intervention 

that teaches patients to modify life change and enhance 

coping mechanisms. 

5. These recommendations are directed toward 

better utilization of the present knowledge that is 

available on stress and coping and the development 

of interventions to utilize the knowledge more 

judiciously. More research into nursing models to 

deal with coping and stress is felt to be valid and 

essential to nursing. 
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'lE(AS \.ZQ'TAN' S UNIVERSITY 
Box 23717. TWU Station 

Denton,-Texas 76204 

1810 Inwood Road 
Dallas Inwood Canpus 

Name of Investigator: J onna R. Swi. ther s 

Address: 320 North 31st Street 

Paducah, Kentucky 42001 

Dear ~s. SYithers: 

Center: Dallas 

Date: 6/17/80 

Your study entitled Life Events and Chronic Lur~ Disease: A 

Nur sing Stud;y-

has been reviewed by a corrmittee of the HtmJan Subjects Review Comnittee 
and 1 t appears to reet our requirements 1n regard to protection of the 
1rrl1 vidual' s rights . 

Please be reminded that both the Un1 versi ty and the I:'epartment of 
Health, Education, and Welfare regulations typica.lly require that 
signatures indicating infor.ned consent be obt.a.ined from all hum:ll"l 
subjects 1n your studies. These are to be filed w1 th the Human Sub-
j ects Review Ccmni ttee. ~ exception to this requirement is noted 
below. Furtherm::>re, according to DHEW regulations, another review by 
the Carmi ttee is required if your project changes. 

Any special provisions perta.1ning to your study are noted below: 

Add to info~ consent form: No medical service or com---pensation is provided to subjects by the Un1 versi ty as a 
result of injury from participation in research. 

Add to infonred consent form: I UNDERSTAND THAT THE I\E1URN 
--OF MY QUESTIONNAIRE CONSTri'UlES MY INFOR1'1lliD CONSENI' TO Af:r 

ftS A SUBJECT IN THIS ~u.RC'rl. 
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The filing of si~tures of sub.jects r,.dth the Human Subject3 
-Review Camrl.ttee is not required. 

Other: 

.E._ No special provisions apply. 

PKismul3n 18o 

Sincerely, 

2~M& ~· /:thJ,-
Chairman, Human Subj ectf 

Review COfiTI'li ttee 

at Dallas 
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TExAs WOM&V'S UNIVERSITY 

Ms. Janna Ruth Swithers 
1810 Inwood Road, #525 
Dallas, TX 75235 

Dear Ms. Swithers: 

DENTON. TEXAS '78304 

September 17, 1980 

I have received and approved the Prospectus for your research 
project. Best wishes to you in the research and writing of your 
project. 

RP:dl 

cc Dr. Helen Bush 
Dr. Anne Gudmundsen 
Graduate Office 

Sincerely yours, 

ali&~ 
Provost 
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TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

AGENCY PERMISSION FOR CONDUCTING STUDY* 

THE Saint Joseph Hospital of Memphis, Tennessee 

GRANTS TO Janna Ruth Swithers, R.N., B.S.N. 
a student enrolled in a program of nursing leading to a 
Master's Degree at Texas Woman's University, the privilege 
of its facilities in order to study the following problem. 

Life Events and Chronic Lung Disease: A Nursing Study 
The problem of the study will be to determin·e if a patient 
will experience mild life crisis six months prior to an 
acute exacerbation of chronic lung disease. 

The conditions mutually agreed upon are as follows: 

1. The agency (may) (may riot ·} be identified in the final 
report. 

2. The names of consultative or administrative personnel 
in the agency (may) (may not) be identified in the 
final report. --

3. The agency (wants) (does not want) a conference with 
the student when the report is completed. 

4. The agency is (willing) (unwilling) to allow the 
completed report to be circulated through interlibrary 
loan. 

5. Other ______________________________________________ __ 

Date: 
--~------------------

/' 
/ 

I • / , • / • ,// 

of Agency . Personnel . ~ 
r 

/ I 
I! 

\ 

d ~~vJu fi.;J. I J;, 
·. I 

1rt~3~ ~~tf'tte1i of Faculty Ad isor ~" 

•Fill out & sign three copies to be distributed as follows: 
Original - Student; First copy - Agency ; Second copy - TWU 
College of Nursing. 
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TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

AGENCY PERMISSION FOR CONDUCTING STUDY* 

THE University of Tennessee Center for the Health Sciences 

GRANTS TO Janna Ruth Swithers, R.N., B.S.N. 
a student enrolled in a program of nursing leading to a 
Master's Degree at Texas Woman's University, the privilege 
of its facilities in order to study the following problem. 

