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CHAPTER 1 

INTRODUCTION 

Technological advances in medicine and in life

preserving techniques have resulted in a dramatic increase 

in the number of persons who survive trauma, disease, or 

congenital ailments. However, some of these survivors are 

physically impaired as a result of either their conditions 

or the medical techniques which have saved their lives. 

Thus, there is also a growing number of disabled persons. 

United States government statistics for 1979, the most 

recent data available, reveal that there were 8 million 

males and 8.5 million females who were classified as dis

abl ed that year. These disabled Americans represent 

1 3 .2 per cent of the entire population of the United States 

and are comprised of members of three major racial groups: 

white (13.2 million), black (2.5 million), and hispanic 

(0 . 7 mil lion) (Statistical Abstracts, 1980). 

As the number of disabled persons has increased, so 

too have the costs for supplemental income and rehabilita

tion . Workman 's Compensation payments for supplemental 

income increase from $360 million in 1950 to $4,956,000,000 

in 1977 . Supplementary Security Income for the disabled 
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amounted to $2,202,000 in 1979. At the same time, federal 

and state matching funds supported vocational rehabilita

tion programs nationwide, the combined funds amounting to 

$1,049,000,000 in 1979 alone. Rehabilitation programs 

received 913,000 referrals in 1979, accepted 45% of those 

disabled persons for treatment, and were successful in 

rehabilitating 267,500 persons (or 65% of those treated) 

(Statistical Abstracts, 1980). 

2 

National and international concern for the problems 

and rights of the 500,000,000 disabled people in the world, 

many of whom a~e also underprivileged, underserved, hidden 

away , and misunderstood (Darnbrough, 1981), was expressed 

by the General Assembly of the United Nations when its 

resolut ion 31/123 declared the year of 1981 as the Inter

national Year of the Disabled Person (N'Kanza, 1981). The 

United Nation's interest centers not only on disabled per

sons but also on the one million families who adapt their 

lifestyles to accommodate disabled family members (Reich, 

1981) . 

Activities supporting the goals of the International 

Year of Disabled Persons included surveys to gather factual 

data on the number of the disab l ed and their available 

resources ; reviews of current laws, rules, and regulations 

concerning the disabled ; promotion of vocational training 

and jobs ; promotion of acceptance of the disabled into 
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society; encouragement of study and research concerning the 

disabled; promotion of primary health care to prevent dis

ablin g diseases; assistance in the education of disabled 

child ren; encouragement of political involvement of the 

disabled; and facilitation of the use of buildings and 

transportation systems by the disabled (Indian National 

Committee , 1981). The major goals of the International 

Year of Disabled Persons are summarized as helping disabled 

people to adjust physically and psychologically to society 

and encourag ing research for facilitation of the participa

tion in daily life (Smith, 1981) . The main goal of the 

International Year of Disabled Persons, according to Smith, 

was to change attitudes so that all would have a positive 

a pprec iation of the disabled person as one with abilities 

rather than disabilities. 

Waldhe im, the United Nations Secretary-General, sub

mitted a scheme as a basis for long-term planning aimed at 

promoting the integration of disabled persons into society 

with full participation in economics and social life 

' Kan za , 1981) . A major focus of the scheme was the 

psychological area which stressed promotion of the disabled 

person ' s potentia l . The disabled or handicapped condition 

should not arouse feelings of shame or inadequacy . The 

General Assembly recognized that a single year would not 
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bring radical change in attitudes regarding the disabled or 

make fundamental improvements in life styles (N'Kanza, 

1981). A review of international, national, and community 

efforts to support the International Year of the Disabled 

Person theme of full participation and equality was planned 

for 1991 through the United Nations (Indian National 

Commi ttee, 1981). 

In the United States, philosophies about the care and 

r ehabilitation of the disabled have varied in this country. 

Following World War I, tertiary care of the disabled focused 

on physical and physiological reconstruction and rehabilita

t ion (Devine & Brandt, 1919). The psychological problems of 

long term rehabilitation patients were assumed to be similar 

to those problems found with short term patients (Gunther, 

1971) . The behavior of disabled persons as related to their 

degree of disability is not entirely predictable. Research 

studies have indicated an independence between the degree of 

physical condition and the resulting disability behavior 

(Christopherson , 1960 , 19 62) and have also revealed that 

reactions of individuals to disability do not correlate 

with the extent of disability (Grayson, 1950). Grayson 

(1950) states that the manner in which the disability is 

perce ived, the adaptation to the disability, and the effec 

t iveness of residual abilities to meet new life requirements 



determine disability behavior. 
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After becoming disabled, the 

person discovers a changed status which yields different 

privileges, expectations, rewards, depreviations, and roles. 

Self-created defeatism inhibits self-acceptance on the 

part of the physically disabled person. Non-productive 

disabled per sons represent failures in the psychosocial 

aspects of rehabilitation rather than in the physical

physiological aspects of the disability (Christopherson, 

1968). Problems with mood and motivation interfere with 

rehabil itation performance activity (Gunther, 1971). In

effective compensating behavior results in difficulties in 

r ehabilitation pro grams and social adjustments (Geis, 1972). 

According to Gei s (1972), the low self-worth of disabled 

persons is manife sted as depression, self-blame, self

hatred, blocked motivation, and repressed activity. A 

study by Jaques , Gaier, and Linkowski (1967) indicates 

that the succumbing behavior by the physically disabled, 

rather than his coping behavior, is associated with a 

focus on the negative aspects of disabilities. Research 

b y 0 0 1 , siege 1 , and Fine ( 19 8 0) supports the concept that 

help l e ssne ss training of the disabled interferes with 

effective c ognitive functioning . Psychosocial interven

tions c orre s ponding to the prob lems associated with physical 

disabili t ie s reduce suffering and disablement and facili 

tate a d .·us e nt (Wri ght , 1960) . 



For disabled adults, self-acceptance is an essential 

life enrichment factor. Basic needs are as characteristic 

of the disabled as of the non-disabled (Roe, 1960). The 

disabled find it more difficult to satisfy needs and are 

more dependent on others for need satisfaction. The needs 

of belonging and esteem are particularly urgent and harder 

to satisfy (Goldberg, 1976). Traditional medical care has 
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encou raged excessive dependency by the manner in which the 

disability was defined and by failure to assist with the 

s k ill de velopment necessary for the disabled to function 

effe ctively despite impairments (Mechanic, 1977). 

Di s a bility behavior is a result of a negative perception of 

the disabling condition and poor adaptation of residual 

abilities to new life requirements (Christopherson, 1968). 

The soci a l problems of the handicapped derive from physical 

and soc ial arrangements in the community as well as from 

physical i ncapacities (Mechanic, 1977). Given stable con

ditions , the p redominant problems faced by the disabled are 

psychologic a l in nature. Low levels of self-acceptance 

lead to less c oope r a tion wi th r e habilitation (Loxley, 1972) 

in addition to de n ia l and mo urn i ng (Crate, 1965), apa t h y , 

frustration , anger , and helple s sne s s (Cra i g & Hyatt , 1 978) . 

Se lf - acceptance fosters competition and self - worth 

inste ad of submission and dependency (Hughes , 1979) . Suc 

c e s sful s e l f - acceptance enables the disabled person to live 



with himself as a person and to live with the effects of 

his disability (Crate, 1965). Self-acceptance includes 

subordination of the physique, containment of disability 

effects, and enlargement of one's scope of values 

(Linkowski, 1971; Linkowski & Dunn, 1974). 

The goals of self-acceptance are reliance on one's 

own resources, giving and receiving help, and the achieve

ment of equality (Young & Bumalo, 1973). Mechanic (1977) 

expands these goals to include sustaining life and health, 

recovering from disease and injury, and coping with the 

effects of disability. Normalization comes when the dis

ability becomes peripheral and no longer the central 

organizing theme in the person's life. The ultimate goal 

of self-acceptance is integration of the self into society 

(Grayson, 1950). 

The Problem of the study 

The problem this study investigated was whether knowl

edge of disability , physical reality, self-care agency, and 

interpersona l support f or self-acceptance in physically 

disabled have any predictive value . 

Persons with physical disabilities attempt to learn 

some information concerning the ir physical problems . 

Delays by the health team to discuss prognosis and to 

respond to questions prolong the process of coping 
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r ea listically with the condition (Mechanic, 1977). Denial 

o f the r e ality a n d the extent of the physical condition by 

t he disabled person is often due to lack of information 

(Perrine , 1971). Is a high level of knowledge of one's 

phy s i c a l disability predictive of a high level of 

self - a cce ptance? 

8 

Families of disabled persons set the atmosphere for 

social acceptance or rejection (Malone, 1977; Whelihan, 

1980) . Some f a milies perceive the physically disabled per

son a s a burde n (Caywood, 1977), an embarrassment (Malone, 

1977) , or as a source of guilt (Whelihan, 1980). Ideally, 

families can prov ide support, trust, cohesiveness, and 

security (Lif t on , Tovantzis, & Mooney, 1979; Moreno, 1946). 

Are positive i n t e rpersonal supports predictive of a high 

level of self - a c ceptance? 

According to Orem (1971) , self care agency is defined 

as the practice that individuals i nitiat e personally and 

perform on their own behal f in maintaining life , health, 

and well - being . The pr incipa l are as of sel f care are 

health maintenance , disease p r evention, se lf-diagnosis, 

self - medication , self - treatment , and partic ipation i n 

health care services (Joseph , 1980) . The ability for self 

care agency incorporates the disabled person himself as a 

powerful agent with capabili ties for goal direction and 



dec i sion mak i ng (Marten, 1978). Is a high level of self 

c a r e age nc y predictive of a high level of self-acceptance? 

Sp r e ad is the tendency toward all-or-nothing under

r a tin g o f abilities by the physically disabled person 

(Wrig h t, 1960; Geis, 1972; Whelihan, 1980; English, 1977). 
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Physica l disabilities include visible handicaps which 

direct thinking and feelings toward inferring negative 

attibute s. Sp read is promoted by comparative values based 

on normalcy , r a ther than on asset reference (Wright, 1977). 

Is accurately perce ived physical reality predictive of a 

high l evel o f s e l f -acceptance? 

De valuatio n e mphasizes the negative aspects of the dis

ab i l i t y ; it is a ccompanied by an unrealistic self-appraisal 

(Jaque s , Gaier , & L i nkowski, 1967). Revaluation is related 

t o an e nlarged s cope o f values, subordination of the 

p h y s ique , containment o f d i sab i lity effects, and trans f or

mat i on f rom comparative va lue s t o as s et value s (L i nkowski, 

197 1) . Sel f is cons i de r ed worthwhi le on l y when one's own 

va l ue s are fulfi lle d regar din g s e l f -acceptance (Geis, 

1972 ) . Are a c c urate knowl edge of disability , a high level 

of s e l f care agency , posit i ve inte rpersonal s upport , and 

a c curate perce ived ph ysical r eal ity pr edictive of a high 

level of sel f acce ptance ? 

The pr esent r e s e arch is of a de s criptive n a t ur e at the 

first le el of inqui r y (Die r s , 19 7 9 ) . The ma j or e l ements 



o f s e l f - a cceptance and the relationship of these elements 

a s predict ive factors were investigated. The purpose of 

this study wa s to evaluate factors predictive of self

acceptanc e among p h y s i cally disabled adults so that later 

research may be conduct ed to promote rehabilitation 

effectively . 

J u s ti fication of the Problem 

10 

The importa nce of the psy chological adjustment of the 

physically disable d i s emphasized among health profes

sionals . Self - a c ceptance is the psychological key to suc

c es sful physical rehab i litation (Grayson, 1950). Studies 

conducted by the In s titute of Physical Medicine and 

Rehabilitation o f New York-Bellevue Medical Center con

cluded that self - ac cep t ance p romotes the physical, social, 

and psycholog ical a s pec ts of r ehabilitation (Grayson, 

1950) . Inner accep tanc e wa s consid ered a p r e req u i s i t e o f 

s ocial a cceptance . 

Bake r (1972) , Coordinator of Rehabi litat ion Facili t y 

Inservice Training Project at Auburn University , stated , 

"Adjustment services are perhaps the mos t important , yet 

least well defined and understood phase of the rehabilita

tion process . " Continuing effor ts must be made to 

familiarize rehabilitation personnel with various techniques 

hat ha e been proven effective in promoting behavioral 
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changes, rather than to trust that change will occur during 

the rehabilitation process. Comprehensive adjustment pro

grams are needed in rehabilitation facilities. 

Studi es conducted by Mechanic (1977) of the University 

o f Wi sconsin which were supported by the Robert Wood John

son Foundation, focused on the sociocultural and psycho

logic a l aspects of adaptation to disabilities. Successful 

adap tation requires the development of psychological 

r e s ources in order to control anxiety and facilitate con

t inued atte ntion to the tasks of adjustment. 

A pa pe r presented at the Eighteenth Annual Conference 

o f the Psychologists Association in Alberta, Canada, by 

Vargo (1978) emphasized that the psychological adjustment 

i s mu c h slower and more painful than the physical adjust

ment to a d i sability. An awareness of the stages of 

p s y chological a d j u stment assists in accelerating the 

process of t o t al rehabilitation. 

An exploratory study by Labi, Phillips, and Gresham 

(1980) o f t he Department of Rehabilitation Medicine, State 

Unive r sity o f New York , sugge ste d that the impact of 

psychologic al var i able s is more prolonged than was 

previously r e al i z e d . The needs for soc i al and p s ychologi 

cal rehabilitation may persi s t af t e r phy s i c al reha bi l ita

tion has been a c hieved . 



12 

The National Institute of Handicapped Research (NIHR) 

sugge sts the following initial goals for rehabilitation: 

to maximize the healthy physical and emotional status of 

the handicapped person; to promote self sufficiency; to 

promote personal autonomy; and to prevent or minimize per

sonal, family, mental, and social effects of disability 

(Dietl, 1980). The Institute also emphasizes the importance 

of collating research concerning the handicapped (Dietl, 

1980). 

Mitchell (1980), editor of the Journal of Rehabilita

tion and a faculty member for rehabilitation counseling at 

the University of Georgia, stresses the importance of the 

psychological effects of disability. A sense of worth, 

in spite of deficits or losses related to impairments, may 

be regarded as the source of a person's energy to persist 

in striving for change, adaptation, and restoration. A 

sense of self - worth and self-acceptance are recognized as 

antecedents for understanding and growth (Mitchell, 1980). 

orld , national , and local agencies recognize the need 

for research and studie s in the psychological adaptation 

of the physically disabled . Wright (1980), of the World 

Commission on Social Aspects of Disability for Rehabilita

tion International , cited the main foci for research as 

pro 0 ing the assets and abilities of disabled persons ; 
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emphasizing family resources with disabled persons; stress

ing the intrinsic worth of disabled persons and their 

abilities. Tucker (1980), of the Center of Family Studies/ 

Family Institute of Chicago, observes that there is a lack 

o f studies involving the social adjustment of spinal cord 

in jured persons. Only recently have behavioral scientists 

become interested in the emotional responses of the dis

abled and in their implications for rehabilitation. Alexy 

(1980), member of the National Rehabilitation Counseling 

Association, notes the need for research which may expedite 

acceptance of loss by disabled persons. Common properties 

of those who have accepted their loss, their identification 

and delineation may form the foundation for counseling. 

Conceptual Framework 

The conceptual framework for this investigation is the 

theory of motivation as expressed by Maslow (1962) and the 

concept of a healthy personality by Jourard (1974). 

According to Maslow , self actualization is the goal of li fe 

and a source of basic motivation. Motivating factors are 

maintenance and enhancement of self , stimulation toward 

s pec ific goals , and enhancement of behavior . Self accep 

tance i s an anteced ent of self actualization (Maslow , 

1 9 6 2 ) . J ourard (1974) describes a healthy personality as 

one that meets challenge and e ncounters growth and self 



actualization. 
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Those with healthy personalities have high 

degrees of self acceptance. 

Maslow was influenced by both Allport and Goldstein 

in developing his theory of motivation. Maslow refers to 

Allport (1924) as the contributor of the principle that the 

means to an end may become the ultimate satisfiers them

selves and desired for their own sake. Maslow expanded 

this pr inciple by concluding that higher basic needs may 

become independent of their own more powerful prerequisites 

as established by the hierarchy of needs in the theory of 

motivation (Maslow, 1962). 

Goldstein (1940) first named and described self 

actualization as the motive which sets the organism going, 

a drive by which the organism is moved. A normal organism 

is gove rned by the role of actualization where individual 

c apacities are fulfilled as much as possible. This ten-

dency may be regarded as the tendency to maintain the 

existent state , to perserve one's self. Yet under normal 

c onditions , the tendency of life is toward activity and 

progress . Separate drives arise as the organism is 

go erned by other tendencies such as hunger , sex, and 

safety drives in given conditions in which these drives 

become more important than self actualization . Fulfill -

ent of the most important drive for the organism directs 
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t he o rganism's behavior. Goldstein concludes that, driven 

b y s u c h ne eds, persons experience themselves as active per

s ona l i t ie s, not as passively impelled by drives. 

The need s of phy siology, safety, affection, esteem, 

and s e l f ac tua lization are organized in an overlapping 

hierarchial a rr a n g ement according to the theory of motiva

tion (Ma slow , 19 6 2; March, 1978). On the first level, 

physical security needs must be met. On the second level, 

physical needs have been fulfilled and emotional security 

is sought . On the third level, usually physical and 

emotional secur i t y needs have been met and social needs are 

importan t . Genera lly level four occurs when the first 

t hree levels have b een satisfied, for then one pursues 

fulfillment of t h e n eed for recognition, achievement, 

adeq uac y , competence, pre st ige, acceptance, and apprecia-

tion . The highest level o f needs is for self actualiza-

tion , which is character ized b y d e d i cation to the arts, 

sc ience , or a cause (Bahn , 1976). 

Growth motivation is a p l easurable tension which leads 

t o a pe rson ' s fulfilling ne eds b a s ed on past reward i ng ex

per · e nce s and possible future rewards . The pleasurable 

tension is both desired and welcomed . There i s a direc 

tional tende ncy , a long term vector, toward meeting highe r 

orde r nee ds . Orde r gratification o f one need brings into 

consciousness an a wa r e ne ss of the next need . Gratification 
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increases motivation as the appetite for growth is whetted 

(Maslow, 19 62). 

The characteristics of self actualized individuals in

c lude being less dependent, more autonomous, self directed, 

s e lf suff icient, inner determined, and self accepting. 

Environmental factors may foster self actualization. 

Safety permits growth whereas endangering safety leads to 

r egression . Support and opportunity are necessary for 

growth . Knowledge of self allows for mastery and control 

of self , more self determination, self responsibility, and 

s e lf acceptance (Maslow, 1962). 

Jourard 's concept of a healthy personality is based on 

the theory of motivation of Maslow (1962). Jourard (1974) 

defines a healthy personaltiy as one having the ability to 

act as a self actualized person, guided by intelligence, 

r espect for life, need satisfaction, personal growth, and 

the capacity fo r love . The healthy personality depends on 

competence , which is the ability to act effectively in pur

suit of need gratification and that meaning which makes 

life possible and worth living . Handicaps can be trans

cended because , whatever the h andic ap , the person's 

capacity to cope with his environment has not been 

eli inated . Characteristics of a healthy personal ity in

clude comfort with interpersonal relations , no shame with 

one's shortcomings , and close relationships with friends 
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and fam i ly . Personal growth is the key to achieving a 

healthy personality. Old habits must die in order to be 

reborn a s pa r ticip ants in new experiences. This growth 

requires that t he self be committed to attaining of goals. 

Being challenged b y faith in the self, one's potential 

strength i s deve lop ed to overcome forces of both the 

environment and p ersonal limitations. Maladaptation to 

change is a per s i s tence in clinging to old behaviors that 

fail to be meaningfu l and life giving (Jourard, 1974). 

As indicated i n Figure 1, the hierarchy of lower to 

higher factors in the disabled adult move to fulfillment 

jus t as do the need s of the non-handicapped. These stages 

go from self car e a ge ncy to physiological needs, from 

knowledge of disab i li t y to security needs, from inter

perso n a l support to social nee ds, from physical reality 

to self e s t eem needs , and f r om sel f a cceptance to self 

actuali z a t i on . There may a lso be unidenti f ied factors con

tributing to need satisfaction . 

Based on Maslow ' s theor y , it was hypothesized for this 

investigat ion that belonging , l ove , s e l f r e s pect, cognitive 

needs for knowl e d ge , lack of shame , r ea l ity foc us, and self 

care abilities would have predictive value for h igh levels 

self acceptance . as low postulates that high levels of 

self acce tance precede psychological health ; therefore 
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Figure 1 . Masl o w's Theory of Motivation Hodified 
t o Include Factors of Self Acceptance. 



factors leading to self acceptance contribute to a healthy 

personality. 

Assumptions 

1. An individual is an integrated, organized whole ,r 

being (Mas low , 1962). 
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2 . Human existence is physical, social, and emotional 

(Whelihan , 1980). 

3 . Humans have the freedom to choose how they will be 

and how they will act (Jourard, 1974). 

4 . Basic human needs are organized into a hierarchy 

of relative pr epotency (Maslow, 1962). 

5 . A huma n is primarily motivated by needs to 

de elop and actualize to his fullest potentities and 

abilities (Maslow , 1962) . 

6 . Most behavior is multimotivated, that is, within 

a sphere of motivat ional determinants, behaviors tend to 

be d etermined by several or all basic needs simultaneously 

rather than by one need (Ma slow, 1954). 

7 . Different cultures dictate different ways of 

sa isfying particular desires (Maslow, 1962). 

Propositiona l Statements 

Ha ing knowledge of one ' s disability is having an 

a" re ess of ne eds and an ability to us e resources 



( aslow , 1962). 
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The first proposition is that if there is 

an accurate knowledge of disability, then there is the 

o pportunity for healthy personal growth, plus mastery and 

c o ntrol of one's life. Interpersonal support is the love, 

r e s pect , and acceptance of significant others (Jourard, 

1 9 74) . The second proposition is that if there is posi

t i v e interpersonal support, then there is a strong sense 

o f s e lf worth and value. For a healthy personality, per

c eived physical reality is an accurate body concept as 

determine d by reality testing, observation, and opinions 

o f r e l i able authoritie s (Jourard, 1968). The third propo

s it ion is that if there is accurate perceived physical 

r eali t y , the n there is realistic self evaluation. Self 

c a r e agenc y is composed of activities which are personally 

initiated on one 's own behalf in maintaining life, health, 

a d well being (Orem , 1971). The fourth proposition is 

that if there is a high level of self care agency, then 

there is motivation to overcome helplessness and to promote 

self control . 

Hypotheses 

nowledge of di s ability , physical reality, self care 

agenc , and interpe rso nal support , alone or in multiple 

combinations with predi c tor variables , will not reach sig

nificant levels as pred i cto r s of s elf acceptance. 



The null working hypotheses that were tested are 

listed below. 
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1. Knowledge of disability, alone or in multiple com

bination with other predictor variables, will not reach sta

tistically significant levels as predictors of self 

acceptance . 

2 . Self care agency, alone or in multiple combination 

with other predictor variables, will not reach statistically 

significant level s as predictors of self acceptance. 

3 . Interpersonal support, alone or in multiple combi

n a t ion with other predictor variables, will not reach sta

tist i cally significant levels as predictors of self 

acceptance . 

4 . Perceived physical reality, alone or in multiple 

combination with other predictor variables, will not reach 

statistically significant levels as predictors of self 

acceptance . 

Definition of Terms 

For th e purpose of this research,' the following defi

nitions are presented . 

Disability : A diagnosable impairment of body func-

tioning as determined by fulfillment of the d efinition of 

disabled under the 1973 Rehabilitation Act fo r the handi

cap ed (Brolin & Gysbe rs , 1979) . This definition states 

tha a handicapped individual is "any person who (A) has a 

ph sical impairment which substantially limits one or more 

of s u ch person ' s ajar life activit ies , (B) has a record 



o f s u c h i mpa i rment, or (C) is regarded as having such an 

impairment" (Lask i, 1979). 
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Se l f Ac ceptance: The ability to affirm or accept 

one ' s self a s a person of worth in spite of weaknesses and 

deficiencies a s me asured by respondent's score on the Sa 

Scale of the Pe rson al Orientation Inventory (Shostrom, 

1962) . 

Knowledge o f Disability: Awareness of the etiology 

and prognosis of t h e disability and the self care required 

to mainta in or improv e the level of health as indicated by 

respondent 's sco re on the Knowledge of Disability 

Questionnaire . 

Self Care Agency : The ability to initiate and perform 

activities on o ne 's own behalf for maintenance of life, 

heal th , and well being as denoted by respondent's score on 

the Self Care Agency I nstrument (Kearney & Fleisher, 1979). 

Interpersonal Support : The love, respect, support, 

and acceptance of significan t o t h e rs toward physically 

disabled person s as signif i e d b y respondent's replies on 

the Demographic Data Questionna i r e . 

Perceived Physical Reality : An accura t e concept o f 

the condition or as state of the body whi ch h a s been 

determined b reality testing, observation , and the 

o inions of reliable authorities as measured by respondent's 
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score on the Attitude Toward Disabled Scale, form 0 (Yuker, 

Block, & Younng, 1970). 

Limitations 

1. The subjects for this study were limited to dis

abled state supported college and university students of 

the northern Texas area. 

2 . Respondent s were those who were willing to par

ticipate in the study. 

Summary 

The goa l of rehabilitation of the physically disabled 

is full participation in all aspects of life: economic, 

social , family , recreation , and health maintenance. The 

effectiveness of rehabili tation is as dependent on psycho

social factors as physical-physiological ones. 



CHAPTER 2 

REVIEW OF LITERATURE 

The purpose of this chapter is to review the litera

ture relevant to factors which have the potential to predict 

the level of self acceptance of physically disabled adults. 

The fo l lowi ng areas have been addressed: knowledge of dis

ability , self care agency, physical reality, interpersonal 

support , and self acceptance. 

Knowledge of Disability 

The earlies t rehabilitation programs for the disabled 

came into being during and following World War I. These 

programs focused on : (1) medical and surgical treatment, 

including functional re-education and provision of 

protheses , ( 2) pens ions in recognition of the sacrifice of 

health which had been made in the service, and (3) assis

tance in resuming an independen t position in social and 

economic life (Devine & Brandt , 1919). Re-education pro

grams stressed vocational training , functi onal training 

(physical therapy and occupat ional therapy) , and social 

assistance . Social assistance emphas iz ed role functionin g 

i hin the family and the community , ambition, and motiva-

ion . The objective of these early rehabilitation programs 
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was to restore the person as much as possible, whatever the 

handicap , to an independent position in normal human life. 

Common reactions to physical disability include emo

tional shock, denial of reality of the injury, refusal to 

acknowledge the extent of the disability, and depression 

(Perrine , 1971). Lack of knowledge regarding the physical 

disability can produce these reactions. Ignorance promotes 

fea r and anxiety which delay rehabilitation. The truth 

r egarding the characteristics and prognosis of one's 

physical disability shortens the rehabilitation process 

(Perrine , 1971) . Coven (1978) wrote that fear, confusion, 

and disbelief frequently were reactions of the disabled to 

physical i mpai rments and to rehabilitation centers. Coven 

further states that lack of information regarding physical 

disability promo ted anxiety and suspicion. 

Honest assurance s from the health team are needed by 

disabled persons (Hodgins , 1977). Mystery concerning 

diagnosis and prognosis bre ed fear. Double talk, evasion, 

a oidance , and condenscending answers lead to loss of con

fidence in the health team . Incapacity and destitution are 

ajor concerns of the disabled . 

echanic (1977) f ocuses on persons with serious dis-

abilit.es seeking prognostic information concerning their 

problems . s prognoses of disabilities are often oocertain , 
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physicians tend to be vague or evasive in response to ques

tions. Opinions of a ·poor prognosis are likely to be de

layed, thereby delaying the disabled person's coping 

realistically with his disability. Such persons, dissatis

fied with ambiguity, seek information from other disabled 

persons and other health workers. Conflicting, confusing 

information is frequently obtained. Reactions to disability 

are often considered unique and a product of personal fail-

ures and weaknesses. Persons suffer particularly when 

problems are considered a result of negligence or when the 

disability is viewed as a threat to self worth. Informed 

disabled person s are more in control of life situations and 

are more successful with adaptation (Mechanic, 1977). 

Adjustment services are the most important part of the 

rehabilitation process (Baker, 1972). Methods of providing 

ad justment services include vocational training and counsel

ing , daily living skill classes, and remedial education. 

Ideally , the purpose of adjustment services is to promote 

change in behavior to allow one to become a functional, 

independent member of the community. Individual adjustment 

programs should be developed with specific purposes o f 

c anging or modifying maladaptive behaviors (Baker, 1972) 

Studies by Billie (19 77 ) focused on the effect of patient 

educa ion and tension re - education with the physically 
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disabled. Results indicated that positive body image cor

relates with compliance to rehabilitation programs. No 

significant relationship was noted between body image and 

quantity o f information learned nor between quantity of 

information learned and compliance with rehabilitation 

programs . 

Family group programs conducted by the health team for 

spinal cord injured persons and their families at the Ohio 

State Universi ty was investigated by Rohrer, Adelman, 

Puckett , Toomey , Talbert, and Johnson (1980). The purpose 

of the se programs was to share information regarding dis

abilities and to share mutual concerns and feelings. 

Results of the study indicate that attending family group 

programs is associated with decreases in anxiety, helpless

ness , and isolation. Although studies by Billie (1977) 

sho no signi ficant relation ship between knowledge of dis

ability and body image nor comp liance with rehabilitation 

programs , the Oh io State Universi ty studies demonstrate a 

positi e correlation between knowledge and compliance with 

r ehabilitation programs . 

Self Care Agency 

In the history of the self care movement , unsolved 

problems of diseases have been equated with fai lures of 

care . Independence and achievement against all odds are 
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s t r e ss e d as characteristic of successful self care. The 

large number of disabled men who came out of World ~\Tar II 

f o rced t he massive issue of rehabilitation to shift from 

c ure t o care as chronic health problems frequently last a 

li fet i me . Dai ly living management has been found to be 

necessary . Thus p roblems arising from chronic disabilities 

s hould be stated in terms in the limitations and of the 

obstacle s to daily social functioning, not in terms of 

indi v idual defec ts and limitations (Zola, 1979). 

Se l f care is defined by Orem (1971) as activities 

wh i c h a re pe rsona l ly initiated and performed on one's own 

behalf f or maintenanc e of life, health, and well being. 

Self care act ivities are con sidered a component part of 

d a ily living a ctivi t ies. Orem divides self care into uni-

e r sal self c a r e requirements and health deviation self 

care r equi r ements . Unive rsa l sel f care re quirements are 

those n e c e s sa ry to all person s b e cause o f the ir human char

acteristics ; un ive rsal s e l f care mu st be adjusted to fulfill 

needs for gr owth and deve lopment , s ex , and environmenta l 

conditions . Hea lth deviat i on self c are requ irements a r e 

those needed by persons who s e structur e s or fu nc t ioning 

are outside the no r ma l range fo r a ge , sex , group , or race . 

Sel= care agenc (abili ty ) includes skills , p ract i ce s , and 

rno i.. tion necessary to f ulfi l l self care n eeds . Se l f 
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c a r e a gents are those who engage in self care practice. 

Self c are deficit is defined as the qualitative or quanti

t ative i nadeq uacy of self care agency (or ability) as 

rel a ted t o s e l f care demands. Self care limitations are 

the underdevelo p e d or undeveloped aspects of the s e lf care 

agency . Se l f c a re is divided into several categories: 

wholly compensatory where total professional or other care 

is needed , a par tially compensatory level where nurse and 

clie nt both provide car e, and a supportive level where the 

nurse provide s educat ion or resources for client-directed 

c a re . The health sta tus, intelligence, maturity, compe

tence , age , culture , and roles of the disabled person 

determine the level of self care agency. Self care is 

directed toward disease prevention, aventing complications, 

and restoration of fun c tion. The focus of the self care 

a ge nc y is the acting on the s el f for the sake of the self 

(Or em , 1971) . 