Life Events and Chronic ·Lung Disease: A Nursing Study 
The problem of the study will be to determine if a patient 
will experience mild life crisis six months prior to an 
acute exacerbation of chronic lung disease. 

The conditions mutually agreed upon are as follows: 

1. The agency ~Y\ (may not) be identified in the final 
report. ~ 

2 . 

3. 

4. 

5 .. 

The names of co~ltative or administrative personnel 
in the agency (may\) (may not) be identified in the 
final report . '\..__/ 

The agency (~) (does not want) a conference with 
the student ~the ~port is completed. 

The agency is willing) (unwilling) to allow the 
completed report e circulated through interlibrary 
loan. 
Other ________________________________________________ _ 

Date: :lb~ 17SO 
Signature of Agency Personnel 

~--?~ ~ Jw'dtvw.J 
Slegnatu of Student 

Y4ten~ a <£~~ UZ.£ e 11 
S~ature of FaculPy Adv~ · 

*Fill out & sign three copies to be distributed as follows: 
Original - Student; First copy - Agency ; Second copy - TWU 
College of Nursing. 
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Consent Form 
TEXAS WOMAN'S UNIVERSITY 

COLLEGE OF NURSING 

(Form A--Written presentation to subject) 

Consent to Act as a Subject for Research and Investiga
tion: 

The following information is to be read to or read by 
the subject. One copy of this form, signed and wit
nessed, must be given to each subject. A second copy 
must be retained by the investigator for filing with 
the Chairman of the Human Subjects Review Committee. 
A third copy may be made for the investigator's files. 

1. I hereby authorize Jonna Ruth Swithers 
(Name of person(s) who will per
form procedure(s) or investiga
tions) 

to perform the following procedure(s) or investiga
tion(s): (Describe in detail) 

This is a study concerning life events and their 
relationship to chronic lung disease. In order to 
obtain more information about life events and their 
relationship to chronic lung disease, you will be 
asked to identify specific events that have occurred 
in your life in the 6 months prior to your hospitali
zation. You will then be asked to identify any 
other events that you remember which may have caused 
happiness or unhappiness, or that you feel may have 
had some effect on your recent illness. Prior to 
completing the survey you will be asked to complete 
a demographic data sheet requesting the following 
information: age, sex, race, income, number of 
people in residence, marital status, religious 
preference, and employment status. It will take 
approximately 20 minutes to complete the interview. 
If you have any questions about the study or your 
part in it, I will be glad to answer them. If at 
any time you wish to withdraw you may do so without 
penalty or the jeopardizing of routine care. 
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(Form A--continued) 

2. The procedure or investigation listed in Paragraph 
1 has been explained to me by Jonna Ruth Swithers. 

(name) 

3. (a) I understand that the procedures or investiga
tions described in Paragraph 1 involve the 
following possible risks or discomforts: 
(Describe in detail) 

It will take a period of time to answer the 
questions of the survey. Measures have been 
taken to control data, and it is highly un
likely that privacy would be compromised. The 
memory of certain events in your life could 
cause anxiety or happiness. In rare instances, 
the memory of life events may precipitate an 
increase in symptoms. 

(b) I understand that the procedures and investiga
tions described in Paragraph 1 have the following 
potential benefits to myself and/or others: 

Knowledge of a personal contribution to research 
into nursing care of chronic lung disease. By 
identifying life events occurring prior to acute 
episodes of chronic lung disease, it is possible 
to gain insight into events causing stress and 
use the knowledge to plan more efficient nursing 
care for patients with chronic lung disease. 

(c) I understand that--No medical service of compen
sation is provided to subjects by the university 
as a result of injury from participation in re
search. 

4. An offer to answer all of my questions regarding the 
study has been made. If alternative procedures are 
more advantageous to me, they have been explained. 
I understand that I may terminate my participation 
in the study at any time. 

Addendum: No names will be placed on the survey and no 
one will be able to identify you as a member of the study. 

Subject's Signature Date 
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Verbal Explanation to Subjects 

My name is Jonna Swithers. I am a graduate 
student of Texas Woman's University. One of the 
requirements for a Master's Degree in Nursing is a 
thesis, or research study, in my field which is Pul
monary Nursing. I would like you to help me by tak
ing part in the research study. 