Th e rol e s of s elf care a ccording to Joseph (1980) are: 

{1) heal t h mainte nance , (2) disease prevention, (3) self 

diagnosis , s e lf medication , self t reatment, and (4) pat ien t 

participation i n health care services . Fac t o r s wh i ch in

fluence self c a r e are maturity , cultural beliefs , skills , 

al 

en 

es , knowledge , h ea lth status , r esource s , and reinforce 

from family and h e alth professional s . The key factor 
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for self care is motivation. The major roles for nursing 

include facilitation, supplementation, and promotion of 

sel f care abilities. Self care related to health practices, 

human n eeds, and daily living activities is promoted by 

patient education. Evaluation of the self care agency con-

centrates on the disabled person's abilities or limitations 

of knowledge , skills, and motivation. The legitimate focus 

of nursing ari ses when real or potential self care deficits 

exist (Joseph , 1980). Nevertheless, nurses• responsibili

ties with self care practices are to assist others with 

self care , to maintain and sustain life and health, to aid 

recove ry from disease and injury, and to promote the 

ability to cope with disease and injury (Anna, Christenson, 

Hohon , Ord , & Well s, 1979). 

Self care promote s self responsibility and motivation 

( Da i e s , 19 7 9 ) • Self responsibility includes recognition 

of conditions , defining one 's own condition, the allocation 

of responsibility for care, forming plans for care, estab

lishing roles , and decision making. A major prerequisite 

of self responsibility is assistance the person receives in 

establishing self help . For example , Orem' s self care 

nursin model was used to plan the nursing care of a woman 

foll owin radical ulvectomy by a nursing consultant for a 

g necolo y unit arten , 1978) . This case study described 

e s ccess of sin Orem ' s concept to promote self care . 
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The emergence of self care is seen as a reflection of 

the focus by health professionals on patient education, 

growing consumer awareness of self help, socioeconomic 

factors, and technological advances. Consumer participa

tion in self c are has been supported by the Community 

Action Programs under Title II of the Economic Opportunity 

Act of 1964. This act provides for maximum consumer par

ticipation a s a matter of public policy. Health consumers 

sometimes trust other disabled persons who share their 

problems or concerns more than they trust health profes

sionals. A study by Green, Werlin, Shauffler, and Avery 

(1977) surveyed fifteen self care projects to determine 

what services are offered. Most of the programs have not 

existed for sufficient time for the survey to be able · to 

evaluate their impact on self care behavior and health 

s atus . Research is needed t o provide knowledge of gains 

in self care and health education (Green, Werlin, 

Schaffle r , & Avery , 1977) . 

Self care is operationalized in the lay person's 

actions for heal th p romotion and disease prevention 

(Garrison & scott , 1979) . The self care agency guides, 

directs , and re ulates health - directed behaviors. A study 

b Ro_ers and Figone (1980) assessed these behaviors and 

e le el of self care possible for disabled persons with 
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cervical cor d injuries one to four years following dis

c har ge from t h e hospital. The goal of this study was to 

determine whether long term interventions promote self care. 

Findings o f thi s study indicate that the levels of inde

pendence had rema i ned stable since hospital discharge 

(Rogers & Figone , 1980 ) . 

Self care educ at ion directs its content toward the 

desired outcome of s elf control (Levin, 1978). Health edu

c ators concern thems elve s wi th the preferences of disabled 

persons for particular educational methods and with evalua

t ions of content whi c h is learned. Self care classes focus 

on persona l growth in s e l f suf f iciency (Levin, 1978). 

The self help phenomenon is extended by self help 

groups organized by disabled pe rsons and their families to 

aid those with specific he a lth disabilities (Young & 

Bu alo , 1973) . Self help grou p s adhere to the helper 

therapy principle in which disab l e d persons rely on their 

own resources to receive and give help . Man y disable d p e r

sons turn to self help clubs for suppor t a n d assistance in 

dealin with problems (Gussow & Trac y , 1978). The be nefits 

fro self help clubs include provision o f role models , 

informa ion , coping techniques, and avenues for expressions . 

Self help clubs encourage sociali zation without stigma . 

Selc care is encouraged through education , in addition to 



the use and modification of appliances. Self help clubs 

provide encouragement and understanding to the disabled 

person, allowing ·him to cope with the frustrations of 

routine life (Gussow & Tracy, 1978). 

Physical Reality 

The concep t o f spread was first described by Wright 
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(1960) as the tendency to perceive one's limitations as 

extending beyond a particular disability. Disabled per

sons are frequent l y assumed to be less competent in intel

lectual functioning , decision making, and general adjustment 

to li fe . Activitie s that indicate spread behaviors include 

emphasis on the disability, passiveness, victimization, 

and a sense of worthle ssness. Disabled persons who hold 

rigid standa rds o f normalcy minimize their present accom

plishments . Their attention is focused on exaggerated 

negative aspects of the disability. The y seek a cure as 

the only valid resolution for the problem of the disability 

ri g ht , 1960) . 

I dea lly spread is controlled so that the disabled per-

s on c an li e on satisfactory terms with unique l imi 

t ation s (Wr ight , 1975) . Ac c eptance of lo ss is the process 

in which a pe r son undergoes value changes including en -

lar emen of scope of values , subordination of the physique , 

con ain ent of disabi l i t y effects , and transformation of 



34 

comparative values to asset values (Wright, 1960). Coping 

with physical disabilities is characterized by an emphasis 

on ability in those areas in which personal activities are 

not devaluated . Persons must have active roles in molding 

their lives constructively. Pain and negative aspects of 

the disability must be manageable within satisfactory 

limits (Wright , 1960). 

Linkowski and Dunn (1974) examined the relationship 

between acceptance of disability, self esteem, and satis

faction of social relationships among disabled college 

students . This study was based on Wright's (1960) work 

with the disabled . Significant correlations were found 

between acceptance o f the disability and self esteem mea

s u r e s , also between acceptance of disability and satisfac

t ion with social relationship. This study indicates that 

a relationsh ip e xists between the view of the disability and 

the iews o f s e lf and pe rceptions of relationships with 

others . 

According t o Wool , Siegel , and Fine (1980), body image 

is composed of t h e social self , beliefs, values, life 

goals , appearance , s e ns a tions , and mobi l ity . Body image is 

not a constant facto r , but changes constant ly and is 

affec ed b the opinions of o the rs . Coping with changes in 

bod· images is influenced by the nature and the persona l 
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meaning of the disability. A study with disabled persons 

by Wool, Siegel, and Fine (1980) compared the cognitive 

functioning of a confidence-trained group, in which posi

tive self image was reinforced, a helplessness-trained 

group, in which a negative self image was reinforced, and 

a group without training. Results of the study indicated 

that the confidence-trained group solved significantly 

more cognitive problems than both the helplessness trained 

group and the g roup without training. Regardless of the 

type of disability, the helplessness-trained group sur

rendered prob l ems significantly more often than did the 

confidence - trained group. The helplessness-trained group 

did not significantly differ from the group without train

ing on surrendering problems. Persons with severe physical 

disabilities did surrender more cognitive problems than did 

the spinal cord injured persons. 

Stigma is the application of a set attitude and a 

s ereotype of phys ical disability and physically disabled 

ersons . mile stigma begins in the attitudes and stereo

ypes of others , the disabled person may react by internal

izing these attitudes and stereotypes and by expressing 

em in his behavior . Revaluation is necessary to decrease 

he impor ance of the physique to the disabled person so 

hat he may accept himself as normal even though others 

e cei e hi as different . Ideally , the disabled person is 
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accepted by society as himself without contrasting him to 

the non-disabled or to normative expectations. A study was 

conducted by Jaques, Gaier, and Linkowski (1967) to examine 

coping-succumbing attitudes toward physical and mental 

d isabilities. Coping is the adjustment aspects of a dis

ability by which the person realistically appraised the 

difficulties and endeavors to arrange life in accordance 

with his abilities. Succumbing behavior focuses on nega

tive aspects of the disability. Results of this study 

indicates that ambivalent attitudes are expressed most 

frequently by those with severe disabilities and the dis

abilities of the self. Greater coping responses may be 

noted among those who are the least severely disabled. 

When the disabili t ie s of other persons are viewed, a 

dictomy of attitudes reflecting coping and succumbing 

behavior may be present. Interpretations of the extent of 

the disability focus on the visibility of the impairment, 

beha ioral changes , and chronicity of the disabling 

condition . 

unfortunately , a disabi lity is frequently regarded as 

an all - or - none condition or situation, and focus centers 

on he disability rather than on the disabled person 

elihan , 1980) . Disabled persons need acceptance and 

social - physica l-en ironmental support to encourage their 
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rehabilitation. Focusing on the total person encourages 

positive intervention and optimism. Focusing only on the 

disability fosters despair (Whelihan, 1980). Stensrud and 

Sten.s rud (1981) observe that this despair often becomes more 

apparent upon discharge from rehabilitation centers. 

Recidiv ism is the process in which persons, who are trained 

and prepared following rehabilitation for discharge to the 

community, return to an institution. A common cause of 

recidivism is the prejudical attitudes of the community. 

Stigma of disability affects people's perceptions of dis-

abled persons. Few programs of rehabilitation include 

deal ing with the interpersonal s~ress of stigma. Altering 

stereotypic images of the disabled through public educa

tion has little success. When one is stigmatized, his 

s ense of self is destablized. This destablization is often 

dealt with by conforming to society's stereotypes. Those 

a aiding confrontation decrease their personal stress; 

however , erronou s stereotype s of the disabled remain un

challenged . Stereotypes for disability behavior should be 

challenged so that the disabled can live in a manner con

gruent with their self images and c an experience self 

enhancing relationsh ips (Ste nsrud & Stensrud , 1981). 

Interpersonal Support 

D rin orld war I , rehabilitation of the disabled 

soldi e r was most successful in family surroundings 
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(Devine & Brandt, 1919). Personal interest shown to dis

abled persons by former employers and associates helped 

reabsorb the disabled into home communities. Disabled per

sons could resume family roles, be productive, and resume 

former positions in the community rather than be pitied or 

indulged. 

Adaptation to a disability depends on the psychologi

cal state of the person and the reactions of staff, family, 

friends, and employers (Mechanic, 1977). Overprotection, 

stigmatization, and social exclusion make resuming social 

roles most difficult. Unfortunately, the family has fre

quently been omitted in the care and rehabilitation process. 

If the family were included, were informed, it could 

favorab l y facilitate rehabilitation. Family members become 

an extension of the health team by providing support for 

cop ing , by encouraging rehabilitation efforts, and by par

t i c ipating in behaviors to minimize the disability. Social 

net o r ks be st offer support without encouraging dependency 

or be i ng ove r p rotective . When social support is suffi

c iently s t r ong , it provides the central meaning of a per

son ' s life and diminishes the impact of threat (Mechanic, 

1977) . 

ccording to Cra te (1965) , the disabled person moves 

0 ard adaptation by r e organizing relationships with family 
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a nd f riends. The disabled person needs family and friends 

who understand how he feels and who offer sympathy. How

ever, families cannot be supportive if the threat of dis

ability inhib i ts coping. Families also need time to adapt 

to the threat o f disability and what it means to them. 

Gaspard (19 70 ) de scribes how permanent disabilities of one 

family member c a n disrupt the operations of the family. 

The adaptation o f the family is not static because of 

exace rbations and remissions of the disabled person. The 

family must adjust and readjust in order to obtain equa

l ibrium. Some fami lie s wish to care for the disabled per

son , othe rs definite l y do not, and many are ambivalent 

abou t this responsibi lity . Ideally, the disabled person 

r emain s at home in a fami liar environment with the sup

port , s ympa t hy , love , a nd understanding of the family. 

e ertheles s , s ome families are s o devastate d by the dis

ability that rein t egration is n o t f e a sib l e (Gaspard, 1970). 

Consideration must be given to how well the fam i ly is 

coping with and managing the chro nic illness of a f amily 

ember (Eliopoulos , 1981) . Emphasis should b e p laced on 

the family ' s physical , mental , and socioec ono mi c capabili 

ties ; on the health care kn owledge and skills required ; and 

on he motivation to fulfill t he se needs . Th e physical , 

e 0 io al , and social well being of all family members must 
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be conside red when plans and goals for the disabled person 

are being developed. Ideally, the approach to provide 

chronic care within the home should achieve optimum results 

for the disabled person and the least physical, emotional, 

and soci a l expense to the family unit (Eliopoulos, 1981). 

The hunger for close and real relationships is fre

quently met through personal growth and encounter groups 

(Smith , 1977). Feelings are spontaneously expressed and 

shared by group members. Positive effects of such inter

actions include clarifying values, coping with the self, 

and meeting everyday challenges of life. Based on experi

ences in group counseling, Lifton, Tavantzis, and Mooney 

(1979) suggest that such groups from surrogate families in 

which members provide one another with the relationships 

and supports that a r e found in traditional families. The 

surrogate families foste r self disclosure, trust, and will

ing interaction , all of which contribute to group cohesion. 

The surrogate family system is seen as a relationship in 

hich one can participate , create, share, laugh, cry, 

li e , and die . 

Christopherson ' s (1968) studies with the disabled 

ale indicate that the non - supportive family which feels 

if has suffered a loss of status due to disability of one 

fa il member can become nontherapeutic . Health team 
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efforts for rehabilitation have been destroyed by the family 

which is characterized by skepticism, overprotectiveness, 

and opposition. The social world often dwindles rapidly as 

friends stop visiting. Frequently, the immediate family 

composes the disabled person's only social matrix. Further

more, Snowden (1972) observes, maladaptive family relation

ships are due to overprotection. Rejection by the family 

leads to feeling s of desertion. On the other hand, some 

chronically ill persons have unrealistic expectations of 

being cared for by the family (Snowden, 1972) . 

Labi , Phillips, and Gresham (1980) conducted a study 

to determine the correlation of psychosocial disabilities 

with skills in self care and mobility among stroke sur

vivors. Social functioning levels were determined by 

socialization in the home, socialization outside the home, 

a nd activities as hobbies. Results of this study indicate 

a significant level of decreased activity in all three 

types of socialization. Among female subjects, there was 

a significant association between decreases in outside 

socialization and decreases with home socialization. Sub

jects who lived alone were less likely to reduce outside 

social activities than those who had spouses or friends 

a ailable . An explanation for this is that although family 

is i portant initially to support rehabilitation, later on 
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family member s may become overprotective which interfers 

with long term recovery (Labi, Phillips, & Gresham, 1980). 

Significant other's attitudes influence whether dis

abled persons cling to past life styles or accept change 

and look toward the future (Hughes, 1980). Some disabled 

persons view themselves as sick, thus making it difficult 

for them to develop pos itive self concepts. Others view 

themse lves as not sick, but different. The first group's 

point of r e f e rence is the past whereas the second group 

focuses on the present and the future. Some families and 

friends , even doctors, nurses, and counselors, encourage 

and allow false hope and denial of reality. Disabled per-

sons need to face reality , avoid prolonged denial, express 

grief , and get on with restructure of their lives (Hughes, 

1980 ) . 

Chronicit is defined by Craig and Hyatt (1978) as 

r egression due to a lack of change in one's level of func

ioning ; this condition is often associated with recurring 

or long periods of treatment . The major issue of 

chronicity is cited as individua l autonomy and independence 

ersus emotional dependency and family belonging. Insti tu

tio aliza ion isolates a person from family and friends, 

h 
5 

decreasin he opportunity to develop work and social 

s i ls . Feelin 5 of social inadequacies decrease one ' s 
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motivation to solve problems and establish life goals. 

Resis tence, rejection, and isolation are part of chronicity 

as the disab led person experiences diminished interpersonal 

a nd i n te lle ctual skills. Dependent relationships of a 

person are s u p ported by family members; thus redefinition 

of family relat ionships are needed in order to avoid 

f urth e r interpersonal stress (Craig & Hyatt, 1978). 

Family role changes occur as a result of sudden or 

gradu a l role transit i on s from wellness to chronic illness 

( eleis , 1975) . The role change does not occur in isola-

tion , but is conside red in the context of one's network of 

s ignificant othe rs . Role insufficiency is the difficulty 

in the cognition or per f ormance of a role as perceived by 

t he self and signi ficant others. Role insufficiency 

r esults from lac k o f knowledge of expected behaviors, re

fusal to enact ro l es as cos ts outweigh benefits, and rein-

forcement by signif icant others. Behavioral characteristics 

of role insuff ici e ncy i nclude anxie ty, apathy, frustration, 

grief , helplessnes s , and hostility . The se behaviors impede 

progress toward well be ing a nd adaptat i on in role transi-

ion . Role clarification stres ses the knowledge , info r ma 

tion , and cues which a re needed to perform a r ole. Role 

c arification indentifie s goals and behav i ors of the person 

n he context of 

(. ~e 1 e i s , 19 7 5 ) . 

he e xpectations o f s ignificant others 
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Dav is (1977) describes the interpersonal relationship 

problems o ften encountered by the physically disabled. 

Deviance disavo wal is a process to manage strained inter

actions by the vis i bly handicapped. The disability often 

b e c ome s the foca l p o i nt of interpersonal interact ion; this 

foc u s l eads to ten s ion, strain, fear, and avoidance. The 

personal a t tribute s o f the handicapped are devaluated. 

Co ping with the handicap req uires dissipating and lessening 

t he impac t of acce p ting friends and self (Davis, 1977). 

For exampl e , Hohmann (1972) notes that counseling the cord

injure d ma l e now inc l ude s the effect of the disability on 

inte rpersonal r e lationshi ps. This permits the disabled 

person to deve lop close i n terpersonal relationships and to 

maintain feeling s of personal adequacy and support for the 

s elf concep t . 

Aliena ion is defined as a form of dissatisfaction 

resulting from one ' s p r e ce i ved a ssociati on with an activity 

or group ha ing negative va lues (Stokols, 1975). Individ

ual alienation de elops within t h e cont ex t of an ongoing 

rela ionship between self and other persons and groups. 

De erioration of relationships evokes di s s a ti s f ac t ion with 

e si uation and a yea rni ng f or some thing l o st and ye t 

a 

io 

ained . one reacts to neut ra l o r un in t e ntional aliena 

such 
5 

lar e roup sizes or envi ronmental barriers b y 
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inhibiting interactions. Personal alienation, expressed as 

hostile or inequitable actions by others, is perceived as 

discrimination, exclusion, or rejection. As a result of 

personal ali e nation, behaviors of others are seen as more 

active , directed, and aggressive. These responses inten

si fy the experience of alienation, leading ultimately to 

iso lation and frustration. In a study by Stokols (1975), 

s ubj e c ts we r e e xposed to three types of group interaction: 

first , posi tive feedback; second, negative feedback; and, 

third , powe r status feedback. Results of the study indi

cate s ignificantly higher levels of estrangement and 

hostili t y among those experiencing personal alienation 

d~r ing pha s e t h r ee power status feedback. However, there 

was a n absenc e of overt aggression during the power status 

f eedb a c k pe riod of the study (Stokols, 1975). 

Conceptual sty l e is found to influence life satisfac

tion following s p ina l cord injuries. A person's perception 

of the disab l ing e v e nt and his belief system influences 

beha ior . Ca r lson (1979) d e scribes perceptual levels that 

seek to explain c oping pat t erns of physically disabled 

ad lts . Pe rceptual Leve l I i s characterized by a need for 

structure , a stereotypi c a pproach to problems, and the 

need for extern 1 authority . Perc eptua l Le vel II is repre 

sented b negativism , suspiciousness , d i strust, lack of 



46 

security, and antiauthori ty behaviors. Perceptual Level III 

is s een as the desire to be liked and to enjoy mutual 

relationships, having less differential attitudes toward 

authorities, and desiring social acceptance. Perceptual 

Level IV feature s exploratory behavior; risk taking; inde

pendence ; personal standards, evaluations, and criteria; 

flexibility ; high self esteem; and high self worth 

(Carlson , 1979) . 

In considering the maladaptive coping patterns of the 

physically disabled , Reed (1970) defines disengagement as 

the p rocess by which many relationships between the dis

abled person and other members of society are severed or 

altered . Prerequisites for disengagement include (1) a new 

perception of the inevitability of death, (2) a sense of 

shortness of life, and (3) a need to select priorities for 

the f u t re . Reed (1970 ) studied the similarity of patterns 

of disengagement for the aged and the young chronically 

ill . Results of the study indicate that employed chroni-

cally ill pe rsons have higher social lifespace scores. 

Large r family units also correlated with higher social 

life space s c o r e s . embership in clubs and organizations 

ong aged persons correlated with higher social lifespace 

s core s . Re ed ( 1 9 70) concluded that social disengagement 

charac eristics o f the aged do not seem useful as a model 

0 
ex ~ lain be ha ior of young chronically ill persons . 
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A longitudinal survey by Brown (1978) of 1,106 urban 

adul t s between 20 and 70 years of age investigated char

acteristics of those who sought informal or formal support 

for major li fe changes as compared to those who did not 

seek assistance . Findings of this study indicate that 

r espondents were significantly more likely to seek assis

tance from pro fe ssionals than friends for health problems. 

This study also indicates that 48 % of help seekers were in

formal see kers (contacting family or friends), 12% were 

fo rmal seekers (contacting only professionals), and 40% 

were both formal and informal seekers. The nonseeker group 

wa s compo s ed of those who handled their own problems (self 

r eliant) or those who were reluctant to seek help. There 

was no s ign i f icant difference of mastery, self esteem, or 

effective c o p ing among groups . The help-seeker group was 

f ound to ha e e x perienced more troublesome events and role 

strain tha n the nonseeker group. The informal seekers had 

he mo s t s table li fe styles and a superior level of intimacy 

wi t h t he ir s ocial network . The self-reliant group experi-

enced the lea st str a in due to life crises. Reluctant non-

seekers were re o rted to have the least coping abilities, 

h e lo est se lf e ste em of the groups , and comparatively 

s ppor t~ · e , unreli able s o c i al networks (Brown , 1978). 
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Self Acceptance 

The s elf accepting disabled person was first described 

by Shee r e r (1 9 4 9) as one who (1) relies on internalized 

va l ues and standar d s rather than on external pressure to 

guide behavior , ( 2 ) has faith in his personal ability to 

c ope with li fe , ( 3 ) assumes the responsibility for and 

accepts the consequences of his behavior, (4) accepts 

pr aise or critic ism objectively, (5) does not deny or dis

t ort his fee ling s , motive s~ limitations, and abilities, but 

accepts them without s elf -condemnation, (6) considers hirn

sel f a s a person of worth , ( 7) does not expect rejection, 

(8 ) does not regard himself as totally different from 

others , a nd (9) i s not shy or self conscious. 

Self acceptanc e applie s to three aspects of rehabili

ta ion : the phy s i c a l , soci a l , and psychological (Grayson, 

1950) . Physically , a ccep tanc e is r elated to awareness of 

the nature , origin , comp l i cat i ons, and prognosis of the 

disability . Socially , accep tanc e applies realistically to 

ie s toward employment , housing , and family relations. 

s chologically , acceptance imp lies tha t the per s on had no 

se ere emotional symptoms caus e d by the di s a b i lity . Heal th 

team members must consider phys ica l and ps y c ho - s oc ia l ele 

e 
5 

for he effective rehabilitat ion of the disabled 

erson . The bo y image must incorporat e the disabi l ity to 
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permit a realistic approach toward rehabilitation. Real 

acceptance is achieved when the disabled person is capable 

o f integrating into society. Self acceptance is promoted 

b y incorporation of the body image and social integration. 

The meaning of the disability and exploring emotions regard

ing t he disability also promote self acceptance. Acceptance 

is the ps ycholo g ical key to physical rehabilitation 

(Grayson, 1950) . 

If it can be assumed that the physically disabled are 

frequently deprived of security, belonging, and self 

esteem , then the disability interferes with attainment of 

self actualization . The purpose of the study by Uhlig, 

Trotter , Gozali , and Tesch (1970) was to determine if there 

was a significant difference in level of self actualization 

among chronic disabled , temporarily disabled, and non

disabled veterans . Result s of this study indicate no sig

nificant difference among those three groups as measured by 

the scales of the Personal Orientation Inventory (POI) , 

i eluding the Self Acceptance scale. 

The process of accepting loss due to a physical dis

abilit is seen as a series of value changes (Linkowski, 

1971) . Enlargement of the scope of values must consider 

al es other than those in direct conflict with the dis

abilit . subordination of the physique and de - emphasis of 
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aspects of physical disability and appearance are samples 

of value changes. Containment of disability effects limits 

the s pread of the handicap. There must be a transformation 

from comparat ive values to asset values in which one does 

not compare himself to others in terms of limitations and 

liabilities. Asset valuation emphasizes one's own assets 

and abilities (Linkowski, 1971). Hughes (1979) considers 

c ompetition and self worth as fostering self reliance and 

self acceptanc e to replace submissiveness and dependency. 

Positive personal identity is seen as necessary to achieve 

the goal o f self reliance for the disabled. 

A study based on interviews with 400 rehabilitation 

patients , half of whom were spinal cord injured, was con

ducted by Gunther (1971) over a ten year period. Rehabili

tation focused on l earning to substitute for lost functions 

and former abilities, compensa tions, and compromises. The 

study i nd icate s that seriously disabled persons undergo 

stages of behavior . These b ehaviors center about (1) a 

preoccupation with the damaged body and body functions, 

(2) arnbi alent fo cus on profes sional health team members 

as sources of both gratification and disappointment, 

(3) intense involvement with the self , one's values, and 

in erpersonal relationships, and (4) concern with the 

fu ure and hope for recovery . Behaviors such as denial, 
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regression, and depression are typical reactions to losses 

of former body image. Disabled persons seek acceptance 

from the health team staff when attempting to restore self 

esteem . Hope f or complete recovery shifts to the reality 

of the disability and healthy restoration of self esteem. 

Vari a bles influencing the rehabilitation experience in

clude the premorbid personality, health status, family and 

socia l contacts , and the sensitivity of the rehabilitation 

staf f (Gunther , 1971). 

Pe rsonal worth is seen as a psychological problem 

du r ing the rehabili tation of the physically disabled per-

s on (Gei s, 1972) . The definition of self worth is an on-

going a spect o f one 's identity or self concept. Negative 

personal worth is desc ribed as feelings of worthlessness, 

in dequac y , d epression , self blame, and self hatred. 

egati e persona l worth bloc k s mo tivation, slows positive 

beha iors , and c a use s difficulties with rehabilitation and 

ad jus ment . The pe rson 's definition of self is rooted in 

h is bas ic value orientation toward himself. The feeling 

of being worthwhile is accepted only when one fulfills his 

personal al es . Those who continue to define worth in 

errns that a r e unreali stic cannot feel worthwhile. Each 

disabled person is an a r b i t rator of satisfaction where the 

le el of satisfact ion is dete r mined by the way he defines 
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or conce ive s o f himself. Maladaptation is promoted by 

r igid , unrealis t ic standards. The goal of revaluation is 

t o c hange t he s elf definition from self-defeating to self

benefit i ng (Ge is, 1972). 

Adapta t i o n sta sis is defined as the inability to 

c hange body image after one becomes physically disabled 

(Loxley , 1972) . One must incorporate the disability ex

perience in a p os it ive way in one's own mind to be able to 

cope with life . 

stance of life . 

The change should be viewed as a circum

Failures of self acceptance increase 

a pathy and the fe a r o f social rejection and decrease 

c ooperation with rehabilitation. Kerr (1977) writes that 

maladaptation to a di sab i lity occurs when persons, once 

they become disabled , are p laced in inferior positions. 

Social devaluation occurs whe n one i s viewed psychologi-

cally and socially as a c hild . The disabled should feel 

successful in task performanc e and should experience 

positive social contacts during rehabilitation. 

Bolton (19 74) investigated vocationa l and non

ocational measures of change during r eha bilitation in 70 

clients who had completed rehabilitation f or ma j or d i s-

abilities . Results ind icate improved voca t iona l functi o n -

ing and im ~ ro ed self concept correlations with decreased 

ne rosis . Impro ed vocational functioning was almost 



independent of change in psychological adjustment. These 

results suggest that vocational success and psychological 

adjustment are factors which are independent of change 

during rehabilitation (Bolton, 1974). 
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A disability is defined as a medically diagnosable 

impairment of bodily functioning, whereas a handicap 

refers to a psychological relationship between persons and 

their total environemnt (Vargo, 1978). A disability is 

usually a handicap , but not always because society itself 

defines who is handicapped and who is not. The stages of 

adjustment following a traumatic disability are denial, 

mourning , and adjustment . During the adjustment phase, the 

person become s genera lly self-accepting and is capable of 

c oping with the disability . The ideology of normality 

promotes feelings of inferiority and personal devaluation. 

De aluation and feeling s of worthlessness are expressed as 

hostility and depr e ssion . Four areas that promote adjust

ment and self acceptance are (1) paying attention to per

sonal frustration during rehabilita t i on, (2) admitting the 

difference , not inferiority, from the non-disabled state, 

(3) de - emphasizing the physique , and (4) overcoming miscon

ceptions associated with disability (Vargo, 1978). 
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Summary 

Much h a s been learned about effective methods and tech

nique s o f tre ating the physically disabled since World 

War I . The e arliest programs of treatment focused on cur

ing the disab l e d p erson or on educating him to function 

physically wi t h i n t he constraints of his ability. More 

rece nt method s i n corporate the concept of care for the 

whol e man . Thu s n ot only physical and physiological needs 

but also psychosoc i al needs are considered in attempts to 

rehabilitate today 's disabled person. Of the many psycho

logical areas which may influence the success or failure 

of any rehab ilitation pr og ram is the factor of self

accep tance . The pre s ent study concerns conditions which 

may be predictive of s e l f - a cceptance. The following 

chapter describes the proc e dures for collecting and treat

i g the data which were used in this study . 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

The me t hodology of this study was the use of a survey 

which asse sses the value of knowledge of the disability, 

s elf c are agency, interpersonal support, and perceived 

physical reality as predictors of self acceptance. The 

purpo se of t he study was to investigate the extent to 

which variable s corr esponded to another factor (Issac & 

Michael , 1971 ). " Su r vey research is probably best adapted 

to obta ining personal and social facts, beliefs, and atti

t udes " (Kerlinger , 1973) . 

Setting 

The setting of thi s study was in state supported col

leges and universities o f n or t h e rn Texas. The college and 

uni ersities were located in s u burban and urban areas of a 

large metropolitan area . 

Population and Samp l e 

sub jec t s of this study included disab l ed college 

stude nts of both sexes , all ethnic groups , b e twe en the 

a ge o f 18 and 64 years of age . This populatio n was 

55 
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selected del ibe ra t e ly because it was assumed that disabled 

person s who were s eek i n g higher education would have high 

l evels of self acceptance (Shostrum, 1962). If the vari-

a b les being tested as p redictors of self acceptance were 

present in these persons wi th high levels of self accep-

t ance , it was a r g u e d that the results of this study may 

be valid for the b r oader c a tegory of disabled persons with 

lesser degree s of s e l f - accep t ance. Each subject has had a 

ph sical disability for a duration of six months or longer. 

S bjects were able t o understand English and were willing 

to participate in the study . A purposive sampling method 

was used to select sub jects . 

Protec t ion o f Human Subjects 

Prior to implemen t a tio n of this study, all subjects 

ere gi en a written d escrip tion and e xplanation of the 

i estigation , which included the purpose, nature, benefits, 

and risks . It was unders tood that subjects could withdraw 

from the stud at any time . Consent to participate in this 

st d as indicated by sub jects ' signa tures on the consent 

for . 

Instrumentation 

De a Form 

The h ·c data form as k e d for the sub ject's emo J rap l . 

ir h e , sex , rade level , semeste r hours presently b eing 
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c arried , hour s o f employment per week, duration of the dis

abil ity , a nd t h e amount and type of interpersonal support 

experienced . 