The purpose of the study is to identify events 
in your life that occurred within 6 months of your 
hospitalization of visit to the clinic or emergency 
room. By identifying these events, I hope to gain 
insight into events that cause stress and use this 
knowledge to plan better nursing care for patients 
with lung conditions. 

You will be asked to identify events on a list 
that have occurred in your life in the 6 months prior 
to your hospitalization. You will then be asked to 
identify any of the events that you remember that are 
not listed which may have caused any happiness or un
happiness, or that you feel might have had some effect 
on your recent illness. 

We should be able to complete the interview in 
about 20 minutes. You will be asked to sign a consent 
f orm if you agree to be in the study. If you have any 
questions about the study, or your part in it, I will 
be glad to answer them for you. If at any time you 
wish to withdraw, you may do so. No names will be 
placed on the questionnaires. The questionnaires will 
be kept in a safe place and no one will be able to 
identify you as a member of the study. 

I hope you plan to be in my study. Thank you for 
your time. 
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Interview Schedule 

Topic 

Marriage: 

1. Marriage 

2. Divorce 

3. Death of spouse 

4. Marital separation 

5. Marital reconciliation 

6. Pregnancy 

7. Sexual difficulties 

8. Change in number of arguments 
with spouse 

9. Trouble with inlaws 

10. With began or stopped work 

Other: 

Social: 

11. Death of close family member 

12. Change in health or behavior 
of family member 

13. Gain of new family member (number 
of people in household, birth, 
adoption) 

14. Death of close friend 

15. Son or daughter leaving home 
(college or marriage) 

Yes No 
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Topic 

16. Change in social activities 
(clubs, dancing, movies, etc.) 

17. Change in number of family get
togethers 

Other: 

Work and Schoo 1: 

18. Fired at work 

19. Retirement 

20. Business readjustment 

21. Change to different line of work 
(new job, promotion) 

22. Change in responsibilities of ·work 
(demotion, promotion, lateral move, 
new management) 

23. Begin or end school 

24. Trouble with boss 

25. Change in work hours or conditions 

26. Change in school 

Other: 

Personal: 

27. Detention in jail or other 
institution 

28. Personal injury or illness 

29. Outstanding personal achievement 

Yes No 
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Topic 

30. Change in living conditions 
(renovation, remodeling, 
deterioration, home change) 

31. Revision of personal habits (dress, 
habits, associations, smoking, 
drinking} 

32. Change in residence 

33. Change in recreation 

34. Change in church activities 

35. Change in sleeping habits (more 
to less, sleeping during the day, 
inability to fall asleep, stay 
asleep) 

36. Change in eating habits 

37. Minor violation of the law (shop
lifting, traffic tickets, jay
walking) 

Other: 

Finances: 

38. Mortgage or loan less than $10,000 
(purchase on credit, car, TV etc.) 

39. Change in financial state (better 
or worse than usual) 

40. Mortgage over $10,000 

41. Foreclosure on mortgage or loan 

Other: 

42. Christmas 

43. Vacation 

Yes No 
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Sex: 
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Demographic Data 

Race: Black White 

Income: Under $10,000/yr. 

$10,000-$20,000 

Over $20,000 

~ umber of people in residence: 

Marital Status: Married 

---

-----------------

-------------------
Single 

Divorced -------------------
Separated ------------------

Religious preference: -----------------------------
Employed at present? ------------------------------
Diagnosis: -----------------------------------------
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Introduction to Tool 

The purpose of the interview is to identify life 
events occurring in the 6 months prior to your hospitali-· 
zation, clinic appointment, or emergency room visit. Since 
your illness occurred in (month) , I am interested in 
events occurring from (month) to (month) of 1980. 
I will ask you if certain events have occurred. You do 
not have to tell me about them or in any way identify what 
they were. You may ask me anything about the meaning of 
the category or any other questions you might have. It 
will be necessary to respond "yes" or "no." Some of the 
items are personal. You may refuse to answer or you may 
withdraw at any time. 

The questions will be divided by categories such as 
personal changes, changes in your marriage, changes in 
work and school, changes in social activities, and changes 
in finances to enable you to remember more clearly. The 
interviewer will say: 

"The category is Try to remember back 
since (month) of 1980. Have you had (event) ?" 
You will respond by saying "yes" or "no. 11 At the end of 
each category, the interviewer will ask you if you can 
remember any events in that category that have caused you 
any unhappiness or happiness. You may tell the inter
v iewer what that event was. Do you understand the in
structions? Do you have any questions? The interview 
s hould take about 20 minutes. 
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THE SOCIAL READJUSTMENT RATING SCALE 

Life Event 

1. 
2. 
3. 
4 . 
5. 
6. 
7. 
8. 
9. 