Personal Orien tat ion 
Inventory , Scale Sa 

The Persona l Orientation Inventory (POI), Scale Sa by 

Shostrom (1962) was use d to measure self acceptance. It 

consists of a por t i on of a 150-item two choice comparative 

value and behavior judgement statements. This scale mea-

sures the affirmation or acceptance of self in spite of 

weaknesses or deficiencie s. Test-retest reliability 

coefficients have been obtain e d for the POI scales based on 

a sample of undergraduate college students. The reliabil-

ity for the scale SA is . 7 7. Norms for the POI have been 

established for college students based on a sample of 

college freshman , juniors , and s eniors. High levels of 

sel f acceptance are considered s core s over 14.8 on the Sa 

scale . Low levels of self acceptance are considered 

scores under 1 . 8 on the Sa sca l e . Concurre nt validity 

for the POI was based on correlation with the Minnesota 

ul iphasic Personality Inventory (MMPI ) , y i e ld i ng corre -

lations of . 0 or greater . Correlations b e t ween the POI 

scales an the st dy of Value s scores include self accep-

n c e n d r e 1 i i 0 s ( - . 3 0 ) and s e 1 f regard , s e 1 f acceptance , 

a poli ·c 1 (r = . 28 and . 27, respectively ) . 
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The Self Care Agency instrument by Kearney and 

Fleisher (1979) was used to measure perception of exercise 

o f self care agency or the power to engage in self care 

actions. It consists of a 43-item, five point Likert type 

scale with res p ondents indicating whether the item is very 

characteristic, somewhat characteristic, no opinion, some-

what uncharacteristic, or very uncharacteristic. Construct 

validity was e stablished with the Gough and Heilbrum 

Adjective Check List (self confidence with an £ = • 23, 

achievement with an r = .32, intraception with an£= .26, 

and absement with an r = -35). Reliability coefficients 

were established by test-retest measures (r = .77) and 

s p lit - half measures (r = • 77 to .81) with college students. 

Knovledge of Disability 
Questionnaire 

The Knowledge of Disability Questionnaire was devel-

o ped specifically for this investigation. This question-

naire inquired abou t the level of understanding which the 

subject possesses of the cause , p rognosis, and self care 

t · e diet hygiene Content validity of i terns ana ge en , l . . , , · 

as developed by use of expert evaluation of the question

naire . Two nurses with doctoral educational preparation 

a d fi e nurses with aster ' s Degrees in Nursing educational 



preparation evaluated this questionnaire. 

viewed on the basis of their evaluations. 

Items were re-

The split-half 
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(odd-even) correlation for reliability computed by Spearman 

Rank Corre lation Coefficient yielded r = .90 and .81, which 

are both significant at the .05 level. The test-retest 

r el iability yielded an£= .75, which is significant at the 

. OS l eve l . Factor analys is of items indicated significant 

l oading of factor 2 (daily living skills) on items #3, 4, 

5, 6 , and 7 . Factor 1 (intellectual understanding) was 

s ignific a n t l y loaded on items #1 and 2. Factor 3 (self 

a wareness) was significantly loaded on items #1 and 8. The 

Eigenvalue was s ign i ficant for factors 1 and 2, which had a 

c mulative perc enta ge of 86.4 of total variance. 

The easurement of Attitudes 
To ard Disabil1ty Sca l e , Form 0 

The eas rement o f Attitudes Toward Disabilities Scale 

DP) Form o by Yuker , Block , and Younng (1970) measures 

a itudes toward disab led p e rsons in general rather than 

a i tudes toward any subgr o u p of persons with a specific 

disability . Low scores indicate that respondents perceive 

disabled persons s being d i ffe r e nt, inferior , and dis-

ad .. an aged . The TDP , Form 0 c o nsists of 2 0 i terns of a 

L·ker form i th res onses rang ing f rom 11 I agree very 

ch" scored 3 0 
" r disagree ve r y much 11 scored - 3 . 
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Reliability for Form 0 has been established by eight esti-

mates of stability. The stability coefficients for Form o 

range from +.66 to +.89. The split-half equivalent 

r eliability range s between +.75 to +.85 for Form o. There 

is no apparent diffe r ence in reliability when Form o is 

ad inistered to disabled or non-disabled samples. Con

s truct validity was established for the ATDP Form 0 by 

factor analysis . A correlation between factor 1 (char-

acteristics) and fa ctor 2 (treatment) of +.45 was found, 

which is significant at the .01 level. Norm scores are 

presented for both disabled and non-disabled persons. 

Procedure 

planning meeting was held with persons responsible 

fo dis bled student affairs in each college or university. 

E elopes which included written descriptions of the study, 

de agraphic data forms , que stionnaires, and a self addressed 

s a ed return envelope were prepared by the investigator. 

To ro ec the identity of subjects, the university or col

le e represen ati es for disabled students were responsible 

for addressin the enve lopes to each subject and mailing 

he en elo es . Questionnai res to be used for each subject 

e he Demo raphic Da a Form , the Personal Orientation 

en or , 
he Kearney - Fleishe r Self Care Agency Instrument, 

0 1 
d e of Disabili ty Questionnai re, and the Attitude 
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Toward Disability Scale, Form 0. Reminder cards were 

mailed to subjects approximately three weeks following the 

mailing of the questionnaires. Questionnaires were mailed 

to three hundred and seventy-four subjects, of which one 

hundred and forty-six responded. 

Statistical Analysis 

The data were analyzed using the Spearman rank correla

tion coefficient with the subprogram Nonparametric correla

tion from the Statistical Package for the $ocial Sciences 

(SPSS) at Texas Woman's University, Denton, Texas. A 

correlation of each independent variable with the dependent 

variable was completed. The Spearman rank correlat ion 

coefficient is a measure for existence of association of 

two variables in a population. This statistical test is 

used for data of an ordinal nature and is 91 percent as 

efficient as the Pearson r in rejecting the null hypothesis 

(Siege l, 1956) . The level of significance was set at the 

two tailed . 05 level for this study. 

The data we r e further analyzed using the Stepwise 

multiple r egres sion with the subprogram Regression from the 

statistical Package for the Social Sciences (SPSS ) . The 

purpose of using multiple regression analysis is to explain 

a single , complex phenomenon having multiple f ace ts . 

In te r p r e t a t ion of data utilizes measures of the overall 
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relation between the independent variables and the depen

dent variables, R2 which is an estimate of the percentage 

of variance accounted for by all the variables or subsets 

of variables, and F tests for statistical significance of 

the R2 's. The order of entry for the independent variables 

may influence the statistical analysis of data. The Step

wise multiple regression program permits the computer to 

select the order of variables, thus reducing bias (Ker

linger & Pedhazur, 1973). 

Summary 

Data were collected b y means of sets of mailed ques-

tionnaires. Of the 374 sets of questionnaires sent out, 

146 responses were received. These responses were sub-

mitted to a variety of statistical analyses. The results 

of those analyses are given in the following chapter. 



CHAPTER 4 

ANALYSIS OF DATA 

Introduction 

This chapter presents the results of the analysis of 

the data. All subjects were physically disabled state 

s upported college or university students of the northern 

Texas a rea. Each subject was mailed four questionnaires, 

a consent form, a demographic data form, and a stamped 

return envelope. Subjects completed the questionnaires 

and form , then returned them by mail to the investigator. 

The selected p redictor factors were statistically analyzed 

with the criterion variable self acceptance, using the 

Spearman rank corre lation coefficient and the Stepwise 

multiple regression statistics. 

This chapter i s divided into four sections. The first 

s e ction describes the sample of the study. The second sec

tion displays the mean and standard deviation of the 

selected factors and the criterion variable. The third 

section examine s the correlations between the selected 

factors and the crite rion variab le plus the results of the 

Stepwise multiple regression analysis . The chapter con 

cludes wi th a summary of the findings as related to the 

proposed hypotheses . 

63 
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Demographic Data 

Data for this study were offered by physically dis-

abled college and university students from five state 

supported colleges and two state supported universities of 

the northern Texas area. Table 1 summarizes t he mean and 

standard deviation of the characteristics of these respon-

dents. The mean age of the respondents was 29.966 years 

with a standard deviation of 10.080. The mean semester 

hours of the respondents were 9.931 with the standard 

deviation of 4.921. The mean employment hours per week for 

these subjects were 9.042 hours with a standard deviation 

of 15.106. 

Variable 

Age in Years 

Table 1 

Means and Standard Deviations for 
Respondents' Characteristics 

Mean 

29.6666 

Semester Hours 9.931 

Employment Hours/week 9.042 

Standard 
Deviation 

10.080 

4.921 

15.106 

Table 2 summarizes the frequencies of the demographic 

data for this study . There were sixty-five male subjects , 

eighty female subjects , and one subject who declined to 

s a e his/her sex . The respondents were divided into 
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Frequencies of Demographic Data 
for Respondents 
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Frequency 

Variable 

Sex 

Male 
Female 
Not stated 

Scholastic Ranking 

Freshmen 
Sophomore 
Junior 
Senior 
Graduate 
Not stated 

Duration of Disabi lity 

6- 12 months 
1 - 2 years 
3 - 5 years 
6- 10 years 
Over 10 years 
ot stated 

ar i tal Status 

arried 
Single 
Divorced 

idowed 
ot stated 

Number 

65 
80 

1 

26 
34 
22 
25 
37 

2 

2 
14 
20 
34 
73 

3 

42 
84 
11 

4 
5 

Percentage 

48% 
55% 

.7% 

18% 
23% 
15% 
17% 
25 % 

1% 

1% 
10% 
14 % 
23 % 
50 % 

2 % 

29 % 
58 % 

8 % 
3% 
4% 
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scholastic ranking as follows: twenty-six Freshmen, 

thirty-four Sophomores, twenty-two Juniors, twenty-five 

Seniors, thirty-seven Graduate students, and two who de

clined to state their grade level. Respondents were dis

abled for the following time periods: two for six to 

twelve months , fourteen for one to two years, twenty for 

three to five years, thirty-four for six to ten years, and 

s eventy- three for over ten years. Three respondents de

cl ined to state duration of disability. The marital 

s tatus of the respondents was forty-two married, eighty

four single , eleven divorced, and four widowed. Five 

r e s pondents declined to state their marital status. 

e ans and Standard Deviations of the Selected 

Factors and the Criterion Variable 

Table 3 summarizes the characteristics of the selected 

fa c tors o f k nowledge of disability, self care agency, inter

pe r sonal support , and perceived physical reality plus the 

c riterion vari a ble of self acceptance. The mean score for 

knowledge of disability was 23.767 with a standard devia

tion of 4 . 7 07 , fo r self c are agency was 127.028 with a 

standard deviation o f 18 . 238 , for interpersonal support 

was 32 . 181 with a standard devia tion of 19.489, and for 

perceived physical r e ality was 84.811 with a standard 

de iation of 16 . 982 . The mean score for the criterion 



var iable , self acceptance, 14 was . 434 with a standard 

deviation of 3.77 3 . 

Table 3 

Means and Sta ndard Deviations of the Selected 
F a ctors and the Criterion Variable 

Standard 
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Variable Deviation Range Mean 

Knowledge of Disability 4.707 

Self Care Agency 18.238 

Interpersonal Support 19.489 

hysical Reality 16.982 

Self Acceptance 3.773 

Findings 

nowledge of Disability as 
Predictor o f Self Acceptance 

6-28 23.767 

79-168 127.028 

0-95 32.181 

39-142 84.811 

5-23 14.434 

H pothesis 1 states tha t knowl ed ge o f disability, 

alone or in multiple combina tion wi t h other predictor 

ariables , will not reach si g nific ant levels as predictors 

of self acceptance . The Spea rman r ank correlation coef f i-

c·en indicate a significant correlat ion betwe en knowled ge 

of disabilit and self acceptance , rs (13 6 ) = .21, p < .0 1 

(see Ta le ) . The Stepwise multi p l e regre ssion i nd i c a t ed 

knowle e of disability contr i bute d t o a s igni f ica nt 
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amount o f the variance for self acceptance, R (131) = .249, 

perc entage (131) = 6.19, F (1, 129) = 5.961, E < .01 (see 

Table 5). Based on the findings of the study, hypothesis 1 

is r e jecte d . 

Self Care Age ncy as Pre
dlctor o f Self Acceptance 

Hypothesis 2 states that self care agency, alone or in 

multiple combination with other predictor variables, will 

not reach significant levels as predictors of self 

a cceptance . The Spearman rank correlation coefficient 

between self care agency and self acceptance was not sig-

nificant , rs (134) = .11, p = .106) (see Table 4). Step-

ise multiple r egression indicated that self care agency 

as not significant as a predictor of self acceptance, 

~ (1 , 129 ) , = 0 . 274) (see Table 5). Findings of the study 

failed to reject hypothesi s 2. 

In erpersonal Support as Pre 
d lctor of Self Acceptance 

Hypo hesis 3 states that interpersonal support, alone 

or in multiple combination with other predictor variables, 

ill not r each significant levels as predictors of self 

acceptance . The Spearman rank correlation coe fficient 

e ween inte r . e rsonal support and self acceptance was not 

si nifican , r
5 

(132) = . 04 , e_ = . 336) (see Table 4). The 

s e wise mul · ple regression indicated that interpersonal 



Table 4 

Correlations Between Pred ic t or s and Crite rion 

Predictor Variable s 

Knowledge of Disability 
n = 136 

Self Care Agency 
n = 134 

Interpersonal Support 
n = 132 

Perceived Physical Reality 
n = 134 

*p. < .05 
**p. < .01 

***p. < .001 

Correlation Coefficients ~s 

.21** 

.ll 

.04 

.23** 

"" \.0 



Table 5 

Ste pwise Multiple Regre ssion of Selected Factors for 
Prediction of Self Acceptance 

Step 

l 

2 

3 

4 

Predictor 
Variab l es 

Knowledge of 
Disability 

Perc eived 
Phy s ica l 
Real ity 

I nte rpe r sonal 
Support 

Self Care 
Agency 

*p . < .05 
**p . < .Ol 

** *p . < .001 

Multi R 

. 24 9 

.301 

Total Percentage 
o f Variance 

for Study 

6.19 

9.04 

Ac c ount f o r 
Inc rease 

6.19 

2.85 

F 

5.961** 

3.983** 

0.032 

0.274 

-.....] 

0 
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support was not significant as a predictor of self accept-

ance, F (131) = (0.032) at the .OS level (see Table 5) 

Findings of the study failed to reject hypothesis 3. 

Perceived Physi c a l Reality as 
Predlctor of Self Acceptance 

Hypothesis 4 states that perceived physical reality, 

alone or in multiple combination with other predictor 

var iables, will not reach significant levels as predictors 

of self acc eptance . The Spearman rank correlation coeffi-

cien t indicated a significant correlation between perceived 

physica l reality and self acceptance, rs (134) = .23, 

p < • 01 (see Table 4) . The stepwise multiple regression 

indicated pe rc eived physical reality to be significant as 

a predictor of self acceptance, ~ (131) = .301, percentage 

(131) = 2 . 85 , F (2 , 128) = 3.983, E < .01) (see Table 5). 

Thus , hypothesis 4 is rejected . 

When self acceptance was regressed on the selected 

factors , knowledge of disability accounted for 6.19 percent 

of ariance and pe rceived physical reality accounted for 

2 . 85 perc e n t of variance (total= 9.04 percent). The two 

re ainin factors , interpersonal support and self care 

agenc , did not account for a significant percentage of 

he ariance . 
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Summary 

Chapter 4 has presented a description of the subjects 

and the scores for the selected factors of this study. The 

results of the statistical analysis using Spearman rank 

correlation coefficient and stepwise multiple regression 

were shown. Findings resulted in rejection of the first 

and fourth null hypotheses and acceptance of the second and 

third null hypotheses. The following chapter summarizes 

these findings, draws conclusions based on the results, and 

recommends further studies. 



CHAPTER 5 

SUlli1ARY OF THE STUDY 

In this chapter, a summary of the study, discussion 

of the findings, conclusions, implications for nursing 

practice, and recommendations based on data analysis are 

presented. Finally, the implications for further research 

are presented. 

Overview 

A survey was conducted to evaluate selected factors-

knowledge of disability, self care agency, interpersonal 

support, and perceived physical reality--as predictors of 

s e l f acceptance for physically disabled adults. Disabled 

students f rom state supported colleges and universities in 

northern Texas we r e asked to participate in this study. 

One hundred a n d forty-six students completed the four 

questionnaires a nd demo graphic data form which were mailed 

to t hem. 

The instruments us e d in this study included a demo-

g r aphic d a ta fo r m and a t ype of interpersonal support 

e x perie nc e f orm . The Pe r son a l Orientation Inventory , 

Scale Sa by Sho s trom was used to measure self acc ept a nc e . 

7 3 



74 

The Self Care Age ncy instrument by Kearney and Fleisher was 

use d to me asure t he power to engage in self care actions. 

The Knowl e d ge of Disability questionnaire by Blue measured 

t e l e ve l o f understanding of the cause, prognosis, and 

s elf c a r e man a geme nt which the subjects possessed. Finally, 

t he easurernent of At t i t u des Toward Disability Scale, 

Form 0 by Yuke r , Block , and Younng was used to measure 

a ttitudes to a rd disabled p ersons in general. All instru-

ents were o f a s e l f repor t f ormat. 

Descri p tiv e statistics, me a ns and standard deviations, 

ere used to report the s cores of each independent variable 

a d the depe nde n t v a riable , sel f acceptance. The Spearman 

ra k corre lation coe fficien t was utilized to evaluate the 

c orre lation of e ach independent variable with the dependent 

ariable . Step wi se multiple regr e ssion was used to deter-

ine the contribu t ion of eac h independent variable to the 

predic t i on of the d epende nt variabl e . 

Discussion 

Using self acce ptanc e as the criter ion variable and 

0 led e of disab i lity , pe rceived phys ical re a l ity , self 

are a ency , an d in t e r personal support as p r edic t or vari -

ab es , a s epwise mul t i p l e r e gre ssion proc edur e wa s c o rn -

e ed 0 de elop a p r edictiv e r e gression equation . 

es lts i die e hat a s ignificant proportion (9 . 04 per 
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cent) of the variance in self acceptance can be attributed 

to knowledge of disability and perceived physical reality. 

The results of statistical analysis further indicate that 

interpersonal support and self care agency are not sig

nificant pred ictors of self acceptance in these subjects. 

Knowledge of disability as a predictor of self 

accep tance accounts for 6.19 percent of the variance in 

this study . Knowledge of disability also correlated at a 

significant level (rs = .21) with self acceptance. These 

results support Maslow 's motivational theory that knowledge 

of self allows for mastery , self control, and self respon-

sibility (_ aslow , 1962) . Knowledge of disability promotes 

a sense oc security as one possesses a knowledge base 

necessar to fulfill needs . Ignorance promotes fear and 

an iety , thus delaying rehab ilitation and a successful 

coping with disab ilities (Perr ine, 1971; Coven, 1978; 

echanic , 1977) . This study 's findings also support 

Jo rard ' s (1974) concept of a healthy personality depend

ing on the competence to act successfully in need gratifi

cation . The ear liest rehabilitation programs during World 

ar I era recognized the need of re-education to aid the 

disabled person adjust to family and community life 



(Devine & Brandt, 1919). 
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The results of this study support 

the concept that modern rehabilitation programs should 

include vocational and occupational training and counseling 

which promote active functioning by the disabled (Baker, 

1972). 

Perceived physical reality accounts for a small (2.85 

percent) but signif icant amount of the variance in this 

study. Perceived physical reality correlated at a signifi

c ant level (rs = .23) with the dependent variable of self 

acceptance . These findings support Maslow's theory of 

motivation in regards to self esteem. Perceived physical 

reality allows one to be different, but without feeling 

inferior , thus fulfi lling self esteem needs. Jourard's 

concept of a healthy personality that one need not feel 

shame due to personal shortcomings is also supported by the 

r e sults of this study . Findings are consistent with those 

of Wright (1960) which stress the need of the disabled per

son for acceptance of his physical losses, an acceptance 

which may be achieved through the process of value changes. 

The scope of values is enlarged , the physique is subordi

nated , disability effects are contained, and asset values 

are emphasi z ed during this value change process (Wright, 

1960 ; Goffman , 1974) . Others have found a significant cor

r e lation between acceptance of the disability scores and 
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sel f esteem measures (Linkowski & Dunn, 1974). A study by 

Jaques, Gaier, and Linkowski (1967) indicated that greater 

coping levels were characteristic of those persons with the 

least sev e re disabilities. Further, Stensrud and Stensrud 

(1 981 ) recommend challenging negative stereotypes behavior 

patt erns of the disabled in order to enhance his self 

image. The - findings of this study support the concept that 

self eva luation based on assets, not deficits, raises self 

acceptance . 

One explanation for self care agency not being a sig

nificant predictor for self acceptance is that the majority 

of responden t s o f t his study, seventy-three or 50 percent, 

had been disabled f or a duration of over ten years. An 

additional 37 perce nt had been disabled for a period of 

between three and ten years. Perhaps these long term dis-

abled persons are a ccustomed to care offered by family or 

attendants and have accep t e d this situation as a necessity 

of life . A second expl a nat i on could be that, as college 

students, their focus may have concentr ated on cognitive 

abilities , not physical care abilit ies, a s a major con

tributor of self acceptance . 

I nterpersonal support also was not found to be a sig 

nificant predic tor o f self acceptance . Overprotection by 

fa mily members has been cited as a nontherapeutic life 
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style (Christopherson, 1968; Snowden, 1972; Labi, Phillips, 

& Gresham, 1980). In fact, a study by Labi, Phillips, & 

Gresham (1980) indicates that those disabled without spouse 

or family available tended to be more socially active. 

Further, Me leis (1975) writes that role insufficiency may 

result in reinforcement of maladaptive behaviors of the 

disabled by family members. Brown's (1978) study indicates 

no difference in mastery, self esteem, nor effective coping 

whether a person sought professional help, help from 

friend s or family, or sought no assistance from others. 

Families and friends may be the source of comfort, support, 

and sympathy . Families and friends also can inhibit self 

acceptance of the disabled through such maladaptive be

haviors as overprotection, social exclusion, dependency 

encouragement , and role con f usion. 

Conclusions 

Based on the findings it is concluded that knowledge 

of disability and perceived physical reality are of 

predictive alue for self acceptance in physically disabled 

subjects . These two factors can be encouraged and sup

ported by nurses and other health team professionals to 

promote self acceptance of the physically disabled. Further 

r esearch to investigate effective methods of assuring 
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knowledge of disability and perceived physical reality for 

this population is indicated. 

The conclusions must also take into account the 

study 's limitations. A major limitation concerning this 

study was that measures of the independent variables and 

the dependent var i ab le were all of a self report nature. 

The major difficulties in using self report measures are 

that subjects may answer the questions so as to please the 

investigator or to make a positive impression. More 

accurate measures of the variables could be utilized, such 

as the observation of self care agency, paper-pencil tests 

s pecific t o disease entitles for knowledge of disability, 

and diagraming sociograms f or interpersonal support. 

Further research may promote more accurate measures of per-

c ei ed physical reality and self acceptance. Such measures 

ould pro ide a more precise measurement of predictor 

ariables and t he cr iterion variable . 

This study was limited to the college and university 

po ulation of disabled students in northern Texas who con

sented to be r espondents . Generalizations from this study 

should be made within these limits . 

Nursing Practice 

1 hou h further study is needed , the results of this 

s d ind.:.c e th knowledge of disability and perceived 



phy sical reality are significant predictors of self 

accept ance. The two factors can be readily supported and 

p r omoted in clinical nursing practice. It is recognized 

that nurses p l ay an important role in the care of physi

c ally disabled persons, including initial care during 

illness or after i njury, care during rehabilitation, and 

care during remis s i ons. Increasingly, nursing provides 

more patient and family education through individual 

counseling and group instruction in support of self 

acceptance . As a ddi tional selected factors are identified 

as predictors of s elf acceptance, nurses can include these 

factors in order to promote self acceptance. Nurses will 

need to implement effect ive nursing interventions in order 

to promote self acceptance . 

Recommendation s f or Further Studies 

Based on the finding s o f this study, further research 

is recommended in these areas . 
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1 . Replication of the stud y s hou l d be conducted using 

other disabled subjects in different geo g rap h i c areas. 

2 . Replication of the study shou ld be conducted 

sing other disabled subjects in t he vocationa l s e t ting . 

3 . dditional selected factors s uc h a s t he premorbid 

ersonali and the degree of disability sho uld be s tudied 

o accoun for variance of the dependent variable of self 

cce ance . 
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4. Fur t her research should be conducted to determine 

t he most successful methods of promoting knowledge of 

di s abi l i ty . 

5. Further research should be conducted to evaluate 

effective nur s ing interventions which may promote positive 

perceived phys i cal reality. 

Summary 

Sel f acceptanc e f osters feelings of self worth instead 

o f degradation . The pr e sent paper reports a study of the 

predictive value o f knowledge of disability, interpersonal 

support , s elf care agenc y , and perceived physical reality 

for self accep tance i n phys i cally disabled adults. One 

hundred and forty - six c oll e ge and university students were 

administered questionnaires r e gard ing the selected pre

dictive factors and self a cce ptance. 

A demogr aphi c data f o rm and interpersonal data form 

ere administered to subjec t s . Shostrom's Personal Orien-

ta ion In entory , Scale Sa wa s comple ted to measure sub

jects ' le els of self acceptance . Ke arney and Fle i sher's 

Self Care gency Instrument was admin istered to measure 

self care abilities and attit udes . Blu e 's Knowledge o f 

isability uestionnaire measu r ed subjects ' l eve l s o f 

0 ledge concerning their disability . Yuker , Block , a nd 

0 nn ' s . eas rement of Attitudes Toward Disability , 



Scale 0 measured subjects' perceived physical reality. 

Correlations b e tween each predictor variable and self 

acceptance were determined. Multiple regression analysis 

measured the amount of variance each predictor variable 

contribute d to self acceptance. 

82 

Significant corre lations were found between high 

knowl e dge of disabi lity and high self acceptance. Sig

ni f ican t correlations were also found between high per

c eived ph y s i c a l reality and high self acceptance. Multiple 

r egression analysis indicated that knowledge of disability 

a nd perc e ive d physical reality contributed to significant 

perce ntage o f the variance for self acceptance. 

Base d on the findings of this study, knowledge of 

disab ility and pe rceived physical reality contribute to a 

si gnif ica n t pe r c e ntage of the variance for self acceptance. 

Hi h le el s of knowledge of disability comprises self 

knowledge whic h c ontributes to self mastery, self control, 

a nd self r e s o ns i b i l ity . High levels of perceived physical 

r ealit allows those wi th p h y sical disabilities to be 

different , yet not fee l infe rior . High levels of self 

acceptance enable the d isable d person to live with self 

a preciation . 
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APPENDIX E 

CONSENT FORM 



I am a Doctoral Candidate in the College of Nursing at 
Texas Woman 's University, Denton, Texas. I am conducting 
a study on self acceptance with people having physical dis
abilities. You have been recommended to participate as a 
person who can give a significant opinion for this study. 

As a sub ject participating in this study, you will be asked 
to comp l e te a demographic data form and four short ques
tionnaires . It wi ll require approximately 45 minutes of 
your time to complete all these forms. I have enclosed 
complete instructions for the completion of the question
naires . A stamped, self addressed envelope is included to 
mail the completed forms and questionnaires back to me. 

Your ident i ty will be kept confidential as data will be 
coded and us e d for statistical purposes only. You may par
ticipa t e or withdraw from this study at any time without 
r epe rcus sions . There is no known risk involved in partici
pating in this study . 

The potential b e nefits of this study will be the contribu
t ion to ursing in identifying and evaluating the factors 
that lead to self acceptance of those having a physical 
d isabili t y . Once factor s have been evaluated that promote 
s elf acceptance , nurses can take effective measures to 
s upport and promote s elf acceptance with newly disabled 
persons . 

Please sign below if you are willing to participate in the 
stud . If you do not wish to participate, please mail the 
questionnaires to me in the self addressed envelope. 

I hereby consent to partici
pate in this study and under
stand the above procedures. 

Name 

Date 
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APPENDIX F 

DEMOGRAPHIC DATA QUESTIONNAIRE 



Demographic Data 

Questionnaire 

1 . Please state your date of birth. 

month/ day /year 

2. Please indicate your sex. 

male female 

3 . Pleas indic te your grade level. 

F eshman So homore Junior Senior Graduate 

Please s ate the average number of semester hours that 
ou carry this semester. 

5 . leas s ate the average number of hours of employment 
per e k . 

6 Please i ic te the duration of your disability. 

6 mon s to 12 mon ths 

on 0 o years 

hree to f i e years 

si· o en years 

o r en e rs 

94 



Demographic Data 

Please indicate persons and their relationship to you (as 
wife/husband, parent , friend, employer) whom you can count 
on for emotional, financial, social support, and physical 
c are . If the person is very supportive, place a "3" under 
the type of support given. If the person is moderately 
supportive , place a "2" under the type of support given. 
If the person is slightly supportive, place a "1" under 
the type of suppor t given . If the person is non-supportive 
in one or more areas of support, place a "0" in the appro-
priate column . 

Relation s hip Emotiona l Financial Social Physical Care 

Example : 

Friend 2 0 3 0 
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APPENDIX G 

K OWLE DGE OF DISABILITY QUESTIONNAIRE 



Knowledge of Disability 

Questionnaire 

Directions: Mar k in the right hand margin according to how 
you regard your level of knowledge for each 
i tem. 

Key : 

l . 

2 . 

3 . 

Ve r y Good -
Good 
Nominal 
Poor 

Very Sufficient Level of Knowledge 
Somewhat Sufficient Level of Knowledge 
Slight Level of Knowledge 
Somewhat Insufficient Level of Knowledge 
Very Insufficient Level of Knowledge Ve ry Poor -

rg ~ 
0 

0 ..--l 0 

Ite m 
c.9 (lj Pol 

~ 
~ ro ·.-I H ~ 
H 0 s 0 $..l 
Q) 0 0 0 <1) 

> c.9 z P4 > 

Le vel of knowledge regarding 
the c ause of your disability. 

Level of k nowledge regarding 

the prog nosis (probable out-

c ome) o f y our disabili ty. 

Le ve l of knowl e dge regarding 

t he ma n a g ement of your 
disabi l ity : 

Die 

edic at i o ns 

Exercise 

Rest 

Per so al Hygiene 
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APPENDIX H 

SELF CARE AGENCY SCALE 



Directions : 

1 . I would 
ways if 

2 . I like 

3 . I ofte n 
to care 

Se lf Care Agency Scale 

Please make an "X" in the column that is very 
characte ristic, somewhat characteristic, no 
opinion , somewhat uncharacteristic, or very 
unc har a cte ristic of you. Mark only one column. 

0 0 
·r-1 ·r-1 

0 0 +l +J 
·r-1 ·r-1 Ul Ul 
+l +l ·.-I ·r-1 
Ul Ul ~ ~ 

·r-1 ·r-1 (!) (!) 

Item 
~ ~ +l +J 
(!) +l (!) +lO 0 
+Jro+l ~ ro ro ro 
0 ..c: 0 0 .c ~ ~ 
ro 3: ro ·.-I ;; ro ro 

~~ (!) H ~ Q) ..c: ~..c: 
~ ro 8 ro ·.-I s 0 ~ 0 
(!)..C: o.c 0 ~ 0 s:: G) s:: 

>U U)U zo U)::::> >:::J 

gladly give up some of my set 

it meant impro ving my health. 

myse l f . 

feel that I lac k the energy 

fo r my health needs the way I 

would like to . 

4 . I know how to ge t the fact s I need 

when my health fee ls weakened . 

5 . I take pride in doing the t h ings I 

need to do in orde r to stay healthy . 