10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 
25. 
26. 
27. 
28. 
29. 
30. 
31. 
32. 
3 3. 
34. 
35. 
36. 
37. 
38. 
39. 
40. 
41. 

Death of Spouse 
Divorce 
Marital separation 
Detention in jail or other institution 
Death of close family member 
Personal injury or illness 
Marriage 
Fired at work 
Forced retirement 
Retirement (voluntary) 
Change in health of family member 
Pregnancy 
Sex difficulties 
Gain of new family member 
Business readjustment 
Change in financial state 
Death of close friend 
Change to different line of work 
Change in number of arguments with spouse 
Mortgage over $10,000 
Foreclosure of mortgage or loan 
Change in responsibilities at work 
Son or caught~r leaving home 
Trouble with in-laws 
Outstanding personal achievement 
Wife begins or stops work 
Begin or end school 
Change in living conditions 
Revision of personal habits 
Trouble with boss 
Change in work hours or conditions 
Change in residence 
Change in schools 
Change in recreation 
Change in church activities 
Change in school activities 
Mortgage or loan less than $10,000 
Change in sleeping habits 
Change in number of family get-togethers 
Change in eating habits 
Vacation 

Mean Value 

100 
73 
65 
63 
63 
53 
50 
47 
64 
45 
44 
40 
39 
39 
39 
38 
37 
36 
35 
31 
30 
29 
29 
29 
28 
26 
26 
25 
24 
23 
20 
20 
20 
19 
19 
18 
17 
16 
15 
15 
15 
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THE SOCIAL READJUSTMENT RATING SCALE (continued) 

Life Event 

42. Christmas 
43. Minor violations of the law 

Life Crisis Scale 
150-199 Mild (normal stress) 
200-299 Moderate 

Mean Value 

12 
11 

300-above (cannot function or adjust) 

Source: T. H. Holmes, & R. H. Rahe. The social readjust
ment rating scale. Journal of Psychosomatic 
Research, 1967, 11, 213-218. 
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DEPARTMENT OF THE NAVY 
NAVAL. HEAL.TH RESEARCH CENTER 

P . O. IIOX 85122 

SAN OIEGO. CAI..JFOANIA 92138 I N AEI"i..Y RE:FCR TO: 

17 June 1980 

Janna R. Swithers, R.N., B.S.N. 
320 North 31st St. 
Pa;ducah, KY 

Dear Ms Swi thers. 

Study carefully the enclosed packet of information on the 
derivation of our Recent Life Changes Questionnaire (RLCQ) 
from the parent instrument the Schedule of Recent Experience 
(SRE). I believe the RLCQ to be the superior instrument for 
use in most stress studies. Perhaps you will too? However, 
you certainly have my permission to use the Social Readjust
ment Rating Questionnaire in your research as well. 

Sincerely, 
· ·~...---; ~--7 ., /, /) _...,__ ' ._/ - / ·" / / . 

/"(' -~~ v~l//~, 

RICHARD H. RAHE 
Captain MC USN 
Commanding Officer 

encls. 



138 

U~IVERSITY OF vVASHINGTON 
SEATTLE, WASHINGTON 98 195 

School of Medicine 
Department of Psychiatry and Behavioral Sciences RP-10 June 23, 1980 

Jonna R. Swithers, R.N., B.S.N. 
320 North 31st Street 
Paducah, Kentucky 42001 

Dear Ms. Swithers: 

Thank you for your interest in our research. I am pleased to give 
you permission to use the Social Readjustment Rating Scale and the 
Schedule of Recent Experience (SRE) for your proposed research. 

The Scale is the list of items with their respective rank values. 
The SRE ±s the questionnaire which the subject completes to obtain 
the life change units for each tioe period studied. I a~ enclosing 
three forms of the SRE for your consideration. The Opscan form can 
be purchased from us. Either typed version can be duplicated by 
you and I am glad to give you permission to do this. The values 
from the Scale are used to score the SRE. 

If we can be of further assistance please let us know. 

THH:ma 
Encl. 

Sincer_ely yours, / 
----/ ~ I . , I .. 

l 1 ,: .. .!__,. .• ' I i Lt. 
~ I 1'- t i ({_! / -/l , ' , /~/ ~ I ' -

Thomas H. Holmes, M.D. 
Professor of Psychiatry and 

Behavioral Sciences 
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