6 . I ten neglect my personal needs . 
0 

7 . I kno my strong and weak points . 
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1.00 

() 0 
·.-I ·.-I 

0 () +l +J 
·.-I ·.-I Ul Ul 
+l +J ·.-I ·.-I 
Ul [J) S--1 S--1 

·.-I ·.-I <1) Q) 

Item S--1 H +l +J 
Q) +J <1) +J 0 0 
+Jctl+l s:: m m cU 
0 ..c: () O..CS--1 H 
cU :3 cU ·r-1 ~ cU cU 

~ S--1 Q) H c <V..C: ~..c: 
S--1 cU s cU · r-1 s 0 S--1 0 
Q),.C:: o..c:: 0 P-.10~ Q) ~ 

:>u {/)C) zo U)t:J :>~ 

8 . I s eek h e l p when u nable to care for 
myself . 

9 . I en j oy sta rting new projects. 

10 . I ofte n p ut off doing the things that 

I know would be good for me. 

11 . I usua lly try home remedie s that have 

worked in t he pa s t ra the r than going 

to s ee a doctor or a nurse for help. 

12 . I ma ke my own decisions. 

13 . I perfo rm c e r tai n activi ties to keep 

from gett ing sick . 

1 I str ive t o be t t e r myself . 

15 . I ea a b alanc e d diet . 

16 . I co pl in a lo t a b o ut t he things 

tha bo her me without doing muc h 

about hem . 

I look for be te r way s to l ook 

af er m health . 



Item 

18 . I expect to reach my peak of wellness. 

19 . When I h ave a problem , I usually want 
an e pe rt to tell me what to do. 

20 . I follow through on my decisions. 

21 . I ha e no interest in learning about 
my body and how it funct ions. 

22 . If I am not good to myse lf, I believe 
I cannot be good for anyone else. 

23 . I understand my body and ho\v it 
functions . 

2 . I deserve all the time and care it 
takes to maintai n my health . 

25 . I ra ely carry out the resolutions I 
make concerning my health. 

26 . I a good friend to myself. 

27 . I ake ood care of myse lf . 
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28. 

Item 

Health promotion is 
to me . 

a chance thing 

29 . I h ave a planned program for rest 
and e x e rcise . 

30 . I am inte rested in learning about 
var ious disease processes and how 
they affect me . 

31 . Life is a joy . 

32 . I do no t contribute to my family's 
f nctioning . 

33 . I take re s ponsibility for my own 
actions . 

3 I h ave litt l e to contribute to 

othe rs . 

35 . I can u s u a lly tell t hat I am coming 
d own w i h s ome t h ing days before I 

ge sick . 

36 . 0 er the years I have noticed the 
hin 

5 
h make me fee l bett er . 

() () 
·r-l ·r-1 
+J +J 
Ul C/) 

·r-l ·r-1 

"""' 
~ 

<ll +J (]) 
+J ro+J () ..c: () 
cU ~ ro 

~"""' (]) ~ 

"""' cU s ro 
<l.l..C: o..c: 
:>u Cf)U 

102 

() () 
·r-l ·r-l 
+J +J 
Ul Ul 

·r-l ·rl 

"""' """' <ll <ll 
+J +J 

+J() () 

~ cU cU cU 
0 ..C:l--1 

"""' ·r-1 ~ cU cU 
~ (]),.C: ~..c: 

·r-1 s () """' () 
0 ~ 0 s:: <ll s:: 
zo U):::J :>:::J 

. '· 
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C) C) 

·r-l ·r-l 
C) () +J +J 

·r-l ·r-l t/) t/) 

+J +J ·r-l ·r-l 
t/) t/) ~ ~ 

·r-l ·r-l <ll <ll 

Item ~ ~ +J +J 
<ll +J <ll ..1-J C) C) 

+Jro+J s:: ro ro ro 
C) ..c () 0 ..c ~ ~ 
ro 3: ro -~ ~ ro ro 

~~ <ll ~ s:: Q)..C ~..c 
~ ro E: ro ·r-l s C) ~ C) 

<ll..C o..c ~5 0 c <ll c 
:>U UlU U)::J :>::J 

37 . I know what food s to eat and keep 
me healthy . 

38 . I am interested i n learning all that 

I can about my body a nd the way it 
func tions . 

39 . Sometimes when I fee l sick I ignore 

the fee lings and hope it goes away. 

40 . I s ee k information to care for 

myself . 

1 . I feel I am a valuable member to my 

family . 

42 . r ember when I had my l a st health 

check and r e turn on time for my next 

one . 

43 . I un ers and myself a nd my needs 

pre well . 

-



APPENDIX I 

THE MEASUREME NT OF ATTITUDES TOWARD 

DISABILITY, FORM 0 



ATSP--FORM 0 

Directions : ~ark eac h statement in the left margin accord
lng to how much you agree or disagree with it. 
Please mark every one. Write +1, +2, +3, or 
-1, -2, -3: depending on how you feel in each 
case . 

+3 : 
+2 : 
+1 : 

I AGREE VERY MUCH 
I GREE PRETTY MUCH 
I AGREE A LITTLE 

-1: 
-2: 
-3: 

I DISAGREE A LITTLE 
I DISAGREE PRETTY MUCH 
I DISAGREE VERY MUCH 

l . Par nts of disabled children should be less strict 
th n other parents. 

2 . Physically disabled persons are just as intelligent 
as non -disabled ones. 

3. Disabled people are usually easier to get along 
wi th than other people . 

4 . os disabled people feel sorry for themselves. 

5 . Disabled people are the same as anyone else. 

6 . There shouldn ' t be special schools for disabled 
children . 

7 . r would be best for disabled persons to live and 
ork in specia l communities. 

8 . r is up to the government to take care of dis
bled persons . 

9 • 

10 

11 . 

____ 12. 

OS disabled people worry a great deal. 

o · sabled people should not be expected to meet the 
same 5 ndards as non-disabled people. 

o·sabled eop le a re as happy as non-disabled ones. 

5 erely disabled people are.no ~a:d~r to get 
on Wl h than with minor dlsabllltles. 

lOS 
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13. It is almost impossible for a disabled person to 
lead a normal life. 

14. You should not expect too much from disabled 
people. 

15. Disabled people tend to keep to themselves much of 
the time. 

16. Disabled people are more easily upset than non
disabled people. 

17. Disabled persons cannot have a normal social life. 

18. Most disabled people feel that they are not as 
good as other people. 

19. You have to be careful of what you say when you 
are with disabled people. 

20. Di s a ble d people are often grouchy. 

Copyright--Human Re sources Foundation--1959 



APPENDIX J 

PERSONAL ORIENTATION INVENTORY 



b . :1-:1 n Jt :tb 'v 1ute~y bou:td by tl:e pr L'1c i;,J1e of 
ir'1eo;, . 

2. a . W!l~n :1 fri t:!nd doc · me a f:J. o r, I fed th:H I 
u · r _. arn it. 

b . ~ n frien do-~,; me a favor. I d o not fc- 1 

t twt I r.1•J c re(urn it. 

J . a. I f • 1 I mu s t ;:llw :.a _ · t 11 ere tru t h. 

b. I do no alw::ty tell tho tru th . 

5. 

1. 

:1 • • 'o m ::t~ r how h:.1r I try , my fee ling;:; a r e 

·oc e n hur t. 

b. II I m.1:1a"e the situation r i h t, I c:J.n ::t •·oid 

b i:-' hur t . 

( .... ( th..! t m tt;;. triv fo r pert'~c tion in 

b . o not f •el !-..'1 I mu. s ri ~· e fo r p-:!rfection 

b.l arn·v.>tafr..aid ob·~mys<!f. 

a. [ f!! <>l uh1i~..,,,.rf ·.,· cr. :1 .3 ~t ·.t. rc r d >c::3 me J 

(avc.:- . 

b . r d no f.- l ob i~ t:cd w"''-::n J :>tC:l ' !,;"':- docs 

m ..1 fav r. 

exi)•lc t o he r · o 

b . lrl notf I h-1 l h.ne:~ r i•h t o .... pr<.:tvth·~r· 

o tl• > ~h'l I v.an of th~r.1 . 

J0 . 'l [ [ '• ~) V.J1 Ut'~ '·"'t. .: h 'IP! In l"rr. er:1 •' "! ' ., , . ., 

0 .-:- · . 

b. r II·~ by·. lue~ 'A ich. r. pci nu rtly h •:<··· ! on 

my o ... -. f ... ltJ> ;. 

b . I .H ~ t t.•>n<• :v·l '"I';, ,,..j[-tr.1p t •J .·m·•r: a 

11 {' •• '0 

12. a . I fee l gu i l :y whe:1 I aru s.;o lfis h . 

b . I d o n't f<:e l guilty whe n I am self i,;h. 

13. a. I have no objec tion to gett ing angry. 

b . Ang e r is something I try to :1void . 

14 . a. For m e , anyth ing is po:;sible i.f I b elie•:<;! in 

mys e lf. 

b. I have a lot of natu.rJI limitation s even tho ugh 

I b e lie ve in mys e lf. 

15. a. I put othe r5' intcr.::sts bdor~:: my 0~11. 

b. do not put others ' in tt! r c.: ,;t,; before my om1. 

16. a. som et im e s fe e 1 em b :1 r r as~ e d by 
compliments . 

b . I am not embarras sed by c o mplime!lts . 

17 . a. I be 1 ieve it is impor tant to :1ccept othe r s a s 
they ar e . 

b . r believe it is im portant to unde r stand ll.'hy 
oth.:rs are a,; they a re. 

18. a . [ c:tn p>tt off unti l tomo r row wh:1t [ out::" ht to do 
tcx.l ay . 

b . I d o n 't put off ~ ti l tomu r:- o w wh:J. t I oug:-tt to 

d o tod ay. 

L9. a. [ can give wit!1o<~t r cqui r in!5,' t..'1 '::! othoe r p.:: :- ·on 

to appr ·c..:iat.: ·.v-hat l gi·: <::' . 

b . I h:t1.:e a r ight to exp.-::c t t he o th e r pe r son to 

ap pct!..:i:ltr! "!ut I gi 1· ,.. 

20. a . :'\ly rnor ~d va lue,; a r e di t::t:tted by soc iety. 

b . My ru o:> ral va lue~ are sel f- determ ined. 

2 1. a. [ do what othcr 3 exp;:ct o f me . 

b . !fee l fr ee to no t do what o thr::rs exp e c t of me. 

22 . a. I acr:<~p t rny we ~tknes;;e-; . 

b . (don' t 3CC 'iJf. my WL' b SS :; , 

2:1. :1. In •)r J•.:o r tor gro,,· ..:mo tiuna lly, it 

to k:1•1 w hy I Jc ::~ :; l do . 

b. In vn!·~r '' f" ·'· •m •J ic n:dly , it is no t ne <.: e:>
sary ~o k.:uw ·.vhy r ne t J · I do. 

2-1 . J . S•~rn--! :·n·· · I :tm~.;ru.; .,wh•·n ! n m ntJt f et• l i~~ 

Wo:: il . 

GO li .'· lU Tft:-: :"ol:.:<T P .\_;r: 
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25 . a. It is o_ce;;:;a ::-y that others app r ove o f what I 
do. 

b. It is oc..t a!w:Jy s nece;;,ary tha t othe rs appr ove 
of M t l do. 

26 . a. I am a f r:.tid of makb.g m ista ke s. 

b . I am not a fr aid of making mistakes . 

27 . a . I trust he decisio ns I make spontaneou s ly. 

b . I d not tru s t th.: d e cisions I make 
s ponboeou - ly. 

2 . a. t y fe in~s o f s If-wort h d e~nd o n how muc h 
I accomp i ·h . 

b. My fe _ i s of sell-wo r th do no t de~nd on 

bo w much I J.ccompli s h. 

29. I fear fa i lure . 

b. I don't f ar failure . 

30 . a. y moral va tu s a r e det~ rr.1 i.ned , for the 

m os t p· rt. by he t :-t•)ush~ · . fe I ings J.nc de

c ision. o f orhe rs. 

b . y ruu r :JI valut!s are no t d e te r mL·H~ , fo r the 
m os ;>a r t . by the thoughts , f eling and de

c i ion o f other.; . 

3 l. a. It is p.) · sible to l ive li!e in te rm :> o f wba t I 

wan ..., ;). 

b. It i not · •-;.;;ihl to li\"'0' life in t e r rns of ·.• .:J t 

I w-.1r. o :i 

32. a . I can co _ i h 'he up · Jnd O ""TL:i of l if . 

b . 1 canno t co~ with the ups Jnd owns of 1··e. 

33 . a. I b li ,.e i.n sayin what [fee l in d ealing with 

o h r 

3 . 

b. I do oo brlieve in sayin what I fe e l in d ea l

ing ·~ lth o thers. 

Chi ldren hou! r ea iz tha t thPy do not have 

th sJ.mc:: r i6ht.-; 1nd pri' il ·t;·'S as a ul -. 

b . It I 

a n 

35 a . 1 c an ~ s 1ck my n •ck ou• " Ln my r · lation;:; wi h 

o h~r . 

b . r a, >i<J ft .,: ... · 
lt'l fJ ~~rs . 

36. a . I b e lieve the pursuit of setf-i..~ter-est is op
posed to inte r es t in o the rs. 

b . I b e l ie ve the pur.;ui t of setf-inte rest is not 

oppo:>ed to inte r es t i.n others. 

37. a. I find that I have rej ec ted man y of the moral 

valu e s r was taught. 

b. I have not r ejected any of t he moral values r 
was taught. 

38 . a . I live i.n terms of my wants, likes, di slikes 

a nd values. 

b. I do not l ive i.n terms of my wants. likes, dis 
likes anJ va lues. 

39. a. I trust my ability to s ize up a situation. 

b. I do not trust my ability to size up a situation. 

40. a. I b elieve I have an innate c ap:t c ity to cope 

with li.fe . 

b. I do no t be !if:!ve I have an innate capacity to 

cope with life . 

41. a . I must jus ti fy my act ions in th e pursuit of my 

o wn i.nteres ts . 

b . I need not jus ti.fy my adions i.o t h e purs uit of 

my own in te r est.:;. 

4::!. a. I am both ~ r ed by fear s o f b e ing i.nadequare . 

b. [ am n0tbothc:>red byfear·s of bei :-.g i.nad !:!q ' Ja te:. 

43. a . Ibe lie:ve tha t man is e5.5<! ntially good anJ can 

b e t rusted. 

b . I b e lie ve that ma n is esse ntially evil and can
no t be trusted . 

44 . a . I live by the rules and standa rd.:i of society. 

b. I do not alwJys ne ed to live by the rules and 

standards of society. 

45 . a. I am b o u nd by my duti f:!S and ob ligat ions to 

othe r s. 

b . r a m no t bt"1nd by my dut ies and ob lig :1t ion;:; 

to oth e rs. 

46 . a. R e:1 sons ar neer!,... I o jus t ify my fe e l ings. 

b . R •:.~·c...,·oreno t nt•o::Je rl t0 ju . .; t i!"y :ny f• e l i ~;;.:;. 
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47 . a . T h t:r :1r· t imes wh n just bcin l;; si le:1t is tho:: 
s t a y I c:.t n .·p r e, :; my fLa l: n;r:;. 

b . Ci..". i d 1 ic ult to cx pr e ::.s rr. y fedi.r.gs hy 
just b dn .r s i len t. 

43 . a . 1 oft ~ n f d it nec~ s sary to ddtnd my past 
a c io:1 · . 

b . l d o no t f.:d it n-:-c ·sary to d d e nd my pa::; t 
a c o n· . 

49 . a. I h ke v e ryone I know. 

50. 

5l. 

b . 1 o no t l ike e v r yone I kno w . 

Cr it ic is m thr e :tte ns my s lf - •s t <!e m. 

b . Cr i lc is rn do .,;; not thro:;.~ t e n m y s etc-est..:e m . 

I bel i lw t knu "' P.uge of wh:t t is r igh t ma kes 

o pe ac t r i ht. 

b . I do no b l io::vc: that kno I dg·~ f wtwt is r ight 

o Cf! · · a r i ly m .1k~::. i)~op l e a c t right. 

52 . I a rn afra id to he anp-y a t hu · I lo ve . 

54 . 

b . I fe I fr c: to b :1ngry a t t h•J s I lo v . 

b . • ry b a:.ic r · pon s:hiltty is to b e a wa r e of 

o th r · ' neeu · . 

pr o?.; s in 0 h':' :- · is rn u-; t itllP'>r':.:l n t . 

b . E pre · ·i;- .,. my~ e lf IS mos iru1 J r' n t. 

55 . a. T o fe l r i6ht , I ne d ,dways o pl ase o he r s . 

b . [ c an r- l r ig ht wi ho•l a lwa y s ha ~·i:lg to plea s e 

o ~ r 

56 . I will r is k :1 fri cml>h1p in o r de r to sa y o r do 

57 . 

ha I bel ie ve i r ig ht. 

b . Il l no t ri k a fr ie nrl - ht ;> j u t o say or do 

ha t i5 r i h 

b . I onot .llway: fe t!l o•:nd o k<! 'P t h s:;ror~Ji St'S 

I m :tke . 

5 . a . I mu-; t a\·'l irl sor r o :It a ll c•>s ~ · . 

59. a . I stri \·e alwa ys to pr euic t what will h.J.ppe n in 
th~ futu.:- ~. 

b . I do no t f ee l it neces:;ary always to predict 

what will iw.ppe n in the f•.1ture. 

60 . a. It is i mpo r tant tiw.t others accept my point of 
view . 

b. It is not neeessary for others to accept my 
po in t of view. 

6l. a. I only fe d frt!e to express warm feelings to 

my friends. 

b. I f e e l f r e e to expr es;; both warm and ho;;tile 

feelinc:- s to my f ri~nds . 

62. a . The r e ar· e ma ny ti mes whe n it is more im

portant to express feel ings than to care fully 

eva luate the s ituation. 

b. T here areve ryfe wtirues when it is more im
por tant to e xpre;;s feelings tha:1 to carefully 

evalu.:Jte the s itua t ion . 

63 . a. I w e l co me cr iticis m as an opp<J r tU..'li~y for 

gTO\.I.lh. 

b. I d o no t we lcome criticism as a n opportuni ty 

for g r o wth . 

64 . a . App-:!a r :.tnce s a r e :Ill-importa nt. 

b . Ap~ar:J. ncc: s ar~ not te rribly impor tant. 

6 5 . a. I b :J.rdly eve r goss ip . 

b . I g o si p a ! i tt! ~ at t ime s . 

66. a . I fe e l fr e e to r eveal my wea kne s ses amortg 

frie nds. 

b. I do no t fee l fr ee to r e vea l my we:J knes ses 

among fri end . 

67 . a . I shou ld always a ss u me r es ponsibility for 

othe r pE-O p lo:: 's fee l ings . 

b . I ne~ no t a hnys ass ume r espon.:;ihility for 

other pe o ple ' s feel ings . 

6 . a. I f ee I fr e e to b e my s e I f a nd be:1 r the 

b. I do no t fee l fr o:"! to be mys • f :1:v l Oc :l r the 
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69. a. I alr e:.tdy k..-.o w :1U I n ed to kno w abou ~ my 

fed in s. 

b . As life goes on , I conti.:Ju_ to know more a nd 
m ore :1buut my fed i:-.g . 

70 . a. I hesiate toshowmyw ea ko esses among 

s tr:In6ers. 

b. I do not h sit3:e to show roy w eaknesses 

a m o ng str::tr.Jers. 

71. I will contL'"Iue to grow only by s e tt ing roy 
s ight on a high-level , soci:tl ly approved goa l. 

b . ' II continue to grow bes t by b ing myse lf. 

72. a . 1 a ccept inconsis eocies within myself . 

b . I canno ccept incon istcncies w ith i.n myse lf. 

73. a . fan i - natur lly COO f r :H ive . 

b . ( n i n urJily 3nt3,s nis tic. 

74 . a . I d on't rn ~n Ia•· ·h!.., Jt 3 irt'i joke. 

b. 

75 . a . H appin s- is a by - pro uct i.n hun>an 

r el.atiooship · . 

76. 

b . Happin i an end in huma n r el"tion:;hip· 

1 only r el fr 

str :ln6 t! r .:i . 

b . I f 
t 

show (r!er.dly fe lings to 

1t~ fri 'ndl y and un!r ie:~dly 

77. a . 1 try to 

b . I ry 

sL'1ce re bu I omelirnes fail. 

_ incer and I am sine re. 

7 a. SeU -Ln r e l i-1 natu r :!l. 

7~ . a. "'·•utrd p•rtyclnm,..hurr! a ~ l;:>py r b ion-

sh ip by oh~en· ati un. 

b. n utr I p.H y c:tnno m"J r 2 happy rela -

tlor 'ih.lp h_ cP1tl n. 

81. a. Two people will get alon15 bes t if each con
centrates on pleas ing the otht::r. 

b. Two people can get along best if each person 
feels fr ee to e:<!Jre:;s himself. 

82. a. I have fee lir.gs of resentment about things tha t 
are pa s t . 

b. I do no t h:.t ve fee li!'!gS of r esentm e nt ahout 
thing-s th..1t are P<1st. 

83. a. I like only masculine m en and fem inine 
wo ru~n. 

b. I like men and worn~n who show rnas c ulL,ity 
as we ll as fem ininity. 

84 . a. I actively attempt to avoid embarrassment 
when~ ver I can. 

b . I do not ac tiv e ly attempt to avoid 

e m ba" rass ment. 

85 . a. I blame roy pare nt s for a lot of my troubles. 

b. I do not blame my parents for my troubles. 

86. a. Ire d th2 t a pe r so n s hould be silly only at the 
r ight ti ro~ and place. 

b . I can be silly whe n I fee l li ke it. 

87. a . P eople should always repe nt thei.r WTong

d oi.ngs. 

b . P e ople nee-d not a !ways re~nt the ir v.-rong

d oin"'s . 

88 . a. Iworryaboutthe fu tu.re . 

b . I do not wo rry about the future. 

89. a. Ki ndness a nd ru th l':!SS:J.ess mus t b e o ppos ites. 

b . K in nes - and ruthl es sness ne ed not be 

op~-N.:> ites. 

90 . a . I prefe r to save good th in~s fo r future use . 

b. I p rd<! r to use good thing no w . 

9l. a. P e o p le s hould always contr cJ l th e ir an~e r . 

b . P eople shn u expre;:; hone,t ly - fe lt :1r.g~ r. 

GOo:-; TO Tl! f:: SE\:T P.\GE 

112 



92. a. T h.: truly spi r itu:.1 l man is 3ome.irn es s e nsU:.l l. 

b. T he tntly spiritu3l man is nev e r s en.s u:.ll . 

93. a. 1 am able to expr.:ss my fee lings e ve n whe n 

th ey some ti mes re s ult in undesi.r able 
c onsc ue:1c 'i. 

b. l am uruble to e.xpress my feeling- if the y :1re 

likely to result in undesi rable consequences . 

94. a . I am o f e p a s ham ed of some of the emotions 
that I fe l b ubblLng up within me. 

b. I do not fed a ·h.:.tmed of my emo tions . 

9 5. a. I h:1veha my:> ~ t: riouso r ecstatic exp.;!ri e nces . 

b. I ha · n v r had myste riou s or ecstatic 

e >rie nc e 

96 . a. I am or hod .y r eli 7 ious. 

b . I am not or ho,!ox ly r eligious . 

97. m compl tely fre.: o f ti t. 

b. I am no fr o?~ of guilt . 

9 a. I h.av a p ohl :n in fu.:;i:lg se·< an lo\·e. 

b. r hav n problem in fusin 5 x :1ncl love. 

9 a. I njoy e •:hmen t and ;:Jri ·acy . 

b. I do not njoy e .Jch:-;;ent 1:1d privacy. 

100. a. t f c I de tc 1t d to my v•0rk. 

b. I do no f .. 1 d...,fica ed o my work . 

10 L. a. t cao .::<pre s aifec ion r ega r less o f whethe r 

lt is re urn~-

10 .!. 

103 . 

101. 

b . I canno xpr'!SS a ffection unl ss I am ur e it 

w ill b r eturn '!d. 

a. Li 111 fo r e futu re is as im rt.:ln t as livi ng 

for he moment. 

b. ly rving fo r the mom n is irnport.:lnt. 

a. IS be e r to yours~ if. 

b. I I '!tte r p >p•t ltr. 

105 . a. I spend more ti me pr ep..'l ring to live. 

b . I spend more time actually living . 

106 . a. I am loved bec:lUse I give love. 

b. I am loved because I am lovable. 

107. a . When I r ea lly love myseU, everybody will 

love me. 

b. Whe n I rea lly love myseU, there will s till be 
those who won 't love me. 

108. a. I c:111 let othe r people control me. 

b . I can let other people contro I roe if I am sure 
they will not continue to contro l me. 

109. a. As the y are, p€ople sometime:> annoy me. 

b. As they are, people do not annoy me . 

110 . a. Living for the future gives roy life its primary 

meanin~. 

b. On ly when living for the future ties into living 
for the present does my liie have m e aning. 

lll. a. I follo wd ilig"!nt lythe motto, "Don't waste your 

tim e ." 

b . I do no t fe d bound by the motto, "Don't was te 

your tin~e. • 

112. a. Wh:J.t I have be e n in the pa::; t di cta te s the kind 

of p r.;on I will be. 

b. Wha t I h:.~se bee n in the pas t d oes not neces

sa ri ly d ict.'lte the kind of p.-ors o n I will be. 

113. a. It is import.'lnt to me how I li ve in the he r e and 

now . 

b. It is of little importanc e to me how I live in 

the here anJ now . 

ll4. a. t h.a ve bad an expe rie nce wher e life s ee med 

jus t perfec t. 

b. ha ve neve r had an experience w here life 

s ee reed ju :; t perfec t. 

11 5 . a. Ev i l is the re:;ult of fr us trat ion in try i.r16 to 

b e ~r,·,. !. 

b. E\ili .:;:~nint rin sicp;rd o f h:.Jrn::~n nature wh ic h 

f igh ts go· ~!. 
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11 6. a . Ap\! r .-;o n c ::Jn co mpletely ch..tnge h is essentia l 
na rure . 

b . A p r so n cao neve r cha r.ge his esse n tia l 

12 :5 . a. I am s <.: l£-suffic ient. 

b. I am no t s e lf- s uff icie nt. 

nature. 129 . a. I li ke to withdt·aw from othe r-s for extended 

ll 7 . a. I am afr id to be ten e r . 

b. I am no · fr id to b~ te.-,de r . 

ll a. I am as £: ::-ti,· and affirmi:1g . 

b . I am no a sse rtive and affi r min6 . 

11 a . Worn n shou ld be trus ting and yi e lding . 

b . Worn n s ho ul not be trus tl!lg and yieldi ng. 

120. a . t 5 ~ my el f as othe r s set:: me . 

b . I do no t s mys t::U as o thers sec me. 

12l. a . It is a g 
pot n ia l. 

idea to th ink abou t your grea e st 

b. A per ·on "A ho th.in ks :Jbout his great.::st pvt~n 

ti a I get con..:eik 

12.!. a .. ten houl bea · • rtiv eanJaffirr~lin5 . 

b . , n hould not be a ' .,~ rtiv anJ aff i r m in~. 

123 . a . m a . o r is k b ing mys~ lf. 

b . I am no t J e o r is k b ing mys~ f. 

121. J . If ~~ ht:: nt!o>d o ~doings , ethi r.g <>ignifl

cant 1 l f th' time. 

b . 

125 . a. 

not f·· ·~ l th no.:t:<'J t0 bt: •>i. ' somdhing 

sign afa ..: an all o( tht: tim 

ufft!r from mem1> rie · . 

b. o no uff~r fr om naem0r ie ·. 

126. a . r1~n and wo mt!n mu. b both y it::ldtn" :l nd 

s cr 1 · 

b . len :tnti "' "l f" .. n mu,;t not h<> both y i I ang and 
a s .;;erth·o. 

127 . a. I llkc o p r 1c ipate a c tiv ly in intt: n' " 
di sc... u , .;!on,;. 

b. J "'' l i ~c tr, ;ur H.;t p·, e .tc ti Ply in in •' nk, ~ 

d I .,, J .. .... ~ l,... .,. 

periods of time. 

b . I do not like to withd r :1w f::-om othe rs for ex
tenJc-d ~r-iods of ti mP. . 

130 . a. I always p l3y fa ir . 

b . Somt!tim e s I che at a little. 

131 . a. Some time s I fe e l so an!0"y I w::~nt to destroy 
or h urt othe r :> . 

b. I ne ver fee l so angry that I w::t nt to d e str oy or 

burt othe rs . 

13 2 . a. I fee l c e rbin and :> ec ur·e in my relationships 
with o th e r s . 

b. I fee I unce rta in and ins ecure in my relation
s hips with othe r s . 

13:1. a . I l ik~ to w it hd r a w te r.apo r ar ity from oth~ r s. 

b . I d o no t li ke to withJraw te C1 pv r:J.r ily from 

others . 

134. a. I can acct!pt my m i:;tak"! s . 

b. I c anno t acce pt my m is t ..,k~ s . 

l3 5 . a . I fin d some p eo ple who a r e sta..:pid a nJ 

un i rt ~e r ~s tin~. 

b . T neve r f ind a ny peufJLP. who ar e ;;t-,;;:J id and 

un interes tini'( . 

136. a. I r egre t m y pas t. 

b . I do no t r egre t my pas t. 

137. a . Being myst! U is he lpfu l to o the r s. 

b . J u s t being mp~U is no t helpfu l to other ,; . 

138. a . I havt! h:.~d moments o f i ntens~ h:1ppiness when 
I fo:: lt !1ke I wa · e' e ri encl:l ~ :1 ki:-~J o f cc st:1:;y 

o r bli ss. 

b . I h:n · n0t h:Fl rno ment · o f in t en · h:lp(J ::t.,- ss 
wh c:n f t:: lt la k,: I w:.t; eqJt!ri · :-~..:inc( k: Hi of 

bl i,;. 

GO 0.\ TO TII F: :-.EXT P.\ G E 

114 



13 a . P e•> )I<: h.1v an ins:lnc t fo r e\"i I. 

b . P~ pi~ o not lu \·" :1n in ti..nc t fo r e v i l. 

141) . a . F o r me, the future us ua l ly s e ems hop«;! fu l. 

b . Form~. the futu re ofte n se<:ms hope less . 

1-11. a. Pcopl are 0o h go•.J :1nd e v i l. 

b. P eopl :1r not buth good a nd e vi l. 

14:!. a. My p· s t is a s te pp ing stone fo r th.: fu tur e . 

b . ly pR t i a h...lnd ica p to m y futur e . 

l -13 . a . ~ K lhng time " is a prob l tWl fo r m e . 

b . nK tlltng tim " is no t a problem for me. 

144 . a . F o r me. pa t, pr esent and fu ure is in mea n

Ingful con tlnu ity. 

b . F or m th pr sen t is an isl:l.nd . unr e l ted 

to h • p '" t anJ fu re. 

1-1 5. . ty hC)p • fo r th futu re dep>::nd , o n hav ing 

fr 1 'l<!s. 

b . My ho p., fo r the fut ~.:re do. not de~,.. n on 

h.a ~·in r f ri ... :~d.;. 

P'J I 00 1 

146 . a. l c::tn l ike peo pl e without having to approve 
of th.::m. 

b. l cannot li ke peo ple unless I a lso approve of 
them. 

147. a. P eople are basical ly good . 

b . P eople are not basica lly good . 

14 S. a . Ho nes ty is alw:~ys the bes t poli c y . 

b. Ther e a r e tim e,; whe n hon esty is not the best 

pol ic y. 

149. a. I can feel co mfor tab le with less tha n a pe rfec t 

perform :1 nc e. 

b. I fee l w1comfo rtable with anything less than a 

pe rfec t pe rformance . 

150 . a. I cano\· e rco me any ob5tacles a:> long as [ be

lieve in mys <:!lf. 

b. I c a n.n ·::> t ov e rcome every obsta cl e e ve n if [ 

b e l ieve in nt) ~ t'!.f. 
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